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Abstract

Introduction: Adult and elderly individuals that were affected by lesion or dysfunction of the
Central Nervous System may present language disorders as consequence. The definition of the language
disorder type is of relevance to the clinical and scientific practices. The literature reports a variety of
types of language disorders but does not present a classification system with as many types of language
disorders as possible. Objective: To propose a comprehensive presentation of the classification of oral
language disorders that can affect adults and elderly. Methods: Non-systematic literature review. The
presentation of language disorders was made by grouping the different types of language disorders already
described in the literature, but with an organized taxonomy that considered criteria such as linguistic
manifestation and etiology Results: The types of oral language disorders that can occur in this population
were classified into three categories: the aphasic language disorders, non-aphasic language disorders
and cognitive-communication disorders. The category aphasic language disorder received its own sub-
classification. Conclusion: This classification might help the communication among professionals, might
allow the characterization of patients, and might facilitate the clinical reasoning. It is expected that the
scientific advance in this field leads to changes in the classification systems, and also in the paradigm of
establishing medical and speech-language diagnoses.
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Proposal for the classification of oral language disorders in the adult and elderly

Resumo

Introducdo: Individuos adultos e idosos acometidos por lesdes ou disfungdes do Sistema Nervoso
Central podem apresentar como consequéncia quadros diversos de transtornos de linguagem. Definir o
tipo de transtorno de linguagem que ocorre em cada paciente tem grande relevancia clinica e cientifica. A
literatura descreve variados tipos de transtornos de linguagem oral, porém ndo apresenta um sistema de
classificacdo com o maior numero possivel de tipos de transtornos de linguagem. Objetivo: Propor uma
forma de apresentacao abrangente da classificagdo dos transtornos de linguagem oral que podem ocorrer
em adultos e idosos. Método: Revisdo ndo sistematica de literatura. A apresentacdo dos transtornos de
linguagem foi realizada a partir do agrupamento dos diversos tipos de transtornos de linguagem ja descritos
na literatura, mas com taxonomia organizada considerando critérios como a manifestacao linguistica e
etiologia. Resultados: Os tipos de transtornos de linguagem oral que acometem a populagcdo em questao
foram classificados em trés grandes categorias, os transtornos de linguagem afasicos, os transtornos
de linguagem ndo afésicos, e os transtornos cognitivos da comunicacdo. O grupo de transtornos de
linguagem afésicos recebeu uma subclassificacdo propria. Conclusdo: A utilizacao desta classificacao
poderd auxiliar a comunicacdo entre os profissionais, permitir a caracterizacdo dos pacientes e facilitar
o raciocinio clinico. E esperado que o avanco cientifico na area acarrete em mudangas na classificagdo
destas condicdes e no proprio paradigma de estabelecimento dos diagnosticos médico e fonoaudioldgico.

Palavras-chave: Classificagdo; Transtornos da linguagem; Afasia; Comunicagio; Lesdes
encefalicas

Resumen

Introduccién: Individuos adultos y ancianos acometidos por lesiones o disfunciones del Sistema
Nervioso Central pueden presentar como consecuencia cuadros diversos de trastornos del lenguaje. Definir
el tipo de trastorno de lenguaje que ocurre en cada paciente tiene gran relevancia clinica y cientifica.
La literatura describe variados tipos de trastornos de lenguaje oral, pero no presenta un sistema de
clasificacion con el mayor niimero posible de tipos de trastornos de lenguaje. Objetivo: Proponer una
forma de presentacion completa de la clasificacion de los trastornos de lenguaje oral que pueden ocurrir
en adultos y ancianos. Método: Revision no sistematica de literatura. La presentacion de los trastornos del
lenguaje fue realizada a través de la agrupacion de los diversos tipos de trastornos de lenguaje ya descritos
en la literatura, pero con taxonomia organizada considerando criterios como la manifestacion lingiiistica
y etiologia. Resultados: Los tipos de trastornos de lenguaje oral que afectan a la poblacion en cuestion,
se clasificaron en tres grandes categorias, los trastornos del lenguaje afasicos, los trastornos del lenguaje
no afasicos, y los trastornos cognitivos de la comunicacion. El grupo de trastornos de lenguaje afasicos
recebié una subclasificacion propia. Conclusién: La utilizacion de esta clasificacion podra auxiliar la
comunicacion entre los profesionales, permitir la caracterizacion de los pacientes y facilitar el raciocinio
clinico. Se espera que el avance cientifico en el area acarrete en cambios en la clasificacion de estas
condiciones y en el propio paradigma de establecimiento de los diagnosticos médico y fonoaudiologico.

Palabras claves: Clasificacion; Trastornos del linguaje; Afasia; Comunicacion; Lesiones
encefalicas

Introduction

The oral language communication disorders
that occur in the adult and elderly population result
from disruption in linguistic or cognitive domains
that mediate the processing of language, due to
injury or dysfunction of the Central Nervous Sys-
tem (CNS). However, it is not always possible to

associate all symptomatic scenarios of language
disorders with attestable neurological conditions.
The knowledge of oral language disorders, their
classification, symptoms and concepts are pivotal
for the speech therapist to be able to evaluate, di-
agnose and rehabilitate the population affected by

these health conditions.
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The concepts and the classification of language
disorders can vary according to the framework
of thought of each author, and can change over
the years according to the evolution of scientific
evidence. The classification of classic aphasias,
to give an example, is considered a “necessary
evil” !, because to plan the speech and language
therapy the most important aspect is to know the
nature of the linguistic deficit and not the “aphasia
type”. Nonetheless, the classification of aphasia
in types and subtypes is a didactic way to guide
the clinical reasoning of the language disorders
and it facilitates communication between health
professionals. With respect to the relevance of
the research context, the symptom classification
of such disorders allows associations to be made
between the clinical presentation and the patho-
logical findings. These associations are extremely
necessary for advancing the understanding of the
pathophysiology of neurological diseases that are
still poorly understood, such as those with neuro-
degenerative causes. Consequently, such patients
may be appropriately included in clinical trials to
investigate the benefits of pharmacological and
non-pharmacological therapies.

The earliest descriptions of language disor-
ders come from the reports of the physicians and
anatomists Paul Broca and Carl Wernicke.? Their
findings paved the way for knowledge about brain
neurobiology and language disorders. Currently,
neuropsychology, which is an interdisciplinary
science that studies the relationships between the
brain and cognition, has greatly contributed to the
advancement of knowledge on human language.
Neuropsychology is also one of the specialties of
the Speech and Language Therapy (SLT) profes-
sion, and it is essential for the clinical study and
management of language disorders in adults and the
elderly, since language disorders are the behavioral
manifestation of CNS lesions or disturbances.’> The
growing advancement of the neuroimaging tech-
nologies has also allowed for a better understanding
of the neural substrates of language disorders and
consequently of the neurobiology of language.

Different types of oral language disorders are
frequently described in didactic books or scientific
articles. However, a classification model is neces-
sary that presents the greatest possible number of
language disorders types. To meet this need, the
main objective of this non-systematic review is to
propose a comprehensive presentation of the clas-

sification of all possible oral language disorders
that may occur in adults and the elderly, in order to
support the SLT clinical practice and the teaching
of language disorders in the SLT undergraduation
courses.

Method

The presentation of the oral language disorders
in adult and in the elderly was organized from the
grouping of the different types of language disor-
ders previously described in the literature and based
on the theoretical positioning of the author. The
taxonomy of the three major categories of language
disorders was organized according to the nature of
the oral communication deficit, whether purely lin-
guistic or cognitive. In the case of linguistic deficits,
they were organized into aphasic or non-aphasic,
depending on the impact of the linguistic deficit
in communication. The other subcategories were
taxonomised according to linguistic manifestations
and their etiologies.

A non-systematic literature review was con-
ducted to describe each type of language disorder,
searching for scientific articles, books or documents
that presented concepts and clinical characteris-
tics. The search was made in scientific databases
(Pubmed, Scielo, Lilacs, Google Scholar), in di-
dactics books of the field, and in a free search on
the internet. The keywords used in the search were
not standardized, but some of the keywords used
were “classification”, “language disorder”, “apha-
sia”, and “communication disorder”. No date or
language of the publication was defined, and the
criteria for inclusion was flexible, after considering
the usefulness and relevance of each publication to
describe each language disorder.

Results and discussion

Presentation of the classification of oral
language disorders in the adult and
elderly

The method of presentation of the classifica-
tion that is proposed in this article covers types
of oral language disorders that have already been
described in the literature, but differentiates in the
agglutination of those types in a single classifica-
tion model. These disorders can be classified as: 1)
aphasic —subdivided into classical aphasia, crossed
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aphasia, subcortical aphasia and primary progres-
sive aphasia (PPAs); 2) non-aphasic language dis-
orders; and 3) cognitive communication disorders.
Figure 1 shows the types of oral language disorders

included in this model, which are described in detail
below, according to the symptomatology, etiology
and neuroanatomical correlates.

ez

Fluent

(Wernicke, transcortical sensory, anomic, conduction)

Non-fluent

(Broca, transcortical motor, mixed transcortical, global)

—| Thalamic |
—{ Non-thalamic |

—| Semantic

E———u
ey
=
|

Agrammatic or non-
fluent

—| Logopenic

Figure 1. Classification of oral language disorders in the adult and elderly

The proper SLT diagnose of the disorders in
question occur primarily through a comprehensive
assessment of language and of other domains of
cognition, history and medical diagnosis of the
patient, and neuroimaging information. The lan-
guage assessment should include investigation of
speech fluency, repetition, oral comprehension,
oral naming, grammatical aspects, reading and
writing, pragmatics, prosody, and linguistic mani-

festations. The other cognitive domains that should
be investigated are episodic memory, working
memory, executive functions, attention, behavior,
and visuospatial skills. Neural correlates are per-
formed based on neuroimaging data, which can
be obtained by computed tomography, magnetic
resonance imaging, single photon emission tomog-
raphy (SPECT), or positron emission tomography
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(PET), depending on the neurological indication
for each specific case.

It is important to note that due to recent litera-
ture recommendations, the terminologies “Broca’s
area” and “Wernicke's area” will be replaced in
this paper by its respective neuroanatomical areas,
posterior part of the left inferior frontal gyrus and
left superior temporal gyrus.*

Aphasic language disorders

The aphasic language disorders are character-
ized by deficits in the emissive and/or comprehen-
sive linguistic processes due to CNS lesions. They
significantly limit the human communication and
present with other cognitive functions relatively
preserved.’ Aphasic language disorders are sub-
classified here in classic aphasia, crossed aphasia,
subcortical aphasias and PPA.

Classic aphasias

The main cause of classic aphasias is acquired
brain injury, such as stroke (which is the most
frequent cause), traumatic brain injury, tumors
and brain infections.” Different subclassifications
of classic aphasias can be found in literature, and
the most frequently used is the one that classifies
those syndromes in two major groups, the fluent
aphasias (Wernicke, transcortical sensory, con-
duction and anomic) and the non-fluent aphasias
(Broca, transcortical motor, mixed transcortical

—

Is the patient fluent? YES

and global).>® However, the same types of aphasia
can be subclassified in perisilvian (Broca, global,
Wernicke, conduction) and extraperisilvian apha-
sias (transcortical motor, transcortical sensory,
transcortical mixed and anomic);’ or in emissive
(Broca, conductive, transcortical motor), recep-
tive (Wernicke, transcortical sensory, anomic)
and mixed aphasias (transcortical mixed, mixed,
global).? The subclassification used in this article
is derived from the studies of the Boston Aphasia
School, and divides the subtypes into fluent and
non-fluent aphasias.?

Figure 2 shows a didactic flowchart that helps
the SLT to define the subtype of classical aphasia,
based on the characteristics of the triad: fluency,
repetition and comprehension of oral language.
Other aspects of language are important for the
differential diagnosis between subtypes. Thus,
Table 1 describes in detail each subtype of classic
aphasias.>®’ It is important to note that in clinical
practice many patients do not fit adequately in any
of these subtypes. When this difficulty of classifica-
tion occurs, it is suggested that the speech-language
assessment should aim to evaluate the cognitive
nature of language impairment in order to define
the affected domains. Those affected domains will
be the targets for rehabilitation, and the diagnosis
may be kept as “non-specified aphasic language
disorder.”

NO

v v v Vv v v v 1]
Anomic Conduction  Transcortical Wernicke's ranscortical Broca's Mixed Global
Aphasia Aphasia Sensory Aphasia Motor Aphasia Transcortical Aphasia

Aphasia Aphasia Aphasia
FLUENT APHASIAS NON-FLUENT APHASIAS

Figure 2. Flowchart for the classification of classical aphasias
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Chart 1. Description of classical aphasias

Triad fluency, repetition and
comprehension

Other characteristics and
linguistic manifestations

Neural substrates in left
hemisphere

Fluent Aphasias

Jargon; logorrhea; anomia; ne-

Circumlocutions; phonemic and
formal paraphasias.

Superior temporal gyrus, middle
temporal gyrus, inferior parie-
tal lobe, angular gyrus, Heschl
gyrus, temporal pole, putamen.

Comprehension: preserved

Phonemic and formal parapha-

Wernickes “s | Fluency: preserved
Aphasia Repetition: impaired ologisms;
Comprehension: impaired
Conduction | Fluency: preserved
Aphasia Repetition: impaired sias.

Arcuate fasciculus (especially
the posterior segment), cortical
areas of the posterior perisylvian
region (left supramarginal gyrus
and adjacencies), Heschl gyrus.

Transcortical

Fluency: preserved

Verbal, phonemic and semantic
paraphasias; anomias, echolalia,

Proximities of the junction of the
temporal, parietal and occipital
lobes, middle part of the posterior
temporal gyrus, inferior temporal
gyrus, inferior angular gyrus.

Anomias, frequent pauses, se-
mantic substitutions.
Greater difficulty in certain se-

It is not reliably associated with
a specific region. Anomias for
nouns may be associated with
lesions in temporal pole, middle
and inferior temporal gyrus. Ano-
mias for verbs are associated with
lesions in the frontal lobe (inferior
frontal gyrus and connections).

Nonfluent Aphasias

Comprehension: preserved

Slow and effortful speech, pho-
netic and phonemic paraphasias,
anomias, verbal stereotypies,
agrammatism, telegraphic spee-
ch, prosody changes.

Sensory Repetition: preserved

Aphasia Comprehension: impaired neologisms.
Anomic Fluency: preserved

Aphasia Repetition: preserved

Comprehension: preserved
mantic categories.

Broca’s Fluency: impaired

Aphasia Repetition: impaired

Difficulty understanding senten-
ces with greater grammatical
complexity, and greater difficulty
in verbs than nouns.

Posterior portion of the inferior
frontal gyrus, frontoparietal oper-
culum, anterior portion of insula.

Transcortical

Fluency: impaired

Reduction of spontaneous speech

Lesions in the prefrontal cortex

Comprehension: impaired

speech, hesitations, mutism,
severe anomia.

Often, the improvement in the
condition progresses to Broca's
aphasia.

Motor Repetition: preserved and speech initiative. and adjacencies, with inferior
Aphasia Comprehension: preserved Naming is better than sponta- | frontal gyrus preserved.
neous speech.

Mixed Fluency: impaired Emission severely impaired, ano- | Extensive cortical lesions that
Transcortical | Repetition: preserved mias, echolalia. maintain the perisylvian cortex

Aphasia Comprehension: impaired preserved.

Global Fluency: impaired Severe impairment of all langua- | Extensive cortical lesions that

Aphasia Repetition: impaired ge domains, slow and laborious | compromise much of the perisyl-

vian regions and their subcortical
connections.

Subcortical aphasias

Subcortical aphasia can be described as
changes in language emission and/ or comprehen-
sion resulting from lesions in subcortical areas of
the brain, with cortical areas preserved. The clini-
cal presentation is quite heterogeneous in terms of
linguistic phenotype and severity. In addition,
anatomic-clinical correlations are less consistent
than in aphasias due to cortical lesions, and this is

mainly due to imprecision regarding the function
of subcortical structures in the language process-
ing. Despite these inconsistencies, the subcortical
aphasias seem to have as a common characteristic,
the preserved repetition.'”

The most commonly used classification for
subcortical aphasias divides them into thalamic and
non-thalamic.® In the former, as the name refers,
lesions occur in the thalamus. The linguistic profile
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depends on the combination of the injury site and
the topography of the language within the innumer-
able pathways involved. The mechanism of brain
diaschisis may play an important role in the clini-
cal presentation of thalamic subcortical lesions.®
Most studies on thalamic aphasia report selective
impairments in lexical-semantic functions with
preserved speech fluency. However, less frequent
findings also point to the occurrence of phonetic
paraphasias and some grammatical impairment.°®
In non-thalamic subcortical aphasias, the affected
areas are the basal ganglia. The linguistic profile
tends to be characterized by impairment in speech
fluency, occurrence of literal paraphasias, and pre-
served comprehension and naming.'* Mechanisms
of hypoperfusion, ischemic damage, disconnec-
tion, and pressure effect may be associated with
the clinical findings of this subtype of subcortical
aphasia,®!! calling attention to the importance of
a cautious interpretation of the anatomic-clinical
correlations.

Crossed aphasia

More than 95% of right-handed individuals
have the left hemisphere dominant for language.
In this population, when brain lesions occur in
the left hemisphere and damage brain areas that
are involved in the processing of language, the
manifestation of aphasia occurs. In the rest of the
right-handed population, less than 5%, language
processing occurs predominantly in the right hemi-
sphere. In this group of people, lesions in the right
hemisphere may lead to aphasia syndromes which
are called crossed aphasia.'? Thus, the definition
of crossed aphasia can be summarized as being an
aphasic language disorder in consequence of right
hemisphere lesions in right-handed individuals;'? or
an aphasic disorder resulting from unilateral hemi-
spheric brain injury ipsilateral to the individual’s
manual dominance."

Crossed aphasia accounts for less than 4%
of aphasic disorders and approximately 70% of
cases manifest as a “mirrored” version of classic
aphasias.’

Primary Progressive Aphasias

PPA is a group of neurological diseases iden-
tified by selective language impairment due to a
neurodegenerative process in frontal and temporal
brain areas that are involved in language process-
ing."* The knowledge about this progressive and

fatal disease is relatively recent and to date there
is no pharmacological treatment to cure or change
the course of the disease.'” Nonetheless, there is
evidence that non-pharmacological treatments such
as SLT may delay the development of language
disorder and improve the quality of life of these
patients.'®!”

Arnold Pick made the first description of an
aphasia case due to neurodegeneration in 1892.
About a century later, Marsel Mesulam described
anumber of cases of progressive speech disorders,
which he named PPA. For two decades, APPs
were classified into fluent (or semantic dementia)
and non-fluent subtypes.'® Over the years, it was
found that many cases did not meet the criteria for
either subtype, and in 2004 Gorno-Tempini and
his colleagues described a third subtype of PPA
called logopenic aphasia. In 2011, the diagnostic
criteria for the 3 variants of PPA were published and
they are currently used today.!® The 3 PPA variants
are described below, according to the publication
mentioned above.

Semantic variant: in this variant, spontaneous
speech is fluent, but there is evident anomia and
difficulty in understanding single words. In the
initial phases, there are errors in naming that are
more frequent in unfamiliar and low-frequency
words, verbal and semantic paraphasias, circumlo-
cutions, generalizations (eg speaking “animal” for
any species of animal) and omissions may occur.
This variant also presents with surface dyslexia and
dysgraphia, which are, respectively the difficulty
of reading and writing irregular words due to the
impairment of the reading and writing lexical route.
Other cognitive domains are preserved, such as
episodic memory, praxis, visuospatial functions,
and executive functions. This clinical scenario is
due to atrophy in the temporal pole of the left and/or
right hemisphere. Postmortem studies have found
pathological findings indicating the accumulation
of certain altered proteins in the brain. The most
frequent pathology was the frontotemporal degen-
eration by tau protein and TDP protein, as well as
pathological findings of Alzheimer’s disease (ac-
cumulation of beta protein amyloid and tau protein
neurofibrillary tangles).

Agrammatic or non-fluent variant: this is char-
acterized mainly by non-fluent speech. There is the
occurrence of apraxia of speech and agrammatism
that may appear in isolation or not. Agrammatism
presents with the emission of simple and short sen-

@ Disttirb Comun, S&o Paulo, 31(1): 160-169, marco, 2019



Proposal for the classification of oral language disorders in the adult and elderly

tences, morphological changes in verbs and nouns,
and changes in the order of words. Apraxia of
speech is characterized by slowed speech; abnormal
prosody; substitutions, additions, repetitions and/
or prolongations of speech sounds; and possible
difficulty to initiate the emission with attempts and
errors in the articulatory movements. The neural
substrate of this variant is atrophy or hypoperfusion
in the frontal or insular brain regions of the left
hemisphere. The most frequent pathological finding
is frontotemporal degeneration due to alteration in
tau protein.

Logopenic variant: the logopenic variant has
been described more recently and is characterized
by difficulty in repeating sentences and finding
words (called the “tip of the tongue” effect). Pho-
nological errors may occur in speech, but there is no
agrammatism or difficulty of oral comprehension.
The classical neuroimaging findings in individu-
als with this variant of PPA are atrophy at the left
temporoparietal junction. Pathological findings are
mostly those of Alzheimer’s disease pathology,
i.e., tau protein neurofibrillary tangles and senile
plaques due to the accumulation of beta-amyloid
protein.

Non-aphasic language disorder

The non-aphasic language disorder is charac-
terized by a normal or near to normal performance
in the formal aphasia assessments, despite the
occurrence of language deficits in higher order or
high complexity language tasks." In addition, it is
possible to add to this definition subtle language
difficulties, often perceived by the individual and
by the evaluator, but that are difficult to detect in
the evaluation.

The etiology may be diverse and may result
from progressive or non-progressive cerebral disor-
ders from left or right hemisphere lesions.'*?° Such
disorders are very common in cases of traumatic
brain injuries, and many cases present with acute
aphasia of which the condition may improve, re-
maining only with non-aphasic language disorder
that still limits communication.?! The most frequent
language deficits in cases of traumatic brain injury
occur in higher order language skills, such as dis-
cursive skills.?® Non-aphasic disorders may occur
in cases of Alzheimer’s disease, manifesting mainly
through lexical-semantic and oral comprehension
deficits.??

It is possible that in cases of left hemisphere
lesions, the lesions are located outside the main
areas of language processing but interrupt connec-
tions with language networks, or affect these areas
in small proportions.” In these cases, the basic
functions of language (lexical-semantic process-
ing, grammar, phonology) may be altered, but at a
lesser level of severity that does not characterize
an aphasic syndrome.

In cases of language disorders due to right
hemisphere lesions, in individuals who do not
have language dominance in this hemisphere, the
deficits may occur in functions of pragmatics,
prosody, lexical-semantic processing, and textual
and discursive skills.®?* These patients may pres-
ent with difficulties in producing and perceiving
emotional and linguistic prosody, in performing
tasks of semantic judgment, and in understanding
implicit information and inferential content.

Cognitive-communication disorder

The diagnosis of cognitive-communication
disorder is established when communication diffi-
culties (emission, comprehension, reading, writing
or social interaction) emerge from deficits in non-
linguistic cognitive functions which intermediate
between the functioning of language, such as
memory, attention, and executive functions. These
deficits may occur as a result of any neurological
or even psychiatric condition and are common in
dementia, mild cognitive impairment, stroke, brain
tumors, and traumatic brain injury.-*’

To clarify the concept of cognitive-communi-
cation disorder, it is possible to take as examples
the deficits in the following cognitive domains and
their possible consequences in communication: /)
episodic memory - the individual does not remem-
ber that he has already made a certain question or
affirmation and repeats it constantly, reducing the
effectiveness of her/his communication; 2) atten-
tion - when the individual is unable to maintain
attention during the conversation and the loss of
information occurs which may impair the compre-
hension of the message. In this case, the deficit is
not in the function of oral comprehension, but in
attention, which can cause confusion between the
two; 3) inhibitory control — it causes difficulties
in respecting turn takings and can leads to inap-
propriate speeches for the social/communicational
context in question.

@ Disttirb Comun, S&o Paulo, 31(1): 160-169, marco, 2019

COMUNICATIONS @

167



COMUNICATIONS @

168

Barbara Costa Beber

Although Alzheimer’s disease may present
with non-aphasic language disorder, as described
in the previous section, it may also present with
cognitive-communication disorder.”® Alzheimer’s
disease is mainly characterized by impairment in
episodic memory. Because episodic memory is
important for the organization of discourse, it has
a direct impact on communication. The main char-
acteristics of the cognitive-communication disorder
in Alzheimer’s disease are: oral comprehension
difficulties due to inability to access the informa-
tion of the conversation in the episodic memory,
repetition of sentences and questions, and difficulty
remembering the topic of the conversation. Such
difficulties can lead to behavioral problems such
as depression, irritability and even aggressiveness.
Cognitive-communication disorder may also occur
in cases of vascular dementia.” The clinical presen-
tation of vascular dementia depends on the affected
areas which may be diverse and difficult to specify.
However, common to all, difficulties of attention
and executive functions are frequent. The impact
on communication is manifested by a reduction in
speech fluency, difficulty in understanding because
the person is unable to store the information heard
in the working memory, and confused speech.

In the cases of traumatic brain injury, dif-
ficulties of episodic memory, attention, working
memory, speed of information processing, execu-
tive functions, social cognition and self-awareness
may occur.?*? Discursive difficulties may then
emerge, presenting discourse with insufficient
information, redundancy of information , failures
to structure discourse, and inadequate utterances
for specific situations.*

Final considerations

This article described a proposal for the
presentation of oral language disorders that most
frequently affect adults and the elderly, classifying
them into three broad categories. The first category
is composed of aphasic language disorders. These
are characterized by changes in language process-
ing as a consequence of CNS damage, which
significantly limit communication but keep other
cognitive functions intact. This category includes
the classic aphasias, the subcortical aphasias, the
crossed aphasias and the PPAs. The second catego-
ry is the non-aphasic language disorders, which is
established when there is normal or near-to-normal

performance in aphasia assessments, with deficits
in higher order or high complexity language tasks,
or when there are subtle language difficulties. The
third category, cognitive-communication disorders,
is characterized by communication difficulties due
to deficits in non-linguistic cognitive functions
caused by neurological or psychiatric conditions.

The usage of this classification has the objec-
tive of facilitating communication among profes-
sionals, allowing the characterization of patients
and facilitating clinical reasoning. However, it
is known that many cases are not possible to be
classified, because they present characteristics that
are common to more than one type of disorder, or
because they are atypical cases. The impossibility
of classifying language disorders still allows for
adequate therapeutic planning and its execution. In
these situations, the results of the speech-language
assessment should guide the patient’s rehabilita-
tion, independent from the speech-language diag-
nosis. The language and/or cognitive deficits may
be the goal of rehabilitation, while the preserved
functions may be used in therapy as facilitators.

It is expected that the scientific advance in
the area of language disorders allow for better
understanding of language dysfunctions, neuro-
logical diseases and of language neurobiology
itself. Naturally, this scientific advance may lead
to changes in the classification of these conditions
and in the paradigm of establishing medical and
speech-language diagnoses.
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