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Receptive aphasia, also known as Wernicke’s aphasia, fluent aphasia, or sensory
aphasia, is a type of aphasia in which an individual is unable to understand language in
its written or spoken form. Even though they can speak using grammar, syntax, rate, and
intonation, they typically have difficulty expressing themselves meaningfully through
speech. Receptive aphasia was named after Carl Wernicke who recognized this
condition.[1] People with receptive aphasia are typically unaware of how they are
speaking and do not realize their speech may lack meaning. [2] This is due to the fact that
they have poor comprehension skills and do not understand their own speech. They
typically remain unaware of even their most profound language deficits. When
experienced with Broca's aphasia the patient displays global aphasia.
It should be noted that like many acquired language disorders, receptive aphasia can be
experienced in many different ways and to many different degrees. The typical case
shows severely disturbed language comprehension however many individuals are still
able to maintain conversations. Many may only experience difficulties with things such
as accents and fast speech with the occasional speech error and can often carry out simple
commands. Not all individuals show a complete loss of language comprehension. A
common symptom of receptive aphasia is misinterpreting the meaning of words, gestures,
pictures. For example, a patient with receptive aphasia may take the expression "it's
raining cats and dogs" literally instead of figuratively.[2] What is described here is what is
referred to as a "textbook" example with the typical, fully expressed symptoms.[3]
Receptive aphasia is not to be confused with Wernicke-Korsakoff syndrome or
expressive aphasia.

Presentation
Receptive aphasia results from damage to Wernicke's area located posterior to the lateral
sulcus in the left hemisphere of the brain. This area is adjacent to the auditory cortex. The
damage is most often the result of a stroke however damage to Wernicke's area is also

possible through blunt force trauma from accidents.[3] The onset of the disorder is
typically very sudden. However, it is possible for the symptoms to begin gradually, with
nonsensical utterances and word-finding issues appearing in the individual's speech.[3]
With receptive aphasia an individual primarily loses their ability to comprehend language.
This typically takes the form of both an inability to understand speech as well as written
text. They also lose the ability to understand their own spoken language. This inability to
understand language is usually accompanied with symptoms of Anosognosia: the
individual is unaware of the disorder.[4] When attempting to communicate with others
they often rely on situational cues in order to maintain the conversation. Individuals
typically retain almost all of their cognitive abilities outside of those related to
understanding language. Receptive aphasia, unlike expressive aphasia often occurs
without any motor deficits.
Individuals with receptive aphasia often display symptoms of Anomia (word-finding
issues) and Paraphasia, perhaps because of their difficulty understanding their own
speech, . A person with receptive aphasia speaks with normal prosody and intonation but
uses random words, invents words, leaves out key words, substitutes words or verb tenses,
pronouns, or prepositions, and utters sentences that do not make sense. Their expressive
language is often devoid of any meaning. Other symptoms can include a loss of verbal
pragmatic skills and conversational turn-taking.[5] A person with receptive aphasia is
usually unaware of how much they are speaking, so they may continue to talk even when
they should pause to allow others to speak; this is often referred to as "press of speech."[2]
However, it should be noted that despite their difficulties in forming sentences that make
sense, they do speak fluently. Sentences are typically grammatically correct. This fluent,
although nonsensical speech, is often referred to as "word salad". The juxtaposition
between fluent speech and the lack of meaning is characteristic of receptive aphasia.[6][7]
Patients also display logorrhoea, a nonstop output of words during spontaneous speech.
The rate of speech errors produced is variable, with some patients showing only 10% of
productions being errors and others showing up to 80% of speech production being
incorrect.[3]
Below is an example of an interaction between an individual with severe receptive
aphasia and a clinician:
•
•
•
•

Q. "What is your speech problem?"
A. "Because no one gotta scotta gowan thwa, thirst, gell, gerst, derund, gystrol,
that's all."
Q. "What does "swell-headed" mean?"
A. "She is selfice on purpiten."[3]

Below is an example of spontaneous speech from the same individual showing logorrhea
symptoms:
•

"Then he graf, so I'll graf, I'm giving ink, no gerfergen, in pane, I can't grasp, I
haven't grob the grabben, I'm going to the glimmeril, let me go."

•

"What my fytisset for, whattim tim saying got dok arne gimmin my suit, suit ti
Friday . . . I ayre here what takes zwei the cuppen seffer effer sepped . . . I spoke
on she asked for clubbin hond here, you what, what kind of a siz sizzen . . . and
she speaks all the friend and all is in my herring."[3]

As a result, these individuals often display logorrhea, a nonstop output of speech.[5]
Words that are affective and more associated with emotions are retained.[8] The ability to
utter profanity is therefore unaffected due to the typical association of profanity
with emotional outbursts and emphasis, rather than with the meaning of the word
itself.
If Wernicke’s area is damaged in the non-dominant hemisphere, the syndrome resulting
will be sensory dysprosody[citation needed] — the inability to perceive the pitch, rhythm, and
emotional tone of speech.[citation needed]
Patients who communicated using sign language before the onset of the aphasia
experience analogous symptoms.[9]

Causes
Receptive aphasia is traditionally associated with neurological damage to Wernicke’s
area in the brain,[10] (Brodmann area 22, in the posterior part of the superior
temporal gyrus of the dominant hemisphere). Since Wernicke's area is responsible for
"reading, thinking of what to write, and processing information", that is where we see
many of the deficits associated with damage to this area.[11] However, the key deficits of
receptive aphasia do not come from damage to Wernicke's area;[10] instead, most of the
core difficulties are proposed to come from damage to the medial temporal lobe and
underlying white matter. Receptive aphasia results from damage in the posterior one-third
of the superior gyrus of the temporal lobe of the left hemisphere. Damage in this area not
only destroys local language regions but also cuts off most of the occipital, temporal, and
parietal regions from the core language region.[12]

Assessment
Receptive aphasia can be difficult to diagnose as the symptoms can be mistaken as a
confused state due to stroke or blunt force trauma. In order for receptive aphasia to be
diagnosed a complete language examination, especially of the auditory system, must be
done. There are various diagnostic tests and measures used to determine whether a patient
should be diagnosed with receptive aphasia.[3]
Some examples of these assessments can be seen below:
•

Formal screening and bedside tests of aphasia are shorter examinations that
determine the presence or absence of aphasia. Standardized and non-standardized

•

•

•

assessments are used to evaluate oral motor functions, speech and language
production, and cognitive communication skills.[13][14] Some examples of these
tests are the: Bedside Evaluation Screening Test, Second Edition (BEST-2; FitchWest & Sands, 1998), the Aphasia Screening Test (AST; Whurr, 1996), and the
Quick Assessment for Aphasia (Tanner & Culbertson, 1999).[14]
Once a physician determines that aphasia is a possible diagnosis more
comprehensive evaluations are done to determine the type of aphasia. These
assessments are standardized aphasia test batteries and include the: Boston
Diagnostic Aphasia Examination (BDAE-3; Goodglass et al., 2000), the Porch
Index of Communicative Abilities (PICA; Porch, 1981), and the Western Aphasia
Battery (WAB; Kertesz, 1982).[14]
In order to diagnose a patient with receptive aphasia auditory comprehension
should be assessed thoroughly because it is one of the most affected areas.
Auditory comprehension can be assessed using the Functional Auditory
Comprehension Test (FACT; LaPointe & Horner, 1978), the Revised Token Test
(McNeil & Prescott, 1978) and through real-life conversations with patients.[15]
In addition to the aforementioned tests reading comprehension and written
language can be used to indicate the presence of receptive aphasia, although there
are limited standardized assessment devices in this area.[15]

During assessment clinicians evaluate the patient's initial functioning and performance on
the above tasks to form a baseline for treatment. This baseline can help them decide what
type of treatment they can use and compare client's future progress with their initial
abilities.[14]

Treatment
Many sources agree that patients often don't seek treatment due to their anosognosia and
therefore lack of awareness that they could benefit from therapy.[11][14] This apparent lack
of concern surrounding their symptoms needs to be addressed before treatment can be
initiated. In order for the treatment to be helpful, patients need to be cooperative and
engaged in their therapy. Because each case of receptive aphasia presents itself
differently, the treatment options are varied and use multiple techniques. Speechlanguage pathologists work to create therapeutic programs that are functional and
effective for receptive aphasia patients. The patient's likelihood and prognosis of recovery
is dependent upon their severity of symptoms and whether they maintained any auditory
comprehension abilities. Across the range of symptoms in receptive aphasia, a patient's
auditory comprehension deficits and poor self-monitoring must be initially addressed so
that the patient can participate in language-based activities.[14][15]
Comprehension Training
Comprehension deficits as well as issues of pressure of speech can be improved through
comprehension training. Comprehension training confronts the issues of pressure of
speech by redirecting patients attention to listening rather than speaking. In this
training the clinician will give the patient short instructions with contextual cues (such as

facial expressions and gestures) and remind the patient to stop speaking while
listening to these instructions through the use of these cues.[15] The comprehension tasks
used in this training involve listening to short, context-dependent instructions given by a
clinician and initially responding by pointing to an object or picture. These tasks become
gradually more difficult as therapy continues. The main goal of this therapy is to
enhance patient's attention towards incoming information while simultaneously
slowing and monitoring his or her own speech output.[14] Therapists using this
contextual approach have found they can increase speech comprehension from 2% to
90%.[11]
Schuell's Stimulation
Schuell's stimulation is a well-known treatment, and is the most effective treatment. This
treatment involves introducing the patient to strong, controlled, and intensive auditory
stimulation. This immersion into intensive auditory stimulation is believed to increase
neuronal firing causing an increase in neural activation. This neural activation is used as a
facilitator to increase brain reorganization and therefore recovery of language in the
patient.[14]
Redistribution of brain activation allows uninjured parts of the brain, such as the frontal
and right hemisphere to compensate for the injuries found in Wernicke's area. On
comprehension tasks, the average person shows activation in Broca and Wernicke's areas
in the left hemisphere of the brain with little activation in the right hemisphere. In
contrast, a patient with receptive aphasia shows activation in the right hemisphere of the
brain, providing evidence that neuroplasticity plays a role in recovery.[14][15][16]
Social Approach
The social approach involves a collaborative effort on behalf of patients and clinicians to
determine goals for therapy and also determining the most important functional outcomes
that could improve the patient's everyday life. A conversational approach which is
thought to provide opportunities for development and use of strategies to overcome
barriers to communication.The main goals of this treatment are to improve the patient's
conversational confidence and skills using conversational coaching, supported
conversations, and partner training.[14]
1. Conversational coaching involves aphasic patients and their speech language
pathologists, who serve as a "coach" discussing strategies to approach various
communicative scenarios. The "coach" will help the patient develop a script for a
scenario (such as ordering food at a restaurant), and help the patient practice and
perform the scenario in and out of the clinic while evaluating the outcome.
2. Supported conversation also involves using a communicative partner who
supports the patient's learning by providing contextual cues, slowing their own
rate of speech, and increasing their message's redundancy to promote the patient's
comprehension.

3. Promoting Aphasics Communicative Effectiveness (PACE) encourages
conversation outside the clinic.
Successful treatment incorporates these various treatment programs and approaches to
facilitate patient's learning. In order to improve self-monitoring speech language
pathologists will slow their own rate of speech, pausing between meaningful segments
and encourage patients to do the same, slowing down their own speech, listening to
themselves speak and monitoring their speech output.[14]
It is also important to include patient's families in treatment programs so they can have
speaking partners where they communicate the most, at home. Clinicians can teach
family members how to support one another and adjust their speaking patterns to further
facilitate their loved one's treatment and rehabilitation.[14]

Luria's theory
Luria proposed that this type of aphasia has three characteristics.[17]
•

•

•

1) A deficit in the categorization of sounds. In order to hear and understand what
is said, one must be able to recognize the different sounds of spoken language.
For example, hearing the difference between bad and bed is easy for native
English speakers. The Dutch language however, makes a much greater difference
in pronunciation between these vowels, and therefore the Dutch have difficulties
hearing the difference between them in English pronunciation. This problem is
exactly what patients with Wernicke’s aphasia have in their own language: they
can't isolate significant sound characteristics and classify them into known
meaningful systems.
2) A defect in speech. A patient with Wernicke's aphasia can and may speak a
great deal, but he or she confuses sound characteristics, producing “word salad” in
extreme cases: intelligible words that appear to be strung together randomly.
3) An impairment in writing. A person who cannot discern sounds cannot be
expected to write.

