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evaluation of individual cases. The analysis
of the late referrals unfortunately does not
exclude the influence of spontaneous
recovery either, as equal increase in mean
FCP scores is reported between the two
baseline assessments (BI, B2) and between
B2 and the first week of treatment (W1).
Statistical analyses on main effects of time
of assessment are not reported. Further-
more, only the overall FCP performance is
considered. The profile of FCP subtest
scores would be more informative.

Clearly, the conclusion "any ethical
doubts based on the fear that patients seen
by untrained volunteers would be at a dis-
advantage would appear to be groundless",
is not supported by this study. There are
numerous comparative studies in the litera-
ture on the efficacy of specifically designed
therapy programs for aphasia.'2"'8
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Matters arising
ate as to restrict severely the intensity of
treatment which can be provided. In addi-
tion, the majority of aphasic stroke patients
have a concurrent need for forms of
rehabilitation other than speech therapy
and these compete for their time and
energy. Thus, the most pressing need in
clinical research in aphasia therapy is for
investigation of the type of service which is
currently available to post-stroke aphasic
patients referred to our speech therapy
departments so that we can specify its
effects as a basis for development of
improved organisation of care.
We are of course aware of the numerous

reports of the positive effects of specific
speech therapy programmes which have
been carried out on carefully selected
patients in ideal circumstances. Unfortu-
nately, few of these studies have any direct
bearing on the organisational problems of
the overstretched speech therapy service.
Wertz and Rosenbek' have discussed the
necessity for group, as opposed to single-
case, designs when investigating this type
of problem. We also draw Huber's atten-
tion to our statement that "We attempted
to design a study which represented the
kind of patients with aphasia and the
amounts of treatment normally encoun-
tered in speech therapy departments in this
country." (p959). Our attempt to ensure
the clinical applicability of our results
extended to our selection of subjects.
Huber et al comment on the age-group of
our patients, suggesting that patients with a
mean age of 65 to 70 years could hardly be
expected to show considerable effects of
therapy. We find this suggestion rather
puzzling, carrying as it does the implication
that the average stroke patient will not
respond to therapy. The mean age for
stroke is 73,2 and patients over 65 usually
form the major part of the speech therapy
caseload. Few studies undertaken more
recently than the one quoted by Huber et al
have succeeded in finding a relationship
between the age of the patient and his
reponse to treatment.35

In response to the remarks on the inten-
sity of treatment given to the patients in
our study, we were intrigued that such a
strongly positive statement as "In order to
be effective, speech therapy must be given
to aphasic patients at least three to four
times a week over a period of six months
and more (up to 12 months)." should
appear without supporting references, but
agree that more intensive treatment than
the two or three sessions per week that we
were able to provide might well produce
more rapid progress. However, we must
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reiterate the point that few, if any District
Hospital departments are able to provide a
higher level of treatment. Huber et al also
comment that no explanation is given for
the rapid recovery seen only during the first
2 weeks treatment. Our explanation for
this is that the treatment we provided
appeared to be significantly effective for
only the first 2 to 4 weeks in most patients,
although the more severely aphasic
patients showed a further period of more
rapid progress between 8 and 12 weeks
from the start of treatment. A more
detailed analysis of these recovery curves
will be the subject of a later paper.

Considerable emphasis is placed in
Huber's comments on our choice of the
FCP, with the suggestion that we used it in
place of a formal aphasia assessment. In
the previous report6 we stated that the
Minnesota Test for the Differential Diag-
nosis of Aphasia' was undertaken before
and after treatment and that the results
were made available to the treating therap-
ists. Additionally, further testing on
another instrument was not proscribed by-
the protocol. Treating therapists were free
to undertake any procedures they felt to be
appropriate. We chose to report on the
results of the FCP in the first instance
because we feel that the functional com-
municative ability of the patient is the most
important outcome criterion, and also the
most easily comprehended by professions
outside speech therapy. Results of the
Schuell reflect the FCP findings.
We feel that we have reported enough
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information to satisfy all but the most dedi- therapists would gladly provide treatment
cated opponents of speech therapy that the which would achieve greater effects, given
intervention provided in our study was not the time, accommodation and support
inert. On the other hand, we do not claim which would enable them to do so. Mean-
that it was impressively effective. We feel while, volunteers can and do give valuable
that Huber et al have misinterpreted the help to the aphasia therapy service by
intention of our study which was not to releasing some speech therapy time for the
prove that speech therapy is effective in planning and implementation of more
stringently controlled conditions, but to structured treatment programmes for
examine the results of the speech therapy selected patients.
service which is available to the "average"
aphasic patient. Our methodology was
appropriate to the clinical question which References
we asked, and the multicentre protocol was
as strictly controlled as is possible in clini- 'Wertz RT, Rosenbek J. Group designs for the
cal research. (We can supply details of the study of aphasia. In: Clinical Aphasiology,
training procedures we used and the inters- proceedings of the Conference. BRK Pub-
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ishers. Minneapolis, 1978.corerSelland FCP on obt). As Herman B, Leyten ACM, Van Luijk JH, Fren-

the Schuell and FCP on request). As -ken CWGM, Op de Coul AAW, Shutte
regards our interpretation of our results, BPM. Epidemiology of stroke in Tllburg, the
even if we were to accept the contention Netherlands. Stroke 1982;13 (5):629-34.
that it was unlikely that a difference would 3Sarno MT, Silverman M, Levita E. Psychoso-
be found between the two treatment cial factors and recovery in geriatric patients
groups in the clinical conditions we with severe aphasia. J Am Geriatr Soc
examined because the treatment itself was 1970;12:405-9.

4 Keenan JS, Brassell EG. A study of factorsineffectve, our conclusion would remain related to prognosis for individual aphasic
the same: "... . patients seen by volunteers patients. J Speech Hearing Dis
would not be at a disadvantage." We could 1974;39:257-69.
reverse our question "If treatment works, 5Porch BE, Collins M, Wertz RT, Friden TP.
does it matter who gives it?" to read " It Statistical prediction of change in aphasia. J
treatment does not work, does it matter Speech Hear Dis 1980;23:312-21.
who gives it?" without changing the clinical 6David RM, Enderby P, Bainton D. Progress
implications of the findings, report on an evaluation of speech therapy
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tothe inadequaiedrws ofour notuy astomuhe 7(2):85-8.to the inadequacies of our study as to the 7 Schuell H. The Minnesota Test for the Dif-

inadequacy of the current speech therapy ferential Diagnosis ofAphasia. Minneapolis:
provision for aphasic adults. Speech University of Minnesota Press, 1965.

copyright.
 on M

ay 22, 2023 by guest. P
rotected by

http://jnnp.bm
j.com

/
J N

eurol N
eurosurg P

sychiatry: first published as 10.1136/jnnp.46.7.692 on 1 July 1983. D
ow

nloaded from
 

http://jnnp.bmj.com/

