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Structured Abstract
Background: Communication Partner Training programs (CPT) for health and care staff
working with people with the neurologically-based communication disorders associated
with stroke, traumatic brain injury (TBI) and dementia are efficacious in improving
communication. However, current programs are lengthy and disorder-specific, and
therefore may not be suitable as staff training tools in environments with people with
multiple communication disorders, and services with a variety of neurological
populations.
Objective: To identify common and distinct components of CPT programs for stroke,
TBI and dementia, to determine whether there are common delivery methods and
content that can be consolidated to improve implementation of CPT in health and care
services.
Methods & Procedures: A qualitative enquiry was used. Four CPT programs targeting
three disorders were identified from systematic reviews and literature searches. Program
data were recorded onto data sheets from manuals, study articles, and supplementary
materials, and were categorised using the Intervention Taxonomy. Content analysis and
elements of constant comparative analysis were employed to analyse the CPT
programs.
Outcomes & Results: Delivery characteristics were similar across all four programs. All
were delivered face-to-face in either group or individual contexts. However, duration
varied from 1-35 hours. Six of the 12 categories of information provided were common
across all programs including ‘strategy’ ‘background to disorder’, ‘information about
communication’, ‘information about program’, ‘negative behaviours to avoid’, and
‘purpose of program’. Programs differed in the types of skill building techniques that
were used, with the most common being videos (3/4 programs), discussions (2/4
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programs) and trainer demonstrations (2/4 programs). While strategies provided to
trained partners targeted similar domains of communication, only 3/96 individual
strategies were common to all programs.
Conclusions & Implications: There are both common and distinct components in
content and delivery methods across CPT programs. Further research is needed to
evaluate the distinct components of the programs, to determine which individual
strategies are efficacious, and which approach to skill building techniques is most
effective. The present study has contributed a comprehensive list of program
components, which can form a basis for describing and refining CPT programs in the
future.
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Main Document
Introduction
Stroke, traumatic brain injury (TBI), and dementia are common neurological conditions
that frequently result in communication problems, such as aphasia or cognitivecommunication deficits (Papathanasiou and Coppens 2016). These communication
difficulties can significantly impact daily life, including reduced capacity to return to
work, significant mental health issues and breakdown in family relationships (Shehata
et al. 2015, Baikie 2002, Pierce and Hanks 2006).
Communicating with people with linguistic and cognitive-linguistic disorders can
be highly challenging. Communication partners (CPs) of people with dementia
(Williams et al. 2009), stroke (Hersh et al. 2016) and TBI (Togher et al. 1997) can
contribute to communication breakdown due to a lack of education in effective
communication strategies. Additionally, the poor management of communication
impairments in health and care settings can cause negative outcomes including untimely
discharge, readmission to hospital, adverse drug reactions and increased stress
(Hemsley et al. 2013).
Since CPs can create barriers to the participation of people with neurogenic
communication impairments, it follows that they could facilitate participation when
equipped with education and strategies, and this knowledge has resulted in the creation
of several communication partner training (CPT) programs. These programs are aimed
at either familiar CPs, such as family members and friends, or unfamiliar CPs.
Unfamiliar CPs include staff that interact with patients with neurogenic language
impairments in health and care settings, such as doctors, nurses, allied health staff,
nursing home staff, or paid carers.
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The efficacy of CPT programs has been established through systematic reviews in
stroke (Simmons-Mackie et al. 2016), TBI (Wiltshire and Ehrlich 2014) and dementia
(Eggenberger et al. 2013, Vasse et al. 2010). As a consequence, CPT is recommended
as part of evidence-based guidelines from authoritative bodies across the fields of stroke
(Lindsay et al. 2016), TBI (Togher et al. 2014) and dementia (World Health
Organization 2012).
CPT programs that have been developed to date have been disorder-specific, with
separate programs for stroke, TBI and dementia. From a health and care service
provision perspective, it may not be practical or efficient to provide three separate CPT
programs to all staff. Health and care staff are commonly required to communicate with
people with various aetiologies, due to the co-occurrence of disorders, as well as mixed
caseloads within work settings. For example, O’Halloran et al. reported that 69% of
patients on a stroke unit had multiple communication impairments (2009). A systematic
review of stroke and dementia prevalence reported that 10% of patients who had a
stroke presented with existing dementia, 10% acquired dementia after their first stroke,
and over one third of recurrent stroke patients developed dementia (Pendlebury and
Rothwell 2009). It has been estimated that up to 32% of patients with TBI also have
aphasia (McDonald et al. 2016). Alongside the co-occurrence of disorders within an
individual, health and care staff interact with individuals with a range of different
communication disorders. For example, staff in an emergency department will
encounter patients with a variety of medical presentations including external injury,
diseases of the nervous system, and mental health disorders. This co-occurrence of
aetiologies indicates the need for efficiency in CPT for health and care staff, in order to
promote effective communication, comply with recommendations, and reduce the risk
of adverse outcomes.
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From an implementation standpoint, an evidence-to-practice gap exists in CPT
provision. Research in aphasia has found that, despite being recommended by
authoritative bodies, CPT is rarely provided at the recommended dose and fidelity
(Beckley et al. 2016, Chang et al. submitted). This is often due to a lack of time, factors
relating to the workplace environment, and the experience level of speech pathologists
(Johansson et al. 2011, Chang et al. submitted). The pressure of time is also recognised
as a barrier to speech pathology guideline implementation, contributing to this
evidence-to-practice gap (Hadely et al. 2014). Thus, it is unlikely that three separate
CPT programs for stroke, TBI and dementia are being conducted with health and care
staff in current practice.
There is a need for an efficient all-purpose CPT program for health and care staff,
to support them to communicate effectively with people with different communication
impairments. Theoretical support exists for the concept that CPs modify their
communication in a general way when speaking with people with communication
impairments, rather than making distinctions based on the presence of any specific
disorder (Giles et al. 1991). The Communication Accommodation Theory posits that
CPs may ‘over-accommodate’, that is, excessively modify their communication when
communicating with the person with a disorder, to negative effect (Giles et al. 1991).
For example, the concept of ‘Elderspeak’ refers to the phenomenon in which people,
particularly health and care staff, communicate in a patronising manner towards older
people, particularly those with dementia. This includes over-simplified vocabulary,
inappropriate use of familiar names, and overuse of tag questions, which have been
found to increase resistiveness to care in people with dementia (Williams et al. 2009).
As the Communication Accommodation Theory does not make a distinction based on
the specific disorder, it is possible that much of the shaping of CP behaviour may be
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common across disorders, and as such, CPT programs may contain many common
elements, whilst also having a smaller number of disorder specific elements. To date, no
research has investigated this area.
In summary, there is an implementation challenge in the area of CPT, as only
lengthy, disorder-specific CPT programs are currently available. This challenge has
implications for all CPs, but presents a bigger issue for health and care staff, as they are
more likely to encounter people with a larger variety of communication disorders, and
the disorder-specific programs may not provide them with the skills to communicate
effectively with this variety of people. Therefore, this study aimed to determine the
common and distinct components of CPT programs across the linguistic and cognitivelinguistic disorders associated with stroke, TBI and dementia, to determine whether
there is a need for distinct programs for each disorder, or whether there are sufficient
similarities across the programs to support the development of one broader program.

Method
Research paradigm
To investigate the common and distinct components of CPT within stroke, TBI and
dementia, a qualitative approach was selected. Within a qualitative approach, we
adopted a survey methodology embedded within a post positivist theoretical perspective
(Crotty 1998). This approach was adopted because it was consistent with our
assumptions that communication strategies existed as separate entities that could be
known about, and that they could be identified by surveying published, evidence-based
CPT programs. Content analysis was used as the method for identifying specific aspects
of each CPT program (Hsieh and Shannon 2005). The conventional approach to content
analysis was used, in which codes and categories are derived from the data, as this
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method enabled description of the data without predefined categories restricting the
findings (Hsieh and Shannon 2005). Once specific aspects of each CPT program were
identified, elements of the constant comparative method were used to compare and
integrate the data (Glaser 1965). The authors compared the data throughout the analysis
process and used previously analysed data to inform coding and categorising of new
data. This approach allowed the authors to formulate a specific method of data
categorising, coding and presentation which aligned with the research aims.

Selection (sampling) strategy for programs
A purposive sampling approach (Polgar and Thomas 2014) was used to select CPT
programs related to the linguistic and cognitive-linguistic disorders associated
with stroke, TBI and dementia. Specifically, each CPT program had to:


be focused on communication after stroke, TBI or dementia,



be targeted at unfamiliar CPs,



have evidence of effectiveness at the level of a randomised or non-randomised
controlled trial,



have an accessible manual in English, and



have included communication-based outcome measures.
To identify eligible programs, the most recent systematic reviews for CPT

programs in stroke, TBI and dementia were consulted (Simmons-Mackie et al. 2016,
Wiltshire and Ehrlich 2014, Eggenberger et al. 2013). As the systematic reviews for
TBI and dementia were several years old, further systematic searches of the literature
up until December 2016 were also conducted for TBI and dementia CPT programs. The
search strategy for dementia was based on a previous systematic review of dementia
CPT (Vasse et al. 2010), as the search strategy from the most recent systematic review
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could not be accessed (Eggenberger et al. 2013). The search was conducted with
PubMed, PsycInfo, Web of Science and Scopus using the following search terms:


Communication OR interaction



AND nursing home* OR residential facilit* OR hospital* OR institution* OR
inpatient* OR long-term care OR geriatric nursing OR patient* OR resident*
OR ward* OR care unit* OR assisted living



AND vascular dementia OR Lewy body disease OR Alzheimer* OR dementia*



AND controlled OR trial

This strategy was much broader than the one used for TBI, which was based on the
systematic review by Wiltshire and Ehrlich (2014). The search was conducted with
Medline, CINAHL, PsycInfo and Speechbite using the following search terms:


Brain injury OR head injury OR TBI OR ABI OR head trauma OR brain trauma



AND speech loss OR nonverbal OR communication impairment OR
communication disorder OR non communicative OR complex communication
need



AND communication partner OR conversation partner
After reviewing titles and abstracts for relevance, four articles relating to

dementia CPT were identified and added to the articles from the systematic reviews. No
relevant results were found in TBI. However, an additional study known to the authors
that did not appear in the search results was added (Behn et al. 2015). Figure 1 shows a
flow chart depicting this process. All efficacy studies on CPT programs were then
tabulated and assessed against the inclusion criteria.
The seven studies that met all inclusion criteria were related to the following four CPT
programs, all of which demonstrated improvement in communication outcomes:
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Supported Conversation for Adults with Aphasia (SCA) (aphasia) – two studies
met inclusion criteria (Kagan et al. 2001, Legg et al. 2005), and CPs were
inexperienced volunteers and sixth-year medical students, respectively.



TBI Express (TBI) – two studies met inclusion criteria (Behn et al. 2012, Behn
et al. 2015), and CPs were paid carers.



MESSAGE (dementia) – two studies met inclusion criteria (Broughton et al.
2011, Conway and Chenery 2016), and CPs were nursing home staff and aged
care staff, respectively.



Communication Skills & Communication Book Inservice (CS&CBI) (dementia)
– one study met inclusion criteria (Burgio et al. 2001), and CPs were nursing
home assistants.
As at least one program for each disorder met the identified criteria, these

programs were deemed suitable for inclusion. Manuals and materials for these
programs were obtained by contacting the study authors, or accessing materials
online.
<Figure 1. Flow chart of program selection process>

Data collection instrument
A literature review was also conducted to identify a suitable instrument for describing
the elements of the CPT programs. The Template for Intervention Description and
Replication Checklist (TIDieR, Hoffmann et al. 2014) was considered, as it is a
recommended component for reporting interventions in the Consolidated Standards of
Reporting Trials (CONSORT, Schulz et al. 2010a). However, the TIDieR did not
contain sufficient detail within each item for the requirements of this study. A scoping
review of educational program classification systems (Lokker et al. 2015) rated 51
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classification schemes against four criteria; (i) peer review, (ii) involvement of
knowledge users in development of the scheme, (iii) piloting or testing, and (iv)
theoretical basis. Thirteen schemes met at least three of the four criteria, however
twelve of these were deemed inappropriate by the authors for use in the present study,
as they contained less detail than the TIDieR, their purpose was not related to
understanding the content of interventions, or they were not related specifically to
implementation interventions. The remaining scheme was the Intervention Taxonomy
(ITAX, Schulz et al. 2010b).
The ITAX is a classification system used to identify and describe the key features
of interventions. It includes two taxonomy tables; one for delivery characteristics
(including dimensions such as ‘mode’, ‘materials’, ‘location’), and one for the content
and goals of the intervention (including dimensions ‘treatment content strategies’ and
‘mechanisms of action’). The dimensions related to the delivery characteristics were
tabulated by the first author to form a data sheet, which included definitions of each
dimension (to ensure fidelity during data extraction), as well as the checklist options
suggested in the ITAX. To enhance data extraction further, the TIDieR dimensions
related to program delivery were added to the data sheet by the first author. Any
TIDieR dimensions that overlapped with the ITAX were discussed between all authors
and removed by consensus. Further, articles that cited the ITAX were reviewed by the
first author to identify any potentially relevant additions to the data sheet. Further
relevant information was identified in one study (Czaja et al. 2016) and was added to
the data sheet (see supplementary materials for data sheet adapted from ITAX delivery
characteristics taxonomy). A second data sheet for data extraction of the content and
goals of the intervention was a basic table, with the ITAX dimensions of ‘treatment
content strategies’ and ‘mechanisms of action’ as headings. These dimensions were not
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altered from what is presented in the ITAX (this data sheet can also be found in
supplementary materials).
A trial extraction of program content was conducted by the first author on a CPT
program that did not meet inclusion criteria, and the process was reviewed and
discussed by all authors (Supporting Partners of People with Aphasia in Relationships
and Conversation; Lock et al. 2001). This was to ensure the data sheets were
appropriate for the study purpose, and to develop the researchers’ familiarity with using
them to classify program content. Based on this trial extraction, the researchers
concluded the data sheets were suitable for analysis of CPT programs.

Data collection and analysis
In order to compare and contrast each CPT program, detailed information regarding the
delivery and content of the four programs was extracted and analysed. A process for
data collection and analysis was developed specifically for the purpose of comparing
the CPT programs, following principles of content analysis (Hsieh and Shannon 2005).
A flow chart depicting this data collection and analysis process is shown in Figure 2. In
Steps 1 and 2, information related to CPT program delivery and content was sourced
from study articles, program manuals and supplementary materials (e.g. videos,
handouts) and typed onto the data sheets. The data collection processes in Steps 2, 3 and
4 were completed by at least two authors independently for each CPT program, and any
disagreements were resolved through discussion. In Step 3, all data was grouped based
on the two dimensions suggested in the ITAX (‘Treatment Content Strategies’ i.e.
actions of the interventionists, or ‘Mechanisms of Action’ i.e. actions of the
participants). The process of categorising content in Step 4 was conducted to facilitate
grouping of like strategies and content elements, and simplify the later constant
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comparative analysis process. Information was categorised using ITAX checklist
options, according to the purpose of the information (e.g. Provision of Information,
Skill Building Techniques). Occasionally, a new ‘checklist option’ was generated by the
authors, when a piece of information did not fit into the suggested options in the ITAX
(e.g. ‘Assessment’, ‘Evaluation’). To facilitate the constant comparative analysis,
categorised information was organised into Excel spreadsheets in Step 5. Throughout
the constant comparative analysis in Step 6, codes were generated by the first author by
summarising and further categorising each piece of content information, to enable
comparison. These codes were then recorded on a new tab within the Excel spreadsheet.
Codes were generated to capture information specific to the checklist option that the
information reflected. For example, the content under the option ‘provision of
information’ was coded based on the information and strategies contained in the data
(e.g. ‘background to disorder’, ‘negative behaviour to avoid’), however the content
under the option ‘skill building techniques’ was coded based on the method of delivery
(e.g. ‘viewing video’, ‘role play’). Broad codes (such as those listed above) were
assigned, and more specific information about the content was recorded beside each
code, to ensure that core content was not lost in the reduced code. This specific content
was denoted and revised using constant comparative methods, so that once codes for
one program were generated, they were compared to those from the previously coded
program and altered to reflect similar content. For example, the codes “short simple
sentences” from MESSAGE and “speak in short sentences” from SCA were compared
after coding was completed for both programs, and given consistent language. No
computerised coding programs were used.

<Figure 2. Data collection and analysis process>
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In Step 7, the number of pieces of content dedicated to each code were counted
and calculated as a percentage of the total content, to determine the proportion of each
code in each program. For example, 73/115 (62%) of the lines of content in SCA were
made up of the code ‘strategies to enhance communication’.
Of the twelve broad codes, ‘strategies to enhance communication’ was selected
for further analysis in Step 8, as it was the largest category that was common to all four
programs, and captured the skills and communicative behaviours that are taught in CPT
programs. Since the code ‘negative behaviours to avoid’ contained similar strategybased information with a focus on behaviours to reduce rather than increase, it was also
selected for further analysis. These codes were analysed using the same method of
content analysis as the broader content, and grouped based on the broader
communicative processes with which they were related (e.g. choosing a conversation
topic, providing information, etc.)

Researcher characteristics and reflexivity
The research team comprised a final year speech pathology student (first author), and
three qualified speech pathologists who were also experienced researchers.
Two authors were involved in the development of one of the included CPT
programs (TBI Express, Behn et al. 2012, Behn et al. 2015), and all had experience in
delivering CPT programs to partners of people with dementia, TBI, and/or stroke. As
the student researcher lacked experience in delivering CPT programs, other study
authors conducted data extraction in conjunction with the student.
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Techniques to enhance trustworthiness
To enhance the credibility of the data collection process, all program delivery and
content data was recorded and discussed by at least two authors. The first author kept a
thorough audit trail during data collection and analysis in the form of a reflective diary,
to ensure transparency and confirmability of results. To ensure dependability, the data
collection and analysis process of this study was reported using the Standards for
Reporting Qualitative Research (O’Brien et al. 2014). Dependability was also
established through acknowledgement of the roles and previous knowledge of all
researchers. Additionally, transferability of results was ensured through sampling, as at
least one program from each disorder with the highest level of evidence was selected.

Results
The similarities and differences of the CPT programs for stroke, TBI and dementia were
analysed at three levels; (i) the delivery characteristics of the programs, (ii) the content
categories of the programs, and (iii) a more detailed analysis of aspects of the content,
including the specific ‘strategies to enhance communication’ and ‘negative behaviours
to avoid’.

(i) Delivery characteristics of programs
Summarised information regarding CPT program delivery are provided in Table 1, with
more detailed information in Appendix A. All programs were delivered in group
contexts, with three also delivered to individuals, and two to dyads of a CP and person
with communication impairment. All programs were delivered face-to-face, with two
also using video instruction. All programs used either information sheets or manuals to
convey information, with three also using CDs, DVDs or PowerPoints with images and
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videos. The location of training differed across programs, with two being delivered in
group residence facilities, two in nursing homes, and one in a community aphasia
centre. All programs either provided an exact script for treatment sessions, or specific
language for clinicians with elaboration permitted. All programs also required
interventionists to have specific qualifications, as either a speech pathologist or a
psychologist. The rationales for development of the programs were also captured within
the delivery characteristics data, based on the taxonomy of conversation therapy
outlined by Simmons-Mackie et al. (2014). All programs were developed based on
social and participation-based models, focused on evidence regarding the impact of
CPT on carers’ skills, and thus on patient communication and quality of life outcomes.
CS&CBI and TBI Express also took on features of a functional/behavioural approach in
the use of the method of recording participants, and providing them with feedback on
how to modify their behaviour (Simmons-Mackie et al. 2014). However, the aims of
each CPT program reflected the specific nature of each disorder. For example, the focus
of TBI Express is on improving interpersonal skills in people with TBI, whereas
CS&CBI emphasises the reduction of disruptive behaviour in people with dementia.
The major difference in delivery across CPT programs was the schedule; total
program content hours ranged from 90 minutes (MESSAGE) to 35 hours (TBI Express).
Programs also differed in adaptability, with three programs not specifying any
allowable adaptations (SCA, MESSAGE, CS&CBI), and one implying that the content
and length of the program could be adapted based on the clinical judgment of the
interventionist (TBI Express). One program recorded participant attendance (TBI
Express), but this was the only measure of intervention fidelity noted across the four
programs.
<Table 1. Delivery of CPT programs>
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(ii)

Content categories of the programs

Table 2 provides details of the 16 categories of content, or the ‘Checklist options’
suggested in the ITAX. Four of the options (provision of information, knowledge,
behavioural skills, skill building techniques) were common to all four programs and
made up the majority of program content. Six of the options were found in two different
programs, and the remaining six categories were only found in TBI Express. Two of the
common options (provision of information and knowledge) were merged during further
analysis, as much of the content across these options was identical (i.e. what the
interventionist says and what the participant receives). This left three common options
which were analysed in depth.

<Table 2. Content categories of the programs>

Provision of information/knowledge
Provision of information/knowledge refers to the content of the program that is
provided as information by the interventionist either verbally, or through written or
video form. Twelve broad content codes were identified that related to provision of
information/knowledge. These can be seen in Table 3. Six of the codes were common to
all four programs, one code was common to three different programs, one code was
common to two different programs, and four codes were distinct to just one program.
However, the proportion of each code in each program differed. For example, while all
programs contained provision of information/knowledge on the ‘background to
disorder’, 22.1% of TBI Express was dedicated to this code, and only 6.8% of SCA. The
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largest code in each program was ‘strategies to enhance communication’, ranging from
30-61.9% of each program, and is described in more detail below.

<Table 3. Provision of information/knowledge content of programs>

Skill building techniques
Skill building techniques refer to the practical actions of the interventionists in teaching
the content of CPT programs. Skill building techniques were classified as either passive
(where participant is not actively engaged in the task e.g. viewing a trainer
demonstration) or active (where participant engages and contributes, e.g. role play), as
depicted in Table 4. Only two programs; SCA and TBI Express, explicitly outlined the
skill building techniques used. MESSAGE did not describe skill building techniques as
it is mostly delivered by video, and CS&CBI did not describe skill building techniques
as it is mostly educational, with practical sessions occurring within participant work
settings after the formal training. SCA contained mostly passive skill building
techniques, whereas TBI Express contained mostly active skill building techniques.

<Table 4. Skill building techniques of programs, delivered by interventionists>

Behavioural skills
Behavioural skills refer to the practical actions of the participants in learning and
practicing the skills and content taught in the CPT programs. These were also classified
as active or passive and can be seen in Table 5. All programs explicitly outlined the
behavioural skills used. SCA and MESSAGE contained mostly passive behavioural
skills, while TBI Express and CS&CBI used mostly active behavioural skills.
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<Table 5. Behavioural skills of programs, as experienced by the participants>

(iii)

Strategies to enhance communication & negative behaviours to avoid

Strategies to enhance communication
As ‘strategies to enhance communication’ was the largest code within the content
category ‘provision of information/knowledge’ in each program, the specific strategies
within this category were further analysed. Strategies to enhance communication
included techniques or behaviours that are expected to increase as a result of training
(e.g. asking collaborative questions), in contrast to ‘negative behaviours to avoid’,
which are behaviours that are expected to decrease (e.g. asking testing questions). The
strategies from each program were listed, and then organised into 12 groups according
to purpose. Appendix B outlines the total list of 96 individual strategies within each of
the 12 groups. As shown in Table 6, 6/12 strategy groups were common to all
programs, and another 5/12 were common to three different programs. All programs
provided strategies relating to choosing a conversation topic, using different modes to
support the conversation, providing information, responding to what the person says,
taking turns, and taking a positive approach to communication. Comparison between
programs regarding specific strategies (Appendix B) found that only three strategies
(3%) were common to all four programs. These were; short simple sentences, one piece
of information at a time, and give time to respond. Four strategies (4%) were present in
three different programs. These were; encourage attempts at communication, make
topic clear, acknowledge feelings, and repeat the person’s message. A total of 22
strategies (23%) were common to two programs, and 67 strategies (70%) were distinct
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to just one program. So, while specific strategies differed across programs, the general
groups of strategies included in programs were similar.

<Table 6. ‘Strategies to enhance communication’ groups>

Negative behaviours to avoid
As the ‘negative behaviours to avoid’ code contained similar skill-based information to
the ‘strategies to enhance communication’ code, but with a focus on behaviours to
reduce rather than increase, it was also analysed further. The negative behaviours were
listed, and then organised into ten groups based on similarity, and Appendix B details
the 26 individual negative behaviours within the ten groups. As shown in Table 7, 2/10
groups of negative behaviours were present in all programs. All programs addressed
negative behaviours relating to providing inappropriate information and taking a
negative approach to communication. Another group was common to three programs
(requesting information from the person inappropriately), and another was common to
two programs (choosing an inappropriate conversation topic).

<Table 7. ‘Negative behaviours to avoid’ groups>

Comparison between programs regarding the negative behaviours that were addressed
(Appendix B) found that no single negative behaviour was common to all four
programs. Three negative behaviours (12%) were common to three programs (being
patronising, asking testing questions, providing complex information), and three more
(26%) were common to two programs (arguing or reasoning with the person, using non-
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specific language, providing inappropriate information/opinions). 20 negative
behaviours (77%) were distinct to just one program.

Discussion
The present study investigated the common and distinct components of evidence-based
CPT programs in stroke, TBI and dementia using content analysis. To our knowledge,
this study is the first to examine and present the similarities and differences in features
and content of CPT programs for different neurological populations, in order to
determine whether CPT for health and care staff could be adapted and simplified. This
is an important issue given that international guidelines for management of these
conditions recommend training of CPs, yet an evidence to practice gap exists in
consistent implementation of CPT.
There were many similarities across CPT programs in terms of delivery, the only
major difference being the amount of contact hours. However, there were marked
differences across programs in terms of content provided, methods, and strategies
taught to participants. For example, although a total of 96 communication strategies
were identified across all CPT programs, only three of these communication strategies
were included in every program. These differences highlight the challenges of meeting
the objective of consolidating CPT programs for neurogenic linguistic disorders from
published programs. While this endeavour may still be possible, there are several key
areas that first need to be further investigated.
Firstly, the methodology of content comparison undertaken in this study was
selected on the basis that it was likely that content in the CPT programs was included or
excluded for a specific reason, meaning that any content that was not included in a
program was less relevant to that disorder. However, this has not been the case in the
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authors’ experience of the TBI Express program development, and also appears unlikely
due to the presence of distinct but potentially relevant content across the programs. For
example, the strategy ‘speak slowly’ is only present in CS&CBI, which is targeted at
CPs of those with dementia. Theoretically, this strategy could also be beneficial for CPs
of people with stroke and TBI, given the receptive language difficulties these people
often experience. However, there presently exists very little observational evidence that
teaching any generic communication strategy, including this one, is effective in
facilitating the communication of a person with a neurogenic linguistic disorder. For
example, a study by Allwood and colleagues demonstrated that, even widely accepted
practices in healthcare communication, such as asking open ended questions at the end
of an interaction, can be problematic for people with dementia, as these questions do
not provide enough cues to assist in generating an appropriate response (Allwood et al.
2017). Similar results have been found in healthcare interactions with people that do not
have a neurogenic linguistic impairment (Pilnick 2002). Further research has found that
the efficacy of many communication strategies that are frequently employed by health
and care staff have not been studied empirically (Stanyon et al. 2016). In order for a
generic CPT program to be generated, not only would the distinct content identified in
this study need to be evaluated for relevance across the disorders, potentially through
clinician consensus, but strategies should be evaluated in relation to interactional
research, to determine their efficacy. Additionally, it is possible that some strategies
may contribute relatively more to communicative success in healthcare interactions.
Therefore, regardless of a strategy’s place in the published programs, prioritisation of
strategies that contribute most to communication success across populations may be an
appropriate approach to take when consolidating CPT content.
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Secondly, the differing aims of the programs also presents a challenge to
consolidation. Many strategies contained in the programs were specific to the aims of
the program, and the symptoms of the focus disorder. For example, strategies for
reducing disruptive behaviour in dementia, with a cognitive-linguistic focus, were
included to target this area in CS&CBI (e.g. ‘go along with the person’s reality),
whereas strategies targeted at interactional and interpersonal skill development in
people with TBI were included to address this aim in TBI Express (e.g. ‘ask about the
outcome of the conversation’). It may be challenging to develop a single program to
address both of these needs. Research has indicated that both people with aphasia and
people with dementia prefer to self-repair in communication breakdowns, with the
assistance of their communication partner, however with different methods (e.g. asking
questions, or searching for a word) (Sammuelsson and Hydén 2017). This indicates that
provision of general CPT principles would benefit both partners, and specific strategies
could potentially serve as addendums to the more generally applicable CPT content.
Thirdly, it is important to consider the methods by which CPT content is being
delivered. It is noteworthy that TBI Express, with the highest number of contact hours,
includes a high proportion and variety of active skill building techniques. The shorter
programs used more passive skill building techniques. While it appears that using
passive skill building techniques may be more time efficient, there is still uncertainty
regarding the degree to which provision of more passive educational approaches is
effective in changing participant behaviour (Simmons-Mackie et al. 2016). In a
potential consolidated CPT program, there will need to be consideration given to the
balance between the time taken to train participants, and the methods of training
utilised.
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Finally, the ways that information is presented to participants in CPT programs,
and the efficacy and efficiency of these methods, should be considered. A study by
Johnson and colleagues (2017) identified that more behaviour change mechanisms were
required for participants to increase use of positive strategies than to decrease use of
negative ones. This suggests that it takes more time and effort to learn new
communication strategies than reduce negative ones. Interestingly, each of the four
programs focused more on teaching positive strategies rather than reducing negative
strategies. Creating a balance, or even focusing more on reducing negative behaviours,
may be one method of decreasing the time taken to train participants in a consolidated
program.
This study is the first to compare evidence-based CPT programs across common
neurological disorders. The use of the ITAX to record data from CPT programs
provided the opportunity to compare and contrast interventions systematically and in
detail. While there are few examples of published intervention content comparison,
some of the original objectives of the ITAX are linked to this purpose, and the present
study provides an example of its practical application (Schulz et al. 2010b). In addition
to serving as the first step in determining the feasibility of a general CPT program for
multiple disorders, the detailed process of description used in this study may allow
guidelines for intervention development to be formed, to reduce the likelihood of
inefficient interventions.
The implications of this study are numerous. Clinicians can utilise the findings of
the present study in practice by considering the core content and principles of CPT
programs, and implementing interventions that align with these principles in their own
work settings, particularly when informal CPT programs are used. For example, the
three strategies in common across these evidence-based programs were: short simple
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sentences, one piece of information at a time, and give time to respond. While the
effectiveness of this set of three strategies has not been tested empirically, this does
provide a starting point for clinicians for understanding which communication strategies
are broadly applicable for communication partners across disorder types. The presence
of some overlap of content within CPT programs indicates the possibility of further
development in formal CPT training for health and care staff. Further, with some
content distinct to specific programs appearing theoretically relevant across all disorder
types, an even greater amount of refinement and merging of CPT programs could be
viable. Further investigation into the efficacy of individual strategies and the most
effective methods for behaviour change are the next steps in attempting to address the
present implementation problem in the area of CPT.
Limitations
One potential limitation of this study is that only CPT programs for linguistic and
cognitive-linguistic disorders were included, and not those for other communication
disorders that can present as a result of neurological damage, including motor speech
disorders. Ideally, an efficient CPT program for care staff would address skills for
interacting with patients with all types of communication impairments. Further research
is needed to determine if there are CPT programs targeting motor speech disorders that
would meet the inclusion criteria for this study.
Furthermore, as previously acknowledged, the method of the study was selected
according to the assumption that all content in the programs was included or excluded
for a specific reason, which appears not to be the case. However, this study still presents
important analysis as the first step in determining whether a consolidated CPT program
for stroke, TBI and dementia is feasible.
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Conclusion
This study identified the common and distinct components of CPT programs in stroke,
TBI and dementia. Similarities and differences were found in both delivery methods
and content of CPT programs. Further investigation is required to determine the
relevance of distinct content across disorders, the efficacy of individual communication
strategies, and the most effective methods of CPT delivery. This study was the first step
in determining the feasibility of developing a more efficient CPT program for care staff,
that addresses the needs of CPs caring for patients with a range of acquired neurogenic
communication disorders. Determining the essential content for inclusion in CPT
programs for linguistic and cognitive-linguistic disorders will advance this area of
clinical practice, and improve outcomes for patients.
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Table 1. Delivery of CPT programs
Delivery feature
Mode

SCA
Group, dyad

Method of contact

Face to face,
video/CD
Information sheets,
CD/DVD
Clinic, Community
centre
4-7 hours
Exact script
SP
Nil allowed
Nil recorded

Materials
Location
Duration
Scripting
Interventionist
Adaptability
Intervention Fidelity

TBI Express
Group, dyad,
individual
Face to face
Manuals, CD/DVD
Residence facility,
Rehabilitation Centre
17-35 hours
Specific language
SP
Content adaptable
Attendance recorded

MESSAGE
Group, individual

CS&CBI
Group, individual

Face to face,
video/CD
Information sheets,
CD/DVD
Residence facility,
Nursing home
1-1.5 hours
Exact script
SP or Psychologist
Nil allowed
Nil recorded

Face to face
Information
sheets, manuals
Nursing home
4 hours
Exact script
SP
Nil allowed
Nil recorded

Table 2. Content categories of the programs
Content category (Checklist option)

SCA

TBI
Express

MESSSAGE

CS&CBI

Actions of interventionist
Provision of information

✓

✓

✓

✓

Skill building techniques

✓

✓

✓

✓

Facilitation of social support

✓

✓

Assessment*

✓

Provision of feedback

✓

Behavioural incentives/reinforcements

✓

✓

✓

Problem solving techniques

✓

Tracking of program*

✓

Provision of instructions*

✓

✓

Actions of participant
Knowledge

✓

✓

✓

✓

Behavioural skills

✓

✓

✓

✓

Motivation

✓

✓

Self-efficacy

✓

✓

Social support

✓

Evaluation*

✓

Social engagement

✓

*category generated from the data, not from the ITAX

- 30 -

Components of CPT Programs in Stroke, TBI & Dementia

Table 3. Provision of information/knowledge content of programs
Code
Background to disorder
Information about program
Strategies to enhance communication*
Negative behaviour to avoid*
Information about communication
Purpose of program
Importance of communication
Information about resources
Challenge of program
Supervision strategy
Consequences of feedback
Definitions of Activities of Daily Living
*analysed further

SCA
6.8%
5.1%
61.9%
0.9%
0.9%
8.5%
9.3%
5.9%
0
0
0
0

TBI Express
22.1%
5.4%
38.3%
1.2%
25.6%
3.9%
1.2%
0
2.7%
0
0
0

MESSAGE
14.2%
1.9%
60.6%
15.5%
3.2%
1.3%
3.2%
0
0
0
0
0

CS&CBI
16.5%
25.1%
30%
5.3%
4.8%
4.3%
0
2.7%
0
4.3%
3.2%
3.7%

Table 4. Skill building techniques of programs, delivered by interventionists
SCA

TBI Express

MESSAGE

CS&CBI

Active techniques

32%

84%

0

Passive techniques

68%

16%

Present, but
not described
in detail in
material

Present, but
not described
in detail in
material
0

Active technique codes
Role play instructions
Introduction to video for evaluating
Facilitate discussion
Instructions for recording
Facilitate discussion through activity
Facilitate planning
Facilitate discussion with handout
Facilitate brainstorming
Evaluate homework recordings
Provide personalised strategies
Facilitate practice conversation
Passive technique codes
Trainer demonstration
Introduction to video for viewing

56%
42%
2%

17%
83%

23%
3%
4%
3%
3%
19%
1%
1%
43%
93%
7%

✓

✓
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Table 5. Behavioural skills of programs, as experienced by the participants
SCA
Active actions
Passive actions
Active action codes
Role play
Discussion
Evaluating video
Recording practice
Practice conversation
Identifying goal
Brainstorming
Evaluating demonstration
Completing handout
Passive action codes
Viewing video
Viewing demonstration

13%
87%
63%
2%
35%

TBI
Express
87%
13%

MESSAGE

CS&CBI

0%
100%

100%
0%

18%
1%
59%
7%
12%
3%
1%

94%
6%

19%
81%

100%

100%

Table 6. Strategies to enhance communication
‘Strategies to enhance communication’ groups

SCA

Find opportunities for communication
Set up the communication environment physically

TBI
Express

MESSAGE

CS&CBI

✓

✓

✓

✓

✓

✓

✓

Address any distracting behaviours
Consider speech rate and tone

✓

Choose a conversation topic

✓

✓

✓

✓

✓

✓

Use different modes to support the conversation
Provide information

✓

✓

✓

✓

Evaluate whether the person has understood

✓

✓

✓

✓

✓

✓

✓

Request information from the person

✓

✓

✓

Respond to/follow up what the person says

✓

✓

✓

✓

Continue the conversation by taking turns

✓

✓

✓

✓

Consider approach to communication

✓

✓

✓

✓
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Table 7. Negative behaviours to avoid
‘Negative behaviour to avoid’ groups

SCA

TBI
Express

MESSAGE
✓

Failing to set up the communication environment physically

✓

Inappropriate speech rate or tone
Choosing an inappropriate conversation topic
Using other modes of communication (e.g. gesture) inappropriately

✓

Providing inappropriate information

✓

✓

✓

✓

✓

✓

✓

Failing to evaluate whether the person has understood
Requesting information from the person inappropriately

CS&CBI

✓

✓

✓
✓

Responding to what the person says inappropriately
Failing to continue the conversation by taking turns

✓

Taking a negative approach to communication (e.g. being patronising)

✓

✓

✓

✓
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Appendix A: Results: Program Delivery
Feature of delivery*
Brief name

Supported Conversation for Adults
with Aphasia (SCA)

TBI Express

MESSAGE

Communication Skills and
Communication Book Inservice

Rationale of
intervention

Social/Participation Model
WHO ICF (participation)
Adults with aphasia can capitalise on
preserved cognitive/social abilities to
participate in conversation when
given the opportunity
Lack of knowledge of partners is a
barrier to participation

Social/Participation Model &
Functional/Behavioural Orientations
Skills of CP can positively or negatively
impact on communication
Collaborative and elaborative strategies
used by partner can compensate for
cognitive impairments
Social skills training has improved
interpersonal skills in TBI

Social/Participation Model
Community based dementia care requires
staff to be skilled communicators
Communication changes affect quality of
life
Educational programs for nursing home
staff enhance wellbeing

Social/Participation Model &
Functional/Behavioural Orientations
Social milieu is critical to quality of
life/care in residential care setting
More positive talk/knowledge of
residents improves demeanour and
reduces disruptive behaviour

Mode (participants)

Group: 10 (Kagan et al. 2001)
Group: 5-6 (Legg et al. 2005)
Dyad

Group: 2-3
Dyad
Individual

Group: 22 (Conway and Chenery 2016)
Group: 37 (Broughton et al. 2011)
Individual

Group: 39
Individual

Mode (method of
contact)

Face to face
Video/CD instruction

Face to face

Face to face
Video/CD instruction

Face to face

Materials

Information sheets/checklists
CDs/DVDs
Powerpoint presentation with scripts and
videos

Manuals/workbooks
Tapes/digital recorders
CDs and DVDs

Information sheets/checklists
CDs/DVDs
Lanyard card with strategies (Conway and
Chenery 2016)

Manuals/workbooks
Information sheets/checklists

Location

Formal clinical setting (Legg et al,
2005)
Community centre (Kagan et al. 2001)

Group residence facility
Residential rehabilitation centre

Nursing home (Broughton et al. 2011)
Group residence facility (Conway and Chenery
2016)

Nursing home

Schedule (number of
sessions

4 + 1 hands on session (Kagan et al.
2001)
1 (Legg et al. 2005)

6

1 + 2 follow up (Broughton et al. 2011)
1 + 4 follow up (Conway and Chenery 2016)

2 + unspecified amount of hands on
sessions

Schedule (minutes of
contact per session)

30-120 (Kagan et al. 2001)
240 (Legg et al. 2005)

150 (group sessions)
60 (individual sessions)

60 (Conway and Chenery 2016)
90 (Broughton et al. 2011)

60-120 minutes

Schedule (overall
duration of
intervention)

6.75 hours (Kagan et al. 2001)
4 hours (Legg et al. 2005)

17 hours (Behn et al. 2012, Behn et al. 2015)
35 hours (Togher et al. 2010 – TBI Express
manual)

1 hour + 4 feedback sessions of unspecified
length (Conway and Chenery 2016)
1.5 hours + 2 feedback sessions of unspecified
length (Broughton et al. 2011)

4 hours + hands on training of unspecified
length

Schedule
(distribution of
sessions over time)

2 weeks (Kagan et al. 2001)
4 hours (Legg et al. 2005)

8 weeks (Behn et al. 2012, Behn et al. 2015)
10 weeks (Togher et al. 2010 – TBI Express
manual)

3 months – follow up sessions at 1, 2, 6 and 12
weeks post (Conway and Chenery 2016)
3 months – follow up sessions immediately
post and 12 weeks post (Broughton et al. 2011)

4 months
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Supported Conversation for Adults
with Aphasia

TBI Express

MESSAGE

Communication Skills and
Communication Book Inservice

Scripting

Exact script/protocol provided
Specific language provided with
elaboration allowed

Specific language provided with elaboration
allowed
Goals/tasks specified but no further scripting

Exact script/protocol provided (in videos)
Goals/tasks specified but no further scripting
(in manual)

Exact script/protocol provided

Sensitivity to
participant
characteristics

Nil

Nil

Visual supplements, augmentative
communication devices for hearing impaired
(subtitles in videos)

Nil

Interventionist
characteristics

Required disciplinary/ professional
expertise for interventionists
Licensing/certification requirements

Required disciplinary/ professional expertise
for interventionists

Required disciplinary/ professional expertise
for interventionists

Required disciplinary/ professional
expertise for interventionists

Adaptability (what)

Nil explicitly stated

Content/target

Nil

Nil

Adaptability (on
what basis)

N/A

Participant assessment
Clinical judgment

N/A

N/A

Adaptability (when)

N/A

Intake

N/A

N/A

Intervention fidelity
(what recorded)

N/A

Attendance and homework completion

N/A

N/A

Intervention fidelity
(how recorded)

N/A

Direct observation
Self-report

N/A

N/A

Intervention fidelity
(who recorded)

N/A

Clinician

N/A

N/A

*Where study articles reported different delivery features, both are recorded and referenced.
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Appendix B: Results: Strategies To Enhance Communication &
Negative Behaviours To Avoid
Strategies To Enhance Communication
Find opportunities for communication

SCA

Encourage attempts at communication

TBI Express

MESSAGE

CS&CBI

✓

✓

✓

✓

✓

✓

✓

Provide opportunities for conversation

✓

Say more than hello
Be familiar with person’s routines

✓

Converse in all locations/times

✓

Involve resident in group activity

✓

Make Communication Book available to all residents

✓
✓

✓

Move to person’s eye level

✓

✓

Maintain eye contact

✓

✓

Set up the communication environment physically

✓

✓

Consider safety of resident first
Eliminate distractions

✓

✓
✓

Address any distracting behaviours
Use Communication Book as a distraction from
behaviour
Use objects to distract from behaviour

✓

Wait for opportunity to interrupt negative behaviour

✓

Consider speech rate and tone

✓
✓

✓

Speak naturally

✓

Expressive voice

✓

✓
✓

Talk soothingly
Use respectful tone
Choose a conversation topic
Make topic clear

✓
✓

✓

✓

✓

✓

✓

Initiate topics that are familiar

✓

Initiate topics of interest

✓

Introduce related topics

✓

✓
✓

✓

Ask about content of Communication Book
✓

Use objects/photos for conversation topic
✓

Use gesture

✓

Use written key words

✓

Use drawing

✓

✓

✓

✓
✓

Use verbal key words
Use pictures/pictographs

✓

✓

Talk about older memories

Use different modes to support the conversation

✓
✓

Speak slowly

✓

✓
✓
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Ask person to give clues/use strategies

✓

Use cognitive supports

✓

Use memory supports

✓

Use scripts

✓

Observe to work out meaning

✓

Observe non-verbal behaviour to work out what the
person means
Use Communication Book to show desired activity

✓

Use objects to show what you are talking about

✓

Provide information
Short, simple sentences
One piece of information at a time

✓
✓

✓

✓

✓

✓

✓

✓

✓

✓
SCA

✓
TBI Express

✓
MESSAGE

✓
CS&CBI

✓

Two pieces of information at most
Use familiar words

✓

Use nouns, not pronouns

✓

Organise information

✓

Relate new information to old information

✓
✓

Use positive statements
✓

✓

✓

✓

✓

Check person has understood

✓

✓

Observe patients level of understanding

✓

Remind person of topic
Evaluate whether the person has understood

Repeat your message

✓

Rephrase your message

✓

Request information from the person

✓

Ask yes/no questions

✓

Start with open questions, move to yes/no

✓

✓

Ask supportive questions

✓

Ask specific questions

✓

Ask questions to share, not test

✓

Ask follow-up questions

✓

Ask simple questions

✓

Balance types of questions

✓

Give choices for answers to questions

✓

✓
✓

Ask about outcome of conversation

✓

Ask person to evaluate contribution

✓
✓

Ask closed questions
Respond to/follow up what the person says

✓

✓

✓

Use comments rather than questions

✓

Acknowledge everything that is said

✓

✓

✓

✓
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✓

Show respect for opinions
Acknowledge feelings

✓

✓

Acknowledge strengths/difficulties

✓

✓

✓
✓

Accept vague responses
Summarise what person has said

✓

Repeat person’s message

✓

✓

Expand on person’s message

✓

✓

Summarise conversation

✓

✓

✓

Assist in word finding

✓

Repeat person’s sentence with missing word

✓

Go along with the person’s reality

✓

Refer to page in Communication Book if patient repeats
a story
Use dynamic questions e.g. to clarify, confirm, check,
challenge
Continue the conversation by taking turns

✓

✓

✓

✓

✓

✓

Use fillers to keep your turn

✓

Acknowledge what the other person has said without
taking over
Interrupt/use signals to get turn

✓
✓
✓

✓

✓
✓

One conversation at a time in a group

✓
✓
SCA

Wait for patient to finish talking

✓

Consider approach to communication

✓

Equal leadership
Use humour when difficulties arise

✓

✓

One person communicating at a time

Balance giving time with helping

✓
✓

Ask questions to give turn

Give time to respond

✓

✓

TBI Express

✓
MESSAGE

CS&CBI

✓

✓

✓

✓

✓

✓

✓

Have a relaxed, calm manner

✓

Touch resident soothingly

✓

✓

Greet person by name

✓

✓

Treat patient as an intelligent adult

✓
✓

Be patient
Ask permission before speaking to spouse

Negative behaviours to avoid
Failing to set up the communication environment
physically
Moving when speaking
Not making eye contact

✓

SCA

TBI Express

MESSAGE

CS&CBI

✓
✓
✓
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✓

Not removing distractions

✓

Inappropriate speech rate or tone

✓

Raising voice
✓

Choosing an inappropriate conversation topic
Asking questions about recent past

✓

Drawing attention to memory problem

✓

✓

Asking resident about activity

✓

Telling person why you want them to do an activity

✓

Using other modes of communication inappropriately

✓

Using gesture incorrectly (poor timing/balance)

✓

Providing inappropriate information

✓

✓

✓

Providing complex information

✓

✓

✓

✓

Non-specific language

✓
✓

Repeating instructions right away
Inappropriate information/opinion provided

✓

Answering question vaguely

✓
✓

Not attending to non-verbal behaviour

Testing questions

✓
✓

Failing to evaluate whether the person has understood

Requesting information from the person
inappropriately
Loaded questions

✓

✓

✓

✓
✓

✓

✓

Repeating difficult question

✓

Not suggesting options for answer to a question

✓

Asking series of questions

✓

Complex questions

✓
✓

Responding to what the person says inappropriately

✓

Ignoring response
Failing to continue the conversation by taking turns
Talking without a break
Taking a negative approach to communication
Being patronising

✓

✓
✓
✓

✓

✓

✓

✓

✓

Interrupting

✓

Arguing or reasoning with person

✓

✓

✓
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