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	Experimental Intervention description 
	Provider(s)
	Delivery
	Location(s)
	Duration, intensity, and/or dose
	Tailoring for people with aphasia 

	Bagley et al. 2004
	Patients in the intervention group were expected to receive 14 consecutive daily treatments using the Oswestry Standing Frame. When consecutive treatments were not possible, for example due to illness, the aim was to provide a total of 14 standing frame treatments. Analysis of the pretrial treatment records identified that sessions varied in therapy content and duration. Treatment schedules were therefore not specified but remained flexible so that they could be organized to meet the needs of individual patients. Additional therapy sessions (without using standing frame) could be provided as required.
	Physiotherapists
	Face to face 
	Hospital 
	14 treatments (consecutively if possible).
	None stated 

	Cadilhac et al. 2011
	The SSMP intervention is an 8-week co-facilitated program. It is different from the generic (Stanford) intervention in the following ways: (1) only includes stroke survivors; (2) has greater contact time; (3) is only delivered by health professionals and peer leaders skilled in stroke and trained by the National Stroke Foundation; (4) provides targeted stroke-specific information each week; and (5) revisits information provided in other weeks to ensure retention of learning and skills. The SSMP intervention was performed 5 times by the same stroke educator, but the peer leaders may have differed. The generic intervention is a 6-week co-facilitated program, and, in this study, participants were enrolled in 11 generic programs performed by up to 8 different Stanford-trained leaders. We ensured that each program did not include more than one-third of stroke survivors to reflect how survivors might experience generic programs. The generic program covers a range of topics such as appropriate use of medicines, communicating effectively with family and friends, and nutrition. The standard care group received usual care, that is, access
only to the information and education provided by the hospital team or their local general practitioner.
	Health professionals and trained peer leaders
	Face to face 
	not reported
	8 weeks 
	None stated

	Dickinson et al. 2017
	Week 1 –the meditation clinician and researcher met to establish eﬀective communication strategies – Introduced mindfulness – Breath awareness with focus on the belly – Mindful eating
Week 2 – Sitting meditation (and breath awareness) “Body scan” half hour practice – Discussion of pleasant and unpleasant sensations – Discussion of acceptance and resistance.
Week 3 – Sitting meditation – Introduction of four steps for reducing arousal: stop, take a breath, observe, proceed – Observation and analysis of body sensations – Discussion of kindness and self-compassion – Discussion of reacting and mindfully responding – Discussion of physiology of stress
Week 4 – Walking meditation – Acceptance and allowance meditation (NB this resulted in strong emotional reactions. The practitioner chose to implement Neﬀ’s 3-stage self-compassion process (Neﬀ, 2003) to assist in reducing high arousal levels)
	Registered clinical psychologist trained in MBSR method and supported communication for people with aphasia 
	Face to face 
	Practitioners clinic  
	4x 1½–2-hr weekly meetings over 4-week period + daily home meditation practise 
	Adapted from an 8-week group course for the participant needs & what was deemed necessary by practitioner; time spent in first session to establish effective communication strategies   

	Evans-Hudnall 2018
	EPiC is a telephone based cognitive-behavioural treatment integrating mental and stroke-related behavioural health principles that is delivered concurrent to the stroke self-management program. Over the course of six sessions,
the participant learned psychological symptom and behavioural monitoring, thought stopping,
cognitive restructuring, deep breathing, calming thoughts, social support, and problem-solving
skills aimed at overcoming barriers to engagement in behaviours taught in the stroke self-management program. Client-centered psychological distress and behavioral health treatment goals were integrated
into each session.
	A master’s level therapist with training in psychology and health education
	Video-teleconference (VT) and telephone. 
	At local health care facility and/or in their home
	EPIC was completed in 6 X weekly sessions 
	None stated. 

	Green et al. 2002
	Physiotherapy treatment was done by an established community physiotherapy service (13 staff) as part of their usual work. Initially, all patients were assessed by a physiotherapist and then treated with a problem-solving approach at home or in outpatient rehabilitation centres. A standard,15 maximum contact period of 13 weeks with a minimum of three contacts per patient was agreed with the physiotherapists before the start of the trial. Usual handwritten records were kept by the physiotherapists and used to code patients’ problems and treatment.
	Physiotherapists 
	Face to Face
	Home or hospital outpatients
	13 week treatment block, minimum 3 contacts
	None stated 

	Jones et al. 2009
	An interactive stroke self-management workbook (developed specifically for the study) which contained four main sections aiming to address the sources of self-efficacy: mastery, vicarious experience & feedback
	not reported
	Home practice 
	Not stated- participants completed on own
	4 weeks
	Workbook was developed specifically for this study. The contributors and stroke professionals ensured it was free from technical jargon & accessible for PWA.

	Kneebone & Jeffries 2013
	Psycho-education; relaxation training (teaching breathing for relaxation & an autogenic relaxation exercise); developing a hierarchy of situations that the participant was avoiding & working their way through confronting these situations- cognitive disputation was undertaken while working through the hierarchy; negative predictions associated with certain activities were challenged; disputing some of the beliefs that were contributing towards the participant's anxiety; discussion of costs and benefits of worrying about something that the participant only had limited control over; relapse prevention
	Trainee clinical psychologist, supervised by a consultant clinical psychologist
	Face to face and home practice 
	not reported
	8x 50-60 min sessions over a 4-month period, followed by a 1- and 3-mth follow-up session.
	Development of & working through hierarchy of situations was modified to accommodate the participant's difficulties with reading and writing; discussions were summarised more frequently than might have been the case for a patient without aphasia; discussions were revisited across sessions & important points summarised at the end
of the session by the therapist when appropriate; cognitive disputes were kept as concrete as practical and behavioural components of the intervention emphasised; the
therapist wrote things down and slowed the pace of conversations to assist understanding.

	Lincoln et al.., 1985

	Limited information about the treatment is provided by the study authors. In the first 10 weeks post stroke no patient was treated by a speech therapist. After random allocation at 10 weeks, patients in the speech therapy group were offered two one-hour sessions a week for 24 weeks. This took place initially in hospital and then at home once the patient had been discharged. 
	Speech Language Pathologist (/therapist)
	Face to face
	Hospital and home 
	2x 1hr sessions per week for 24 weeks.
	None stated  

	Marshall et al. 2014
	Unilateral Nostril Breathing (ULB) training sessions began with 1–2minutes of three-part breathing as led by the instructor, which then led to guided UNB. For UNB, the participant was asked to close the left nostril using whichever hand was unaffected by the stroke or was more comfortable. Participants were encouraged to work toward extending the exhalation to twice as long as the inhalation, with a ratio of 1:2. All participants were judged to be able to complete the UNB practice during the initial training sessions, with no limb apraxia observed. Handouts outlining the practice and CDs with different lengths of guided UNB were provided, and adequate time was provided for questions and answers with a trained instructor.
	Trained facilitator 
	Face to face and home practice 
	not reported
	1 x hr group session for 4-weeks + 6 weeks of individual practice. Individuals were instructed to practice UNB for 6 days per week, beginning with 5 mins & working up to 40 mins.
	BAI was read to or with patients, using any compensatory methods necessary in order to maximize understanding

	Ng et al. 2017
	Content included: (i) provision of information regarding common changes in sexuality post-stroke; (ii) counselling on fears regarding post-stroke sexuality; (iii) challenging stereotypical views on sexuality and sexual satisfaction (such as sexual intercourse being the only expression of sexual activity, having sexual intercourse only at night or that sexual intercourse must be spontaneous to achieve sexual satisfaction); (iv) provision of tips and strategies to minimize post-stroke sexual dysfunction, such as choosing a suitable time, reviewing sexual side-effects from medications, finding safe and comfortable sexual positions, managing reduced vaginal lubrication, urinary continence issues, or erectile difficulties.
	Rehabilitation physician with the offer of additional input from occupational therapy, physiotherapy and or psychology as required,
	Face to face 
	Outpatient hospital 
	Single stand-alone 30-min individualized session 
	None stated 



