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Abstract 

Background: Assessment is an essential part of aphasia management. There are many tools 

available for aphasia assessment, but relatively scant attention has been paid to how speech 

pathologists carry out their assessment sessions, or how these sessions are experienced by 

people with aphasia and their families. The evidence that is available suggests that people 

with aphasia do not always understand the purposes of the assessments they undertake or 

receive much useful feedback on their performance. Connections between adult learning and 

aphasia therapy are being made more explicit, such as through the Life Participation 
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Approach to Aphasia, but the potential for a relationship between adult learning and aphasia 

assessment has not yet been fully recognised.   

Aims: This paper aims to stimulate thinking to improve current aphasia assessment practices. 

It uses an adult learning lens and explores theoretical approaches underpinning assessment in 

adult education contexts.  

Main Contribution: In this commentary paper, we summarise the current, dominant practices 

around aphasia assessment and then briefly review evidence-based recommended practice for 

assessment in higher and professional education. We explore useful parallels between the two 

fields and discuss how we might reassess assessment in aphasia rehabilitation.   

Conclusions: Aphasia assessments have greater potential to be therapeutic than we currently 

assume. Ideas from adult education are useful to challenge clinicians to reconsider aspects of 

their practice. Assessments can be a powerful motivator for learning and engagement in 

therapy. Through a greater focus on formative and sustainable assessment, and changed 

feedback practices, there are opportunities to capitalise more fully on the potential for 

learning during these sessions. Attention to the rich development of ideas about assessment in 

education is a useful way to challenge our assumptions and perhaps prepare our clients with 

aphasia for a more productive and sustainable learning journey to support their recovery. 

 

Introduction 

It is 15 years since Kimbarow (2007) suggested that a Life Participation Approach to Aphasia 

(LPAA) (Chapey et al., 2008) should be integrated with adult learning theory: 

Clinical success may be enhanced when practice is based on the 

assumption that at the core of every adult client with aphasia, there is an 

adult learner; someone who, for the time leading up to the onset of 

aphasia, led a successful, meaningful and productive life – and can again. 

(p.318) 

Kimbarow noted that clinical practice has traditionally been based on pedagogical learning 

theories where the responsibility for directing the learning sits with the teacher, or in this 

context, the clinician. This approach, he argued, risks increasing dependency and 

disempowerment in clients. In contrast, adult learning involves adults as self-directed 

problem-solvers, with life experience which is itself a rich resource for learning, and 

motivation to learn when they understand why something is worth learning and can see 

application of that learning to their lives (Hopper & Holland, 2005).   

Such notions of adult learning are reflected in the values of the LPAA. Chapey et al., 

(2008) wrote: 

LPAA places the life concerns of those affected by aphasia at the center of 

all decision making. It empowers the consumer to select and participate in 

the recovery process and to collaborate on the design of interventions that 

aim for a more rapid return to active life. (p.279) 

The move to involve people with aphasia in choices about their rehabilitation, to engage with 

them and their families as partners in the process of living successfully with aphasia, is now 

recognised as good practice, and is reflected in clinical texts (for example, Elman, 2007; 

Hallowell, 2022; Holland & Elman, 2021; Papathanasiou & Coppens, 2017) and best practice 

statements (Simmons-Mackie et al., 2017). Simmons-Mackie and King (2013) wrote: “For 
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people with aphasia, rehabilitation is a specific example of being involved in the process of 

new learning and applying that knowledge” (p. 234).  

While connections between adult learning and aphasia therapy are being made more 

explicit, we suggest that more work is needed to increase recognition of the relationship 

between adult learning and aphasia assessment.  There is a rich literature on assessment in 

adult and higher education and we see useful parallels between the adult education and 

rehabilitation contexts. As we discuss later in this paper, one reason for making this link is 

the prime position of assessment as a driver for learning, as Boud and Falchikov (2007) 

emphasise: “Assessment, rather than teaching, has a major influence on students’ learning” 

(p.3). It is through assessment that students understand what is important to learn, and what 

they are expected to achieve. Moreover, the influence of assessment is not limited to the 

course of study in which it sits because the experience of it may have long term impacts on a 

person’s future choices and decisions and perhaps even about how they see themselves and 

their potential (Falchikov & Boud, 2007). Clearly, initial assessment in aphasia rehabilitation 

is not about what has been learned in a course of study but, at least after stroke or brain 

injury, is focused on the sudden change of status of a person’s language and communication. 

However, the assessment often frames the therapy that follows (Hersh et al., 2012a). It may 

influence how the person engages in their treatment, and the experience of initial and review 

assessments may affect how people with aphasia feel about themselves and their recovery in 

the longer term. Just as Boud and Falchikov (2007) highlight the role of assessments in 

framing learning, so Hersh et al. (2013), note that assessment sessions should be tapped for 

their learning potential particularly considering the large amount of time spent on assessing 

patients in rehabilitation. Hersh and colleagues (2013) introduced the concept of Therapeutic 

Assessment in aphasia, a way of assessing that can be experienced as beneficial and with 

therapeutic value for the person with aphasia rather than simply as a data gathering exercise 

for the clinician. Therapeutic Assessment is built on three ideas: that assessment needs to be 

viewed as an intervention with therapeutic potential; that it treats the person as an adult 

learner; and that it is relevant to real contexts and considers the person’s fit with their 

environment. Since this work was published, Therapeutic Assessment has started to shift 

thinking about what speech pathologists might be able to achieve within their assessment 

sessions (see the Australian Aphasia Rehabilitation Pathway 

http://www.aphasiapathway.com.au/?name=Therapeutic-assessment; Coppens & Simmons-

Mackie, 2018; Hallowell, 2022; Hersh et al., 2018; O’Halloran, et al., 2020; Thomson et al., 

2018). However, what is known about clients’ experiences of assessment suggests that this 

shift in thinking is still in its early stages and that more needs to be done to maximise the 

potential benefit from these sessions.  

What are the experiences of assessment? 

There is little published information about what happens in practice within aphasia 

assessments or indeed on the experiences of being assessed for people with aphasia post 

stroke (Hersh et al., 2018), but what there is suggests a need for change. In a British study, 

Tyson et al. (2014) interviewed 17 people (three with aphasia), who had experienced a stroke 

within the previous year, about their assessment experiences. All participants appreciated the 

need to be assessed for diagnosis, treatment, and discharge planning. However, most did not 

understand the purpose of particular assessments, especially psychological and cognitive 

tests. Many were irritated by the unexplained repetition of tests and assumed that the staff 

should have communicated with each other more effectively to avoid this. Half spoke 

positively of the information they were given, but the others received little or no feedback 

which they reported was “dehumanising” (p. 827) and demotivating. They wanted results that 

were clear, without jargon, and in both verbal and written formats. They also talked about 

http://www.aphasiapathway.com.au/?name=Therapeutic-assessment
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barriers to information provision such as staff not being willing to share results with relatives 

on the grounds of confidentiality, or just being slow and inconsistent in the delivery of 

feedback. Lack of information or feedback about assessment is also noted in a study by Rose 

et al. (2019) but from the perspective of family members of people with aphasia. Looking at 

experiences and preferences for receiving aphasia information in the early period post stroke, 

the authors found that families stated they would have valued information on the purpose of 

aphasia assessment but did not recall receiving it. Both these studies suggest that patients and 

families want more information and education at the time of assessment than they perceive 

they are currently offered. Moreover, this situation is reflected in the results of an online 

survey about aphasia education practices completed by 130 Australian speech pathologists 

(Rose et al., 2018). These participants reported providing information both to people with 

aphasia and their families about aphasia itself (definition, cause, recovery), communication 

and coping strategies, but there was no mention of information related to aphasia assessment 

purposes, implications, results, or feedback. Participants did not report evaluating the impact 

of their education and information provision but, overall, indicated that they felt it was not 

optimal. Only half the respondents always provided written information, not all information 

was felt to be aphasia friendly, and most gave out pre-prepared generic brochures or fact 

sheets. Not only is this not in line with best practice recommendations which call for tailored, 

accessible information to be provided over time and in different formats (Simmons-Mackie et 

al., 2017), but it also suggests that individualised assessment explanations and feedback are 

not standard practice.   

The lack of attention as to how information is or is not conveyed during assessment is 

in stark contrast to the calls for clinicians to effectively support people with aphasia to be 

engaged in goal setting discussions towards therapy (Barnard et al., 2010; Berg et al., 2016; 

Berg et al., 2017; Elston et al., 2022; Haley et al., 2019; Hersh et al., 2012a; 2012b; Leach et 

al., 2010; Sherratt et al., 2011). These discussions build on formal and informal assessment 

findings, are often strengths-focused and important to therapy planning. Assessment usually 

underpins much of what follows in rehabilitation such as decisions and goals for treatment, a 

baseline from which to measure change, and evidence for team members, patients, and 

families, referring agents, discharge planners and health funds. Whalley Hammell (2015), 

writing from experience in occupational therapy, likened the rehabilitation assessment “to a 

map for a navigator” (p. 53). She wrote:  

It explicates “where we are now” and, because therapists treat what they 

measure, it provides the basis not only for “where we are going” (goals 

and objectives) but “how we plan to get there” (selected interventions). 

(Whalley Hammell, 2015, p.53) 

We know less about what assessment sessions provide for patients and their families although 

assessments are likely to be associated with a range of reactions – curiosity, relief, concern, 

grief. They may be deeply intertwined with emotion and have far reaching implications. An 

example of this comes from Christopher Green, an Australian paediatrician and author of 

several successful books on parenting toddlers (for example: Green, 2006). He wrote about 

his experience of assessment following stroke and aphasia: 

Two weeks after my stroke, I was sent to rehab… I was then given an 

occupational therapy assessment. I had to find a square and a circle and fit 

them into a puzzle. Two weeks earlier, as a developmental doctor, I had 

worked with 2-year-olds with low IQs. Now they were doing the same tests 

on me, Dr Christopher Green, specialist doctor! Later, I met a 

neuropsychologist. I know they are lovely people but it seemed that they 
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were only interested in what I had lost, not what I still had. I did a test, and 

my score quickly showed that I was really stuffed!  (Green & Waks, 2008, 

p.128) 

For Green, the outcome of this assessment was an awareness of his suddenly acquired 

limitations and that only this aspect was of professional interest. This was not simply an 

assessment of what he could or could not do, but of who he now was. It took Green several 

years to overcome thoughts of suicide and after his stroke move his life forward (Green & 

Waks, 2008). 

The emphasis on what assessment results yield for clinicians’ planning, with less 

consideration of what they mean for people with aphasia and the impact that they have on 

them, appears to be at odds with an LPAA philosophy encompassing adult learning. 

Involvement of the client in ascertaining what they want, and information sharing for learning 

and engagement through the process of assessment, do not seem to feature highly. One of the 

ways to address this may be to re-visit the wider domain of learning in adults and explore the 

parallels and differences between the two perspectives of assessment in aphasia rehabilitation 

and assessment in higher education. The relationship between these contexts has not been 

previously presented in this way but we suggest there are important lessons to be learned 

from this exercise.  

In this paper, we argue that aphasia assessments have greater potential to be 

therapeutic than we currently assume and that ideas from adult learning may be useful to 

challenge clinicians to reconsider aspects of their practice. The aims of this paper are to: 

summarise the current, dominant practices around aphasia assessment; describe and apply 

theoretical and practical work from the well-developed field of assessment and feedback in 

higher education; and highlight what might be gained by examining these two seemingly 

unrelated fields concurrently. We argue that this exercise paves the way to reassess 

assessment, not only for people with aphasia but perhaps also for others after stroke.  

 

Current practice and conceptualisation of assessment in aphasia rehabilitation after 

stroke 

Aphasia is a highly complex disorder reflecting the fact that language is a highly complex 

aspect of human functioning. It is an acquired neurological disorder characterised by 

language breakdown across speaking, understanding, reading, and writing. A recent UK 

study estimated the prevalence of aphasia in inpatient stroke survivors to be 40% (Mitchell et 

al., 2021), with earlier studies finding 30% with aphasia on admission with first-ever 

ischaemic stroke (Engelter et al., 2006) and 35% with aphasia at the time of hospital 

discharge (Dickey et al., 2010). These studies also note aphasia to be associated with 

increasing age and more severe strokes. Patterns of breakdown, levels of severity and 

recovery trajectories are very individual which adds to the need for comprehensive 

assessment, coordinated delivery of care for the healthcare team (Carragher et al., 2021) and 

evaluation of the disorder over time.  

Assessment is fundamental to aphasia rehabilitation as it is in other areas within 

speech pathology (see sections 3.2 and 3.3 of the Professional Standards for Speech 

Pathologists in Australia; Speech Pathology Australia, 2020). Guidelines for practice 

highlight its importance (Power et al., 2015; Simmons-Mackie et al., 2017), emphasising the 

need to screen and then comprehensively assess for nature and type of aphasia in the acute 

period post stroke (Stroke Foundation, 2021). Assessment provides clinicians with 

background, case history, medical, diagnostic, prognostic and social information about a 
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patient and their family context. As conceptualised by the International Classification of 

Functioning, Disability and Health (ICF; World Health Organisation, 2001) assessment may 

quantify or describe impairment, function, activity, participation, and contextual factors 

relevant to the patient. Patterson and Chapey (2008, p.66) defined assessment as: 

…an organized, goal-directed evaluation of the interrelated, integrated 

components of communication: cognitive, linguistic and pragmatic. It also 

includes evaluation of an individual’s quality of life, communicative 

interactions within the family or social unit, and role in the larger unit of 

society. An evaluation is carried out to determine a patient’s language 

strengths and weaknesses and the degree to which language strengths can 

be fortified and language weaknesses modified. 

Figure 1 provides a summary of the contexts, tools, and purposes of aphasia assessment to 

capture this complexity, and structure this section. 

 

Figure 1. Summary of aphasia assessment. 

 

 

Context and tools of aphasia assessment 

Figure 1 captures the diverse contexts that have the potential to impact on assessment of 

aphasia. It considers the settings (acute ward, sub-acute rehabilitation, outpatient, community, 

research) and their respective expectations for practice; the personal and social context for 

patients; cultural and linguistic considerations (Armstrong et al., 2017; Huang et al., 2019; 
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Mellahn et al., 2021); factors related to the clinician’s job and experience; the team context; 

and mode of contact (Guo et al., 2017; Hill et al., 2009).   

Aphasia assessment during the early days in acute settings may be challenging 

because of lack of time and busy environment, patient illness and fatigue, and dominant focus 

on dysphagia management as opposed to communication (Hersh, 2016; Vogel et al., 2010; 

Foster et al., 2016; O’Halloran et al., 2020; Rose et al., 2014). The language impairment is 

typically most severe in the early stage but also unstable, often changing rapidly with 

spontaneous recovery. Healthcare providers across the stroke team are reported to find 

communication with patients with aphasia difficult in this early period (Carragher et al., 

2021). Studies have highlighted how assessment practices change according to setting and 

context (Kiran et al., 2018; Vogel et al., 2010). Vogel et al. (2010) surveyed 174 speech 

pathologists from across Australia and New Zealand. Respondents reported changes in 

assessment approach along the referral pathway with their most popular choices being 

individualised in-house assessments in acute settings, the Mount Wilga High Level Language 

Test (Christie et al., 1986) and PALPA subtests (Kay et al., 1997) in inpatient rehabilitation, 

and the Mount Wilga, Boston Naming Test (BNT; Kaplan et al., 2001) and informal 

interaction and observational assessments in outpatient rehabilitation. Kiran et al. (2018) 

found a variety of assessments used across settings, but also some consistency of choice of 

measures (popular choices being the Western Aphasia Battery-R (WAB-R; Kertesz, 2007), 

BNT, Cognitive Linguistic Quick Test (CLQT; Helm-Estabrooks, 2001) and the 

Communicative Effectiveness Index (CETI; Lomas et al., 1989). Other studies have noted 

how the support and information needs change for patients and families as they move through 

acute and rehabilitation stages to a chronic phase (Avent et al., 2005; Hilton et al., 2014; Rose 

et al., 2019). As people with aphasia move from the acute and subacute stages to outpatient 

and community rehabilitation, there is often a shift of focus from assessing impairment to 

more functional assessments of activity, participation, and quality of life (such as the 

Scenario Test (van der Meulen et al., 2010) and the Assessment for Living with Aphasia 

(ALA – Kagan et al., 2011)). Reviews, quality of life assessments, and measures of 

intervention outcomes are more prominent. In research settings, a consensus has been built to 

standardise aphasia assessments used to measure outcomes in treatment studies (Wallace et 

al., 2019) and this work has included consideration of those outcomes reported to be most 

important by people with aphasia and their families (Wallace et al., 2017).   

The pie chart in Figure 1 captures the main tools used to gather assessment 

information. These are numerous. A recent scoping review (Wallace et al., 2022) identified 

143 measurement instruments for aphasia across 284 references. Classifying these 

instruments across the International Classification of Functioning, Disability and Health 

(ICF; World Health Organisation, 2001), the majority (94) measured Body Function 

(impairment), 23 measured Activity/Participation, 5 measured Environmental factors and 16 

measured quality of life or constructs not specified within the ICF. Verna et al. (2009) 

surveyed Australian speech pathologists about their aphasia services. Their 70 respondents 

reported using 180 different measures, with 65 of them assessing language impairment and 

54 of them used for screening language. Far fewer assessments were listed that examined 

aspects such as functional communication, quality of life or client satisfaction. Doedens and 

Meteyard (2020) reviewed functional communication measures of real-world communication 

within the Activity/Participation domains of the ICF. Their study identified 19 measures of 

functional communication (3 standardised tests, 2 non-standardised tests, 4 clinician-rated 

and 6 client or proxy-rated observational profiles, 3 instruments to linguistically analyse 

connected speech, and one approach using conversation analysis). Doedens and Meteyard 

(2022) argued that clinicians tend to rely on assessing impairment rather than functional 
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communication because of the lack of a definition of what it actually is. To address this, they 

borrowed the framework of “situated language use” (Clark, 1996) which sees functional 

communication as built on interactivity (the collaboration of two or more people), 

multimodality (vocal and visual), and context (including the common ground between two 

interactants of shared knowledge and assumptions). Therefore, they suggest: “Assessment of 

functional communication should explicitly measure the interactive, multimodal, and 

contextual aspects of a person’s communicative abilities” (Doedens and Meteyard, 2022, 

p.959). 

Despite the large number of possible assessments, relatively little has been written 

about them as compared to treatment. In another scoping review of the management of 

communication disorders in the first 90 days after stroke (Baker et al., 2021), where 

management included assessment, only 6 of 45 studies addressing the communication 

impairment focused on assessment. Five of those reported on the psychometric properties of 

those tools and only one (Vogel et al., 2010) explored assessment practices. The study by 

Vogel and colleagues, mentioned earlier, found that over 70% of respondents assessed 

aphasia using subjective or un-standardised (informal) assessments because standardised 

assessments were viewed as too time consuming, could not be repeated frequently enough 

and were not sensitive to the rapid changes in language function in that early period after 

stroke. This reliance on unstandardised assessments, despite the large numbers of available 

standardised tests, has been found in other studies. Morris and Webster (2018) carried out a 

survey of 243 speech pathologists and reported that it was very common for people to use 

both formal and informal assessments and that a combination was felt to give the best 

information.  

The distinction between formal assessment and informal assessment is an important 

one in aphasia rehabilitation, and more attention is now being paid to the nature of informal 

assessment (Hersh et al., 2018; Thomson et al., 2018). Murray and Coppens (2017) view the 

former as “any published quantification tool” (p.82), a broader definition than the common 

limitation to standardised and norm-referenced tests with fixed administration protocols and 

norms. Formal assessment is useful for differential diagnosis, measuring and quantifying 

behaviours. Informal assessment is “the process of creating and manipulating stimuli for the 

purpose of making clinical decisions” (p.82) and “a fluid exercise in critical thinking” (p.92) 

where the clinician is generating hypotheses and designing tasks and probes to address their 

questions. Informal approaches involve broad questions about quality of life, and well-being, 

as well as caregiver evaluations, and ongoing assessment. Murray and Coppens also include 

the concept of dynamic assessment within informal assessment, an iterative process of testing 

and treating, in order to probe for ways to improve a response. In relation to this last point, 

they recommended: “repeatedly assessing individuals with aphasia” (p.97) to determine 

“sufficient stamina and stability to begin regular treatment sessions” (p.97); continued 

response to treatment; whether they might be reaching a plateau (a contentious term – see 

Hersh, 1998) requiring a change of treatment or discharge; and maintenance of gains. These 

recommendations, with a focus on repetition of assessment and clinician judgement about 

readiness for treatment, could be experienced as onerous for people with aphasia unless the 

rationale of testing and treating is carefully explained, and linked to a negotiated therapy 

direction. 

Figure 1 also includes screening tests (El Hachioui et al., 2017) and discourse 

measures. A recent study (Cruice et al., 2020), involving 211 UK speech and language 

therapists, surveyed the reported practices around assessing and treating naturalistic discourse 

(language building beyond the word and sentence level to enable a range of communication 

functions). They found that 30% of clinicians analysed the discourse of their patients with 
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aphasia, but they tended to be more experienced, part-time and community based. Discourse 

was most often collected during initial assessment through picture descriptions and recounts. 

This study reinforces that assessment practice is not uniform and that time constraints, level 

of training and confidence influence choice and type of assessments. Despite the traditional 

reliance on formal testing, there is agreement that it does not necessarily reflect real world 

language capabilities. Myrberg et al. (2018) demonstrated that the interactions of people with 

aphasia during formal assessment, involving testing on language processing at sound, word, 

and sentence level, are not representative of language in more conversational interactions 

giving little information on abilities with connected speech and discourse. In sum, while there 

are many tools available for assessment of aphasia, the value of their findings may not be 

immediately clear to people with aphasia or their families and may not easily translate into 

clear goals for treatment. 

Purposes of aphasia assessment 

Figure 1 summarises the purposes of assessment, from the rapport building of the first 

meeting, through goal setting, and then on to determining the level of impairment and 

function, treatment planning, reviewing outcomes, demonstrating change, and planning 

onwards. These purposes are complex. For example, developing rapport or getting to know a 

patient is often described as an essential precursor to aphasia practice, but it has been shown 

to happen within assessment rather than simply before it. Hersh et al. (2018) argued that an 

under-recognised purpose of informal assessment is to strengthen the therapeutic relationship, 

achieved through incorporating informal interactions, putting the patient at ease, and 

relieving the awkwardness of more formal question-answer-evaluation interactions typical of 

assessments (Horton, 2006; Simmons-Mackie & Damico, 1999). 

Another example of this complexity is the relationship of assessment to goal setting. 

A traditional assumption is that assessment is required for therapy planning (Galletta & 

Schaeffer, 2012; Patterson & Chapey, 2008) and is the first step to exploring both strengths 

and deficits in language processing (Whitworth, Webster & Howard, 2014). However, 

Worrall (2019) stated: 

Goal setting usually occurs after language testing. An unintended 

consequence of this sequence can be that the therapist will work on the 

language weaknesses of the test rather than treating for the patient’s life… 

In the Australian Aphasia Rehabilitation Pathway, assessment for therapy 

is placed after goal setting… this prioritises the client’s goals before the 

assessment results. It is also easier to ask the client about their life goals 

before the focus on the language testing process. (p.443) 

Worrall challenges this traditional assumption, suggesting that, if therapy is to be functionally 

tailored to each individual, then goal setting should precede assessment. Worrall’s suggestion 

offers an alternative to the common tendency for assessment to be impairment based, 

potentially disconnected from client concerns, or deficit focused. Detailed language testing is 

clearly a priority for hypothesis testing, establishing baselines, therapy planning and so on but 

if it is perceived as removed, or opaque then clients may not fully understand its value or 

relevance. By setting goals first through conversation, there is a greater opportunity to get to 

know the person and what they want to achieve. In reality, it may be useful to consider 

elements of assessment and goal setting as merged. For example, Murray and Coppens 

(2017) highlighted goal setting as one of their five purposes of assessment: to establish 

diagnosis and prognosis; to describe and understand the language, cognitive and emotional 

functioning; to gather background and case history; find out people’s goals; and support the 

person with their interactions and through information on their strength and weaknesses. In 
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relation to informal assessment, Coppens and Simmons-Mackie (2018) developed a 

framework of objectives, components and procedures which involves clinicians having pre-

requisite skills to help support their ability to test hypotheses and ask goal-oriented questions 

building on background knowledge about the patient, critical thinking, good observation 

skills and interactive skills. They noted that such interactive skills include “the ability to 

engage the client in the assessment process and collaborate with the client as a partner… 

teamwork between two adults… who share the ultimate goal of improving the 

communicative life of the person with aphasia” (p. 445). Equally, Haley et al. (2019) 

discussed the close relationship between the meaningful, collaborative goal setting process of 

their FOURC model and assessment in outpatient rehabilitation settings. They highlighted the 

value of using the ALA (Kagan et al., 2011) or the Life, Interests and Values or LIV Cards 

(Haley et al., 2013) to promote goal setting: “We routinely identify a robust communication 

goal during the initial session despite dedicating a good portion of that session to preliminary 

evaluation of the impairment and strength profile through speech and language testing” (p.4). 

These examples and the discussion of the context, tools and purposes of assessment 

give some insight into existing work exploring the nature of how this is approached in 

aphasia. However, consideration of the potential for assessment as a learning opportunity for 

people with aphasia and their family members has not yet been fully realised. In their 

introduction to Therapeutic Assessment, Hersh et al. (2013) noted the threefold layering of 

assessment of support (where speech pathologists assess to understand what the person with 

aphasia might need), assessment with support (such as through dynamic assessment, 

incorporating opportunities to demonstrate and scaffold strengths), and assessment as support 

(the notion that the assessment itself is a supportive, therapeutic, and educational experience). 

While relatively novel in aphasia rehabilitation, the idea of assessment for learning is more 

established in education as considered in the next section. 

 

Applying theoretical and practical contributions from assessment in education  

In Figure 2, we have briefly summarised the context, tools, and purposes of assessment in 

education. Institutional settings, such as universities, can commonly be associated with 

undertaking tests or exams. Typically, these are held at the end of a course of study resulting 

in a grade or a score to capture what the teacher or lecturer believes represents the level of 

learning attained. However, formal examinations are not so prominent as they once were, and 

assessment now takes place in a wide variety of ways including through work integrated 

learning, simulations and competency assessments which are closely related to the learning 

outcomes desired. Just as assessment through telepractice is increasingly mainstream in 

health, so online assessment is more common in education, and additionally, the choices and 

types of assessment need to be adjusted and tailored to be relevant and accessible to diverse 

groups of students, just as for diverse groups of patients. 

A key lesson to take from educational assessment is that there are many purposes of 

assessment. They each have their own logic and often one purpose is in tension with another. 

For example, a diagnostic educational assessment, perhaps where one might look first for 

parallels with rehabilitation, would occur at the start of a period of learning to check the level 

of knowledge of the students as they come into a course, and is very specific to what is going 

to be learned. Diagnostic assessment has had limited uptake in educational settings, mostly at 

the instigation of individual teachers. More prominent in the field is summative assessment 

which focuses on assuring the outcome of a course of learning, the final determination, or the 

test “commonly dominated by the needs of certification” (Boud & Falchikov, p.4). It is the 

end of a particular sequence of learning. However, it can provide a goal to work towards and 
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it is not uncommon for students to focus on working to the test, which is particularly 

problematic when the test is a limited one. Too great an emphasis on summative assessment 

can sometimes detract from the process of achieving the very outcomes it is designed to 

judge because breadth of learning becomes secondary to a limited focus on what is assumed 

to be in the exam. In practice, summative tasks are not only exams and tests, but could be 

other forms of assessment that demonstrate achievement such as a presentation, written report 

or a portfolio. Arguably, in the context of aphasia rehabilitation, the summative assessment 

reflects an evaluation of the outcomes of a therapy program as assessed through a 

standardised examination or battery of tests, or some other outcome measure. Summative 

assessment alone might help judge progress, but more is needed to guide interventions. 

 

Figure 2. Summary of education assessment. 

 

 

In contrast to a summative assessment being used to judge learning at the end of a 

course of study, or indeed to help determine whether someone can move on to another phase 

of learning beyond that, formative assessment is used during a course to assist students to 

develop what is needed to meet the learning outcomes of that course. Formative assessment 

has parallels in a functional, non-standardised or dynamic aphasia assessment as it includes 

opportunities to trial and test, to use stimulability testing, or interweave a cue or strategy to 

gauge if it might assist performance. A third purpose of educational assessment has been 

termed sustainable assessment. It focuses on promoting ways in which the learner can take 

responsibility for judging for themselves whether they have met their goals. Sustainable 

assessment enables students to reflect on and evaluate their own learning and not be 

dependent on teachers to know when they have performed well (Boud, 2000; Boud & 
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Falchikov, 2006; Boud & Soler, 2016; Soledad Ibarra-Sáiz, Rodríguez-Gómez, & Boud, 

2021). The notion of sustainable assessment shares similarities with the promotion of self-

evaluation and self-management within chronic conditions but this approach can be limited 

for people with aphasia perhaps because of the nature of the communication disorder (Nichol 

et al., 2017).  

An important point of commonality between assessments in educational and 

rehabilitation contexts is that to be successful, the learner (student or patient) and the helper 

(teacher or clinician) have to identify and agree on the same goals and be committed to their 

pursuit. Without this, frustration results and optimal learning does not occur. Students or 

patients can become irritated by assessments when they do not see why they are needed.  

Of key importance to both fields is giving genuine and useful feedback as 

distinguished from information about an assessment result. Information received by a learner 

from an assessment result simply judges the level reached at that point and, often, this 

information is given after a course or phase of learning is complete. It is difficult to know 

how useful this information is and whether it has any positive effect. Feedback, on the other 

hand, focuses on ways forward to meet goals, what learners need to do to move from their 

current level of performance to an improved level and where they want to be. Boud and 

Molloy (2013a,b) highlight the importance of moving away from feedback as a one-way 

process of giving information about an assessment to “a model of learning where the learner 

takes agency to solicit opinion to self-evaluate and to co-construct strategies for 

improvement” (2013a, p.7). They note the need to “close the loop” (p.8) where feedback 

leads to action and change. If the provision of feedback after an assessment can have a 

positive effect on further attempts at a skill or activity, and also enable the learner to be able 

to self-evaluate, then the effect is not only productive but also more sustainable. Through 

effective feedback, learners should be able to identify errors or points for improvement for 

themselves and ideally be able to reach a point where they can develop strategies to avoid 

making the same errors in the future.  

 

Parallels and distinctions between assessments in rehabilitation and education 

We have started to look at the relationship between assessment in rehabilitation and 

education contexts and this is noted in Figure 3, viewing the two contexts side by side.  
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Figure 3. Comparing assessment contexts in practice. 

 

As suggested above, standardised assessments share aspects with summative assessments 

such as formal tests or exams, for example, in their focus on quantifying or judging the level 

a person has reached without prompting or interruption. Informal and dynamic assessments in 

rehabilitation are more like formative assessment with its focus on scaffolding how the 

learner can move forward. However, there are also differences raised by this exercise. In 

education settings, students are usually aware of the nature of their assessments in advance. 

They may have a rubric with a clear idea of what they are expected to know and how marks 

will be allocated to a particular task. In outpatient or community settings, people with aphasia 

may know when an assessment is booked but may not have a clear sense of what it might 

entail (unless they have undergone such an assessment before such as in university clinic 

contexts, where they might be very familiar with such tests as each group of students comes 

to work with them (Hersh et al., 2022)). When one considers experiences of assessment more 

broadly by different members of the multidisciplinary team, patients on a stroke ward may be 

asked to undertake many assessments on the spur of the moment. They may be assessed 

within a conversation, a therapy activity, or through being observed without realising the 

significance of the information being gained and recorded. They may be asked the same 

questions many times. Unlike students, who are focused on learning for a chosen course, 

people after a stroke, including those with aphasia, are concerned for their health and 

functioning, and in acute settings are likely to be in shock, feeling unwell and disorientated. 

Assessments may be raw and intrusive. People may be assessed in their hospital gown, in 

their bed, in the shower. Assessments may be administered by health professionals they have 

not met before and may never meet again. Unlike for students, they may never be told their 

results or fully understand the implications of their scores or the observations that are 

recorded (Lynch et al., 2015; Tyson et al., 2014). In some cases, patients are not assessed 

when they should be (Australian Stroke Coalition, 2012), for example, when rehabilitation 

teams decide whether or not to assess suitability for further stroke rehabilitation.  

In hospital and inpatient rehabilitation settings, when aphasic communication 

difficulties and other consequences of stroke or brain injury are most acute, people may have 

very little idea about their assessments, their purpose, how performance is judged and even 

• Standardised assessment

• Informal and dynamic assessment

• Assessment aligns with goals and therapy

• Explanation of assessment - variable

• Feedback: variable level of information

• Feedback mainly from clinician to patient

• Emotion in assessment under-recognised

• Functional assessment to explore self-
management and independence

Aphasia 
assessment

• Summative assessment

• Formative assessment

• Constructive alignment - expected

• Explanation of assessment - expected

• Feedback: expected information

• Feedback expected towards learning

• Emotion in assessment more recognised

• Sustainable assessment to promote self-
regulation of learning

Education 
assessment
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what the consequences might be of what they regard as succeeding or failing on the test. In 

their detailed analysis of practice in 25 videos of usual care aphasia therapy sessions early 

after stroke, Brogan et al., (2020, p.1307) wrote:  

Task explanations were frequently surface level and the majority of the time, there 

was no mention of the rationale behind the chosen tasks or a discussion of possible 

mechanisms of action in the brain. This is not in line with adult learning principles 

that suggest tasks should be relevancy orientated and adults need to be sufficiently 

informed to see the reason for learning to increase their motivation and learning 

capacity. 

 

While this study was not specifically on assessment, it suggests that lack of explanation is not 

uncommon in this early phase and helps to contextualise comments about assessment from 

people with aphasia. An example is from a participant, Betty, in the seminal study “Talking 

about Aphasia” (Parr et al., 1997): “The speech therapist came once or twice and gave me 

one of those tests, you know, with the spelling and everything and I couldn’t make head nor 

tail of it…” (p. 77). Moreover, Brogan et al. (2020) also noted that clinician feedback on 

tasks was mainly characterised by “whether their answer was correct or incorrect” and that 

supportive feedback (praise) was “not necessarily related to the accuracy of the response” (p. 

1308). This kind of practice may provide general encouragement, which people with aphasia 

may well appreciate, but does not promote problem-solving or self-awareness, and reinforces 

the accepted position that assessment is an opportunity for clinicians to learn about clients but 

less so for clients to learn about their own condition. While Murray and Coppens (2017) write 

that during testing, clinicians should describe “how or why a particular response was or was 

not successful” (p. 99), they say that “during most of the assessment process, feedback and 

specific reinforcement should not be used at all” (p.99). This, they argue, is because the 

assessment stimuli might be used again in the future as a measure against a baseline (and 

similar arguments are often given by educators as to why students cannot take away exam 

papers of multiple-choice questions). They do, however, encourage clinicians to discuss 

results and feedback at the end of the exercise, but not during the task. This is an 

understandable and accepted approach when doing formal assessment with standardised 

administration procedures, but opportunities to provide feedback for learning are secondary, 

and perhaps less effective by being delayed and less contextualised.  

The role of feedback in assessment appears to have been quite different between 

rehabilitation and education contexts, which perhaps is unsurprising considering the primacy 

of learning as opposed to treatment. Feedback is part of the assessment process but a crucial 

and distinct element (Boud & Dawson, 2021; Winstone & Boud, 2022). Of course, 

rehabilitation is also about learning, but we argue that this aspect has been less prominent 

within assessment sessions and interactions, perhaps traditionally viewed as separate from, 

and preceding, therapy. Feedback during therapy tasks is also valued highly but if a person 

with aphasia has not received feedback that allows them to connect their performance in 

assessment and their subsequent treatment, they will be less able to follow the rationale for it 

and less likely to engage with therapy. In rehabilitation, verbal feedback from assessments, if 

provided, may not necessarily also be offered in an accessible written format. This is 

problematic as people with aphasia may not easily comprehend or remember the details of 

verbal feedback alone, and this means its potential for learning is lost. Moreover, as patients 

move from acute, to sub-acute and community services, there may be a change of clinician at 

each phase. For this reason, assessment feedback (rather than simply results) should be 
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recorded in an accessible way and have therapeutic value, thereby allowing the patient to be 

active and engaged in their learning over time and across sites. 

In education contexts, the notion of constructive alignment is important, the idea that 

what you take from a course is represented by the desired learning outcomes. The 

assessments that judge how one meets those learning outcomes also need to be part of that 

process of alignment. In aphasia rehabilitation, it may be that the dislocation of assessments 

from a shared plan for therapy is one reason for the recommendation to do collaborative goal 

setting for therapy prior to the assessment. 

Effectively, we suggest that notions of assessment can move from being a clinician-

centred activity for data gathering to a time for information sharing, recognising agency, and 

client learning. Of course, people with aphasia would need to be well enough, medically 

stable, and able to engage in order to benefit, but assessment is a feature of practice that is 

part of the full journey of language recovery. It takes up a significant proportion of time with 

a therapist and therefore is worth reconsidering to fully tap its potential for benefit to clients 

with aphasia. Figure 3 also acknowledges emotions as important in assessment. In education 

contexts, there is increasing recognition of the impact of assessment on emotions (Falchikov 

& Boud, 2007) and of emotions in feedback (Molloy, Borrell-Carrio & Epstein, 2013). While 

emotions around assessment may be experienced positively or negatively, negative or critical 

feedback can have a considerable impact on confidence and self-worth, particularly where a 

trusting and productive relationship with the teacher is lacking. As noted above by 

Christopher Green, in rehabilitation contexts, there is a tendency for assessments to focus on 

deficits, and on what a person has lost. This is important because the sense of failure or 

inadequacy is not only about one’s level of knowledge or ability, but fundamentally about 

one’s sense of self post stroke. For this reason, it is essential to build opportunities for 

genuine, positive feedback around the assessments and indeed, two-way feedback where an 

engaged patient can respond to and question the clinician through supported conversations, or 

aphasia-friendly written explanations. In practice, effective clinicians are aware of the 

emotional impact of assessment, but we have little evidence about how people with aphasia 

feel about being assessed, what it means for them to get a low score on a test, or how 

frustration, fatigue, or anxiety influence assessment performance or engagement. We also 

need to better understand the relationship of assessment to self-management and how the 

experiences of assessment sessions might contribute to patient motivation and self-efficacy. 

Our consideration of the parallels and differences between these two contexts may help 

prompt the following points for reflection: 

• Speech pathologists need to consider the purpose of assessment at different stages and in 

different contexts and the role of the person with aphasia as an active, adult learner. 

• Assessment is a necessary but potentially confronting experience in the context of sudden 

and ongoing adjustment to illness and disability, and the influence of aphasia on the 

person’s ability to ask questions or process information about their performance. 

• Verbal feedback from assessments should also be offered in an accessible format, such as 

through a visual summary for the person to take with them, to support learning, self-

evaluation, and a chance to revisit the information. 

• Assessments involving scores need to be shared sensitively; results should be formulated 

in terms of meeting desired outcomes rather than reporting scores which could indicate a 

sense of failure, particularly damaging at such a vulnerable time. The relationship 

between assessment, emotions, and potential impact on motivation needs greater 
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acknowledgment. This is not only about assessment for learning but also about 

assessment for ongoing motivation in rehabilitation. 

• Assessment which seeks to be a learning opportunity should be essentially formative and 

sustainable to produce outcomes valued by the client. However, with appropriate supports 

for engagement and feedback after standardised administration, formal assessments can 

also be opportunities for learning, particularly if clients understand the rationale and value 

of them. 

• There should be an alignment of the goals of the client and the clinician, and the choice of 

assessments should be relevant to those goals, ongoing intervention, and measures of 

outcome. 

• Repetition of the same assessment may be experienced as burdensome. There should be 

an accessible explanation as to why a repeated assessment may be useful – for example, 

for judging spontaneous change, outcomes of treatment or to support action plans.  

• Through the rehabilitation journey, assessment experiences, not just in speech pathology 

but across the multidisciplinary team, should contribute to the shift over time to develop 

self-confidence, agency, and sustainable learning by the client.  

Conclusions 

In this paper, we have explored assessment from the perspective of two distinct disciplines to 

draw out parallels and reflect on practice. Aphasia rehabilitation has much to learn from 

education about the power of assessment as a driver for learning, and about the importance of 

adult learning theory in engaging clients more effectively, not just in therapy, but also during 

assessment. This perspective may be useful for other rehabilitation disciplines beyond speech 

pathology. The traditional view that assessments are mainly for data gathering to enable 

clinicians to provide therapy, has meant that explanations about the purpose of assessment 

and feedback on performance have been limited, and aphasia therapists may be missing 

opportunities to capitalise fully on the time that they spend with clients with aphasia in 

assessment. Attention to the rich development of ideas about learning through assessment in 

education is useful to challenge our assumptions and perhaps prepare our clients with aphasia 

for a more productive and sustainable learning journey to support their recovery.  
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