
TRIALS
Nouwens et al. Trials 2013, 14:24
http://www.trialsjournal.com/content/14/1/24
STUDY PROTOCOL Open Access
Rotterdam Aphasia Therapy Study (RATS) – 3:
“The efficacy of intensive cognitive-linguistic
therapy in the acute stage of aphasia”; design of
a randomised controlled trial
Femke Nouwens1*, Diederik WJ Dippel1, Marjolein de Jong-Hagelstein1, Evy G Visch-Brink1, Peter J Koudstaal1,
Lonneke M L de Lau1,2 and RATS-3 investigators
Abstract

Background: Aphasia is a severely disabling condition occurring in 20 to 25% of stroke patients. Most patients with
aphasia due to stroke receive speech and language therapy. Methodologically sound randomised controlled trials
investigating the effect of specific interventions for patients with aphasia following stroke are scarce. The currently
available evidence suggests that intensive speech and language therapy is beneficial for restoration of
communication, but the optimal timing of treatment is as yet unclear.
In the Rotterdam Aphasia Therapy Study-3 we aim to test the hypothesis that patients with aphasia due to stroke
benefit more from early intensive cognitive-linguistic therapy than from deferred regular language therapy.

Methods/design: In a single blinded, multicentre, randomised controlled trial, 150 patients with first ever aphasia
due to stroke will be randomised within two weeks after stroke to either early intensive cognitive-linguistic therapy
(Group A) or deferred regular therapy (Group B). Group A will start as soon as possible, at the latest two weeks after
stroke, with a four week period of one hour a day treatment with cognitive-linguistic therapy. In Group B
professional speech and language therapy is deferred for four weeks. After this period, patients will follow the
conventional procedure of speech and language therapy. Participants will be tested with an extensive linguistic test
battery at four weeks, three months and six months after inclusion. Primary outcome measure is the difference in
score between the two treatment groups on the Amsterdam-Nijmegen Everyday Language Test, a measure of
everyday verbal communication, four weeks after randomisation.

Trial registration: This trial is registered in the Dutch Trial Register (www.trialregister.nl), NTR3271.

Keywords: Aphasia, Stroke, Cognitive-linguistic therapy, Treatment, Timing, Intensity, RCT
Background
About one fifth to a quarter of all stroke patients suffer
from aphasia [1]. Aphasia after stroke is a major health
problem with dramatic consequences for the quality of
life of affected individuals. Communication is essential
in daily life and may influence the outcome of rehabilita-
tion [2], since different forms of therapy are usually
instructed verbally. Hence, speech and language therapy
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(SLT) is considered very important in the acute phase
after stroke.
The effectiveness of SLT has been evaluated in a variety

of studies, many of which relied on small samples and
were of limited methodological quality. Recently the
Cochrane Collaboration has published a review of 39 trials
on the efficacy of language therapy for aphasia after stroke
[3]. The authors conclude that there is some evidence that
SLT is more effective than no SLT for recovery of commu-
nication after stroke and that efficacy of SLT seems to be
influenced by intensity of therapy. However, they empha-
sise that these results should be interpreted cautiously, as
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many studies lack proper methodology and comparison
across studies is hampered by a large degree of heterogen-
eity regarding characteristics of the study population, ap-
plied treatment methods, timing and duration of therapy,
and outcome assessments.
There are two main approaches in aphasia treatment:

cognitive-linguistic therapy (CLT) and communicative or
functional therapy [4]. CLT focuses on deficits in linguistic
components, such as semantics (word meaning), phon-
ology (speech sounds) and syntax (sentence level), and
aims at restoring linguistic processes that are the founda-
tion of language. Communicative therapy focuses on com-
pensation by making use of all communicative channels;
patients learn to utilise preserved verbal as well as nonver-
bal communicative functions. Communicative therapy is
provided in a realistic everyday environment and uses ges-
tures, communication aids, such as an icon board, role
plays and the Promoting Aphasics’ Communicative Effect-
iveness (PACE) method [5]. CLT is mostly applied in early
stages after stroke and communicative therapy later on.
Our group previously studied the efficacy of CLT, aimed

at semantic and phonological processing, in comparison
to communicative therapy in the acute stage of aphasia in
the Rotterdam Aphasia Therapy Study (RATS) – 2 [6]. A
total of 80 aphasic patients were randomised to either
CLT or communicative therapy for six months, starting
within three weeks after the stroke. We found no signifi-
cant difference between groups on the primary outcome
measure, the Amsterdam-Nijmegen Everyday Language
Test, A-scale (ANELT-A) [7]. However, the majority of the
secondary outcome measures on semantics and phonology
were in favour of CLT. Perhaps the treatment intensity of
both interventions, on average 2.1 hours per week, was in-
sufficient to generate a significant treatment effect on top
of spontaneous recovery [8-10].
Recovery of communication usually occurs shortly after

stroke [11-14]. Most likely restoration of the perilesional
network in the left hemisphere is the primary mechanism
underlying this spontaneous recovery [15]. Therapeutic
strategies to restore cerebral blood flow, such as thromb-
olysis, enhance spontaneous recovery. SLT is aimed at
stimulating cortical networks involved in language, hence
increasing blood flow to these damaged areas. CLT espe-
cially stimulates the linguistic cortical network through
specific exercises for linguistic components, such as
semantics, phonology and syntax [4]. Hence SLT, and in
particular CLT, is thought to contribute positively to spon-
taneous recovery of language [14,15]. Some, therefore,
claim that the focus of SL-therapists in the acute stage of
aphasia, when restoration of the linguistic network is still
plausible, should be on CLT [14,16].
In this respect, several clinical studies suggest that ther-

apy provided immediately after stroke results in more
beneficial effects than deferred treatment [11]. In a review
article that was not restricted to randomised trials but also
included studies with other designs, the authors conclude
that SLT in the acute stages of aphasia following stroke is
almost twice as effective as natural recovery alone [10].
This assumes the presence of a “critical period” after
stroke during which the brain is more susceptible to re-
habilitation. Furthermore, it implies that SLT should be
initiated as soon as possible after stroke. This assumption
also suggests that if SLT is initiated too late, recovery
might be restricted. The length of this supposed “critical
period”, however, is unclear and optimal timing of therapy
remains uncertain.
A second mechanism of recovery is neural plasticity [17].

Intensive training, for instance, massed practise, is thought
to trigger remodelling and consolidation of neural net-
works [15]. Efficacy of SLT is considered to be related to
intensity [8]. In the Cochrane systematic review of rando-
mised controlled trials on SLT for aphasic stroke patients,
it was shown that efficacy of SLT positively correlated with
treatment intensity, although this was related to more
therapy drop-outs [3]. However, a recently published pilot
study on intensive SLT in 59 acute stroke patients with
aphasia suggests that early intensive SLT is feasible in the
acute stage after stroke [18]. The number of drop-outs or
deaths reported in the intervention group with daily ther-
apy was not higher than in the control group with usual
care therapy.
Another trial, in which 123 aphasic patients were ran-

domised for intensive SLT (three weeks of daily SLT for
45 minutes on workdays, starting within two days after
stroke) or control condition (no SLT for three weeks) in
the acute stage of aphasia, showed no significant differ-
ences between groups on the primary outcome measure
ANELT-A [7,19]. The authors conclude that not all
patients with aphasia after stroke benefit from early in-
tensive SLT, but it can be questioned whether therapy in
this study was sufficiently intensive [8-10].
Based on the currently available evidence, we suggest

an optimal regime of early initiated intensive CLT for
aphasia after stroke. This regime will be studied in the
Rotterdam Aphasia Therapy Study (RATS) – 3.
Objective
The objective of this study is to test the hypothesis that
patients with aphasia after stroke benefit more from
early initiated intensive cognitive-linguistic therapy than
from deferred regular SLT.
Methods
RATS-3 is a multicentre, stratified (for centre of inclu-
sion and severity of aphasia) single-blinded randomised
controlled trial with parallel groups (see Figure 1).



Figure 1 Flow diagram of the RATS-3 study design.
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Participants and recruitment
RATS-3 is coordinated by the Erasmus MC – University
Medical Center Rotterdam, and over 40 hospitals, nurs-
ing homes and rehabilitation centres in The Netherlands
participate. SL-therapists in participating centres are
trained and supervised by the trial team.
Hospitalised patients with aphasia due to stroke are

screened by the local SL-therapist for eligibility with the
inclusion and exclusion criteria within two weeks after
stroke (see Table 1).
Written informed consent is acquired by the local SL-

therapist from eligible patients and/or their family. Patient
information and consent forms are approved by the med-
ical ethical committee of the Erasmus MC – University
Medical Center Rotterdam. Local SL-therapists will in-
form the RATS-3 team of every new participant.



Table 1 Eligibility criteria for the Rotterdam Aphasia
Therapy Study (RATS) – 3

Inclusion criteria:

1. Aphasia after stroke, determined by a neurologist or rehabilitation
physician and speech and language therapist;

2. Within two weeks after stroke;

3. Testable with ScreeLing [20];

4. Aphasia ascertained with shortened Token Test [21] and/or a score
<5 on Goodglass Aphasia Severity Rating Scale [22];

5. Age between 18 and 85 years;

6. Language near native Dutch;

7. Life expectancy of more than six months.

Exclusion criteria:

1. Pre-existing aphasia;

2. Subarachnoid/subdural haemorrhage/hematoma;
3. Severe threats to success and/or feasibility of language

therapy:
a. Severe dysarthria;
b. Premorbid dementia;
c. Illiteracy;
d. Severe developmental dyslexia;
e. Severe visual perceptual disorders;
f. Recent psychiatric history.

Table 2 Illustration of CLT with the semantic therapy
program BOX and the phonological program FIKS

Semantic therapy program BOX Subject: word meaning Objective:
consolidate the internal semantic network to improve word finding
Presentation: oral, visual or by computer (eBOX)

Examples:

Word level Sentence level

Which word does not match? Is this sentence correct?

Ruler The balloon flies in the air.

Musical scale Correct.

Gauge

Balance The candle is burning embittered.

Measuring tape Incorrect. Please correct the sentence.

Phonological therapy program FIKS Subject: processing and
production of speech sounds Objective: consolidate the internal
phonological network and improve production of speech, to improve
word finding Presentation: oral, visual or by computer (eFIKS)
Examples:
Word level

Which word is printed here? tion trans la = translation

Read it out loud please. ment ta tes = testament

Sentence level

Please finish the sentence with a
rhyming word:

The enthusiastic amateur cook,

read the recipe carefully in his
cooking- . . .
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Baseline tests
All candidates will be tested with the ScreeLing [20], a
screening instrument for aphasia. Aphasia is ascertained
by the shortened version of the Token Test [21] and a
sample of spontaneous speech assessed with the Good-
glass Aphasia Severity Rating Scale [22]. Activities of
daily life will be reported with the Barthel Index [23]
and observational data on social and (neuro)psycho-
logical functioning and wellbeing will be collected with
the MAAS (Multi-axial Aphasia System [24]).

Randomisation
Each participant is assigned to either Group A or Group B
by restricted randomisation via stratification for severity of
aphasia and centre of inclusion. The allocation sequence is
computer generated and concealed in consecutively num-
bered, opaque, sealed envelopes. The trial coordinator ran-
domises participants to treatment groups after severity of
aphasia is assessed. A score on the Goodglass Aphasia Se-
verity Rating Scale [22] of 0 to 2 is considered to reflect
severe aphasia and a score of 3 to 5 reflects moderate to
mild aphasia.

Intervention
As soon as possible after randomisation the intervention
period of four weeks starts, during which Group A
receives early intensive CLT and Group B receives no SLT.

Intervention group: Group A (N = 75)
Participants allocated to Group A receive intensive CLT
with the treatment programs BOX [25] and/or FIKS
[26]. The BOX and FIKS programs are commonly used
in The Netherlands and aim at the improvement of word
finding (see Table 2). BOX focuses on semantics and
FIKS on phonology. Both interventions are well outlined,
which ensures homogeneity of treatment in this group
[6]. BOX and FIKS consist of several subparts that pro-
vide a large number of specific exercises, to treat various
layers of semantic and phonological processing. Exer-
cises can be presented visually and/or orally and require
receptive and productive skills. Each subpart contains
different levels of complexity, which makes these pro-
grams suitable to all types and severity levels of aphasia.
Both programs are also available on computer (eBOX
and eFIKS) to facilitate homework.
Therapy will start at the latest two weeks after stroke.

However, as soon as participants are included and ran-
domised, therapy can be started.
Recent findings on intensity of treatment [3,8] suggest

that one hour of language therapy per day is sufficiently
intensive to generate an effect of therapy on top of the
effect of spontaneous recovery. This high intensity is un-
common in The Netherlands. Therefore SL-therapists
will treat participants at least two hours a week, supple-
mented with homework using paper or digital versions
of the therapy programs. The SL-therapists register all
therapy sessions in minutes on special registration
forms. These forms will be handed to the patient and/or
his caretaker also for homework registration.



Table 3 Linguistic test battery of RATS-3

General communication tests

- ANELT-A: communicative functioning in daily life [7];

- Semi-standardised interview for spontaneous speech rated with
Goodglass Aphasia Severity Rating Scale [22];

- Sabadel: connected speech [27];

- ScreeLing: screening of three linguistic components: semantics,
phonology and syntax [28];

- Token Test, short version: measures severity of aphasia [21];

- Boston Naming Test: identifies word finding difficulties [29].

Specific semantic tests

- Semantic Association Test, verbal version (SAT) [30];

- Comprehensive Aphasia Test, word comprehension (CAT) [31];

- Semantic Word Fluency [32].

Specific phonological tests

- Nonword repetition, PALPA [33];

- Auditory Lexical Decision, PALPA [33];

- Letter Fluency [34].

General

- Barthel Index: activities of daily life [23];

- Multi-Axial Aphasia System (MAAS) [24];

- Partner ANELT: partner’s perspective on the patient’s communicative
functioning [35];

- Self evaluation of communicative functioning on a 0 to10 scale;

- EuroQol: quality of life [36];

- Modified Rankin Scale: activities of daily life [37].
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The trial coordinator contacts SL-therapists every
week to check whether the allocated treatment is ad-
equately applied and ask if any problems arise complying
with the protocol.

Control group: Group B (N = 75)
Language therapy is deferred in Group B. Regular language
therapy will start four weeks after randomisation. During
these four weeks no SLT is allowed. SL-therapists, however,
will be attentive to participants in Group B. They may in-
form the patient and his caretakers about aphasia and its
consequences and provide advice to avoid severe communi-
cation distress. Additional diagnostic tests and specific
observations on communicative functioning may be per-
formed to set detailed therapy goals.
Therapy after four weeks by a SL-therapist will be

arranged if the patient is discharged home. The trial co-
ordinator will keep in contact with the patient during
these four weeks. If the patient is released to a rehabili-
tation centre or nursing home, the coordinator will con-
tact the SL-therapist after two weeks to evaluate
whether the protocol can be followed correctly.

Follow-up measurements
Verbal communicative abilities of participants will be evalu-
ated four weeks after randomisation, three months after in-
clusion and six months after inclusion, using an extensive
linguistic test battery (see Table 3). Tests requiring a verbal
response are recorded digitally. All SL-therapists receive a
manual for the administration of the linguistic tests. Results
will be scored in a booklet containing all score forms per
test moment. The trial team will score all tests and report
the results to the SL-therapists.
Aphasia type will be determined with the Aachen

Aphasia Test (AAT, [38]) between the fourweek and
threemonth test. This period after spontaneous recovery
is chosen because we assume aphasia type will then be
stabilised.

Sequel after the four week test
Regular language therapy will start in Group B and
Group A continues with regular therapy after the four-
week test. Regular therapy in The Netherlands comprises
a combination of CLT and communicative therapy and
focuses mainly on therapy goals set by the patient. Regu-
lar therapy intensity is on average approximately two
hours per week [39]. Registration of therapy sessions
and therapy type (either CLT or communicative or a
combination) will be continued, although not as meticu-
lously as during the four weeks of intervention.

Primary outcome
The primary outcome measure in RATS-3 is the differ-
ence in the score on the ANELT-A [7] at the four week
test moment (after intervention) between the two
groups. CLT aims at improving linguistic skills, which
theoretically results in better daily communication. The
A-scale of the valid and reliable ANELT [40] measures
verbal communicative ability. Participants’ verbal
responses to 10 everyday communicative scenarios are
scored on a five-point scale for information content.
Secondary outcomes
The difference in scores between groups at the four week
test on the Semantic Association Test (SAT), verbal ver-
sion [30]; Semantic Word Fluency [32], Psycholinguistic
Assessment of Language Processing in Aphasia (PALPA),
Nonword repetition [33]; PALPA, Auditory Lexical Deci-
sion [33]; and Letter Fluency [34] will be used as secondary
outcome measures. Other secondary outcomes are differ-
ences in all test scores at three months, and differences in
scores on the EuroQol (quality of life) [36] and Modified
Rankin Scale (functional outcome) [37].
Tertiary outcomes
Scores on the above mentioned tests at six months after
inclusion, including ANELT-A, will be used as tertiary
outcome measures.



Table 4 Provisional list of participating centres and the
principal local investigators*

Hospitals Principal Investigator

Haven Ziekenhuis, Rotterdam Ida Boas

Sint Franciscus Gasthuis, Rotterdam Joyce van Dalen

Ikazia Ziekenhuis, Rotterdam Mathanja Sibon

Maasstad Ziekenhuis, Rotterdam Fabiënne Stok

Vlietland Ziekenhuis, Schiedam Obbe de Roos

IJsselland Ziekenhuis, Capelle aan de IJssel Ingrid Arp

Reinier de Graaf Gasthuis, Delft Jolanda van Veldhuizen

MCH Westeinde, Den Haag Marike Kamphuis,

MCH Antoniushove, Leidschendam Christa Kerkhof

Haga Ziekenhuis, Den Haag Nienke Splinter

VUMC, Amsterdam Antoinette Keulen

Diaconessenhuis, Meppel Cock Meijs

Rivas, Beatrix Ziekenhuis, Gorinchem Wieteke Musterd

Amphia Ziekenhuis, Breda Sylvia Goosen

Rehabilitation centres Principal investigator

Laurens Antonius, Binnenweg, Rotterdam Siri Siepel

Laurens Antonius, IJsselmonde, Rotterdam Ankerien Gerritse

Rijndam, Central clinic, Rotterdam Mieke van de Sandt

Rijndam, Central outpatient centre, Rotterdam Miranda de Waard-van
Rijn

Rijndam, Vlietland outpatient centre, Schiedam Merle Paterson

Rijndam, De Waarden outpatient centre,
Gorinchem

Wieteke Musterd

Vlietland Ziekenhuis outpatient centre,
Schiedam

Obbe de Roos

Centrum voor Reuma en Revalidatie,
Rotterdam

Anke de Meij

Maasstad Ziekenhuis outpatient centre,
Rotterdam

Fabiënne Stok

Zonnehuis, Vlaardingen Suzanne van Almenkerk

Sophia Revalidatie, Delft Marjolein Zomerdijk

Stichting Pieter van Foreest, Delft Margot van
Vorstenbosch

Sophia Revalidatie, Den Haag Elske van Egmond

Florence, Gulden Huis, Den Haag Charlotte Schmitz

Florence, Huize Westhoff, Rijswijk Charlotte Schmitz

Florence, Mariahoeve, Den Haag Charlotte Schmitz

Zonnehuis, Amstelveen Jan van Olsthoorn

Reade, Amsterdam Laurien Sietsma

De Volckaert-SBO, Oosterhout Marianne Slabbekoorn

Stichting Elisabeth, Breda Judith van Bree

Thebe Aeneas, Breda Cirsten van Gelder

De Riethorst-Stromenland, Geertruidenberg Cirsten van Gelder

Stichting Bilthuysen, De Biltse Hof, Bilthoven Melanie Swens

Zorgcombinatie Noorderboog, Reggersoord,
Meppel

Nelleke Loseman

Stichting Groenhuysen, Roosendaal Saskia Aarts

Avoord Zorg en Wonen, Etten-Leur Nancy Schuurman

Table 4 Provisional list of participating centres and the
principal local investigators* (Continued)

Stichting SHDH, Janskliniek, Haarlem Annet Voogd

Stichting Afasietherapie, Amsterdam Marieta Gerarts

Rivas, Waerthove, Sliedrecht Wieteke Musterd

Rivas, Lingesteijn, Leerdam Wieteke Musterd

Rivas, Het Gasthuis, Gorinchem Wieteke Musterd
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Sample size
A sample of 75 participants in each group, a total of 150
participants, is estimated to provide 84% power to detect a
statistically significant difference on the primary outcome
measure between groups at a 5% two-sided significance
level. An inclusion period of two years is estimated to be
required for recruitment.
Blinding
Due to the intervention type, therapy or no therapy, it is
impossible for participants and SL-therapists to be blinded
for intervention. Assessment of the primary outcome, how-
ever, will be blinded. Two experienced independent obser-
vers, who are blinded for treatment allocation and test
moment, will score the primary outcome measure
ANELT-A. The mean score of both independent observers
will be used in the analyses. Interobserver agreement will
be assessed by means of a plot of differences between
scores versus their mean. The mean difference between
observers will be calculated with a 95% confidence interval.
Statistical analyses
Difference in score on ANELT-A between groups will be
compared with analysis of covariance (ANCOVA) with a
95% confidence interval, adjusted for baseline severity.
Baseline severity is determined according to the Good-
glass Aphasia Severity Rating Scale [22] in a sample of
spontaneous speech.
This method will also be used for the additional linguis-

tic tests in the secondary and tertiary outcome measures.
Ethics
The RATS-3 study protocol is approved by the inde-
pendent medical ethical committee of the Erasmus MC –
University Medical Center Rotterdam (MEC-2005-347),
and registered in the Dutch Trial Register (NTR3271) [41].
Trial status
The trial started January 2012. We estimate that inclu-
sion will be finished in January 2014.
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Appendix
In Table 4, we publish the list of participating centres
updated until August 2012. This list is not final as we
are still actively recruiting centres.

Abbreviations
ANELT: Amsterdam-Nijmegen everyday language test; CAT: Comprehensive
aphasia test; CLT: Cognitive linguistic treatment; MAAS: Multi-axial aphasia
system; PACE: Promoting Aphasics’ Communicative Effectiveness;
PALPA: Psycholinguistic assessment of language production in aphasia;
RATS-3: Rotterdam aphasia therapy study – 3; SAT: Semantic association test;
SLT: Speech and language therapy; SL-therapist: Speech and language
therapist.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
DD, PK, MJ, EV and LL conceived the study and designed this trial. LL is the
principal investigator and FN is the trial coordinator. EV, MJ and FN will
acquire the data, which FN will primarily analyse and interpret. LL and FN
wrote the first draft of the manuscript, which was critically revised by MJ, EV,
DD and PK. All authors have read and approved the final manuscript.

Authors’ information
MJ, DD, PK and EV conducted the preceding RATS-2 study in which the
efficacy of impairment directed language therapy was tested in comparison
to communicative therapy [6]. MJ initiated RATS-3 and started data
collection. From 1 January 2012, FN has taken over the coordinating tasks of
MJ.

Acknowledgements
We thank Mieke van de Sandt-Koenderman, PhD; Marion Smits, PhD and
Carolina Mendez Orellana, MSc for their suggestions and collaboration. We
appreciate the help of Hester Lingsma, PhD with methodological and
statistical issues. We would like to thank all local SL-therapists who will
actively participate in this trial. This study is financially supported by a
fellowship of Hersenstichting Nederland (Dutch foundation for brain
research) granted to LL.

Author details
1Department of Neurology, Erasmus MC – University Medical Center
Rotterdam, P.O. Box 2040, CA 3000, Rotterdam, The Netherlands.
2Department of Neurology, Slotervaart Hospital, Amsterdam, The
Netherlands.

Received: 21 September 2012 Accepted: 21 November 2012
Published: 23 January 2013

References
1. Vaartjes I, van Dis I, Visseren FLJ, Bots ML: Cardiovascular diseases in The

Netherlands in women and men. In Cardiovascular Diseases in The
Netherlands in 2011. Facts on Lifestyle and Risk Factors. Edited by Vaartjes I,
van Dis I, Visseren FLJ, Bots ML. Den Haag: Dutch Heart Foundation;
2011:7–22.

2. Bowen A, Hesketh A, Patchick E, Young A, Davies L, Vail A, Long A, Watkins
C, Wilkinson M, Pearl G, Lambon Ralph M, Tyrrell P, ACT NoW investigators:
Clinical effectiveness, cost-effectiveness and service users’ perceptions of
early, well-resourced communication therapy following a stroke: a
randomised controlled trial (the ACT NoW Study). Health Technol Assess
2012, 16:1–160.

3. Brady MC, Kelly H, Godwin J, Enderby P: Speech and language therapy for
aphasia following stroke. Cochrane Database Syst Rev 2012, 5:CD000425.

4. Visch-Brink EG, Wielaert S: Impairment directed therapy and/or
communicative therapy for impaired functions in aquired aphasia?
Stem-, Spraak- en Taalpathol 2005, 13:153–173.

5. Davis GA, Wilcox MJ: Adult Aphasia Rehabilitation: Applied Pragmatics.
San Diego, CA: Singular; 1985.

6. de Jong-Hagelstein M, van de Sandt-Koenderman WM, Prins ND, Dippel DW,
Koudstaal PJ, Visch-Brink EG: Efficacy of early cognitive-linguistic treatment
and communicative treatment in aphasia after stroke: a randomised
controlled trial (RATS-2). J Neurol Neurosurg Psychiatry 2011, 82:399–404.

7. Blomert L, Koster C, Kean ML: Amsterdam-Nijmegen Everyday Language Test.
Lisse, The Netherlands: Swets & Zietlinger; 1995.

8. Bhogal SK, Teasell R, Speechley M: Intensity of aphasia therapy, impact on
recovery. Stroke 2003, 34:987–993.

9. Cherney LR, Patterson JP, Raymer AM: Intensity of aphasia therapy:
evidence and efficacy. Curr Neurol Neurosci Rep 2011, 11:560–569.

10. Robey RR: A meta-analysis of clinical outcomes in the treatment of
aphasia. J Speech Lang Hear Res 1998, 41:172–187.

11. Teasell R, Bitensky J, Salter K, Bayona NA: The role of timing and intensity
of rehabilitation therapies. Top Stroke Rehabil 2005, 12:46–57.

12. Saur D, Lange R, Baumgaertner A, Schraknepper V, Willmes K, Rijntjes M,
Weiller C: Dynamics of language reorganization after stroke. Brain 2006,
129:1371–1384.

13. Pulvermuller F, Berthier ML: Aphasia therapy on a neuroscience basis.
Aphasiology 2008, 22:563–599.

14. Code C: Multifactorial processes in recovery from aphasia: developing
the foundations for a multileveled framework. Brain Lang 2001, 77:25–44.

15. Berthier ML, Garcia-Casares N, Walsh SF, Nabrozidis A, Ruíz de Mier RJ,
Green C, Dávila G, Gutiérrez A, Pulvermüller F: Recovery from post-
stroke aphasia: lessons from brain imaging and implications for
rehabilitation and biological treatments. Discov Med 2011,
12:275–289.

16. Cicerone KD, Dahlberg C, Malec JF, Langenbahn DM, Felicetti T,
Kneipp S, Ellmo W, Kalmar K, Giacino JT, Harley JP, Laatsch L, Morse
PA, Catanese J: Evidence-based cognitive rehabilitation: updated
review of the literature from 1998 through 2002. Arch Phys Med
Rehabil 2005, 86:1681–1692.

17. Berthier ML, Pulvermuller F: Neuroscience insights improve
neurorehabilitation of poststroke aphasia. Nat Rev Neurol 2011, 7:86–97.

18. Godecke E, Hird K, Lalor EE, Rai T, Phillips MR: Very early poststroke
aphasia therapy: a pilot randomized controlled efficacy trial. Int J Stroke
2012, 7:635–644.

19. Laska AC, Kahan T, Hellblom A, Murray V, von Arbin M: A randomized
controlled trial on very early speech and language therapy in acute
stroke patients with aphasia. Cerebrovasc Dis Extra 2011, 1:66–74.

20. El Hachioui H, Sandt-Koenderman MW, Dippel DW, Koudstaal PJ, Visch-Brink
EG: The ScreeLing: occurrence of linguistic deficits in acute aphasia post-
stroke. J Rehabil Med 2012, 44:429–435.

21. De Renzi E, Faglioni P: Normative data and screening power of a
shortened version of the Token Test. Cortex 1978, 14:41–49.

22. Goodglass H, Kaplan E: The Assessment of Aphasia and Related Disorders.
Philadelphia, PA: Lea and Febiger; 1972.

23. Mahoney FI, Barthel DW: Functional evaluation: the Barthel Index. Md
State Med J 1965, 14:61–65.

24. van de Sandt-Koenderman WM, van Harskamp F, Duivenvoorden HJ,
Remerie SC, van der Voort-Klees YA, Wielaert SM, Ribbers GM, Visch-Brink
EG: MAAS (Multi-axial Aphasia System): realistic goal setting in aphasia
rehabilitation. Int J Rehabil Res 2008, 31:314–320.

25. Visch-Brink EG, Bajema IM: BOX, a Semantic Therapy Program. Lisse, The
Netherlands: Swets & Zeitlinger; 2001.

26. Van Rijn M, Booy L, Visch-Brink EG: FIKS, a Phonological Therapy Program.
Lisse, The Netherlands: Swets & Zeitlinger; 2000.

27. Van Sabadel EP, Signoret JL, Pillon B: Unusual Stories for Conversation. Paris:
Médecine et Sciences Internationales; 1982.

28. Visch-Brink EG, Van de Sandt-Koenderman M: El Hachioui H: ScreeLing.
Houten: Bohn Stafleu van Loghum; 2010.

29. Kaplan E, Goodglass H, Weintraub S: Boston Naming Test. Philadelphia-
Tokyo: Lippincott, Williams & Wilkins; 2001.

30. Visch-Brink EG, Stronks DL, Denes G: The Semantic Association Test.
Amsterdam: Harcourt Assessment B.V; 2005.

31. Swinburn K, Porter G, Howard D: Comprehensive Aphasia Test. New York, NY:
Psychology Press; 2004.

32. Luteijn F, Barelds DPF: Groningen Intelligence Test - 2; GIT - 2. Amsterdam:
Pearson Assessment and Information B.V; 2004.

33. Kay J, Lesser R, Coltheart M: Psycholinguistic Assessment of Language
Processing in Aphasia (PALPA). London: Lawrence Erlbaum Associates; 1992.

34. Schmand B, Groenink SC, Van den Dungen M: Letter fluency:
psychometric properties and Dutch standards. Tijdschr Gerontol Geriatr
2008, 39:65–77.



Nouwens et al. Trials 2013, 14:24 Page 8 of 8
http://www.trialsjournal.com/content/14/1/24
35. Blomert L: Who’s the “expert”? Amateur and professional judgement of
aphasic communication. Top Stroke Rehabil 1995, 2:64–71.

36. The EuroQol Group: EuroQol–a new facility for the measurement of
health-related quality of life. Health Policy 1990, 16:199–208.

37. van Swieten JC, Koudstaal PJ, Visser MC, Schouten HJ, van Gijn J:
Interobserver agreement for the assessment of handicap in stroke
patients. Stroke 1988, 19:604–607.

38. Graetz P, De Bleser R, Willmes K: Aachen Aphasia Test. Dutch version. Lisse,
The Netherlands: Swets & Zeitlinger; 1991.

39. NVN CBO: Dutch Guideline ‘Diagnostics, Treatment and Care for Stroke
Patients’; 2009. Available from: http://www.diliguide.nl/document/230.

40. Blomert L, Kean ML, Koster C, Schokker J: Amsterdam-Nijmegen everyday
language test: construction, reliability and validity. Aphasiology 1994,
8:381–407.

41. Netherlands Trials Register. http://www.trialregister.nl/trialreg/index.asp.

doi:10.1186/1745-6215-14-24
Cite this article as: Nouwens et al.: Rotterdam Aphasia Therapy Study
(RATS) – 3: “The efficacy of intensive cognitive-linguistic therapy in the
acute stage of aphasia”; design of a randomised controlled trial. Trials
2013 14:24.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.diliguide.nl/document/230
http://www.trialregister.nl/trialreg/index.asp

	Abstract
	Background
	Methods/design
	Trial registration

	Background
	Objective

	Methods
	Participants and recruitment
	Baseline tests
	Randomisation
	Intervention
	Intervention group: Group A (N = 75)
	Control group: Group B (N = 75)
	Follow-up measurements
	Sequel after the four week test
	Primary outcome
	Secondary outcomes
	Tertiary outcomes
	Sample size
	Blinding
	Statistical analyses
	Ethics

	Trial status

	Appendix
	Competing interests
	Authors&rsquor; contributions
	Authors&rsquor; information
	Acknowledgements
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


