
 
 

CONVERSATIONAL INTELLIGENCE AFTER STROKE: 

A DRUG TRIAL 
 
 
 
 
 
 

Tali Frankel 
 
 
 
 
 
 
 
 
 
 

A dissertation submitted to the Faculty of Humanities,  

School of Human and Community Development,  

University of the Witwatersrand, Johannesburg 

in fulfilment of the requirements for 

the degree of Doctor of Philosophy 

 

 

 

 

 

 

 

 

 

 

August, 2008 

 

 
 



ii 
 
 
 

DEDICATION 
 

Most of the ten participants who agreed to take part in this study expressed a desire to feel useful again, 
to be heard and to stop being invisible. I dedicate this research to them for their bravery and for their 
optimism. The challenges they experience; their confrontations every day with the things they have 
lost; are not translatable into words. 
 
 
‘That’s the trouble with being in a caring profession when you can’t be in it anymore you feel, “Oh 
well. Now what do I do?” and I keep trying to comfort myself or say, “Well you can still be an example 
to people how to- how to handle yourself in a positive man- manner. Even after a stroke. And you’ll be 
an example to your family and your grandchildren too”. Oh I would love to be useful again’   (Felicity) 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



iii 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

DECLARATION 
 

I, Tali Frankel, declare that this dissertation is my own unaided work,  

except for technical assistance as detailed in the Acknowledgements;  

that I am responsible for the text of this study and all conclusions reached;  

and that no part of this dissertation has been submitted for a degree at any other university. 

 
 
 
 
 
 
 

 
  __________________________________    _________________ 

  Tali Frankel        Date 

 

 

 

 

 

 

 



iv 

ACKNOWLEDGEMENTS 

I would like to express my enduring gratitude to the following people and institutions for their 

invaluable assistance and who have made this experience enlightening, inspiring, reassuring and filled 

with companionship.  

 

Professor Claire Penn:  My supervisor, for sharing her commanding knowledge of this field and all 

matters related; for her creativity and insightfulness which provided a clear vision; for being 

supportive and enthusiastic when I most needed encouragement; and for always anticipating 

excellence.  I have learned so much.   

 

Dr David Saffer: The study’s consulting neurologist, for his never-ending supply of generosity of time  

and spirit; for being my advocate in initially driving this project. His involvement ensured that 

my participants were all in safe and caring hands – they could not have been better looked after 

by anyone.  

 

Digby Ormond-Brown: The study’s consulting neuro-psychologist, for endless patient hours creating  

and refining the assessment battery; for assistance with administration and interpretation of the 

data in the pilot phase; and for always being welcoming, even at unsociable hours.  

 

Peter Fridjhon: Expert statistician and research designer, for his sound advice, lively debate and for all  

his support during the many years he has watched my development as a clinician/researcher. 

Thank you so much for nurturing that process and encouraging critical thought.  

 

Dr. Beulah Sonnenberg, Avril Cummins and Jennifer Watermeyer: The external raters, for their very  

valuable time and the care with which they assessed and analysed their data. Their input made a 

significant contribution to this study.  

 

Mike Greyling: Statistician, for his competent and efficient handling of the statistical material. 

 

UCB Pharma and in particular Dr. Pieta Serfontein, for his support and assistance with mobilising this  

project and promoting it to all the right people, in the right places at the right times. The 

financial aid from UCB was much appreciated.  



v 

 

The following institutions awarded scholarships, for which I am and will always be deeply grateful:  

Deutscher Akademischer Austausch Dienst 

National Research Foundation Prestigious Award 

University of the Witwatersrand  

• Faculty Research Committee Grant 

• Local Merit Award 

• University Postgraduate Merit Award 

 

The ten stroke participants, their families, friends and caregivers for allowing me into their homes and  

lives and for allowing me to tell their stories. 

 

The non-neurologically impaired volunteers, for their good will, enthusiasm and time.  

 

To our community of special friends, for their genuine warmth and support of me; for always showing  

interest and imparting the encouragement so desperately needed in an undertaking like this, and 

for commiserating with Darryl and keeping him company during many long, lonely hours.  

 

My beloved parents, Michael and Leonie Rootshtain, and treasured siblings, my sister Ayelet and  

brothers Uriel, Raphi and Gavi, for everything - always. For giving me the belief in my capacity 

to accomplish good in this world, for engendering commitment and determination, for all the 

love that has sustained and will always nourish me. A special thank you to mom for loving me 

enough to actually read this with your sharp eye and red pen. 

 

My husband Darryl and children Dani and Amit, words will never be enough. I cherish you every day;  

you are my exceptional gifts and blessings. Thank you for allowing me to do this, thank you for 

holding my hand at the start, for urging me on through the initial bumps, for your shared 

indignation at the potholes, for providing a constant stream of sustenance – both emotional and 

gastronomic - when resources were low, for pushing from behind when I felt ready to drop out 

and for cheering when I crossed the finish line.  

 



vi 

 

LIST OF RELATED WORK 

 

This research has generated interest in a number of related but not directly relevant topics. Some of this 

work has been prepared for publication and is accordingly listed below. Where applicable this research 

is mentioned or elaborated on within the body of the thesis. My thanks go to fellow clinicians and 

researchers who collaborated on these projects.  

 

Frankel, T. & Penn, C. (2007). Perseveration and conversation in TBI: Response to pharmacological  
intervention. Aphasiology, 21 (10/11), 1039–1078. 

 
Frankel, T., Penn, C., & Ormond-Brown, D. (2007). Executive Dysfunction as an explanatory  

basis for conversation symptoms of aphasia: A pilot study. Aphasiology, 21 (6,7,8), 814–828. 
 
Penn, C., Frankel, T., Watermeyer, J. & Müller, M. (accepted). Informed Consent and Aphasia:  

Evidence of Pitfalls in the Process. Aphasiology 
 
Penn, C., Frankel, T., Watermeyer, J. & Russell, N. (accepted). Executive function and  

conversational strategies in bilingual aphasia. Aphasiology 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



vii 

ABSTRACT 
 

Background: Conversation is the archetypal mode of communication. As a process it draws on numerous skills, 
and predispositions, adapting to dynamic contexts and coordinated in highly sophisticated ways for successful 
interaction. The combination of these abilities with contextual variables coalesces uniquely to represent what this 
research proposes to be conversational intelligence. It is argued here that high levels of conversational 
intelligence rest to a large degree on executive functions (EF) which are steadily becoming more widely 
acknowledged and researched within the communication domain. The impairment of EF in neurologically 
injured individuals has significant, though as yet undisclosed, repercussions for recovery, response to therapy 
and ability to integrate communication skills in every day interactions to support conversational success. This 
study incorporates some new approaches to the study of communication disorders following stroke, including 
conversation, executive functions and the possibility of pharmacological intervention.  
 
Aims: The aims of this study were to describe in detail the language, executive function and conversational 
characteristics of ten individuals who had experienced strokes and to examine the relationships among these 
three areas of functioning. In addition, this research investigated the response of these ten participants to 
pharmacological therapy on a one month trial of Leviteracetam (LEV).  
 
Methods and Procedures: Ten individuals who had suffered single incident strokes were recruited from local 
community and rehabilitation facility referrals. All ten participated in a four stage randomised, double blind 
investigation including baseline, active, placebo and withdrawal phases. At each stage participants underwent 
testing on an EF battery and were recorded having conversations with familiar interlocutors. In addition, 
significant others completed a rating scale assessing affective features and behaviours and language testing was 
conducted at the baseline phase using the WAB. The language and EF data were scored and the conversations 
subjected to Conversation Analysis. For each participant, profiles were created and assessed for inter-
relationships between the executive characteristics and conversational features representative of each executive 
construct. Repeated measures analysis of variance was conducted on EF data for the four phases of the study to 
determine significant pharmacological effects.  
 
Outcomes and Results: The majority of the sample presented with significant EF deficits across most areas 
assessed. Two participants presented with essentially intact profiles which were not explained in terms of types 
of aphasia or site of lesion. Language results proved to be inconsistently associated with EF deficits, but 
conversational features reflected underlying executive strengths or deficits with greater consistency. Two 
participants experienced amelioration (though not statistically significant) of interference control during the 
active phase, with observable improvements in conversational skill. One participant demonstrated improved 
conversation without a change in EF scores. The response to LEV is evaluated with reference to potential 
alternatives.  
 
Conclusions: The existence of EF deficits in individuals with stroke is demonstrated. Furthermore, the impact of 
these impairments is considerable and observable during naturally occurring conversations, suggesting the 
centrality of the EF contribution to conversational intelligence. The lack of association between formal language 
test scores and EF impairments argues for the inclusion of more authentic assessment approaches for stroke 
patients. The data is explored in terms of specific consequences of different lesion sites on EF and 
communication and briefly addresses bilingualism as a potential variable in explaining some of the variations in 
the data. Pharmacotherapy is addressed as an important focus of future research protocols. Implications for 
assessment and treatment are discussed as well as proposals for future study. 
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A NOTE ON ANONYMITY 

 

When the participants were approached about taking part in this study, they were told that their 

identities would be protected and that they were entitled to anonymity. Two stated that they would be 

happy to choose pseudonyms for the purposes of the presentation of the results. One stated that it made 

no difference one way or the other. The other seven not only said that they would have no reservations 

about their own names being used but specifically requested that they be named. When asked why, they 

unanimously said that their strokes have to a greater or lesser extent effectively removed them from the 

public eye. They have been transformed into people who inhabit private and unarticulated lives despite 

the fact that they want to be heard, want to be “useful” and want “a voice”. The participants have 

reserved the right to claim ownership of their contributions. Eight of them are therefore deliberately 

named: Cecil, Felicity, Grace, Jeannette, John, Mel, Margaret and Tumi. Jane* and Paul* chose instead 

to be identified by pseudonyms.  

 

In the conversational transcripts, all participants are identified by their initials. When the researcher is 

the interlocutor, she is represented by the letter R. Friends, family members or spouses are also 

identified by initials and are acknowledged in the text.  


