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Abstract

Acquired brain injury (ABI) affects the whole family unit, significantly shifting family roles and relationships, with
communication disabilities associated with ABI further compounding these difficulties. Family therapy is offered in situations
where family roles have been disrupted, but research on the application of family therapy to families affected by ABI has
not been synthesized. This study systematically maps the research on the use of family therapy for people with ABI,
identifying to what extent people with communication disabilities (PWCD) are included in the evidence base. A scoping
review of primary research was conducted through a systematic search of five multidisciplinary academic databases. A
consultation process, involving a person with aphasia, ran alongside the entire research process. Twenty-four studies were
included in the final review with four categories of interventions identified. Twelve studies excluded PWCD, |0 potentially
doing so due to the communication demands of the study. Twelve studies included PWCD, five of which included speech
and language therapists to support the delivery of family therapy. A small evidence base exists for the use of family
therapy within an ABI population. However, PWCD are frequently excluded from this research due to the communication
demands of the study designs. More research is needed to guide appropriate intervention for PWCD.
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Acquired brain injury (ABI) affects the whole family unit,
not just the individual (Dawes et al., 2022). ABI can signifi-
cantly shift family roles and relationships causing an intense
effect on emotional, mental, and social well-being within the
family system (McDermott & McDonnell, 2013). These dif-
ficulties are likely to be compounded where the ABI is asso-
ciated with a communication disability. Communication
disability is defined as an impairment in the functions of
speech, language, or cognition, which affects a person’s abil-
ity to understand others or to be understood by others (adapted
from Washington Group on Disability Statistics, 2016).
Communication is one of the core components of family life,
with family functioning being reliant on the successful com-
munication of emotions and information. Therefore, disrup-
tions to this communicative process affect how relatives
interact with one another (Olson & Gorall, 2003).

Impact of ABI on Family Life

Family members play a crucial role in assisting and aiding
their loved ones after an ABI. They often provide emotional
care and support for the psychosocial aspects of ABI

(Klonoft, 2014). When a person sustains an ABI, families
encounter a multitude of difficulties throughout each stage
of recovery. It can have an intense effect on the immediate
and extended family unit and has substantial consequences
on emotional, mental, and social well-being within the fam-
ily system (McDermott & McDonnell, 2013). Family mem-
bers may be required to take on new roles such as assisting
the person with ABI to complete daily activities and provid-
ing financial support (Larei, 2003). These changes are an
important consideration as family is structured around the
assistance, management, care, and socialization of each
individual in the unit (Galvin et al., 2016). Unfortunately,
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emotional support is often not available for people with ABI
or their family (Largai, 2003).

Research on the impact of ABI on families has primarily
concentrated on primary caregivers. The limited research
which has been conducted on children of parents with ABI
has shown that children have increased emotional and
behavioral difficulties. Children have identified feelings of
grief, loss, and worries surrounding familial breakdown,
while also having additional responsibilities and indepen-
dence. They often find it difficult to process and manage
these emotions (Charles et al., 2007). Families have identi-
fied disparities in supports offered after ABI (Dawes et al.,
2022), and affected families have emphasized the necessity
of emotional support such as family support groups or fam-
ily therapy (Bellon et al., 2015).

As family life is based on communication, roles are dis-
cussed and negotiated between family members. Disruptions
to this communicative process affect how relatives interact
with one another (Olson & Gorall, 2003). The limited litera-
ture exploring acquired communication disabilities and
family relationships focuses on aphasia. Aphasia is a com-
munication disability, primarily caused by stroke, that
affects language comprehension and expression, which
may impact a person’s interactions, relationships, and qual-
ity of life (Berg et al., 2022). For example, people with
aphasia often experience adjustments to their role as a par-
ent. The role of parenting is reliant on parent—child com-
munication (Cava et al., 2014; Levin et al., 2012;
Romero-Abrio et al., 2019) and effective parent—child com-
munication is associated with increased life satisfaction and
emotional well-being for the entire family (Levin et al.,
2012). The nature of communication disability means that
parents with aphasia may have difficulty reasserting their
role as a parent to support their children and alters the allo-
cation of parenting responsibilities between the people with
the communication disability (PWCD) and their partners
(Manning et al., 2021). Similar difficulties in navigating
other family roles may also be experienced, including the
relationship between spouses (Stead & White, 2019) and
adult siblings (Barrow, 2008).

Limited research in the area of family roles and commu-
nication disability has highlighted the disruption of roles
within families. Family therapy has the potential to address
these adjustments in roles. However, a synthesis of existing
evidence is overdue.

Family Therapy

Family therapies are grounded in systems theory. A system,
in the context of family, is a collection of people who each
have a unique role which is sustained by their interaction
with one another (Smith-Acufia, 2010). If there is a change
to the structure or roles within the family, such as the impact
of a traumatic event (in this case ABI), it can impact

significantly on each member. In response, each person’s
behavior and role may be altered, shifting the family
dynamic. Consequently, intervention is required when one
or more roles in the family have changed and disrupted the
family dynamic (Walker & Akister, 2004).

Family therapy can occur in different formats, including
therapy for the main caregiver, marriage counseling, indi-
vidual family therapy (for all members), and group therapy
where several families are present (Florian & Katz, 1991;
Klonoff & Koberstein, 2010; Kreutzer et al., 2002;
Rosenthal & Young, 1988). Family therapy is most tradi-
tionally provided by family therapists (Klonoff &
Koberstein, 2010). However, in some contexts, it may be
within the scope of practice for other healthcare providers
to support the readjustment of roles (Hodgson et al., 2014;
Marlowe, 2011; Rolland & Walsh, 2005; Tyndall et al.,
2012). The involvement of speech and language therapists
(SLTs) in the delivery of family therapy may be particularly
relevant in the context where a family member has a signifi-
cant communication disability.

To date, there has been no systematic synthesis of how
family therapy interventions have been applied to an ABI
population. Furthermore, it is unknown to what extent
PWCD, associated with ABI, have been included in family
therapy interventions. This study systematically maps the
research on family therapy for people with ABI, identifying
to what extent PWCD are included in the evidence base.
The review was guided by the following research questions:
(a) What evidence exists for the use of family therapy in an
adult ABI population? and (b) are PWCD included in the
evidence base?

Method

The research questions were addressed through a scoping
review using the six-step framework developed by Arksey
and O’Malley (2005). The broad research questions and the
large amount of evidence in this area, in addition to the
wide variety of variables, suggested the use of a scoping
review. This methodology allowed the researchers to scope
the breadth of the literature, allowing for an overview of the
prominent concepts and theories that act as the foundation
to a research area (Mays et al., 2001). Additionally, the evi-
dence synthesis that is the result of a scoping review can
inform both evidence-based practice and clinical practice
(Gough et al., 2020).

First, the six-step framework began with “identifying the
research question,” as the research questions directed the
manner in which search strategies were created. Second,
“identifying relevant studies” involved finding research
which appropriately addressed the research questions. This
step required the identification of key databases and the
generation of search strategies to find relevant studies.
Third, “study selection” comprised identifying inclusion
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and exclusion criteria which enabled the exclusion of
research which did not answer the research questions. The
fourth step involved “charting the data” by synthesizing the
results according to key information presented in each
study. The fifth step, “collating, summarizing, and reporting
the results,” provided readers with a narrative overview of
the results. Finally, an optional sixth step of a “consultation
process” utilizing stakeholder groups to provide profes-
sional experience was adapted and used (Arksey &
O’Malley, 2005). Further details on how these steps were
carried out are described in each section below.

Additionally, the PRISMA-ScR guidelines (a 20-step
checklist detailing reporting steps for scoping reviews)
were consulted and reported against in this research. These
guidelines aim to provide methodological transparency and
replicability (Tricco et al., 2018).

Consultation Process

The optional consultation process used in this research was
not the traditional broad stakeholder group as described by
Arksey and O’Malley (2005). Instead, consultation was
sought and received from a co-researcher who is a psychol-
ogist and has aphasia post-ABI. The inclusion of a researcher
with professional and living experience in this research area
affords an opportunity for a unique perspective to be
included. Consequently, this method ensures that research
is both relevant and meaningful to those whom it is centered
on (Hersh et al., 2021). The co-researcher was involved
throughout the entire scoping review process. Starting with
the question formulation, the co-researcher provided a
degree of initial consultation, acting as a sounding board
and describing their own experience of a communication
disability and role changes within their family system. Once
the research questions had been formulated, the co-
researcher completed title/abstract screening and piloting
data extraction forms with the primary researcher. As the
co-researcher is an expert in their own right in this area,
they were consulted during the results and discussion sec-
tions to provide a unique and personal insight. Finally, the
co-researcher was consulted about directions for future
research to highlight the issues that PWCD may face when
accessing these interventions.

Identifying Relevant Studies

In accordance with the PRISMA-ScR guidelines, search
strings were developed to identify significant evidence and
articles related to the research questions (Tricco et al.,
2018). The initial search string was devised with the assis-
tance of a subject librarian and was comprised of title/
abstract keywords and controlled vocabulary. The search
strings were piloted and modified using key concepts from
the research questions (e.g., family therapy, brain injury,

etc.). To ensure that any papers focusing on communication
diagnoses associated with ABI were not missed, the three
most common diagnoses were included in the search strings,
namely: aphasia, dysarthria, and cognitive communication
disorders.

Searches were completed across five databases (PubMed,
Embase, CINAHL Complete, Web of Science, and
PsycINFO), reflecting the multidisciplinary nature of the
research questions. All published articles were included
with no restrictions on publication date. The final search
strings for each database are shown in Table 1.

Study Selection

The final search was completed on October 5, 2021. The
search results were imported to the systematic review man-
ager Covidence (2021), and duplicates were removed. Title
and abstract screening was conducted by reading through
all abstracts and assessing their relevance in relation to the
inclusion and exclusion criteria (see Table 2). To ensure
replicability, 10% (n = 52) of the articles were also screened
by a co-researcher. No disagreements occurred.

Study participants had to meet the criteria of (a) an adult
with a diagnosis of ABI or (b) people identified as family of
people with an ABI. Studies that included people with a
progressive neurological condition were excluded. For the
purposes of this study, an adult with ABI was defined as
above the age of 18, but family members could be of any
age (see Table 2). Interventions within the area of family-
oriented therapy, whether given by a trained family thera-
pist or given by another healthcare professional, were
included in the review (see Table 2). Articles that reported
on outcome data, such as well-being or adjustment within
the family as a result of family therapy, were included (see
Table 2).

The screened articles were subjected to full-text screen-
ing to decide whether they met the inclusion criteria for the
review. Full-text articles that met the eligibility criteria
were included in the final review. To locate articles not
found in the initial search, all reference lists of articles
included in the final review were manually searched. This
was completed by reading each article title and using inclu-
sion/exclusion criteria to assess its suitability for inclusion.
No additional articles were identified through reference list
searching.

Charting the Data

This stage of the scoping process required the extraction
and charting of significant areas of data from articles that
were included in the final review. The researcher developed
a data extraction form a priori. Two members of the research
team trialed the data extraction form using 25% (n = 6) of
the articles, to assess its suitability to answer the research
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Table I. Search Strings.

Databases

Search strings

PubMed

Embase

CINAHL Complete

Web of Science

PsycINFO

((“Family Therapy”’[Mesh]) OR (family therap*[Title/Abstract])) AND ((“Brain Injuries” [Mesh]) OR
“Aphasia” [Mesh] OR “Dysarthria” [Mesh] OR (brain injur*[Title/Abstract] OR stroke*[Title/Abstract]
OR cerebrovascular accident*[Title/Abstract] OR head injur*[Title/Abstract] OR intracranial injur*[Title/
Abstract] OR brain trauma*[Title/Abstract] OR brain damage*[Title/Abstract] OR concussion*[Title/
Abstract] OR penetrating skull fracture*[Title/Abstract] OR aphasia*[Title/Abstract] OR dysarthria*[Title/
Abstract] OR cognitive-communicat™*[Title/Abstract]))

(“family therapy”/exp OR “family therap*”: ab, ti) AND (“brain injury”/exp OR “aphasia”/exp OR
“dysarthria”/exp OR “brain injur®’: ab, ti OR stroke*:ab,ti OR “cerebrovascular accident™”: ab, ti OR
“head injur®”: ab, ti OR “intracranial injur®”’: ab, ti OR “brain trauma*”: ab, ti OR “brain damage™”: ab, ti
OR concussion*:ab,ti OR “penetrating skull fracture®”: ab, ti OR aphasia*:ab,ti OR dysarthria*: ab, ti OR
“cognitive-communicat™”: ab, ti) AND ([embase]/lim NOT [medline]/lim)

((MH “Family Therapy” OR (TI Family therap*) OR AB (Family therap*)) AND ((MH “Brain Injuries+”

OR (MH “Aphasia+”) OR (MH “Dysarthria+”) OR TI (brain injur* OR stroke* OR cerebrovascular
accident® OR head injur* OR intracranial injur* OR brain trauma* OR brain damage™ OR concussion* OR
penetrating skull fracture™ OR aphasia* OR dysarthria* OR cognitive-communicat®) OR AB (brain injur*
OR stroke* OR cerebrovascular accident™ OR head injur* OR intracranial injur®* OR brain trauma* OR
brain damage* OR concussion* OR penetrating skull fracture* OR aphasia* OR dysarthria* OR cognitive-
communicat®))

(TS=("“family therap*”)) AND TS=(“brain injur*” OR stroke* OR “cerebrovascular accident®” OR “head
injur®” OR “intracranial injur®” OR “brain trauma®’ OR “brain damage™” OR concussion* OR “penetrating
skull fracture*” OR “aphasia®”’ OR “dysarthria*” OR “cognitive-communicat™”)

((DE “Family Therapy” OR DE “Conjoint Therapy” OR DE “Strategic Family Therapy” OR DE “Structural
Family Therapy”) OR TI (family therap*) OR AB (family therap*)) AND ((DE “Brain Injuries” OR
DE “Traumatic Brain Injury” OR DE “Brain Concussion” OR DE “Aphasia” OR DE “Dysphasia” OR
DE “Dysarthria”) OR TI (brain injur* OR stroke* OR cerebrovascular accident* OR head injur* OR
intracranial injur* OR brain trauma* OR brain damage* OR concussion* OR penetrating skull fracture® OR
aphasia* OR dysarthria* OR cognitive-communicat*) OR AB (brain injur* OR stroke* OR cerebrovascular
accident® OR head injur* OR intracranial injur* OR brain trauma* OR brain damage™ OR concussion* OR
penetrating skull fracture® OR aphasia* OR dysarthria* OR cognitive-communicat*))

questions (Daudt et al., 2013; Levac et al., 2010). Each arti-
cle was picked in random order and the data was extracted
according to the sequence outlined on the data extraction
form. No adjustments were made following the piloting of
the form.

The data extraction form organized the data according to
central themes. A narrative review approach was used for
synthesis, as it allowed the researcher to note information
about the process of an intervention, so context could be
provided when describing the outcome (Arksey & O’Malley,
2005). The data extracted from each article included:

I.  Study characteristics (Author(s), year of publica-
tion, study location, study design, aims, methodol-
ogy, language, no. of participants, age, and
gender);

II. Intervention and outcomes (Intervention type, focus

of the intervention, frequency of sessions, profes-

sions delivering the intervention, study populations,
outcome measures, and intervention outcomes);

Presence/absence of PWCD (Nature and severity of

communication disability, and rationale for inclu-

sion/exclusion of PWCD).

II1.

To ensure that the presence or absence of PWCD was
accurately recorded for each study, the use of three labels,
similar to the ones used by Jagoe et al. (2021), was consid-
ered. The label “included” was used when a study explicitly
stated that PWCD were involved. Second, “excluded” was
utilized when a study explicitly stated the exclusion of
PWCD. For studies that did not explicitly state the exclu-
sion of PWCD, but where a critical review of the communi-
cation demands in the study implied that they were likely to
be excluded, the label “potentially excluded due to the com-
munication demands of the study” was used.

Collating, Summarizing, and Reporting
the Results

This step involved organizing, summarizing, and discuss-
ing the results (Arksey & O’Malley, 2005). First, a quanti-
tative analysis of the amount, description, and distribution
of the evidence was collated. Second, a synopsis of all the
studies reviewed was created. Third, evidence was reported
according to the types of therapy intervention, the profes-
sionals providing the therapy, and the outcomes of the
intervention.
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Table 2. Inclusion and Exclusion Criteria for Scoping Review.

Inclusion criteria

Exclusion criteria

Family-oriented therapy to promote adjustment within the
family or have well-being as an outcome

Family therapy given by a trained professional (e.g.,
psychotherapist or HSCP)

People diagnosed with ABI who are over the age of 18 years

People with or without a communication disability who have ABI

People identified as family of people with ABI

Studies from any country, written in English
Studies conducted within any time period
Published journal articles

Primary research

Family-oriented therapy which does not address areas of
adjustment within the family or have well-being as an outcome

People diagnosed with ABI who are under the age of |8 years

Any person diagnosed with a progressive neurological condition

People not identified as family of people with ABI (colleagues,
friends, etc.)

Gray literature (reports, theses, etc.)
Secondary research

Note: ABl = acquired brain injury; HSCP = health and social care professional.

Findings

The search process identified 668 articles through elec-
tronic database search, with 516 articles remaining after de-
duplication. In total, 24 studies met the criteria for inclusion
in the scoping review (see Figure 1).

Study Characteristics

The 24 studies were published between 1952 and 2019. The
articles were published across four countries: 58.3% (n =
14) in the United States, 20.8% (n = 5) in Australia, 12.5%
(n = 3)in Sweden, and 8.3% (n = 2) in the United Kingdom
(see Figure 2). The majority of articles had a case study
design (n = 15; 62.5%), followed by mixed methods (n =
3; 12.5%), and then focus groups (n = 2; 8.3%). The
remaining four articles had differing study designs (n = 4;
16.7%) which included a randomized control trial, a time
series, a qualitative descriptive study, and a pilot study (see
Figure 3). All the articles were written in English with the
majority of interventions being conducted through English
too. Swedish was used as the main language for interven-
tion in three studies (Studies 2, 5, and 21; see Appendix).
One study did not report the number of people participating
in the intervention with the remaining studies reporting
between 2 and 152 participants.

Family Therapy Interventions

The included articles in this review centered on four main
types of family therapy interventions for people with ABI
and their family, namely: psychoeducation (n = 4; 16.7%),
traditional family therapy (n = 8; 33.3%), family therapy
adapted for people with ABI (n = 10; 41.7%), and psycho-
social interventions (n = 2; 8.3%).

Psychoeducation Interventions (Studies |—4). provided infor-
mation on the nature and rehabilitation process of ABI

including acquired communication disorders associated
with ABI (see Appendix). These studies provided emo-
tional support to deal with adjustment of roles and responsi-
bilities and to improve family functioning. Professionals
who were involved in delivering this style of intervention
included: joint working between a psychologist and SLT
(Study 1), an SLT working independently (Study 2), a social
worker working independently (Study 3), and a multidisci-
plinary team (Study 4; see Table 3). The frequency of ses-
sions was recorded in three of the studies (Studies 2—4). The
frequency ranged from weekly sessions over 6 weeks
(Study 2), to 3 sessions over 5 months (Study 3), and
bimonthlysessionsover5months(Study4). Outcomemeasures
usedincluded: self-reportedmeasures(Study 1),theMcMaster
FamilyAssessmentDevice(Epsteinetal., 1983)(Study3),and
questionnaires (Studies 2 and 4). These four studies showed
improvementsintheparticipants’: (a)awareness of theimpact
of ABI and communication disabilities (Studies 2 and 4); (b)
understandingoffamilyrolesandresponsibilities(Studies 1-3);
(c)ability toadvocate for family members with ABI (Study 4);
(d) ability to recognize the importance of emotional support
during this time (Studies 2 and 4); and (e) attitudes toward
healthcare professionals (Study4). One ofthe studies reported
areductionin feelings ofanxiety and guiltassociated with ABI
(Study 1). Another study showed that family therapy had no
substantialeffectsondepressionforthepersonwithABI(Study
3; see Appendix).

Traditional family therapy interventions (Studies 5—12). enabled
people with ABI to acknowledge their injury, educated their
family on the injury, improved interpersonal relationships
within the family, and identified and redefined roles and
responsibilities. Additionally, these studies explored the
shifts in relationships caused by ABI and aphasia and pro-
vided skills to cope with these shifts (see Appendix). Pro-
fessionals who were involved in delivering traditional
family therapy included: joint working between a psycholo-
gist and SLT (Study 5), a family
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Figure 1. PRISMA Diagram.

therapist working independently (Studies 6, 8, and 11), a
psychologist working independently (Studies 7, 9, and 10),
and joint working between a family therapist and SLT
(Study 12; see Table 3). The frequency of sessions was
recorded in six of the studies (Studies 5, 6, 8, 9, 11, and 12).
There were a range of frequency of sessions which included:
a 5-day course (Study 5), unlimited sessions for the dura-
tion of the research (Studies 6 and 8), biweekly sessions
over 12 months (Study 9), 21 sessions over 9 months (Study

11), and 5 therapy sessions over the study period (Study 12;
see Appendix). Outcome measures used to evaluate inter-
vention efficacy included: self-reported outcomes (Studies
7-11), questionnaires (Studies 5 and 12), and the Family
Environment Scale (Moos & Moos, 1981) (Study 6). Tradi-
tional family therapy: (a) improved quality of life, family
cohesion, negotiation of parental roles/experiences, emo-
tional skills, sense of pride and accomplishment with hope
for the future (Studies 5-10) and (b) reduced distress,
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Figure 3. Study Designs.

caregiver burden, and family conflict (Studies 6, 11, and 12;
see Appendix).

Family therapy adapted for people with ABI (Studies 13—
22). provided psychological support to manage the effects
of ABI, improved communication within families across all
levels of interaction, and helped the family to adjust their
expectations of roles and responsibilities. Professionals
who were involved in delivering family therapy adapted for
people with ABI included: a psychologist working indepen-
dently (Studies 13, 14, and 16), a family therapist working
independently (Study 15), joint working between psycholo-
gists and social workers (Study 17), a psychiatrist working
independently (Studies 18 and 19), a multidisciplinary team
(Study 20), and a psychotherapist working independently
(Studies 21 and 22; see Table 3). The frequency of sessions
was recorded in seven of the studies (Studies 13, 14, and
16-20). There were a range of frequency of sessions which
included: biweekly sessions over 10 weeks (Study 13),
weekly sessions over 12 weeks (Study 14), 5 sessions over
the duration of the study (Study 16), 20 sessions over 2
years (Study 17), bimonthly sessions over 9 months (Study

18), 3 sessions over the duration of the study (Study 19),
and unlimited sessions over 7 months (Study 20; see Appen-
dix). Outcome measures utilized involved: self-reported
outcomes (Studies 15-17, 20, and 22), focus groups (Stud-
ies 14 and 19), the Family Empowerment Scale (Koren
et al., 1992) (Study 18), and questionnaires (Studies 13 and
21). These studies showed that: (a) patients and caregivers
benefited from these interventions (Studies 13-22); (b)
there were improvements in the negotiation and reclama-
tion of familial roles and responsibilities, and improved
success, pride, and empowerment (Studies 1418 and 21);
(c) there was increased acceptance of the effects of ABI
(Study 20); and (4) there was reduced conflict, caregiver
burden, and isolation (Studies 14 and 17-19). Overall, these
interventions greatly improved the participant’s quality of
life.

Psychosocial therapy interventions (Studies 23 and 24).
focused on community support for people with ABI and
their families and strengthening romantic relationships.
Professionals involved in delivering psychosocial therapy
included: people with ABI and their family members
(Study 23), and a multidisciplinary team (Study 24; see
Table 3). The frequency of sessions varied from unlimited
sessions over 1 year (Study 23), to 15 sessions over 24
weeks (Study 24). Outcome measures addressing these
aims included retrospective structured interviews (Study
23) and self-reported outcomes (Study 24). The outcomes
of these interventions demonstrated: (a) an increased
knowledge of the effects of ABI (Studies 23 and 24); (b) an
improved quality of life, family mood, and cohesion (Study
23); (c) increased pride in accomplishments (Study 24);
and (d) strengthened bond between couples, increasing
their affection and appreciation of one another (Study 23;
see Appendix).

Communication Disabilities and Family Therapy

PWCD were included in 50% (n = 12) of the studies (1, 2,
4,5,9,12, 15-17, and 20-22). Aphasia was the most com-
mon communication disability present in the studies, with
29.3% (n = 7 of the 24 studies) of all the studies including
people with aphasia (Studies 1, 2, 5, 12, 17, 20, and 21). The
study designs which included people with aphasia were case
studies or time-series designs. These studies delivered psy-
choeducation (n = 2), traditional family therapy (n = 2),
and family therapy adapted for people with ABI (n = 3).
People with dysarthria were included in 8.3% (n = 2 of the
24 studies) of the studies (Studies 16 and 22). These studies
were case study designs and delivered family therapy
adapted for people with ABI. People with cognitive com-
munication disorders were included in one study with a case
study design and delivered family therapy adapted for peo-
ple with ABI (Study 9). One study included people with
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Table 3. Range of Professionals Delivering Family Therapy.

Professionals giving therapy No. of studies

Intervention type Study identifier

Psychologist only 6 .
Family therapists only 4 .

Multidisciplinary team 3 .

Psychiatrists only 2 .

Psychotherapists only

SLT and psychologists 2 .

SLT only
SLT and family therapists

People with ABI and their family members
Psychologists and social workers

Traditional family therapy

Traditional family therapy

N
L]

|
|
Social Worker | °
|
|

7,9,10, 13, 14, 16
Family therapy adapted for people with ABI

6,8 1II,15
Family therapy adapted for people with ABI
Psychoeducation

Family therapy adapted for people with ABI
Psychosocial therapy

Family therapy adapted for people with ABI 18, 19
Family therapy adapted for people with ABI 21,22
Psychoeducation 1,5

4,20, 24

Traditional family therapy

Psychoeducation 2
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No. of Studies Including People with a
Communication Disability
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Figure 4. Types of Communication Disabilities Represented in
Study Participants/Focus.

aphasia, dysarthria, and cognitive communication disorders
(Study 15) and utilized a mixed-method study design. This
study delivered family therapy adapted for people with ABI.
Another study explicitly stated the inclusion of people with
any communication disability (Study 4; see Figure 4). Using
a case study methodology, this research provided psycho-
education as its intervention to support families post-ABI.
This scoping review identified that half of the total stud-
ies (n = 12) did not include PWCD, with 2 studies explic-
itly excluding these participants (Studies 3 and 24) and 10
studies potentially excluding this cohort due to the commu-
nication demands of the study (Studies 6-8, 10, 11, 13, 14,
18, 19, and 23). The study designs employed were case
studies (n = 5), mixed-method design (n = 3), focus groups

(n = 2), pilot studies (n = 1), and a randomized control trial
(n = 1). The majority of these interventions utilized tradi-
tional family therapy (n = 5), followed by family therapy
adapted for people with ABI (n = 4), psychosocial inter-
ventions (n = 2), and psychoeducation (n = 1).

Discussion

The aim of this scoping review was to systematically map
the research that has been conducted on family therapy in
the context of ABI, identifying the extent to which PWCD
are included in the evidence base. This review highlights
how the specific needs of those who have communication
disabilities are underrepresented in the literature, thereby
risking inequality of evidence-based care.

The scoping review process identified 24 studies provid-
ing family therapy for families where one person has ABI.
Despite the prevalence of communication disability after
ABI, half of the studies did not include families where one
member had a communication disability. Only two of these
studies explicitly reported the exclusion of PWCD (Clark
et al., 2003; Glass et al., 2000). The remaining 10 studies
were recorded as potentially excluding PWCD due to the
communication demands of the study, thereby supporting
the assertion that there remains a lack of evidence-based
psychological interventions for PWCD (Baker et al., 2019).
These findings also resonate with Townend et al.’s (2007)
results which found that only 3% of studies using interven-
tions to address stroke and depression explicitly stated the
exclusion of people with aphasia.

Overall, the studies reported that participants’ quality of
both personal and family life was improved post-interven-
tion. The majority of outcome measures used in the studies
were self-reported outcomes from either participants
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or clinicians. When formal measures were utilized in the
studies, there was variability in the type of measures used.
Consequently, it was difficult to draw similarities and dif-
ferences between studies. Reporting of the inclusion or
exclusion of PWCD in family therapy research should be
clearer, with disaggregated data provided within published
articles to increase the generalizability of the results.
Providing this type of data will support the application of
these results to clinical practice with PWCD.

There were a wide range of professionals who delivered
family therapy interventions for people with ABI, with psy-
chologists and family therapists delivering the majority of
interventions. While half of the studies included PWCD,
only five studies included an SLT (Blom Johansson et al.,
2013; Borenstein et al., 1987; Lauer-listhaus, 1991; Nichols
et al., 1996; Turnblom & Myers, 1952), with one study
involving an SLT delivering the intervention independently
(Blom Johansson et al., 2013). Where SLTs were involved
in family therapy including PWCD, the studies reported on
the use of specific interventions which did not solely rely on
verbal communication for participation. The dearth of SLTs
included in this research process may be attributed to a lack
of understanding of their role by other healthcare profes-
sionals. This gap in SLT involvement has been recognized
in the literature addressing the role of SLTs in palliative care
(Hawksley et al., 2017), dementia care, (Dooley & Walshe,
2020), and the collaboration of educational psychologists
and SLTs (Dunsmuir et al., 2006), suggesting that this issue
is prevalent across a range of multidisciplinary contexts.

Implications for Practice

Families of PWCD are entitled to the same high-quality
therapy as any other family. The communication barriers in
these instances may necessitate the involvement of SLTs
(Sekhon et al., 2015), a collaborative practice that is under-
represented in the literature reported in this scoping review.
Existing research in the field of neurorehabilitation sug-
gests that coworking is a productive way to engage people
post-ABI as they work toward meaningful goals (Clarke &

Forster, 2015). Similar principles could be applied, whereby
family therapists and SLTs work together to deliver family
therapy to PWCD.

Limitations and Future Research

The methodology used for this research was a scoping
review, meaning that the study is limited in the evaluation
of the quality of included papers. In addition, limiting the
search to publications in the English language may have
excluded other relevant literature. Research in the area of
family therapy and ABI should purposively include PWCD,
given the frequency of communication disability after brain
injury. To achieve inclusion, communication-accessible
research practices are required (Dee-Price et al., 2020;
Jagoe et al., 2023; Luck & Rose, 2007; Shiggins et al.,
2022). Future research should publish disaggregated data
which includes reporting of the outcomes of interventions
that are specific to PWCD. This transparency in outcomes
could then be applied to clinical practice with PWCD.
Establishing core outcome measures related to family ther-
apy outcomes, including patient-reported outcome mea-
sures that are appropriate for PWCDs, is an important step
that would allow a more robust comparison of studies and
decisions about best practice in relation to family therapy
and PWCD.

Conclusion

This scoping review has identified that a small evidence
base exists for the use of family therapy after ABI. The
studies included in this review demonstrated that people
with ABI and their family members can benefit from fam-
ily therapy. However, the paucity of research on the use of
family therapy with PWCD after ABI, risks creating or
perpetuating an inequality of evidence-based care, when
compared with people with ABI without a communication
disability. Research that is representative of PWCD is an
imperative if equal access to interventions is to be
achieved.
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