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Severe post-stroke aphasia implies impairment of the ability to speak and write, and 
impairments of language comprehension, severely restricting the communication of the 
individual. Intervention in severe aphasia often entails aiming for access to meaningful social 
interaction and participation, in spite of the linguistic impairments. This demands knowledge 
about the non-linguistic factors that influence the communication of people with severe aphasia 
(PWSA). Assessment in PWSA is a challenge due to the linguistic impairments, thus the issue 
of measurement is intertwined with the study of non-linguistic factors in PWSA. 

The overall aim of this thesis was to explore the relationship between functional 
communication, language and three non-linguistic factors; executive function, self-efficacy, and 
resilience, in PWSA. An additional aim was to investigate the assessment of these non-linguistic 
factors in PWSA. 

Studies I and IV were quantitative studies investigating the relations of functional 
communication and language to executive function (study I), and to self-efficacy and resilience 
(study IV). In study II, two methods for measuring executive functions were compared; 
standardised neuropsychological screening and informant reports. Study III was a qualitative 
study exploring the informants’ understanding of the questionnaire used for informant reports 
in study II. 

The results demonstrated that there is large variation in executive function and functional 
communication in PWSA, especially in the nonverbal subgroup. In this subgroup, there is 
an association between executive functions and functional communication. It is important 
that PWSA are given thorough evaluation of their abilities, and that the impact of executive 
dysfunction is considered in communication intervention. 

Focusing on assessment of executive functions in PWSA, results of study II and III 
demonstrated that informant reports of executive function do not measure the same construct as, 
and cannot be used as a substitute for, standardised neuropsychological tests. The quantitative 
results of informant reports should be interpreted with caution, since it is uncertain whether 
the responses represent executive functions. The use of informant reports does not solve the 
problem of aphasia being a confounding factor in assessment of executive function. 

Study IV indicated that assessment of self-efficacy and resilience is, with proper adaptation, 
possible in a majority of PWSA. PWSA seem to have decreased self-efficacy and self-rated 
resilience compared to general populations. No clear associations with severity of language 
impairment or functional communication were found, but this issue needs further exploration. 
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Preface 

Communication is an ever present part of human life. It is through communi-

cation that we establish and maintain distant and close relationships, and that 

we participate in our community. Through communication we process life 

changes, ask for, receive and offer help and support. Through communication 

we express our personality, our competence, our wishes, our needs. Through 

communication we acquire knowledge and pass it on, and partake in society 

in our private and professional roles. Through communication we can achieve 

autonomy, even when we may not achieve independence. Communication is 

so ubiquitous that it becomes almost invisible, for those of us who are lucky 

enough to have well developed and intact language functions. For most of us, 

the multifaceted impact of a communication disorder is difficult to imagine.  

During my years as a clinical speech-language pathologist, I have met 

many individuals with severe communication disorders of different aetiolo-

gies, both while working in a rehabilitation clinic and within a specialised 

AAC team. Working with people with severe aphasia and their families, trying 

to help them find ways to communicate, has to me been a rewarding and in-

triguing, but also sometimes a frustrating task. Occasionally, I have met indi-

viduals with aphasia without functional speech or writing, who seem to almost 

magically solve most communication problems, given the right tools and a 

reasonably benevolent communication partner. But for many stroke survivors 

who spend the rest of their lives with severe aphasia, communication remains 

a struggle they frequently lose. Many have difficulties using alternative ways 

to make themselves understood, that seem to reach beyond the actual language 

disorder. Although they might superficially seem like the perfect candidates 

for AAC, it is often difficult to find ways to implement AAC in a way that is 

truly helpful for people with severe aphasia and their families. Through my 

years as a clinician, I have been trying to understand why this is so. Existing 

research could not provide the answers I needed. My shortcomings as a clini-

cian, not being able to adequately help the patients that perhaps needed it the 

most, created a frustration and a search for knowledge, that are my personal 

reasons for the work presented here. 

 

Uppsala september 2021 

 

Camilla Olsson 
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Introduction 

Post-stroke aphasia 

The incidence of stroke in Sweden is approximately 20 000 cases per year, of 

which about 80% are first time stroke (Riksstroke, 2020). Stroke in the left 

hemisphere is slightly more common than in the right hemisphere, and also 

has worse outcome (Hedna, 2013). Stroke can result in motor, sensory and 

cognitive impairments (Harvey et al., 2014). In addition, depression and/or 

anxiety is common (Mitchell et al., 2017).  

About one third of all stroke patients experience aphasia in the acute phase 

(Kauhanen et al., 2000; Laska, Hellblom, Murray, Kahan, & Von Arbin, 

2001). Aphasia is a language disorder caused by acquired, focal brain damage. 

This implies varying degrees of difficulties with production and comprehen-

sion of spoken and written language (Ahlsén, 2006). Language functions are 

usually situated in the left hemisphere, and aphasia can result from damages 

almost anywhere in the perisylvian area, parts of the insula, and also from 

damage to subcortical regions. The overwhelming majority of aphasia cases 

are caused by stroke, particularly strokes affecting the left middle cerebral ar-

tery, and more extensive damage is usually associated with more severe apha-

sia (Potagas, Kasselimis, & Evdokimidis, 2017). Half of those experiencing 

aphasia in the acute phase after stroke have remaining language disorders after 

18 months (El Hachioui et al., 2013b; Laska et al., 2001), and for many apha-

sia is a lifelong impairment. Initial severity of aphasia is highly predictive of 

outcome (Darrigrand et al., 2011; Lahiri, Dubey, Ardila, Sanyal, & Ray, 2020; 

Pedersen, Vinter, & Olsen, 2004), thus a more severe aphasia is more likely 

to be chronic. The percentage of severe aphasia has been reported to be 15-

25% of all aphasia cases (Hoover, McFee, & DeDe, 2020), which in the Swe-

dish context would imply approximately 1000-1600 new cases of severe apha-

sia each year. 

Aphasia can be classified in various ways. The classification system based 

on the idea that lesions in specific areas will produce relatively well-defined 

aphasia syndromes, such as Broca’s aphasia, Wernicke’s aphasia, conduction 

aphasia and so on (Potagas et al., 2017), with roots in the Wernicke-

Geschwind model (e.g. Geschwind, 1970), is still widely used in both research 

and clinical contexts. However, this model has flaws, and more modern sys-

tems explaining associations between linguistic symptoms and lesions, have 

been proposed (Fridriksson et al., 2018; Kasselimis, Simos, Peppas, 
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Evdokimidis, & Potagas, 2017). Irrespective of classification system, cogni-

tive neuropsychological analysis is needed to establish where the linguistic 

processing breaks down (Whitworth, Webster, & Howard, 2014). Such anal-

yses are important for the individualised design of intervention aiming to re-

store language functions.  

In addition to differing linguistic profiles, aphasia varies in terms of sever-

ity, which also can be classified in various ways. Some researchers use a gen-

eral aphasia quotient based on results from language tests (e.g. Johnson, 

Hough, King, Vos, & Jeffs, 2008; Pedersen et al., 2004), some focus on se-

verity of language comprehension impairment (e.g. El Hachioui et al., 2013a; 

van der Meulen, van de Sandt-Koenderman, Duivenvoorden, & Ribbers, 

2010), while others focus on expressive ability (e.g. Darrigrand et al., 2011; 

Van de Sandt-Koenderman, Wiegers, Wielaert, Duivenvoorden, & Ribbers, 

2007). In the studies included in this thesis, a classification based on expres-

sive ability was used. Irrespective of how it is defined, severe aphasia can be 

expected to have profound impact on all aspects of life where spoken or writ-

ten communication is needed, expected, or desired.  

The specific type and severity of the aphasia are aspects related to the body 

function component of the World Health Organization’s International Classi-

fication of Functioning, Disability and Health (ICF) (WHO, 2001). But to un-

derstand severe aphasia and its impact on everyday life, analysis of linguistic 

processing, and identification of the type and severity, is not enough. It is also 

necessary to focus on the communication in order to be able to thoroughly 

assess, describe, understand, and intervene, in relation to everyday functions 

and social aspects of living with aphasia, that is; the activity and participation 

component according to the ICF (WHO, 2001). It is a common clinical obser-

vation that there is wide variation regarding communicative activity and par-

ticipation, even among individuals with similar language impairments, and 

there is some empirical support for this observation (van der Meulen et al., 

2010).  

Aphasia is associated with many aspects of outcome after stroke. Stroke 

survivors with aphasia have higher mortality and poorer functional outcome 

than stroke patients without aphasia (Flowers et al., 2016; Revet, Immerzeel, 

Voogt, & Paulis, 2019). The presence of aphasia negatively impacts care and 

rehabilitation, one reason being the communication difficulties between health 

care staff and the patient (Carragher et al., 2020; Hersh, Godecke, Armstrong, 

Ciccone, & Bernhardt, 2016). Patients with severe post-stroke communication 

difficulties have a higher risk of falls during inpatient rehabilitation (Sullivan 

& Harding, 2019). Stroke patients with aphasia have a high prevalence of de-

pression and low quality of life (El Hachioui et al., 2014; Hilari, 2011; Koleck 

et al., 2017; Lam & Wodchis, 2010), in fact quality of life is lower and de-

pression is more common than among stroke survivors without aphasia 

(Kauhanen et al., 2000; Mitchell et al., 2017; Shehata, El Mistikawi, Risha, & 

Hassan, 2015; Thomas & Lincoln, 2008). The communication problems can 
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cause social isolation and loss of autonomy (Babbitt & Cherney, 2010; Cruice, 

Worrall, & Hickson, 2006; Northcott & Hilari, 2011; Parr, 2007). In addition, 

informal caregivers of people with post-stroke aphasia experience larger bur-

den and more depressive symptoms, than informal caregivers of stroke pa-

tients without aphasia (Bakas, Kroenke, Plue, Perkins, & Williams, 2006). 

In conclusion, stroke survivors with aphasia is a population with large and 

important needs regarding rehabilitation and long-time support. It is also a 

group that is potentially vulnerable, because of the difficulties of making their 

needs and wishes known. This is particularly the case for people with severe 

aphasia (PWSA), which is the part of the aphasia population that this thesis 

will focus on. 

The ultimate aim of aphasia intervention is to improve the functional com-

munication and communication participation, as well as quality of life, for 

people with aphasia (Simmons-Mackie, 2013; Simmons-Mackie & Kagan, 

2007; van de Sandt-Koenderman, van der Meulen, & Ribbers, 2012). In recent 

years, several studies have been published providing evidence that intensive 

aphasia rehabilitation does have positive effect on language production and 

comprehension, as well as on functional communication (e.g. Brady, Kelly, 

Godwin, Enderby, & Campbell, 2016; Breitenstein et al., 2017; Pierce, 

Menahemi-Falkov, O'Halloran, Togher, & Rose, 2017). However, in severe 

aphasia, even though linguistic improvement is certainly possible, treatment 

effects are often more limited, and regaining enough speech to fulfil the eve-

ryday communicative needs might not be attainable (Darrigrand et al., 2011; 

Koleck et al., 2017). Rehabilitation must then focus partly on compensation, 

which means helping the person with aphasia to use compensatory strategies 

and alternative ways to communicate, as well as providing training and edu-

cation for the communication partner (Purdy & Wallace, 2016; Simmons-

Mackie, 2009; Simmons-Mackie, Raymer, Armstrong, Holland, & Cherney, 

2010). 

With a superficial inspection, PWSA seem to have the prerequisites to re-

ally benefit from interventions targeting augmentative and alternative com-

munication (AAC, which encompasses gestures, writing, showing pictures or 

objects, communication boards, speech-generating devices etc.), for instance 

introduction of a high-technology communication aid. They have varying de-

grees of remaining, usable language, they have a profound knowledge about, 

and experience of, how communication and social interaction work, and usu-

ally have prior experience with technology that can be used (e.g. smartphones, 

planners).  However, both research and clinical experience have shown that it 

is difficult for many PWSA to effectively use alternative means of communi-

cation (Darrigrand et al., 2011; Jacobs, Drew, Ogletree, & Pierce, 2004). With 

our current lack of knowledge about what factors that are contributing to these 

difficulties, it is a challenge to design effective interventions, and to make 

predictions about which patients will benefit from what kinds of intervention. 
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Functional communication 

In order to discuss the impact of different factors on functional communica-

tion, it is necessary to first scrutinize the concept functional communication 

itself. 

Functional communication can be described as the process of “getting mes-

sages across in a variety of ways ranging from fully formed grammatical sen-

tences to appropriate gestures” (Holland, 1982). This is the definition that 

will be applied for the purposes of this thesis, and is considered to be within 

the ICF components of activity and participation (WHO, 2001). 

Communication is a dynamic and in many ways unpredictable activity, de-

manding monitoring and decision-making while simultaneously processing 

incoming and outgoing linguistic code, as well as interpreting non-linguistic 

information. The demands vary between contexts. It is a very different task to 

ask for a cup of coffee sitting in your own kitchen with your spouse, as com-

pared to performing the same request in a crowded café with a busy barista 

behind the counter. To communicate within the constraints of severe aphasia 

poses additional challenges. While struggling to comprehend and produce 

speech with an inadequate linguistic system, the PWSA must simultaneously 

try to compensate by finding alternative ways to convey the message, priori-

tise what pieces of information are most important, and evaluate the commu-

nication partner’s attempts to guess along the way (Penn, Frankel, 

Watermeyer, & Russell, 2010; Ramsberger, 2005). In order to make them-

selves understood, PWSA may need to use a variety of ways to communicate, 

such as gestures and facial expressions, pen and paper for writing and drawing, 

pointing to pictures and objects, showing photos in a smartphone, and so on 

(King, 2013). In short, managing the problem-solving process of making one-

self understood, and understand others, despite a severe language disorder, is 

a complex task.  

There is currently no agreed-upon, theoretically based model of functional 

communication in the field of aphasiology. The already mentioned definition 

by Holland (1982), is often used. A slightly different definition, proposed by 

the American Speech Language Hearing Association (as cited by 

McCullough, McCullough, Ruark, and Rainey (2006) p.164), is “the ability 

to receive or convey a message, regardless of the mode, to communicate ef-

fectively and independently in a given [natural] environment”. This second 

definition explicitly includes the comprehension aspect and the environment. 

The two definitions are similar, however, in stressing the multimodality of the 

construct. They both work well to give a general understanding of what is 

intended with the term functional communication, but they are too general to 

be of much help when trying to understand what sub-skills are crucial, or when 

deciding on how to measure functional communication. 
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Doedens and Meteyard (2018; 2020) have attempted to amend this lack of 

theoretical base for functional communication by proposing the model for sit-

uated language use, based on Clark (1996), to analyse and describe functional 

communication in aphasia. According to Doedens and Meteyard (2018; 2020), 

there are three components that define situated language use; it is interactive, 

multimodal, and contextual. The original Clark (1996) model has its origins 

in psycholinguistics, with no specific intention of describing disordered com-

munication. Nonetheless, as Doedens and Meteyard (2018; 2020) demon-

strate, the model nicely lends itself to describe crucial aspects of functional 

communication in aphasia, for instance the importance of the attitudes and 

capabilities of the communication partner (interactivity), the reliance on mul-

tiple modalities to compensate for limited linguistic ability (multimodality) 

and the importance of a shared context to make communication more efficient 

and less strenuous (contextuality). This model of situated language use is an 

important contribution to understanding functional, face-to-face communica-

tion in aphasia. In addition, Doedens & Meteyard (2018; 2020) brings the 

model into touch with clinically relevant issues, by using it to review instru-

ments for measuring functional communication in aphasia (Doedens & 

Meteyard, 2020). The model of situated language use also implies some non-

linguistic cognitive skills that are likely to be involved in functional commu-

nication.  

Thus, the model proposed by Doedens and Meteyard (2018; 2020) has 

many assets, but seems not entirely to capture the particular demands posed 

by a severe communication impairment. As has already been touched upon 

above; even though communicating while having a severe language impair-

ment shares many features with unimpaired communication, it is also likely 

that there are important differences (Light, 1989). For this reason, it might, in 

the case of severe aphasia, be enlightening to investigate functional commu-

nication within a theoretical framework that is, in contrast to the model of 

situated language use, specifically developed to describe communication in 

the face of impairment. The model of communicative competence for people 

who require AAC, proposed by Light (1989) and with later developments by 

Light, Beukelman, and Reichle (2003) and Light and McNaughton (2014) is 

precisely such a model. It stems from the field of AAC and has only rarely 

been applied in aphasia research, and then in most cases specifically in relation 

to the use of communication aids (Brock, Koul, Corwin, & Schlosser, 2019; 

Frankoff & Hatfield, 2011). However, even if not using any specific commu-

nication aid, PWSA may need to use various communication modes and sup-

ports to compensate for their limited linguistic ability. Therefore, the commu-

nicative competence model might be a fruitful theoretical framework when 

trying to understand the components and challenges of functional communi-

cation in severe aphasia. 

When the model has been applied in aphasia research, the main interest has 

been on the part of the model that describes the different skills needed for 
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communicative competence. This conceptualisation of the skill domains; lin-

guistic, operational, social, and strategic (see further description of the model 

below and in table 1), is an important feature of the communicative compe-

tence model. These skills are indirectly implied also in the situated language 

use model (Doedens, & Meteyard, 2018). But the categorisation and more de-

tailed description offered by Light (Light, 1989; Light et al., 2003) is poten-

tially helpful both in research and in clinical assessment and intervention plan-

ning, by providing suggestions as to how these skills may impact communi-

cation. 

Another part of the communicative competence model, which is lacking 

from the situated language use model, is the psychosocial factors; motivation, 

attitude, confidence, and resilience (Light & McNaughton, 2014; Light et al., 

2003) (see table 1). Considering that a person with severe aphasia is, unfortu-

nately, likely to encounter numerous challenging communication situations 

and experience frequent communication breakdowns, it seems likely that such 

individual psychosocial factors may have an impact on the communicative 

behaviour of the PWSA.  

Both models include environmental aspects of communication, but in dif-

ferent ways according to their different foci and origins. The situated language 

use model captures well the importance and different aspects of sharing a com-

mon ground in face-to-face communication, whilst the communicative com-

petence model concerns itself more with the attitudes, knowledge and skills 

of the communication partners, as well as with attitudes on the society level. 

The environmental aspects will not be further discussed here, since they are 

not within the scope of this thesis. 

Based on the reasoning above, the model of communicative competence 

will be used as the theoretical framework for this thesis, and will be described 

in more detail below. 

The model of communicative competence 

Light defines communicative competence as “the quality or state of being 

functionally adequate in daily communication, or of having sufficient 

knowledge, judgement, and skill to communicate” (Light, 1989, p. 138). The 

functionality and adequacy of communication means that the focus is on skills 

which are required to initiate and maintain social interaction within the natural 

environment of the individual, on a level that is adequate in relation to the 

individual’s daily communication needs. The model specifies that the com-

municative competence is dependent on sufficient knowledge, judgment and 

skills in four interrelated domains; linguistic, operational, social and strategic. 

The components of the model, and their definitions, are presented in table 1. 

The linguistic skills are, per definition, impaired in severe aphasia. Opera-

tional skill denotes the ability to produce gestures as well as manipulate vari-
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ous materials or devices for communication, such as pictures, objects, com-

munication books or high-tech devices. For people with aphasia, the opera-

tional skills can be impacted by hemiparesis, limb apraxia and visuospatial 

impairments, and by disorders of cognitive functions needed for navigating 

communication books or communication displays in mobile devices. Social 

skills are often assumed to be intact in aphasia. There is evidence for preserved 

social cognition (Siegal & Varley, 2006; Willems, Benn, Hagoort, Toni, & 

Varley, 2011), and PWSA can usually draw on many years’ experience of 

unimpaired social interaction. However, in some PWSA this domain may be 

affected by the stroke, and there is of course also a wide variation in pre-stroke 

social skills. Strategic knowledge, judgment and skill, in the case of PWSA, 

might include the ability to notice communication breakdowns and have strat-

egies to repair them, for example by switching communication mode (like 

showing a photo of a person when failing to retrieve the person’s name, or try 

drawing when a gesture is not understood by the conversation partner), or have 

a prepared way of asking the conversation partner to repeat a message that 

was not understood. Another example might be planning ahead for conversa-

tions, for instance by taking pictures with a smartphone during every-day ac-

tivities to be able to later use it to tell friends what you have been doing. Yet 

another example is to adjust the planning of utterances, so that the core con-

cept or subject of the utterance is established first, to put the communication 

partner on the right track so that they can assist in co-constructing the message. 

These kinds of strategies, that are needed to work around the linguistic im-

pairment are, according to clinical experience, often not optimally adopted by 

PWSA. Hence, the domain of strategic skill is of particular interest in the study 

of functional communication in aphasia. It seems likely that strategic skills are 

constituted of cognitive skills such as monitoring, planning, flexibility and 

problem solving, which indicates that strategic skills are highly dependent on 

executive functions. 

The model of communicative competence further includes the psychoso-

cial factors motivation, attitude, confidence and resilience (Light & 

McNaughton, 2014; Light et al., 2003), as crucial for the communicative com-

petence of people who require AAC (see table 1). Considering the many chal-

lenges people with severe communication disorders are facing, these psycho-

social factors can serve as important protection, supporting continued com-

munication efforts in spite of the encountered difficulties. The motivation pro-

vides the drive to communicate, the attitude towards alternative means of 

communication dictates the willingness to use them, the confidence deter-

mines the propensity to attempt to communicate in a given situation, and the 

resilience influences whether the individual will persevere with communica-

tion attempts despite challenges and experienced failures. These psychosocial 

aspects have received little research interest (Light & McNaughton, 2014). 

The assumption about their importance is therefore mainly based on theory 

and clinical experience. However, in conversations about communication with 
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family and friends of PWSA, factors that seem to relate to personality or char-

acter traits are often mentioned. In clinical practice, one hears things like 

“when she has decided on something, she just won’t give up”, “he is really 

stubborn and I think that is a help for him now” and “she is very inventive” 

about PWSA who are successful communicators. Or, when communication is 

more challenging, things like “he has never been very talkative” or “I think 

she has just given up”. Such examples indicate that for significant others, psy-

chosocial factors seem to be a natural place to seek explanations for the com-

municative behaviour of the PWSA. In addition, similar psychosocial con-

structs are known to be important factors for general functioning and well-

being in rehabilitation and chronic disease (Castor & El Massioui, 2018; Jones 

& Riazi, 2011; Korpershoek, van der Bijl, & Hafsteinsdóttir, 2011; Neils-

Strunjas et al., 2017). 

Since the framework of the ICF (WHO, 2001) is so frequently adopted in 

rehabilitation and disability contexts, it is relevant to briefly reflect upon how 

the model of communicative competence relates to the ICF. The four domains 

of linguistic, operational, social, and strategic skill seem to map onto both the 

ICF components of body functions, and activity and participation. Linguistic 

skill corresponds to the ICF body function “Mental functions of language”, 

while the operational, social, and strategic skills perhaps fit better into areas 

of activity and participation. It is evident that the psychosocial factors fit into 

what is called personal factors in the ICF, while the environmental supports 

and barriers in Light’s model correspond to the ICF environmental factors. 

However, in the ICF a communication aid as such (which is relevant since the 

model is developed to describe communicative competence in individuals 

who require AAC) would be considered to belong to environmental factors 

(“Assistive products and technology for personal use in daily living”) while 

using the aid would also involve the other components (body functions as well 

as activity and participation). In the model of communicative competence, a 

communication aid is not treated as separate from the individual, but an inte-

gral part of their communication.  

An overview of the model of communicative competence is presented in 

table 1. For completeness, the table contains the environmental supports and 

barriers which will, however, not be further described here. 

To be explored in empirical studies, the constructs from the model of com-

municative competence need to be operationalised as something that can be 

measured (Light et al., 2003). In the following sections, the operationalisations 

and the resulting constructs to be studied in this thesis will be described. 
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Table 1. Model of communicative competence for people who require augmentative and alternative communication. Based on, and with quotes 
from Light, Beukelman, and Reichle (2003) and Light and McNaughton (2014). 

Sufficient knowledge, judgment, and skills 
Linguistic Operational Social Strategic 
Linguistic code of the lan-
guage(s) spoken and written in 
the individual’s community, and 
the language code of the AAC 
systems they utilize. 

Technical operation of AAC 
strategies and techniques, in-
cluding hand or body position, 
shapes, orientations and move-
ments for unaided communica-
tion as well as selection and nav-
igation skills for aided commu-
nication. 

When, when not, what, where, 
with whom and in what manner 
to communicate. Sociolinguistic 
(pragmatic aspects) and sociore-
lational (interpersonal aspects) 
skills 

Coping strategies that allow 
them to bypass limitations and 
make the best of what they do 
know and can do 

Psychosocial factors 
Motivation Attitude Confidence Resilience 
Drive to communicate, influ-
enced by the belief that commu-
nication is important and attaina-
ble. 
 
Potential impact: Defines the 
individual’s desire to communi-
cate with others in specific situa-
tions 

Ideas about AAC charged with 
emotion that predispose AAC 
use in a given situation. 
 
 
Potential impact: Influences 
the individual’s willingness to 
use AAC to communicate with 
others in specific situations. 

Self-assurance based on the indi-
vidual’s belief in their ability to 
communicate successfully in a 
given situation. 
 
Potential impact: Influences 
the propensity of the individual 
to actually act (i.e. communi-
cate) in specific situations. 

Capacity to prevent, minimize or 
overcome the damaging effects 
of adversities; capacity to com-
pensate for problems and re-
cover from failures. 
Potential impact: Influences 
the individual’s persistence with 
communication in the face of 
barriers, adversities and failures. 
 

Environmental supports and barriers 
Policy and practice Attitudes Knowledge and skills 
Laws, standards, regulations, conventions 
and procedures that govern the contexts 
within which AAC users find themselves. 

Peoples’ feelings and ideas about AAC that pre-
dispose them to act in ways that either limit or 
support the communication opportunities of in-
dividuals who require AAC. 

Knowledge of AAC systems and services 
as well as competencies in appropriate in-
teraction strategies. 
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Strategic skill - executive function 
Strategic skill is, for the purposes of this thesis, operationalised as executive 

function. 

Executive function is a part of cognition and refers to a group of higher 

order control processes, mainly operating on other cognitive processes and 

behaviour (Friedman & Miyake, 2017). They serve to initiate, plan, execute, 

and monitor goal directed behaviour, and are considered to be particularly sig-

nificant in novel circumstances, and in situations where automatic and prepo-

tent responses are insufficient or inappropriate for problem solving and deci-

sion making (Diamond, 2013; Keil & Kaszniak, 2002; Lezak, Howieson, 

Bigler, & Tranel, 2012; Toplak, West, & Stanovich, 2013). 

There is a vast literature on executive function, describing different con-

ceptualisations and models. According to Diamond (2013), there is general 

agreement that there are three core executive functions: Inhibition, working 

memory and cognitive flexibility, although they can be differently labelled, so 

that for example in the terminology of Miyake et al. (Miyake, Friedman, 

Emerson, Witzki, & Howerter, 2000) this would correspond to inhibition, up-

dating and shifting. Constantinidou, Wertheimer, Tsanadis, Evans, and Paul 

(2012), on the other hand, present a summary of several models of executive 

functions, and also end up with three main domains, although somewhat dif-

ferent: planning/initiation, maintenance/flexibility, and regulation and effec-

tive performance.  

The different views illustrate that even though there is a general common 

idea about what executive functions do, there is still no complete consensus 

about exactly what they are, what components they comprise, and how they 

should ideally be measured (Suchy, Ziemnik, & Niermeyer, 2017). Defini-

tions also seem to operate on different levels of functioning. For example, in-

hibition can be described on a perceptual level, as the ability to choose what 

to focus on and inhibit attention to other stimuli, or on the level of self-control, 

as the ability to resist indulgence in inappropriate pleasure (Diamond, 2013). 

 One explanation for the various conceptualisations of executive functions 

is, according to Suchy, Niermeyer, and Ziemnik (2017), that models are de-

veloped within different contexts and for different purposes. Models of exec-

utive functions can be clinical, cognitive or developmental. Developmental 

models concern the development of executive functions in children, and is 

thus not relevant in the present context. Cognitive models are typically devel-

oped within cognitive psychology and cognitive neuroscience, based on re-

search among healthy adults. As the name indicates, models in this category 

focus mainly on cognitive control. Clinical models, on the other hand, stem 

from clinical neuropsychology and tend to correspond to deficits observed in 

clinical populations. They usually encompass behavioural control as well as 

cognitive, which is, of course, highly relevant in a clinical context dealing with 

the daily functioning of patients (Suchy, Niermeyer, et al., 2017).  
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For the purposes of this thesis, where the focus is communicative behaviour 

in a clinical population, a clinical model of executive functions is likely the 

most fruitful. The model proposed by professor Yana Suchy and co-workers 

(Suchy, 2015; Suchy, Ziemnik, et al., 2017) will be briefly described here, to 

give the reader an overview of executive functions. The first of the five com-

ponents in Suchy’s model is executive cognitive functions. This is the ability 

to generate plans and solutions to problems. The basic cognitive processes 

necessary to accomplish this are goal-directed retrieval of relevant infor-

mation from long-term memory, manipulation of this information in the work-

ing memory, and finally the ability to flexibly apply the information to the 

task at hand.  The second component, initiation/maintenance, refers to initia-

tion, maintenance, and effort mobilization needed to execute the planned be-

haviour. Third, response selection is the ability to choose the appropriate re-

sponse behaviour among a large amount of competing possibilities. This en-

tails detection and identification of threats or discrepancies (in relation to 

one’s plan of action), and inhibition of inappropriate responses or behaviour. 

The fourth component, meta-tasking is the ability to effectively coordinate 

multiple goals across extended time periods, which relies on prospective 

memory and monitoring. Finally, the fifth component is social cognition. This 

part is not always included in models of executive functions, but Suchy (2015) 

includes it for several reasons. She states that in evolutionary terms, executive 

functions seem to be closely related to the complexity of the social interaction 

in a species, and there is also a link between the development of executive 

functions and social cognition in children. Social cognition, within this model, 

refers to the understanding and production of socially relevant verbal commu-

nication and paralinguistic messages, as well as adequate interpretation of so-

cial situations (Suchy, 2015). 

Executive functions have traditionally been associated with the frontal 

lobes (Burgess & Stuss, 2017). While these are indeed important, the neural 

substrates for executive functions are spread over vast networks throughout 

the brain, encompassing cortical and subcortical parts of the frontal, temporal 

and parietal lobes, the insula, cingulate cortex, basal ganglia, thalamus, amyg-

dala, and cerebellum (Burgess & Stuss, 2017; Suchy, 2015). Given this distri-

bution, many cerebral injuries or degenerative processes can potentially affect 

some or several aspects of the executive functions. 

Executive function in stroke and aphasia 

Deficits of executive functions are common in stroke survivors (Cumming, 

Marshall, & Lazar, 2013). Executive dysfunction affects the ability to effec-

tively use intact areas of functioning, and hampers the use of compensatory 

strategies (Lewis, Babbage, & Leathem, 2011), and thus has a negative impact 

on rehabilitation. It is therefore no surprise that executive dysfunction has 

been found to have a negative impact on functional outcome and quality of 
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life after stroke (Laakso et al., 2019; Mole & Demeyere, 2018; Shea-Shumsky, 

Schoeneberger, & Grigsby, 2019). 

People with aphasia, especially those with severe aphasia, are often ex-

cluded from studies of cognitive sequelae after stroke (Barnay et al., 2014; El 

Hachioui et al., 2014; Wall, Cumming, & Copland, 2017), hence conclusions 

about executive functions in the aphasia population cannot without caution be 

drawn from general stroke research. However, studies of executive functions 

specifically targeting stroke survivors with aphasia, have shown that deficits 

of executive functions are common (El Hachioui et al., 2014; Schumacher, 

Halai, & Lambon Ralph, 2019), and there is some evidence of an association 

between executive functions and severity of language impairment (Baldo, 

Paulraj, Curran, & Dronkers, 2015; Murray, 2012). Executive function has 

been shown to be a strong predictor of language treatment outcome (Gilmore, 

Meier, Johnson, & Kiran, 2019; Simic et al., 2020; Simic, Rochon, Greco, & 

Martino, 2019), and there are indications that training of certain components 

of executive function, such as working memory, has beneficial effects on lan-

guage (Nikravesh, Aghajanzadeh, Maroufizadeh, Saffarian, & Jafari, 2021). 

Executive function is in some studies demonstrated to be associated with func-

tional communication (Fridriksson, Nettles, Davis, Morrow, & Montgomery, 

2006; Purdy & Koch, 2006; Ramsberger, 2005; Schumacher, Bruehl, Halai, 

& Ralph, 2020) and the ability to use AAC (Nicholas & Connor, 2017). Fi-

nally, impairments of executive function predict lower quality of life in stroke 

survivors with aphasia (Nicholas, Hunsaker, & Guarino, 2017).  

Psychosocial factors 

Confidence - self-efficacy 

Confidence, as it is defined in the model of communicative competence (Light 

& McNaughton, 2014; Light et al., 2003) is more or less synonymous with the 

construct self-efficacy. Self-efficacy is a well-defined construct; it belongs 

within a well-developed theory with assumptions about sources of self-effi-

cacy that can be exploited in intervention, and it is established in research 

about rehabilitation and chronic health conditions. For these reasons, it was 

decided to operationalise the psychosocial factor confidence as self-efficacy 

in this thesis.  

Self-efficacy is defined as “beliefs in one’s capabilities to organize and ex-

ecute courses of action required to produce given attainments” (Bandura, 

1997, p. 3), more simply put; individuals’ belief in their own ability regarding 

a specific task or activity. The construct originates from Social Cognitive The-

ory, which was developed by Albert Bandura and seeks to explain human 

functioning (Bandura, 1986). Self-efficacy is a central construct in the theory 

and is thought to be a driving force in human action, impacting behaviour both 
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directly and indirectly, via an influence on the individual’s goals and outcome 

expectations (Luszczynska & Schwarzer, 2005). At the very foundation of the 

construct of self-efficacy resides the view that humans are active agents that 

have the ability (and wish) to exert control and influence over their lives 

(Bandura, 1997).  

Self-efficacy is not considered to be a personality trait, but rather dynamic 

beliefs about one’s capacity, that are distinct to different areas of life. Thus, 

self-efficacy is assumed to be specific to tasks or life areas, and to contexts 

(Bandura, 1997), and can change depending on circumstances. Self-efficacy 

is thought to be a predictor, not only a product, of behaviour and performance 

(Bandura, 1997; Luszczynska & Schwarzer, 2005). Successful completion of 

a task demands the necessary skills, but also the self-efficacy to make optimal 

use of those skills. An individual who is feeling strong self-doubt is not likely 

to use their skills in a generative, creative way, and is more likely to give up 

in the face of adversity. Even with low skill level, self-efficacy is important, 

since a person with a stronger self-efficacy is more likely to persevere and will 

get more opportunity to build the necessary skills (Bandura, 1997). 

According to Bandura (1997), self-efficacy beliefs are influenced by four 

main sources. The most powerful source is enactive mastery experience; to 

perform an activity and experience success in doing so. The second source of 

self-efficacy is vicarious experience; experiences mediated by models through 

observing how other people act and perform. The third source of self-efficacy 

is verbal persuasion; this means, simply put, that someone believes you can 

master an activity, and tells you so. The fourth source is physiological and 

affective states, which convey information about capability, expended effort 

and performance, for instance the amount of fatigue experienced after a phys-

ical activity, or sweating before delivering a speech. 

The fact that self-efficacy has an impact on behaviour and performance, 

and that it can be influenced through exploiting the four sources described 

above, indicates the possibility of directing specific interventions towards en-

hancing the self-efficacy in rehabilitation populations, in order to improve 

functioning and well-being. 

Self-efficacy in stroke and aphasia 

Self-efficacy beliefs are thought to play an important role in health care in 

several ways. In chronic disease and disability, it is common to direct inter-

vention toward the self-management of the health condition and its conse-

quences. Self-management is highly dependent on a feeling of being able to 

control various aspects of life, and having the necessary skills, or the means 

to acquire those skills. Self-management is therefore closely related to self-

efficacy (Bandura, 1997). It is assumed that self-management can be taught in 

clinical populations, and that self-efficacy both promotes, and is promoted by, 

self-management interventions (Nichol, Wallace, Pitt, Baker, & Rodriguez, 

2019). 
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Research among stroke survivors indicate that self-efficacy is related to a 

number of functional outcomes (Jones & Riazi, 2011; Korpershoek et al., 

2011) and seems to play a particularly important role in relation to psycholog-

ical health after stroke (Buczak-Stec, König, & Hajek, 2020; Lewin, Jöbges, 

& Werheid, 2013; Torrisi et al., 2018; Volz, Voelkle, & Werheid, 2019). 

When self-management programs are employed to enhance self-efficacy in 

the stroke population, the social aspects of such programs seem to be particu-

larly important (Cameron et al., 2018; Nott et al., 2019), which can be ex-

pected considering the importance of vicarious experience as a source of self-

efficacy. 

Just as mentioned in relation to executive function, stroke survivors with 

aphasia are frequently excluded from research targeting subjective experi-

ences or constructs (Brady, Fredrick, & Williams, 2013; Townend, Brady, & 

McLaughlan, 2007; Wray, Clarke, & Forster, 2018), and are not represented 

in the evidence regarding self-efficacy after stroke. In addition, there is very 

little research specifically investigating self-efficacy in the aphasia popula-

tion. In a scoping review of self-management in aphasia from 2019 (Nichol et 

al., 2019), the term self-efficacy was not used in any of the 43 included studies. 

Considering the important relationship between self-efficacy and self-man-

agement evidenced in other chronic conditions, Nichol et al. (2019) suggest 

that self-efficacy enhancing activities should be integrated in aphasia inter-

vention as soon as possible after onset, but apparently there is no research on 

the subject. The only other literature about self-efficacy in people with aphasia 

found during literature search for this thesis, were two master theses (Dunn, 

2004; Runne, 2012). Dunn (2004) attempts to systematically integrate the 

sources of self-efficacy mentioned above into aphasia therapy, in a single sub-

ject experimental study involving two participants. The results are reported to 

support the hypotheses that a stronger self-efficacy correlates with better per-

formance, and that a treatment incorporating the sources of self-efficacy may 

increase the participants’ self-efficacy and thereby also their language treat-

ment outcome. Runne (2012) performed a qualitative study, aiming to explore 

how self-efficacy relates to communicative participation. Among the partici-

pants were three with mild to moderate aphasia. Self-efficacy, or confidence, 

was not highlighted as a consciously important factor for communicative par-

ticipation by the participants. However, Runne (2012) did find reflections 

touching on the sources of self-efficacy in the narratives of the participants. 

In conclusion, very little work on self-efficacy and aphasia has been done. 

However, the closely related, and sometimes synonymous, concept of confi-

dence has received some attention. Babbitt and colleagues developed the 

Communication Confidence Rating Scale (Babbitt & Cherney, 2010; Babbitt, 

Heinemann, Semik, & Cherney, 2011) and the instrument was used by Plourde 

et al. (2019) in a study of outcome after aphasia group participation. The stud-

ies are small, but results indicate that aphasia intervention can improve com-
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munication confidence. Babbitt and Cherney (2010) argue that increased com-

munication confidence can have an impact on performance by giving rise to 

increased participation in life activities which leads to increased autonomy 

and self-determination, in turn further strengthening the communication con-

fidence. 

Resilience 

The final construct from the communicative competence model that will be 

explored in this thesis is resilience; the capacity to overcome adversities and 

recover from failures ( Light & McNaughton, 2014; Light et al., 2003). 

Resilience is, to quote a recurring metaphor from the literature, the ability 

to “bounce back” after having experienced some kind of adversity (Prince-

Embury, 2013; Windle, 2011). Resilience is a complex construct and has been 

defined somewhat differently by different authors. In some cases, it is viewed 

as a personal trait; a personal ability to overcome adverse events and to thrive 

despite difficult circumstances (Connor & Davidson, 2003). Others have con-

ceptualised it as a process “…of effectively negotiating, adapting to, or man-

aging significant sources of stress or trauma” (Windle, 2011, p. 163), includ-

ing both internal (e.g. temperament, motivation) and external (e.g. social net-

works, finances) factors. In a thorough review and analysis of the construct, 

Windle (2011) states that the study of resilience demands investigation of 

three components: the experienced adversity, the resources that are used to 

avoid the risk of negative consequences, and finally the outcome. For the out-

come to be considered a proof of resilience, it should be more positive than 

could be expected in relation to the experienced adversity (Windle, 2011). To 

cover the whole process of resilience it is necessary to include all three com-

ponents, which implies that the investigation and understanding of resilience 

ideally needs longitudinal or retrospective studies. 

However, many studies of resilience in relation to health, focus on the per-

sonal trait aspect (at least in terms of measurement, even when stating adher-

ence to the theoretical standpoint of resilience as a process) (e.g. Castor & El 

Massioui, 2018; Liu, Zhou, Zhang, & Zhou, 2019; Nygren et al., 2005; Terrill 

et al., 2016; Zhang, Liu, Zhou, & Zhou, 2020). It could be argued that this 

captures the intra-individual protective factors of the resilience process (Craig, 

2012). Since the focus in this thesis is on resilience as conceptualised within 

the communicative competence model (Light & McNaughton, 2014; Light et 

al., 2003), this circumscribed aspect of resilience meets the present needs. 

Resilience has been studied in relation to both sudden and long-term chal-

lenges. In adults, the construct has been applied for instance in the context of 

trauma and post-traumatic stress disorder (PTSD) (e.g. Almedom & Glandon, 

2007; Bensimon, 2012), but also in the context of long-term, ongoing adver-

sities, such as chronic disease e.g. (Kim, Lim, Kim, & Park, 2019). Both these 

temporal aspects are relevant in the stroke population, where survivors are 
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facing both the sudden event of the stroke and the long-term perspective of 

living with disability (Pangallo, Zibarras, Lewis, & Flaxman, 2015; Sarre et 

al., 2014). The study of resilience after stroke is further warranted by the fact 

that post-stroke PTSD is common (Garton, Sisti, Gupta, Christophe, & 

Connolly, 2017; Rutovic, Kadojic, Dikanovic, Solic, & Malojcic, 2019). 

Resilience in stroke and aphasia 

A strong sense of resilience is associated with positive outcomes (e.g. success-

ful adjustment, more participation, less depression, greater recovery of cogni-

tive function) in several rehabilitation populations such as spinal cord injury, 

multiple sclerosis, traumatic brain injury, and stroke (Castor & El Massioui, 

2018; Neils-Strunjas et al., 2017; Sherer et al., 2015; Vos, Poritz, Ngan, Leon-

Novelo, & Sherer, 2019). There are indications that interventions designed to 

strengthen resilience can yield positive results, for instance improvements re-

garding quality of life, and perceived anxiety and stress in people with chronic 

diseases (Kim et al., 2019). Activities that have been included in resilience-

building programs are for example meaning-making through sharing experi-

ences, developing practical and mental coping strategies, developing opportu-

nities to help others, to mention a few (Sadler, Sarre, Tinker, Bhalla, & 

McKevitt, 2017). 

In a recent study, Zhang et al. (2020) demonstrate a decrease in self-re-

ported resilience among stroke survivors during the period after discharge 

from hospital. A lower self-rated resilience is an independent predictor of 

lower quality of life after stroke (Liu, Zhou, Zhang, & Zhou, 2019). Again, 

people with aphasia are excluded from many studies of resilience after stroke. 

Therefore, it is unclear to what degree the results from studies in stroke pop-

ulations can be generalised to stroke survivors with aphasia. This is particu-

larly important since social support is thought to be important for resilience 

(Southwick et al., 2016), and social support is likely to be more inaccessible 

for people with communication disorders. Furthermore, there has been very 

little research specifically investigating resilience in people with aphasia, with 

a few exceptions. Hunting Pompon, Amtmann, Bombardier, and Kendall 

(2018) assessed resilience in a study of chronic stress in aphasia. Their results 

indicate that lower levels of resilience are associated with higher levels of 

stress. In a master thesis, Cyr (2010) investigated factors associated with re-

silience through interviews with people with aphasia and their family mem-

bers. Some important protective factors revealed by Cyr (2010) were social 

support and interaction, staying active, and maintaining determination. 

Resilience and self-efficacy are theoretically distinct but interconnected 

constructs (Schwarzer & Warner, 2013). Self-efficacy has been described as 

a defining attribute of resilience. With a strong self-efficacy regarding a cer-

tain activity, the individual is likely to persevere longer in the face of adver-

sity, that is; to display more resilience (Bandura, 1997; Gillespie, Chaboyer, 

& Wallis, 2007). Numerous studies in different clinical populations have 
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pointed out the close relationship between self-efficacy and resilience (Craig, 

2012). A difference between the constructs is that resilience is specifically 

related to response to adversity, whereas self-efficacy is not (Schwarzer & 

Warner, 2013). 

In conclusion; based on the model of communicative competence, as well 

as on research in stroke and other clinical populations with chronic conditions, 

there are good reasons to try to fill the knowledge gap regarding the psycho-

social factors self-efficacy and resilience in PWSA. These constructs are 

likely to be important for general rehabilitation outcome and psychological 

health, and may have an impact on functional communication. It is therefore 

necessary to explore the possibilities to measure self-efficacy and resilience 

in PWSA, as well as the hypothesised association between these psychosocial 

factors and functional communication. 

Challenges of measurement in aphasia 

All assessments that demand the following of verbal instructions, comprehen-

sion of questions, taking part of written material, or providing written or spo-

ken verbal responses, can be challenging for PWSA. In the case of language 

tests, the objective is of course to investigate the very linguistic impairment 

that causes these problems, and they are designed accordingly. But tests of 

many other abilities and skills are fraught with the problem of knowing 

whether one has truly managed to tap into the intended construct, or whether 

instructions, questions or responses were misunderstood because of the apha-

sia. Regarding questionnaires measuring subjective views and experiences, 

there is the problem of knowing whether the questions and response alterna-

tives were understood as intended. Sometimes significant others are asked to 

complete questionnaires as proxies. This solution can be adequate regarding 

observable behaviours (e.g. ADL), but poses more problems regarding sub-

jective constructs (e.g. quality of life). However, using proxy measures is con-

sidered to be preferable to excluding important groups from research (Ocz-

kowski & O'Donnell, 2010). 

Some measurement challenges that are pertinent when working with 

PWSA, and thus have specific relevance for this thesis, will now be described. 

Assessment of functional communication 

The measurement of communication is challenging due to the fact that it is 

intrinsically interactional. In addition, the lack of a clearly defined theoretical 

base for functional communication (discussed above in the section Functional 

communication) further complicates the matter (Doedens & Meteyard, 2020). 

In general, the aim of functional communication assessments is to capture the 

level of functionality and adequacy of the communication, that is; whether the 
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communication is efficient and successful in meeting the real life communi-

cative needs of the individual (Doedens & Meteyard, 2020; Light, 1989; Light 

& McNaughton, 2014; Light et al., 2003). Three different main strategies can 

be discerned among the various instruments for measuring functional commu-

nication in aphasia; analysis of the interaction between the person with apha-

sia and the communication partner, the everyday communicative functioning 

of the person with aphasia, and the individual communicative skills of the per-

son with aphasia. 

To study the interaction between the person with aphasia and the commu-

nication partner, detailed analyses can be performed using for instance Con-

versation Analysis (Beeke, Maxim, & Wilkinson, 2007). Such methods are 

mainly used in research, since they are time consuming and often not consid-

ered feasible within clinical settings. Attempts have been made to develop 

structured, clinically feasible assessment materials based on Conversation 

Analysis principles, such as the Conversation Analysis Profile for People with 

Aphasia (CAPPA) (Whitworth, Perkins, & Lesser, 1997). A quite different 

approach to assessing the interaction aspect is to use rating instruments, such 

as Measure of Skill in Supported Conversation (MSC, rating of the communi-

cation partner) and Measure of Participation in Conversation (MPC, rating of 

the participation of the person with aphasia), developed by Aura Kagan and 

collaborators (Kagan, Black, Judith Felson, Simmons-Mackie, & Square, 

2001; Kagan et al., 2004). These ratings are completed by the speech-language 

pathologist based on observation of 10-15 minutes of conversation. 

Assessment of the everyday functioning of communication is often 

achieved through self-report or informant report. This type of measure typi-

cally asks about everyday situations, such as participating in a group conver-

sation, but also covers the use of specific communication skills, such as 

providing clear yes/no responses. Given that they are self-reports or informant 

reports, these assessments give information about how the skills are used in 

the everyday situations the person with aphasia encounters. Examples of this 

kind of instrument is Communicative Effectiveness Index (CETI) (Lomas et 

al., 1989) and Communication Outcome After Stroke (COAST) (Long, 

Hesketh, & Bowen, 2009; Long, Hesketh, Paszek, Booth, & Bowen, 2008).  

The third type of communication assessment aims at investigating the com-

munication skills of the individual. This requires standardized tasks, and a 

common set up is to use a role play format where the person with aphasia is 

presented with communication situations or tasks (illustrated with pictures or 

using concrete objects), and asked to demonstrate what they would do in such 

a situation. The examiner either acts as a passive observer (in CADL-3 and 

ANELT) or gives structured feedback to simulate a supportive communication 

partner (in Scenario Test). A frequently mentioned example from this category 

is The Communicative Activities of Daily Living – Third edition (CADL-3) 

(Holland, Fromm, & Wozniak, 2021), which apart from communication with 

another person also encompasses reading, writing, use of figures, handling 
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money, and identifying common signs and symbols. Another example is the 

Amsterdam Nijmegen Everyday Language Test (ANELT) (Blomert, Koster, 

& Kean, 1995), which focuses on verbal communication, and the Scenario 

Test (van der Meulen et al., 2010), which allows for non-verbal communica-

tion and is specifically developed for people with severe aphasia. 

Doedens and Meteyard (2020) used their model of situated language use 

(Clark, 1996; Doedens, & Meteyard., 2018; W. J. Doedens & Meteyard, 2020) 

(described above in the section Functional communication), to evaluate in-

struments for measurement of functional communication. They found that 

Scenario Test (van der Meulen et al., 2010) was the instrument with the best 

fit to the model, and that it also allows for quantification of communicative 

ability. 

Within this thesis, the main focus is on the individual rather than on the 

interaction. Therefore, instruments from the latter two categories (everyday 

functioning and individual communication skills) were selected. 

Assessment of executive function 

Executive functions are not only elusive to define (as has been outlined above 

in the section Strategic skill – executive function), it is also difficult to meas-

ure (Miyake & Friedman, 2012). And of course, the idea about what executive 

functions are influences how they are measured. 

The main challenge when measuring executive functions is the task impu-

rity problem. Since executive functions operate on other cognitive functions, 

they can only be studied and measured via those functions. This means that 

poor performance on a task can be explained either by executive dysfunction 

or by problems in lower order functions (e.g. naming ability in word fluency 

tasks, or visuospatial processing in maze tasks) (Miyake & Friedman, 2012).  

Another important problem is that traditional, highly structured, standard-

ised neuropsychological tests of executive functions that are widely used, for 

example Stroop test, Trail making and Digit span (which are the ones reported 

to be most common in evaluation of executive functions in stroke patients 

(Conti, Sterr, Brucki, & Conforto, 2015)), have been found to have question-

able ecological validity (Lewis et al., 2011). They are intended to target the 

basic, core aspects of executive function, and it is assumed that the results also 

give information about how the individual manages to control behaviour in 

real-life situations. However, this is not always the case, and individuals with 

inconsistencies between test scores and everyday performance are not uncom-

mon (Chaytor, Schmitter-Edgecombe, & Burr, 2006; Lovstad et al., 2012). 

The scientific and clinical communities have of course sought to remediate 

this issue. There have been two main approaches; one has been to design 

standardised, ecologically oriented instruments that are intended to resemble 

real-world tasks, a review of such instruments can be found in Poncet, Swaine, 

Dutil, Chevignard, and Pradat-Diehl (2017). The other strategy has been to 
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develop self- or informant reports, to get the individuals’ or family members’ 

views on functioning in everyday life. Examples of the latter category are for 

instance Behaviour Rating Inventory of Executive Function (BRIEF) (Roth, 

Isquith, & Gioia, 2005), and Dysexecutive Questionnaire (DEX) (Wilson, 

(1996)).  

In the case of PWSA, the task impurity problem is a severe challenge be-

cause of the language impairment. In order to be reasonably sure one has 

tapped into the executive functions, the problems of understanding verbal in-

structions and producing verbal responses must be eliminated. In a recent 

study, Crivelli, Spinosa, Angelillo, and Balconi (2021) reported that language 

comprehension explained approximately 33% of the results of people with 

aphasia on cognitive screenings commonly used in the stroke population, the 

reason being that the tasks are heavily dependent on language processing. For 

this reason, most standardised tests of executive functions are inappropriate to 

use with PWSA (Keil & Kaszniak, 2002; Wall et al., 2017). One approach to 

tackle this problem could be to rely more on informant reports. However, even 

though there is a fair amount of studies about executive functions in aphasia, 

almost all use standardised neuropsychological tests or screenings (sometimes 

carefully selected to be non-linguistic, sometimes not). There seem to have 

been no studies investigating the use of informant reports of executive func-

tions in people with aphasia, even though this may be an assessment method 

frequently used in clinical contexts when a patient has difficulties participat-

ing in a standardised assessment. 

In accordance with a clinical model of executive function, instruments in-

tended for clinical use were selected for the studies included in this thesis. 

Assessment of self-efficacy and resilience 

Self-efficacy and resilience are highly subjective constructs. Even though in-

formant report instruments exist (e.g. for children and adolescents (Merrell, 

2011)), it is hard for anyone to reliably judge self-efficacy or resilience on 

behalf of someone else (Babbitt & Cherney, 2010). Further, in populations 

with severe communication disorders it is particularly difficult, even for the 

closest family members, to know what is going on in the mind of the person 

with the communication disorder, which increases the insecurity of informant 

reports of constructs that cannot be easily observed in overt behaviour. Re-

garding self-efficacy, it is the individual’s own belief in their current ability 

that is in focus, not the ability itself. With the intra-individual aspect of resili-

ence, it is the individual’s own view and feelings that are targeted. Resilience 

might, just as self-efficacy, change during life (Gillespie et al., 2007), as new 

challenges are encountered and protective and risk factors change (Dunn, 

2014), so that an individual’s sense of resilience after having suffered a stroke 

may not be the same as before.  
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The common method for assessing this type of subjective constructs is by 

using questionnaires. However, in a population such as PWSA, where reading 

ability is likely to be impaired, traditional questionnaire format is not feasible. 

To be used in this population, the questionnaires and the administration pro-

cedure must be adapted, so as to allow the use of multiple modalities to deliver 

the questions (speech, writing, gestures, pictures) and allow for pointing as a 

means of responding.  
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Rationale for this thesis 

PWSA is an understudied group with large, important, and frequently unmet 

needs regarding rehabilitation and long-time support. Functional communica-

tion in this group is poorly understood and we have limited knowledge about 

which factors, beside the language impairment, that influence the functional 

communication ability. This lack of knowledge hampers clinical decision 

making and development of effective, individually adapted interventions that 

can increase communicative participation and improve the everyday lives of 

this group of stroke survivors. 

There is currently no generally accepted, theoretically based model of func-

tional communication in aphasiology. The extent of language impairment in 

severe aphasia is likely to demand partly different abilities and skills, as com-

pared to the demands of ordinary communication. For this reason, it may be 

fruitful to use a model developed to describe the specific skills and resources 

needed by people with severe communication disorders, to see whether it can 

support further understanding of the functional communication in severe 

aphasia. The model of communicative competence for people requiring AAC, 

developed by Light (Light, 1989; Light & McNaughton, 2014; Light et al., 

2003), is such a model. From this model, constructs can be derived that are 

hypothesised to be of importance for functional communication, but of which 

we have limited knowledge in the context of severe aphasia.  

Thus, using the model of communicative competence as a theoretical 

framework, this thesis seeks to expand our understanding of functional com-

munication in severe aphasia, through the exploration of three constructs from 

the model; strategic skill (in the shape of executive function), confidence (in 

the shape of self-efficacy), and resilience. 

Although the relation between executive functions and functional commu-

nication has to some extent been previously investigated, the studies are few, 

generally small, and often cover a broad range of aphasia severity, resulting 

in very limited specific knowledge about severe aphasia. The associations be-

tween the psychosocial factors (self-efficacy and resilience) and functional 

communication in severe aphasia is hitherto virtually unexplored. 

Executive functions, self-efficacy, and resilience are previously known to 

have implications for outcome among stroke survivors in general. Partly due 

to the special challenges of measurement related to severe aphasia, PWSA are 

often excluded from such studies, further contributing to the lack of 

knowledge about this group. 
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Aims 

The overall aim of this thesis was twofold: To expand our knowledge about 

the relationship between functional communication, language, and non-lin-

guistic factors derived from the model of communicative competence (execu-

tive functions, self-efficacy, and resilience), and to investigate the assessment 

of these non-linguistic factors in PWSA.  

An overview of the relations investigated in studies I, II, and IV is presented 

in figure 1. Study III had a different aim and methodology (see table 2), and 

is therefore not represented in figure 1. 

 

The specific research questions for the included studies were: 

Study I 

• To what extent do people with severe aphasia have impairments of 

executive functions? 

• What is the relation between executive functions and linguistic abil-

ity? 

• What are the relations of executive functions and linguistic ability 

to functional communication? 

Study II 

• Is there a relationship between results of a neuropsychological test 

(CLQT) and informant ratings (BRIEF-A) of executive function in 

PWSA? 

• Is there a relationship between the results of BRIEF-A and func-

tional communication in PWSA? 

Study III 

• How do significant others of PWSA interpret items from BRIEF-

A? 

• What experience and knowledge do the significant others of PWSA 

draw upon when responding to BRIEF-A? 

• Does the aphasia have any specific impact on the relevance and va-

lidity of items from the informant rating version of BRIEF-A? 
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Study IV 

• How do people with severe post-stroke aphasia rate their self-effi-

cacy and resilience, and is there an association between the con-

structs? 

• Is there an association between self-efficacy and linguistic impair-

ment or functional communication in people with severe post-

stroke aphasia? 

• Is there an association between resilience and linguistic impairment 

or functional communication in people with severe post-stroke 

aphasia? 

 

Figure 1. Associations investigated and measurements used in studies I, II and IV. 
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Method 

Studies I, II and IV were quantitative, observational studies, with a joint data 

collection. Study III was a qualitative study employing cognitive interviewing 

methodology. An overview of design, methods and materials for the four stud-

ies is presented in table 2.  

Participants 

Study I, II and IV 

Inclusion criteria for the participants with aphasia were: stroke-induced apha-

sia with a severity of 0-2 on the BDAE-3 Aphasia Severity Rating Scale 

(ASRS) (Goodglass, Kaplan, & Barresi, 2001), ≥6 months post stroke, fluent 

speaker of Swedish pre-stroke, and access to a significant other (relative, 

friend or formal caregiver) who could, and agreed to, complete questionnaires. 

Exclusion criteria were: inability to participate in formal language testing due 

to cognitive, motor, visual, or hearing impairments, or a history of cognitive 

impairment pre-stroke.   

An additional inclusion criterion for Study II was having complete BRIEF-

A ratings. An additional inclusion criterion for Study IV was a CAT language 

comprehension score ≥32. 

Potential participants were recruited through speech-language pathologists, 

the Aphasia Association and a folk high school with courses for people with 

aphasia. The studies were conducted in accordance with the Declaration of 

Helsinki (World Medical Association, 2013) and was approved by the Ethical 

committee of Uppsala (Dnr 2017/183), and the Swedish Ethical Review Au-

thority (Dnr 2019/00189). Due to the challenges regarding informed consent, 

and the thereby connected ethical issues in this particular population, special 

care was taken during the recruitment procedure, to ensure optimal oppor-

tunity for the potential participants and their significant others to understand 

the information, to ask questions, and to reflect before deciding whether to 

participate. The recruitment and consent procedure is detailed in table 3. 
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Table 2. Overview of design, methods and materials for the included studies. 

Study Design Research focus Participants Materials Data analysis 

I Cross sectional ob-
servational study 

Relationships between ex-
ecutive functions, linguistic 
ability, and functional com-
munication 
 

Persons with severe 
aphasia (n=47), and 
their significant oth-
ers 

CAT 
Scenario test 
CETI 
CLQT 
 

Descriptive and com-
parative statistics 

II Cross sectional ob-
servational study 

Relationships between 
scores on neuropsychologi-
cal test and informant re-
ports of executive function, 
and between the informant 
reports and functional com-
munication. 
 

Persons with severe 
aphasia (n=38), and 
their significant oth-
ers 

Scenario test 
CETI 
CLQT 
BRIEF-A 
 

Descriptive and com-
parative statistics 

III Qualitative design; 
cognitive interview-
ing 

How significant others of 
PWSA interpret and re-
spond to questions about 
executive function in the 
BRIEF-A informant report. 
 

Significant others of 
persons with severe 
aphasia (n=11) 

Interview guide Thematic analysis 

IV Cross sectional ob-
servational study 

The psychosocial factors 
self-efficacy and resilience, 
and their relation to linguis-
tic ability and functional 
communication, in PWSA 

Persons with severe 
aphasia (n=37), and 
their significant oth-
ers 

CAT 
Scenario Test 
CETI 
DLSES 
SEC 
CD-RISC 

Descriptive and com-
parative statistics 
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Table 3. Procedure for recruitment and informed consent. 

Step 1. Potential participants and significant others were identified by recruiters 
and briefly informed about the project. Those who wanted more infor-
mation agreed to being contacted by the author of this thesis. 
 

Step 2. The author contacted the PWSA and/or the significant other by telephone. 
Information about the project and implications of participation was given. 
Those who were interested in more information agreed to being visited 
by the author. 
 

Step 3. The author visited the PWSA and gave detailed written and spoken infor-
mation, further clarified with picture support. Usually, a significant other 
was present during the visit and also received written information. 
 

Step 4. It was made clear that the person with aphasia and the significant other 
were free to take time to reflect, and to decide about participation at a 
later time. Nonetheless, most made the decision regarding participation 
during the visit. Those who chose to participate gave written consent. If 
it was convenient and the person with aphasia agreed, data collection 
started at once, otherwise a date for data collection was scheduled. Con-
sent form and questionnaires were given to present significant others for 
completion immediately or at a later time. 
 

Step 5. If no significant other was present during the visit, they were later con-
tacted by telephone and informed about the PWSA’s decision regarding 
participation. In those cases, written information, informed consent forms 
and questionnaires were sent to the significant other by mail. 
 

Step 6. Considering the potential difficulty for the PWSA to express a wish to 
withdraw consent, the author strived to be vigilant to, and express, per-
ceived signs of fatigue or wishes to interrupt, during the data collection 
process.   

In steps 2 and 3, criteria for inclusion and exclusion were informally evaluated 

based on conversation with the person with aphasia and information given by 

the significant other. Final decision about inclusion was made after assess-

ments were completed and medical records were read. Brief demographic data 

for participants in Study I are presented in table 4. The samples in Study II 

and IV were subsets of the sample in Study I, as evident from figure 2, and the 

specific demographics are presented in the respective studies. 

Initially, there was an aim to relate executive functions, language and func-

tional communication to the size and localisation of the participants’ brain 

lesions, and for this reason (and for information about aetiology) information 

from medical records was collected. However, the records proved to be too 

unspecific for such analyses. To give a brief overview, the aphasia of all 47 

participants in Study I was caused by left hemisphere stroke. Thirty-four had 

sustained one stroke, 13 had sustained two or more, 4 of those also had in-

volvement of the right hemisphere. Thirty had ischaemic stroke, 11 haemor-

rhagic, and 5 had both. Information about localisation was not always very 
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detailed in the medical records, but most of the ischaemic strokes were explic-

itly described as being within the area of the middle cerebral artery, involving 

at least two cerebral lobes. In 16 cases, the medical records described injuries 

involving the major part of the area supplied by the middle cerebral artery. In 

21 of the 47 participants, injuries to subcortical areas were mentioned. 

For each participating PWSA, a significant other (family member, friend 

or formal caregiver) participated by completing questionnaires. In some cases, 

two significant others (e. g. a sibling and a formal caregiver) completed one 

questionnaire each, depending on their current knowledge about the PWSA. 

In total, 55 significant others participated: 19 spouses, 11 formal caregivers, 

10 adult children, 6 parents, 4 siblings, 3 ex-spouses, and 2 friends. 

The recruitment procedure is presented in figure 2, with numbers included 

and excluded at each step. 

 

Figure 2. Recruitment procedure. 
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Table 4. Demographic data of participants for Study I. 

Age, mean (range)  64  (26-86) 
 

Gender, n (%) Female 13  (27.7) 
 Male 34  (72.3) 

 
Handedness Right 40  (85.1) 
 Left 6  (12.8) 
 Ambidextrous 1    (2.1) 

 
Education, no of years, n (%) ≤9 years 20  (42.6) 
 10-13 years 21  (44.7) 
 >13 years 6  (12.8) 

 
Months post stroke, mean 
(range) 
 

 81  (6-340) 

Type of stroke, n (%) Ischaemic 30  (63.8) 
 Haemorrhagic 11  (23.4) 
 Both  5  (10.6) 
 Unknown 1    (2.1) 

 
Number of strokes, n (%) One 34  (72) 
 Two or more 13  (28) 

 
Severity of aphasia, n (%) ASRSa 0 4    (8.5) 
 ASRSa 1 23  (49.0) 
 ASRSa 2 20  (42.6) 

aAphasia Severity Rating Scale from Boston Diagnostic Aphasia Examination (Goodglass, 
Kaplan, & Barresi, 2001). 

Study III 

For participation in Study III, a purposive sample of eleven significant others 

were recruited among those who had completed the BRIEF-A during the data 

collection for Study II (see figure 2). Potential participants were selected based 

on their relationship to the PWSA, aiming for a variation of types of relation-

ships. Among the informants there were 4 spouses, 3 adult children, 2 formal 

caregivers, 1 sibling and 1 parent. Nine were women. Age range was 35-72 

years, with a mean of 57.6 years. 

Material and procedure Study I, II and IV 

A brief description of the assessment materials used will be given here. More 

detailed descriptions are found in the respective studies. Which assessments 

were used for which study is presented in table 2 and figure 1. Only instru-

ments intended for clinical use were selected.  
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Language 

Comprehensive Aphasia Test (CAT) 

CAT (Swinburn, Porter, & Howard, 2004) is a language battery for assessment 

of aphasia, covering comprehension and production of spoken and written lan-

guage from single word level to paragraphs. The original English version of 

CAT has demonstrated good test-retest reliability and construct validity 

(Swinburn et al., 2004). The Swedish CAT is currently undergoing validation. 

In addition to total score for the entire test battery, a composite score for lan-

guage comprehension is reported in studies I and IV. A composite score rep-

resenting independent production of speech and writing, labelled verbality in-

dex, is reported in Study I. Subtests of repetition, reading aloud, copying, and 

writing to dictation were not considered as relevant for functional communi-

cation and were thus not reported separately, but were included in the CAT 

total score.  

CAT is described in more detail in Study I and IV. 

Functional communication 

Scenario Test 

Scenario Test (van der Meulen et al., 2010) is a test using role play format, 

specifically developed to assess the daily-life communication skill in severe 

aphasia. It has been demonstrated to have good reliability and validity (van 

der Meulen et al., 2010). Scenario Test consists of six scenarios, illustrated 

with pictures and described by the investigator. Each scenario represents a 

situation where certain things need to be communicated, and the participant is 

asked to show how they would act in such a situation. The participant is pro-

vided with pen and paper and all communication modes are accepted, includ-

ing personal communication aids. Scenario Test was translated to Swedish 

from the English version by the author of this thesis in collaboration with Jo-

ana Kristensson, PhD student at the Department of Neuroscience and Physi-

ology, University of Gothenburg. The result was back translated to Dutch by 

a professional translator and subsequently controlled and approved by the 

original authors of the Scenario Test, who also provided training in admin-

istration and scoring. 

Scenario Test is described in more detail in Study I, II and IV. 

Communicative Effectiveness Index (CETI) 

CETI (Lomas et al., 1989) is a questionnaire where a significant other rates 

the functioning of 16 everyday communicative behaviours of the person with 

aphasia, on visual analogue scales. CETI is reported to have good internal 

consistency, acceptable interrater reliability and good construct validity 

(Lomas et al., 1989). An informal but widely used Swedish translation was 

used. CETI is described in more detail in Study I, II and IV. 
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Executive function 

Cognitive Linguistic Quick Test (CLQT) 

CLQT (Helm-Estabrooks, 2001) is intended for screening of cognitive func-

tions. It is specifically developed for populations with communication disor-

ders, and to be administered by speech-language pathologists. The instructions 

for all tasks include a demonstration, in addition to the ordinary verbal instruc-

tion. The tasks are reported to have acceptable test-retest reliability and good 

validity (Helm-Estabrooks, 2001). Four minimally linguistic subtests, de-

signed to target executive functions, and requiring no verbal responses, were 

selected: Symbol cancellation (measuring visual attention, scanning, discrim-

ination, inhibition, response shifting), Symbol trails (measuring working 

memory, planning and mental flexibility), Mazes (measuring planning, antic-

ipating problems, attention, behavioural control) and Design generation 

(measuring productivity, creativity, ability to vary responses, self-monitor, 

use of effective strategies). Instructions were translated to Swedish by the au-

thor of this thesis. For analysis, a composite score (CLQT total) was calculated 

in addition to the separate subtest scores. 

CLQT is described in more detail in Study I and II. 

Behaviour Rating Inventory of Executive Function – Adult version 

(BRIEF-A) 

BRIEF-A is a widely used questionnaire for assessment of executive functions 

(Roth et al., 2005), with a Swedish version available from the publisher 

Hogrefe. BRIEF-A is intended to be used in adult populations (18-90 years) 

across a wide range of social and demographic contexts, where impairment of 

executive functions may be suspected. It exists in self- and informant report 

versions; in this thesis the latter was used. According to the manual, the in-

formant report version is suggested in the case of “cognitive impairments that 

affect the ability to understand or otherwise respond in a reliable and valid 

manner to written information” (Roth et al., 2005, p. 4). BRIEF-A consists of 

75 items describing situations or behaviours of everyday life. Each item be-

longs to one of nine clinical scales, representing different components of ex-

ecutive function (inhibit, shift, emotional control, self-monitor, initiate, work-

ing memory, plan/organize, task monitor, organisation of materials). The in-

formant is asked to judge whether the person (in this case the PWSA) has 

never, sometimes or often had problems with the behaviour during the last 

month. Further, as a means to evaluate the validity of the responses, BRIEF-

A includes a set of questions designed to capture excess negativity, incon-

sistency and infrequent responses. BRIEF-A is reported to have excellent in-

ternal consistency and test-retest reliability, as well as good validity (Roth et 

al., 2005) 

BRIEF-A is described in more detail in Study II and III. 
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Self-efficacy 

Daily Living Self-Efficacy Scale (DLSES) 

DLSES (Maujean, Davis, Kendall, Casey, & Loxton, 2013) is a self-rating 

instrument for measuring self-efficacy for activities of daily living and for 

psychosocial functioning. It is developed specifically for stroke survivors, and 

aims to measure the individual’s confidence in their ability to function in their 

daily life, regardless of degree of motor impairment. It consists of twelve 

items, response is made on a 0-100 Likert scale in steps of ten. The instrument 

has good psychometric properties when used with stroke survivors and healthy 

controls. DLSES was translated and adapted by the author of this thesis in 

collaboration with the supervisors. 

DLSES is described in more detail in Study IV. 

Self-Efficacy of Communication (SEC) 

Several of the items in DLSES indirectly relates to communication, but none 

of them specifically asks about communication. Therefore, it was considered 

necessary to develop additional questions about communicative self-efficacy 

as a complement to DLSES. Five items, in the same format as the items of 

DLSES, were developed, asking how confident the participant is of being able 

to make themselves understood through speech, writing, drawing, gestures, 

and yes/no-responses. 

SEC is described in more detail in Study IV. 

Resilience 

Connor-Davidson Resilience Scale (CD-RISC) 

CD-RISC (Davidson & Connor, 2016) is a self-rating instrument designed to 

assess resilience. The original CD-RISC contains 25 items, but in this thesis 

the ten item version, arrived at by Campbell-Sills and Stein (2007) through 

factor analysis, was used in order to minimise strain on the participants. Each 

item is rated on a 5-step Likert scale. CD-RISC is considered to be psycho-

metrically sound for use in an older population (Cosco, Kaushal, Richards, 

Kuh, & Stafford, 2016). An approved Swedish translation was used. 

CD-RISC is described in more detail in Study IV. 

Adaptation of self-rating instruments 

To make DLSES, SEC, and CD-RISC accessible to the participants, for most 

of whom it would be impossible to independently complete a written ques-

tionnaire, the instruments and administration procedures were adapted. Each 

item was put on a separate page, with a visual scale so the participant could 

respond by pointing. Pictures were developed to illustrate the intention of the 

items, for DLSES and SEC by the author using an online picture resource 
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(Bildstöd), and for CD-RISC by the author in collaboration with an artist. Ex-

amples of the adapted material are presented in Study IV. For each item, an 

extended description of the meaning and some examples were prepared. Dur-

ing administration of the questionnaire, a page with the item in writing, the 

pictures, and the visual scale was shown to the participant. The author read 

the item aloud to the participant. The prepared description and examples, com-

pleted by further examples, gestures and pointing to the pictures, were used as 

considered needed to ensure comprehension of the item. In a few cases, the 

pictures seemed to confuse the participant and were then covered. The partic-

ipant responded by pointing to the visual scale and the author noted the re-

sponse on a separate form.  

Procedure 

All assessments took place in the participants’ homes, except for four partici-

pants, with whom the assessments took place at another location that was more 

convenient, where they were used to spend time and felt at ease. The assess-

ments were spread over 2-4 visits, depending on time required and stamina of 

the participant. The distribution of assessments over the sessions differed 

somewhat and was adapted according to the needs of each participant. Of the 

standardised tests, CAT was administered first, CLQT second and Scenario 

Test last. The questionnaires (DLSES, SEC, and CD-RISC) were adminis-

tered between the tests as appropriate, to get a variation of types of tasks in 

order to minimise fatigue. Breaks were taken whenever requested by the par-

ticipant, or were suggested by the researcher in order to prevent fatigue. In 

some cases, a significant other was present in the room during assessments. 

All assessments were conducted by the author of this thesis and were video 

recorded. 

If the significant other was present during the first visit, they were given 

the questionnaires (CETI, BRIEF-A). If they were not present, the question-

naires were sent by mail. Questionnaires were returned to the researcher in 

person if the significant other was present during subsequent visits, or other-

wise by mail.  

Materials and procedure, Study III 

Interview guide 

The semi-structured interviews of study III were conducted according to Cog-

nitive Interviewing methodology (Miller, Chepp, Padilla, & Willson, 2014; 

Willis, 2005). An interview guide was developed, consisting of 20 selected 

items from BRIEF-A, questions about following the instructions in BRIEF-A, 
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and about how the response alternatives (never, sometimes, often) were un-

derstood. The guide also contained verbal probes, which were used as consid-

ered necessary to elicit more detailed information.  

Procedure 

All interviews were conducted by the author of this thesis over the telephone. 

Prior to the interviews, the informants (significant others) received a clean 

copy of the BRIEF-A questionnaire to be used for reference during the inter-

view, if needed. The purpose of the interview was explained, stressing the 

focus on the individual interpretations, thus aiming to avoid the risk that probe 

questions might be perceived by the informants as signs of having given a 

“wrong” answer. The informants were asked to respond based on current sit-

uation, they were not required to recall their answers from when they first 

completed BRIEF-A (during data collection for Study II). All interviews were 

audio recorded and transcribed verbatim. 

Data analysis 

Study I, II and IV 

Parametric and non-parametric methods were used according to the conditions 

for each analysis. In Study I, the results were analysed in two separate groups; 

verbal and non-verbal. Differences between the verbal and non-verbal groups 

were analysed using Mann-Whitney U-test and chi-2 test. Relations between 

linguistic ability, executive function and functional communication were ana-

lysed with Spearman’s bivariate and partial rank correlations. Due to multiple 

comparisons an α level of .01 was adopted, in order to minimise risk of com-

mitting a type I error. 

In Study II, comparisons between participant results and test norms were 

made using Wilcoxon signed rank test. Relations between the two assessments 

of executive function (CLQT and BRIEF-A) were analysed with Spearman’s 

rank correlations, as were the relations between BRIEF-A and functional com-

munication (ST and CETI). In spite of multiple comparisons, a somewhat gen-

erous α level of .05 was adopted, in order to minimise risk of committing a 

type II error. 

In Study IV, Cronbach’s alpha was computed to assess internal consistency 

for DLSES, SEC and CD-RISC.  Associations among self-efficacy, resilience, 

language and functional communication were investigated with bivariate cor-

relation analyses. Some of the variables were non-normally distributed. How-

ever, since there were many tied ranks in the data set, Spearman’s rank corre-

lation was not appropriate. Instead, Pearson’s product moment correlation was 

used, and the problem of non-normal distributions was handled by calculating 
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p-values for all correlation coefficients using approximate randomisation test 

with 5000 permutations (Hayes, 1998). Due to the exploratory nature of the 

Study, an α level of .05 was adopted in Study IV, and also regarding the addi-

tional results, in order to minimise risk of a type II error, since it was consid-

ered important not to miss indications of possible associations that could be 

worth further investigation. 

All statistical analyses were performed using IBM SPSS versions 24, 25 or 

26. 

Study III 

The interview data was analysed using thematic analysis following the method 

described by Miller, Willson, Chepp, and Ryan (2014). All interview seg-

ments regarding a certain BRIEF-A item, across informants, were read 

through multiple times. The data was condensed by writing summaries of each 

segment, focusing on information related to the research questions. All sum-

maries were again read through several times and a general summary was 

written for each BRIEF-A item. Since the aim was not only to investigate each 

item, but to try to find more general themes about responding to BRIEF-A, 

the analysis was carried one step further by identifying themes common to the 

various items. The analysis was regularly reviewed by and discussed with the 

supervisors. A research diary was kept during data collection and analysis, to 

ensure transparency and reflexivity. 
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Findings 

Findings of Study I – Relations between executive 

function, language, and functional communication 

The results of Study I confirmed that executive dysfunction is common in 

PWSA, 79% of the participants performed below cut score of CLQT. Further, 

there were moderate to strong, positive correlations between linguistic ability 

and executive function. This indicates that on a group level, severity of aphasia 

is related to severity of executive dysfunction.  

Regarding functional communication, the data were analysed divided into 

a verbal and a non-verbal group, as well as the sample as a whole. The results 

differed somewhat depending on the measure used; Scenario Test or CETI. 

For Scenario Test, there was a particularly wide variation of results in the non-

verbal group. This confirms the common clinical observation that functional 

communication varies widely among individuals with severe aphasia, even 

between individuals with similar linguistic abilities. Several of the non-verbal 

participants performed well within the range of the verbal group. When meas-

uring functional communication with the informant rating instrument CETI, 

the reverse was found; a wider variation in the verbal subgroup. 

Bivariate correlation analysis of the associations between executive func-

tions, linguistic ability (language comprehension and verbal output), and the 

two measures of functional communication (Scenario test and CETI), indi-

cated moderate to strong, positive correlations among all the variables in the 

analysis of the total sample. Thus, for the total sample, both better language 

functions and better executive functions were associated with better functional 

communication. But language functions and executive functions were, as 

mentioned above, also associated with each other. In the analysis of the 

groups, the results were somewhat different. In the verbal group the measures 

of functional communication did not correlate with neither language nor ex-

ecutive functions. For the non-verbal group on the other hand, there were 

strong positive correlations between Scenario Test and both language and ex-

ecutive functions, while CETI correlated strongly with verbal output only. 

Due to the strong interrelations between language and executive functions, 

partial correlation analyses were necessary to investigate the unique relation-

ships between the variables.  
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In this second set of analyses, the partial correlation between the measures 

of functional communication and each independent variable (verbal output, 

language comprehension, EF) was computed in turn, controlling for the other 

two independent variables. For the total sample, verbal output was the only 

variable that had a significant partial correlation with both Scenario Test and 

CETI. This was expected; functional communication is more successful when 

you can speak and/or write. In the verbal subgroup, again, there were no sta-

tistically significant (i.e. with p≤.01) partial correlations between the measures 

of functional communication and language or executive functions. In the non-

verbal subgroup, on the other hand, there was a strong positive correlation 

between Scenario Test and executive functions, but not language. For CETI, 

no significant correlations were found in the non-verbal subgroup. Thus, when 

communication had to be accomplished by other means than speech or writ-

ing, there was a strong association between executive functions and commu-

nication (as measured with Scenario Test). The results of the Spearman’s par-

tial rank correlations are presented in figure 3a and 3b. 

The findings from Study I confirm that impairments of executive functions 

are common among PWSA, and that there is, on a group level, a relationship 

between executive functions and language functions. In the total sample, ver-

bal output correlated strongly with functional communication, but in the non-

verbal group there was instead a strong correlation between executive func-

tions and functional communication (as measured with Scenario Test). This 

indicates that when communication is depending on other means than verbal 

output, executive functions are important. 

Findings of Study II – Measuring executive function in 

severe aphasia 

In Study II, results from two different assessments of executive function were 

compared; the neuropsychological screening CLQT and the informant report 

BRIEF-A. In addition, it was investigated whether the relationship between 

executive functions and functional communication found in Study I, was rep-

licated when executive functions were measured with BRIEF-A. 

Correlations between tasks/subscales of CLQT and BRIEF-A with a p-

value <.05 were few. Out of 60 correlation coefficients (comparing 4 tasks 

and one composite score from CLQT with 9 clinical scales and 3 composite 

scales from BRIEF-A), six (10%) had a p-value<.05. Five of these included 

the CLQT task Symbol Trails. The weak associations between tests and in-

formant reports were similar to previous research, although significant corre-

lations in our sample seemed to be even fewer than in populations previously 

studied. In addition to the lack of associations, the results showed a strong 

systematic bias toward BRIEF-A indicating less executive dysfunction than 
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CLQT. According to CLQT, a majority of the participants (79%) performed 

below criterion cut score, which indicates executive dysfunction. According 

to BRIEF-A, 5% of the participants had scores indicating a clinically signifi-

cant executive dysfunction. Considering that many of the participants had sus-

tained large strokes that could be expected to cause considerable problems 

with many of the behaviours covered by BRIEF-A, the magnitude of the dis-

crepancy between the CLQT and the BRIEF-A results was unexpected. 

Further, there were no correlations with p<.05 between BRIEF-A and any 

measure of functional communication (Scenario Test or CETI). This con-

trasted with the results in Study I, where bivariate correlations between exec-

utive functions, measured with CLQT, and functional communication were 

moderate (CETI) to strong (Scenario Test). 

The results of Study II indicate that CLQT and BRIEF-A do not measure 

the same underlying construct in PWSA. BRIEF-A does not capture aspects 

of executive functions that are relevant to functional communication (as meas-

ured with ST and CETI). 

 

Figure 3a. Spearman’s partial rank correlations between Scenario test and the inde-
pendent variables verbal output, language comprehension, and executive functions. 
Significant partial correlations (i.e. with a p-value ≤ .01) are indicated in bold. 

 

Figure 3b. Spearman’s partial rank correlations between CETI and the independent 
variables verbal output, language comprehension, and executive functions. Significant 
partial correlations (i.e. with a p-value < .01) are indicated in bold. 
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Findings of Study III – What do people respond to when 

rating executive function? 

Prompted by the somewhat unexpected results in Study II, Study III was de-

signed to explore what the BRIEF-A informant reports represent, using the 

qualitative method cognitive interviewing. 

The results from the interviews demonstrated that there was a large varia-

tion among the informants regarding how they interpreted the BRIEF-A items. 

Since the same item could be interpreted to mean quite different things, the 

informants in reality had responded to different questions. In addition, the way 

the informants understood and responded to the items frequently had no asso-

ciation to the construct the item was intended to measure (e.g. working 

memory, inhibition etc.). 

The response alternatives (never, sometimes, often) were also interpreted 

differently, with a tendency to “round down”, especially when hesitating be-

tween “sometimes” and “often”. 

The informants were unsure whether to respond in relation to ability or ac-

tual performance of the PWSA. That is, whether they should respond based 

on what it would be like if the PWSA were left to manage a situation or an 

activity on their own, or whether they should respond based on how the situ-

ation/activity works with existing support and adaptations. This ambiguity in 

the instrument had the consequence that informants who described similar sit-

uations and abilities sometimes gave completely opposite responses. 

It was evident that the informants in many cases had adjusted their expec-

tations on the PWSA. They did not compare the performance to normal or pre-

stroke standards, but made adjustments according to what they thought rea-

sonable to expect given the current circumstances.  

A possible advantage with informant reports is that they might be a way to 

avoid the problem with linguistic ability being a confounding factor in tradi-

tional neuropsychological tests of executive functions. However, according to 

the results, this is not the case with BRIEF-A. There were several instances 

where the informants themselves could distinguish between the linguistic and 

the cognitive aspects of a task. Unfortunately, these distinctions were not pos-

sible to convey through the responses in BRIEF-A. For instance, regarding the 

item “Has trouble with jobs or tasks that have more than one step”; if the 

PWSA always has problems with language dependent tasks, but never with 

practical tasks, the informant is likely to respond that there are “sometimes” 

problems, which does not convey correct information about either type of task, 

and obscures the systematic difference between them. In addition, the experi-

enced problem may in such a case have little to do with executive dysfunction. 

In conclusion, the findings indicated that the quantitative results of BRIEF-

A informant reports should be interpreted with great caution in the population 

with severe aphasia, since it is uncertain to what extent the responses reflect 

executive functions. The linguistic and communicative problems interfere 
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with the constructs of the questionnaire. However, the interviews provided 

rich, clinically relevant insights about the everyday functioning of the PWSA. 

In clinical contexts, where completion of the questionnaire can be followed 

by an interview, the BRIEF-A might be a useful part in assessment of the eve-

ryday (but not necessarily executive) functioning of PWSA. 

Findings of Study IV – Self-efficacy and resilience in 

severe aphasia 

In Study IV, focus was shifted to investigation of the psychosocial factors self-

efficacy and resilience. Observations during data collection in combination 

with high internal consistency of the instruments (Cronbach’s α ranging from 

.80 to .88) provided preliminary indications that assessment of self-efficacy 

and resilience was feasible and reliable with a large proportion of PWSA. 

However, a lower boundary for language comprehension was adopted as an a 

posteriori inclusion criterion, based on observations during data collection and 

on previous research. The reason for this was both methodological and ethical, 

since the purpose of the questions were thought to be hard to comprehend for 

participants with very severe impairment of language comprehension. 

The participants rated their self-efficacy and resilience lower than the levels 

reported from general populations, but similar to other rehabilitation popula-

tions. The results revealed a lower self-efficacy for psychosocial functioning 

than for activities of daily living, which is the opposite pattern compared to a 

previously reported stroke population, where people with aphasia were ex-

cluded. There was a large variation of levels of self-efficacy and resilience 

among the participants. This knowledge is potentially important, since self-

efficacy and resilience are thought to influence rehabilitation outcome in 

stroke patients. There were strong correlations between self-efficacy and re-

silience, a result that was anticipated since the constructs are thought to be 

closely related. In contrast, there were no clear relationships between linguis-

tic ability and self-efficacy or resilience. This means a more severe language 

impairment does not necessarily entail a lower self-efficacy or resilience.  

In contrast to what is postulated by the model of communicative compe-

tence, there were no clear relationships between functional communication 

and self-efficacy or resilience.   

Additional results 

Self-efficacy beliefs are based on several sources of information; the individ-

ual’s own experience, vicarious experience, evaluations of contextual factors, 

and estimations of task difficulty and demands. The forming of self-efficacy 
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beliefs rests on perception, memory, and cognitive processing of this infor-

mation. Individuals with impairments of such functions may have difficulty 

forming adequate and realistic self-efficacy beliefs (Bandura, 1997). Parker et 

al. (2018) demonstrate that correlations between health related self-efficacy 

and functional independence are stronger in stroke survivors with mild or no 

cognitive impairment, as opposed to those with moderate to severe cognitive 

impairment. These results are assumed to reflect that individuals with more 

intact cognitive functioning can form more realistic self-efficacy beliefs 

(Parker et al., 2018), and as a consequence there is a stronger association be-

tween self-efficacy and functioning in that group. To explore whether this 

might also be the case with the relations between functional communication, 

self-efficacy and resilience in Study IV, a second set of analyses was per-

formed. The participants were divided into two groups based on their execu-

tive functions, using median split of the CLQT scores, forming one group with 

lower scores on CLQT (Low EF) and one group with higher scores on CLQT 

(High EF). 

Mean and standard deviations for DLSES, SEC and CD-RISC for the two 

groups are presented in table 5. The Low EF group generally had lower scores 

on all measures, except on CD-RISC, where the two groups had almost iden-

tical results (table 5). 

Mean, standard deviation and response range for all items are presented in 

table 6 for the Low EF group, and in table 7 for the High EF group. The re-

sponse range was generally wide, and for many items the whole or almost the 

whole scale was used, especially in the Low EF group (table 6). The higher 

overall means in the High EF group (table 7) were reflected in higher item 

means and higher minimum ratings. In DLSES, item 4 (Shopping) had the 

highest mean in both groups. In both groups, items from the psychosocial 

functioning subscale had the lowest means; item 11 (Go places on my own) 

in the Low EF group, and item 5 (New hobbies and activities) in the High EF 

group.  

The SEC ratings were generally high. The question in SEC is “How confi-

dent are you that you can make yourself understood using…”. Considering 

that all participants had severe aphasia, lower ratings on the speech and writ-

ing items (item 1 and 2) might have been expected. However, writing, which 

is often the most severely affected modality in aphasia, received the lowest 

mean rating in both groups, while item 5, (answering yes/no questions) had 

the highest mean. 

In CD-RISC, variations between items, as well as difference between the 

groups, were small. “Stay focused under pressure” had the lowest mean in 

both groups. 

Bivariate correlations were computed between functional communication 

(Scenario Test and CETI) on the one hand, and self-efficacy (DLSES, SEC) 

and resilience (CD-RISC) on the other, separately for the two groups. As in 
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Study IV, Pearson’s correlations with p-values calculated with approximate 

randomization were used. Results are presented in table 8. 

Table 5. Mean scores and standard deviation (in parentheses) on all measures for the 
two groups (Low EF n=20, and High EF n=17) 

 Scenario 
Test 

CETIb DLSES 
ADLc 

DLSES 
PSd 

SECe CD-
RISCf 

Low 
EFa  

32.8 
(14.78) 

43.1 
(16.46) 

62.2 
(28.78) 

53.5 
(23.94) 

48.7 
(22.93) 

28.0 
(7.54) 

High 
EFa 

42.9 
(9.42) 

51.1 
(16.19) 

80.7 
(18.45) 

66.2 
(24.79) 

65.5 
(17.04) 

28.3 
(7.00) 
 

a Low EF=CLQT<28, High EF=CLQT ≥28 
b Communicative Effectiveness Index, maximum possible score 100 
c Daily Living Self-Efficacy Scale, activities of daily living subscale, maximum possible score 
100 
d Daily Living Self-Efficacy Scale, Psychosocial functioning subscale, maximum possible score 
100 
e Self-efficacy for communication, maximum possible score 100 
f Connor-Davidson Resilience Scale, maximum possible score 40 

In the Low EF group, no correlations with p-values ≤.05 emerged. In the 

High EF group, the pattern was quite different (table 8). There were significant 

and strong positive correlations between Scenario Test and both self-efficacy 

for psychosocial functioning and resilience, as well as between CETI and self-

efficacy for communication. In addition, the correlation between Scenario 

Test and self-efficacy for ADL was moderate and had a p-value close to .05. 

These results echo the findings of Parker et al. (2018). 
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Table 6. Low EF group (n=20). Mean and response range for all items of DLSES, 
SEC and CD-RISC.  

Item N Mean SD Mini-
mum 

Maxi-
mum 

DLSES 

Look after finances (ADLa) 20 56.5 37.87 0 100 

Social gathering (PSb) 19 59.0 31.60 0 100 

Contact a friend (PSb) 20 58.0 31.56 0 100 

Shopping (ADLa) 19 69.0 34.62 0 100 

New hobbies and activities 
(PSb) 

20 55.0 36.35 0 100 

Do something to feel better 
(PSb) 

20 59.0 35.67 0 100 

Repairs around the house 
(ADLa) 

18 56.1 40.60 0 100 

Go out with a friend (PSb) 20 54.0 36.76 0 100 

Not be stopped by feelings of 
discouragement (PSb) 

20 51.5 33.29 0 100 

Cleaning of house (ADLa) 20 65.5 36.20 0 100 

Go places on my own (PSb) 20 35.0 35.17 0 100 

Overcome negative thoughts 
(PSb) 

18 60.6 37.18 0 100 

SEC 

Speech 20 38.5 28.52 0 100 

Writing 20 36.0 34.00 0 100 

Drawing 19 52.1 31.55 0 100 

Gestures 20 50.0 31.46 0 100 

Yes/no-questions 20 66.0 29.81 10 100 

CD-RISC 

Adapt to change 19 3.0 0.94 1 4 

Deal with whatever comes 19 2.6 1.34 0 4 

Try to see humorous side 19 3.0 1.08 1 4 

Coping with stress can 
strengthen 

19 2.9 1.20 0 4 

Bounce back after hardship 19 2.8 1.03 1 4 

Achieve goals despite obsta-
cles 

19 2.8 0.96 1 4 

Stay focused under pressure 19 2.4 1.39 0 4 

Not be discouraged by failure 19 3.0 0.91 1 4 

Think of self as strong 19 2.8 1.07 1 4 

Can handle unpleasant emo-
tions 

19 2.7 1.20 1 4 

aDLSES activities of daily living subscale 
bDLSES psychosocial functioning subscale 
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Table 7. High EF group (n=17). Mean and response range for all items of DLSES, 
SEC and CD-RISC.  

Item N Mean SD Mini-
mum 

Maxi-
mum 

DLSES 

Look after finances (ADLa) 17 77.7 30.73 0 100 

Social gathering (PSb) 17 75.3 31.25 10 100 

Contact a friend (PSb) 17 66.5 36.22 0 100 

Shopping (ADLa) 17 88.2 19.76 30 100 

New hobbies and activities 
(PSb) 

17 51.2 33.52 0 100 

Do something to feel better 
(PSb) 

17 68.2 20.07 30 100 

Repairs around the house 
(ADLa) 

17 71.2 23.69 20 100 

Go out with a friend (PSb) 17 62.9 36.87 0 100 

Not be stopped by feelings of 
discouragement (PSb) 

17 68.2 33.77 0 100 

Cleaning of house (ADLa) 17 85.9 21.52 40 100 

Go places on my own (PSb) 17 70.6 37.83 0 100 

Overcome negative thoughts 
(PSb) 

17 66.5 26.91 10 100 

SEC 

Speech 16 55.6 23.37 20 80 

Writing 17 45.9 35.89 0 100 

Drawing 16 68.1 25.88 20 100 

Gestures 15 68.7 21.67 30 100 

Yes/no-questions 16 86.3 16.68 50 100 

CD-RISC 

Adapt to change 17 2.8 1.03 1 4 

Deal with whatever comes 17 2.7 0.93 0 4 

Try to see humorous side 17 3.1 0.97 2 4 

Coping with stress can 
strengthen 

17 2.5 1.13 0 4 

Bounce back after hardship 17 3.1 0.90 1 4 

Achieve goals despite obsta-
cles 

17 3.0 1.23 0 4 

Stay focused under pressure 17 2.4 0.93 0 4 

Not be discouraged by failure 17 3.1 0.86 1 4 

Think of self as strong 17 3.0 1.00 1 4 

Can handle unpleasant emo-
tions 

17 2.9 1.22 0 4 

aDLSES activities of daily living subscale 
bDLSES psychosocial functioning subscale 
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Table 8. Person’s correlations between functional communication and psychosocial 
factors (self-efficacy and resilience), analysis of groups with low and high EF, respec-
tively. P-values calculated with approximate randomization with 5000 permutations 
(Hayes, 1998). Correlations with p-values≤ .05 indicated in bold text, correlations 
with p-values close to .05 indicated in italics. 

Group Functional 
communi-
cation 

DLSES 
ADLc 

DLSES PSd SECe CD-RISCf 

Low EFa 
n=20 

Scenario 
Test 

r=.01 
p=.958 

r=-.09 
p=.699 

r=.19 
p=.433 

r=-.24 
p=.326 

 CETIb r=-.02 
p=.951 

r=.002 
p=.993 

r=.02 
p=.948 

r=-.10 
p=.693 

High EFa 
n=17 

Scenario 
Test 

r=.48 
p=.051 

r=.68 
p=.004 

r=.16 
p=.557 

r=.48 
p=.050 

 CETIb r=14 
p=.575 

r=.34 
p=.175 

r=.73 
p=.001 

r=.18 
p=.494 

a Low EF=CLQT<28, High EF=CLQT ≥28 
b Communicative Effectiveness Index 
c Daily Living Self-Efficacy Scale, activities of daily living subscale 
d Daily Living Self-Efficacy Scale, Psychosocial functioning subscale 
e Self-efficacy for communication 
f Connor-Davidson Resilience Scale 
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General discussion 

The overall aim of this thesis was to expand our understanding of functional 

communication in severe aphasia, through exploring the non-linguistic factors 

executive functions, self-efficacy and resilience, derived from the model of 

communicative competence. An additional aim was to investigate the assess-

ment of these non-linguistic factors in PWSA. The purpose was to generate 

knowledge that may ultimately contribute to improvement of the rehabilitation 

and support offered to PWSA. In Study I, the relationships between executive 

functions, language, and functional communication were explored. Study II 

and III focused on different types of assessment of executive functions. In 

Study IV, the relationships between self-efficacy, resilience, and functional 

communication were explored, in addition to the feasibility of measuring self-

efficacy and resilience in PWSA.  

In the first section, the theoretical framework of communicative compe-

tence will be discussed, as well as the measurement of functional communi-

cation. The discussion will then move on to executive function; its measure-

ment, and its relation to functional communication. In the subsequent section, 

the psychosocial factors self-efficacy and resilience will be discussed. The fi-

nal section will be a discussion of ethical issues relevant to this thesis and this 

field of research. 

Functional communication and communicative 

competence 

Communicating despite a severe language disorder, such as severe aphasia, is 

likely to demand partly different skills and abilities than unimpaired commu-

nication. For this reason, the model of communicative competence for people 

who require AAC (Light, 1989; Light & McNaughton, 2014; Light et al., 

2003) was selected as the theoretical framework for this thesis, to provide 

structure and guidance for further understanding of functional communication 

in severe aphasia.  

The results of Study I unsurprisingly showed that functional communica-

tion was strongly associated with verbal output, that is; the better you speak 

(or write), the better you communicate. However, the results also demon-
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strated a considerable individual variation in functional communication, par-

ticularly among the participants with no, or extremely limited, verbal output, 

where the scores on Scenario Test covered 87% of the possible range. The 

results thus confirmed what has frequently been assumed, but not as frequently 

demonstrated empirically; there is a large variation in functional communica-

tion among PWSA, which is not attributable only to differences in linguistic 

ability. 

In the Light (1989) model, four domains of knowledge, judgment and skills 

are described as necessary for communicative competence; linguistic, opera-

tional, social, and strategic. In the developed version of the model, Light and 

co-workers (2014; 2003) also stipulate the importance of the individual psy-

chosocial factors motivation, attitude, confidence and resilience.  Of the con-

structs in the model by Light, clinical speech-language pathologists in aphasia 

rehabilitation are above all accustomed to assessing linguistic skills, for which 

there are several instruments available. In addition, speech-language 

pathologists perform evaluations of functional communication, but as of to-

day, such assessments are often not based on any specific model or theoretical 

framework (Doedens & Meteyard, 2020). Assessments of functional commu-

nication are, in the Swedish context, frequently informal, based on observa-

tion, with the addition of some use of self or informant report instruments 

(mainly COAST (Long et al., 2008)) (Palmquist, 2019). Structured assessment 

or identification of specific sub-skills of functional communication (other than 

linguistic skill) is not common. The psychosocial factors have been somewhat 

overlooked in aphasiology, even though they are known to have an impact on 

other aspects of rehabilitation and well-being. In aphasia rehabilitation, as in 

all contacts between patients and health care professionals, some informal 

evaluation of personal factors naturally take place, but the psychosocial fac-

tors, as defined in the model of communicative competence, are usually not 

explicitly or systematically considered. 

Even though there may be no instruments readily available for formal as-

sessment of operational, social or strategic skills, or of psychosocial factors, 

the model of communicative competence could provide a framework for both 

researchers and clinicians to structure the information gathered through as-

sessments and observations, and to interpret the potential impact on commu-

nication. Also, the model of communicative competence contributes a descrip-

tion of why and how psychosocial factors might impact on communication, 

which can stimulate researchers and clinicians to ask new questions and per-

haps discover new tools to assist PWSA to find ways to manage their commu-

nication disorder.  

In the studies within this thesis functional communication was measured 

with two rather different instruments; Scenario Test and CETI. In relation to 

the model, which states that having communicative competence is to be “func-

tionally adequate in daily communication” (Light, 1989, p. 138), Scenario 
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Test and CETI measure mainly the functionality. CETI, which consists of in-

formant ratings of everyday communication, can also be said to include as-

pects of adequacy, which is related to the individual’s specific communication 

needs in everyday life. The moderate correlation between the instruments 

found in Study I (rs=.37, p=.018) is similar to that found by van der Meulen et 

al. (2010), and indicates that the instruments do not measure quite the same 

thing, and it is important to be clear about what it is one wants to know when 

deciding on what instrument to use to measure functional communication.  

Scenario Test, which is specifically intended for severe aphasia, turned out 

to fit the sample in the present studies very well. There were no ceiling or floor 

effects, the range being 1-54 (out of max 54), with one participant each having 

the lowest and the highest score. However, the distribution was negatively 

skewed with a larger proportion of the participants scoring in the upper half, 

median being 37.5. In Study I, it also became evident that there was limited 

variation in Scenario Test scores among the participants in the verbal group 

(range 31-54) as compared to the non-verbal group (range 1-47). CETI, in 

contrast, is intended to be used in aphasia of all severity levels and can thus 

potentially capture variations over a larger range, which is reflected in the 

wider variation among the verbal participants. On the other hand, it reflects 

only the communicative behaviour that actually takes place and is observed 

by the informant.  

In the verbal sub-group in Study I, neither executive functions nor the lin-

guistic measures correlated significantly with functional communication. This 

result is somewhat surprising. These participants do have some functional 

speech or writing, but they are still classified as having severe aphasia and it 

seems reasonable to assume that at least the level of verbal output, and perhaps 

executive function, should have an impact on the functional communication 

measures. Regarding the Scenario Test, the explanation for this lack of asso-

ciation is likely the narrow variation in the verbal group, mentioned above. 

The tasks are such that they can be completed without any functional speech. 

Even with very limited speech, the tasks in Scenario Test are relatively easy, 

and an additional improvement in speech does not have dramatic effect on the 

scores. As a result, since the automatic response (i.e. to use speech) works, it 

seems likely that executive functions are not very involved; no communicative 

problem-solving is needed. 

Does this mean that executive functions are unimportant for communica-

tion in people with aphasia who have some retained speech? Not necessarily. 

With a more challenging test of functional communication, the results in the 

verbal group would have had a wider range, and the associations between 

functional communication, executive functions, and language would probably 

have been different. Executive functions have been demonstrated to have an 

impact on communication in people with moderate to mild aphasia, manifest-

ing mainly in conversation or narratives (Cahana-Amitay & Jenkins, 2018; 

Frankel, Penn, & Ormond-Brown, 2007).  
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In the following section, the relation between executive functions and func-

tional communication will be discussed in more detail. 

Executive function 

In the model of communicative competence, strategic skill is described as 

strategies that allow people with severe communication disorders to “bypass 

limitations and make the best of what they do know and can do” (Light & 

McNaughton, 2014) (table 1). This demands skills like planning, problem 

solving and flexible shifting between communication modes and, conse-

quently, it was decided to study executive function as an operationalisation of 

strategic skill.  

The discussion of the results regarding executive functions will have two 

main perspectives: On one hand, the measurement, prevalence, and implica-

tions of executive dysfunction in PWSA; on the other hand, the specific rela-

tion between executive functions and functional communication, and the clin-

ical implications thereof. In this section, the more general aspect will be dis-

cussed first, followed by the communication aspect. 

Executive function in severe aphasia 

Standardised, neuropsychological tests are the most commonly used form of 

assessment of executive function after stroke (Conti et al., 2015). To be feasi-

ble with PWSA, the linguistic load must be minimal (Keil & Kaszniak, 2002; 

Wall et al., 2017). The parts of CLQT that were used in studies I and II meet 

this demand, and were feasible with the included participants. The CLQT re-

sults confirmed previous reports that impairments of executive functions are 

common in people with aphasia (El Hachioui et al., 2014; Schumacher et al., 

2019). In Study I, 79% of the participants performed below cut score, which 

is consistent with reports of 80% of the participants having cognitive impair-

ment in a study of non-linguistic cognition in post-stroke aphasia by El 

Hachioui et al. (2014). Those authors point out that 80% is considerably more 

than results usually reported for the stroke population, and suggest that the 

difference might partly be caused by exclusion of people with aphasia from 

many studies of cognition in stroke survivors, resulting in an underestimation 

of cognitive impairment in the stroke population. El Hachioui et al. (2014) 

conclude by recommending cognitive examination of stroke patients with 

aphasia, considering the impact of cognitive impairments on outcome. How-

ever, they also acknowledge the challenges regarding selection of appropriate 

instruments. The results from Study I, II and III in this thesis confirm the need 

to evaluate executive functions in PWSA, as well as the need of more 

knowledge regarding how the challenges of measurement in this population 

should be tackled.  
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Language and executive function 

The results from Study I clearly demonstrated a strong relationship between 

executive functions (measured with CLQT) and language. The exact nature of 

this relationship is beyond the scope of this thesis. Based on the results one 

can only speculate whether executive dysfunction causes language disorder 

(Miller, Chepp, et al., 2014), language disorder causes executive dysfunction 

(Baldo et al., 2005; Baldo et al., 2015; Dove, 2019), whether the correlations 

are due to neuroanatomical overlapping (Cahana-Amitay & Albert, 2015; 

Fucetola, Connor, Strube, & Corbetta, 2009; Keil & Kaszniak, 2002), or due 

to language and cognition being inextricably and mutually dependent. How-

ever, there is yet another possible explanation, that warrants a closer investi-

gation: Are the correlations found between CLQT and the language measures 

an artefact of unintentional linguistic load (particularly regarding language 

comprehension) of the CLQT? A closer inspection of the relations between 

the different tasks of CLQT and the language measures indicates that this is 

not the case. The correlations were actually stronger between language com-

prehension and the CLQT task Mazes, which is familiar to most and easily 

demonstrated and thus less dependent on verbal instruction, compared to the 

correlations between language comprehension and a more unfamiliar, com-

plex and less easily demonstrated tasks (Design generation). This implies that 

failure to understand the verbal instructions in the test is likely not the main 

explanation for the strong correlations between CLQT and language compre-

hension, but rather some other common, underlying factor. 

This is in accordance with Lacey, Skipper-Kallal, Xing, Fama, and 

Turkeltaub (2017) who performed a factor analysis of commonly used aphasia 

assessments. In their results, CLQT loaded onto an executive function factor, 

but had next to no loading on the comprehension factor, indicating that the 

design of CLQT allows it to bypass the langauge comprehension barrier 

during assessment of executive functions. The Lacey et al. (2017) study found 

no overlap between the injuries associated with the executive and the compre-

hension factors among their 38 participants, suggesting that neuroanatomical 

overlapping is not a sufficient explanation for the correlations between these 

factors in Study I. However, many of our participants had extensive left hem-

isphere damages, that may well have involved both the areas associated with 

language comprehension (left superior temporal cortex) and those associated 

with executive function (dorsolateral prefrontal cortex and dorsal Rolandic 

cortex), as reported by Lacey et al. (2017). It is also important to stress that 

even though there were strong positive correlations between language and ex-

ecutive functions (as measured with CLQT), there were also individuals with 

pronounced discrepancy between these variables. On an individual level, con-

clusions about executive functions cannot be drawn based on linguistic ability. 
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Measurement of executive function in severe aphasia 

Considering the apparent importance of executive functions to functional 

communication, as well as to other aspects of rehabilitation and functioning, 

it is important to be able to perform reliable and valid measures of executive 

function in PWSA. Study II was an investigation of the relationship between 

a standardised neuropsychological screening (CLQT) and informant reports 

(BRIEF-A) of executive functions in PWSA. The two types of measures 

showed few statistically significant correlations, and thus did not seem to 

measure the same construct. The results also revealed a systematic bias; the 

standardised screening indicated executive dysfunction in a majority of the 

participants, while the informant reports indicated executive dysfunction in 

very few. 

Possible explanations for this discrepancy were explored in Study III, an 

interview study designed to reveal how the informants interpreted and re-

sponded to the questionnaire. In summary, the results indicated widely differ-

ing interpretations of the items and response alternatives, which sometimes 

had the consequence that the responses did not reflect executive functions at 

all. Further, the informants tended to “round down” their answers on account 

of not wanting to be too harsh in their judgment of the PWSA. The interviews 

also revealed that the informants had adjusted their expectations on the 

PWSA, and that the presence of aphasia negatively affected the validity of 

some items in the instrument. Thus, informant reports of executive functions 

in PWSA should be interpreted with great caution, since it is uncertain 

whether they succeed in capturing the executive functions. 

The investigations presented in this thesis have certainly not solved the 

question of what is the best way to measure executive functions in PWSA. But 

at least it is clear that trying to bypass the challenges of standardised neuro-

psychological tests by substituting them with informant reports is no solution. 

Evaluation of executive functions is a rather challenging endeavour, and is, 

regardless of population, ideally performed with a combination of different 

types of assessments, together with observations, information from medical 

records and so on (Lewis et al., 2011). But since many of the common stand-

ardised, neuropsychological assessments cannot be used with PWSA, there is 

a risk that informant reports are allowed to weigh heavily in the evaluation, 

which, according to our results, may lead to under-diagnosis of executive dys-

function in PWSA. On the other hand, if inappropriate, linguistically loaded 

tests are used, there is a risk of over-diagnosis. 

According to Study II, the BRIEF-A informant reports detected considera-

bly less executive dysfunction in the participants than CLQT. This pattern, 

with more problems showing in neuropsychological tests than in self or in-

formant reports, has been reported previously. For instance, Lovstad et al. 

(2012) found this pattern in participants with injuries in the lateral prefrontal 

cortex, while participants with injuries in the orbitofrontal cortex (which is not 
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typically associated with strokes that cause aphasia) displayed the opposite 

pattern. The direction of the bias revealed in Study II could then have been 

expected, and may be a true reflection of good everyday functioning in spite 

of problems performing the CLQT tasks. However, the discrepancy in our 

sample was so pronounced it warranted further exploration. 

As revealed by Study III, one of the main reasons for the low detection of 

executive dysfunction seems to have been the fact that the respondents had 

adjusted their expectations of the PWSA, and often responded in relation to 

what they thought was reasonable to expect. Thus, being able to put on a CD 

independently could be stated as an example that the person did not have prob-

lems with organising activities, and the informants explicitly stated that they 

thought about “small things” when responding, and related their responses to 

what they considered was possible with “this disease”. Probably related to 

this, there was also a reluctance to judge the PWSA too harshly, leading to a 

tendency to respond that problems occurred “sometimes” rather than “often” 

when hesitating between the two. Also, it is unclear in BRIEF-A what is sup-

posed to be considered a “problem”. If everyday life has successfully been 

adapted to the needs of the PWSA, then impairments of executive functions 

may not cause any obvious, recurring problems. The fact that everyday func-

tioning is unproblematic is, of course, clinically important information. How-

ever, it is not necessarily an indicator of executive function. 

The BRIEF-A items were sometimes interpreted by the informants in such 

a way that their responses in fact did not reflect executive functions. In addi-

tion, problems caused by the language impairment and problems caused by 

executive dysfunction were mixed in the responses. However, it is important 

to emphasise that the interviews about the BRIEF-A items contained valuable, 

insightful, clinically relevant information about the functioning of the PWSA. 

In the interviews, the informants could also share their insights about distinc-

tions between linguistic and executive difficulties. If clinical use of BRIEF-A 

is followed by an interview, much information can be gained about the func-

tioning of the PWSA, the role and coping of the informant, and the adequacy 

of existing environmental and social support.  

The fact that the responses were not based on information related to exec-

utive functions constitutes a problem with the validity of the BRIEF-A. Some 

of the validity issues were clearly related to the aphasia (such as when the task 

described in an item caused problems because of the aphasia and not because 

of executive dysfunction). There might also be a particularly strong tendency 

to lower one’s expectations of someone with aphasia (as opposed to someone 

without aphasia), related to a changed general perception of the person 

(Croteau & Le Dorze, 2001). However, other emerging validity issues seemed 

unrelated to the aphasia (e.g. responding about long term memory to a ques-

tion targeting working memory). Such issues are likely to be similar among 

significant others of stroke patients without aphasia and in similar populations, 

as well as regarding other questionnaires with similar content. 
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The results from Study I and II confirm that impairments of executive func-

tions (as measured with CLQT) are common in PWSA. It is known from pre-

vious research that both executive dysfunction and aphasia separately predict 

worse rehabilitation outcome, participation restrictions, decreased mental 

health and quality of life after stroke (Kauhanen et al., 2000; Laakso et al., 

2019; Mitchell et al., 2017; Mole & Demeyere, 2018; Shea-Shumsky et al., 

2019; Thomas & Lincoln, 2008). There are but a few studies investigating the 

impact of impaired executive functions on such outcomes in people with apha-

sia (El Hachioui et al., 2014; Nicholas et al., 2017), and there seem to be no 

studies aiming to specifically evaluate the combined impact of aphasia and 

executive dysfunction. What could the effect be of co-occurring aphasia and 

executive dysfunction? Even if the relations are not yet fully understood, it 

seems likely that the combination could exacerbate the risk of negative out-

come. One possible area of such interaction between aphasia and executive 

dysfunction could be social interaction. It is known that social networks and 

social support are important for quality of life after stroke (Schindel, 

Schneider, Grittner, Jöbges, & Schenk, 2019). Maintaining social networks 

can be difficult when you have aphasia (Northcott & Hilari, 2011). If execu-

tive dysfunction renders communication even more limited than the language 

impairment per se, this can lead to even less social interaction, consequently 

increasing the risk of negative outcome. This brings us to the next issue of this 

section; the relationship between functional communication and EF. 

Functional communication and executive functions 

The analysis of the total sample in Study I confirmed what seems intuitively 

obvious; the better you speak the better you communicate. But when speech 

and writing are unavailable as communication modes, as in the nonverbal 

group, the results show that there is a strong partial correlation between func-

tional communication and executive functions, which has also been confirmed 

in a recent study by Schumacher et al. (2020). The partial correlation analysis 

used in Study I cannot in itself indicate causation, but based on theoretical 

reasoning (Nicholas & Connor, 2017) it seems safe to assume that executive 

functions are an important factor for the flexible problem solving demanded 

when trying to find ways to circumvent and compensate for the linguistic lim-

itations of severe aphasia. Another way to put it is that under such 

circumstances, the stategic skills take on an important role. Nicholas and 

Connor (2017) presented an analysis of the steps involved in the process of 

communicating with the help of an AAC device. Their analysis included sev-

eral steps, such as; creating an internal message or idea in one’s mind, gener-

ating idea units in working memory, maintaining idea units in working 

memory, turning on the device, initiating a search for a stored message, and 

so on (Nicholas & Connor, 2017, p. 823). Even without the use of a specific 

AAC device, making oneself understood without functional speech is likely 
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to demand several steps and simultaneous cognitive processes. In interven-

tions targeting functional communication in non-verbal PWSA, thorough 

analyses of communicative activities, similar to the one suggested by Nicholas 

and Connor (2017), might help the clinician to understand the steps, processes 

and skills required, and thus to assess what skills are needed, and whether it is 

an attainable goal.  

The results of Study I indicate that executive functions are indeed important 

for functional communication in PWSA with very limited or no verbal output. 

That is, functional communication as measured with Scenario Test. When 

measuring functional communication with CETI, no such association 

emerged. Similar results were presented by Schumacher et al. (2020), who 

also found associations between executive functions and Scenario Test scores, 

but not as clearly between executive functions and informant ratings of com-

munication (using another, but similar rating instrument; Carer COAST (A. 

Long et al., 2009)). This difference in the relationship between executive func-

tions and the two measures of functional communication may have several 

explanations. Executive functions are thought to be particularly important 

when handling novel or unexpected situations. As discussed above in the sec-

tion about functional communication and communicative competence, CETI 

is based on ratings by significant others, and is therefore likely to reflect the 

functionality of the communication that is regularly observed by the person 

performing the ratings, rather than the communicative ability per se. The ob-

served communication might very well be mainly communication with famil-

iar partners in routine situations, with limited demands put on executive func-

tions. It may also be the case that the PWSA has limited opportunities for 

communication in their daily life, which further limits the observations. 

On the other hand, Scenario Test might inadvertently put strain on execu-

tive functions by expecting the PWSA to imagine and pretend to be in a hy-

pothetical situation (Doedens & Meteyard, 2020). However, it seems likely 

that Scenario Test reflects at least some of the abilities needed for communi-

cation with not so familiar partners in non-routine situations, particularly the 

ability to use and switch between different communication modes. The Sce-

nario Test score reflects both the amount of information conveyed and the 

amount of help needed (van der Meulen et al., 2010). All communication 

modes are allowed and there is no penalty for switching communication 

modes to convey the whole message, unless prompting is needed to initiate a 

switch, in which case points are subtracted. This ability to flexibly adjust and 

shift seems to be central, and may be one of the reasons why executive func-

tions are important to functional communication. In fact, in the study present-

ing the psychometric properties of Scenario Test, a factor analysis revealed 

two factors, one representing general communicative ability, the other was 

named “communicative creativity” by the authors (van der Meulen et al., 

2010). The already mentioned study by Schumacher et al. (2020) provided 

new knowledge regarding the neural bases of functional communication as 
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measured with Scenario Test. Their results indicate that performance on Sce-

nario Test is associated with regions in the temporal lobe, and with regions 

extending posteriorly into occipito-temporal and parietal cortex. Schumacher 

et al. (2020) interpret this as evidence that the regions associated with Scenario 

Test performance are partly classical language regions, and partly regions 

known to be important for the executive update/shift functions.  

The instrument BRIEF-A represents the efforts to remedy the problem of 

low ecological validity of standardised neuropsychological tests of executive 

functions (Gioia & Isquith, 2004). The concept of ecological validity is com-

monly understood as the degree to which “results obtained in controlled ex-

perimental conditions are related to those obtained in naturalistic environ-

ments” (Chaytor & Schmitter-Edgecombe, 2003, p. 182), while the partly re-

lated concept face validity refers to the degree to which an instrument appears 

to measure what it is supposed to measure (de Vet, Terwee, Mokkink, & Knol, 

2011). The results of Study II demonstrated that the BRIEF-A informant re-

ports did not correlate with the measures of functional communication, and 

the conclusion was drawn that BRIEF-A does not provide information directly 

relevant to functional communication. At the same time, even though the re-

sults of Study I showed that there is a relation between performance on CLQT 

tasks and functional communication, it is not obvious what the relation is be-

tween the performance on, for instance, a trail making task, and the ability to 

effectively cope with communication challenges (because of the task’s low 

face validity). Face validity is not necessary for ecological validity, since an 

instrument may represent the cognitive demands of, and predict the function-

ing in, a real-life task without actually resembling it (Ziemnik & Suchy, 2019). 

However, instruments with high face validity might, in a clinical context, fa-

cilitate the interpretation of test performance into intervention, since it offers 

the clinician an opportunity to observe the person performing something sim-

ilar to the real-life task. A high face validity may also be valuable when ex-

plaining the implications of assessment results to patients and significant oth-

ers. 

As mentioned briefly in the introduction of this thesis, there is a third cate-

gory of executive function assessments, beside standardised neuropsycholog-

ical tests and self or informant reports, which strive to maintain formalised 

conditions but still achieve a better ecological validity than traditional tests 

(Burgess & Stuss, 2017). Such tests are designed to resemble everyday tasks 

(i.e. have high face validity), while allowing the investigator to assess the per-

formance in a standardised way (Lewis et al., 2011). Tests in this category can 

take the shape of activities related to cooking or housecleaning, paying bills, 

planning a trip, finding a specific place with the help of a map and signs, to 

name a few examples (excellent overviews of this category of cognitive 

measures can be found in Lewis et al. (2011) and Poncet et al. (2017)). When 

speech-language pathologists want knowledge about the executive functions 



 

 66 

of PWSA, with the specific aim of understanding their strengths and chal-

lenges regarding communication, perhaps we would be best served by a test 

aligning with this third category, allowing us to capture specifically the impact 

of executive dysfunction on functional communication? Some attempts to de-

velop such assessments have been made, although none have, as yet, become 

widely spread. For instance, Purdy and Koch (2006) developed an additional 

scoring system to an existing test of functional communication; Communica-

tive Abilities of Daily Living (CADL) (Holland, 1980). To capture the degree 

of cognitive flexibility in communication, the switching of communication 

mode, and how successful that switch was, was scored. More recently, 

Robinson, Shi, Nott, and Ceslis (2021) presented the Brief Executive Lan-

guage Screen (BELS), which is intended to measure both core language skills, 

such as naming and comprehension, and “executive aspects of spontaneous 

language generation” (Robinson et al., 2021). Spitzer, Binkofski, Willmes, 

and Bruehl (2020) developed a promising instrument intended to measure cog-

nitive flexibility in relation to communication; the Cognitive Flexibility in 

Aphasia Screening (CFA-Screening). However, BELS and CFA-screening 

both demand verbal output. When working with PWSA with very limited or 

no verbal output, where executive functions according to our results seem to 

be of great importance for functional communication, there is need for an as-

sessment of communication that can be performed non-verbally. In Study I, 

the association between scores on Scenario Test and CLQT was interpreted as 

an indication that executive functions are indeed important for the aspect of 

functional communication that is measured by Scenario Test. Another way to 

put it may be that Scenario Test is a good measure of some of the aspects of 

executive functions that are important for functional communication. Perhaps 

the administration and scoring system of Scenario Test could be developed to 

further pinpoint the “executive angle”, in addition to the current version? 

Self-efficacy and resilience 

According to the model of communicative competence, the psychosocial fac-

tors motivation, attitude, confidence and resilience are essential in the com-

munication of individuals with severe communication disorders (Light & 

McNaughton, 2014; Light et al., 2003). However, such factors have not been 

widely investigated in relation to communication disorders in general, and 

certainly not within aphasia research. Study IV and the additional results are, 

therefore, to be regarded as a first attempt at exploring this area in relation to 

severe aphasia. Out of the four psychosocial factors suggested in the model, 

two were investigated in this thesis; confidence (which was operationalised as 

the more specific construct self-efficacy), and resilience.  

In this section, the issue of assessment of self-efficacy and resilience in 

PWSA will be discussed first, followed by a discussion of the participants’ 
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ratings of their self-efficacy and resilience, and finally the relation between 

these constructs and functional communication. 

Assessment of self-efficacy and resilience in severe aphasia 

Several studies in recent years have demonstrated that it is possible to include 

people with severe aphasia in assessments of various constructs of a subjective 

nature (e. g. quality of life (Raven-Takken, Ter Wal, & Van Ewijk, 2019), life 

participation (Chiou & Yu, 2018), and post-traumatic growth (Sherratt & 

Worrall, 2020)). The results from Study IV point in the same direction; as-

sessment of subjective, psychosocial factors such as self-efficacy and resili-

ence is possible with a large proportion of the population with severe aphasia. 

One indication of this is the demonstrated good internal consistency of the 

instruments in Study IV. Other, more informal, indications can be gleaned 

from inspection of the items presented in table 6 and 7, relating them to what 

could be hypothetically expected. Items covering psychosocial functioning, 

such as going places on one’s own, or engaging in new hobbies and activities, 

which are likely to be highly challenging when having a severe communica-

tion disorder, receive low ratings (i.e. low self-efficacy). Shopping receives 

the highest rating (i.e. high self-efficacy) in both groups. At first glance, this 

might be surprising. Shopping can easily be imagined to be difficult for people 

with communication disorders.  But in DLSES, this item includes shopping 

oneself or arranging to have the shopping done by someone else (since the 

instrument aims to measure self-efficacy in daily living, regardless of motor 

impairment (Maujean, 2011)). Most daily shopping can be accomplished 

without communicating beyond a brief “hello” or “thank you”, or even just a 

nod (Anglade, Le Dorze, & Croteau, 2019). In addition, many of our partici-

pants also had motor impairments, and because of that had some form of or-

ganised assistance with shopping. The high self-efficacy ratings for shopping 

therefore seem adequate. The DLSES ratings are, of course, by no means in-

fluenced by the aphasia alone, and there is no way of knowing whether low 

self-efficacy regarding, for instance, going places on one’s own is caused by 

aphasia, motor impairments, fatigue, lack of opportunity, or a combination of 

several factors. 

Regarding communication, the SEC ratings may seem surprisingly high. 

But when comparing the five items among themselves, the overall pattern is 

what could be expected; the participants report the lowest self-efficacy for 

writing (which for many PWSA is the most severely affected linguistic mo-

dality), and the highest self-efficacy for answering yes/no-questions. The pat-

tern is the same in both the Low EF and the High EF groups. Thus, upon in-

spection of the results of the individual items of DLSES and SEC, the pattern 

of the results seems reasonable and expected. It is more difficult to evaluate 

the CD-RISC ratings in this way, since resilience is not as closely related to 

functioning. It may however be interesting to note that staying focused under 
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pressure, which is difficult for many stroke survivors, receives the lowest rat-

ing in both groups. In conclusion, there are some indications that the measures 

of self-efficacy and resilience were reliable and valid. Of course, for 

knowledge about the psychometric properties of DLSES, SEC, and CD-RISC, 

when used with people with aphasia, further studies are needed, including 

analyses of test-retest reliability and comparisons with control groups. 

Originally, Study IV was planned to have the same inclusion criteria as 

Study I. However, it proved necessary to add a language comprehension cut 

off for inclusion in Study IV (a sore of 32 out of a maximum of 128), using as 

a guide the lowest language comprehension score reported in a study by 

Raven-Takken et al. (2019). In that study, the authors set out to explore the 

minimum level of comprehension required for a quality-of-life self-rating in-

strument. They concluded that people with aphasia could reliably complete 

the instrument if they were able to perform a language test. However, the par-

ticipants in Study IV performed the same language test (albeit the Swedish 

version), but some scored lower on language comprehension than the lowest 

reported score from Raven-Takken et al. (2019). Based on clinical judgment 

and inspection of video recordings from the assessments, in combination with 

the Raven-Takken et al. (2019) study, it was decided to exclude those PWSA 

from the analyses, as described in Study IV. Consequently, it cannot be 

claimed that assessment of self-efficacy and resilience can be performed with 

all PWSA. As discussed in relation to the additional results, the assessment of 

an individual’s self-efficacy and resilience may be affected by cognitive im-

pairment. The results of Study I demonstrated that there is a positive correla-

tion between language comprehension and executive functions. Difficulties 

with attaining reliable ratings of self-efficacy and resilience could be caused 

by either impaired language comprehension (causing linguistic difficulties 

with understanding the questions), cognitive impairment (causing difficulties 

in forming adequate self-efficacy and resilience beliefs) or a combination of 

the two. 

However, the adoption of a language comprehension cut off in Study IV 

should not necessarily be understood as a recommendation for clinical set-

tings. Even though the validity of the quantitative result might be uncertain 

when there is severe impairment of language comprehension, using such ques-

tionnaires in an accessible way in a clinical context might create opportunities 

for PWSA to express views and thoughts about themselves and their situation. 

Without concrete material (e.g. pictures, scale) to support the conversation, 

such things may be impossible to express and therefore go unaddressed. Dur-

ing the assessments for Study IV, several participants clearly conveyed (e.g. 

through body language and pointing to the pictures) for instance pride in their 

ability to bounce back after hardship. The importance of a mixed-method ap-

proach, combining quantitative and qualitative methods to assess complex, 

highly personal constructs, has been stressed by Sherratt and Worrall (2020) 
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in a study of post-traumatic growth in aphasia. Thus, whether adapted ques-

tionnaires such as the ones used in Study IV can be used in a meaningful way 

with individuals with severely impaired language comprehension must, in a 

clinical context, be decided on an individual basis. 

Self-efficacy and resilience in the sample 

Preliminary assuming that the ratings of self-efficacy and resilience are valid 

and reliable, the results of Study IV indicate that PWSA as a group report 

themselves to have lower self-efficacy and resilience than general populations 

that have been reported previously (Davidson & Connor, 2016; Maujean et 

al., 2013; Velickovic et al., 2020). They rate themselves at approximately the 

same level as similar clinical populations (Castor & El Massioui, 2018; 

Maujean et al., 2013; Terrill et al., 2016). However, one difference was ob-

served; the participants in this thesis report lower self-efficacy for psychoso-

cial functioning than for ADL, while the opposite was observed in the stroke 

sample studied by Maujean (2011) (where inclusion criteria demanded ability 

to participate in a structured telephone interview and ability to independently 

complete the DLSES questionnaire, thus implicitly excluding PWSA). This is 

an important detail, since the self-efficacy for psychosocial functioning ap-

pears to be particularly strongly related to general well-being (Maujean, 

2011). 

There were no correlations between linguistic ability and self-efficacy or 

resilience. This result aligns with Kuroda and Kuroda (2005) who found that 

the severity of language impairment in people with aphasia does not neces-

sarily relate to psychological status. It is a common observation in disability 

research that people with disabilities, as a group, often rate themselves lower 

than non-disabled individuals on various well-being indices, but still higher 

than might be expected by an outsider, and frequently above the theoretical 

mean of the scale used (Dunn, 2014; Maujean, 2011). 

Since self-efficacy and resilience are considered to be related, but not syn-

onymous, constructs (Schwarzer & Warner, 2013), the moderate correlations 

found between DLSES and CD-RISC were expected. 

Functional communication, self-efficacy, and resilience 

The model of communicative competence suggests an association between 

functional communication and the psychosocial factors self-efficacy (or con-

fidence) and resilience (Light & McNaughton, 2014; Light et al., 2003), and 

the main aim of Study IV was to investigate this relation. The results, however, 

provided no evidence of an association. This may, of course, be an indication 

that the assumption about the importance of self-efficacy and resilience to 

functional communication is wrong. However, it seems likely that the belief 

in one’s abilities and the tendency to keep trying in the face of adversity should 
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have some impact on communicative behaviour. It may therefore be important 

to discuss other possible explanations for the lack of associations in the results 

of Study IV. 

One such explanation is indicated by the additional results presented in this 

thesis. Self-efficacy beliefs do not form out of nothing. They are based on 

input that must undergo cognitive processing. It is not the performance or the 

outcome of an activity per se that affects the self-efficacy beliefs, but the in-

formation about one’s capabilities conveyed via the cognitive processing of 

that performance or outcome. This means that adequate self-efficacy beliefs 

are dependent on cognitive abilities, such as self-monitoring, perception and 

evaluation of outcome, and encoding and retrieval of memory (Bandura, 

1997). As demonstrated by the results in studies I and II, many of the partici-

pants in Study IV have cognitive (more specifically executive) impairments, 

and this could, according to the above reasoning, cause problems with forming 

adequate self-efficacy beliefs. With inspiration from Parker et al. (2018), who 

found stronger relations between health self-efficacy and functional status in 

a group with no or mild cognitive impairment, as compared to a group with 

moderate to severe cognitive impairment, it was investigated whether a similar 

effect could be at work in the data from Study IV. The results clearly showed 

that there were generally stronger correlations between functional communi-

cation and the psychosocial factors (self-efficacy and resilience) among the 

participants with higher executive functions, than among the participants with 

lower executive functions. Although tentative, the results reveal a pattern that 

is consistent with the findings of Parker et al. (2018). A possible interpretation 

is that participants with more impaired executive functions have more trouble 

forming adequate self-efficacy and resilience beliefs, and/or have trouble 

transforming those beliefs into responses on the scales used in this study. This 

could mask the relationship between functional communication and self-effi-

cacy and resilience, that seems to be present in the High EF group, where the 

self-efficacy and resilience ratings, according to our reasoning, are more ade-

quate and realistic. These are the results of exploratory research and must be 

interpreted with caution, but may indicate an important line of further inquiry 

regarding communication and psychosocial factors in aphasia. 

Another issue to consider is in what ways self-efficacy and resilience are 

likely to influence functional communication, if they do so? As discussed in 

Study IV, these factors may not directly have an impact on the communication 

as it is measured by Scenario Test and CETI, but rather affect which commu-

nicative situations the PWSA chooses or dares to engage in, or whether they 

make new attempts at an activity involving communication even if the first 

attempt was unsuccessful (Light & McNaughton, 2014; Light et al., 2003). 

Another possibility is that the self-efficacy and resilience of the PWSA affect 

their behaviour in social interaction in a way that influences the communica-

tion partner’s attitudes and behaviour. Thus, self-efficacy and resilience could 

be related to the social skills (more specifically sociorelational, see table 1) 
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described as; “demonstrating an interest in others, participating in interac-

tions actively, being responsive to partners, putting partners at ease, and pro-

jecting a positive self-image” (Light et al., 2003, p. 362). The demonstration 

of such skills may lead to more successful communication through increased 

engagement and cooperation from the communication partner. Within the 

AAC field, which is frequently focused on people with developmental com-

munication disorders, special attention to the teaching of social skills is often 

necessary. In aphasiology, social skills usually do not receive much attention, 

since for the most part people with aphasia are assumed to have retained social 

skills (Siegal & Varley, 2006; Willems et al., 2011) and were, up to the aphasia 

onset, skilled communicators. However, with a lowered self-efficacy regard-

ing psychosocial functioning and a lowered sense of resilience, the social be-

haviour may change even if the social skills themselves are intact. 

Since self-efficacy and resilience affect, among other things, general well-

being (Maujean, 2011), and possibly functional communication, maybe it is 

necessary to think about ways of strengthening the self-efficacy and resilience 

of PWSA? Could enhancement of self-efficacy and resilience be a part of 

aphasia rehabilitation? Social cognitive theory clearly states that self-efficacy 

has an impact on behaviour and performance, and that self-efficacy beliefs can 

be affected through intervention (Bandura, 1997). Activities to systematically 

enhance self-efficacy and resilience could be integrated into aphasia interven-

tions, based for instance on the sources of self-efficacy briefly described in 

the introduction of this thesis (e.g. mastery experience and vicarious experi-

ence (Bandura, 1997)), thereby adding more tools to improve the functioning 

and well-being of people with aphasia. It is, in fact, likely that such processes 

are at work in aphasia group therapy programs, even if the constructs self-

efficacy or resilience are not explicitly targeted. Many group interventions 

give opportunity for mastery experience, vicarious experience, and the receiv-

ing and giving of social support (Elman & Hoover, 2013). It is possible that 

enhancement of self-efficacy and resilience may be a part of the mechanism 

behind positive outcomes of such group interventions, which may be difficult 

to quantify. For instance, Hoover et al. (2020) describe a conversation group 

intervention for PWSA, where post treatment measurements showed some im-

provement in the participants’ linguistic and communicative abilities. But 

these slight increases in the quantitative measures did not capture, and could 

not explain, the improvements regarding increased engagement, adoption of 

multimodal communication methods and sharing of new information, that 

were observed by the involved clinicians and family members (Hoover et al., 

2020). Such improvements may, in part, be attributable to enhanced self-effi-

cacy and/or resilience. Increased communication confidence has been shown 

to be an outcome of aphasia group participation (Plourde et al., 2019), thereby 

proving that it is possible to improve confidence. Whether this also improves 

functional communication remains to be examined. Perhaps, with further re-

search, the effect of self-efficacy and resilience on communication could be 
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better understood, and, if proven important, systematic strategies to build self-

efficacy and resilience could be put to more structured, intentional use to max-

imise the effect? Enhancement of self-efficacy and resilience cannot replace 

interventions directly targeting language and communication. But, as elo-

quently put by Bandura: “self-belief does not necessarily ensure success, but 

self-disbelief assuredly spawns failure” (Bandura, 1997, p. 77). 

Ethical discussion 

As has been mentioned several times throughout this thesis, people with apha-

sia are frequently excluded from stroke research, usually with reference either 

to inability to give informed consent or inability to participate in the assess-

ments used for data collection (Brady et al., 2013; Townend et al., 2007). This 

is particularly true for PWSA. This means that much stroke research is sys-

tematically biased, and results regarding for instance predictors for participa-

tion, return to work, or quality of life are not representative of the stroke pop-

ulation, but only of the part who does not have aphasia (e.g. Boudokhane et 

al., 2021; de Graaf et al., 2020; Nascimento et al., 2021, to give a few exam-

ples). Consequently, there is a very real risk that development of rehabilitation 

interventions for stroke survivors are based on evidence that is not applicable 

to people with aphasia, resulting in methods and interventions that are inef-

fective or inaccessible to them (Alexander, Pillay, & Smith, 2018). This is an 

ethical, scientific, and clinical problem. 

Research in rehabilitation populations poses several ethical challenges 

(Blackmer, 2003), and the question of including or excluding PWSA is cer-

tainly one of them. Most researchers are highly aware of and eager to respect 

and protect the patients’/participants’ rights and integrity, in accordance with 

the Declaration of Helsinki (World Medical Association, 2013), which clearly 

states that special care should be taken to protect vulnerable groups and indi-

viduals. However, the declaration also states that “Groups that are underrepre-

sented in medical research should be provided appropriate access to participa-

tion in research.” (World Medical Association, 2013). This is at present highly 

relevant to people with aphasia in stroke research, and it is the responsibility 

of stroke researchers to design studies where people with aphasia can partici-

pate. 

This thesis consists of studies specifically including PWSA, and the ethical 

challenges are undeniable, but not unsurpassable. The author’s extensive clin-

ical experience with this population was important during recruitment and data 

collection in order to ensure the ethical approach to the participants. The pro-

cedure for informed consent has been detailed in the methods section, table 3. 

Allowing the consent procedure to comprise several steps, and involving a 

significant other as a helper (if the PWSA so wished) as suggested by Stein 

and Brady Wagner (2006), ensured that the PWSA had ample opportunity to 
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process and reflect upon the information, and were supported in their decision 

by their significant others. Indeed, with some participants with very severe 

impairment of language comprehension and additional cognitive deficits, it is 

not possible to be sure that the information was understood in its entirety, and 

the consent was then in effect a combination of participant and proxy consent. 

Close monitoring of the participant during the whole data collection was es-

sential, to assess continuous assent to participate, and to be prepared to recog-

nise and respect expressions of dissent (Black, Rabins, Sugarman, & 

Karlawish, 2010).  

Actually meeting the potential participant in person, to make as sure as 

possible that the information about the study was understood, was considered 

necessary in this project. In addition, it was thought to be positive to give the 

PWSA an opportunity to have a look at the author of this thesis, with whom 

they would spend several hours of possibly arduous assessments, before de-

ciding whether to participate. However, there is also a risk that the PWSA 

might feel uncomfortable declining participation once they had met the author. 

To minimize this risk, potential participants were explicitly reminded that par-

ticipation was entirely voluntary, and that they did not have to decide during 

the information visit. This gave them the opportunity to reflect and to state 

their decision when the author was not present.  

The author of this thesis has many years of experience of home visits as a 

clinician. To limit the strain put on the participants, the author visited most of 

them in their homes. In addition to making participation logistically easier and 

less tiring for the participants, it was also thought to be beneficial to be in an 

environment where they felt comfortable. Many of the assessments focused 

on the participants’ difficulties, and undergoing such assessments might in-

duce feelings of vulnerability. Moreover, performing the assessments in the 

participants’ home improved the chances that a significant other could be near 

at hand, which was thought to further ensure the integrity and the assessment 

of continuing assent of the participant. Of course, visiting the participants in 

their home can also be perceived as too private and intrusive. The participants 

were offered to choose another location, but none made use of that offer.  
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Methodological discussion and limitations 

There are a number of methodological considerations and limitations within 

this thesis, that need to be acknowledged and discussed. 

Participants 

The vast majority of persons with aphasia who were visited and received de-

tailed information about the study from the author chose to participate, only 

three declined. However, it is not known how many declined to be contacted 

by the author in the first step, since the initial information was given by other 

recruiters. Therefore, it is not possible to draw definite conclusions regarding 

to what extent the sample is representative of the population with severe post-

stroke aphasia. It is, however, absolutely certain that the sample is not repre-

sentative regarding gender. A majority of the participants with aphasia were 

men (71 % in Study I). Prevalence of post-stroke aphasia has been reported to 

be evenly distributed between the genders (Ellis, Hardy, Lindrooth, & Peach, 

2018; Laska et al., 2001). There are some reports of women more often refus-

ing to participate in stroke clinical trials (O'Neill et al., 2019), but no gender 

differences of this magnitude have been reported. The explanation for the gen-

der bias in our sample must then be the result of some aspect of the recruitment 

procedure. The significant others were necessarily an important contact chan-

nel through which the participants were recruited. The significant others also 

participated by completing questionnaires. For Study I, where 71% of the par-

ticipants with aphasia were male, an even larger proportion; 79% of the par-

ticipants with aphasia had a female as participating significant other (mostly 

wives, but also daughters, mothers, sisters, ex-wives, friends and formal care-

givers). Another three participants with aphasia had both a man and a woman 

as participating significant others (in two cases both parents, and in one case 

an ex-spouse and a formal caregiver). Only seven (15%) of the PWSA had a 

male as single participating significant other (husbands, sons, one father and 

one brother). Thus, of the 50 participating significant others, 80% were fe-

male. This reverse gender bias among the significant others could be inter-

preted in several ways. Women might, in contrast to the suggestion by O'Neill 

et al. (2019) be more positive to research participation (in this case on behalf 

of the PWSA), or they might be more likely to arrange for the PWSA to be a 
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member of the Aphasia Association, making them more easy to get in touch 

with. Or the recruiters in the first step might for some reason be more likely 

to approach a female significant other with the question about research partic-

ipation. A similar gender bias pattern was present in the sample of a Swedish 

survey study of informal caregivers in stroke. In that study, 32.6% of the par-

ticipating stroke survivors were female, but 68.9% of the participating infor-

mal caregivers were female (Sennfält & Ullberg, 2020). Since recruiting 

PWSA is complicated and most previous studies are small, it was prioritised 

to include as many as possible, rather than maintaining an even gender distri-

bution. However, the gender bias in the sample is a methodological flaw and 

should be kept in mind when interpreting the results. 

The aphasia of the participants in studies I, II and IV was classified as being 

severe, using the six step scale ASRS from the Boston Diagnostic Aphasia 

Evaluation (Goodglass et al., 2001). As mentioned in the introduction, aphasia 

severity can be rated in several different ways, and the exact limits between 

the different degrees are always somewhat artificial. ASRS gives much weight 

to expressive language. Due to this thesis’ focus on functional communication, 

of which the ability to express oneself through speech is probably the most 

salient feature, ASRS was considered to be the most adequate rating instru-

ment for the present purposes. When using ASRS, it is common to classify 0-

2 as severe aphasia (e.g. Darrigrand et al., 2011; Koleck et al., 2017; Van de 

Sandt-Koenderman et al., 2007). A rating of 2 is defined as “Conversation 

about familiar subjects is possible with help from the listener. There are fre-

quent failures to convey the idea, but the patient shares the burden of commu-

nication.” The next level, ASRS 3, is commonly referred to as moderate apha-

sia, and is defined thus: “The patient can discuss almost all everyday problems 

with little or no assistance. Reduction of speech and/or comprehension, how-

ever, makes conversation about certain material difficult or impossible.” It is 

evident that there is quite a leap between the levels 2 and 3. A person with 

aphasia who just fails to reach a rating of ASRS 3 might well in a clinical 

context be considered to have moderate aphasia. Some of the participants did 

in fact have relatively high total scores on the language test CAT, despite be-

ing classified as having severe aphasia. There were generally two explanations 

for this; some participants had well preserved language comprehension, and 

some had well preserved repetition ability. This yields many points in CAT, 

but does not to a large degree influence the ASRS rating (particularly not the 

repetition, which is neurolinguistically important for diagnosis, but has limited 

impact on functional communication).  

It is highly probable that many, perhaps the majority, of the participants 

have apraxia of speech (AOS) in addition to their aphasia. AOS is “an ac-

quired disorder of learned volitional actions associated with a breakdown in 

the planning or programming of the movements needed for speech” (Miller & 

Wambaugh, 2017, p. 493). However, no assessment of AOS was performed. 
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The reason for this was that the differential diagnosis between AOS and apha-

sia relies heavily on the analysis of speech errors (Strand, Duffy, Clark, & 

Josephs, 2014) and it was expected that many of the participants would not be 

able to produce enough speech for such assessments to be very informative. 

In addition, the co-occurrence of AOS with severe aphasia is extremely com-

mon, whilst severe AOS without aphasia is very rare (Miller & Wambaugh, 

2017). The focus of this thesis was on the functional communication, which 

will in cases of co-occurring AOS be the result of the combined linguistic 

impairment of aphasia and the speech motor impairment of AOS, and it was 

not a priority to disentangle the two. The failure to screen for AOS could entail 

a risk to include people with a mild aphasia but a severe AOS. However, such 

individuals would be expected to have significantly better writing than speech, 

and could be identified on such grounds. In fact, one potential participant with 

exactly such a profile was excluded for not meeting the inclusion criteria. 

There was no accessible information about the participants’ general level 

of functioning, such as Barthel Index (Mahoney & Barthel, 1965) or Func-

tional Independence Measure (FIM). Such information could have conveyed 

a sense of the general severity of the participants’ disabilities, and it would 

have been informative to relate for instance the self-efficacy ratings to general 

functioning. Unfortunately, this was not possible. For many of the partici-

pants, several years had passed since their stroke, and many had no regular 

contact with rehabilitation professionals. Thus, there were no recent medical 

records of their general functioning, and there were no resources to obtain new 

assessments of functioning specifically for this project.  

Material 

A challenge in the work with this thesis was the dearth of instruments trans-

lated, adapted to, and validated in Swedish. Three of the instruments were 

translated and adapted by the author; Scenario Test (in collaboration with Jo-

ana Kristensson, University of Gothenburg), CLQT, and DLSES. One instru-

ment, SEC, was developed by the author specifically for Study IV. With CETI, 

an unofficial but widely spread Swedish adaptation was used. For CAT, 

BRIEF-A and CD-RISC approved Swedish versions were used, but at the time 

of the studies no Swedish validation or norms existed. This, of course, makes 

the interpretation of results somewhat precarious. The lack of validated instru-

ments is a serious problem for both researchers and clinicians in Sweden. 

The translation of Scenario Test from the English version was performed 

by the author of this thesis in close collaboration with another PhD student 

(Joana Kristensson, University of Gothenburg). It was back translated to 

Dutch (the original language) and approved by the creators of Scenario Test. 

The translation of DLSES was performed by the author of this thesis, with 

assistance from the supervisors. Since it was assumed that the administration 



 

 77 

of DLSES would frequently demand further explanation of the items, rather 

than relying completely on the exact wording of them, it was judged that this 

informal translation, in combination with the prepared explanations, would 

suffice for the purposes of this thesis.  

CLQT is designed so that the tasks can be demonstrated instead of being 

entirely depending on verbal instructions. Based on this it was judged that an 

informal translation of these instructions by the author (with assistance from 

the supervisors) would suffice. CLQT is a battery intended for screening, and 

is therefore not sufficient to provide an in-depth assessment of executive func-

tions. The criterion cut offs are based on an American sample, which might 

not be representative of a Swedish population. Still, CLQT was selected based 

on the fact that it is specifically developed for, and thus feasible with, popula-

tions with communication disorders, and is intended to be administered by 

speech-language pathologists. The results in the present sample were similar 

to those found in the left hemisphere damaged sample presented in the CLQT 

manual (Helm-Estabrooks, 2001). Inclusion of a control group would have 

allowed more reliable conclusions about the relative extent of executive dys-

function in the sample. Since this was not a main purpose of the research, a 

control group was not considered necessary. It is also somewhat unclear what 

control group would have been most adequate and informative. 

Avoiding linguistic demands when measuring executive functions inevita-

bly leads to relying instead on material that demands visuospatial processing, 

which is frequently affected by stroke (Sand et al., 2013). Given the severe 

language impairments of the participants, it was nonetheless considered more 

important to avoid linguistic demands. In addition, stroke patients with apha-

sia do not, as a group, seem to have severe visual impairments as a result of 

their stroke (Smith & Bhutada, 2021). The author of this thesis has many years 

of clinical experience in assessing individuals with aphasia and the adjust-

ments that can be needed due to visual impairments (e.g. placement of visual 

material and bringing the whole page to the attention of the participant), and 

made use of these skills during data collection. 

DLSES, which was used to measure self-efficacy, is not yet widely spread, 

compared to for instance the Stroke Self-Efficacy Questionnaire (Jones, 

Partridge, & Reid, 2008) or the General Self-Efficacy Scale (Schwarzer, & 

Jerusalem, M., 1995). Nonetheless, DLSES was considered to be the most 

suitable self-efficacy instrument for this thesis for two reasons. The main rea-

son was that DLSES covers psychological and social functioning, which is 

likely to be closely related to communication and therefore highly relevant in 

the aphasia population. The second reason was that DLSES is deliberately de-

signed to separate self-efficacy for daily living from level of physical impair-

ment (Maujean, 2011; Maujean et al., 2013). It focuses on the individual’s 

belief in their ability to attain the end goal of a certain task (get the shopping 
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done or get the house cleaned), rather than in physically performing the activ-

ity. This was considered important since the participants were expected to, and 

did, display a wide range of motor impairment. 

CD-RISC has been criticised for having a single focus on the individual 

(Windle, Bennett, & Noyes, 2011). Indeed, in a study of individuals with de-

mentia presented by Harris (2008), it becomes very clear that the quality of 

relations with family members, and the availability of support in the commu-

nity (such as health care providers, patient organisations and so on) are vital 

facets of the resilience process of an individual. From that point of view, ques-

tionnaires asking about personal attitudes and beliefs about one’s own behav-

iour in the face of adversity, captures only one aspect of resilience. Neverthe-

less, it is also evident from Harris (2008) that the personal attitudes, skills and 

beliefs (such as problem solving skills, acceptance of situations, willingness 

to accept help, and fighting spirit) are central to resilience. Thus it can be mo-

tivated to measure that individual aspect of resilience, as long as one keeps in 

mind that it is just one part of the resilience process. However, in future studies 

of resilience in the aphasia population, the social support aspect of the con-

struct ought to be included, since it has been identified by people with aphasia 

and their families to be an important factor for resilience (Cyr, 2010). PWSA 

are more likely than other stroke survivors to have difficulties establishing and 

maintaining relationships due to their communication disorder (Davidson, 

Howe, Worrall, Hickson, & Togher, 2008; Northcott & Hilari, 2011; Parr, 

2007), and may thus be particularly apt to lack sufficient social support, and, 

consequently, be at higher risk of experiencing low resilience. 

Rigour of Study III 

There is reason to scrutinise the rigour of Study III separately, being the only 

study with a qualitative design in this thesis. Since the study was performed 

according to cognitive interviewing methodology, its quality and limitations 

will be discussed in relation to quality criteria described within that tradition 

(Miller, Chepp, et al., 2014), rather than the more extensive criteria for quali-

tative research, suggested by Lincoln and Guba (1985). 

According to Miller, Chepp, et al. (2014), the trustworthiness of a cognitive 

interviewing study is demonstrated through transparency and reflexivity. 

Transparency is demonstrated through providing the reader with a clear and 

complete description of how the research was conducted and what decisions 

were made along the way. The considerations and decisions underlying the 

recruitment, the sample, the procedure of the interviews, and the analysis pro-

cess are described in Study III. However, there are a number issues to discuss. 

Study III included 11 informants purposively selected among the significant 

others who participated in Study II. The interviews cover 20 of the 75 items 

in BRIEF-A. This is a small study, and conducting interviews covering all of, 
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or a majority of, the BRIEF-A items might have yielded different results. This 

would have demanded more participants, since it was not feasible to cover all 

items in a single interview. However, interview data collection for Study III 

continued until no further themes emerged. 

The author conducted the interviews and performed the main part of the 

analyses in Study III. The author has long clinical experience with PWSA and 

their significant others and had, prior to the interviews, had contact with all 

the informants during data collection. This also meant that the informants were 

aware that the interviewer had knowledge about “their” PWSA. These were 

important prerequisites for the study, that made it possible for the author to 

ask relevant probe questions to gain more detailed information. The prior ac-

quaintance with the PWSA made it possible for the informants to talk about 

everyday functioning in relation to the BRIEF-A items, without having to first 

explain the general difficulties of the PWSA. The author’s clinical experience 

of the population, in combination with this acquaintance with the participants 

and their respective PWSA, constitute a prolonged engagement that is consid-

ered to be important for trustworthiness in qualitative research (Korstjens & 

Moser, 2018).  

Reflexivity refers to the researcher’s awareness of, and reflections upon, 

how their presence and possible bias may have affected the results (Miller, 

Chepp, et al., 2014). The acquaintance with the PWSA described above, may 

have constituted a bias, since the author had only met the PWSA in the limited 

context of data collection and could have formed under- or overestimations of 

their everyday functioning. There is a risk that this could affect the probe ques-

tions. Another risk of bias was the unexpected nature of the BRIEF-A results 

in Study II. This may have influenced the author to look for “faults” and be 

particularly vigilant to responses indicating for instance that BRIEF-A did not 

measure the intended constructs. Simultaneously, the unexpected results in 

Study II were the main reason for conducting Study III, and were, in combi-

nation with the author’s prior knowledge about the population and the partic-

ipants, necessary to be able to probe deep enough to uncover the informants’ 

interpretations of the items. In order to ensure reflexivity, a research diary was 

kept during data collection and analysis, where plans, reflections, discussions 

and decisions were noted, and repeatedly reviewed during the process. 

Theoretical framework 

In order to be studied, the constructs proposed in the model of communicative 

competence, although well-defined on a theoretical level, need to be opera-

tionalised into something that can be measured, which is something that Light 

herself points out (Light, 1989). Within this thesis, strategic skill was opera-

tionalised as executive function. This decision was based on the description 

of strategic skill as coping strategies that allow people to make the best of 
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what they do know and can do, to compensate for limitations inherent to them-

selves (e.g. the language impairment of aphasia), or imposed by external fac-

tors (e.g. an unskilled communication partner) (Light & McNaughton, 2014; 

Light et al., 2003). These descriptions indicate the importance of executive 

functions to strategic skill. However, there is admittedly more to strategic skill 

than just executive functions. Light et al. (2003) suggests that it is also influ-

enced by personality and culture. In addition, it is suggested that the ability to 

understand and adapt to the ability of the communication partner is an im-

portant part of strategic skill, since all communication strategies may not be 

equally effective with all communication partners. This would be an ability 

more related to theory of mind or mentalising (Siegal & Varley, 2006; 

Willems et al., 2011). Simultaneously, it is probable that executive functions 

are important to some aspects of one of the other domains in the model; the 

operational skill. This domain refers to the operation of alternative communi-

cation modes, which apart from motor skills frequently entails navigation 

among stored messages (e.g. in a communication book or an iPad). This de-

mands, for instance, working memory, planning, and inhibition. It can thus be 

argued that the operationalisation of strategic skill as executive functions is 

both too narrow (because strategic skill is more than just executive functions) 

and too wide (because executive functions are related to several domains in 

the model). The reasoning behind the decision was that even though executive 

functions are not synonymous with strategic skill, they are most likely a cru-

cial prerequisite for strategic skill. In addition, executive function is a concept 

that is readily understood and established in stroke research and clinic, and it 

is known to have wider implications for rehabilitation and well-being, which 

constituted further support for the need to study executive functions in the 

population of stroke survivors with severe aphasia. 

The operationalisation of confidence as self-efficacy was motivated along 

similar lines. The description of confidence in the communicative competence 

model as being the individual’s belief in their ability to communicate success-

fully in a given situation, aligns very well with definitions of self-efficacy. 

There is a theoretical context which specifies what self-efficacy is, how self-

efficacy can be affected, and its relation to behaviour and performance. Fur-

ther, there are readily available instruments for measuring self-efficacy, and 

there is a body of research about self-efficacy and functioning in stroke reha-

bilitation. This is important, since the theoretical origin of self-efficacy sug-

gests possible courses of action to integrate self-efficacy enhancing activities 

into intervention programs, should the construct be proven to be important. 

The model of communicative competence (Light, 1989; Light & 

McNaughton, 2014; Light et al., 2003) has been criticised for putting too much 

focus on the individual with the communication disorder, and not taking into 

account that communication is co-created between two interlocutors within a 

context (Teachman & Gibson, 2014). If regarded as a model of communica-

tion, this is a shortcoming. However, for the purposes of this thesis, where the 
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focus was specifically the intra-individual, non-linguistic factors influencing 

functional communication in PWSA, the model proved useful. In contexts 

where the focus is instead on interaction and on participation in everyday life, 

other models can be adopted. In addition to the already described model of 

situated language use (Doedens, & Meteyard, 2018; Doedens & Meteyard, 

2020), there are more holistic frameworks that explicitly include the commu-

nication partner and other environmental factors. Prominent examples are the 

immensely influential work of Aura Kagan and collaborators with Supported 

Conversation for Adults with Aphasia (SCA) (Kagan, 1998) and the Living 

with Aphasia: Framework for Outcome Measurement (A-FROM) (Kagan et 

al., 2008). Another influential framework is the Supporting Partners of People 

with Aphasia in Relationships and Conversations (SPPARC) (Lock et al., 

2001). There is a growing body of research about interventions to improve the 

skills of the communication partner (Simmons-Mackie et al., 2010; Simmons-

Mackie, Raymer, & Cherney, 2016). The reason for choosing to investigate 

functional communication in severe aphasia within the framework of the com-

municative competence model was certainly not to move back towards an in-

tra-individual perspective on communication or disability. While communica-

tion is undisputedly accomplished by a dyad, the individual with aphasia is 

half that dyad, and the ambition in this thesis has been to broaden the view we 

take on that half, and investigate factors that might impact on communication 

but of which we know very little. Overall, the application of the communica-

tive competence model to severe aphasia can contribute new insights and sug-

gest new lines of inquiry to further our understanding of functional communi-

cation in both research and clinical work. 
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Conclusions 

The overall aim of this thesis was to expand our knowledge about the relation-

ship between functional communication, language and three non-linguistic 

factors; executive functions, self-efficacy, resilience. An additional aim was 

to investigate the assessment of these non-linguistic factors in severe aphasia. 

In Study I, the relationships between functional communication, language, 

and executive functions were investigated. The results confirm that impair-

ments of executive functions are common in PWSA, and that there is a relation 

between executive and language functions. The ability to produce verbal out-

put is, as expected, closely related to functional communication. However, 

when verbal output is severely limited, executive functions seem to be an im-

portant factor for functional communication. There is a large variation of ex-

ecutive functions and functional communication in PWSA, particularly 

among those with severely limited verbal output. This is an important obser-

vation, showing that on an individual level, conclusions about executive func-

tions or functional communication cannot be drawn based on language func-

tion alone. Clinically, it is therefore important that PWSA are given a com-

plete and proper evaluation of their abilities, and that the importance of exec-

utive functions for functional communication is considered in intervention. 

Study II and III focused on the assessment of executive functions in PWSA. 

In Study II, the results from two types of instruments; the standardised, neu-

ropsychological screening battery CLQT, and the informant report version of 

BRIEF-A, were compared. The results suggest that standardised neuropsycho-

logical tests and informant reports of executive functions do not measure the 

same construct and, consequently, cannot be used as substitutes for each other. 

In addition, the quantitative informant reports of executive functions do not 

provide information that is relevant to the understanding of functional com-

munication in severe aphasia. There was a systematic bias towards informant 

reports detecting significantly less executive problems than the standardised 

screening. In Study III, where interviews were conducted to explore this bias, 

validity issues were revealed, due to the variation in the participants’ interpre-

tations of the items. The informants frequently responded in relation to expec-

tations that had been adjusted to the abilities of the PWSA, possibly explaining 

the low detection of executive dysfunction. The use of informant reports does 

not solve the problem with aphasia being a confounding factor in assessment 

of executive functions in PWSA. The results of Study III indicated that the 
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quantitative results of BRIEF-A informant reports should be interpreted with 

great caution, since it is uncertain to what extent they actually represent exec-

utive functions. 

In Study IV, the psychosocial factors self-efficacy and resilience, the as-

sessment of them, and their relation to functional communication in severe 

aphasia, were explored. The results suggest that with adaptation of materials 

and administration procedure, assessment of self-efficacy and resilience is 

possible in a majority of PWSA. PWSA have decreased self-efficacy and re-

silience, compared to previously reported results from general populations. 

The findings indicate no association between self-efficacy or resilience and 

severity of language impairment, nor between self-efficacy or resilience and 

functional communication. However, the additional results presented in this 

thesis indicate that a relation to functional communication may exist, but may 

be obscured by impairment of EF. 

In the introductory chapter of this thesis, the constructs and results have 

been discussed in relation to the model of communicative competence devel-

oped by Light and co-workers (Light 1989; Light & McNaughton, 2014; Light 

et al., 2003), which has previously rarely been adopted in aphasia research. 

Using the model of communicative competence as a framework in studies of 

functional communication in severe aphasia is feasible. It has the potential to 

inspire new lines of inquiry in aphasia research, as well as offering a frame-

work to guide clinicians in structuring and interpreting assessments and ob-

servations, and in planning intervention. 

Future research 

This thesis sought to expand our knowledge about functional communication 

in severe aphasia and its relationship to three non-linguistic factors. However, 

much work remains before we know enough to truly understand functional 

communication and can give optimal support to PWSA.  

In the work with this thesis, the model of communicative competence was 

applied to the study of functional communication in severe aphasia. Strategic 

skill was operationalised as executive function. Executive function seems to 

be a prerequisite for strategic skill, but information about an individual’s ex-

ecutive function is not enough to understand what communication strategies 

the person actually generates, or how they are used. To learn about strategic 

skill in action, it would be necessary to work together with the experts them-

selves; the PWSA, to observe their communication in normal, everyday life. 

There are examples of aphasia research successfully adopting observation and 

analysis methodologies that could serve as inspiration for such studies (e.g. 

Anglade et al., 2019; Anglade, Le Dorze, & Croteau, 2021; B. Davidson, 

Worrall, & Hickson, 2003; A. L. Holland, 1982), but none that specifically 

investigates strategic skill. Beyond further exploration of strategic skill, the 
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model of communicative competence suggests other constructs to investigate, 

such as the operational and social skills, and the psychosocial factors motiva-

tion and attitude. 

We need more research about the specific role of executive functions in 

functional communication. What components of executive functions are par-

ticularly important? How can they be identified and studied in relation to com-

munication? It is conceivable that the ability to predict and plan is important, 

to allow the PWSA to, for instance, take photographs in situations they want 

to tell someone about later, or remember to bring their communication aid 

when they go to visit someone. Abilities of this kind, that operate over a longer 

space of time, are difficult to measure with a standardised test, and they are 

not captured with either Scenario Test or CETI. 

The more detailed knowledge about executive functions and communica-

tion that will hopefully be generated over time must then be put to clinical use 

in intervention. There have been several efforts to develop interventions inte-

grating the training of executive functions into aphasia therapy. A review, 

along with a presentation of their own method, can be found in Mayer, 

Mitchinson, and Murray (2017). However, few methods are directed towards 

severe aphasia, with the exception of the Multimodality Communication Pro-

gram (Purdy & Wallace, 2016; Purdy & Van Dyke, 2011), which has shown 

some positive results in PWSA and would be well worth further investigation 

and development. Thus, there is some promising work, but much remains to 

be done. 

There is a growing body of research about executive functions in aphasia. 

But still, many persons with aphasia are not given a proper evaluation of their 

cognitive functions, and we seem to be far from a consensus about how exec-

utive (and other cognitive) functions should be assessed in this population. 

This is an area where several rehabilitation professions, such as speech-lan-

guage pathologists, neuropsychologists and occupational therapists, need to 

work closely together to find a solution. 

This thesis, just like most aphasia research, focused on face-to-face com-

munication. However, this is an insufficient view. If we wish to understand 

the everyday, functional communication of PWSA, we need to move away 

from the notion that functional communication equals face-to-face communi-

cation, and acknowledge that digital communication and social media are a 

large and important part of peoples’ everyday communication. Aphasia re-

search needs to strive to increase our knowledge about these communication 

modes for people with aphasia, in order to be able to provide relevant inter-

vention. Having difficulties accessing digital communication and social media 

is a major participation restriction. We are beginning to see some work in the 

field of aphasia and social media (e.g. Buchholz, Ferm, & Holmgren, 2018; 

Taubner, 2019), but much remains to be done. 
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The results in this thesis indicate that further exploration of self-efficacy 

and resilience in aphasia is warranted, both in relation to functional commu-

nication and in connection with general rehabilitation outcome and well-be-

ing. The instruments used in this thesis are promising, but the adaptations of 

materials and administration procedure should be reviewed and refined in col-

laboration with people with aphasia. Further, the psychometric properties of 

the instruments when used in this population need to be established. With val-

idated instruments, further exploration of the relations between self-efficacy, 

resilience and functional communication could be accomplished. There are 

already examples of interventions designed to enhance self-efficacy and resil-

ience in stroke survivors, and studies of how such programs could be made 

accessible and relevant to people with aphasia are much needed. 

The lack of validated instruments in Swedish is a recurring issue in both 

research and clinic, and one where much work remains to be done. For those 

who wish to translate, adapt, and validate existing instruments, or develop new 

ones, there will be no lack of tasks in the near future.  

Finally, the stroke research community needs to make an effort to conduct 

studies in a way so that stroke patients with aphasia can be included to a larger 

extent, to avoid stroke rehabilitation evidence that is only valid for those with-

out aphasia. 
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Summary in Swedish 

Bakgrund och syfte  

Afasi är en språkstörning som orsakas av skador i de delar av hjärnan som 

är avgörande för processande av språk. Samtliga språkliga modaliteter kan 

drabbas i varierande grad; förmågan att uttrycka sig i tal och skrift, såväl 

som förmågan att förstå andras tal och skrift. Den vanligaste orsaken till 

afasi är stroke i vänster hjärnhalva. Ungefär en tredjedel av alla som drab-

bas av stroke får afasi. Att ha afasi kan få omfattande negativa konsekven-

ser för rehabilitering och välmående. Bland annat vet man att personer som 

haft stroke och har afasi har sämre psykisk hälsa och sämre livskvalitet, 

jämfört med personer som haft stroke utan att få afasi. 
Vid grav afasi har man stora svårigheter att uttrycka sig språkligt, vissa kan 

inte tala eller skriva alls. I allmänhet finns även en påtaglig nedsättning av 

förmågan att förstå språk, även om detta ofta fungerar bättre än att själv ut-

trycka sig. Personer med grav afasi utesluts ofta när man forskar om stroke, 

och de inkluderas inte heller alltid i forskning om afasi. Vi har därför begrän-

sade kunskaper om vilka faktorer, utöver de språkliga svårigheterna, som på-

verkar kommunikationen vid grav afasi. 

Målet för logopediska insatser till personer med grav afasi är ofta att uppnå 

så god funktionell kommunikation, delaktighet och livskvalitet som möjligt, 

trots de språkliga svårigheterna. Med funktionell kommunikation menar man 

ungefär förmågan att kunna göra sig förstådd (oavsett hur) och förstå andra, i 

sitt dagliga liv. Intensiv språklig träning kan förbättra språkförmågan, men vid 

grav afasi är det vanligt att språket ändå inte kan förbättras tillräckligt mycket 

för att tillgodose de kommunikativa behoven i vardagen. Då behöver man få 

hjälp att utveckla andra sätt att kommunicera, till exempel använda gester och 

kroppsspråk, rita samt använda låg- eller högteknologiska kommunikations-

hjälpmedel. Ofta behöver man använda sig av flera olika kommunikationssätt. 

Närstående till personer med afasi behöver få lära sig hur de ska göra för att 

underlätta kommunikationen så mycket som möjligt. Bland personer med grav 

afasi efter stroke verkar det dock finnas en stor variation vad gäller förmåga 

till funktionell kommunikation. För många är det svårt att använda alternativa 

kommunikationssätt, och dessa svårigheter tycks inte bara bero på de språk-

liga svårigheterna (alltså själva afasin), det verkar även finnas andra påver-

kande faktorer. Kunskapen om vilka icke-språkliga faktorer som är viktiga för 
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kommunikationen vid grav afasi är begränsad, och det gör att det är svårt att 

avgöra vilka insatser som passar en viss person med grav afasi bäst. 

I den här avhandlingen studeras tre olika faktorer som kan misstänkas ha 

en inverkan på den funktionella kommunikationen: exekutiva funktioner, upp-

levd självförmåga (self-efficacy) och resiliens.  

Exekutiva funktioner är ett samlingsbegrepp för en grupp högre kognitiva 

funktioner som reglerar planering och genomförande av handlingar, samt mål-

styrd hantering av problem som vi ställs inför. Exekutiva funktioner är viktiga 

bland annat för att kunna identifiera problem och komma på samt genomföra 

lösningar, och för att byta strategi om något man gör inte fungerar. Uppmärk-

samhet och arbetsminne brukar också helt eller delvis räknas till exekutiva 

funktioner. Att samtala när man på grund av grav afasi har ett ofullständigt 

fungerande språk kräver att man hela tiden kommer på lösningar på de kom-

munikationsproblem som uppstår, och det är troligt att exekutiva funktioner 

är viktiga vid sådan problemlösning. Man vet från tidigare forskning att exe-

kutiva funktioner har betydelse för vilket resultat man får av rehabilitering 

efter stroke generellt. Det finns studier som pekar på att exekutiva funktioner 

är viktiga för kommunikationen när man har afasi, men studierna har ofta få 

deltagare med en stor spridning av afasins svårighetsgrad, vilket innebär att 

den specifika kunskapen om personer med grav afasi är begränsad. 

Upplevd självförmåga (self-efficacy)1 är en persons tilltro till den egna för-

mågan att klara av en viss aktivitet eller uppgift. Den upplevda självförmågan 

beror förstås till stor del på vilken förmåga man faktiskt har att klara av den 

aktuella uppgiften. Men man vet också att den upplevda självförmågan har 

betydelse för hur väl man lyckas, till exempel genom att påverka vilka mål 

man sätter upp och hur stor ansträngning man lägger ned för att nå målen. 

Studier har visat att upplevd självförmåga har betydelse för både funktions-

nivå och livskvalitet hos personer som har haft stroke, men det finns nästan 

inga studier om upplevd självförmåga hos personer med afasi. Det är möjligt 

att upplevd självförmåga kan påverka en persons benägenhet att försöka kom-

municera i olika situationer. 

Resiliens kan enkelt beskrivas som förmågan att ”komma igen” efter svå-

righeter eller motgångar. En person med hög resiliens är mer benägen att göra 

nya försök, trots tidigare motgångar. Resiliens är, precis som upplevd själv-

förmåga, viktigt för psykiskt välmående efter stroke, men återigen finns näs-

tan inga studier om resiliens hos personer med afasi. När man har afasi är det 

troligt att man ofta råkar ut för att kommunikationen misslyckas och att man 

inte förmår förmedla det man vill ha sagt. Resiliens skulle kunna påverka 

                               

 
1 Det finns ingen helt vedertagen svensk översättning av den engelska termen self-efficacy. Här 
används självförmåga, som är den term som anges i Psykologilexikon (https://www.psykologi-
guiden.se/psykologilexikon), men även egenförmåga förekommer som översättning. 

https://www.psykologiguiden.se/psykologilexikon
https://www.psykologiguiden.se/psykologilexikon
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huruvida en person fortsätter göra nya försök trots misslyckanden, och därmed 

också får fler chanser att lyckas och att utveckla sin kommunikation. 

En särskild utmaning i arbetet med att undersöka vilka faktorer som påver-

kar kommunikationen hos personer med grav afasi, är att instrument som van-

ligtvis används för att mäta sådana faktorer ofta inte fungerar att använda i den 

här gruppen. Det beror på att de språkliga svårigheterna hos personer med grav 

afasi innebär att tester och frågeformulär inte får baseras helt på förståelse av 

muntliga eller skriftliga instruktioner och frågor, och det får inte heller krävas 

några muntliga eller skriftliga svar. 

Avhandlingens övergripande syfte var att öka kunskaperna om sambandet 

mellan funktionell kommunikation, språk, och de icke-språkliga faktorerna 

exekutiva funktioner, upplevd självförmåga samt resiliens, hos personer med 

grav afasi. Ett ytterligare syfte var att utforska möjligheterna att mäta dessa 

icke-språkliga faktorer hos personer med grav afasi. 

I studierna deltog totalt 47 personer med grav afasi, samt deras närstående. 

Studie I 

I studie I undersöktes sambanden mellan funktionell kommunikation, 

språk och exekutiva funktioner. Många av deltagarna med afasi hade en 

nedsättning av exekutiva funktioner. Resultaten visade vidare att de som 

hade större språkliga svårigheter ofta också hade större påverkan på exe-

kutiva funktioner. Det fanns en stor variation vad gäller funktionell kom-

munikation, särskilt bland de deltagare som saknade verbal uttrycksför-

måga. 
När resultaten för alla 47 deltagarna analyserades fanns ett starkt samband 

mellan funktionell kommunikation och språklig förmåga. Ju bättre man ta-

lar/skriver, desto lättare går det att kommunicera, vilket var ett förväntat re-

sultat. Men bland de deltagare som saknade verbal uttrycksförmåga, och alltså 

var hänvisade till att använda alternativa sätt att kommunicera, fanns ett starkt 

samband mellan exekutiva funktioner och funktionell kommunikation.  

Studie II 

I studie II jämfördes två metoder för att mäta exekutiva funktioner; ett stan-

dardiserat, neuropsykologiskt screeningmaterial, och ett formulär för närstå-

endeskattning. Dessutom undersöktes om det fanns ett samband mellan när-

ståendeskattningar av exekutiva funktioner och funktionell kommunikation. 

Med den formella screeningen CLQT befanns 79 % av deltagarna ha ned-

satta exekutiva funktioner. Motsvarande siffra vid närståendeskattning med 

BRIEF-A var 5 %. Det fanns alltså inget samband mellan resultaten från dessa 
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två olika mätinstrument, trots att båda uppges mäta exekutiva funktioner. Det 

fanns heller inget samband mellan resultat från närståendeskattning av exeku-

tiva funktioner och funktionell kommunikation.  

Studie III 

Eftersom diskrepansen mellan de båda instrumenten var så stor i studie II, 

var det angeläget att försöka förstå vad den skillnaden berodde på. Studie 

III utformades därför som en intervjustudie, där elva av de närstående som 

fyllt i närståendeskattningen BRIEF-A intervjuades om hur de tolkade frå-

gorna och svarsalternativen i formuläret. 
Resultaten visade att olika närstående kunde ha väldigt olika tolkningar av 

vad frågorna i BRIEF-A handlar om, och det gjorde att deras svar ibland inte 

alls återspeglade de exekutiva funktionerna hos personen med afasi, utan nå-

gon annan förmåga (t ex allmän ork istället för arbetsminne). De närstående 

uttryckte också att de inte vill ”döma” personen med afasi för hårt, och de 

valde därför ofta det mer positiva svarsalternativet i fall då de tvekade mellan 

två alternativ. De närstående beskrev vidare att de besvarade frågorna utifrån 

vad de tyckte var rimligt att förvänta sig av personen med afasi, vilket gör det 

svårt att använda resultaten för att bedöma nivån av exekutiva funktioner, då 

olika närstående jämför med olika funktionsnivåer. Dessutom gjorde afasin 

att vissa frågor var svåra att svara på, då den aktivitet som efterfrågades kunde 

vara problematisk på grund av språksvårigheterna, istället för på grund av ex-

ekutiva svårigheter, vilket är det som förutsätts i formuläret. 

Studie IV 

I studie IV studerades sambanden mellan upplevd självförmåga, resiliens 

och funktionell kommunikation, samt hur det går att mäta sådana begrepp 

hos personer med grav afasi.  

Resultaten gav visst stöd för att de abstrakta begreppen upplevd självför-

måga och resiliens kan mätas på ett tillförlitligt sätt hos de flesta personer 

med grav afasi, förutsatt lämplig anpassning av material och genomfö-

rande.  

Resultaten påvisade nedsatt upplevd självförmåga och resiliens, i jämfö-

relse med rapporter från normalbefolkning i andra studier. Jämfört med per-

soner som haft stroke men som inte har afasi, som rapporterats i andra studier, 

hade deltagarna ungefär samma generella nivå av självförmåga och resiliens. 

En skillnad var dock att deltagarna uppgav en lägre självförmåga för psyko-

socialt fungerande än för ADL (aktiviteter i dagliga livet), medan förhållandet 

rapporterats vara det motsatta bland personer med stroke som inte har afasi. 
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Det fanns förväntade, starka samband mellan de nära relaterade begreppen 

självförmåga och resiliens. Däremot kunde inga tydliga samband påvisas mel-

lan funktionell kommunikation och självförmåga eller resiliens.  

I avhandlingen presenteras också kompletterande analyser av data från stu-

die IV. Formandet av upplevd självförmåga och resiliens är beroende av att 

man minns, utvärderar och reflekterar över sin egen insats, uppgiftens svårig-

hetsgrad och resultatet. Det innebär att om man har svårigheter med detta kog-

nitiva processande, så är det möjligt att ens upplevda självförmåga och resili-

ens är mindre relaterad till ens faktiska förmåga, och alltså är mindre realistisk. 

Eftersom vi visste att många av deltagarna hade nedsättning av exekutiva 

funktioner, så skulle en sådan svårighet att forma adekvat och realistisk själv-

förmåga och resiliens kunna vara en delförklaring till bristen på samband mel-

lan dessa båda faktorer och funktionell kommunikation i studie IV. För att 

undersöka detta delades deltagarna in i en grupp med lägre och en grupp med 

högre grad av exekutiva funktioner, och därefter undersöktes sambanden mel-

lan funktionell kommunikation, självförmåga och resiliens i de båda grup-

perna. Resultaten avslöjade ett tydligt mönster. I gruppen med lägre grad av 

exekutiva funktioner (som alltså antas ha svårare att forma adekvat självför-

måga och resiliens) fanns inga signifikanta samband med funktionell kommu-

nikation. I gruppen med högre grad av exekutiva funktioner blev istället sam-

banden med funktionell kommunikation betydligt starkare och i flera fall stat-

istiskt signifikanta.  

Avhandlingens slutsatser 

Nedsättning av exekutiva funktioner är vanligt hos personer med grav afasi, 

och det finns även ett samband med den språkliga funktionsnedsättningen. 

Samtidigt finns en stor variation i exekutiva funktioner och funktionell kom-

munikation bland personer med grav afasi, särskilt i den grupp som saknar 

verbal uttrycksförmåga. Slutsatser om en individs exekutiva funktioner och 

funktionella kommunikation kan därför inte dras enbart baserat på språklig 

förmåga. När den verbala uttrycksförmågan är så begränsad att man är hänvi-

sad till att använda alternativa kommunikationssätt verkar exekutiva funkt-

ioner spela en roll för hur väl kommunikationen fungerar. Sammantaget är det 

viktigt att exekutiva funktioner utreds hos personer med grav afasi, och att 

deras betydelse för den funktionella kommunikationen uppmärksammas i 

afasirehabilitering. 

Att bedöma exekutiva funktioner hos personer med grav afasi är svårt. 

Många standardiserade, neuropsykologiska test lämpar sig dåligt på grund av 

att de ställer för höga språkliga krav. Studie II och III visade att närstående-

skattningar inte kan användas som en ersättning för standardiserade, neu-

ropsykologiska test, eftersom de olika typerna av instrument verkar mäta olika 

saker (trots att båda uppges mäta exekutiva funktioner). Enligt intervjuer är 
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det i själva verket så att närståendeskattningarna ofta inte alls avspeglar de 

exekutiva funktionerna, och resultaten från sådana skattningar bör därför tol-

kas med stor försiktighet. 

Resultaten från studie IV tyder på att det med rätt anpassningar är möjligt 

att mäta upplevd självförmåga och resiliens hos de flesta personer med grav 

afasi. Även om resultaten inte kunde påvisa ett tydligt samband mellan funkt-

ionell kommunikation och självförmåga eller resiliens, så finns det indikat-

ioner i den riktningen som gör att dessa faktorer bör undersökas vidare bland 

personer med afasi.  
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