
ImPACT: a multifaceted implementation for conversation 
partner training in aphasia in Dutch rehabilitation settings.

WIELAERT, Sandra, AN DE SANDT-KOENDERMAN, Mieke W.M.E., 
DAMMERS, Nina and SAGE, Karen <http://orcid.org/0000-0002-7365-5177>

Available from Sheffield Hallam University Research Archive (SHURA) at:

http://shura.shu.ac.uk/13590/

This document is the author deposited version.  You are advised to consult the 
publisher's version if you wish to cite from it.

Published version

WIELAERT, Sandra, AN DE SANDT-KOENDERMAN, Mieke W.M.E., DAMMERS, 
Nina and SAGE, Karen (2016). ImPACT: a multifaceted implementation for 
conversation partner training in aphasia in Dutch rehabilitation settings. Disability 
and Rehabilitation, 40 (1), 76-89. 

Copyright and re-use policy

See http://shura.shu.ac.uk/information.html

Sheffield Hallam University Research Archive
http://shura.shu.ac.uk

http://shura.shu.ac.uk/
http://shura.shu.ac.uk/information.html


1 

 

ImPACT: a multifaceted implementation for conversation partner training in aphasia in 

Dutch rehabilitation settings.  

 

Sandra Wielaert 1, Mieke W.M.E. van de Sandt-Koenderman 1,2, Nina Dammers 1, Karen 

Sage 3 

 

1 Rijndam Rehabilitation, Rotterdam, The Netherlands 

2 Department of Rehabilitation Medicine, ErasmusMC, Rotterdam, The Netherlands  

3 Faculty of Health and Wellbeing, Sheffield Hallam University, Sheffield, Great Britain 

 

Corresponding author:  

Sandra Wielaert,  

Rijndam Rehabilitation Centre 

Westersingel 300, 3015 LJ Rotterdam, The Netherlands 

swielaert@rijndam.nl 

tel +31 10 2412402 

fax +31 10 2412431 

 

 

Submitted to: Disability and Rehabilitation  

Word count: 8486 

 

Keywords: speech and language therapy, partners, implementation, conversation partner 

training, aphasia 

  

mailto:swielaert@rijndam.nl


2 

 

ImPACT: a multifaceted implementation for conversation partner training in aphasia in 

Dutch rehabilitation settings.  

 

Abstract  

Purpose: Exploration of the clinical uptake of a novel conversation partner training (CPT) 

programme in aphasia in ten Dutch rehabilitation facilities and identification of its perceived 

facilitators and barriers in service providers, and the evaluation of the implementation 

methods used. 

Method: Ten rehabilitation centres took part in a multifaceted implementation of 

conversation partner training over thirteen months. Each centre selected two speech and 

language therapists to act as knowledge brokers whose role it was to raise awareness of CPT 

in the team and to facilitate getting partners of people with aphasia into the programme. The 

implementation was evaluated using analysis of recruitment data and questionnaires, 

supplemented by consensus data and scrutiny of implementation plans.  

Results: Successful implementation was described as 1) four dyads included during the 

intervention period, 2) two more dyads included after the intervention period, before the end 

of the study and 3) inclusion of Partners of Aphasic Clients Conversation Training (PACT) in 

a description of the logistics of local stroke care (stroke care pathway). Seven centres were 

successful in reaching the target inclusion of 6 dyads in total. Only one centre had care 

pathways in place. From a recruitment pool of 504 dyads, 41 dyads were recruited and 34 

partners completed the implementation of PACT study (ImPACT). Observed facilitators 

included the motivation to engage partners in the rehabilitation process and the perceived 

added value of PACT. The perceived barriers focused on time limitations within current 

systems to discuss the consequences of PACT with relevant professionals and to establish 

allocated time for PACT within existing care routines.  
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 Conclusions: The motivation of professionals to involve partners in the rehabilitation process 

assisted with the introduction of PACT in practice. The main barrier was time, linked to the 

requirement to think through integration of this innovation within existing care. Longer term 

evaluation would ascertain how centres sustain uptake without support.  

 

Keywords: Implementation, conversation partner training, aphasia, speech and language 

therapy, partners, innovation, ImPACT. 

 

Introduction 

Over the last few decades the inclusion of family members in the treatment of stroke survivors 

has been advocated [1]. In line with this recommendation a programme for conversation 

partner training (CPT), as part of an aphasia intervention, was introduced in Dutch 

rehabilitation practice [2][3]. Speech and language therapists (SLTs), like other rehabilitation 

professionals, update their knowledge and skills to enhance their professional performance in 

the individual therapeutic relationship with their clients through continuing professional 

development (CPD [4]). When a novel method or tool is introduced into a healthcare setting 

that reaches beyond the boundaries of that individual therapeutic relationship, it touches on 

the social system and the social interactions among the different stakeholders, such as 

different groups of professionals, management and service users. Knowledge translation, 

knowledge exchange or implementation are all terms aiming to capture the complex systems 

approach which  brings about change in these settings [5]. Greenhalgh et al. [6] highlighted 

the role of implementation when a service is faced with innovation, suggesting  that ‘a novel 

set of behaviours’ are ‘implemented by planned and coordinated actions’ (p.582). The present 

study describes the implementation process in which the new tool for CPT was introduced in 

clinical practice and identifies the facilitators and barriers for uptake in service providers.  
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The theory of implementation has taken flight over the last two decades. Nilsen [7] 

distinguished three overarching aims: 1) describing and guiding the process of 

implementation; 2) understanding and explaining the influences on implementation outcomes 

and 3) evaluating implementation. In line with the first aim, process models, such as the 

‘Knowledge-to-action process’ [5] set out to describe or guide the implementation process. 

Determinant frameworks assist Nilsen’s second aim, by unpicking various aspects that may 

have acted as barriers or facilitators to implementation. The Promoting Action on Research in 

Health Services framework (PARiHS [8]) is an example of a determinant framework which 

regards successful implementation as a function of the nature of innovation or evidence to be 

implemented, the nature and quality of the context where the knowledge was implemented 

and the way this process was facilitated. Innovations are more likely to be taken up if they 

have attributes such as compatibility, trialability and fuzzy boundaries [6] (p.597). An 

innovation is compatible when it resonates with existing norms and values of the target 

organisation, and meets a clinical need.  Trialability concerns the extent to which intended 

users can experiment with the innovation before it is fully implemented and ‘fuzzy 

boundaries’ indicate surrounding organisational structures of an innovation that lend 

themselves for adaptation, while the  central properties, or the ‘core element’ of an 

innovation, are preserved. When an organisation engages with an innovation a reciprocal 

process takes place by which the organisation adapts to the innovation and the innovation is 

adapted by an organisation to fit local procedures [9].  

Three properties of the context enable implementation [10]: 1), motivation of the target 

audience; 2) the capacity of a target audience to absorb new knowledge related to existing 

skills and the ability to recognise the value of the innovation; 3) the capacity of the target 

audience to incorporate the innovation into routine practice. Grimshaw et al. [11] 

differentiated between a primary and a secondary target audience, depending on the nature of 
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the innovation. Knowledge brokers [12] [13] act as primary target audiences and collaborate 

with key stakeholders to facilitate the implementation of an innovation in a local organisation 

[14]. For example the knowledge brokers may be responsible for instructing and educating 

local team members and managers as well as introducing the innovation to service users. 

When members of the allied health professions act as knowledge brokers, they may not 

always be in the position to establish change outside of their professional autonomy [15] and 

shared agency [16] may be established by local implementation teams that include managers 

and rehabilitation physicians who do hold power of decision.   

The process in which the implementation is facilitated, is dictated by the complexity of an 

innovation. A multifaceted approach to implementation is deemed appropriate when the 

innovation is complex [17]. This approach comprises several strategies for change, such as 

financial incentives, educational strategies and feedback, targeting different levels of an 

organisation. Grol and Grimshaw [18] distinguished different factors for change at the levels 

of the individual professional, the team and the system. Attitudes and routines are examples of 

factors for change for individual professionals, whereas at team level social influence and 

leadership are defining factors for bringing about change.  

Another element of successful implementation concerns who introduces the innovation into 

clinical practice. Although the characteristics of this ‘messenger’ of the innovation have not 

been extensively researched [19], local opinion leaders and researchers who have a reputation 

within the field are considered credible messengers [6] [10] [19].  

Finally, Nilsen [7] emphasised the need for evaluation of the implementation, selecting the 

appropriate evaluation based on what type of knowledge was implemented and the type of the 

target audience receiving it. Conceptual knowledge might change knowledge, understanding 

and attitudes towards that new knowledge and should be evaluated through questionnaires and 

interviews [20]. The evaluation measure is related to the extent to which the knowledge is 



6 

 

implemented. For instance when the local use of a new therapeutic tool is the goal of 

implementation, (as was the case in the study presented here) observational evaluation 

suffices, because the researcher has no control over the selection of participants or the use of a 

comparable control [20].  

Implementation theory has previously been used in studies concerning the allied health 

professions, such as the implementation of a community occupational therapy programme for 

people with dementia and their caregivers [21]. Implementation theory has also been used in 

SLT research addressing communicative access in health care [12] [22] [23] [24] where 

professionals were targets of conversation partner training. To our knowledge this is the first 

implementation study addressing the introduction of a training programme which targets 

partners of persons with aphasia (PWA) as recipients of training in rehabilitation practice on a 

multi-centre scale. 

 

Rationale for the implementation of a CPT programme 

In the Netherlands, 61% of stroke survivors return home after a stay in hospital, rehabilitation 

centre or nursing home [25]. This figure underlines the extent of the burden of care that 

partners carry [26] [27]. Particularly partners who face the loss of communication abilities in 

their family member due to aphasia may struggle [28].  PWA are affected in language 

expression and /or language comprehension, both in spoken and in written language 

modalities, after acquired brain injury. As a consequence of this it affects a PWA’s ability to 

engage in conversations. As everyday conversations are a collaborative venture, the aphasia 

also affects a conversation partner and as a consequence, conversation partner behaviour may 

affect the PWA’s participation possibilities within those conversations. This means that 

intervention for aphasia at the WHO level of participation [29] should target both the PWA 

and the environmental factors, in this case the conversation partner [30] [31] [32]. Partner 
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education in aphasia in the Netherlands currently consists of information provision during 

therapy sessions, for which no standardised programme exists. As in other countries, the 

emphasis in SLT sessions in the Netherlands is on improving language functions of the PWA 

rather than focusing on the communicative interaction between the PWA and his or her 

conversation partners [33] [34] [35]. By focussing on language improvement in the PWA, the 

available evidence for CPT [36] is insufficiently acknowledged. A systematic review reports 

that partners improve their communicative skills after CPT and PWA show greater 

competence in conversations with trained conversation partners [36]. In order to fill the 

practice-evidence gap, a UK CPT package ‘Supporting Partners and People with Aphasia in 

Relationships and Conversation’ (SPPARC) [37] was adapted for Dutch clinical practice into 

the ‘Partners of Aphasic clients Conversation Training’ (PACT) [38]. The theory, structure 

and methods of SPPARC are reflected in PACT, though practice content (e.g. conversation 

behaviour examples and worksheets) was adapted to the Dutch language and culture.  

PACT, as a published product, was selected for wider implementation by Revalidatie 

Nederland (The Netherlands Association for Medical Rehabilitation representing a national 

network of rehabilitation services) as it was used on a small scale and had user group interest. 

Subsequently, the implementation of PACT, the ImPACT study, was included in a nationwide 

rehabilitation-innovation programme.  

This paper reports the results from the rehabilitation professionals involved in the 

implementation of PACT when it was widened out beyond one institution and looks at 

facilitators and barriers for its uptake as perceived by these service providers. A description of 

the characteristics of the service users who engaged with PACT and the partners’ experience 

with this training programme has been reported elsewhere [3] [39]. Three research questions 

address the implementation of PACT, while the fourth research question addresses the method 

of implementation used: 
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1. What is the uptake of PACT in the ten participating centres? 

2. What are the perceived facilitators to uptake of PACT? 

3. What are the perceived barriers to uptake of PACT? 

4. Which elements of a multifaceted approach contribute to the implementation of PACT? 

 

Methods 

This is a descriptive, observational mixed-methods study. The next sections describe the 

design used in ImPACT including the intervention, the participants and the multifaceted 

implementation process. This is followed by a section on measurement and analysis in which 

the different measures used in addressing the four research questions are described. 

 

Design 

Intervention 

PACT provides SLTs with a structured and theory driven programme, with which they coach 

partners of PWA, using an experiential learning format [40]. PACT aims to raise awareness in 

partners of PWA about conversation styles and to enable them to learn new strategies that 

help them and the PWA to become more effective and comfortable in their conversations. The 

training of the conversation partner is based on several short video recordings of every day 

conversations made by the couple (dyad) in their home environment. The SLT examines the 

videos for conversation patterns and discusses, with the dyad, goals for training [38]. 

  

Participants  

The participants in this study were the ImPACT-team, the centres and the knowledge brokers. 

The first three authors comprised the ImPACT-team. As professionals from the Rijndam 

Rehabilitation Aphasia team they were considered opinion setters and leaders in aphasia 
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therapy in the Netherlands. Eight rehabilitation centres were purposively sampled by the first 

author from the 24 national network centres offering stroke rehabilitation, representing 

geographical spread, centre size and centre type. Three nursing homes with rehabilitation 

units as part of regional stroke services allied with three of the rehabilitation centres were also 

recruited. Ten centres (seven rehabilitation centres and the three nursing homes) agreed to 

participate. One rehabilitation centre had not been able to confirm participation before the 

start of the study. By requirement of the study’s funder, the board of directors in each centre 

signed consent to take part in ImPACT  and approved the financial agreements within this 

study. Two SLTs in each centre were selected (and paid) as knowledge brokers, fulfilling a 

central role in the implementation strategies used. One of them took on the task of local 

ImPACT coordinator. Table 1 shows the ten participating centres arranged according to 

number of full time equivalent hours of available SLT and the experience of working with 

PWA of the two SLT knowledge brokers in each centre. The 20 SLT knowledge brokers, 

were on average experienced in working with PWA, although there was a wide range in terms 

of years of experience (mean number of years post qualification: 14.95 years, SD 10.32, range 

4-40) amongst them.  

 

 Insert Table 1 about here 

 

Implementation process 

Figure 1 shows the process of implementation in ImPACT using an adaptation of Graham et 

al.’s model [5]. The centre funnel in Figure 1 shows how knowledge is translated from 

general knowledge enquiry, through knowledge synthesis (for example in a systematic 

review), into a practical tool (for example PACT). Following on from these three steps PACT 

is considered a third generation knowledge tool [41]. The action cycle in Figure 1 started 
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when PACT was introduced in centres where partner education was identified as an area for 

improvement by professionals involved in aphasia intervention. 

The action cycle represents the ImPACT study that lasted 24 months. Centres participated in a 

13-month intervention period (month 3 until month 16) in which the ImPACT team and 

knowledge brokers worked closely together, and dyads were recruited. The SLT knowledge 

brokers and the ImPACT team met up in four general meetings. During the first two general 

meetings, emphasis was on learning to work with PACT itself. In the final two meetings, 

emphasis shifted towards local implementation efforts, following the formation of local 

implementation teams who devised local implementation plans. Three education outreach 

visits, by the research coordinator (first author) or the research assistant (third author) were 

planned (see also implementation strategies, interactive education). As centres began to work 

with PACT, the product itself was adapted to fit local needs and systems by providing 

additional materials, such as a planning format and PACT worksheets. A follow up inventory 

of PACT trajectories via telephone interview took place at the end of the study, eight months 

after the intervention period. 

 

Insert figure 1 about here  

 

Implementation strategies and cascade training 

So called cascade training [42] was used in which the ImPACT team educated, informed and 

supported the knowledge brokers, who, in turn, informed their local team and the clients. 

SLTs acting as knowledge brokers were the primary target audience for this study as they 

introduced the new tool for conversation partner training (CPT) in their own organisation and 

to their clients, framing these latter groups as the secondary target audience. The central role 

of the SLT knowledge brokers was twofold; 1) advocating PACT within their centre, raising 
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awareness within their multidisciplinary team, of the possibilities and consequences of using 

PACT in a client’s care trajectory and 2) providing PACT to clients as skilled professionals, 

raising awareness in partners of their role in conversation as well as the possibility of 

engaging in CPT.  

The multifaceted approach [17] was made up of five implementation strategies: 

1. Financial support included payment for the local coordinators (two hours per week during 

the intervention period of thirteen months) and compensation cover for regular provision 

of care whilst the therapists were engaged in ImPACT meetings and education. Providing 

the PACT programme and a camera, at no cost, were also financial incentives.  

2. Interactive education was organised in the four full day central meetings and three 

outreach visits and served both roles of the SLT knowledge brokers: skill training in 

PACT and support in local implementation. Figure 1 shows the timing of these meetings 

within the action cycle. Meeting 1 consisted of general instruction in PACT. In Meeting 2, 

first impressions and experiences with PACT were shared and an introduction to 

implementation was provided by the external implementation consultant, supplied by the 

funder. In meeting 3, first implementation experiences were shared and two PACT cases 

were discussed in depth. The final central meeting was spent on evaluation of the 

intervention period and was timetabled so that it took place after the final recruited dyads 

had finished their training. Two outreach visits of two hours each were provided by the 

ImPACT coordinator (first author) or the ImPACT research assistant (third author) in each 

centre in which individual training took place. These visits enabled local SLTs to discuss 

PACT analysis, goal setting and training for the first two included dyads in detail. In the 

next two included dyads per centre, SLT knowledge brokers took the lead in PACT 

analysis and goalsetting, supervised by the research team via telephone and e-mail 

contacts.  
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A third outreach visit targeted the local multidisciplinary team and manager during which 

the ImPACT coordinator presented PACT and issues of partner training and 

implementation of PACT were discussed.  

3. Education materials consisted of two folders; the ImPACT folder explained the studies’ 

procedures and consequences of aphasia on conversation; the PACT folder explained the 

aims and procedures of PACT. Both were in an aphasia-friendly format.  

4. Feedback was another multi-component strategy, consisting of recruitment administration, 

telephone consultations on the training of dyads (used after the first two dyad training 

visits had been done) and additional feedback on implementation issues. Recruitment 

administration was kept for data collection on candidacy, but also served as feedback on 

candidacy and as a regular reminder. For this purpose, the SLT local coordinator recorded 

the total number of persons with aphasia referred to SLT and the number eligible for 

ImPACT. They also recorded their reasons for not including potentially eligible clients 

across six categories; no care needs, not a good candidate, does not want PACT, does not 

want research, quick discharge and not enough SLT capacity.  

5. Reminders were used in the study through phone and e-mail contacts as well as a quarterly 

newsletter to ensure continued adherence to the study and resolve any emerging issues 

linked to participating in it. 

 

Eligibility of dyads 

Recruitment of dyads used the following eligibility criteria for clients in each centre: 

- PWA to be a minimum of three months post stroke 

- PWA and partner: Dutch as primary language at home 

- Partner who is able to participate and assist in making the videos and take part in training 

- No suspected or confirmed dementia or psychiatric disorder in PWA or partner 
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- No previous suspected or confirmed relationship problems that might have affected the 

communicative interaction of the dyad 

 

Informed consent and ethical approval 

This study was performed in accordance with the Helsinki declaration and was approved by 

the Medical Ethics committee of Erasmus University Medical Centre, Rotterdam. All dyads 

gave written consent prior to data collection. Participation in the study was voluntary and 

participants were able to withdraw at any time, without having to provide an explanation. 

 

Measurement and analysis 

For this clinically based, exploratory study no standardised measurements were available. The 

goals within ImPACT  (see supplementary file 1) were leading for the four types of 

evaluation: 1) criteria for uptake; 2) questionnaires; 3) consensus notes of the four central 

meetings with the SLT knowledge brokers; 4) local implementation plans. The research 

questions dictated the type of evaluation. For the first research question addressing uptake, 

three indicators of successful implementation were formulated. The first criterion concerning 

recruitment and inclusion was based on the implementation strategy of education, for which 

both SLTs had to include two dyads, totalling four in each centre: 

1. The initiation of four PACT trajectories with a partner in each centre within the 

intervention period of 13 months and completion of those within three months after this 

period.  

The second criterion was derived from this criterion, taking feasibility within the available 

time frame into account: 
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2. At least another two PACT trajectories with a partner should be initiated after the 

intervention period and before the end of the study, showing ongoing use without the 

additional support from the ImPACT team.  

At the time, centres committed themselves to describing the logistics of their stroke care 

provision in ‘care pathway’ documents in an effort to make their care provision more 

transparent for health insurers. The third indicator was chosen in line with this development.  

3. The uptake of PACT in a local care pathway by the end of the study, in order to ensure 

sustained use of PACT in clinical care.  

Recruitment numbers across the 10 centres were counted. In the final meeting with the 

knowledge brokers, the Nominal Group Technique [43]  was used to reflect on reasons for not 

including clients in the ImPACT study. For this the SLT group engaged in the silent 

generation of ideas; round-robin sharing of ideas followed by group discussion to bring 

together their collective ideas. For the third indicator of uptake, the implementation plans 

from the centres were consulted and a telephone inventory was conducted at the end of the 

study.  

Perceived facilitators and barriers for implementation (Research Questions 2 and 3) and an 

evaluation of the approach used (Research Question 4) were assessed via questionnaires 

which were based on the goals formulated for the ImPACT study (see supplementary file 1). 

Two separate questionnaires were used; one for the SLT group and one for the doctors and 

managers (D&M) who were part of the local implementation team. Questionnaires contained 

three topics: a) implementation strategy, b) aspects of content and c) aspects of organisation. 

Within the SLT questionnaire, the focus was on aspects of content. Within the doctors and 

managers questionnaire, the focus was on aspects of organisation. Descriptive statistics were 

used for the analysis. A 7-point Likert scale was used, in which ‘1’ represented total 

disagreement and ‘7’ represented total agreement with the statements. For analysis purposes, 
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scores 1, 2, 3 were joined to reflect disagreement and 5, 6, 7 were joined to reflect agreement. 

Score 4 was judged to reflect a neutral answer. The first author conducted a thematic content 

analysis of the responses to open questions were counted, grouped, coded and categorized. 

Codes were given to groups of responses with similar content, which were then headed under 

categories. The categories were subsequently matched with the levels of change as described 

by Grol and Grimshaw [18]. For triangulation purposes, these data were supplemented by 

other documents (consensus notes of general meetings; recorded feedback during outreach 

visits to teams) to provide a description and interpretation of the facilitators and barriers 

experienced by the professionals. The full text questionnaires with responses can be found in 

Appendices 1 and 2.  

 

Results  

Results are based on data collected from the recruitment administration, the questionnaires, 

consensus notes of the four central meetings with the SLT group, and the local 

implementation plans.  

 

Research Question 1: What is the uptake of PACT across the 10 centres? 

Table 2 shows the results for the three success indicators per centre. Seven centres were 

successful in implementing PACT (Centres 2, 3, 4, 5, 6, 9 and 10) in terms of referrals during 

and after the implementation recruitment and intervention period. In Centre 3, temporarily, 

aphasia referrals were low during the intervention period. As a consequence, this centre 

included three instead of four dyads during the intervention period. However, this 

rehabilitation facility continued to recruit after the intervention period and included six more 

candidates and is therefore regarded as successful.  
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During central meetings it became apparent that all but one centre were behind in their 

commitment to have care pathway descriptions in place, which made it impossible to use this 

indicator in this study. Table 2 provides a description of documents that centres used to 

anchor PACT within their care provision documents. In most centres PACT was included 

within a document describing the content of local stroke care provision (stroke care module) 

or plans to do so in the near future existed. From the implementation plans and the final 

telephone inventory it was clear that, for some centres, the inclusion of PACT in such a 

module was seen as a clear effort to sustain PACT use in the future. The target aspiration to 

incorporate PACT in a care pathway encompassed those centres which had not been 

successful in meeting the dyad target numbers in ImPACT. 

 

 Insert Table 2 about here 

 

Uptake in care pathways was also discussed in detail in general meetings. The description of 

care modules or care pathways had not been prioritised in Centre 5, a nursing home. 

However, personnel were conscious of the importance of conversation partner behaviour as 

they were already trained in interacting with clients with dementia using ‘video interaction 

counselling’ [44] and the multidisciplinary team was enthusiastic about the additional 

possibilities of PACT. While Centre 2 had included PACT within a care pathway, their SLT 

pointed out that this was not a guarantee for the continued use of PACT because 

communication partner training was still, at that stage, regarded by the team as belonging to 

the SLT (an ‘SLT-thing’), initiated and owned by the SLTs rather than the team as a whole.  

Three centres (1, 7 and 8) did not meet the success indicators in terms of dyad numbers at 

either time point. Centre 1 joined the ImPACT study six months later than the others, after the 

withdrawal of another centre early in the study. This late start, combined with the fact that 
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only one SLT worked there and aphasia referrals were low, militated against them being able 

to include any dyads. Centre 7 was the largest nursing home in the study with the largest 

number of aphasia referrals. However, the eligibility for ImPACT (21%) was by far the 

lowest (see also figure 2). This was due to characteristics of their client caseload which was 

predominantly elderly, without a partner, had severe concomitant cognitive disorders and was 

often made up of non-native Dutch speakers. Centre 8 was a large rehabilitation facility, 

which adhered to strict time periods of inpatient rehabilitation service in line with a newly 

introduced rehabilitation reimbursement scheme in the Netherlands (Zorgvraag Index, Care 

Needs Index) in which medical rehabilitation specialists estimated the total care package for a 

new client upon the start of rehabilitation care. The time of discharge of clients from this 

centre to neighbouring facilities interfered with the inclusion criterion of three months post 

stroke. Identified PACT candidates from this particular centre were therefore unable to 

engage with the ImPACT study. In contrast, centres 9 and 10 where discharge from clinical 

rehabilitation was also around three months post stroke, managed to include enough dyads, 

providing PACT in their outpatient facilities. 

In the next section, a closer look at client recruitment is provided and possible reasons for 

excluding eligible clients are presented. 

 

Recruitment of dyads 

Recruitment potential was monitored when the SLT knowledge brokers provided monthly 

updates of potentially eligible candidates. During the intervention period, a total of 504 PWA 

were referred to the SLT departments for aphasia treatment. Of these, 263 PWA and their 

partners met the eligibility criteria. Of these, 41 dyads joined the study of which 34 completed 

the study. Figure 2 sets out, per centre, the total number of people with aphasia who were 

referred to SLT departments, separated into number of ineligible, eligible and included dyads. 
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Thirty six of the initial 41 recruited dyads, were from the SLT knowledge brokers own 

caseloads.  

 

 Insert figure 2 about here 

 

Reasons for non-inclusion of eligible participants 

According to the recruitment administration forms, there were 222 potentially eligible 

partners who might have been given this intervention. Sixteen percent of those not included 

were clearly linked to the dyads deciding they did not want to take part in PACT or did not 

want to participate in research. Fifteen percent of those not included were partners who were 

not considered good candidates by the SLT when they showed signs of excess burden, as 

judged by the SLT or other team members, although no independent measures of caregiver 

burden were available from regular care to back up this impression. Other partner 

characteristics touched on the exclusion criteria, such as premorbid mental health problems, 

where SLTs doubted a partner’s ability to engage actively with the training, again without 

supplying concrete evidence to support their intuitions on this.  

The majority of those not included fell into the category of ‘no care needs in communication’ 

(47%) and this high number was explored during the last general meeting, using the Nominal 

Group Technique (NGT) [43]. In retrospect the SLTs discriminated three separate partner 

properties within this ‘no care needs’ category, ranging from ‘no help needed’, through 

‘current satisfaction with communication’ to showing ‘no motivation for training’. A fourth 

NGT parameter reflected on the SLTs’ behaviour; 9 of the 12 SLTs present during this 

meeting mentioned that their partner interviews may have fallen short of the necessary rigour 

to fully explore the partners’ communication needs. SLT knowledge brokers were themselves 

on a learning curve when discussing care needs and motivating partners for PACT and 
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sometimes a colleague who was not familiar with PACT conducted the interview. When 

partners showed little awareness of their own role within conversations, SLTs needed to 

explain this role and what the intervention could offer to help.  

 

Research Question 2: What are perceived facilitators for uptake? 

The questionnaire response rates were high; 18 of the 20 SLTs (90%) and 14 of the 23 D&M 

(61%) completed the questionnaire (total response rate N=32, 74%). There were some missing 

data throughout the questionnaires. Table 3 represents the 50 responses in total to the open 

question about facilitators for PACT uptake, from both the SLTs and the D&M group. These 

responses were grouped, categorized and matched to the level of change. Facilitators were 

mainly at the level of the individual professional, in the attitudinal domain. Many respondents 

reported a positive attitude towards PACT from doctors, other SLTs and other team members, 

reaffirming the desire to provide better education for partners in stroke care. This positive 

attitude towards partner training was reiterated during the four central meetings. At the team 

level managers were also reported to have a positive attitude towards PACT.  In particular, 

SLTs mentioned that good internal communication and collaboration with other disciplines, 

such as social work facilitated uptake. 

 

 Insert table 3 about here 

 

Thirteen (out of 14) doctors and managers agreed that PACT fitted into the care protocols or 

modules that were used in their centre and 11 agreed that PACT fitted their centres’ policy. 

Seventeen (out of 18) SLTs regarded PACT as an ‘indispensable addition’ to their treatment 

regimen. Both SLTs and D&M valued PACT as an addition to what was already offered to 

partners, such as partner group courses focussing on information, coping and individual 
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support; 11 agreed that there was sufficient FTE-SLT to enable uptake in regular care. The 

SLTs were also positive about the organisational and policy implications of PACT. Seventeen 

(of the 18) SLTs agreed that PACT fitted their centres’ policy. Sixteen SLTs agreed that their 

FTE was sufficient for uptake of PACT in regular care though this high number does not 

concord with reservations expressed during the last evaluation and in recruitment 

administration about the adequacy of FTE-SLT.  

 

The nature of the innovation as a facilitator 

Sixteen out of 17 SLTs indicated that their conception around the interactive nature of 

communication had been changed by PACT. Watching the videos also made SLTs aware of 

the difference in conversation dyads had in their home environment. Seventeen out of 18 

SLTs agreed that the videos supplied relevant information which they would not have 

obtained from their clinical observations, linked directly to the essential role played by the 

conversation partner which they had previously not taken into consideration when devising 

therapy. The SLT knowledge brokers reported they were involving partners more and earlier 

on in the care trajectory than they had done previously and they explained the necessity of 

equality within the dyad when having a conversation. 

SLTS were asked to judge the difference in the conversations of their clients on the videos 

against what they had anticipated from clinical observations alone (Question 23 of the SLT 

questionnaire). Based on the pre-PACT video recordings of 35 of the 41 included dyads, 

SLTs perceived in 27 (77%) of them, that the videos presented in a way which was different 

from what they had expected. 

Videos were not found to be suitable for everyone. Nine SLTs agreed that clients found it 

hard to supply useful video data. However, even when videoing had been challenging to do, 

its usefulness was upheld once a dyad was committed to it.  
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Seventeen SLTs judged PACT to be user friendly and an invaluable addition to SLT 

treatment, providing knowledge and training opportunities for partners who were not yet used 

to their new way of communicating.  

During the implementation additional material was developed in collaboration with the SLTs, 

which fits within the concept of adjusting the ‘fuzzy boundaries’ of a new tool to adapt it to 

local needs and circumstances. For example a PACT partner interview was developed (see 

supplementary file 2), as well as extra worksheets for partners that met their needs more 

specifically.  

 

Research Question 3: What are perceived barriers for uptake? 

Table 4 collates the barriers for uptake of PACT, according to SLTs and D&M, taken from 

the open questions on this topic. The 41 responses in total were mostly at the systems level 

within the domain of organisation, and concern time management, especially in relation to 

planning procedures and financial insecurities. These barriers were also discussed as a 

recurring theme during the central meetings. 

 

 Insert table 4 about here 

 

A low number of PWA present in a centre was also considered a barrier as this prevented 

SLTs from being able to build up enough expertise. There were also assumptions about 

partners not being able or willing to commit to training because of practical reasons such as 

work, travel distance or the use of video. SLTs from three centres mentioned other projects 

taking place at the same time, competing for their input and that they had not received enough 

guidance from their management about which projects to prioritise. 
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The main barriers expressed were in time management and involved local planning 

procedures in rehabilitation centres. There were four factors; firstly the introduction of the 

Care Needs Index. This index is associated with a ‘Diagnosis-treatment-combination’ (DTC) 

structure [NZA][45] and doctors needed to estimate whether a client’s environment (which 

included partners) was likely to be inhibitory, neutral or facilitative to the rehabilitation 

process. Secondly, central planning departments in the rehabilitation centres, who plan patient 

programmes one or two weeks ahead, initially struggled to fit in the one hour sessions with a 

partner. The Centres therefore experimented with a planning format called ‘PACT building 

blocks’, specifically devised to overcome these problems, (another example of an additional 

material to facilitate local adaptation). Thirdly, the cascade method for implementing partner 

training required time to educate all multidisciplinary team members and project funding did 

not cover time spent and expenditure involved in local training activities by the SLT 

knowledge brokers. Fourthly, the time needed for video analysis was covered financially 

within regular rehabilitation services, but it did not fit the accepted belief that assessment and 

treatment usually require the client to be present. Especially in the beginning, when SLTs 

were learning to work with PACT, video analysis sometimes took up to two hours. As SLTs 

became more proficient, video analysis usually took 30 to 60 minutes.  

This fourth factor of time management tied in with financial uncertainties, which provided 

another barrier. Especially for nursing homes, where a different financial system is operated 

and nursing homes providing community care were not allowed to claim expenses for partner 

training. In addition, Nursing Home care had suffered severe budget cuts, in accordance with 

Dutch National Healthcare Policy [46], laying off personnel including managers and health 

care professionals.  
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Research question 4: Which elements of a multifaceted approach contributed to 

implementation of PACT? 

Financial support was judged as an important facilitator for the implementation of PACT 

according to the SLTs, of whom 13 agreed this would not have been possible without it. They 

were clear that the time spent on their own PACT education, attending four central ImPACT 

meetings, discussing PACT with colleagues and meeting other project requirements would 

not have been possible within regular care. Education was another key facilitator and 

competency in delivering PACT grew with each training session, especially after the 

individual sessions during the two outreach visits. Sixteen SLTs felt they were able to deliver 

PACT independently at the end of ImPACT. The number of telephone consultations for the 

third and fourth dyads included in each centre was not systematically recorded and happened 

only occasionally. The impact of the presentation by the Research coordinator, which was a 

general introduction to PACT, was judged stronger than the local presentations by the SLT 

knowledge brokers. The local presentations in which SLTs discussed local consequences of 

PACT use were scheduled after the general presentation. Only six SLTs and five D&M 

agreed that PACT awareness had increased after local presentations. 

  

Discussion 

The results within a complex, clinical implementation study are subject to a myriad of factors. 

Implementation studies have evolved from continuing professional development [4] [6], 

acknowledging that a systems approach is needed when new knowledge exceeds the 

boundaries of one profession and requires organisational support [5] [8] [11] [17] [18]. As a 

consequence innovators, bringing new knowledge to practice, are involved in this process, 

which may introduce bias that would be problematic in hypothesis testing studies. In this 

study the goal of the implementation was the introduction of a new method including partners 
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of PWA in training, for which no alternative existed against which it could be tested. In such 

cases sometimes ‘an element of artistry’ [17, p. E85] is involved and the goals of the study 

direct the methods [17]. For exploratory, descriptive studies observational evaluation methods 

such as questionnaires and consensus notes from central participant meetings are justified 

[20]. Some care needs to be exerted in the interpretation of the questionnaire results, as a 

group of participating professionals that is motivated to bring about change may potentially be 

more inclined to respond positively in those questionnaires. 

Nonetheless, this study included ten centres across the Netherlands and considered seven of 

these centres to be successful in introducing PACT, based on the pre-set indicator of a 

minimum of six dyads referred to the study. Most centres had not yet put care pathways in 

place therefore this indicator was dropped. Instead, the description of PACT in a ‘stroke care 

module’ was provided and was regarded as a precursor to care pathway inclusion. However, 

in the four central meetings, SLTs questioned the status of care pathways for actual use of 

PACT in clinical care. It was the researchers’ impression that SLTs were less concerned about 

care pathway inclusion, firstly, because it was not prioritised in their centre. Secondly, SLTs 

may be aware of the importance of inclusion in such a document for securing sustained use, 

which could be compromised when this relied on individual expertise. However, these 

instruments of care provision description at the managerial level, may have been beyond their 

everyday clinical scope. The focus of SLT knowledge brokers within the ImPACT study was 

to become aware themselves and to raise awareness in their teams, of the novel approach of 

working with partners as targets for training, changing their conversation behaviours, from 

which both the partner and the PWA benefitted in everyday conversations.  

The number of 41 inclusions from 263 eligible clients (16%) was lower than expected, based 

on perceived needs previously outlined by partners [47] [48]. This may be due to several 

factors including attitudinal factors from both service providers and service users as well as 
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organisational factors such as SLT staffing. Firstly, this study aimed for four inclusions per 

centre for educational and implementation purposes. Centres signed up for this number to 

meet the requirements of the study, rather than taking the opportunity to experiment with 

candidacy from their own perspective. Secondly, as an innovative tool, PACT was additional 

to regular care in the first instance. ImPACT provided an opportunity to become acquainted 

with PACT but there was not sufficient SLT staffing in all centres to meet demands beyond 

this number of dyads. Thirdly, eligibility criteria may have influenced the provision of PACT 

in some centres. Because of the three month post onset criterion, some dyads in some centres 

may have been lost to the ImPACT study due to local inpatient treatment duration and locally 

agreed referral agreements. Additionally, within two of the nursing homes, many clients were 

ineligible for this study because of the high incidence of (severe) concomitant cognitive 

problems. Within the scope of this study, the exclusion criterion of severe cognitive problems 

was chosen because they were not considered optimal candidates for familiarising 

professionals with this new method. At this point, it is not clear whether some of these clients 

and their partners might have benefitted from PACT or another form of CPT. In some cases 

other methods of conversation partner training might be more suitable, for example 

Conversational Coaching [49], which does not require the use of self-made videos and is more 

directive in its learning paradigm. However, as this study explored the implementation of one 

type of CPT (PACT) in Dutch rehabilitation centres where no standardised programme for 

conversation training currently exists, it is hard to draw parallels to other types of CPT or to 

describe differences.  

And, last but not least, the introduction of a new concept in treatment (in particular the social 

model of aphasia within which PACT is rooted), touched on existing attitudes and 

expectations about aphasia treatment in service providers as well as service users. This study 

found 36 of the 41 included dyads were from the knowledge brokers own caseloads. During 
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the NGT-procedure at the last meeting the SLTs themselves suggested that the novelty of the 

approach itself may have been an impeding factor. They had not had the time to share their 

knowledge with SLT colleagues and some colleagues may not have felt comfortable with this 

new approach. This is in keeping with the findings from a survey of Swedish SLTs [34] which 

found that SLTs recognised the value of training family members in communication 

strategies. However, in clinical practice, this family member training was limited because of 

time restrictions and lack of therapist skill. To help therapists unfamiliar with PACT assist 

partners in their decisions as to whether to engage in training, the current study developed an 

interview format which will provide the partners with clearer information about the 

interactive nature of conversations and the support available in the future. This additional 

initiative was in line with the ideas of Young et al. [50], who have argued for a 

comprehensive assessment of partners and/or family caregivers in order to better prepare them 

for their task ahead. 

PACT might also not have resonated easily with some partners, particularly at the three 

months post onset mark when they were recruited. A review on education needs of relatives 

of PWA [51] found that relatives were clear about their need for accurate information at all 

stages of recovery and treatment, but the need for skills training for themselves was less clear. 

The high number of partners who presented with no care needs in this study is in line with this 

finding. Two elements might play a role here; a ‘timing’-element and a ‘modelling’-element. 

Early in the recovery process, the emphasis is on improving language and communication 

skills, in accordance with evidence for language treatment in aphasia. Partners are sharing the 

hope for recovery and want to contribute to this improvement by promoting this treatment or 

even by becoming co-therapists. Hallé and Le Dorze [33] concluded that partners who were 

interviewed around three months post stroke, were seeking information to satisfy their 

caregiver needs, but disregarded their personal needs or relational needs, such as good 
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communication with their aphasic partner. Interestingly, the partners recruited in our study 

had been living with someone with aphasia for an average of 11.5 months and their 

perspective had changed. The ‘modelling’-element evolves from the way partners have 

traditionally been invited to regular therapy sessions to observe the SLT-PWA conversation. 

This interaction is very different from informal partner interaction and it models a pedagogic 

style rather than ‘equal conversation partners’ behaviour. Introducing a new treatment method 

and explaining the importance of a trained conversation partner for a PWA but, at the same 

time providing classical language treatment, was in fact sending out a double, perhaps 

contradictory message to partners and feeding the ever present hope for further recovery [52].  

Facilitators and barriers for uptake of PACT were derived from questionnaire responses. 

These perceived facilitators for uptake were predominantly at the level of the individual 

professionals and team members involved in this study, and as such were interpreted as 

attitudinal factors. Motivation of professionals has been identified as a facilitator to 

implementation in other conversation partner studies [22]  [23]. In this study it was the current 

intention of all professional stakeholders to involve partners in rehabilitation care that was 

compatible with PACT. The motivation behind this acknowledged the growing, important 

role of partners in the light of early discharge policies and national policies of cutting 

healthcare costs and sharing care responsibilities with non-professional carers. PACT was 

judged as an indispensable addition to current treatment protocols by SLTs and doctors and 

managers bringing new and relevant information to treatment protocols and was judged user-

friendly by the participating SLTs. It brought skills and competencies to the SLT whose 

perceptions on the skills and needs of the dyad itself were changed.  

Perceived barriers for uptake of PACT were predominantly interpreted as organisational 

factors at the systems level, mostly concerning the allocation of time needed for the 

introduction of PACT. Time constraints are a recurring theme in implementation projects [13] 
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[22] [23] [24] [53] and were described as a common barrier in many implementation efforts 

within the ‘Revalidatie Nederland Innovation Programme’ [54]. Centres underestimated the 

time required to get acquainted with the new method and for all team members to fully think 

through the consequences of a new approach and how this related to current choices and 

procedures.  

The knowledge brokers, as the primary target audience, had enough time to think through the 

new intervention; those who came second in line for the training had far less time to make 

sense of the innovation. The time required for discussing the consequences of PACT for a 

client’s care trajectory and how PACT related to other treatments, was often lacking. For 

instance, a psychologist or social worker who also worked with family members, needed to be 

aware of the possibilities and the limitations of PACT. When knowledge remains available to 

only a few professionals, it is more vulnerable for sustained use. Although using knowledge 

brokers has become a regular method in implementation [13] the evidence of knowledge 

brokers’ contributions to implementation needs more research [14]. The choice for SLTs as 

knowledge brokers in this case was based on the contents of the new treatment. However, 

allied health professionals cannot easily change their professional practice to align with an 

innovation, because they work in a complex organisational structure as members of 

interdisciplinary professional teams and behaviour change is complex due to competing 

factors, often beyond their control [15]. Therefore the local implementation teams also 

included a doctor and a manager in order to engage those with managerial power to take 

decisions and to promote shared agency. However, the question still arose as to how 

authoritative SLTs were in their role as knowledge brokers, in particular in their ability to 

ensure allocated time to share the newly acquired knowledge with their wider team members.  

Another consequence of not having been able to discuss the place of PACT within existing 

care routines was that PACT as a new product, was regarded as complementary to the main 
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body of rehabilitation and it was often an addition to the current care on offer, resulting in 

expansion of services, for which no financial means were available. As costing was not 

explored within this study, potential financial consequences of PACT might have given rise to 

speculations about costs a priori. PACT trajectories were relatively short (5.6 hours on 

average) in comparison to other aphasia therapy recommendations such as those which 

suggest that up to 105 hours of therapy over a period of three months is key to success [55] 

[56]. Regular aphasia rehabilitation services in the Netherlands may not always reach this 

level of intensity, yet a PACT trajectory remains relatively short in comparison.  

As for the method of implementation, the multifaceted approach, using financial support, 

education and frequent reminders, allowed the participating centres to experiment with the 

innovation whilst being in close contact with the research team, who were opinion leaders in 

the field of aphasia. Involvement in the adaptation of a new tool has been found to assist 

implementation [6] [22] [57]. Centres experimented with the programme itself (number of 

sessions, the choice of worksheets, local planning procedures; adding new worksheets in 

collaboration with the researchers) with different clients. These experiments can be seen as 

variations around the ‘core’ element of the PACT programme itself, representing attributes of 

trialability and ‘fuzzy boundaries’ [6]. Implementation is a reciprocal process [12] in which 

an organisation changes an innovation to meet local standards whilst the innovation also 

changes existing procedures [9]. This was also witnessed in ImPACT where SLTs reported on 

their changed approach to partners in general, with whom they reported to engage earlier than 

before and focussed on the collaborative nature of conversations rather than framing partners 

as co-therapists in language tasks.  

Due to the exploratory, observational nature of this study, caution should be exerted in 

generalising its results. The main findings in this study were based on questionnaire responses 

which carry with them, the danger of bias and socially desired responses. Nonetheless, the 
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type of study justified the use of questionnaires [20] and our findings resonate well with 

findings from other implementation efforts [13] [22] [23] [24], in which the contrast between 

positive attitudes and organisational (financial) barriers is described. The three features of 

successful implementation as set out by the ‘Promoting Action on Research in Health 

Services’ framework (PARiHS [8]) fit our conclusions. Firstly, the nature of PACT suited 

current needs to engage those in the environment in rehabilitation. Secondly, the 

organisational context was found to be positive, as indicated by the eagerness to participate in 

this study as well as the enthusiasm with which PACT was met. And thirdly, the method of 

implementation used here, focussed on interactive education and ongoing support was highly 

appreciated. Whether centres will be able to sustain or expand their services for partners, 

without the support of an (externally funded) research group remains to be seen. Studies that 

allow for an evaluation in the longer term will be better able to see if centres are able to 

sustain the uptake of new knowledge when they are facing its continued implementation 

alone. As one of the SLT participants in ImPACT concluded during the last central meeting: 

‘this is where the true implementation of PACT starts’. 

 

Conclusions 

This study observed a positive uptake of one type of CPT in a country where no standardised 

arrangements for conversation partner training existed. The attitude of professionals was a 

strong facilitator in the implementation process; they were motivated to engage partners 

actively in training in order to better prepare them for the consequences of aphasia in their life 

in the longer term. A key element within the implementation strategies was interactive, 

individual education, which in turn was facilitated by financial support. This provided the 

necessary time and means for the SLT knowledge brokers, who were the primary target 

audience for implementation, to experiment with the new method within the work place, 
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familiarising oneself with it, whilst being given graded support from the easily accessible 

ImPACT team. This study’s timeframe allowed for raised awareness of PACT at an 

organisational level, but did not allow for those second in line of the implementation to fully 

appreciate the innovation in order to integrate it in everyday practice. 

 

Acknowledgements 

We would like to extend our gratitude to the centres that participated in ImPACT and 

especially to all speech and language therapists who acted as our local knowledge brokers. 

We are especially grateful to all dyads who took part in this study and shared their personal 

experiences of living with aphasia with us. 

 

Declaration of interest 

This study was funded by Revalidatie Nederland as part of a National Innovation Programme 

in Dutch Rehabilitation. The authors report no declarations of interest. 

 

 

References  

1. Visser-Meily A, Post M, Gorter J W, Berlekom S BV, Van Den Bos T, Lindeman E. 

Rehabilitation of stroke patients needs a family-centred approach. Disability and 

Rehabilitation 2006;28:1557. 

2. Wielaert S, van de Sandt-Koenderman WME, Dammers N, Sage K. Making an ImPACT. 

Implementing Conversation Partner training in Dutch rehabilitation. Arch Phys Med 

Rehabil 2014;95:e26. 

3. Wielaert SM,  Sage K,  Heijenbrok-Kal MH, van de Sandt-Koenderman
 
WME. Candidacy 

for conversation partner training in aphasia. Findings from a Dutch implementation study. 

Aphasiology 2016;30:699-718. 

4. Sargeant J, Borduas F, Sales A, Klein D, Lynn B, Stenerson H. CPD and KT: models used 

and opportunities for synergy. J Contin Educ Health Prof 2011;31: 167-173. 



32 

 

5. Graham I, Logan J, Harrison M, Straus S, Tetroe J, Caswell W, Robinson N. Lost in 

translation: time for a map? J Contin Educ Health Prof, 2006;26:13-24. 

6. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriadou O. Diffusion of innovations in 

service organisations: a systematic review and recommendations. Millbank Q 

2004;82:581-629. 

7. Nilsen P. Making sense of implementation theories, models and frameworks. Implement 

Sci 2015;10:53.   

8. Kitson A, Rycroft-Malone J, Harvey G, McGormack B, Seers K, Titchen A. Evaluating 

the successful implementation of evidence into practice using the PARiHS framework: 

theoretical and practical challenges. Implement Sci 2008; 3:1. 

9. Berg M, Implementing information systems in health care organizations: myths and 

challenges. Int J Med Inf 2001; 64:143-156. 

10. Elwyn G, Taubert M, Kowalczuk J. Sticky knowledge: a possible model for investigating 

implementation in healthcare contexts. Implement Sci 2007;2:44. 

11. Grimshaw JM, Eccles MP, Lavis JN, Hill SJ, Squires JE. Knowledge translation of 

research findings. Implement Sci 2012;7:50. 

12. Kagan A, Simmons-Mackie N, Brenneman-Gibson J, Conklin J, Elman R. Closing the 

evidence, research, and practice loop: Examples of knowledge transfer and exchange from 

the field of aphasia. Aphasiology 2010; 24:535-548. 

13. Clarke DJ, Godfrey M, Hawkins R, Sadler E, Harding G, Forster A, McKevitt C, 

Dickerson J, Farrin A. Implementing a training intervention to support caregivers after 

stroke: a process evaluation examining the initiation and embedding of programme 

change. Implement Sci 2013;8:96. 

14. Bornbaum CC, Kornas K, Peirson L, Rosella LC. Exploring the function and effectiveness 

of knowledgebrokers as facilitators of knowledge translation in health-related settings: a 

systematic review and thematic analysis. Implement Sci 2015;10:162. 

15. Scott SD, Albrecht L, O’Leary K, Ball G, Hartling L, Hofmeyer A, Jones CA, Klassen T, 

Kovacs Burns K, Newton A, Thompson D, Dryden D. Systematic review of knowledge 

translation strategies in the allied health professions. Implement Sci 2012;7:70. 

16. May C, Finch T. Implementing, Embedding, and Integrating Practices: An Outline of 

Normalization Process Theory. Sociology 2009; 43:535-554. 

17. Wensing M, Bosch M, Grol R. Developing and selecting interventions for translating 

knowledge to action. Can Med Ass J 2010;182:E85-E88. 



33 

 

18. Grol R, Grimshaw J.  From best evidence to best practice: effective implementation of 

change in patients’ care. Lancet 2003; 362: 1225-1230. 

19. Lavis J, Robertson D, Woodside J, McLeod C, Abelson J, the Knowledge Transfer Study 

Group.  How can research organisations more effectively transfer research knowledge to 

decision makers? Millbank Q 2003;81:221-248. 

20. Straus S, Tetroe J, Graham I, Zwarenstein M, Bhattacharyya O, Shepperd S. Monitoring 

use of knowledge and evaluating outcome. Can Med Ass J 2010;182:E94-E98. 

21. Döpp CME, Graff MJL, Olde Rikkert MGM, Nijhuis van der Sande MWG, Vernooij-

Dassen, MJFJ. Determinants for the effectiveness of implementing an occupational 

therapy intervention in routine dementia care. Implement Sci 2013;8:131. 

22. Jensen LR, Løvholt AP, Sørensen IR, Blüdnikow AM, Iversen HK,  Hougaard A, 

Mathiesen LL, Forchhammer HB. Implementation of supported conversation for 

communication between nursing staff and in-hospital patients with aphasia. Aphasiology 

2015;29:57 

23. Simmons-Mackie N, Kagan A, O’Neill Christie,C, Huijbregts M, McEwen S, Willems J. 

Communicative access and decision making for people with aphasia: Implementing 

sustainable healthcare systems change. Aphasiology 2007;21:39-66. 

24. Horton S, Lane K, Shiggins C. Supporting communication for people with aphasia in 

stroke rehabilitation: transfer of training in a multidisciplinary stroke team, Aphasiology 

2015;30:629-656. 

25. CBO, Richtlijn Beroerte (Stroke guidelines). Utrecht: CBO; 2009. (in Dutch) 

26. Draper, B., et al., Stress in caregivers of aphasic stroke patients: a randomized controlled 

trial. Clin Rehabil 2007;21:122-130.  

27. Visser-Meily A, Post M, Port Ivd, Forsberg-Warleby G, Lindeman E. Psychosocial 

functioning of spouses with stroke from initial inpatient rehabilitation to 3 years 

poststroke. Stroke 2009;4:1399-1404. 

28. Howe T, Davidson B, Worrall L, Hersh D, Ferguson A, Sherratt S, Gilbert J. ‘You needed 

to rehab … families as well’: family members’ own goals for aphasia rehabilitation. Int J 

Lang Com Dis 2012;47:511. 

29. World Health Organisation. International Classification of Functioning Disability and 

Health. 2001 Available from: http://www.who.int/classifications/icf/en/ [Accessed 21 

March 2016].  



34 

 

30. Kagan A, Black S, Duchan J, Simmons-Mackie N, Square P. Training volunteers as 

conversation partners using “Supported Conversation for Adults with Aphasia” (SCA): a 

controlled trial. J Speech Lang Res 2001;44:624-638. 

31. Simmons-Mackie N. Social approaches to aphasia intervention. In: Chapey, R. ed., 

Language intervention strategies in adult aphasia. 3rd ed. Baltimore MA: Williams and 

Wilkins; 2001 

32. Wilkinson R, Wielaert S. Rehabilitation targeted at everyday communication: can we 

change the talk of people with aphasia and their significant others within conversation? 

Arch Phys Med Rehabil 2012;93:S70-76. 

33. Hallé MC, Le Dorze G. Understanding significant others’ experience of aphasia and 

rehabilitation following stroke. Disabil Rehabil 2014;36:1774-1782. 

34. Johansson M, Carlsson M, Sonnander K. Working with families of persons with aphasia: 

a survey of Swedish speech and language pathologists. Disabil Rehabil 2011;33:51–62. 

35. Manders E, Mariën A, Janssen V. Informing and supporting partners and children of 

persons with aphasia: A comparison of supply and demand. Log Phon Voc 2011;36:139–

144. 

36. Simmons-Mackie N, Raymer A, Armstrong E, Holland A, Cherney L. Communication 

partner training in aphasia: a systematic review. Arch Phys Med Rehabil 2010;91:1814-

1837. 

37. Lock S, Wilkinson R, Bryan K. Supporting partners and people with aphasia in 

relationships and conversation (SPPARC). Speechmark: Oxon; 2001. 

38. Wielaert S, Wilkinson R. Partners van Afasiepatiënten Conversatie Training (PACT). 

Bohn Stafleu van Loghum: Houten; 2001 

39. Wielaert SM,  Berns PEG, van de Sandt-Koenderman WME, DammersN, Sage K. ‘… 

Now it is about me having to learn something…’  Partners’ experiences with a Dutch 

conversation partner training programme (PACT). Int J Lang Com Dis 2016;early online. 

40. Kolb DA. Experiential learning: experience as the source of learning and development. 

Englewood Cliffs, NJ: Prentice Hall;1984. 

41. Brouwers M, Stacey D, O’Connor A. Knowledge creation: synthesis, tolls and products. 

Can Med Ass J 2010;182:E68-E72. 

42. Forster A, Dickerson J, Melbourn A, Steadman J, Wittink M, Young J, Kalra L, Farris A 

and on behalf of the TRACS trial collaboration. The development and implementation of 

the structured training programme for caregivers of inpatients after stroke (TRACS) 

intervention: The London Stroke Carers Training Course. Clin Rehabil 2015;29:211-220. 



35 

 

 

43. Delbecq AL, Van de Ven AH, Gustafson DH. Group techniques for program planning: a 

guide to nominal group and delphi processes. Illinois: Scott, Foresman and co; 1975. 

44. Groot A de. Goed bekeken: Tien jaar Video Interactie Begeleiding in de ouderenzorg. (in 

Dutch) (Video Interaction Guidance). Denkbeeld 2006;18: 2-5. 

45. Nederlandse Zorg Autoriteit (NZA) (in Dutch) (Dutch Health care Authority) Available 

from: https://www.nza.nl/regelgeving/tarieven/ [Accessed 16 February 2016] 

46. CIZ indicatiewijzer. Toelichting op de beleidsregels Indicatiestelling AWBZ 2013, zoals 

vastgesteld door het ministerie van VWS. (in Dutch)(Chronic care Act). Available from: 

http://www.ciz.nl/sites/ciz/files/filemanager/indicatiewijzer/Indicatiewijzer_60.pdf  

[Accessed 2014 september 2] 

47. Le Dorze G, Signori F. Needs, barriers and facilitators experienced by spouses of people 

with aphasia. Disabil Rehabil 2010; 32:1073-1087. 

48. Michallet B, Tétreault S, Le Dorze G. The consequences of severe aphasia on the spouses 

of aphasic people: a description of the adaptation process. Aphasiology 2003;17:835-859. 

49. Hopper T, Holland A, Rewega M. Conversational coaching: treatment outcomes and 

future directions. Aphasiology 2002;16:745-761. 

50. Young ME, Lutz BJ, Creasy KR, Cox KJ, Martz CA. A comprehensive assessment of 

family caregivers of stroke survivors during inpatient rehabilitation. Disabil Rehabil 

2014;36:1892-1902. 

51. Hilton R, Leenhouts S, Webster J, Morris J. Information, support and training needs of 

relatives of people with aphasia: Evidence from the literature. Aphasiology 2014; 28:797-

822. 

52. Bright FAS, Kayes NM, McCann C, McPherson KM. Hope in people with aphasia. 

Aphasiology 2013;27:41-58. 

53. Gravel K, Légaré F, Graham ID. Barriers and facilitators to implementing shared 

decision-making in clinical practice: a systematic review of health professionals’ 

perceptions. Implement Sci 2006;1:16.  

54. Janssen M, Stoopendaal A, Kelder M, Putters K. Innovation in rehabilitation. A 

qualitative evaluation of the Rehabilitation Innovation Programme. Report of the Institute 

of Health Policy & Management (in Dutch). Erasmus University Rotterdam: Rotterdam; 

2013 

https://www.nza.nl/regelgeving/tarieven/
http://www.ciz.nl/sites/ciz/files/filemanager/indicatiewijzer/Indicatiewijzer_60.pdf


36 

 

55. Bhogal SK, Teasell R, Speechley M. Intensity of aphasia therapy, impact on recovery. 

Stroke 2003;34:987-993. 

56. Bakheit, A.M., et al., A prospective, randomized, parallel group, controlled study of the 

effect of intensity of speech and language therapy on early recovery from poststroke 

aphasia. Clin Rehabil 2007; 21:885-894. 

57. Pearson M, Chilton R, Wyatt K, Abraham C, Ford T, Woods HB, Anderson R. 

Implementing health promotion programmes in schools: a realist systematic review of 

research and experience in the United Kingdom. Implement Sci 2015;10:149.  

  



37 

 

Table 1 Characteristics of centres and speech and language therapists (SLT)  

RC = Rehabilitation centre, NH = Nursing home, FTE = full time equivalent, M = Mean, SD 

= Standard Deviation, R = range 

1
 columns presenting number of years of work experience in aphasia for the two SLT 

knowledge brokers. Centre 1 had only one SLT. 

Centre Type Total 

FTE SLT 

Total nr of 

SLTs per 

centre 

Work 

experience of 

SLT 1 (years)
1
 

Work 

experience of 

SLT 2 (years)
1
 

1  RC 0.88 1 4 - 

2  NH 1.56 2 20 13 

3  RC 1.80 3 10 9 

4  RC 2.11 3 6 4 

5  NH 3.86 6 13 4.5 

6  RC 4.04 6 23 30 

7 NH 4.16 6 30 20 

8  RC 4.43 8 12.5 35 

9  RC 5.38 9 4.5 1.5 

10  RC 5.41 8 18 11 

M (SD) R  -   15.5 (10.3) 3-40 11.9 (9.3) 1.5-35 
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Table 2 Results on the three indicators of successful implementation of PACT across the 10 

centres  

 

Centre 

 

Nr of dyads 

during intervention 

(target = 4) 

Nr of dyads 

8 months after 

intervention 

(target = 2) 

PACT in care pathway? 

8 months after 

intervention 

1  0 0 No 

2  5 2 In care pathway 

3 3 6 In care module 

4  5 4 Care module in near future 

5  6 4 No 

6  6 6 In care module 

7  3 0 Care module in near future 

8 2 0 No 

9  5 2 In care module 

10 6 4 In care module 
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Table 3 Categorisation of responses from SLTs and D&M about facilitators for PACT uptake  

SLT = speech and language therapist, D&M = doctor and manager, NH = nursing homes, (3) 

= Numbers within parenthesis refer to number of responses under the code  

Level of 

change 

Category Code Examples of responses 

Individual 

professional 

 

Attitudes 

 

Positive attitude (3) 

 

- SLTs are committed to PACT 

and they are main providers 

- Positive attitude in nursing staff 

Motivation for PACT  (12) 

 

- Motivated SLTs 

- Motivated rehabilitation 

physicians & other team 

members  

- Importance of partner inclusion 

and education  

Skills 

 

Positive and skilled SLT (2) - Skilled SLT 

Ambitions 

 

Positive attitude towards 

innovation in general (2) 

- Doctors and managers are open 

to innovation in general  

Wish to improve ourselves 

(1) 

- Intention to improve support for 

partner  

Team 

 

Leadership Positive leadership (8) - Support from management  

Centres ambitions (4) - Centre aims to be expert centre  
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System 

 

Communication 

 

Collaboration (2) - Opportunity for future 

collaboration in stroke service 

Internal communication (6) 

 

- Good communication between 

SLT/ D&M / planning  

- Local PACT folder coming out 

soon 

Care module (3) 

 

- Care pathway in the making 

- Doctor mentions PACT as a 

standard at control appointments 

Time 

management 

Planning freedom (4) - Sufficient time to plan and 

promote PACT (in NH) 

Context 

 

Clientele Satisfied clients (2) - Positive experiences with PACT 

so far  

Partners available during 

working hours (1) 

- Partners available during 

working hours in elderly care 
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Table 4 Categorisation of responses from SLTs and D&M about barriers for PACT uptake 

SLT = speech and language therapist, D&M = doctor and manager, NH = nursing homes, 

DTC = Diagnosis-treatment-combination, (2) = Numbers within parenthesis refer to number 

of responses under the code  

Level of 

change 

Category Code Examples of responses 

Individual 

professional 

Assumption 

about others 

Assumptions 

about 

colleagues (2) 

- Initiative for PACT remains with SLT 

  Assumptions 

about partners 

(3) 

- Partners who do not like use of video 

Team Communication Big 

organisation 

- Large, inefficient organisation 

Missing 

leadership 

Changing 

D&M 

personnel (2) 

- Frequent changes in management 

System Time 

management 

Planning (5) 

 

- Problems fitting in PACT module in 

planning structure of stroke pathway 

- PACT module makes planning less 

flexible next to other group therapies 

DTC structure 

(4) 

- DTC needs to be adapted 

- In DTC patients are discharged after 3 

months, too late for PACT 

Time 

investment (6) 

 

- Big time investment in PACT  

- Doing PACT is at cost of treatments of 

other patients 

Other projects 

(3) 

 

- Many (competing) projects in our 

centre, no prioritisation by management 

Financial Financial - Financial arrangements still unclear 
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uncertainty (8) - No reimbursement for outpatient care in 

nursing homes 

Budget cuts 

(2) 

- Budget cuts will enforce prioritisations 

in intervention type 

FTE-SLT (3) - Too little FTE SLT at this location 

Technical 

resources (1) 

- Technical equipment and support 

(video, data management) 

Context Clientele Unavailable 

clients (2) 

- Too few clients with aphasia referred 
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Appendix 1 Speech and Language Therapist ImPACT-end questionnaire 
 

Speech and Language Therapist  end questionnaire 
N=18 

Number of responses 

Not 
agree 

 

Neutral 
 

Agree 
 

Response 
per 

question 

1 I had sufficient insight to apply PACT after general training (analyse, make 

plan, deliver training) 

8 2 7 17 

2 I had sufficient insight to apply PACT after 1st individual training (analyse, 

make plan, deliver training) 

1 2 14 17 

3 After 2nd individual training sessions I was able to carry out analysis and 

deliver training independently  

0 1 13 14 

4 Other consultations with ImPACT team contributed to my insight 2 0 12 14 

5 Assistance in planning was necessary in first two dyads 6 0 9 15 

6 By keeping recruitment records I was sure  not to miss PACT candidates 1 1 13 15 

7 Reminders from The ImPACT team kept me alert for PACT candidates 2 3 13 18 

8 Our own PACT presentation put PACT on the map in our centre 4 2 6 12 

9 The presentation by the coordinator put PACT on the map in our centre 1 3 11 15 

10 Without financial support, implementing PACT would not have been 

possible. 

1 3 13 17 

11 What are possible facilitators for implementing PACT in your centre? open 

12 What are possible barriers for implementing PACT in your centre? 

13 My conception of conversation between client and partner has been 

changed by PACT 

1 0 16 17 

14 When your conception has changed, how does this affect your approach 

to partners and partner education in general? 

open 

15 I recognise potential PACT candidates by their communicative behaviour 

and their care needs 

0 2 14 16 

16 After ImPACT I am capable for listing partner care needs 0 0 17 17 

17 The PACT partner interview is useful for listing partner care needs 0 1 12 13 

18 I am currently not able to do PACT independently (reversed) 16 0 1 17 

19 Doing PACT is fun 1 0 15 16 

20 PACT is an indispensible addition to SLT treatment  0 1 17 18 

21 Clients are finding it hard to supply useful video data 6 2 9 17 

22 The videos supply relevant information I cannot obtain from clinical 

observation 

0 1 17 18 

23 In which dyads did the videos present a different view of their 

conversations than that which you had anticipated from clinical 

observations?  

Per dyad: 

Little different / different / very 

different 

24 PACT is user friendly 0 0 17 17 
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25 PACT worksheets are useful for all types of clients 5 4 6 15 

26 PACT worksheets are best used in …..( choices of types and severities of 

aphasia) 

open 

27 Possible advantages of PACT are: ... 

28 Possible disadvantages of PACT are: … 

29 Possible points for improvement are: . .. 

30 Doctors are aware of partner training by SLT 3 1 13 17 

31 Management is aware of partner training by SLT 0 1 17 18 

32 Other team members are aware of partner training by SLT 0 0 17 17 

33 Doctors  are aware of the  difference between a conversation between 

equals and a conversation between client and professional 

3 1 11 15 

34 Doctors and managers support the notion that the PWA benefits from 

supported conversation training 

0 1 14 15 

35 number of referrals for PACT by team members is insufficient (reversed) 6 3 8 17 

36 The ratio of direct to indirect time for PACT is problematic in our 

centre(reversed) 

13 1 12 16 

37 Planning a PACT trajectory by our planning department runs smoothly 3 0 9 12 

38 FTE SLT is sufficient for doing ImPACT 0 0 17 17 

39 FTE SLT is sufficient to incorporate PACT in our care 1 0 16 17 

40 PACT fits our care policy well 0 0 17 17 

41 Clients are able to use the camera after instructions 0 1 14 17 

42 Technical support is sufficient in our centre 0 0 17 17 

43 Do you have any suggestions about this implementation project that we 

can report to Revalidatie Nederland? 

Open 

 

PACT = Partners of Aphasic clients Conversation Training; SLT = Speech and Language 

Therapist; FTE = Full Time equivalent  
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Appendix 2 Doctor & manager ImPACT-end questionnaire  

Doctor & manager end questionnaire N=14 
Number of responses 

 
Not 

agree 
 

Neutral 
 

Agree 
 

Response 
per 

question 

1 We have policies regarding innovations in our centre  0 4 9 13 

2 I appreciate it when we take part in innovation projects 0 0 14 14 

3 Our therapists accept the use of innovations in rehabilitation practice 0 0 14 14 

4 Participating in ImPACT drew heavily on our SLT department resource 

(reversed) 

6 4 3 13 

5 Without financial support the implementation of PACT would not have 

been possible 

4 3 3 10 

6 The presentation by the ImPACT coordinator contributed to the 

awareness of the importance of partner education 

1 1 8 10 

7 The presentation by our own SLT  contributed to awareness of the 

importance of partner education in our team 

0 0 5 5 

8 What are possible facilitators for implementing PACT in your centre? open 

9 What are possible barriers for implementing PACT in your centre? 

10 I am familiar (globally) with the PACT procedure 0 1 13 14 

11 As manager, I have some hesitancy about the use of PACT in our care 

(reversed) 

10 1 3 14 

12 I appreciate  the fact that clients with aphasia benefit from a trained 

partner 

0 0 14 14 

13 The differences in communication between professionals & PWA and 

partners & PWA is clear to me 

0 0 14 14 

14 I would like to introduce PACT in the future as:   Choice from: not; addition to current 

supply; partial or whole replacement of 

individual SLT; other, …. 

15 Possible advantages of PACT are …. open 

16 Possible disadvantages of PACT are …. 

17 Possible points for improvement are …. 

18 In our centre we use protocols / care pathways / care modules 0 2 12 14 

19 PACT fits these protocols / pathways 0 1 13 14 

20 Our centre has a policy regarding partner support and partner 

education 

1 1 11 13 

21 PACT fits this policy 1 0 11 12 

22We currently offer structurally:  Choice from: partner course, informative; 

partner course, coping; partner course, 
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communication; individual support by 

different disciplines; other …. 

23 FTE SLT is sufficient to implement PACT within our care pathway 1 1 11 13 

24 Costs and benefits of PACT are well balanced 3 1 4 8 

25 I have (global) insight in the costs of PACT 6 1 4 11 

26 The planning department is well aware of the PACT planning structure 2 0 9 11 

27 Technical support is safeguarded in our centre 2 1 9 12 

28 Do you have any suggestions about this implementation project that we 

can report to Revalidatie Nederland? 

open 

 

PACT = Partners of Aphasic clients Conversation Training; SLT = Speech and Language 

Therapist; FTE = Full Time equivalent 
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Separate uploads: 

 

Figure 1 ImPACT implementation process, based on the ‘knowledge to action process’ model 

by Graham et al., p.19 [5].  

Reprinted with permission from ‘Lost in knowledge translation: time for a map?’, Ian D. 

Graham, Jo Logan, Margaret B. Harrison, Sharon E. Straus, Jacqueline Tetroe, Wenda 

Caswell and Nicole Robinson, Journal of Continuing Education in the Health Professions, 

26(1) © 2006 The Alliance for Continuing Medical Education, the Society for Medical 

Education, the Society for Academic Continuing Medical Education and the Council on 

CME, Association for Hospital Medical Education. 

(Tiff file, Source = Powerpoint PC) 

 

Figure 2 Number of ineligible and eligible dyads and inclusions in ImPACT per centre 

(Word file) 

 

Supplemental file 1 Goals in Impact 

Supplemental file 2 PACT partner interview 

 

 

 

 


