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Background: Outcomes that support improved health-related quality of life (HRQL) are
increasingly identified as desirable products to aphasia intervention. Although domain
importance has been examined for survivors of stroke, little research evidence exists
indicating what particular HRQL domains are or are not important to persons with
aphasia (PwA).
Aims: The study aimed to determine if persons with mild, moderate, and severe
aphasia, their respective speech-language pathologists (SLPs) and respective signi-
ficant others (SOs) attribute similar importance rankings to different domains and
overall HRQL.
Method & Procedures: This study was a prospective, observational, non-randomised
group design. The Stroke and Aphasia Quality of Life Scale-39 (SAQOL-39; Hilari,
Byng, Lamping, & Smith, 2003a) and the Quality of Communication Life scale (Paul
et al., 2004) were administered to 24 PwA, their treating SLPs (n = 7), and SOs (n = 24).
Importance ratings on a 5-point Likert scale were obtained for each scale item. Severity
of aphasia was determined by expressive ability resulting in by chance assignment of
eight participants per severity group.
Outcomes & Results: The SAQOL-39 physical domain was the only HRQL domain to
be statistically significant with a significant group main effect, F(2, 21) = 4.057, p < .05.
The SLP and SO significantly correlated with each other for importance of HRQL, but
not with the PwA who had no significant correlations with the importance ratings made
by the SO or the SLP on the SAQOL-39 and QCL. A total of 43% of variance in the
overall importance ratings by PwA was accounted for by age, R2 = .434, F(1, 22) =
16.89, p < .01.
Conclusions: Seeking importance ratings of HRQL domains from persons with mild,
moderate, and severe aphasia may result in development of treatment goals more
relevant to the PwA. Assessment of multiple HRQL domains is necessary to under-
standing priorities PwA place on rehabilitation outcomes across the continuum of
care. Consideration for severity assignments beyond impairment-based assessments is
discussed.
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958 CRANFILL AND WRIGHT

The term health-related quality of life (HRQL) is increasingly used in the medical and
health science literature to refer to components of overall quality of life (QOL) that
centre on or are directly affected by health, disease, disorder, and/or injury. General
consensus was noted in the literature with regard to identifying the components of
HRQL (Guyatt, Feeny & Patrick, 1993; Hilari, Wiggins, Roy, Byng & Smith, 2003a;
Naughton & Shumaker, 2003). Health-related quality of life is defined as the impact
of a health state on a person’s ability to lead a fulfilling life (Hilari et al., 2003b) and
examines attributes valued by individuals whose lives have been affected by illness or
disease.

Many researchers agree that HRQL and associated factors are subjective and
dynamic by nature (Orely & Kuyken, 1994). Because persons with aphasia (PwA)
have impaired communication abilities, their participation in quality of life research
is often limited. Some researchers have examined quality of life for survivors of
stroke but excluded PwA from participation (e.g., Smout, Koudstaal, Ribbers,
Janssen, & Passchier, 2001). Other researchers have not included speech-language
pathologists (SLPs) in surveys of rehabilitation health professionals in an effort to
define HRQL for survivors of stroke (e.g., McKevitt, Redfern, La-Placa, & Wolfe,
2003). Failure to include PwA, their significant others (SOs) and SLPs serving this
population eliminates a substantial population of individuals impacted by stroke.

Proxy responses have been considered as an alternative to not including individu-
als with aphasia (Duncan et al., 2002). Duncan and colleagues (2002) determined
that the best agreements were for domains that represented observable physical
behaviours, and the worst agreements were on more subjective domains (e.g., mem-
ory and thinking, communication, emotion, and strength). Sneeuw, Aaronson,
DeHaan, and Limburg (1997) suggested that there are significant differences in per-
ceptions of HRQL between survivors of stroke and their proxy respondents. Proxies
tended to rate the survivors of stroke as more impaired or with a lesser QOL than the
survivors of stroke rated themselves.

Speech-language pathologists (SLPs) generally believe their clients experience an
enhanced HRQL as a result of treatment for aphasia (Doyle, 2002, 2005; Doyle,
Matthews, Mikolic, Hula, & McNeil, 2006). However, there is limited published
research evidence examining the importance of HRQL domains to individuals with
communication disorders, their SOs, and/or their treating SLPs. The emotional
impact of aphasia (Code, Hemsley, & Herrmann, 1999) and the need to manage the
psychosocial adjustment of aphasia (Müller, 1999) are identified as important
aspects of aphasia management, but researchers fall short of providing a means for
determining what is most important to the PwA. Understanding the importance of
HRQL domains to PwA is vital to promoting their involvement in goal development
and movement toward outcomes that are personally germane (King, 1996). Impair-
ment-based assessments do not measure communication difficulty or associated
psychological distress that frequently accompanies language impairment (Ross &
Wertz, 2003), so they are inadequate in identifying what it means to live with aphasia.
Without assessment of the individual’s perspective of assigned values, interventions
may be directed towards the possibility of an event, rather than the day-to-day
domains important to the PwA. For example, the clinician may consider it important
that the client be able to make phone calls, particularly emergency calls for assist-
ance. Yet, unless there is an event to precipitate the need, the client may not consider
this important on a day-to-day basis because the caretaker is able to provide that
assistance. Identifying the importance of particular HRQL domains such as social
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HEALTH-RELATED QUALITY OF LIFE 959

relationships, language, mood, self-care, and family roles could reveal diagnostically
distinct areas that would enable clinicians to target more specific interventions for
PwA (Herrmann & Wallesch, 1990) along the continuum of care.

Health-related quality of life assessments need to reflect the importance of specific
domains to the individual in relation to a given context or situation. Since aphasia is
described as “a disorder of communication leading to a disorder of the person”
(Sarno, 1993, p. 323), individuals with aphasia, regardless of severity, should be
provided with an opportunity to supplement standardised measurement items with
those regarded as personally relevant (Ross & Wertz, 2003). Indicating whether one
is satisfied or dissatisfied with some aspect of one’s life does not necessarily correlate
to whether those aspects are important or lack importance. Individuals who recently
developed paraplegia or quadriplegia following a motor vehicle accident were
reported as not significantly different from recent lottery winners when asked to
report their level of happiness (Ubel, Loewenstein, & Jepson, 2002). This example
seems counterintuitive, but indicates the significance of the insider’s perspective
(Hunt, 1997) and supports the value of asking participants to rate the importance of
items used to determine HRQL (King, 1996).

The primary research questions were:

1. Are there significant differences between importance ratings of four HRQL
domains (physical, psychosocial, communication, and energy) and overall
HRQL for participants identified with mild, moderate, and severe aphasia (deter-
mined by expressive language impairment)?

2. Are there significant differences between importance ratings of the HRQL
domains and overall HRQL for different respondent types (PwA, SO, SLP)?

METHOD

Participants

Person with aphasia. A total of 24 participants with aphasia (PwA), with a mean
age of 70 (SD = 13.17), took part in the study. They included 10 males and 14 females
from rural and urban areas. A diagnosis of aphasia was determined by performance on
the Western Aphasia Battery (WAB; Kertesz, 1982). Overall mean score for the WAB
Aphasia Quotient (AQ) was 67.4 (SD = 23). All participants reported a history of
English proficiency. Three participants were African-American and the remainder
Caucasian. All participants met the following criteria: (1) diagnosis of aphasia; (2) his-
tory of one or more strokes, with the most recent stroke occurring at least 1 month
prior to study entry; (3) current enrolment in speech-language therapy at least once per
week; (4) moderate (or better) aided or unaided hearing acuity as determined by the
Hearing Handicap Inventory for the Elderly – Screening Questionnaire (HHIE-S; Ventry
& Weinstein, 1983); sensitivity when compared to an audiogram-defined hearing
impairment is reported as 72–76% (Demers, 2004); (5) brain damage confined to the
left hemisphere; (6) no history of other diseases that would affect communicative abil-
ity; (7) corrected visual acuity no worse than 20/100 in the better eye as determined by a
pocket-size Snellen chart for illiteracy; (8) either upper extremity sufficiently preserved
to indicate a clear choice; and (9) living in their own home, in a rehabilitation facility,
or in an assisted living facility. Information about the PwA was obtained through med-
ical chart review, interviews with the individual and his or her SO, and formal assess-
ments. Table 1 provides descriptive data for PwA.
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960 CRANFILL AND WRIGHT

Participants were excluded if: (1) they had been discharged from speech-language
pathology services; (2) they lived alone without continuous family support; (3) they
had history of cognitive decline or progressive disorders; (4) family or SLPs did not
agree to enrol in the study; (5) their scores on Raven’s Coloured Progressive Matrices
(RCPM; Raven, Court, & Raven, 1995) placed them below the 50th percentile for
their age group; (6) they scored below 14 of 20 correct (70%) on the yes/no question
response section of WAB; or (7) they had a history of substance abuse within the past
12 months.

Severity was determined using a unit of information count similar to a content
unit count (Yorkston & Beukelman, 1980) scored from a taped transcript of the
WAB picture description task (the Picnic Scene). Units of information were judged

TABLE 1
Descriptive data for participants with aphasia (PwA)

PwA Age Gender Ed1 level Race WAB AQ2 MPO3 SQL394 QCL5 Amb6 status

Mild
1 67 M7 14 W9 57.8 6 144 60 Ind11

2 81 F8 16 W 89.8 1 133 42 W/C12

3 86 M 8 W 91 1 133 72 W/C
4 75 F 12 W 88.3 2 154 75 Cane13

5 54 F 12 W 90.8 1 156 63 Walker
6 55 M 4 W 85.4 13 133 72 Walker
7 76 F 12 W 92.2 180 155 58 Cane
8 82 M 12 B10 88 2 129 73 W/C
Mean 72 11.3 85.4 25.8 142.1 64.4
(SD) (12.2) (3.7) (11.4) (62.5) (11.5) (11.1)

Moderate
1 75 M 16 W 72.2 52 96 63 W/C
2 79 F 18 W 57.4 53 123 61 Walker
3 90 M 12 W 88 5 82 74 W/C
4 92 F 6 W 86.9 1 126 47 W/C
5 84 F 18 W 65.4 4 180 81 W/C
6 51 F 8 B 63.3 23 104 60 Ind
7 54 M 16 W 37.5 9 78 39 Ind
8 52 F 8 B 83.7 10 107 35 Ind
Mean 63.1 10.9 69.3 19.6 112 57.5
(SD) (17.3) (4.5) (17.2) (21.3) (32.4) (16.2)

Severe
1 77 F 12 W 53.2 1 122 67 Ind
2 71 F 12 W 63.8 3 81 65 Ind
3 61 M 12 W 28 2 116 64 W/C
4 70 F 18 W 73.2 1 140 79 W/C
5 61 F 16 W 39.9 84 134 73 Cane
6 77 M 16 W 33.3 9 69 33 Ind
7 70 F 12 W 14.8 17 105 61 Cane
8 47 M 14 W 72.8 12 125 38 Ind
Mean 66.8 14 51.4 16.1 111.5 60
(SD) (10.0) (2.4) (21.7) (28.0) (25.1) (16.2)

1Education; 2Western Aphasia Battery Aphasia Quotient; 3months post onset of stroke; 4Stroke and
Aphasia Quality of Life Scales-39 total score; 5Quality of Communication Life Scale total score;
6ambulatory; 7male; 8female; 9White/Caucasian; 10Black/African-American; 11independent; 12 wheelchair
bound; 13 ambulates with cane.
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HEALTH-RELATED QUALITY OF LIFE 961

as the amount of information conveyed and defined as a unit of expression by nor-
mal speakers (Yorkston & Beukelman, 1980). Severity rankings were conceptualised
from those used by Yorkston and Beukelman (1980) for the Cookie Theft picture
from the Boston Diagnostic Aphasia Examination (Goodglass & Kaplan, 1983).
Participants with aphasia were categorised as presenting with severe aphasia if they
produced five or fewer units of information in their description of the WAB picture.
Moderate rankings were assigned to individuals producing six to eleven units of
information; those producing greater than 11 units of information during WAB
picture descriptions were categorised as mild. Eight participants were identified for
each severity group by chance. Reliability was assessed by having two SLPs judge a
series of six randomly selected speech samples previously scored by the primary
investigator (PI). Judges were within ± 1 content unit of the PI score 98% of the time.
Intra-rater agreement for scoring six randomly selected samples was 100%. Differ-
ences in scoring between the judges did not influence severity group assignments.

Significant other of the participant with aphasia. The mean age for the significant
other (SO) of the PwA was 64.8 years (SD = 14.1); they included 15 females and 9
males. Although a spouse or partner was preferred, adult children and parents of the
PwA were allowed; they included 14 spouses, 8 adult children of the PwA, and 2 par-
ents of the PwA. All SOs reported daily face-to-face contact with the PwA. Signifi-
cant others met the following criteria: (1) reported normal aided or unaided hearing;
(2) evidence of normal cognition (> 28) as measured by the Mini-Mental State Exam-
ination (MMSE; Folstein, Folstein, & McHugh, 1975) and by observation; (3) no his-
tory of current unmanaged psychological disorders by report and observation; (4)
reported normal corrected or uncorrected visual acuity; and (5) English as the prim-
ary language. Significant others also were the primary caregiver for the PwA.

Speech-language pathologist of the participant with aphasia. The SLPs were licensed
and ASHA certified as well as having professional experience with PwA. Multiple PwA
were clients of each SLP, resulting in a total of seven SLP participants. Licensure and
professional certification were determined at the time of initial contact.

Measures

All participants (i.e., PwA, SOs, and SLPs) were administered two measures: Stroke
and Aphasia Quality of Life Scale -39 (SAQOL-39; Hilari et al., 2003a) and Quality of
Communication Life (QCL; Paul et al., 2004) scales. The SAQOL-39 is an instrument
for assessing HRQL in people who have had a stroke and who present with aphasia.
The QCL is a measure of quality of communication life as a distinct, but related,
aspect of general quality of life. Both measures were selected for their inclusion of
individuals with varying severity levels of aphasia during development, and determina-
tion of life quality domains, since PwA have typically been excluded from validation
studies for instruments to assess quality of life (Buck et al., 2004; Duncan et al., 1999;
Williams, Weinberger, Harris, Clark, & Biller, 1999). A one-to-one interviewer-
assisted format was employed using the recommended procedures for each instru-
ment for all respondents. Participants were also asked to rate the importance of each
individual test item using a 5-point scale (5 = very important, 4 = important, 3 = neu-
tral/somewhat important, 2 = unimportant, 1 = very unimportant). The evaluator
asked, “How important is this to you?” to elicit the responses, and then directed the
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962 CRANFILL AND WRIGHT

participant’s attention to the 5-point scale. If necessary, repetition, rephrasing, and
item-specific examples were used to enhance the validity of responses and permit
each participant to provide his/her own reactions. Rephrasing was necessary only for
the neutral, important, and very important ratings. Verbal and nonverbal responses
were accepted. The PwA responded from a personal perspective of item importance.
The SLP and SO ranked items of importance based on his/her opinions of import-
ance for the PwA.

Additional instruments were used to supplement HRQL measures. All PwA
completed the Brief Carroll Depression Scale (B-CDS; Carroll, 1998), Frenchay
Activities Index (FAI; Holbrook & Skilbeck, 1983), and MOS Social Support Survey
(MOS-SS; Sherbourne & Stewart, 1991). The B-CDS is a 12-item yes/no rapid
screening questionnaire with a severity score range from 0 to 12. The depression rat-
ings provided by the B-CDS informed on possible correlations with responses on the
HRQL scales, but were not used to eliminate participants from the study. The FAI is
a brief measure of lifestyle consisting of 15 four-point measures and examines three
major factors: domestic chores, leisure/work, and outdoor activities. The MOS-SS is
a self-administered questionnaire measuring strength of perceived social support
available on an ordinal 5-point scale. Five dimensions of support are measured: emo-
tional support (four items), informational support (four items), tangible support
(four items), positive social interactions (four items), and affection (three items).

Procedure

A Latin square design was used to determine the order of presentation of HRQL
assessments for each triad. Although the order of assessments was randomised, the
number of assessments completed on a given day varied for the convenience of the
PwA, SO, and SLP. Following informed consent, 23 PwA and SO pairs were tested
on the same day. The one exception was completed on consecutive days. Responses
were obtained individually without the presence of other triad members. Testing
took place at the PwA’s primary residence. SLPs were tested at their workplace
within the same week as the PwA and SO. The average time for completion of the
QCL with the PwA was 15 minutes, inclusive of importance ratings; with the SO and
SLP it was 12 minutes. The SAQOL-39 averaged 23 minutes for administration,
inclusive of importance ratings, for the PwA. Significant others and SLPs completed
the SAQOL-39 and importance ratings in an average of 18 minutes.

RESULTS

Reliabilities of the two HRQL scales were calculated for responses and importance
ratings for each respondent group using Cronbach alpha. Reliability was acceptable
for each respondent type on the SAQOL-39, range: 0.89–0.95, and QCL, range:
0.77–0.90.

Importance of HRQL across different severities of aphasia

Several one-way analyses of variance (ANOVA) with pairwise planned comparisons
using Tukey HSD were conducted to explore the impact of severity (three grouped lev-
els: mild, moderate, severe determined by expressive ability) on importance ratings for
HRQL domains (physical, communication, psychosocial, energy) and overall HRQL
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HEALTH-RELATED QUALITY OF LIFE 963

(SAQOL-39 total score and QCL total score). Analysis of the four HRQL domains
revealed a significant group main effect for importance of the physical domain, F(2,
21) = 4.057, p < .05. Planned comparisons revealed significant differences between
the mild and moderate severity groups and the moderate and severe groups; as sever-
ity increased, importance of the physical domain also increased. No other HRQL
domains yielded statistically different results. No differences among aphasia severity
groups were found for importance ratings of overall HRQL.

Stepwise multiple regression was conducted to determine which independent vari-
ables—severity, age, gender, education level, time post onset of stroke, perceived
support (MOS-SS), depression (B-CDS), activity level (FAI), cognition (RCPM),
and WAB-AQ—were predictors for overall HRQL importance ratings by PwA.
Results indicated a significant regression equation for age, R2 = .434, F(1, 22) =
16.89, p < .01. This model accounted for 43% of variance in the overall importance
ratings by PwA. A total of 56% of variance was accounted for with a second regres-
sion equation with scores from the RCPM and age, R2 of .564, F(1, 21) = 6.22, p =
.021. Age and cognition made a greater contribution to HRQL importance percep-
tions than other independent variables.

Rating importance of HRQL domains among PwA, SOs, and SLPs

To explore the differences in mean importance ratings of the two scales among triad
members (PwA, SO, SLP), a multivariate analysis of variance (MANOVA) of
respondent type (PwA, SO, SLP) by measure (importance rating for SAQOL-39,
importance rating for QCL) by severity (mild, moderate, severe expressive ability)
was conducted. No significant differences were found among respondent types for
importance ratings of overall HRQL on either measure. Severity assignments for the
SO and SLP were based on that of the PwA. Pearson correlation coefficients further
examined the association among the total importance ratings of overall HRQL on
the SAQOL-39 and QCL and respondent type. As demonstrated in Table 2, ratings
by the SLP and SO significantly correlated for importance of HRQL on both scales
(SAQOL-39, r = .43, p < .05, and QCL, r = .47, p < .05), but not with the ratings
from the PwA.

MANOVA with multiple comparisons were calculated with severity as the inde-
pendent variable and respondent type (PwA, SO, SLP) and importance ratings on

TABLE 2
Correlation coefficients

SLP1-QCL SLP-392 SO3-QCL SO-39 PwA4-QCL PwA-39

SLP-QCL 1.00 .653** .470* .425* .093 −.263
SLP-39 1.00 .276 .605** −.057 −.168
SO-QCL 1.00 .540** .392 .003
SO-39 1.00 .206 .301
PwA-QCL 1.00 .334
PwA-39 1.00

Significant Pearson correlation coefficients examining importance ratings on the Stroke and Aphasia
Quality of Life Scale-39 (SAQOL-39) and Quality of Communication Life (QCL) for respondent type.
1Speech-language pathologists; 2SAQOL-39; 3significant other; 4participants with aphasia; *significant at
p < .05; **significant at p < .01.
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964 CRANFILL AND WRIGHT

HRQL domains (physical, communication, psychosocial, energy) as dependent vari-
ables. Statistically significant differences were found for importance of the physical
domain for the three respondent types within severity groups. Significant differences
for the PwA were found, F(2, 21) = 4.057, p < .05, between the moderate and severe
aphasia groups. Participants with moderate aphasia attributed more importance to
the physical domain’s influence on HRQL than participants with severe aphasia. Sig-
nificant differences for the SOs were found, F(2, 21) = 5.56, p < .05, between the mild
and the moderate severity groups. The SOs of the mild group attributed more
importance to the physical domain’s influence on HRQL than SOs from the moder-
ate group. The SLP importance ratings for physical domain were significantly differ-
ent, F(2, 21) = 4.65, p <.05, between the mild and moderate severity groups and
between the moderate and the severe groups. As aphasia severity increased, the SLP
attributed more importance to the physical domain’s influence on HRQL to the
PwA. The physical domain was perceived as significantly more important to HRQL
among respondent types compared to the psychosocial, communication, and energy
domains.

DISCUSSION

The current study examined HRQL domains (physical, communication, psychoso-
cial, energy), overall HRQL and attribution of their importance with mild, moder-
ate, and severe aphasia groups. SLPs and significant others (SOs) of the PwA were
included in the study to compare ratings among the respondent types, thus adding
another element to previous proxy research. The PwA were divided into the three
severity groups based on verbal expressive ability. No significant differences were
found in importance ratings for HRQL domains or overall HRQL between the differ-
ent respondent groups. The SOs and SLPs rated what they perceived was the HRQL
for the PwA. These results were compared to the PwA rating. Importance ratings by
the SOs and SLPs were more similar to each other than ratings by the PwA.

HRQL across different severities of aphasia

Clinical judgements based on severity of aphasia alone using verbal expressive ability
do not identify the areas of greatest concern for the PwA regarding their HRQL and
rehabilitation, supporting, and extending previous research in this area (Ross &
Wertz, 2002). In this study, severity of physical functioning was of greater concern
than communication functioning for many PwA. Although the findings add to the
growing body of literature in this area, it was surprising that the aphasia groups did
not significantly differ on more of the HRQL measures. One possible explanation is
that importance of HRQL domains is influenced by areas other than the severity of
the condition. A total of 40% of PwA were 1 month post onset of stroke. The 30-day
post-onset inclusion criterion, when regaining physical independence, may outweigh
the importance of communicative independence, and might have been a confounding
factor. Previous researchers have found that other factors beyond aphasia severity
influence perceptions of HRQL, such as self-esteem (Bakheit, Barrett, & Wood,
2004) and functional communication ability (Cruice, Worrall, Hickson, & Murison,
2003). Psychosocial and emotional adjustment of PwA varies even within different
levels of aphasia severity (Hemsley & Code, 1996) resulting in broad patterns of
response to stroke and aphasia being described (King, 1996).
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HEALTH-RELATED QUALITY OF LIFE 965

Another possibility is that PwA viewed importance of HRQL according to their
belief system rather than their communication impairment. The importance of
HRQL domains and overall HRQL attributed by persons rated with mild versus
severe aphasia did not vary significantly. Five of the participants with mild aphasia
had higher importance ratings on the communication domain than six of the individ-
uals in the severe group. The PwA’s attribution of importance on a particular area
appeared just as high for minor deficits as major ones. For example, a PwA who was
able to communicate with only one-word utterances indicated the same importance
for talking on the phone as a participant who had only mild word-retrieval deficits
during conversation. Their abilities to perform the task differed greatly, but the
importance of the activity was judged the same. Further, increased expressive lan-
guage impairment did not equate to increased personal concern for improvement.
Physical function, not communication, was considered more influential to overall
HRQL across aphasia groups. The emotional and physical demands associated with
fine and gross motor disabilities may be considerable compared to communicative
disabilities. Anecdotal comments from participants suggested that the energy needed
to adapt to communication limitations was less than that required for physical abil-
ity. For example, giving a nod for yes/no responses or using one-word responses to
identify preferences with a broad range of communication partners requires less
energy than adapting to the point of independent transfer from bed to chair or to
regaining the ability to write with severe hemiparesis. This perspective may be partic-
ularly true during the initial stages of recovery.

A third possible explanation may be how severity was determined. All PwA pre-
sented with sufficient auditory comprehension ability, as this was necessary for fol-
lowing task instructions. However, using a verbal expressive measure of content
production resulted in greater variability within the mild severity group, (SD = 6.18).
The moderate (SD = 1.66) and severe aphasia groups (SD = 2.12) had finite bounda-
ries for identification. Assignment to the mild severity group required 12 or more
content units, a potentially infinite range (i.e., range = 12–33). Greater variability
within the mild severity group may have made it difficult to capture differences. Dif-
ferent analyses of information content within verbal expression of PwA, such as
Utterance with New Information (Toro, Altmann, Raymer, Leon, Blonder, & Rothi,
2008) and main event analysis (Capilouto, Wright, & Wagovich, 2006), have also
been proposed as potential measures for capturing relevant communicative changes
through discourse and picture descriptions. Although not used for determination of
aphasia severity, results from this study suggest further exploration on the relevance
of these types of measures for severity assignment in addition to impairment models
to continue to address the bias towards exclusion of individuals with mild, moderate,
and severe levels of aphasia in studies of HRQL among survivors of stroke.

HRQL ratings among PwA, SOs, and SLPs

A large amount of variance in scores was found for importance ratings for the PwA
and the SO groups across both HRQL measures. Responses between the PwA and
SO were not statistically different. The overall importance of HRQL ratings corre-
lated significantly with responses between the SLP and the SO, but not with the
PwA. The SLP and the SO ratings on the SAQOL-39 and QCL also significantly cor-
related; however, neither correlated with ratings provided by the PwA. In previous
studies researchers have suggested that proxy respondents rate the survivors of
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stroke and aphasia as more impaired or with less QOL than the PwA rates them-
selves (Duncan et al., 2002; Sneeuw et al., 1997), yet proxies have been suggested as
reliable raters of social communication function of PwA (Donovan, Rosenbek,
Ketterson, & Velozo, 2006). Another consideration is the assumption underlying
HRQL measures that the questions posed are supposed to make sense to the people
answering them. It appears possible that variance could have been influenced by
individuals within the respondent groups who did not want to speculate on a choice
or comparison. For objective criteria, experiences of the PwA must be, in the end,
submitted to the judgement of the PwA.

Importance of HRQL domains can differ across the participant groups (i.e., PwA,
SO, & SLP). Additional analyses results indicated that age and cognition of the PwA
had a greater influence on importance of HRQL on the SAQOL-39 than severity of
aphasia. Few would argue that with age, priorities change with or without a chronic
illness, such as aphasia. PwA in the study ranged in age from 46 to 92 years;
cognition scores on the RCPM were within normal range (SD = 3.2). Personal
priorities are adjusted as circumstances change under normal conditions. Gradual
adjustments are not possible for PwA and their SOs, since stroke is a sudden rather
than insidious event. One explanation may be that personal biases on importance
attributions of life quality assigned by SOs and SLPs could not be eliminated, despite
emphasis placed on taking the perspective of the PwA. Response shifts (Sprangers &
Schwartz, 1999) resulting in change of values or redefinition of life quality experi-
enced by PwA require further exploration with regard to how PwA, SOs, and SLPs
accommodate the change in health state. Results from this study suggest variability
of response shifts exists among triad respondents.

Caution is recommended in interpreting the data and in summing ordinal data for
parametric comparisons. Statistical analyses with a larger sample may have indicated
significance or non-significance in domains not identified within this study.

Conclusions and future directions

This study offered an initial effort to examine the importance of HRQL domains to
persons with mild, moderate, and severe aphasia judged by expressive ability, their
SOs, and SLPs. Significant differences among aphasia severity groups were not
found and the HRQL ratings for the PwA group did not significantly correlate with
those of their SOs and SLPs. However, the HRQL ratings between the SO and SLPs
groups did correlate significantly. Although there are limitations to the study, the
results do add to the growing body of literature regarding HRQL for PwA. Future
studies should include a larger sample of participants, include aphasia groups that
consider severity across the language spectrum, and include aphasia groups, respec-
tive SOs, and SLPs across the recovery continuum (i.e., during rehab, post rehab).
Qualitative examination of the dynamics of the triad relationship, the influence of
time known in the triad relationship, and the pre-morbid value systems of the triad
members may inform the profession with regard to internal variables influencing
outcomes.

Despite these limitations, the results are promising and have implications for
assessment and intervention for aphasia, as well as directions for future research.
Physical function, not communication, was considered more influential to overall
HRQL for the PwA. Assessment of multiple HRQL domains is necessary in order to
understand the priorities PwA set for their rehabilitation processes. Content of
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HRQL assessment should include more domains than communication-focused items
to prevent bias from limiting our (i.e., SLP) perspectives about how best to help the
PwA achieve an improved HRQL. Further, importance ratings of HRQL domains
should be included as an essential component of overall HRQL assessment for accu-
rate identification of treatment goals relevant to the PwA. Including assessment of
the importance of HRQL domains in addition to performance of HRQL domains
can provide the SLPs and SOs with a broader and more accurate understanding of
the judgements PwA make about themselves and their HRQL along the continuum
of care.

Intervention resources may be more appropriately designed and applied when
treatment frequency, intensity, and goals are based primarily on assessment of what
functional abilities are most significant to the PwA rather than severity of impair-
ment. Asking the PwA what is and is not personally important empowers and
encourages active participation in care. Such participation may provide opportuni-
ties for expression of hopes and fears not obtained with impairment-based assess-
ments or proxy responses. Factors more important to the PwA than to others should
serve as a partial guide to the role the PwA wants to play in the plan of care. Finally,
further understanding of how others (i.e., SOs, SLPs, social networks) influence the
perspectives of the PwA with regard to recovery would inform the profession and
clinical practice.
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