CanCommunicate:
Optimising communication in brain tumour

CanCommunicate significantly improved self-perceived communication
disability, demonstrating that tailored, goal-based communication
intervention can have beneficial outcomes for people with a brain tumour.
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INTRODUCTION OBJECTIVES
 In Australia, brain tumours have a five-year survival rate of * We developed, piloted and trialled an intervention called
only 25% [1] and a lifetime individual cost of $1.3 million [3]. “CanCommunicate” for people with communication difficulties

following brain tumour.
* QOver 2/3 of people with a brain tumour report some level of

communication disturbance [2] yet less than 30% of people * AIM: To evaluate the efficacy of CanCommunicate for improving
with brain tumours in Australia receive speech pathology perceived communication disability and quality of life (QoL) in
services [4]. people with brain tumour, compared to usual care.

UNMET NEED
“It sort of feels like
you're getting dumped
In the trash”
(Family member)

* When people with brain tumours receive speech pathology
intervention there is no evidence-based intervention designed
specifically to meet their communication needs.

UNMET NEED
“In the last couple of days
he’s not speaking at all. He
can't get anything out. He
doesn’t even try now”
(Family member)

Flow diagram depicting
study timeline

*T1 = Assessment time point
1, T2 = Assessment time
point 2, T3 = Assessment
time point 3, T4 =
Assessment time point 4
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e CanCommunicate is a 7-week
communication intervention:

» Guided by Goal Attainment Scaling 71 M Randomissd
* Group and individual sessions

* Delivered in-person or via telehealth

7-week Intervention

Control

- RCT design: Participants were randomised vecHlint —7 week waitlistﬂ sl i
to CanCommunicate (immediate

intervention) or a wait list (control).

— 6 week follow up -)

e CanCommunicate was based on:
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RESULTS

» 39 people participated (Immediate intervention n =
24, walitlist n = 15).

CONCLUSIONS

 CanCommunicate improved self-reported
communication disability and achievement of
communication goals, but not QoL measures.
Participants perceived the intervention favourably.

Qualitative Summary:
Positive experience
Improved confidence

Valued flexibility

 Significant between-group difference on the CAT DQ
over time (p = 0.04) in favour of the intervention
group, but not for LCQ (p = 0.58) or FACT-G (p =
0.80).

“It has made my brain
work better | think”
(participant quote)

« Largest RCT of a communication intervention with
people with brain tumour.

* \When data were combined for all participants who
completed CanCommunicate (n = 23), ratings were
significantly improved on the CAT-DQ (p < 0.001)
and LCQ (p = 0.04) at 6-week follow-up.

* The diverse multidisciplinary team and the consumer
involvement in the co-design of the intervention were

“Online just makes it
better when you're feeling
exhausted and not well”

- Participants perceived CanCommunicate favourably (participant quote)

and made suggestions for further optimisation.
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