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  Background information 
  The National Stroke Strategy (QM3, 2007) advises that carers and relatives of stroke patients should have access to practical advice, emotional support and 
information. QM3 goes on to suggest that providing quality information and education to both carers and patients at the right time and in an accessible format 
can improve their morale and overall mood. The National Sentinel Audit (2011) states that the provision of help and support given to carers should be a focus 
for stroke teams in the coming year. This suggests that current provision is inadequate. Despite the importance of providing advice and support to carers 
being widely acknowledged, no detail about  who should provide it, how it should be provided or what the exact content should be has been specified.  
 
  One aspect of support that is often requested by relatives is for help communicating with their loved one who has aphasia. Holland and Fridrikson (2001) 
highlight this stating, “Often they [relatives] do not know how to communicate with their aphasic family member, nor what language behaviour to expect, nor 
how to help them”.  The need to particularly focus on providing the carers of patients with aphasia with support was recently highlighted by Howe et al (2012). 
Carers questioned in their study reported feeling that they did not receive enough specific training about dealing with aphasia and feeling frustrated dealing 
with their relative’s communication difficulties. 
  
  Speech and Language Therapist’s (SLT’s) working in the acute setting already work closely with relatives as it is widely acknowledged that patients may not 
be ready to participate in impairment based communication therapy at this time. Marshall (1997) affirms this by suggesting that the focus of speech and 
language therapy during the acute stage should be on support and education rather than impairment based intervention. Another benefit of SLT’s focusing on 
supporting relatives is the suggestion that helping patients and families to cope with the initial challenges of aphasia may improve post acute responses to 
treatment for the patient (Holland and Fridriksson, 2001). 
 
 Unfortunately due to time constraints, SLT’s are not always able to dedicate face to face contact time with relatives for the provision of support, advice and 
strategies in the acute stage. Furthermore, the benefit  for the actual patient with aphasia has not been clearly measured.  
 
  This study was conducted to: 
•  ascertain whether face to face family support could be provided in a time efficient way on an acute stroke unit 
•  measure the benefit to relatives of receiving specific support and advice on aphasia. 
•  measure whether supporting relatives has any effect  on the psychosocial well-being of the patient with aphasia. 
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Conclusions  
This study indicates that a ‘drop-in’ session format can allow SLT’s on a busy acute unit to spend quality time with relatives of people with aphasia. Such 
sessions have been  found to benefit the psychosocial wellbeing of relatives. In addition, this study indicates that such training can have an indirect benefit on 
the psychosocial wellbeing of the patient with aphasia. Specifically this study has shown an improvement in the emotional status, adjustment and mood of 
patients whose relatives had support and communication  training compared  to patients whose relatives did not receive support and training.  Future studies 
assessing whether carer education /support can affect the communication (at the impairment/activity level) for the patient would be beneficial. 
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“I found the meeting really helpful… I feel  as 

though I may have a way in now… so we may be 
able to spend some quality time together… I 

hope.” 
 

“That really worked…and she 
seems a bit more engaging too!” 

 
“That makes much more sense 

now…  I feel a little calmer.” 

Results 
• Two groups of patients with aphasia (of varying degrees of severity) were analysed. Group 1-were patients with aphasia who were on our unit during a 4 
month period prior to ‘drop-in’ sessions  i.e. who received ‘current practice’ and Group 2-patients with aphasia who were on our unit during the 4 month 
period with ‘drop-in’ sessions being offered  i.e. received the ‘new  practice’.  
• In group 2, 20 relatives were to invited to the ‘drop in’ sessions. 18 relatives attended of those invited (90% take up rate). The pre and post relatives 
questionnaire scores were compared for these relatives, see figure 2.  
• The initial and discharge scores for  2 selected FIM+FAM parameters  for patients in group 2 were compared  with 18 randomly selected  patients in group 1.  
•  The mood of patients in both groups was measured on admission and discharge using The Depression Intensity Scale Circles (DISCs) Stokes et al (2005). 
There was an improvement of an average (mean) of 2 points (on a scale of 6) for patients in group 2 compared to only an average of 1 point improvement 
(mean). 

           Figure 2: Pre/post-session relative questionnaires 
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Question	  3

Question	  2

Question	  1

Average	  rating	  on	  pre	  and	  post	  feedback	  forms	  given	  by	  
relative	  on	  1	  -‐	  5	  scale	  (see	  above)

Post	  session

Pre	  session

Feedback	  form	  

1. How	  fully	  do	  you	  understand	  the	  ‘stroke’	  and	  ‘aphasia’	  
diagnoses?	  Scale	  of	  1-‐5	  (1=not	  at	  all	  and	  5=	  fully)	  

2. How	  confident	  do	  you	  feel	  in	  communicaBng	  with	  your	  relaBve	  
with	  aphasia?	  Scale	  of	  1-‐5	  (1=not	  at	  all	  and	  5=	  fully)	  

3. How	  anxious	  does	  communicaBng	  with	  your	  relaBve	  make	  you	  
feel?	  Scale	  of	  1-‐5	  (1=extremely	  and	  5=not	  at	  all)	  

 
33% improvement in the DISCs  rating  of patients with aphasia 

whose relatives attended 
16% improvement in the DISCs  rating scale of patients with 

aphasia whose relatives did not attend 
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Current Practice: 
   An audit of practice over a 4 month period was conducted by the SLT team. 
SLT reflection, relative questionnaires and review of patients’ notes indicated 
that SLTs spoke face to face with relatives of patients with aphasia on an ad 
hoc basis e.g. only if a meeting was requested by relatives or if relatives 
happened to be seen on the ward. In addition, some relatives reported that 
they did not feel confident communicating with their loved ones and would 
have appreciated spending more time with the SLT. In the time frame reviewed, 
only 55% of relatives of patients with aphasia had face to face aphasia 
education and communication strategies with SLT. 
 
Figure 1: Content of sessions 
   
 
 
 
 
 
 
 
 
 
 

     
 
    New Practice: 

1.  SLTs decided to have 3 dedicated 20 minute time slots on a Wednesday  
afternoon to speak to relatives. These  were named ‘drop-in’ sessions.  

2.  Leaflets were left by the bed-side of patient’s with aphasia (of any 
severity) and posters placed  around the ward to advertise the sessions. 

3.  Relatives of patients with aphasia  were initially advised  to book a slot 
by informing the ward administrator. After a poor uptake was noted, this 
was altered to  relatives being invited  and booked in by the SLT 
administrator via telephone.  

4.  A joint diary system was used by the ward administrator in conjunction 
with the SLT administrator for effective time management. 

5.  The seven parameter Functional Independence Measure and Functional 
Assessment Measure (FIM+FAM) was conducted as an MDT on 
admission and discharge for each patient. 

6.  Questionnaires were given to all relatives of patients with aphasia who 
were booked into a ‘drop in’ sessions. These were collected 
anonymously pre and post session in a box on the ward. 

7.  Content of the ‘drop-in’ session included: aphasia and stroke education, 
open discussion and learning of specific communication strategies for 
their loved one. (see figure 1). 
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