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Cognitive Communication Disorders

Aphasia is a language disorder that results from damage to the language‑dominant hemisphere of the
brain, most commonly following a stroke. It manifests as impaired expressive or receptive language abilities,
or a combination of both. In the context of cognitive communication disorders, aphasia is important
because it demonstrates how linguistic deficits intersect with higher‑order cognitive processes such as
attention, memory, and executive functioning. For example, a person with Broca’s aphasia may produce
short, effortful utterances that lack grammatical complexity, yet retain the ability to understand complex
sentences when sufficient visual or contextual cues are provided. Conversely, a person with Wernicke’s
aphasia may speak fluently but produce sentences that are semantically incoherent, reflecting a breakdown
in the integration of lexical and conceptual knowledge. Clinicians must assess not only the linguistic forms
but also the cognitive strategies the client employs to compensate for these deficits, such as using gestures,
writing, or aided communication devices.

Apraxia of Speech (AOS) is a motor planning disorder that affects the sequencing of speech movements
without causing weakness or incoordination of the articulatory muscles. Although primarily a motor
disorder, AOS often co‑occurs with cognitive communication deficits, especially in the domain of working
memory. A client with AOS may demonstrate difficulty repeating multisyllabic words after a short delay,
indicating that the neural representation of the phonological plan is unstable. In therapy, the
speech‑language pathologist (SLP) may use techniques such as the integral stimulation approach, which
provides simultaneous visual, auditory, and tactile cues to reinforce the motor plan while also engaging the
client’s attention and memory systems.

Discourse refers to language use that extends beyond the sentence level, encompassing conversational
exchanges, narratives, and expository texts. In cognitive communication disorders, discourse analysis is
essential because it reveals how individuals organize information, maintain topic coherence, and employ
pragmatic conventions. A typical difficulty is the disruption of cohesion, where a speaker may omit
necessary referential devices such as pronouns or conjunctions, leading to a fragmented narrative. For
instance, a client describing a recent family gathering might say, “We went to the park. The children played.
The food was good,” without explicitly linking these ideas, making the story difficult for listeners to follow.
Therapy may target discourse skills by using structured storytelling activities that scaffold the use of
connective words, temporal markers, and elaborative details.

Pragmatics encompasses the social use of language, including turn‑taking, politeness conventions, and the
ability to adapt speech according to the listener’s knowledge and expectations. Deficits in pragmatics are a
hallmark of many cognitive communication disorders, especially those arising from traumatic brain injury
(TBI) or neurodegenerative diseases such as frontotemporal dementia. A client with pragmatic impairment
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might interrupt frequently, fail to recognize when a listener is confused, or use overly formal language in
casual contexts. To illustrate, a person with a right‑hemisphere lesion may produce a monologue that lacks
appropriate pauses, causing the conversation partner to feel unheard. Intervention strategies often involve
role‑play scenarios where the client practices recognizing non‑verbal cues, using repair strategies, and
adjusting speech register. SLPs may also coach communication partners to provide explicit feedback,
thereby enhancing the client’s metacognitive awareness of their own communicative behavior.

Working Memory is the capacity to temporarily store and manipulate information for ongoing cognitive
tasks. It is a critical component of language processing, as it supports sentence comprehension, lexical
retrieval, and discourse planning. In cognitive communication disorders, reduced working memory can lead
to “word‑finding” pauses, incomplete sentences, or the inability to follow multi‑step instructions. For
example, a client with a moderate traumatic brain injury may be asked to repeat a sentence such as “The cat
chased the mouse across the garden,” and may lose the final clause when the sentence length exceeds their
working memory span. Therapeutic techniques such as “chunking” (breaking information into smaller units)
and “visual scaffolding” (using pictures or written cues) can help compensate for these limitations.
Additionally, clinicians may employ the n-back task to train working memory capacity, gradually increasing
the cognitive load as the client demonstrates improvement.

Long‑Term Memory comprises declarative (semantic and episodic) and procedural components. Declarative
memory stores facts, concepts, and personal experiences, while procedural memory underlies the
acquisition of skills and habits. In cognitive communication disorders, deficits in long‑term memory can
affect both the content and the organization of spoken language. A client with an anterograde amnesia
following a severe head injury may struggle to learn new vocabulary, resulting in repeated use of familiar,
overlearned words. Conversely, a client with retrograde amnesia may lose previously acquired language
skills, leading to a regression in discourse competence. Rehabilitation may involve spaced retrieval practice,
where the therapist prompts the client to recall target words or concepts at increasing intervals, thereby
strengthening consolidation processes. Incorporating meaningful, personally relevant material (e.g.,
autobiographical narratives) can enhance motivation and improve retention.

Semantic Memory is the repository of general world knowledge, including the meanings of words, facts,
and relationships among concepts. It plays a pivotal role in lexical access and sentence formulation. When
semantic memory is impaired, a client may exhibit “semantic paraphasias,” substituting a word with a
related but incorrect term (e.g., saying “dog” for “cat”). This pattern is frequently observed in
neurodegenerative conditions such as Alzheimer’s disease. An SLP might use semantic feature analysis to
help the client retrieve target words by exploring attributes such as category, function, and physical
characteristics. For instance, to retrieve the word “apple,” the therapist could guide the client through
prompts like “Is it a fruit?” “Is it red or green?” and “Do we eat it raw?” This structured approach leverages
remaining semantic networks to facilitate lexical retrieval.

Phonological Processing involves the manipulation of sound structures within language, including phoneme
discrimination, sequencing, and blending. Deficits in phonological processing can interfere with both
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speech perception and production. A client with a phonological processing disorder may misinterpret the
difference between “bat” and “pat,” leading to confusion in word recognition tasks. In the context of
cognitive communication, phonological deficits often coexist with working memory limitations,
compounding difficulties in decoding multisyllabic words. Intervention may incorporate auditory
discrimination drills, where the client listens to minimal pairs and indicates whether the sounds are the same
or different. Additionally, training in “phonological chunking,” where the client groups sounds into syllable-
sized units, can reduce the cognitive load during word recognition.

Lexical Retrieval (or word‑finding) is the process of accessing stored vocabulary items for production. It is
highly dependent on the integrity of both semantic and phonological networks, as well as on attentional
resources. Impaired lexical retrieval is a common feature of aphasia, TBI, and progressive language
disorders. A typical manifestation is the “tip‑of‑the‑tongue” phenomenon, where the client knows the first
letter or sound of a word but cannot retrieve the full lexical item. For example, a client may say, “I want a
… ?” while gesturing the shape of a fruit, indicating that the semantic concept is present but the
phonological form is inaccessible. Therapy often employs cueing hierarchies, beginning with semantic cues
(“It’s a fruit that is yellow”) and progressing to phonemic cues (“It starts with ‘b’”). This systematic approach
encourages the client to engage multiple retrieval pathways while minimizing reliance on external prompts.

Inference is the ability to draw conclusions that are not explicitly stated, using contextual and background
knowledge. In discourse comprehension, inference generation is essential for maintaining coherence and
understanding implied meanings. Clients with frontal‑lobe damage may struggle with inferencing, leading
to literal interpretations of figurative language. For instance, when told “She gave him a cold shoulder,” a
client with impaired inference may interpret the phrase as a physical action rather than a social cue
indicating rejection. SLPs can support the development of inferencing skills through “guided reading”
activities, where the therapist pauses after each sentence and asks the client to predict what might happen
next, or to explain the significance of a character’s actions. These tasks encourage the integration of
semantic knowledge, working memory, and executive functions.

Executive Functions encompass a set of higher‑order cognitive processes, including planning, organization,
inhibition, cognitive flexibility, and self‑monitoring. These functions are essential for goal‑directed
communication, especially in complex conversational settings. Damage to the prefrontal cortex often results
in diminished executive control, producing communication behaviors such as perseveration (repeating the
same idea), impulsivity, or difficulty shifting topics. A client with executive dysfunction may start a story,
become stuck on a particular detail, and be unable to transition to the next event without external
prompting. Rehabilitation strategies may incorporate “goal‑oriented planning” exercises, where the client
outlines the steps needed to convey a message (e.g., “I need to ask for directions”), rehearses each step, and
receives feedback on sequencing. Additionally, self‑regulation techniques, such as “pause‑and‑check”
strategies, can help the client monitor their own speech output for relevance and appropriateness.

Metacognition refers to the awareness and regulation of one’s own cognitive processes. In the domain of
communication, metacognitive skills enable individuals to recognize when they have not been understood,
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to evaluate the effectiveness of their message, and to initiate repair strategies. Impairments in
metacognition are common after TBI and can lead to persistent communication breakdowns. For example, a
client may continue speaking despite clear signs of listener confusion, such as head shaking or asking for
clarification. Intervention may involve teaching the client to use “self‑monitoring checklists” after each
conversational turn: “Did I say what I meant? Did the listener respond appropriately?” Role‑play and video
feedback are also valuable tools for enhancing metacognitive insight, as they allow the client to observe
their own communicative behavior and reflect on areas for improvement.

Theory of Mind (ToM) is the capacity to attribute mental states—beliefs, desires, intentions—to oneself and
to others. ToM is a foundational element of effective pragmatic communication, as it underlies the ability to
anticipate a listener’s knowledge, emotions, and expectations. Deficits in ToM are frequently observed in
individuals with right‑hemisphere damage or in neurodevelopmental conditions such as autism spectrum
disorder. A client with ToM impairment may produce statements that are factually correct but socially
inappropriate, such as commenting on a coworker’s appearance without recognizing that such remarks
could be perceived as intrusive. Therapy may use “mental‑state reasoning” tasks, where the client is
presented with short vignettes and asked to infer the characters’ thoughts and feelings. By explicitly linking
these inferences to appropriate communicative responses, the SLP facilitates the integration of ToM with
pragmatic skill development.

Coherence is the logical relationship among ideas that makes a discourse meaningful as a whole. While
cohesion concerns the linguistic devices that link sentences, coherence is the overarching sense that the
narrative or conversation makes sense to the listener. In cognitive communication disorders, coherence can
be disrupted by disorganized thought processes, reduced self‑monitoring, or impaired working memory. A
client may produce a sequence of sentences that are grammatically correct but lack a clear central theme,
resulting in a “tangential” discourse pattern. To address coherence, clinicians may employ “story‑mapping”
techniques, where the client visually organizes the main events of a narrative on a graphic organizer,
highlighting the temporal order and causal connections. This external representation reduces the cognitive
load required to maintain a coherent storyline during oral production.

Register denotes the level of formality or style appropriate to a given communicative context. Mastery of
register involves adjusting vocabulary, syntax, and prosody according to the audience and purpose.
Individuals with cognitive communication disorders may exhibit a mismatch between register and context,
such as using overly technical language in casual conversation, or conversely, oversimplifying speech in
professional settings. This mismatch can affect social perception and lead to misunderstandings. SLPs can
teach register awareness through “contextual role‑play” scenarios, where the client practices shifting
language style between a formal interview and a friendly chat. Feedback focuses on lexical choice, sentence
complexity, and appropriate use of polite forms.

Prosody refers to the suprasegmental features of speech, including intonation, stress, rhythm, and pitch
variation. Prosodic deficits may manifest as monotone speech, inappropriate stress patterns, or exaggerated
intonation, all of which can affect intelligibility and affective communication. For example, a client with
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right‑hemisphere damage may produce speech that lacks the natural rise and fall that signals questions,
leading listeners to misinterpret statements as commands. Intervention may involve “intonation drills,”
where the client practices varying pitch contours on target sentences, and auditory discrimination exercises
that help the client recognize differences between statements, questions, and exclamations. Incorporating
musical cues, such as singing familiar songs, can also reinforce prosodic patterns in a motivating manner.

Turn‑Taking is the regulated exchange of speaking roles in conversation. Effective turn‑taking relies on both
linguistic and non‑linguistic cues, such as eye contact, pauses, and back‑channel responses (“uh‑uh,”
“right”). Disruption of turn‑taking is common after TBI, where clients may dominate the conversation,
interrupt excessively, or fail to yield the floor. These behaviors stem from deficits in attention, inhibition, and
social cognition. Therapy may use “conversation‑board” activities, where the client and a partner take turns
describing pictures, with explicit visual timers that signal when to pause. The SLP models appropriate
turn‑taking and provides corrective feedback, reinforcing the temporal aspects of conversational flow.

Repair Strategies are communicative tactics used to resolve breakdowns in conversation, such as requesting
clarification, repeating information, or rephrasing. Successful use of repair strategies indicates a degree of
metacognitive awareness and pragmatic competence. Individuals with cognitive communication disorders
often underutilize repair, leading to unresolved misunderstandings. An SLP can teach repair strategies by
integrating them into scripted dialogues. For instance, the therapist may intentionally misinterpret a client’s
statement, prompting the client to say, “I’m sorry, can you repeat that?” or “Did you mean …?” Repetition of
these scenarios helps the client internalize repair as a normal part of interaction.

Aid‑Based Communication (ABC) refers to any external tool or system that supports communication,
ranging from low‑tech options like picture boards to high‑tech devices such as speech‑generating tablets.
In cognitive communication disorders, the selection of appropriate aids must consider the client’s cognitive
capacities, such as attention span, memory, and executive functioning. A client with limited working
memory may benefit from a simple, single‑symbol board that reduces the number of choices, whereas a
client with preserved planning skills might successfully use a more complex AAC system that allows for
message construction. Training involves not only teaching the client how to operate the device but also
educating communication partners on how to interpret and respond to the aided output, ensuring a
seamless interaction.

Augmentative and Alternative Communication (AAC) is an umbrella term encompassing both aided and
unaided strategies that supplement or replace spoken language. Un‑aided AAC includes gestures, sign
language, and facial expressions, while aided AAC involves external devices. For individuals with severe
speech impairment combined with cognitive deficits, AAC can serve as a bridge to maintain social
participation. A practical challenge is the “cognitive load” associated with learning a new communication
system; the SLP must balance the complexity of the AAC interface with the client’s processing abilities.
Strategies such as “gradual scaffolding,” where the client first masters a limited set of symbols before
expanding the vocabulary, can mitigate this load. Additionally, incorporating familiar, culturally relevant
icons can enhance motivation and reduce the learning curve.
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Semantic Feature Analysis (SFA) is a therapeutic technique that helps clients retrieve target words by
exploring their semantic attributes. The clinician prompts the client to identify the category, function,
physical properties, and typical contexts of the target word, thereby activating multiple semantic pathways.
For example, to retrieve the word “bicycle,” the therapist might ask: “Is it a vehicle? Does it have two
wheels? What do you use it for?” This systematic approach strengthens the organization of semantic
networks and supports lexical access. SFA is especially effective for clients with anomia, where the primary
difficulty lies in accessing the phonological form of a known concept.

Phonemic Cueing is a hierarchy of prompts that provide increasing levels of assistance to facilitate word
retrieval. The hierarchy typically begins with a semantic cue (e.g., “It’s a fruit that is yellow”), progresses to a
phonemic cue (e.g., “It starts with ‘b’”), and may culminate in a full repetition of the target word. The
rationale is to encourage the client to generate the word independently while supplying sufficient support
to prevent frustration. Phonemic cueing is widely used in aphasia therapy and can be adapted for other
cognitive communication disorders where lexical retrieval is compromised.

Discourse Completion Tasks (DCTs) are structured prompts designed to elicit specific conversational
functions, such as requesting, refusing, or apologizing. DCTs provide a controlled environment for practicing
pragmatic skills, allowing the clinician to observe the client’s use of appropriate language forms, prosody,
and repair strategies. For example, a DCT may present a scenario: “You are at a restaurant and want to ask
for the bill.” The client must produce an appropriate request, incorporating politeness formulas and
appropriate intonation. Repeated practice with DCTs can increase the client’s confidence and competence in
real‑world interactions.

Conversation Analysis (CA) is a methodological approach that examines the detailed structure of
talk‑in‑interaction, focusing on turn‑taking, sequence organization, and repair mechanisms. While
traditionally a research tool, CA can inform clinical decision‑making by identifying specific conversational
breakdowns in clients with cognitive communication disorders. By transcribing and coding a client’s
naturalistic conversation, the SLP can pinpoint patterns such as frequent interruptions, failure to use repair,
or reliance on monologic speech. Targeted interventions can then be designed to address these observed
patterns, making therapy more individualized and data‑driven.

Executive Function Training involves structured activities that aim to improve planning, inhibition, cognitive
flexibility, and problem‑solving. In the realm of communication, such training can enhance the client’s ability
to organize thoughts before speaking, inhibit irrelevant information, and shift topics appropriately. One
common method is the “goal‑management” framework, where the client sets a communicative goal (e.g.,
“Explain how to use a smartphone”), outlines sub‑steps (e.g., “Identify key functions, demonstrate each step,
check for understanding”), and monitors progress. The therapist provides scaffolding during each step,
gradually reducing assistance as the client gains independence.

Error‑Detection Training focuses on helping clients recognize and correct their own speech errors. This
self‑monitoring skill is crucial for maintaining intelligibility and conversational appropriateness. Techniques
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may include “think‑aloud” protocols, where the client verbalizes their thought process while speaking,
allowing the therapist to intervene when an error is anticipated. Another method is the use of
“error‑feedback loops,” where the client receives immediate auditory or visual feedback when a target is
missed, encouraging the development of internal error detection mechanisms.

Social Communication is the broader term encompassing the interactive aspects of language use, including
the ability to initiate, maintain, and terminate conversations, to share information, and to negotiate social
relationships. Deficits in social communication are often observed in individuals with frontal‑lobe
syndromes, where the integration of cognitive, affective, and linguistic processes is disrupted. A client may
have intact vocabulary but struggle to engage in reciprocal dialogue, leading to social isolation. Intervention
may incorporate “social stories,” which are narrative scripts that model appropriate social interactions, and
“peer‑mediated” activities, where the client practices skills with trained peers in naturalistic settings.

Compensatory Strategies are techniques that help individuals overcome communicative deficits by
leveraging strengths or external supports. Examples include using written notes to supplement spoken
language, employing gestures to clarify meaning, or organizing thoughts on a storyboard before speaking.
The choice of strategy depends on the client’s cognitive profile; for instance, a client with strong visual
memory but limited auditory working memory may benefit from visual cue cards. Teaching compensatory
strategies involves explicit instruction, practice, and generalization to real‑life contexts, ensuring that the
client can apply them independently.

Self‑Advocacy is the ability to articulate one’s own needs, preferences, and rights, particularly in healthcare
and social settings. For individuals with cognitive communication disorders, self‑advocacy may be hindered
by limited language skills, reduced confidence, or lack of awareness of one’s condition. SLPs can empower
clients by teaching them to request clarification, express discomfort, or negotiate accommodations.
Role‑play exercises that simulate interactions with healthcare providers can build these skills, fostering
greater autonomy and participation in decision‑making.

Neurogenic Communication Disorder is a broad classification that includes any communication impairment
resulting from neurological injury or disease. Within this category, cognitive communication disorders
represent a subset where the primary deficits are related to the mental processes that support language,
rather than the motor execution of speech. Understanding the distinction is essential for accurate diagnosis
and treatment planning. For example, a client with a left‑hemisphere stroke may present with aphasia (a
linguistic disorder) and simultaneously exhibit impaired attention and memory, constituting a neurogenic
communication disorder with both linguistic and cognitive components.

Acquired vs. Developmental differentiates the onset of a communication disorder. Acquired disorders
emerge after a period of typical development, often due to stroke, TBI, or neurodegeneration.
Developmental disorders are present from early childhood, such as specific language impairment or autism
spectrum disorder. The therapeutic approach differs: acquired disorders typically focus on relearning or
compensating for lost skills, whereas developmental disorders emphasize building skills in line with
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age‑appropriate milestones. In both cases, the SLP must consider the client’s cognitive profile to tailor
interventions appropriately.

Assessment Instruments specific to cognitive communication include the Western Aphasia Battery (WAB),
the Boston Diagnostic Aphasia Examination (BDAE), the Cognitive-Linguistic Quick Test (CLQT), and the
Communicative Effectiveness Index (CETI). These tools evaluate language domains, memory, attention, and
functional communication. For example, the CLQT provides subtests for auditory memory, visual memory,
and problem‑solving, offering a comprehensive picture of the client’s strengths and weaknesses. Selecting
the appropriate instrument depends on the client’s diagnosis, cultural background, and the specific goals of
the assessment.

Cultural Considerations are paramount in the Indian context, where multilingualism and diverse
sociocultural norms influence communication. A client may switch between languages (code‑switching)
depending on the interlocutor, and may employ culturally specific gestures or honorifics that affect
discourse structure. SLPs must be attuned to these variations to avoid misinterpreting language differences
as deficits. For instance, a client who uses formal address forms with elders may be demonstrating
appropriate register rather than a communicative impairment. Incorporating culturally relevant materials,
such as stories from regional folklore, can enhance engagement and ecological validity of therapy.

Challenges in Service Delivery include limited resources, variability in clinician training, and stigma
associated with communication disorders. In many Indian settings, there is a shortage of qualified
speech‑language pathologists, particularly in rural areas. Telepractice offers a potential solution, allowing
clinicians to deliver therapy remotely using video conferencing platforms. However, telepractice also
presents challenges such as ensuring reliable internet connectivity, adapting assessment tools for virtual
administration, and training caregivers to facilitate sessions. Addressing these challenges requires
institutional support, continuing education, and advocacy for policy changes that recognize cognitive
communication disorders as a public health priority.

Interdisciplinary Collaboration is essential for comprehensive management of cognitive communication
disorders. Physicians, neuropsychologists, occupational therapists, and social workers each contribute
unique expertise. For example, a neuropsychologist may conduct a detailed neurocognitive assessment,
identifying specific executive function deficits that inform the SLP’s therapeutic targets. Occupational
therapists can assist with environmental modifications that reduce communication barriers, such as labeling
objects or simplifying instructions. Effective collaboration relies on clear communication, shared
documentation, and regular case conferences, ensuring that all team members work toward consistent
goals.

Family Involvement plays a critical role in the generalization of communication skills. Caregivers can
reinforce strategies learned in therapy, provide opportunities for practice, and create supportive
interactional environments. Training sessions for families may cover topics such as simplifying language,
using visual supports, and recognizing signs of communicative fatigue. By involving family members, the
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SLP promotes sustainable progress and reduces the likelihood of relapse.

Research Directions in cognitive communication disorders focus on neuroplasticity, technology‑enhanced
interventions, and outcome measurement. Studies exploring the impact of intensive, task‑specific training
on neural reorganization have demonstrated promising results, suggesting that targeted
cognitive‑communication therapy can induce functional changes in the brain. Emerging technologies such
as virtual reality (VR) and artificial intelligence (AI)–driven language models offer novel platforms for
immersive, adaptive therapy. For instance, a VR environment simulating a grocery store can provide realistic
practice of ordering items, managing distractions, and using repair strategies. Ongoing research aims to
validate these tools and determine their efficacy across diverse populations.

Ethical Considerations include respecting client autonomy, ensuring informed consent, and maintaining
confidentiality. In cognitive communication disorders, clients may have diminished insight into their deficits,
raising questions about capacity to consent. Clinicians must assess decision‑making ability and involve
legally authorized representatives when necessary, while striving to empower the client’s voice in the
therapeutic process. Additionally, cultural sensitivity is vital; interventions should align with the client’s
values, religious beliefs, and social norms.

Professional Development for speech‑language pathologists in India involves continuous learning about
advances in neurorehabilitation, cross‑cultural communication, and evidence‑based practice. Participation in
workshops, conferences, and online courses helps clinicians stay current with emerging assessment tools,
therapeutic techniques, and policy updates. Mentorship programs can support novice practitioners as they
navigate the complexities of cognitive communication disorders, fostering a community of skilled
professionals dedicated to improving client outcomes.

Technology Integration extends beyond AAC devices to include mobile applications that support memory,
attention, and language practice. Apps that deliver spaced repetition of vocabulary, interactive story
sequencing, or real‑time speech‑to‑text feedback can supplement traditional therapy. When selecting
technology, clinicians must evaluate usability, language support (including regional languages), and data
security. Training clients and caregivers on the appropriate use of these tools enhances adherence and
maximizes therapeutic benefit.

Outcome Measurement involves tracking changes in functional communication over time. Standardized
instruments such as the Communicative Participation Item Bank (CPIB) and the Disability of the Arm,
Shoulder and Hand (DASH) (adapted for communication) provide quantitative data on the client’s perceived
participation in daily activities. Additionally, qualitative measures, including client and caregiver interviews,
capture subjective experiences of improvement, satisfaction, and quality of life. Combining objective and
subjective data yields a comprehensive picture of treatment efficacy.

Case Illustration (Example 1): Raj, a 45‑year‑old male, experienced a left‑hemisphere ischemic stroke
resulting in moderate expressive aphasia and reduced working memory. Initial assessment revealed
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difficulty producing multi‑syllabic words, frequent pauses, and limited ability to follow two‑step commands.
Therapy focused on lexical retrieval using semantic feature analysis, phonemic cueing, and working‑memory
training with chunking strategies. Over twelve weeks, Raj demonstrated improved naming accuracy for
high‑frequency nouns and increased success in completing functional tasks such as ordering food at a
restaurant, as measured by the CETI. The incorporation of a low‑tech picture board as an AAC aid further
reduced communicative breakdowns during community outings.

Case Illustration (Example 2): Meera, a 30‑year‑old woman, sustained a moderate TBI in a motor‑vehicle
accident. She presented with pragmatic deficits, including excessive interruption, failure to repair
miscommunication, and inappropriate use of register. Assessment using the CLQT highlighted deficits in
executive functions and theory of mind. Intervention employed role‑play scenarios, conversation boards,
and explicit teaching of repair strategies. Meera also practiced turn‑taking using a visual timer and engaged
in social stories that modeled appropriate register shifts. After eight months of therapy, caregiver reports
indicated reduced interruptive behavior, increased use of polite forms, and greater confidence in workplace
interactions.

Future Outlook emphasizes the need for culturally responsive, evidence‑based practice that integrates
technological innovation with traditional therapeutic principles. As the field evolves, speech‑language
pathologists will continue to play a pivotal role in restoring communication competence, enhancing social
participation, and improving the overall quality of life for individuals living with cognitive communication
disorders in India.
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