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1. Introduction RCT effect sizes vary systematically by control group
in behavioral randomized controlled trials (RCTs) for design: Protocolized usual care > theoretical comparators

aphasia’
« Control groups have received limited attention?

 Work from related fields suggests that choice of control . s
group influences trial effect sizes345 comparator type (82 randomized comparisons, n = 3,551)

Subgroup meta-analysis: Pooled Hedges’ g by outcome domain and

We examined whether control group design similarly %
shapes outcomes in aphasia RCTs. Protacdized
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©y 2. Methods
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« Design: Systematic review and meta-analysis of RCTs Sm'a“sgpﬁéﬂ. N
. . . . elivery mode
evaluating behavioral language interventions for post- n Notj;neml 0 ]
stroke aphasia. o Aciviy control Adiviy control
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- Comparators: Trials coded into nine predefined control Y oo - @ | .
t . Delivery model >< ‘ ’
ypes Thegretica Unrestricted | Theoretical
« Outcomes: Three domains (severity, expressive, receptive); + heaetes X
No treatment Unrestricted
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effect size = Hedges' g (post-treatment).

 Models: Pooled estimates (random effects), test for
subgroup differences (Qbetween), Benjamini-Hochberg
FDR correction

" SMD favors experimental

group, higher = larger effect

Standardized Mean Difference (SMD)

SMD favors control group,
lower = smaller effect

o yo : : Test for subgroup differences significant:
. : 2 ; . . .
Valldlty checks: et?rogenele (Q/l )r influence .analyseg, 0.5 (Aphasia severity: Q =15.2, p = 0.02, FDR = 0.06; Expressive language: Q = 21.3,p =
(leave-one-out), publication bias (Dol plots, LFK index), risk 0.004, FDR = 0.02; Receptive language: Q =18.9, p = 0.03, FDR = 0.08)
of bias (Cochrane Risk of Bias-1). Note: Some control group types had few trials (k < 5), limiting reliability.

Aphasia severity Expressive language Receptive language
-, 3. Results

No treatment: No intervention during study period.

Study Selection Flow Diagram (PRISMA) Waitlist: No treatment; intervention offered post-study.
eferncesfom databses/egstes (1 =14033)fasn = 14007 Usual care: (a) Unrestricted routine care/services; (b) Protocolized, structured intervention reflecting typical
T clinical practice. | . -
Pubied n < 1631) Social support: Social activities without structured tasks intended to improve language ability.
i Active comparator: Alternative intervention differing in (a) theoretical approach (e.g., phonological vs. semantic),
154 (r2508) (b) delivery model (e.g., in person vs. virtual),
Prior systematic review citation searching (307)

or (c) reaimen (e.g., high vs. l[ow intensity).

Identification

Activity control: Structured cognitive exercises without targeted language therapy components.

References removed (n = 8733)
> Duplicates identified manually (n = 132)

_ 4, Discussion & Conclusion

l 0 Similarly labeled controls (i.e., ‘usual care’) vary widely in content and dosage. Leads to
Studies screened n = 5274 —>!  Studies excluded (n = 4971) vastly different trial effect sizes: protocolized usual care g=0.39-0.66 (expressive k=18; receptive k=15;
| A severity k=17; Cls exclude 0), whereas unrestricted usual care g=-0.15 to -0.03 (severity k=2; receptive
E?SEE?SEEZLLCS’QE;%E:5535.9?] K=3; expressive k=4, wide ClIs).
£ v
H [ e ssssea tor gy (o= 303 L 9 Control groups receiving language therapy do not uniformly reduce effect sizes.
ctodies excluded (= 229 Protocolized usual care shows relatively larger trial effects (g=0.39-0.66; k=15-18; Clsz0) vs
agreement- (Conens = 056, ol r st 1261 theoretical active comparators ~0 (g=-0.03 to 0.02; k=7-15); other active comparators are more
Propertionate sreEment =02 N lngonge ouome mare =3 variable (delivery g~0.06-0.28, k=5-7: regimen g~-0.63-0.32, k=1-4) with wide Cls (small k).
Wrong patient population or etiology (n = 8)
Placebo or sham control group (n = 4)
l e 025 e Passive controls are infrequently used and inconsistently implemented.

Studies ncluded in review (n = 78) Leading to variable and underpowered estimates : no-treatment g=-0.12 (severity k=2), O.18
82 randomized comparisons L J (expressive k=4), 0.37 (receptive k=3), 0.49 (functional k=3); waitlist g=0.38 (severity k=1), —0.0]
(expressive k=4), 0.19 (receptive k=3), —0.02 (functional k=1) — wide Cls

Distribution of Control Group Types in Included Trials . . . . .
Social support and activity controls may isolate common factors (e.g., attention, social

Subgroups °o_ o oge
. . egimen and cognitive engagement) but are underutilized.
B oeiivery Model Underutilized » underpowered (k=2-3), but both control types showed positive effects: social support
- H Theeretea (g~0.08-0.36) > activity control (g~0.08-0.13). Suggests graded change associated with
2 = ittltz attention/engagement/expectancy contributions.
m 7t 5. Limitations & Future Directions
:I-J Waitlist ®
0 Activity Control
§ . -  Small number of studies in some control group categories limits precision.
< « Diversity of experimental interventions adds complexity.
 Gaps in methodological reporting complicate interpretation and synthesis.
. - 4.9% -  Limited functional communication outcomes reported.

0

« Comparator selection should reflect trial phase and purpose.

Control group type
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