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TERMS USED

Paid Carer/Support Worker/Attendant Care Worker/Home health aide: The
terms of paid carer, support worker, attendant care worker and home health aide refer
to workers employed in a direct support role with a person with disability. In the
introductory chapter of the thesis, these terms have been used as they were used in the
source material that is being discussed (e.g., home health aide is the term used in the
USA context and this term is retained when referring to literature from the USA). For
the chapters describing the aims, design, findings, and implications of the inquiry, the
term paid carer has been used consistently throughout.

Client: The term client has been used in the thesis when describing an individual
with a disability who is a consumer of therapeutic and/or paid care support. This is
the term used by paid carers when describing the person to whom they provide
services.
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ABSTRACT

Increasingly healthcare delivery in Australia for individuals with chronic
disabilities is conducted via paid carers under the guidance of allied health
professionals. A paid carer is a person paid to render assistance including therapy
support to an individual with a disability. Despite their growing involvement in
healthcare delivery, there is limited understanding of the paid carer’s support needs
when working with individuals with acquired brain injury. Further, although the
perspective of the paid carer working with individuals with severe communication
impairment is critical to successful speech pathology outcomes, it is not represented in
the literature. The purpose of this inquiry was to understand the process of working
with an individual with severe aphasia from the perspective of the paid carer.
A Constructivist Grounded Theory approach was adopted for the inquiry.
This qualitative methodology enabled the exploration of issues important to the paid
carer to be the main focus of the research. Multiple, intensive, unstructured
interviews were conducted with eleven paid carers over a period of prolonged
engagement. Evidence of rigor was constructed throughout the research process using
strategies of verification and validation. The validity of the completed research
product was supported by the application of criteria of trustworthiness.
Establishing and maintaining a bounded friendship was the fundamental social
process identified by paid carers as their greatest concern when working with an
individual with severe aphasia. Bounded friendship contained the key experiences of
getting set-up, getting in, getting to know you, knowing you inside and out, going
downhill, getting back, and going away. Critical to the bounded friendship was the
influence of particular carer characteristics, mediated via nonverbal communication,
on the relationship process over time.
The framework that emerged from the inquiry suggested numerous clinical
implications for supporting paid carers in their work with individuals with severe
communication impairment.
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Chapter 1 – Disability Policy, Service Provision, and Acquired Brain Injury
According to the Australian Bureau of Statistics (ABS) Survey of Disability,
Ageing and Carers (ABS, 2003), one in five people in Australia has a reported
disability. Of those with a disability, 6% are considered to have a severe disability
which means that they sometimes or always need help with mobility or self care, or
have difficulty communicating. Many health conditions are associated with disability.
However people with Acquired Brain Injury (ABI) tend to have confounded disability
which affects individuals differently. Disabilities acquired from an ABI are often
complex including physical, cognitive, emotional, and communicative disability.
Further, ramifications of disability relating to ABI are wide reaching and often impact
on the family and friends of the individual with the ABI (McCluskey, Johnson, &
Tate, 2007).
Traditionally, support to individuals with ABI has been provided by a
multidisciplinary team of health professionals including medical, nursing, and allied
health personnel. The majority of service provision has occurred at the time of the
injury and for a relatively brief period of facility-based rehabilitation in the major city
and regional centres throughout Australia. Typically, these services have been
provided directly by the health provider to the individual with ABI, or client, in the
form of sessions scheduled with the individual on a regular basis. Speech
pathologists, as part of the multidisciplinary team, have provided direct service
provision to the individual with ABI regarding swallowing and communication
impairments.
People living with disability as a result of ABI are a group demanding
increasing attention from governments at all levels including federal, state, and local
(Australian Institute of Health and Welfare [AIHW], Bulletin No. 55, 2007) . This
change has largely come about as a result of two factors. First, improved medical
intervention has increased the likelihood of individuals surviving with severe brain
injury. Second, individuals with severe ABI frequently require a range of supports
over their lifetime. Providing lifetime support for individuals with ABI is costly and
these costs are predicted to increase in to the future as age-related ABI is likely to
increase with Australia’s aging population (Access Economics, 2009). In addition, as
a result of strengthening advocacy and power of the disability movement, these
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supports need to be flexible and creative with a focus on assisting individuals with
ABI to live a rewarding and fulfilling life within their local communities.
As part of the Australian Government’s response to meeting the growing
demand for support services for individuals with severe ABI, paid carers have been
increasingly included in service provision models to provide support to individuals
with ABI. In particular, a major focus of these models includes support for
individuals with ABI with integration into their local communities (McCluskey,
2000). Paid care workers have a long history of working in the developmental
disability context. However, their inclusion in the support provision for individuals
with ABI-related disability is more recent. This changed service provision landscape
has provided a new challenge for the allied health professionals working in the area of
ABI. Traditionally, allied health services have been delivered directly to the
individual with ABI by the allied health practitioner. Under new health service
models, health care delivery is seen as a therapeutic alliance between the individual
with ABI (or consumer) and their family, allied health practitioners, and paid carers.
Increasingly, the provision of allied health services is being delivered indirectly via a
team of paid carers under the guidance of an allied health professional.
This change in the way in which rehabilitation and community integration
services are delivered to individuals with ABI poses a number of challenges for allied
health professionals, including speech pathologists. Traditionally, speech pathologists
have provided therapeutic support directly to the client with ABI, and more recently,
to their broader social network (Cruice, 2007). Providing support and guidance to
paid carers for the individual with ABI is a relatively new phenomenon. As part of
this service provision, training of the paid carer by the allied health professional to
reinforce the therapeutic goals of the person with ABI is expected. In theory this
sounds relatively straight forward, yet in reality it alters entirely the dynamics of
delivering therapeutic support to the individual with ABI.
Given the relatively recent advent of delivering allied health services
supported by paid carers, there is limited evidence from which speech pathologists
can draw information to guide them in this process. McCluskey (2000) has examined
the role paid carers with individuals with ABI-related disability. In order to provide
support and guidance to paid carers working with individuals with communication
disability, an understanding of the paid carer’s needs is essential for targeted training
and assistance. Unfortunately, relatively little is known about the paid carer’s
2

experience of working with a person with ABI especially one with severe
communication disability.
This research aims to contribute toward filling this void. Given the recency of
paid carers working within the field of ABI and limited research to date, a qualitative
inquiry was deemed most suitable. The study’s qualitative methodology allows for an
insider’s perspective to be heard. The issues salient to the paid carer were defined by
the carers themselves rather than being assumed by an allied health researcher . The
narratives of the paid carers describing their experience of working with individuals
with severe communication impairment following ABI were analysed with a speech
pathologist’s ear, and with the hope of informing speech pathology clinical practice.

Overview of Thesis

This research was undertaken to better understand the lived experience of the
paid carer working with individuals with ABI. Of particular interest was the paid
carer’s experience of working with an individual with severe communication
impairment. It was reasoned that greater insight into the paid carers’ perspective
would help inform and refine speech pathology service provision, especially where
therapeutic outcomes for individuals with communication impairment are supported
by paid carers. This compelling need to understand the phenomenon from another
person’s point of view was a strong argument for implementing a qualitative design
which focuses on the insider’s perspective. Eleven paid carers were interviewed for
the study and their insights were analysed according to grounded theory methodology.
Ultimately, a grounded theory that contributes to a more comprehensive
understanding of the needs of paid carers when working with individuals with
communication impairment following ABI was sought.
The thesis is developed over six chapters. Chapter one introduces the broad
topic of the thesis and has two major focuses. The chapter commences with an
emphasis on the service provision for individuals with ABI in Australia, particularly
in the state of Victoria. In particular, the historical factors that have paved the way for
the development of the paid carer workforce working within the area of ABI are
described. This section concludes with a synopsis of the limited research to date
pertaining to paid carers and their work with individuals with ABI. The focus of the
chapter then shifts from the services to a description of the providers of paid care
3

services. In particular, an overview of the group of workers employed within the nongovernment sector of the paid care industry is provided. This overview is followed by
a more specific description of the paid carer. This section describes who paid carers
are, their roles and responsibilities, the contexts in which they work, how they are
trained, and what makes an effective care worker. In particular, the importance of
specific values and attitudes to paid care work that influence competency in
interpersonal communication, as opposed to skill and knowledge is highlighted. The
chapter concludes with a synopsis of the major future challenges faced by the paid
care industry in delivering support services to individuals with ABI.
Given the importance of interpersonal communication skills to effective paid
care work, chapter two shifts the focus of the thesis to the processes of interpersonal
communication using a model developed by DeVito (2009). The model is used to
understand how severe communication impairment, using the case of aphasia, impacts
on the communication process. The potential of severe communication impairment to
undermine the effectiveness of the paid carer to perform within their role with a client
is articulated. Yet, there is currently limited research to know if this is the case. This
discussion leads to a description of the purpose and aims of the present study.
Chapter three is dedicated to the design of the study. This chapter addresses
how decisions were made in relation to selection of the research paradigm,
methodology, and research problem. Next, the procedural details of the study are
outlined including participant recruitment, sampling, procedures, and the process of
data analysis. Finally, the chapter concludes with detailing the components of rigor
employed throughout the study as suggested by Meadows and Morse (2001). These
components include strategies for verification, evaluation of validity, and means of
determining if the project as a whole is valid.
Chapter four is the first of two chapters that present and discuss the research
findings. This chapter addresses the over arching construct of the process of
“bounded friendship” that emerged from the inquiry. First, the bounded friendship
and the essential features which characterise it as a construct are described. This
description is then followed by the introduction of the framework which reveals the
process of the bounded friendship including the key experiences of development and
decline of the relationship. The framework is discussed and verified with supporting
interview passages.
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Chapter five addresses the importance of certain enabling factors that facilitate
the development of the bounded friendship namely carer characteristics and nonverbal communication. The chapter commences with a description of the carer
characteristics that enable the process of bounded friendship and includes several
character traits and communication competencies. In particular, the enabling
influence of intercultural communication competencies within the process of bounded
friendship is explored. Equally important to the enablement of the bounded friendship
is the mediating influence of non-verbal communicative behaviour. The chapter
concludes with the finding that non-verbal communication is the primary source of
information that drives the relationship process between paid carers and their clients
with severe aphasia. Non-verbal communication was a significant conduit through
which many relationship functions were achieved and these are presented with
supporting evidence.
Chapter six is the final chapter of the thesis. This chapter is concerned with
the clinical implications related to the emergence of the bounded friendship. Initially,
the implications pertaining to the construct of the bounded friendship are presented.
These implications are followed by those relating to the process of bounded
friendship including the key experiences of the development and decline of the
relationship between paid carers and their clients with severe aphasia. Vignettes taken
from the case study of Bev and her client, Jack are used throughout the chapter to
further elucidate the clinical implications. The limitations of the study are then
outlined. Finally, the chapter closes with a discussion of the study’s conclusions.

Acquired Brain Injury in the Australian Context

Definition. Australia’s national policy on services for people with acquired
brain injury provides a definition which states,
Acquired brain injury is injury to the brain which results in deterioration in
cognitive, physical, emotional, or independent functioning. ABI can occur as
a result of trauma, hypoxia, infection, tumour, substance abuse, degenerative
diseases or stroke. These impairments to cognitive abilities or physical
functioning maybe either temporary or permanent and cause partial or total
disability and psychosocial maladjustment. (Fortune & Wen, 1999, p XII)
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No single number can be quoted as the definitive prevalence rate of ABI in Australia
(AIHW, Bulletin No. 55, 2007). In 2003, approximately 438,300 people had an ABI
with disability. Of these, 157,500 people or 0.8% of the population had ABI and
reported always or sometimes needing assistance with self-care, mobility, or
communication. Furthermore, ABI prevalence rates increase with age.
The main cause of ABI varies according to age. For those people aged under
65 years, traumatic brain injury as a result of a traffic accident is the main cause.
However, it is also worth noting that 20% of all strokes occur to people younger than
55 years of age (AIHW, Heart, Stroke and Vascular Diseases - Australian Facts,
2004). For people over 65, ABI can result from a number of different causes. Many
of these conditions, such as stroke, dementia, and neurodegenerative disease, rapidly
increase in prevalence among older people. People with acquired brain injury as a
result of stroke are the largest sub-group in the population of people with ABI.
Furthermore, stroke ranks fourth among the main conditions associated with more
severe disability. Therefore stroke is considered to be a leading cause of disability in
Australia. In the future, the number of people with stroke-related ABI is predicted to
increase substantially in line with Australia’s ageing population.

Consequences of ABI – Individual costs. The consequences of ABI are
complex. Data from the ABS Survey of Disability, Ageing, and Carers (2003)
suggests that people with ABI often have multiple disabilities. Nevertheless, ABI is
often referred to as a “hidden disability” because it is not always obvious to others,
especially for people who have mild physical disability. Problems within cognitive,
psychosocial/emotional, and communicative domains of functioning are common. In
2003, people aged 65 years or over were more than twice as likely as those aged 65
years and under to have ABI with activity limitations or participation restrictions.
Almost all (96%) people with ABI aged 65 years or over had physical/diverse
disability, and more than two-thirds (68%) had sensory/speech disability. These rates
are higher than among younger people with ABI. Psychiatric and intellectual
disability is more common among people aged 65 years and under (AIWH, Bulletin
No. 55, 2007). Many people with ABI experience significant restrictions on their
ability to participate fully in education, employment, and in other arenas of social life.
Relationships with family, friends, and carers can also be affected by the nature of
disabilities associated with ABI.
6

Consequences of ABI - Social costs. Chronic health conditions, such as ABI,
account for more of the burden of disease in Australia than conditions that are
resolved quickly, such as infectious diseases. Increasingly, chronic conditions are
major contributors to the burden of disease worldwide. As well as the health costs of
chronic disease, there are significant economic costs related to supporting people with
chronic health conditions. One such example is the cost to the Australian community
of stroke. In 2004, stroke was estimated to cost the Australian community around $2
billion per year (Cadilhac, Carter, Thrift, & Dewey, 2009). In the future as the
number of strokes is predicted to increase with the ageing of the Australian
population, the cost to the Australian community is estimated to rise significantly.
Rehabilitation, acute hospitalisation, and nursing home care account for the largest
component of cost (Dewey, Thrift, Mihalopoulos, Carter, Macdonell, McNeil, &
Donnan, 2001).

Consequences of ABI - Carer burden. Recovery from ABI-related
disabilities is a long, resource intensive, and expensive process often occurring over
many years. As outlined above, many survivors of ABI are left with multiple and
complex disabilities which affect the person’s ongoing quality of life. According to
data from the ABS Survey of Disability, Ageing, and Carers (2003), more than onethird of all people with ABI aged 65 years and under living in households, reported
needing help with cognitive and emotional tasks. Thus, ABI not only has an impact
on the injured individual but it also has wide reaching effects on the individual’s
family and friends. In 2003, the percentage of people aged 65 years and under with
ABI living in households was 97% and living in care accommodation was 3%. Of
people aged 65 years and over with ABI, 82% lived in households and 18% lived in
carer accommodation. In addition, there were 56,200 people with ABI living in
households with a co-resident primary carer. A primary carer is a person who
provides the most informal help to someone with a disability. Typically, informal
care is provided to individuals with disability via a spouse, adult child, or occasionally
by friends and neighbours.
In the context of ABI, carer burden is well documented in the literature
(Jackson, Turner-Stokes, Murray, Leese, & McPherson, 2009; Kinney, Parris
Stephens, Franks & Kline Norris, 1995; Servaes, Draper, Conroy & Bowring, 1999;
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Verhaeghe, Defloor, & Grypdonk, 2005). Many carers report there are significant
consequences on their own quality of life when caring for a person with a severe ABI.
These consequences can range from declining mental and physical health, role
change, relationship breakdown, inability to participate in appropriate life stage
pursuits such as work and recreation, and increasing social isolation. Despite the
predominance of negative consequences, carers also report “uplifts” in their role in the
form of feeling pleasure when their family member is responsive, cooperative, and
participating in family life (Kinney et. al., 1995). The provision of respite care for
family carers has been found to contribute to carers’ ability to cope with the ongoing
demands of providing informal care (Jackson et al., 2009).

Disability Policy in Victoria

Formal care services are usually provided by a workforce paid to provide
assistance and care to individuals with disability and their families. Over the past few
decades a proliferation of services and industries has developed to support individuals
with disabilities. A range of service options has largely come about as a result of
major developments in disability policy in Australia over the past 40 years. In the
1970’s and in particular 1981 as the International Year of the Disabled Person,
disability rights began to be thought of within a human rights framework. The
marginalisation of people with disabilities and the lack of choice and control they had
over their own lives began to be defined as a violation of their human rights. In
response, Australian governments at both state and federal level have introduced
legislation to reduce discrimination and to provide choices of program support for
individuals with disability to participate within community life (Australia. Human
Rights and Equal Opportunity Commission, 1994). In order to reflect and realise this
approach, emphasis on service provision has moved from institutional to communitybased care.
Currently, the Australian Commonwealth Government has adopted a strategic
policy and service framework to reflect inclusion and participation by people with
disabilities (Australia. Department of Family and Community Services [DFCS],
2000). The Disability Strategy outlines the following broad principles including
equity, inclusion, participation, access, and accountability. Guided by the principles
of human rights and social justice, the Victorian State Government passed the
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Disability Act in 2006. The Act provided a framework of enablement for individuals
with disability living within the state of Victoria. The vision articulated in the
Victorian State Disability Plan 2002-2012 (2002) is about restoring choice and control
to people with disabilities. The plan is based on the principles of equity, self
determination, choice, diversity and non-discrimination. In particular, the vision
strives to restore to people with disabilities their right to choose and have autonomy in
the course of receiving care and support.
The Act outlines two sets of principles. These principles relate to both people
with a disability and disability services. The principles for people with disability
pertain to the fact that people with a disability should be given the same rights and
responsibilities as other members of the community. This includes the right to:
•

Be respected for their human worth and dignity as individuals

•

Live free from abuse, neglect, or exploitation

•

Realise their individual capacity for physical, social, emotional, and
intellectual development

•

Exercise control over their lives

•

Actively participate in the decisions that affect their lives

•

Access information and communicate in a manner appropriate to their
communication and cultural needs

•

Use services in the community that support their quality of life.

(Victorian. Department of Human Services [DHS], 2007)
As part of the Victorian Government’s plan to incorporate these principles into
the services it provided to individuals with disability and their families, it was
necessary to articulate a “different way of doing business”. The government needed
to “reorient support services for people with disabilities so that these services are
more responsive to people with disabilities; and to their needs, their goals, and
aspirations” (Victoria. DHS, 2004, p. 29).
The principles outlined by the act for disability services state:
Disability services must:
•

Respect the rights of people with a disability

•

Provide good quality services

Disability services should support people with disability to:
•

Make choices and be independent
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•

Make choices and get support if they need it

•

Take part in their local community.

Disability services should also:
•

Know that people with different disabilities may need different
supports

•

Respect families and other people who are important to a person with a
disability

•

Assist families to support people with a disability, where they can

•

Understand the needs of children with a disability

•

Understand the problems a person might have because of their culture,
language, or where they live

•

Protect the rights of people using the service.

(Victorian. DHS, 2007)
The Victorian Government acknowledged that the Disability Plan articulated a
vision that required significant change in the provision of support services. It would
pose many challenges for “the disability sector, the work force, service providers,
policy makers, and funding providers, as well as for people with disabilities and the
wider community” (Fordyce, 2007, p. 7). The changing of service models, especially
from institutional care to support in the community, and greater emphasis on
individual choice has had significant implications for those workers in a direct support
role with a person with disability. Their role has expanded from one of assisting
individuals with disability with personal care to supporting them to create and
maintain relationships with family and friends, to create and pursue their own
personal goals, to participate in the workforce, to be empowered, and to access
recreational and community activities. In effect, support workers need to have more
skills to effectively undertake a number of complex roles. As a result, the industry is
currently implementing measures such as education, training, and professional
development to facilitate the skill improvement of support workers (Fordyce, 2007).
Over the past two decades, not only has there has been a shift to provide
support for individuals with disability to live in the community, but there has also
been a shift in the health and aging sectors too. Individuals following major illnesses
such as ABI have experienced decreased length of hospital stays resulting in provision
of healthcare within community settings. In addition, the Australian Government has
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emphasised providing care for older people in their homes instead of in institutions
through the funding of home-based care programs.

Clinical Pathways for Individuals with ABI

Due to the complexity of needs arising from disability as a result of ABI,
different levels of federal, state, and local government are involved in providing
various types of support services and service delivery options for individuals with
ABI and their families. Typically, individuals with disability following ABI will
require access to services arising from both the health and disability sectors. They are
likely to access both institutional and community-based services. The typical clinical
pathway in the stages of treatment and recovery for individual’s following ABI in
Victoria is outlined below.

Stages of treatment and recovery following ABI. There are three broad
stages of rehabilitation for a person with ABI (Victoria. DHS, 2004, p. 41). These
stages are medical/acute, secondary/rehabilitation, and tertiary/community re-entry.
The medical/acute stage is the period immediately following sudden onset medical
conditions such as traumatic brain injury, stroke, or possibly following an
exacerbation of a degenerative neurological condition such as multiple sclerosis. An
individual will be admitted to an acute care facility to manage the acute episode of the
illness.

Intensive medical treatment may be needed for the person’s survival.

Depending on the severity of the brain injury, a person may be hospitalised for days,
weeks, or months. Although given the advent of improved medical technologies and
care protocols, hospitalisation periods within an acute medical facility have
significantly reduced in the past few decades. At this stage, individuals with ABI are
usually supported by medical, nursing, and allied health professionals.
From the acute service, individuals with ABI usually require some degree of
intensive therapy aimed at restoring previous capabilities. This phase is the
secondary\rehabilitation stage and is usually provided by a variety of agencies and
institutions, and trained professionals. Duration of rehabilitative services for
individuals with ABI varies enormously dependent on many factors such as severity
of the ABI, age and co-morbidities of the individual, availability of family support,
and access to services provided within the individual’s geographical locality.
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Rehabilitation services are usually multidisciplinary and include medical, nursing, and
various allied health personnel, such as physiotherapy, occupational therapy, speech
pathology, dietetics, and psychology. Increasingly, trends towards deinstitutionalisation and decreased lengths in hospital stay have seen a shift of
healthcare provision into community settings (Katz, Hallowell, Code, Armstrong,
Roberts, Pound, & Katz, 2000).
The final stage of recovery following ABI is considered to be the
tertiary/community re-entry phase. This stage is a long-term and continuing process
of developing, strengthening, and maintaining skills so that the individual with ABI
can live independently and be included in the community. The traditional notion that
recovery from ABI is completed usually within the first 6 months following the
incident is no longer supported in the research literature. In fact it is a widely
accepted view that further recovery from, and adaptation to, ongoing disability is seen
for many years, particularly following severe ABI (Code, 2010; Katz et al., 2000).
Typically, while medical and allied health support may continue to be
provided, it is usually much less intensive. Alternatively, many individuals will
require the support of paid care workers to achieve their desired level of independence
and access to community-based services to remain connected to their communities.
Increasingly, support to the individual for rehabilitation and community re-entry is
provided via a therapeutic alliance. This alliance exists between the individual with
ABI and their family, medical professional, nursing staff, allied health professionals,
and more recently, paid carers. The therapeutic alliance works together to maximise
the support provided to the individual with ABI.
Over the past 40 years, the Australian Government has revolutionalised its
approach to providing health and community services to the Australian community.
This change has been driven by a number of factors. First, the Australian population
is ageing and associated with that is an increase in prevalence of chronic illnesses
associated with complex disabilities. Second, increased activism and advocacy on
behalf of people with disability has contributed to increasing consumer demands
regarding choice and access to services within local communities. In addition, for
both social and economic reasons there has been a significant shift towards deinstitutionalisation and decreased hospital stays. Yet, despite the increasing demand
for health and community services, there are widespread skill shortages in the health
and community services labour market including such professions as nursing, medical
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specialists, and allied health professionals. The federal and state governments are
anticipating expansion in the labour market for many areas including the health and
disability sectors into the future. In particular, expansion is expected in diagnostic
services, allied health, complementary and alternative health services, aged, and
community support services (Victoria. Department of Education, 2008).

Service Provision for Individuals with ABI

In response to social and economic pressures, new models of service delivery
in health have been explored to address the shortfalls in healthcare workers. This has
led to the development of a workforce of people with a broader skill base that can
manage the interface between health and community services. These workers are
largely vocationally trained and have the capacity to fulfil a number of roles across a
broad range of sectors including health, aged care, welfare, and community. The
inclusion of these workers in programs providing support to individuals with
disability, including individuals with ABI, has been an increasing trend. The titles
given to these workers vary across sectors according to the primary focus of the role
they are to fulfil. In Australia, workers engaged predominantly in the health and
community reintegration services with individuals with ABI are called attendant
carers or attendant care workers or paid carers or paid care workers and less
frequently, allied health assistants.

Definition of paid carer. A definition of attendant care workers or paid
carers is offered in the industrial report produced by Focus Learning Systems (1998).
A person paid to provide assistance with personal activities to a person with a
physical and or mental disability, resulting from, for example, a brain or spinal
cord injury. This definition excludes family members who may be paid to
care for a relative, and also excludes nurses, who solely provide nursing
services. Attendant carers provide assistance with everyday tasks that a
person without a disability would be doing for themselves, and may include
lifting, toileting, showering, grooming, meal preparation etc. Attendant carers
may work for or belong to an agency, or apply for positions independently of
an agency. (Focus Learning Systems, 1998, p. 13)
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Not included in the above definition but integral to the work of attendant or
paid care work is community reintegration. This activity involves paid carers
assisting and supporting the individual with ABI to access and be involved with their
community. This work may include organising and co-ordinating transport
arrangements on behalf of the individual, accompanying the individual into the
community to ensure safety and access, supporting the individual with independence
in making transactions, participating in communal activities, and accessing
recreational and leisure interests. A more comprehensive description of the attendant
care or paid care worker and the industry is provided in the later sections of this
chapter.

Service Delivery Models Utilising Paid Care Workers

The service delivery models used within health and community sectors in the
area of ABI are variable. Aside from the traditional multidisciplinary team approach
operating out of a government funded facility, newer types of service delivery have
been successfully implemented in the past two decades. Commonly, these newer
services providing longer term rehabilitation and community reintegration have
adopted an interdisciplinary team approach. Often these services are auspiced by an
organisation that sub contracts services including case management, therapy (usually
private providers), and attendant care/paid care services. Healthcare is delivered to
the person with disability as part of a therapeutic alliance between the client and
family, allied health practitioners and paid carers. These types of models have
imposed a consultative type of service delivery on allied health professionals. This
approach requires the allied health practitioner to develop and oversee the
implementation of a therapeutic program for a client, within their particular expertise,
with the support of paid care workers.

Transport Accident Commission programs for individuals with ABI. Two
examples of major programs reflecting these trends in service delivery in Victoria are
the Transport Accident Commission (TAC) rehabilitation and community integration
programs and the ABI: Slow To Recover Program (ABI: STR). Both of these
programs provide rehabilitation and community re-entry support for individuals with
severe and complex disabilities arising from ABI within the state of Victoria. The
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former service provides programs to individuals with ABI where brain injury has been
acquired in such a way that it entitles the individuals to compensation. The later
program provides services to individuals without access to compensation.
In 1986, the Victorian Parliament passed the Transport Accident Act 1986
establishing the TAC. The TAC belongs to the people of Victoria as a state owned
enterprise of the Victorian Government. It operates as a commercial insurer, and
funds rehabilitation and disability support for individuals incurring a disability as a
result of a traffic accident. This group of individuals is predominantly young (i.e.,
under 65 years of age) and living with complex physical, cognitive, and emotional
disabilities. The TAC funds both rehabilitation and disability services for these
individuals. More recently, in response to the underlying principles of the Victorian
Disability Act 2006, the TAC has expanded their programs to offer self-purchasing
arrangements with clients through entering into individual funding agreements with
the TAC. The concept of self-purchasing is designed to promote client choice,
control, and autonomy over the type and level of services provided to them.
These TAC programs incorporate a broad range of service types including the
option of therapy support services which it defines as “a service that supports a client
to participate in rehabilitation activities and achieve rehabilitation goals” (Transport
Accident Commission, 2010, para. 2). Clients, who as a result of their injuries are
unable to independently complete an exercise and/or therapy programs are considered
eligible for therapy support services. The TAC requires that therapy support be
provided under the direction of an allied health professional. Furthermore, it
considers two occupational groups as being able to provide therapy support services;
allied health assistants and attendant care workers. Allied health assistants hold a
Certificate 3 in Health (allied health assistant). For Attendant care workers, there are
no mandatory educational requirements and they may or may not hold a Certificate 3
(Disability work) or Certificate 4 (Aged care support). In addition to providing
therapy support, attendant care workers are also eligible to provide assistance with
personal care and community access as part of disability services.
A recent review of the costs of severe spinal cord injury (SCI) and traumatic
brain injury in Victoria was prepared by Access Economics for the Victorian
Neurotrauma Initiative (2009). The review found that the costs of attendant care
services contribute significantly to supporting individuals with SCI and TBI over a
lifetime. The lifetime cost of new cases of brain and spinal cord injury occurring in
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2008 is projected to be $10.5 billion in Australia (Access Economics, 2009, p. i).
Early hospital and medical costs are high however it is life time support, consisting
predominantly of attendant care services, which dominates costs 3-4 years following
the initial injury.

Acquired Brain Injury: Slow To Recover (ABI: STR) program for
individuals with ABI. The ABI: STR program has grown out of a number of
Victorian government initiatives in the area of rehabilitation and ABI over the past
decade. The Head Injury Project, undertaken in 1988 by the Health Department
Victoria, Community Services Victoria, and the Transport Accident Commission,
looked at the incidence and implications of ABI within the state of Victoria and
developed a strategy plan for service development. The report identified a number of
shortfalls in almost all areas of service provision. However, the most noted shortfall
was the discrepancy in the availability and quality of services provided to individuals
with and without compensation. In particular, services for younger individuals living
with ABI with severe and complex disabilities as a result of stroke, a degenerative
neurological condition such as multiple sclerosis, hypoxic brain injury, or accidental
trauma not occurring on the road were inadequate.
In response, the Victorian Government made funding available in 1996 to
implement a service program that targeted the needs of people with severe brain
injury including access to rehabilitation, equipment, and ongoing support. The pilot
program was initially known as the ABI Slow-Stream Rehabilitation/Long Term
Maintenance Program. In 1998, Southern Healthcare Network became responsible
for the further development and ongoing management of the Acquired Brain Injury,
Slow To Recover (ABI: STR) program. Broadly speaking, this program provides
rehabilitation support for highly dependent persons with ABI and their families who
are not in receipt of compensation, throughout Victoria.
The ABI: STR program caters for brain injured, younger adults (i.e., under age
65) who are not eligible for compensation, and are distinguished by the severity of
their ABI; their slow recovery and persisting high dependency requiring prolonged
rehabilitation; the complexity of their care needs; and their ineligibility to access,
through any other means, services that are appropriate to their age, level of disability,
and limited recovery potential. The program aims to provide monitoring and passive
rehabilitation for clients not able to participate in active rehabilitation, individually
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targeted slow-stream rehabilitation services to achieve functional gains and optimise
the client’s level of independent functioning, and maintenance level of rehabilitation
to prevent physical deterioration. The program aims to enable these people to be
integrated into mainstream services and, where possible, back into their community.
The state-wide program is delivered through externally contracted case management
agencies and contracted attendant carers and therapy providers.
Up until 2002, clients receiving services from the ABI: STR program were
aged between 21 and 60 years. Aetiology of injury for client’s referred to the
program included substance abuse, accident, heart attack, diseases such as
encephalitis, attempted suicides, adverse surgical outcomes, brain tumour, and assault.
However, the largest group (39%) had sustained severe ABI as a result of stroke
(HDG Consulting Group, 2004, p. 13).
A program review was undertaken by HDG Consulting in 2004. The review
found that implementation of the program had resulted in “more effective and
efficient use of limited relatively expensive resources in the acute system.” (HDG
Consulting, 2004, p.ii). The program has been particularly successful in assisting
younger people with recently acquired severe ABI to move from the acute hospital to
appropriate rehabilitation and accommodation facilities. The cost analysis undertaken
by HDG Consulting (2004) revealed that 79% of the program’s resources and
expenditure had been distributed to the three categories of attendant care (36%),
health/therapeutic services (26%), and accommodation/inpatient rehabilitation (17%).
Expenditure trends revealed that while health/therapeutic expenditure had remained
stable the expenditure on case management and attendant care had risen over the life
of the program. Assistance from attendant care workers enables clients to be
supported in less expensive and more appropriate types of accommodation. It also
allows for slow stream rehabilitation and community access to be provided to clients
within accommodation facilities where traditionally access to rehabilitation services
and community access for severely disabled clients is not provided.

Implications of Service Delivery Models for Allied Health Workers

Programs like the TAC and the ABI: STR program require the multi or
interdisciplinary input of many health care professionals, working together with the
support of paid carers or attendant care workers, towards the goals of the individual
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with ABI. For allied health professionals, working within a team providing direct
service provision to a person with ABI is not a new concept. Providing services
indirectly via a disability support worker is a common scenario for allied health
workers working in the developmental disability field. Yet, both programs have
adopted a type of service delivery which requires allied health professionals to
provide services to individuals with ABI supported by paid carers or attendant care
workers. Due to a previous lack of funding for rehabilitation of younger individuals
with severe ABI as a result of non-compensable circumstances, such as stroke,
working within models of indirect care provision is particularly recent.
There are many compelling arguments for allied health professionals to
explore alternate models of service provision including indirect care provision. It is
anticipated that there will be a chronic shortage of allied health professionals,
including speech pathologists, into the future as Australia’s population ages (Victoria.
Department of Education, 2008). This will result in increasing demands on their
services within limited funding environments. Further, informed consumers
increasingly demand services to assist them with not only rehabilitation but also with
community reintegration following brain injury. Indeed, given increasing pressures
on allied health services, allied health professions have already been looking to
different models to increase the efficiency and effectiveness of service provision. A
further compelling argument is, in reality, many allied health practitioners, including
speech pathologists, already find themselves working in service provision models that
require them to provide services to individuals with ABI via paid care workers. One
of the key roles of the paid care worker within these alternative models is to provide
therapy support to an individual with ABI under the guidance of the allied health
professional as outlined in the examples of the TAC and ABI: STR programs above.

Paid Care in the Research Literature

A review of the literature reveals limited research into the provision of health
care and community reintegration programs delivered to people with brain injury via
paid carers. Much of the research pertaining to paid carers looks at disability support
workers and their work with people with developmental disability. In the research
literature looking at paid care work and people with acquired disability, much of the
focus has been on people living with physical disabilities such as spinal cord injury or
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arthritis. Very limited research appears in the literature on paid care work with
individuals with ABI with cognitive, communicative, and behavioural impairments.
As highlighted by McCluskey (2000), “people with brain injury are likely to have
different care needs to those with spinal injury or arthritis, because of co-existing
cognitive and behavioural impairments. These impairments can lead to unexpected
challenges for carers” (p. 944).
Three published studies provide insight into the perspective of the paid carer
working with individuals with ABI. Two of these studies were conducted in Australia
(McCluskey, 2000; McCluskey, Johnson & Tate, 2007) and the third in the United
States of America (Hokenstad, Hart, Gould, Halper & Levine, 2006). Further, a
report commissioned by the NSW Motor Accidents Authority (Focus Learning
Systems,1998) summarised the training needs of attendant care workers. This report
offers insight into the skills and knowledge required for paid care work as reported by
attendant care workers and other paid care stakeholders. The published studies
followed by the industry report are discussed in the following section.

Paid care workers with clients with ABI (Australian context). McCluskey
(2000) used a qualitative case study approach to investigate the key roles of paid
carers working with individuals with ABI. The study participants were five
purposively sampled dyads each consisting of a paid carer and a client. Data was
collected using semi-structured interviews on one occasion with each of the members
of the dyad. Each interview was transcribed and coded.
McCluskey (2000) sampled a variety of people with brain injury. The
participants with ABI varied according to gender (3 males and 2 females), age (27 to
51 years), time post injury (11 months to 13 years), living situation (1 living at home
with a spouse, 2 living at home with a spouse and young children, 2 living in aged
care facilities), and functional status. While three of the participants were physically
independent either with or without an aid, all demonstrated cognitive and behavioural
impairments. Cognitive and behavioural impairments included impaired memory,
sexual disinhibition, impaired temper control, impaired organisational and problem
solving skills, reduced drive and initiation, mild cognitive communicative
impairments and mild dysarthria. No significant verbal communication impairment
was noted in any of the descriptions of the participants involved in the study.
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The participants with ABI were asked to nominate a paid carer to be included
in the interview. One male and four female carers were interviewed. Their ages
ranged from 21 to 37 years. Time in paid care employment varied from 9 weeks to 9
years. Length of time working with the client ranged from 9 weeks to 5 years, and
average hours spent working with the client ranged from 3 to 40 hours per week.
Some paid carers had no prior paid carer experience before working with their client
while others had many years experience working with people with disability.
From the data collected, McCluskey (2000) determined that the day to day
responsibilities and characteristics of the paid carers could be categorized into one of
five roles. These roles were Attendant, Protector, Friend, Coach, and Negotiator. The
Attendant role involved technical skills, helping with practical tasks at home and in
the community, and organising the client’s daily schedule. The role of Protector
involved harm-minimisation strategies, while allowing clients to take some risks in
order for them to increase their independence and socialisation. The role of Friend
involved varying degrees of friendship, trust, and reciprocity between the client and
the paid carer. The Coach role was summarised as involving skill development,
challenging, and motivating clients. The fifth paid carer role of Negotiator involved
mediation, negotiation, and limit setting with or on behalf of the client.
McCluskey (2000) outlined a number of skills required by participants to carry
out each of the five roles. Although transfer skills, organisation and management
skills, and teaching and interpersonal skills were all identified necessary, interpersonal
skills were highlighted as those skills used most often. Paid carers were required to
actively listen, offer guidance, support and encouragement, set rules and limits
without being too controlling or domineering, and manage conflict and difficult
behaviour. McCluskey concluded that complex interpersonal skills, especially being
able to negotiate and resolve conflict, were required by all paid carers. The author
also recommended that increased time and money be spent by carer agencies in
orientating and training new staff for this type of work.
In 2007, McCluskey, Johnson, and Tate published the results of a further study
involving paid carers as part of a larger diversified group of study participants. In this
study, McCluskey et al. (2007) interviewed 14 paid carers in the context of a
grounded theory inquiry that explored how decisions about care were made when an
individual had received third party compensation following brain injury. While the
focus of this study was not specifically addressing paid care workers, the findings
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provide some insights into issues relating to paid care work from the paid carer’s
perspective. McCluskey et al. described a process of care management and outlined
how various participants engaged in care-decision making and care maintenance as
part of the care management cycle. Participants included individuals with brain
injury, family carers, paid carers, case managers, care agency managers and an estate
manager. A number of strategies were used by participants to maintain the best
possible living situation, configuration of carers and level of care. Paid carers were
considered as a resource by individuals with brain injury and their families when
decisions about living arrangements, configuration of paid carers, and level of care
were being made. As part of enacting decisions about care, paid carers often were
required to develop new skills across a range of domains including mobility, transfers,
and in managing challenging behaviours.
These authors defined care maintenance as the process that occurs after
hospital discharge and continues indefinitely with the aim of preventing escalation of
minor problems into major ones. The main strategies identified by participants were
monitoring, managing conflict, and supporting carers. Paid carers reported
monitoring the performance of fellow paid carers and family. Paid carers also played
a part in managing conflict especially between the individual with brain injury and the
general public when out in the community. There was universal agreement that
carers, including paid carers, needed emotional and practical support to sustain them
through difficult times. Case managers saw themselves as having a role with
supporting and solving problems with family carers, paid carers, and agencies.
Family carers often provided support to paid carers because they worked closely
together in the home. Paid carers also supported each other. Interestingly, care
agency directors were often not available to support and debrief paid care staff at
times of distress. Inexperienced paid carers did not cope well with the demands of the
job and paid carers frequently left the job after the initial session. In one particular
case study, paid carers were distressed by the client’s aggressive behaviours and four
out of five paid carers were afraid to continue after the first week.

Paid care workers with clients with ABI (American context). Insight into
the paid carers perspective in the USA can be gained from a large research project
involving family caregivers of stroke and brain injury patients conducted by
Hokenstad, Hart, Gould, Halper, and Levine (Albert & Levine, 2005; Hokenstad,
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Hart, Gould, Halper, & Levine, 2005). The study included several components one of
which involved focus groups with home health aides. Three certified home health
agencies (CHHAs) in the New York City area collaborated in the study. CHHAs in
the New York City area generally subcontract for home health aide services from
licensed home care agencies. This model of subcontracting home health services
from an agency is similar to the arrangement adopted by the TAC and ABI:STR
programs in Victoria.
Hokenstad et al. (2006) used focus groups to learn more about how home
health aides interacted with family care givers, how they knew what kind of care to
provide, the nature of their conversations with family members, and how they learned
that home care was ending. Twenty-six home health aides were recruited to
participate in one of three focus groups. The majority of participants were female and
had worked with a patient with stroke or traumatic brain injury within the past 6
months. No information beyond the aetiology of injury was provided on the patients
being cared for by the aides. Although a range of experience was reported by the
participants, the majority reported many years of experience with an overall mean of
6.4 years. The authors noted that the lengthy average range of experience of aides
who volunteered to participate in the focus groups was not typical of the home health
aide workforce in general. Indeed, industry reporting generally suggests that the lack
of longevity of experience in the job of home health aide is a labour force issue.
The major themes that emerged from the focus groups concerning how home
health aides perceived their work were diverse. Themes covered attitudes and beliefs,
skills and knowledge, work practises, and relationships. Aides described having
altruistic beliefs that underpinned their attitudes towards their clients and family
caregivers. They felt intrinsically rewarded and motivated by the benefits afforded to
the client as a result of the aide’s support. Nevertheless, it was equally acknowledged
that care work was difficult. Participants listed having patience, having clear
boundaries, and establishing good relationships as important aspects of their job. In
particular, relationships with other health providers had a significant influence on the
way the aides perceived themselves in their care role (Hokenstad et. al., 2006).
Overall, two issues of particular concern for home health aides emerged from
the focus group data. First, aides described frequently “operating in the dark”. They
reported that they do not always have all the information they need to provide
appropriate care creating anxiety and potentially putting the patient at risk. The aides
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described notification of medical conditions, cognitive problems, patient preferences,
and personality information as being central to doing their work effectively and they
employed many different strategies to obtain more information about the patient.
Second, aides reported the difficulty they encountered with abrupt endings or
transitions to their relationship with the patient and their family member. They
described the close and trusting relationship they build with a patient and often their
family member and the significant emotional impact of being given limited warning
about the relationship terminating.
The authors acknowledged the work of home health aides as one of the fastest
growing occupations in America. Yet, they noted that home care agencies face an
enormous challenge in recruiting and retaining frontline staff. The authors also
reported strategies identified by experts to combat these industrial issues. These
strategies included creating more full time jobs, increasing pay, guaranteeing hours of
work, and introducing a career structure. Based on the responses of the health care
aides, the authors concluded that some of the potential solutions may be as simple as
providing more complete and timely information for aides to better meet the needs of
their patients and the opportunity to say goodbye. For themselves, the aides simply
asked to be treated with respect.

Paid care workers with clients with ABI: An industry report. In 1996 the
NSW Motor Accidents Authority funded a consultancy to review and provide
recommendations for improving the quality of attendant care provided under the NSW
Motor Accidents Scheme for claimants with severe disabilities. The report based on
the review was released in 1998. Although the report is 13 years old it details an
Attendant Care Competency Framework for paid care work with individuals with
Spinal Cord Injury and ABI that remains applicable to current attendant care services.
The project was undertaken by Focus Learning Systems (1998). The objectives of the
review were: (a) assess the training needs of attendant care services providers; (b)
investigate the adequacy of current attendant care training strategies; and (c) develop
education/training strategies as appropriate, including advising on delivery and
funding requirements of identified strategies (Focus Learning Systems,1998, p. 3).
The approach taken to the review included analysing available documentation,
consultation with a range of stakeholders, visits to agencies and units currently
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involved in service provision, and validating findings by referring them to an
experienced industry panel. Stakeholder groups involved in the consultation
ranged from attendant carers and their agency representatives, individuals with brain
or spinal injury and their family members through to representatives of the insurance
industry, training providers, and government departments. In total, 102 industry
personnel were involved in the consultation process including 21 attendant care
stakeholders.
A variety of data collection methods were utilised including focus groups, face-toface interviews, telephone interviews, and questionnaires. All respondents were asked
to respond in relation to the following: (a) areas of service provided by attendant
carers; (b) training currently provided to equip carers with skills they require; (c) areas
of skill requiring the most training; (d) areas of skill needing to be improved; (e)
problems/challenges relating to training in attendant care; and (f) suggestions for
improving training for attendant care (Focus Learning Systems, 1998, p. 11.).
Analysis of the data revealed that an extensive range of skills and knowledge
were required by attendant care providers. There were no discernible differences
between stakeholder groups in terms of types and ranges of skills. In the area of
personal care services, the skill areas most nominated were effective communication
and interpersonal skills, ability to facilitate interaction between client and other people
in social situations, lifting and transferring client, safe use of equipment such as lifting
hoist, and assisting with personal care such as showering and grooming.
Across all stakeholders consulted, the area of interpersonal skills was
nominated by a high percentage of respondents as needing improvement or training.
Relevant comments pertained to the way clients are treated by attendant carers and the
way attendant carers communicate with the client. Equally important emphasis was
placed on the need for training in attitudes and values towards the client. Many
stakeholders reported that regardless of skill level, attendant carers could not be
effective in their role, if they did not respect a client.
Several recommendations involving interpersonal competencies for attendant
carers were included in the report. At a minimum, it was recommended that attendant
carers had the skills and knowledge to establish rapport with a disabled client. These
skills included knowledge of the nature of the disability from the client’s perspective,
ability to build rapport with the client, effective communication skills, showing
respect for the client’s confidentiality, privacy and cultural needs, dealing effectively
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with family members, displaying appropriate attitudes and values and establishing
clear role boundaries with the client.
Further more specific recommendations were made pertaining to the
interpersonal communication competencies relevant to developing professional
relationship with a client with a brain injury. These skills included identifying
motivation strategies, managing behavioural difficulties, developing conflict
resolution skills, identifying and managing relationship, sexuality, and grief/loss
issues, and asking effective questions. An additional set of skills and knowledge
around promoting client social interaction were recommended. These skill sets
included knowledge of social, vocational and recreational activities, developing
effective interpersonal skills, developing motivational skills, encouraging social
interaction, and providing choices to clients.
Despite the high importance placed on development of interpersonal skills for
attendant carers by all stakeholders, a review of the current training programs for
attendant carers at the time revealed that only one out of nine training providers
provided comprehensive coverage of interpersonal skills. One of the reports key
findings was the identification of the shortfall between the industry’s stakeholders
desire for attendant carers to have competent interpersonal skills and the lack of
emphasis on interpersonal skills in training programs available. Thus, one of the short
term recommendations from the report suggests relevant stakeholders “use the
Attendant Care Competency Framework and outlines as a basis for encouraging
existing training providers to develop training to fill the gaps highlighted in this
study” (Focus Learning Systems, 1998, p. 49).
All three of the published studies as well as the industry report reviewed here
have highlighted the complex and arduous nature of the essential and sometimes
unappreciated work undertaken by paid carers. As Hokenstad et. al. (2006) stated
“they have demanding responsibilities, and their critical role is generally invisible to
those outside their immediate circle” (p. 306). Mc Cluskey’s (2000) research clarified
the many and challenging roles that paid carers fulfil with their clients with ABI. The
research commissioned by the NSW Motor Accidents Authority (1998) further
defined the specific and extensive list of competencies desired by stakeholders of paid
care services including people with ABI. Taken together, all these studies emphasised
the importance of interpersonal skills in paid care work. In order for paid carers to
fulfil their varied roles and establish effective relationships with individuals with ABI,
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they need to develop a range of complex interpersonal communication skills. In
addition, the importance of having adequate support from others to help sustain paid
carers in their undervalued and demanding work is critical. In particular, support for
the paid carer in developing and maintaining the relationship with their client is
fundamental to the successful outcomes for the individual with ABI.

Summary

A significant number of Australians live with severe disabilities as a result of
ABI. Causes of ABI are varied, but those with stroke represent the largest sub-group
in the population of people living with ABI. Further, the range of disability as a result
of ABI is equally diverse including problems across cognitive, physical, emotional,
and communicative domains of function. As a result, many people with ABI-related
disabilities experience both limitations in activities and restrictions on participation
within the Australian community. The effects of chronic health conditions such as
ABI are not only experienced at the level of the individual. At a societal level,
chronic conditions make a significant contribution to burden of disease worldwide. In
particular, the economic costs associated with supporting people with chronic health
conditions over their lifetime are substantial.
Support services provided to individuals with ABI and their families have
undergone significant change over the past four decades. This change has largely
occurred as a result of recognition that the human rights of people with disability were
being violated by their marginalisation and lack of choice and control in decisionmaking about their own lives. In response, both federal and state governments in
Australia have legislated to reduce discrimination and provide program choice for
individuals with disability to participate in community life. In doing so, support
service providers and support workers needed to redefine the way they delivered
support to individuals with disability. In addition, with social trends showing an
increase in people living with chronic disabilities as the Australian population ages,
governments have acted to address a projected widespread skill shortfall in the health
and community sectors. In the health and community sectors, this has led to the
development of a group of workers known as paid carers or attendant care workers.
Paid carers are now utilised in rehabilitation and community reintegration programs
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for individuals following ABI. As a result, allied health practitioners work with paid
carers in a consultative capacity to deliver therapeutic programs to a person with ABI.
To date, limited research has been conducted into the roles, skills, and training needs
of paid carers working with individuals with ABI. More research is necessary if allied
health practitioners are to work in the most effective way with their paid carer
colleagues in order to achieve the best outcomes for individuals with ABI and their
families.

The Paid Care Industry

To date the focus of the chapter has been to provide an overview of the service
provision to individuals with ABI within the state of Victoria, Australia. The
emphasis of the chapter will now shift to providing a more detailed account of the
paid care worker. This section commences by contrasting informal versus formal
assistance provided by a carer followed by a description of the diverse range of
support services that may be provided by a paid carer in the Australian context.
Historically, in Victoria, the non-government sector provides a vast range of support
services to a wider range of individuals including those with acquired neurological
disabilities. The profile of the paid care workforce of the non-government sector is
detailed and the chapter concludes with a brief discussion of some of the issues
currently facing the industry.

Informal carers. People give and receive care in a variety of settings
(Australian Bureau of Statistics [ABS], 2004). Many people living with chronic
disability will require the support of another person in the form of informal assistance
or formal assistance. Informal assistance is defined as “unpaid help or supervision by
family, friends or neighbours and also paid help provided by family or friends living
in the same household” (ABS, 2005, para. 3) and usually the term carer is used to
describe the person providing this type of care or assistance. Carers are most often
family members such as a spouse, parent, sibling, or adult child, or occasionally a
friend or neighbour. They provide support with a variety of tasks such as
communication, health care, housework, meal preparation, mobility, paperwork,
property maintenance, self care, and transport.
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Paid carers. In contrast, formal assistance usually comprises paid help or
supervision provided through an organisation either government or private. Private
organisations employing carers can be further defined as either not-for-profit or
commercial enterprises. It also includes other paid help or supervision provided by
persons other than family, friends, or neighbours such as self-employed direct care
workers (ABS, 2005). Overall, the workforce is made up of many different groups of
workers assuming different roles. These groups of workers are referred to by
numerous terms that vary according to the era, the country, and the main focus of the
work required. The main terms used currently in Australia include paid carer, paid
care worker, care worker, attendant care worker, home care worker or assistant, allied
health assistant, community service worker, disability support worker, personal care
worker or assistant, community support worker, direct care personnel and support
worker.

Paid Care Services

In 2003, the Motor Accidents Authority (MAA) of NSW produced a guide to
“outline the knowledge, skills, and attitudes required by workers to support
individuals with specific needs” (MAA, 2003, p. 2). This guide, in keeping with
industry and community expectations, uses the terms “support services” and “support
workers” (p. 3.). However, the terms paid care or attendant care services are the terms
used to describe support services in the Victorian context and will be the terms used
throughout the remainder of the thesis to refer to support services provided by paid or
attendant carers. Paid care services assist people who due to injury are unable to
perform tasks they would normally do for themselves. These services aim to provide
assistance to people with everyday functioning across a wide range of areas. Specific
areas of assistance as described by the MAA include personal assistance (e.g.,
feeding, toileting), domestic services (e.g., cooking, shopping), community access
(e.g., social activities, transport), home nursing (e.g., direct care tasks), home
maintenance (e.g., routine garden/home upkeep), childcare and educational or
vocational support. Support services can also be used to provide respite care.
In addition to the above, paid carers may need to support a client to participate
in a rehabilitation or maintenance program that has been established by a health
professional. This role is a major one for paid carers working with individuals with
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disability as a result of ABI and is considered by the MAA (2003) as an “injury
related core support worker competency” (p. 11). The paid carer is required to
understand the objectives and related tasks of the rehabilitation or maintenance
program, implement the program with the individual with ABI, monitor that
individual’s progress, and provide feedback to the health professional involved.
Typically, a person requiring paid care assistance would have several paid
carers servicing the hours required to meet their assistance needs. However this is not
necessarily the case. Paid carers duties or roles with a client may see them combining
a range of different services including personal assistance, domestic services,
community access tasks, and implementation of a rehabilitation program with the one
person. According to the MAA (2003), “the combining of tasks must be negotiated
between all parties” (p. 5). In reality, it is likely that paid carers perform multiple
roles and/or provide multiple different services to the same person with complex
disabilities.
Traditionally in Australia, the paid care workforce has evolved from the
developmental disability and aged care sectors. The scope of the workforce has
expanded to meet a broader range of support needs that has arisen with the advent of
deinstitutionalisation and increased recognition of human rights issues for people with
disabilities. With a greater emphasis on individual choice and changing service
delivery models to reflect choice, workers are required to have more skills to
effectively undertake their complex roles. The complexity of the paid carer’s role is
captured clearly in the following description presented in a report investigating the
paid carer industry workforce issues prepared by KPMG,
Rather than simply being required to provide personal care to their clients,
direct care workers are now required to support individuals in creating and
maintaining relationships with family and friends, assist individuals to create
and pursue individual personal goals, to facilitate the participation of the client
in the workforce, to teach empowerment skills and to facilitate the access of
clients to recreational and community activities (KPMG, 2006, p. 4).
The disability sector in Victoria is divided between government and nongovernment services. Traditionally, the needs of people with intellectual disabilities
have been met by government services. In comparison, the non-government sector
provides services across a more diverse range of disabilities including intellectual,
physical, sensory, and acquired brain injury disabilities (Precision Consulting, 2003).
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They also provide a broader range of support and therapy services than the
government sector. Given that the non-government sector largely provides services to
individuals with neurological disabilities including ABI, the remainder of the chapter
focuses on the paid care workforce in that sector.

The Disability Workforce in Victoria – Non-Government Organisations

The Victorian Disability Non-government Organisation (NGO) Workforce
Analysis Project (Precision Consulting, 2003) was the first sector wide analysis of the
non-government workforce in Victoria, Australia. The project was developed by
three peak bodies Victorian Council of Residential Associations for Persons with
Intellectual Disability (VICRAID), Australian Council on Disability (ACROD), and
Council of Intellectual Disability Agencies (CIDA) and funded by the Victorian
Government’s Department of Human Services. The report identifies the nongovernment disability sector in Victoria as complex. It highlights that some agencies
are dedicated to working with people with one defined type of disability, and others
work with people with a more diverse range of disabilities. Furthermore, some
agencies have disability as their “core business”, whilst for others, such as local
government, it is a small part of their business. To add further complexity, there are
many variations in funding sources and arrangements between agencies.

Demographics of the NGO paid care workforce. At the time of the report,
it was estimated that 8,650 staff were employed by non-government services within
the disability sector in accommodation, day program, and individual support services
(Precision Consulting, 2003). This was higher than the previously held perception by
industry and government. Seventy five percent of the non-government workforce was
female and 40% of non-government staff were aged 45 years and over. Employment
was mostly part-time with as many as 89% of staff in some sectors being part-time.
Further, the report highlighted the small proportion of the workforce who were young,
male, or from diverse cultural backgrounds. Ideally, if people with disability are to
have a genuine choice in their paid carers, there should be greater diversity in the
workforce especially in regards to age, gender, and cultural diversity. Being able to
attract a more diverse range of staff to disability services has been identified as a key
workforce issue for the future (Victoria. DHS, 2005, p. 37).
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In terms of employment, many staff were employed in multiple services with
approximately one quarter of the workforce working for more than one employer.
Some employees work for two or more non-government agencies, others work in both
government and non-government agencies, and a large proportion work for an
employer outside of the disability services sector. The disability workforce employed
in the non-government sector tends to be less stable than in the government sector
with 31% of staff having more than 10 years experience. Almost 20% of the survey
group had been working in the disability field for less than two years. This result was
interpreted as potentially being indicative of a high level of staff turnover,
predominantly among inexperienced workers.

Qualifications. There are marked variations in the qualifications of staff
employed in the non-government sector of the disability workforce. Approximately
one third of staff have a TAFE qualification, one third have an undergraduate degree
or post graduate qualification, whilst 19% have no qualification (Precision
Consulting, 2003). It was further noted in the workforce report that 26% of the NGO
workforce had left school at or before Year 10 with a further 18% leaving after Year
11. However, a substantial proportion of these early school leavers had completed
subsequent studies. Training provided to staff by their employers varied from
unaccredited courses through to government accredited Certificate III or IV level
qualifications. Many agencies offered training that fits within the National Training
Framework as part of the Community Services Training Package, via either
traineeships or sponsored study.

Training packages. Training packages are part of the vocational education
and training in Australia. They are included in the National Training Framework that
aims to make training and regulatory arrangements “simple, flexible and relevant to
the needs of industry” (Community Services and Health Industry Skills Council
[CSHISC], 2010, para.1). Training packages are developed by industry, for the
industry they will serve. The Department of Education, Science, and Training
(DEST) funds national Industry Skills Councils such as the Community Services and
Health Industry Skills Council (CSHISC) to develop training packages. Training
packages are developed with extensive consultation with industry stakeholders to
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ensure they are relevant and usable. A final package must be validated by the
industry to show that it has broad industry support.
Training packages are designed to encourage training at work. Training can
occur at the work place, off the job, at a training organisation, during regular work, or
through work experience, work placement, or work simulation. Training packages
provide many pathways to competency including via recognition assessment where
more experienced workers might be able to demonstrate competency against the
standards without completing a formal training course.
A training package comprises two components; endorsed materials and
support materials. The National Quality Council (NQC) oversees the endorsed
component. Endorsed components of a training package provides the outline of the
scope of the knowledge and skills deemed necessary in performing a particular job
role to be covered by the package, the qualification that will be awarded, and a
framework for ensuring accurate, reliable, and valid assessment of the knowledge and
skills having been acquired. The endorsed component is the means by which quality
assurance is maintained in the issuing of qualifications. Support materials may be
used in conjunction with a training package. They include learning strategies,
assessments tools, and professional development materials.

Community services training package (CHC02). The qualifications most
likely to be undertaken by workers employed in the NGO disability workforce in
Victoria are Certificate 3 – Disability Work and Certificate 4 – Aged Care Work of
the Community Services Training Package (CHC02). Certificate 3 (CHC30302) is
designed for workers under direct or regular supervision in the community and/or
residential facilities. These workers would be responsible for supporting an
individual’s personal care and/or other activities of living. There are 25 different
occupational names listed as being appropriate to this qualification such as personal
care assistants and home respite carers.
Certificate 4 (CHC40102) is also designed for workers supporting maintenance of
an individual’s well being through personal care and/or other activities of living.
However, this certificate caters more to those workers supporting individuals with
complex needs in a variety of settings including centre-based programs. Thus,
Certificate 4 incorporates skill sets appropriate to workers needing to report to service
managers and liaise with professionals and other service providers and provide
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supervision of a limited number of other staff. There are 14 different occupational
names listed as being appropriate to this qualification such as day activity workers and
care team leaders (Australia. Department of Education, Science, and Training
[DEST], 2007). A variety of compulsory and elective units are offered for each
certificate which reflect the particular focus of the certificate. For example, units in
Certificate 3 reflect the focus of working with an individual with disability (e.g.,
communicate appropriately with clients and colleagues) compared to the focus of
Certificate 4 of working within a broader organisational context (e.g., maintain
organisation’s information systems).
At the time of writing the thesis, the community services training package
CHC02 had been superseded with a new training package (CHC08) to be fully
implemented by training institutions by the conclusion of 2009. However, all of the
paid carers involved in the study who had completed community service training
package qualifications had undertaken community services training package CHC02.

Workforce issues in the disability sector. Given the complex demands
associated with paid care work in the disability sector, it is not surprising that some
negative workforce issues have been identified within reviews of the area.
Respondents in the Victorian NGO Workforce Analysis Project (Precision
Consulting, 2003) identified a small number of personal factors such as “passion,
dedication, a ‘calling’ and feeling of making a difference in peoples lives” (p. 13) that
kept them working in the sector. In contrast, they identified a large number of sector
related factors that triggered their departure. These factors included poor wages; high
stress; high expectation levels; lack of recognition for some qualifications; inability to
put together sufficient part time hours to make an income viable; the need for staff to
use their own vehicles to travel to clients residences in the case of the increasing
number of in-home support services; and lack of guarantee of regular work for
casuals. Agencies cited funding arrangements which meant that it was difficult to
offer good staff long term contracts as a key factor for staff leaving. In addition,
respondents gave many disincentives for working in the sector with the most
mentioned issues being the nature of the work itself, the lack of a career structure, the
absence of any compensation or benefit for working with more demanding or
challenging clients, the lack of status, and lack of training and development
opportunities (Precision Consulting, 2003).
33

Isolation. Many of the themes identified within the Victorian NGO
Workforce Analysis Project (Precision Consulting, 2003) were reflected in a more
recent report addressing workforce issues across the entire disability sector. The
Disability Workforce study compiled by the Department of Human Services (Victoria.
DHS, 2005) highlighted a number of workforce issues pertaining to the disability
sector as a whole, including both government and non-government services, into the
future. The role of a paid carer can be challenging. Staff report feeling isolated
particularly in the situations of working for a smaller agency, working in a
Community Residential Unit, and providing individual support services especially in a
client’s home. Literature from other community services indicates that a lack of
professional and peer support contributes to “burn out”. Whereas, availability of peer
supports provide a sense of “belonging” (Victoria. DHS, 2005, pp. 42-43). In to the
future, following implementation of the vision articulated in the Disability State Plan
(2002), greater emphasis will be given to provision of support services in the client’s
home. In this context, an increasing proportion of the workforce will be working in
geographic isolation. In turn, formal mechanisms to provide peer support and
promote interaction will be important to achieve a client-focussed and engaged
workforce.

Lack of supervision. A further key driver of job dissatisfaction identified
within the disability services workforce is limited access to appropriate and/or
sufficient supervision (Precision Consulting, 2003). The current level of supervision
varies widely in terms of frequency, duration, and quality in particular, with greater
variability noted across the non-government sector. Staff supervision has been
identified as an issue across many sections of health and community service
industries. Issues raised by staff in the focus groups informing the NGO Workforce
Analysis report (2003) included criticisms from staff such as “being left alone on a
night shift with clients with complex needs, after receiving just a few hours of training
as induction”(p. 68). Some of the strategies that have, or are, being used to address
this issue include: having formal supervision standards and/or guidelines that
articulate the purpose and the scope of supervision, as well as the required frequency,
and tailoring training to develop supervisory skills (Victoria. DHS, 2005, p. 44).
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However to date, these strategies have mostly been adopted and evidenced within the
government sector.

Lack of training. The disability service sector faces a number of significant
challenges regarding learning and development for all staff. Access to professional
development is seen as essential for both new and more experienced staff. New
recruits need training in skills to undertake their role with confidence. More
experienced staff need to ensure that they remain competent and can adapt to
changing roles. The biggest challenge identified for the non-government sector is the
lack of consistency in both induction and post-induction training. It is identified that
staff may have access to fewer training opportunities and the level of training offered
can vary from unaccredited courses to Certificate 3 or 4 qualifications as defined in
the National Training Framework.
Induction programs are seen in the industry as essential for new staff members to
be adequately prepared for the role that they are to undertake. Induction needs to be
timely and appropriate to the role of the new employee to be most effective. At the
time of publication of the Disability Services Workforce Study (2005), there was no
consistent approach to induction within non-government services. This situation was
attributed largely to the size and diversity of the non-government sector. Many staff
commenced work and some continue to work without any induction. Some staff
interviewed by Precision Consulting (2003) noted that lack of timely or sufficient
staff induction contributed to a reduction in staff satisfaction and also had the
potential to impact on the quality of services provided to the client. In addition,
content covered in individual organisation’s induction procedures is variable. With
one induction manual sighted containing a broad range of information from overview
of services provided to a summary of the employee’s code of conduct, standards, and
responsibilities. However, it contained limited specific information on dealing with
clients with ABI (i.e., one quarter of an A4 page) and no information on clients with
communication disability (Australian Homecare Services, 2009).
Within the non-government sector, the frequency and scope of learning and
development offered to staff varies enormously. Larger non-government
organisations have the infrastructure to provide targeted and ongoing competency
based training. In contrast, smaller metropolitan and rural agencies may offer staff
limited access to training. The NGO Workforce Analysis Project (Precision
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Consulting, 2003) identified staff concerns regarding the level of learning and
development opportunities provided by their employers in the non-government sector:
There was very strong criticism from staff in non-government services about the
training offered to them by their employer. 24% of staff claimed that they did not
believe that they were adequately trained to perform effectively and efficiently in
their current role. 32% had received no staff training within the previous twelve
months although all employers claimed that they had spent more than their
allocate training budget, by an average of 36 %, in the previous year. (pp. 11-12.)
Employers want greater access to high quality, well timed training methods for
determining quality in training and staff development providers.
The predominance of casual and part-time staff employed in the sector compound
issues of maintaining adequate knowledge within the workforce and ensuring ongoing
access to training. A flexible workforce is essential to providing person-focused
support to people with disability. Much of this flexibility has been achieved through
employment of casual staff within certain sectors of the industry. Yet, the reliance on
casual staff has a number of associated difficulties. First, it is more difficult to ensure
access for casual staff to ongoing training. Second, the high turnover of casual staff
has an impact on organisational knowledge and expertise and increased use of casual
staff may result in less continuity of support for clients. This can be particularly
problematic for some clients who respond best to regular staff that they have come to
know and trust (Victoria. DHS, 2005, p. 39.).

Lack of pre-entry requirements. Investigation into workforce capacity issues
commissioned by National Disability Administrators and conducted by KPMG (2006)
identified two major issues in relation to competencies and attributes for employment
in the disability sector. First, they highlighted that most community services have a
minimum requirement for entry level positions. An exception to this requirement is
observed in the disability sector. They recommended that new entry workers are prequalified prior to employment in direct care work. In order for this to occur the
disability sector needs to agree to a national position on what the pre-entry standard
should be. The Disability Workforce Study (2005) also recommended exploring the
qualifications required by support workers to effectively assist clients in a wide range
of service settings. One of the recommendations of this study included the need to
consider the setting of a minimum qualification requirement for the disability sector.
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Second, the KPMG report (2006) highlighted that the competency framework for
disability qualifications is “heavily weighted towards skills and knowledge rather than
the possession of particular values or attitudes” (p. 6). Furthermore, the report stated
that the competency framework deals adequately with the physical and administrative
requirements of the roles in disability. Yet, “there is a need to identify and include the
personal attributes required for disability work as an integral part of working towards
gaining qualification” (KMPG, 2006, p. 6). The authors of the report also suggested
that recruitment practices should also reflect increasing emphasis on personal
attributes, values, and attitudes that are essential to roles in the disability sector.
Based on research undertaken for the project, the authors outlined several strategies
for best practice recruitment for the sector. These strategies included; using a range of
recruitment selection techniques rather than solely relying on written applications and
interview processes, incorporating techniques which allow for assessment of values
and attitudes, and using a broader range of interview techniques to evaluate an
applicant’s response to hypothetical situations and problem solving exercises. The
section on attraction and recruitment strategies in the report concluded by calling for a
collective approach, nationally, in the development of a recruitment and selection kit
providing foundation information on a range of issues. Such a kit would involve
determining what is required to do the jobs in the disability sector effectively and
knowing the skills and personal qualities required for the job among a range of other
topics.
In summary, paid carers are renumerated for providing a variety of diverse
support services to individuals with disability. They are employed by both
government and non-government organisations. However it is the non-government
sector that historically has been the sector that provides support services to individuals
with disability as a result of ABI. Paid carers or support workers may be involved in
providing personal assistance, domestic services, community access, home
maintenance, childcare, educational support, respite care, and therapy support to an
individual with disability. In 2003, there were approximately 8,650 people working
as paid carers for a NGO. The profile of a paid carer is that of being a middle-aged
female with some vocational training. Individuals are employed part-time and tend to
change jobs frequently especially if less experienced. They are individuals who feel
dedicated and passionate about their work. However, their work is highly demanding
and diverse and is conducted in increasingly isolated contexts with lack of support,
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adequate induction, training, supervision, and recognition. While accredited
Certificate qualifications exist on a nation wide basis, training packages have been
criticised for their focus on skills and knowledge rather than the particular types of
values and attitudes required in paid care work. Further, it has been suggested by one
government review that recruitment practices should also reflect greater emphasis on
personal attributes, values, and attitudes that are essential to roles in the disability
sector.
This chapter commenced with a broad description of the service provision to
individuals with ABI in the state of Victoria, Australia. The focus of the chapter then
moved to a detailed account of paid care workers who provide support to individuals
with ABI. From these discussions, it is clear that skill in interpersonal
communication is paramount to effective paid care yet often compromised in
individuals with ABI. Interpersonal communication is explored further in the next
chapter.
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Chapter 2: Interpersonal Communication

Chapter one describes the broader work of the paid carer with specific
emphasis on the Australian situation. In particular, the chapter emphasises the
importance that interpersonal communication skills play in the work of paid carers in
their relationships with people with disability. To assist with further consideration of
communication skills, chapter two introduces the phenomenon of interpersonal
communication. The chapter commences with a discussion of the nature and some of
the general principles of interpersonal communication. This description is followed
by a model of interpersonal communication by DeVito (2009). The model represents
the universal concepts of interpersonal communication. Each of the concepts
represented in the model are described.
As the paid carers in this inquiry were relating to individuals with
communication impairment, DeVito’s model is then applied to the situation where an
individual has impaired language known as aphasia. Aphasia, as an example of what
DeVito calls a physiological noise to interpersonal communication processes, is
described. This description is followed by a synopsis of the research addressing the
psychosocial consequences of aphasia. Unequivocally, this research suggests that
communication impairment is associated with negative effects on the interpersonal
relationships of the person with aphasia and their family. Given the interpersonal
nature of paid care work, it is likely that communication impairment will impact on
the role of the paid carer working with a client with communication disability.
Currently, no research exists exploring the paid carers’ experience of working with an
individual with communication disability such as aphasia. The chapter presents the
argument that understanding an insider’s perspective would assist speech pathologists
in supporting their paid carer colleagues in their work with a client with severe
communication impairment. The chapter concludes with a description of the purpose
and aims of the present study.

Paid Care Work and Interpersonal Communication Skills

Paid carers assume a number of roles and require a large repertoire of
competencies to fulfil their duties with an individual with disability especially
following ABI. Findings across studies canvassing a range of stakeholder’s
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perspectives from consumers to providers of paid care uniformly support the
importance of interpersonal communication skills in paid care work. Effective
communication and interpersonal skills were the most frequently nominated essential
work skills across all stakeholder groups in one study (Focus Learning Systems,
1998). Further, clients and their family members gave the strongest emphasis to
interpersonal skills. It was suggested by one respondent that “no matter how skilled
an attendant carer, if they do not treat the client respectfully, then everything else is
irrelevant” (Focus Learning Systems, 1998, p. 17).
Interpersonal communication skills are seen as essential for a paid carer to
perform their job competently. The Motor Accident Authority (2003) lists the ability
to “communicate with client, family, and others in a courteous and friendly manner to
establish basic rapport” (p. 9) as one of its Baseline Support Worker Competencies.
Further, the ability to develop “a professional relationship through demonstrating
appropriate communication skills” (p. 12) is listed as a “Brain Injury Specific”
Support Worker Competency. In addition, McCluskey (2000) identified interpersonal
skills as the most used skills within the five key roles associated with paid care. Paid
carers were required to “actively listen, offer guidance to clients, support and
encourage them, set rules and limits without being too controlling or domineering,
and manage conflict and difficult behaviour” (pp. 954-955).
Interpersonal communication is a complex and dynamic process that supports
the development and maintenance of interpersonal relationships (DeVito, 2009; Duck
& McMahan, 2009). Through interpersonal communication in relationships we feel a
sense of belonging, we give and receive emotional support and advice, we develop a
sense of, and talk about, who we are, and we receive reassurance of our worth and
value (Weiss, 1974). In fact effectiveness in a person’s personal, social, and
professional life is largely dependent on their interpersonal skills. DeVito (2009)
defines interpersonal communication in the simplest sense as “the verbal and nonverbal interaction between two (or sometimes more than two) interdependent people”
(p.4). In other words, it is the communication that takes place between people who
are in some way connected. As a result of the interdependency, interpersonal
communication is inherently relational. “Interpersonal communication takes place
within a relationship, it impacts on the relationship, it defines the relationship”
(DeVito, 2009, p. 5). Most significantly there is a clear connection between what is
said in a relationship and how the relationship develops. For example, if respect and
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support for another person is regularly expressed between two individuals, a
respectful and supportive relationship is likely to develop. Alternatively, if hurtful
messages are exchanged, then an antagonistic relationship is likely to develop. A
basic understanding of the nature and elements of interpersonal communication is
important in order to better understand the role played by interpersonal
communication skills in paid care work.

The Nature of Interpersonal Communication

Interpersonal communication varies as a function of the degree of familiarity
between the individuals who are interacting. The degree of familiarity falls on a
continuum and ranges from relatively impersonal to highly personal depending on the
connection between the communication partners involved. At the impersonal end of
the continuum would be the type of communication that would take place between a
shop assistant and a customer through to the highly personal relationship that may
exist between romantic lovers or parent and child. There are several characteristics
that distinguish impersonal from personal forms of communication. These
characteristics include style of response, situation-specific rules, ability to
predict/explain behaviour, and the amount of self-disclosure and emotion expressed
(Miller, 1978).
In less personal relationships, individuals are likely to respond to another
person according to their role and according to the societal rules governing the
particular relationship such as the server-customer interaction. Alternatively,
individuals in highly personal relationships will respond to each other as unique
individuals based on shared personal information and they will interact according to
personally established rules. As relationships move from impersonal to highly
personal ones the ability to predict and explain the behaviour of the communication
partner increases. Further, the messages exchanged in impersonal relationships tend
to be characterised by limited self-disclosure and emotional content. The extent of
disclosure and emotional content is expanded in highly personal relationships. In this
way, interpersonal relationships influence the interpersonal communication between
two individuals involved in interaction. This association is bi-directional in that
interpersonal communication in turn influences the type of relationship that is
constructed.
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Universal Elements of Interpersonal Communication

Human communication is enormously complex and much of what we do as
part of communication is taken for granted (Duck & McMahan, 2009). There are
several properties of communication that are generally considered as key principles of
interpersonal communication. These principles are: interpersonal communication is a
transactional process, is purposeful, is ambiguous, is inevitable, irreversible, and
unrepeatable, refers to content and relationship, and involves intentionality (Adler,
Rosenfeld, & Proctor II, 2007; DeVito, 2009).

Principles of Interpersonal Communication

Interpersonal communication is a transactional process. Communication
is a dynamic process whereby the individuals involved exert mutual influence over
each other through the interaction that takes place between them (Adler et al., 2007;
DeVito, 2009; Duck & McMahan, 2009). In this way, communication is a
construction of shared meanings or understandings between two (or more)
individuals. Communication constitutes more than the words, gestures or actions that
form the communicated message. All communication goes beyond the exchange of
literal messages and results in newly created meanings especially regarding the
relationship between the individuals involved.

Interpersonal communication is purposeful. Each interpersonal interaction
is now widely recognised as having a purpose or being goal directed (DeVito, 2009).
Five main purposes can be identified as: to learn, to relate, to influence, to play, and to
help.

Interpersonal communication is ambiguous. DeVito (2009) defines an
ambiguous message as “a message that can be interpreted as having more than one
meaning” (p. 20). Both verbal and non-verbal messages can be ambiguous however
non-verbal communication is especially so. In combination, messages combining
both verbal and non-verbal components that are incongruent or contradictory can be
particularly equivocal.
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Communication is inevitable, irreversible, and unrepeatable. DeVito
(2009) cites that “interpersonal communication cannot be prevented (is inevitable),
cannot be reversed (is irreversible), and cannot be repeated (is unrepeatable)” (p. 24).
Often communication occurs even when we think we are not communicating
anything. All behaviour exhibited within the context of an interaction, can be
interpreted as having message value by either of the communication partners
involved. In an interaction, all responses have potential message value even giving no
response! However for behaviours and responses to have message value they must be
noticed or perceived by another otherwise no communication has taken place.
Interpersonal communication is irreversible. This means that any
communication remains communicated, it cannot be uncommunicated. It can be
qualified or negated in some way but the message itself can never be reversed.
Further, interpersonal communication can never be repeated in exactly the same way.
As interpersonal communication is a dynamic process elements are always changing.
As a result, the exact same situation can never be recaptured (Adler et al., 2007;
DeVito, 2009).

Interpersonal communication refers to content and relationship.
Messages, either verbal or non-verbal, have two dimensions or aspects to which the
messages refer. These two dimensions are defined in the literature on interpersonal
communication as content and relationship dimensions (Adler et al., 2007; DeVito,
2009). The content dimension of a message refers to the world external to both the
speaker and the listener. The relational dimension refers to the connections existing
between the individuals who are interacting. Problems between two communicators
often arise because the distinction between the content and relationship dimensions of
communication fail to be recognised in their messages (DeVito, 2009).

Communication involves intentionality. This property of communication refers
to the degree to which a person’s behaviours were produced “consciously and
deliberately” (Duck & McMahan, 2009, p. 17). In relationships, we usually make
assumptions about the level of intentionality of people based on what we know about
the other person and how they operate. In addition, we make certain assumptions
more generally about communicative behaviours based on the social norms and
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practices in a particular culture, group, or friendship. Yet, knowing a person’s degree
of intentionality behind their communicative behaviours, in other words whether
somebody really meant to do what he or she did, is not easy to determine. This gives
rise to many arguments and unsatisfactory interactions. Laura Guerrero and Kory
Floyd (2006) suggest that there are four types of communication including successful
communication, miscommunication, accidental communication, and attempted
communication. These types of communication arise depending on the degree of
intentionality of the sender and accuracy of the interpretation of the receiver.
According to Guerrero and Floyd’s classification scheme; successful communication
is when messages are sent intentionally and interpreted accurately (i.e., in the way the
speaker intended); miscommunication is when messages are sent intentionally but
interpreted inaccurately (i.e., not as the sender intended); accidental communication is
when messages are sent without intent but interpreted accurately as meaning
something that the ‘sender’ was truly feeling (i.e., yawning when bored); and finally,
attempted communication is when messages are sent intentionally but not received.
Duck and McMahan (2009) suggest the addition of a fifth type of communication to
Guerrero and Floyd’s scheme which proves to be particularly problematic in
relationships. They define this communication type as a message sent
“unintentionally and interpreted inaccurately” (p. 18).

A Model of Interpersonal Communication

In addition to the overarching properties or principles of interpersonal
communication, the process of interpersonal communication can be further defined by
a number of universal factors. While no model can completely represent all the
factors involved, DeVito (2009) proposes a model of communication as shown in
Figure 1. It is designed to reflect the circular nature of interpersonal communication
whereby both people are simultaneously sending and receiving messages. DeVito
(2009) depicts all of the concepts represented in the model that he considers to be
universal and present in all interpersonal communication. He lists these as: sourcereceiver, encoding-decoding, messages, channels, noise, contexts, ethics, and
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Figure 1. Model of Interpersonal Communication. Adapted from “The Interpersonal
Communication Book,” by J. A. DeVito, 2009, p. 9. Copyright 2009 by the Pearson
Education Inc.
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competence. A brief discussion of the key components of the model is provided in
the next section.

Source-receiver. Interpersonal communication usually occurs between two
people. Each person performs source functions. Source functions include
formulating and sending messages. In addition, each person performs receiver
functions. Receiver functions include perceiving and comprehending messages. In
interpersonal communication, messages are often sent and received at the same time
by both individuals involved in the interpersonal exchange. So, while Person A may
be retelling a story to Person B they may note Person B is nodding as if to encourage
them to continue their story, while yawning halfway through, in turn sending a
confusing message to Person A that it may be time to conclude the story sooner than
later. Therefore communicators can both send and receive messages simultaneously
and exchange multiple messages all at once.
Messages can take many forms. Yet, regardless of the form they take, they do
not have meaning in themselves. Rather, meanings reside in the people who express
and interpret them. As described by Adler et al (2007) “the possibility of multiple
interpretations means that it is often necessary to negotiate a shared meaning in order
for a satisfying communication to occur” (p. 8). DeVito (2009) further refines this
concept by suggesting that “each person is unique; each person’s communication is
unique” (p. 9).

Encoding and decoding. Encoding is defined by DeVito (2009) as the act of
producing messages such as speaking or writing. Decoding is the act of
understanding messages such as listening and reading. Further, speakers and writers
are called encoders and listeners and readers are called decoders. As with sender and
receiver, these activities are performed in combination by both participants.

Messages. Messages are signals that are stimuli for a receiver. The medium
through which messages may be sent include auditory, visual, tactile, olfactory,
gustatory, or any combination of these. In other words, messages can be
communicated via gesture, the clothes we wear, the way we smell, where we are seen,
our facial expression, the tone of our voice, the way we sit or stand, how close we
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stand, as well as our words and sentences (DeVito, 2009; Duck & McMahan, 2009;
Adler et al., 2007).
Another way of conceptualising messages is as verbal or non-verbal messages.
Verbal messages consist of both oral and written words. Non-verbal messages are
those sent without words and are usually visual, tactile, olfactory, and gustatory in
nature. In other words, non-verbal messages can be conveyed through the
arrangement of furniture, the wave of the hand, the rise in the pitch of the voice, the
timing of events, or through a pat on the shoulder. Usually verbal and non-verbal
messages occur together. In fact, non-verbal communication helps frame expectations
and aids interpretation of the meaning of a person’s verbal message. Both non-verbal
and verbal communication is symbolic and can be described as polysemic, meaning
they can have multiple meanings. However non-verbal symbols are highly
ambiguous making the intended meaning difficult to ascertain. For example, a stare
can mean affection, anger, hostility, interest, disbelief, or fascination. Like verbal
symbols, the meaning of non-verbal symbols depends on the context of the interaction
and the relationship between the interactants.
Unlike verbal communication, non-verbal communication is transmitted
continuously and cannot be switched off. Non-verbal communication is also less
subject to conscious control and can occur without full awareness. Sometimes
messages may be transmitted without intention to do so. Frequently, less controlled
non-verbal behaviour reflects true internal feelings and is referred to as “leakage” in
the interpersonal communication literature. Non-verbal messages can often leak
information about the relationship between the two interactants, especially if it is
incongruent with the verbal message being spoken.
In addition to verbal and non-verbal messages, DeVito (2009) also describes
metamessages which are messages about other messages. Some examples of verbal
metamessages are “Do you understand?, Am I making myself clear?, What did you
say?, I have to be honest with you…” (DeVito, 2009). Two important types of
metamessages are feedforward and feedback messages. A feedforward message is
defined by DeVito (2009) as information that precedes the primary message. Thus, a
feedforward message reveals information or alerts the listener about what is to come.
Examples include “Have you got a moment, I’d like to talk?” or “I don’t want to upset
you but I think you need to know this….”. Feedback messages are messages
conveying reactions to what is communicated (Clement & Frandsen, 1976). Feedback
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provides the speaker with information about how the listener is receiving the speaker.
In turn, the speaker may adjust or modify the messages accordingly. Feedback can
originate not only from the listener, but also from the speaker in the form of selfmonitoring. Feedback may not always be easy to discern and the ability to discern
and respond appropriately to feedback messages is an important component of
effective communication.
Conversational messages can be further conceptualised into two main message
types including content messages and relational messages (Adler et al., 2007). The
content dimension of messages refers to conveying information about the world
external to the speaker and listener. This dimension is usually conveyed via verbal
messages. The relational dimension of a message refers to the connections existing
between the individuals who are interacting. Relational messages are predominantly
coded non-verbally. They deal with 4 main social needs. These needs include
intimacy, affinity, respect, and control.

Channel. Channel describes the medium and /or means of message exchange.
Communication rarely takes place in one medium only and this is particularly the case
during face-to-face interaction. Two or more mediums may be used such as speaking
(auditory channel), gesturing (visual channel), and touching the other participant
(tactile channel). Channels can also be considered according to the means of
communication. The most common means of communication include face-to-face,
telephone, e-mail, and instant messaging. The channels used can affect the way in
which a receiver interprets a given message (DeVito, 2009; Adler et al., 2007).

Noise. Noise refers to anything that interrupts the transmission and reception of
the message. DeVito (2009) lists four types of noise including physical,
physiological, psychological, and semantic noise. Physical noise refers to interference
external to both the speaker and listener. In other words, it impedes the physical
transmission of the signal or message. Some examples are background noise, visual
distractions, fonts that are too small to read, misspelling. Physiological noise involves
biological barriers within the sender or receiver that interfere with the reception and
transmission of information. Some examples are hearing impairment, visual
impairment, memory loss, and language impairment. Psychological noise refers to
mental interference in the speaker or listener and includes preconceived ideas,
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distracted thoughts, biases or prejudices, closed-mindedness, and extreme
emotionalism. For example, an anxious patient may interpret a doctor’s description of
a minor health problem as being more catastrophic than it actually is. Semantic noise
refers to interference that occurs when the speaker and listener have different meaning
systems such as language differences, the use of jargon, and use of ambiguous or
abstract terms that may be easily misinterpreted. An example may be when a doctor
uses medical terminology instead of lay terms to explain a medical condition to a
patient.

Contexts. Contexts refer to the physical, psychological, social, and temporal
environment in which communication takes place. The context influences the form
and content of messages and contributes to the interpretation of interpersonal
behaviour. According to DeVito (2009), the context of communication has at least
four dimensions. He defines the four major dimensions as physical, temporal, socialpsychological, and cultural. The physical dimension is the tangible or concrete
environment in which the communication is taking place. Aspects such as size of the
space, number of people, and the temperature would all be included as part of the
physical dimension. The temporal dimension relates to aspects of time and includes
time of day, moment in history, and where a particular message fits into the sequence
of communication events. It also encompasses the synchronicity of communication
with messages sent and received simultaneously considered as synchronous (i.e., faceto-face) and messages sent and received at different times considered as asynchronous
(i.e., email). The social-psychological dimension includes such aspects as status of
relationship, roles, norms of society or group, formality or gravity of situation, and
manipulation or games that people play. Finally, the cultural dimension includes the
cultural beliefs and customs of the people communicating. Duck and McMahan
(2009) elaborate further by suggesting that every culture has inherent assumptions or
cultural communication rules. They state “the assumptions about proper and correct
ways to interact with other people, the behaviours that constitute rudeness or respect,
and the manner in which individuals should communicate with one another all
influence what is said in interaction” (p. 20). An example of such cultural
communication rules would be Paul Grice’s conversational maxims which describe
the commonly accepted traits of successful cooperative communication (Grice, 1974).
Intercultural communication can be particularly problematic when the cultural beliefs
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and customs are not well understood by communicators from differing cultural
backgrounds.
Considered as part of the cultural dimension, is the dimension of morality or
ethics. As communication has consequences, interpersonal communication involves
ethics. In other words, each communication act has a moral dimension of rightness or
wrongness (Johannesen, 2001). While what constitutes moral behaviour varies
according to the cultural context, some research has found that there are certain
universal ethical principles that appear to be cross-cultural including telling the truth,
having respect for the other’s dignity, and not harming the innocent (Christians &
Traber, 1997). In this way, ethics in interpersonal communication is considered to be
universal to interpersonal communication.
Finally as shown in the model, each individual demonstrates a level of
competence in interpersonal communication. Interpersonal competence is the ability
to communicate effectively with others (Spitzberg & Cupach, 1989; Wilson & Sabee,
2003). Communication competence is a product of the quality of one’s intellectual
and physical interpersonal performance (Almeida, 2004). It includes things like
knowledge of the audience and topic, knowledge of non-verbal behaviour, and
knowledge of how to adjust your communication in response to such factors as the
context and communication partner. Communication competence is learned through
observing others, by explicit instruction, and by trial and error. While some people
are more able to learn and apply this knowledge than others, all individuals have the
capacity to learn communication competencies (Fortney, Johnson, & Long, 2001).
Overall, communication is a circular process. It is also a transactional process
that is purposeful, ambiguous, inevitable, irreversible, and unrepeatable. It involves
intentionality which is not easy to determine and can give rise to many unsatisfactory
interactions. Individuals participating within interpersonal interaction will act as both
sources and receivers of both verbal and non-verbal messages. They will require skill
in both encoding and decoding of these messages. In transmission of a message,
communicators have many channels available through which to send it. The
transmission of a message and its reception will be influenced by the context in which
the communication occurs and may be interrupted by various types of noises. Each
communication act within an interpersonal exchange will not only refer to specific
content but will reflect the relationship between the communication partners. In
addition, communication has consequences and therefore has a moral dimension.
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Inherently, some individuals are more competent communicators than others.
However everyone will demonstrate varying degrees of communication competence
depending on the communication context.

Interpersonal Communication and Aphasia

Most of the paid carer roles require complex interpersonal communication
skills. Many of the clients with whom paid carers interact are individuals who present
with varying degrees of communication disability following ABI. With this added
complexity of physiological noise, interpersonal interaction with a client with severe
communication impairment is particularly challenging. People with aphasia are one
such group where communication disability may significantly impact on the normal
interpersonal communication process, in the context of paid care.
Aphasia is defined by Chapey (2001) “as the acquired impairment in language
and the cognitive processes which underlie language caused by organic damage to the
brain” (p. 55). There are many causes of aphasia such as trauma, tumours, poisonous
or toxic damage, infectious diseases, and degenerative disease however the most
common cause is stroke. It is estimated that up to 80,000 Australians have aphasia as
a result of stroke (Australian Aphasia Association, 2006). The severity of aphasia can
vary from mild through to severe. In terms of recovery, many people presenting with
aphasia following stroke will continue to live with chronic communication
impairment, activity limitations, and participation restrictions.
Using DeVito’s model, aphasia would be considered a physiological noise: a
condition that interferes with the person’s ability to decipher and transmit
information. Aphasia does not prevent an individual from functioning as the source
or receiver of messages during interaction. Rather it interferes with the individual’s
ability to encode and decode messages. Yet, it does not have the same impact on all
message types. Aphasia predominantly affects a person’s ability to encode and/or
decode verbal messages as opposed to non-verbal messages. Thus aphasia gives rise
to difficulties comprehending and expressing spoken and written word messages. On
the other hand, the ability of a person with aphasia to encode and decode non-verbal
communication is relatively unchanged. Further, although language-based cognitive
processes are affected in aphasia, non-verbal or performance-based intellectual
functioning remains essentially intact. In other words, cognitive skills such as long
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term memory, problem solving, reasoning, and social knowing remain relatively
unaffected (Hallowell & Chapey, 2008). Despite many preserved cognitive and nonverbal communication skills, individuals with aphasia are often prevented from
revealing their preserved level of competent skills through interaction (Kagan, 1995).
Given the nature of aphasia, it is not surprising that it leads to many
unsatisfactory interactions. Using Guerrero and Floyd’s (2006) taxonomy of
communication, types of unsatisfactory interactions with a person with aphasia are
likely to be attempted communications and miscommunications. In other words,
people with aphasia and their communication partners send messages intentionally but
frequently these messages are not received or interpreted accurately. In the context of
aphasia, it is also possible for a message to be sent unintentionally and interpreted
inaccurately.
As interpersonal communication is inherently relational, aphasia has the
potential to impact on relationships. Wahborg (1991) highlighted the disruptive
effects that aphasia can have on relationships. He stated “an interaction or a
relationship requires communication, otherwise no interaction will take place. In this
sense relationships are communication….Aphasia, as an impairment of
communication, interferes with the ability to maintain relationships in a very sudden
and dramatic way” (p. 45).
Negative social consequences for individuals with aphasia have been
documented in the research literature since the 70’s (Artes & Hoops, 1976; Kinsella &
Duffy, 1978; 1979; Malone, Ptacek, & Malone, 1970). Individuals with aphasia
usually experience reduced quality and quantity of social interactions (Parr, 1994; Le
Dorze & Brassard, 1995), and increased friction within close relationships (Le Dorze
& Brassard, 1995). More recently, Parr (2007) explored the social exclusion of
people with severe aphasia from infrastructural, interpersonal, and personal contexts.
She found that bringing about social inclusion of individuals with severe aphasia
hinged on four factors: support for communication; acknowledgement and respect;
opportunity and access; and attention to the environment to reduce barriers.
While aphasia impairs an individual’s ability to encode and decode verbal
messages to varying degrees, it does not necessarily prevent a person achieving
communication success. As pointed out by Pound, Duchan, Penman, Hewitt, and Parr
(2007), in the past three decades communication breakdown has began to be seen “as
arising not only from how our clients (people with aphasia) communicated but how
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well those communications were responded to by others” (p. 24). In fact, SimmonsMackie and Damico (2007) highlight that “accessibility and social inclusion is often
more dependent on their (people with aphasia) interactional partners than their own
abilities” (p. 85). This changing perspective has led to much research exploring the
facilitating and barrier effects of interpersonal and social contexts on the inclusion of
individuals with aphasia (See Cruice, 2007, for a range of articles on access and
inclusion of individuals with aphasia). While communication participation for people
with aphasia can be enhanced by providing skilled partners and appropriate
communication resources, research also suggests that creating physically,
psychologically, and communicatively accessible environments continues to be an
ongoing problem (Cruice, 2007).

The Present Study

Service provision to people living with disabilities including those with ABI
has seen significant development over the past 40 years in Australia. This
development has largely come about as a result of those with disability and their
advocates seeking the equal rights and responsibilities for people with disability.
Australian federal and Victorian state governments have legislated for individuals
with disability to have the right to choose and have autonomy in the course of
receiving care and support. In turn, support services currently are reorientating their
practice to be increasingly responsive to meeting the needs, goals, and aspirations of
people with disability. Providing greater flexibility and scope of support within an
individual’s local community and home has been an essential part of the response of
service providers. In order to meet the increasingly unique and diverse range of
support needs for individuals living with disability, there has been increased focus on
the expansion of roles and the training of new competencies and skills for support
workers (Fordyce, 2007; KPMG, 2006).
Within the Australian context, the federal and Victorian state governments are
faced with a number of challenges in providing support for individuals living with
disability into the future. With an aging population, governments project an increase
in the prevalence of health conditions associated with chronic and complex disability.
At the same time, the government foresees that there will be increasing consumer
pressure for governments to provide support services for individuals with disability to
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be reintegrated within their local communities. In turn, governments are planning for
an expansion in the labour market for many areas of the health and disability sectors,
including allied health services. Yet, there are already significant skill shortages in
the health and community services labour market including allied health professionals
(Victoria. DOE, 2008).
One of the responses made by both federal and state governments has been to
explore new models of delivering health and disability support services. In turn, this
has led to the development of a new workforce with a broader skill base that can act
as the interface between health and community services. These support workers or
paid carers are predominantly middle aged female workers who are vocationally
trained and have the capacity to fulfil a number of roles across a broad range of health
and community sectors. Support workers account for an increasing proportion of the
expenditure of programs that provide long term support to individuals with ABI,
including the TAC and ABI:STR programs operating within Victoria, Australia. In
addition to providing individuals with ABI support with personal care, domestic
assistance, and community access, these workers are also involved in therapy support.
Under the guidance of an allied health professional, paid carers support individuals
with ABI to participate in rehabilitation programs.
Increasingly, speech pathologists are required to provide support and training
to paid carers of individuals with acquired communication impairments such as
aphasia. However, there is little or no information available to facilitate
understanding the experience of paid care work from the perspective of paid carers’
working with individuals with communication impairment. Consequently, speech
pathologists are working with paid carers with little to guide them in this endeavour.
From the limited research to date, paid carers are likely to have close and
ongoing working relationships with their clients with disability. Further, paid carers
view themselves as intrinsically motivated to “do a good job for the client”, take pride
in their skills, are patient and empathic, and understand the importance of establishing
a good relationship with the client and family and setting clear role boundaries
(Hokenstad et. al, 2006). It has also been determined that paid carers perform
multiple and unexpected roles in their work with clients with ABI, including that of
Attendant, Protector, Friend, Coach and Negotiator. (McCluskey, 2000). In addition,
they are considered as a resource by individuals with disability and their families
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when considering long term care and accommodation arrangements (McCluskey,
Johnson, & Tate, 2007).
Given the roles that paid carers play with individuals with ABI, it is not
surprising that all stakeholders involved with support worker services nominate
effective interpersonal communication skills as an essential competency for paid
carers (Focus Learning Systems, 1998). Further, related to interpersonal
communication competence, the possession of values and attitudes that communicate
respect are also important. Despite recognition of the importance of interpersonal
communication competence, several reviews of the industry have identified that only
minimal and sporadic attention is paid to provision of training for support workers in
this area.
Several additional workforce issues have been highlighted in the few industry
reviews published (Precision Consulting, 2003; KPMG, 2006; Victoria. DHS, 2005).
Foremost among these are recruitment and retention issues. With respect to
recruitment, strategies are required to attract a younger and a more diverse workforce
including males and people of varying cultural backgrounds to better reflect the
diversity of individuals with disability. Careful and detailed consideration of issues
that impact on retention is required in order to stem the loss of less experienced
workers in the field. Several issues that contribute to poor retention have already been
identified by a number of stakeholders. Of particular note are those that relate to the
support of paid care workers. These issues included: inconsistent and possibly
inadequate induction to the workforce; poor access to ongoing training; and poor
supervision and support provided to workers despite the demanding nature of the
work. Working in increasingly isolated environments combined with increasingly
complex roles, poor ongoing supervision, support, and training are all likely to lead to
the experience of burnout by workers in the future.
Given the interpersonal nature of the work of paid carers, it is unsurprising
that interpersonal communication skills have been highlighted in the small number of
research and government reviews conducted to date. All of the roles that paid carers
undertake as part of their work with individuals with ABI, are supported by complex
interpersonal communication skills. Interpersonal communication is an intricate and
dynamic process that supports interpersonal relationships. Interpersonal
communication occurs between two interdependent people whereby the individuals
exert mutual influence over each other. Interpersonal communication is purposeful
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and is used to learn, to relate, to influence, to play and to help. However
communication is also ambiguous and can frequently result in misunderstanding and
friction between the relational partners. In addition, there are many “noises” or
barriers that can interrupt the transmission and reception of a message. Some of these
have been described as physical, biological, psychological, and finally those that are
semantic or meaning based.
In the context of paid carers working with clients, interpersonal
communication is likely to be used to achieve all of the goals of learning, relating,
influencing, playing or having fun, and helping. A paid carer’s interpersonal
communication competence will in part determine how successfully they will be able
to fulfil the many diverse roles they play with a client with ABI. However in this
context, they will also encounter noises or barriers that can interfere with the
communication process. In particular, many clients will present with communication
disability that interferes with the paid carer’s ability to interact successfully with the
client. One such physiological barrier or condition is that of aphasia following stroke,
which predominantly impairs an individual’s ability to encode and decode verbal
messages. Thus, the management of interpersonal communication and the
relationship building processes that it mediates are likely to prove more challenging
for paid carers working with clients with communication impairment.

The Purpose of the Study

Increasingly, paid carers or support workers are being engaged by health and
disability services to facilitate individuals with disability to access and be included
within their communities. Allied health professionals are working alongside paid
carers as part of the therapeutic team with a focus on achieving access and inclusion
for individuals with ABI including people with aphasia. This trend is likely to
continue and expand into the future necessitating that allied health professionals,
including speech pathologists, rethink the traditional working alliance of client,
medical, nursing, and other allied health personnel. Rather, they now must see
themselves as being part of an expanded therapeutic alliance that includes paid carers.
Consideration by allied health professionals of their approach to working with paid
carers is critical to the success of therapeutic programs developed for individuals with
ABI.
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Recently, providing support to individuals with aphasia has seen the
exploration of therapeutic approaches that focus on improving the psycho-social
outcomes for these individuals and their families (For a review of communication
partner training approaches see Turner & Whitworth, 2006; Pound, Parr, Lindsay, &
Woolf, 2000). Increasing attention has been paid to the role of the speech pathologist
in improving access and reducing barriers in society that prevent individuals with
aphasia from fully participating within, and contributing to, their social networks and
broader communities (Cruice, 2007; Threats, 2007; Pound, Duchan, Penman, Hewitt,
& Parr, 2007; Garcia, Barrette, & Laroche, 2000; Worrall, Rose, Howe, McKenna, &
Hickson, 2007). As part of this role, speech pathologists are utilising the support of
paid carers to facilitate access and inclusion for individuals with aphasia. In order to
achieve this objective, speech pathologists need to provide effective training and
guidance to the paid carer.
Given the relatively recent emergence of paid carers undertaking support roles
in providing therapy services to individuals with ABI, there is limited research to
guide allied health professionals in their endeavour to support paid carers. What
research has been conducted to date has been predominantly to develop an
understanding of the parameters of the disability support workforce, the skills and
competencies that they require, and the issues this workforce faces in the future. Few
attempts have been made to capture the insider’s perspective on paid care work.
Interviews with paid carers working with individuals with ABI have resulted in some
limited understanding of the roles undertaken by paid carers and the issues that
influence their work. However, knowledge reflecting the paid carers’ perspective on
working specifically with individuals with communication impairment is not
available. Consequently, little if anything is known about the impact a client’s
communication disability has on paid care work from the paid carer’s perspective.
This study was conceived to go someway towards filling this gap in the literature.
The purpose of the study was to explore the process of working with an
individual with communication impairment as a result of ABI, from the perspective of
the paid carer. More specifically, the inquiry was undertaken to develop a rich and
detailed account of the experience of paid carers working with individuals with severe
aphasia. The experience of working with an individual with severe aphasia was
selected as the focus of the study in order to appreciate as fully as possible the
implications of communication impairment in the context of paid care work. It was
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reasoned that insight into the paid carer’s perspective would assist speech pathologists
to understand the internal frameworks within which paid carers function and to
recognise how communication impairment influences these frameworks. In turn, it
was hoped that speech pathology expertise could be applied more effectively to assist
paid carers in their support role with individuals with communication impairment.
The purpose of the study was achieved through the development of a theoretical
formulation grounded in the paid carer’s experience of “getting to know” and
developing a relationship with the client with severe aphasia. The paid carers’
experiences revealed the process of establishing and maintaining a bounded friendship
and the role played by communication within that process. There were several
methodological considerations that arose as a result of the purpose of this inquiry.
These considerations required careful selection of research methodology and methods.
These issues are considered in the next chapter.

58

Chapter 3: Research Approach, Design, Methods, and Procedures
This chapter focuses on the way in which decisions were made regarding the
research design of this study. The first half of the chapter presents the research
approach. The second half of the chapter deals with the methods utilised within the
research design. The chapter begins with a discussion of the supporting arguments for
adopting the qualitative research paradigm. This section is followed by a description
of the process for selecting grounded theory as the methodological approach from
amongst the five main traditional approaches of qualitative research. A brief synopsis
of the various versions of conducting grounded theory research is presented to
contextualise the researcher’s reflections on adopting a constructivist grounded theory
approach. Two further major decisions were made following the commencement of
the study and these included that of narrowing the specification of the research
problem and the theoretical frameworks selected to underpin the research and inform
analysis. Both decisions are outlined.
The second part of the chapter deals with the methods utilised within the
study. It commences with a description of the setting and participants. This
description is followed up with a more detailed account of the participant’s attributes.
In addition, a characterisation of each of the three clients cared for by the paid carers
has been compiled using the words and phrasing of the carers themselves. The
recruitment process is described and sampling strategies including theoretical
sampling are discussed. The process of data collection and data analysis is outlined
and the chapter concludes with a discussion of the guiding principles that were
applied to maintain validity and reliability throughout the research.

Selecting a Methodology

Flick (2002) commenced his introductory text to qualitative research with a
discussion of the relevance of qualitative research in the modern era.
Qualitative research is of specific relevance to the study of social relations,
owing to the fact of the pluralization of life worlds………Rapid social change
and the resulting diversification of life worlds are increasingly confronting
social researchers with new social contexts and perspectives. These are so
new for them that their traditional deductive methodologies – deriving
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research questions and hypotheses from theoretical models and testing them
against empirical evidence – are failing in the differentiation of objects. Thus,
research is increasingly forced to make use of inductive strategies: instead of
starting from theories and testing them, ‘sensitizing concepts’ are required for
approaching social contexts to be studied. (Flick, 2002, p. 2)

Reflective of this notion of rapidly changing social worlds, in the present study the
researcher was interested in a relatively new occupational group of paid carers
working with individuals with ABI within rapidly changing health and community
contexts.
Previous research conducted with paid carers or support workers has been
minimal and has largely attempted to define the workforce in gross terms in order to
facilitate future planning for disability support services. Such research has looked at
the size and capacity of the workforce, the current roles undertaken by paid carers and
identification of industrial issues for the workforce in to the future. Yet, the voice of
the paid carer in defining their world has remained largely unheard in health research
at present. In particular, although the paid carer’s perspective on the unique
interpersonal nature of their relationship with an individual with ABI has been
identified as critical in the literature, it has not been explored in any depth to date
(McCluskey, 2000). Selection of a methodology that allows for the exploration of a
relatively new area of study, in particular from an insider’s perspective, was deemed
essential to the current study.
A qualitative research design was determined to be the most useful paradigm
for investigating the world of the paid carer. Qualitative methodologies allow for the
study of participants’ knowledge and practices. They employ methods that are open
and flexible in order to do justice to the complexity of the phenomenon understudy.
In other words, objects are not reduced to single variables but are studied in their
complexity and entirety in their everyday context. The fields of study are not artificial
situations in the laboratory but the practices and interactions of people in everyday
life. Qualitative research takes into account the notion that “viewpoints and practises
in the field are different because of the different subjective perspectives and social
backgrounds related to them” (Flick, 2002, p. 6). In this way, qualitative methods are
especially useful for understanding a phenomenon from the emic or insiders
perspective as opposed to the perspective of the researcher. In clinical research, the
60

emic perspective may be the perspective of the patient, caregivers, or healthcare staff.
In addition, the qualitative approach to understanding, explaining, and developing
theory is predominantly inductive. The inductive nature of qualitative methodology
makes it a useful approach in areas of research where the phenomena are ill-defined
and relationships between concepts are relatively unexplained (Morse & Field, 1995).
Finally, the developed understanding arising from qualitative methods may
serve many important functions. Of particular importance to the current study was the
capacity of qualitative research to influence clinical work. It does this in many ways
but there are two ways most pertinent to the current study. As qualitative methods
allow the phenomenon to be understood in its complexity and within context it is
more likely to provide insights that are directly applicable to clinical practice. Further,
the use of thick and detailed description employed in qualitative approaches fosters
empathic understanding of the phenomenon described. How others may experience
illness or disability is a critical perspective for health service providers to understand.
In view of these issues, a qualitative approach was deemed appropriate to this
exploration of the complex interpersonal nature of the paid carers’ world.
Flick (2002) suggested that “qualitative research is not based on a unified
theoretical and methodological concept” (p. 7). The five traditional approaches as
defined by Creswell (1998) are Phenomenology, Ethnography, Grounded Theory,
Biography and Case Study.

Methodology Selected - Grounded Theory

Morse and Richards (2002) suggested that researchers embarking on
qualitative research take an “arm chair walk through” their topic using the different
methods to determine which fits best with their quest. They see this process as
important to establishing methodological congruence. Methodological congruence in
qualitative research refers to the fact that projects entail congruent ways of thinking.
That is, “fit between the research problem and the question, fit between the research
question and the method, and, of course, fit among the method, the data, and the way
of handling data” (Morse & Richards, 2002, p. 32).
As a result of an “arm chair walk through” combined with the researcher’s
clinical background in working alongside paid carers, two main issues were identified
as crucial in the current research. First, understanding the paid carers’ experience,
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from the ‘insider’ perspective, of working with a person with ABI was seen as
essential knowledge for the effective incorporation of paid carers within the
therapeutic alliance. Second, the researcher’s time working in the field with paid
carers had given the impression that the paid carers’ experience was a dynamic one
that unfolds with time. Any qualitative methodology selected would need to address
these two key issues.
Grounded theory (GT) as a methodology is particularly well suited to
situations where the researcher sets out to learn from the participants how to
understand a process or situation (Morse & Richards, 2002). It was identified by its
founding fathers, Barney Glaser and Anselm Strauss, as a methodology that seeks to
construct theory about issues of importance in people’s lives (Glaser & Strauss,
1967). Thus, it is a methodology that would allow paid carers to identify their issues
of importance in the experience rather than having issues predetermined by the
researcher. Further, GT studies are usually situated in experiences in which change is
expected. For this reason, GT methods have become dominant in research areas
where understanding change and process are central, such as in health.
GT has its origins in social interactionism (Morse & Richards, 2002). This
perspective derives from the assumption that reality is negotiated between people
through interaction. The basic assumptions of social interactionism are:
1. that human beings act toward things on the basis of the meanings that the
things have for them;
2. the meaning of such things is derived from, or arises out of, the social
interaction that one has with one’s fellows;
3. these meanings are handled in, and modified through, an interpretive process
used by the person in dealing with the things he encounters (Blumer, 1969).
The different ways in which individuals invest objects, events, and experiences
with meaning form the central point for GT research. In a health setting, human
action and interaction is intrinsic to how and why people approach and respond to
health problems and subsequent issues, including challenges regarding function
(Annells, 2004). Research questions in GT reflect this interest in process and the
methods of making and analysing data reflect a commitment to understanding the
ways in which reality is socially constructed (Morse & Richards, 2002). In the words
of Morse and Richards (2002) “it is these processes of change and social construction
that the researcher examines, identifying stages and phases” (p. 54).
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A final argument for adopting GT methodology rested with the product
associated with this approach. The final product of GT is usually an explanatory
schema about social, psychosocial, or spiritual dimensions of human action and
interaction processes (Annells, 2004). According to Strauss and Corbin (1998), GT
offers an explanatory scheme that is plausible but contextualised explanatory
relationships between categories. In health care research, GT focuses on developing
theory (usually substantive theory) about human actions and interactions primarily
with either the person with health issue, the health care professional, the family or
significant other or apparatus or equipment being used or a combination of these
issues.
Once a decision was made by the researcher to adopt GT methodology for the
research, a further decision of which type of GT approach was required. GT has
evolved since its first inception by Glaser and Strauss (1967). To date there are many
different ways of conducting GT which reflect variations in underlying ontological
and epistemological positions (Annells, 1997a; 1997b; Mills, Bonner, & Francis,
2006a; Charmaz, 2006).

What Form of Grounded Theory?
Following Glaser & Strauss’s collaborative work in initially outlining GT as a
method (1967), the approach has continued to evolve as researchers advance the
method to accommodate their underlying theoretical stances. Charmaz (2006)
proposed the predominant differences between ways of doing GT relate to how
grounded theorists understand the construction of theory. She identified two main
definitions of theory prevailing in the social sciences as positivist and interpretive
definitions of theory. Positivist theory seeks “causes, favours deterministic
explanations, and emphasizes generality and universality” (Charmaz, 2006, p. 126).
Alternatively, Charmaz (2006) considers that interpretive theorising
emphasises understanding rather than explanation. She goes on to add that
“interpretive theory calls for the imaginative understanding of the study’s
phenomenon. This type of theory assumes emergent, multiple realities;
indeterminacy; facts and values as linked; truth as provisional; and social life as
processual” (Charmaz, 2006, p. 126). GT as theory contains both positivist and
interpretivist inclinations. In this way, Charmaz (2006) conceptualised the
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fundamental contribution of GT methods as residing in “a guide to interpretive
theoretical practice not in providing a blue print for theoretical products” (p.129).
Variations in the form of GT from constructivist to objectivist reflect these
underlying differences in the way researchers theorise. Constructivist Grounded
Theory is part of the interpretive tradition with Objectivist Grounded Theory deriving
from positivism. However, each GT study will vary according to the extent to which
its key characteristics conform to one tradition or the other. Mills, Bonner, and
Francis (2006a) proposed that the differences between versions of GT exist on a
‘methodological spiral’ reflecting their epistemological underpinnings. In other
words, the variation of GT followed by a researcher depends on a clarification of the
nature of the relationship between the researcher and participant, and on an
explication of the field of what can be known. In order to ensure strong research
design, Mills et al. (2006a) argue that researchers need to choose a research paradigm
that fits with their beliefs about the nature of reality.
According to Mills et al. (2006a), choosing a version of GT is not always a
straightforward process as often our underlying assumptions about the world are
unconscious and taken for granted. In the present study the researcher assumed a
constructivist position. Constructivism is a research paradigm that denies the
existence of an objective reality “asserting instead that realities are social
constructions of the mind and that there exists as many such constructions as there are
individuals (although clearly many constructions will be shared)” (Guba & Lincoln,
1989, p. 43). In this way, researchers who deny the existence of an objective reality
assume a relativist ontological position (Guba & Lincoln, 1994). Ontology is the
form and nature of reality that can be known (Annells,1997b). Relativists claim the
world consists of multiple individual realities influenced by context (Mills et al.,
2006a).
Further, a constructivist approach places emphasis on the phenomenon of
study and treats data and analysis as created from shared experiences and
relationships with participants (Charmaz 2000; 2006). In this way, epistemologically,
constructivism is subjectivist as it emphasises the subjective interrelationship between
the researcher and the participant, and the co-construction of meaning (Pidgeon &
Henwood, 1997). Constructivists predominantly are interested in “how” participants
construct meanings and actions in specific situations. Any research methodology
chosen for the current study would need to accommodate the above ontological and
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epistemological positions. A constructivist uses the interpretations of their participants
as the data to construct a theory. In turn, the resulting theory is the researcher’s
interpretation of that data. In this way, constructivist theories are considered an
interpretation (Charmaz, 2000). In other words, the theory depends on the
researcher’s view. Only after understanding how people construct meanings and
action can the researcher pursue why they act as they do. In addition, a constructivist
approach means being alert to conditions that influence differences and distinctions
within the data and how these differences and distinctions are maintained.
A further important aspect to the constructivist approach is the reflexive stance
of the researcher toward the research process and the products (Mills, Bonner, &
Francis, 2006b). Constructivist grounded theorists assume that both the data collected
and the analysis applied to the data are social constructions. Therefore any analysis is
contextually situated in time, place, situation, and culture. This approach demands
then that the researcher attempts to be aware of their presuppositions and to grapple
with how they affect all aspects of the research. Thus, constructivism allows for the
researcher’s reflexivity about their own interpretations as well as those of their
participants.
The classical or objective GT method devised by Glaser and Strauss (1967)
has its roots in positivism and is focused on discovering a truth. Objective GT was
not a comfortable fit with the researcher’s underlying beliefs as outlined above. Two
further approaches were considered including Strauss and Corbin’s (1990) method
often referred to as ‘Evolved’ GT and Constructivist GT (Charmaz, 2000). There is
conjecture in the literature about the ontological nature of Strauss and Corbin’s
version of GT (Annells, 1997a; Charmaz, 2000). Mills et al. (2006a) have recently
argued that Strauss and Corbin’s method contains “a discernible thread” (p. 3) of
constructivism in their approach to inquiry. Annell’s (1997a) claimed Stauss and
Corbin’s method reflects relativist ontology as they refer to “a reality that cannot
actually be known, but is always interpreted” (p. 122). In addition, Strauss and
Corbin’s reworking of the GT method moves towards a subjectivist and transactional
epistemology (Annells, 1996). This move is reflected in the way the researcher is
encouraged to be actively involved in the method and not separate to it.
Strauss and Corbin’s (1990) Evolved GT was considered for a number of
reasons. First, the personal and professional background plus the experience of the
researcher are considered to add to the analytical process and theoretical sensitivity
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(Annells, 1996). Thus, the researcher’s considerable clinical expertise and ongoing
immersion in clinical practice were considered to be an advantage in this approach
rather than being viewed as obscuring vision from the perspective of Objective GT.
Second, Strauss and Corbin’s (1990) approach is appealing particularly to the novice
GT researcher, because they have detailed a step-by-step approach to strategies and
processes. However, when describing the position of the researcher in relation to the
participants and the data, Strauss and Corbin emphasise maintaining objectivity thus
exaggerating the power imbalances between the researcher and the researched. In the
current inquiry, the researcher wished to minimise the influence of existing power
imbalance likely to be perceived by the research participants given the researchers
professional background. Strauss and Corbin’s (1990) recommended researcher stance
would not have assisted with the power imbalance issue.
At the time the study commenced, the constructivist approach to GT method
was largely articulated by Charmaz (2000). Charmaz is described by Mills et al.
(2006a) as having emerged as the leading proponent of Constructivist GT. According
to Mills et al. (2006a), Constructivist GT is ontologically relativist and
epistemologically subjectivist. They further define a constructivist approach as one
that fulfils the following three requirements:
1. The creation of a sense of reciprocity between participants and the
researcher in the co-construction of meaning and, ultimately, a theory
that is grounded in the participants’ and researcher’s experiences;
2. The establishment of relationships with participants that explicate
power imbalances and attempts to modify these imbalances;
3. Clarification of the position the author takes in the text, the relevance
of biography and how one renders participants’ stories into theory
through writing (p. 9).

The Grounded Theory Adopted

The Constructivist GT approach was adopted for two main reasons. First, the
researcher assumed a stance more as co-producer which is parsimonious with a
Constructivist GT approach. This was largely bought about by way of acknowledging
the researcher’s previous role. The researcher is a speech pathologist who had
dealings with paid carers in her role as a speech pathologist. The researcher openly
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acknowledged this fact in the information sheet provided to paid carers realising that
paid carers may perceive a difference in expertise and thus an inequality in power
within the relationship with the researcher. This perception had the potential to
impact negatively on recruitment and on the participant’s openness in the study. The
researcher in her approach to paid carers needed to determine strategies to equalise the
perception of ‘expertise’.
Adopting a co-producer stance with the participants went some way towards
achieving equity of power. Such a stance influenced the wording of the information
sheet provided to participants, the setting for and timing of the interview, and the type
of interaction within the interviews, particularly in later interviews. Paid carers were
encouraged to share their expertise on being a paid carer, an expertise not held by the
researcher but one that the researcher was keen to understand. Together the expertise
of the paid carer and the expertise of the researcher could work to improve the
therapeutic alliance out in the field. Indeed, later interviews incorporated the active
seeking of participant’s responses to the emergent theorising of the researcher,
especially for participants who were interviewed on more than one occasion.
Later, the researcher as a human instrument evolved with the research and
found her approach to coding and analysis tended to become increasingly
interpretative. Ultimately, the researcher made the decision not to apply procedures
suggested for axial coding as recommended in the Strauss and Corbin approach.
According to Charmaz (2006), this may reflect the researcher’s capacity for tolerating
ambiguity. She suggests that students of GT “who prefer simple, flexible guidelines –
and can tolerate ambiguity – do not need to do axial coding” (p. 61). Indeed rather
than follow the recommended formal procedures of Strauss and Corbin’s axial coding
and the conditional matrix, the researcher preferred to carefully make comparisons
between the data seeking out relationships and links that appeared to emerge from the
data.
Regardless of form of GT, McCann and Clark (2003) argued that researchers
undertaking GT are required to address a set of common characteristics. These
characteristics are theoretical sensitivity, theoretical sampling, treatment of the
literature, constant comparative methods, coding, meaning of verification, identifying
the core category, memoing, diagramming, and measures of rigor. The means by
which these common characteristics were managed as part of the research process is
addressed throughout the remainder of this chapter.
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Research Approach: Methods and Procedures
Setting and Participants
The experiences of paid carers working with clients who have severe
communication impairment and require paid care support were the focus of this
inquiry. The paid carers were employed by non-government carer agencies and had
been allocated to work with a client with multiple disabilities following stroke
including severe communication impairment. Clients were provided services through
the ABI: STR program of Victoria (refer to chapter 1 for a description of the ABI:
STR program). All clients had severe aphasia and had allied health professionals
involved as part of their ABI: STR program. The paid carers performed multiple roles
including providing personal care, community access, and therapy support with the
client. Paid carers were scheduled to provide services to their client at least once a
week. Most sessions were of approximately 3 hours duration. Table 1 provides
details of the participants including the name of the client with whom they worked,
the gender, age range, years of experience as a paid carer, paid carer qualification
attained, length of time working with the client at the time of inclusion into the study,
frequency of contact with the client, previous experience with clients with aphasia,
and number of interviews in which they participated. All names of paid carer
participants and their clients are pseudonyms in order to maintain confidentiality.
Paid carers tend to work in teams associated with a single client. Paid carers
working with 3 clients known to have severe communication impairment as a result of
stroke were selected. These 3 clients were Jack, Hilda, and Maria and are listed in
Table 1 with each of their paid carers. All clients were middle aged as inclusion on
the ABI: STR program necessitated that individuals were under 65 years of age to be
eligible for the program. All clients had acquired aphasia as a result of stroke as
confirmed by a speech pathologist. No medical records were available to the
researcher to confirm the stroke diagnosis. All 3 clients were identified by their paid
carers as having severe communication problems. Paid carers interviewed were not
necessarily aware of the clients having aphasia as this is not a common term used to
describe clients within paid carer agencies. More commonly clients are described as
having “communication problems” or “no communication”.
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Table 1.
Attributes of Paid Carers (PC)
Paid carer

Qualificationb

Durationc

Frequency of
contactd

Exposure
to aphasiae

No. of
Interviewsf

2
3

Yes
Yes

1-2 years
< 1 month

Fortnightly
> 1 session/week

No
No

2
3

50-59
50-59
50-59
40-49
30-39
40-49
50-59

6
6
<1
2
7
<1
4

Yes
Yes
No
No
Yes
Not completed
Yes

5-6 years
5-6 years
1-3 months
4-6 months
3-4 years
4-6 months
4-6 months

> 1 session/week
1 session/week
1 session/week
1 session/week
1 session/week
1 session/week
> 1 session/week

No
Yes
No
No
Yes
Yes
Yes

1
1
1
1
1
3
2

50-59
50-59

4
6

Not completed
Yes

10-12 months

1 session/week
1 session/week

No
Yes

1
1

Gender

Age Range

F
F

50-59
40-49

Barb
Kate
Ronnie
Heidi
Dave
Bev
Ivan

F
F
M
F
M
F
M

Maria
Sharon
Lyn

F
F

Hildag
Donna
Haille

Yearsa

Jack

Note. aYears of experience employed as a paid carer. bCommunity Services Training Package (CHC02) components Certificate 3 (CHC30302)
and Certificate 4 (CHC40102). cThe duration of time the PC had worked with the client at the time of their inclusion into the study. dThe
frequency of contact between the PC and the client at the time of their inclusion into the study. ePrevious exposure of the PC to an individual
with aphasia either through client contact or as part of their life experiences. fThe number of interviews the paid carer was involved in within the
study. gThe client’s name is listed far left alongside the PC’s that worked as part of the client’s carer team.
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Paid Carer Participants

Eleven paid carers or support workers participated in the study. Table 1
provides information relevant to each of the paid carer participants. To gain a sense
of the paid carer participants as people, each is described according to their individual
attributes. Each of the eleven paid carers is then introduced in a brief biography
intended to provide a more intimate understanding of each participant. Following the
descriptions of the paid carer participants, the three clients are discussed briefly. Paid
carer participants working with Hilda will be discussed first, followed by those paid
carers working with Jack and then the paid carers that worked with Maria.

Paid carers working with Hilda.
Donna. Donna was the first paid carer participant interviewed for the study.
She preferred to be interviewed initially at a hotel near to her home and then at home
for her second interview. She lived with her husband and mother-in-law, both of
whom had disabilities. She considered herself to be a family carer to both her
husband and her mother-in-law. She had an adult son who lived overseas. Donna had
migrated from America to Australia several years earlier. She had an American
accent. She appeared caring and down-to-earth. She considered herself to have
strong religious convictions and felt that this helped to guide her in her work. She had
been working as a paid carer for 2 years at the time of working with Hilda. She had
worked with clients with ABI prior to Hilda but not with clients with aphasia. She
had completed Certificates 3 and 4 in Disability and Aged Care work. She estimated
that she had worked with Hilda for about 18 months prior to the first interview and
ceased working with her approximately 3 months following the interview as Hilda
moved to another facility further away. The researcher interviewed Donna a second
time to clarify issues arising from the initial interview even though she was no longer
working with Hilda. The researcher first met Donna in her role as speech pathologist
to Hilda when Donna joined Hilda’s support team. However the researcher was no
longer working as Hilda’s speech pathologist at the time of the interview with Donna.
Donna did not appear to be intimidated by the researcher’s professional background,
volunteering herself for the study. She was upfront with her responses with no hint of
being guarded.
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Haille. Haille was interviewed at a café in Melbourne’s central business
district. At the time of the first interview, Haille lived with a partner. They had no
children. However, prior to the second interview, Haille’s relationship broke down
and she was living alone for the second and third interviews. Haille had been working
as a paid carer for 3 years. She had completed Certificates 3 and 4 in Disability and
Aged Care work. She had worked in an administrative position for an organisation
that supported people with disabilities to locate accommodation in England
previously. Haille had been working with Hilda for only a few weeks prior to the first
interview. She was interviewed again 4 months later. Her final interview was
completed just over 1 year from commencing work with Hilda. At the time of the
final interview, Haille reported that she would be finishing up with Hilda when Hilda
moved to her own accommodation in a few months time. Haille was a very reflective
and open person who freely contributed her ideas to the study.

Paid Carers working with Jack.
Kate. Kate nominated to be interviewed in a park. She was married and had
two children. She presented as a quietly spoken and reflective person. She had
worked part time as a paid carer for 6 years and was currently enrolled in a university
degree. She enjoyed painting. She had a background as a journalist prior to
becoming a paid carer. She had completed Certificates 3 and 4 in Disability and Aged
Care work. She had worked with Jack for approximately 5 years prior to her
involvement in the study. Despite being one of the more experienced paid carers
interviewed, she was an inexperienced paid carer when she commenced working with
Jack. She had worked with clients with ABI and aphasia prior to working with Jack.
The researcher first met Kate in her role as speech pathologist to Jack. Although at
the time of the interview, the researcher had ceased working with Jack some 2 years
previously. She was interviewed 3 months prior to Jack moving on to new
accommodation which meant that Kate would no longer be working with him. Both
Kate and Barb had established the longest relationships with Jack. Kate’s responses
in the interview were considered and reflective. She had the most intimate experience
with Jack having been employed as his paid carer to accompany him on a one week
holiday.
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Barb. Barb was interviewed in her home with her partner. She had no
children. She had worked part time as a paid carer for 6 years. She had been absent
from work for extended periods over the past few years due to serious illness. Despite
her health problems, Barb appeared a cheerful and upbeat person. She had completed
Certificates 3 and 4 in Disability and Aged Care work. Like Kate, she had also
worked with Jack for 5 years as one of the first paid carers appointed to his program.
She too, had been an inexperienced paid carer at the time she had commenced
working with Jack. The researcher first met Barb in her role as speech pathologist to
Jack. Although at the time of the interview, the researcher had ceased working with
Jack some 2 years previously. Barb had previous experience with clients with ABI
and aphasia but in her role as home care worker. Barb was keen to be of assistance in
the research offering to pass on details to other paid carers working with Jack. Her
positive relationship with Jack was reflected in her interview.

Dave. Dave was the first male paid carer to work with Jack. He preferred to
be interviewed at a café. Dave was married but had no children. He had worked in
various jobs prior to becoming a paid carer 7 years ago. He now worked full time as a
paid carer. He was the most experienced paid carer interviewed. He had completed
Certificate 3 in Disability work. Dave was younger than most of the other paid carers,
but he came across as being very professional and business-like with a clean cut
appearance. He had had previous experience with clients with ABI and aphasia prior
to working with Jack. He had worked with Jack for 4 years but was no longer
working with him at the time of the interview. He had stopped working with Jack due
to chronic back pain issues. The researcher first met Dave in her role as speech
pathologist to Jack. Dave was less forthcoming in his interview but offered a
professional perspective in the way he described his approach to caring for Jack.

Heidi. Heidi was interviewed at her home. She was a single mother with
three young sons. She was a middle aged woman with heavily accented speech. She
presented as a bubbly and vivacious person. She had no formal support worker
qualifications. She had taken up home care duties when unable to find administrative
positions. After several months of “cleaning other people’s houses”, Heidi decided to
move into paid care work which she had been enjoying until developing back pain.
At the time of the interview she had worked with Jack for 4 months and was about to
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leave his program due to her back pain. She had had no experience working with
clients with aphasia or ABI prior to working with Jack. Heidi provided an honest
account of her initial hesitation in working with Jack and the internal debates she had
about Jack’s character. Overall, she described her relationship with Jack as a positive
one.

Ronnie. Ronnie was interviewed at a foreshore park on the beach. He had
been employed as a paid carer for 10 months and had worked with Jack for just 6
weeks. His relationship with Jack was the shortest in duration. He had not completed
paid carer qualifications. He had had no previous experience working with clients
with aphasia or ABI. He had been a photographer for newspapers for most of his
career and he became a paid carer because he wanted a change and to work close to
home. He lived with his partner and had two teenage daughters. He was interviewed
approximately 6 weeks prior to Jack moving on to new accommodation. He was
hopeful at the time of the interview that he might be able to keep working with Jack
when he moved but this did not eventuate. Ronnie was enthusiastic about his new
chosen career and this was reflected in his responses about his work with Jack.

Bev. Bev preferred to be interviewed in café’s. She lived with her husband
and her two school-aged children. She had immigrated to Australia from South
Africa and this was reflected in her accented speech. She had a pleasant and calm
manner. Bev was the least experienced paid carer interviewed. She had been
employed as a paid carer for 4 months and had been working with Jack for three of
those months at the time of her initial interview. She was interviewed again 7 months
later. Her final interview was completed approximately 2 years after commencing
working with Jack although she had ceased working with him approximately six
weeks prior to the final interview. She had had no previous experience working with
a client with aphasia or ABI prior to working with him. She completed Certificates 3
and 4 in Disability and Aged Care work during her time with Jack. Prior to having
her children, she had trained as a teacher’s aide and had worked in an educational
setting for visually and hearing impaired children. She had also cared for her elderly
mother for six months after she sustained a stroke with resultant severe physical and
communication impairments. Bev was the only paid carer interviewed who
experienced a significant decline in her relationship with her client Jack. She was
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very candid about her experience offering valuable insight into her struggles with paid
care work.

Ivan. Ivan preferred to be interviewed at a café. He lived with his wife and
two school-aged children. He had migrated from Poland 25 years ago and had heavily
accented speech. He had worked full time as a paid carer for 4 years. He had been
employed in a range of careers including engineering, but became a paid carer after
being involved in a traffic accident requiring rehabilitation. He had completed
Certificates 3 and 4 in Disability and Aged Care. He had worked with a client with
aphasia prior to working with Jack. Ivan had been working with Jack for 4 months at
the time of the first interview and for 20 months at the time of the second interview.
He spoke proudly of his work as a paid carer and appeared very committed. He was a
religious person and reported how his spiritual beliefs helped him to cope with the
difficult aspects of his work.

Paid carers working with Maria.
Sharon. Sharon preferred to be interviewed at a café in Melbourne. She was
a middle-aged woman who was married with two adult children. She presented as a
well groomed woman with an upbeat and open attitude to life. She had been working
as a paid carer for 4 years and was currently studying to complete Certificate 3 in
Disability work. She had been a family carer to her own mother prior to entering paid
care work. Sharon was interviewed a few months after finishing work with Maria.
She had worked with Maria for a period of about 10 months. However, she had
decided to move on from Maria because she felt she had become stale in the
relationship. Sharon described the least positive relationship of all the paid carers
with her client with aphasia.

Lyn. Lyn had worked as a paid carer for 6 years and was one of the more
experienced paid carers interviewed. At the time of her involvement in the study, she
had worked with Maria for 5 years. Lyn was a middle-aged woman with a husband
and two adult daughters. She was interviewed in her home. She was a pleasant,
softly spoken woman. She had a range of work experience within the health sector
including aged care before coming to paid care work. She had completed Certificates
3 and 4 in Disability and Aged Care work and had experience with clients with ABI
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and aphasia prior to working with Maria. Lyn shared a positive relationship with
Maria and she clearly described many of the strategies acquired by paid carers as part
of their work with clients.

Clients’ cared for by the paid carers. All paid carer participants worked
with one of three clients. Each client had sustained severe communication deficits as
a result of stroke. The three clients are Hilda, Jack, and Maria. All paid carers’
transcripts contained descriptions of the types of communication problems that they
perceived their client to have. A compilation of the paid carer descriptions have been
used to describe each client’s presentation, particularly in relation to their
communication skills.

Hilda. Hilda was the client of the first two paid carers interviewed in the
study, Donna and Haille. She was a 56 year old woman who had sustained a severe
ABI following a stroke approximately 3 years earlier. She was residing in a unit of a
rehabilitation hospital at the time of the research. She was separated from her
husband and had four adult sons and several grandchildren.
According to the paid carers working with Hilda, her ability to understand
verbal messages was compromised by her ABI. She had the ability to process
messages typical of everyday interactions, however more complex messages were
poorly understood as suggested by Donna:
“If she didn't understand me I could see the confusion on her face, an' I'd just
rephrase it or use props or what ever, until I thought she understood me...if it was…,
something too complex, we'd forget it but, ah,…..she always understood some how.
…..you'd remember little cues that would make her understand.” Donna (Interview 2)
Hilda showed the ability to indicate when she has not understood but there are times
when it became apparent that she believed she had understood but had not as
mentioned by Haille:
“If she tells me she understands something I just sort of trust my judgement that she
knows enough about what’s going on within her head, at that moment in time, could
well be that a week later, well actually, she may not” Haille (Interview 1)
However her ability to read non-verbal cues and messages such as those cues that
enable you to evaluate others was relatively preserved as Donna described:
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“I mean she had people sized up, pretty quickly. She knew what nurses she wasn't
going to get around.” Donna (Interview 1)
Paid carers perceived Hilda’s ability to have a conversation as poor as
suggested by Haille:
“I suppose in my ability to have a normal, in inverted ……..comma, conversation with
her is very limited.” Haille (Interview 1)
While she was able to say recognisable words they did not convey her intended
meaning as described by Donna and Haille:
“Her word, I’d say… for a plate or a dish could be ‘dog’ so the words an ideas just,
…didn’t match up.” Donna (Interview 1)
“What comes out of her mouth appears to be just, sort of words that, mostly words
that I understand even though they might be words that I wouldn’t use… I don’t mean
incorrect language I mean a word for something totally different.” Haille (Interview
1)
At times, some of the paid carers found that Hilda’s ability to use the words she
wanted fluctuated as Haille noted:
“Sometimes she’ll get that word right like the thing with the glasses an’ at other times
she won’t.” Haille (Interview 1)
It appeared that she could communicate her ideas more clearly on occasions such as
when using more automatic phrases as Donna commented:
“It’s amazing though how old time phrases just come out you know ‘oh never mind’
or things like that.” Donna (Interview 1)
When she was relaxed and able to verbalise her meaning more accurately, it showed
the paid carers that she was an intelligent woman as Donna suggested:
“An’ mostly when she’s relaxed, something will come out totally an’ then you’ll see
that the idea is clear in her so you know that’s the idea like there’s some kind of
mischarge with the words but she’s smart.” Donna (Interview 1)
But in the main, having a conversation with Hilda was a time consuming process even
for her to convey simple ideas as Haille discussed:
“Listen, try to work it out, understand. If you don't understand, …going back to her,
or going back to her checking that you've understood it,.. so it's like a long, a very
long winded process to get her to do something even relatively simple.” Haille
(Interview 3)
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Jack. Kate, Barb, Dave, Heidi, Ronnie, Bev, and Ivan all worked with Jack.
Jack was a 65 year old man who suffered a severe stroke approximately 10 years
earlier. He was living in hostel level accommodation at the time of the research. He
had separated from his wife and had six adult children and three grandchildren.
Many of the paid carers noted that Jack had compromised auditory processing
skills as suggested by Kate:
“I've said something and thought that I've said it very clearly..but then realised from
what……Jack.. in particular has.. done afterwards, that the information hasn't really
got through.. that he hasn't understood completely what I've..been saying, even
though he's nodded.” Kate (Interview 1)
Indeed many of the paid carers described how Jack’s ability to understand information
appeared to fluctuate on a daily basis. Knowing when Jack had understood the
information was not always easy for the paid carers to identify as Barb highlighted:
“Some days he just goes with the flow an' really understands everything that you're
saying. Other days you sit there an' think 'Did he understand what I was just talking
about?' Some days you just don't know. Other days you definitely know.” Barb
(Interview 1)
This situation was made more challenging when paid carers realised that Jack was not
always aware of when his comprehension of the message was incomplete. Yet, paid
carers were aware that he did understand a good deal and that the impact of his
difficulties with understanding were minimised by having a repetitive routine in place
as Bev pointed out:
“Jack doesn't understand everything that you talk to him about, he does understand
quite a bit. And because it's so repetitive, every day is repetitive, he does get to know,
…what we expect.” Bev (Interview 1)
Jack had severely compromised ability to convey a verbal message. He had
limited verbal expression consisting predominantly of phonations said with varying
intonation patterns as described by Ronnie:
“Doesn't actually really say very much, and it sometimes is difficult for me, not
knowing Jack, what he actually, …what all those "mm's" mean? Now I'm beginning
to understand him better (okay) so he'll actually explain something perhaps by
pointing.” Ronnie (Interview 1)
He had some ability to convey his message non-verbally using a combination of
intonation, facial expressions, and pantomime or natural gestures as Bev suggested:
“I did the talking and Jack just did the nodding, and 'oh' (exaggerates her facial
expressions & intonation) and facial expressions.” Bev (Interview 1)
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In this way, communication with Jack was predominantly achieved through his nonverbal messages combined with paid carers using the strategy of asking a series of
Yes/No questions as Barb conveyed:
“Like he might have a sore part of his body…..like he might not be feeling too good in
the tummy,..you'll go through the book that's got all the parts of the body but that just
doesn't always work. So I find, saying the things, saying the parts of the body and
pointing to your own body is probably the way that I best communicate with him that
way, and a lot of hit and miss saying 'Jack, you don't feel well in the tummy?’
Sometimes you'll get a yes or no, a nod or a shake but then you always reiterate and
ask again. So you've always gotta ask more than once to make sure you've got the
right one.” Barb (Interview 1)
This strategy of asking Yes/No questions was helpful but not always reliable
especially when Jack’s non-verbal responses did not match with his intended
response. Bev also discovered that Jack had limited ability to process written
messages or to express himself using writing.

Maria. Maria lived with her partner at home. She had adult children who no
longer resided with her. Lyn and Sharon were paid carers for Maria. Maria’s ability
to understand verbal messages appeared less of a problem for the paid carers that
worked with her as Lyn described:
“So you know she understands (yep) and she feels that some of the carers treat her
like she's a bit of an idiot.” Lyn (Interview 1)
There were very few references to her inability to understand their messages.
Although there was evidence that suggested that some paid carers failed to recognise
Maria’s competency and ability to understand her situation. She was able to read
other people’s non-verbal messages even if they were unintended messages as Lyn’s
description above suggested.
Maria’s ability to convey a verbal message was restricted to a few well learned
words such as her husband’s name and requesting coffee. But much of her output did
not convey her intended meaning as Sharon shared:
“She'd sometimes try and say words to me and I couldn't understand, for the life of
me, what it was.” Sharon (Interview 1)
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She appeared to convey to the paid carers that she experienced on the “tip of her
tongue” phenomenon where she knew the concept she wanted to express but could not
attach the words as Sharon described:
“She'd try to get the words out but it'd be, (gestures by tapping at her head) 'I think,
it's, I'm thinking, I'm trying to say it but I can't say it.” Sharon (Interview 1)
Instead, she communicated her messages non-verbally through a combination of
pointing, facial expression, body posture, and responding to a series of Yes/No
questions as suggested by Sharon and Lyn:
“I'd have to really prompt her a lot to try and get it out and I'd just have to keep goin'
through, or she'd point, point at things (gestures pointing around the table).” Sharon
(Interview 1)
“I involve her with my, a part of my life in a little way, like if I'm doing something I
say 'Hey, do you want to see what I'm doing now?' and she'll go ‘Mmm’ (nodding her
head affirmatively), and I'll say 'oh okay, I've just been knitting this for the new baby'
And she'll go 'Ohh' (smiling and looking) And I'll say 'did you used to knit?' (Nods
her head negatively)” Lyn (Interview 1)
Difficulty understanding auditory and written information and poor ability to
express a verbal message either in words or in writing is a common experience of
individuals with severe aphasia as a result of stroke. In contrast, an individual’s
ability to understand non-verbal messages and cues is usually well preserved. In this
way, the three clients described above are typical of people with severe
communication problems or aphasia resulting from an ABI.

Recruitment

Paid carers were recruited to the study via four different strategies. Most paid
carers were recruited via the speech pathologist working with the client. Three speech
pathologists working in private practice and known to the researcher to be providing
services to clients on the ABI: STR program were approached to facilitate recruitment
of paid carers. They were requested to identify paid carers working with clients with
severe communication problems as a result of stroke. Further, they were then asked
to pass on information to these paid carers inviting them to participate in the study by
contacting the researcher themselves or providing permission for the researcher to
contact them. Six paid carers were recruited in this way. Another two paid carers
were recruited via snowballing technique (Patton, 1990). One paid carer knew of two
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other paid carers working with the same client and offered to approach them and
provide them with an information sheet for the study. Both paid carers approached in
this way, later contacted the researcher to participate in the study.
An additional recruitment strategy involved making telephone contact with a
large paid carer agency in Melbourne and requesting support to recruit paid carers into
the study. The company nominated a staff member, involved in training of paid
carers, to provide assistance with recruitment. A copy of the information sheet and
informed consent for the study was emailed to the staff member. She agreed to
approach paid carers who worked with clients with severe communication problems
as a result of stroke, to invite them to be contacted by the researcher. Donna was
recruited in this way. She gave permission to be contacted by the researcher. She did
so knowing that she had worked with the researcher previously with a client with
communication impairment when the researcher was the client’s speech pathologist.
Late in the study, another paid carer was recruited through an advertisement in
a newsletter for paid carers. The newsletter was produced by the same paid carer
agency from which the first paid carer was recruited to the study. The newsletter was
posted to all paid carers employed by the agency. The advertisement provided brief
details of the study and a contact number for the researcher. This form of recruitment
was deliberately used to attract paid carers working with a client unknown to the
researcher. This occurred at a stage in the research process to explore emergent
concepts with paid carers and clients unfamiliar to the researcher. One paid carer was
recruited in this way. A further paid carer known to work with the same client was
then approached via the agency to participate in the study.
One paid carer was approached to participate in the study by her paid carer
agency. Despite initially agreeing to be contacted by the researcher, she emailed with
a brief description of how she found working with Hilda however explained that she
was “very busy”. A further attempt was made to engage her in a telephone interview
or communicating via email but the paid carer failed to respond to these suggestions.
The researcher decided not to pursue the paid carer’s inclusion in the study.
Participants were given an alpha numeric code as they entered the study. The
code included a number representing order of inclusion to the study and a lower case
a, b, or c to represent the interview number for that participant. For example, the 10th
participant to be included in the project at their second interview would be coded as
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10b. Later in the project these codes were altered to a pseudonym name as a better
means of reflecting the real person.

Procedure
Data collection. The selection of the sample and setting for this inquiry were
purposively selected. Purposive sampling is used as a strategy when the researcher
wants to understand something about certain select cases without needing to
generalise to all cases (Patton, 1990). The logic and the power of purposeful
sampling stem from the selection of information rich cases for in depth study.
Purposive sampling of participants who best represent or have the knowledge of the
research topic acts as a verification strategy that contributes to the reliability and
validity of data (Morse, Barrett, Mayan, Olsen, & Spiers, 2002). In this way, efficient
and effective saturation of categories is ensured with “optimal quality data and
minimum dross” (Morse et al., 2002, p. 18).
Paid carers working with an individual with severe communication problems
were sought for inclusion in the study. Paid carers were significant because they are a
relatively new and growing occupational group within the health and disability
services. As mentioned in the first chapter, allied health practitioners are engaging in
healthcare systems that require them to deliver their service alongside and indirectly
through the assistance of paid carers. In addition, paid carers are likely to be the
individuals that have the most contact with the person with aphasia. Paid carers have
frequent contact with the client while assisting them over many years to live within
the community. In order for the therapeutic alliance to be most effective, an
understanding of the experience of paid carers working with clients with ABI is
essential. In particular for speech pathologists, an understanding of the experience of
paid carers working with individuals with communication impairment is necessary in
order for them to provide appropriate and targeted support to this work group and the
person with communication impairment. Paid carers who were providing paid care as
part of a multidisciplinary team to either improve or maintain a client’s level of ability
within the community were selected for inclusion in the study.
Paid carers working with a client with severe communication impairment
following stroke were chosen for inclusion in the study for two main reasons. First,
the effects of communication impairment on the experience of paid carers working
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with clients with communication disability were of greatest interest in the current
inquiry. Second, the presence of severe aphasia significantly hinders a client’s ability
to use verbal communication. In turn, the interaction between the paid carer and
client is impacted upon in a profound way. Yet, despite the significant impact of
aphasia upon communication processes, it is less commonly associated with other
impairments such as behavioural changes that may influence interaction. Thus, the
dimensions relating to the communication impairment are amplified as part of the
experience of paid carers working with a client with communication deficits.
Initially, paid carers working with the same client, Hilda, were sampled.
Following further analysis, paid carers working with a different client were sampled
for elaboration of emerging codes and categories particularly pertaining to paid carer
and client characteristics. Further, the inclusion of paid carers working with a
different client with severe aphasia would address sampling adequacy. Sampling
adequacy, according to Morse (1991), means sufficient data to account for all aspects
of the phenomenon have been obtained.
Seeking negative cases is an essential strategy for emphasising aspects of the
developing analysis that are initially less obvious (Patton, 1990). This in turn,
contributes to the validity of the findings. Early in the data collection process, the
researcher recognised the difficulty in identifying and recruiting for paid carers that
would constitute the negative case (Barry, 2006a, Project Journal ‘Sampling
Dilemmas’, para. 1). The researcher defined the negative case as paid carers who had
chosen not to work with or discontinued working with a client with severe aphasia of
their own volition. Fortuitously, cases were bought into the study that emerged as
being negative cases. Sharon volunteered for the study despite having ended her
relationship with her client due to what she described as “boredom”. This case
provided data to elaborate further the emerging concept of relationship decline. In
addition, Bev’s relationship with Jack dissolved during her involvement in the study
providing another opportunity to complete negative case analysis.
According to Morse (1991), “in qualitative research, in order to ensure that the
sample meets the criteria for appropriateness and adequacy, the researcher must have
control over the composition of the sample” (p. 135). In situations when the
researcher controls who is interviewed, selection is defined as primary selection.
With primary selection, researcher control is maintained because the researcher has a
relationship with the prospective participants. In this way, the researcher knows who
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would be good to talk to and knows who would be willing to participate. Morse
(1991) described primary selection as the ideal method for sampling for purposeful or
theoretical sampling in GT. In the current research, many of the participants were
known to the researcher in her previous capacity of working with the paid carers in
her role as a speech pathologist. This awareness combined with opportunities where
speech pathology colleagues were able to nominate particular paid carers to be
involved in the study, enabled the researcher to maintain primary selection for the
majority of the sample.

Theoretical Sampling and Saturation. Theoretical sampling is a further
component essential to the process of doing GT research. Theoretical sampling is
different to the initial sampling strategy used to identify participants at the beginning
of the study. Theoretical sampling is used to develop the properties of emerging
categories or theory. It is not used, as in quantitative research, to sample randomly
selected populations or sample representative distributions of a particular population
(Charmaz, 2006). The purpose of theoretical sampling is to sample in order to
develop the theoretical categories. In this way, theoretical sampling is emergent.
Several theoretical sampling decisions were made throughout the analysis process.
The first paid carer selected into the study was Donna, a paid carer who
worked with Hilda. Hilda and Donna were individuals previously known to the
researcher in her role as a speech pathologist. Following the interview and analysis of
the interview data, the researcher decided that it would be useful to conduct a second
interview with Donna. In particular the researcher needed to clarify some of the
issues that Donna raised in her initial interview such as stress, trust, and the
perception of Hilda as being “bright” as seen in the project journal entry in Figure 2.
This phenomenon of completing further interviews with the same participant is noted
as an important aspect of the GT approach especially early in the research process
(Charmaz, 2006). At a time in the research process when participant issues are not yet
well established, opportunities to clarify and explore the participants intended
meaning is a crucial part of the process. Indeed, Morse et al. (2002) suggest that
“interviewing key participants for a second and third time is orientated towards
eliciting data to expand the depth or address gaps in the emerging analysis” (p. 20).
Furthermore, Charmaz (2006) suggests that “you can use return visits [to participants]
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Figure 2. Project journal entry reflecting a theoretical sampling decision within the
research process
Project Journal entry dated 5/10/06
“Having commenced coding process it has become clear that many concepts have
been left prematurely in the interview so I really hope that I can catch up with [paid
carer’s identification code] again to discuss her ideas more fully. It really bought it
home to me why preparing the way for multiple interviews with each participant is
really useful especially in the beginning when you're not sure what you're looking at.”

to gather material to elaborate your categories” (p. 111) later in the research process to
determine the participant’s response to these categories. For those participants where
trust had built up through prolonged engagement including Bev, Haille, and Ivan, later
interviews included opportunities for the researcher to engage these participants in
dialogue to check and refine categories.
Following analysis of Donna’s transcripts, it became apparent that she
appeared to embrace challenges posed by her client’s communication presentation and
that she had a strong belief that she was “good” with people giving her the
reassurance that she would cope with Hilda’s lack of communication skill. At this
very early stage of the research process the researcher felt it was important to explore
the scope of individual characteristics of paid carers and the paid carer’s experience
working with a client (Barry, 2006b, Project Journal ‘Informants’, para. 1). The
researcher felt it necessary to interview other paid carers working with Hilda to clarify
how their experience was similar or dissimilar to Donna’s. Haille became the second
participant involved in the study. Morse et al. (2002) suggest that the purpose of
interviewing additional participants is for the purpose of increasing the scope,
adequacy, and appropriateness of the data.
In addition to sampling another paid carer working with Hilda, Donna’s first
interview also developed a sense that she was talking about the experience as a
narrative that was signposted by such terms as “feeling my way”, “initial feelings”,
and “adapting”. From comments such as “getting to know her”, “when you really get
to know her you’re seeing,…you’re seeing lotsa things”, “she’s adapted to me”, “I
don’t feel the stress anymore. Yeah I did for the longest time….because the
communication wasn’t as, I didn’t know her as well”, relationship and the passage of
time appeared important to the paid carer’s experience. So Haille, the second
participant engaged in the study, was interviewed over the course of the relationship.
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This was based on the following rationale. Prolonged engagement by including Haille
in repeated interviews over the course of the relationship would provide insight into
the development of the relationship process. In other words, the process may be more
fully revealed via multiple interviews with the one participant compared with
snapshots of one off interviews with different paid carers at various time periods
within the relationship with their client.
Two further participants, Bev and Ivan, were followed over the course of their
developing relationship with Jack. This approach provided data on process that could
be contrasted with the prolonged engagement with Haille working with Hilda. In
addition, it allowed for exploration of contextual issues such as being on maintenance
funding, transitional arrangements, and the influence of these factors on the
relationship.
A final aspect to the theoretical sampling was to determine the effect of the
pre-existing relationship between the researcher and the client and many of the paid
carers. How did previously knowing the client and many of the paid carers in the role
of speech pathologist influence the lens of the researcher when looking at the data? In
addition, how did the existence of a relationship with paid carers when the researcher
was in a different role influence the paid carers’ stories? The researcher felt it would
be useful to interview paid carers working with clients previously unknown to her in
her role as speech pathologist. Sharon, a paid carer, responded to an advertisement
volunteering for the study. She worked with a client with severe aphasia, Maria.
Both Sharon and Maria were unknown to the researcher, prior to Sharon’s
involvement in the study. In addition, a speech pathologist was no longer actively
involved in the team despite the client receiving ongoing therapy support to maintain
her physical and independent living skills. Following the interview with Sharon, the
researcher considered that it would be valuable to make contact with other paid carers
working with the same client with whom Sharon had worked. Lyn was the only paid
carer of the current paid carer team who gave her permission to be contacted. She had
a well established long term relationship with Maria extending over 6 years.

Sample size. Sample size was governed by the idea of “theoretical
saturation”. Charmaz (2006) defines categories as saturated when “gathering fresh
data no longer sparks new theoretical insights, nor reveals new properties of these
core theoretical categories” (p. 113). The term “theoretical sufficiency” (p. 257) is
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preferred by Dey (1999) who claims that this term reflects more accurately how
researchers conduct GT than making claims of achieving saturation. He contends that
GT results in categories suggested by the data.
Sampling adequacy refers to the sufficiency and quality of the data. Adequacy
was achieved as evidenced by theoretical sufficiency and replication in categories.
According to Morse et al. (2002), replication in categories verifies and ensures
comprehension and completeness. Each subcategory should contain enough data to
make it rich and descriptive. This thick description is achieved through the synchrony
between data collection and analysis with thin categories becoming the focus of
further data collection. Later interviews also reflected the pursuing of more specific
information through the focusing of questions. The identification of negative cases
allowed for further comparison and expansion of the developing notion of relationship
establishment and decline. Thus, in the words of Meadows and Morse (2001)
“qualitative inquiry is verified during the process of theory construction, both
vertically by replication and laterally for completeness of topic” (p. 193).

Intensive interviews. Unstructured intensive interviews were conducted as
the main form of data collection. Charmaz (2006) uses the term “intensive interview”
and defines it as “an in depth exploration of a particular topic with a person who has
had the relevant experiences” (p. 25). The interview allows for elicitation of the
participants views on their subjective world. In addition, Charmaz (2006) points out
interviews are “contextual and negotiated” (p. 27). Interviews do not reproduce prior
realities but rather they are a reconstruction of reality as negotiated between the
interviewer and participant throughout the interview process.
Unstructured interviews were deemed as the most appropriate way of
collecting data for several reasons. First, unstructured interviews compliment the
emergent and exploratory nature of GT. Charmaz (2006) lists the features that create
a neat fit between intensive interviewing and GT methods as being “open ended yet
directed, shaped but emergent, and paced yet unrestricted” (p. 28). Interviews within
the study commenced with an open ended question such as “Tell me about your time
with (insert client’s name).” This provided respondents with the opportunity to
explore the topic in their own way and allowed for the emergence of their ideas and
issues. Using a relatively flexible and unstructured approach to questioning so that
participants assume more power over the direction of the conversations is considered
86

by Mills et al. (2006b) to be a strategy for counteracting imbalances of power as part
of a constructivist approach to interviewing.
As interviews proceeded, probes were used to pursue leads and clarify
concepts raised within the interview. In addition, as analysis of earlier interviews
began to highlight specific processes and themes of interest, then these were pursued
with subsequent participants in proceeding interviews. In this way, GT interviewing
differs from in depth interviewing as the range of interview topics is narrowed to
gather more specific information for the developing theoretical framework as the
study progresses (Charmaz, 2006). Such narrowing of the focus of the question can
be seen in the final interview with Ivan and the final interview of the study:
Interviewer: “It's his state of mind that you have found challenging or is it the
communication? Can you kind of tease that out for me?” (Interview 1 with Ivan)
As mentioned previously, for participants involved in prolonged engagement like
Ivan, interview questions provided opportunities for categories to be checked and
further clarified. In this way, the interview process is a form of member checking.
The researcher engaged with participants about their reactions to emergent concepts
and incorporated them into the final analysis.
Initially, consideration was given to participant observation as an additional
data collection strategy, however it was discarded. It was felt that participant
observation may exaggerate the power difference between researcher and participants
in the form of “expert and novice”. The paid carers may feel, knowing that the
researcher also had the experience of being a speech pathologist, that they were being
“watched by an expert” and being “judged on the quality of their work”. This issue
with power was felt to be minimised within the interview situation as it gave the paid
carer the control and freedom to discuss whatever they felt comfortable to reveal to
the researcher. In the course of the inquiry, several paid carers had queries about the
client’s communication problems, and asked these as part of the interview. The
researcher managed these requests by being careful not to provide an expert solution
but rather used prompts to enable the paid carer to reflect on their query and generate
their own thoughts. It was also suggested to one paid carer that she reflect on her
query in between interviews and share her thoughts as part of the next interview,
which she did. Finally, as this was essentially an exploratory study of paid carers’
experiences, it was felt that interviews would offer the most efficient access to paid
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carers’ subjective inner worlds and the ways in which they made sense of their
experience.
Field notes relating to the particulars about each interview were typed directly
into the researcher’s computer software program using the following headings: getting
in, biographical description, setting for interview, interview, reflections on self,
maintaining relations, getting out, and methodological considerations. These notes
were made within 24-48 hours after the interview in order to facilitate the recall of
detail. Field notes provide a broader context to the interview and allow for partial
analysis to occur (Minichiello, Aroni, Timewell, & Alexander, 1995). In the current
study, the field notes afforded an opportunity for reflection on the interview process,
the researcher as instrument, participants as co-producers, and emergent issues to be
theoretically sampled or elaborated upon.

Audiotaping and transcription. All interviews were audio taped on an
Olympus DS 330 digital recorder. Interviewees were informed of the requirement to
record the interview as part of the informed consent. On a few occasions paid carers
appeared to be conscious of the recording device for the first few minutes of the
interview however this appeared to be forgotten as the interview proceeded.
Recorded information was later downloaded digitally to be stored on the researcher’s
computer for transcription.
Some of the quality of the audiotapes was compromised by the environments
where the interviews took place such as background music in a café or wind in an
outdoor setting. However it was felt that the impact of background noise rendering
parts of the recording unintelligible was not significant enough to reverse the decision
to conduct interviews in the locations nominated by the paid carers. Unintelligible
sections of the transcript were noted as part of the original transcript as a series of
‘XXXXXXXXXX’. On most occasions the general gist of what the paid carer was
stating was clear from the redundancy in the information provided by the participants
within the interview. Where possible the interviewer conducted the interview in a
position that would minimise the impact of background noise such as choosing a table
well away from the music speaker in a café.
Transcriptions of the interviews were made directly into the computer
software program used for storage of the data. The transcriptions were completed by
the researcher as it was felt that this enabled the researcher to get closer to the data.
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According to Minichiello et al. (1995), “as you are taking down the text you are
engaged in data analysis” (p. 100). Transcripts were commenced as soon as it was
practical following the recording of the interview to aid with recall of detail.
Paralinguistic features of speech were not recorded unless they clearly qualified the
meaning. In circumstances where it was felt that meaning was enhanced or altered by
the paralinguistic information, the mood or emotion that it portrayed was added in
brackets at the relevant part of the transcription such as “And I say 'Come on! Come
on! (using an exaggerated pleading intonation)”. Speech hesitations such as “um”,
“er”, or false starts were added into the original transcript, however, the vast majority
of instances failed to add to the meaning. Therefore, some of the direct quotes
appearing in the text of the thesis have been cleaned up for the purpose of ease for the
reader to understand the meaning of the quote. Where speech hesitation and false
starts have been deleted from the original transcript a series of “…………” appear in
the quote contained in the thesis.

Experimental setting. Participants were invited to select their own time and
place for the interview. Providing the participant with the power to decide when and
where the interviews took place was a deliberate strategy by the researcher to
minimise the perception of power inequality in the relationship between herself and
the participant, as suggested by Mills et al. (2006b). Further, it reinforced in a small
way the tone of the interview as being an opportunity for co-construction having first
negotiated where and when the interview would take place. Most of the interviews
were conducted in a café or public space such as a park. Three paid carers chose to be
interviewed in their homes. Paid carers were provided monetary tokens for their
participation. Again, this was a deliberate strategy employed by the researcher to
reinforce the sense that the paid carer’s time was important and valuable and should
be compensated in some way. Interviews ranged from 43 minutes to 2 hours. The
duration of the interview was dictated by the participant with the interview drawing to
a close when the participant appeared ready to conclude. This point was normally
established by the interviewer by asking, “Is there anything else you would like to
share with me today?” Allowing the participants to determine the conclusion of the
interview also went further towards addressing the power balance with the researcher
(Mills et. al., 2006b).
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Participants were seated for the interviews usually opposite or at right angles
to the researcher. The recording device was placed in between the participant and
researcher but within closer proximity to the participant as this optimised the quality
of the source despite the background noise. On most occasions, refreshments were
ordered prior to the interviews to set a more informal conversational tone followed by
small talk initiated by the researcher to get to know the participant or refresh
acquaintanceship. Such discussions centred around topics like the constellation of the
paid carer’s family, length of time as a paid carer, what the paid carer had been doing
in the time since the researcher last met with them. Much of these early discussions
canvassed attributes of the paid carers. Further the researcher also shared personal
details in order to reinforce the reciprocity in the relationship. In addition, the
informed consent document was signed, payment was provided to the paid carer, and
an opportunity to address any questions the paid carer may have had was offered prior
to the interview proceeding.
Immediately prior to the audio taping commencing, the researcher set the
scene for the type of interview that would ensue. Participants were informed that the
interview would be more like a conversation in that there were no set questions or
interview guides. Rather, the researcher was interested in anything that the participant
had to say about their experience of being a paid carer working with their particular
client with the communication problems. The participant was informed that the
researcher may ask questions for clarification or elaboration of certain issues from
time to time throughout the interview. In the later interviews, more refined questions
were posed by the researcher after the initial open ended inquiry was made as to the
paid carer’s own experience. The researcher would reveal some of the major themes
that were arising from the analysis of prior interviews and solicitored the paid carer’s
response to these issues if they had not spontaneously raised them earlier in the
interview such as:
Interviewer: “Other carers haven't understood about the difficulties understanding
and you said you kind of got it right from the word go, what do you think it is about
you that made it click for you?” (Interview 1 with Kate)
At the conclusion of the interview, participants were asked for their
willingness to participate in further interviews if analysis of the data dictated that
follow up contact would be helpful in the research process. All participants gave
permission to be contacted in the future by the researcher. Most participants stated
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that they hoped that the project would provide insight for decision makers about some
of the issues for paid carers such as commented upon by Bev in her third interview:
“So somewhere somebody needs to go and sit down, and hopefully your paper is
going to have a huge input in that, that they're going to review how services are
structured and delivered and filtered right down to the client where the need is most.”
Bev (Interview 3)
Participants were also told that they would be informed of the completion of the
research and provided with the opportunity to access a synopsis of the main findings
of the inquiry.

Materials and equipment. An Olympus digital voice recorder DS-330 was
used to record the interview. The recorder has an internal microphone. This is a
small recording device that is the size of a mobile phone. No external microphone
was used for ease of operation in varied settings, to lessen the obtrusiveness of the
recorder, and to minimise any awkwardness that it may have caused for the
participant being recorded in public settings where many of the interviews took place
(Minichiello et. al., 1995). Occasionally, compromised intelligibility of the
interviewed data was the trade off. Transcribing tapes as soon as possible after their
collection went some way towards establishing the meaning of sections of poorer
intelligibility as the conversation was more easily recalled.
Recordings made on the voice recorder were then downloaded directly into
software, compatible with the digital voice recorder, on a computer for long term
storage and for transcription. Transcriptions were made of all recorded interviews.
The software provided with the recorder allowed for transcriptions to be made using
the computer keyboard. Specific function keys on the keyboard allowed the
researcher to play, stop, rewind, fast forward, and speed up the recording as the
researcher typed the transcript directly into another software program used for storage
of the documents relating to the research.
All voice recordings, transcripts, coding analysis, and thesis writing was stored
in a laptop computer. Information was backed up on to a separate hard drive and
memory stick. Identifying information was kept in hardcopy separate to the computer
files for maintenance of anonymity of participants.
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Information and consent forms. All participants signed an informed consent
form prior to engaging in the first interview with the researcher. Two information
sheets were used during the study including one written for participants and one
written for others such as therapists and paid carer agency staff helping with
recruitment. Information and consent forms complied with the requirements of the La
Trobe University Faculty Human Ethics Committee (FHEC, Faculty of Health
Sciences). Appendix A & B provide examples of the information and informed
consent forms used in the study.
The information sheet outlines the purpose of the research, background to the
research, eligibility for participation, the requirements of participation, the anticipated
benefits of the research, and contact details for the researcher for making further
enquiries or to express interest in participation. The research project was approved by
the La Trove University’s FHEC on the 28 September, 2004. (Reference no. FHEC
04/171).

Analysis – coding. All transcripts were coded as part of the study process.
Qualitative coding is the first analytical step in moving from concrete statements in
the data to making analytical interpretations. Charmaz (2006) defines coding as
“naming segments of data with a label that simultaneously categorizes, summarizes,
and accounts for each piece of data.” (p. 43). It is the pivotal link between collecting
data and developing an emergent theory to explain the data (Charmaz, 2006).
In keeping with GT process, coding commenced once the first interview had
been transcribed. Further, all codes were emergent from the data and were not
preconceived categories or codes. In addition to defining what’s happening in the
data, coding also directs further data gathering. According to Morse et al. (2002),
collecting and analysing data concurrently forms a mutual interaction between what is
known and what one needs to know and is the essence of attaining reliability and
validity. She considers this pacing and iterative interaction between data and analysis
a verification strategy essential to qualitative work. GT coding consists of at least two
main phases: initial coding and focused coding (Charmaz, 2006).

Initial coding. Coding of the data initially was very open. This allows for the
“theoretical possibilities” of what participants might define as problematic or main
issue (Charmaz, 2006, p. 47). The researcher began with the inquiry of “What is this
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data a study of?” (Glaser & Strauss, 1967). Initial coding remained close to the data.
This was achieved predominantly through the six main strategies of general theme
analysis (overall impressions), a combination of line-by-line and incident-by-incident
coding, and use of invivo codes, comparative methods, and memoing. Once a
transcript was completed it was subjected to an overall general theme analysis. A
memo was created of the overall impressions of the entire transcript as a whole
(Bazeley & Richards, 2000). This allowed the researcher to capture those early global
impressions before proceeding to dissect the transcript with line-by-line and incidentby-incident coding and defining of participant’s special terms as invivo codes. Later
the themes of the “overall impressions” were compared with the list of codes
generated with the line-by-line analysis and invivo codes. Completing an “overall
impressions” document also helped the researcher from becoming overwhelmed by
the data in all its richness especially in the early stages of the research process when
ideas were less developed.
Line-by-line coding means naming each line of the written data (Strauss &
Corbin, 1998). This specific strategy allowed the researcher to look closely at what
the participants said in their in depth interviews. As described by Charmaz (2006), it
opens up the data, unearthing the nuances within it. Line-by-line coding allowed the
researcher to break the data into component parts, define the actions, unearth tacit
assumptions, and discover implicit actions and meanings. For these reasons it is a
useful strategy to use with early in depth interview data (Charmaz, 2006). In addition,
it helps to refocus later interviews. As shown in Figure 2, it provided the researcher
with insights about what data needed to be explored further.
Later in the research process, coding incident-by-incident facilitated more
meaningful treatment of the data than coding every line. In 1992, Glaser warned
against line-by-line coding as he believed it produced a “’helter skelter’ of over
conceptualising the incident and generates too many categories and properties without
yielding an analysis” (p. 40). Certainly, project journal entries suggested that this
sense of generating categories without a sense of purpose began to emerge during the
coding process as shown in Figure 3. At this time the researcher engaged in incidentby-incident coding. Incident-by-incident coding is a comparison of incident with
incident and comparing conceptualisation of incidents coded earlier in the process
with those defined later in the process. As Charmaz (2006) states “incident coding
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Figure 3. Project journal excerpts dealing with initial coding processes
Example of analysis directing a change in coding strategy of line-by-line analysis
“I raised the issue with [supervisor’s name] that I still had several interviews to code
but that I felt that I was coding and feeling a little like 'so what' what does this all
mean?” (Project journal entry dated 21/04/07)
Example of memos demonstrating constant comparisons across incidents to elaborate
on the notion of “determining competence”:
8/10/06 - “In the case of [paid carer’s identification code], despite [client’s
identification code] severe communication impairments especially affecting her
auditory comprehension, she forms the impression of [client’s identification code]
being "bright" & she offers some experiences where she shares the same
understanding of a situation with as[client’s identification code] evidence of [client’s
identification code] revealing her competence. How does she manage to maintain her
perception of a [client’s identification code] as being a competent person in the
presence of such severe language impairments masking her competence?”
12/5/10 – “[paid carer’s identification code] who hasn't had any formal training
about disability & social approaches to disability seems to have adopted an 'assumed
competence' stance and acts accordingly.”
7/6/10 – “Having recently coded [paid carer’s identification code]’s interview, I do
have some queries in my mind as to how competently she saw [client’s identification
code] in the beginning. She does make reference to the experience being like the
'birth of a man' in the context of him being able to make decisions for himself and take
control.”
aids you in discovering patterns and contrasts” (p. 54). An example of incident-byincident coding is revealed in the comments entered in a project memo discussing
“competence” contained in Figure 3. Comparisons were also extended to include
those between individual cases such as between paid carers working with the same
client and on another occasion, paid carers working with different clients.
Invivo codes were used through out the analytical process, however they were
particularly evident in the early analysis. Grounded theorists generally define invivo
codes as codes of participants’ special terms (Charmaz, 2006). Invivo codes facilitate
the preservation of participants’ meanings of their views and actions in the coding
itself (Charmaz, 2006). The invivo codes were instrumental in allowing the
researcher to identify the main process of getting to know you as part of establishing
and maintaining the bounded friendships of paid carers’ and their clients. This was a
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term that many paid carers used in their descriptions of their world and provided the
researcher with the insight that paid carers set about getting to know the person and
not their communication disability. In this way, invivo codes helped the researcher to
“anchor the analysis within the participants’ worlds” (Charmaz, 2006, p. 57).
All units of data whether coded line-by-line, incident-by-incident, or case-bycase were subjected to “constant comparative methods” (Glaser & Strauss, 1967).
Comparing data with data to find similarities and differences is thought to be integral
to GT studies by many research scholars (Mc Cann & Clark, 2003). According to
Charmaz (2006), regardless of which form the coding takes, “comparative methods
help to see and make sense of observations in new, analytic ways” (p. 53). Some of
the most useful comparisons were made between similar and then dissimilar incidents
across cases, across paid carers working with the same client, between paid carers
working with a different client, and between interviews with the same paid carer over
a period of time. In this way all initial codes were provisional, comparative, and
grounded in the data. Many codes changed and were reworded or restructured
throughout the analytical process as emerging concepts shaped the way the researcher
perceived the original codes. Altered codes and categories were then verified with
further data such as the creating of the Client Identity node as described in a journal
entry shown in Figure 4. Morse et al. (2002) define adopting alternating micro and
macro perspectives through checking and rechecking emerging ideas as “theoretical
thinking” as illustrated by a journal entry shown in Figure 4. They believe that it is an
essential component of verifying reliability and validity of the inquiry.

Focused coding. Focused coding is the second major aspect to coding. These
codes are more “directed, selective, and conceptual than line-by-line, and incident-byincident coding” (Charmaz, 2006, p. 57). Focused coding required the researcher to
make decisions about which analytical codes made the most analytic sense to bring
the data together in meaningful ways. This was observed as tree or parent nodes
within the software program that was used to facilitate the storage of the coding
process. Parent nodes contained a number of child or subcategory nodes. Tree nodes
were usually selected out as being the most significant or frequently occurring codes.
Once tree nodes began to be developed further interview data was then compared with
them and they became further refined. Memo writing and using free writing were
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Figure 4. Project journal entries documenting constant comparisons that reflected
theoretical thinking within the inquiry
Example of changes to node structure.
“I renamed my node called “client characteristics” to 'Client identity' and have
included the descriptors that carers have used to describe their clients identity. This
code name comes from my reading of Bogdan and Biklen about the social
construction of Humanness and how individuals with severe disabilities are seen as
having a social identity by their carers and this certainly appears to be what carers
do with their clients……..I've divided these observations into ‘Personality traits, likes
and dislikes, feelings and motives (all 3 from Bogdan's article) and I've added 'Skills
and abilities', and 'Personal context'.” (Project journal entry 2/10/08)
Example of thinking theoretically.
“the need at times to step back and go back to the original question and ask what do I
know about this question to see a bigger picture view. This helps to see the wood
from the trees when I feel like I'm drowning in concepts” (Project journal entry
19/1/10)

helpful in the development of conceptual categories. Free writing is discussed further
in the section on memoing.
Charmaz (2006) suggests that categories are major and minor. She
recommends choosing to raise categories to concepts that have “theoretical reach,
incisiveness, generic power, and relation to other categories” (p. 139). For
Constructivists, theoretical concepts serve as interpretive frames and offer abstract
understanding of relationships. Further, the researcher’s actions shape the analytical
process. In this way, constructivist researchers “create an explication, organisation,
and presentation of the data” (Charmaz, 2000, p. 140). In the current study, the
researcher identified the categories that brought together most of the data in the most
effective way. These categories were determined largely by posing the question
“what is important to the paid carer’s experience?” It became apparent that the paid
carers were concerned about their relationship with the client and many codes and
categories were constructed that reflected aspects of the relating process and
relationship such as relationship rituals, relationship types, and relationship endings.
Inter-rater reliability was not used as a measure of reliability of coding on the
basis that data was collected by unstructured interviews. The nature of coding
decisions made on unstructured interview data are largely interpretative by nature and
made by the researcher on the basis of the whole of knowledge acquired. This is

96

difficult to impart to a second coder, who has not acquired knowledge in exactly the
same way and therefore is unlikely to proceed in the same way (Meadows & Morse,
2001). However, coding was a regular feature discussed in journal entries and with
another qualitative researcher as part of the supervisory process.

Theoretical coding. Theoretical coding is a sophisticated level of coding that
follows the codes that have been selected during the focussed coding (Charmaz,
2006). Theoretical codes are integrative and show how the substantive codes arising
from the data are related. Glaser (1978) presents 18 theoretical families whereas
Strauss and Corbin use the Paradigm model to integrate their codes together.
However in the current study, theoretical sorting of codes and categories was
predominantly achieved through diagramming. Charmaz (2006) suggests that GT
sorting “gives you a logic for organising your analysis and a way of creating and
refining theoretical links that prompts you to make comparisons between categories”
(p. 115). According to Charmaz (2006), “the advantage of diagrams is that they
provide a visual representation of categories and their relationships” (p. 117).
Diagrams were used in the current research to see the relative power, reach, and fit of
the categories. A technique described as “clustering” by Charmaz (2006), was
frequently used to help organise preliminary ideas. Clustering is a non-linear, visual,
and flexible technique to understand and organise material (Rico, 1983). Later,
conceptual maps were used to represent concepts at various points along the research
process. These maps were reworked several times throughout to incorporate new
understandings resulting from theoretical sampling and constant comparisons made
between the existing categories and new data. This process was similar to that
described by Clarke (2003) using her situational maps and analyses in GT. It was a
useful technique in later analysis to visualise the overall relationship process.

Memoing. Memos were used throughout the research process. Memo writing
is seen as a critical component of doing GT (McCann & Clark, 2003; Charmaz, 2006).
Charmaz (2006) writes that “memo’s chart, record and detail a major analytical phase
of the journey” and that they “constitute a crucial method in GT because it prompts
the researcher to analyse data and codes early in the research process” (p. 72).
Memos were created throughout the research, particularly in response to initial coding
and categorising which represented preliminary ideas about the experience of paid
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carers. They contained thoughts on ideas to keep in mind when conducting further
interviews. Further, memos were created around various articles that were located
throughout the process pertaining to emerging ideas from the interview data. Memos
were often concerned with making comparisons between incidents, participants, and
extant concepts and theories appearing in the research literature. They reflect the
constant comparative method described as part of the coding process.
Initially, free writing was a strategy used by the researcher in the memos to
generate ideas and exploration of a topic. Charmaz (2006) describes free writing as a
prewriting technique and she has adapted it to use with GT methods. Free writing
involves writing “freely” about new ideas that emerge without the constraints of
correct grammar, correct spelling, logical organisation, and clear arguments. It was a
useful technique to unearth the ideas and questions that remained tacit inside the
researcher’s head. Memos and journalising were an important way of tracking coding
decisions and to track changes in development of categories. In this way, memoing
and journalising were important to ensure rigor while conducting the research. The
use of the computer and software Nvivo program enabled easy storage of these
records.

QSR NVivo version 7.0 computer software. Qualitative methodologies rely
on rich data. A computer software program allows for large amounts of data to be
sorted and stored in an efficient manner. Not only can a computer software program
store materials but it can store ideas, concepts, issues, questions, models and theories
(Morse & Richards, 2002). Software computer programs designed with these
purposes in mind are usually called qualitative data analysis (QDA) software.
Importantly, QDA computer software, unlike software for statistical analysis, does not
do the qualitative analysis. Rather it is more like a word processor which does not
write the text but makes it easier to write a text (Flick, 2002).
There are many QDA software packages on the market. QSR Nvivo Version
7.0 is a software program developed by QSR International. Nvivo lends itself to the
emergent approach of GT and was used throughout the research. In the current
research study, the QDA software was used to write up field notes, transcribe
interviews, code by attaching key words to segments of text to permit later retrieval,
keep text in an organised database, search and retrieve segments of text, data link
between relevant sections of data, annotate ideas within the texts of the documents,
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store transcripts of interviews, memos, field notes made of interviews, and
supervisory sessions, and journalise the research process. Interviews, field notes, and
journalising were transcribed directly into the computer program. The software
allowed for storage of coding and reworking of codes to be achieved with greater
efficiency. Further, it allowed for documents to be easily linked such as from
transcript to memo to journal. In this way, the computer program provides an audit
trail of the research process. Meadows and Morse (2001) consider use of computerassisted data analysis to be a technique that can help in evaluating validity of a study.
However, they also clearly state while validation of a study is enhanced through
computer assisted data analysis, it is not ensured by it.
While the computer QDA software program allowed for exploratory models of
the relationships between nodes during analysis, the researcher still needed to use the
computer program in combination with other pen and paper techniques. Throughout
the research process, attempts to explore relationships emerging from the data were
diagrammed on paper. This diagramming enabled the researcher to see the
phenomenon in its complexity. The computer modelling felt too small a space in
which to capture the complexity of ideas. Further, the researcher also felt that the
tools available on the software program restricted the free thinking process.

Reliability and Validity
Any research study conducted via quantitative or qualitative methods needs to
ensure that it has been conducted with rigor. Some authors have argued that the terms
reliability and validity have no place in qualitative research (Lincoln & Guba, 1985).
Rather, they mount the case that terms more appropriate to ensuring rigor within
qualitative research are used and recommend that qualitative researchers substitute the
terminology of “trustworthiness criteria” as parsimonious terms for reliability and
validity. These criteria have tended to be used by qualitative researchers to evaluate
the rigor of the study on its completion. Morse et al. (2002) argue that strategies for
ensuring rigor need to be employed throughout the research process. The approach of
the researcher was to acknowledge that reliability and validity are determined
differently in qualitative research but that “determining reliability and validity
remains the qualitative researcher’s goal” (Morse & Richards, 2002, p. 168). In doing
so, a number of strategies were adopted by the researcher when planning the project,
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while conducting the project, and on completion of the project that incrementally
contributed to ensuring reliability and validity and, thus, the rigor of the study.
Meadows and Morse (2001) in their chapter on constructing evidence within a
qualitative project devised a table which identifies components of rigor. They outline.
strategies for verification, evaluation of validity, and means of determining if the
project as a whole is valid. Table 2 is an adaptation of Meadows and Morse’s (2001)
table.

Verification Strategies – Strategies Internal to Inquiry

Researcher as instrument (appropriate preparation of researcher). Morse et
al. (2002) suggest that “research is only as good as the investigator” (p. 17). They
write that it is the researcher’s “creativity, sensitivity, flexibility, and skill in using
verification strategies that determine the reliability and validity of the evolving study”
(p. 17). Morse and Richards (2002) nominate several main threats to the researcher’s
ability to be responsive to their research process. The researcher’s skill is an
important determinant of the quality and scope of data, the interpretation of results,
and the creation of the theory. These threats include lack of knowledge, overly
adhering to instructions rather than listening to the data, lack of skill in abstracting
and synthesising from codes, working deductively from previously held assumptions,
and following instructions in rote fashion rather than using them strategically. The
researcher adopted several strategies for minimising these threats. These strategies
included:
1) Auditing a basic course in qualitative methods given the researcher had
minimal prior exposure to qualitative methods;
2) Adopting a co-supervisor with a background in teaching of qualitative
methods;
3) Holding regular meetings with another qualitative researcher (principal
supervisor) to discuss issues from interviewing technique, to sampling
decisions, to emerging interpretations of the data throughout the research
process;
4) Attendance at a workshop for using Nvivo software with qualitative methods;
5) Accessing texts and research literature describing qualitative methods;
6) Journalising the reflections on the experience during the research process.
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Table 2.

The researcher’s components of rigor
Terms Verification
Process Strategies internal to
inquiry
Means Researcher as
instrument
Auditing qualitative
methods course
Co-supervisor expertise
in teaching qualitative
methods
Audio taping and
transcribing sessions
Attendance at Nvivo
workshop
Access to texts and
articles on qualitative
methods
Project design
Methodological seminar
and evaluation

Validation
Within project evaluation

Validity
Outcome

Inter-rater reliability
Coding discussions with
another qualitative
researcher documented in
Project Journal

Trustworthinessa
Prolonged engagement

Member Checks
Later interviews involved
discussion of emerging
constructs with participants
Audit Trail
Project history formed by
journaling in Nvivo

Peer debriefing
Persistent observation
Field notes
Audio recordings and verbatim
transcription
Triangulation via cross
checking data across time,
sources and investigator
Audit Trail
Thick description

Computer-assisted
analysis
Computer assisted storage
and retrieval of data

Comparisons with the
literature

Bracketing
Conceptual mapping
Initial thoughts document
Memos of literature
Methodological
coherence
Arm chair walk
Methodological seminar
Saturation
Purposeful and
theoretical sampling
Theoretical sufficiency
Funnelling of interview
Note. Adapted from “Constructing Evidence Within the Qualitative Project”, by L.
Meadows and J. M. Morse, 2001, p. 189. Copyright 2001 by Sage Publications.
a
Lincoln & Guba (1985)
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Project design. The project design was initially established after
familiarisation with qualitative approaches and having taken an “armchair ride”
through the various methods to determine the most appropriate design for the current
study. Once this was achieved, a methodology presentation was made to a panel of
five researchers, two with expertise in qualitative methods. Following that
presentation several issues were highlighted including maintaining flexibility within
the research design, given the complexity of the area of study. This issue was
addressed via providing provision to return to participants multiple times should the
ongoing analysis suggest it. Overall, the researcher’s understanding of qualitative
methods and their application to the study proposed were seen as “a real strength of
the project” (School of Human Communication Sciences, 1998).

Appropriate review of the literature. Different methods in qualitative
research will have different ways of combining “prior knowledge, knowledge gained
from the data, and the testing of both against discovery” (Morse & Richards, 2002, p.
169). In GT, Strauss & Corbin (1990) suggest how prior experience or familiarity of
a particular field through engaging with the literature or professional experience in the
area can be used to develop sensitivity without compromising the researcher’s ability
to remain grounded in the data. They suggest using prior knowledge as a means of
comparison with the data and emerging analysis. This comparison requires the
researcher to be reflective and insightful about underlying beliefs, values,
assumptions, and awareness pertaining to the field of their investigation.
Morse and Richards (2002) suggest the use of bracketing. Bracketing is the
process of putting prior knowledge both personal and from the literature aside.
Further they suggest writing may help to bring to awareness the researcher’s more
tacit knowledge of the field. Given the researcher’s extensive clinical background and
previous research in the area, three bracketing strategies were adopted. First, a
conceptual map was produced prior to data collection of the researcher’s thoughts on
the factors that impact on a paid carer’s experience of working with an individual with
severe aphasia. This map was developed in conjunction with the principal supervisor
and then presented to graduate students with clinical backgrounds for further
discussion and consciousness raising. Second, a document was then produced about
the initial thoughts of the project. Questions were posed by the researcher based on
those suggested by Bazeley and Richards (2000). These included why the project was
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important to the researcher, what the researcher thought the study would be about,
what questions is the researcher interested in, where these came from, and what the
researcher expected to find. Third, as literature was accessed throughout the project, a
summary memo was made of the main sensitising concepts. This was then followed
by comments and reflections of the researcher as a result of comparing and
contrasting the concepts with the emerging analysis.

Methodological coherence. Methodological coherence is the adherence to
the assumptions and strategies within a particular method. The researcher’s attempts
to maintain methodological coherence are illustrated by the following. In the
planning stages, an armchair walk through the project was conducted to select the
most appropriate method for the question. A proposal considering sampling
strategies, recruitment, type of data, and analysis techniques was presented to a panel
of experts. The project employed responsive sampling techniques including
theoretical sampling, collection of data through intensive interviews, collecting and
analysing data concurrently, constant comparison method for analysis, and
interpretative techniques to enhance theorising. The outcome of the research was an
explanatory schema of the process of bounded friendship between paid carers and
their clients with severe aphasia.

Sampling – appropriateness, saturation, and the negative case. Meadows
and Morse (2001) suggest that the process of qualitative inquiry proceeds in two ways
through replication and confirmation. Replication of the data was achieved in the
current study as evidenced by theoretical saturation or sufficiency. This is appropriate
to GT as theory generation is the goal. As identified earlier in the chapter, a
combination of purposive sampling techniques including the presence of negative
cases and theoretical sampling were used to achieve a completeness of the area under
study. Further, interviewing technique was altered throughout the process to reflect
the focussing of the inquiry.

Validation – Within Study Evaluation
Inter rater reliability. Inter rater reliability checks were not utilised in the
current study for the reasons outlined in the section dealing with interviews. Data was

103

collected via intensive interviewing technique to allow for flexibility and emergence
of information as appropriate to GT. In the same way, coding of this data is flexible
and emergent and therefore difficult to establish inter rater reliability between two
researchers coding the same material. While inter rater reliability was not used in the
current study, coding was discussed on a regular basis with another qualitative
researcher as part of the supervisory process and journalising of these sessions
recorded the ongoing development of codes. Further, the supervisor had read all of
the interview transcripts and was highly familiar with them. In addition, the Nvivo
software provided easy access to the developing codes through the facility of node
summaries.

Member checks. Member checking generally refers to taking ideas back to
research participants for their confirmation. In the current study, it occurred as part of
the interview process particularly towards the later interviews where the researcher
deliberately provided details of developing ideas to the participant for comment.

Project histories and audit trail. The project was journalised continuously
throughout the process as part of the records stored on the QDA computer program
used in the study. The Nvivo software program allowed for all data to be dated and
stored within the same program including transcripts, field notes, journal entries,
memos, and node summaries. The use of the computer software program provided a
detailed account of the research process and decisions as they occurred. In other
words, an audit trail of the research process was created within the Nvivo computer
program.

Using computer assisted analysis. As mentioned above the computer
software program Nvivo was used throughout the research process to store all the
information pertaining to the research apart from the free hand conceptual drawings.
The program has the facility to allow for the storing of different forms of data and the
capacity to complete searches of the data.
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Validity – Establishing Trustworthiness of the Outcomes
Prolonged engagement. Prolonged engagement is identified in the literature
as a strategy for maintaining contact with the phenomena or respondents in the field to
assess possible sources of distortion and especially to identify saliencies in the
situation (Lincoln & Guba, 1985). Three of the participants were interviewed over
time as their relationship with the client unfolded. Haille and Bev were interviewed
on three occasions and Ivan twice during the course of their relationship with their
client. These relationships were monitored over a 12-24 month period. The decision
to interview Haille on a second occasion was described by the researcher in her
project journal as:
“this is an ideal scenario, to try to get to understand what it's like for this carer to get
to know [paid carer’s identification code] as it happens rather than having them to
think back” (Project journal entry,15/10/2006).
The researcher determined that repeated interviews throughout the course of the
relationship allowed the researcher to gain a sense of the paid carers’ processes
unfolding in real time.

Peer debriefing. Regular supervision sessions with another qualitative
researcher allowed ideas to be brainstormed and discussed. These sessions usually
occurred every 4 weeks and lasted 1-2 hours. The sessions were recorded. Field
notes were then made from these recordings regarding the main ideas or issues
discussed as part of the researcher’s ongoing journal contained in Nvivo. These
sessions would constitute a form of peer debriefing. Peer debriefing is another
strategy identified by Lincoln and Guba (1985) for ensuring credibility. They
describe peer debriefing as enlisting the support of a professional peer with a lesser
degree of involvement in the study to assist in developing working hypotheses,
developing and testing the emerging design, and obtaining emotional catharsis. In
addition, the peer debriefing sessions were an important feature to guard against
premature closure on issues identified as important in the research process.

Persistent observation. Lincoln and Guba (1985) describe persistent
observation as the in depth pursuit of those elements found to be especially salient
through the prolonged engagement. In particular, it is recommended as a means of
pursuing sufficient clarity on the research issues prior to reaching closure. Persistent
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observation was achieved in two main forms: keeping of a reflexive journal and
through peer debriefing sessions. A personal reflexive journal was kept in NVivo
throughout the research process. It records the researcher’s process including
comments on sampling decisions, reflections on self and experiences encountered
during the research, decision making regarding methodological issues, and personal
issues that impacted on the researcher’s process. Journal entries are dated and form
an ongoing log of the research process.

Fieldnotes. Field notes of the interviews were made within 24-48 hours of the
interview. Field notes provided information about the context of the interview and
detail concerning the participants interviewed. Such recordings contributed to the
studies thick description which allows for judgements about the degree, fit, and
similarity to be made by the researcher and ultimately others.

Audiorecording and transcription. All interviews were recorded and
transcribed in the order they were conducted. Transcriptions took place as close to the
interview as possible, usually within the first fortnight of the recording. The
researcher completed the transcriptions herself to enable her to achieve greater affinity
with the data and to facilitate accuracy of the transcription. Transcriptions of the
interviews were then coded and compared with emerging ideas.

Triangulation. Cross checking of data was possible at different levels within
the project. Cross checking across time was made possible with selection of
participants who were interviewed throughout the process of relating to their client
compared with paid carers interviewed at various times across the time frame of the
relationship. Cross checking through different sources was made possible with
interviews being conducted with more than one paid carer working with the same
client being included in the study. Finally, cross checking via different investigators
was possible though the peer debriefing sessions. The supervising researcher was
provided with a copy of the transcript to read and analyse prior to the peer debriefing
session. The researcher would write a “first impressions” document based on the
transcript prior to the peer debriefing session. The transcript would then be discussed
from the supervising researcher’s and then the researcher’s perspective. These
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discussions allowed for further constant comparisons of the data and were recorded
and entered as part of the project’s journal.

Audit trail. As previously mentioned, the project was journalised
continuously throughout the process as part of the records stored on the QDA
computer program used in the study. In this way, an audit trail of the research process
was created within the Nvivo program.

Thick description. Thick description was first described by Geertz (1973) as
a narrative developed about a context so that judgements about the degree of fit or
similarity may be made by others who may wish to apply the findings. Thick
description involves giving details of the context and circumstances as well as how
any humans involved see the world. Strategies adopted in the current study to
enhance thick description include making data through transcribed interviews and
journal keeping including field notes compiled of the interview and the participant
interviewed. In addition, vignettes or short snippets or examples from transcripts
have been utilised throughout the thesis to illustrate important aspects of the case to
facilitate others in making judgements about the validity of the assertions made.

Comparison with literature. As part of the constant comparative process
adopted in GT studies, comparisons were made between ideas emerging as part of the
analysis with current literature. These opportunities were documented as part of the
project’s memos and contained ideas about how the literature compared and
contrasted with the emerging theory and questions to consider moving forward.
Morse and Richards (2002) elaborate further suggesting that comparing new findings
from a study with their fit in the literature is the final step in ensuring validity.
Comparison with the literature has been incorporated with the reporting of results and
findings in the thesis. In addition, much of the emerging theory was presented to
different groups of individuals with expertise in the area throughout the later stages of
the project to solicit feedback and gauge the degree of acceptance of the ideas
presented. Presentations were given to the Social Approaches to Aphasia
Rehabilitation Special Interest Group (Barry, 2009a), Victorian Brain Injury Recovery
Association (Barry, 2009b), and Speech Pathology Australia National Conference
(Barry, 2010).
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This chapter has addressed the selection of the research paradigm of
qualitative inquiry and the particular GT methodology adopted for the research. The
various methods applied within the research process were outlined. The following
chapters document the rich explanatory schema constructed as a result of the inquiry
process.
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Chapter 4: The Bounded Friendship: A Process of “Getting To Know You”

“The more I’m going to get to know him the better our conversations are going….to
be, the better the relationship that we’ll form.” Ronnie (Interview 1)
Having contact with other human beings is an important part of being human.
In fact, research has shown that the most important contributor to happiness is a close
relationship with one other person and this desire is universal across ages, and sexes
(Lu & Shih, 1997). Relationships have been shown to have significant physical and
psychological health benefits for those who have them (Sarason, Sarason, & Gurung,
2001). Despite the significance of relationships in our lives, Duck (2007)
acknowledges “there is simultaneously far too much to be said and far too little
known about the nature of relationships, far too much that is commonsense and far too
little that is understood about the reasons why relationship processes are either
common or sense” (p. 2).
Given the interpersonal nature of the role of the paid carer and the important
influence relationships have on wellbeing, it is not surprising that the overarching
theme that emerged in this research was that of relating as part of a relationship
centred on care. More specifically, as Ronnie expresses above, the paid care
experience is about providing care through relating, as part of a unique, interpersonal
bounded friendship that develops over time. Embedded within the context of the
relationship with the person with aphasia, but underpinning its construction through
everyday relating, is communication, especially non-verbal communication. This
subtle but significant prioritisation of the relationship lens through which the paid
carers viewed their experience was an unexpected finding for the researcher. The
researcher had mistakenly assumed that the communication impairments of the
individuals with aphasia would have been the predominant concern for the paid carer,
at least at the outset of working with them.
Despite the significant altered communication processes within the
relationship due to the effects of the aphasia, the fundamental drive of establishment
and maintenance of the relationship remain the priority for the paid carer as suggested
by Bev:
“What you have to do first is build a relationship and around that relationship comes
in trust and then communicating, sharing….” Bev (Interview 3)
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How paid carers achieved construction of the relationship with the person with
aphasia and the nature of the process is presented in this and the following chapter.
The clinical implications arising from the emergence of the relationship process for
paid carers and their clients with aphasia are the subject of the concluding chapter of
the thesis.
The Bounded Friendship
Most paid carers likened their relationship with their client to a “friendship”, a
bounded friendship. For paid carers, the relationship with their client shared many of
the same characteristics of other friendships they had experienced in life as described
by Haille:
“There are occasions when we are together where it does feel more like a friend thing
than a working thing.” Haille (Interview 3)
They talked of the relationship being built on trust, needing to “be there” for the other
person, needing to build them up, needing to “be a good listener”, needing to set
limits, having a laugh, sharing in triumphs and tribulations, wishing for their client to
do well, recognising when to back off and give space to the other person, sharing in
moments of comfortable silence, being cross with each other, needing to “make up”
afterwards, being firm but fair, being tolerant, showing respect but above all engaging
activities and spending time together. In addition, friendship implied a sense of
equality in terms of the relational power of the two individuals within the relationship.
In part, equality was achieved via reciprocity as described by Lyn:
“To talk about how many children she had, how many children I had, and we were
basically the same age, so more as a friend who's coming along to help her with her
speech.” Lyn (Interview 1)
Reciprocity within the paid care experience consisted mainly of the sharing of
each person’s stories and through enactment of the rituals of relationship which foster
reciprocity such as “catching up” after time away as Haille reveals in her quote
below:
“I wanted to have a catch up with her and just catch up with what had been
happening ….we went to her room and…..it was brilliant, because we went into her
room, as we would normally do and she told me to lower the bed so I could sit on it
and I sat down and she sort of did a hand motion, that said 'Now sit down and tell me
about your holiday.' (I: laughs) She… appeared to be…firing on all cylinders. She
totally had the concept that I'd been away. She wanted to know what I'd been up to,
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where I'd been, the whole thing, it was superb, absolutely superb, and it was like just
picking up where we left off.” Haille (Interview 2)
“I certainly wouldn’t be kissing my male clients!” - Locating the
boundaries. While paid carers described their relationships with their clients like a
friendship, they were wary of thinking of the relationship as a true friendship. The
paid carers’ descriptions captured a sense of distancing themselves from the client as
revealed in Dave’s comment:
“I suppose, you do, you become friends with them to an extent, but, I mean, there's
always……you have to sort of like, keep your distance, as well, don't ya, just to
maintain that… professional….working relationship.” Dave (Interview 1)
In part, distancing was achieved through limiting the mutual disclosure or revealing of
self to the other within the relationship. In turn, distancing precluded the depth and
intimacy from developing within the relationship. In doing so the paid carers were
responding to professional and ethical issues which necessitated that their friendship
came with limitations associated with the role of a paid carer. Thus, the notion of
paid carers having a bounded friendship with their clients with aphasia was
constructed combining the elements of friendship and role boundary.
Some paid carers such as Dave had firmer and seemingly clearer views of the
role boundary than others. Dave eluded to the strategy of creating boundaries by
restricting the types of stories that he was prepared to share with his client:
“I wouldn't in fact of asked him questions about his family ……….I suppose I
would…. do what I was meant to do with him, and maybe talk about things like cricket
and football and things like that.” Dave (Interview 1)
For other paid carers like Bev, there were greater degrees of freedom acknowledged
in locating the boundaries in the relationship. According to Bev knowing a client had
no family or close relationships meant that paid carers were more likely to give more
of themselves:
“You just find yourself…..doing things that you're not supposed to, according to…..
[the carer agency], but it's things that make their [the clients’] lives easier. It makes
their lives more bearable so why not. It doesn't hurt the carer it doesn't take away
your time it just, it's part of the job, it's just part of the job. Yeah. And that's what I
would say is the grey area sometimes.” Bev (Interview 3)
Indeed, the boundaries have areas of grey where paid carers must make choices
regarding the extent of their role. Often paid carers found themselves grappling with
the dilemma of engaging in activities thought to be outside their job description or
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being truly responsive to their client’s needs and by doing so contributing in a
meaningful way to their client’s wellbeing.
In addition to difficulties locating the role boundary in terms of involvement
and intimacy with the client, Haille discussed the idea that boundaries are dynamic
and evolve throughout the relationship process:
“I suppose I was just getting to put my toe in the water, but also I probably let her get
away with things in the beginning that I shouldn’t have done but I was pretty soon on
to it.” Haille (Interview 3)
She explained that the role boundaries are not always clear in the beginning of the
relationship with a client because the two individuals have limited knowledge about
each other. She described a process of negotiating these boundaries over time after
getting to know the relational partner or client with aphasia. However as Donna
elaborated, this is not as easy with an individual who is less able to tell you outright
what their needs are:
“If I know the client can communicate with me it’s made a big difference because they
tell me what to do.” Donna (Interview 1)
Instead this process takes more time, was established through trial and error and was
more likely to be fraught with misunderstanding. Some of the more experienced paid
carers had strategies for getting in with clients which appeared to work well with
clients with aphasia. As Dave mentioned often the strategy was to identify an activity
through which the paid carer and the client could be engaged, and then through
observing the activity the paid carer would “get to know” the client:
“I would……just do that, ………do whatever I was meant to do with him and then I
would just get to know him through doing that, so, um, and that would be the extent to
which, I would've got to know him.” Dave (Interview 1)
Yet, despite careful observations made as part of mutually engaging activities,
role boundaries always appeared tenuous. As Ivan described:
“How do I describe [Jack]? [He] is bit unpredictable. There is no such …experience
with him that you've learned and you know exactly where he's [coming from].” Ivan
(Interview 2)
Paid carers operated in the relationship where the boundaries are in place but certainty
around them is never fully established. Uncertainty within the relationship appeared
to be perceived by the paid carers as a result of two processes. First, paid carers
perceived they have reduced access to knowing what the client truly thinks. Further,
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paid carers perceived the boundaries could be subject to sudden and seemingly
unpredictable changes initiated by the client which contributed to the paid carer’s
sense of uncertainty in the relationship. Often, paid carers must rely on the level of
trust built up within the relationship to accept these changes to the relationship
boundaries in good faith.

“You’re not babysitting” - Experiencing a social relationship. While the
relationship with the client with aphasia is like a bounded friendship, for paid carers it
also came with a purpose. Many paid carers, like Lyn, were very clear that their
relationship with the client is not “babysitting”:
“I think some people forget that you're being paid to do something very special here.
You're not babysitting.” Lyn (Interview 1)
This notion of babysitting appears linked to the paid carers’ expectations around
fulfilling their role as a paid carer. Paid carers in the study felt that there needed to be
purpose to the relationship and thus the time spent together. They needed to feel that
they were contributing to the wellbeing of the client by meeting the client’s needs
throughout the relationship. In this way, the relationships between the paid carer and
the consumer of paid care, the individual with aphasia, were social role relationships.
The relationship was established on the basis of the roles fulfilled by the people
operating within them. In other words, the particular person in the role of paid carer
can be changed and the relationship of paid carer-client would still occur. Thus,
social role relationships are interchangeable. In the current study, Barb and Kate
finished working with Jack when he moved to a different facility to reside. Bev and
Ivan resumed in the paid care role with Jack at the new facility.
Lacking a sense of purpose within the relationship contributed to paid carers
believing that they were not fulfilling their role. Bev became distressed in the early
stages of the relationship with Jack because she did not know what she could do to
meet Jack’s needs and consequently was unable to define a meaningful purpose in her
role as Jack’s paid carer as she described:
“Those first few sessions was, yeah, for me, I felt embarrassing, I felt…. as if I wasn't
doing my job, not that I knew at that time exactly what my job was then to be with
Jack. I just felt like a babysitter at that point.” Bev (Interview 1)
This situation was compounded by the disruption of the verbal messaging within the
relationship. The period of time to establish Jack’s needs took longer and was
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predominantly achieved through trial and error. In addition, for other paid carers lack
of purpose contributed to a decline in the perceived quality of the relationship such as
Sharon with Maria. For Sharon, a lack of a sense of contributing to Maria’s wellbeing
compounded her sense of boredom in the relationship.

“Bringing your own stuff and baggage to the table” – Experiencing a
personal relationship. While relationships with clients were social relationships,
they were also acknowledged to be unique interpersonal relationships as Haille
commented:
“When you then interact with that other person, that person and you are going to be
bringing your own stuff and baggage to the table, all you have is a will for working
with the person.” Haille (Interview 3)
Thus, the paid carer and individual with aphasia are two individuals who bring to the
relationship their own internal values and beliefs. In this way, paid carer-client
relationships are unique interpersonal relationships. Thus, the relationship developed
around the person in the role of the paid carer and is not shaped entirely by the paid
care role itself. As a result, it is not possible to replace a carer within the paid carer
role with a client and expect the relationship to be the same. In fact Kate goes so far
as to suggest that if you do not “click” with a client you may not be able to work with
them as she revealed:
“As carers ….we're not supposed to, what's the word, we're in there to care for them,
care for clients, but there is still that thing, that personality, that's still there between
people…….I've heard of people leaving and I've actually left some clients because of
the personality clash, and it's just that I haven't been able to find a, friendship,
common ground so it does come into it.” Kate (Interview 1)
Given that paid carers believed that there were some clients and paid carers that just
could not find common ground, paid carers and clients assess whether the relationship
will be an acceptable one. The issue of determining acceptance from a paid carer’s
perspective is an important component of the early relationship between the paid carer
and client.

“The challenge, a person like that has a poker face all the time” –
Experiencing an unpredictable relationship. Despite getting to know the client
with aphasia, paid carers were often left with a sense that the relationship remained
unpredictable as Heidi described:
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“I would have loved to know what sort of person he was because it is so hard. I
mean, that is the challenge a person like that has a poker face all the time and you
cannot find out was he good or was he bad? Was he nice? Was he funny or was he
serious? You know all those things. It's like a poker face.” Heidi (Interview 1)
Paid carers felt that at some level the communication impairment did mask the
person’s true self. Kate and Barb had worked with Jack for many years and achieved
a sense of knowing him “inside and out.” Yet, despite this level of intimate
knowledge, they never felt as though they could truly know Jack. This feeling was
largely due to the communication impairment precluding them from accessing his
inner thoughts. For this reason, client’s behaviours could not always be understood
from what the paid carer knew about the client as Ivan indicated:
“Today he's okay he's willing to cooperate and he’s moving and you think that 'From
now on..yes..okay' and like the next week, it's like..(shakes his head) even like last
week when he's saying like yes, yes, no, no, so like a bit of contradicting.” Ivan
(Interview 2)
Comments like Ivan’s reflected the heightened sense of unpredictability existing
within the bounded friendship. Paid carers’ experienced seemingly sudden “changes
of mind” from their clients with aphasia on a day-to-day basis, often with limited
rationale for their client’s change of heart. The aphasia further compounded the paid
carers’ sense of unpredictability as it was not clear whether the messages around an
issue had been accurately sent and received by the client in the first place or whether
they had indeed changed their mind.
Despite the seemingly precarious nature of knowing the person with aphasia,
overall paid carers were able to achieve increased sense of predictability as the
relationship progressed. The paid carer became more aware of the ways a client may
behave or react to situations as indicated by Kate:
“Getting to know their personality which made it easier with the communication was
much easier then, you almost anticipated what they were, not thinking, but what,
perhaps, what they were doing, were going to do…next time.” Kate (Interview 1)
This knowledge was built up gradually over time through making observations of the
person with aphasia during activities and within a variety of situations and settings. In
building up their knowledge, the paid carers were able to develop a sense of trust in
the client despite the element of unpredictability that remained.
Overall, paid carers clearly consider that the relationship with the client with
aphasia enabled them to undertake their role as paid carer. Paid carers think of their
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relationship with a client as a bounded friendship. Paid carers’ descriptions of their
relationships with their clients contained elements or qualities of friendships such as
reciprocity, equality of power, and rituals of relationships. Depth and breadth of
knowledge about the client with aphasia was built over time through engaging in
shared activities. Yet, the paid carers also noted the importance of maintaining some
sense of boundaries around the friendship to ensure that it remained a professional
relationship that was respectful of the clients’ needs. In this way, the paid carers’
comments acknowledged that the relationship is a social relationship. The role of
paid carer necessitated that the relationship was a purposeful one. The primary
purpose of the relationship was to deliver care to meet the client’s needs as
determined by the client and their healthcare team. But, the relationship was not just
dependent on role, it was also a distinctive interpersonal relationship as well. Paid
carers and clients with aphasia are unique individuals who will contribute to the
relationship in their own way. While the relationships described by paid carers with
their client with aphasia were unique, they did have a common thread of
unpredictability which persisted despite some paid carers getting to know the client
with aphasia “inside and out”.

Professional Friendships in the Literature

In the research literature, Reisman (1981) described three major types of
friendship: friendships of reciprocity, receptivity, and association. The friendship of
reciprocity is characterised by loyalty, self sacrifice, mutual affection, and generosity
and is based on equality. Each individual in this type of relationship shares equally in
giving and receiving the benefits and rewards of the relationship. In the friendship of
receptivity there is an imbalance in giving and receiving with one individual being the
primary giver and the other individual being the primary receiver. This friendship is
the type that would be expected to develop between a teacher and a student. The final
type of friendship, the friendship by association, is transitory by nature. It is
described as a friendly relationship but not a true friendship. It is the type of
relationship that may exist between classmates, or co-workers.
Traditionally, the relationship between healthcare practitioner and client would
have been classified as a friendship of receptivity. Increasingly, more recent research
has shown that relationships between healthcare providers and the clients they serve
116

have evolved. In particular, relationships between healthcare providers of services to
individuals with chronic illnesses involving lifelong disability appear to be changing.
In these circumstances, the healthcare provider is no longer perceived as a detached
distanced professional who is doing things for the client, while the client passively
receives the benefits. Instead, consumers of healthcare services have begun to take an
active role in defining what they need from a healthcare provider in the context of
lifelong disability.
An example of this changing relationship between healthcare provider and
consumers of health services is studied by Berggren and Gunnarsson (2010). They
interviewed users of a mental health service in Sweden about their experiences of
their relationship with a particular mental health care provider called a “Personligt
ombud”. They found that service users describe the most useful relationships to be
the “professional friendship”. The friendship-like features mentioned by service users
included reciprocity in sharing life experiences and the forming of a trustful
relationship in which professional assistance can be offered to promote wellbeing and
recovery. The authors concluded that “friendliness, emotional reciprocity, and
availability” (p. 573) are instrumental in creating a trustful atmosphere in which the
service user could best have their recovery and wellbeing needs met. The authors call
for a “re-interpretation of professional and user roles, where both give and receive” (p.
565).
It would appear, inherently, that paid carers understand the importance of
creating a friendly and trustful relationship with their client in order for them to be
successful in their role as paid carer. In order to maintain “professionalism”, the role
of paid carer necessitates the positive imbalance between giving and receiving, with
one person being the primary giver (paid carer) and one the primary receiver (client).
Yet, in order to achieve a sense of a trusting relationship, paid carers appeared to have
drawn on “friendship-like” ways of behaving in the relationship. Thus, the paid carer
and client relationship appeared to fall somewhere on a continuum between
friendships of reciprocity and friendships of receptivity. In addition, the degree of
reciprocity created within the relationship appeared governed by the underlying
beliefs and strategies adopted by the paid carer, as in the case of Dave who had clear
limits to the topics he would engage in with a client. While not the focus of the
current research, there was evidence in the transcripts to suggest that the degree of
reciprocity was also affected by the actions of the client as well. For paid carers,
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managing the tension of professional distance and reciprocity within the relationship
was a dynamic process that was negotiated throughout the course of the relationship
with a client with aphasia.

“You Just Have To Learn It As You Go Along” - Bounded Friendship as
Process. All paid carers came to the client with the primary motivation of forming a
“good” relationship. This goal remained uppermost in the paid carers’ concerns in
spite of the severity of the clients’ communication disability. The process of
developing the relationships between the paid carers and their clients with aphasia
became apparent through the prolonged engagement with the paid carers as revealed
by Haille’s comment:
“You just have to learn it as you go along there is nothing else for it, you've just got to
get to know her [the client]. You've got to get to know when she can take things and
when she can't, yeah, definitely. I think it's a time thing.” Haille (Interview 3)
Paid carers experience the relationship as not a static condition but a process that
developed with time. As the paid carers talked about their relationships developing
and changing, it became clear that there were common experiences linked with
specific activities that the paid carers encountered in their relationships with the client
with aphasia. In turn, these experiences influenced the paid carers’ relational
behaviour within the bounded friendship.
The relationships described by paid carers progressed at different rates over
time. Some relationships got off to a flying start as in the case of Ronnie with Jack.
For other paid carers the beginning of the relationship was more tenuous as in the case
of Bev with Jack. Some of the relationships underwent periods of deterioration and
repair such as in the case of Haille with Hilda. Other paid carer–client relationships
remained stable and uneventful such as in the case of Kate and Barb with Jack and
Lyn with Maria for many years. Yet, other relationships slowly withered and
progressed on to dissolution as was the case for Sharon with Maria. Further, paid
carers’ descriptions of their relationship with the client with aphasia revealed different
degrees of “knowing” or degrees of involvement with the client. Despite these
differences, there were some common key experiences revealed by the paid carers
through their narratives. These common experiences together constituted the process
of working with a client with severe aphasia as perceived by paid carers.
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Paid Carers and Clients with Aphasia: Bounded Friendships

The process is titled Bounded Friendship and has been developed using the
wording and phrasing of the paid carers to describe their experience of a relationship
between a paid carer and a client with severe aphasia. While paid carers described a
unique relationship with their client with aphasia there were four key experiences
describing development of the relationship that emerged from the paid carers’
narratives. These key experiences are; getting set up, getting in, getting to know you,
and knowing you inside and out. Following a description of the four key experiences
associated with relationship development there were several other experiences that
detailed the decline of the relationship. These key experiences are going downhill,
getting back, and going away.

The Process of the Bounded Friendship as “Getting To Know You”

Most of us meet people as we come together through a joint activity such as
work, school, or leisure as part of our daily lives. Upon sighting the other person,
usually accompanied with some brief way of introduction, we would start to form our
first impressions initially based on appearance, mannerisms, and situational
circumstances. Occasionally, we may have some expectations of the other person we
are to meet, prior to meeting, which may have been acquired from discussions with a
third party or maybe through the “grapevine”. Unlike most people we meet and with
whom we form relationships, paid carers have an expectation that they will be asked,
by their work organisation, to meet and establish a relationship with a particular
person, or client, who they have never met. They also have the assumption that they
will spend time with this person on a regular basis for some months to years. In
addition, they will have an understanding that this person has a disability and a need
for them to provide support in some way as part of their role as a paid carer.

Getting set up. Typically, paid carers were contacted by telephone by their
work organisation’s case coordinator, who invited the paid carer to work with a new
client. These discussions were brief and the main purpose was to establish the
availability of the paid carer to service the hours required and their level of interest in
working with a new client. As part of this exchange, a minimal amount of
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information was usually shared about the prospective client. Usually at this time,
there had been no direct contact between the paid carer and the prospective client.
Haille’s experience was an exception as she worked within the same facility where
Hilda resided. Haille described having previously observed and greeted Hilda prior to
working with her. The time from when the paid carer was contacted by the paid care
agency regarding a particular client to the time of meeting the client face-to-face is
denoted as the first of the four key experiences of relationship development shown in
Figure 5. This experience has been labelled the getting set up experience and is
predominantly associated with the paid carer developing expectancies about the client
with aphasia.

“All I see here is there’s a problem with communication” - Defining the
client with aphasia. Most paid carers receive limited information about their
prospective clients, prior to meeting them as shown in Haille’s comment:
“I’ve had very limited information when I’ve worked with the people so almost
nonexistent in most cases.” Haille (Interview 1)
Interestingly, the type of information provided to a paid carer fell into three main
message types. The main types of messages provided included defining the client by
their disability as mentioned by Donna and Dave:
“I don’t know who the coordinator was she didn’t have privy, she said ‘Alls I see here
is there’s a problem with communication, an’ if she becomes, it don’t say too much
here,…… if she becomes really upset, to leave the room.” Donna (Interview 1)
“He had communication, communication difficulties.” Dave (Interview 1)
Other messages defined the client by their disposition, which was in most cases a
negative disposition, as revealed by Ivan:
“They told me that he was a bit of a challenge.” Ivan (Interview 1)
Alternatively, the main focus of the paid carer’s role with the client may be clarified
as seen in Ronnie’s comments:
“Basically they said to me ‘what we'd like you to do is get him out [taking the client
on community outings], as much as possible because he's stuck in the four walls.”
Ronnie (Interview 1)
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Figure 5. Getting set up experience

Defining a client by their disability or disposition can prove to have a detrimental
influence on paid carers’ expectancies, especially if they link to stereotypes or implicit
personality theories held about the particular disability or disposition disclosed. Each
person has a subconscious or implicit theory of personality composed of rules
concerning which characteristics of an individual are associated with other
characteristics. For example, an individual’s implicit theory may suggest that
individual’s that are energetic and eager are also intelligent but are not stupid. These
implicit personality theories may not be logical but they do influence the way in
which we perceive others. The expectancies developed by paid carers in response to
the information they receive can lead to them feeling anxious in anticipation of the
challenge of working with a client with limited communication skills. This response
was particularly likely in the case of less experienced paid carers. In contrast,
providing a brief aim of the paid carer’s main purpose was helpful as it gave paid
carers some sense of the type of role they would be adopting and a focus to their
relational activity with the client. Occasionally, a case coordinator offered a reason
for the paid carer’s specific selection to work with a particular client and this appeared
to have a positive affect on the paid carer’s self-belief that they would cope.

“My goodness, how are we going to do this?” – Having expectancies.
Information, albeit limited, had a substantial influence over the expectancies that a
paid carer may develop about the person or the relationship prior to meeting with the
new client. For some paid carer’s, these expectancies had the potential to influence
the way in which they related to the client with aphasia and the perceptual judgements
they would make about the client when they first met. In the research, the paid carers
with less experience in care work or those having limited contact with a range of
disabilities were more likely to be concerned about their ability to cope with a client
who had communication difficulties as indicated by Sharon and Heidi:
“’She's very hard to understand and some people can't understand her.' So I thought
'My goodness, how are we going to do this?’” Sharon (Interview 1)
“I was a bit scared when I went to Jack the first time because I'd never done that
before. I'd never went to a person who can't express themselves or who can't talk
'cause the people I've been [with] didn't sometimes talk like you or me either but at
least you could get out some words to tell me what they wanted.” Heidi (Interview 1)
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More specifically paid carers expressed concern for how they would identify and meet
the client’s needs. Alternatively, they were more likely to generate stereotyped
understandings about the condition of communication impairment as reflected by
Heidi:
“I expected ‘frustrated and aggressive’. I expected, I had a picture in my mind, I'm
going there with this old man who's angry, who doesn't even, who's not interested in
somebody new coming there.” Heidi (Interview 1)
Fortunately for Heidi and Jack, Heidi maintained an open mind and was able to
establish very quickly how her expectations failed to meet with her experiences of
Jack when they first met.
Unfortunately, most of the expectancies expressed by the paid carers in
response to the idea of meeting a client with severe communication difficulties as a
result of stroke were negative. Clients with communication difficulties generated
expectancies of “frustrated and aggressive” and “challenging people”. In contrast,
more experienced paid carers, regardless of whether they had had previous experience
with clients with aphasia, held a belief that they would manage with the client as
Donna suggested:
“An’ I thought, um, ‘no biggy I do this now.” Donna (Interview 1)
Previous exposure to clients with similar conditions did appear to support a paid
carer’s sense of self-belief of being able to cope. Alternatively, having a vast range of
experience with a range of disabilities was also helpful especially as it appeared to
refine the paid carer’s repertoire of getting in strategies.

“A very delicate sort of introduction” – Revealing the client. The degree of
disclosure as part of the introduction to a client with aphasia was seen as problematic
by some paid carers such as Kate and Haille:
“It's very hard to know (sighs), how much to say without frightening the carer
(giggles), the new carer, because, you know, you don't want them turning around
saying 'oh I can't do the job’ 'cause they're, they're frightened of what, of what they've
got to deal with.” Kate (Interview 1)
“I think, the therapists have to be so careful about what they say so they don't scare
people off, to be quite honest with you. It's a very delicate sort of introduction that
they have to do.” Haille (Interview 3)
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For most paid carers, meeting someone with the condition of aphasia was a novel
experience. This generated another layer of uncertainty about what the future
relationship may hold. Providing additional information to the paid carer may seem
like an obvious solution to this situation, however knowing how much, what
information to reveal, and when to reveal information about the client is not
straightforward. In the case of paid carers and their clients with aphasia, too much
revelation or inappropriate timing of revelations was problematic, even prior to the
relationship commencing.
Revealing information about a client shares some of the same dilemmas as the
process of self-disclosure in a relationship. In most relationships, self-disclosure is an
important vehicle for developing trust and progressing a relationship. It is a process
that is usually managed carefully by the individuals involved in the developing
relationship. Yet, in the case of the paid carer and the client with aphasia, the paid
carer and client had less control of the disclosing process early in the relationship.
Rather this process was managed by others, such as the care coordinator or therapists,
determining what was necessary to reveal about the client to the paid carer.
Presumably, the aim of these revelations was to prepare the paid carer about what to
expect when they first meet with the client.
Disclosure of information about the client was a delicate process. Two issues
need to be considered when revealing information on behalf of the client. First, it was
important to determine what amount of detail about the client was sufficient to enable
the paid carer to respond effectively to the client’s needs. Second, the timing of when
information needs to be revealed was another important consideration. Both factors
can impact on the relationship between the paid carer and the client with aphasia.
Some types of information revealed too early in the process can have the effect of
overwhelming the paid carer and “scaring” them away as mentioned by Haille and
Kate. On the other hand, insufficiently detailed revelations can prove to be inaccurate
and can also further complicate the progress of the relationship as Bev discussed in
her comment:
“When I started with Jack, I was told that he would be able to either write or draw for
me......(starts laughing) that was nonexistent, and I found that out the hard way
because, I don't get frustrated easily so I suppose that helped me a lot, but Jack got
frustrated, really frustrated, because here is this stranger who hasn't got a clue.” Bev
(Interview 1)
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According to Bev, being provided with inaccurate information undermined her ability
to create a competent first impression and contributed to awkward interaction between
Jack and herself. The management of revealing information about the person with
aphasia became a significant but complex issue for the paid carers in their relationship
with a client with severe aphasia.

“We’ll just see how this goes” - Anticipating a new relationship. Two
factors appeared to reduce the level of anxiety a paid carer associated with dealing
with a client with severe communication problems. Training appeared to provide the
paid carer with confidence in their ability to manage as expressed by Donna:
“I had taken, like I said, [name of instructor]’s acquired brain injury course, so big
smarty me thought well ‘this is just going to be exactly like what I’d just learned’ but I
had never, I’d never had that.” Donna (Interview 1)
In addition, a paid carer’s past experiences in particular with clients with a similar
type of condition appeared to protect the paid carer against anxiety as noted by Ivan:
“His mood could swing, ……..that's after the stroke, patients are…I have a rough
idea, what that could be.” Ivan (Interview 1)
However given that every individual client is unique, even these factors may not
adequately prepare the paid carer for the experience. Furthermore, the condition of
aphasia was not a highly prevalent disability observed by paid carers. Paid carers
either had no previous experience working with a client with aphasia or had worked
with only one other client with aphasia. Experience with communication impairment
as a result of dysarthria, where communication impairment results from disruption to
muscle function of the speech mechanism rather than a disruption to language
processing, was more typical. Alternatively, paid carers more commonly encountered
communication problems due to cognitive impairment such as in the case of dementia.
It appeared that having general experiences of working with a variety of
clients appeared to foster a belief of coping as noted by Dave:
“I think really with every job that I've had though as a carer I've just gone
there….whatever it's been, and I've just….. seen how things worked out I
suppose….and so I really wasn't that bothered about Jack not being able to speak
because I'd come across it before with this other fellow, I suppose…, and really, every
job that you go to there's some difficulty there…where if it's not speaking it'll be
something else…and so I just took the approach, 'Oh well, we'll just see how this
goes.’” Dave (Interview 1)
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In addition, knowledge that a respected colleague had sourced the paid carer because
of their special abilities to deal with the challenge also appeared to encourage the paid
carer’s self-belief that they will cope as revealed by Haille’s comment:
“She said ‘I don’t think you’ll have any issues at all’, so I was able to go in thinking
’well maybe this’ll be okay.’” Haille (Interview 1)
More experienced paid carers were more likely to remain open-minded about their
initial encounter with the client, despite any preconceived ideas they may have held.
They also appeared to have a battery of strategies for getting in that allowed them to
more easily progress the relationship between themselves and the person with aphasia.

“Go and check if it’s okay both ways” - Obliged to meet the client.
Regardless of expectancies developed by the paid carers, once contacted, most paid
carers felt an obligation to at least meet with the client and determine for themselves if
they could fulfil the role of paid carer for the client as Ivan articulated:
“I have, like a moral obligation to at least go and check if it's okay both ways.” Ivan
(Interview 1)
This obligation appeared to stem from the paid carers’ sense of professionalism about
their occupation as a paid carer (professional obligation) and their commitment to and
compassion for people requiring the support of others (moral obligation). In addition,
paid carers were aware that the relationship could only work, if both parties supported
it continuing as reflected in Ivan’s comment. Paid carers gave a clear sense that both
parties had a choice to make about the future of the relationship. Therefore, most paid
carers in the early few days of the relationship were very sensitised to indications
from the client as to whether or not the support of the paid carer was accepted, as
alluded to by Ivan:
“So when I saw him I assess my….ability towards him, what I can handle, and,
ah….seems to me like he's happy. So that's how I started.” Ivan (Interview 1)
To summarise, the first of the key experiences of the bounded friendship is
that of getting set up. This is the period between the paid carer receiving contact from
the paid carer agency regarding their availability to service the client’s hours and
when the client is met for the first time. The predominant processes enacted at this
time for the paid carers were those relating to the development of expectancies. It
appeared paid carers have limited access to detailed information relating to the client
at this stage. Unfortunately, the information provided to paid carers appeared to
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define the client with aphasia in a narrow and pessimistic way. For less experienced
paid carers, this had the effect of generating unfavourable expectancies of meeting
with an angry or challenging client. For more experienced paid carers, although
dealing with aphasia may be a novel scenario, their previous exposure to a range of
disabilities had armed them with the confidence and skills to deal with the new
relationship. In the end, all paid carers, regardless of experience, felt a professional
and moral obligation to meet with the client with aphasia to determine for themselves
if they could fulfil the role of paid carer.

Getting in. Having been contacted by the paid care coordinator and consented
to meeting with the client, an introductory session was arranged for the paid carer to
meet with the client. This first face-to-face meeting heralded the beginning of when
the two individuals commence co-constructing their relationship. The time when the
client and paid carer meet with each other in person for the first time has been called
the getting in experience on the framework of bounded friendship and is seen in
Figure 6.
As mentioned previously, paid carers reported a sense of obligation to meet
with the client and get acquainted. The major focus for the paid carer at this time was
determining if they were able to fulfil the obligations of the paid carer role. For paid
carers, the process of determining if they could work with a client was largely
influenced by whether the client “accepts” them in the paid carer role. It was this goal
of determining acceptance from the client that provided purpose to the paid carer’s
relational behaviour in the first few sessions. In addition, as with all
relationships, paid carers developed initial impressions of the client as well as being
mindful of projecting their own positive impression. In other words, paid carers were
concerned with impression management during this experience.
A number of other features took on greater significance in the relationship
between the paid carer and the person with aphasia during the getting in process. The
presence of aphasia appeared to have a significant impact on the bounded friendship
in this early part of the relationship in a number of ways. First, it exacerbated the
element of uncertainty experienced by the paid carer in the context of being with the
client on the first few occasions. Second, it amplified the intensity of the experience
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Figure 6. Getting in experience.

A cce

p ta n

ce

Getting In

O blig

Time

Managing
Impressions

Intense
Uncertain
Effortful

a ti o n

Developing
expectancies

Getting Set Up

128

perceived by paid carers within the interpersonal exchanges with the client with
aphasia.

“I just felt as if I didn't have a clue” - Dealing with uncertainty and
ambiguity. The situation of meeting another person for the first time is usually a time
of heightened uncertainty, as each relational partner knows very little about the other.
As mentioned previously, paid carers often had limited information about the client
they were about to meet. Despite limited awareness, some paid carers did form
expectancies based on the small amount of information they had. Normally in
interpersonal relationships, initial contact with a person for the first time is a very
sensory-perceptual experience – where you see, hear, and maybe even smell, the other
person and start to form your impression of them. These perceptual impressions are
followed up by interactional contact which is superficial and relatively impersonal
(DeVito, 2009).
For the paid carers, the uncertainty and ambiguity within the early interactions
with the client were exacerbated by the presence of the aphasia as described by Bev:
“I think that was the first three sessions that went like that, where I'd be going in and,
of course, say 'hi' to Jack, and maybe tidy his bedroom, maybe pack his cupboard. If
he wanted to change something, we would do that…which was really hard to
communicate those first few, few times, because I had, no idea of what he expected of
me, and because Jack, by then, I.. think by the second session, I'd worked out that he
couldn't write, he couldn't form the letters, so I was like 'How am I going to
communicate?' So it came down to, I had to ask him 'Jack, do you want this?' 'No',
'Do you want it like this?' 'No.' 'Do you want this or this?' 'Yes.' 'Okay then' And we'd
go on like, 'Would you like me to do it like this?' And just through that having to ask
lots of questions, we'd establish exactly what Jack wanted. Of course, for him, it was
lots of frustration because sometimes he would say 'yes', he would nod his head, and it
was actually a 'no, not that way'. (laughs) So, it was quite confusing for me and,
again I just felt as if I didn't have a clue.” Bev (Interview 1)
In the absence of verbal messages, the persons with aphasia’s messages were
communicated non-verbally. Non-verbal communication is inherently ambiguous,
especially in the absence of verbal messages which traditionally accompany nonverbal messages to clarify the speakers intended meaning. The paid carers’ ability to
deal with this high level of ambiguity was determined largely by their tolerance for
ambiguity and their experience as a paid carer. Through opportunities to meet and
greet with new clients, paid carers developed a repertoire of strategies that enabled
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them to minimise the effect of uncertainty on their ability to establish rapport with a
client.
“It's that mental, being sharp and staying focussed and listening”Experiencing intensity. The getting in experience for most of the paid carers was an
intense, effortful experience as described by Haille:
“It's that hard slog, for how long, I can't remember how long it took to work out….am
I going to be able to stick with this or not. I think I knew fairly quickly I mean yes I
was quite overawed to start with, I think, because it was something so unusual.”
Haille (Interview 3)
This experience is in contrast to what we understand of relationships of people
without language impairment. Knapp (1978) describes meeting others for the first
time as a time of awkwardness, tentativeness, and of low intensity as individuals
orient themselves to the situation and their partners. From the descriptions of the paid
carers, intensity appeared to be related to degree of effort, in particular, the cognitive
effort required during the early interactions with the client with aphasia.
It would appear the intensity or demand for cognitive effort comes about for a
number of reasons. Increased cognitive effort is demanded by the very nature of
starting a relationship. Ordinarily in new relationships, a person’s ability to empathise
with or orientate themselves significantly to the other person is limited by the lack of
awareness about the other (DeVito, 2009). In turn, there is limited genuine
immediacy. Under these circumstances, few relational partners put in the cognitive
effort required to achieve other-orientation in the early part of the relationship
process, as the relationship may prove to be only temporary. For paid carers, the
cognitive effort required to achieve other-orientation was unavoidable due to the
nature of their role, right from the very outset of the relationship.
In the study, the presence of aphasia affected the client’s ability to receive and
express messages in the verbal modality. Paid carers were mostly reliant on
interpretation of the client’s non-verbal messages during interaction with them. This
situation represented a highly ambiguous scenario especially given the paid carers had
limited understanding of the client’s way of communicating. Given the ambiguity
inherent in interpretation of non-verbal messages, the broader environment and
intrapersonal contexts took on greater significance in enhancing the accuracy of
interpretation and validation of the client’s non-verbal messages. Paid carers
described the level of alertness and mental focus required to identify clues from the
130

broader interpersonal and intrapersonal contexts as to the client’s true meaning such
as mentioned by Haille:
“It's that mental, ….being sharp and staying focussed and listening, so listening,
hearing what she's saying, trying to understand what she's saying, and then working it
out in your head so it's sort of like a , rather than us having a conversation where it's
going in and I'm hearing it and understanding it straight away, it's very much more
detailed than that obviously and that, that I found to be, very,….quite stressful and
hard on occasions because it's tiring, mentally tiring.” Haille (Interview 3)
In other words, the paid carers were in a constant state of vigilance throughout the
early interactions with the client. Thus, heightened levels of sustained attention and
alertness needed to be maintained by the paid carer during the time spent with the
client with aphasia. Furthermore, in the situation where there is limited information
known about the relational partner, there is no cognitive schema available to reduce
the cognitive processing load.
Once the paid carer developed shared meaning with the client, they reported a
sense of ease in the interaction such as described by Haille:
“I suppose just with time, I've become….I understand now that when she says her
eyes it could be actually her ears or it could be …..obviously that did happen before
but I think it's just from my perspective I understand that more now. I don't really
think there's….I don't think Hilda is particularly using any different….. the scenarios
are still the same and I still try and work out what she's saying to me um when that's
needed, um.... which is, let's face it more often than not, but I think it’s just more the
way I process that information now in maybe a more relaxed way.” Haille
(Interview2)
This situation is most likely brought about due to the development of cognitive
schema for understanding the client’s non-verbal messages and therefore reducing the
cognitive effort required by the paid carer.
A further factor identified in the research as contributing to the paid carers’
sense of cognitive effort and vigilance was raised by Kate:
“The communication part of it…with the power chair, it's gotta be like really split
second and ….a command "yes, no" because…having that ability to move something
so quickly…..dangers can just loom up really fast, and…the communication there, I
had to be….not severe but…"wait" and "stop Jack" and "not yet" because anything
fuzzy, anything in between wouldn't connect straight away and…. it had to be straight
away because if um...communication, he had to get the message straight away,
otherwise, like, for instance, going up on into the taxi, he had to go up onto a ramp
and I couldn't direct him….had to direct it up there and he was in control. Um but I
could see that he was nervous and….if there were two people trying to tell him what
to do that was no good because then he was confused so, they were nerve racking
times.” Kate (Interview 1)
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The issue of increased vigilance required by the paid carer to ensure the safety of the
client was also indirectly related to the communication impairment. Paid carers
discussed the awareness that messages may not be accurately decoded by the client
with aphasia in a timely manner. This problem added to the paid carer’s sense of
having to anticipate danger and remain vigilant to identifying dangerous scenarios
before they arose, in time to provide adequate warning to the client or to take evasive
action. This sense of vigilance was present at the beginning of the relationship for all
dyads and for some can remain a feature of the relationship over time. In addition,
particular environmental contexts can exacerbate the problem of surveying for safety
risks, such as in less controlled environments within the community.

“We were both smiling at each other” - Managing impressions. Much of the
paid carers’ early focus in the initial relationship experience was about managing
impressions. They were not only concerned with how they found the client but also
they were equally focussed on creating their own credible and likeable impression for
the client. Much of the work the paid carer does in managing the uncertainty and
ambiguity, maintaining cognitive vigilance to accurately encode the client’s nonverbal messages and using appropriate getting in strategies also contributed towards
the image the paid carer is projecting to the client. Smooth interaction, confidence in
their approach to the client, managing the introductory context, and being able to
assist the client were seen by paid carers as important to being viewed positively by
the client. Alternatively, not having access to knowledge about the client, including
how to communicate and knowing about their preferences and needs, made projecting
a credible impression particularly difficult for the paid carers as Bev described:
“I would have been much more confident in working with Jack……had to feel my way
in and find out for myself which made me a bit tentative, unsure, and, I’m sure Jack
would have sensed that, he would have sensed that and that's, yeah, bad for the client
(laughs). I think so, that's, that's my opinion, I think that's bad for the client, if as a
carer you're not sure exactly of the boundaries (laughs) that were in place with other
carers….” Bev (Interview 2)
It appeared that more experienced paid carers, became adept at managing
introductions to project a positive and credible image. They achieved this through the
use of a variety of strategies that enable them to communicate other-orientation and
immediacy in the relationship from the beginning, despite a lack of specific
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knowledge about a particular client. These strategies have been described as getting
in strategies and are detailed more fully in Chapter 5.

“I'm a little bit sensitive” - Enabling characteristics of carers and
communication competencies for “getting in”. In addition to the ambiguous and
intense nature of the getting in experience, a further unique feature of this experience
was the role of paid carer characteristics which are critical in supporting the getting in
process. In the presence of severe communication impairment, extra emphasis is
placed on the innate qualities and competence of the paid carer to build the
relationship, especially in the beginning. This early need for communication
competence contrasts with the relatively low demands on effective interpersonal
communication usually associated with early interactions in more typical dyadic
encounters (DeVito, 2009). Personal qualities such as interpersonal sensitivity,
compassion, and empathy were critical to the success of early interactions with the
client with aphasia. In addition to compassion, degree of commitment affected the
willingness of the paid carer to expend the increased effort required to process the
client’s communication as suggested by Ivan:
“I feel compassion. I feel, because as I said, it's not usual client. He needs to be
helped, whatever it takes from my side, I was committed to, to give.., to improve his
lifestyle.” Ivan (Interview 1)
In the presence of unreliable auditory processing and verbal messaging, the
processes of determining acceptance, impression formation, and impression
management were communicated almost exclusively via non-verbal messages.
Interpersonal sensitivity and competence to encode and decode non-verbal
communication became essential elements of the interaction as described by Heidi:
“I didn't talk because I could, I don't know, maybe I'm a little bit sensitive sometimes.
I had the feeling he wants to be quiet and just wants to enjoy it, you know, hearing the
birds, and, yeah, the whole scenery. So we were just standing there looking.” Heidi
(Interview 1)
Communication competency skills, such as having a large repertoire of
communication and relational strategies, effective self-monitoring skills, and an
ability to think and act flexibly in response to feedback from the client, also enabled
the process of establishing the bounded friendship. Lyn described it as:
“You need to read [interpret their non-verbal messages] what they're saying when
they're not saying the right words.” Lyn (Interview1)
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Furthermore, tolerance for ambiguity and uncertainty and an open-minded attitude
were further competencies crucial to enabling the paid carer to remain in the
relationship long enough for empathy, trust, knowledge, and skills to develop.
Getting in is an experience within the bounded friendship that is imbued with a
high degree of uncertainty. Further, it is also described by the paid carers as an
experience of intensity, more intense than at any other time in the relationship with
the client. The focus of the paid carer during the experience is to determine if the
client accepts them in the paid care role. In addition, they are concerned with
managing impressions, not only in forming first impressions of the person with
aphasia but also in projecting their own likable and credible impression. Several
personal qualities and communication competency skills are required of the paid carer
to enable them to progress the relationship forward, despite the ambiguity and
cognitive effort required. These carer characteristics are explained more fully in
chapter 5.
Once acceptance had been determined by the paid carer, they turned their
attention to identifying who this person is. The paid carers committed themselves to a
process of revealing their clients by getting to know them. In doing so, they believed
they were more able to meet their client’s needs and perform better in their role as
paid carer. The time when the paid carer becomes focussed on getting to know the
client signifies a change in the relational activity from management of impressions to
that of constructing shared meaning within a bounded friendship.

Getting to know you. Following the preliminary interactions to gain first
impressions of the client and to determine their acceptance, paid carers set about
getting to know the person or client, as described by Bev:
“For the first few months, I couldn't get a sense of who Jack was and….it was
basically just thrown in and getting to know each other and trying to build a
relationship with him. But the more I learned and the more I read through
his…previous carer's notes and what he used to do and…what his likes are and
dislikes and things like that, as I said, gave me a better sense of who Jack the person
is and made it easier for me to communicate with about things that were of interest to
him so it made my job easier. I felt more at ease with Jack. I felt more…useful, ….in
things we could talk about, things I could ask him about…when he wanted something,
….we could go through a list of things that I maybe thought he is referring to (yep)
and because I knew more about him that helped me.” Bev (Interview 2)
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This experience has been identified as getting to know you on the framework and can
be viewed in Figure 7.
For the paid carers, the process of knowing the client was critical to the
development of the relationship. Knowing who the client is or revealing their identity
influenced the paid carers’ choice of topics for discussion and activities to do with the
client with aphasia. In turn, paid carers learned more about the way their clients
responded and behaved reducing the sense of uncertainty within the relationship.
Further, through these interactions the paid carer continued to work towards
establishing trust within the relationship and learned to trust in the client’s ability to
understand the paid carers’ communications.
Ordinarily paid carers would rely on client’s expressing their desires and
opinions about how the paid carer role would best meet the client’s needs. The
research revealed that the presence of aphasia presented a barrier to achieving shared
meaning through everyday talk for the paid carers working with clients with severe
aphasia. The paid carers’ urgency to have the client revealed to them was driven by
their need to reduce the degree of ambiguity and incidences of miscommunication
present in the early interactions with the client. The high degree of ambiguity and
uncertainty at this early experience in the relationship was often associated with stress
as reported by Donna:
“An’ I would walk out of there after two hours an feel more stressed than any of my
other work, any of it because it’s just, it’s so hard, it’s really hard, an the thing is, an’
then you start to catch on little things after a while to see that things are really are
sinking in.” Donna (Interview1)
With time, there is a reduction in the degree of stress perceived by paid carers as
Haille suggested:
“I don't know if it's that she's able to explain things better, or whether I’m just more
in tune with her and the way she delivers her information.” Haille (Interview 2)
As the relationship progressed and the paid carer achieved a greater sense of
shared understanding with the client, the carers’ perceived the relationship becoming
more relaxed. Yet, paid carers reported that there always remains a heightened
requirement for cognitive alertness during interaction with the client and a sense of
mental fatigue at the completion of sessions with them. Faced with the
communication barrier, paid carers described a sense of urgency to have the client
revealed to them. Other sources of relational information became essential to this part
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Figure 7. Getting to know you experience

Doing identity
Constructing
shared meaning

Significant events

Building trust

Acce

p ta n

ce

Getting In

Managing
Impressions

Intense
Uncertain
Effortful

Oblig

ation
Developing
expectancies

Getting Set Up

136

Time

Getting to
know you

of relationship development as information was not easily and expediently shared
between the paid carer and the client. Information was sought from a great number of
divergent sources including other paid carers, paid care managers, therapists,
communication aides, staff, and family members. While much information was
gained from external sources, there always appeared to be a fine tuning of the
information acquired by paid carers through application of their own intuitive
relational knowledge as mentioned by Haille:
“…trusting your intuition as well, the feeling you get in your gut, an' all that, an' I
think working in this field as I have in the last four years…it's really made me switch
that back on in myself, or use, not switch it back on, but actually use that facet that I
have….and I'm very pleased that that happened because I do think your intuition is a
very strong thing. An' I'm thinking the work that I do with people who can't
communicate in a, in inverted commas, normal….way, sometimes it’s the only thing
I’ve got to go back on. Because…you don't know what's happening sometimes.
And…sometimes with Hilda, you very much know what's happening and…others you
don't. But….I think that sort of thing, yeah, that trusting that thing [intuition].”
Haille (Interview 3)
Further, knowledge was also acquired through the process of “trial and error,” as
indicated by Bev:
“Because Jack can’t tell me, ‘Yes’ he’s fine with it, ‘Yes’, this is what he needs, ‘Yes’
he’s happy with this. It's like 'alright’ let's try something different or make an
adjustment here or whatever.” Bev (Interview 1)
The end result, knowledge gained about the person with aphasia, allowed the paid
carer to have greater certainty over how the client would respond or how to respond to
the client, as suggested by Dave:
“I suppose you're more able to…..predict how they'll react in certain situations or you
know the things they like and don’t like.” Dave (Interview 1)
Furthermore, trust is established through “knowing” the other person, as Haille
described:
“I think all of the interactions I have with Hilda are relevant because I’ve got to get to
know her an’ she’s got to get to know me, an’ she’s got to, we’ve got to, she’s got to
trust me, an’ be able to be as much of herself with me as she can…… however that
may…present itself, an’ also that’s very much how I am. I want her to know that she
can trust me.” Haille (Interview 1)
Despite the barrier imposed by the aphasia, the paid carers managed to construct an
identity of the client. They “feel their way around what the client is about”, what the
client “likes and dislikes”, what the client’s “abilities are”, “what’s upsetting” for the
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client, “what they can say and do and what they can’t” with the client, “how far they
can push and when to back off” with the client, “what they’re supposed to do but
can’t” with the client, “how to get around the client”, what the client “wants from
them”, “what’s going to work” for the client, “what the routine will be” with the client
and finally, “what you will and won’t [as their paid carer] take from them [the
client]” in terms of acceptable behaviour. Over time, paid carers managed to
negotiate relationship boundaries with their client despite the communication
impairments. This process was achieved, in part, through paid carers being
compassionate, observant, interpersonally sensitive, persistent, engaged, adaptable,
open-minded and resilient whilst retaining their sense of humour and fun within the
relationship.

“It's so worth it when you get it right” – Experiencing resolution of
communication breakdown as a significant moment. While revealing of the client is
important to the process of establishing shared meaning and reducing uncertainty, it
also enabled the paid carer to identify psychological similarity. The more
psychologically similar individuals are the more likely it is that the individuals will
feel a greater sense of bonding in the relationship (Duck, 2007; Duck & McMahan,
2009). In addition to establishing psychological similarity, paid carers also made
reference to special moments that facilitated the perception of increased bonding with
the client. Commonly, these moments were associated with occasions when paid
carers worked with the client to resolve communication breakdown. These moments
of grappling with the meaning of a client’s non-verbal message appeared to take on
significance for the paid carers while getting to know the client as Haille suggested:
“I'll just try an'……rework it in my head, and yeah, often it can take a very long time
but it's so worth it when you get it right. It's one of those little moments (laugh).
They’re not little moments, that's totally wrong, they're not little moments, they're
huge moments!” Haille (Interview 2)
Discovering the meaning of the client’s non-verbal message can take a long
time and effort, as Heidi described:
“An' then he, I think after two, three weeks or so, three weeks at least, an’ I said “I
know what you want. You want the remote control to go upwards so you can access it
easier", an' he says "ah, ah, ah (intonation indicating affirmative)". You know. An' I
was so happy! It took ages until I understood what he wants because he made a wave
an' he shouldn't have made a wave, he should have made a little hill, going
up......................... So yeah, many things like that but finally sometime (laughing) I
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find out what he wants. So it was a successful thing for me as well.” Heidi (Interview
1)
These discoveries also have important implications for the relationship for a number
of reasons. The commitment and persistence a paid carer demonstrated on working
through the impasse in the communication with their client was perceived by paid
carers as contributing to an impression of being committed to the relationship, as
Haille’s comment suggested:
“I think those moments where we’ve worked out things together, it’s really good
because I think she appreciates it an’ I know I do. …..I think that’s something that
will help that whole trust thing as well and even if I don’t get it right all the time I
think if she knows that hopefully more often than not that I’m going to be on the ball.”
Haille (Interview 1)
In other words, the sustained effort from the paid carer to resolve the communication
breakdown became a strategy for projecting credibility as part of impression
management. In addition, for Haille it gave her a sense of achievement and triumph
that she had succeeded at something difficult. Haille believed working towards
resolution of communication breakdown as a display of commitment contributed to
the development of trust in the relationship. She believed that Hilda felt as though she
could rely on her to be persistent and undertake the necessary work to achieve
successful communication.
Over time, the significance of the moments of resolving communication
breakdown lessened as paid carers began to understand more about the client with
aphasia, as suggested by Dave:
“I suppose over time I would know all the possible ways that I could maybe help in
him getting his point and so most times we'd be able to work it out what the issue was
and so I suppose that's what you'd learn over a period of time…you would know,
what…all the avenues to go down, if, if I couldn't understand what 'e was saying and
usually it would be worked out ….I suppose you just learn all that as you work with
him don't you….., an' I would know….what he, generally........, have an idea about
what types of things he'd be asking me for example….like he might point at his
leg…..or ….point at different things….and, I would then just ask 'im 'Oh…..is it you're
leg that's bothering you?’…and then he'd sort of like nod 'is 'ead ……and, we'd sort of
like be able to it work out and so I suppose that would be the thing that I'd learn over
time.” Dave (Interview 1)
References to the impact of resolving communication breakdown on the relationship
was not present in the transcripts of paid carers and clients where the relationship was
well established. It could be hypothesised that frequent, unresolved communication
breakdown later in the relationship may have the opposite effect on the degree of
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trust. Persistent high occurrences of miscommunication could lead to erosion of trust
within the relationship with clients with aphasia doubting the skill and commitment of
the paid carer in getting to know them.
Overall, the getting to know you experience is about establishing an effective
working relationship with a client. In order to achieve a good working relationship,
paid carers are implicitly aware that they need to know who the person with aphasia
is. The process of revealing the client is more difficult due to the barrier of
communication impairment. Yet, paid carers manage to have the client revealed to
them through non-verbal communicative behaviour, intuitive feel, and comparing
their impressions with other external sources of information. In turn, armed with
knowledge of the client, the paid carers are able to tap into the client’s interests and
preferences to generate a positive experience for the client. This knowledge
contributes to a positive communication environment within the relationship as Dave
described:
“We would talk about football and cricket, all those, he enjoys talking about things
like that…..enjoys going to the football, enjoys going fishing…. and I would….I mean
I know the things that someone like Jack would like and enjoy to do and so …I would
therefore make it as pleasant for him as I could.” Dave (Interview 1)
The paid carers were probably less aware that understanding more about the
client enabled them to discover common interests and generate a sense of
psychological similarity. Mutually enjoyable activities lead to greater opportunities
for genuine sharing and expression of positive emotion within the partnership. This
sense of shared understanding feeds development of trust, as relational partners begin
to “know” each other and each becomes increasingly predictable to the other. In
addition, communicating around shared activities and interests allows for increased
opportunities for acknowledgment and endorsement of the skill of the relational
partner, thus further contributing to a positive communication climate. Eventually,
for some of the paid carers, they reached a level of understanding about the client
whereby they knew them “inside and out”.
Duck (2007) describes the process of progressively understanding the other
person as part of relating and how it contributes to the bonding between relational
partners. He details the process in his serial construction of meaning model. He
identifies four steps in which two people come to understand and appreciate each
other through talk. At the point of introduction, two people may have had the same
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experience but don’t know it yet and this is termed “commonality”. This may mean
that they both enjoy music but don’t know it yet, because it has not come up in
conversation. At some point in the conversation, the two individuals realise that they
have both had the same experience and this is termed “mutuality”. Thus, they may
have talked of going to the same concert or buying the same album. The two
individuals now know they have something in common. The next thing they need to
know is how each of them evaluated the concert or album. If they both thought the
concert or new album was the best they had heard from a particular band, this results
in “equivalent evaluation”. Finally, as the two individuals discuss the experience
further, they discover what the concert or album meant to each other. They begin to
get an understanding of how the other person understood the experience in the context
of their broader worlds of meanings or attitudes. They both may discover that they
love the music from their younger years in the ‘60’s, an era they embraced for it’s
social change and freedom, and that they loved the rock’n’roll bands of that time in
particular. This is shared meaning. Not only do the members of the relational dyad
begin to discover that they have shared similar experiences, but they gain further
insights into the inner world of the other, through the way they have evaluated and
interpreted that experience. If the members of the relational dyad discover that they
have psychological similarity then this fosters a sense of “being connected” allowing
a sense of “weness” or dyadic consciousness to develop (DeVito, 2009).
Relational partners explore aspects of each other through questioning, sharing
ideas and opinions, and observing the others’ reactions and responses to situations and
within joint activities. Each member of the dyad undergoes a process of comparison
between initial impressions and gathering further evidence that will authenticate
initial impressions. If initial impressions are vindicated then relational members may
decide to continue to probe deeper and begin to reveal more of themselves, but always
with a degree of caution within the early part of relationship development. As the
other person becomes revealed, a genuine sense of supportiveness, positiveness, and
other-orientation can develop based on an understanding of the other person’s needs
and wants rather than out of politeness.
Despite the limitations of verbal messages within the relationship between the
paid carers and the clients with aphasia, paid carers were able to achieve “shared
meaning” with their client. Paid carers were able to accomplish this through engaging
in meaningful activities with the client and making astute observations of the client’s
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non-verbal communicative behaviour. Combining their observations with external
sources of information, “trial and error”, and following their “gut”, paid carers were
able to gradually reveal the client’s identity. In doing so, they reduced the degree of
ambiguity and uncertainty and increased the degree of predictability within the
interaction between themselves and the client. In addition, the paid carers enabled
themselves to be more responsive to meeting the client’s needs. In turn, an
environment is fostered within the relationship in which openness and trust can
develop further.

Knowing you inside and out. Over time, the paid carer-client dyads revealed
that each bounded friendship achieved a unique level of shared meaning or intimacy
within it as seen in Figure 8. This situation is not surprising as all relationships are a
co-construction of the individuals involved (De Vito, 2009). Some of the paid carer–
client dyads described a degree of shared understanding where as Barb stated:
“We [Kate and herself] know him [Jack] inside and out.” Barb (Interview 1)

Many of the paid carers achieved a deep and integrated understanding of who their
client is despite the presence of severe aphasia, as reflected in Haille’s comment:
“There is something about her that I like… but at the same time, she can be horribly
rude, and I can find her totally rotten. But there's something about her which I find
endearing and… I love it….and the fact that I can say to her now, I can say 'no' about
things, and I can tell her that I don't like things that she's doing, makes me feel a lot
more comfortable about it as well. Because …..I can be honest with her now and
that's so important to me. I don't think I could have lived a sort of lie about that. If.. I
hadn't got to that point where I'd been able to say 'no' to her about stuff, I don't think I
could have carried on with her.” Haille (Interview 3)
This time in the relationship when the paid carer has an intimate understanding
of their client with aphasia is labelled as knowing you inside and out on the
framework. Depth of understanding about the client with aphasia underpinned a
number of positive influences within the relationship. First, the paid carer’s skill in
decoding the client’s non-verbal behaviour and messages became finely tuned and
therefore increasingly accurate. Paid carers were receptive to the subtle, nuanced
messages from the client as revealed in Bev’s vignette:
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Figure 8. Knowing your inside and out experience

Bounded Friendship
Knowing you inside
and out
Doing identity

Openness + Ease + Trust

Constructing
shared meaning

Significant events

Building trust

Acce

p ta n

ce

Getting In

Managing
Impressions

Intense
Uncertain
Effortful

Oblig

ation
Developing
expectancies

Getting Set Up

143

Time

Getting to
know you

“When I started my shift, the doctor came in to, to have a look at Jack because he was
complaining of pain in his arm, arm and chest.……The doctor couldn't find anything,
couldn't see what it was that was wrong. When he left, Jack didn't want to do
exercises but I know Jack (laughing) and I knew he was faking it and I….. called him
on that and he burst out laughing. (laughs) It was so funny. And then …the male
carer came in and, because we were going to do the exercises with Jack, and Jack just
refused and I struggled to keep a straight face because it's like Jack, when he looked
at me, it was like he was asking for me not to say anything, which I did, I told the
male carer, 'Look Jack is having us on. He just doesn't want to do the exercise today.
And if he keeps refusing there is nothing much we can do so just let it go because he's
not interested and the more we push him and the more you insist the more Jack 'Oh'
(pantomimes being in great pain) Jack he's in such pain (laughs) 'Couldn't possibly
do it with the pain’ Yeah. So. And…. when he left, of course, Jack just couldn't stop
smiling. (laughing) And I told him 'I know you're having us on!' and he was just all
smiles, he just knew it. And he tried to distract me by 'We'll have to work on the
computer. I must fix up his computer, change his date around....' Oh he's terrrible!”
Bev (Interview 2)
Greater reliability in being able to decode the client’s non-verbal
communication rendered the client’s behaviour more predictable to the paid carer and
reduced the likelihood of miscommunication. Further, the paid carers began to
understand how to encode their own messages non-verbally. In doing so, the paid
carers developed a greater sense of confidence that they could present information in a
way that the client was more likely to understand. In all, the quantity and quality of
interpersonal interaction within the relationship develops with increasing awareness of
the client’s communicative behaviours. This increased awareness allowed for more
opportunity to fine tune the paid carer’s knowledge about the client. The end result of
this increase in depth and breadth of knowledge about the client with aphasia was an
increased perception of predictability, ease, and trustworthiness in the relationship for
paid carers.
A further product of increasing knowledge of the client was the corresponding
development of genuine compassion for the person with aphasia. This compassion
was reflected through expressions of fondness and caring for the client, as mentioned
by Haille:
“In a way, it's what makes her, at times, quite endearing when she says totally the
wrong thing……..I'll never forget this. I'd had my haircut and she said, she looked at
it, and she said 'Oh', she pointed and she said (carer points to her head) 'oh I like
that', she said 'nice engine' to my hair and I thought 'I know exactly where you're
coming from'. An' I thought it was so touching because…it made perfect sense to
me.” Haille (Interview 3)

144

Interestingly, fondness for the client with aphasia appeared to occur despite paid
carer’s descriptions containing increasingly negative impressions of the client’s
character. Paid carer’s descriptions of their client’s characteristics included such
features as “manipulative”, “cantankerous”, “stubborn” and “being a bugger” as
Haille commented:
“That's why I'm not worried about telling her 'no' because I can see sometimes, you
can sort of see, it hidden under there, when she’s being a bugger just because she can,
just because that’s the sort of person she is.” Haille (Interview 3)
Initially clients were described as friendly but less flattering descriptions were
contained within the later transcripts of the paid carers, who had worked with their
client for longer periods. The development of increasingly negative accounts of the
client may come about as a result of the growing honesty and openness that occurs
when a sense of trust is created within the relationship. Within a trusting
environment, clients may increasingly “let down their guard” and are more likely to
reveal all aspects of their true self, as alluded to by Haille:
“I appreciate her having been honest with me and I suppose showing me her true
colours, not that I've liked all of them but….'hey, that's the way it goes' ….and I think
because I've been able to be myself with her and she's, not all of the time, but most of
the time, certainly as I've worked with her more and for longer, I think she knows that
about me now.” Haille (Interview 3)
Alternatively, the improved skill of the paid carer in decoding the client’s non-verbal
behaviour may have enabled them to interpret the client’s underlying motives more
accurately.
While the openness and honesty of the clients is important in the relationship,
so too is the openness and honesty of the paid carer, as reflected by Haille in her
relationship with Hilda:
“I say 'So are we talking again are we? Are you going to speak to me?' And I say it
like that, like I really think it's a girlfriend or something, and she, she normally, she's
got a sort of a scowl but she's always, like I say, not lately, but normally I would say
I'm fairly sure that she has understood what's gone on and why it's happened she may
absolutely hate it and think I'm a real cow, but I would put money on the fact that she
knows, 'cause like I say to her, 'You know what will happen', you know, 'if, if, you
know, if you start messing me around like this' I said 'I'm not going to stand for it'.”
Haille (Interview 3)
For Haille, being able to say “no” to Hilda reflected a degree of equality in their
relationship. Haille was able to be open with Hilda about how she expected her own
needs to be met in the relationship.
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Many paid carers, who had achieved a strong sense of shared meaning with
their client, appeared to assume a new role within their paid care position. This new
role was as client advocate and was raised by Ivan in his relationship with Jack:
“Other people, they fed up with him, so they don't want to do anything. So then Ivan
go and ask on behalf of him [client]. They just look at me and (rolls his eyes)..” Ivan
(Interview 2)
There appeared to be several reasons for paid carers adopting the additional role of
client advocate, particularly within the knowing you inside and out experience. As the
paid carers’ understanding of the client increased in depth and breadth, they felt a
greater sense of commitment to the client and more confident in representing their
needs. Furthermore, the expectations of the client may also have increased as trust is
developed within the relationship. As the paid carer becomes more skilled in
interpreting the client’s nuanced non-verbal communication, the client may well have
considered that the paid carer was able to act in the role of supportive advocate.
To recap, the knowing you inside and out experience is perceived by paid
carers as a time of ease and trust in the relationship with their client with aphasia.
There is an increasing breadth and depth to the relationship as more is known about
the client and shared experience and knowledge is greater. Because there is more
knowledge about each other in the relationship, uncertainty has significantly reduced
and paid carers are able to understand their client’s non-verbal behaviours with
accuracy. An increased sense of reciprocity within the relationship was noted as the
relationship was allowed to develop over time. The findings reported by Oswald,
Clark, and Kelly (2004) in their study on friendship maintenance behaviours support
the observation of increased reciprocity within relationships over time. They suggest
that increased knowledge about relational partners allows for greater positivity,
supportiveness, and openness. Intimate relational partners are more likely to be open
and honest in their interaction with each other because there is a greater sense of trust
between them. With a move to this level of intimate knowledge about the relational
partner, there is an increased sense of relational satisfaction. In addition, some paid
carers may assume a new role of client advocate with the client during this
relationship experience. The members of the dyad now derive greater benefits from
the relationship such as emotional support (Hays, 1984; 1989). Further, Fehr (2004)
notes in her research on expectations in intimate relationships, openness, selfdisclosure, and emotional support become more important than shared activities.
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It was apparent in the transcripts of the paid carers that relationships did not
continue to grow indefinitely. It appeared that relationships reached a point where
they were maintained by the paid carers and their client with aphasia. Despite some
of the paid carers achieving high levels of shared understanding and psychological
similarity with their clients, all bounded friendships were constrained by the roles
fulfilled by each of the relational partners. All of the paid carers were aware of the
need to limit their involvement with their client within a professional and ethical
boundary. In addition to the role boundary, the relationship, once developed, was
maintained in a form that appeared to suit the relational partners. For some of the
dyads the degree of psychological similarity between the paid carer and the client was
less than others and this further constrained the relationship. Despite lacking
psychological similarity and having a less involved relationship, Dave and Jack were
able to sustain a successful bounded friendship for many years. However, there was
some evidence in the transcripts to suggest that these relationships were more
vulnerable to deterioration and dissolution over the longer term.
Mechanisms for maintaining relationships over time are widely debated within
the research literature on personal relationships. There are several main approaches to
understanding how relationships are maintained including maintenance achieved
through communication action approaches (e.g., shared meaning system, Duck,
2007;1994), social psychological approaches (e.g., the investment model, Rusbult,
Drigotas, & Verette, 1994), and dialectical approaches (e.g., a dialogic approach,
Baxter, 1994). The transcripts of the paid carers contained a number of descriptions
of relational behaviours that appeared to maintain the relationship. Many of the
relationship strategies identified within the bounded friendships were those identified
by Oswald et al. (2004) to be friendship maintenance behaviours of positivity,
supportiveness, openness, and interaction. Paid carers reported engaging in these
behaviours with the client with aphasia, but also made observations that the client
used these same behaviours.
Duck (1994) has discussed everyday relating as an element of the maintenance
of relationships. He writes how everyday talk serves as a medium that creates,
embodies, or “’essentialises’ the relationship” (p. 53). Although verbal interaction is
limited by the presence of aphasia in the relationship between paid carers and their
clients, they do appear to achieve this everyday relating predominantly through nonverbal messaging assisted by the communication competency skills of the paid carer.
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Everyday relating evolved throughout the relationship process between the paid carer
and client. By the time the bounded friendships reached the knowing you inside and
out experience, relating was now less about exchanging information and more about
being together.
As well as there being evidence of behaviours to mutually maintain
relationships, there was evidence of strategies to maintain non-voluntary relationships
with disliked partners (Hess, 2000). Sharon reported these behaviours in her
relationship with Maria who adopted these strategies toward her:
“She would try [walking] sometimes but it gradually got, when she hurt her leg, none
at all, none at all, the only person that could do it would be that person [another paid
carer], every now and then, and it finished when the person[the other paid carer] left.
I don't know where the person went but wherever she went. But nobody else was able
to get her to do it, nobody. And even the speech therapy or the writing she wouldn't
do that with some people either. Just depends on us, I guess, and who she wanted to
do it with. So she would be quite prepared to sit and watch telly all day. She would,
that's all she'd do if you let her.” Sharon (Interview 1)
The strategies used by Maria effectively kept Sharon at a comfortable distance within
the relationship. Maria refused to participate in many activities with Sharon. Thus,
Maria’s refusal prevented Sharon from engaging in opportunities to observe and get to
understand Maria. Consequently, Sharon’s transcript lacked the depth and breadth of
description of Maria as a person, despite having worked with her for 8 months. In
addition, she was prevented from developing a sense of empathy for Maria’s situation
despite her efforts to try and understand Maria’s world as she described:
“I mean I didn't always understand it but I tried to understand if I was in her position,
how I would feel and I might want to give up and say 'oh stuff it!’ You know. ‘I'm not
getting any better so stuff it!' I didn't always understand it but I tried to understand
it.” Sharon (Interview 1)
In part it seemed Sharon was prevented from knowing Maria due to Maria’s refusal to
cooperate in shared activities and in everyday relating with her.
In summary, bounded friendships develop over time. The bounded friendship
has four key experiences reflecting the progression of the relationship with different
goals and activities associated with each experience. Initially, paid carers are getting
set up with the client with aphasia via the paid carers’ agency. The first key
experience occurs when the paid carers begin developing expectancies about the
future of the relationship with the client and meet the client out of professional and
moral obligation. When the paid carers have agreed to service the hours of the client
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then they meet with the client face-to-face. This experience is called the getting in
experience of the bounded friendship. At this time in the relationship, paid carers
look for non-verbal cues of acceptance to continue in the relationship with the client
as their paid carer. It is a time of managing impressions both in developing first
impressions of the client and creating an impression for the client.
Once acceptance is determined, paid carers get on with the job of getting to
know the client. The getting to know you experience is where the client with aphasia
is revealed to the paid carer through shared activity and everyday relating. In
addition, it is supported by the paid carer’s intuition, trial and error problem solving,
and accessing information from a variety of sources. The degree to which
psychological similarity exists between the paid carer and the client is revealed as part
of the process of constructing shared meaning. Over time, the paid carer builds
knowledge about the client. In doing so, the degree of ambiguity and uncertainty
within the interaction with the client is reduced and predictability is increased. In
turn, an environment is created where trust can develop.
Once developed, bounded friendships are maintained in existence through the
everyday relating and strategic behaviour of the individual members of the dyad. The
paid carers’ skill of knowing the client becomes more refined, especially their ability
to understand the nuances of the client’s non-verbal behaviour. The relationship takes
on depth and breadth of meaning for the paid carer who develops other-orientation
and empathy for the client with aphasia. For some this experience develops further to
a point where the role of advocate for the client is assumed. Paid carers feel at ease
within the relationship which now has the hallmarks of friendship, such as reciprocity,
trust, and greater predictability. The paid carer knows the client intimately and this is
expressed as the knowing you inside and out experience on the framework. While
paid carers compare how the relationship feels to a friendship, they work towards
maintaining it within the boundaries of the paid carer role. Through the use of various
relational behaviours and strategies the paid carers and their clients with aphasia
construct a relationship which is maintained at a particular level of involvement.
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“We have our good days and our bad days” – Fluctuating Relationships

Intuitive to most people’s concepts of relationship, is the notion that
relationships have their ups and downs. The relationships between the paid carers and
their client with aphasia were no exception. Once established, relationships between
paid carers and clients with aphasia underwent deterioration, repair, and most
eventually progressed on to dissolution. For the dyads in the study, most of the
bounded friendships dissolved during the getting to know you and knowing you inside
and out experiences. In this inquiry, paid carers were included who were working
with clients with aphasia. This inclusion criteria prevented the participation of paid
carers who may have exited at the time of the getting set up experience. Yet, it is
feasible that paid carers may opt out of engaging in the relationship with a client early
in the process for many reasons. Paid carers may not have the hours available to meet
the client’s requirements, so the decision is based on logistical limitations. Given the
evidence for negative expectancies generated around working with a client with
severe communication impairment, it is also feasible that paid carers may be
concerned about their ability to cope with a client with severe communication
impairments. Thus, they may choose to be unavailable for work in this type of
situation.
It is also theoretically feasible for paid carers to exit the relationship process at
the time of getting in. Paid carers who did not proceed with the relationship following
the initial meeting with the client did not present in the research. All paid carers
recruited into the study remained in the relationship with the client with aphasia
beyond the getting in period. However clinical experience suggests that paid carers
choosing to exit the relationship at this time is possible and does happen. Further,
some of the paid carers spoke of clients with aphasia failing to show acceptance of
some paid carers and it was suggested that the paid carers then did not pursue the
relationship. Although paid carers involved in the research had remained beyond the
early relationship experiences, they did discuss periods of decline within their
relationships as illustrated by Haille with Hilda. Relationship decline is the going
downhill experience of the bounded friendship. In these cases, paid carers revealed
they adopted strategies to repair the relationship. This process has been nominated as
the getting back experience. For some paid carer and client dyads, such as Bev with
Jack, the relationship continues to deteriorate despite the initiation of repair.
150

Eventually, the relationship between Bev and Jack reached dissolution. The paid
carers’ experiences of the relationship ending are labelled as the going away
experience.

Going downhill. Paid carer-client relationships are like other relationships in
that they are dynamic as reflected in the daily fluctuations experienced by the paid
carers. While there was evidence of the growth and maintenance of relationships,
there was also evidence in the transcripts of relationships deteriorating in quality as
described by Bev:
“I’d had some really good months working with Jack. It was just those last two
months, sort of, yeah…that was really bad.” Bev (Interview 3)
As reflected in Figure 9, all relationships have the capacity to increase their degree of
intimacy and bonding. However, this is not always the case and the framework also
incorporates the capacity for the relationship to deteriorate, characterised by a
weakening of the bonds between the relational partners.
Most paid carers reported having “good and bad” days or fluctuations in their
relationships with their clients with aphasia. These fluctuations were mostly
attributed to how the client was responding towards the paid carer on a particular
occasion as reflected by Ronnie’s comment:
“I know he can be a bit gruff occasionally, but then we all have bad days, but ninety
percent of the time, he's a good guy to be around.” Ronnie (Interview 1)
Paid carers appeared to accept daily fluctuations within the relationship as a normal
feature of having a relationship with another person. Yet, for some of the paid carers,
their relationships with the client underwent a defined period of deterioration as
reflected in the comments of Haille and Bev. For Haille, going shopping was a
specific situation that created distress and dissatisfaction for her in her relationship
with Hilda as she discussed:
“One of my duties while she's been at [name of institution], was initially to go
shopping with her, out into the community and that was fine, and it was actually
working quite well, but it just got to the stage, for me, where I just couldn't….it was
just doing my head in.” Haille (Interview 3)
Bev attributed the deterioration within the relationship with Jack to a range of
situations that combined to reduce the quality of her relationship with him:
“It was just a lot of things that happened. I was there (laughs) and he probably
needed somebody to blame and unfortunately, it was….just me.” Bev (Interview 3)
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Figure 9. Going downhill experience
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The transcripts of both these paid carers, revealed the intrapsychic processes
that they underwent as they grappled with their growing sense of dissatisfaction
within the relationship. Duck (2007) defines this initial period in the relationship
when partners become distressed at the way the relationship is being conducted as the
intrapsychic phase. This phase is characterised by one or both individuals brooding
on their partner’s faults and on the relational cost of the relationship continuing. At
this time in the relationship nothing is addressed directly with the partner but may be
shared with others who will not tell the partner. For Haille the dissatisfaction within
the relationship did not appear to be shared by her client. Hilda was content to go
shopping even though Haille found it a distressing ordeal as she described:
“She still asks me to go shopping and I said 'No. I need a break from the shopping'. I
said " I know you love shopping” but I said 'You’re now going with…’, she's got this
other carer to go to so I said…'You now go with [names of other paid carers] or
whoever’ and she still asks because we did, we used to go every Tuesday…” Haille
(Interview 3)
In contrast, Bev’s dissatisfaction within the relationship stemmed from her belief that
Jack was rejecting her as his paid carer. She described the situation as:
“It got to the stage where I sat outside of Jack's bedroom and just waited until he was
ready and would try it again, no, try it again, no, try it the third time, and then I went
home. Yeah. It got to that stage, so, I was not happy, Jack was not happy.” Bev
(Interview 3),
According to Bev, Jack believed that she was responsible for not resolving the issues
that troubled him. In response to their perception of the relationship deteriorating,
both paid carers described the strategies that they actively pursued in an attempt to
repair the relationship.
Another paid carer-client relationship, Sharon with Maria, illustrated a
different course of deterioration. Haille’s and Bev’s relationships deteriorated over a
relatively short space of time. However for Sharon with Maria there was a gradual
closure of the relationship over a protracted period of time. There appeared to be
several factors that influenced the gradual deterioration of the relationship between
Sharon and Maria. First, Sharon and Maria’s relationship lacked the depth and
breadth of shared meaning present in other bounded friendships. Furthermore, Sharon
and Maria did not appear to have the psychological similarity that other dyads shared.
Despite having many similar experiences such as being mothers of adult children,
sharing the same socioeconomic background, living in the same geographic location,
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and having similar interests, Sharon and Maria appeared to have different frameworks
from which they interpreted and evaluated these life experiences. This lack of shared
perceptual frameworks coupled with Sharon’s inability to adapt her communication
style appeared to limit the growth of her relationship with Maria.
The lack of involvement in the relationship between Sharon and Maria may
have been brought about by the deliberate strategies adopted by Maria. Sharon’s
description of some of Maria’s relational behaviours would constitute the type of
behaviours used to maintain non voluntary relationships with disliked partners (Hess,
2000). Sharon described how Maria ignored her, failed to cooperate with her on joint
activities, and on occasions signalled for Sharon to “go home” before the completion
of the shift. The cumulative effect of these behaviours exhibited by Maria was to
distance herself from Sharon. The only tasks Maria was prepared to cooperate with
were of a personal care nature. It appeared that Maria wanted to keep Sharon within
the very specific role of instrumental paid carer. Sharon was effectively shut out of
other opportunities for joint activities through which shared meaning may have
developed.
Over time, Sharon gradually became more and more alienated from the
relationship due to boredom and lack of connection between herself and Maria as she
described:
“Sometimes I got so bored. ‘I'm going to go to sleep in a minute…., I'm so sick of this
now. I've had enough. I've had enough. One more coffee.’ (laughs) Four, at least.
Four, at least. Yep. And then I'd need a tea for a change………Drove me insane
sometimes towards the end it was driving me crackers. I thought 'Geez got to get out
of home, got to go to the shops, got to go somewhere.' Or when I get out of here I'm
at the shops!” Sharon (Interview 1)
In Sharon’s and Maria’s relationship, Sharon described this intrapsychic phase where
she questioned her purpose with Maria. She no longer felt she was achieving in her
role as Maria’s paid carer as she explained:
“An' I got bored. I'm telling you, I did, after that amount of time, some days you'd
just sit there an' I'd think 'What am I doing here? What am I doing here?' …………an'
then in the end I thought 'I could be doing my housework or I could have gone out or
I could've done this or I could have done that.” Sharon (Interview 1)
Several of the bounded friendships underwent periods of deterioration. On
each of these occasions, deterioration in the quality of the relationship was perceived
by the paid carer. In addition, it appeared that the relationship deterioration
commenced as an intrapsychic phase with the paid carers describing a period in the
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relationship where they questioned the viability of achieving in their role. In all cases
of relationship deterioration, the paid carer initiated repair of the relationship.

Getting back. Most paid carers described how their perceptions of the
relationship with the client with aphasia fluctuated. Despite these fluctuations, for the
majority of the paid carers there was no need for repair in their relationship with the
client. Their relationship with the client bounced back from a bad day with little
evidence from the transcripts that the paid carers had to consciously implement repair
mechanisms or strategies to get their relationship back on track. Time away from the
client was enough to “clear the air” and the relationship continued on as it always had
as highlighted by Haille:
“I think that it would have been very easy for me to have packed it in when it got to
the too hard stage which I went through at different stages with Hilda over different
times that we've had our catch ups….there were times when I thought ‘I've just about
had enough Hilda I can't do it anymore’ but I've always gone back because I don't
like giving up and because ultimately somewhere there I've enjoyed it, or I wouldn't
have kept doing it.” Haille (Interview 3)
On other occasions, some of the paid carers described a time during their
relationships with their respective clients where there was a sense of the relationship
declining which prompted the paid carer to take action. This situation has been
labelled as the getting back experience in Figure 10. Relationship decline was
described in the relationships of Haille, Bev, and in a more subtle way by Sharon.
Haille and Bev described how they took active steps towards repair of the relationship
in the form of discussing the situation with a person external to the relationship. In
the case of Haille, she discussed the situation with a therapist on Hilda’s care team:
“I've got to stop the shopping thing' and……. the psychologist looked at me 'okay yes,
I can see that', you know, I said 'It's murder. I've got to stop doing it' Because if I
hadn't stopped I think I would have had to have said 'I'm off this racket' and since we
haven't been doing shopping I've felt a lot more…it's topped my levels up a bit.”
Haille (Interview 3)
Bev also sought support from several individuals when her relationship with Jack was
declining:
“I spoke to Ivan [Jack’s other paid carer] about this because I thought I must be
doing something wrong or maybe I'm just aggravating Jack, something was wrong.”
Bev (Interview 3)
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Figure 10. Getting back experience
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Bev not only spoke with another paid carer but also with her care co-ordinator from
the employing agency and eventually with the therapists.
Involvement of a third party was to problem solve strategies to facilitate
improvement in the relationship between the paid carer and the client with aphasia.
Together with the third party, strategies were identified that the paid carers then
actively implemented. Several strategies were trialled by both Haille and Bev. Haille
described some of the strategies that she and the psychologist had identified to support
Haille while on shopping outings with Hilda:
“[Psychologist] used to get her to, in therapy, to get her to draw a picture of the one
thing she wanted and she had to stick to that, but, of course, inevitably we'd be
walking through somewhere and they'd be this huge amount of choice for Hilda and
she'd want to stop, like you do when you go shopping, very few people I would say out
there go shopping and walk past lots of shops with just one thing in mind and think
'okay I'm not going to look anywhere else I'm not going to be distracted'. It's almost
impossible. So that was one thing I said to[the psychologist], maybe going to quieter
shopping centres…..go to somewhere a little bit low key, or, just because for someone
like Hilda who loves shopping, or certainly appears to love shopping…obviously too
much choice is a nightmare for her.” Haille (Interview 3)
Following several attempts at implementing strategies that proved unsuccessful,
Haille finally decided she needed to cease the shopping trips with Hilda. For Haille
this alleviated much of the stress that she felt in the relationship. For Hilda the
shopping trips were able to continue with other paid carers taking her shopping less
frequently.
In the case of Bev with Jack, Bev initially tried to show Jack that she was
powerless in her position to meet many of the needs he identified. Despite Bev
advocating strongly on Jack’s behalf to have these needs met by others, many of
Jack’s issues remained unresolved. Initially, Bev then sought advice from her paid
carer colleague to find out how he responded to Jack in relation to these unmet needs.
When these attempts failed to change the deterioration in the relationship, she sought
advice from her care co-ordinator. The response Bev received was to persevere in the
relationship as she described:
“My coordinator, kept saying 'Look you to have to cover the shift, as long as you
cover the shift, that's it and you have to try again, and again.” Bev (Interview 3)
Bev attempted to remain in the relationship as the care coordinator suggested despite
feeling uncomfortable with the strategy:
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“Her [care co-ordinator] point of view on it was 'he's the client and you're the carer.
He has to accept your business', which I thought was such a wrong…way to go about
it, because he has the right to choose which carer he wants to work with…he needs to
feel comfortable with it.” Bev (Interview 3)
Unfortunately, the relationship continued to deteriorate regardless of Bev’s attempts
to persevere. In a final bid to end the relationship, Bev enlisted the support of the
therapists to advocate on her behalf with the agency that the relationship was no
longer viable.
Unlike Haille’s and Bev’s experiences, Sharon did not seek support outside of
the relationship. Rather, she identified her own strategies to try and improve the
relationship with Maria. She attempted to coerce Maria into participating in a broader
range of activities including going for walks, going shopping, and even focussing on
communication drills as she described:
“’Cause I'd say 'Come on Maria, let's do this.' 'Nah' (shakes her head). 'Come on
Maria let's do that?' 'Nah' An' at first…I'd persevere, I'd persevere.” Sharon
(Interview 1)
However, Maria often refused to participate or if she did comply it was in a very
limited way. Sharon tried using humour to “jolly” Maria into participating in a
broader range of tasks but this approach also failed to resonate with Maria. Sharon
eventually decided that the costs of remaining bored in the relationship outweighed
any of the benefits for her and Maria if she continued, so she decided to contact her
carer coordinator to be replaced as Maria’s paid carer.
Repair of a deteriorating relationship was essentially initiated by paid carers.
Sharon attempted to repair the relationship herself but had limited success as Maria
failed to respond to Sharon’s measures. It is unclear from the transcript as to why
Sharon did not seek help from others outside of the dyad. It may have been because
she did not believe that there were others to whom she could turn to for support.
From Sharon’s transcript there appeared to be less active contact between the paid
carers and the therapy team and limited contact between the paid carers themselves.
Therefore Sharon may have perceived that these potential avenues of support were not
available to her. Yet, she also did not seek support from the care co-ordinator who
was often identified by paid carers as their support person. Haille suggested that
despite having access to the care co-ordinators for support this was not always a
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useful option for paid carers because of the care co-ordinator’s lack of knowledge
about the client as she suggested:
“Quite often there’s not much back up, and….I could off load to my agency, an’ I’m
able to do that, but often they don’t know the clients either.” Haille (Interview 1)
It is possible that Sharon perceived that the care co-ordinator would not be able to
help her and therefore she was left with no other options but to attempt to rectify the
situation using her own resources.
Phases of repair have been documented in the literature on personal
relationships. DeVito (2009) defines two phases of repair which include intrapersonal
repair and interpersonal repair. Intrapersonal repair involves a member of the
relationship analysing what might have gone wrong and considering ways to solve the
relational difficulties. Each relational partner decides for themselves whether they
will choose to change their own behaviour or perhaps change their expectations of
their partner. In addition, each partner may evaluate the rewards of the relationship as
it is now and the rewards to be gained from the relationship ending. At the
interpersonal repair phase, the members of the relationship discuss with each other the
decline in the relationship and seek to achieve a resolution. This would normally
entail negotiating new agreements and new behaviours. Alternatively, each of the
relational partners, or as a dyad, may seek advice from friends or family or perhaps a
professional counsellor.
In the case of the bounded friendships, participation in interpersonal repair
appeared a challenging process. Jack’s non-verbal messages to Bev were very clear
that he was dissatisfied in the relationship. But it was difficult for Bev to identify
specifically the underlying rationale for Jack’s discontent. In turn, negotiating new
agreements and new behaviours was rendered futile. It would appear then that the
presence of severe aphasia limits the paid carer’s ability to access subtle and detailed
understandings of the source of a client’s dissatisfaction in the relationship. Thus,
making it more difficult for the paid carer to respond to the client’s specific issues and
resolve them. It appeared that this lack of access to the sophisticated verbal messages
of justification, rationale, and negotiation made the bounded friendship vulnerable at
times of relationship distress.
In summary, some paid carers perceived a decline in the quality of the
relationships with their clients. In response to this perception, paid carers engaged in
intrapsychic and interpersonal processes to repair the relationship. Preliminary
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observations suggest that in the scenario where the paid carer is dissatisfied in the
relationship, strategies were more successful in repairing the relationship when a third
party was enlisted to provide support. Where dissatisfaction in the relationship was
initiated by the client, it was more difficult to achieve repair of the relationship due to
the presence of the aphasia which rendered verbally mediated processes such as
determining expectancies and negotiating outcomes less effective.

Going away. For many of the paid carers, the bounded friendship they had
constructed with their client with aphasia came to an end and this is depicted as the
going away experience in Figure 11. At the dissolution stage of a relationship, the
bonds between the individuals are broken. There were several mechanisms identified
in the relationships that ultimately led to the dissolution of the bounded friendship.
Some of these mechanisms of dissolution were initiated by one of the members of the
dyad, while other mechanisms were outside of the control of the dyad.
Jack and Bev’s relationship continued to deteriorate until it finally dissolved,
despite Bev’s attempts to repair the relationship. For Bev, Jack clearly communicated
his dissatisfaction within the relationship via his avoidance behaviour as she
discussed:
“Where he would.. not want to look at me, he would not be in his room when he knew
it was my time to come to see him…” Bev (Interview 3)
Bev believed that Jack rejected her in the paid carer role because she had been unable
to resolve several issues that arose for Jack over a short period of time as she
suggested:
“I always thought of it as my time with Jack has ended because he had obviously
reached a point where everything that could have gone wrong had gone wrong and I
was there and I was involved. So he didn't want anything to do with me anymore.”
Bev (Interview 3)
Bev felt that Jack “blamed” her. All of Bev’s attempts to persuade Jack appeared to
fail as Jack’s non-verbal behaviour towards her remained unchanged. Bev reported
that Jack’s behaviour became increasingly less cooperative with time.
While she empathised with the possible explanations as to why Jack rejected
her, it was a situation that she found untenable. Bev described how she resorted to
alliance building with the therapists in a last attempt to persuade her care co-ordinator
that the relationship had failed:
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Figure 11. Going away experience
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“I kept calling my coordinator and saying 'Look this is not working. It's not fair on
Jack. (no) It's not fair on me (no). They needed to get somebody.' That's why I
started writing it down, writing down the notes, see, because I thought whoever comes
to see Jack, one of the therapists come and they see the note maybe they'll contact
[name of employing carer agency], to find out what was going on.” Bev (Interview 3)
Eventually, the failure of the relationship was recognised by her care co-ordinator
who appointed another paid carer to service the hours with Jack.
Bev was able to look on the dissolution of the relationship with Jack in a
philosophical way as she discussed:
“For me, it was like Jack had a hand in it, he decided, it was his decision.” Bev
(Interview 3)
She felt that at least Jack was empowered enough to make the choice himself and that
the relationship ended because that was what he wanted. She accepted the
circumstances that lead to the deterioration in the relationship as being beyond her
control and appeared satisfied that she had attempted to repair the situation to the best
of her ability at the time, despite not knowing who to turn to for support. The
presence of aphasia appeared to contribute to an erosion of trust between Bev and
Jack. In the presence of impaired verbal processing and output, sharing and
empathising with one another’s perspectives becomes more difficult. In addition,
establishing attribution of control of the actions or behaviours of the relational partner
is more prone to misinterpretation and misunderstanding. These misunderstandings,
unless clarified, have the potential to contribute to irreconcilable loss of trust.
Another mechanism leading to the dissolution of one of the relationships in the
study was initiated by the paid carer who chose to leave the relationship through
boredom. The relationship between Sharon and Maria appeared more vulnerable than
the other bounded friendships because it lacked the richness and depth of other paid
carer-client relationships. From Sharon’s transcript, it was clear that the relationship
was maintained by the dyad at a less involved level. This lack of involvement
between Sharon and Maria appeared to be largely bought about by Maria’s non-verbal
behaviour which maintained Sharon at a distance within the relationship. She was
able to maintain the relationship at a less bonded level by a variety of non-verbal
strategies which kept Sharon from getting to know her and sharing in her life. The
relationship lacked the exchange of shared meaning and thus the vehicle for building
trust and sharing in the relationship. There was minimal sense of Sharon knowing
who Maria was, thus limiting her capacity to genuinely empathise and develop other162

orientation for Maria. Sharon’s attempts to repair this situation appeared to fail.
Sharon found herself in the situation of having weekly blocks of time with Maria
where there was minimal exchange and lack of cooperation from Maria to participate
in activities. Eventually after 8 months, Sharon weighed up the costs and benefits of
the relationship and decided it was better to leave.
For the majority of paid carers dissolution was not brought about by the
relational partners but by circumstances outside of the relationship. These
circumstances included the client moving to a new facility which necessitated a
change in paid carer teams. A further mechanism was cessation of funding which in
Jack’s case was approaching in the near future.
Usually in the situation of the dissolution being brought about by a mechanism
outside of the control of the client-paid carer dyad there was no preceding sense of
deterioration or need for repair. Some paid carers expressed a sense of loss for the
relationship and hoped they would continue to meet with the person after their formal
relationship as the client’s paid carer ended as suggested by Kate:
“I'll miss him, I don't know whether he'll miss me, 'cause he’ll have such a lot going
on….there'll be a lot of activities and new people coming in and all that, so yeah, I
will miss him. That's when I'll visit. I'll just visit him every now and again and make
sure….., his happy.” Kate (Interview 1)
Most of the relationships studied were dissolved within the timeframe of the study and
most mechanisms were outside of the control of the members of the dyad.
The going away experience reflected the presence of two processes known in
the research literature as that of interpersonal separation and social separation
(DeVito, 2009). Interpersonal separation is where the relational partners see
themselves as separate individuals again rather than as a relational dyad. This parting
is usually accompanied by a physical separation from each other. If this separation
proves acceptable and if the original relationship is not repaired, this phase will be
followed by social separation where it is made obvious to others that the dyad no
longer exists. Avoidance of each other and the return of each relational partner to
thinking of themselves as individuals rather than halves of a pair are among the
primary characteristics of dissolution.
Thus, paid carers experience their time with a client as a relationship which is
described by paid carers as a bounded friendship. Paid carer–client relationships are
built over time, via interpersonal communication processes which are essentially non-
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verbal in the presence of aphasia, and can be viewed as a gradual progression through
the serial construction of meaning between the relational partners. The relationships
described by the paid carers varied according to the degree of bonding that existed
between the relational partners. Yet, paid carers identified common goals and
relational behaviours throughout the relationship process. Four key experiences
common to the process of developing the bounded friendship emerged from the
analysis of the paid carer’s narratives. They are getting set up, getting in, getting to
know you, and knowing you inside and out. Ultimately, bounded friendships stabilise
at a point whereby the relational partners maintain the relationship at a given level of
intimacy.
As with all relationships, there was not necessarily a seamless progression
from a less bonded relationship through to a strongly bonded one for the paid carers
and their clients. The bounded friendships underwent daily fluctuations with some
experiencing a period of deterioration. Paid carers attempted strategies to repair the
relationships when they perceived deterioration in the quality of the relationship. On
occasions the repair strategies were successful and the relationship with the client
with aphasia was perceived to get back on track. Yet, there were also examples of
bounded friendships continuing on to dissolution. Most bounded friendships
dissolved due to external reasons that were beyond the control of either of the
relational partners with a few relationships ending due to interpersonal reasons of
either the paid carer or the client with aphasia. These experiences of relationship
decline were identified as going downhill, getting back, and going away.
According to Duck (2007), progress in relationships is a process of coconstruction of meaning between the relational partners through everyday relating.
However in the event of the relational partner having severe verbal communication
impairment, forming an understanding of the person and their needs becomes a more
challenging and time consuming process. The present inquiry revealed that the
bounded friendships between paid carers and clients with aphasia are mediated via
non-verbal communication and enabled by particular qualities of the paid carer.
These two findings are discussed in the following chapter.
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Chapter 5: Building The Bounded Friendship: The Role of Carer
Characteristics and Non-Verbal Communication

Ordinarily, interpersonal relationships are considered to be a co-construction
between two members of a relational dyad (DeVito, 2009). Duck’s serial construction
of meaning model (2007) defines progress in relationships as a process of coconstruction of meaning between the relational partners through everyday relating. In
other words, relationships are developed and maintained through communication
between the individuals involved. Relationships develop slowly with relational
partners taking a casual approach at the commencement of a relationship. Time is
necessary to gain a sense of the relational partner especially to gauge their degree of
similarity. Usually, relationships will then assume a form of casual acquaintance,
friendship, or intimate relationship depending on the behaviours of each member of
the dyad.
Unlike spontaneous relationships, the client and paid carer relationship
commences because the two people are brought together in their respective roles.
Initially, the paid carer meets with the client out of obligation to determine the
viability of an ongoing relationship, as part of the getting in experience. Paid carers
expect that they will support the client in the ways that have been defined by their
role, the client’s needs, and the care team’s goals. From this inquiry, it was evident
that success in the paid carer role is largely determined by the carer’s ability to create
a positive and trusting relationship through which to deliver support to the client.
Typically in relationships, communicative interaction between acquaintances
is the vehicle by which information is shared. As the degree of uncertainty between
them is reduced, a foundation for attraction and trust is created. With time and
increased opportunities for shared meaning to develop, relationships progress towards
bonding and intimacy. Developing shared meaning through self-disclosure is
relatively straight-forward for paid carers who are able to communicate openly and
candidly with their client. However when the client has severe verbal communication
impairment, forming an understanding of the person and the person’s needs becomes
a more challenging and time consuming process. For some paid carers, it can be a
frightening situation as Heidi described:
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“When I'd heard that Jack can not talk at all I was a bit frightened. I thought what
an' how do I know what the person wants, how do I communicate.” Heidi (Interview
1)
Forming a relationship with a client with severe aphasia was challenging for
the paid carers for a number of reasons. First, time to develop the relationship was
constrained by the number of funded hours allocated to each paid carer. Paid carers
acted strategically to quickly establish a bonded and trusting relationship with the
client with aphasia rather than allowing for this process to unfold gradually. Second,
aphasia renders verbal messages less reliable compared to non-verbal ones. Thus,
paid carers had to be cognizant of non-verbal messages. However the ambiguity
inherent in non-verbal communication increases the likelihood of miscommunication.
This propensity for breakdown in communication had the potential to undermine the
creation of trust crucial to the foundation of these relationships. The need to
efficiently form a relationship with the client with aphasia in combination with the
reliance on non-verbal communication required particular qualities in the paid carers.
The paid carer characteristics that enabled the bounded friendship and the role of nonverbal communication in mediating the influence of carer characteristics on the
progression of the bounded friendship are the focus of this chapter.

Carer Characteristic as Enablers of the Bounded Friendship

Certain personal traits and communication competencies of the paid carer
emerged as enablers of the process of bounded friendship and are listed in Table 3.
These personal attributes of the paid carers included the character traits of being
highly perceptive or interpersonally sensitive, compassionate, and empathic. In
addition, a number of communication competency skills were essential to the
enablement of the bounded friendship. These skills included possessing a large
repertoire of relational and communication strategies, skills for decoding and
encoding non-verbal communication, self-monitoring ability and cognitive flexibility
to adapt communication strategies within the developing relationship.
In particular, a subset of communication competency skills became
emphasised in the presence of severe aphasia. These competency skills are known to
be important in cross-cultural communication (Adler et al., 2007). Applied within the
context of this inquiry, people with aphasia can be defined as a sub-cultural group of
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Table 3.
Enabling Paid carer characteristics on the process of bounded friendship.
Personality Traits of the paid carer
•

High interpersonal sensitivity

•

Compassion for humankind

•

Empathy/perspective taking

Communication competencies
•

Large repertoire of communication skills and relational strategies

•

Effective encoding and decoding skills of non-verbal communication

•

Self monitoring ability

•

Cognitive complexity

Intercultural communication competencies
•

Tolerance for ambiguity and uncertainty

•

Commitment to role and person

•

Openmindedness
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the mainstream culture. Thus, communication competencies important to crosscultural communication were essential in augmenting the process of forming the
bounded friendship. These intercultural communication competencies included
tolerance for ambiguity and uncertainty, open-mindedness, and having commitment.
These paid carer traits and communication competency skills, through the mediating
influence of non-verbal communication, enabled the relationship process to progress
as shown in Figure 12.

Personality Traits

“I’ve always been good with people” - High sensitivity. There is sufficient
evidence in the transcripts to suggest that many of the paid carers were highly
sensitive individuals. They were adept at sensing, perceiving accurately, and
responding appropriately to the personal, interpersonal, and social environments in
which they found themselves with their clients with aphasia. Many vignettes revealed
the paid carers’ ability to sense or feel their relational partners’ moods such as Haille
described:
“An’ she’ll smile an’ she’ll sort of, an she’s got a very, she’s got some very sweet
expressions that she pulls so when she’s smiles at you genuinely with her eyes, an’
you know she’s smiling, you know. Other times, she’ll do that pretend smile, an’ she
doesn’t smile with her eyes, an’ you’ll say to her, sort of, um ‘Hilda you’ve got to
smile with your eyes so I know that you mean it.’ An’ she will smile normally.”
Haille (Interview 1)
Paid carers were also adept at sensing their partner’s needs such as reflected in Bev’s
comment:
“I can now, with confidence, know when he's being cheeky and when he's not but only
a little while ago it would've been a guess because it was something that was part of
his notes that he can be cheeky sometimes and just refuse to do things, when he's
maybe not feeling well, or might not of been feeling like exercising or what ever but
now I can, or I feel that I can say to a person 'No, he's really not feeling well' or 'He's
just being cheeky today' so give it a go.’” Bev (Interview 2)
Further, paid carers were able to intuit their relational partner’s underlying motives as
discussed by Haille:

168

Figure 12. The framework of bounded friendship showing the influencing role of
carer characteristics
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“And we left her office and we walked, we were walking along the corridor, and
Hilda, with her good arm, was punching the air (gestures this) in a victory salute
thing because she'd managed to sort of achieve this,… goal. I don't know if she saw it
as a goal but this is how it ..appeared to be unravelling, that she felt, that she'd got
one over on this women, or the hospital or whatever the situation may be and.. I was
just completely gob smacked, actually that this was sort of unfolding. You know, part
of me felt it was, I sort of had to smile to myself, but it was just, um, I found it all a bit
yucky. I didn't like it and, you know, it made me feel quite uncomfortable because I
don't like manipulation whoever it comes from, but when it's, I don't know if this lady
realised that this was happening to her, or if she felt too embarrassed to say anything,
because she was presented with Hilda.” Haille (Interview 3)
Much of this sensing about the relational partner within the social environment
appeared to be undertaken by paid carers without their conscious awareness as
indicated by Ronnie:
“I've got no idea how it happened. I can't tell you how it happened. I think it's just a,
I'm a person that can get on with most people.” Ronnie (Interview 1)
Interestingly, all paid carers appeared to just know that they could get along with
others as suggested by Lyn:
“I get along well with most people.” Lyn (Interview 1)
Through their lifetime of relating to others they had developed an understanding of
themselves as being skilled with relating to others. In fact for some paid carers, this
was one of the personal strengths that encouraged them to become paid carers.
The ability of being more sensitive towards others may be due to an
underlying character trait that allows individuals to be highly sensitive to all stimuli in
the environment. People differ considerably to the degree that their nervous system is
aroused under the same situation and same stimulation. Aron (1997a & b) coined the
term high sensitivity to describe this trait of being more receptive to sensory
information. It is also known as sensory-processing sensitivity in the psychological
individual difference literature. More generally it is described as interpersonal
sensitivity and is defined as “the ability to sense, perceive accurately, and respond
appropriately to one’s personal, interpersonal, and social environment” (Bernieri,
2001, p. 3). It is estimated that in all higher species, including humans, approximately
15-20 % of the population are very sensitive to stimuli. The fundamental difference
for people having high sensitivity or sensory-processing sensitivity is the way their
brains transmit and process sensory information from the environment. Individuals
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with high sensitivity are more likely to notice levels of stimulation that go unnoticed
by others, including subtle sounds, sights, and physical sensations. In addition, the
information is more carefully processed for finer-grained distinctions.
Aron’s (1997 a & b) research into high sensitivity found that this trait is
different to introversion or shyness. She also associated high sensitivity with other
traits including: high conscientious, superior ability on tasks requiring vigilance,
accuracy, speed, and the detection of minor differences, ability to process material to
deeper levels of semantic memory, often thinking without thinking, ability to learn
without conscious awareness, and high responsiveness to the moods and emotions of
others.
In the following extract, Aron (1997b) relates this sensitivity to what has been
called the sixth sense,
This greater awareness of the subtle tends to make you [highly sensitive
people] more intuitive, which simply means picking up and working through
information in a semiconscious or unconscious way. The result is that you
often “just know” without realizing how. Furthermore, this deeper processing
of subtle details causes you to consider the past and the future more. You
“just know” how things got to be the way they are or how they are going to
turn out. This is that “sixth sense” people talk about (p. 7).
Paid carers, too, often could not explain how they knew things about the person with
aphasia or how to respond to them as Haille described:
“I think a lot of what I do, I do intuitively, because no one’s told me, really, what to
do an’ I don’t think you can, really tell people what to do.” Haille (Interview 1)
The notion of social evaluation and behaviour having automaticity is well founded in
the social cognition literature. Lakin (2006) in her review of automatic cognitive
processes and non-verbal communication concludes that “people make inferences
about the behaviours of others, without intention, control, effort, or awareness of
having done so. Many of these behaviours are non-verbal cues” (p. 62). Other paid
carers described drawing on information from more general frameworks about
relating and relationships such as commented on by Ronnie:
“The standard routine that I would go through with most people that you vaguely
know.” Ronnie (Interview 1)
This type of information or knowledge is derived intuitively, or is tacit for most
people, and is acquired through the everyday process of relating to others.
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Tacit or intuitive knowledge about relationships was used extensively by paid
carers to inform them in their relationships with their client with aphasia throughout
the existence of the relationship. While most paid carers would access this kind of
knowledge in all paid carer-client relationships, it is particularly advantageous for
paid carers in a relationship with a client with severe aphasia for a number of reasons.
First, paid carers need to be meta-intuitive in the context of caring for a client with
aphasia where verbal messages are less available. Paid carers not only needed to
intuit what is happening in a relational sense from their own perspective but from
their client’s perspective too, as discussed by Haille:
“How challenging it is to work with her, 'cause not only are you doing that thing
where you're feeling what she's saying and understand it, or not as the case may be,
and taking it into the next thing but then you’re doing all that other stuff that you've
just described, where you're really working in a sort of vacuum and you’re trying
to...often second guess almost what's happening for the other person, so you're
almost taking on, it's like, a number of different roles. It's a biggy, it's a biggy,
working with her.” Haille (Interview 3)
This means that at all times the paid carers not only must be mindful of their own
relational behaviours and reactions, but also must try to understand and anticipate
those relational behaviours and reactions from the perspective of the client.
Second, communication between the paid carer and client with aphasia is
heavily reliant on non-verbal communication. Non-verbal communication is
notoriously ambiguous and the use of verbal messages to minimise the ambiguity is
less effective. Therefore, skill in sensing and responding to the social world
accurately becomes even more important. Non-verbal decoding skill is a subset of the
broader construct of interpersonal sensitivity and its significance in the relationship is
highlighted by Barb:
“So they [Ronnie with Jack] were communicating in, in some bloke form, I don't know
but it's, it's working an' it's working, really, really well.” Barb (relaying a
conversation she’d had with Ronnie) (Interview 1)
Being highly sensitive is an advantage throughout the relationship process
with a client with severe aphasia. For paid carers, it helped them to build rapport with
the client in the getting in and getting to know you experiences. They were able to
gauge the client’s level of responsiveness to various getting in strategies and adapted
their approach accordingly. Later in the relationship, sensitivity enabled them to
balance their approach to the client’s changing needs. Paid carers were able to
perceive when the client needed emotional support or needed space, when they
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needed a firm approach or when they needed flexibility, when they needed to have a
good laugh or when they needed to be taken seriously, and when the client needed
advocacy and when they needed to be left to be independent. The paid carers needed
to perceive when they had “got it wrong” and even when the relationship was no
longer viable. The paid carers needed to trust in their intuition but also recognise that
they may not fully appreciate the client’s perspective and would need to look for
confirmation as to the accuracy of their judgements.
While some individuals are more hard-wired to be sensitive to the
interpersonal context, it has also been shown that skilled aspects of interpersonal
sensitivity, such as non-verbal decoding skills, can be improved through training
(Riggio, 2006). In fact, many of the paid carers described a process of fine-tuning
their sensitivity towards the particular client. Most paid carers reported that they
achieved a growing sense of trust in themselves being able to know the client’s inner
thoughts, feelings, attitudes, and motivation behind non-verbal communicative
behaviour usually within a year of “knowing” them. For some dyads, like Ronnie
with Jack, there was an instant recognition that Ronnie “knew” Jack. They just
“clicked”. Other paid carers working with Jack, such as Barb, commented on the
amazing connection that Ronnie appeared to have with Jack. It appeared that Ronnie
and Jack shared a high degree of psychological similarity which was sensed by
Ronnie early in the relationship. This allowed the dyad to progress very quickly to
knowing each other “inside and out” with less effort.
More typical, was the scenario of the paid carer developing an increased
awareness and fine-tuning of their understanding of the client’s non-verbal
communication through shared activity over time as suggested by Heidi:
“I didn't know anything what he wants. That's the difference. But the way he
expressed himself didn't change but because I didn't know him an' I had to find out if,
when he does this he means that, when he does that he means, wants that.” Heidi
(Interview 1)
Other paid carers described becoming more consciously aware of tapping into their
intuition to guide them in their relationship with their client with aphasia, as suggested
by Haille:
“I think that intuition thing has been a huge thing for me actually, when I think about
it now in the cold light of day, without even being, necessarily, really conscience of
it....certainly in the early days, now I find I do it, I will consciously register, that I am
using it.” Haille (Interview 3)
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Not only did paid carers fine-tune their understanding of the client’s communication
messages, but they were also aware of the clients adapting to their communication, as
revealed by Donna:
“Well because you learn more of each others’ cues….. an' she would understand me
more easy.” Donna (Interview 2)
As with any trait, there are advantages and disadvantages to possessing
sensitivity. Being sensitive to processing subtleties in the environment is an
advantage for successfully establishing and maintaining a relationship. The
disadvantage of the trait is that it can also lead to feelings of over-arousal and
becoming overwhelmed. The highly arousing scenario of meeting with a new client
combined with the extra processing load required to compensate for the lack of verbal
communication may contribute to the increased intensity and stress described by some
of the paid carers in the beginning of their relationships. Many paid carers described
the exhaustion they felt after a few hours of relating with the client with aphasia.
Haille also described the extra demand that is created when taking the client into new
or dynamic environments, such as the shopping centre, and how this activity if
prolonged can contribute to the paid carer feeling overwhelmed and unlikely to
sustain the relationship. Aron (1997a) believes that highly sensitive individuals
involved in caring for others can be more vulnerable to burnout if strategies are not
put into place to manage the overload.
Not all paid carers experienced meeting the client for the first time as stressful.
Ronnie felt trepidation prior to meeting with Jack. Yet, he experienced the heightened
intensity as uplifting rather than distress:
“I suppose in the sense there would have been a little bit of stress, apprehension more
than anything else, that sort of ‘butterflies in the stomach’ but then coming out of
there and feeling… that buzz that I got an' I thought 'No, I like that!'” Ronnie
(Interview 1)
More experienced paid carers such as Dave appear to be less effected by the
heightened emotions felt by some of the paid carers at the beginning of the
relationship. They appeared to have benefited from their broader range of care
experiences. Through these experiences, they acquired a large repertoire of
communication skills and relational strategies to help them to progress the
relationship. These strategies and skills enabled the paid carer to “get in” with the
client, while minimising the level of intensity perceived by the paid carer.
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Communication skills and relational strategies are returned to in the context of paid
carer competencies later in the chapter.
Having heightened interpersonal sensitivity was not the only character trait
that enabled paid carers to establish a working relationship with a client with severe
aphasia. The personality trait of compassion was equally important to the
establishment and longevity of the relationships between paid carers and their clients
with aphasia.

“People who, committing to care for people should have in common, loving
others” - Compassion. From the outset of the relationship, the paid carers dealt with
their client with aphasia with compassion despite the client being largely unknown to
them, as reflected by Ivan’s comment:
“People who, committing to care for people should have in common, loving others,
you know (yes), ah, especially my beginning of, of, of that motivation to, sort of, share
a bit of my life (Okay) towards others.” Ivan (Interview 2)
Sprecher and Fehr (2005), established researchers in the area of compassionate love,
offer a working definition of compassionate love as:
An attitude toward other(s), either close others or strangers or all of humanity;
containing feelings, cognitions, and behaviours that are focused on caring,
concern, tenderness, and an orientation toward supporting, helping, and
understanding the other(s), particularly when the other(s) is (are) perceived to
be suffering or in need. (p. 630)
They believe that compassionate love is likely to be an enduring attitude or
dispositional variable as well as a fluctuating state that is affected by situational and
relational contexts and temporary mood states. They recognise two separate forms of
compassion including a more general form termed “compassion for human kind” and
a more specific form termed “compassion for close others”.
Compassion was a particularly helpful quality for paid carers during the
establishment of the relationship, when there was much uncertainty. The type of
compassion that appeared most helpful at this time was compassion for strangers or
humanity. A common early perception amongst the paid carers was of the client’s
unusual presentation as suggested by Donna:
“So I went and I think the first thing she said was, at the time, she’d like to say
something about the ‘bob’, ‘bob’ was a lot of her words for things. I just went’ uh-
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oh’ (laughs) and she said ‘the bob over thing’ an’ I went ‘Oh my god!’” Donna
(Interview 1)
Despite the bizarre communication of the client with aphasia, the paid carers were not
put off but had a strong desire to help this person in whatever capacity they could.
Out of compassion, they were prepared to endure the awkwardness and
embarrassment associated with misunderstanding their client’s non-verbal messages.
In the early phase of the relationship, it was important for the paid carers to follow a
normal relational script for getting in. They chose to endure their own discomfort or
exit a situation to ensure that their behaviour did not erode their client’s self-esteem.
The paid carers described behaviours and responses that would protect or preserve the
client’s sense of self even at a cost to their own selves, often in the form of using selfdeprecating humour as indicated by Kate:
“Some experience that he's had, something that he's wanted to tell me but despite the
miming and the trying to draw it, in the end we've often had to give up, and [I’ve had
to] make a joke or something to get through that awkward thing and that's passed.”
Kate (Interview 1)
Self-sacrifice is a quality that Sprecher and Fehr (2005) believe differentiates
compassion from empathy. They argue that compassion is a “cousin concept” to, but
distinct from empathy. They believe that compassion is the more “encompassing”
construct because it includes tenderness, caring, and other aspects of empathy, but
also behavioural predispositions such as “self-sacrifice”. Furthermore, they propose
that individuals who experience high levels of compassionate love for humanity may
be those who are most likely to pursue vocations dedicated to the service of others.
Certainly, the paid carers included in this study support this proposition.
As the relationship with a client progresses, compassion for the person is
allowed to develop. Paid carers began to “know” their client with greater depth. Yet,
knowing more about the client also meant paid carers were exposed to knowing
aspects of the client’s character that they may not necessarily like. Over time, Donna
and Haille came to see that their client Hilda had a “manipulative” side. Ronnie and
Bev became aware of Jack’s “grumpy” or “cantankerous” side. Dave learned about
Jack’s high degree of frustration at, and intolerance for, a system that had failed him
many times. Heidi questioned the nature of Jack’s premorbid character because none
of his children visited him and because of the way he looked in the photos on his
walls. Fortunately, the paid carers’ compassion for their clients allowed them to
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accept the client for whom they were and to continue to support them as Haille
suggested:
“I can't help but liking her though. I really can't. Even though there have been times
when I've thought 'Oh no, you're just doing this to do my head in, aren't you?” Haille
(Interview 3)
Another character trait closely aligned with the trait of compassion is empathy.
It was the trait of empathy that allowed paid carers to see life from the perspective of
the client with aphasia. Empathy, in combination with high sensitivity and
compassion, enabled the bounded friendship to grow.

“That's how I'd like to be treated” – Empathy. Paid carers made numerous
comments which reflected their empathic nature. Many paid carers were able to put
themselves in the shoes of the person with aphasia and imagine the world from their
client’s perspective. Being able to perceive what another person experiences is
known as the character trait of empathy. Empathy is defined as “the ability to feel
another person’s feelings: feeling or perceiving something as does another person”
(DeVito, 2009, p. 324). According to Adler et al. (2007), empathy has three
dimensions. First, empathy involves perspective taking as highlighted by Ronnie:
“I go into Jack, I become Jack. It might sound weird. I try an' think like him and
what he possibly can, can mean.” Ronnie (Interview 1)
This dimension requires the ability to take on the viewpoint of another person,
whereby you set aside your own opinions and take on those of the other person.
Second, empathy has an affective dimension also known as emotional contagion.
This dimension means experiencing the same feelings as the other person, such as
their fear, joy, sadness or sense of injustice as in the case of Kate with Jack:
“I was always still looking for something because I felt it wasn’t fair, wasn't fair and
it was a terrible, it's.. terrible to lose their independence and independence just as a
human being because basically, the power of speech is phenomenal and without that
speech, you’re just cut off, you're really cut off, from a lot of things, as you know work
and socializing, being able to live, you know, by yourself even, I mean you can't even
call for help.” Kate (Interview 1)
A third aspect of empathy is having genuine concern for the welfare of the other
person as articulated by Haille in the case of Hilda:
“An’ often I think to myself…if I were ever in the situation like that I would want
somebody to give me their respect …an’ the best care that they could. I mean,…look
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at some people’s situations an’ I sort of think, often I’m quite horrified by things that
staff say an’, an’ the way they talk about the clients.” Haille (Interview 1)
This form of empathy is illustrated when a person has a sincere interest in the wellbeing of the other person.
Empathy is not always easy to achieve with all people, especially when the
person to be empathised with may be different from oneself, as suggested by Kate:
“I feel some times, not with everybody, but some people I'm sort of tuned in to more of
the feelings, which goes beyond words.” Kate (Interview 1)
Some paid carers were resourceful in their attempts to try and achieve empathy with
their client with aphasia, such as Barb described:
“Anything I want to know about Jack and what he's feeling, and what he's
understanding, I actually can ask this other guy, even though they are two individuals,
and he can give me a really good guide as to what he's understanding.” Barb
(discussing how she achieves empathy for Jack through information she is able to
obtain from another client who has mild aphasia) (Interview 1)
Barb was able to achieve greater understanding and empathy for Jack, after being able
to talk to another client who had been through the experience of aphasia, but now was
able to discuss it with her. For other paid carers, such as Sharon with Maria, being
able to achieve empathy was not always possible even with effort. Unfortunately, a
lack of empathy for Maria’s situation appeared to contribute to the decline in the
relationship of Sharon with Maria.
In summary, paid carer character traits of high sensitivity, compassion, and
empathy were important to the process of establishing and maintaining the bounded
friendship over time. In addition, a variety of other skills were identified within the
inquiry as having elevated importance for their influence on the bounded friendship
with clients with severe aphasia. These skills were determined within the research to
be communication competencies and were important characteristics of the paid carers
that enabled the bounded friendship to develop and be maintained.

Communication Competencies

Emerging from the transcripts of the paid carers were descriptions of particular
paid carer skills that enabled the process of the bounded friendship. These skills have
been previously identified in the interpersonal communication literature as skills of
competent communication (Adler et al., 2007). Communication competence is not
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easily defined, however most communication scholars agree that competent
communication is both effective and appropriate (Spitzberg, 2000). The goal of
interpersonal communication is to balance effectiveness and appropriateness in order
that one dimension is not executed without the other. Adler et al. (2007) also
highlighted that there is no single ideal or effective way to communicate and that
competence is situational. While biology has a strong influence over communication
style, it has also been found that communication competence is largely a set of skills
that can be learned (Fortney et al., 2001).
Several communication competency skills became particularly important in
the context of relating with a client with severe aphasia. These competencies were
identified as having a large repertoire of communication skills and relational
strategies, effective skills in encoding and decoding non-verbal communication,
effective self-monitoring ability, and cognitive complexity. All of these
communication competencies are important skills for paid carers given the
interpersonal nature of their work, however their importance was magnified as
enabling the interpersonal relationship to flourish between the paid carer and the
client with severe aphasia.

“All the avenues to go down” – A large repertoire of communication skills
and relational strategies. The communication competency of having a large
repertoire of communication skills and relational strategies was determined to be
particularly important during the getting in experience of the bounded friendship.
Experienced paid carers had developed a set of communication skills and relational
strategies that allowed them to cope particularly at the outset of a relationship with a
new client with aphasia. These communication skills and relational strategies were
learned as part of the job of being a paid carer. Having a large repertoire of
communication skill and relational strategies appeared to relieve some of the stress of
the early sessions. Dave and Lyn described a set of strategies and approaches that
they had established as a result of their experience of working with a variety of
different clients. Not all paid carers had a large range of, or confidence in their
relational and communication strategies. Less experienced paid carers, such as Bev,
were yet to establish, and have confidence in, their repertoire of relational strategies
for getting in. Despite having prior knowledge of specific sensory-related
communication impairments, Bev described how stressful her early sessions with Jack
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were. This stress appeared to be due in part to her lack of experience with a range of
relational communication strategies specific to the paid care situation.
From the research literature, it is well established that good communicators do
not use the same approach in every situation, but have a large repertoire of
communication skills and strategies from which to draw. (Adler et al, 2007). Many of
the skills and strategies used particularly by more experienced paid carers functioned
to project a positive impression characterised by immediacy, likeability, and
trustworthiness.
Paid carers developed strategies that enabled them to communicate
attentiveness and genuine interest in the other person. Effectively, these strategies
were about communicating other-orientation. Some examples of other-orientated
strategies reflected by the paid carers included showing consideration and respect by
providing an explanation of what is going to happen or by asking for client’s
permission to proceed with an activity as discussed by Lyn:
“I'd actually explain to her what I was doing before I'd start I'd say ' Maria, this is
what's written down in your book and this is what we're going to do' and she'd answer
'yes' sometimes she'd say 'no', and I'd say 'Well let's just try a little bit of it, first' and
she did answer, she hates being ignored. She wants the attention focussed on her so I
find that you've really got to, and I always ask her 'Can I turn the TV off?', 'cause
she's always got the TV on and 'cause I find it very distracting and especially if you're
trying to get them to communicate with you, they’re looking at the TV, and loosing
concentration very quickly.” Lyn (Interview 1)
Additional strategies used by paid carers to show other-orientation included asking the
client for their choices, suggestions, and clarification in spite of the client’s
communication impairment as mentioned by Bev:
“I have learned with Jack, I go through, 'Is this what you want?'. Is it this or this? I
ask him directly and he knows to say either yes or no or whatever.” Bev (Interview 1)
Also, being careful not to assume knowledge about the person and always seeking the
client’s confirmation was important to the process of showing genuine interest as
described by Ivan:
“I have to be prepared. I have to be extra sort of….on the ball, yeah, observing, you
know…., you have to be alert, extra ….Yeah, because…he's not like….he can 'Okay,
Ivan, I don't know what you mean. So could you explain’. You ….easily could get
words in the mouth or something, ….usually when I look at the eyes an' I…try to read
[his]mind , and so on and so on, with him, but, it's the little bits, yeah, little bits and
then you have to go back and say 'Alright, we start, there was this? No. Okay. What
about this?” Ivan (Interview 1)
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In addition, accepting the client’s responses and choices as legitimate was important
to conveying respect as mentioned by Bev:
“I don't tend to push Jack when there are things, there are days where he just refuses
to do his exercises.” Bev (Interview 1)
This acceptance of the clients’ choices was particularly important when the client
appeared to be constantly changing their mind as explained by Ivan:
“We were searching, we've been to a few furniture shops, and one particular place,
he seems to enjoy, this is the one which he like it. I say 'Well that's good'. So, I'm
about to organise everything but things [take] a couple of days. So I arrived today
an' I say 'So, how about this tall boy?' and he starts shaking his head and I say 'What
do you mean 'no'? He say [Ivan gestures a noncommittal facial expression]. He's
changed his mind. You know. I say 'Oh well, that's, I mean, that's fine". And...'but
maybe you like a different concept, maybe you want some shelves or something?' Oh
well yes okay shelves.” Ivan (Interview 2)
Further, many paid carers demonstrated their attentiveness by stimulating discussion
and by reinforcing disclosures around topics familiar to the client, such as looking at
family photos or the client’s communication books and journals as indicated by Bev:
“[I] started taking his photos down and having conversations with him, like getting
him to tell me who his family is,…where they are now, things like that.” Bev
(Interview 1)
Other-orientation was also achieved by many paid carers by being helpful to the client
especially in their first few sessions, as indicated by Heidi:
“He loves his computer an' he was always happy when I showed him something an'
I'm happy when I can show somebody something.” Heidi (Interview 1)
Similarly, other-orientation was communicated through identifing activities that were
enjoyable and positive for the client, as described by Dave:
“I would think we'd probably get on well together just because I would know the
things he would like and the things he would like to talk about.” Dave (Interview 1)
Many of the experienced paid carers also had a repertoire of strategies that
created intimacy and communicated liking to the client. These strategies are known
in the interpersonal communication literature as immediacy and affinity-seeking
strategies respectively. Immediacy is the creation of closeness and togetherness
between a speaker and a listener (DeVito, 2009). It has been shown in the
interpersonal communication research that people like others who communicate
immediacy through their communication behaviours. Immediacy can be
communicated both verbally and non-verbally. Many of the paid carers’ described

181

immediacy behaviours that they used deliberately to get the relationship going. One
of the strategies mentioned frequently was finding commonalities with the client and
using them as a means for interaction or as a basis for shared activity, as noted by
Kate:
“I knew Jack liked music, 'cause I'd asked him questions about [it], and I'd found out
through various ways, I think through staff, that he'd enjoyed dancing when he was
younger and I got to know that he liked the older music from the fifties, sixties and
seventies, especially the sixties and the seventies, so we'd get in the car and make sure
we had the radio going, and he'd be…humming away and tapping his foot (laughs)
and I'd be singing and until we got to where we were going.” Kate (Interview 1)
Some paid carers managed to discover these commonalties through interacting with
the client, referring to the client’s communication book, or via informal discussions
with previous paid carers and staff.
Along with immediacy strategies, paid carers also adopted affinity-seeking
strategies. Affinity-seeking strategies are behaviours designed to increase
interpersonal attractiveness (DeVito, 2009). There were numerous examples of paid
carers’ use of affinity-seeking strategies. Many of the paid carers mentioned smiling
as an affinity-seeking strategy, as exemplified by Haille:
“I suppose for want of a better word, a sort of warmth between us. She was very
smiley an’ we were both smiling at each other” Haille (Interview 1)
This had the added effect of presenting the paid carer as warm, empathic, and
comfortable, all important characteristics to display when seeking affinity with
another person. Other paid carers talked about presenting an optimistic and positive
persona when approaching the client in the early phase of the relationship, as
mentioned by Heidi:
“I smile an' say "Good Morning, How are you?" (emphasis on cheery intonation) An'
that made him happy an' I saw his face was smiling an' that was sunshine. (laughing)
An' I thought ‘Yeah that was good the ice is broken’ an' I said ‘So what do you want
to do?’” Heidi (Interview 1)
Heidi was able to mask her underlying fears of meeting with Jack by projecting a
confident self. It was an important for paid carers to be able to project a confident and
happy image in spite of any hesitation they may have felt about meeting with the
client initially. Many paid carers also had ways of projecting an honest, reliable, and
trustworthy self through non-verbal behaviour, such as arriving to sessions
consistently and on time.
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A further set of strategies were identified in the inquiry that were particularly
important in the beginning of the relationship with the client with aphasia. These
strategies effectively reduced the level of uncertainty inherent in the early part of the
relationship. Paid carers achieved this by quickly establishing a routine with the
client. This often involved following the client’s lead and asking multiple yes/no
questions. Alternatively, paid carers may participate in a shadow shift with another
paid carer so that they can observe the client’s routine and source information to help
facilitate the relationship. During these observations, having a cognitive script
whereby paid carers looked for specific information to guide them in understanding
the person such as preferences or needs was helpful, as mentioned by Donna:
“I mean usually when you meet someone you can assess, just as you go about life, you
can assess what they’re probably about, an’ I’m often very wrong but it starts like
some of my best friends, who I probably didn’t like in the beginning, but as far as
someone like a client would go, you’re lookin’ for their needs.” Donna (Interview 1)
Experienced paid carers looked for cues to the client’s needs and preferences for a
range of areas such as interests, routines, activities, skills, and ways of behaving and
responding towards the client.
In summary, paid carers have a range of communication competencies that
enable them to develop a bounded friendship with the client with aphasia. The
competency of having a large repertoire of communication skills and relational
strategies was well suited to establishing a new relationship. These strategies largely
contributed to the paid carer making a positive impression through showing
attentiveness, communicating immediacy and liking, and revealing trustworthiness.
In order to reduce the uncertainty inherent at the beginning of the relationship further
strategies, such as establishing a routine, were used. Being able to successfully
implement many of these communication and relational strategies depended to some
extent on the presence of another communication competency, the ability to encode
and decode non-verbal communication. Non-verbal communication as a
characteristic of a paid carer’s communication competence is considered in the next
section. The importance of non-verbal communication in the broader context of the
relationship between the paid carer and the client with aphasia is discussed further in
the second part of the chapter.

183

‘His body languages reveals quite well what he wants to say” – Encoding
and decoding non-verbal communication. Typically, interpersonal interaction
involves a combination of verbal and non-verbal messages. In the relationship
between the paid carer and the client with aphasia, the processing of non-verbal
communication was essential for the transmission and reception of messages, as
suggested by Bev:
“Non-verbal signs all the time………. but his, his body languages reveals quite well
what he wants to say.” Bev (Interview 1)
All paid carers’ transcripts contained numerous references to their heightened
awareness of non-verbal messaging within the bounded friendship. Paid carers made
reference to the many functions that non-verbal communication performed in the
context of their relationship with the client. In the beginning of the relationship, nonverbal communicative behaviour signalled to the paid carer the client’s intelligence,
as described by Ronnie:
“He's a bright boy, he navigates. So he's got the Melways an' he's pointing with his
hand left or right so he’s working it all for me so he's using his brain.” Ronnie
(Interview 1)
Usually with time, non-verbal communication revealed the client’s degree of
comprehension, as suggested by Donna:
“If she didn't understand me I could see the confusion on her face.” Donna
(Interview 1)
It also revealed the client’s character, as described by Kate:
“People would speak…to Jack and of course, he couldn't speak back to them but
never the less,…I think it was….. the character…his personality that always comes
through to people despite not being able to speak the words.” Kate (Interview 1)
Furthermore, the client’s internal states were encoded non-verbally, as described by
Bev with reference to pain:
“I've just come to realise when Jack is in pain and what he's like and when he's just
quiet and he doesn't respond in his usual way.” Bev (Interview 2)
Even the client’s underlying intentions and motivations became clear through their
non-verbal behaviour, as mentioned by Haille:
“We'll start the shift, she won't even say 'hello', in fact, sometimes she never says
'hello'.. if she's got something in her mind, if she's got an agenda, she won't even say
'hello’!” Haille (Interview 3)
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Non-verbal communication also revealed to the paid carer reciprocity in the
relationship, the client’s level of engagement in the relationship, aspects of the client’s
personality characteristics, the client’s preferences and attitudes, and on some
occasions disengagement from the relationship. Paid carers needed to be skilled at
decoding and encoding non-verbal communication.
The interpersonal communication research findings show that people vary in
their ability to sense and interpret non-verbal communication (Riggio, 2006). Skill in
decoding non-verbal communication is aligned closely with important personality
characteristics, particularly empathy and being other-orientated (Riggio, 2006). Yet,
it is not enough for paid carers to have skill in encoding and decoding non-verbal
communication, they also need to be willing to embrace non-verbal communicative
behaviour, as suggested by Bev:
“I'm willing to listen to Jack and listen to Jack in, not only in his ability to
communicate, but his non-verbal communication.” Bev (Interview 1)
Skill in processing non-verbal communication is essential to the progress of the
bounded friendship. So too is the ability to accurately self-monitor during interaction
with the client with aphasia. Skill in processing non-verbal communication coupled
with self-monitoring ability effectively support the development of the relationship.

“You[‘re] training yourself” – Self-monitoring. Much of the understanding
reached by paid carers about the client with aphasia was derived through trial and
error experiences. The process of reducing uncertainty and achieving shared
understanding with the client was informed by shared activity and observing the
client’s non-verbal responses or reactions during the activity. However, it was the
paid carer’s ability to monitor the client’s responses as feedback about their own
behaviour which was significant to the relationship, as suggested by Bev:
“Definitely experience because…you’re spending time with the people you learn,
almost on a daily basis something, you training yourself.” Bev (Interview 2)
The paid carer’s ability to self-monitor played a significant role within the bounded
friendship because it enabled paid carers to individualise their communication
strategies and relational skills to the particular client. Although self monitoring is
especially important at the beginning of the relationship, it remains an important skill
throughout the relationship, as mentioned by Haille:
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“I think I was just learning on my feet really, working it out as you got to it. And I'm
still doing it.” Haille (Interview 3)
It is widely accepted in interpersonal communication research that being able
to reflect on one’s performance is an important skill for successful socialising. Selfmonitoring enables a person to pay close attention to their own behaviour, and using
these observations to shape the way they behave (Adler et al., 2007). Those who
effectively self-monitor are able to use a part of their consciousness to observe their
behaviour from a detached viewpoint. Self-monitoring generally increases one’s
effectiveness as a communicator (Kolb, 1998). The ability to reflect and monitor
one’s own performance is also associated with the trait of high sensitivity.
In addition to being reflective regarding their own communicative behaviour,
paid carers were required to think flexibly about the client’s communicative
behaviours. Given the client’s ambiguous and uncertain presentation, paid carers
needed to minimise the potential for miscommunication, especially at the beginning
of the relationship process. Flexibility in thinking or cognitive complexity is
considered a communication competency and was important to the maintenance of the
bounded friendship.

“It's not about lazy, it's because he doesn't feel safe” – Cognitive complexity.
Cognitive flexibility influenced the relationships between paid carers and clients with
severe aphasia, in both positive and negative ways. Cognitive complexity is defined
as the ability or skill to be able to construct a variety of different frameworks for
viewing an issue. (Adler et al, 2007). Clients with aphasia are reliant on the paid
carer’s skill in managing the degree of ambiguity inherent in non-verbal messages to
successfully manage the bounded friendship.
The influential role of cognitive complexity is illustrated by contrasting two
examples drawn from two of the paid carer-client dyads. Bev described a situation in
her relationship with Jack which highlighted the positive impact of cognitive
complexity on the relationship:
“I got the sense that he didn't trust me enough to be able to catch him when he falls,
and he just refused. So we worked out a different strategy that he'd hold on the hand
rails and walk and I learned a different strategy, of supporting, because I knew
absolutely nothing of that type of physiotherapy in supporting Jack in his walking. I
just had to work out something for myself, something that I felt comfortable with and
something that Jack was going to feel comfortable with which didn't work until I
called in the physio again to come and support me and to show me what exactly I
186

needed to do with Jack and even after that it took me three weeks, six sessions, before
Jack attempted to walk with me again. That trust thing it's really important an
especially for the walking, that trusting was really, was quite important to get it right
(yeah) Of course, I thought, at first, Jack was just being stubborn. He was just being
lazy, didn't want to ...because that was what the other staff were telling me 'Jack is
just lazy'. But in the end I worked it out, it's not about lazy, it's because he doesn't feel
safe. He doesn't trust me enough to, to catch him when he falls” Bev (Interview 1)
In Bev’s situation, initially she attributed Jack’s lack of cooperation to being lazy.
This impression was largely informed by others communicating to Bev that Jack was
a lazy man. Despite being given this negative message, Bev was able to think flexibly
and identify other reasons that might contribute to Jack’s unwillingness to participate
in walking practice with her. In turn, she successfully identified Jack’s difficulty with
trusting her to manage him safely during walking practice. Once Bev instigated and
received extra training with the physiotherapist, Jack began to cooperate in the
walking practice. Bev’s ability to think flexibly about the motivations behind Jack’s
uncooperative behaviour, allowed her to discover Jack’s lack of trust. In finding a
positive solution to resolve the situation, their relationship then grew in trust and good
will. In this relationship the cognitive complexity demonstrated by Bev had a positive
effect on the relationship with her client.
Equally, lacking in cognitive complexity can have a negative impact on the
relationship as can be observed in the case with Sharon with Maria:
“I mostly kept talking to her, trying to get the words out, but a lot of the time, she just
gave up and she didn't want to do it. She didn't. I feel it was, a lot of the time, 'I can't
do this so I can't be bothered' (right). And sometimes, pure frustration, but I don't
understand why she wouldn't write it because she could write. (okay) An' I don't
understand, didn't understand it, an' I thought ‘Oh I’m not going to bother asking’
'cause she could say 'No' very, very quickly and 'No!'. And I'd say 'Oh come on
Darling.' 'No, thank you very much!' And so I knew, after a certain amount of time, I
gave it up as a total waste of time.” Sharon (Interview 1)
In contrast to Bev, Sharon’s vignette provides an example of how being unable to
think flexibly and adapt her performance interfered with her ability to establish a
trusting relationship with her client. Sharon tried to gain Maria’s cooperation with
writing tasks. She found that Maria would only participate in copying tasks but
would not attempt to write messages to her. She attributed this largely to Maria being
stubborn and failed to look for alternative reasons for Maria’s lack of compliance. In
turn, it is likely that Sharon’s lack of understanding about the reasons behind Maria’s
refusal added to Maria’s impression that Sharon failed to truly understand her and was
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unable to meet her needs. It became clear in the transcripts, that Maria’s behaviour
was less co-operative with Sharon than it was with Lyn who also worked with Maria.
Sharon’s lack of cognitive complexity may have contributed towards the creation of
negativity in her relationship with Maria.
Being able to think flexibly about the underlying attitudes and motivations
conveyed by a client’s non-verbal message had significant consequences for the
bounded friendship. Of particular importance to the relationship, was how the paid
carer attributed control to the non-verbal behaviour of the client with aphasia. Many
transcripts contained examples of paid carers demonstrating flexibility when
determining attribution of control of a client’s behaviour as suggested by Kate:
“I'm not quite sure if it's personality or the, or the disability that's causing the
problems.” Kate (Interview 1)
Kate is unsure whether Jack’s grumpy behaviour is best attributed to his premorbid
personality, as a reasonable response to his communicative disability, or a symptom
of his brain injury to have a shorter fuse. She remained uncommitted to any
explanation behind Jack’s grumpy non-verbal behaviour throughout the relationship
and this allowed her to respond to him from a more empathic frame of reference. Paid
carers believed that if they could attribute the behaviour to the client’s personality,
then they could expect that the client had a degree of control over the behaviour. In
turn, they were less accepting of the client’s negative behaviour. If the behaviour was
due to the ABI, the paid carers attributed the behaviour as being less under the client’s
control and offered greater latitude in their response to the behaviour.
Attribution of control is a common perceptual process. It is the process of
perceiving and evaluating other people’s behaviour and determining whether the
person was in control of their behaviour. Generally, if we believe a person was in
control of negative behaviours, then we will come to dislike the person. If we believe
the person was not in control of negative behaviours, we will tend not to apportion
blame and will feel sorry for the person (DeVito, 2009). However, in attributing
control or alternatively attributing motives on the basis of other reasons, several types
of potential errors can occur including self-serving bias, overattribution, and
fundamental attribution error.
It appeared that paid carers were vulnerable to making the perceptual error of
overvaluing the contribution of internal factors, especially the client’s personality, and
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undervaluing the influence of external factors when assessing the client’s behaviour.
In other words, paid carers believed that the clients did what they did because of the
kind of people they were rather than because of the kind of situation they were in.
This type of perceptual error is termed fundamental attribution error. People are more
likely to sympathise with another if they believe that their negative behaviour was not
in their control. Sharon described this phenomenon in her relationship with Maria:
“Some of the time, I don’t know whether she couldn’t speak sometimes or she didn’t
want to talk too.” Sharon (Interview 1)
Sharon is unsure whether Maria deliberately chooses not to communicate with her or
whether this is part of her condition of having aphasia. Sharon constantly refers to
Maria’s stubbornness which suggests to a large extent that she sees much of Maria’s
behaviour as being under her control as part of her personality and not as a result of
her communication disability and the communication demands of the situation.
The results of previous research indicate that having a large number of
constructs for interpreting the behaviour of others leads to greater “conversational
sensitivity” and increases the chances of acting in ways that will produce satisfying
results (Burleson & Caplan, 1998; Kline & Chatani, 2001). Cognitive complexity in
being able to apply and choose between constructs for interpreting client’s behaviour
is necessary for greater conversational sensitivity throughout the bounded friendship.
Despite knowing more about their client with time, paid carers continue to work hard
at interpreting their client’s non-verbal communicative behaviour throughout the
relationship, as suggested by Haille:
“I think actually if I got to know her better, there were occasions when I found myself
tuning in even more.....maybe as I got more used to Hilda I found myself
concentrating harder rather than just [less]… I mean there were times when I, at the
end of the day when I just sort of thought 'Oh my god, I'm so tired from listening, I
just don't know if I can come back next week and do this', but I always did.” Haille
(Interview 3)
Knowing the client “inside and out” created a greater sense of responsibility for the
paid carer to work through the interaction to reach a satisfactory result. For this
reason, paid carers needed to employ cognitive complexity throughout the bounded
friendship.
In summary, paid carers present with a range of communication competencies
that have an impact on the bounded friendship. Particularly noteworthy, are the
communication competencies of having a large repertoire of communication and
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relational skills and strategies, capacity to encode and decode non-verbal
communication, ability to self-monitor and the ability to think flexibly. While all
these competencies are not specific to working with a client with aphasia, their
importance remains relevant and is often amplified in the relational context of the
bounded friendship.
The significance of an additional group of communication competencies was
magnified in the context of a client with severe aphasia. These competencies included
tolerance for ambiguity and uncertainty, open-mindedness, and commitment. Within
the interpersonal relationship literature open-mindedness and tolerance for ambiguity
and uncertainty are considered to be intercultural communication competencies.
Duck and McMahan (2009) define co-culture as a smaller group of culture within a
larger cultural mass. People with communication disability, in this way, can be
defined as a co-culture of the larger cultural group of people.

Intercultural communication competencies

“Jack is, how do I describe, is bit unpredictable” - Tolerance for ambiguity
and uncertainty. While not explicitly stated by the paid carers, relating with a client
with aphasia involved a high degree of uncertainty and ambiguity. Initially all paid
carer-client relationships operate within an environment of uncertainty, however the
degree of uncertainty within the bounded friendship is magnified in the presence of
severe aphasia. Aphasia has the effect of masking several things about the person
with the condition. As noted by Kagan (1995), aphasia masks a person’s ability to
reveal their competence. In addition, it masks much about a person’s identity as
referred to in Bev’s comments:
“I was looking for more information, I was looking for background on Jack, to get to
know him a bit better. He wasn't able to tell me so I needed to get it from somewhere
else.” Bev (Interview 1)
It is only over time through gathering information, making observations, and having
multiple opportunities to verify these observations, that a client’s identity is gradually
revealed to a paid carer. This process is expedited in the presence of verbal
communication as paid carers can probe for the client’s attitudes, beliefs, and values
in a timely manner with far less left to interpretation and guesswork. However in the
absence of verbal confirmation, much of what is understood about an individual with
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aphasia is built up slowly over time. Furthermore, this process is more precarious and
vulnerable to misinterpretation and misunderstanding. The client is less able to
divulge subtle, nuanced revelations about the self and much information is
communicated through less certain non-verbal messages.
Tolerance for ambiguity is essential to the paid carer from the outset of the
relationship when acceptance by the client with aphasia is being determined by the
paid carer, as suggested by Ivan:
“Because they don't know you. I don't know the reason…they are
not…easily…accepting you…..I don't know why but that's how it is. They (are) trying
you. They, sort of…they looking…..because it's very hard to, to read their minds…if
that's what they're thinking…an' they're suspicious. They don't know if you give them
any help, or you going to be cruel.” Ivan (Interview 1)
A strong sense of commitment to the job, showing compassion for humankind, and a
willingness to embrace the ambiguity of the client’s motives are essential to the
relationship continuing. While tolerant of the ambiguity, many paid carers
demonstrated resourcefulness in tackling the issue of reducing the ambiguity and
uncertainty inherent in the beginning of the relationship with the client with aphasia.
Paid carers gathered information about their client from a variety of sources
including the client themselves, paid carer colleagues within the team, paid carers that
had previously worked with the client, journals kept of previous paid carer-client
relationships, therapists, paid care co-ordinators, staff at the facility, and even other
residents. The main types of information that paid carers gathered pertained to social
identity, disability, therapy, and client progress. Despite the impact of the aphasia on
the client’s ability to disclose information, paid carers facilitated the process of
“knowing” the client through gathering information about the client via other sources
Even when paid carers gathered additional information, there always remained
a level of uncertainty about the client, as reflected by Ivan:
“Jack is, how do I describe, is bit unpredictable. There is no such, experience with
him that you've learned and you know exactly where he's [coming from].” Ivan
(Interview 2)
In part, this perception stems from the paid carer’s belief that the presence of the
aphasia restricts the client’s capacity to clearly represent themselves. Despite years of
working with the same client with aphasia, many paid carers revealed that they never
assumed that they could completely understand their client’s thoughts, feelings, and
motivations. While this is true of most relationships, the degree of uncertainty is
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sensed as greater in the situation of relating to a client with severe aphasia. This
situation was further compounded by the presence of auditory processing problems
and the client’s behaviour was often perceived by the paid carers as contradictory.
Paid carers often did not know if a client’s seemingly contradictory behaviour was
because they had changed their mind or because they had not understood the situation
in the first place, as described by Heidi:
“I said "what kind of beer do you want?" An' he tried to tell me an' I had no clues.
So the man from the store came out 'cause he could see us, you know, not being sure,
an' he was pointing in there so he thought ‘oh, that's business’, and came up. And
(the) three of us tried and we could not figure (it) out. So I said ‘Just show him the
beer.’ ’Cause he has only, I don't know what brand it is in his communication book
with the pictures, there is only one brand. An' I said ‘Do you wanna have this one?’,
an' he says "Na, na, na, na, na". He wants something else. So they came out with
stubbies. They came out with cans. They came out with VB and whatever…all these
different (beers). ‘No, no, no, no’….Until in the end, he took out the communication
book and pointed to the first one anyway. (laughing) So that's what he wanted.
(laughing). It took a long time, I think it took us about fifteen minutes to find out what
he really wanted (yeah, yeah). But maybe he wasn't sure himself. I would love to get
into the brain of this person to find out what is going on? Is he thinking clear, just
can't express himself? Or sometimes he, himself doesn't know?” Heidi (Interview 1)
The auditory processing difficulties and the ambiguity of non-verbal messages
contributed to the paid carer’s sense that their client’s behaviour was contradictory.
The paid carer’s ability to anticipate the client’s reactions and responses was rendered
less effective. Within the less predictable environment of the bounded friendship,
paid carers continue to remain positive due to their high tolerance for ambiguity
coupled with another intercultural competency, open-mindedness.

“Being friendly to each other to start with and being open-minded” - Openmindedness. A characteristic of an empathic person is the ability to be open-minded
especially in an uncertain situation. Open-mindedness is the ability to set aside one’s
own beliefs, attitudes, and values to consider those of the other person. This ability
was important for paid carers, as reflected in Bev’s comment:
“I got the sense (that) Jack didn't want me. He wanted his old carer back because
from what I've learnt from (an)other client, they've had a really good relationship and
she's been working with him for a long time. So yeah, I suppose Jack was
comfortable with her, and she knew him and he didn't have that with me. So he was
quite frustrated. He got really frustrated when I didn't understand what he wanted to
say or what he wanted or when he wanted me to do something and I didn't have a
clue. He could get really quite frustrated.” Bev (Interview1)
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Being with someone with aphasia is an unusual and near novel experience for most
paid carers, in fact for most people in the general population. It is an experience that
is not easily shared because of the very nature of the condition. Paid carers needed to
be open-minded and imaginative in order to understand and empathise with their
client’s world, especially in the beginning of the relationship.
In the case of Bev with Jack, Bev needed to imagine Jack’s world and remain
open-minded to the kinds of feelings and responses that his situation may cause. She
reframed his initial rejection of her as a fair and reasonable way to feel and react,
given his circumstances. She imagined how Jack must feel when he finds himself in a
situation beyond his control, without the paid carers he trusts, and having to form new
relationships with paid carers who do not yet understand him. In addition, Bev
needed to remain open-minded to the myriad of possible motives for his behaviour as
well as the possibility that she may be inaccurate in apportioning any motive.
For Barb and Sharon, imagining the world of the client with aphasia did not
come easily. Barb was able to overcome this to some degree, when she was able to
discuss how life is with aphasia with another client with milder problems. Sharon felt
that she lacked sufficient understanding and desired more information about Maria’s
situation and about aphasia. Sharon’s behaviour towards Maria often reflected her
lack of understanding and lack of empathy with her. She appeared unable to imagine
Maria’s world and continued to view Maria’s lack of co-operation as resulting from
Maria’s stubborn behaviour. She failed to be open to other motivations or attitudes
which may have contributed to Maria’s behaviour. For other paid carers being openminded enabled them to let go of expectancies based on preconceived stereotypes or
implicit personality theories, as described by Heidi:
“That he was not that aggressive man. He was greeting me, and he had a friendly
face. Well you can only rely on the facial expression and he did have a friendly face
an' I thought this must be a very funny man.” Heidi (Interview 1)
Keeping an open-mind allowed Heidi to perceive Jack in a positive way rather than
the frustrated and angry person she expected.
Being open-minded, enabled paid carers to deal with the unpredictable and
often contradictory behaviour they experienced with their client with aphasia. During
the getting in experience of the relationship, it allowed them to accommodate the
uniqueness of the client’s particular way of communicating as they set about “getting
to know” the client. As the bounded friendship became more established, having an
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open attitude freed the paid carer to remain vigilant for evidence to substantiate early
assumptions. In this way, the paid carer maintained a respectful attitude towards the
client with aphasia throughout the bounded friendship. Despite having a tolerance for
ambiguity and open-minded approach, the bounded friendship remains a precarious
relationship for the paid carer. They also needed to have commitment to the processes
necessary to develop and maintain the relationship.

“All you have is a will for working with the person” - Commitment. A
sincere desire to understand another person, especially when their presentation is
confusing and unfamiliar, requires effort. Therefore a commitment to the process of
caring is important. There were different levels of commitment acknowledged by the
paid carers including commitment to the role of paid carer, commitment to the client,
and commitment to the process of communicating with the client with aphasia. First,
paid carers were committed to their role as paid carers and making a difference to
people’s lives, as reflected by Ivan’s comment:
“I mean, even if I were not seeing it I would come back still but especially…when you
see it…you do this and then you see straight away ….that you make a difference
because of what you do.” Ivan (Interview 1)
This form of commitment was present from the outset with the client and informed
the genuine, thoughtful approach that paid carers revealed in their interviews.
All of the paid carers were committed to doing their best. A quality that Aron
(1997a) believes is associated with the high sensitivity trait. The paid carers’
transcripts contained many examples of their commitment and motivation to doing
their job well. They described wanting to help the clients to be their best, as
mentioned by Barb:
“That's why it was a challenge even though, when you weren't working with Jack,
you'd be still thinking of ways that you might[help him]. [You might] be in a shop
and see a little book and think 'Oh, Jack'd like that!'” Barb (Interview 1)
Being able to support the client to do well required the paid carers to commit
to the person themselves, as suggested by Haille:
“All you have is a will for working with the person.” Haille (Interview 1)
Paid carers perceived that being committed to the client required all of their resources,
allowing them to be totally involved with client, as stated by Haille:
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“I don't think I'd be able to do it, do my work if I was kind of not really involved in it,
if I was kind of half there and half not there.” Haille (Interview 2)
For many, this commitment is present from the beginning. However, it may be
further strengthened over time through the process of “getting to know” the client, as
mentioned by Bev:
“Because I wanted to understand and I wanted to, because Jack was my client, he was
my responsibility, I needed to know everything about Jack, how things worked for
him, so that I could work with him.” Bev (Interview 1)
It was this commitment to the person that made observing progress in their client’s
wellbeing so important to the paid carers. Paid carers needed to sense that their
efforts were valuable for the client, as suggested by Bev:
“I need that satisfaction to know that at the end when I leave there that Jack's needs
have been met and that I have done something that is meaningful to him and that is
going to help him to improve on the life that he has at the moment.” Bev (Interview 2)
They evaluated their time spent with the client according to how much they were able
to provide effective support. They very clearly defined their relationships in terms of
the benefits afforded to the client and were equally adamant that their relationship was
not “babysitting”. Feedback from the therapists and progression towards a client’s
therapeutic goals were evidence for the paid carers that they were making a positive
contribution.
Lack of value in the relationship, as perceived by the paid carers, contributed
to the relationship being re-evaluated by them. In some of the bounded friendships,
this perception contributed to the relationships deteriorating and ultimately dissolving,
as in the case of Sharon with Maria and Bev with Jack. Paid carers who perceived
their support was failing to make a positive contribution to the client questioned the
value of continued commitment, as reflected in Bev’s comments:
“I was really ready to give up Jack as a client as well, simply because I just felt that I
wasn’t contributing anything to Jack's wellbeing. I wasn't really doing anything to
help him either influencing or maintaining whatever mobility he had at the time.”
Bev (Interview 3)
Therapists’ input about client goals was important in order for paid carers to have a
realistic sense of their contribution to the client’s wellbeing. For example, it was
important for paid carers to know that the goal was to maintain range of movement to
avoid contractions, as opposed to achieving increased range of movement.
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Finally, paid carers were committed to engaging in the lengthy process of
communicating with the person with aphasia which required persistence according to
Ivan:
“I'm willing to help so persistence.” Ivan (Interview 2)
The paid carer’s showed commitment to the increased effort required to engage in the
communication process with the client for even the most simple of interactions, as
described by Haille:
“I think that mental concentration needed to listen, try to work it out, understand, if
you don't understand…going back to her… checking that you've understood it. So it's
like a long, a very long winded process to get her to do something even relatively
simple, comparatively speaking.” Haille (Interview 3)
In addition to having persistence, paid carers also needed patience, as advised by
Barb:
“I think patience would have to be the biggest thing.” Barb (Interview 1)
The communication impairment means that the process of communicating the
simplest of messages becomes highly time consuming and demanding for both
relational partners. Even paid carers who had maintained the relationship with their
client with aphasia over many years highlighted the need for patience in the bounded
friendship.
In most relationships, commitment to the relationship builds over time as the
interacting parties make discoveries about each other. These disclosures serve to
strengthen or weaken a person’s sense of commitment towards the other and the
relationship. In the case of the bounded friendship, a greater degree of commitment is
demanded of the paid carer from the outset of the relationship. In part, this is due to
the nature of their job, but also due the extra demands of communicating with the
client who has communication deficits.
In summary, in the beginning of the bounded friendship, the paid carer is
confronted with a situation involving a high degree of ambiguity and uncertainty,
where achieving certainty demands a high degree of effort, and where the potential for
misunderstanding and failure is also high. These challenges occur at a time in the
relationship when understanding of the client and trust has not had time to be
established. In the longer term, paid carers face a relationship of contradiction and
unpredictability. In this situation, the paid carers drew on a deep sense of
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commitment to their role, their client, and to understanding their client’s
communication in order to overcome these challenges. In turn, they sought
confirmation of the value of this commitment in the form of improvements in the
client’s wellbeing. Lack of value for the client led to paid carers questioning the
ongoing viability of the bounded friendship.
Thus far, most of the paid carers reported a strong self-belief that they were
good with people. It would be reasonable to extrapolate that they participate in
positive interpersonal interactions with others and that these experiences reflect the
paid carer’s innate skill in interpersonal communication. These innate skills may, or
may not, have been further enhanced by the demand for, and rehearsal of, these skills
in their daily occupation as paid carers. In the context of quickly developing a
relationship with a person who has severe communication impairment, particular
emphasis is placed on certain character traits and communication competencies of the
paid carer to enable the progression of the bounded friendship. Paid carer
characteristics were identified that had a facilitatory effect on the bounded friendship
and are listed in Table 3. These characteristics included three personality traits and a
variety of communication competencies including competencies known to be
intercultural communication competencies. From the framework of the bounded
friendship, it is apparent that the relationship between paid carers and their clients
with aphasia progresses over time. In part, it is the innate character traits and
communication competencies of the paid carer that are enablers of the progression of
the relationship with the client with aphasia. However, the mediation of these paid
carer characteristics through non-verbal communication is also important to the
progression of the bounded friendship and is shown in the completed framework of
the process of bounded friendship as shown in Figure 13. There is evidence from
dyadic relationships not impacted upon by aphasia that suggests the “non-verbal
channels may be particularly crucial to relationship processes and outcomes” (Noller,
2006, p. 403). However, the significance of non-verbal messages was magnified
within the relational context of a paid carer and a client with severe aphasia. The
important role played by non-verbal communication in mediating the bounded
friendship is the focus of the remainder of the chapter.
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Figure 13. The completed framework of the bounded friendship showing the
mediating influence of non-verbal communication.
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Non-verbal Communication as a Mediator of the Bounded Friendship

In order to understand the importance of non-verbal communication in
the bounded friendship, it is necessary to understand some of the general parameters
of non-verbal communication. According to Duck and McMahan (2009), “non-verbal
communication is everything that communicates a message but does not include
words” (p. 54). All communicators have skills in decoding non-verbal information or
in being able to accurately draw meaning from something observed. In addition, all
communicators have skills in encoding non-verbal communication or in being able to
portray accurately information that can be observed and understood by others. Skill
in encoding and decoding non-verbal communication is considered to be a
communication competency. Non-verbal communication is symbolic, polysemic, and
is transmitted continuously. Further, non-verbal symbols are highly ambiguous.
According to DeVito’s model of interpersonal communication, the physical, temporal,
social-psychological, and cultural dimensions of the context significantly contributes
to the interpretation of interpersonal behaviour. In situations where verbal messages
and non-verbal messages are contradictory, people are more likely to believe the nonverbal message because it is more difficult to control in an effort to deceive the
receiver of the message (Duck & McMahan, 2009). Non-verbal communication is
governed by rules which are linked closely to culture. These rules have often been
learned indirectly and primarily through interacting with others from the same culture.
The functions of non-verbal communication are numerous. Non-verbal
communication often frames or accompanies verbal communication and modifies it in
some way, such as moderating the intensity of the verbal message. It helps regulate
interactions by signalling willingness to engage in interaction with another or when to
break off the interaction. Non-verbal physical cues convey information about an
individual such as skin colour, sex characteristics, and clothing. In addition, nonverbal communication functions to convey emotional information. Non-verbal
communication allows three different kinds of information about emotional attitude to
be conveyed. It conveys attitude about another person in an interaction, towards the
situation, and towards the self. Lastly, non-verbal communication contributes to the
establishment of relational meaning and understanding such as rapport, connection,
engagement, responsiveness, liking, and power.
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Non-verbal communication is made up of many elements that work together in
an overall system. These elements include: proxemics, kinesics, vocalics,
chronemics, and haptics (Duck & McMahon, 2009). Proxemics is the study of space
and distance in communication, such as setting chairs in a circular arrangement to
foster interaction. Kinesics refers to the movement that occurs during interaction.
The main components are posture, gesture, and eye contact/gaze. Vocalics is
sometimes known as paralanguage. It refers to vocal characteristics that provide
information about how verbal communication should be interpreted and the feelings
of the speaker. Chronemics refers specifically to the use and evaluation of time in
interactions especially the location of events in time. For example, sending a delayed
response to an email may contribute to a sense of not being given priority and
therefore not being seen as important. Finally, haptics is the study of the specific nonverbal behaviours involving touch, such as patting another person on the back to
communicate praise.
As mentioned in chapter two, severe aphasia is considered as a physiological
noise or barrier within a speaker or listener that impedes their ability to receive or
transmit messages. Severe aphasia does not affect a person’s ability to act as a source
or receiver of messages rather it impacts on their ability to encode and decode
messages. Most commonly aphasia interrupts or affects a person’s ability to encode
and decode verbal messages. In contrast, the ability of the person with aphasia to
encode and decode non-verbal communication remains relatively intact.
Consequently, non-verbal communication frequently becomes the main mode of
communication for the person with severe aphasia. Thus, it is through the non-verbal
communication mode that much of the communication between the relational dyad of
the paid carer and the client takes place. The paid carers’ transcripts contained many
references to non-verbal communication and its importance to the relationship process
throughout the existence of the bounded friendship. Of particular significance was the
role of non-verbal communication in mediating such factors as the paid carer’s
characteristics to enable the process of the bounded friendship. The paid carer’s
competency in encoding and decoding non verbal communication was critical to the
success of the relationship.
Table 4 lists some of the more significant processes mediated by non-verbal
communication within the bounded friendship. From the outset of the relationship,
non-verbal communication was critical to the establishment of the relationship
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Table 4
Processes mediated by non-verbal communication within the bounded friendship
Decoding of non-verbal communication
Determining acceptance
Confirming client’s competence
Managing ambiguity and miscommunication
• Revealing the person
• Use of the broader interpersonal context
• Use of range of non-verbal cues in combination
• Closeness of relationship effects
Provision of feedback to paid carer

Encoding of non-verbal communication
Developing rapport
Creating trustworthiness
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especially through its role in managing impressions. More specifically, decoding of
non-verbal communication was crucial to determining acceptance, confirming
competence, reducing uncertainty and miscommunication, and informing the paid
carers about their performance through feedback messages from the client. Encoding
of non-verbal communication was crucial to the paid carers’ skill in developing
rapport. Further, non-verbal expressiveness enabled the paid carer to create a
likeable, competent, and, in particular, a trustworthy image of themselves.

The Importance of Decoding Non-verbal Communication

“See whether Jack will accept me” - Determining acceptance. As
mentioned in the chapter on relationships, acceptance is an important feature of the
bounded friendship. Acceptance was the marker that signalled to the paid carer that
they could proceed from getting in with the client to getting to know the client.
Acceptance appeared to be communicated to paid carers predominantly via nonverbal behaviour. Acceptance was revealed through facial expression as described by
Heidi:
“He was greeting me, and he had a friendly face. Well you can only rely on the facial
expression and he did have a friendly face.” Heidi (Interview 1)
Facial expression was the most mentioned indicator of acceptance. Often facial
expression was accompanied by paralinguistic information as suggested by Dave:
“Jack can't speak but he was…makin' like…..noises I suppose, which….seemed to be
like happy kind of noises….like he was glad to see me….smilin' an' all this.” Dave
(Interview 1)
Some paid carers also mentioned interpreting the client’s gestures as an indication of
acceptance, as mentioned by Ronnie:
“He shook me by the hand, a really strong shake an' a big smile on his face, an' I
thought 'I think we're going to be alright.’” Ronnie (Interview 1)
In combination, multiple cues were used to confirm the paid carers’ interpretation of
the client’s acceptance as Ronnie’s account suggested.
The non-verbal cues described by paid carers as signs of acceptance are nonverbal cues known to indicate immediacy or positive involvement. Immediacy is the
creation of closeness between speaker and listener (DeVito, 2009). Communicating
immediacy conveys a sense of interest and attention, a liking for and an attraction to,
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the other person. Non-verbal behaviours that created closeness included facial
expressions such as smiling and gaze as described by the paid carers. Other nonverbal behaviours that are described in the interpersonal relationship literature as
indicating immediacy include close physical distance, touch, and body orientation
(Noller, 2006; Richmond, McCroskey, & Hickson, 2008; Andersen, Guerrero &
Jones, 2006). The absence of these behaviours were nominated by paid carers as
indicating lack of immediacy during periods of deterioration within the relationship as
with Bev with Jack and as noted by Sharon:
“But she usually said it if she liked them. If she didn't like them, she'd say 'Nah, nah'
(shaking her head and gesturing to move away).” Sharon (Interview 1)
Clients with aphasia were perceived by paid carers as being able to indicate lack of
acceptance clearly via non-verbal cues. Such cues included shaking of the head, hand
gestures which communicated to go away, body orientation which involved turning
away from the paid carer, not establishing eye contact, and paralinguistic information
conveyed through the client’s phonation “Nah, nah”. None of the paid carers received
relational messages suggestive of non-acceptance allowing the bounded friendship to
progress. However they were clear that if they were not accepted by the client, then
the relationship was likely to fail. As well as indicating acceptance to the paid carer,
non-verbal communication played a role in confirming the client’s competence.

“He's a bright lad inside that body that doesn't work too well” Confirming competence. In the interpersonal relationship literature, forming an
impression of the other person is a phenomenon termed “impression formation” or
“person perception” (DeVito, 2009). Impression formation consists of a variety of
perceptual processes that contribute to developing an impression of the other person.
The way in which you perceive another person and arrive at an interpretation of this
person is not a logical process. Instead, impressions can be based on the smallest
snapshots known as thin slice judgements (Ambady, LaPlante, & Johnson, 2001), and
these judgements are influenced by a number of factors and processes. In the
bounded friendship, paid carers formed impressions of their client through decoding
the client’s non-verbal communicative behaviour, as described by Bev recalling her
first impressions of Jack and the way he communicated:
“It was quite enlightening to see that the way they communicated with him was good.
He understood. He seemed to understand what they were talking about and what they
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were saying and could respond with either a nod or a smile, mostly facial
expressions.” Bev (Interview 1)
Early in the relationship, one of the biggest social judgements made by paid
carers was identifying the client as intelligent. All paid carers made reference to their
client as being an intelligent person. Discovering the client with aphasia was
intelligent was largely communicated to the paid carer via the client’s non-verbal
communicative behaviour. The key observation that assisted paid carers to make this
judgement was observing that their client understood and evaluated a situation in the
same way that they would have interpreted the situation. In other words, the client
could “think the way I think” which is the premise for shared meaning. For Donna
with Hilda, it was a moment of shared humour:
“She’s smart, very smart……..she knows I barrack for Carlton [football team], an’ I
found out that she does too, an’ she used to point to my scarf an say “the
blues”………,we were out for a walk an’ we saw a magpie………An’ I said ‘That’s a
magpie’ an’ she said ‘T-shirt’, an’ I said, ‘Collingwood’ an’ we went, ‘Argh’,…….but
for her when I pointed to that magpie she automatically said the ‘t-shirt’, an’ she
gestured up an’ down like, you know, an’ I knew right away that she meant,
Collingwood [opposition football team], the magpies, ‘cause we’re the blues an’ she
was just, ‘you an’ me’, like with her hand (gestures belonging together).” Donna
(Interview 1)
For Haille with Hilda, it was Hilda’s ability to demonstrate understanding of a
common script of reciprocity in shared personal stories and through her participation
in relationship rituals such as “catching-up” after time away. For Ronnie it was the
discovery that Jack had knowledge that he did not that indicated Jack’s competence,
as Ronnie described:
“So he then sat there and would nudge me, and say, like that, (demonstrates nudging
on himself) and then he'd point and laugh. See an' I'm sort've sitting there thinking
‘I've gotta work this out.’ This is something. An' what he was saying was the guy,
who was reversing the trailer back was getting it all wrong and before he even knew
he was getting it all wrong, Jack could see it. I couldn't see it. So I thought 'Oh' so
an' just the way that …he goes about doing his business in his room. He knew,
that…..his video wouldn't work or DVD wouldn't work. An' I tried to fix it an' I'm not
that way inclined, I'm sorry but, but then he…. couldn't fix it because he couldn't hold
it and fix the problem. So he knew exactly what was wrong with it an' that's when I
started to get this inclination that he was quite a bright lad” Ronnie (Interview 1)
Borkenau and Liebler (1995) investigated observable attributes that were seen
as manifestations and cues of personality and intelligence and found that intelligence
is most strongly related to language characteristics. However, if verbal information
was unavailable, they found that people were more likely to make inferences based on
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cultural stereotypes. Typically, stereotyped cultural cues are more likely to be invalid
cues for determining intelligence such as using friendly facial expression to indicate
intelligence. Kagan (1995) described the presence of aphasia as masking a person’s
competence. She explains how the interruption to verbal communication processes,
makes it difficult for people with aphasia to reveal their competence to a relational
partner, unless supported to do so. Furthermore, people with aphasia or their family
members report that the relational behaviours of others indicate to them that the
relational partner believes the person with aphasia to be incompetent (Parr, 2004;
LeDorze & Brassard, 1995).
Interestingly, paid carers did not appear to make these invalid judgements
about their clients’ with aphasia. This may have been due to the paid carers’ inherent
characteristics of compassion and open-mindedness which enabled them to engage
with the client in ways that allowed for the client’s competence to be revealed. The
moments that were defined by paid carers as illustrative of the client’s intelligence or
competence were described as confirmation of intelligence rather than as an
unexpected revelation for the paid carer. In other words, the paid carers approached
the client from the outset of the relationship as a competent person, regardless of
whether they knew the client to be competent or not. This approach was reflected in
the getting in strategies they described using with a client. These strategies included
following the client’s lead, inviting the client to choose the activity, responding to the
client as though they would have an opinion, giving the client time to communicate
needs or ideas, and understanding that a client would have preferred activities and
would request these activities. All of these strategies have been identified as
strategies for developing affinity and immediacy. Furthermore, most paid carers were
very conscious of not violating the client’s sense of self. Treating their client as
competent, regardless of whether or not the client had demonstrated it, was important
for preserving the self-esteem of the client. The paid carers’ capacity to treat their
clients with respect, regardless of their demonstrated capacity for intelligence or
competence, reflected the paid carers’ sense of compassion.
While not a feature of the paid carer’s descriptions of their own attitudes, there
was evidence in the transcripts to suggest that paid carers could behave in a way that
indicated lack of recognition of the client’s competence. Lyn described it as:
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“Maybe the [paid] carers don't realise that [the client’s competence], and they think
that she [Maria] doesn’t understand anything and she just sits there all day, and
‘we’re just here to babysit’.” Lyn (Interview 1)
Lyn’s comment suggested that paid carers may behave differently according to
whether they believed a client was incapable of thinking or relating in a meaningful
way. Lyn also raised the importance of getting to know a client in order to understand
the competence of the client with aphasia, as she explained:
“She feels that some of the carers treat her like she's a bit of an idiot and I suppose if
you don’t try to get to know her as a person you would think that she doesn’t have
any, that she’s probably more brain damaged than what she is but she’s not.” Lyn
(Interview 1)
The communication behaviours, strategies, and relational scripts that the paid carers
adopted appeared to normalise the interactional process and enabled the clients’
competence to be revealed. In other words, the paid carer’s getting in behaviours and
strategies afforded the clients opportunities to reveal their competence. Most of the
paid carers witnessed the client’s competence early on in the relationship. In turn, this
exposure to the client’s competence confirmed the paid carer’s belief of the client’s
capacity to think. A further issue of importance relating to the paid carer’s capacity to
decode non-verbal communication was their ability to manage the ambiguity inherent
in non-verbal messages.

“Made it easier for me to communicate with him” - Strategies for managing
the ambiguity of non-verbal communication and reducing miscommunication.
From the outset of the relationship between paid carers and their clients with aphasia,
the potential for miscommunication was high. To a large extent the potential for
miscommunication within the bounded friendship was brought about by the reliance
on non-verbal messaging and its tendency to be ambiguous. Paid carers were skilled,
albeit without conscious awareness, at using strategies to manage the uncertainty and
ambiguity inherent in non-verbal communication. A number of strategies were
utilised by paid carers to manage the ambiguity of non-verbal messages and reduce
the likelihood of misunderstandings. First, paid carers worked to develop a cognitive
schema of the client’s identity largely based on information accessed from an
extensive range of resources such as the client’s extended social network,
extrapolating from objects in the client’s room, or hypothesising from their own
implicit personality theories. Second, paid carers made use of the broader
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interpersonal context to enhance the recognition of patterns of non-verbal cues to
assist in interpretation of the client’s non-verbal messages. In particular, the setting
exerted a subtle influence over the impressions formed by the paid carer about the
client. Paid carers used a range or constellation of non-verbal communicative
behaviours to clarify and confirm the non-verbal message they had received from the
client. Finally, as the paid carers developed a sense of shared meaning with the
person with aphasia, they used their knowledge of the bounded friendship to verify
their impressions from ongoing non-verbal communications via a process of constant
comparison.

“I was looking for more information, I was looking for, um, sort of, a
background” – Revealing the person. Due to the presence of aphasia, paid carers
were resourceful in finding ways to understand the person with aphasia. With
knowledge of the client, paid carers were able to minimise miscommunication and
improve their chances for creating a positive impression on them. Indeed, Knapp,
Ellis, and Williams (1980) state that perceptions of the difficulty or ease and the
smoothness or awkwardness of a communication encounter are important components
in relationship development.
Paid carers gathered information from multiple sources, including the client
themselves, other paid carers, therapists, care co-ordinators, staff at the facility, other
clients, and their own belief systems. The main types of information that paid carers
gathered included social identity and disability information, as discussed by Barb:
“Yes I basically told him….very briefly about Jack's communication skills or lack of.
No not lack of, he has got communication skills. Ah. Just briefly told him what he
likes, what he doesn’t like, things like, yeah, well he does enjoy a beer..but if you take
him out and you do have a beer, please make sure you take him to the toilet, because
accidents can occur,… very briefly, about the communication book(journal), here it
is, we write in it, read it. This was an unofficial.. shadow shift, 'cause I wasn't even
there for that reason. So it was very, very brief, this is the nursing home, he's
daughter's not here, he hasn't really got any family back up from his family at the
moment, just very, very briefly as I thought of things off the top of my head, just, blurt,
blurt, blurt..I showed him all the names of all Jack's physiotherapist, the other carers,
the speechie, the case manager, I just roughly showed him where they were, basically
the admin. side of things.” Barb (Interview 1)
Also information about the client’s therapy and progress was sought by the paid
carers, as mentioned by Bev:
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“What they used to do with Jack, what condition Jack was in when they started
working with him, and how much he has progressed up to that point…which was
important for me to know because it sort of gave me a goal.” Bev (Interview 1)
In addition, paid carers received reassurance from talking with other paid carers, as
highlighted by Bev:
“I realised after talking to her that if I seek my own way, Jack will sort of guide me in
'yes this works' or ' no this doesn't work' and I should let myself be guided by that and
not be too concerned about 'Am I doing the wrong thing or not?' (Is there a
standard?) Yes is there a standard? Is there a proper way of doing this? There
isn't.” Bev [discussing the advice she received from an impromptu meeting with
Kate] (Interview 2)
Information was shared in multiple ways including informal conversations
with other paid carers, paid carer training sessions with therapists, shadow shifts with
other paid carers, communication journals kept by paid carers and therapists,
communication books, telephone conversations with the care coordinator, and
spontaneous observation of others interacting with the client. Different sources of
information were accessed according to what information the paid carer was seeking,
as discussed by Bev:
“And I, could have gone to the therapists, but again the relationship the therapists
have with a client is completely different to a relationship between a [paid]carer and
a client so and knowing that, I knew I had to find out more, I just had to know more.”
Bev (Interview 1)
Therapists were the main source of information pertaining to the formal goals of the
program especially the physical goals. They were also used to facilitate problem
solving. Whereas paid carers sourced other paid carers to provide information about
the client’s identity and to provide emotional support to each other.
Gathering information from multiple sources was a useful strategy for paid
carers in managing the ambiguity of non-verbal communication. In addition, settings
exerted a subtle influence on the relationship process, particularly at the getting in
experience. Selecting an appropriate setting for conducting the introductions was
important.

“It was the place that he was (in), I didn't realise how horrible they were” Making use of the broader interpersonal context. Settings exert a subtle but
important influence over a person’s social judgements and affective reactions to a
relational partner, at the beginning of a relationship. The broader context had an

208

important influence on the interpersonal communication and relationship development
between paid carers and their clients in a number of ways. First, the broader context
influenced the paid carers’ interpretation of the client’s non-verbal behaviour as part
of forming their first impressions of the client. Second, context can influence
affective reactions. Affective reactions are referred to by Van Lear and Trujillo
(1986) as an “individual’s emotional experience of particular interactional episodes
with others” (p. 376) which in turn affects the development of the relationship
between the relational partners. In this way, the settings in which introductions to the
client took place exerted an important influence on the bounded friendship. Most
introductions occurred in an informal setting such as meeting for coffee, as described
by Haille:
“I went to the café at the main building at the [name of institution]. We sat together
an’ [name of therapist] sort of formally introduced me and said, you know, this is
Haille an you’ve probably seen her about and, um, actually an’, an’ Hilda did say to
[name of therapist]’oh yes she’s lovely’ an’ sort of held, patted my hand but in, in a
very sort of endearing way so she’d obviously gained some impression of me from the,
albeit limited interactions we’d had. There’s a sort of, I suppose for want of a better
word, a sort of warmth between us…, she was very smiley an’, we were both smiling
at each other. Anyway so [name of therapist] said to Hilda, ‘We’re thinking of, would
you be interested in Haille going shopping with you?’ An’ she was very interested in
the whole shopping thing even if she wasn’t that bothered about who went with her. ..I
wasn’t really given any information about Hilda at all. I don’t think it would have
worked if it had been any more formal than that.” Haille (Interview 1)
An informal setting, such as meeting for coffee at a café, creates an atmosphere of
relaxation and tends to exert a neutral influence over the interaction. In addition, the
script for socialising over a coffee is well known to most adults. People are familiar
with the roles they play, thus reducing some of the sense of uncertainty felt at the
beginning of a relationship. The emphasis is on socialising and getting to know the
other person in a superficial way. On occasions, paid carers were accompanied by a
third party at this first meeting. The third party was an individual who had a well
established relationship with the client and was trusted by them. Usually, the other
person was either a therapist or another paid carer of the client. The role of this third
person was to do the introductions and orchestrate smooth interaction, often using the
impression management strategies of immediacy and affinity seeking on behalf of the
client, and credibility strategies on behalf of the new paid carer.
Alternatively, some introductions were made in the familiar surroundings of
the client’s “home turf” such as in their room within the facility which they resided.
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This setting provided a sense of security and familiarity for the client. However, the
degree of comfort and ease felt by the paid carer depended on their level of familiarity
with the client’s residential setting, as revealed by Ronnie’s comment:
“It was more, [it] wasn't Jack at all, it was the place that he was in. (uh-huh) I didn't
realise how horrible they were.” (referring to the residential facility where Jack
resides) Ronnie (Interview 1)
An unfamiliar environment can increase rather than decrease the degree of uncertainty
between the paid carer and the client with aphasia. Indeed, feeling ill at ease in the
context could contribute to non-verbal messages being inadvertently leaked by the
paid carer to the client and the client sensing that any awkwardness may be as a
reaction to them as opposed to the paid carer’s discomfort with the environment.
When a paid carer is less familiar with the broader social context of the client, it
follows that the context be less effective in assisting the paid carer to interpret
accurately the client’s non-verbal communication especially early in the relationship.
On the other hand, paid carer’s familiar with the client’s residential setting and
it’s routines, may have an advantage in interpreting the client’s communicative
behaviour in context, as mentioned by Donna:
“I think the first time was 'cause, she was determined, there was something she was
headed for, an' she stopped right at the thing [laundry trolley] an' was lookin' for her
name. An' I said ‘oh those are the laundry baskets that are going upstairs’, we saw
her name an' so then I knew that that's what she was up to, that that's what she was
after…. An' then she'd have me go through her drawers so then I figured that out. I
figured that that was going to be something…an' then I remembered back when my
mother-in-law was in respite, an' the different ones that would just stay right (starting
to laugh), right in the hallway by the laundry door on laundry day, they seemed…,
they know what's coming out. An' when I put my mother-in-law in respite, we lost
clothes....” Donna (Interview 2)
Familiarity with the context added cohesion and flow to the interaction that
contributed to a positive sense of we get along. Further, it afforded the paid carer an
opportunity to share knowledge with the client about the place and it’s routines that
only another insider would know. In turn, smooth interaction and increased
psychological similarity enhanced the progression of the relationship between the paid
carer and the client with aphasia.
A further strategy adopted by paid carers to manage the ambiguity of nonverbal messages was learning to derive meaning from a system or constellation of
non-verbal cues sent by the client with aphasia.

210

“When you really get to know her you’re seeing lotsa things”- Learning to
see patterns of non-verbal cues. Eventually, paid carers learned what certain
combinations of non-verbal cues meant for a particular client. Such combinations of
cues could inform the paid carer if the client was having “a good day,” as described
by Bev:
“I would come in and greet him, he would [have a] smiling face, making eye contact
and being ready for [me]. He knows what we're going to do, so he gets himself ready
for it. Yeah. Moves his wheelchair, positions it the way it should be and so that we
can do what we need to. Yeah. Yeah. Which is a great cue.” Bev (Interview 3)
Paid carers appeared particularly skilled at detecting or decoding the underlying
motivations of a client’s non-verbal messages. They did this by attending carefully to
non-verbal cues that did not add up such as eye movements or body posture that
leaked how the client was truly feeling in a given situation, as described by Haille:
“She smiles at you genuinely with her eyes, an’ you know she’s smiling, you know.
Other times, she’ll do that pretend smile, an’ she doesn’t smile with her eyes, an’
you’ll say to her, sort of.. ‘Hilda you’ve got to smile with your eyes so I know that you
mean it.” Haille (Interview 1)
With time, paid carers are able to “see” all the cues that the client gives off and this
facilitates the accuracy with which the paid carer can interpret the client’s
communication, as Donna suggested:
“When you really get to know her you’re seeing…. lots of things, an’ gestures,
everything, you’re understanding cues.” Donna (Interview 1)
The paid carers developed a client specific dictionary of shared meaning of the
client’s combinations of non-verbal cues. Along with increased shared meaning, paid
carers developed a degree of intimacy with the client which further enabled them to
understand the nuanced communication of the client. This phenomenon is termed the
“closeness of relationship” effect.

“You get to know somebody so well like that you just know what they want”
- Utilising the “closeness of relationship” effect. Paid carers identified that the more
they “got to know” the client, the better their ability to understand what the client’s
non verbal communication behaviour meant, as Donna commented:
“I don't know she just had ways of me knowing. I don't even remember now but you
get to know somebody so well like that you just know what they want.” Donna
(Interview 2)
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For Bev with Jack, the familiarity she shared with Jack enabled her to detect from his
non-verbal communication when he was in true pain or when he was “faking” pain to
avoid participating in exercises. She described this awareness as:
“With the doctor there, the doctor couldn't find anything, couldn't see what it was that
was wrong. When he left, Jack didn't want to do exercises but I know Jack (laughing)
and I knew he was faking it and I.. called him on that and he burst out laughing.
(laughs) It was so funny.” Bev (Interview 3)
“Jack had, the doctor was there again on the Monday, and Jack had wax in his ears,
and…………I could see when Jack is not feeling well he has a different expression on
his face, yeah, you can see when he's not feeling well” Bev (Interview 3)
“So for me there was a difference between the previous time when I knew that Jack
was just being cheeky and to that I could see, 'no, this is serious, he's really in pain
and not feeling well.’” Bev (Interview 3)
The idea that the relationship is improved by communication and communication is
improved by relationship is referred to throughout the paid carers’ transcripts. The
longer the paid carer had been in a relationship with the client with aphasia, the more
finely tuned their perception and interpretation of the client’s more subtle and
nuanced non-verbal messages became. Barb coins the term of knowing the client
“inside and out” which reflected the paid carers’ ability to decode their clients’ nonverbal communication with greater accuracy.
Becoming finely tuned into the client’s nuanced non-verbal communication
was important to the ongoing maintenance of the relationship. Many of the paid
carers who had been with their client for many years, such as Kate and Barb with Jack
and Lyn with Maria, described the sense of knowing their client “inside and out.”
These three dyads had maintained their relationships for more than 6 years and their
relationships appeared solid. Typical of these dyads was Lyn with Maria. Lyn knew
in great detail how Maria felt and reacted to the things in her life. She had acquired
this information over a six year period of relating to Maria through Maria’s nonverbal communicative cues. She knew that Maria needed gentle encouragement to
walk, and she knew how best to frame this in order to motivate Maria as she
described:
“If you just sit here and don't do anything, you're going to have to go into a home.
And then you're going to loose [partner’s name] your partner.’ And that's when she
goes (demonstrates a deep breath in). And she gets on her high horse and she gets up
and she starts moving.” Lyn (Interview 1)
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Yet, on other occasions Lyn knew when Maria was overwhelmed with her situation
and provided comfort by saying:
“‘That's okay, you can be down today. Just let it out’ and just be there [for the
client].” Lyn (Interview 1)
The phenomenon of intimacy in relationship having an effect on the relational
partner’s ability to understand their partner’s non-verbal communication has been
identified in the non-verbal communication research literature. Noller (2006) labels
the phenomenon as the “closeness of relationship effect”. She suggests that “besides
individual skill in affective empathy, there is also some evidence for a “closeness of
relationship effect” on decoding sensitivity, with close relationship partners’ greater
knowledge about each other’s lives leading to greater accuracy at decoding non-verbal
behaviour.” (p. 405). It has been found that close friends are generally better at
decoding one another’s non-verbal cues than are strangers, in particular decoding nonverbal cues to emotion. (Sternglanz & DePaulo, 2004). In addition, Noller (2006)
believes “those with a strong need to belong are likely to be highly sensitive to close
other’s non-verbal communication” (p. 407).
In contrast to Lyn, Sharon, who never became attuned to Maria’s non-verbal
cues, failed to be able to discover the complexities of Maria’s identity. Much of
Sharon’s description of Maria centred on her stubbornness and lack of cooperation.
In turn, with restricted opportunities to engage in activities together, there was limited
scope for Sharon and Maria to “get to know” each other. After eight months, Sharon
eventually decided to withdraw from the paid carer role with Maria. She stated that
she had become bored within the relationship. Noller’s research also showed that the
quality of the relationship can affect decoding accuracy. In one study, Noller (2005)
found that unhappy couples were less accurate in decoding non-verbal messages from
their spouse, especially male spouses. Noller interpreted this result as negative
perceptions held about the relationship interfering with the spouse’s ability to interpret
non-verbal communication objectively. This phenomenon may also be a factor seen
in other paid carer-client dyads, especially where the relationship between the paid
carer and client is felt to be declining such as the situation that arose between Bev
with Jack.
In brief, a number of strategies used by paid carers were identified from the
research that enabled them to manage the ambiguity of messages and reduce the
likelihood of misunderstandings throughout the bounded friendship. These strategies
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included developing a cognitive schema of the client’s identity, making use of the
broader interpersonal context to enhance the accuracy of interpreting the client’s nonverbal messages, learning constellations of multiple non-verbal cues to enhance their
understanding of the client, and using their intimate knowledge of the client to further
enhance the reliability of communication within the relationship. A further process
mediated by non-verbal communication in the bounded friendship was the provision
of feedback to the paid carers.

“You see straight away that you make a difference because of what you do”
– Feedback for paid carers. A further function of decoding a client’s non-verbal
communication was to provide feedback to the paid carer. In the absence of verbal
explanation and expression, feedback was encoded in the non-verbal messages from
the person with aphasia. There were many examples of the client’s non-verbal
communicative behaviour providing feedback messages to the paid carer within the
bounded friendship.
Non-verbal displays of the client were important to the paid carer in assisting
the paid carer to know whether or not the client understood what was going on as,
mentioned by Donna:
“If she didn't understand me I could see the confusion on her face.” Donna
(Interview 2)
Some paid carers such as Bev, Donna, and Kate were able to detect the client’s
comprehension difficulties very early in the relationship. In fact, with time some paid
carers described their ability to discern when the client was “faking” their
comprehension, such as Bev:
“I suppose if he wants to he can either give me the impression that he understands
well or that he doesn't understand at all. And for me, now, with working with Jack, I
can discern when he really doesn't understand and when he's just putting up that
front, not making the effort to try and understand.” Bev (Interview 2)
In contrast, some of the paid carers took longer to recognise their client’s
comprehension difficulties, such as Barb and Haille. Indeed, some of the paid carers
such as Sharon failed to mention them at all. It seemed that some paid carers had an
innate ability to decode the client’s non-verbal signals of comprehension difficulty.
Yet, for other paid carers it was a skill that was influenced by a combination of time
in the relationship and by the “closeness of relationship effect”.
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A client’s sense of achievement was portrayed in a display of non-verbal
behaviours, as described by Ivan:
“He's different, on his face…his expression, so that's real nice. I mean, even if I were
not seeing it I would come back still but especially… when you see it, you do this and
then you see straight away that you make a difference because of what you do.” Ivan
(Interview 1)
Seeing the client’s response to their own achievements was an opportunity for paid
carers to genuinely share in the client’s sense of delight and pride in
accomplishments, as described by Donna:
“When I saw that she got it like "Ohhhh!!" She goes like "Yes!"(pumping the air)
which is really… it was just the greatest feeling that you helped her get there” Donna
(Interview 2)
Furthermore, the client’s display of pleasure also enabled the paid carers to gain a
sense of their own contribution and value in their role. Most paid carers viewed their
success in terms of the client’s progress. So these non-verbal displays of triumph by
the client were an important measure or source of feedback to the paid carers of their
own success. These mini celebrations especially around resolving communication
breakdown provided opportunities for the dyads to further bond in their relationship
and were particularly noted by the paid carers early in the bounded friendship.
Another feedback message encoded non-verbally by the clients was their sense
of appreciation for the paid carer’s advocacy as referred to by Ivan:
“That's my role that's my job and I know (starts to laugh) and sometimes he
appreciate it……he knows that I get a hard time for that” Ivan (Interview 2)
Being appreciated by the client was particularly important when the paid carer was
performing in the role of advocate. Advocating for the client often placed paid carers
in the position of having to confront a hostile reaction from others when making
requests on behalf of their client. It helped the paid carers to know that their clients
were appreciative of their efforts.
Finally, clients also provided non-verbal feedback to the paid carer when they
were not pleased with the paid carer, as Haille described:
“She does a lot of this cold shoulder thing. She does it with me when I've said
something isn't going to happen that she wants to happen because it can't, we've run
out of time or something. She does that thing where she'll, look away and she'll
totally ignore you, totally….she does that blank look thing” Haille (Interview 3)
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The non-verbal behaviours encoded by the clients that communicated their
displeasure included not responding to the paid carer’s communicative turn, altering
their body orientation away from the paid carer, averting their eye gaze, using hand
gestures to convey “go away”, and to physically be absent during the paid carer’s
shift. Jack used many of these non-verbal communicative behaviours to signal his
desire to dissolve the relationship with Bev.
In summary, non-verbal communication is essential to the bounded friendship.
A paid carer’s skill in processing non-verbal communicative behaviour is paramount
to the development and maintenance of the relationship. Skill in decoding non-verbal
communication enabled the paid carer to achieve four main functions. First, it
enabled the paid carer to determine the client’s acceptance of them in the role of paid
carer. Second, non-verbal information allowed the paid carer to confirm the client’s
competence. Third, paid carers incorporated the use of non-verbal cues into strategies
for managing the ambiguity and potential for miscommunication within the
relationship. Finally, non-verbal communicative behaviour was an essential part of
feedback for paid carers about their client’s feelings, attitudes, and motives but also
their own success as the client’s paid carer.
Whilst decoding non-verbal communication was essential to the bounded
friendship, encoding non-verbal communication was equally important. Encoding
non-verbal communication was an element that facilitated the paid carers’ ability to
develop rapport and to communicate trustworthiness.

Encoding Non-Verbal Communication

“I smile an' say ‘Good Morning, How are you?’” - Developing rapport.
Non-verbal expressiveness or skill at accurately encoding information via non-verbal
cues has been shown to be important in relationships (Fridland & Russell, 2006). The
importance of non-verbal encoding skill was evident throughout the bounded
friendship. At the outset of a relationship it was important to create a good
impression. To a large degree creating a good impression involves managing to
reflect accurately desired attributes via non-verbal cues. In addition, within close
relationships accurate encoding or expression of, in particular, emotion is important.
Partners within a relationship need to be aware of how the other is feeling so that
these feelings can be taken into account in their attempt to make decisions and to
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solve problems together. In the bounded friendship, the clients’ skill at encoding nonverbal cues to indicate their underlying emotion, and motivation was an essential part
of feedback for paid carers. In addition, paid carers’ skill in encoding non-verbal
communication was important to their success in building rapport and creating
trustworthiness.
As mentioned in Chapter 4, one of the paid carer’s main objectives of the
getting in experience with a client with aphasia was to manage impressions especially
in creating the impression of being a likeable and positive person to be around. For
paid carers, their skill at impression management is essential to the efficiency with
which the relationship can progress forward. Managing impressions concerned the
paid carers’ ability to manipulate their behaviour in such a way that it created the
image of a warm, approachable, friendly, and supportive person. These skills or
strategies have been identified in the interpersonal communication literature as
strategies of affinity and immediacy and have been discussed previously in the
chapter. In addition to these strategies, paid carers utilised their skill in encoding nonverbal cues to facilitate the development of rapport in the relationship with the client
with aphasia.
Paid carers were particularly skilled at knowing how to present themselves to
develop rapport in the initial encounters with their person with aphasia. Rapport is
relation; connection, especially harmonious or sympathetic relation (Macmillan,
2011). Individuals in rapport are likely to cooperate with one another to accomplish
tasks more efficiently and effectively. People develop, maintain, and indicate their
rapport through interlinked signals and responses many of which are encoded and
decoded via non-verbal behaviour. Tickle-Degnen and Rosenthal (1990) propose that
the experience and behavioural manifestations of rapport can be described as
consisting of the components of mutual attentiveness, expressivity, and interpersonal
co-ordination.
From the outset of the bounded friendship, many paid carers mentioned the
importance of smiling to demonstrate warmth and friendliness, as described by
Ronnie:
“An', I try an' do it with a smile on my face if I can. With a smile that's most
welcome. That's the most important part even if you don't feel like smiling.” Ronnie
(Interview 1)
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Often smiling was teamed up with greetings or comments that were spoken with an
emphasis on non-verbal cues that projected positivity and enthusiasm via higher
pitched and varied intonation and a request for action such as “What are we going to
do today?”
Another non-verbal strategy mentioned by several paid carers included
focussing their full attention on the client which predominantly included maintaining
eye contact with the person with aphasia and avoiding distractions in the room, as Lyn
commented:
“I found also if you let, if the phone is ringing, I just let it ring because they [clients]
seem to get very upset if you just drop them for a phone call, yeah so you sort of make
sure that you, just ‘Oh, it's not important. Let it go It's not important, you're more
important' and that helps with their, encourages them a little bit I think (okay) yeah
to know that they're important, that they're still part of the family and that they are
important, their opinions matter, yeah and I never move anything around unless she
tells me to (okay).” Lyn (Interview 1)
Lyn also described the importance of sitting back and following the client’s lead:
“I'm very quiet at the beginning, only because...you really have to focus on listening
to them and waiting for them to answer and not try to answer for them” Lyn
(Interview 1)
Donna described how she followed Hilda around her room as a strategy to discover
more about her. Tickle-Degnen (2006) described these behaviours as mutual
attentiveness. She defines mutual attentiveness as “participants focus on one another
or on the same object or environmental feature” (p. 384). Behavioural attention
demonstrates and affords interpersonal interest and engagement. However, she
stipulated that there has been little systematic research looking at mutual
attentiveness.
Ronnie described another approach to developing rapport where he attempted
to make a connection with Jack by participating in the activities that Jack did:
“The very first day we were doing his exercises so I was doing them so I was making
a fool of myself so I suppose that put a smile on his face and put a smile on my face, I
don't know, acting an idiot. An' that's the way it seemed to work” Ronnie (Interview
1)
Jack was able to identify with this strategy as humorous and appeared to enjoy
Ronnie’s approach. While attempting this mimicry, Ronnie was also able to
demonstrate that he could have a good laugh at himself showing Jack that he didn’t
take himself too seriously.
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Tickle-Degnen (2006) classified mimicry as one of three coordinative patterns
of interpersonal co-ordination. The other two patterns are matching and interactional
synchrony. Mimicry has been shown in the literature on non-verbal communication
to be associated with developing of rapport. Research suggests that another’s
mimicry of one’s own behaviour induces liking of and rapport with the miJacker
unconsciously. However, everything in moderation is important with respect to the
intensity and structure of behaviour in the context of rapport. In Tickle-Degnen’s
review (2006), she suggests low or high levels of intensity in the behavioural
components of rapport may indicate that individuals are not connecting or attempting
too hard to do so under challenging conditions. She presents evidence that moderate
levels of expressivity are more conducive to trustworthiness and cooperation than low
or high levels.
Clearly, non-verbal expressiveness is a crucial component of any strategy used
by paid carers to develop affinity and immediacy within the bounded friendship.
Non-verbal expressiveness is also important to the development of rapport. A further
important function of encoding non-verbal cues in the bounded friendship was to
enhance perceptions of trustworthiness.

“Just trusting me to do what I'm meant to do and to do it properly” –
Creating trust. Throughout the paid carers’ transcripts there were many references
to non-verbal behaviours used by paid carers to encode trustworthiness. One such
strategy was being punctual and reliable. Paid carers felt that the non-verbal cue of
being on time, every time was important to the perception of trust, as Haille pointed
out:
“I think just…being reliable, turning up on time, being there when I’m meant to,
whether or not they know I’m meant to be there actually.” Haille (Interview1)
Being reliable and punctual was perceived by paid carers to send three strong
messages to the client. It indicated that the paid carer was committed to their job, that
the client was important to the paid carer, and created the impression that the paid
carer was a reliable person. These time cues appeared to play an important part in the
bounded friendship with Bev pointing out that there was often a running commentary
or in joking on being on time in her relationship with Jack. This behaviour would
play out with Jack pointing to his watch on her late arrival and then waving his finger
with mock admonishment, but having a smile on his face. In fact, Bev described how
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this was often one of the non-verbal cues that let her know if Jack was having a “good
day”. In contrast, Jack applied the opposite dimension of this same strategy as a
means of communicating his dissatisfaction within the relationship. At the time when
the relationship was dissolving, Jack would fail to turn up to his session with Bev.
Bev described another way in which she non-verbally encoded continuity of
time to present trustworthiness and build trust with Jack:
“The fact that I've established a routine for him when I am there, I think that has sort
of calmed him. He knows what he can expect from me because every Monday when I
get there I go through what we did on Friday and what his weekend was like……..I
think in doing that, making that connection from what we do the Friday, bring it over
to the Monday, and continue on with that, I think Jack has learned to trust me.” Bev
(Interview 1).
She achieved trustworthiness by reinforcing the continuity between sessions and
routines with Jack at the beginning of each session by recounting communications and
events that had occurred in the previous session. Further, she would enquire about his
progress with any ongoing issues that may have remained unmet from previous
sessions. Dave alluded to the importance of non-verbally encoding reliability by
meeting client’s expectations:
“He would trust me to come and take him to the football if I said I was going to”
Dave (Interview 1)
In contrast, the paid carers’ inability to meet their client’s expectations contributed
largely to a loss of trust and deterioration within the relationship, as described by Bev
with Jack in Chapter 4.
Another non-verbal behavioural cue that encoded the trustworthiness of paid
carers was showing responsibility in looking after the client’s personal belongings.
This strategy appeared to be a particularly strong cue between male paid carers and
their male clients. Ronnie described it as:
“If someone gives you their wallet or their purse, you've gotta have a fair amount of
trust in them, 'cause I mean he doesn't know me from a bar of soap really.” Ronnie
(Interview 1)
A further way in which trustworthiness was encoded non-verbally by the paid carers
was described by Haille:
“I want her to know that she can trust me an’ that she can trust that I’m not going to
get exasperated an’ stressed with her, in a way that she’ll know, an’, no, I think she
knows anyway when people are getting stressed.” Haille (Interview 1)
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She perceived that encoding a composed exterior at times of stressful interactions
with Hilda was important to projecting trustworthiness. Haille believed that
remaining calm communicated to Hilda that she was committed to work through any
communication difficulties without abandoning Hilda. In turn, she reported that she
felt this had a calming effect on Hilda’s responses in difficult situations.
In contrast, non-verbal communicative behaviours also communicated loss of
trust, particularly when encoded by the person with aphasia. Refusal to cooperate was
a form of non-verbal cue that clients used to indicate a loss of trust with the paid
carer. Bev described a situation in her relationship with Jack where he refused to
walk with her as an example of loss of trust:
“Jack is such a big bloke, I found it quite hard to, to steady him and because I was
unsure of what I needed to do, he must have felt it, I must of conveyed that to him
somehow so he didn’t trust me with the walking” Bev (Interview 1)
Sharon also described how she found Maria would frequently refuse to participate in a
range of activities with her, such as walking practise or go on community outings.
Whilst not explicitly stated by Sharon, there appeared to be a lack of trust in the
relationship. It is feasible that the lack of cooperation from Maria was due to a lack of
trust in Sharon. Without psychological closeness, it would have been difficult for
Sharon and Maria to develop trust with each other. Yet, Lyn, another paid carer with
Maria, described the variety of activities that she and Maria enjoyed doing together.
She also described how when Maria refused to cooperate with therapeutic activities,
she was able to encourage her to complete them when she restated their goal to Maria.
Refusal on these occasions appeared to be due to a loss of motivation rather than lack
of trust. The trusting relationship that Maria shared with Lyn, may also have allowed
Maria to accept Lyn’s advice and encouragement believing that Lyn had her best
interests at heart.
Thus, the paid carers’ ability to encode non-verbal communicative behaviours
was important to the bounded friendship in a number of ways. Paid carers described a
range of non-verbal communicative behaviours that enabled them to develop rapport
with the client with aphasia. Furthermore, paid carers also suggested numerous nonverbal cues they used to create and maintain trust throughout the relationship with the
client.
In summary, the bounded friendship is co-constructed between the paid carer
and the client with aphasia through their interpersonal interaction. From the outset,
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paid carers understand they must co-construct a positive, supportive, and trusting
relationship in order for them to be successful in fulfilling their role as a paid carer.
Forming a relationship with a client with severe aphasia poses a number of challenges
to the paid carer. Certain paid carer characteristics emerged as being important
qualities that enabled the relationship process. The personality traits of high
sensitivity, compassion, and empathy were particularly influential to the establishment
of the relationship. Further, a range of communication competencies enabled the paid
carer to manage impressions effectively, reduce uncertainty, and minimise
miscommunication. These communication competencies included having a large
repertoire of communication skills and relational strategies, effective non-verbal
communication processing skills, accurate self monitoring and cognitive complexity.
Furthermore, a subset of communication competencies, known to be valuable in
intercultural communication, was also important. These intercultural communication
competencies enabled the paid carer to manage the unpredictable and seemingly
somewhat contradictory nature of the relationship. These competencies included
tolerance for ambiguity and uncertainty, open-mindedness, and commitment. All of
these paid carer characteristics were powerful enablers of the process of bounded
friendship.
Equally important to the enablement of the bounded friendship was the
mediation of the paid carer characteristics through non-verbal communicative
behaviour. While an important feature of all relationships, non-verbal communication
played a particularly significant role in mediating the relationship process between the
paid carer and their client with severe aphasia. This situation arose largely due to the
reliance of the relational dyad on non-verbal communication. In order to progress the
relationship, the paid carer must accommodate non-verbal communication and its
inherent ambiguity. In particular, decoding of non-verbal communication was crucial
to determining acceptance, confirming competence, managing ambiguity and
miscommunication, and in providing the paid carer with valuable feedback. In
addition, encoding of non-verbal communication was essential to developing rapport
and creating trustworthiness within the bounded friendship.
The findings from this inquiry have a number of clinical implications which
are discussed in the following chapter. The major construct revealed in the research is
the bounded friendship. The final chapter commences with a discussion of the
implications relating to the bounded friendship and the essential features which
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characterise it as a construct. This account is followed by description of those clinical
ramifications that pertain to the perspectives of the key experiences identified within
the process of developing the bounded friendship.
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Chapter 6: Exploring the Clinical Implications of the Bounded Friendship
The major focus of this chapter is to explore the clinical implications
stemming from understanding the paid carers’ experience of working with a client
with severe aphasia. Prior to a discussion of the implications and the limitations of
the research, the key findings of the bounded friendship framework, incorporating the
important features of paid carer characteristics and non-verbal communication, are
reiterated. The implications arising from the discoveries made in the inquiry are then
discussed, first with respect to the bounded friendship and the essential features which
characterise it as a construct and then from the perspectives of the key experiences
identified within the process of developing the bounded friendship. Implications are
framed with a particular emphasis on how clinical services offered as part of a
therapeutic alliance can incorporate the paid carers’ experience. A case study of one
of the paid carers and clients with severe aphasia, Bev with Jack, is used as an
illustration of how knowledge of the paid carer’s perspective may inform
improvement of current clinical practices.

Discovering the Bounded Friendship: Summary of Findings

In line with the participant stories, the paid carer’s experience of working with
a client with severe aphasia is foremost that of a relationship and relating as part of
“getting to know you”. Establishing and maintaining a supportive relationship is the
underlying motivation informing the paid carer’s approach to the client with severe
aphasia in spite of the client’s severe communication impairment. It is the
relationship that allows the paid carer to support the client with aphasia to achieve the
client’s goals. Furthermore, communication is perceived by paid carers to be an
important component of the relationship, but its relevance is always viewed within the
broader context of the relationship. In this way, the interpersonal relationship and
communication are combined inextricably with one exerting influence over the other
in the evolving process of everyday relating with the client.
Figure 13 presents the overall theoretical formulation stemming from the
inquiry. This framework of the bounded friendship represents the relationship process
that emerged through the analysis of the paid carers’ interviews. Common to the
bounded friendships of paid carers and their clients with severe aphasia are four key
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experiences of getting set up, getting in, getting to know you, and knowing you inside
and out. In addition, experiences signifying deterioration of the relationship going
downhill, getting back, and going away, were also identified. Within the context of
severely restricted verbal communication, particular factors emerged as crucial to the
relationship process. In particular, the innate personality characteristics and multiple
communication competencies of the paid carer, mediated through non-verbal
communicative behaviour, had a significant impact on the progression of the
relationship. Each of these discoveries covered in Chapters 4 and 5 have been placed
within this framework.
Overall, paid carers described the relationship they experienced with their
clients with severe aphasia as similar to the relationship they would have experienced
with a friend. The relationship was experienced by the paid carer as having
reciprocity, equality of power, and rituals of relationship. The relationship was a
unique personal one that was influenced by the particularities of the two individuals
involved. Yet, the role of paid carer required that the relationship was a purposeful
one. The primary purpose of the relationship from the paid carer’s perspective was to
deliver support successfully to the client. Thus, the notion of the bounded friendship,
a social relationship bounded by roles, emerged from the paid carers’ descriptions of
their experiences.
While paid carers perceived their bounded friendships to be unique, there were
elements of commonality amongst them. The paid carers perceived their relationships
with the client with severe aphasia to share a common feature of unpredictability.
This common thread of unpredictability and uncertainty, while a prominent feature of
the early relationship, continued to persist despite some paid carers getting to know
the client with aphasia “inside and out”. The paid carers’ perception of the
unpredictable nature of the bounded friendship appeared to stem largely from the
presence of the aphasia masking the true self of the individual with aphasia and
contributing to the perception of the client’s behaviour as being contradictory. A
further aspect of the commonality of the bounded friendships of paid carers with their
clients was the progression of the relationship over time. In this way, the bounded
friendship was a process.
While not all relationships progressed at the same rate, all paid carers
perceived their relationships as a developmental process. In addition, from the paid
carers’ descriptions of the bounded friendship it was evident that paid carers achieved
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different degrees of “knowing” or degrees of involvement with the client. While the
bounded friendships were described as unique relationships there were common key
experiences that are labelled on the framework.
The first of the key experiences of the bounded friendship is that of getting set
up. This experience takes place in the period between the paid carer receiving contact
from the paid carer agency regarding the client and meeting with the client for the first
time. The predominant activity enacted at this time by the paid carers was that
relating to the development of expectancies. At this stage, it appears paid carers have
limited access to detailed information pertaining to the client. Unfortunately, for less
experienced paid carers unfavourable expectancies were generated which defined the
client with aphasia in narrow and pessimistic ways. For more experienced paid
carers, previous exposure to a range of disabilities appears to safeguard them against
developing such negative expectancies, even when they have not had a previous
encounter with a client with aphasia. In the end, all paid carers, regardless of
experience, felt a professional and moral obligation to meet with the client with
aphasia to determine for themselves if they could fulfil the paid carer role.
The getting in experience within the bounded friendship is perceived by paid
carers as the time of greatest uncertainty and intensity within the relationship. During
this experience, the paid carer’s focus is on determining if the client accepts them in
the paid care role. Further, they are equally concerned with managing impressions
both with respect to their perception of the client and the client’s perception of them.
Personal qualities and communication competency skills enable the paid carer to
expend the significant cognitive effort required to manage the inherent ambiguity of
the early interactions with the client with severe aphasia. Once acceptance has been
determined the relationship can progress.
Following acceptance in the paid care role, the paid carers turn their attention
to revealing the client’s identity. The time where the paid carer is focussed on
“getting to know” the client signifies a change in the emphasis of relating from
managing impressions to that of constructing shared meaning within a bounded
friendship. This experience is identified as getting to know you. Despite the presence
of severe aphasia, paid carers were able to achieve “shared meaning” with their client
through engaging in meaningful activities with the client and making astute
observations of the client’s non-verbal communicative behaviour.
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Observations of the client were then verified through comparison with external
sources of information, trial and error, and following intuitive logic. In this way, the
client’s identity is gradually revealed to the paid carer and the degree of ambiguity
and uncertainty within the interaction is reduced. The paid carers also enable
themselves to be more responsive in meeting their clients’ needs. In addition to
developing psychological similarity, paid carers also made reference to significant
moments that facilitated increased bonding with the client. More often than not, these
moments were perceived by paid carers to be associated with the resolution of
communication breakdown. Gradually, an environment is fostered within which an
open and trusting relationship can develop.
Once developed, paid carer-client relationships are maintained through the
everyday relating and strategic behaviour of the individual members of the dyad.
Some paid carers achieve a sense of knowing their client in great depth and this is
defined as the knowing you inside and out experience on the framework. With time,
the paid carer’s skill of knowing the client becomes more refined and the relationship
takes on increased depth and breadth of meaning for the paid carer. In some cases
where this in-depth understanding is reached, the paid carer may assume the role of
client advocate as was seen in the case of Bev with Jack. A sense of ease is felt by the
paid carer within the relationship which now bears the hallmarks of friendship, such
as reciprocity, trust, and greater predictability. Yet, paid carers are mindful of
maintaining the friendship within the boundaries of the paid carer role.
Although some of the paid carers achieved high levels of shared understanding
and psychological similarity with their clients with severe aphasia, this was not the
case for all. Having a less involved relationship did not necessarily prevent the paid
carer from satisfactorily meeting the client’s needs, such as in the case of Dave with
Jack. However, there was some evidence in the transcripts to suggest that these
relationships were more vulnerable to deterioration and dissolution over the longer
term.
As with all relationships, there was not necessarily a seamless forward
progression of the bounded friendship between the paid carers and their clients with
severe aphasia. The bounded friendships underwent daily fluctuations with some
dyads experiencing a period of deterioration. The key experiences of the bounded
friendship that related to relationship decline are described as going downhill, getting
back, and going away. Deterioration was usually heralded by one of the members of
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the dyad feeling dissatisfied. Some paid carers attempted to repair the relationships
when they perceived that the relationship was in distress with mixed success. Most
bounded friendships dissolved within the timeframe of the inquiry, but few
relationships ended due to interpersonal reasons of either the paid carer or the client
with aphasia. As depicted on the framework, the bounded friendships dissolved
during the key experiences of getting to know you and knowing you inside and out.
While not evident in the present study, theoretically paid carers could also opt out of
the relationship during the early experiences of the relationship, and this is depicted as
exit points in the framework at the times of getting set up and getting in.
A further feature shown in Figure 13, relates to the impact of aphasia on the
relationship development. Ordinarily, relationships are developed through
interpersonal communication between the members of the relational dyad. In the case
of a paid carer working with a client with severe aphasia, the paid carer is met with
the challenge of “getting to know” and relating to the client in the presence of severe
communication impairment. Severe aphasia has the effect of limiting the client’s
ability to process and communicate verbal messages. Therefore, the bounded
friendship is mediated predominantly through non-verbal communication. Nonverbal communication becomes paramount to the relationship process. A paid carers’
ability to accommodate non-verbal communication as part of the bounded friendship
is essential for the development of the relationship with the client with aphasia and
continues to be a factor throughout the existence of the relationship.
In spite of the effect of aphasia on the relationship process, paid carers strive
to construct a supportive relationship from the outset. Many paid carers exhibited
characteristics that enabled them to successfully negotiate the relationship through
non-verbally mediated processes. Certain personal traits and communication
competencies of the paid carer were magnified as enabling factors in the relationship.
The character traits of being highly perceptive or interpersonally sensitive,
compassionate, and empathic were important paid carer qualities. In addition, a
number of communication competency skills were essential facilitators of the
relationship process. These skills included possessing a large repertoire of relational
and communication strategies, effective skills in decoding and encoding non-verbal
communication, ability to self-monitor, and cognitive flexibility to adapt
communication strategies within the developing relationship. Further, a particular
subset of communication competency skills were emphasised in the presence of
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severe aphasia. These competency skills are known as intercultural communication
competencies and include tolerance for ambiguity and uncertainty, being openminded, and having commitment. These paid carer character traits and
communication competency skills, through the mediating influence of non-verbal
communication, enabled the relationship process to progress.

Discovering the Bounded Friendship: Clinical Ramifications

The aim of this inquiry was to gain understanding of the paid carer’s
perspective of working with an individual with severe aphasia. In particular, the
impact of the client’s communication impairment on the experience of the paid carer
was of professional interest. As a result of having increased awareness of the paid
carer’s perspective, speech pathology expertise could be better utilised to assist paid
carers to fulfil their support role with clients presenting with severe communication
impairment including aphasia. Arising from the inquiry is the significance of the
bounded friendship through which paid carers support the client. Foremost for paid
carers, is the goal of establishing a positive supportive relationship with the client
regardless of the client’s presenting communication disability and associated
challenges. The bounded friendship is the process which underpins the paid carers
work with the client, in spite of the client’s severe communication disability. Paid
carers understand that it is the relationship that enables them to provide support in the
most effective way. Without a relationship, many of the tasks of paid care would be
rendered less effective. In addition, once established the relationship must be
nourished in order for it to remain effective over time. Paid carers are highly
concerned with the therapeutic aims of their role. Yet, the paid carers’ effort is
equally focussed on management of the relationship with their client. From the paid
carer’s perspective, the therapeutic outcomes are dependent on the outcomes of the
relationship.
From a speech pathology perspective, it is essential that the relationship
between paid carer and client is a factor that is considered highly in the support and
training of paid carers. The establishment and maintenance of a positive and
supportive relationship between the paid carer and the client with severe aphasia is
important clinically for a number of reasons. First, without an effective relationship,
therapeutic goals are unlikely to be successfully realised. Second, the longer a
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relationship is in existence the more likely it is that the relationship will meet the
client’s needs because the paid carer will have developed greater insight and
understanding of the client’s particular situation. Third, Parr (2007) argues that
fostering respectful inclusion via close relationships helps to avoid depersonalisation
of individuals with aphasia. Finally, if relationships fail then there is the constant
need to recruit and retrain new paid carers. This need to replace paid carers is an
expensive process and presumably is less fulfilling for the client.
Regardless of skills and characteristics that a paid carer and their client bring
to the situation, all paid carers reported facing challenges within their relationship
with the client with aphasia. To fully understand the challenges and clinical
ramifications arising from the emergence of the bounded friendship, the implications
of the inquiry are presented in the following way. First, the clinical implications
arising from the identification of the paid carers’ concern for achieving a bounded
friendship with their client with severe aphasia are discussed. These implications
encompass the dimensions of the bounded friendship as friendship-like, unique,
purposeful, bounded, and unpredictable. Further implications relate to the findings
that the bounded friendship is mediated via non-verbal communication and enabled by
particular carer characteristics. Following on, the clinical implications that are related
to the specific key experiences of the bounded friendship are presented. Tables 5 and
6 display the clinical implications pertaining to the bounded friendship.

Caring in the Bounded Friendship: Clinical Implications

Bounded friendship – major clinical implications. The overriding
explanatory schema which emerged during the analysis to reveal the paid carers’
greatest concern when working with a client with severe aphasia was that of
establishing and maintaining the bounded friendship. Through analysis of the theme
of bounded friendship, significant clinical implications were revealed.
Foremost, is the conceptual shift required by speech pathologists to
incorporate the paid carers’ focus on their relationship with their client with aphasia
within their therapeutic approach. Traditionally, the speech pathologist’s role in
working with the paid carer has been conceptualised as imparting knowledge
regarding the language, cognitive, and technical aspects of supporting the client with
aphasia. Based on the findings of this inquiry, the relationship is central to the paid
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carers’ perspective of working with a client with severe aphasia. The challenge for
speech pathologists, and other allied health practitioners, supporting paid carers is to
adopt an expanded notion of support that incorporates the centrality of relationship.
In particular, priority needs to be given to not only the relationship between the paid
carer and the client but also the relationship between the health practitioner and the
paid carer.
Such a conceptual shift for speech pathologists requires a move beyond the
role of imparting explicit, discipline-specific knowledge to incorporate principles of a
more relational and reflective model of practice. Such an approach to clinical
practice and clinical supervision has been outlined by Geller and Foley (2009a;
2009b). Within the relational and reflective framework proposed by Geller and Foley,
specific mental health constructs are embedded in the more traditional disciplinespecific practices of speech pathology. These constructs include relationship-based
learning, attachment theory and working dyadically, reflective practice, transference
and countertransference, and the use of self. Through adopting relationship-based
intervention, the connections between the speech pathologist, the client and the paid
carer are prioritised. As part of this approach, a major focus for the speech
pathologist is on supporting the paid carer who, in turn, effectively becomes the agent
of change for the client with aphasia. In other words, the speech pathologist needs to
form an emotionally attuned, empathic, and reciprocal relationship with the paid
carer, as well as the client with severe aphasia. Furthermore, the speech pathologist’s
support role must extend to facilitating the bounded friendship between the paid carer
and the client with severe aphasia.
Currently, speech pathology interventions targeting the training of a variety of
communication partners to support the communication of individuals with aphasia are
well documented (See Turner & Whitworth, 2006, for a review of communication
partner training approaches). Such interventions would be well combined with a
relationship-based intervention. Relationship-based intervention recognises and
allows for two dimensions within the relational context to be addressed. These are the
observable experience of the relationship and the interaction within it and the
internally represented experience. The internal processes include the intentions,
feelings, motivations, and meanings that are shared among the participants. Both
dimensions of the relational context need to be considered as part of the intervention
process. Through the incorporation of mental health constructs within traditional
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speech pathology practice, speech pathologists can more effectively “work from the
inside out” (Geller & Foley, 2009a, p. 12). Working in this way, speech pathologists
can address the internal representations and affective subjective states of paid carers
which may be impacting on their relationship with clients with severe aphasia.
The inquiry highlights the importance for speech pathologists to recognise that
paid carers are working to support their clients with aphasia within the framework of a
bounded friendship. And so, support provided to paid carers needs to be framed and
delivered in such a way that acknowledges the significance of the bounded friendship
and can be easily integrated within it. There are many clinical implications arising
from the emergence of the bounded friendship. Those implications relating to the
major dimensions of the construct of the bounded friendships of paid carers and their
clients with severe aphasia are outlined next. Implications predominantly focus on the
way in which clinicians may reframe their traditional therapeutic objectives and
approaches incorporating the concept of bounded friendship to better align with the
major concern of the paid carers. Table 5 displays the major clinical implications for
the bounded friendship alongside the particular findings from which they were
derived.

Like a friendship. Paid carers’ descriptions of their relationships with their
clients with aphasia contained elements or qualities of most friendships, such as a
measure of reciprocity, perceived equality of power, and rituals of close relationships.
Paid carers appeared to understand intuitively the importance of creating a friendly
and trustful relationship with their client, in order for them to be successful in their
role as paid carer. Paid carers negotiated a trusting relationship with a client through
drawing on friendship-like ways of behaving in the relationship but always within the
boundary of the paid carer role.
An important clinical implication underlying this finding is of the need to raise
professional awareness of the social skills that are required for successful friendships.
As the communication skills necessary for successful friendships vary as a function of
the conceptions and expectations people have of the relationship, specific interaction
competencies necessary for skilled performance are difficult to define (Samter, 2003).
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Table 5.
Major clinical implications relating to the dimensions of the construct of bounded friendship
Findings
Implications and strategies
Paid carers are concerned with
Professional awareness
constructing and maintaining the
Ø Centrality of the relationship
“bounded friendship”.
Relational and reflective framework
Ø e.g., Gellar and Foley, 2009a; 2009b
Bounded friendship is like a
friendship with paid carers drawing
on friendship-like ways of behaving
in the relationship.

Professional awareness
Ø Social interaction skills required for successful friendships

Bounded friendships are unique
because each member of the paid
carer-client dyad brings their own
personality characteristics and
communication competencies to the
relationship.

Professional awareness
Ø Bounded friendship process is a guide only
Ø Paid carer’s descriptions reveal process
Ø Multiple bounded friendship process variables
Ø Key relational experiences can be probed

The bounded friendship process will
vary according to the rate of
progression, level of intimacy
attained and differences in role
boundaries.

Clinical team awareness
Ø Range of paid carers to meet client’s different needs
Ø Acknowledgement of paid carers strengths and preferences

Therapeutic approaches
Ø Direct coaching methods
Ø Adapt Social Problem Solving approach
Ø Modelling interaction skills of friendship

(Continued next page)
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Findings
Bounded friendship is purposeful
and bounded by the social roles of
the individuals of the dyad.
Boundaries around roles are
negotiated throughout the bounded
friendship.
Boundaries can be difficult to
ascertain in early relationship
experiences due to the masking
effect of aphasia.
Bounded friendship is perceived by
paid carers as unpredictable with this
sense of unpredictability persisting
despite getting to know the client
with aphasia “inside and out”.
The presence of aphasia appears to
underpin the paid carers’ perception
of the client’s behaviour as
frequently contradictory.

Implications and strategies
Clinical team awareness
Ø Clearly defined focus for team support (e.g., community integration)
Ø Define relational goals
Ø Regular reviews of focus of support
Ø Boundary blurring
Ø Clearly defined pathways for support of interpersonal issues
Professional support
Ø Negotiation of boundaries

Professional awareness
Ø Potential for negative impact on trust
Ø Perception of unpredictability persists
Informational counselling
Ø Auditory processing problems
Ø Integration of information dependent on timing
Therapeutic goals and strategies
Ø Manage uncertainty
Ø Mechanisms for disclosing client’s life history
Ø Increase mindfulness
Ø Incorporate use of metamessages
Ø Support identification of perceptual errors
(Continued next page)
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Findings

Implications and strategies
Clinical team awareness
Ø
Importance of regular and frequent contact with paid carers
Ø
Monitor for erroneous informal and idiosyncratic theories
Ø
Identify meaningful activities for client and paid carer

Bounded friendship is enabled by
particular carer characteristics
including several personality traits
and communication competencies.

Professional awareness
Ø Strategies that may compensate for weak or absent character traits

Bounded friendship is mediated via
interpersonal communication in
particular non-verbal
communication.

Professional awareness

As communication has
consequences, communication
choices need to be guided by ethical
considerations.

Therapeutic goals and strategies
Ø Train communication competency skills (Fortney et al., 2001)

Informational counselling
Ø Importance of non-verbal communication
Ø Parameters of non-verbal communication
Ø Ambiguity of non-verbal communication
Ø Ethics of communication (Johannesen, 2001)
Therapeutic goals and strategies
Ø Train skill in encoding and decoding of non-verbal communication

Ethical considerations are equally
relevant to non-verbal as well as
verbal communication.
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Yet, Samter (2003) suggests that skills that enable interaction (e.g., conversation
initiation), affect management (e.g., comfort, ego support), entertainment (e.g.,
joking, story telling) or relational repair (e.g., conflict management) are desirable for
most personal relationships. Traditionally, speech pathologists have focussed on
interactional social skills. The current findings suggest that there is a need to ensure
this focus includes skills and behaviours important to the functioning of friendship,
especially those skills that contribute to the fun side of a relationship and help to
successfully sustain a relationship. Oswald et al. (2004) found friendship
maintenance behaviours to be those of positivity (making the relationship rewarding
and enjoyable, e.g., making each other laugh, reminisce about experiences shared in
the past), supportiveness (providing assurances by supporting each other, e.g., trying
to make the person “feel good” about him/herself, making compromises when you
disagree about something), openness (behaviours that reflect self-disclosure, e.g.,
sharing private thoughts, giving advice to each other) and interaction (activities and
behaviours that friends do together, e.g., doing favours for each other, getting together
to hang-out).
Modelling or direct coaching methods could be used by clinicians to raise the
paid carer’s awareness of the use of social skills that facilitate the bounded friendship
with a particular client. Furthermore, an intervention approach known as social
problem solving (SPS) (Spivack, Platt, & Shure, 1976) may be adapted as an
approach to enable paid carers to deal with stressful social interaction with the client
with aphasia. SPS interventions target an individual’s ability to think critically and
creatively about social situations. Interventions designed to remediate difficulties in
social problem solving often target alternative thinking, means-end thinking,
consequential thinking, and causal thinking as important areas of change (Samter,
2003; Coleman, Wheeler, & Webber, 1993).

A unique relationship. An essential element of the bounded friendships
between paid carers and their clients was the unique nature of each relationship.
While each member of the bounded friendship has a particular social role to fulfil,
they also brought their own personality characteristics and communication
competencies to the relationship. For these reasons the bounded friendship process
varied for each paid carer and client with aphasia. The relationships progressed at
different rates over time with some relationships progressing quickly to a high degree
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of ease and sense of intimacy. For other dyads, progress occurred gradually and with
caution. Some of the relationships underwent periods of deterioration and repair,
while other relationships remained stable and uneventful for many years. Ultimately,
it was evident from the paid carers’ accounts that bounded friendships were achieved
and maintained at different degrees of shared meaning or involvement.
Services need to be sensitive to the individual nature of the bounded
friendships created between paid carers and their clients with aphasia. The depth and
breadth of the relationships was clearly evident in the paid carer descriptions.
Clinicians can gain a sense of the key experiences and degree of involvement that
characterise a particular paid carer-client relationship through regular, ongoing
engagement with the paid carer. In turn, this knowledge will enable the clinician to
probe for particular issues which may relate to a specific key experience or be
associated with different degrees of intimacy, such as canvassing for boundary issues,
in the more intimate experiences of the relationship.
Given the unique nature of each bounded friendship, clients may be better
supported by a range of paid carers who can meet a variety of their needs. Some paid
carers may feel more comfortable with a strongly bonded relationship with the client
which may satisfy a client’s need for making more intimate disclosures outside of the
family. While another paid carer may tolerate a higher degree of uncertainty and risk
and provide the client with opportunities that involve greater degrees of risk-taking,
such as is encountered in community settings. In addition, paid carers will vary in
their skills in supporting the client’s program. Some paid carers may feel better
skilled at hanging-out and making small talk, while other paid carers may feel more
comfortable supporting the practical tasks of daily living. Understanding the
preferences and skill sets of individual paid carers will enable clinicians to keep the
paid carer engaged, while maximally supporting the client’s needs.

A purposeful and bounded relationship. Paid carers clearly defined their
relationship as more than purely a friendship. It was friendship–like but it had a
defined purpose. Paid carers held expectations from the outset of their relationship
with the client with aphasia. In the role of paid carer, they saw themselves as
supporting the client to achieve the client’s goals. Paid carers perceived the
relationship to be babysitting, if it lacked specific purpose. Further, paid carers’
transcripts reflected their heightened awareness for defining and maintaining the
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boundaries of the relationship as part of their professionalism as a paid carer. Thus,
the term of bounded friendship emerged from the analysis to define the paid carerclient relationship.
Several implications relate to the relationship being perceived by paid carers
as purposeful and having boundaries. Paid carers need to be made aware of the major
focus of the support they will be providing to the client from the outset of the
relationship. In the case of the client with severe aphasia, this information needs to be
disseminated to the paid carers from the getting set up experience. For some paid
carers this information was articulated to them in broad terms, such as completing
community access with a client. But for some paid carers, this information was never
clearly defined, such as in the case of Bev with Jack.
Having an initial broadly defined goal is crucial to the paid carer’s sense of
purpose particularly in the case of less experienced paid carers working with clients
with a reduced capacity to define their own needs. In addition, explicitly stating a
relational goal as one of the main purposes of the initial getting in and getting to know
you experiences may be helpful for paid carers to view their relational behaviour as
purposeful. Acknowledgement for spending time constructing the relationship and
“getting to know the client” could be seen by paid carers as being equally legitimate
as the time spent on other therapy support goals. As the relationship progresses,
relational goals may need to be revised to reflect the change in emphasis in relational
behaviour from establishment to the maintenance of the bounded friendship.
Therefore time spent enacting friendship maintenance behaviours is seen as
purposeful by paid carers.
All relationships are bounded in some way. For the paid carer, the
relationship with a client was constrained by the role they are employed to fulfil.
Managing the tension between friendship and paid carer role is necessary throughout
the bounded friendship process. The dilemma of maintaining professional boundaries
in therapeutic relationships is receiving increasing attention from the research
literature, particularly in clinical settings where the client is in a position of
partnership rather than that of client (Sherratt & Hersh, 2010). Locating relationship
boundaries can be challenging for paid carers, given the personal nature of the support
they are often required to deliver. Paid carers described the location of boundaries as
particularly problematic when a close and involved relationship had been established
with a client or when the client was perceived to have minimal family support.
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Negotiating boundaries in a relationship can be more difficult with a client with
severe aphasia, because the situation can be fraught with misunderstanding due to the
impact of the communication deficit. The speech pathologist is in a unique position
to support and mediate the negotiations around boundaries between the paid carer and
the client with aphasia. Such support may be especially necessary during the early
relationship experiences, when miscommunications are likely to be more frequent
while the paid carer “gets to know” the client.
In addition, pathways for resolving interpersonal relationship issues such as
dilemmas over boundaries need to be clearly defined for the paid carer within each
therapy team especially in terms of who to go to for support. At the very least, allied
health professionals should be aware of the potential difficulties of locating the
boundary between friendship and professional relationship for paid carers and be
available to provide appropriate guidance.

An unpredictable relationship. Paid carers described their relationships with
clients with severe aphasia as existing with an element of unpredictability. This sense
of unpredictability persists in the bounded friendship despite getting to know the
client with aphasia “inside and out”. The presence of aphasia appeared to underpin
the paid carers’ perception of the client’s behaviour as frequently contradictory. It
does this in two ways. First, paid carers never felt as though they could truly “know”
the client with aphasia and this was largely due to their perception that the
communication impairment precluded them from accessing the client’s inner most
thoughts. Second, the paid carers’ trust in their ability to predict the client’s responses
was undermined by what they saw as the client’s “change of mind” behaviour. Paid
carers had difficulty attributing the client’s contradictory responses to either a
breakdown of communication or a deliberate act. Despite this element of
unpredictability, paid carers managed to establish trust in the client by “getting to
know” them and using strategies to minimise the impact of uncertainty on the
relationship process.
Health professionals need to be aware of the unpredictability perceived by
paid carers in their relationships with the client with aphasia and the potential for
uncertainty to have a negative impact on the development of trust within the bounded
friendship. Paid carers would benefit from strategies that enable them to manage and
reduce uncertainty throughout the relationship process. Helpful strategies described
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by paid carers included: setting up a routine with the client early in the relationship,
knowing about and having access to numerous sources of information to help the paid
carer know the client in increasing depth, and engaging with the client in preferred
activities where careful observations could help reveal the client.
Additional suggestions that are likely to assist paid carers have been described
in the literature on interpersonal communication. These include raising paid carers’
awareness of strategies to increase mindfulness in general (e.g., be open to new
information and points of view, be wary of relying too heavily on first impressions)
and especially in communication (e.g., asking “Can this message be misinterpreted?”)
(DeVito, 2009). It would be helpful also to increase paid carers’ use of
metamessages, particularly qualifying feedback messages to clarify communication
(e.g., “Do you know what I mean?”, “Can I give you an example?”). Further,
developing paid carers’ awareness of the vast range and patterns of non-verbal
communicative behaviours that contribute to the interpretation of communication
would be beneficial. In addition, helping paid carers to identify common perceptual
errors which may be influencing their interpretation of the client’s behaviour and
underlying motivations would facilitate smooth interaction and relationship
progression.
There are also strategies that can be used within the therapeutic team to
support paid carers. Robust mechanisms to ensure consistent team communication
with the paid carers need to be in place from the outset. Systems need to be set up to
monitor for potential erroneous informal and idiosyncratic theories that a paid carer
may develop about a client as a result of making perceptual errors or acting on
hearsay. The therapy team also need to make sure that paid carers have opportunities
to engage in meaningful activities together with the client so that the client’s
behaviour can be observed from the outset of the relationship.
In addition, speech pathologists need to be available to provide informational
counselling regarding a client’s auditory processing problems and how these problems
can contribute to the sense of unpredictability perceived within the relationship.
However, even when information is provided, some paid carers do not integrate this
knowledge with their understanding of the client until after they “get to know” them.
In these cases, the paid carers’ appreciation of auditory processing deficits only came
about after repeated opportunities to observe the client in a variety of settings. So it is
important for speech pathologists to gauge the timing of this advice by identifying
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when the paid carer is likely to be ready to integrate the information into their
cognitive script of the person.

Enabled by carer characteristics. Several characteristics of the paid carer
emerged from the analysis as having a powerful enabling influence on the progression
of the bounded friendship. These paid carer characteristics are listed in Table 3.
They include the personality traits of high sensitivity, compassion, and empathy. In
addition, a variety of communication competencies including several competencies
known to be intercultural communication competencies were important enabling carer
characteristics. The communication competencies include having a large repertoire of
communication and relational skills and strategies, effective encoding and decoding
of non-verbal communication skills, effective self monitoring, and having cognitive
complexity were also strongly associated with enablement of the relationship. The
intercultural communication competencies include tolerance for ambiguity and
uncertainty, open-mindedness, and commitment.
There are a number of clinical implications that relate to the discovery of
enabling paid carer characteristics. First, increased professional awareness of some of
the personality traits that support the progression of the bounded friendship is helpful
for providing individually based support to paid carers. While personality traits are
unlikely to be changed through intervention, paid carers may be provided with
strategies to compensate for the absence of a particular trait. For example, in the
inquiry Barb was unable to empathise with Jack’s situation. To help her to gain
insight into a world of living with aphasia, she sought out and talked to another
resident, who experienced aphasia to a lesser degree. Second, several research studies
provide evidence that people can be supported to develop communication competency
skills including intercultural skills via therapeutic programs (Fortney et al., 2001).
Thus, paid carers could be supported by the speech pathologist and other appropriate
health professionals to develop skills relevant to the particular communication
competencies that were found to influence the progression of the bounded friendship.

Mediated via non-verbal communication. The importance of non-verbal
communication in mediating the bounded friendship process was a significant finding
to emerge from the analysis. Table 4 lists some of the crucial processes mediated by
non-verbal communication within the bounded friendship. Management of both
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encoding and decoding of non-verbal communication was critical to the bounded
friendship. Several implications relate to the importance of non-verbal
communication as a mediator of the bounded friendship process. First, paid carers
would benefit from informational counselling to understand the parameters of nonverbal communication. In particular, the ambiguous nature of non-verbal
communicative behaviour in the absence of verbal cues needs to be understood by
paid carers. Further, the potential for increased miscommunication in the non-verbal
domain is especially important in the establishment experiences while the paid carer is
“getting to know” the client with aphasia. Raising awareness of the range of nonverbal cues present in a particular interaction and specific to a particular client would
help the paid carer better manage situations characterised by communicative
ambiguity.
The second implication stems from the fact that competency in encoding,
decoding, and regulation of non-verbal communication has been shown to improve
with training (Riggio, 2006; Vrij, 2006). Paid carers working with clients with severe
communication problems may benefit from opportunities to participate in activities
and programs to train non-verbal competency directly. Finally, as communication has
consequences, communication choices need to be guided by ethical considerations
(Johannesen, 2001). Although not specific to non-verbal communicative behaviour,
informational counselling for paid carers regarding the ethics of communication
would enable them to be increasingly mindful of their moral obligation in interaction
with their client with severe aphasia. Outlining ethical considerations as a listener and
as a speaker, in revealing personal information, and in ways to engage in conflict and
conflict resolution would provide guidance for paid carers faced with difficult
communicative choices as part of the daily interaction of bounded friendships. In the
specific case of working with clients with severe aphasia, consideration of the ethics
of communication would need to include the non-verbal as well as the verbal channel.

Developing the Bounded Friendship: Clinical Implications

The concept of the bounded friendship emerged clearly as a process. Through
the analysis of the paid carers’ narratives four key experiences of the process were
able to be identified. These experiences were indicative of development within the
relationship and included getting set up, getting in, getting to know you, and knowing
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you inside and out. In addition to these key experiences, three experiences associated
with decline of the relationship also emerged and these included going downhill,
getting back, and going away.
In order to maximise appreciation of the clinical relevance of the findings and
implications relating to the emergence of the process of bounded friendship, they are
illustrated through the case study of Bev and Jack. Discussion in the context of this
case study demonstrates how the bounded friendship framework can be used to guide
the approach taken by health professionals in supporting paid carers in their role with
clients with severe aphasia. The major clinical implications relating to the process of
the bounded friendship are listed in Table 6.

Bev and Jack: A case study. Bev’s profile is typical of that of a paid carer,
according to industry reports (Precision Consulting, 2003). At the time of her
inclusion in the study, she was a middle-aged female with some vocational training
who was employed part-time as a paid carer. She had been employed as a paid carer
for 4 months and had commenced working with Jack not long after beginning work
with a non-government paid carer agency. Prior to her employment as a paid carer,
Bev was a stay-at-home mother. She had spent a brief time as a family carer for her
mother, who had suffered a severe stroke with aphasia. Prior to having children, Bev
had trained as a teacher’s aide and had worked in an educational setting for visually
and hearing impaired children. She had no previous experience working with a client
with aphasia or acquired brain injury as a paid carer, when she met Jack. Little or no
exposure to individuals with aphasia was common across all the paid carers involved
in the study.
Bev experienced her first few months with Jack as being stressful. With time,
she developed a rapport and trust with Jack that meant that she looked forward to their
time spent together. Eventually, she developed an intimate understanding of Jack and
his communication. However, after 18 months, Bev’s relationship with Jack went
into decline. Unable to repair the relationship, Bev requested to be replaced by the
agency. Bev participated in three interviews, two prior to the relationship dissolving,
and a final interview conducted several weeks after she had ceased work as Jack’s
paid carer. The total time spent in interviews was 3 1/2 hours, over a period of 19
months.
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Table 6. Major clinical implications relating to the process of bounded friendship
Finding
Implications and strategies
Bounded Friendship is a staged process.
Clinical team awareness
There are four key experiences describing the
development of the bounded friendship.
There are three key experiences that describe
the process of decline of the bounded
friendship.
The bounded friendship appears more
vulnerable at times of transition (e.g., getting
in, maintenance funding period, change in
personnel working with client).
Getting set up experience
Typically, the getting in experience is when the
paid carer develops expectancies. These
expectancies tend to be negative ones for less
experienced paid carers. In turn, these
expectancies may influence the communication
choices of paid carers.

Ø Services sensitive to relationship process
Ø Tailor strategies to particular relationship experience
Ø Extra vigilance at times of transition in the relationship
Informational counselling
Ø Relationship process experiences
Therapy goals and strategies reflective of this process
Ø e.g., Integrating topic appropriate to getting to know you experience

Clinical team awareness
Ø Impact of negative expectancies
Therapy support
Ø Challenge and explore perceptual processes of paid carer
Liaise with client and paid carer agencies
Ø Shared information
(Continued next page)
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Finding
Getting in experience
The getting in experience is predominantly
about managing impressions and determining
acceptance.

Implications and strategies
Professional awareness
Ø Checking of perceptual processes
Informational counselling
Ø Raise awareness of aphasia as a co-culture

This relationship experience is perceived by
paid carers as the time of greatest uncertainty
and intensity within the relationship.

Therapeutic guidance and support
Ø
Ø
Ø
Ø
Ø

Choice of communication strategies for “making of a good impression”
Techniques to enhance mindfulness
Techniques that communicate other-orientation
Strategies for “getting in”
Techniques for management of ambiguity and uncertainty

Clinical team awareness
Ø Introductions to be carefully planned
Getting to know you experience
The getting to know you experience is when the
paid carer is focussed on understanding the
client through the construction of shared
meaning.

Professional awareness
Ø Integrating topics
Ø Communication skills necessary for discovering integrating topics
Ø Communication skills required to develop the relationship
Informational counselling
Ø Identify appropriate degrees and types of disclosure
(Continued next page)

245

Finding

Implications and strategies
Therapeutic goals and strategies
Ø Support for the client with aphasia to participate in small talk
Ø Develop a broad repertoire of communication strategies to generate liking
Ø Politeness strategies associated with positive politeness
Clinical team awareness
Ø Importance of shared activities to develop shared meaning

Knowing you inside and out experience
The knowing you inside and out experience is
when paid carers achieve a sense of knowing
their client in great depth.
The bounded friendship now bears the
hallmarks of friendship such as reciprocity,
trust and greater predictability.
Some paid carers may assume the role of client
advocate.

Professional awareness
Ø
Ø

Communication strategies for maintenance of friendship
Vulnerability of paid carer in advocate role

Informational counselling
Ø

Managing intimacy

Therapeutic goals and strategies
Ø
Ø

Modelling of social interaction skills used in friendship
For regulating distance within the relationship

Clinical team awareness
Ø
Ø
Ø

Acknowledgement of boundaries issues
Pathways for resolving boundary issues
Importance of feedback to paid carers
(Continued next page)
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Finding
Going downhill experience

Implications and strategies
Professional awareness
Ø Presence of aphasia appears to accelerate relationship decline

The going downhill experience is a definable
period of deterioration within the bounded
friendship.

Clinical team awareness

Getting back experience

Clinical team awareness

The getting back experience is when the paid
carer implements strategies in an attempt to
repair the relationship.
Going away experience
The going away experience is when the
relationship between the paid carer and the
client dissolves.

Ø
Ø
Ø
Ø
Ø

Ø

Times of vulnerability in relationship
Impact of communication failure on team relational bounds
Robust communication mechanisms
Reinforcing the paid carer’s contribution as worthy
Importance of “catch-up” conversations

Support problem solving of relationship issues where appropriate

Clinical team awareness
Ø
Ø
Ø

Provide warning of impending endings of relationship
Acknowledge loss of relationship
Offer debriefing opportunities
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By way of review, Jack is a 65 year old man who had suffered a massive
haemorrhagic stroke 10 years earlier. Jack had been receiving rehabilitation on the
Acquired Brain Injury: Slow To Recover (ABI: STR) program for approximately 6
years prior to Bev joining his paid carer team. At the time of the study, Jack had
recently moved residential facilities due to the closure of the facility where he had
been residing. This move necessitated a change in paid carers. Up until the move,
Jack had had a stable team of paid carers, many of whom had worked with Jack since
he began the ABI: STR rehabilitation program. Bev was one of two newly recruited
paid carers. All of the members of Jack’s allied health team and his case manager
were able to continue to work with him and the new team of paid carers.

Getting set up. The getting set up experience begins when the paid carer is
contacted by the paid carer agency regarding a particular client. It ends when the paid
carer meets with that client for the first time. During this period, paid carers typically
develop expectancies that they bring to the first meeting with the client. In the case of
Bev and Jack, the paid carer agency first contacted Bev to confirm her availability to
service the paid carer hours on Jack’s program. At a follow up phone call, Bev was
advised that Jack had suffered a stroke and that he had no verbal communication. In
addition, she was informed she would receive training before working with Jack. Bev
recalled feeling “fine with that”. Despite having been made aware of Jack’s
significant communication deficits, her expectancy around meeting Jack was
associated with a feeling of comfort. She attributed this expectancy of comfort to her
background of working with children with sensory communication impairments.
Thus, in Bev’s case the presence of “no communication” was not associated with a
perception of lack of control and fear.
Other paid carers working with Jack who like Bev had relatively little
experience in paid care work, developed quite different expectancies of working with
Jack. Ronnie described a degree of “trepidation,” and Heidi recalled feeling “scared”
when first contacted to work with a man with severe communication problems. In
addition, Heidi expected that Jack would be “frustrated and angry”. Neither Ronnie
nor Heidi had previous experiences of working with people with communication
impairments, and their perceptions involved negative connotations of discomfort, fear,
frustration, and anger. The nature of the expectancies developed in the getting set up
period can have a significant impact on the first meeting between the paid carer and
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the client. Further, these expectancies are influenced by the individual paid carer’s
perceptions.
The impact of personal perception on interpersonal communication is well
documented in the research literature (DeVito, 2009). In particular, how people
organise the information they perceive can influence their communication choices.
The way in which an individual responds to another person or, in the case of getting
set up, the way a paid carer responds to information provided about the client, is not
necessarily logical and can be affected by a variety of processes. The more
significant of these processes relates to implicit personality theory (DeVito, 2009;
Dion, Berscheid, & Walster, 1972), primacy-recency effect, (DeVito, 2009; Asch,
1946) and the effects from attribution of control (DeVito, 2009; Bernstein, Stephan &
Davis, 1979). It became apparent from the paid carers’ experiences that some aspects
of these perceptual processes had a negative impact on the expectations brought to the
first meeting. For example, Heidi’s implicit personality theory suggested to her that
men who had limited communication skills were frustrated and angry. This belief in
turn led Heidi to approach the first meeting with the client with fear. In contrast, Bev
had interacted previously with people with communication problems and did not link
anger with lack of communication. Thus, she was able to approach the first meeting
with comfort.
The implication of this finding relates primarily to the domain of professional
awareness. Health professionals need to be aware that these perceptual processes
influence the way a paid carer responds to information about the client and can result
in the paid carer approaching the first meeting with either positive or negative
expectancies of the experience. Thus, health professionals could better support or “set
up” paid carers by being prepared to challenge and explore perceptual processes that
have the potential to have a negative impact on the early communication choices of
the paid carer. Further, health professionals may need to work with the client and
paid carer agencies to determine the most appropriate information to disclose to new
paid carers. In particular, information can be presented in a positive framework to
reduce the likelihood of paid carers holding negative expectancies, when they
approach the client with aphasia. Choosing qualities of the client that are likely to
trigger positive features in implicit personality theories is likely to create positive
expectancies for the paid carer. Alternatively, identifying and reducing negative
implicit connotations may well have the same outcome.
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Getting in. In brief, the getting in experience within the bounded friendship is
predominantly about managing impressions concerning how paid carers perceive the
client and how they want the client to perceive them. In addition, the paid carer will
determine if the client accepts them in the paid care role during this experience. If the
paid carer is accepted by the client, then the relationship can proceed. This
relationship experience is perceived by paid carers as the time of greatest uncertainty
and intensity within the bounded friendship.
Bev’s first experience with Jack took place in the context of a meeting
between Jack, staff from the facility at his new residence and several other health
professionals. None of the paid carers who had been working with Jack prior to him
moving facilities attended this meeting. In addition, they were not available to
conduct a shadow shift or handover session with Bev. Bev recalled that Jack
appeared “overwhelmed” at the meeting. She found it “enlightening” to observe how
the team members well known to Jack interacted with him. She believed that Jack
“seemed to understand” what was discussed as he was nodding and smiling. Despite
these positive impressions, Bev recalled feeling “quite apprehensive” and “a bit
overwhelmed” at the conclusion of the meeting because nobody had “formally
informed me about this is who Jack is, this is Jack’s history, and this is his treatment”.
Bev then participated in her first session with Jack. She had very little information
about him and there was no one to provide support.
In this unsupported environment, it was not easy for Bev to create a credible
and positive first impression. The situation was made even more difficult as Bev had
received inaccurate information about Jack’s residual communication skills. She had
been told that Jack could “either write or draw,” but quickly discovered that this was
not correct. Bev was very sensitive to the impact of her failed attempts to
communicate with Jack at this time. She believed that Jack “got really frustrated
because here is a stranger who hasn’t got a clue”. She perceived Jack as being
particularly frustrated and disappointed by her failed communication attempts. She
also thought that her inability to support Jack’s communication effectively contributed
to a loss of her credibility in Jack’s eyes. Moreover, the awkward interaction that
resulted from Bev’s misinformed communication attempts heightened her sense of
stress in the relationship. She described herself feeling “embarrassed” by her
fumbling attempts to communicate with Jack. This poor start was certainly not the
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kind of first impression that Bev wanted to make when beginning to work with a
client.
Despite her inexperience as a paid carer, Bev had a clear concept of the impact
of communication impairment on Jack’s ability to have his needs met. This clarity
was most likely due to her previous background of working with students with
sensory communication deficits. However, this awareness appeared to add to her
sense of distress at the beginning of the relationship with Jack. She felt that Jack’s
communication impairment prevented her from expediently determining his needs
and expectations. In turn, she was prevented from performing her role successfully.
Fortunately, Bev’s previous work experiences also appeared to have refined her
sensitivity to non-verbal communicative behaviour and she reported that Jack was
able to communicate his needs through his body language. She was very perceptive
to Jack’s mood and responses communicated via his non-verbal messages.
Consequently, through her high degree of sensitivity, Bev found a way to progress her
relationship with Jack.
Bev identified a number of strategies and personal strengths she used to cope
with these initial sessions. She managed to establish a routine with Jack through
asking yes/no questions. The establishment of the routine was important, because it
enabled her to manage the high degree of uncertainty until she “got to know” Jack.
Further, engaging with Jack to develop a routine that met his needs afforded her an
opportunity to demonstrate her commitment and interest in him and to align their
expectations. Bev also demonstrated a high tolerance for ambiguity. Her ability not
to be “frustrated easily” allowed her to cope with uncertainty in the early days of the
bounded friendship with Jack.
Much of the difficulty Bev reported about getting in with Jack appeared to be
due to her lack of experience as a paid carer. As Bev was a novice in her role as paid
carer, there were a number of skills that she was in the process of developing. More
experienced paid carers, even if they had not worked with clients with aphasia, had an
attitude of “I’ll cope with whatever challenges the client presents with”. Experienced
paid carers had developed a cognitive script and set of relational communicational
skills that allowed them to manage these early introductory sessions, as described in
Chapter 4 and 5. Bev was familiar with specific strategies to facilitate
communication. However, she had not yet developed a repertoire of skills or the
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confidence to manage the script for initiating interaction and forming a relationship
with a new client with a severe communication deficit.
More experienced paid carers identified a number of key strategies to assist
them in the critical phase of getting in with a new client. For Dave it was “identifying
an activity that the client liked and doing it with the client”. For Donna it was to
“follow the lead of the client”, and in the case of the client having no verbal
expression, it was literally to follow them around observing their non-verbal signals.
For Lyn it was “not rushing” the client and allowing the client time to communicate
in whatever way they could and for her to be comfortable in the silence of “waiting
and watching”. All of these strategies communicate other–orientation to the client as
a worthy and respected person. In addition, all of these strategies allow the paid carer
time to observe the client. Further, the observations these experienced paid carers
made appeared to be honed or filtered by a cognitive schema that allowed them to
pick up on the attitudes and preferences of the client. In turn, these insights into the
person’s self allowed experienced paid carers to adapt their responses and “get in”
with the client.
Despite feeling daunted and at times overwhelmed by Jack’s presentation, Bev
was committed to the task of working with him. She was determined to “establish a
relationship between the two of us”. She demonstrated her personal characteristics of
being committed to “give the relationship a go”. She also showed a strong sense of
compassion for Jack’s situation and “wanting to support Jack”. Many of her
comments reflected her ability to perceive the situation from Jack’s perspective and
allowed her to empathise with his responses as being reasonable given the situational
context. Additionally, her comments clearly indicated her orientation of relating with
Jack as a competent individual, regardless of his obvious communication
impairments. She always sought his perspective and expectations on how things
should be in the relationship between them.
The findings associated with the experience of getting in have several clinical
implications. These implications relate to the issues of impression management and
managing the uncertainty and ambiguity inherent in the early relational experience.
As with developing expectancies, the paid carers’ first impressions of a client can be
influenced by a number of processes including implicit personality theory, primacyrecency effect, and attribution of control effects. Health professionals need to
facilitate the paid carers’ perceptual checking processes. In particular, it is important
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to identify inaccurate perceptions that have the potential to negatively shape the paid
carer’s first impressions of the client and subsequent communication choices. The
goal of perceptual checking for the paid carer is to further explore the thoughts and
feelings of the client. A simple technique for perceptual checking would be for the
paid carer to describe the client’s non-verbal communicative behaviour and what
he/she thinks is happening. This description would be followed by the paid carer
seeking confirmation from the client as to the accuracy of the observations.
A further aspect of impression management relates to the paid carer’s capacity
to create a likeable, supportive, and credible impression. In order to guide paid carers
attempts to make a good impression, health professionals need to be aware of
strategies that facilitate the process. For example, the employment of immediacy
strategies and affinity-seeking strategies (e.g., present yourself as socially equal to
another; allow the other person to assume control over relational activities) may assist
the paid carer’s effort to project a likeable and supportive self. In addition, credibility
strategies may enhance the paid carer’s capacity to project a believable and competent
self (e.g., be enthusiastic; emphasise fairness). In the bounded friendship between the
paid carer and client with severe aphasia, impression management strategies that are
encoded non-verbally may be most helpful. For example, credibility and
trustworthiness can be presented behaviourally by arriving to sessions consistently on
time and following up on commitments with demonstrable actions.
Furthermore, techniques to enhance mindfulness can improve the paid carer’s
capacity to remain open-minded. Mindfulness is a state of mental awareness whereby
a person seeks to be consciously aware of reasons for thinking and communicating in
certain ways. Training in specific techniques to increase mindfulness in general, but
also mindfulness in communicating would enhance the paid carer’s capacity to project
other-orientation (DeVito, 2009). Several strategies associated with mindfulness were
observed in the transcripts of the paid carers. These included being able to see the
client having to a variety of roles (e.g., Ronnie was able to see Jack as being skilled at
fixing equipment, even though he had a severe disability), being open to new
information and points of view even when they contradict firmly held stereotypes
(e.g., Heidi was able to acknowledge Jack as having a “sense of humour”, despite
expecting him to be a frustrated and angry man), and treating first impressions as
tentative (e.g., Bev was able to see Jack’s early rejection of her as a natural initial
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response to being with a new and inexperienced support person after having
experienced paid carers).
As well as supporting mindfulness, techniques that communicate otherorientation have the effect of communicating attentiveness to, and interest in, the
other person. These techniques were also identified in the transcripts of the paid
carers. They included showing consideration and respect by asking for the client’s
permission to proceed (e.g., Lyn asked for Maria’s permission before turning off the
TV), acknowledging the presence and importance of the other person (e.g., Bev asked
Jack if what she was doing was OK), and focussing messages and attention on the
other person (e.g., Lyn explained to Maria that she’d like to turn off the TV to focus
her attention on Maria). Mindfulness is not only useful at the establishment of a
relationship, but also throughout the relationship because it fosters the sense of
supportiveness so important to relationship maintenance.
Given that creating positive first impressions is likely to be crucial to the
progression of the bounded friendship, careful consideration must be given to the
introductory context of the paid carer and client’s first meeting. From the inquiry,
informal settings typical of socialising, such as meeting over coffee or catching up in
the client’s room over a familiar favoured activity enabled the introductory process to
progress with less anxiety. Introductions made between a new paid carer and a client
with severe aphasia mediated by just a few individuals well known to the client, such
as other paid carers or therapists, appeared to foster more positive introductory
experiences for the new paid carer. In addition, providing the new paid carer with
immediate access to a variety of sources of background information on the client was
critical to reducing the paid carer’s sense of distress.
In summary, paid carers described a range of strategies or techniques that
effectively communicated positive, supportive impressions and accommodated the
client’s communication deficit during the getting in experience. Strategies included
following the client’s lead in an activity, spending time doing things that the client
enjoyed, doing things for the client that the client found helpful, and using non-verbal
communication (e.g., smiling and nodding) to create warmth in the interaction. Paid
carers also referred to strategies they used to minimise or manage ambiguity and
uncertainty during this time. These included developing a routine with the client and
accessing a variety of information to better understand the client as a person.
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Health professionals need to be aware of these techniques and strategies in
order to provide guidance to paid carers and to support them with new clients. More
specifically, speech pathologists are ideally placed to train paid carers in the use of
non-verbal communication as means of facilitating smooth interaction and minimising
miscommunication with the client with severe aphasia. Furthermore, speech
pathologists can help to minimise the ambiguity and uncertainty of the getting in
period by improving the sensitivity of paid carers to the experience of aphasia. There
are several strategies used to enhance cultural sensitivity that may be applied to paid
carers and their clients’ with severe aphasia. Providing knowledge about aphasia and
its consequences can assist the paid carer to better understand the client’s world. The
principles and techniques used in communication partner training programs (e.g.,
Supported Conversation for Adults with Aphasia , Kagan,1998) also provide a
means of developing paid carers’ sensitivity to the needs of clients with aphasia.

Getting to know you. The time during which the paid carer is focussed on
understanding the client through the construction of shared meaning constitutes the
getting to know you experience of the bounded friendship. Despite the presence of
severe aphasia, paid carers were able to achieve shared meaning with the client
through engaging in meaningful activities and making astute observations of the
client’s non-verbal behaviour. Bonding between the paid carer and the client also
increased as a result of sharing significant moments or incidents, particularly incidents
that involved the resolution of communication breakdown. Over time, these
experiences fostered an environment within which a relationship characterised by
openness and trust could develop.
During this time, Bev experienced an intuitive and strong need to “get to
know” who Jack was. She understood inherently that she needed to “know more
about Jack” to be able to develop a trusting and involved relationship with him.
Through interacting with and observing Jack, Bev discovered meaningful activities to
share with him, such as jigsaw puzzles and working on the computer. She also started
“taking his photos down and having conversations with him” about who the people
were in the photos and about their stories. Thus, the use of photos helped her to
develop further a sense of Jack as an individual. She discovered the communication
journals kept by the previous paid carers and began to read up and learn from their

255

comments about their relationships with Jack. She made further discoveries about
Jack when she met up with some of his previous paid carers, during their impromptu
visits to see him. She met with his therapists who provided her with some of the more
formally documented information about Jack’s program. She consulted with staff and
residents in the facility to reveal more about Jack. She also became aware that she
learned by “doing”, as many of these strategies were discovered by “trial and error”.
Due to the trial and error nature of the discovery process, Bev needed to be prepared
to fail along the way. Her personal characteristic of being highly skilled at selfmonitoring enabled her to adjust her behaviour and strategies accordingly.
Bev’s struggle to make sense of Jack raises the specific issue of how this
process is best facilitated for paid carers during times of transition and change. Much
of the broader contextual information relating to Jack had been documented, but was
not exchanged in a timely manner. In the case of a client like Jack who has severe
communication difficulties, it is critical for the paid carer to have easy access to this
broader contextual information. If not, the development of the relationship is put at
risk. Bev summed this up by stating that she would have felt more confident in her
approach to Jack, if she had had access to more of the contextualising information
about him instead she described her approach as tentative. She felt that Jack sensed
her hesitance and in turn questioned her ability to meet his needs.
Bev gradually pieced together the broader contextual picture around Jack. She
learned about his premorbid self and about his journey from the time of the stroke to
the time of meeting him. Bev discovered Jack’s preferred activities (e.g. following
the football, working on the computer) and his personal characteristics (e.g. sticking
to a task). This knowledge then allowed her to attribute motivations more accurately
to Jack’s non-verbal behaviours. For example, when confronted with Jack’s refusal to
cooperate with walking practise, she considered other legitimate reasons for his
unwillingness aside from “him being lazy”. This scenario also demonstrated
important personal characteristics in Bev which helped her to get to know Jack. She
was open-minded and flexible. Her open-minded attitude and flexibility allowed her
to identify and consider alternative reasons or motivations for behaviour. Thus, she
was able to identify accurately that Jack’s refusal was motivated by safety concerns
rather than laziness. Bev’s experiences with Jack also exemplified the link between
communication and relationship. She recognised that through their interactions Jack
had helped her to understand his communication. This improved understanding of
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Jack’s communication allowed her to better meet his needs within the bounded
friendship, in turn enhancing the relationship itself.
There are a variety of practical implications that arise from understanding the
process of developing shared meaning with the client with aphasia as part of the
getting to know you experience. Shared meaning clearly develops through shared
activity and it is important that paid carers realise the importance of participating in
activities with the client. Even activities that do not appear to be directly related to
therapy play an influential role in the getting to know you experience. Thus, health
professionals need to articulate the importance of paid carers participating in a
balance of preferred leisure activities as well as direct therapy activities with the
client. These activities not only provide important opportunities for the paid carer to
make observations about the client’s skills, but also help the paid carer to unearth the
client’s underlying values, beliefs, and motivations. Through these experiences the
paid carer can develop shared meaning and discover psychological similarity with the
client.
Discovering a common interest, or in the case of paid carers and their clients
with severe aphasia, a mutually engaging activity, has been identified in the
communication skills literature as an important initial interaction behaviour and is
referred to as an integrating topic (Dindia & Timmerman, 2003; Davis , 1975). Bev’s
integrating topic with Jack was football. Although she did not know anything about
football, she was motivated to understand more because her sons were beginning to
develop a strong interest in the game. This motivation enabled her to be mutually
engaged with one of Jack’s preferred activities. There are several communication
skills that facilitate the discovery of integrating topics. Bev herself identified several
strategies, both active and passive, for discovering integrating topics. These strategies
included gathering information about Jack in a variety of ways, including unobtrusive
observation and more active strategies such as asking third parties about Jack. Miell
and Duck (1986) identified a further technique of making reciprocal self-disclosures
as another way of gathering information about a new partner, and this technique was
also nominated by some paid carers. It is important for paid carers to be assisted in
developing knowledge of information acquisition strategies so that they use them to
identify integrating topics.
In addition to initial interaction skills, paid carers need skills to progress the
relationship to a more involved level. The health professional’s awareness of the
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communication skills required to develop the relationship beyond the initial
interactions can help to guide the paid carer’s choice of appropriate strategies for
strengthening relationship. Communication skills that afford opportunities for selfdisclosure can be useful in this endeavour. An example of such skills is the ability to
engage in small talk around a range of superficial topics. Indeed, Bev identified that
further support in this area would have been helpful for her. In addition, speech
pathologists need to be aware of providing the appropriate communication support
strategies for the client with aphasia to participate in small talk along with the paid
carer. Further, there is research evidence that reciprocal self-disclosure is more
effective, especially during the early stages of the relationship. Appropriate selfdisclosure at this stage involves revealing demographic and superficial information. It
then gradually develops over the course of the initial interactions towards engaging in
disclosure about attitudes to public affairs, and non-intimate personal and family
information. Understandably, paid carers may need guidance and support to identify
appropriate degrees and types of disclosure through the progression of the
relationship, while maintaining an acceptable role boundary.
Continuing on from the initial relational experiences, communication
strategies that reveal and generate liking continue to be important for paid carers in
getting to know the client with severe aphasia. In fact, the ability to engender liking is
considered to be one of the most fundamental of social goals (Berger, 1988).
Furthermore, having a broad repertoire of strategies to generate liking has also been
shown to be more effective than relying on a smaller number (Berger & Bell, 1988).
It is important for health professionals to be aware of a range of affinity-seeking
communication skills to help guide paid carers in identifying strategies to enhance
liking in the bounded friendship. Bev identified several strategies for generating
liking with Jack. These strategies included participating in Jack’s preferred activities,
soliciting information about Jack, doing favours, and being seen to be helpful. In
addition, other paid carers such as Ronnie offered compliments and other cues
indicating he valued Jack.
Finally, communicating politeness is a further aspect of interpersonal
communication that is an important relational support in particular friendships.
Politeness in interpersonal communication involves behaviour that most people from
a given culture would consider to represent “good manners” and may include
consideration, respect, and modesty (DeVito, 2009). Being polite involves being
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responsive to allowing others to maintain positive and negative face. Positive face
reflects the desire to be viewed positively or thought of favourably by others.
Negative face is the desire to be autonomous or to have the right to do as one wishes.
Therefore, polite messages need to reflect the speaker’s concern for the other person’s
positive and negative face. Bev’s transcript provided numerous examples of her
awareness, albeit tacit awareness, of maintaining her client’s face needs through her
interpersonal communication.
It is important for health professional’s to acknowledge a paid carer’s need to
incorporate politeness within interactions with their clients in order to maintain their
client’s positive and negative face. In particular, tactics that are used to protect a
person’s own integrity can also be adopted to protect the social identity of others such
as those strategies and tactics compiled by Metts and Grohskopf (2003). These
authors have produced a list of politeness strategies and sample tactics which have
been adapted from earlier work undertaken by Brown and Levinson (1987).
Examples include claiming in-group membership with the other person to
communicate a sense of mutual understanding, indicating that the other person’s
wants are understood and being taken into account and giving the other person the
option not to act. It has been suggested in the research literature on politeness theory
that politeness strategies associated with positive politeness have been found to be
especially useful in contexts where the communicator’s goals entail threats to
negative face. Such contexts commonly faced by paid carers include seeking
compliance, giving advice, and negation of a client’s request. Increased health
professional awareness of tactics associated with maintaining positive politeness
would enable them to support the paid carer to determine an effective strategy when
difficult communication situations occur within the bounded friendship.

Knowing you inside and out. Some paid carers achieve a sense of knowing
their client in great depth and this is defined as the knowing you inside and out
experience on the framework. A sense of ease is felt by the paid carer within the
relationship which now bears the hallmarks of friendship such as reciprocity, trust,
and greater predictability. Once this in-depth understanding is reached within the
relationship, in some cases the paid carer may assume the role of client advocate.
This scenario occurred within the bounded friendship of Bev with Jack. However,
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even when paid carers take on the client advocate role, they remained ever mindful of
maintaining the friendship within the boundaries of the paid carer role.
Over time, Bev developed a close involvement with Jack through her highly
attuned skills in non-verbal communication. She learned the subtle and nuanced
messages encoded in Jack’s non-verbal behaviours. She gradually built a complex
and multifaceted understanding of Jack as an individual. She learned non-verbal
indicators that revealed his mood. She learned from Jack’s non-verbal
communicative behaviours the signals for a “good and bad” day. She learned about
the strategies that worked with Jack when he was having a bad day. She learned to
read when Jack was being genuine and when he was trying to mislead, such as in the
situation where he feigned pain to get out of doing his exercises. She acknowledged
Jack’s deliberate manipulation of non-verbal ambiguity as a valid means of having his
choices accepted by others who tried to exert power over him. As a result of Bev’s
refined ability to detect and decode the nuances of Jack’s non-verbal behaviour, she
became highly attuned to Jack’s underlying attitudes, beliefs, and motivations. She
understood Jack’s attitudes towards a range of activities, people, and things. She
gained respect for his capacity to know the system in which he found himself and the
strategies he had devised to get his needs met. She appreciated and admired his skill
at regaining control rather than seeing him as being manipulative. She understood his
desire to have equipment mechanically altered to better meet his needs and his
constant stream of requests for equipment to be further adapted. She valued his
persistence and tenacity, rather than seeing him as being pedantic.
The quality of relationship was enhanced through Bev’s increased
understanding of Jack. She reported a sense of pride in her ability to know Jack and
in her knowledge of how to meaningfully contribute to his life. With time, Bev
described a growing sense of positive anticipation about going to see Jack and
enjoyment in the time that they spent together each week. Much of the stress Bev
perceived in the early relationship had now abated as she perceived them to have an
increasingly trusting relationship. However with this increased intimacy, Bev
acknowledged that she was now challenged by locating the boundaries of her role.
She found this particularly difficult in Jack’s case, because she perceived that he had
limited family support.
Given Bev’s intimate understanding of Jack, her role with him began to evolve
into one of advocacy. The severity of Jack’s verbal communication deficits made
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self-advocacy difficult for him. Consequently, Bev found herself being co-opted
increasingly by Jack to advocate on his behalf. As Bev empathised with Jack’s lack
of power in having his needs met, she readily accepted the role of advocate. Initially
in the relationship, acting as Jack’s advocate enabled Bev to gain a sense of
achievement and worth. Ultimately, it proved to be one of the factors that brought
about the downfall of the relationship.
A variety of clinical implications stemmed from the findings relating to the
knowing you inside and out experience. This experience is where paid carers focus on
maintaining the bounded friendship as a friendly and supportive one within the
designated boundaries of the paid carer role. According to the personal relationship
literature, relationships do not maintain themselves (Dindia & Timmerman, 2003).
Rather, they are maintained by the communicative behaviours of the individuals
within them. The health professional’s awareness of the communication skills
important to relationship maintenance enables them to guide the paid carer’s choice of
appropriate strategies for maintaining a positive supportive relationship with their
client with aphasia.
Bev in her relationship with Jack used a number of strategies that maintained
the relationship. Most significant of these strategies was the “catch-up”. This activity
entailed Bev spending time at the beginning of each session with Jack discussing the
experiences she had had with Jack in their previous session and chatting about what
he had done in the time since they last saw each other. There were a number of
communication strategies in place that allowed this kind of conversation to occur,
such as a communication journal kept by Jack’s team, and a book of outings.
Vangelisti and Banski (1993) believed that this kind of “catch-up” conversation may
be an activity that defines relational partners’ togetherness. These “catch-up”
communications in combination with time spent during the session in shared activities
provided the context for most of the “talk” that took place. Further relationship
maintenance strategies and behaviours adopted by paid carers included being
demonstratively enthusiastic and cheerful for sessions, finding ways to help the client
overcome problems, and being socially honest with the client about difficulties
perceived in the relationship. Interestingly, many of the communication behaviours
used to build a relationship also function to maintain it (Dindia & Timmerman, 2003).
As Masuda and Duck (2001) state, relationship maintenance is a skill. In this way,
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skilled maintenance behaviours appropriate to the bounded friendship could be further
clarified, evaluated, and developed in the future.
Although paid carers reported satisfaction with increased involvement with a
client at the knowing you inside and out experience, they also acknowledged the
difficulties that arose in keeping the relationship bounded. In particular, it was
difficult for paid carers to determine the appropriate degree of reciprocated disclosure
and relationship behaviour within the well-established bounded friendship. While
paid carers use strategies to maintain a supportive relationship with a client, equally
they may need to use strategies to regulate the degree of intimacy within the
relationship. Some implications relating to maintenance of role boundaries were
identified earlier in the chapter. There was clear evidence of paid carers maintaining
psychological distance in their relationship with the client. For example, Dave
described limiting the personal nature of topics he was prepared to engage in with a
client. These types of distancing behaviours were investigated by Hess (2000) in the
situation of having to maintain a relationship with disliked partner. However, he
acknowledged that distance regulation is also a feature of relationships with liked
partners, particularly when professional distance needs to be maintained.
Health professionals need to be mindful of the difficulties that can be
experienced by paid carers when maintaining boundaries in the bounded friendship.
They need to acknowledge these difficulties and support the paid carer in resolving
them. Pathways for resolving boundary dilemmas and appropriate team members to
assist the process need to be identified. In addition, increased health professional
awareness of the types of strategies used to regulate psychological distance in
relationships would enable them to support the paid carer to regulate the degree of
involvement with a client appropriate to each relationship experience.
Bev’s experience with Jack illustrated a further aspect of the knowing you
inside and out experience. This aspect involved the paid carer assuming the role of
client advocate. This role appeared to be a difficult one for the paid carer to fulfil
successfully over the long term of the bounded friendship. This situation was largely
due to the paid carer lacking the power to make changes within the system that
provides support to the client. Due to their day-to-day contact with the client, the paid
carer was often the person to whom the client was able to communicate their unmet
needs. The paid carer was then viewed by the client as a mediator between the health
system and themselves and a means of getting their needs met. Unfortunately, paid
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carers are often not included in team mechanisms where decisions are made regarding
the client’s program. In addition, the paid carers did not receive consistent and timely
feedback regarding any requests or issues they forwarded to the team for
consideration. In the situation where numerous needs remain unmet, the paid carer is
viewed by the client as failing within the advocacy role. Ultimately, this appeared to
be the main mechanism that undermined the relationship between Bev and Jack.
It is important that health professionals are aware of the potential for paid
carers to be drawn into an advocacy role. If the situation develops, the paid carer will
require support. The major support the clinical team can provide is timely feedback
regarding requests and this requires effective and efficient communication
mechanisms within the team. These types of mechanisms may include involving the
paid carers in team meetings where many clinical decisions are made; setting aside
time for “catch-up” talk with the paid carer; and developing ways to update all team
members at the same time.

Going downhill, getting back, and going away. On the whole, the bounded
friendships of paid carers and their clients with aphasia were essentially stable
relationships undergoing brief fluctuations from time to time. Some paid carers
experienced a definable period of deterioration where they perceived a reduction in
the positivity of the relationship. In the cases where a decline in the relationship was
acknowledged by the paid carer, they attempted to repair the relationship with mixed
success. Even though most bounded friendships dissolved within the timeframe of
the inquiry, only a few relationships ended due to interpersonal reasons of either the
paid carer or the client with aphasia.
Unfortunately for Jack and Bev, after 18 months the relationship took a turn
for the worst. A series of events and factors combined to exert considerable influence
over the relationship. Eventually Jack lost his sense of trust in Bev. Once the trust
had declined, the relationship appeared to be no longer viable for Jack. He clearly
indicated his withdrawal from the relationship through his non-verbal communicative
behaviour. In Bev’s description of the demise of the relationship, she described a
series of unresolved issues that began to eat away at the integrity of the relationship.
In her role as paid carer, Bev had assumed the subrole of being Jack’s advocate.
Unfortunately, her attempts to have a number of Jack’s unmet needs resolved were
ineffective. In the meantime, Jack was becoming increasingly frustrated by the lack
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of progress that Bev was making in having these issues addressed. Bev felt that Jack
blamed her as a way of dealing with his own sense of powerlessness in these
situations.
Bev became aware that the relationship between herself and Jack was
deteriorating through Jack’s non-verbal behaviour. He began to refuse to cooperate
with her with many routine activities. He started to avoid eye contact and eventually
began being absent from his room at the times of Bev’s shifts. Bev reported that
“because I’m new to the industry I didn’t exactly know who to go to” for support. She
tried to enlist the support of the other paid carer, staff from the facility, and eventually
the paid care co-ordinator. The paid care co-ordinator advised Bev “he’s the client
and you’re the carer. He has to accept your business”. With this advice, Bev
continued to present for Jack’s sessions. Not surprisingly, this strategy did nothing to
address the problem with Jack. Finally, the paid care co-ordinator conceded and
several weeks later located a replacement paid carer.
Bev remained philosophical about the dissolution of the relationship with
Jack. She accepted that Jack “blamed her” for the powerlessness he felt in having
some of his most basic needs met. She understood that Jack saw her as his advocate
and she had failed to make things happen on his behalf. He had lost confidence and
trust in her to fulfil his needs as his paid carer. Further, she saw the process as having
a sense of natural justice in that Jack at least had the power to determine who he
would have as his paid carer.
For Bev, the role of paid carer was about forming a relationship with purpose.
From the outset she pressed for goals and clarity on how to meet Jack’s needs. Her
sense of wellbeing within her role as Jack’s paid carer centred on her ability to
perceive that her input “made a difference” to Jack’s life. Yet, determining her worth
within the system was difficult. This difficulty was due to a number of mechanisms
largely connected to the communication within the team.
Health care for clients with severe disabilities is often delivered via a team of
workers. Communication is the essence of any effective team. Communication forms
the link between all the people working within the client’s team and is the vehicle by
which team relationships are maintained. Many functions of the team are achieved
via communication processes such as forming relationships, providing feedback,
negotiating boundaries, making decisions, making changes, giving advice, and even
contributing to the maintenance of the team itself. When mechanisms for
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communication fail, increased pressure on the relational bonds between the
individuals can result. The most vulnerable times for relationships within the team
appeared to be during the establishment of working relationships within the team, at
times of transition such as turn over of staff, and during the maintenance phase of the
relationship.
Lack of communication within the team began to contribute to Bev’s growing
sense of being devalued as a team member and her increasing sense of powerlessness.
Lack of timely feedback from the client’s other team members regarding the client’s
progress, changes to the program, and in response to queries raised by paid carers,
began to undermine the relationship between Bev and Jack. Lack of action and
awareness appeared to contribute to Jack’s perception that Bev lacked credibility as
his paid carer. In turn, lack of cooperation from Jack contributed to Bev’s sense that
she was ineffective in her role. Over time, this eroded Bev’s sense of worth in her
role and added to an increasing sense of hopelessness. The situation appeared to be
further compromised by the presence of aphasia largely preventing direct
communication around the status of the relationship between Bev and Jack. This lack
of dialogue concerning the relationship appeared to accelerate the decline of the
relationship.
The major implication of the experiences associated with deterioration of the
bounded friendship relate to raising professional awareness around team
communication. Consistent and reliable communication mechanisms need to be
established between all members of the clinical team including the paid carer. Such
mechanisms are especially important to support the paid carer during times of
vulnerability in the bounded friendship. In particular, regular feedback from other
team members to the paid carer is essential for maintaining the carer’s sense of worth.
As is the case with the maintenance of any relationship, the same strategies
adopted by paid carers to maintain their bounded friendship are equally applicable to
other relationships within the therapeutic team. Time together and shared activities
are two of the major strategies for maintaining relationships. Health professionals
need to be aware of the importance of spending time with the paid carer, as well as the
client, especially in “catch-up” conversations. “Catch-up” conversations with the paid
carer could also offer opportunities for the health professional to facilitate problem
solving of relational issues that have the potential to negatively impact the bounded
friendship. In addition, these conversations offer the opportunity for the health
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professional to facilitate the paid carer’s ability to perceive their contribution as
worthy. This issue becomes especially pertinent during the knowing you inside and
out experience as well as at times characterised by deterioration in the relationship.
During the knowing you inside and out experience the paid carers may lose sight of
the nature of their role with the client and require support to re-establish the
boundaries of the role. When it becomes apparent that a paid carer will no longer be
working with a client, support from health professionals in the team is essential. Not
only the paid carer but also the client will require opportunities to acknowledge and
plan for the change and to debrief in order to facilitate satisfactory closure of the
relationship.

Limitations of the Research

The theoretical explanatory schema developed through this inquiry should be
interpreted in the context of the limitations of the research. As is the case with all
studies, this research process had limitations that necessitate acknowledgement and
consideration. The methodology for this study was selected following careful
evaluation of the main types of traditional approaches to qualitative research to
achieve methodological coherence with the broad area of interest and research
questions (see chapter 3). GT methodology was selected to capture the dynamic
nature or process of the paid carer experience throughout the time spent with a client
with severe aphasia, without sacrificing the insider’s perspective. Despite being
based on careful consideration, the selection of GT methodology could be considered
to introduce limitations. For example, a phenomenological approach would have
been more appropriate for exploring questions about meaning or the essence of the
work of the paid carer. Similarly, an ethnographic approach would have enabled
exploration of the paid carer subculture from the emic perspective. However, given
this inquiry’s focus on process, GT methodology was chosen and it is acknowledged
that this, like any other methodological choice, brought with it constraints on the
nature and extent of the findings.
In addition to limitations associated with selection of methodology, the
findings also need to be considered in the context of limitations associated with the
selection of participants. This research did not aim to represent the entire population
of paid carers who work with people with aphasia. Thus obtaining a representative
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sample was not a priority. Purposive sampling was employed. All participants were
volunteers and no attempt was made to sample them randomly from the population of
paid carers. Consequently, it is not known if the paid carers who did not volunteer for
the study would in some way differ from the paid carers who did volunteer. Further,
volunteers were paid carers that had commenced in their relationship with a client
with severe aphasia. No paid carers were recruited into the inquiry who failed to
engage in the bounded friendship at either the getting set up or getting in experiences.
Nevertheless, the potential for paid carers to exit from these experiences within the
bounded friendship have been included in the schema of bounded friendship on the
basis that it is theoretically possible. However, it is not known how the experiences
of paid carers who failed to proceed in the bounded friendship may have differed from
the experiences of paid carers who moved through the process.
The findings of this study also need to be considered within the broader social
and cultural context from which the participants were drawn. The inquiry captured
the perspectives of Australian paid carers working within the non-government health
and disability sector in the State of Victoria, at the beginning of the 21st century.
Given that the majority in the paid carer workforce are middle aged women, many of
the attitudes and beliefs reflected in the data will necessarily encompass the cultural
values of Australian society during the later half of the 20th century.

Conclusions and Future Directions

Over the past three decades service provision in Australia has changed to
provide increased choices of program support for individuals with disability. As part
of this change, programs supporting individuals with ABI now include a therapeutic
alliance which has expanded to include the presence of a new occupational group
known as paid carers. With little known about paid care work, this inquiry set out to
understand the insider’s experience of being a paid carer supporting individuals with
severe communication impairment. The main conclusions that can be drawn from the
inquiry relate to the discovery that the paid care experience is situated in the
framework of a relationship. Furthermore, from the experience of the paid carers, this
relationship is best characterised as a bounded friendship. There are several areas in
which direct benefits may evolve from the practical application of these findings.
First, increased awareness of the relational framework in which paid carers operate
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may assist team members to better integrate paid carers within the therapeutic
alliance. Second, insights into skills and knowledge associated with the development
of the bounded friendship may enable clinicians including speech pathologists to
support the paid carer through facilitating the use of more meaningful strategies,
targeted at critical times during the relationship. The third area involves the potential
for improved client outcomes as a result of intervention being delivered by team
members with mutual understanding of each others practice frameworks.
It was Hokenstad et al. (2006) who articulated that paid carers “have
demanding responsibilities, and their critical role is generally invisible to those
outside their immediate circle” (p. 306). In order for the therapeutic alliance to
integrate paid carers successfully within the team, an awareness of the frameworks
that underpin paid care is essential. The inquiry discovered that paid carers operate
from a relational framework. Further, the nuanced complexities of the ways in which
the relationship with the client impacts on the paid carers’ success in the role were
elucidated. As a result of this understanding, team cohesion is likely to improve when
team members have a greater appreciation of the significance of “relationship” in the
context of paid care work. Other members of the therapeutic alliance need to
acknowledge and value the importance of the construction of the relationship between
the paid carer and the client. They need to integrate the relational frameworks of the
paid carer with their own therapeutic frameworks. In doing so, they will legitimise
the relational activity undertaken by the paid carer to construct a supportive and
trusting relationship through which desired therapeutic outcomes can be delivered.
Further, alignment of team members’ discipline-specific practices with the relational
goals of the paid carer will increase the meaningfulness of these practices for the paid
carer. In turn, the paid carer’s capacity to understand the therapeutic endeavour and
appropriately administer the therapeutic program is likely to be enhanced.
While the findings of the research are of value to the entire therapeutic team,
there are specific benefits to speech pathologists. Prior to the inquiry, there were few
research findings to guide the support provided by speech pathologists to paid carers
working with clients with communication disability. The finding resulting from the
inquiry goes some way to filling this knowledge gap. The most significant of the
results, is the finding that paid carers prioritise the relationship as their major concern,
despite the presence of the client’s severe communication disability. This finding
suggests a subtle but critical shift is required in the way speech pathologists provide
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support to paid carers working with people with communication disability. Adoption
of reflective therapeutic approaches, such as those described by Geller and Foley
(2009a & b), allows speech pathologists to expand their focus to address the client’s
communication disability in the broader context of the relationship between paid carer
and client. Thus, opportunities are opened for speech pathologists to work with paid
carer colleagues in innovative ways, such as through mentoring relationships in
addition to the more traditional role of expert training the novice.
The new knowledge generated through this inquiry has enabled the
formulation of recommendations that may contribute to the advancement of
techniques and strategies to support paid carers in relationship with clients with severe
communication impairment. Speech pathology initiatives need to incorporate the
importance of interpersonal communication skills involved in everyday relating as
part of a bounded friendship with the client with aphasia. This conceptualisation of
the nature and experiences of the bounded friendship helps inform the speech
pathologist’s sensitivity to the relationship process between the paid carer and the
client with aphasia. For example, increased awareness of relational communication
associated with specific relationship experiences assists with the identification of
potential barriers and facilitators in the establishment and maintenance of the bounded
friendship. Recognition of the mediating role of non-verbal communication and the
influence of carer characteristics on the establishment and maintenance of the
bounded friendship are also critical considerations for speech pathologists. New areas
of knowledge and skills pertinent to paid care work have been identified. Training is
not only required in the mechanics of supporting communication with the client with
communication impairment but needs to encompass a broader range of skills. The
training of interpersonal communication skills and relational behaviours, such as
those necessary for getting a relationship “going” and maintaining the relationship in
the longer term, are equally important for the speech pathologist’s therapeutic
endeavour. In turn, intervention that recognises and facilitates the process of the
bounded friendship will maximise the effectiveness of the support provided by the
paid carer to the client with aphasia.
Finally, individuals with communication impairment including those with
aphasia stand to benefit from the emergence of the bounded friendship. Not only will
clients with severe communication impairments benefit from a knowledgeable
communication partner trained in techniques for supporting communication, but these
269

skills can be more fully integrated with interpersonal communication skills required
for developing and maintaining the bounded friendship. Through the paid carers
increased capacity to communicate positive attitudes reflecting acknowledgement and
respect via their skill in interpersonal communication, the likelihood of
depersonalisation of the individual with severe aphasia is reduced. Further, the
likelihood of individuals with aphasia experiencing more satisfying and supportive
relationships with paid carers is also enhanced. In turn, it is envisaged that the access
and inclusion of individuals with severe communication deficits within their
communities will be further facilitated. The client’s overall confidence and trust in
the team is likely to be enhanced by a cohesive team approach that fully integrates the
paid carer through its prioritisation of the care relationship.
The explanatory schema developed through this research provides a launching
pad for further study into the world of the paid carer and the knowledge and skills
they require to support individuals with communication disability. The discoveries
made as a result of this study generated several directions for future research. These
directions involve investigation of variables which influence the relationship,
including paid carer- and client-related factors, and variables which influence
intervention. In the present inquiry, the perspective of the individual with aphasia
was not investigated. Clearly, understanding the bounded friendship from the
perspective of both members of the dyad is important. Particularly, given the
evidence in the transcripts indicating clients with aphasia instigated their own
decisions regarding acceptance of a paid carer into the care role. Indeed, Oswald et
al. (2004) point out that “friendships are interdependent, and it is not one individual’s
behaviours or perceptions, but rather both individuals’ shared experiences that are
important for understanding relationship maintenance processes” (p. 417). In
addition, the notion that some friendship maintenance strategies are more effective at
the level of the dyad as opposed to the level of the individual is supported in the
literature (Oswald & Clark, 2006).
Further in-depth exploration of the initial phases of getting set up and getting
in the relationship process would be useful. In the study, paid carers who exited the
relationship during these experiences were not recruited. Yet, anecdotal evidence
suggests that paid carers leaving the relationship at this stage does occur and is a
particularly problematic situation for some clients. Investigation of the issues
pertinent to establishment of the relationship would enable strategies to be developed
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to facilitate the relationship beyond these experiences. As a result, the problems
associated with recruiting and training new paid carers only to have them leave early
in the relationship process could be minimised. In addition, further in-depth
qualitative research investigating the negative case of paid carers who fail to establish
a relationship with a client with severe communication impairment would also make a
substantial contribution to understanding the “revolving door” problem so commonly
encountered in paid care work.
Another area for future research is further exploration of individual
characteristics that support the bounded friendship. The study identified several carer
characteristics that enabled the bounded friendship. Many of these characteristics are
likely to be reflected in behaviours that would be observable in interaction. Research
designs incorporating non-participant and participant observation of paid carers
interacting with the client with aphasia would help clarify how these characteristics
are reflected by the paid carers’ behaviour. In addition, observation as an alternative
form of data collection may unearth additional behaviours and skills important to the
establishment and maintenance of the bounded friendship. Further, evidence
corroborating the significance of individual differences such as interpersonal
sensitivity, compassion, and empathy, could provide useful knowledge in the
recruitment of paid carers. Appropriate screening procedures that reliably identify
these characteristics may be developed and administered as part of paid carer
recruitment procedures in the future.
While the study identified carer characteristics of interest within the bounded
friendship, further research identifying client characteristics that impact on the
bounded friendship would be equally valuable. The inquiry focussed on the paid
carers’ experience of working with individuals with severe aphasia only. Future
investigation of the relationship process for paid carers with other client groups with
communication impairment is warranted. Other client groups worthy of consideration
would be individuals’ with traumatic brain injury, dementia, right hemisphere stroke
or even those in states of impaired consciousness (e.g., minimally conscious).
Investigations with these client groups would inform support practices for paid carers
working with individuals with a broader range of disabilities.
Finally, many of the enabling or mediating factors identified in the inquiry
lend themselves to therapeutic intervention. Therefore, studies are also required to
more closely examine the effectiveness of such interventions. For example, the role
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and functions of non-verbal communication in mediating the bounded friendship need
further clarification and elaboration. In doing so, specific educational programs and
training techniques targeting the development of skilled encoding and decoding of
non-verbal communication relevant to the establishment and maintenance of the
bounded friendship could be developed and evaluated.
To date, the nuanced complexities of the role and the frameworks
underpinning paid care have remained largely invisible to others in the therapeutic
alliance. The paid carer role has been conceptualised as simply a means through
which therapeutic interventions are delivered to the client with ABI. This inquiry
challenges the notion of paid care support as having only a peripheral influence on the
delivery of services to the individual with ABI. Rather, the discovery of the
significance of relating to the success of the paid carer role positions relationship at
the core of any therapeutic endeavour. In the case of paid carers and individuals with
severe aphasia, this relationship has been examined in terms of the bounded
friendship. Conceptualising paid care work as a bounded friendship that progresses
with time enables speech pathologists to more closely align their own disciplinespecific frameworks and approaches with the relational framework and concerns of
the paid carer. Utilising the framework of bounded friendship, speech pathologists
and other team members are encouraged to devise innovative and meaningful ways to
assist paid carers to fulfil their support role with individuals with communication
impairment. Only then will the paid carer be truly integrated as essential to the
delivery of optimal therapeutic care to individuals with communication disability.
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APPENDIX A. INFORMATION SHEET FOR PAID CARERS.

Project title: CARERS’ EXPERIENCES OF WORKING WITH PEOPLE
WITH APHASIA
Researcher:
Sandy Barry,
Post graduate student,
HSPHD, Doctor of Philosophy,
School of Human Communication Sciences,
La Trobe University
0425 787 259/97072160
ss2barry@students.latrobe.edu.au
Senior researchers & supervisors:
Dr Jacinta Douglas,
Academic/Senior Lecturer,
School of Human Communication Sciences,
La Trobe University,
j.douglas@latrobe.edu.au
Dr Darrel Caulley,
Academic/Senior Lecturer,
Graduate School of Eduction,
La Trobe University
94792781
What’s this research about?
This project looks at carers’ experiences of working with a person with aphasia or
communication problems after stroke.
More and more health care services are being delivered via attendant care workers,
under the guidance of health professionals. Yet, as a Speech Pathologist, Sandy knew
very little about what it was like for a carer to do their job and how they experienced
working with clients’ with severe communication difficulties especially for the first
time.
Attendant Care Workers are an important part of our health system. By better
understanding the experience of being a carer, working with people with
communication difficulties, Speech Pathologists will be able to better support you in
your job.
Who can be involved?
Sandy needs carers who are currently employed as attendant care workers, working
with a client who has communication difficulties (aphasia) as a result of stroke.
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What will I need to do?
If you agree to be in the project, you will need to participate in a minimum of 3
interviews of about 1 hour in duration.
Interviews will be very informal and will be guided by what you want to tell Sandy
about your experiences and relationship with your client as their carer.
All participants will receive $15 for each interview completed.
Interviews will be conducted within the most convenient and appropriate place, such
as at your home or at the location of the client.
All interviews will be audiotaped to ensure accuracy of information.
There are no anticipated risks, discomfort or harm associated with your participation
in this project.
What will I get out of it?
You will not directly benefit from participating in this project, but your participation
will help health professionals, especially Speech Pathologists, understand more about
how others make sense of aphasia. In turn, this will help carers to be well supported
in their work with people with communication difficulties.
If I’m interested, what happens next?
If you are interested in participating in this study titled “Carer’s experiences of
working with people with aphasia” you could do one of the following options: contact
the researcher, Ms Sandy Barry (see above for contact details), let your coordinator
know you are interested and they can pass on your contact details to Ms Barry or
alternatively, you may fill in the form below & leave for [Speech Pathologist’s name]
to pass on your details.
Any questions?
Any questions regarding this project titled “Carer’s experiences of working with
people with aphasia” may be directed to the senior investigator, Dr Jacinta Douglas,
of the school of Human Communication Sciences at La Trobe University on the
telephone number (03)4791797.
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Project title: CARERS’ EXPERIENCES OF WORKING WITH PEOPLE
WITH APHASIA
Researcher:
Sandy Barry,
Post graduate student,
HSPHD, Doctor of Philosophy,
School of Human Communication Sciences,
La Trobe University
0425 787 259/97072160
ss2barry@students.latrobe.edu.au
Senior researchers & supervisors:
Dr Jacinta Douglas,
Academic/Senior Lecturer,
School of Human Communication Sciences,
La Trobe University,
j.douglas@latrobe.edu.au
Dr Darrel Caulley,
Academic/Senior Lecturer,
Graduate School of Eduction,
La Trobe University
94792781
Yes, I would like to discuss the project further and am happy to be contacted directly
by phone.
NAME_______________________________________________________________
PHONE
NUMBER________________________________________________________
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APPENDIX B. INFORMED CONSENT FORM FOR PAID CARERS

Project title: CARERS’ EXPERIENCES OF WORKING WITH PEOPLE
WITH APHASIA
Researcher:
Sandy Barry,
Post graduate student,
HSPHD, Doctor of Philosophy,
School of Human Communication Sciences,
La Trobe University
0425 787 259/97072160
ss2barry@students.latrobe.edu.au
Senior researchers & supervisors:
Dr Jacinta Douglas,
Academic/Senior Lecturer,
School of Human Communication Sciences,
La Trobe University,
j.douglas@latrobe.edu.au
Dr Darrel Caulley,
Academic/Senior Lecturer,
Graduate School of Eduction,
La Trobe University
94792781
This project looks at carers’ experiences of working with an individual with aphasia
Carers relating to an individual with aphasia in their work capacity will be invited to
participate in the project. Organizations employing carers have been asked to facilitate
recruitment of carers. In addition, clients receiving speech pathology services from
Access Speech Pathology have been used to identify and recruit non specialist health
personnel to participate in the study.
This research is being conducted as part of the requirements of Sandy Barry’s PhD
post graduate degree in Speech Pathology. The project is being supervised by Dr
Jacinta Douglas, Neuropsychologist/Speech Pathologist and senior lecturer, and Dr
Darrel Caulley, Senior Lecturer at La Trobe University.
If you agree to participate in the project, you will:
i)
participate in a minimum of 3 interviews with the researcher
ii)
receive $15 per interview completed
Interviews will be conducted within the most convenient and appropriate location as
negotiated between each participant and the researcher. Interviews will be no longer
than 1 & 1/2 hour. The interview will focus on how participants describe their
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experiences of working with an individual with aphasia. All interviews will be
audiotaped to ensure accuracy of information. Interviews will be transcribed and
entered into a computer software program so that the researcher can organize the
information to identify common experiences and themes from what people have
reported.
There are no anticipated risks, discomfort or harm associated with your participation
in this project.
All information discussed in the interviews will be kept strictly confidential. No
identifying information other than an alphanumerical code will be used to label
audiotapes of the interviews, written transcripts of the interview or journal notes kept
by the researcher during the research. You will therefore remain anonymous to
everyone apart from the researchers. During the research and after the project has
been completed, the tape recordings of the interviews, the interview transcripts and
journal notes kept by the researcher will be stored in a locked filing cabinet in the
office of the senior investigator, Dr Douglas, at La Trobe University. The computer
records will also be kept on a secure computer in the researcher’s office at La Trobe
University. No-one apart from Ms Barry, Dr Douglas and Dr Caulley will have
access to the tape recordings of the interviews or the interview transcripts. Data will
be stored for a period of time following completion of the research.
The results of this project will appear in a thesis to be written by Ms Barry, in journal
publications and in conference presentations, but you will not be able to be identified
in any of these reports.
As a participant, you will:
i)
Have access to the full transcript of your interview on request
ii)
Have the opportunity to verify the summary of results before completion of
the research
iii)
Have the right to withdraw from active participation in this project at any time
and, further, the right to require that all traces of your participation be
removed from the project records provided this right is exercised within four
weeks of completion of your participation in the interviews.
iv)
Not be disadvantaged, penalized or experience adverse consequences for not
participating or for withdrawing prematurely from this research.
You will not directly benefit from participating in this project, but your participation
will help health professionals, especially Speech Pathologists, understand more about
how others make sense of communication difficulties especially aphasia.
Any questions regarding this project titled “Carer’s experiences of working with
individuals with aphasia” may be directed to the senior investigator, Dr Jacinta
Douglas, of the school of Human Communication Sciences at La Trobe University on
(03)4791797.
If you have any complaints or queries that the investigator has not been able to answer
to your satisfaction, you may contact the Ethics Liaison Officer, Human Ethics
Committee, La Trobe University, Victoria, 3086, (ph: 03 9479 1443, e-mail:
humanethics@latrobe.edu.au).
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I …………………have read and understood the information above, and any questions
have been answered to my satisfaction. I agree to participate in the project, realising
that I may physically withdraw from the study at any time and may request that no
data arising from my participation are used, up to four weeks following the
completion of my participation in the research. I agree that research data provided by
me or with my permission during the project may be included in a thesis, presented at
conferences and published in journals on the condition that neither my name nor any
other identifying information is used.

Name of Participant (block letters):
Signature:

Date

Name of Investigator (block letters):
Signature:

Date

Name of Student Supervisor (block letters):
Signature:

Date
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