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Abstract 

Objective: Attention control comparisons in trials of stroke rehabilitation require care to 

minimize the risk of comparison choice bias. We compared the similarities and differences in 

SLT and social support control interventions for people with aphasia. 

Data sources: Trial data from the 2016 Cochrane systematic review of SLT for aphasia after 

stroke Methods: Direct and indirect comparisons between SLT, social support and no therapy 

controls. We double-data extracted intervention details using the template for intervention 

description and replication. Standardized mean differences and risk ratios (95% confidence 

intervals (CIs)) were calculated. 

Results: Seven trials compared SLT with social support (n  =  447). Interventions were 

matched in format, frequency, intensity, duration and dose. Procedures and materials were 

often shared across interventions. Social support providers received specialist training and 

support. Targeted language rehabilitation was only described in therapy interventions. Higher 

drop-out (P  =  0.005, odds ratio (OR) 0.51, 95% CI 0.32–0.81) and non-adherence to social 

support interventions (P  <  0.00001, OR 0.18, 95% CI 0.09–0.37) indicated an imbalance in 

completion rates increasing the risk of control comparison bias. 

Conclusion: Distinctions between social support and therapy interventions were eroded. 

Theoretically based language rehabilitation was the remaining difference in therapy 

interventions. Social support is an important adjunct to formal language rehabilitation. 

Therapists should continue to enable those close to the person with aphasia to provide tailored 

communication support, functional language stimulation and opportunities to apply 

rehabilitation gains. Systematic group differences in completion rates is a design related risk 

of bias in outcomes observed. 



Introduction 

Rehabilitation of aphasia (the impairment of language after stroke or other neurological 

disorder) seeks to maximize an individual’s return to communication activities and 

participation. In a recent Cochrane review,1 SLT (SLT) interventions were found to benefit 

people with aphasia as evidenced by their performance on measures of functional 

communication and language impairment (language expression, reading and writing), when 

compared to people with no access to such therapy.1 There was no clear evidence in the context 

of comparisons between SLT and social support attention control interventions.  

Rigorous evaluation of rehabilitation interventions should be conducted in the context of a 

randomized comparison which might include randomization to a usual care group or an 

attention control group. Suitable control comparator groups ensure that intervention effects can 

be evaluated in isolation from other factors which might influence outcome, such as natural 

recovery, increased healthcare professional attention, benefits from trial participation and trial 

expectations.2 For example, participants in stroke research have been found to receive better 

care than non-participating peers.3 In the context of trials of SLT for aphasia after stroke, social 

support attention control comparisons have been advocated4 given that no attention may be 

questionable on ethical grounds. 

People with aphasia are at high risk of social isolation.5,6 Social support is likely to benefit their 

well-being and quality of life which in turn could benefit their engagement with rehabilitation 

and social participation. Clinical psychology and psychotherapy researchers have highlighted 

the importance of social support, encouragement and a therapeutic relationship as active 

components of effective therapeutic interventions.7,8 Regular social support shares some 

characteristics and benefits with specific therapeutic interventions. SLT, incorporating 

conversational practice, for people with aphasia is one such intervention. Social support has 

been found to be an unsuitable control comparator in evaluations of the effectiveness of 

communication based therapeutic interventions.7,8 

Regular participation in social situations provides scheduled opportunities for practicing 

functionally relevant language use, a key outcome for most aphasia rehabilitation 

interventions. As social support interventions are inherently language based, such attention 

control interventions are not easily distinguished from more specific SLT interventions. 

Methodologically, it is important to preserve a clear distinction between trial group 



interventions; otherwise, a trial may risk underestimating the effectiveness of an 

experimental intervention. Trials of other stroke rehabilitation interventions preserve this 

distinction. For example, in a recent review of physical rehabilitation interventions to 

improve function and mobility after stroke 12 of 96 trials included an attention control 

group.9 The content of those control interventions ranged from upper limb therapy (n  =  6 

trials), cognitive training (n  =  4 trials), massage (n  =  1) and a socially based educational 

group (n  =  1).9 None offered an attention control intervention that facilitated the functional 

application or practice opportunities for the target activity, such as a volunteer-supported 

walk in the park, participation in a walking group or similar. 

Our recent systematic review of SLT interventions for people with aphasia identified 57 

randomized controlled trials that compared a speech and language intervention with another 

SLT intervention (36 trials; n  =  1242) with no access to therapy (22 trials; n  =  1620) or with 

social support (7 trials; n  =  447) described by the trialists as an attention control.1 In this 

article, we aim to (a) examine the similarities and differences in the SLT and social support 

attention control interventions compared within these randomized controlled trials; (b) present 

the evidence on the comparative effectiveness of SLT and social support interventions on 

language outcomes, intervention adherence and trial drop-outs using meta-analyses and 

indirect comparisons; (c) consider the relative acceptability and potential risk of bias in the use 

of social support interventions in trials of the clinical effectiveness of SLT for aphasia after 

stroke. 

Methods 

This analysis starts from a systematic review and meta-analysis of randomized controlled trials 

that evaluated SLT interventions designed to improve language or communication among 

adults with aphasia as a result of stroke and which were compared to social support 

interventions. Our review was conducted to agreed methodological and reporting standards10,11 

and is reported in detail elsewhere.1 Briefly, we systematically searched several electronic 

databases including Central Register of Controlled Trials, MEDLINE, EMBASE, Cumulative 

Index to Nursing and Allied Health Literature, Allied and Complementary Medicine Database. 

SLT interventions were defined as any form of targeted practice, tasks or methodologies which 

had the aim of improving language or communication abilities of people with aphasia, 

regardless of the individual delivering the intervention. Social support interventions were 



defined as stimulating functionally relevant social language use in a naturalistic setting 

following an intervention regimen or schedule detailed within the trial protocol and often 

informed by a speech and language therapist’s assessment or intervention manual but which 

did not include components that targeted specific aspects of language rehabilitation. 

Descriptions of complex non-pharmacological interventions are known to be insufficient.12 

For this analysis, we extracted available information on the interventions from published 

papers, and we contacted the primary research teams to supplement data extraction. We used 

the Template for Intervention Description and Replication (TIDieR) to support systematic data 

extraction.12 We then profiled the interventions using these headings to consider the similarity 

and differences between SLT and social support interventions. Data extraction was conducted 

independently by two review authors with a third resolving any disputes. 

We conducted direct and indirect comparisons between SLT interventions with social support 

comparators and with no therapy controls. Outcomes of relevance included functional 

communication, receptive language, expressive language or aphasia severity. We also 

considered the number of participants that dropped out from the trials (during the interventions 

or at the outcome assessment time points and for any reason) and the extent of non-adherence 

to allocated interventions.10 Where suitable statistical summary data were available, we 

combined the selected outcome data in pooled meta-analyses and indirect comparisons. Where 

a single outcome measure was assessed across trials which used different measurement tools 

(thus producing indirectly comparable data), we were unable to assume a common treatment 

effect and combined the data using standardized mean differences. For binary outcomes 

(attrition data), we combined the data using relative risk ratios. 

Pooled effect sizes for SLT versus no SLT and SLT versus social support were calculated from 

random effects meta-analyses using the DerSimonian and Laird13 method. Effect sizes for 

social support versus no SLT were then estimated based on Bucher et al’.s14 method for 

adjusted indirect comparisons. In these analyses, standardized mean differences (with Hedge’s 

adjusted g to correct small sample bias15) were used for aphasia outcomes. Risk ratios were 

used to compare drop-out and non-adherence rates. Where randomized participants were at 

risk of being included twice in a single meta-analysis, we split the number of participants in 

the shared group across the two trials.10 For continuous data, the mean and standard deviation 

values remained the same. For dichotomous data, we split both the number of events and total 

number of patients. We assessed heterogeneity using the I2 statistic, where values of greater 



than 50% indicated substantial heterogeneity. To address potential heterogeneity, we used 

random effects models to pool the data and the source of any substantial heterogeneity was 

investigated. 

Results 

Intervention description – SLT versus social support 

We included seven trials (n  =  447 randomized participants) that compared SLT with a social 

support intervention.16–22 Two were three armed trials16,22; thus, there were nine randomized 

comparisons. (Table 1). One was a cross-over trial where we extracted data up to the point of 

intervention crossover.18 We found no evidence of a difference between the groups as 

measured on functional (activity and participation) or language outcome measures. However, 

more participants dropped out (n  =  65 for any reason) or failed to adhere (n  =  45) to the 

social support interventions than those that were allocated to SLT (n  =  40 drop-outs, P  = 

0.005; n  =  11 non-adherence, P  <  0.00001). Thus, social support interventions may have 

been less acceptable to the participants than targeted language intervention.23 Below we 

consider the two interventions on the data items from the TIDieR checklist12 (Table 2 and 

Supplementary Table 1). 

Why. Social support interventions were almost exclusively described by trialists as an 

intervention to control for the effects of social contact, encouragement to communicate and 

attention within the trial (‘attention control’,16,21 control for ‘attention effect’17 or ‘control 

the effects of social contact’,19 ‘control sessions’20) (See Supplementary Table 1). One 

described active ingredients within the intervention which was ‘stimulation-orientated, 

designed to provide psychological support and work on communication in unstructured 

settings’.22 In contrast, where described, the SLT interventions sought to facilitate language 

recovery (Supplementary Table 1).16,18–22  

What. Most social support interventions aimed to encourage and stimulate conversation 

facilitated by the intervention provider. One trial specifically encouraged a participant-led 

social interaction21 where participants regularly took part in a local class or group activity of 

their choice which was not detailed in the trial report.19 Three described providing 

psychological support or building a rapport with participants.21,22 Those providing social 

support had access to a manual of suitable conversation topics,18,21 a conversational support 

strategy handbook,16 information on participants’ aphasia,17,22 assessment scores and support 



requirements.17 One trial employed a formal narrative re-telling task20 while social support 

participation in other trials involved the creative arts,19,21 listening to music, watching 

television, reading, playing approved board games or gardening.21 The specific materials 

were rarely reported  (Supplementary Table 1).  

In contrast, SLT interventions were usually defined and detailed in the protocol.16,19–22 

Where described, the therapy included targeted stimulation of specific language structures 

and skills21 including comprehension18,19,22 and expressive skills16,18–20,22 including reading 

and writing.18,22 Two SLT interventions were left to the therapists’ discretion 

(Supplementary Table 1).17,18 Intervention fidelity monitoring was described in six trials21,22 

where three monitored a percentage of the overall sessions.16,17 

Who. Where reported, social support was provided by volunteers, psychologists, nurses, 

researchers, community-based facilitators or SLT students (Table 2). In six trials, the social 

support providers were trained in the delivery of the intervention,16–18,20–22 had information 

on the participants’ aphasia,17,22 their formal aphasia assessment scores and communication 

support needs,17 a manual supporting the intervention.16–21 Participants across groups were 

similar except for one trial17 where those that received SLT were significantly older than 

those that received social support (Table 1). SLT was typically provided by professionally 

qualified speech and language therapists except for in two trials, one where it was delivered 

by a trained researcher,20 and one where therapy delivered by the therapist was augmented 

by additional input from a family member (Table 1).19 

How. The model of intervention delivery was similar. Most social support and therapy 

interventions were provided on a one-to-one and faceto-face basis. In two cases, both 

interventions were provided at group level19 or via a computer interface (Table 2).16 

 

Where. Social support and formal therapy interventions were, where reported, usually provided 

in similar settings. One trial provided social support in ‘unstructured settings’22 while the 

location of the comparison therapy group was unreported. Another provided social support at 

home while formal therapy was provided in clinic with home practice (Table 2).16 

 

When and how much. Most intervention comparisons were matched for frequency (sessions 

weekly), intensity (hours of intervention weekly), duration (overall length of intervention) and 

dose (total hours of intervention delivered) (Table 2). Interventions were provided during two 



to four sessions, for 2–3 hours weekly, over 1–12 months. Intervention dose ranged from 8 to 

156 hours. In one trial, the social support weekly (minimum of 3 hours) and total dose (52 

hours) of intervention was less than the SLT comparison (5 hours and up to 160 hours)19 (Table 

2). In another, it was difficult to compare weekly frequency and intensity but the average dose 

and total duration of social support (15  hours over 16  weeks) was similar to SLT provision 

(18  hours over 16  weeks).21 

 

Effects of interventions 

Statistical data which permitted inclusion within speech and language versus social support 

meta-analyses were available for five trials16–18,20,21 (Table 3). Suitable outcome data were 

unavailable for the remaining trials.19,22 In three instances where data permitted pooled meta-

analysis, there was no evidence of a difference between the groups’ performance on functional 

communication or auditory comprehension. One small trial (n  = 18)18 reported that the 

participants that received social support gained significant benefit on measures of general 

receptive language, expressive language, writing, word fluency and aphasia severity (Table 3). 

 

Based on data from five trials significantly more participants receiving social support dropped 

out of the trials during or at post-intervention assessments compared to the number lost to SLT 

interventions (P  =  0.012, risk ratio 0.65, 95% confidence interval 0.46–0.91) (Table 4). None 

of the five trials employed an intention to treat analysis approach. An additional 13 people 

were excluded from the primary trials for failing to complete intervention protocols but their 

allocation was unclear and so they were not included in our analysis.18 When we considered 

voluntary withdrawal (non-adherence to the intervention), the difference became more 

pronounced17,19,21,22 (P  <  0.001, risk ratio 0.24, 95% confidence interval 0.12–0.47) (Table 

4). Four additional participants voluntary withdrew from the social support group because of 

‘volunteer problems’.17 

 

Using the group summary data from the recently updated Cochrane review of SLT for aphasia 

after stroke,1 we conducted direct and (for the first time) indirect comparisons using the 

language outcome data (functional communication, receptive and expressive speech and 

severity of aphasia). Our previous meta-analyses found that SLT was significantly more 

effective than no SLT.1 We found some very weak evidence (based on one small trial n  =  18) 

that participants receiving social support performed significantly better on some language 



outcomes (writing, general receptive, expressive language and severity) than participants that 

received SLT (Table 3). 

 

The novel indirect comparisons presented within this article found limited evidence to suggest 

that participants receiving social support interventions performed better on measures of 

writing, general expressive language and severity of aphasia compared to participants that 

received no therapy (Table 3). Heterogeneity was low. Similarly, we found no evidence of a 

difference in drop-out and non-adherence rates between social support groups and no therapy 

control groups. However, this may be due to the small sample sizes of included studies (Table 

4). 
 
Discussion 
 
While SLT benefits people with aphasia compared to no intervention, our meta-analysis found 

no evidence of an impact on participant outcomes when direct SLT intervention was compared 

in a small number of trials (involving few participants) to a social support attention control. 

The significantly higher drop-out (differential drop-out) and non-adherence rates among 

participants randomly allocated to social support interventions compared to SLT is a potential 

source of bias which threatens the validity of the results and is a recognized source of 

concern.24,25 Those participants that remained in the trial and completed the outcome 

assessments may have differed from those that dropped out. Evidence of such differences 

between the interventions raises questions about the acceptability and suitability of social 

support as a control comparison in randomized controlled trials of aphasia  

therapy.23,24 

 

We found that the format, location, frequency and intensity (weekly) and overall duration and 

dose of social support and SLT interventions were matched across comparisons. Only one of 

seven trials ensured a differential dose between the comparisons.19 Social support providers 

received training by a speech and language therapist prior to providing that support. Therapists 

also provided information on the patient’s abilities and difficulties following assessment, 

training, support and materials to the providers of social support. Interventional procedures and 

materials developed and supplied by the therapy research team were also shared across 

interventions in some trials. 

 



In contrast, targeted rehabilitation of specific language structures (informed by patient 

preference or assessment findings) and a clear language recovery goal were only described in 

speech and language interventions. The extent of the similarities observed between the SLT 

and social support interventions however have diluted any distinction between targeted 

rehabilitation activities and a planned attention control intervention. Indirect comparisons 

highlighted some significant differences in outcome measures between participants in social 

support activities and those that received no SLT, but the data were generally based on small 

sample sizes and a small number of trials. 

 

Previous systematic reviews in this field have tended to focus on the effectiveness of therapy 

interventions with limited attention given to the processes followed in the comparator 

groups.26–29 Our systematic consideration of both the experimental therapy intervention and 

the social support attention control comparisons highlighted important clinical and 

methodological issues. 

 

The important contribution a therapeutic relationship makes to supporting, encouraging and 

motivating patients within the rehabilitation context is generally accepted.30 Regular social 

support may well include some of the active elements of this therapeutic dynamic. 

Psychological support, naturalistic feedback on success or failure of communication, self-

monitoring of communication performance, engagement in social activity and networks, 

demonstration of good conversational models and conversational practice11 are also present in 

social support interventions. Regular provision of such support is likely to increase well-being, 

benefit mood, provide motivation and encourage continued effort among a patient group 

known to be socially isolated as a consequence of their aphasia.5,6 

 

Regular use of language within a social situation also has the potential to improve functional 

communication skills through regular conversational practice and naturalistic feedback. Given 

these benefits, speech and language therapists should ensure that their rehabilitation 

intervention programme proactively engages and builds the capacity of others in the patient’s 

social circle (volunteers, family members and friends) to provide enhanced social support after 

stroke related aphasia. This in turn augments the provision of social support beyond what can 

be provided directly by the therapist. When social support is delivered alongside targeted 

language rehabilitation it may address the differential drop-out and non-adherence rates 

observed within trials (which suggest that social support interventions offered as an alternative 



to therapy maybe unacceptable to people with aphasia). Social support has a role within the 

rehabilitation and recovery of people with aphasia4 providing functionally relevant 

opportunities to put into practice gains made during targeted language rehabilitation activities. 

 

From a methodological perspective, the distinction between SLT and social support 

interventions within these trials has been eroded particularly given that the components of 

social support are seen as essential elements in SLT. The distinctions between the interventions 

were few making it more difficult to establish the effectiveness of those isolated intervention 

components and increasing the risk of comparison choice bias. Protecting trials from such 

biases which introduce a consistent tendency for the estimate of effect to differ from the true 

value is essential to high-quality trial design and is particularly challenging when focusing on 

improving communication. In the context of SLT trials, comparison with an active concurrent 

control of usual care or another experimental SLT approach would be more acceptable (and is 

more typical of stroke rehabilitation effectiveness trials in other fields).9 

 

Active controls in the context of aphasia rehabilitation may differ in the delivery model 

(professional therapist vs. volunteer)31 or theoretical approach (semantic vs. phonological).32 

Concurrent regimen-controlled interventions might include those that vary in terms of 

intensity, duration or dose of therapy delivered.33,34 Control group interventions may be 

specifically designed to complement a specific rehabilitation intervention, for example, self-

directed computerized SLT therapy compared to self-directed computer-based non-language 

cognitive tasks.35,36 Such comparisons would ensure that participants across both arms share 

exposure to the trial processes (i.e. receive the same attention from the trial staff in assessments, 

follow-ups, information) but interventions should remain clearly differentiated. 

 

Conclusion 

Interventions that provide social support were used as attention control comparisons in trials 

of SLT for aphasia after stroke. The interventions shared numerous similarities and were 

matched in frequency, intensity, duration, dose and delivery. In several cases social support 

provider training, support, information, intervention materials and manuals were informed by 

speech and language therapists. Social support interventions may have been unacceptable to 

participants with aphasia within trials of therapy effectiveness; however, as part of a 

comprehensive language rehabilitation programme, social support is an important adjunct. 



Therapists are well placed to enable others in the individual’s social circle to provide tailored, 

support and functional language stimulation opportunities for the person with aphasia. 
 

Clinical Messages 

• Social support and SLT interventions shared many characteristics. 

• Social support is integral to SLT for aphasia. Therapists work with others to optimize 

social support approaches, thus extending therapy. 

• More people stopped participating in social support interventions than SLT making it 

a poor comparator in evaluations of therapy effectiveness 
 
 



References 
1. Brady MC, Kelly H, Godwin J, et al. SLT for aphasia following stroke. Cochrane Database 

Syst Rev 2016; 5: CD000425. 

2. Braunholtz DA, Edwards SJ and Lilford RJ. Are randomized clinical trials good for us (in 

the short term)? Evidence for a ‘trial effect’. J Clin Epidemiol 2001; 54: 217–224. 

3. Purvis T, Hill K, Kilkenny M, et al. Improved in-hospital outcomes and care for patients in 

stroke research: an observational study. Neurology 2016; 87: 206–213. 

4. Royal College of Physicians (RCP). National clinical guidelines for stroke. 5th ed. London: 

RCP, 2016. 

5. Hilari K and Northcott S. ‘Struggling to stay connected’: comparing the social relationships 

of healthy older people and people with stroke and aphasia. Aphasiology 2016; 316: 674–

687. 

6. Parr S. Living with severe aphasia: tracking social exclusion. Aphasiology 2011; 21(1): 98–

123. 

7. Herbert JD and Gaudiano BA. Moving from empirically supported treatment lists to 

practice guidelines in psychotherapy: the role of the placebo concept. J Clin Psychol 2005; 

61: 893–908. 

8. Herbert JD and Gaudiano BA. Introduction to the special issue on the placebo concept in 

psychotherapy. J Clin Psychol 2005; 61: 787–790. 

9. Pollock A, Baer G, Campbell P, et al. Physical rehabilitation approaches for the recovery 

of function and mobility following stroke. Cochrane Database Syst Rev 2014; 4: 

CD001920. 

10. Higgins JPT and Green S. Cochrane handbook for systematic reviews of interventions 

(version 5.1.0). The Cochrane Collaboration, March 2011, http://training. 

cochrane.org/handbook 

11. Liberati A, Altman DG, Tetzlaff J, et al. The PRISMA statement for reporting  

    systematic reviews and metaanalyses of studies that evaluate healthcare interventions:   

     explanation and elaboration. BMJ 2009; 339: b2700. 

12. Hoffmann TC, Glasziou PP, Boutron I, et al. Better reporting of interventions: template for 

intervention description and replication (TIDieR) checklist and guide. BMJ 2014; 348: 

g1687. 

13. DerSimonian R and Laird N. Meta-analysis in clinical trials. Control Clin Trials 1986; 7: 

177–188. 



14. Bucher HC, Guyatt GH, Griffith LE, et al. The results of direct and indirect treatment 

comparisons in meta-analysis of randomized controlled trials. J Clin Epidemiol 1997; 50: 

683–691. 

15. Hedges LV and Olkin I. Statistical methods for metaanalysis. New York: Academic Press, 

1985. 

16. Woolf C, Caute A, Haigh Z, et al. A comparison of remote therapy, face to face therapy 

and an attention control intervention for people with aphasia: a quasi-randomised controlled 

feasibility study. Clin Rehabil 2016; 30: 359–373. 

17. David R, Enderby P and Bainton D. Treatment of acquired aphasia: speech therapists and 

volunteers compared. J Neurol Neurosurg Psychiatry 1982; 45: 957–961. 

18. Lincoln NB, Pickersgill MJ, Hankey AI, et al. An evaluation of operant training and speech 

therapy in the language rehabilitation of moderate aphasics. Behav Psychother 1982; 10: 

162–178. 

19. Elman RJ and Bernstein-Ellis E. The efficacy of group communication treatment in adults 

with chronic aphasia. J Speech Lang Hear Res 1999; 42: 411–419. 

20. Rochon E, Laird L, Bose A, et al. Mapping therapy for sentence production impairments in 

nonfluent aphasia. Neuropsychol Rehabil 2005; 15: 1–36. 

21. Bowen A, Hesketh A, Patchick E, et al. Clinical effectiveness, cost effectiveness and service 

users’ perceptions of early, intensively-resourced communication therapy following a 

stroke, a randomised controlled trial (The ACT NoW study). London: Health Technology 

Assessment, 2011. 

22. Shewan CM and Kertesz A. Effects of speech and language treatment on recovery from 

aphasia. Brain Lang 1984; 23: 272–299. 

23. Skehon M, Cartwright M and Francis JJ. Acceptability of healthcare interventions: an 

overview of reviews and development of a theoretical framework. BMC Health Serv Res 

2017; 17: 88. 

24. Bell ML, Kenward MG, Fairclough DL, et al. Differential dropout and bias in randomised 

controlled trials: when it matters and when it may not. BMJ 2013; 346: e8668. 

25. Schulz KF, Altman DG, Moher D, et al. CONSORT 2010 Statement: updated guidelines 

for reporting parallel group randomised trials. BMC Med 2010; 8: 18. 

26. Bhogal SK, Teasell R and Speechley M. Intensity of aphasia therapy, impact on recovery. 

Stroke 2003; 34: 987–993. 

27. Robey R. The efficacy of treatment for aphasic persons: a meta-analysis. Brain Lang 1994; 

47: 582–608. 



28. Robey R. A meta-analysis of clinical outcomes in the treatment of aphasia. J Speech Lang 

Hear Res 1998; 41: 172–187. 

29. Cherney LR, Patterson JP, Raymer A, et al. Evidencebased systematic review: effects of 

intensity of treatment and constraint-induced language therapy for individuals with stroke-

induced aphasia. J Speech Lang Hear Res 2008; 51: 1282–1299. 

30. Wade D. Investigating the effectiveness of rehabilitation professions – a misguided 

enterprise? Clin Rehabil 2005; 19: 1–3. 

31. Meinzer M, Streiftau S and Rockstroh B. Intensive language training in the rehabilitation 

of chronic aphasia – effective training by laypersons. J Int Neuropsychol Soc 2007; 13: 

846–853. 

32. Doesborgh SJC, Van de Sandt-Koenderman MWE, Dippel DWJ, et al. Effects of semantic 

treatment on verbal communication and linguistic processing in aphasia after stroke:  

a randomized controlled trial. Stroke 2004; 35: 141–146. 

33. Martins IP, Leal G, Fonseca I, et al. A randomized, raterblinded, parallel trial of intensive 

speech therapy in subacute post-stroke aphasia: the SP-I-R-IT study. Int J Lang Commun 

Disord 2013; 48: 421–431. 

34. Godecke E, Hird K, Lalor EE, et al. Very early poststroke aphasia therapy: a pilot 

randomized controlled efficacy trial. Int J Stroke 2012; 7: 635–644. 

35. Katz RC and Wertz RT. The efficacy of computerprovided reading treatment of chronic 

aphasic adults. J Speech Lang Hear Res 1997; 40: 493–507. 

36. Palmer R, Cooper C, Enderby P, et al. Clinical and cost effectiveness of computer treatment 

for aphasia post stroke (Big CACTUS): study protocol for a randomised controlled trial. 

Trials 2015; 16: 18. 

37. Shewan CM and Bandur DL. Treatment of aphasia: a language-oriented approach. San 

Diego, CA: CollegeHill Press, 1986. 
 


	Intervention description – SLT versus social support
	Effects of interventions
	References

