
Summary
Communication disorders, including aphasia. accompany cen-
tral nervous system damage of various origin. Comprehensive
rehabilitation – provided from the beginning of hospitalization,
adjusted to the general state of health of patients and the actu-
al functions disturbed, and carried out by a trained interdiscipli-
nary team – significantly improves prognosis. Rehabilitation in
the Neurosurgery Department of Military Hospital No 4 includes
early assessment of language functions, as well as swallowing
and speech disorder therapy. Many diagnostic methods and
tests are used at this stage of aphasia, and serve as the basis
for research, while also being standard procedures in clinical
practice. The marked fluctuation of symptoms in this period
makes it impossible to determine accurately the type and extent
of aphasia or to differentiate between actual structural and
func tional sequelae resulting from the brain damage in the first
weeks. This is due to the dynamic changes observed in this pe -
riod. The role of early therapy has been emphasized in the 
literature. Gradual activation and stimulation of patients pre-
ceded by assessment of communicative abilities and combined
with supporting the period of spontaneous remission are there-
fore essential at this stage. The program we present is used in
everyday clinical practice, and includes an assessment of the
verbal and non-verbal communicative abilities of patients fol-
lowing surgery due to central nervous system damage. Ele -
ments of the therapy are also presented.
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INTROduCTION
Language is present in numerous areas of human life. As a consequence,

it is absolutely necessary to be able to speak fluently. Since speech disorders
particularly impede communication, the importance of effective diagnostic
and therapeutic techniques addressing this condition cannot be overestimat-
ed. Communication disorders, in the form of aphasia, dysarthria or apraxia of
speech, accompany various types of damage to the central nervous system,
of vascular, neoplastic, traumatic or bacterial origin, as well as those caused by
progressive degenerative disease or intoxication (Talar, 2002; Jodzio, 2003;
Grabias, 1997; Pachalska, 2005; Herzyk, 2003).

According to Pachalska, aphasia can be defined as “an acquired distur-
bance or loss of verbal communication skills as a result of various types of
organic damage to the brain areas of strategic importance for speech” (Pa -
chalska, 2005) and “... a syndrome consisting in disintegration of information
processing, i.e. impairment of the ability to decode and/or encode various
non-verbal and/or verbal symbols functioning in a given language, culture or
communication community as a result of organic damage to the central nerv-
ous system” (Pachaska, 2003). “Aphasia can concern various language mo -
dalities: not only speech, writing, reading and comprehension, but also con-
struction and reception of encoded texts, e.g. using the Braille alphabet”
(Pachalska, 1999).

The World Health Organization looks at aphasia as a condition resulting
not only in disruption of the language system (i.e. impairment), but also loss
of the ability to communicate and undertake purposeful actions, which leads
to disability. As a consequence, the aphasia sufferer’s ability to participate in
social life becomes limited (handicap) (Pachalska, 1999; Troszczynska-Na -
konieczna, 2008; Troszczynska-Nakonieczna et al., 2006).

Comprehensive rehabilitation provided from the beginning of hospitaliza-
tion, adjusted to the general state of health of patients and the actual func-
tions disturbed, and carried out by a trained interdisciplinary team, signifi-
cantly improves prognosis. The effectiveness of therapy starting during the acute
phase has been confirmed by thorough meta-analyses performed by Holland et
al. (1996) and Robey et al. (1994). Other authors also advocate early treatment
(Herzyk , 2003; Pachalska, 2003; Springer, 1986; Gordon, 1993; Caplan, 1993;
Warlow, 1996; Simons, 1997; Prusinski, 1999; Tesak, 2001, Bley et al. 2002;
Böhme, 2003; Kozubski & Liberski, 2004).

A number of diagnostic and therapeutic tools are available. Their use, how -
ever, requires appropriate professional knowledge, clinical experience and thor-
ough preparation in speech therapy, neuropsychology, or neurolinguistics. Ka -
dzielowa suggests that “it is necessary to determine the nature of diagnosis in
order to clarify its basic goals” and differentiates between scientific and prag-
matic goals, the latter concerning the patient himself (Ka dzie lawa, 1998).
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It is crucial to know how to observe the patient in the early stage of thera-
py. Multiple techniques for assessment of aphasic patients during the acute
phase (i.e. up to 6 weeks after the CNS injury) have been developed for the
purposes of clinical practice.

The literature concerned with aphasia presents the following tests for
assessing the dynamics of change in aphasia symptoms during the acute
phase:
• Aachener Aphasie Bedside Test (AABT) (Biniek, 1993);
• An Aphasia Screening Test (Pachalska, 1999);
• Frenchay Aphasia Screening Test (FAST) – (Pachalska, 2005; Enderby,

1987; Bitniok, 1999);
• ScreeLing – Doesborgh (Deosborgh, 2003);
• ADAS scale (Troszczynska-Nakonieczna, 2008; Troszczynska-Nako niecz na

et al., 2006).
Nevertheless, there are few research and diagnostic tools enabling eval-

uation of the communicative skills still possessed by the patient that would
not be a burden to the patient in the limited and exceptional post-operative
circumstances.

dIAGNOsIs ANd ThERApy
Patients stay in the neurosurgery department for a short period of time,

usually ranging from several days to 2-3 weeks. Due to the serious overall
clinical status of the patients, neurological rehabilitation tends to be limited to
perioperative physiotherapy and nursing activities aimed at preventing clini-
cal complications. The physiotherapist is frequently the only person working
with the patient after surgery.

The Neurosurgery Department at Military Hospital No 4 in Wrocław and
the Neurology Department at the Medical University in Bydgoszcz use the
ADAS scale (see Appendix 1) to assess the dynamics of changes in symp-
toms and the direction of symptomatic improvements. The speech distur-
bances diagnosed using the ADAS scale are summarised as ADAS X (A, B,
C). The overall score is the sum of scores on speech comprehension, speech
production and naming, i.e. ADAS X (A+B+C), which only enables the apha-
sia to be described according to the following scale:
• 0 – 0.5 – global aphasia 
• 1 – 3.5 – severe aphasia 
• 4 – 6.5 – moderate aphasia 
• 7 – 8.5 – mild aphasia 
• 9 – no features of aphasia

The letters A, B, and C indicate the type of speech disorder:
• A < 3 pt – sensory aphasia 
• B < 3 pt – motor aphasia
• C < 3 pt – amnesic aphasia 
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Thus, for example, ADAS 0 (0, 0, 0) signifies global aphasia, while ADAS
3 (1, 1, 1) indicates severe mixed aphasia. The ADAS scale enables a quan-
titative assessment of aphasia.

The Simons test (Simons, 1997) is also used at the Neurosurgery Depart -
ment. The author describes the acute phase of aphasia as a transient syn-
drome with specific characteristics associated with certain communication
and language behaviors and ways of self-expression. The condition requires
a special therapeutic approach, especially as regards language. Regardless
of the diagnostic technique used, it is important that a tentative diagnosis
assess not only verbal skills, but also verbal behaviors. The card (see Ap -
pendix 2) was designed for the Neurosurgery Department based on the con-
cept of Professor Berthold Simons of the Neurology Clinic in Bad Salz -
hausen. Germany.

In the absence of contraindications related to the patient’s clinical status
and endurance, activation should be performed for 20-30 minutes every day
(Bauer, 2001; Huber, 2000), or, according to Luczywek, once or several times
a day for several (up to 15) minutes (Luczywek, 1978).

If speech production is absent or limited, techniques aimed at stimulating
speech and language, counteracting inhibition, and eliminating blockage in
nervous structures are recommended. On the other hand, therapy of uncon-
trolled, superfluous speech production with perseverations and jargon, as
well as stereotype production of automatisms, should employ inhibitive tech-
niques (Springer, 1986; Luczywek, 1978, Nowakowska, 1978). It is important
to activate and stimulate language knowledge in order to restore function, i.e.
support the process of spontaneous remission (Bley, 2002; Huber, 2000;
Nowakowska, 1978; Glindemann, 2001) and prevent pathological phenome-
na, such as speech automatisms or perseverations, which lead to develop-
ment of a circumlocutory strategy (Bley, 2002), telegraphic speech and psy-
chogenic abnormalities (Luczywek, 1978).

Therapeutic programs currently indicated and used for acute aphasia
include:
• Schuel (1964), Auditory Stimulation (Pachalska, 2003; Pachalska, 1999;

Böhme, 2003); 
• Naeser et al.(1986), Sentence-Level Auditory Comprehension (Pachal -

ska, 2003; Pachalska, 1999; Böhme, 2003);
• Sparks (1986), Melodic Intonation Therapy (MIT) (Pachalska, 2003; Pa -

chalska, 1999; Böhme, 2003); 
• Helm-Estabooks & Ramsberger (1986), HELPSS (Pachalska, 2003; Pa -

chalska, 1999; Böhme, 2003);
• Weigl (1961,1981), Deblokierungsmethode, (Böhme, 2003 for a full dis-

cussion, see also Pachalska, 2003; Pachalska, 1999);
• The stimulation methods of Luria and Tsvetkova’s school of functional

reorganization, presented by Nowakowska (Nowakowska, 1978);
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• Strachalska (2002), Exercises to aid word recall in speech of aphasic
patients (Strachalska, 2002);

• Simons (1997), Therapie akuter Aphasien. Bad Salzhausener Beiträge zur
Aphasieforschung (Troszczyńska-Nakonieczna, 2008; Troszczyńska-
Nakonieczna et al., 2006; Simons, 1997),

• Schnelle (2001), Zurück zur Sprache – zurück ins Leben. Bilder zur
Kommunikation und Sprachtherapie bei Aphasie (Schnelle, 2001).
In the Neurosurgery Department at Military Hospital No 4 in Wrocław, the

treatment of patients recovering consciousness focuses on the establishment
of verbal or non-verbal contact and an attempt to assess their communicative
skills using the above tools.

In some cases, attempts are made to apply the “Therapie Akuter Apha -
sien” (1997), “Zurück zur Sprache – Zurück ins Leben (2001)”, and Strachal -
ska’s programme (Strachalska, 2002). The programs could be successfully
employed even in patients with severe speech and comprehension deficits.
However, their application was usually possible only if patients stayed in hos-
pital for a longer term. In some cases, the programs accelerated the unblock-
ing of skills and facilitated non-verbal communication.

CONCLusIONs
Classification of acute aphasias as fluent or non-fluent indicates the pre-

sumable evolution of the condition towards motor or sensory aphasia (4, 34).
The variability of symptoms during this phase makes it impossible to diag-
nose the type and scope of aphasia, or the actual structural and functional
effects of the injury. At this stage, however, it is important to classify the
patient’s communicative abilities, evaluate the dynamics of disturbances, and
gradually stimulate the patient. This is the only way, as has frequently been
stressed in the literature, to find out which areas of speech skills need to be
activated (Bley, 2002; Schnelle, 2001; Grohnfeldt, 1993).

The diagnostic work-up at this stage aims to establish the presence or
absence of aphasic disturbances and differentiate between preserved lan-
guage skills (speech), the ability to speak (motor skills), speech apraxia,
dysarthria and dysphagia. 

Patients should commence outpatient speech therapy as soon as they
leave the hospital and attend at least 3 sessions of 45-60 minutes’ duration a
week. When their status has stabilized, about 90% of patients may be clas-
sified as aphasic e.g. using the Token Test (Huber, 2000).

The simplicity of the tools presented in this paper could support and en -
courage physiotherapists to cooperate with physicians in daily clinical prac-
tice with patients in the early phase of aphasia. Diagnostic findings should be
included in the patient’s medical record and serve as a source of information
for therapists in other rehabilitation centers. This approach would ensure con-
tinuity of rehabilitation care and provide therapists with a basis for selecting
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appropriate therapeutic techniques and programs. It is also essential to
involve the patient’s family in the therapeutic process.

A considerable problem is that Poland does not have a uniform organiza-
tional model of neurorehabilitation departments, while such models are in
place in Western Europe and the US. Moreover, Polish hospitals have only 
a limited number of departments with an interdisciplinary team of specialists.
This is due, among other factors, to the financial standing of the health care
system. As a result, standards that are obligatory in old EU countries are not
even partially complied with in Poland. Moreover, the current system does not
take into account such factors as patients’ disability, cost of their care and liv-
ing or improvement in their quality of life.
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