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VERSION 1 - REVIEW 

REVIEWER Simon Horton 
School of Health Sciences, University of East Anglia, UK 

REVIEW RETURNED 15-Mar-2015 

 

GENERAL COMMENTS Introduction  
The authors could develop the discussion of aphasia epidemiology 
in more depth to contextualize this study and its aims. To convey the 
'size of the problem' they have cited one small population-based 
study (Engelter) [although the BPS website references Pedersen et 
al] - Engelter et al's study actually reports a 30% aphasia 
prevalence; Godecke et al 2012 is not an epidemiological study and 
should be removed as a reference here. It would enhance the 
justification for and background to the current study if the reader 
understood more not only about the prevalence of aphasia in stroke 
populations, but also had some sense of relative severity, co-
morbidity (e.g. aphasia + dysarthria) and prognosis (e.g. language 
recovery). It is perhaps also worth saying that in-patient length of 
stay (p.5) is not only associated with particular conditions (i.e. 
aphasia) but is also subject to service-level organization, local 
practice, and financial constraints etc. As it is, the association 
between aphasia and length of stay is not entirely clear in the 
literature, and is more likely to be associated with stroke severity 
and / or presence of dysphagia. The authors could make the case 
for quality guidelines for aphasia along the whole care pathway more 
robustly in the context of scarce clinical resources being more-and-
more devoted to a) acute events / management; b) focus on 
dysphagia in SLP practice, while needs of patients with aphasia / 
carers clearly continue to exist for months and possibly years after 
onset.  
 
Quality of guidelines review (Rhode et al) - it would be worth briefly 
showing the relative strengths of the Australian stroke guidelines vis 
a vis e.g. Intercollegiate Working Party (RCP) 2012 for example, to 
highlight how international differences in specificity / 
recommendation may potentially affect quality of care in e.g. 
Australia vs UK. For example, current RCP guidelines recommend 
that routine re-assessment in the first four months should not be 
carried out unless there is a specific purpose; up to four months 
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patients "should be given the opportunity to practise their language 
and communication skills" - such brief illustrations would be of great 
help to the reader, and could be picked up in the Discussion (see 
below).  
 
Effectiveness of aphasia therapy: the authors should explore in more 
detail the conclusions of the Cochrane review (Brady et al, 2012) - 
while there may be a benefit from speech and language therapy, 
there is still insufficient evidence to indicate the 'best approach' to 
delivering therapy for aphasia. This would fit with the authors' 
justification for the methods used (RAM) to develop the BPSs i.e. 
where research evidence is still in a 'foundational stage'. The 
evidence is presented and discussed in some depth in the BPS 
uploaded document linked to this paper; however, in BPS 5.7 d) for 
example, the arguments put forward in discussion of the Brady et al 
2012 Cochrane Review (presumably in reference to Bowen et al, 
2012) seem to lack balance / objectivity. The authors themselves 
express concerns about consensus versus agreement / 
disagreement in this study, in cases where evidence is still equivocal 
or has not yet reached highest levels - it would strengthen this paper 
if these issues were brought out and discussed in more depth.  
 
Method  
The authors describe robust, inclusive methods for developing the 
eight areas of care. It would help the reader to know the constitution 
of the 'core team of researchers' who conducted the literature 
review, and to know how they translated the evidence into best 
practice statements. How was further feedback obtained from the 
CoP? To what extent was Patient and Public Involvement sustained 
throughout this process? While specialist input is acknowledged in 
the appended BPS document, it is not clear who formed the national 
expert panel, and which factors (e.g. roles; skill sets etc) can be 
attributed to each member. Providing this information would help 
increase transparency.  
 
Results  
p.12 Table 2 is mislabeled as Table 3;  
p.12 'scope of practice' does not become completely clear in 
meaning until p.17 (Round 2)  
 
Table 2, BPS 3.5 - the acronym SMARTER (as opposed to SMART 
goals) may not be familiar to readers - use a footnote to clarify.  
Table 2, BPS section 7 - in the ICF to 'mood' is not a 'personal 
factor' but a 'mental function' - the authors may not have adhered 
strictly to the ICF in developing BPSs, but they do reference it (BPS 
4.3) - clarification is needed on this point, especially as the other 
BPSs in this section appear to conform to ICF 'personal factors' 
(although 'mood' has been struck from the final version to be 
replaced with 'self-management') - perhaps worthy of addressing in 
the Discussion (see below).  
 
Table 2, BPS 7.8 - better written "...unique to the bilingual person 
such as ..."  
 
Round 2 - The authors should point out that the limitations of the 
face-to-face meeting were further exacerbated by the loss of two 
members who were unable to attend for the whole meeting (p.11).  
 
Table 3 referred to on p.17 is actually Table 2  
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Why was BPS 3.6 excluded - on the face of it it appears very 
reasonable.  
 
Discussion  
Qualitative evidence - I'm not sure 20% constitutes a 'large' 
proportion - but the point is well made regarding developing areas of 
research. In this regard it would be good to expand the discussion / 
exemplify the points being made about areas of developing research 
evidence, and those where there is not yet agreement amongst 
aphasia experts - this goes to the authors' point about 
agreement/disagreement vs consensus as the aim of the RAM.  
 
The Appendix with BPS supplement contains reference to the use of 
NHMRC levels of evidence, pointing out that this is different to the 
grade of evidence. This should be discussed in the paper.  
 
It would enhance the impact of the paper to further discuss some of 
the specific BPSs in this guideline in relation to other guidelines e.g. 
RCP 2012, showing how this guideline has particular strengths and 
possible limitations, especially as the authors claim international 
applicability. For example, the focus on community awareness and 
personal factors, including cultural and linguistic elements appears 
novel in the extent and specificity of the BPSs, and worthy of in-
depth discussion.  
 
Strengths & limitations  
Strengths - readers should be reminded of the vulnerability of this 
patient group to poor long-term psychosocial outcomes, and thus the 
important role of such guidelines in achieving and maintaining the 
quality of long-term care or service provision. The authors should 
point out that applicability across regions and nations requires 
attention to local context, especially in the light of the point made 
about implementation (p.22 line 40). The authors should exemplify 
some of the problems in this study associated with consensus vs 
agreement / disagreement when using RAM.  

 

REVIEWER David Clarke 
University of Leeds  
United Kingdom 

REVIEW RETURNED 19-Mar-2015 

 

GENERAL COMMENTS I can appreciate the amount of work that must have gone into 
developing the rehabilitation pathway and the best practice 
statements to inform that pathway. Clearly, aphasia is a significant 
challenge for stroke survivors and the therapist who work with them. 
As a researcher working in the field of stroke rehabilitation I am well 
aware of the importance of specific guidelines for this area of stroke 
care. Whilst I enjoyed reading the manuscript, I have listed below a 
number of areas I think need further consideration if the manuscript 
is to effectively convey the work undertaken and allow others to 
determine if the methods employed would be appropriate for similar 
work in other settings.  
 
1) There could be greater consistency in the abstract and study 
summary statements about the role of the community of practice. In 
the abstract they are credited with developing a framework and in 
the summary with 8 areas of practice that provided the framework 
etc. I can appreciate that these sound like one and the same thing 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-007641 on 2 July 2015. D

ow
nloaded from

 

http://bmjopen.bmj.com/


but that is not entirely clear. See the later comments about the term 
community of practice and their activity in this process.  
2) A similar comment could be made about the information in the 
fourth bullet point re the AARP, this seems to be how the findings or 
the study have been used but is not necessarily descriptive of the 
study itself.  
3) In bullet point 5 should the first sentence read- The literature 
review(s) may not be .....  
4) Page 5, lines 43-45, are the Australian Clinical Guidelines for 
Stroke Management the same as the National Stroke Foundation 
Guidelines, this sentence suggests they may be two different sets of 
guidelines.  
5) Bottom of page 5 and Page 6, lines 3-6 - some context is needed 
here both for the Cochrane Review mentioned, I thought the Brady 
review suggested that whilst some interventions were promising, no 
firm evidence was available regarding specific interventions which 
should be utilised by SLPs. Similarly, the comment made about 
people not receiving treatment and the numbers of hospitals 
providing tailored information (references 2 and 13) appears to 
Australia specific, which is fine, but this needs to be acknowledged 
and briefly commented upon.  
6) I was surprised that no reference was made to the AcTNow 
(Bowen et al, 2012) study findings (and the linked nested qualitative 
study which adds a slightly different commentary to the trial results) 
in this section. I know the findings have caused concern for some 
SLPs but nonetheless, as you will be aware, it is one of relatively 
few large-scale trials in the field and as such I thinks it merits 
mention in any review for this aspect of stroke.  
7) As some readers may consider replication of this kind of work in 
other settings, then they need to be made aware of the timelines 
related to the work done with and by the community of practice, and 
how this was related in time to the development of the BPS 
statements and subsequent modified Delphi activity. This is currently 
somewhat confusing on pages 6-7 and also 8. If this is reported 
elsewhere this could be referred to.  
8) Page 7. Whilst some of the reasoning for selection of the 
RAND/UCLA approach is clear, the rationale for rejecting other 
approaches to conducting a Delphi survey or alternatives means of 
arriving at a consensus in BPS should be briefly outlined here. This 
is important given the later acknowledgement that a face-to-face 
element in the second round had some potential disadvantages in 
comparison to experts remaining anonymous which occurs in some 
other approaches. There is also repetition of content in respect of 
describing the RAND/UCLA approach between the two paragraphs 
on this page; this could be removed in favour of a more critical 
commentary on the method selected.  
9) I appreciate that this paper is not focused on the literature reviews 
undertaken but they remain a key part of the process described 
which generated topics/interventions for BPS and so I think it is 
necessary that some more detail is provided on the scope of and 
methods employed in these reviews, and also on what volume of the 
different types of evidence was identified and reviewed. I don’t think 
the flow diagram, which I assume is figure 1 provides sufficient 
information on these aspects of the work. A PRISMA flow diagram 
could be considered. Similarly, if additional experts were contacted 
(as stated), were these the same people who became the expert 
panel or another group of experts? How many experts were 
contacted? Again, if this information is published elsewhere it could 
be referred to here.  
10) Page 9, lines 14-17, I accept there is no consensus on a single 
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method for grading qualitative research, but are you saying that 
there was no quality assessment made of the qualitative studies 
which were used to support BPS?  
11) Page 9, line 23/24, do you mean all 250+ CoP members were 
invited to comment on the syntheses? If so, can you report on how 
many did in fact comment on any or all of the syntheses and later 
BPS draft? What kind of additional support from researchers with 
‘specific expertise in each of the areas of care’ was sought and 
provided?  
12) Page 10, lines 30-33, I am not clear how the ICF was utlised in 
your purposive sampling of SLPs, this should be clarified. It would 
also be useful to know why 9 panel members were considered 
sufficient, instead of a larger number.  
13) It was not clear how the written comments explaining panel 
members’ decisions were analysed in between rounds 1 and 2, or if 
a summary of these comments were made available prior to or at 
the face-to-face meeting?  
14) The addition of some new statements in the round 2 meeting is 
interesting in that I assume these did not come from the literature 
reviewed or the CoP consultation (or did they). Were these 
introduced by some or all of the participating expert panel, and if so 
what evidence base was available to support these? This element of 
round 2 should be clarified. Similarly, on page 23 lines 16-19 refer to 
an additional expert panel being engaged but the involvement of this 
panel in the RAND/UCLA rounds 1 and 2 is not clear or mentioned 
elsewhere, again clarification should be provided.  
15) I am not sure that Table 4 needs to be within the main text. I 
think it could come as an appendix.  
16) Page 24 line 42, should this read …..and the literature reviews 
may not have been exhaustive?  
17) The term community of practice has been used in the 
manuscript and appears to reflect those who have an interest or 
expertise in aphasia. The way this term is used in some applied 
health and social sciences literature (based on the work of Etienne 
Wenger) is slightly different. It may be useful to clarify the way in 
which the term is understood and used by the research team.  
18) A check of the hyperlinks in the reference list should be 
undertaken as some did not work (e.g. those indicated as accessed 
in 2011 and 2012). 

 

VERSION 1 – AUTHOR RESPONSE 

REVIEWER 1.  

1. The authors could develop the discussion of aphasia epidemiology in more depth to contextualize 

this study and its aims. To convey the 'size of the problem' they have cited one small population-

based study (Engelter) [although the BPS website references Pedersen et al] - Engelter et al's study 

actually reports a 30% aphasia prevalence; Godecke et al 2012 is not an epidemiological study and 

should be removed as a reference here. It would enhance the justification for and background to the 

current study if the reader understood more not only about the prevalence of aphasia in stroke 

populations, but also had some sense of relative severity, co-morbidity (e.g. aphasia + dysarthria) and 

prognosis (e.g. language recovery).  

 

EDITS AND ADDITIONS MADE: PAGE 5, PARA 1 - We have deleted the Godecke et al reference on 

R1’s suggestion and substituted Dickey et al. (2010) which is a population based study of more than 

3000 stroke admissions to Canadian emergency departments in Ontario over a 12 month period 

(2004-2005). We have also included reference to Enderby et al. (1998) for the prevalence of both 

speech and language difficulties at 6 months post-stroke. This sentence below has been moved o the 
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2nd sentence.  

 

“Approximately 30-35% of stroke survivors have aphasia on discharge from hospital following 

stroke[2-3] with the prevalence of speech (dysarthria) and language (aphasia) disability six months 

after stroke reported as 30-50 per 100,000.[4]”  

 

2. It is perhaps also worth saying that in-patient length of stay (p.5) is not only associated with 

particular conditions (i.e. aphasia) but is also subject to service-level organization, local practice, and 

financial constraints etc. As it is, the association between aphasia and length of stay is not entirely 

clear in the literature, and is more likely to be associated with stroke severity and / or presence of 

dysphagia. The authors could make the case for quality guidelines for aphasia along the whole care 

pathway more robustly in the context of scarce clinical resources being more-and-more devoted to a) 

acute events / management; b) focus on dysphagia in SLP practice, while needs of patients with 

aphasia / carers clearly continue to exist for months and possibly years after onset.  

 

ADDITIONS MADE: PAGE 5, PARA 1, We have added reference to the scarce resources being 

focused on swallowing disorders at the expense of aphasia (Foster et al, 2015; Rose et al, 2014) and 

the associated risk of adverse events that follow (Hemsley et al, 2014; Barlett et al, 2008). We have 

also highlighted that aphasia is a chronic disability requiring life long service supports (Worrall et al, 

2011).  

 

“People with stroke-related aphasia may require additional services to address their communication 

disability in hospital and also during community life and such services might reduce their length of 

length of stay or incidence of adverse events. [6-7] However, the management of swallowing 

disorders (dysphagia) may be prioritised over aphasia services in acute hospital settings due to 

inadequate staffing ratios and lack of appropriate therapy space/resources.[8-9] Additionally, people 

with aphasia have poor long term outcomes after stroke including consequences such as social 

isolation, depression and poor quality of life for themselves and their family members.[4, 10-13] As a 

chronic disability, aphasia generates a number of long-term service needs including therapy to enable 

functional and socially relevant communication.[14]”  

 

Justification for not including LOS factors in detail: We have not described in detail the factors 

associated with LOS in this manuscript as this is beyond the scope of the current work and would 

impact negatively on required word count.  

 

3. Quality of guidelines review (Rhode et al) - it would be worth briefly showing the relative strengths 

of the Australian stroke guidelines vis a vis e.g. Intercollegiate Working Party (RCP) 2012 for 

example, to highlight how international differences in specificity / recommendation may potentially 

affect quality of care in e.g. Australia vs UK. For example, current RCP guidelines recommend that 

routine re-assessment in the first four months should not be carried out unless there is a specific 

purpose; up to four months patients "should be given the opportunity to practise their language and 

communication skills" - such brief illustrations would be of great help to the reader, and could be 

picked up in the Discussion (see below). The reviewer requests a comparison between the aphasia 

recommendations of different clinical guidelines, particularly the relative strengths of the Australian 

Stroke Guidelines verses the Royal College of Physicians guidelines of 2012 in the Introduction to the 

paper. The reviewer then suggests that the brief illustrations could be picked up again in the 

Discussion. We have chosen not to follow this suggestion.  

 

RATIONALE FOR NON-INCLUSION: of the comparisons or examples in the paper.  

There are currently 25 clinical guidelines relevant to aphasia rehabilitation so it is beyond the scope of 

this paper to compare them all. However our recently submitted paper (Shrubsole et al, in review) has 

updated the Rohde et al (2013) systematic review and collated the aphasia recommendations from 
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the four highest quality clinical guidelines. The RCP 2012 guidelines that the reviewer comments 

upon did not make the cut-off using the AGREE II instrument in the updated systematic review and 

was not included in the Rohde et al (2013) review, hence it would be inappropriate to single the RCP 

2012 guidelines out because a) there are many other clinical guidelines for stroke rehabilitation and b) 

the RCP 2012 guidelines did not reach the cut off on the AGREE II instrument, so are not sufficiently 

high in quality for their documented clinical guideline processes However, since the Shrubsole et al, 

paper is under review, we cannot incorporate those findings into this paper.  

 

Note also that while the processes of developing the Best Practice Statements began with the high 

quality clinical guidelines, updated literature searches were conducted for all the content areas in this 

study. Hence the quality of specific aphasia recommendations such as those suggested by the 

reviewer was appraised as part of this updated literature search.  

 

4. Effectiveness of aphasia therapy: the authors should explore in more detail the conclusions of the 

Cochrane review (Brady et al, 2012) - while there may be a benefit from speech and language 

therapy, there is still insufficient evidence to indicate the 'best approach' to delivering therapy for 

aphasia. This would fit with the authors' justification for the methods used (RAM) to develop the BPSs 

i.e. where research evidence is still in a 'foundational stage'.  

 

ADDITION MADE: The following sentence was added that highlights barriers to implementation. We 

agree that this strengthens justification for the RAM.  

 

PAGE 6, PARA 2  

“Clinicians report that implementation of best practice is challenging because recommendations are 

often too broad and the evidence-base is limited in some areas. For example, while the Cochrane 

review[20] concluded that therapy was generally effective, an additional difficulty for clinicians is that 

there is still insufficient evidence to indicate the best approach to provision of aphasia therapy for 

specific individuals with aphasia.”  

 

5. The evidence is presented and discussed in some depth in the BPS uploaded document linked to 

this paper; however, in BPS 5.7 d) for example, the arguments put forward in discussion of the Brady 

et al 2012 Cochrane Review (presumably in reference to Bowen et al, 2012) seem to lack balance / 

objectivity. The authors themselves express concerns about consensus versus agreement / 

disagreement in this study, in cases where evidence is still equivocal or has not yet reached highest 

levels - it would strengthen this paper if these issues were brought out and discussed in more depth. 

The reviewer requests that issues around equivocal evidence or the use of lower quality evidence be 

discussed further.  

 

RATIONALE FOR NON-INCLUSION:  

We consider that no further discussion of these issues is required in the paper because the quality of 

evidence was clearly stated in the document provided to the RAM participants. If the evidence was 

equivocal, its quality was reflected in the grade given and a summary of the evidence was provided in 

the rationale provided to the RAM participants. The reviewer may have misread BPS 5.7d and 

thought that the evidence for trained volunteers was in relation to the Bowen et al (2012) study 

however the BPS states that “trained volunteers may be used in addition to individual therapy 

delivered by a speech pathologist”.  

Hence, the section for BPS 5.7d is largely paraphrased from the Brady review discussion (page 35) 

and not the panel’s consensus interpretation of either the findings from individual studies (Leal 1993; 

Meikle 1979; Meinzer 2007; Wertz 1986iii) nor is it in reference to the Bowen et al., (2012) study 

because the volunteers in the Bowen study were not in addition to individual therapy. Hence there 

was no interpretation in the process of development of this BPS since the Best Practice Statement is 

paraphrased from the highest level of evidence (the Cochrane Review). The RAM process agreed 
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that this BPS was appropriate therefore the results of this study and the Best Practice Statements 

should not be changed.  

When evidence was equivocal or has not reached the highest levels, the BPSs adopted the common 

clinical guideline practice of using the verbs “should” and “can” to reflect the degree of confidence in 

the evidence.  

 

Method  

 

6. The authors describe robust, inclusive methods for developing the eight areas of care. It would help 

the reader to know the constitution of the 'core team of researchers' who conducted the literature 

review, and to know how they translated the evidence into best practice statements.  

 

ADDITIONS MADE: A new Table (Table 1, PAGE 9) has now been inserted to describe more fully the 

members of the RAM process.  

 

Also, on PAGES 8-9, further detail has been provided on the iterative process of synthesis and 

development of the BPS.  

 

“From January to August 2013, a core team of researchers from the CCRE in Aphasia Rehabilitation 

(see Table 1) conducted multiple literature reviews to provide a synthesis of the evidence-base for 

each area of care identified (see Figure 1, earlier). The synthesis, construction and refinement of the 

BPS was an iterative, cyclical process. Within each content area, research questions were created by 

the project manager in conjunction with the core literature review group. Initially, the literature was 

searched for secondary level evidence. We accessed available guidelines that were identified by 

Rohde et al.[15] as being of high quality including the Australian Clinical Guidelines for Stroke 

Management.[16] Other major sources of secondary evidence were:  

Trip Database (http://www.tripdatabase.com ), Evidence Based Reviews of Stroke Rehabilitation 

(http://www.ebrsr.com ), the Cochrane Library and American Speech and Hearing Association’s 

Evidence Maps: Aphasia (http://ncepmaps.org/aphasia/tx/). We also accessed systematic reviews 

and then conducted a manual search of their bibliographies. If no secondary evidence was available, 

search terms were then developed for each area of care and applied to the following databases: The 

Cochrane Library (2005-2013), CINAHL (1981-2013), Medline (1946-2013), Pubmed (1948-2013), 

speechBITE (1956-2013) and Google Scholar (2009-2013). All quantitative research designs were 

included (e.g., systematic reviews, randomised controlled trials, cohort studies, single case 

experimental designs) as well as qualitative research studies. Additional experts in each care area 

(see Table 1) were contacted and requested to provide any applicable literature (both published 

literature and grey literature). Evidence was synthesised by the project manager and sent back to key 

experts and the CCRE executive team (core group) via email. Limited published literature was 

identified for Section 6 (Enhancing the Communicative Environment) and Section 7 (Enhancing 

Personal Factors). Therefore greater input was required from experts. One CCRE researcher with 

specialist expertise working with Aboriginal and Torres Strait Islander people led a team to prepare 

the literature review and development of BPS’s in this area. Likewise, a CCRE post-doctoral 

researcher led the development of the BPS statements in regards to Culturally and Linguistically 

Diverse (CALD) populations. “  

 

7. How was further feedback obtained from the CoP?  

 

ADDITION MADE ON PAGE 11, PARA 2 “Further feedback was then obtained from the CoP on the 

initial draft of statements using an online Google Document.”  

 

8. To what extent was Patient and Public Involvement sustained throughout this process?  
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ADDITIONS MADE Several additions have been made to clarify patient involvement. It occurred in a 

variety of ways at different points in the process where patients could provide input.  

1. The first is that the foundation of much of the development of the pathway and areas of care came 

from the research on what patients and families want in their rehabilitation and their experiences with 

rehabilitation. To signal this we provide more explicit addition of this element under the development 

of the BPS in the Method  

PAGE 8, PARA 2 -  

“The eight areas of care were developed through an iterative process that occurred through face-to-

face workshops, teleconferences, written feedback using Google Docs (a web-based word processing 

program) and research literature on consumer (patient and family) experiences with their care and 

goal setting.”  

 

2. Input was predominantly provided by this group through the two representatives of the Australian 

Aphasia Association (a person with Aphasia and her husband) at the face to face workshops in the 

development of the areas of care and pathway organisation. Less input was provided in the detailed 

refinement of the BPS stage, however, in development of the Personal factors section, there was 

input from people with Aboriginal and Torres Strait Islander background. These points have been 

added towards the end of the section in the method on development of the BPS. We also 

acknowledge in the discussion that the BPS need to go back to people with aphasia and their families 

for further feedback and that an aphasia friendly version will be required to make this large document 

accessible.  

 

PAGE 11, PARA 2  

“Feedback from the CoP in the refinement of the BPS was mostly provided by CoP speech 

pathologists. Two representatives of the Australian Aphasia Association provided consumer feedback 

throughout the process. However, they had most input into the workshops that established the areas 

of care rather than the detailed refinement of the BPS. Development of the specific sections on 

personal factors associated with Aboriginal and Torres Strait Islander populations did include input 

from Aboriginal and Torres Strait Islander people.”  

 

9. While specialist input is acknowledged in the appended BPS document, it is not clear who formed 

the national expert panel, and which factors (e.g. roles; skill sets etc) can be attributed to each 

member. Providing this information would help increase transparency.  

 

ADDITIONS MADE A new Table (Table 1, PAGE 9) has now been inserted to provide a summary of 

this information for each contributor.  

 

Panel members are now also listed in the Supplementary BPS document to be consistent.  

 

Results  

10. p.12 Table 2 is mislabeled as Table 3; NO CHANGE MADE DUE TO ADDITION OF TABLE 

ABOVE IN POINTS 6 & 9 FOR RAM PANEL ETC  

 

11. p.12 'scope of practice' does not become completely clear in meaning until p.17 (Round 2)  

 

CHANGE MADE To clarify meaning (now) on page 15: “the degree to which the statement was 

consistent with speech pathologists’ scope of practice”  

 

12. Table 2, BPS 3.5 - the acronym SMARTER (as opposed to SMART goals) may not be familiar to 

readers - use a footnote to clarify.  

 

CHANGE MADE – footnote added to Table 3 (was Table 2)  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-007641 on 2 July 2015. D

ow
nloaded from

 

http://bmjopen.bmj.com/


 

#“The SMARTER framework describes a process of goal setting that is Shared, Monitored, 

Accessible, Relevant, Transparent, Evolving and Relationship-centred. “ and the reference added to 

the reference list  

 

The final supplementary best practice statement comprehensive document currently contains further 

description of the SMARTER framework along with the Hersh et al (2012) reference associated with 

this process.  

 

13. Table 2, BPS section 7 - in the ICF to 'mood' is not a 'personal factor' but a 'mental function' - the 

authors may not have adhered strictly to the ICF in developing BPSs, but they do reference it (BPS 

4.3) - clarification is needed on this point, especially as the other BPSs in this section appear to 

conform to ICF 'personal factors' (although 'mood' has been struck from the final version to be 

replaced with 'self-management') - perhaps worthy of addressing in the Discussion (see below).  

 

RATIONALE FOR NO CHANGE We agree that we had included ‘mood’ in personal factors for round 

1 and that mood is a ‘mental function’ in the ICF. We were originally trying to target factors that may 

be related to an individual’s personal coping style for the personal factors ICF component and erred 

on this occasion on inclusion of mood in that section. We believe that the RAM process was effective 

in that it did clarify that self-management was the more accurate target rather than mood and that this 

is evident in the documents but does not require significant further discussion.  

 

14. Table 2, BPS 7.8 - better written "...unique to the bilingual person such as ..."  

 

RATIONALE FOR NO CHANGE – CLARIFICATION PROVIDED  

This exact wording change was made during the RAM round 2 process and so the Supplementary 

Comprehensive Best Practice Statement document does contain this wording in 7.8. We agree this 

wording is more appropriate. However, we have left the original wording in the Round 1 Table (Table 

2) to maintain transparency of our process and highlight the nature of changes that occurred between 

round 1 and 2.  

 

15. Round 2 - The authors should point out that the limitations of the face-to-face meeting were 

further exacerbated by the loss of two members who were unable to attend for the whole meeting 

(p.11).  

ADDITION MADE Limitations associated with loss of two members in R2 rating for a portion of the 

discussion is addressed on PAGE 23 PARA 1  

 

“Two panel members were unable to attend the whole face-to-face meeting and they provided their 

ratings after listening to the recorded discussion. While their input was considered separately, their 

absence for those sections may have affected the nature of the discussion.”  

 

16. Table 3 referred to on p.17 is actually Table 2 CHANGE NOT REQUIRED DUE TO PREVIOUS 

EDITS.  

 

17. Why was BPS 3.6 excluded - on the face of it it appears very reasonable. ANSWER Three panel 

members rated this item outside 7-9 on the appropriateness scale and so the item did not reach 

criteria for agreement and was not included.  

 

Discussion  

18. Qualitative evidence - I'm not sure 20% constitutes a 'large' proportion - but the point is well made 

regarding developing areas of research. In this regard it would be good to expand the discussion / 

exemplify the points being made about areas of developing research evidence, and those where there 
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is not yet agreement amongst aphasia experts - this goes to the authors' point about 

agreement/disagreement vs consensus as the aim of the RAM.  

CHANGE MADE PAGE 22, PARA 2: The sentence was intended to indicate that combined, the 

qualitative evidence and expert opinion (58% together) was a large proportion. It has been changed to 

make it clearer for readers  

“…a large proportion (58%) were supported by either qualitative evidence (20%) or expert opinion 

(38%), particularly in the Personal Factors section”  

 

SENTENCES DELETED:  

The nature of the discussion of consensus versus agreement and disagreement was made to 

acknowledge that a good proportion of BPS were amended for wording. However, since this is the 

aim of the face to face component of this Round Two rating, and has been observed in other studies 

(e.g., Basenger et al), it is not parsimonious to conclude that the debate and refinement of wording, 

led to a consensus based approach over that of one of agreement and disagreement in Round Two. 

In general there was high levels of agreement in both Round 1 and 2, not simply after the face-to-face 

rating and Round two ratings were also anonymous, the results only being analysed after the process 

was complete. Because we have little evidence to support the notion that the discussion itself led to a 

consensus approach to rating (rather than wording), we have deleted the final sentences of PAGE 22, 

PARA 2.  

 

19. The Appendix with BPS supplement contains reference to the use of NHMRC levels of evidence, 

pointing out that this is different to the grade of evidence. This should be discussed in the paper.  

 

ADDITION MADE:PAGE 11, PARA 1: “It must be emphasised that this system only allows for the 

level of study design to be assessed, which is different to the grade of evidence. The grade of 

evidence (e.g. A,B,C,D) takes into account the level of evidence along with evidence quantity, quality, 

consistency, clinical impact, generalisability and applicability. This additional step was not feasible at 

the time of the development of the BPS.”  

 

20. It would enhance the impact of the paper to further discuss some of the specific BPSs in this 

guideline in relation to other guidelines e.g. RCP 2012, showing how this guideline has particular 

strengths and possible limitations, especially as the authors claim international applicability. For 

example, the focus on community awareness and personal factors, including cultural and linguistic 

elements appears novel in the extent and specificity of the BPSs, and worthy of in-depth discussion.  

ADDITION MADE: PAGE 23, PARA 2:  

 

“The majority of the BPS data should be internationally applicable. While there are some promising 

new guidelines available internationally such as the Canadian Stroke Best Practice Stroke 

Recommendations, which include 9 recommendations specific to aphasia management, there 

remains a paucity of rigorously reported BPS guidelines for aphasia.[15] Prior to publication of the 

BPS, the most robust clinical guidelines to address stroke management included the Australian 

Clinical Guidelines for Stroke Management[16] and the New Zealand Clinical Guidelines for Stroke 

Management[40], however these were not developed using the ICF framework, nor do they focus on 

aphasia management across the continuum of care.[15] One strength of the BPS is their inclusion of 

a comprehensive section on Personal Factors relating to culturally and linguistically diverse and 

indigenous populations. While this inclusion might encourage the international community to address 

such Personal Factors, the BPS may require adaptation for other regions and nations, especially for 

those sections that have been heavily contextualised for Australian practice and society.”  

 

Strengths & limitations  

21. Strengths - readers should be reminded of the vulnerability of this patient group to poor long-term 

psychosocial outcomes, and thus the important role of such guidelines in achieving and maintaining 
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the quality of long-term care or service provision.  

 

ADDITION MADE PAGE 22, PARA 1  

 

“Due to the vulnerability of people with aphasia to poor long-term psychosocial outcomes[10-13] it is 

critical to have validated best practice statements available for clinicians that incorporate research 

evidence and expert opinion where this research is lacking in order to provide a foundation for quality 

and consistent care. “  

 

22. The authors should point out that applicability across regions and nations requires attention to 

local context, especially in the light of the point made about implementation (p.22 line 40).  

 

CHANGE MADE: PAGE 23, PARA 2  

“While this inclusion might encourage the international community to address such Personal Factors, 

the BPS may require adaptation for other regions and nations, especially for those sections that have 

been heavily contextualised for Australian practice and society.”  

 

23. The authors should exemplify some of the problems in this study associated with consensus vs 

agreement / disagreement when using RAM.  

See POINT 18 above.  

 

Reviewer 2  

24. There could be greater consistency in the abstract and study summary statements about the role 

of the community of practice. In the abstract they are credited with developing a framework and in the 

summary with 8 areas of practice that provided the framework etc. I can appreciate that these sound 

like one and the same thing but that is not entirely clear. See the later comments about the term 

community of practice and their activity in this process.  

 

CHANGE MADE PAGE 3, ABSTRACT - the abstract now contains consistent wording to the 

summary and paper.  

 

“A national Community of Practice of over 250 speech pathologists, researchers, consumers and 

policy makers developed a framework consisting of eight areas of care in aphasia rehabilitation. This 

framework provided the structure for the development of a care pathway containing aphasia 

rehabilitation best practice statements.”  

 

25. A similar comment could be made about the information in the fourth bullet point re the AARP, this 

seems to be how the findings or the study have been used but is not necessarily descriptive of the 

study itself.  

 

CHANGE MADE PAGE 4  

“A community of practice developed eight areas of care that provided the framework for the 

development of an initial 74 best practice statements. These statements were then validated using the 

RAND/UCLA appropriateness method in two rounds of ratings with nine panel members.  

During the rating, items were added, divided or deleted so that there was panel agreement on a final 

set of 82 best practice statements over eight domains of care. These evidence-based and expert 

endorsed care standards form part of The Australian Aphasia Rehabilitation Pathway (AARP), and 

have been formulated into a dynamic web-based implementation tool with increasing attention to care 

standards for culturally and linguistically diverse, and indigenous populations.”  

 

26. In bullet point 5 should the first sentence read- The literature review(s) may not be .....  
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CHANGE MADE.PAGE 4  

 

27. Page 5, lines 43-45, are the Australian Clinical Guidelines for Stroke Management the same as 

the National Stroke Foundation Guidelines, this sentence suggests they may be two different sets of 

guidelines.  

 

CHANGE MADE – removed ambiguity.PAGE 5, PARA 2  

“The Australian National Stroke Foundation Clinical Guidelines for Stroke Management were 

identified as high quality guidelines. These guidelines contain eleven items”  

 

28. Bottom of page 5 and Page 6, lines 3-6 - some context is needed here both for the Cochrane 

Review mentioned, I thought the Brady review suggested that whilst some interventions were 

promising, no firm evidence was available regarding specific interventions which should be utilised by 

SLPs.  

CHANGE MADE – see comments for point 4 for Reviewer 1 above.  

 

29. Similarly, the comment made about people not receiving treatment and the numbers of hospitals 

providing tailored information (references 2 and 13) appears to Australia specific, which is fine, but 

this needs to be acknowledged and briefly commented upon.  

 

CHANGE MADE PAGE 6 PARA 2  

 

“While the above two examples are centred on Australian stroke rehabilitation practice, evidence to 

practice gaps in stroke rehabilitation have also been documented internationally”[21]”  

 

30. I was surprised that no reference was made to the AcTNow (Bowen et al, 2012) study findings 

(and the linked nested qualitative study which adds a slightly different commentary to the trial results) 

in this section. I know the findings have caused concern for some SLPs but nonetheless, as you will 

be aware, it is one of relatively few large-scale trials in the field and as such I thinks it merits mention 

in any review for this aspect of stroke.  

 

RATIONALE FOR NO CHANGE - The study authors are aware of the ActNOW study findings and the 

importance of this work. In the context of the broader international evidence in which there are several 

large scale trials of aphasia treatment published and remaining unbiased, we have included the Brady 

et al (2012) Cochrane report as the highest level of evidence to support the BPSs provided to 

participants. The ActNOW study of Bowen et al (2012) is appraised along with other international 

aphasia trials in that systematic review.  

 

31. As some readers may consider replication of this kind of work in other settings, then they need to 

be made aware of the timelines related to the work done with and by the community of practice, and 

how this was related in time to the development of the BPS statements and subsequent modified 

Delphi activity. This is currently somewhat confusing on pages 6-7 and also 8. If this is reported 

elsewhere this could be referred to.  

 

ADDITION MADE TO EXTERNAL SOURCE - Thank you for this suggestion. We have provided a link 

between the manuscript and the AARP website on PAGE 8, PARA 1 to a detailed timeline as 

suggested.  

 

32. Page 7. Whilst some of the reasoning for selection of the RAND/UCLA approach is clear, the 

rationale for rejecting other approaches to conducting a Delphi survey or alternatives means of 

arriving at a consensus in BPS should be briefly outlined here. This is important given the later 

acknowledgement that a face-to-face element in the second round had some potential disadvantages 
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in comparison to experts remaining anonymous which occurs in some other approaches. There is 

also repetition of content in respect of describing the RAND/UCLA approach between the two 

paragraphs on this page; this could be removed in favour of a more critical commentary on the 

method selected.  

 

CLARIFICATION AND ADDITION MADE - While there is face-to-face discussion regarding the 

wording of elements of the BPS in Round 2 and occasionally the evidence-based, individuals did not 

discuss their scores and they subsequently rated each BPS anonymously. We agree that our wording 

was not clear and we have clarified this with the following paragraph on PAGE 14, PARA 2 and also 

in relation to the nature of the RAM process and its face to face round on PAGE 12.  

 

“Panellists discussed the wording of the BPS and any other issues associated with each BPS such as 

the nature of the evidence. Panellists did not explicitly discuss their scores with each other and once 

discussion had completed, panellists then re-rated each statement anonymously without discussion.”  

 

“Our procedure followed the RAM guidelines[28] consisting of a two-round modified Delphi method 

with an added face-to-face component that allows members to discuss their judgements between 

rating rounds.[28] Basger et. al.[31] highlighted the importance of the face-to-face component in 

allowing discussion to resolve misinterpretation, introduce new evidence and improve clarity. 

Experiences with the RAM and other group processes indicate that the potential for bias in the face-

to-face group can be largely controlled by effective group leadership.[28] Therefore, the panel 

facilitator was experienced in moderating group discussions and an experienced RAM facilitator 

provided additional training and advice to the Aphasia RAM facilitator. “  

 

33. I appreciate that this paper is not focused on the literature reviews undertaken but they remain a 

key part of the process described which generated topics/interventions for BPS and so I think it is 

necessary that some more detail is provided on the scope of and methods employed in these reviews, 

and also on what volume of the different types of evidence was identified and reviewed. I don’t think 

the flow diagram, which I assume is figure 1 provides sufficient information on these aspects of the 

work. A PRISMA flow diagram could be considered.  

 

RATIONALE FOR NO CHANGE - We agree the focus of the paper is the RAM procedure. The 

PRISMA flowchart is not applicable because in this study we generated multiple PICO questions for 

multiple domains of care. It is not a systematic review of one PICO but a review of many PICO 

questions.  

 

34. Similarly, if additional experts were contacted (as stated), were these the same people who 

became the expert panel or another group of experts? How many experts were contacted? Again, if 

this information is published elsewhere it could be referred to here.  

ADDITION MADE - See above R1 point 6. Table 1 inserted to clarify contributors’ roles.  

 

35. Page 9, lines 14-17, I accept there is no consensus on a single method for grading qualitative 

research, but are you saying that there was no quality assessment made of the qualitative studies 

which were used to support BPS?  

CLARIFICATION ADDED - We have added the following sentence to clarify this point on PAGE 11, 

PARA 1.  

 

“Qualitative studies were not rated due to the lack of current consensus methods for grading of 

qualitative studies, however only studies that were judged to be rigorous were included. “  

 

36. Page 9, line 23/24, do you mean all 250+ CoP members were invited to comment on the 

syntheses? If so, can you report on how many did in fact comment on any or all of the syntheses and 
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later BPS draft? What kind of additional support from researchers with ‘specific expertise in each of 

the areas of care’ was sought and provided?  

ADDITION AND CLARIFICATION MADE  

We have added information to this section to address the reviewer’s comment. We also refer to 

another paper and provide a link to it that details some of the procedures for the AARP and BPS 

development further).  

PAGE 11, PARA 2  

“All 250 members of the COP were invited to provide feedback on the synthesis of each area. This 

process has been previously described (see[24] http://www.aphasiapathway.com.au/flux-

content/aarp/Thomas-KTEaphasia-pathway-JCPSLP-2014.pdf]). Briefly, of the COP members, a 

group of CCRE researchers (n = 25) and clinical affiliates (n = 45) expressed interest in providing 

regular feedback and formed the constituents of a feedback mail group. The core CCRE Aphasia 

Rehabilitation working group then translated the evidence into a list of best practice statements and 

additional input was sought from researchers who had specific expertise in each of the areas of care 

(see additional experts listed in Table 1). Further feedback was then obtained on the initial draft of 

statements from the feedback mail group using an online program “Google Documents”. Feedback 

from the CoP in the refinement of the BPS was mostly provided by CoP speech pathologists. Two 

representatives of the Australian Aphasia Association provided consumer feedback throughout the 

process. However, they had most input into the workshops that established the areas of care rather 

than the detailed refinement of the BPS. Development of the specific sections on personal factors 

associated with Aboriginal and Torres Strait Islander populations did include input from Aboriginal and 

Torres Strait Islander people”.  

 

37. Page 10, lines 30-33, I am not clear how the ICF was utlised in your purposive sampling of SLPs, 

this should be clarified. It would also be useful to know why 9 panel members were considered 

sufficient, instead of a larger number.  

 

ADDITIONS MADE  

We considered it important to attempt to sample research, clinical and policy experts across the 

biopsychocosocial model of the ICF. The background of the research grant also sought to bring 

together researchers who investigated aphasia at various levels of the ICF. Table 1 contains 

descriptions of the ICF in relation to member contributions.  

 

PAGE 12, PARA 2.  

“We used the standard sample size recommended in the RAM manual (n=9). This number of 

panellists was considered sufficient to permit a diverse sample but also to allow the opportunity for 

panel members to be involved in the group discussion in Round 2.[28]”  

 

38. It was not clear how the written comments explaining panel members’ decisions were analysed in 

between rounds 1 and 2, or if a summary of these comments were made available prior to or at the 

face-to-face meeting?  

CHANGES and CLARIFICATION MADE  

Sections on procedures for Round 1 and 2 have been amended to be clearer about the nature of the 

use and analysis of the comments provided by panel members. PAGE 13, PARA 2  

 

“Panel members retained copies of their comments to aid in discussion for the second round of rating. 

Completed scoresheets with any comments were then returned by email to the project manager. The 

scores and comments were recorded onto a central database file. The panel facilitator checked the 

accuracy of the transfer of all entries and comments.”  

 

Under Round 1 analysis Page 13, PARA 3  

“A simple content analysis was performed by the facilitator and project manager (EP, ET) on the 
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comments to provide a preliminary understanding of the nature of any issues panel members had with 

the statements. There was no further analysis of the comments as their primary purpose was to aid in 

the discussion of items in the face-to-face round (see below). “  

 

39. The addition of some new statements in the round 2 meeting is interesting in that I assume these 

did not come from the literature reviewed or the CoP consultation (or did they). Were these introduced 

by some or all of the participating expert panel, and if so what evidence base was available to support 

these? This element of round 2 should be clarified. 40. Similarly, on page 23 lines 16-19 refer to an 

additional expert panel being engaged but the involvement of this panel in the RAND/UCLA rounds 1 

and 2 is not clear or mentioned elsewhere, again clarification should be provided.  

 

CLARIFICATION AND ADDITION PROVIDED  

Thank you for pointing out this omission in the process. We have rectified this with the paragraph 

below. PAGE 20, PARA 1.  

“This splitting and addition occurred mostly in the Intervention section (Section 5) in Round 2 where 

the panel expressed dislike of the format of the section and key missing statements. Their feedback 

was documented, however, due to time constraints, rating of the section was postponed to the 

teleconference. Between Round 2 and the teleconference, the section was reformatted and new 

additions made based on panel feedback with updated references where required”.  

 

CLARIFICATION MADE  

Point 2, the involvement of additional experts has been clarified on PAGE, PARA and in Table 1.  

 

41. I am not sure that Table 4 needs to be within the main text. I think it could come as an appendix.  

CHANGE MADE  

We originally wished to keep Table 4 within the actual paper so that it was easy to compare the 

Round 1 and final BPS in Table 2.  

We have removed table 4 from the text and in considering it as an online supplementary table, we 

believe in this format and location it is duplicated by the Comprehensive BPS document. Therefore 

we have deleted Table 4 and instead now refer to the online supplementary Comprehensive Best 

Practice Statement document (PDF).  

 

42. Page 24 line 42, should this read …..and the literature reviews may not have been exhaustive?  

CHANGE MADE – inserted “reviews”.  

 

43. The term community of practice has been used in the manuscript and appears to reflect those 

who have an interest or expertise in aphasia. The way this term is used in some applied health and 

social sciences literature (based on the work of Etienne Wenger) is slightly different. It may be useful 

to clarify the way in which the term is understood and used by the research team.  

 

ADDITION MADE - A sentence explaining our use of the term CoP has been inserted on PAGE 8, 

PARA 2.  

 

“The CoP consisted of over 250 aphasia clinicians and managers, researchers, people with aphasia 

(Australian Aphasia Association) and policy makers (National Stroke Foundation) who were 

collectively interested in aphasia care, policy and practice.”  

 

44. A check of the hyperlinks in the reference list should be undertaken as some did not work (e.g. 

those indicated as accessed in 2011 and 2012).  

CHECKS COMPLETED  

 

Checks have been made on both a Mac and PC computers. We have re-pasted in some links and all 
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appear to be working currently but will be guided by the editor in terms of whether those links are 

working on other computers. 

VERSION 2 – REVIEW 

REVIEWER David Clarke 
University of Leeds  
UK 

REVIEW RETURNED 26-May-2015 

 

GENERAL COMMENTS I am satisfied that due consideration has been given to each and 
every point made by the reviewers. Where the authors have not 
made changes then the rationale is adequately explained and 
acceptable.  
I cannot speak for reviewer 1 but from my perspective, I think the 
paper now reads clearly, presents an important and substantial 
piece of work in the field and is suitable for publication in BMJ 
Open.  
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