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Abstract
People with aphasia are prone to depression as a result of  communication challenges associated with their language disorder. These same 
communication challenges greatly limit their ability to benefit from psychotherapy, one of  the most recommended therapies for mental 
illnesses like depression. This commentary describes the unique cognitive interaction between aphasia and depression, and offers some 
evidence-based communication strategies, such as Supported Conversation for Adults (SCA) with Aphasia, that can help facilitate the 
therapeutic process for people with aphasia who are also experiencing depression. 

Psychotherapy is one of  the most efficacious treatments 
for depression and is based on the core idea that talking 

through problems can help change negative thoughts or change 
perspectives.1,2 But what if  your ability to talk is impaired? Aphasia, 
a language disorder caused by damage to the brain, affects 
approximately 30% of  people following a stroke event.3-5 Having 
aphasia is known to significantly increases the risk of  depression.6-8 
Unfortunately, people with aphasia are uniquely disadvantaged in 
their ability to access therapy for mental illness, due to their language 
impairment. The very thing that could help to alleviate the strain of  
mental illness—the ability to communicate—is the very thing that 
is impaired. Communication is both the casualty and the remedy. 

There are approximately 100,000 Canadians living with aphasia, 
nearly twice as many as with Parkinson’s Disease.3, 4, 9 While most 
Canadians have likely heard of  Parkinson’s, aphasia is not nearly 
as well known. This might be attributed to the wide variability of  
aphasia subtypes and etiologies. No two brains are the same; no two 
strokes. 

Aphasia can disrupt any aspect of  language processing 
including: speaking, comprehension, reading, or writing. The type 
of  aphasia depends upon the location and severity of  the brain 
injury. While other aspects of  cognition might also be affected 
by the brain injury, aphasia—in and of  itself—does not affect 
one’s intelligence.5 Aphasia is classified into two main categories: 
expressive and receptive. In expressive (non-fluent) aphasia, 
a person knows what they want to say, but struggles to produce 
spoken or written language, with a spectrum ranging from mild 
word-finding difficulty, to disjointed speech, to the inability to say 
any words at all. In receptive (fluent) aphasia, a person can still speak 
smoothly, but their language content may have little or no meaning 
and include an array of  misplaced or nonsensical words. People with 
receptive aphasia are often unaware of  their impairment, because 
their auditory comprehension is typically the most affected language 
domain. 

What, then, unifies these two categories of  aphasia? There 
are several areas in the left (or dominant) cerebral hemisphere, 
surrounding the lateral sulcus, that play a critical role in speech and 
language, including: Broca’s area, Wernicke’s area, the angular gyrus, 
and the auditory cortex. Language processing, however, is a dynamic 

system that is distributed throughout the entire brain.10,11 Language 
relies on all aspects of  cognition including: memory, attention, 
encoding, activation, inhibition, and timing mechanisms.11,12 It is 
valuable, therefore, to consider the complex interplay between 
cognitive processing and mental health. Aphasia and depression are 
both brain-based disorders that place demands on the same system: 
a single neural network with finite capacity. While the brain is plastic 
and remarkable in its ability to rewire and compensate after injury, 
all resources have limits.13

At least 30% of  stroke survivors suffer from depression.8,14,15 
Prevalence is much higher, up to 70% three-months post-stroke, 
when complicated with aphasia.6 While the prevalence tends to 
decrease over time (rates reduce to 62% at 12-months post-stroke), 
rates of  major depression reportedly rise from 11% to 33% in a 
12-month period.3 The type of  aphasia also seems to be a factor, 
with expressive aphasia being the strongest predictor of  depression.4

 It would be an oversimplification to say that aphasia causes 
depression. However, given the powerful relationship between 
communication and identity, it comes as little surprise that aphasia 
might open a door to depression.16,17 Symptoms of  depression 
include persistent sadness, dependence, indecision regarding 
physical and cognitive difficulties, and—in extreme cases—
suicidal thoughts.19 Aphasia, like depression, is largely an invisible 
impairment. We cannot see damage to the left inferior frontal gyrus 
(causing expressive aphasia) the way we can see a broken leg. When 
one meets a person in a wheelchair, one might think to hold the door 
open for them, but what about a person with aphasia? A language 
disorder is more difficult to identify, let alone accommodate for, 
especially when the general population knows little about it. 
People with aphasia are routinely confronted by impatient listeners, 
confused looks, and communication breakdowns. Social isolation 
can be a long-term result of  aphasia, further diminishing mental 
health.20,21 Not only is day-to-day communication a challenge, so 
is accessing the medical system. Imagine a person in a wheelchair 
who needs to see a psychiatrist, but cannot enter the building due 
to the lack of  ramps and elevators. An equivalent accessibility issue 
exists for people with aphasia. Not only is there reduced access to 
healthcare for people with communication disorders, but also lower 
satisfaction with the healthcare system and higher rates of  medical 
errors.22

With respect to treatment of  depression in people with aphasia, 
careful assessment is the first step, but many standard assessments 
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for depression are inadequate because they rely on the client’s 
language ability to confirm signs and symptoms. Fortunately, 
tools have been developed to bridge this gap. The Stroke Aphasia 
Depression Questionnaire and the Aphasic Depression Rating Scale  
rely primarily on caregiver report and the Depression Intensity 
Scale Circles is a simple, graphic scale designed for individuals with 
communicative deficits following brain injury.23-25 These tools all 
demonstrate good validity and reliability as screens for depression in 
people with aphasia.18, 23-25 Behavioural therapy is shown to benefit 
people with aphasia.26 Speech-language pathologists are in a unique 
position to educate other healthcare professionals about effective, 
aphasia-friendly communication techniques.22 Research demonstrates 
that training communication partners in conversation strategies can 
help minimize the disability of  aphasia.27 Implementing this training 
and raising awareness about its importance can dramatically increase 
communication opportunities for people with aphasia. 

One specific conversation strategy, Supported Conversation for 
Adults with Aphasia (SCA), is based on the concept that people 
with aphasia “know more than they can say.” 28, 29 SCA trains 
communication partners to facilitate conversation by writing down 
key words, using gestures, drawing pictures, verifying the message 
has been understood, and acknowledging the competence of  the 
person with aphasia. As of  2015, Canadian Stroke Best Practices 
now specifically recommend using SCA when providing healthcare 
to with people with aphasia.30

More generally, supported conversation aims to reduce barriers 
and enhance interaction. To do this, a clinician working with a person 
with aphasia can make some specific accommodations such as 
speaking in clear, short sentences at a relaxed pace, and allowing the 
patient extra time for language processing.22 If  the patient is struggling 
to get their message out, ask yes or no questions to clarify. Always 
check that you have understood them and they have understood 
you. Be flexible with communication modalities, incorporating 
writing, drawing, and gesture. Minimize environmental distractions, 
such as unnecessary noise, and ensure the patient can see your face. 
Consent forms and other important written documents should be 
made available in simplified language and graphics. Lastly, remember 
to speak to the patient in an appropriate and respectful tone. Their 
language has been impaired, not their intelligence.

Aphasia need not be a barrier to psychotherapy. Given the 
high incidences of  depression amongst this vulnerable population, 
we should strive to meet this need, offer evidence-based care, and 
employ recommended communication strategies. The more that 
health care professionals learn about aphasia and how best to 
support communication, the more effectively depression can be 
identified and treated. 
References
1. What is depression? [Online]. Arlington: American Psychiatric Association; 2016 

[cited 2016 March 20]. Available from: http://psychiatry.org/patients-families/
depression/what-is-depression

2. Depression and bipolar disorder [Online]. Ottawa: Canadian Mental Health 
Association; 2016 [cited 2016 March 20]. Available from: https://www.cmha.ca/
mental_health/facts-about-depression-and-bipolar-disorder/

3. Dickey L, Kagan A, Lindsay MP, Fang J, Rowland A, Black S. Incidence and profile 
of  inpatient stroke-induced aphasia in Ontario, Canada. Arch Phys Med Rehabil. 2010; 
91:196-202.

4. What is aphasia? [Online]. Toronto: Aphasia Institute; 2016 [cited 2016, March 
20]. Available from: http://www.aphasia.ca/home-page/about-aphasia/what-is-
aphasia/

COMMENTARY


