
Health Expectations

ORIGINAL ARTICLE OPEN ACCESS

Establishing Quality Indicators and Implementation
Priorities for Post‐Stroke Aphasia Services Through
End‐User Involvement
Kirstine Shrubsole1,2,3,4 | Marissa Stone1,2,3 | Dominique A. Cadilhac3,5,6 | Monique F. Kilkenny3,5,6 |
Emma Power3,7 | Elizabeth Lynch8 | John E. Pierce3,9 | David A. Copland1,2,3 | Erin Godecke3,10,11 |
Bridget Burton1,2 | Emily Brogan3,10,11 | Sarah J. Wallace1,2,3

1Queensland Aphasia Research Centre, The University of Queensland, Brisbane, Australia | 2Surgical Treatment and Rehabilitation Service (STARS)

Education and Research Alliance, The University of Queensland and Metro North, Brisbane, Australia | 3Centre of Research Excellence in Aphasia Recovery

and Rehabilitation, La Trobe University, Melbourne, Australia | 4Speech Pathology Department, Princess Alexandra Hospital, Metro South Health,

Woolloongabba, Queensland, Australia | 5Stroke and Ageing Research, Department of Medicine, School of Clinical Sciences at Monash Health, Monash

University, Clayton, Victoria, Australia | 6Stroke Division, The Florey Institute of Neuroscience and Mental Health, University of Melbourne, Heidelberg,

Victoria, Australia | 7Faculty of Health, University of Technology Sydney, Sydney, Australia | 8College of Nursing and Health Sciences, Flinders University,

Adelaide, Australia | 9School of Allied Health, Human Services and Sport, La Trobe University, Melbourne, Australia | 10School of Medical and Health

Sciences, Edith Cowan University, Joondalup, Australia | 11Sir Charles Gairdner Hospital, Perth, Western Australia, Australia

Correspondence: Kirstine Shrubsole (k.shrubsole@uq.edu.au)

Received: 31 January 2024 | Revised: 21 July 2024 | Accepted: 25 July 2024

Funding: Kirstine Shrubsole received funding from The University of Queensland School of Health and Behavioural Sciences to complete this project (New
Staff Grant). Marissa Stone is supported by an Australian Government Research Training Program Scholarship. Monique Kilkenny reports receiving research
fellowship support from the National Heart Foundation of Australia (105737). Sarah J. Wallace is supported by a National Health and Medical Research
Council (NHMRC) Emerging Leadership Investigator Grant (1175821). This research was conducted with support from the Centre for Research Excellence in
Aphasia Rehabilitation and Recovery (Aphasia CRE) (Grant Number: 1153236), La Trobe University (ABN: 64 804 735 113). This research was conducted with
support from The Queensland Aphasia Research Centre, which is funded through philanthropic gifts and The University of Queensland strategic funding.

Keywords: aphasia | evidence‐based practice | implementation | minimum data set | quality of care | stroke

ABSTRACT
Background: Currently, there are no agreed quality standards for post‐stroke aphasia services. Therefore, it is unknown if care

reflects best practices or meets the expectations of people living with aphasia. We aimed to (1) shortlist, (2) operationalise and

(3) prioritise best practice recommendations for post‐stroke aphasia care.

Methods: Three phases of research were conducted. In Phase 1, recommendations with strong evidence and/or known to be

important to people with lived experience of aphasia were identified. People with lived experience and health professionals rated

the importance of each recommendation through a two‐round e‐Delphi exercise. Recommendations were then ranked for

importance and feasibility and analysed using a graph theory–based voting system. In Phase 2, shortlisted recommendations from

Phase 1 were converted into quality indicators for appraisal and voting in consensus meetings. In Phase 3, priorities for imple-

mentation were established by people with lived experience and health professionals following discussion and anonymous voting.

Findings: In Phase 1, 23 best practice recommendations were identified and rated by people with lived experience (n= 26) and

health professionals (n= 81). Ten recommendations were shortlisted. In Phase 2, people with lived experience (n= 4) and

health professionals (n= 17) reached a consensus on 11 quality indicators, relating to assessment (n= 2), information provision

(n= 3), communication partner training (n= 3), goal setting (n= 1), person and family‐centred care (n= 1) and provision of
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treatment (n= 1). In Phase 3, people with lived experience (n= 5) and health professionals (n= 7) identified three imple-

mentation priorities: assessment of aphasia, provision of aphasia‐friendly information and provision of therapy.

Interpretation: Our 11 quality indicators and 3 implementation priorities are the first step to enabling systematic, efficient and

person‐centred measurement and quality improvement in post‐stroke aphasia services. Quality indicators will be embedded in

routine data collection systems, and strategies will be developed to address implementation priorities.

Patient and Public Contribution: Protocol development was informed by our previous research, which explored the per-

spectives of 23 people living with aphasia about best practice aphasia services. Individuals with lived experience of aphasia

participated as expert panel members in our three consensus meetings. We received support from consumer advisory networks

associated with the Centre for Research Excellence in Aphasia Rehabilitation and Recovery and the Queensland Aphasia

Research Centre.

1 | Introduction

Aphasia is an acquired language disorder characterised by
impaired expression and comprehension in verbal and written
modalities [1]. Approximately one‐third of stroke survivors are
affected by aphasia [2]. Compared to stroke survivors without
communication disability, people with post‐stroke communi-
cation impairment such as aphasia incur greater healthcare
costs [3], receive worse quality of care [4] and experience poorer
health [5] and health‐related quality of life outcomes [6]. A
targeted response to improve care and outcomes for people with
post‐stroke aphasia is needed.

Despite the existence of high‐quality clinical practice guidelines
[7] and best practice statements [8] to guide practice, there are
evidence‐practice gaps in aphasia services. These gaps occur
across the continuum of care [9, 10], including in areas such as
assessment [11], provision of tailored information [12] and
treatment dose and duration [13]. Organisational constraints and
process barriers are key contributors to these aphasia evidence‐
practice gaps [14, 15], including a lack of routine performance
measurement against best practice recommendations [16].
Routine audit and feedback—where services actively seek to
modify practice following feedback that clinical care is not meet-
ing desirable targets—is an effective implementation strategy in
stroke care [17, 18] and healthcare more broadly [19]. It has been
shown to optimise patient outcomes and enhance alignment with
guideline recommendations [17, 20] and is, therefore, a likely
solution to address known barriers and improve aphasia care.

In Australia, registries such as the Australian Stroke Clinical
Registry (AuSCR) [21] permit timely and reflexive responses to
service‐level variations in care quality; however, no aphasia‐
specific data are currently collected. To date, the measurement of
aphasia service quality has relied on bespoke surveys of specific
practices, in specific contexts, at single time points [22–24]. Such
results quickly become outdated, and self‐reporting bias may
result in an overestimation of performance [25, 26]. Furthermore,
survey data are aggregated across many sites and services, lim-
iting opportunity for individual services to identify and respond
to their own practice gaps. Overall, the lack of routine, specific,
and up‐to‐date knowledge of the evidence‐practice gaps in
aphasia care means that healthcare services cannot easily identify
or respond to variations in care quality. Services do not have data
to advocate for change and cannot determine which gaps should
be prioritised to improve practice.

To measure the quality of aphasia care and identify the highest
priority evidence‐practice gaps, there is first a need to determine
which areas of aphasia practice are most important to recipients
and providers of healthcare services (i.e., people with aphasia,
their family members and health professionals) [27]. Consulta-
tion and collaboration with clinical ‘experts’ in research is a key
principle of an integrated knowledge translation approach [28]
that facilitates buy‐in [29] and can increase implementation
success [30]. The involvement of both people with lived experi-
ence of stroke and health professionals has proven feasible for
identifying implementation priorities for stroke [27], although
this was not specific to aphasia. Though authors of a previous
scoping review identified implementation priorities for aphasia
based on a set of implementation criteria [9], this process did not
involve prospective input from people with lived experience of
aphasia or health professionals.

To enhance reliable and relevant monitoring of post‐stroke
aphasia care, it is necessary to prioritise recommendations and
develop a prioritised minimum data set of quality indicators for
routine measurement. Input from people with lived experience
and health professionals is essential for the minimum data set
to be meaningful. This will enable efficient and person‐centred
service improvement and support targeted implementation ef-
forts to address identified gaps. Therefore, we aimed to:

a. identify important and evidence‐based recommendations
for post‐stroke aphasia care;

b. establish multistakeholder consensus on a set of quality
indicators to support implementation efforts through
routine performance measurement; and

c. determine priorities for implementation of best practice in
post‐stroke aphasia care.

2 | Methods

2.1 | Study Design

This study was conducted in three phases to address each of our
three aims (Figure 1). It comprised a two‐round e‐Delphi exercise,
three consensus meetings and a priority‐setting workshop. People
with lived experience of aphasia, clinicians and researchers were
involved across all three phases, both as participants in consensus
processes and as expert panel members. Throughout our research,
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the inclusion of people with aphasia was supported through
the use of communication strategies provided by trained speech
pathologists and the provision of communication‐accessible
written information. Ethical approval was obtained from The
University of Queensland Human Research Ethics Committee
(approval number 2021/HE000735).

2.2 | Phase 1a: Review, Selection and Shortlisting
of Best Practice Recommendations

Members of the project team (authors K.S., E.P., E.L., J.E.P. and
S.J.W.) adapted Lynch et al.'s [27] prioritisation process to
identify and shortlist best practice recommendations. In our
study, the aforementioned project team had expertise in im-
plementing aphasia and/or stroke guidelines and developed the
following criteria to prioritise recommendations based on
Shrubsole et al. [9]: (i) strength of the evidence underpinning
the recommendation, (ii) clinical importance as judged by
people with lived experience and health professionals,
(iii) feasibility of implementing the recommendation, (iv) health
impact and (v) presence of known evidence‐practice gaps and/
or ability to measure practice. A comprehensive list of inter-
nationally sourced evidence‐based aphasia recommendations
was extracted (by author K.S.) from the Australian Aphasia
Rehabilitation Pathway (AARP) best practice recommendations
[8] and the Australian and New Zealand Stroke Clinical
Guideline for Stroke Management (CGSM) [31]. The AARP has

82 best practice statements and is one of the most compre-
hensive aphasia guidelines available worldwide, whereas the
Australian and New Zealand CGSM is the highest quality
aphasia‐relevant stroke guideline [7] that includes seven rec-
ommendations and 10 practice points for aphasia services [31].
Recommendations were shortlisted based on the strength of
research evidence, with Level I or II recommendations (per
NHMRC evidence levels [32]) from the AARP and ‘strong’
recommendations (per GRADE [33]) from the Australian and
New Zealand CGSM if considered relevant to speech patholo-
gists' aphasia management practices. To ensure that recom-
mendations important to people with lived experience of
aphasia were represented in the shortlist, recommendations
from the consumer‐validated Aphasia United Best Practice
Recommendations [34] and Australian consumer‐important
recommendations [35] were added if not already included. This
resulted in a shortlist of aphasia guideline recommendations
that were evidence‐based and/or ‘consumer‐important’.

2.3 | Phase 1b: Two‐Round e‐Delphi

The e‐Delphi study was conducted in alignment with the
Recommendations for the Conducting and Reporting of Delphi
Studies (CREDES) [36]. People with lived experience
(i.e., people with aphasia and their families living in Australia)
and health professionals (such as clinicians and researchers
working in aphasia within Australia) were recruited through

FIGURE 1 | Flowchart of research phases, study timeline and participants or panel member details per phase.
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aphasia organisations and professional networks (e.g., the
Centre for Research Excellence in Aphasia Rehabilitation and
Recovery community of practice, the Queensland Aphasia
Research Centre and the Australian Aphasia Association).
Snowball sampling was used, with potential participants en-
couraged to recruit other eligible participants from their net-
works. After completing Phase 1, participants were given the
opportunity to continue in Phases 2 and/or 3.

2.3.1 | e‐Delphi Round 1: Perceived Importance of
Recommendations

Participants with lived experience and healthcare professionals
completed an online survey using Qualtrics [37]. The lived ex-
perience version was presented with accessible formatting and
included video instructions, simplified language, graphics and
voice recordings for each item. Participants individually rated
their perceived importance of each shortlisted recommendation
on a scale from 1 (not important) to 10 (extremely important)
and then selected their top five priority recommendations.

Analysis. Survey data were exported to an Excel spreadsheet.
Consistent with previous methods [27], the most important
recommendations were identified by reviewing the median
importance scores for each recommendation and the frequency
with which each recommendation was ranked in the top five.
Data were sorted to rank recommendations in order of impor-
tance (median, top five) for each participant group.

2.3.2 | e‐Delphi Round 2: Relative Importance and
Implementation Feasibility

Participants ranked the relative importance of the recommen-
dations identified in Round 1 in order from most important to
least important. Health professional participants also ranked
the recommendations in terms of relative feasibility for imple-
mentation in response to the question, ‘Which recommenda-
tions would be easiest to implement in clinical practice?’.

Analysis. Data were managed as per Round 1. The rela-
tive ranking of recommendations was compared by aggregating
each participant's ranked responses into a ranked list for the
whole group using a graph theory–based voting system im-
plemented as a decision support tool in Microsoft Excel [38].

2.4 | Phase 2: Quality Indicators for Routine
Measurement (Consensus Meetings)

All participants from Phase 1 who had given permission to be
contacted about subsequent phases were invited to participate in
Phase 2. Purposive sampling was used to establish an expert
panel representing key stakeholder groups (including people
with lived experience, health professionals and researchers) and
required expertise (in stroke/aphasia rehabilitation, epidemiol-
ogy, health service evaluation and clinical and lived experience of
aphasia). Shortlisted recommendations from the Phase 1
e‐Delphi were converted into quality indicators by the research

team. Each indicator was defined and expressed with a numer-
ator and denominator, a proposed information source and a
timeframe for collection. Additional information including the
strength of evidence, rationale for inclusion and information
regarding acceptability and feasibility of routine collection was
presented. Participants were provided with this information
before the consensus meetings and people with lived experience
received communication‐accessible versions.

A single 2‐h meeting was planned with each stakeholder group.
Stakeholder groups met separately to ensure that sufficient time
and resources could be allocated to communication support for
lived experience experts. This approach also provided a means
of mitigating potential power imbalances, which may have
influenced participation. Two 2‐h meetings were ultimately
required with the health professional and researcher group due
to the large number of participants and lengthy discussions.

The health professional and researcher group met first. During
these meetings, each indicator was presented alongside the
supporting information outlined earlier and discussed.

Health professionals and researchers were asked to reflect on
the following questions:

1. Is the indicator important and relevant?

2. Does the indicator measure the issue of interest?

3. Is there evidence for the use of the indicator in clinical
practice or audit?

4. Is there scientific evidence that the indicator is associated
with important health outcomes?

5. Is the indicator acceptable?
a. Is there a sound clinical or empirical rationale for

measuring it?
b. Does it have meaning to consumers/clinicians/managers?

6. Is the indicator feasible to collect?
a. Are the target population/exclusions well defined?
b. Are data available from existing sources?

Each meeting was video‐recorded. After each meeting, key
discussion points were summarised, and corresponding
amendments were made to the indicators.

The lived experience group then met. The revised indicators
and a summary of key discussion points were presented to the
group in an accessible video presentation. People with lived
experience were then asked to discuss each indicator and vote
‘yes’ or ‘no’ to the following questions:

1. Is the indicator important and relevant?

2. Does the indicator align with the recommendation?

Again, this meeting was video‐recorded. A summary of the lived
experience groups' votes and discussions was then circulated
back to the health professional and researcher group. With the
knowledge of the lived experience groups' votes and discus-
sions, the health professional and researcher group then voted
on the indicators to determine if they should be piloted for
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routine measurement in aphasia services. A consensus was
predefined as a vote of ‘yes’ by ≥ 70% of both stakeholder
groups.

2.5 | Phase 3: Priorities for Implementation
(Priority‐Setting Workshop)

All participants from Phase 1 who had given permission to be
contacted about subsequent phases were invited to partici-
pate in Phase 3. Participants (including people with lived
experience and health professionals) were purposively sam-
pled to ensure the representation of different clinical settings
(acute, rehabilitation and community), funding models
(public and private health), locations (metropolitan and re-
gional), years of clinical experience for clinicians and different
aphasia severity (mild, moderate and severe) for people with
aphasia. Aphasia severity was a sampling consideration in this
component as aphasia severity has been identified as a key
implementation barrier to evidence‐based care [15]. Aphasia
severity was independently rated using the Aphasia Severity
Rating Scale [39] by two members of the research team (K.S.
and S.J.W.). Participants from Phase 1 who were interested in
Phase 3 were asked a series of sampling questions based on our
sampling matrix, then further recruitment occurred as needed.
Two additional speech pathologists were recruited who worked
in rural areas in addition to one person with aphasia and their
significant other.

A 2‐h online priority‐setting workshop was conducted to
determine the top three implementation priorities for aphasia
services. Before the workshop, participants were provided
with a video summary of the project findings presented in lay
terms. During the workshop, participants were presented
with the recommendations identified as most important and
most feasible. Each recommendation was discussed, and
information was presented based on the following three
criteria: (1) feasibility of change, (2) evidence‐practice
gap and (3) meaningful impact. Participants were asked to
judge the feasibility of services implementing the recom-
mendations and changing practice within 6–12 months.
Following this facilitated discussion, participants voted
individually on their top three implementation priorities
anonymously using a Google Forms survey, with points
weighted for the priority selected (first priority = 3
points, second priority = 2 points, third priority = 1 point).

Analysis. Voting response data were extracted in Excel and
summed, with priorities determined by the highest points.

3 | Results

3.1 | Phase 1a: Review and Prioritisation of Best
Practice Recommendations

Following review of the AARP [8] and the CGSM [31] recom-
mendations relevant to aphasia care, and consumer‐validated
recommendations [34, 35], a shortlist of 23 best practice rec-
ommendations for aphasia were identified, as shown in Table 1.

3.2 | Phase 1b: e‐Delphi Round 1: Importance of
Recommendations

Twenty‐six people with lived experience and 81 health profes-
sionals completed the Round 1 survey. The lived experience
group included people with aphasia (n= 22) and significant
others (n= 4); the majority were female (82%) with a median
age of 57 years. The health professional group (n= 81) included
47 clinicians, 16 researchers and 18 clinician‐researchers.
Ninety‐four percent had a speech pathology background,
whereas 6% were from other healthcare disciplines (e.g., occu-
pational therapy, neuropsychology, psychiatry and social work).
Ninety‐eight percent of health professionals identified as
female, with 38% in the 25–34 years age range.

From the survey of 23 items, the 10 ‘most important’ guideline
recommendations were identified (Table 1). Overall, respondents
indicated that all recommendations were important as the median
ratings for health professionals and the lived experience group
ranged from 8 to 10 and 6 to 10, respectively. Seven recommen-
dations were rated by both participant groups as being ‘most
important’ (see Table 1 for details—‘frequency of being selected as
top five most important’). As no other recommendation was
identified within the 10 ‘most important’ recommendations for
both groups, the authorship team made the decision to include
other highly‐rated recommendations if one group rated it as ex-
tremely important (i.e., median of 10). This allowed for the
inclusion of three additional recommendations: ‘offering aphasia
treatment’ (fifth most important for healthcare professionals,
median score of 10 for lived experience group), ‘person and family
centred services’ (seventh most important for healthcare profes-
sionals, median score of 10 for lived experience group) and ‘carer
support’ (second most important for lived experience group,
median score of 10 for healthcare professionals).

3.3 | Phase 1b: e‐Delphi Round 2: Relative
Importance and Feasibility

Seventeen people with lived experience and 49 health profes-
sionals responded to survey 2 (response rate = 81.5% of Round 1
participants) and ranked the top 10 recommendations. The rec-
ommendations, listed according to aggregate rankings of impor-
tance and feasibility per participant group, are presented in
Table 2. There were considerable differences between the impor-
tance rankings per group, with half of the recommendations
differing by three or more places (carer information and sup-
port, carer communication partner training, collaborative goal
setting, person and family‐centred care and evidence‐based treat-
ment). Given these different rankings and the larger size of the
health professionals group, there was a risk that a ‘combined’
importance ranking would be dominated by health professional
perspectives, diminishing the preferences of the lived experience
group. Therefore, our research team made the pragmatic decision
to use the importance rankings from the lived experience group
and the feasibility rankings from the health professionals' group so
both groups' preferences were represented; these are plotted in
Figure 2 (scatter plot with importance on the horizontal axis and
feasibility on the vertical axis). From these results, six recom-
mendations were identified as being most important and most
feasible for implementation.
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TABLE 2 | Responses to e‐Delphi Round 2 regarding relative importance and feasibility.

Ten most important best practice
recommendations

Relative
importance—lived
experience ranking
(n= 17)(10 = highest)

Relative
importance—health
professional ranking
(n= 49)(10 = highest)

Relative feasibility—
health professional
ranking (n= 49)
(10 = highest)

The person with suspected aphasia
should be assessed by a speech
pathologist to determine the presence
and severity of aphasia.

9 10 10

All people with aphasia should be
offered information tailored to meet
their changing individual needs using
relevant language and communication
formats. This should include
information about the impact of
aphasia and treatment options and use
the word ‘aphasia’.

6 7 9

Carers should be given tailored
information and support at all stages of
recovery, including connection with
appropriate social supports and
support organisations.

6 1 5

Aphasia rehabilitation should include
communication partner training to
family, carers and frequent
communication partners of people
with aphasia to improve
communication and the
communicative environment.

6 3 2

All health and social care providers
working with people with aphasia
across the continuum of care (i.e.,
acute care to end of life) should be
educated about aphasia and trained to
support communication in aphasia.

1 2 1

Recovery goals should be set together
with the person with aphasia, their
family or carer and speech pathologist.
The goals should be well‐defined,
specific and challenging, clearly
documented and reviewed and
updated regularly.

8 5 5

Aphasia services should be person and
family centred.

6 9 8

People with aphasia should be offered
therapy to gain benefits in receptive
and expressive language, and
communication in everyday
environments. This should include
people with chronic aphasia who have
ongoing goals.

7 6 7

Aphasia rehabilitation should be
comprehensive and individualised to
address the impact of aphasia on
functional everyday activities,
participation and quality of life.

10 8 3

(Continues)
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3.4 | Phase 2: Quality Indicators for Routine
Measurement

The expert panel included 4 people with lived experience (3
people with aphasia, 2 significant other; 75% female) and 18
health professionals (7 clinicians, 11 researchers; 89% female)
(see Supporting Information S1: File 1 for further detail).
Some panel members were Phase 1 participants who ex-
pressed interest in continued participation in the proj-
ect; however, additional recruitment also occurred to ensure
the representation of stakeholder groups and increased
breadth of expertise. The 10 shortlisted recommendations
from Phase 1 were converted into 13 quality indicators for
discussion and voting (Table 3). Across the two stakeholder
groups, 11 quality indicators reached consensus to proceed to
pilot testing for routine measurement in aphasia services
(Table 3). Consensus was not reached for quality indicators

relating to two recommendations: ‘comprehensive and in-
dividualised therapy’ and the ‘provision of evidence‐based
treatment’, on the basis that they could not be practically
operationalised for measurement in clinical practice. How-
ever, both indicators were considered important, and panel
members felt they should be included if agreement on an
appropriate definition could be reached.

3.5 | Phase 3: Priorities for Implementation

Five people with lived experience participated in the priority‐
setting workshop, including four people with aphasia (50% with
mild aphasia and 50% with moderate aphasia) and one signifi-
cant other. Seven clinical speech pathologists participated (100%
female; 71% with more than 10 years of clinical experience),
representing a variety of clinical settings (71% rehabilitation),

TABLE 2 | (Continued)

Ten most important best practice
recommendations

Relative
importance—lived
experience ranking
(n= 17)(10 = highest)

Relative
importance—health
professional ranking
(n= 49)(10 = highest)

Relative feasibility—
health professional
ranking (n= 49)
(10 = highest)

This can include the impact upon
relationships, vocation and leisure.

Speech pathologists should provide
evidence‐based treatment for aphasia.
Treatments with strong evidence
include cognitive neuropsychology–
based approaches and constraint‐
induced language therapy.

2 5 6

FIGURE 2 | Responses to e‐Delphi Round 2 indicating relative importance and feasibility (10 =most important/feasible). Purple text indicates

most important and feasible items. Items closer to the top right show higher aggregate rankings; closer to the bottom left are lower aggregate

rankings; and top left and bottom right show items with higher scores in one dimension but not the other.
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locations (57% metropolitan) and funding structures (86%
public health); additional details are shown in Supporting
Information S1: File 2. Participants discussed the six most
important and feasible recommendations against implementa-
tion criteria and individually voted on their top three priorities
for implementation. Non‐voting research members of the group
facilitated the discussion. Table 4 shows results from the
anonymous voting and the top three prioritised recommenda-
tions for implementation in aphasia services:

1. Assessment of aphasia.

2. Provision of aphasia‐friendly information.

3. Provision of therapy for people with ongoing goals.

4 | Discussion

Through a rigorous and collaborative process, we have identi-
fied a minimum data set of 11 quality indicators for routine
measurement and 3 implementation priorities in post‐stroke
aphasia care. To our knowledge, this is the first research to
include the preferences of people with lived experience of
aphasia in the development of quality indicators and imple-
mentation priorities. The inclusion of multiple stakeholder
groups and the use of an adapted criteria‐based prioritisation
approach [9, 27] enabled indicators and priorities to be estab-
lished concurrently. Our process was feasible and effi-
cient, emphasising the value of obtaining multiple perspectives
across multiple aspects of care.

Completion of a screener and/or assessment to determine the
presence of aphasia achieved the highest level of agreement as
an indicator of post‐stroke aphasia service quality. Unanimous
agreement on this item likely reflects the recognition that high‐
quality aphasia care is contingent on identification and referral.
Although there are many aphasia screening tools [40, 41], most
are designed for administration by a speech pathologist. A
brief screening tool that can be administered by the multi-
disciplinary team is needed to support the early identification of
communication impairment and appropriate and timely referral
to speech pathology services. Documentation of screening in
medical records is feasible and can be easily audited.

A novel and important component of this work was the inclu-
sion of lived experience preferences from the first phase of
identifying ‘evidence‐based’ recommendations. In the past, the
starting point for prioritising recommendations for implemen-
tation was selecting those with high levels of research evidence
[9, 27] before seeking end‐user input. By default, this has meant
that recommendations with lower levels of research evidence
such as qualitative studies were omitted and, therefore, may not
have reflected consumer priorities. This was recently demon-
strated where people with lived experience of aphasia proposed
additional ‘consumer‐important’ recommendations [35] not
present within the Aphasia United Best Practice Statements
[34]. By incorporating these additional recommendations in our
initial shortlist, five recommendations were included that had
not been identified through filtering for high‐level ‘evidence‐
based’ recommendations. The fact that at least one ‘consumer‐
important’ recommendation (‘Aphasia services should be

person and family centred’) was retained throughout the
e‐Delphi surveys and Phase 2 consensus process reinforces the
value of prospectively including perspectives of people with
lived experience. This has implications for others seeking to
identify quality indicators and implementation priorities in
healthcare, suggesting the need to validate best practice rec-
ommendations through direct stakeholder engagement before
prioritising recommendations where possible.

Although 7 recommendations were within the top 10 most
important of both stakeholder groups, there were nonetheless
clear differences in rankings. In survey 1b, recommendations
relating to carer support, Communication Partner Training
(CPT) for family members and collaborative goal setting, were
ranked three of more places higher (i.e., as more important) by
the lived experience group than the health professional group. It
should be noted that these three recommendations relate to the
aspects of carer involvement in aphasia services, likely reflect-
ing that there are ongoing unmet needs in this area [42]. There
is a history of divergent opinions between clinical speech
pathologists and people with lived experience of aphasia in a
number of areas including rehabilitation goals [43], outcomes
[44] and recovery [45], so it is not surprising that stakeholder
groups had different perspectives in our study. This further
reinforces the need to respond to differences throughout
prioritisation studies to ensure that the representation of these
views is maintained.

Three priorities were identified as implementation targets for
aphasia services within the Australian context: assessment of
aphasia, provision of aphasia‐friendly information and provi-
sion of therapy for people with ongoing goals. The ‘aphasia‐
friendly information provision’ topic is consistent with imple-
mentation priorities identified previously in aphasia [9] and the
broader stroke population [27]. The continued presence of
information provision as a priority reflects ongoing implemen-
tation challenges in this area [12, 15]. Similarly, concepts
related to the umbrella topic of ‘provision of therapy’ such as
therapy dose and specific treatment approaches were previously
identified as aphasia implementation priorities [9]. However,
the ‘assessment’ of aphasia topic has not previously been
prioritised, as it was not included in the initial shortlist of
recommendations [9] due to relatively low levels of evidence.
The identification of ‘assessment’ as the highest priority further
supports the benefit of adapting established implementation
criteria to incorporate consumer‐important recommendations.

All three implementation priorities were ranked as moderately
or highly feasible. Although there is currently no systematic
method to assess feasibility of implementing recommendations
[46], the perception of ‘low’ feasibility in our study appeared to
reflect recommendations requiring multidisciplinary input or
delivery of complex interventions. For example, CPT, a complex
intervention requiring involvement of healthcare staff and/or
family members [47], was ranked the least feasible of the top 10
recommendations. This low feasibility ranking has implications
for delivering communication partner training in clinical set-
tings and aligns with previously identified implementation
challenges such as perceived willingness of communication
partners to be involved [14]. Further work informed by imple-
mentation science is needed to understand how to overcome
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existing barriers for more ‘complex’ recommendations such as
CPT to enhance feasibility of implementation.

It is important to note that for half (3/6) of the recommenda-
tions considered within the prioritisation workshop, no data
were available to quantify any ‘evidence‐practice’ gap, and none
of these six recommendations were measured routinely. Seeing
as there is limited routine measurement of aphasia practices
[11], the decision to include recommendations regardless of
whether they were currently being measured was considered a
necessary adaption of previous prioritisation criteria [27]. If
inclusion had been restricted to those recommendations being
measured and not being delivered as intended, then very few
recommendations would have been included in the initial
shortlist. This may have implications for future implementation
and quality improvement efforts, as implementation strategies
can only be evaluated if the performance of the intended
practice is measured [48].

5 | Implications and Future Directions

Our adapted approach of combining research evidence, the
perspectives of people with lived experience and pre‐
determined implementation criteria is unique to the field of
aphasia. Public and patient involvement in this process ensured
an equal voice in voting and prioritisation. Therefore, our
findings have a powerful authority that should instil services
with confidence to adopt identified quality indicators and
implementation priorities.

Interestingly, the three priorities reflect key aspects of aphasia
management from the diagnosis of aphasia through assess-
ment, provision of information to patients and families and
provision of therapy to people with ongoing goals. The prior-
itisation of these areas may reflect a desire for more consist-
ency in the ‘basics’ of aphasia care before addressing areas
perceived as being more complex, multidisciplinary or more
specific (e.g., minutes of therapy delivered as an indication of
treatment dose). We encourage services to reflect on their
practice in these areas. Importantly, our adapted prioritisation
process can serve as a model for other areas of healthcare that,
similar to aphasia, have limited routine data collection and
where there may be a lack of strong evidence‐based guideline
recommendations.

We encountered several challenges in operationalising and
gaining consensus on the quality indicators. One challenge was
the process of converting each recommendation into a mea-
surable quality indicator. For example, it was difficult to oper-
ationalise the multifactorial concept of person‐centred care, as
this is an ongoing philosophy of care that cannot easily be
gauged at any one time point. Another challenge during this
process was considering the availability of clinical data and the
feasibility of collecting it in clinical practice. As a next step to
address this challenge, our research team has obtained funding
to pilot the agreed quality indicators. An embedded process
evaluation component will explore the feasibility and accept-
ability of collecting the quality indicators in clinical practice
from the perspectives of speech pathologists and people with
aphasia.

6 | Limitations

Despite best efforts, there were limitations to our inclusion of people
with lived experience across the phases of research. For example, in
the e‐Delphi, there were differences in stakeholder group size with
smaller numbers of people with lived experience compared to
healthcare professionals. We responded to this limitation by being
cognisant of differences in representation and adapted our approach
when needed to ensure that the voices of different stakeholder
groups were balanced. Additionally, it would have been preferable
to have people with lived experience of aphasia on our project team
to guide recruitment and provide feedback on whether lived ex-
perience viewpoints were adequately represented.

Although international research informed the guidelines and
best practice statements used in this study, the proposed in-
dicators and priorities are applied to the Australian healthcare
context and may lack generalisability elsewhere. Another
potential limitation was that the ‘most important’ recommen-
dations used to inform the quality indicators and implementa-
tion priorities are representative of one time period. We
acknowledge that stakeholder perceptions of importance may
change and will therefore need to be reviewed and updated in
future. Despite these limitations, we now have a starting point
to improve aphasia services within the Australian context.

7 | Conclusion

There was a consensus on 11 quality indicators and 3 imple-
mentation priorities for aphasia services through a combination
of lived, clinical and research expertise. The quality indicators
are the necessary first step to enabling efficient and person‐
centred service improvement efforts. These will be embedded in
routine data collection systems. In the future, national imple-
mentation strategies will address the three priority areas to
deliver the greatest gains for Australian stroke survivors with
aphasia.

Author Contributions

Kirstine Shrubsole: conceptualisation, funding acquisition, writing–
original draft, methodology, formal analysis, investigation, project
administration, supervision. Marissa Stone: writing–review and
editing, writing–original draft. Dominique A. Cadilhac: writing–
review and editing, methodology. Monique F. Kilkenny: methodol-
ogy, writing–review and editing. Emma Power: conceptualisation,
investigation, writing–review and editing, methodology, formal analy-
sis. Elizabeth Lynch: conceptualisation, writing–review and editing,
methodology, formal analysis. John E. Pierce: conceptualisation,
writing–review and editing, methodology, formal analysis, visualisation.
David A. Copland: writing–review and editing. Erin Godecke:
writing–review and editing. Bridget Burton: writing–review and
editing. Emily Brogan: writing–review and editing. Sarah J. Wallace:
conceptualisation, investigation, writing–original draft, project admin-
istration, methodology, supervision.

Acknowledgements

The authors wish to thank all people with lived experience of aphasia and
health professionals who participated in this study. The authors thank Pro-
fessor Leonid Churilov, The University of Melbourne, for biostatistical
support. Kirstine Shrubsole received funding from The University of

16 of 18 Health Expectations, 2024

 13697625, 2024, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hex.14173 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [08/10/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Queensland School of Health and Behavioural Sciences to complete this
project (New Staff Grant). Marissa Stone was supported by an Australian
Government Research Training Program Scholarship. Monique Kilkenny
received research fellowship support from the National Heart Foundation of
Australia (105737). Sarah J. Wallace and Kirstine Shrubsole are supported by
National Health and Medical Research Council (NHMRC) Emerging
Leadership Investigator Grants (1175821 and 2026816). This research was
conducted with support from the Centre for Research Excellence in Aphasia
Rehabilitation and Recovery (Aphasia CRE; grant number: 1153236), La
Trobe University (ABN: 64 804 735 113). This research was conducted with
support from the Queensland Aphasia Research Centre, which is funded
through philanthropic gifts and The University of Queensland strategic
funding. Open access publishing facilitated by The University of Queens-
land, as part of the Wiley ‐ The University of Queensland agreement via the
Council of Australian University Librarians.

Ethics Statement

The study was approved by a Human Research Ethics Committee.

Conflicts of Interest

Authors M.S., D.A.C., M.K., E.P., E.L., J.E.P., D.A.C., E.G., and E.G.
were involved in the Phase 2 expert panel, listed in Supporting Infor-
mation S1: File 1. The other authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the
corresponding author upon reasonable request.

References

1. K. Berg, J. Isaksen, S. J. Wallace, M. Cruice, N. Simmons‐Mackie, and
L. Worrall, “Establishing Consensus on a Definition of Aphasia: An
e‐Delphi Study of International Aphasia Researchers,” Aphasiology 36
(2020): 385–400, https://doi.org/10.1080/02687038.2020.1852003.

2. C. Mitchell, M. Gittins, S. Tyson, et al., “Prevalence of Aphasia and
Dysarthria Among Inpatient Stroke Survivors: Describing the Popula-
tion, Therapy Provision and Outcomes on Discharge,” Aphasiology 35
(2020): 950–960, https://doi.org/10.1080/02687038.2020.1759772.

3. E. L. Brogan, J. Kim, R. S. Grimley, et al., “The Excess Costs of
Hospitalization for Acute Stroke in People With Communication
Impairment: A Stroke123 Data Linkage Sub‐Study,” Archives of Physical
Medicine and Rehabilitation 104 (February 2023): 942–949, https://doi.
org/10.1016/j.apmr.2023.01.015.

4. M. Stone, S. J. Wallace, D. A. Copland, et al., “Investigating Stroke
Care and Outcomes for People With Aphasia to Drive Quality
Improvement Initiatives in Australian Hospitals,” supplement,
International Journal of Stroke 18, no. S2 (2023): 22.

5. S. Zingelman, S. J. Wallace, J. Kim, et al., “Is Communication Key in
Stroke Rehabilitation and Recovery? National Linked Stroke Data
Study,” Topics in Stroke Rehabilitation 31 (November 2023): 325–335,
https://doi.org/10.1080/10749357.2023.2279804.

6. T. Thayabaranathan, C. Baker, N. Andrew, et al., “Exploring Dimen-
sions of Quality‐of‐Life in Survivors of Stroke With Communication
Disabilities—A Brief Report,” Topics in Stroke Rehabilitation 30, no. 6
(August 2023): 603–609, https://doi.org/10.1080/10749357.2022.2095087.

7. B. Burton, M. Isaacs, E. Brogan, et al., “An Updated Systematic Review
of Stroke Clinical Practice Guidelines to Inform Aphasia Management,”
International Journal of Stroke 18 (2023): 17474930231161454, https://doi.
org/10.1177/17474930231161454.

8. E. Power, E. Thomas, L. Worrall, et al., “Development and Validation
of Australian Aphasia Rehabilitation Best Practice Statements Using the
RAND/UCLA Appropriateness Method,” BMJ Open 5, no. 7 (2015):
e007641, https://doi.org/10.1136/bmjopen-2015-007641.

9. K. Shrubsole, L. Worrall, E. Power, and D. A. O'Connor, “Priorities
for Closing the Evidence‐Practice Gaps in Poststroke Aphasia Rehabil-
itation: A Scoping Review,” Archives of Physical Medicine and
Rehabilitation 99, no. 7 (2018): 1413–1423.e24, https://doi.org/10.
1016/j.apmr.2017.08.474.

10. N. Simmons‐Mackie and L. R. Cherney, “Aphasia in North America:
Highlights of a White Paper,” Archives of Physical Medicine and
Rehabilitation 99, no. 10 (2018): e117, https://doi.org/10.1016/j.apmr.
2018.07.417.

11. H. Arnold, S. J. Wallace, B. Ryan, E. Finch, and K. Shrubsole,
“Current Practice and Barriers and Facilitators to Outcome Measure-
ment in Aphasia Rehabilitation: A Cross‐Sectional Study Using the
Theoretical Domains Framework,” Aphasiology 34, no. 1 (2020): 47–69,
https://doi.org/10.1080/02687038.2019.1678090.

12. C. Briffa, R. Sullivan, J. Murray, and M. van den Berg, “
Providing Aphasia‐Friendly Information in the Healthcare Setting:
Applying the Theoretical Domains Framework to Identify Factors
That Influence Speech Pathologists' Self‐Reported Practice,”
Aphasiology 37, no. 9 (2023): 1335–1362, https://doi.org/10.1080/
02687038.2022.2093324.

13. R. Cavanaugh, C. Kravetz, L. Jarold, Y. Quique, R. Turner, and
W. S. Evans, “Is There a Research‐Practice Dosage Gap in Aphasia
Rehabilitation?,” American Journal of Speech‐Language Pathology 30,
no. 5 (2021): 2115–2129, https://doi.org/10.1044/2021_AJSLP-20-00257.

14. K. Shrubsole, E. Power, and M. C. Hallé, “Communication Partner
Training With Familiar Partners of People With Aphasia: A Systematic
Review and Synthesis of Barriers and Facilitators to Implementation,”
International Journal of Language & Communication Disorders 58, no. 2
(2023): 601–628, https://doi.org/10.1111/1460-6984.12805.

15. K. Shrubsole, L. Worrall, E. Power, and D. A. O'Connor, “Barriers
and Facilitators to Meeting Aphasia Guideline Recommendations: What
Factors Influence Speech Pathologists' Practice?,” Disability and
Rehabilitation 41, no. 13 (2019): 1596–1607, https://doi.org/10.1080/
09638288.2018.1432706.

16. M. Miao, E. Power, and R. O'Halloran, “Factors Affecting Speech
Pathologists' Implementation of Stroke Management Guidelines: A
Thematic Analysis,” Disability and Rehabilitation 37, no. 8 (2015):
674–685, https://doi.org/10.3109/09638288.2014.932444.

17. D. A. Cadilhac, J. Kim, N. A. Lannin, et al., “National Stroke Reg-
istries for Monitoring and Improving the Quality of Hospital Care: A
Systematic Review,” International Journal of Stroke 11, no. 1 (2016):
28–40, https://doi.org/10.1177/1747493015607523.

18. C. H. Ormseth, K. N. Sheth, J. L. Saver, G. C. Fonarow, and
L. H. Schwamm, “The American Heart Association's Get With the
Guidelines (GWTG)—Stroke Development and Impact on Stroke Care,”
Stroke and Vascular Neurology 2, no. 2 (June 2017): 94–105, https://doi.
org/10.1136/svn-2017-000092.

19. N. Ivers, G. Jamtvedt, S. Flottorp, et al., “Audit and Feedback:
Effects on Professional Practice and Healthcare Outcomes,” Cochrane
Database of Systematic Reviews no. 6 (June 2012): Cd000259, https://doi.
org/10.1002/14651858.CD000259.pub3.

20. V. S. Raleigh and C. Foot, Getting the Measure of Quality: Opportu-
nities and Challenges, ed. K. O'Neill (UK: The King's Fund, 2010),
https://assets.kingsfund.org.uk/f/256914/x/5ce086d716/getting_
measure_of_quality_2010.pdf.

21. D. A. Cadilhac, N. A. Lannin, C. S. Anderson, et al., “Protocol and
Pilot Data for Establishing the Australian Stroke Clinical Registry,”
International Journal of Stroke 5, no. 3 (2010): 217–226, https://doi.org/
10.1111/j.1747-4949.2010.00430.x.

22. M. Rose, A. Ferguson, E. Power, L. Togher, and L. Worrall, “Aphasia
Rehabilitation in Australia: Current Practices, Challenges and Future
Directions,” International Journal of Speech‐Language Pathology 16,
no. 2 (2014): 169–180, https://doi.org/10.3109/17549507.2013.794474.

17 of 18

 13697625, 2024, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hex.14173 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [08/10/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1080/02687038.2020.1852003
https://doi.org/10.1080/02687038.2020.1759772
https://doi.org/10.1016/j.apmr.2023.01.015
https://doi.org/10.1016/j.apmr.2023.01.015
https://doi.org/10.1080/10749357.2023.2279804
https://doi.org/10.1080/10749357.2022.2095087
https://doi.org/10.1177/17474930231161454
https://doi.org/10.1177/17474930231161454
https://doi.org/10.1136/bmjopen-2015-007641
https://doi.org/10.1016/j.apmr.2017.08.474
https://doi.org/10.1016/j.apmr.2017.08.474
https://doi.org/10.1016/j.apmr.2018.07.417
https://doi.org/10.1016/j.apmr.2018.07.417
https://doi.org/10.1080/02687038.2019.1678090
https://doi.org/10.1080/02687038.2022.2093324
https://doi.org/10.1080/02687038.2022.2093324
https://doi.org/10.1044/2021_AJSLP-20-00257
https://doi.org/10.1111/1460-6984.12805
https://doi.org/10.1080/09638288.2018.1432706
https://doi.org/10.1080/09638288.2018.1432706
https://doi.org/10.3109/09638288.2014.932444
https://doi.org/10.1177/1747493015607523
https://doi.org/10.1136/svn-2017-000092
https://doi.org/10.1136/svn-2017-000092
https://doi.org/10.1002/14651858.CD000259.pub3
https://doi.org/10.1002/14651858.CD000259.pub3
https://assets.kingsfund.org.uk/f/256914/x/5ce086d716/getting_measure_of_quality_2010.pdf
https://assets.kingsfund.org.uk/f/256914/x/5ce086d716/getting_measure_of_quality_2010.pdf
https://doi.org/10.1111/j.1747-4949.2010.00430.x
https://doi.org/10.1111/j.1747-4949.2010.00430.x
https://doi.org/10.3109/17549507.2013.794474


23. F. Beckley, W. Best, and S. Beeke, “Delivering Communication
Strategy Training for People With Aphasia: What Is Current Clinical
Practice?,” International Journal of Language & Communication
Disorders 52, no. 2 (2017): 197–213, https://doi.org/10.1111/1460-
6984.12265.

24. Y. E. Guo, L. Togher, and E. Power, “Speech Pathology Services for
People With Aphasia: What Is the Current Practice in Singapore?,”
Disability and Rehabilitation 36, no. 8 (2014): 691–704, https://doi.org/
10.3109/09638288.2013.804597.

25. A. Althubaiti, “Information Bias in Health Research: Definition,
Pitfalls, and Adjustment Methods,” Journal of Multidisciplinary
Healthcare 9 (2016): 211–217, https://doi.org/10.2147/jmdh.S104807.

26. A. Adams, S. Soumerai, J. Lomas, and D. Ross‐Degnan, “Evidence of
Self‐Report Bias in Assessing Adherence to Guidelines,” International
Journal for Quality in Health Care 11, no. 3 (June 1999): 187–192,
https://doi.org/10.1093/intqhc/11.3.187.

27. E. A. Lynch, C. Lassig, T. Turner, L. Churilov, K. Hill, and
K. Shrubsole, “Prioritizing Guideline Recommendations for Imple-
mentation: A Systematic, Consumer‐Inclusive Process With a Case
Study Using the Australian Clinical Guidelines for Stroke Manage-
ment,” Health Research Policy and Systems 19, no. 1 (2021): 85, https://
doi.org/10.1186/s12961-021-00734-w.

28. A. Kothari, C. McCutcheon, and I. D. Graham, “Defining Integrated
Knowledge Translation and Moving Forward: A Response to Recent
Commentaries,” International Journal of Health Policy and Management
6, no. 5 (2017): 299–300, https://doi.org/10.15171/ijhpm.2017.15.

29. C. C. Lewis, K. Scott, and B. R. Marriott, “A Methodology for
Generating a Tailored Implementation Blueprint: An Exemplar From a
Youth Residential Setting,” Implementation Science 13, no. 1 (2018): 68,
https://doi.org/10.1186/s13012-018-0761-6.

30. A. R. Gagliardi, W. Berta, A. Kothari, J. Boyko, and R. Urquhart,
“Integrated Knowledge Translation (IKT) in Health Care: A Scoping
Review,” Implementation Science 11, no. 38 (2016): 38, https://doi.org/
10.1186/s13012-016-0399-1.

31. “Stroke Foundation,” Clinical Guidelines for Stroke Management,
accessed June, 2022, https://informme.org.au/guidelines/living-clinical-
guidelines-for-stroke-management.

32. National Health and Medical Research Council (NHMRC), NHMRC
Standards and Procedures for Externally Developed Guidelines (Canberra:
National Health and Medical Research Council, 2007), https://gdt.
gradepro.org/app/handbook/handbook.html.

33. S. Holger, B. Jan, G. Gordon, and O. Andrew, GRADE Handbook:
Handbook for Grading the Quality of Evidence and the Strength of Rec-
ommendations Using the GRADE Approach (Updated October 2013),
https://gdt.gradepro.org/app/handbook/handbook.html.

34. N. Simmons‐Mackie, L. Worrall, L. L. Murray, et al., “The Top Ten:
Best Practice Recommendations for Aphasia,” Aphasiology 31, no. 2
(January 2017): 131–151, https://doi.org/10.1080/02687038.2016.1180662.

35. S. J. Wallace, L. Anemaat, M. Attard, et al., “Best Practice in Post‐
Stroke Aphasia Services According to People With Lived Experience. A
Modified Nominal Group Technique Study,” Aphasiology 38 (2024):
1157–1179, https://doi.org/10.1080/02687038.2023.2262693.

36. S. Jünger, S. A. Payne, J. Brine, L. Radbruch, and S. G. Brearley,
“Guidance on Conducting and REporting DElphi Studies (CREDES) in
Palliative Care: Recommendations Based on a Methodological System-
atic Review,” Palliative Medicine 31, no. 8 (September 2017): 684–706,
https://doi.org/10.1177/0269216317690685.

37. “QUALTRICS,” Qualtrics [Online], 2022, https://www.qualtrics.com.

38. M. Utley, S. Gallivan, M. Mills, M. Mason, and C. Hargraves, “A
Consensus Process for Identifying a Prioritised List of Study Questions,”
Health Care Management Science 10, no. 1 (2007): 105–110, https://doi.
org/10.1007/s10729-006-9003-6.

39. H. Goodglass, E. Kaplan, and B. Barresi, The Assessment of Aphasia and
Related Disorders (Philadelphia: Lippincott Williams & Wilkins, 2001).

40. S. J. Wallace, L. Worrall, G. Le Dorze, C. Brandenburg, J. Foulkes,
and T. A. Rose, “Many Ways of Measuring: A Scoping Review of
Measurement Instruments for Use With People With Aphasia,”
Aphasiology 36, no. 4 (March 2022): 401–466, https://doi.org/10.1080/
02687038.2020.1836318.

41. A. Rohde, L. Worrall, E. Godecke, R. O'Halloran, A. Farrell, and
M. Massey, “Diagnosis of Aphasia in Stroke Populations: A Systematic
Review of Language Tests,” PLoS One 13, no. 3 (2018): e0194143,
https://doi.org/10.1371/journal.pone.0194143.

42. T. Bakas, K. Kroenke, L. D. Plue, S. M. Perkins, and L. S. Williams,
“Outcomes Among Family Caregivers of Aphasic Versus Nonaphasic
Stroke Survivors,” Rehabilitation Nursing 31, no. 1 (January/February
2006): 33–42, https://doi.org/10.1002/j.2048-7940.2006.tb00008.x.

43. A. Rohde, K. Townley‐O'neill, K. Trendall, L. Worrall, and
P. Cornwell, “A Comparison of Client and Therapist Goals for People
With Aphasia: A Qualitative Exploratory Study,” Aphasiology 26, no. 10
(January 2012): 1298–1315, https://doi.org/10.1080/02687038.2012.
706799.

44. S. J. Wallace, L. Worrall, T. Rose, and G. Le Dorze, “Using the
International Classification of Functioning, Disability, and Health to
Identify Outcome Domains for a Core Outcome Set for Aphasia: A
Comparison of Stakeholder Perspectives,” Disability and Rehabilitation
41, no. 5 (February 2019): 564–573, https://doi.org/10.1080/09638288.
2017.1400593.

45. K. Brown, L. E. Worrall, B. Davidson, and T. Howe, “Living Suc-
cessfully With Aphasia: A Qualitative Meta‐Analysis of the Perspectives
of Individuals With Aphasia, Family Members, and Speech‐Language
Pathologists,” International Journal of Speech‐Language Pathology 14,
no. 2 (April 2012): 141–155, https://doi.org/10.3109/17549507.2011.
632026.

46. R. L. Richesson, C. J. Staes, B. J. Douthit, et al., “Measuring
Implementation Feasibility of Clinical Decision Support Alerts for
Clinical Practice Recommendations,” Journal of the American Medical
Informatics Association 27, no. 4 (2020): 514–521, https://doi.org/10.
1093/jamia/ocz225.

47. N. Simmons‐Mackie, A. Raymer, and L. R. Cherney, “Communi-
cation Partner Training in Aphasia: An Updated Systematic Review,”
Archives of Physical Medicine and Rehabilitation 97, no. 12 (December
2016): 2202–2221.e8, https://doi.org/10.1016/j.apmr.2016.03.023.

48. A. Y. X. Yu, D. M. Bravata, B. Norrving, M. J. Reeves, L. Liu, and
M. F. Kilkenny, “Measuring Stroke Quality: Methodological Consider-
ations in Selecting, Defining, and Analyzing Quality Measures,” Stroke
53, no. 10 (October 2022): 3214–3221, https://doi.org/10.1161/
strokeaha.122.036485.

Supporting Information

Additional supporting information can be found online in the
Supporting Information section.

18 of 18 Health Expectations, 2024

 13697625, 2024, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hex.14173 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [08/10/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1111/1460-6984.12265
https://doi.org/10.1111/1460-6984.12265
https://doi.org/10.3109/09638288.2013.804597
https://doi.org/10.3109/09638288.2013.804597
https://doi.org/10.2147/jmdh.S104807
https://doi.org/10.1093/intqhc/11.3.187
https://doi.org/10.1186/s12961-021-00734-w
https://doi.org/10.1186/s12961-021-00734-w
https://doi.org/10.15171/ijhpm.2017.15
https://doi.org/10.1186/s13012-018-0761-6
https://doi.org/10.1186/s13012-016-0399-1
https://doi.org/10.1186/s13012-016-0399-1
https://informme.org.au/guidelines/living-clinical-guidelines-for-stroke-management
https://informme.org.au/guidelines/living-clinical-guidelines-for-stroke-management
https://gdt.gradepro.org/app/handbook/handbook.html
https://gdt.gradepro.org/app/handbook/handbook.html
https://gdt.gradepro.org/app/handbook/handbook.html
https://doi.org/10.1080/02687038.2016.1180662
https://doi.org/10.1080/02687038.2023.2262693
https://doi.org/10.1177/0269216317690685
https://www.qualtrics.com
https://doi.org/10.1007/s10729-006-9003-6
https://doi.org/10.1007/s10729-006-9003-6
https://doi.org/10.1080/02687038.2020.1836318
https://doi.org/10.1080/02687038.2020.1836318
https://doi.org/10.1371/journal.pone.0194143
https://doi.org/10.1002/j.2048-7940.2006.tb00008.x
https://doi.org/10.1080/02687038.2012.706799
https://doi.org/10.1080/02687038.2012.706799
https://doi.org/10.1080/09638288.2017.1400593
https://doi.org/10.1080/09638288.2017.1400593
https://doi.org/10.3109/17549507.2011.632026
https://doi.org/10.3109/17549507.2011.632026
https://doi.org/10.1093/jamia/ocz225
https://doi.org/10.1093/jamia/ocz225
https://doi.org/10.1016/j.apmr.2016.03.023
https://doi.org/10.1161/strokeaha.122.036485
https://doi.org/10.1161/strokeaha.122.036485

	Establishing Quality Indicators and Implementation Priorities for Post-Stroke Aphasia Services Through End-User Involvement
	1 Introduction
	2 Methods
	2.1 Study Design
	2.2 Phase 1a: Review, Selection and Shortlisting of Best Practice Recommendations
	2.3 Phase 1b: Two-Round e-Delphi
	2.3.1 e-Delphi Round 1: Perceived Importance of Recommendations
	2.3.2 e-Delphi Round 2: Relative Importance and Implementation Feasibility

	2.4 Phase 2: Quality Indicators for Routine Measurement (Consensus Meetings)
	2.5 Phase 3: Priorities for Implementation (Priority-Setting Workshop)

	3 Results
	3.1 Phase 1a: Review and Prioritisation of Best Practice Recommendations
	3.2 Phase 1b: e-Delphi Round 1: Importance of Recommendations
	3.3 Phase 1b: e-Delphi Round 2: Relative Importance and Feasibility
	3.4 Phase 2: Quality Indicators for Routine Measurement
	3.5 Phase 3: Priorities for Implementation

	4 Discussion
	5 Implications and Future Directions
	6 Limitations
	7 Conclusion
	Author Contributions
	Acknowledgements
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement
	References
	Supporting Information




