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ABSTRACT 

 

The Aphasia Friendly Business Campaign (AFBC) is a training program that was created 

to address the lack of public knowledge of aphasia. Previous work has demonstrated that the in-

person delivery of the AFBC was efficacious in achieving training outcomes (i.e., improve 

trainee’s knowledge of aphasia and perceived ability to communicate with people with aphasia; 

Borsatto et al., 2021). This dissertation describes the expansion of the AFBC training program to 

a virtual platform, assesses its efficacy, and investigates how the virtual delivery compared to its 

in-person counterpart. In addition, outcome and impact program evaluations (i.e., post-tests and 

semi-structured interviews [SSI], respectively) were conducted to assess virtual training retention 

and transfer. Results of this multi-method study showed that the virtual AFBC training 

significantly improved aphasia knowledge (AK) and perceived self-efficacy (SE) in trainee’s 

ability to use supportive communication skills. Comparing modalities, the virtual trainees 

outperformed in-person group on the post-training AQ outcome measure. Investigation of SE 

showed that the in-person trainees felt significantly more comfortable and confident using 

communicative skills than the virtual group. Program evaluation results suggested that trainees 

were satisfied overall with the AFBC virtual training. Analysis of SSI data generated four 

themes: (1) knowledge and skill acquisition, (2) knowledge translation, (3) accessibility 

awareness, and (4) considerations for future. The content was perceived as relevant and 

comprehensive, and trainees reported that they remembered and translated communication skills 

into their daily lives. This efficacious online aphasia training program has implications for 

increasing communicative accessibility for people with aphasia and more broadly, individuals 

with communication challenges in general.  
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CHAPTER 1 

1.1 Introduction to Disability 

Defining disability is a complex, evolving matter. The World Health Organization (WHO) 

has conceptualized disability with a broad lens, stating that it is “part of the human condition; 

almost everyone will be temporarily or permanently impaired at some point in life and those who 

survive to old age will experience increasing difficulties in functioning” (WHO, 2001b, p.3). 

Indeed, disablement impacts many, with congenital, acquired, invisible (e.g., aphasia), and/ or 

episodic (e.g., epilepsy) etiologies (OHRC, 2016). More frequently however, the term disability 

is used in a narrower context to describe people who experience a broad range and degree of 

conditions that cause impairment and create societal barriers in many different ways (OHRC, 

2016; Silver, 2003).    

Historically, people with disabilities have been ostracized and excluded from society through 

restrictive immigration policies, segregation through inappropriate and harmful 

institutionalization, and involuntary sterilization (OHRC, 2016; WHO, 2001b). Although there 

have been some significant gains for people with disabilities in recent years, the unfortunate 

reality is that they continue to experience abuse, neglect, marginalization, and discrimination 

(Donovan, 2023; OHRC, 2016). People with disabilities continue to face major barriers 

accessing education and employment, experience exclusion from everyday life activities, are 

more likely to have low-income status, and are less likely to live in adequate housing (OHRC, 

2016; Silver, 2003). Many of these barriers result from societal structures and negative attitudes 

premised upon ableism.  

Ableism refers to attitudes in society that devalue and limit the potential of people with 

disabilities (Goering, 2015; OHRC, 2016). For example, many people with disabilities are 
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denied employment due to negative assumptions about their skills or abilities. Ableist 

assumptions often frame disability as an “anomaly to normalcy, rather than an inherent and 

expected variation in the human condition” (OHRC, 2016, p. 3). Further, ableism is often 

exacerbated when disabilities are conceptualized within the theoretical framework of the medical 

model. In this model, disability is viewed as a functional limitation of the body (Goering, 2015). 

As such, accessibility can only be achieved by curative medical treatment. Indeed, some 

individuals with disabilities look for a cure or treatment to help alleviate their condition (e.g., 

multiple sclerosis) but, as seen in neurodegenerative and chronic conditions, curative treatments 

or complete symptom relief may not exist (Donovan, 2023; Goering, 2015). Further, many 

individuals with congenital disablements understand their condition as a neutral way of being, 

rather than as a deficit that needs a cure (e.g., congenital blindness; Goering, 2015).   

Recognizing inequities in the medical model, disability advocates have called for the more 

equitable social model of disability to conceptualize a state of disablement. The social model 

shifts emphasis away from treating illness (as seen in the medical model) and promotes the idea 

that disability is a socially constructed ideal that is consolidated by environmental barriers 

(McVicker, 2009; Simmons-Mackie, 2001). Individuals are not disabled by impaired bodies, but 

rather by institutional norms and physical and/or social barriers (e.g., stairs vs. ramps; verbal 

presentations without closed captions, restrictive job requirements vs. accommodations/ 

alternative ways to perform tasks; Goering, 2015). This understanding of disability as a construct 

of societal barriers (rather than bodies) has brought more awareness to the need for accessible 

environments and as such, represents a step in the positive direction. However, the WHO 

(2001a) asserts that disability should not be viewed dichotomously in either the medical or social 

framework, but rather, as an amalgamation of both. People with disabilities may be disabled by 
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environmental factors as well as their bodies (WHO, 2001a). The publication of the International 

Classification of Functioning, Disability and Health (ICF; see Figure 1) illustrates this 

biopsychosocial conceptualization and defines disability as “a dynamic interaction between 

health conditions (diseases, disorders, injuries, traumas, etc.) and contextual factors (personal 

and environmental factors”; WHO, 2001a, p. 8). This framework provides a meaningful and 

comprehensive way to describe the impact of a health condition, such as aphasia, on the many 

facets of an individual’s everyday life. The following sections will introduce aphasia as a health 

condition, conceptualize its impact on disablement through the ICF lens, and introduce the 

current study objectives to reduce the impact of aphasia on an individual’s functioning. 

Figure 1  

The ICF Framework (WHO, 2001a) 

 
 

1.2 Introduction to Aphasia 

Aphasia is defined by the National Institute of Neurological Disorders and Stroke 

(NINDS) as an acquired language disorder caused by damage to areas in the brain that are 

responsible for language production and/or processing (i.e., Wernicke’s area, Brocas’s area, 

angular gyrus, supramarginal gyrus; NINDS, 2021). Its onset is typically sudden, often resulting 
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from a stroke or traumatic brain injury (TBI), but may also develop slowly, as in the case of a 

brain tumour, infection, or dementias impacting cortical language networks (called primary 

progressive aphasia [PPA]; NINDS, 2021). The atrophy or impairment to these cortical language 

areas impacts a person’s speech expression and comprehension, and/or their ability to read and 

write (Dickey et al., 2010; NINDS, 2021). These sequelae are what define aphasia.  

Although any form of aphasia is incredibly devastating for both the person with aphasia 

and their loved ones, the characteristics and severity of language disruption can vary from person 

to person (Simmons-Mackie, 2017). For example, one individual may have severe global 

language impairment that restricts verbal and written expression entirely, whereas someone else 

may have mild errors in word finding or selection. The latter presentation of aphasia is more 

common and is often characterized by the use of semantic paraphasias (using semantically 

related words, e.g., ‘dog’ for ‘cow’), phonemic paraphasias (substituting sounds in the word, e.g., 

saying ‘force’ for ‘horse’ or using a non-word, ‘porse’), neologisms (non-words), and/or 

circumlocutions (using a description for the word, e.g., ‘white in the sky’ for ‘cloud’; Hillis, 

2022). The variability seen in aphasia arises from many factors, such as (1) type, location, and 

severity of insult/atrophy, (2) course and duration of medical treatment (i.e., administration of 

tissue plasminogen activator for stroke-acquired aphasia), and (3) quality and type of 

rehabilitative efforts (i.e., therapeutic programs and/or pharmacological interventions; AAEM, 

2007; Barisa et al., 2013).  

When considering the location of damage, in most people, impairment to an area called 

Wernicke’s area in the left posterior temporal lobe results in a fluent aphasia called Wernicke’s 

aphasia (Marshall, 2008). This area of the brain is largely responsible for the comprehension of 

speech. As such, people with Wernicke’s aphasia often use neologisms and speak using long, 
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fluent, but content-less sentences (Hillis, 2022; Marshall, 2008). Their speech is typically rapid, 

with preserved rhythm and articulation (Levine et al., 2003; Marshall, 2008). For 

example, someone with Wernicke’s aphasia might say, “You know that smoodle pinkered and 

that I want to get him round and take care of him like you want before” (NIDCD, 2020). 

Unfortunately, given their poor comprehension, these individuals are often unaware that their 

speech does not make sense (Marshall, 2008).  

An alternative pattern of speech characterized by non-fluent, short, and effortful phrases, 

is seen in people with Broca’s aphasia. Broca’s area is typically located in the third gyrus of the 

left frontal lobe and damage to this area of the brain is associated with impairments in expressive 

language production (Nadeau & Gonzalez-Rothi, 2008). An individual with Broca’s aphasia may 

say “book book two table” to express that there are two books on the table, or “walk dog” to 

indicate they would like to take the dog for a walk (NIDCD, 2020). These individuals are often 

aware of their expressive difficulties and may become easily frustrated while speaking (NIDCD, 

2020).    

These two general categories of aphasia; fluent (Wernicke’s) and non-fluent (Broca’s), 

define the boundaries of the language disorder, but the majority of people with aphasia do not 

fall neatly into such specific behavioural profiles (Rapp & Caramazza,1997). Some individuals 

experience mixed non-fluent aphasia, which follows language patterns associated with both 

Broca’s aphasia (sparse and effortful speech) and Wernicke’s aphasia (limited comprehension; 

Simmons-Mackie, 2017). Other individuals may experience the most severe type of aphasia, 

called global aphasia. It is caused by damage to multiple language-processing areas of the brain, 

including both Wernicke’s and Broca’s area (Simmons-Mackie, 2017). Consequently, these 

people can only produce a few recognizable words and have impaired comprehension (Simmons-
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Mackie, 2017). Despite this significant language barrier, individuals with global aphasia, like 

those with the milder forms of aphasia, may still have fully preserved cognitive capabilities 

(Simmons-Mackie, 2017).  

 1.2.1 Demographics and Prevalence  

The language impairments of aphasia are widely variable, as is the population aphasia 

affects. Aphasia does not discriminate- it impacts both men and women, as well as all ethnic, 

socioeconomic, and age groups (with a growing prevalence in younger populations; Simmons-

Mackie, 2017). As such, millions of people have aphasia. Precise statistics of the prevalence 

across the multiple etiologies are challenging to capture, but the current conservative estimate of 

people living with aphasia due to stroke, TBI, or brain tumour in North America is around 2.6 

million people (Simmons-Mackie, 2017). The total prevalence of people with aphasia in Canada, 

is estimated to lie within the range of approximately 165,761 to 384,861 people (Simmons-

Mackie, 2017).  

Despite its prevalence, aphasia is relatively unknown to the public. In a review of 

international workers’ awareness and knowledge of aphasia, Code (2020) identified aphasia 

awareness (typically defined as ‘having heard the word’; Simmons-Mackie et. al, 2002) across 

studies ranged from 11% in India to 66% in Sweden. Similarly, a lack of aphasia knowledge was 

identified globally with ranges from 5% ‑ 17% (Code, 2020). Canadian studies were not an 

anomaly to these statistics. Only 5.7% of respondents from the Greater Toronto Area (GTA) in 

Ontario endorsed knowledge of aphasia (Patterson et al., 2015). The consequences of this lack of 

public awareness and knowledge are highly prevalent and personally devastating for individuals 

with aphasia. Frequently, they are suspected of being under the influence of substances, and 

other times, assumptions of cognitive impairment result in public-facing entities treating people 
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with aphasia at developmentally and intellectually inappropriate levels. Such experiences have 

been reported by people with aphasia in our own community and by others in the literature (e.g., 

Brown et al., 2006; Simmons-Mackie, et. al, 2020). These public misunderstandings of aphasia 

are associated with a corresponding lack of awareness of supportive communication strategies 

(e.g., accessible written or pictorial information) that may be necessary to respond appropriately 

in conversation (Dalemans et al., 2010; Howe et al., 2004). As such, communicative access to 

social settings, resources, and services is restricted for people with aphasia (Brown et al., 2006; 

Simmons-Mackie & Damico, 2007). This communal isolation and loss of autonomy elicits 

emotional stress, psychosocial disturbance, and negatively impacts quality of life (QoL; Code et 

al., 2001; Code & Herrmann, 2003). In fact, in a survey of the impacts of health-related QoL 

amongst 75 different diseases and health conditions, aphasia was reported to have the largest 

negative impact, followed by cancer and Alzheimer’s disease (Lam & Wodchis, 2010). Society’s 

inability to address the needs of people with aphasia exacerbates the consequences of their 

language disruption and unfortunately increases the disablement they experience.  

1.3 Aphasia and Disability  

Within the ICF framework, disablement consequent to a health condition (e.g., aphasia) is 

expressed in terms of a person’s ‘Body Function and Structure’, ‘Activity’ and ‘Participation’ 

(WHO, 2001a). When conceptualizing the impact of aphasia on an individual’s functioning, it is 

evident that disablement is complex and multi-faceted. In the ‘body functions and structure’ 

domain, we see that the etiology of aphasia (neurophysiological insult/atrophy) creates 

impairments in language abilities. As described in the sections above, production and 

comprehension of speech, as well as associated linguistic communication skills across modalities 

(e.g., spoken, written, and gestural communication) may be impaired in people with aphasia due 
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to damage at the anatomical level. Other domains related to functional communication (i.e., 

pragmatics, self-monitoring) may also be impaired (Galletta & Barrett, 2014). These language 

impairments negatively impact communication, limit life activities, and restrict participation in 

society for people with aphasia.        

 Unfortunately, aphasia is often accompanied by coexisting health disorders that broaden 

the impact of disablement. For example, approximately 33% to 50% of those with aphasia have a 

chronic motor deficit such as weakness or paralysis of one side of the body (Coderre et al., 

2010). Motor speech disorders such as dysarthria (weakness, slowness, or reduced range of 

movement of the speech articulators) and apraxia (impairment of the cortical motor planning 

pathways impacting speech articulators) are also common in those with aphasia (Hillis, 2022; 

Simmons-Mackie, 2017). Further, individuals with PPA, by nature of the etiology (atrophy of 

cortical areas), will have some form of underlying dementia (typically Alzheimer’s or 

frontotemporal dementia; Hillis, 2022). In addition to their language problems, people with PPA 

also experience associated neurocognitive outcomes of dementia (e.g., challenges with episodic 

memory, visuospatial skills, and/or executive functions; Hillis, 2022). Evidently, participation in 

meaningful activities, events, and life situations becomes even more challenging for someone 

with aphasia that has co-occurring health-conditions. The increase in disablement has markedly 

negative implications for an individual’s health and QoL.  

1.3.1 Activity and Participation  

The ‘activity’ and ‘participation’ domains of the ICF consider how a health condition 

affects engagement in life activities and participation in social situations, respectively (Galletta 

& Barrett, 2014). Aphasia impacts these domains significantly. Talking on the phone, ordering at 

restaurants, or simply sharing stories are just a few examples of activities in which people with 
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aphasia may struggle. Cruice and colleagues (2006) quantify these restrictions to life activities 

and communicative participation in their comparison of the everyday communication activities 

of older people with and without aphasia. These authors found that 58% of people with aphasia 

indicated a desire to participate in more activities, compared to only 16% of the non-aphasic 

group (Cruice et al., 2006). People with aphasia reported watching television and attending 

family parties as social activities but expressed a desire to participate in activities involving other 

members of the community (e.g., museum visits, card games, classes or lectures; Cruice et al., 

2006). Davidson and colleagues (2003) corroborate these findings. In their observations of 

communication activities of people with aphasia and those without, they observed that people 

with aphasia have fewer communication partners and are more limited in social situations 

(Davidson et al., 2003). Indeed, aphasia significantly restricts participation in activities, access to 

social settings, resources, and services. Given that participation in meaningful activities is 

essential for physical, cognitive, and emotional well-being (Ahmed et al., 2017), direct 

consequences of this reduced involvement in everyday living and leisure activities include: social 

isolation, loss of friendship, and depression (Code et al., 1999; Code et al., 2001; Code & 

Herrmann, 2003). Considering that the impact of social isolation and loneliness have adverse 

health risks that are comparable to, or exceed the risks of cigarette smoking, sedentary lifestyle, 

or obesity (Gerst-Emerson & Jayawardhana, 2015), it is clear that increasing opportunities for 

participation in social activities should be a major target for aphasia intervention/rehabilitation.   

Indeed, the “Life Participation Approach to Aphasia’s” (LPAA) core values and ideas for 

intervention reiterate the sentiment described above. LPAA emphasizes the “attainment of re-

engagement in life by strengthening daily participation in activities of choice” (Duchan et al., 

2001, p.1). Improvements to the incidence of accessible activities would increase participation, 
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presumably leading to increases in community support and services that encourage improved 

QoL for people with aphasia (Elman et al., 2000; Patterson et al., 2015; Worrall et al., 2007). To 

accomplish this goal, researchers have explicitly called for the provision of aphasia-friendly 

environments (Brown et al., 2006; Howe et al., 2004; Sherratt, 2022). These highly supportive 

and accessible environments can significantly lessen the communicative consequences of aphasia 

(Duchan et al., 2001). A reduction of communication barriers and an increase in aphasia-friendly 

policies and environments are key to effectively broaden the scope of accessible activities and 

increase participation for people with aphasia. The focus of this project was precisely that: 

alleviation of communication barriers and provision of aphasia-friendly environments.   

1.3.2 Environmental Factors  

In the ICF framework, environmental factors are defined as the physical, social, and 

attitudinal environment in which people live and conduct their lives (WHO, 

2001a). Negative environmental factors (barriers) hinder societal participation, while positive 

environmental factors (facilitators) support participation (Brown et al., 2006; WHO, 2001a). 

Without a clear understanding of the barriers to participation for people with aphasia, it is 

impossible to identify how to enhance and/or provide facilitators. Brown and colleagues (2006) 

answered this. They identified three environmental domains that influence people with aphasia’s 

access to the community as: (1) people factors, (2) physical factors, and (3) 

business/organizational factors. Common barriers relating to other people included: a lack of 

awareness about aphasia, misassumptions about the cause of communication difficulty, and 

negative attitudes/actions towards people with aphasia (Brown et al., 2006). Physical 

environmental barriers (e.g., use of automated technology and need for written output) were 

described to be exacerbated by business/organizational barriers to service, such as time pressure 
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and financial constraints (Brown et al., 2006; Howe et al., 2004). Similar findings were described 

in Kim and authors’ (2023) study which examined environmental factors that impact people with 

aphasia’s access to goods and services. These authors identified that a lack of supportive 

communication strategies, low aphasia awareness and education, and disrespectful behavior/ 

internalized negative attitudes were the main barriers impacting communicative access to 

businesses and services (Kim et al., 2023). Environmental barriers often intersect with each 

other, and together, reflect a breakdown of accessibility at the level of the service provider and 

organizational infrastructure. The tangible consequences of these accessibility breakdowns are 

that businesses and organizations are ill-equipped to accommodate people with aphasia. For 

example, on the National Aphasia Association’s (NAA) discussion forum, a wife shared that her 

husband who has aphasia was required by the DMV to take a written test to renew his license 

(NAA, n.d.). He had many years of experience driving post-stroke and a note from his 

neurologist exempting him from the written test; however, the DMV worker had to follow 

policy: no exceptions. He could not renew his license, and the wife described that all parties 

involved became frustrated and angry (including herself, her husband, and the DMV worker). In 

this case, it is clear how the intersection of all environmental factors (physical- writing; 

organizational- no exemptions; people- attitudinal) limited someone with aphasia’s access to 

services. Unfortunately, this is not a novel situation. In a recent investigation of communication 

access in the retail environment for people with complex communication needs, environmental 

barriers were described among all participants, with no differences observed among participants 

based on age or gender (Taylor et al., 2021). To repair these accessibility breakdowns and reduce 

barriers to service, we know environmental facilitators must be increased, enhanced, and/or 

provided. Organizations and businesses can be made more aphasia-friendly through systemic 
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efforts to increase communicative access through the provision of funds and resources for 

appropriate services (e.g., educational staff training; Howe et al., 2004; Simmons-Mackie et al., 

2020).  

Indeed, the literature is rife with evidence supporting educational training and awareness 

campaigns as effective tools to impart knowledge and improve community access and social 

interaction for individuals with many disorders, including Alzheimer’s and Parkinson’s disease 

(e.g., Curtin, 2011; Dassel et al., 2020; Thomas, 2006). While there has only been a handful of 

small-scale educational aphasia training programs, similar efficacious results have been 

observed. For example, Baig (2011) offered 47 emergency responders a brief training session on 

aphasia that showed a significant post-training improvement in participant’s level of aphasia 

knowledge and communicative techniques. Similarly, Ranta (2013) presented a 2-hour aphasia 

awareness training session for first responders (e.g., police, fire-fighters, emergency medical 

providers) that included a guest speaker with aphasia. Results also showed significant 

improvement in post-training aphasia awareness. These studies extend the knowledge that 

targeted educational training can effectively raise awareness and improve understanding of 

disorders to include aphasia. Notably, both training courses were targeted to first responders. 

Recognizing that the provision of aphasia training across broader occupational disciplines might 

translate to more accessible frontline services, hearing that services such as shops, restaurants, 

and pubs are places outside the home that are most frequented by people with aphasia (Code, 

2003), and knowing that community participation and accessibility of services is largely 

influenced by front-line workers in businesses (Brown et al., 2006; Parr, 2007); the Aphasia 

Friendly Business Campaign (AFBC) was created (Borsatto et al., 2021).   
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1.4 The AFBC 

The AFBC was created as a knowledge mobilization program that offered in-person aphasia 

training and personalized toolkits/resources to service providers and businesses in the Windsor-

Essex community. Resources and information provided by the Aphasia Institute (AI) and the 

March of Dimes Canada (MODC), such as material regarding supportive communication 

strategies, was instrumental in formulating the curriculum for the AFBC training. The AFBC 

team took this clinically relevant content and carefully adapted it to meet the needs of businesses 

and organizations. The goal was to educate employees in the community about aphasia and teach 

them supportive communication strategies to facilitate conversations (Borsatto et al., 2021). Pre-

and post-training questionnaires assessed changes in employees’ declarative knowledge 

regarding aphasia and their perceived self-efficacy translating their newly acquired skills into the 

workplace. Results found that across 15 organizations, employees’ declarative knowledge and 

perceived ability to effectively communicate with people with aphasia or other communication 

disorders significantly improved after training (Borsatto et al., 2021). In addition, the AFBC 

team created pictographic toolkits to meet the needs of individual businesses or organizations. 

Participants also reported that the toolkits were adequate and helpful (Borsatto et al., 2021). The 

increase in public knowledge regarding aphasia and the perceived ability of local employees in 

Windsor-Essex to use supportive communication strategies set the stage for increasing the 

autonomy of people with aphasia in other communities. Armed with this information on the 

efficacy of the AFBC in-person training strategies, the next step was to expand the training 

program to an online platform and assess its efficacy.  
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1.5 AFBC Program Expansion 

As previously indicated, reintegration into social and community networks following the 

acquisition of aphasia is a significant hurdle that many people face (Code et al., 1999; Code & 

Herrmann, 2003; Parr, 2007). The consequences of limited reintegration into society (e.g., 

depression, social isolation, loss of friendship; Simmons-Mackie, 2017) cannot be overstated. To 

mitigate these consequences, researchers have called for an increase in life activities and 

participation for people with aphasia through the provision of aphasia-friendly environments 

(Brown et al., 2006; Howe et al., 2004). The AFBC in-person training program answered this 

call and filled the void in community reintegration for people with aphasia in the Windsor-Essex 

region. Although we have seen the extent to which the training program has improved lives 

locally, people with aphasia in other regions of Canada, North America, and internationally 

continue to find their problems misunderstood and unaddressed by extant services. To fill this 

reintegration void in a wider capacity, the AFBC training program was adapted to an online 

platform. For a multitude of reasons (e.g., COVID pandemic, rapid technological advancements) 

recent emphasis has been placed on the provision of online services (Regmi & Jones, 2020). 

Whether it’s a virtual healthcare visit, telerehabilitation, e-learning modules, or permanent 

remote work, online services are now very much a part of mainstream daily living (Regmi & 

Jones, 2020; Vyas, 2022).  

1.5.1 Online Training 

Specifically focusing on online learning (interchangeably referred to as computer-based 

instruction, virtual education, web/internet/e-based learning), its robust and rapid growth over the 

last decade has transpired a new era of education (Aldowah et al., 2017; Regmi & Jones, 2020). 

Regardless of the nomenclature used, online learning is defined by an educational approach that 
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facilitates learning and teaching through information and communications technologies (ICT; 

Golband et al., 2014). Educational and academic centers across the world have adopted online 

learning opportunities create more efficient, expansive, and attractive learning experiences 

(Aldowah et al., 2017; Wolor et al., 2020). In the same vein, organizations and businesses have 

leveraged technology to deliver online training programs for their employees (Ozturan & Kutlu, 

2010). Online training and learning are synonymous in many ways, except that online training 

refers to a much shorter learning timeframe and is typically targeted to achieve a specific goal or 

skill (Wolor et al., 2020).  

There is wide variability in the design and logistics of online training delivery. For 

example, its delivery method could be synchronous (virtually face to face) or asynchronous 

(independently led, text-based course), the assessment system could be based on learning 

activities, tests of declarative knowledge, or self-evaluation, and/or the location of the trainees 

might vary (in same place vs distributed; Regmi & Jones, 2020). Regardless of the formatting 

specifics, literature consistently reports that online training overcomes many barriers to in-person 

delivery and access. It increases flexibility in pace and delivery, reduce costs (in travel expenses, 

training time, etc.), provides standardization and consistency in delivery, extends geographical 

reach (to distant and remote locations), and benefits areas where time constraints and waitlists 

may limit accessibility (Cameron et al., 2019; Dankbaar et al., 2014; Ozturan & Kutlu, 2010). 

Literature also suggests that the learning outcomes of online training can be equally as effective 

traditional in-person methods of learning or teaching (Regmi & Jones, 2020). While there is 

currently no evidence on the effectiveness of online aphasia training programs for service 

providers, it has been demonstrated that online communication partner training (CPT) for 

healthcare providers can be equivalent to, or no less effective than, traditional in-person formats 
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(e.g., Cameron et al., 2019, Heard et al., 2017; Power et al., 2020). For example, Power and 

colleagues (2020) delivered an online and face-to-face CPT program to a group of 30 student 

occupational therapists. These authors compared learning outcomes between groups and found 

no significant differences related to attitudes and knowledge of aphasia. Similarly, in a pre/post 

study examining health professionals’ confidence communicating with people with aphasia and 

their knowledge of strategies to facilitate communication, no difference in learning outcomes 

based on modality of training delivery (e.g., virtual vs in-person) were observed (Cameron et al., 

2019). Another study focusing on healthcare professionals working in various settings also found 

improved learning outcomes after receiving either in-person or online training, with neither 

approach superior (Heard et al., 2017). Across studies, online communication training to 

healthcare providers proved to be efficacious in translation of training outcomes and  produced 

equally successful outcomes when compared to in-person delivery. Even though the AFBC 

would provide aphasia and communication training to a broader range of occupations, it was 

hypothesized that similar outcomes would be observed. That is, the AFBC online training would 

be, at minimum, equally as efficacious in translating aphasia knowledge and self-efficacy of 

communication skills as its in-person counterpart.  

The AFBC’s online program expansion had the potential to develop a wider network of 

service providers with the skills to increase communication access, facilitate community 

reintegration, and improve the quality of services provided for people with aphasia. To quantify 

these Pollyanna-like assumptions, the program underwent a comprehensive evaluation to assess 

the extent to which the AFBC training transcended the virtual space and was retained and 

translated into meaningful changes by trainees.  
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1.6 Program Evaluation  

Effective training programs (both in-person and virtual) have the potential to increase 

employee’s knowledge, skills, and job satisfaction (Blume et al., 2010; Heydari et al., 2019; 

Wolor et al., 2020). When satisfied employees leverage newly acquired skills post-training, there 

are additional benefits for organizations, such as job retention, leadership development, and 

employee engagement (Allen et al., 2019; Saks & Belcourt, 2006). As such, large financial sums 

are invested into workplace training programs. In the 2021- 2022 fiscal year alone, American 

training expenditures passed the $100 billion-mark for the first time (Freifeld, 2022). Similarly, 

in a survey of hiring managers from 95 of Canada’s largest companies, 51% reported spend ing 

over $1000 per employee each year on training and learning development (Cotsman & Hall, 

2018). Considering the global COVID-19 pandemic, the average spending per-employee on 

learning and development worldwide did fall slightly in 2020; however, has increased again due 

to large companies’ continuing to invest in virtual training technologies, as well as the associated 

costs of returning to some in-person training (e.g., travelling, inflation; Freifeld, 2022). Despite 

these large financial investments in educational training, the overall organizational benefit, and 

the extent that employees perform differently once back on the job is often left unclear to 

stakeholders (Blume et al., 2010). Program evaluations can elucidate these questions and 

quantify the yield of organizational training expenditures.  

Program evaluation is defined by a systematic and routine collection of information about 

a program’s characteristics and outcomes (Milstein et al., 2000). Meaningful evaluation must 

consider the training’s input, process (e.g., educational programs, assessment method), and 

output (e.g., behaviour of participants; Heydari et al., 2019). Through both formative (during the 

program) and summative (after the program) methods, program evaluations ultimately measure, 



 

 18 
 

 

monitor, and assess how learning outcomes/objectives are accomplished to inform program 

improvement (Heydari et al., 2019; Milstein et al., 2000). An effective training program would 

show that trainees took away key information and implemented this learning on the job. This 

learning translation is called training transfer.  

 Training transfer is formally defined by the generalization (extent that knowledge and 

skills acquired in training are applied) and maintenance (extent that changes persist over time) of 

learning to the job context (Blume et al., 2010; Hutchins & Burke, 2007). A positive transfer of 

training indicates that a training experience has been generalized and maintained by employees, 

which leads to meaningful changes in work performance (Blume et al., 2010). This positive 

transfer is what organizations hope to see after investing in training programs. However, in a 

survey of 150 organizations, training professionals reported that less than 50% of employees 

successfully maintain the knowledge and skills acquired in training in a six-month follow-up 

(Saks & Belcourt, 2006). To mitigate this, these authors advise that evidence-based training 

inputs and facilitators of transfer (e.g., targeted trainee/trainer characteristics, opportunity for 

peer conversation) should be at the forefront of decision-making processes and subsequently 

incorporated into the program design (Saks & Belcourt, 2006). Likewise, successful 

implementation of online training requires an understanding of the factors that promote and 

support its effective use (Aldowah et al., 2017). Across in-person and online modalities, many 

factors that positively influence training transfer are similar, and as per Saks and Belcourt’s 

(2006) suggestion, were meaningfully considered and included in the AFBC program and 

evaluation design.   
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1.6.1 Training Input  

Factors such as training design, trainee/trainer characteristics, and the work environment 

itself are ‘inputs’ that have been found to directly influence training transfer across modalities 

(Aldowah et al., 2017; Burke & Hutchins, 2007; Ford & Weissbein, 1997; Lim & Morris, 2006). 

Focusing on trainee characteristics, Burke and Hutchins (2007) describe that a person’s 

intellectual ability, self-efficacy regarding the training task, and motivation level can influence 

the transfer from training to the work environment. Self-efficacy (the belief in one’s capability to 

perform a specific task; Bandura, 1977), in particular, has been observed to be highly correlated 

with occupational training transfer (e.g., Chiaburu & Marinova, 2005; Kozlowski et al., 2001). 

Further, pre-training self-efficacy has been identified as a significant indicator of training 

mastery (Burke & Hutchins, 2007; Holladay & Quinones, 2003). That is, an individual with high 

occupational self-efficacy is more likely to use and understand the techniques/skills acquired in 

training over time. As such, the AFBC online program continued to include both a pre-and post-

training occupational self-efficacy measure to capture employee’s baseline and post-training self-

efficacy regarding communication.  

In terms of trainer characteristics, a trainer’s knowledge of the subject matter, 

professional experience, and knowledge of teaching principles (e.g., adult learning strategies) 

have been identified as factors that support in-person training transfer (Burke & Hutchins, 2008). 

In fact, transfer of knowledge has been significantly associated with a trainers’ education level, 

training certification, and job level (Burke & Hutchins, 2008; Hutchins & Burke, 2007). Yelon 

and colleagues (2004) corroborated this notion and showed that a trainer can impact a trainee’s 

intentions to transfer skills through their role- modelling, and how they treat and make the 

trainees feel. Similarly, in virtual instructional settings, trainer’s attitudes are considered a major 
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predictor of the transfer of new skills (Aldowah et al., 2017). These factors guided the decision to 

continue to have the creator, and subsequent trainer of the online AFBC program (who has 

completed in-depth supportive communication training [Kagan, 1998], and has consulted with 

speech language pathologists, as well as people with aphasia to ensure comprehensive 

knowledge) provide the audio recording of the training. Further, post-training questionnaires 

continued to include opportunities for trainees to offer feedback and rate characteristics of the 

trainer (e.g., knowledgeable, enthusiastic) to directly assess the ‘trainer characteristics’ impact of 

transfer.  

With the intent to have AFBC trainees successfully maintain the knowledge and skills 

acquired in training, it was also important to consider organizational environmental factors that 

might inhibit, reduce, and/or promote training transfer (Lim & Morris, 2006). Burke and 

Hutchins (2007) elucidate aspects of this and identify important stakeholders within the in-

person work environment that influence transfer. More consistently than not, collaboration with 

peers and colleagues has been shown to have a greater influence on training transfer than 

supervisory support (Burke & Hutchins, 2007). Indeed, Regmi and Jones (2020) describe 

learning as a social phenomenon where interaction and collaboration between learners is an 

important process that fosters academic dialogue and learning retention. In these authors’ 

systematic review of enablers and barriers impacting e-learning, opportunities to interact with 

and receive feedback from trainers and peers was identified as an enabler to learning (Regmi & 

Jones, 2020).  

Recognizing that one of the unavoidable differences between the AFBC in-person and 

online trainings would be the provision of a collegial training environment, it was encouraging to 

see Dobrovolny (2016) used online conversations to solidify learning of adults who participated 



 

 21 
 

 

in self-guided, technology-based training. Albeit online, peer dialog and discussion clearly 

remains an important factor that influences training transfer. As such, the AFBC online training 

included a virtual opportunity for trainees to discuss the training with other learners and/or 

members from the AFBC. The incorporation of evidence-based factors that support training 

transfer into our program design increased the likelihood that the training content would be 

translated into meaningful changes in trainee’s work environment. The next step would be to 

evaluate if these changes were realized.  

 

1.6.2 Training Process and Output  

The Centers for Disease Control (CDC) describes that program development and 

evaluation should: (1) engage stakeholders, (2) describe the program, (3) focus the evaluation 

design, (4) gather credible evidence, (5) justify conclusions, and (6) ensure use and share lessons 

learned (Milstein et al., 2000). As per the framework, steps one through three were completed 

during the creation of the AFBC in-person training and were transferable to the online training. 

The next step, to gather credible evidence (Milstein et al., 2000) relating to the efficacy of our 

online program was guided by the new Kirkpatrick Model, which is a commonly used 

framework to assess the effectiveness of training programs at four levels: (1) reaction; (2) 

learning; (3) behaviour, and (4) results (Kirkpatrick & Kirkpatrick, 2019).  

Level 1 and 2 assessments are colloquially called ‘outcome’ assessments and evaluate the 

quality of a training and the degree that it results in acquisition of knowledge, skills, and/or 

changes in attitude/confidence, respectively (Heydari et al., 2019; Kirkpatrick & Kirkpatrick, 

2019). Outcome measures (e.g., level 1 and 2 assessment) of the ABFC were captured by pre-test 

and post-test data. More specifically, the AFBC training was preceded and followed by 

questionnaires that measured changes in declarative knowledge of aphasia and perceived 
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occupational self-efficacy, as well assessed the quality and pertinence of the training content and 

trainer. Evidenced by the fact that 78% of training events measure level 1 or 2 outcomes in some 

fashion, it is apparent that the quantification and understanding of training outcomes are 

important (Kirkpatrick & Kirkpatrick, 2019). However, to gather information related to overall 

training effectiveness (e.g., training generalization and maintenance), higher-level assessments 

(level 3 and 4), also called ‘impact’ assessments, should be conducted (Kirkpatrick & 

Kirkpatrick, 2019). Possible level 3 and 4 evaluation options include: behavioural observation of 

trainees conducted by colleagues, supervisors, or trained evaluators, longitudinal repetition of 

post-training surveys, and/or self-or-informant interviews. Impactful, or successful training, 

would be indicated by the extent to which trainees retained knowledge and skills, and/ or 

demonstrated goal or competency-based behaviours post-training. Despite the invaluable 

information these assessments yield, they are only conducted 25% and 15% of the time, 

respectively (Kirkpatrick & Kirkpatrick, 2019). Evidently, higher-level evaluation was required 

to elucidate whether the AFBC online training transcended its virtual modality and translated 

into meaningful changes on the frontline. Guided by the six-month post-training findings (i.e., 

less than half of trainees maintain training acquired knowledge and skills) of Saks and Belcourt 

(2006), an impact evaluation was conducted to answer questions related to AFBC training 

transfer, outlined below.  

1.7 Study Objectives  

This project had two distinct components (program expansion and evaluation) aimed to 

improve the delivery and understanding of the AFBC program. Our program expansion 

explored:  
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1) Does the AFBC’s online training impact declarative knowledge of aphasia and perceived 

self-efficacy to apply communication skills in the workplace/daily life?  

2) How does the AFBC’s online delivery compare to its in-person efficacy related to its 

learning outcomes? 

Hypotheses predict that our online AFBC training will (1) show significant improvements in 

participants’ knowledge of aphasia and perceived occupational self-efficacy, and (2) produce 

equally successful outcomes as compared to our in-person delivery.   

 

The AFBC’s program expansion was complemented by program evaluations that assessed 

training design, retention, and transfer six-months post-training. Specifically looking at:   

1) Do participants remember and use communication skills introduced in training on the 

job? In daily life?  

2) Have participants retained, shared, or trained others in about aphasia and/or supportive 

communication?   

An additional aim of the program evaluation was to examine participants’ experience with 

AFBC training. Namely, to understand what the perceived benefits were, which aspects were 

most helpful and what changes, if any, need to be made prior to future implementation of the 

training.  
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CHAPTER 2: METHODS 

Preamble 

This project was originally designed to (1) be disseminated to groups of employees at a 

business/organization, and (2) have people with aphasia go into these businesses to conduct 

impact program evaluations. They would assess the communicative techniques (e.g., assess the 

use of closed ended questions, visual aids, rate of speech) and materials used by the employees. 

Though recruitment was successful, most trainees participated in the online training 

independently of their workplace/organization. This individualistic nature of participation, in 

combination with social distancing requirements throughout the COVID-19 pandemic, impacted 

our ability to complete the planned program evaluation involving those with aphasia. Instead, 

semi-structured interviews (SSI) with a subset of training participants were conducted to evaluate 

training generalization and maintenance (e.g., transfer). See Section 2.2 below for more detail.  

2.1 PROGRAM EXPANSION 

2.1.1 Training Procedure  

Despite unavoidable differences between in-person and online training (e.g., presence of 

peers/colleagues, in-vivo question and answer period), all training content (PowerPoint 

presentation [PPT] and video) along with the commentary provided was identical across 

modalities. The AFBC training was accessible to participants through the project website 

(aphasiafriendlycanada.ca). Under the website’s ‘Training for Businesses and Individuals’ 

section, a brief description of the training, its duration, and the steps to participate were outlined. 

Steps 1 and 3 requested participants complete brief questionnaires prior to, and following 

training, respectively. Those who opted to participate were re-directed to the Qualtrics website 

(the University’s web-based survey tool) where the questionnaires were hosted. Participation in 
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pre/post questionnaires was not mandatory and many trainees declined to do one or both but still 

received the training.  

Step 2 on the project website outlined the steps to access the training module itself. 

Interested participants would click on a link (app.xpresslab.com/Enroll) that would re-direct 

them to a teaching platform used by the Ontario’s Ministry of Education, the University of 

Windsor, and the University of Ottawa called XpressLab (XpressLab, 2023). Once on 

XpressLab, the training module could be accessed using the appropriate course key (found on the 

AFBC website). The module was comprised of a PPT with accompanying audio recording and 

video examples. Opportunities to download pictorial toolkits/ resources, receive a certificate of 

completion, and participate in virtual role-play and discussion were also available to participants. 

These components of the training module are described below: 

PowerPoint: The online module used the same PPT as our in-person training, with the addition 

of one slide that contained information to access virtual discussion sessions, described below. 

The PPT was self-developed using information, theories, and techniques provided by the AI and 

MODC. Accompanying audio was recorded by the author and followed the same script that was 

used for in-person trainings. See Appendix B for PPT.  

Video: Video footage across modalities of training delivery was the same. Volunteers from the 

Windsor community who have non-fluent aphasia discussed their day-to-day challenges living 

with aphasia and explain how they acquired the language disorder.   

Certificate of Completion: Participants had the option to input their email address to receive a 

certificate of completion and follow-up communication from the AFBC email 

(aphasiafriendlycanada@gmail.com).  

https://app.xpresslab.com/Enroll
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Toolkits and Resources: Under the project website, Resources section, toolkits that pictorially 

display services that are provided at a wide range of organizations (e.g., pharmacies, grocery 

stores, libraries) were available for download. While a wide range of toolkits were available, 

there was also opportunity for organizations and individuals to request that a toolkit be designed 

by the AFBC. In addition to the toolkits, YES/NO and alphabet cards were open access on the 

program’s website.  

Discussion / Question & Answer Sessions: Throughout the early dissemination of our online 

program (e.g., first 4 months), an AFBC team member was available via Microsoft Teams on 

Fridays from 12-2 EST to discuss the training, answer any questions, or role-play supportive 

communication skills with trainees. Due to limited participation (N = 1), drop-in participation 

was amended to be by request only. To request a session, trainees were provided the program’s 

email at the conclusion of the online training program. There were no additional requests 

received.  

2.1.2 Testing Measures 

The questionnaires that preceded and followed the training module were the same as our 

in-person study, albeit online. They were designed to assess changes in participant’s declarative 

knowledge of aphasia and their perceived self-efficacy to use communicative techniques. In 

addition, participants could evaluate the quality and pertinence of the training and trainer.  

Declarative knowledge of aphasia was evaluated through a modified version of the 

NAA’s ‘Aphasia Quiz’ (NAA, 1988). This measure has been used in many other studies to 

measure pre- and post-training knowledge of aphasia (e.g., Baig, 2011; Ganzfried & Symbolik, 

2011; Ranta, 2013), as well as our AFBC in-person training (Borsatto et al., 2021). The original 

version of the quiz consisted of ten true/false questions; however, we modified the response 
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options to include an additional category of “don’t know” to gauge the baseline knowledge of 

participants by preventing random selection. In addition, we added the statement “If a person has 

difficulty with speech it also means they have intellectual deficiencies” to our quiz to further 

disseminate education about misconceptions about aphasia. The NAA used this true/false 

statement in a survey they conducted in 2016 to emphasize that aphasia affects speech and 

language, but not intellectual capabilities (NAA, 2016).   

To assess changes in perceived occupational self- efficacy, Rigotti and colleague’s (2008) 

abbreviated version of Schyns and Von Collani’s (2002) Occupational Self-Efficacy Scale 

(OSES) was used to capture employee’s ratings prior-to and after training. This six-item measure 

was preceded by a prompt that was added to inform participants to consider the questions in 

regard to their general communication skills. Items were rated on a scale ranging from 1 

(strongly disagree) to 5 (strongly agree) with higher values corresponding to higher occupational 

self-efficacy. Reliability coefficients (Chronbach's alpha) for the short version of the OSES are 

between .85 and .90 and support a good internal consistency (Rigotti et al., 2008).   

The AFBC’s pre-test also contained questions to probe participant’s general awareness 

and knowledge of stroke and aphasia (e.g., aphasia is a: heart, circulatory, language, or spinal 

condition). These questions come from the Awareness of Aphasia Survey which has been 

internationally and extensively used to gauge aphasia awareness (Code et al., 2001; Code et al., 

2016; Patterson et al., 2015).   

In the post-training questionnaire, participants had the opportunity to evaluate the quality 

and pertinence of the training and trainer, using a 5-point Likert scale (1= poor, 5= excellent, 

e.g., the training session is useful in my job; the trainer was knowledge). This evaluation was 

informed by the MODC’s educational program feedback form and was modified to include 
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questions regarding the overall satisfaction of the participant’s online training experience. 

Further, participants were able to provide open-ended responses regarding improvement to the 

training.  

2.1.3 Recruitment & Participants 

Participants could access the online AFBC program as of April 2021 and it continues to 

remain available through the project website (aphasiafriendlycanada.ca). Similar to the AFBC in-

person training, recruitment occurred through word of mouth (e.g., networking, business-

centered cold calls/ emails, receiving referrals through the website), as well as promotion 

through media and social media platforms, and community outreach (e.g., presentations in 

academic and medical institutions). As of April 2023, a total of 258 individuals participated in 

the training. Training was available to any interested individual; however, only those who were 

18 years and older and completed the pre and post questionnaires were included in the statistical 

analysis (N = 192). Participants consisted of 126 females, 64 males, and 2 non-binary 

individuals, with a mean age of 42.54, SD = 19.76. To allow for interpretation of respondent 

characteristics, participants’ data were compiled in their respective occupational category based 

on the National Occupational Classification (NOC; Statistics Canada, 2021). The NOC is the 

national system used for structuring and reporting occupational statistics in the Canadian labour 

market (Statistics Canada, 2021). For example, a participant who was a nurse was assigned to 

NOC 3, Health Occupations. See Figure 2 for category descriptions, Figure 3 for participant 

flow, and Table 1 in Section 3.1.2 for respondent characteristics.  
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Figure 2  

The NOC (Statistics Canada, 2021) 
Code Broad Category  

0 Legislative and senior management occupations  

1 Business, finance, and administration occupations  

2 Natural and applied sciences and related occupations 

3 Health Occupations  

4 Occupations in education, law and social, community and government  

5 Occupations in art, culture, recreation, and sport  

6 Sales and service occupations  

7 Trades, transport and equipment operators and related occupations  

8 Natural resources, agriculture, and related production occupations  

9 
N/A 

Occupations in manufacturing and utilities  
Did not disclose 

 

2.1.4 Data Analysis 

To investigate the objectives of our program expansion, a between subjects by repeated 

measures ANOVA modelling a between-group factor (online vs in-person) and within factor of 

time (pre vs post) was conducted for each learning outcome (declarative aphasia knowledge 

[AK] and perceived self-efficacy [SE]). Data pertaining to the in-person group was obtained 

from Borsatto and colleagues’ (2021) study. As learning outcomes varied by objectivity (AK) 

and subjectivity (SE) and group sample sizes were not equivalent (measures of self-efficacy were 

included later in our in-person training; see Figure 3), it was important to investigate effects of 

the factors on outcomes separately.  

Additional data obtained from the post-tests (e.g., trainer/ training ratings) provided 

information for the outcome program evaluation. These results were summarized, described, and 

interpreted using descriptive statistics (see ‘Program Evaluation’, Section 3.2.1).  
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Figure 3. (a) Participant flow of online AFBC training; (b) In-person sample size of learning 
outcomes; (c) Sample sizes of current comparative analysis 
 

2.2 PROGRAM EVALUATION 

2.2.1 Recruitment & Participants  

Trainees who participated in AFBC online training more than 6 months from the onset of 

SSI recruitment (i.e., February 2023), were 18+ years old, completed the pre and post 

questionnaires, and opted-in for further communication by the AFBC team following training 

were invited to participate in a SSI (N = 129). Information regarding the logistics and purpose of 

the SSI (e.g., understand experiences with AFBC training and its content translation) were sent 
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via the program email. A total of 11 individuals across occupational disciplines participated (6 

females, 5 males, with a mean age of 41.2).  

2.2.2 Procedure and Measure  

SSIs were conducted using Microsoft Teams or over the telephone throughout April 

2023. Informed verbal consent was obtained, and audio was recorded for transcription purposes. 

Interviews ranged in length from 16 to 55 minutes (mean duration = 28 min.) and were 

conducted by members of the AFBC team who have knowledge of qualitative methodology.  

SSI guides were developed based on theoretical frameworks (Kirkpatrick & Kirkpatrick, 

2019; Milstein et al., 2000) and previous work examining training maintenance and 

generalization (e.g., Covas, 2022). Questions focused on exploring: (a) trainee’s experience 

participating in the training, (b) information retention (e.g., assessing present knowledge of 

aphasia and communication tools), as well as post-training communicative impact (e.g., the 

degree to which training outcomes had been integrated into daily life). Trainees were also 

afforded the opportunity to share any suggestions for improving training (see Appendix A for 

SSI guide). Informed by Turner (2010), most questions were open-ended and single-faceted to 

generate rich, in-depth discussion. The interviewers used prompts such as “tell me more about 

that” to to elicit detail and clarity, when necessary.  

2.2.3 Data Analysis 

SSIs were transcribed verbatim and reviewed for accuracy. Following transcription, data 

were analyzed using an inductive reflexive thematic analysis, a qualitative methodology that uses 

an interpretive framework to express the experiences of participants according to their own 

perspectives (Braun & Clarke, 2006). Dedoose (Version 9.0.17) software was used to organize 

and assist with coding data. Codes were first compiled into themes at the semantic level (within 
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the surface meaning of the data; Braun & Clarke, 2006) and then analyzed using a latent 

approach (underlying ideas concepts, patterns; Braun & Clarke, 2006) to generate fully realized 

themes. Recognizing that researcher’s differences in experiences and perspectives (e.g., clinical 

vs industry-based work experience) might influence coding, coders (the author and a remote 

member of the AFBC team) met to refine themes and subthemes in an iterative and rigorous 

manner (Braun & Clarke, 2019). Disagreements in coding were to be resolved by consultation 

with another AFBC team member, if needed. To ensure a variety of perspectives were 

represented, quotes from participants across all occupational disciplines represented in our 

sample were included.  
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CHAPTER 3: RESULTS 

3.1 PROGRAM EXPANSION  

The AFBC program expansion is a dynamic and fluid process. The current results reflect 

data collected up to and inclusive of April 2023. Looking at sample characteristics (See Table 1, 

for a comprehensive breakdown), the majority of participants identified as female (n = 126, 

65.6%) and worked in healthcare (n = 56, 29.2%). While most participants were located in 

Ontario (e.g., Windsor, GTA), geographical reach extended across Canada (e.g., British 

Columbia, Alberta, Nova Scotia), The United States (e.g., Washington, Ohio, Florida), and 

internationally (e.g., Turkey). Results from the online training, as well as comparisons to our in-

person training are discussed in greater detail, below. 

3.1.1 Pre-Training Findings 

Pre-training results indicated that 92.7% (n = 178) of participants had heard of stroke and 

63.5% (n = 122) had heard of aphasia prior to AFBC online training. Of those that indicated they 

were aware of aphasia, 84.4% (n = 103) were correctly able to identify that it was a language 

disorder. Others indicated that despite hearing of aphasia, they were unsure of what it was (n= 9), 

implied it was a heart condition (n = 5), or implied it was a condition not listed (e.g., it was not a 

heart, circulatory, language, or spinal condition; n = 4). Descriptive analysis across occupational 

sectors showed trainees in healthcare occupations (NOC 3) had the highest baseline knowledge 

of aphasia (M = 8.02, SD = 2.58), compared to those in occupations involving natural resources 

and agriculture (NOC 8) who had lowest baseline aphasia knowledge (M = 1.33, SD = .58).  

In comparing these findings to our in-person training results, many similar patterns were 

observed. Trainee characteristics also consisted of mostly females (65.6%) who worked in 

healthcare (28%), although their mean age was younger at, 29.91 years old. Across 175 

employees in various occupational disciplines, including industries such as food and beverage 
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(considered NOC 6), healthcare (NOC 3), community and recreation services (NOC 4 and 5, 

respectively), 55.4% indicated they had heard of aphasia prior to training (Borsatto et al., 2021).  

 

Table 1 

Learning Outcomes of Online Training Across Occupational Disciplines  
 

*NOC Code 
(n) 

Mean 
Age  

**Pre AK-Mean 
(SD) 

**Post AK-Mean 
(SD) 

***Pre SE-
Mean 
(SD) 

***Post SE-
Mean 
(SD) 

0 (7) 
 

42.71  6.14 (2.34) 10.00 (.82) 4.09 (.29) 4.14 (.44) 

1 (12) 
 

51.46  5.46 (3.78) 9.69 (1.25) 3.97 (.44) 4.13 (.31) 

2 (10) 
 

43.73  5.17 (2.98) 10.17 (.83) 3.74 (.57) 4.03 (.41) 

3 (56) 
 

44.06  8.02 (2.58) 10.25 (1.05) 4.27 (.52) 4.43 (.47) 

4 (38) 
 

40.61  6.37 (2.61) 9.53 (1.70) 3.94 (.61) 4.18 (.45) 

5 (34) 
 

24.29  5.58 (3.25) 9.97 (1.16) 4.28 (.55) 4.55 (.46) 

6 (9) 
 

39.67  7.78 (2.99) 10.44 (.73) 4.35 (.54) 4.55 (.43) 

7 (7) 
 

62.57  4.43 (2.64) 8.71 (1.80) 4.00 (.36) 4.01(.27) 

8 (3) 
 

49.33  1.33 (.58) 11.00 (0) 3.78 (.48) 4.22 (.10) 

9 (4) 
 

61.75  5.00 (1.41) 10.00 (.82) 4.04 (.21) 4.25 (.29) 

N/A (12) 
 

67.41 4.83 (4.20) 9.42 (1.93) 4.13 (.57) 4.13 (.36) 

*Occupations: 0- Legislative & senior management; 1- Business, finance & administration; 2- Natural & applied 

sciences; 3- Health; 4- Education, law, social, community & government; 5- Art, culture, recreation, & sport; 6- 

Sales & service; 7- Trades, transport & equipment operators; 8- Natural resources & agriculture; 9-Manufacturing 

** AK- Aphasia Knowledge; scores are an average out of 11 

***SE-Self-Efficacy; scores are an average out of 5 

 

3.1.2 Aphasia Knowledge Findings 

Prior to conducting analysis, assumptions were checked. Studentized residuals identified 

three total outliers (pre-AK scores were higher than post-AK). Assessment of impact (e.g., 

analysis with and without outliers) indicated no appreciable effects on analysis, so the outliers 

remained. Aphasia knowledge was normally distributed (assessed by QQ plot), and Levene’s test 
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indicated there was homogeneity of variances (p > .05). Homogeneity of covariance, per Box’s 

M test was significant. However, given that this test is sensitive to large samples, robustness was 

expected due to the roughly equal sample size of our groups (Tabachnick & Fidell, 2007).  

To address objective 1, results indicate that post-training aphasia knowledge (M = 9.91, 

SD = 1.33) was significantly greater than pre-training (M = 6.31, SD = 3.16), F(1, 191) = 216.34, 

p< .001, d = 1.48. That is, online training significantly increased declarative knowledge of 

aphasia.  

Aim 2 was to determine whether there were differences in pre/post aphasia knowledge 

between the virtual and in-person training groups. Results indicate a significant interaction 

between group and time on aphasia knowledge, F(1, 365) = 7.28, p=.007, ω2 = 0.08, such that 

virtual group outperformed the in-person group.  

 

Figure 4 

Mean Aphasia Knowledge by pre/post (time) and Group  
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3.1.3 Self- Efficacy Findings  

Assumptions were satisfied prior to outcome analysis. Assessment of impact (e.g., 

analysis with and without outliers) indicated no appreciable effects of inclusion of the 2 outliers. 

Normality was approximately normally distributed on QQ plots and there was homogeneity of 

variances (p> .05) and covariances (p> .001) per Levene’s and Box’s M tests, respectively.  

Results indicate a significant difference in online trainee’s perceived pre (M = 4.13, SD = 

.55) and post-training occupational self-efficacy (M = 4.31, SD = .47), F(1,191) = 12.34 , p< 

.001, d = 0.35. Investigation of interaction between factors (in-person/online and pre/post) on 

self-efficacy outcome revealed no difference, F(1, 231) = .009, p=.93. However, group main 

effects showed in-person training perceived SE was significantly higher than the online group, 

F(1,231)= 32.39, p<.001, d = 0.74. Further, post-training SE was significantly different than pre-

training across groups, with a main effect, F(1, 231)= 8.92, p=.003, d = 0.39.   

Figure 5 

Mean Self-Efficacy Ratings by pre/post (time) and Group 
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3.2 PROGRAM EVALUATION  

3.2.1 Outcome Evaluation (Post-Training) Findings  

The post-training questionnaire asked participants to evaluate the training considering its 

content, pertinence, and relevance to their personal and professional lives on a scale of 1 to 5 (1- 

strongly disagree, 5-strongly agree). On the same scale, they could also rate trainer 

characteristics (e.g., was knowledgeable, spoke clearly, enthusiastic). Cumulatively considering 

both the training session and trainer characteristics, 74.8% of participants (n = 183) rated the 

training as excellent overall. Looking at training content itself, 75.1% of participants strongly 

agreed that the training was informative, and with a cumulative rating of 90.3% strongly agreed 

or agreed that it adequately prepared them to communicate with people with aphasia and other 

communication difficulties. Table 2 summarizes the distributions of item-level responses.  

Table 2 

Distribution of Likert Scale Responses  
  

N 
5 

n (%)  
4 

n (%)   
3 

n (%)   
2 

n (%) 
1 

n (%) 
The Training Session        
 
Informed you about aphasia  
 

 
185 

 
139 (75.1) 

 
35 (18.9) 

 
11 (5.9) 

 
0 

 
0 

Prepared you to communicate 
with people with aphasia 
 

185 125 (67.6) 42 (22.7) 17 (9.2) 1 (.5) 0 

Appropriate length of time 
 

185 156 (84.3) 23 (12.4) 6 (3.2) 0 0 

Useful for my job 182    87 (47.8) 62 (34.1) 21 (11.5) 10 (5.5) 2 (1.1) 
 
The Trainer  

 

Knowledgeable about subject 
matter  
 

185 144 (77.8) 38 (20.5) 3 (1.6) 0 0 

Clear and organized explanation 
of material  
 

183 139 (75.9) 41 (22.4) 3(1.6) 0 0 

Conveyed enthusiasm  
 

182 124 (68.1) 50 (27.5) 7 (3.8) 1(.5) 0 

*Overall Satisfaction   183 137 (74.9) 42 (23) 3 (1.6) 1(.5)  0 
*Likert scale: 5-excellent; 4-very good; 3-good; 2-fair; 1-poor  
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Participants were also offered an open-ended opportunity to provide comments, feedback 

and/or suggestions on the training (summarized in Table 3, below). Many shared positive 

comments regarding the content and length of the training (e.g., “enjoyed the pacing, the length, 

and the video interview with people with aphasia - that made it real”). When considering ways to 

improve the training, the most common feedback was to include additional video footage. 

Suggestions included incorporating footage of: “a skilled customer service person helping 

someone with aphasia”; “a drive-thru situation”; “a role play of someone ordering a coffee/meal 

at a restaurant and the ideal way to interact”; “include a [video of] a female who has aphasia”.  

The provision of additional information (e.g., copies of the PPT, summary brochures, 

links to podcasts and books), as well as information regarding communication with masks 

(COVID-19 related) were also suggested by trainees as ways to improve the training. One 

participant offered that “skills like empathy/patience/emotional intelligence/mindfulness would 

be great additional information to provide people with”. Further, suggestions about technology 

and comments about technological access to training were offered. A request for the “option to 

increase the speed of voiceover and provide a transcript option for reading” was made. Some 

trainees shared there were: “problems with background noise”, and suggested clarification 

regarding the steps to access the training (e.g., “when logged on the instructions not clear about 

whether I was supposed to create an account”).  

Table 3 

Feedback and Suggestions to Improve Training  
 
Broad Feedback 

Themes 

Samples of Suggestions 

Positive  

 

 

• Very enlightening and definitely will access the slides for my patients.  

• Informative. Can place situations where I've come across someone 

with aphasia. Very good learning program. 
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• Training good. Aphasia just needs a PR boost. 

• Alan and John were one of the most impactful pieces of the training. 

Visuals/experiences of people with aphasia helped to translate the 

information about aphasia to real life. 

Video-related  • Video of one (or more) of the communication techniques in action.  

• More video of skilled customer service person helping someone with 

aphasia. 

• Enjoyed real people examples. Perhaps another case study to give 

further examples. 

• Have a few examples of, say, a drive-thru situation. 

• Perhaps a role-play/video of someone ordering a coffee/meal at a 

restaurant and the ideal way to interact with someone in that setting 

would be great. It would also be great to have specific examples that 

are customized to industry/job, i.e., service industry examples or 

healthcare settings and how these interactions might be different.  

• Maybe include a video of someone using a visual guide or multiple 

closed ended questions to communicate with someone with aphasia. 

• If possible, it may be beneficial to show more videos that include 

those with aphasia so that those who are taking this course can get a 

better understanding of how it is to live with aphasia. I found the 

video with the two gentlemen beneficial to this training. 

• Bring in a Wernicke’s aphasia patient like Alan and John, who from 

my understanding both have Broca’s aphasia.  

More Information  • Additional sessions that provide more in-depth information and local 

services for those with aphasia.  

• More info about what is happening inside the brain that causes 

communication difficulties. More specificity overall. 

• Links to more resources with practical tools businesses/caretakers can 

easily implement to improve communication. 

• I appreciate the invitation to contact you and the link to the Friday 

sessions and links to MS etc. Additional links to more reading and 

media material would be helpful. I am really enjoying podcasts and if 

there are links that would be nice too.  
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• A handout would be helpful. Honestly though, it was really good. 

Much less painful than other training modules I've done. 

COVID-related  • Suggestions to communicate with masks. 

• Please explain if computer/technology communication includes 

phones. 

• More examples for virtual communication. 

Technological  
Considerations  

• Some problems with background noise. 

• Option to increase the speed of voiceover and provide a transcript 

option for reading. 

• When logged onto the course the instructions not clear about whether 

I was supposed to create an account. 

Other • Be able to ask questions and receive answers. 

• Some language in the training could be simplified. For example, 

comprehension could be understanding, fluent could be explained 

differently like fluid, free-flowing or effortless. 

• PPT could be more aesthetically pleasing. 

• Examples of how to create aphasia friendly resources for various 

topics. 

• Excellent introduction. It would be helpful to have direct contact with 

someone with aphasia to see how to put this into practice. 

• For those that are interested in doing more extensive training, skills 

like empathy/patience/emotional intelligence/mindfulness would be 

great additional skills to train people on. 

 

3.2.2 Impact Evaluation (Semi-Structured Interview) Findings  

Four overarching themes, (1) knowledge and skill acquisition, (2) knowledge translation, 

(3) accessibility awareness, and (4) considerations for future, as well as corresponding sub-

themes were generated from the data. They are summarized in Table 4 and described below.   
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Theme 1: Knowledge and Skill Acquisition   

This theme was constructed to reflect the common training motivations and learning 

outcomes described by participants. The related two sub-themes are (a) awareness and 

knowledge of aphasia, and (b) awareness of communication tools.  

Awareness and Knowledge of Aphasia  

Many interviewees expressed that occupational and familial impact of aphasia, as well as the 

increased media coverage following actor Bruce Willis’ diagnosis sparked awareness of the 

disorder and motivated their participation in training.  

My mother has had two strokes and was having trouble trying to figure out what word 

she was supposed to use... I was asking [doctors] for more details because I wanted to 

know what this was called, what was the medical condition called?... With the limited 

amount of time they have available to explain it, I felt like ‘I've got to go do my 

research’. You just don't have half an hour with the doctor is what it boils down to, right? 

[NOC N/A; Retired] 

 

I'm a contractor by profession, so I’ve done a lot of kitchens that make it easy for 

wheelchair accessibility. People are in wheelchairs for a lot of reasons, and maybe 

suffered from strokes or something like that. So, I thought having this little extension of 

knowledge was just going to make my life easier for future jobs. [NOC 7; Occupation in 

trades/transport/equipment operator] 

 

Further, participants across occupations identified a desire to obtain comprehensive knowledge 

of aphasia, including information related to its sequalae, prevalence, outcome, and treatment.   

I was left with a good understanding of what aphasia was. Something that stuck out was 

the statistics piece... I remember that it was more prevalent than Parkinson's. That was 

surprising for me. And the other thing is, what I probably have used the most, is that 

encouraging ways forward. That was the biggest thing, I think understanding that 
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[aphasia] is definitely life changing, but it's not life ending. [NOC 3; Occupation in 

health] 

Awareness of Communication Tools  

When considering learning outcomes, many participants identified that they acquired additional 

communication techniques, or felt validated in the use of their current repertoire of 

communication strategies following training.  

When I'm talking to a customer or selling them lessons on the phone, I’m now asking yes 

or no questions just to make sure they're understanding what we're offering. I'm making 

sure that I'm understanding what they want and can deliver what they're asking for.  

[NOC 5; Occupation in art/ culture/ recreation/ sport]  

 

I do have two autistic cousins, so like visual cues and pointing... or just showing them a 

photo of what they're trying to ask of you helps...I understand that it’s a similar process 

for people with aphasia... So, it wasn't all that brand new to me. [NOC 2; Occupation in 

natural and applied sciences] 

Further, sentiments of increased awareness of the general importance of communication were 

shared and can be summarized by: “I think what this training reminded me of was that piece 

about being intentional, really thinking about who you're sending messages to, how you want 

them to be received, and the best vehicles in which to do that.” [NOC 0; Occupation in 

legislation/ senior management] 

Theme 2: Knowledge Translation  

The second major theme examines trainee’s observations of how they integrated AFBC 

training content into their lives, both personally and professionally. Two factors were echoed by 

multiple participants, comprising subthemes of: (a) transfer of skills to other populations and (b) 

educating others.   
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Transfer of Skills to Other Populations  

While only a handful of participants described awareness of communicating with someone that 

has aphasia, it was commonly articulated that the communication techniques reviewed in training 

were generalizable to other populations, including English-second language (ESL) speakers, 

geriatric populations, and children, evidenced by the following quotes:  

I worked with people from different countries and there were some people that English 

was not their first language. So I mean, one of the strategies that we would use is [taking] 

a little slower. We all have a tendency in the workplace to talk quickly because your time 

is very limited... But sometimes you have slow down. [NOC N/A; Retired] 

 

I have two senior parents, and my father's really hard of hearing and my mom's 83...some 

of those really basic strategies around slowing down and repetitiveness were really good 

ones for me because I am a fast talker and quite impatient. So, I found that was 

helpful...and sending them emails, remembering to enlarge the font... that was good. 

[NOC 5; Occupation in art/ culture/ recreation/ sport]  

 

The things we do when teaching children with autism or any disorders where they have 

trouble speaking or communicating is just to speak very slowly for them to understand  

and use different types of hand gestures. I have the kids nodding yes, ‘I understand’, or 

giving thumbs down, ‘I don't understand’. [NOC 4; Occupation in education/ law/ 

community/ government] 

Educating Others  

Many interviewees shared sentiments that they disseminated training-related information with 

others, including family members, friends, and colleagues.  

Actually, at hockey Bruce Willis’ name came up and someone says, “I heard he’s got 

aphasia”, you know, like ‘what’s that?’. So, I gave my little speech... I let them know 

what I learned from the training, and they found it interesting because no one in the room 

knew what it was. [NOC 7; Occupation in trades/transport/equipment operator] 
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In addition to translating knowledge to others, several participants described incorporating 

actionable changes into their professional and personal lives post-training. For example:  

I shared the training with my colleagues at UBC when I was working there. I don't know 

if any took it, but I shared informal tips... And for students that wanted to come in for 

appointments, I made sure that we had a pen and pencil in all the rooms for any folks that 

find it easier to write things down or show it visually... we didn't have that previously. 

[NOC 4; Occupation in education/ law/ community/ government] 

 

Theme 3: Accessibility Awareness   

A theme was generated to capture interviewees’ heightened awareness of accessibility 

barriers and facilitators in their lives following training. Commentary regarding (a) increased 

awareness of overall accessibility, (b) visible versus non-visible disability, and (c) virtual work 

necessitating innovations in communication are captured in the follow quotes:  

Increased Awareness of Overall Accessibility 

A common thread amongst interviewees was engagement in self-reflection about accessibility 

and ableism following training. Barriers to accessibility in workplaces at both the environmental 

and individual level were commonly identified and are evidenced below: 

A lot of people like to show off using words...They're gonna use this word, ‘nebulous’, 

for example. And people are googling ‘what’s nebulous’ on their phone. So I’ve been 

staying away from language that is not common. It maybe helps you with your ego, but 

you know, it’s OK to talk in layman's terms. It's good to talk simply and clearly.  

[NOC 3; Occupation in health] 

 

I think from a management perspective, it's important to consider that there are a lot of 

field level workers that have difficulties taking the extra step to help other people because 

of their [job] demands... I certainly think there are aspects of my job that would be very 

difficult for somebody with aphasia, but I think there's also a lot of ways that you can 
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adapt my workplace and the tasks that I do so that it wouldn't ever really be an issue. 

There's a lot of stuff that I do on a day-to-day that anybody with aphasia could do.  

[NOC 0; Occupation in legislation/ senior management]. 

 

‘Visible’ verses ‘Non-Visible’ Disability  

Further, when considering the content of previous accessibility trainings, many participants 

described observing a disparity between content focused on visible disabilities versus invisible 

disabilities. As one occupational therapist described:  

I've done a couple brief accessible design lectures and whatnot... It's something that I'm 

interested in, but it's certainly an area that I have a lot to learn, and invisible disability 

hasn’t been mentioned at all. It was basically all just revolving around wheelchair 

accessibility and bariatric accessibility. That was it. [NOC 3; Occupation in health] 

 

The perceived challenges that people with disabilities commonly face in the workplace were 

described. Following identification of these barriers, many participants noted engagement in self- 

reflection on how individual changes might encourage broader changes to organizational 

barriers: 

There are definitely times where I've noticed I get a little bit impatient. And then I give 

myself a reality check, like ‘they’re doing the best they can with the tools they have’. I 

need to be more patient. But I think how our work culture is set up, it isn't accessible for 

people to easily work as efficiently as those who are able bodied... I'm thinking if 

someone with aphasia was on my team, it would definitely be more difficult for them.  

[NOC 5; Occupation in art/ culture/ recreation/ sport] 

 

For me, [accessibility] has become more important and just learning about those different 

ways that people are disabled and how my work, in terms of physical accessibility, is 

pretty poor...which is shocking because I work with the government so it's kind of 

disappointing. I know there is a committee that is trying to improve that, but it’s slow. 

[NOC 4; Occupation in education/ law/ community/ government] 
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Virtual Work Necessitating Innovations in Communication 

Lastly, regarding accessibility awareness, many participants recognized the increased challenges 

of communication as part of virtual/hybrid work environment. Interviewees described needing to 

flexibly adapt and/or modify their communication techniques to adequately deliver service in the 

virtual workspace, as evidenced by the following quote:  

I think a lot of these techniques are essential in a virtual workplace. I find it even more 

necessary to have different ways of communicating and making sure communication is 

clear...I've made the accommodation for paper and pen, and we've implemented a 

software called Miro which essentially is like a paper and pen, but online and in real time. 

So we use that a lot actually.” [NOC 0; Occupation in legislation/ senior management]. 

 

Challenges with the absence of non-verbal communication, cues, and gestures in the virtual 

space were also highlighted. Many participants reflected on how these challenges would be 

exacerbated by disability. One participant described working with a colleague who has low 

vision: 

I've learned so much about how to make communication more accessible online. She 

really needs bigger font, higher contrast, so like yellow versus black on PowerPoint 

slides... and when sharing slides over zoom meetings, it's been helpful to know that when 

I want to make fonts look pretty, they're actually less accessible for people with low 

vision... so just using arial font... putting [words] in a larger font, have been things I’ve 

been doing. [NOC 4; Occupation in education/ law/ community/ government] 

 

Theme 4: Considerations for Future  

The final theme captures the suggestions and feedback related to optimizing the training, 

as well considerations to ensure training content transcends its online modality and is 

incorporated into peoples’ lives. Relatedly, the subtheme focuses on recommendations for 

knowledge retention and communication mastery. 
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Recommendations for Knowledge Retention and Communication Mastery  

Responses from interviewees tended to suggest that although the video footage was 

valued, most perceived that additional footage and follow-up would be beneficial for retention of 

skills, summarized by: “I know people hate getting a lot of emails, but an e-mail every couple of 

months with a refresher video, like, ‘Here's us talking to Jim in a new way’, or with a mask on. 

So, you can keep those skills top of mind and see them in action.” [NOC 2; Occupation in natural 

and applied sciences]  

Further, it was echoed that videos of AFBC team-members using supportive 

communication skills in action would be helpful. Interviewees also suggested that in-vivo 

experience communicating with someone with aphasia, and/or discussions with professionals 

who frequently use communication techniques would have solidified their learning:  

The training was a good start and basis to understanding aphasia. Obviously for further 

learning or connection, if you're actually working with a client who has aphasia, you 

would need to see what works and what doesn't in real time through practice. [NOC 3; 

Occupation in health] 

 

I think it would have gotten a stronger point across if there were more videos in the 

training to show what it's like communicating with someone with aphasia. Like, having 

[an AFBC member] actually using and applying skills with someone [NOC N/A; Retired] 

 

Because of my interactions with so many speech and language pathologists, it was 

helpful after the training to have some conversations with some of them around aphasia 

and the different strategies they use. That made it real. [NOC 3; Occupation in health] 

 

Lastly, despite feeling knowledgeable, some participants described anticipatory hesitation to use 

supportive communication techniques with people with aphasia.  
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There's obviously going to be a bit of discomfort with the learning curve. I think it might 

change depending on the person. There might be more challenges with some people and 

like, who am I to know if someone has aphasia, you know? But I’d be more open to 

trying. [NOC 7; Occupation trades/transport/equipment operator] 

 

Table 4 
Themes and Subthemes Generated From SSI 
 

Theme    Subthemes 

Knowledge and Skill Acquisition   • Awareness and knowledge of aphasia  

• Awareness of communication tools  

 

Knowledge Translation • Transfer of Skills to Other Populations  

• Educating Others  

 

Accessibility Awareness   • Increased awareness of overall accessibility 

• ‘Visible’ verses ‘Non-Visible’ Disability  

• Virtual work necessitating innovations in communication 

 

Considerations for Future • Recommendations for Knowledge Retention and 

Communication Mastery  
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CHAPTER 4: DISCUSSION 

4.1 General Discussion  

The present study aimed to assess the efficacy of the online AFBC program, as well as 

investigate factors related to training design, retention, and transfer through two components: 

program expansion and program evaluation. Hypotheses related to the program expansion 

predicted that online AFBC training would (1) show significant improvements in participants’ 

knowledge of aphasia and perceived occupational self-efficacy, and (2) produce equally 

successful learning outcomes as compared to our in-person delivery. Information regarding the 

AFBC’s expansion was complimented by program evaluation, predicting that around six-months 

post-training participants would (1) retain aphasia knowledge and use the communication skills 

introduced in training, and (2) share knowledge/train others in supportive communication and/or 

aphasia. An additional aim of the program evaluation was to examine participants’ experience 

with the training. Namely, to understand what the perceived benefits were, which aspects were 

most helpful and what changes, if any, should be made prior to future implementations of the 

training.  

4.1.1 Program Expansion: Hypothesis 1 

Results indicated the 20–30-minute online AFBC training significantly improved 

participant’s overall knowledge of aphasia, as well as perceived occupational self -efficacy 

regarding communication (p ≤ .05). The marked improvement in aphasia knowledge following 

training corroborates the growing body of literature suggesting that educational awareness 

campaigns and targeted training programs are effective tools to impart aphasia knowledge, 

recognition, and understanding (Baig, 2011; Brown et al., 2006; Ranta, 2013). Increased 

awareness and knowledge of the language disorder has many benefits. Funding for services, 
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rehabilitation programs, and research is largely influenced by public awareness (Sherratt, 2011, 

2022; Simmons-Mackie et al., 2020). Internationally, current public awareness and knowledge of 

aphasia is low and it remains poorly funded compared to other disorders with similar prevalence 

(e.g., Parkinson’s receives more than 5 times the funding aphasia does; NINDS, 2021). With no 

naivety that our sample size may not have a resounding impact on the global level of aphasia 

awareness, more direct community-based benefits might be realized. That is, improved 

community understanding of aphasia should reduce stigma surrounding the disorder (i.e., 

impaired or lacking intellect; Brown et al., 2006), and support reintegration efforts (Worrall et 

al., 2007). Unlike disorders or diseases where treatment is predominantly medically based and 

rehabilitation only requires allied health services, analogous reintegration efforts for aphasia also 

requires a comprehensive understanding of the disorder that includes awareness and use of 

communication strategies (Sherratt, 2022). Individuals with knowledge of aphasia will therefore 

be better equipped to facilitate communication to assist with vocational, social and community 

reintegration accommodations (Simmons-Mackie et al., 2002; Threats, 2007). On the ground, 

this study’s improvements in aphasia knowledge means that there are more service providers and 

stakeholders in various communities with a deeper understanding of the disorder and relevant 

communication strategies. Therefore, the current findings that participant’s perceived self-

efficacy regarding the use of communication strategies increased following training are 

encouraging.  

Trainees felt more comfortable and confident in their communication skills post-training 

and suggested they were adequately prepared to work with people with aphasia or other 

communication disorders. These results directly address the environmental ‘people factors’ that 

Brown at al. (2006) describe as negatively impacting access to the community (e.g., a lack of 
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awareness about aphasia/communicative strategies, misassumptions). The decrease in 

environmental barriers and subsequent increase in facilitators (e.g., trainees with aphasia 

knowledge and comfort in using communicative techniques), should facilitate greater 

communicative access to social settings, services, and resources where AFBC trainees are 

engaged. Additionally, recognizing that self-efficacy is highly correlated to training transfer 

(Chiaburu & Marinova, 2005; Kozlowski et al., 2001), the current results are encouraging when 

considering the likelihood that our training would transcend its virtual modality to create 

meaningful changes in daily life (discussed in ‘program evaluation’ section, below).  

4.1.2 Program Expansion: Hypothesis 2 

Evidently, results support the efficacy of the online AFBC training. When compared to 

our in-person training outcomes, some interesting patterns of learning emerged. First, the online 

AFBC program was found to outperform the in-person training in overall post-test aphasia 

knowledge. Even though Power et al. (2020) and Cameron et al. (2019) found no significant 

differences in learning outcomes related to attitudes and knowledge of aphasia between training 

groups (e.g., virtual and in-person), this study’s results can corroborate their findings that online 

aphasia and communication training can, at minimum, achieve similar learning outcomes to its 

in-person counterpart. One likely cause of the online participants' superior post-test performance 

might relate to training motivation. Findings from the impact evaluation (discussed more in 

sections below) suggest that trainees sought online AFBC training for information about aphasia 

for their family members, their work, or themselves. That is, they were intrinsically motivated to 

participate. Intrinsic motivation is considered one the most important factors impacting learning 

in the virtual environment, such that motivated students tend to demonstrate deeper approaches 

towards learning and higher performance (Cerasoli et al., 2014; Firat et al., 2018). Given that the 
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in-person participation in training was largely influenced by organizational and managerial 

motives, the differentiation in training motivation between groups might account for this 

disparity in knowledge acquisition. Another factor that may have impacted knowledge 

attainment is the age of trainees in each modality. The average age of participants in the online 

AFBC training was approximately 12 years older than the mean age of the in-person trainees. 

While literature examining associations between trainees’ age and learning outcomes across 

training modalities offers contrasting results, many studies have demonstrated that older learners 

put more effort into e-learning, report higher satisfaction and academic performance as compared 

to younger peers (Boyte-Eckis et al., 2018; Rizvi et al., 2019).  

In contrast, further comparison of learning outcomes between groups showed that in-

person training resulted in significantly higher self-efficacy ratings than the online group. As 

discussed, unavoidable differences between the modalities include the presence of 

peers/colleagues and in-vivo question and answer periods. Knowing that collaboration with peers 

and colleagues has a large impact on training retention, mastery, and self-efficacy regarding the 

training task (Aldowah et al.,2017; Kozlowski et al., 2001; Burke & Hutchins, 2007), I hoped 

that the provision of online activity-based role-play and discussion with AFBC team members 

might enhance learning and perceived competence. Uptake on this opportunity was minimal, yet 

in the program evaluation it was reported that practice using supportive communication 

strategies and/or discussions with professionals who frequently use them would solidify learning. 

This feedback is consistent with other studies that suggests participants learn communication 

techniques best through experience (as opposed to standalone training; Taylor et al., 2021), and 

will be important to consider in future implementation of AFBC training (e.g., consideration of 

hybrid training model).  
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4.1.3 Program Evaluation  

The AFBC program evaluation consisted of an outcome evaluation (e.g., post-test), as 

well as an impact evaluation (e.g., SSIs). Outcome evaluation results suggested that trainees 

were satisfied overall with the AFBC online program. That is, the training content was perceived 

as relevant and comprehensive, and the trainer was rated as engaging. This information, in 

combination with the noted increases in declarative knowledge of aphasia and self-efficacy, 

supports the AFBC as an effective training program, according to Kirkpatrick’s model of 

evaluation (Kirkpatrick & Kirkpatrick, 2019). Indeed, per the model, both level 1 and 2 

outcomes have been satisfied given the highly rated quality of the training, and the demonstrated 

changes in knowledge and confidence. Notwithstanding these encouraging results, many trainees 

provided feedback regarding improvements to the training. The most frequent suggestion was to 

include more video footage and aphasia-related information, as well as address communication 

techniques while wearing masks (related to the COVID pandemic). Despite the growing body of 

literature offering insight into the latter suggestion (e.g., Knollman-Porter & Burshnic, 2020), 

such timely information could not be incorporated into the training to ensure treatment fidelity 

between groups. Moving forward, these invaluable suggestions will be considered and 

implemented on a case-by-case basis to enhance training content.  

While the results of the outcome evaluation were encouraging, it was necessary to assess 

the training’s impact. As per Kirkpatrick and Kirkpatrick (2019), impactful training meets the 

outcomes that were set at the onset of training and results in changes to trainee behaviours on the 

job. Considering the AFBC’s desired outcomes were to have trainees remember and use 

supportive communication skills, as well as share information with others, our results suggest the 

AFBC was an impactful training. Thematic analysis highlighted four main themes related to the 
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AFBC’s training generalization, maintenance, and overall effectiveness: (1) knowledge and skill 

acquisition (2) knowledge translation, (3) accessibility awareness, (4) considerations for future. 

Key findings in the first theme were related to participant-identified learning outcomes 

and training motivation. Trainees sought AFBC training for information about aphasia for their 

family members, their work, or themselves. Family members, in particular, typically provide 

physical and emotional care to their loved one with aphasia and take on an unfamiliar advocacy 

role (Simmons-Mackie, 2017). Especially notable if the person with aphasia cannot drive, or has 

restricted mobility, family members also become crucial in fostering and maintaining their loved 

one’s social activity (Code, 2003). Obtaining information related to the sequalae, prognosis, and 

treatment/reintegration about aphasia is necessary for many allies taking on these new roles and 

is a common goal of those directly and/or indirectly impacted by the disorder. Worrall and 

colleagues (2011, p.314) describe that on a practical level, they need this information “to access 

services and to explain difficulties to friends or people in the community”. Although this may 

seem relatively intuitive, gathering credible, accurate, and relevant information is not as easy as 

anticipated. Information related to aphasia and reintegration support is sparse and often 

inaccurate (Elman et al., 2000; Sheratt, 2011, 2022). This reality is even more notable for ESL 

speakers. As noted, aphasia impacts all ethnic, socioeconomic, and age groups (Simmons-

Mackie, 2017). Society’s multicultural and multilingual makeup guarantees that individuals from 

diverse racial, ethnic, and linguistic backgrounds will experience aphasia’s impacts (Fabbro, 

2001; Peñaloza et al., 2021). Like care-partners of monolingual people with aphasia, multilingual 

aphasia allies seek information and services in their native languages. Peñaloza and colleagues 

(2021) describe that there is an even greater scarcity in bilingual aphasia-related services, further 

contributing to the healthcare disparities seen in diverse populations. Indeed, looking at the 
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American Congress of Rehabilitation Medicine’s (ACRM) ‘Bilingual Aphasia Resources’ 

additional information and resources for those directly and/or indirectly impacted by aphasia 

were scarce and only offered in Spanish (ACRM, 2022). In thinking of ways to ameliorate the 

widespread lack of aphasia-related information and services, many individuals have suggested 

leveraging media awareness (e.g., Code, 2020; Elman et al., 2000; Sheratt, 2011, 2022; 

Simmons-Mackie et al., 2020).  

In most countries, “those with knowledge of aphasia gain their knowledge mainly from 

the media, which can reach large audiences and exploit awareness” (Code, 2020, p.100). 

Improvements to the incidence of publicly available media presumably increases awareness, 

leading to increases in research, community support, and services (Elman et al., 2000; Sheratt, 

2011; 2022; Worrall et al., 2007). Having a renowned figure publicly speak about a 

disease/disorder from a first-hand perspective directly supports this ideology (Sheratt, 2011; 

2022). For example, Michael J. Fox and Muhammed Ali have significantly raised the awareness 

and funding for Parkinson’s Disease. This unfortunate reality squarely aligns with our findings 

that Bruce Willis’ aphasia diagnosis was also reported as a common motivation for participation 

in the AFBC training. Per Sheratt (2022), international interest in aphasia was sparked by this 

announcement. Similarly, the prevalence of aphasia in the media in 2019 was increased with 

Emilia Clarke (actress), Randy Travis and Edwyn Collins (musicians) announcing they had 

aphasia (Sheratt, 2022). While this increase in coverage raised aphasia’s public profile, there are 

important caveats to consider. First, PPA has been the most described type of aphasia (Sheratt, 

2022). Unlike other aphasia etiologies, PPA results from dementias that atrophy cortical 

language networks (Hillis, 2022; NINDS, 2021). Individuals with PPA often have co-occurring 

deficits in episodic memory, visuospatial skills, and/or executive functions (e.g., organization, 
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planning, decision making; Hillis, 2022), which might affect the public’s understanding of 

aphasia (or rather misunderstanding) and its associated sequalae. Secondly, the severity of 

language impairment in stroke-acquired aphasia was often downplayed, as in the case of Randy 

Travis (e.g., described as “struggling with speech”, when his aphasia was severe), or was 

described as something that one could completely ‘recover’ from (as seen in Emilia Clarke’s 

experience). These narratives emphasize the aforementioned notion that aphasia-related publicly 

available information is often inaccurate, or misleading (Elman et al., 2000; Sheratt, 2011, 2022). 

It also highlights the importance of providing accurate and detailed descriptions of aphasia to 

increase actual knowledge. While the overall global impact (e.g., funding, services) of increased 

media coverage from recent celebrity advocacy is not yet clear, on a smaller scale, the finding 

that increased coverage led to AFBC participation corroborates the notion that more publicity 

leads to increased public awareness and knowledge-seeking.  

Taken together, it is apparent that AFBC training was largely motivated by intrinsic 

trainee factors (e.g., media driven curiosity, desire to learn for family or work). Daly and 

colleagues (2019) found that similar factors impacted participation in their research, such that 

those with personal vested interest were more willing to participate. Extrinsic factors were also 

identified as impacting recruitment (Daly et al., 2019), and as such, future AFBC program 

expansion should investigate both intrinsic and extrinsic influences on participation and 

recruitment.   

Knowledge Translation 

The second theme elicited from the impact evaluation data relates to training maintenance 

(extent that knowledge and skills persist over time) and generalization (extent that skills are 

applied). Results indicate that most trainees remembered and used communication skills 
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introduced in training, and shared aphasia-related knowledge with others. Transfer of training 

was successful.  

Identified at the onset of program design, successful training transfer was the main goal 

of AFBC training. Guided by Burke and Hutchins (2008) claim that facilitators of transfer should 

be at the forefront of the decision-making process when designing a program, the AFBC 

incorporated evidence-based training inputs and facilitators of transfer (e.g., targeted 

trainee/trainer characteristics, opportunity for peer conversation), when possible. Despite the 

underwhelming engagement in our peer conversation opportunities, trainees described sharing 

training-related education with others in their own networks. Indirectly, this sharing of 

knowledge lends support for peer discussion and dialogue as a factor that solidifies learning and 

supports training transfer and maintenance (Burke & Hutchins, 2007; Dobrovolny, 2006). Post-

training retention of knowledge is certainly a step in the right direction towards meaningful 

changes in accessibility for people with aphasia; however, on the ground, the impacts of training 

are realized through the generalization of its content to participant’s daily lives.   

As described, a common barrier to accessibility in public spaces for those with aphasia is 

low awareness and knowledge of the disorder and communication strategies to support 

conversation (Brown et al., 2006; Simmons-Mackie & Damico, 2007). Communication access 

can be improved by service providers who are prepared to make appropriate communicative 

accommodations and incorporate these strategies during business and service interactions (Kim 

et al., 2023; Taylor et al., 2021). While our results suggest that only a few participants used 

communication strategies with someone with aphasia, many described using supportive 

communication techniques with other populations, such as the elderly, ESL speakers, children, 

and people with autism spectrum disorder (ASD). Indeed, having informed communication 
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partners can benefit a wide variety of ‘communication vulnerable’ individuals (Simmons-

Mackie, 2017). Strategies shown to support communication for geriatric and autistic populations, 

such as the use of cues and pictures, clear annunciation, and being patient (Back et al. 2019; 

Mirenda, 2003) overlap with methods used for people with aphasia (Kagan, 1998). Similar 

strategies are also helpful for people with dementia, developmental disabilities, and ESL 

speakers (Simmons-Mackie, 2017).  Thus, the findings that the AFBC training has been 

generalized by trainees suggests there are now a multitude of knowledgeable service providers 

who are using techniques to communicate more effectively. The wide applicability of these skills 

increases communication access for countless individuals. This was exactly the intent of the 

program- to improve accessibility and inclusion of people with aphasia and other communication 

disabilities in communities and workplaces through educational training.  

Accessibility Awareness 

Relatedly, the third major theme in our program evaluation captured participant’s 

heightened awareness of disability and general accessibility post-training. Donovan (2023) 

describes that disability is most depicted by two images: someone in a wheelchair and/or a blind 

person wearing dark glasses with a white cane and service dog. These salient images of how the 

general population perceive disability are said to persist because they are the most visible forms 

of disability. Yet, visible disabilities represent a small portion the overall population of disabled 

individuals (Donovan, 2023). Of the 2.9 million Ontarians aged 15+ that are disabled, only 5-

10% of these people use wheelchairs (Statistics Canada, 2022). The remaining majority have 

disabilities that are less visible, or invisible. Examples include aphasia, mental health diagnoses 

(e.g., depression, anxiety), neurodevelopmental disorders (e.g., ASD, ADHD, Learning 

Disorders), and hearing or vision impairments. Despite many expansive and complex legal 
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policies mandating equal access for people with disabilities (e.g., Accessibility for Ontarians 

with Disabilities Act [AODA]; Americans with Disabilities Act; United Nations Convention on 

the Rights of Persons with Disabilities [CRPD]), literature consistently reports that individuals 

with all forms of disablement find their needs are unaddressed by extant services (Kim et al., 

2023; Simmons-Mackie, 2017). In fact, Donovan’s (2023) interim report of the final assessment 

of the AODA suggests that without urgent intervention, it will fail to meet its goal of making 

Ontario accessible by 2025. Encouragingly, our results suggest that barriers to accessibility in the 

workplace (including virtual workplaces) became more apparent to participants post-training. 

Trainees engaged in self-reflection and described making changes in their daily lives to increase 

communicative access for peers and colleagues. These actionable steps answer Donovan’s 

(2023) plea for individual level change and aligns with Threats (2007) finding that disability 

advocates and informed volunteers are often the ones who spearhead changes to community 

accessibility.  

Considerations for Future 

While the latter themes address the extent to which the AFBC program goals were 

realized, the fourth theme was generated based on the feedback and suggestions for 

improvement. As discussed, sentiments that communicating with someone with aphasia, or 

discussions with professionals who frequently use supportive communication would be 

beneficial to solidify learning. We also heard that the provision of refresher videos on 

communication strategies, or videos where people are using these skills across settings might 

bolster training maintenance. These suggestions align with literature that suggests videos 

effectively enhance learning (Choe et al., 2019), and will be invaluable in considerations for 

future implementation. 
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4.2 Limitations and Future Directions  

This study demonstrates that online aphasia training can effectively increase declarative 

knowledge of aphasia and self-efficacy to use supportive communication strategies,   

and showed that trainees remembered and translated these skills into their daily lives. These 

findings are promising, but more needs to be accomplished as the limitations to the study are 

considered. 

First, the generalizability of the results must be addressed. Our sample of participants 

largely consisted of females in intermediate professions (e.g., health, social, and educational 

occupations). Literature consistently demonstrates that individuals with these demographic 

variables have the highest levels of baseline aphasia awareness (Code, 2020). Further, many 

trainees sought our training because they heard about aphasia through their work, family, or the 

media. Thus, the high levels of pre-training aphasia awareness and knowledge in this study may 

not adequately reflect the public’s baseline knowledge. Moving forward, it will be important to 

recruit a sample that more adequately represents the general population. Knowing that 

recruitment is influenced by the perceived value of the research, as well as the impact and/or 

potential burden on participants (Daly et al., 2019), it will be necessary to engage stakeholders 

across broader fields of occupational discipline to create relevant and targeted recruitment plans. 

Specifically, future recruitment efforts should consider putting particular emphasis on Human 

Resource (HR) departments. Affiliating with large scale organizations such as the National 

Human Resources Association (NHRA) to train HR professionals themselves and/or targeting 

organizational-level participation through HR departments across a variety of disciplines might 

expand the occupational reach of the AFBC program. Another prospective area of recruitment 

could be shopping malls. Malls are important hubs for social interaction, house a large number of 
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employees across disciplines, and it is known that people with aphasia interact with retail 

providers (e.g., cashiers, restaurant workers, bank tellers) more frequently than those in 

healthcare (Ahmed et al., 2017; Code, 2003, 2020). Collaboration with the stakeholders involved 

in the creation of the RehabMaLL (a multi-sectoral research project aimed to transform a mall in 

Montreal, Canada into an inclusive environment; Ahmed et al., 2017) would provide invaluable 

information for future targeted recruitment. Further, while this study focuses on aphasia, many 

participants generalized the AFBC training to other populations who experience language 

impairments. Promoting this training as beneficial and informative for those with communication 

barriers in general might also encourage broader organizational participation. 

Limitations of generalizability are also notable for the findings of the impact program 

evaluation. The small sample size, in addition to potential social desirability in response, and 

participation bias (e.g., those that enjoyed training were more likely to opt-in for SSI),  

affords a level of caution in interpreting results. While SSIs provide rich insight into the ‘lived 

experience’ (i.e., the opinions, views, and experiences of trainees; Braun & Clarke, 2019), it will 

be important for more objective measures of program evaluation to be implemented in the future.  

Having people with aphasia and other communication difficulties go into businesses and 

organizations with trained service providers would provide this objective data. Assessment of the 

communicative techniques (e.g., used closed ended questions, used visual aids, spoke with clear 

and slow speech) and materials used by the trainees would provide longitudinal information 

about training retention and generalization. For a variety of reasons (e.g., COVID distancing 

requirements, time restrictions), this objective evaluation could not be conducted as intended. As 

the AFBC program continues to expand, future program evaluations should be completed by 

those whom the program was intended for. This meaningful inclusion of people with aphasia in 
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research would also highlight the importance of involving typically marginalized groups in the 

research process and would provide invaluable information to inform program improvement 

(McMenamin et al., 2018; Worrall et al., 2011).  

Relatedly, given the scarcity of publicly available multilingual aphasia related 

information and services (Peñaloza et al., 2021), future program expansion should include 

translating the AFBC online training to other languages. As the AFBC is part of a larger 

organization called Aphasia Friendly Canada (AFC), leveraging its Canada-wide network of 

organizations and employees, as well as its partnering organizations (i.e., March of Dimes 

Canada) will be invaluable to ensure translation of the training to many other languages.  

Lastly, when considering future recruitment and program expansion, it will be important 

to optimize the influence organizational systems have as stakeholders in training engagement. 

Participation in our online training was largely individualistic in nature. Recognizing common 

barriers to participation in workplace research and training efforts are a lack of time and 

workload constraints (Daly et al., 2019), support for educational training at the organizational 

level might reduce these barriers. The provision of funds and protected time for professional 

development are direct examples of what this support might look like. Emphasizing that effective 

training may have substantial impacts on organizations (e.g., influence job retention, work 

engagement and satisfaction; Allen et al., 2019; Saks & Belcourt, 2006) might leverage 

organizational level participation and support program expansion efforts.  

4.3 Implications and Conclusions  

The importance of organizational and institutional level participation in accessibility-

related education and training cannot be overstated. We are on the impetus of a transformation of 

our society. In Canada, there are currently more individuals aged 65+ than there are children 
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under 14 (Statistics Canada, 2022). By 2040, it is anticipated that 3.9 million people in Ontario 

alone will have one or more disability (Donovan, 2023). Aphasia’s prevalence will surge. And 

the woeful reality that Ontario’s AODA may not realize its goal is not an anomaly. People with 

aphasia across Canada (and internationally) continue to find their needs unmet by extant services 

(Kim et al., 2023; Sheratt, 2022; Simmons-Mackie, 2017). Thus, to enact meaningful change in a 

timely manner, it appears the task of supporting participation and facilitating access to services 

(per ICF framework) continues to fall to advocates and volunteers. This is not a new reality, and 

the hope remains that grass-root and individual level activism and programs will support system-

level accessibility efforts. The AFBC online training program is one such example. It is cost-

effective (free) and time-efficient (20-30 minutes), and results suggest that it is an efficacious 

aphasia training program that translates to real-world change. Its program expansion and 

evaluation is an ongoing story that we hope inspires others to enact meaningful changes to 

improve community accessibility for people with aphasia.  
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APPENDICES 

Appendix A: SSI Template 

Name:  Date of Training:  

Employer/ Affiliated Organization:  Who Interviewed:  

 

• Obtain general informed consent (e.g., go over purpose, risks/benefits, confidentiality 
regarding participation) 

o This is a program evaluation of the AFBC. Goal is to evaluate the training program 
and assess the extent to which the content has been translated into practice.   

o By providing information and feedback on the training session, we are better able to 
design strategies to increase the accessibility of public services to people with 
aphasia.  

o Your responses will be audio recorded for transcription purposes and will be deleted 
immediately after transcription has occurred. No identifying information will be 
provided with publication. Participation is voluntary and you may withdraw from the 
interview at any time. 

 
• Do you have any questions? Do you understand and agree to participate?  
 

IF YES:  

 

1. Why did you participate in AFBC training?  

 

 

 

a. What did you hope to learn?   

 

 

 

2. What were the most important things that you learned? (Aim: To get 2/3 items- can 
use: “In your own words tell me what aphasia is”; probe if they knew about 
aphasia/supportive communication techniques before  if no response)  

 

 

 

3. Since taking the training, have you noticed your communication skills have shif ted in 
any way? (Aim: To see if used/apply any supportive communication strategies 
(SCS)?  
 
 

a. If  yes, what have you noticed? Any particular communication skills that have been 
particularly helpful?  
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b. How of ten would you say you’ve used SCS?  In what contexts?  
 

 
 

c. Did you to feel competent/confident to use these strategies your workplace? Daily life?  
 

 
 
 

4. We know a lot of work environments and jobs have shifted due to the pandemic.  

When you took the training what did your workday look like? (e.g., all virtual, in-person, hybrid?) 

 

 

a) What about now?  

 

 

b) Thinking about your work environment, how, if at all does it accommodate for those with 
any accessibility challenges? What about those with non-visible challenges?  

  

 
(ONLY USE IF APPLICABLE)   

IS THE ENVIRONMENT YOU USE SCS:   

EASY TO HEAR + TALK?  
 

 

PHYICALLY ACCESSIBLE? 
 

  
 

WHEELCHAIRS + WALKER FRIENDLY?  

 

 
 
 

5. Is there anything preventing you from using the information from the training modules in 
your own life? 
 

a. Is there anything AFC could do to support/ help you incorporate what you’ve learned?  

 

b. Is there anything that could have enhanced your training experience?  
 

 

c. Any general questions, comments concerns about training?  
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Appendix B: AFBC Training Content 
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