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ABSTRACT
Background and Aims: There is a crucial need to improve cultural 
and linguistic representation in the field of aphasia research and in 
clinical practice. One way to increase representation in the field of 
aphasiology is by adapting treatments to the diverse cultures and 
languages of the world. Adapting existing evidence-based inter
ventions for diverse cultural contexts increases fit, acceptability, 
engagement, and access to aphasia interventions. However, such 
adaptations must be approached systematically and with careful 
documentation of the process. This paper aims to 1) present frame
works that can guide cultural and linguistic adaptations of aphasia 
treatments (i.e. bottom-up and top-down approaches), and 2) pre
sent a framework that can guide the documentation of critical 
elements that must be considered and reported when adapting 
aphasia treatments.
Methods and Procedures: This discussion paper examines bot
tom-up and top-down approaches for adapting aphasia treat
ments to diverse linguistic and cultural contexts. It also 
introduces a practical framework to support researchers and 
clinicians in systematically documenting these adaptations. 
The arguments presented here are based on a critical review 
of the relevant literature. Illustrative examples are provided to 
demonstrate how these approaches and the framework can be 
applied.
Outcomes & Results: The approaches and the framework dis
cussed in this paper can help clinicians and researchers adapt 
evidence-based treatments for aphasia, document their adaptation 
process, and trace a path for future treatment modifications. This 
paper could provide much-needed support for increasing aphasia 
intervention development and research for diverse cultures and 
languages, thereby increasing access to appropriate interventions 
for all persons with aphasia and their care partners.

ARTICLE HISTORY 
Received 6 October 2025 
Accepted 31 January 2026 

KEYWORDS 
Aphasia; treatment 
adaptation; FRAME; cultural 
adaptations; linguistic 
adaptations

CONTACT Analisa M. Pais analisa.pais@citystgeorges.ac.uk Department of Allied Health, School of Health and 
Medical Sciences, City St George’s, University of London, Northampton Square, London EC1V 0HB, UK
*shared first authorship

APHASIOLOGY                                               
https://doi.org/10.1080/02687038.2026.2627323

© 2026 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group.  
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License 
(http://creativecommons.org/licenses/by-nc-nd/4.0/), which permits non-commercial re-use, distribution, and reproduction in any med
ium, provided the original work is properly cited, and is not altered, transformed, or built upon in any way. The terms on which this article 
has been published allow the posting of the Accepted Manuscript in a repository by the author(s) or with their consent.

http://orcid.org/0000-0001-9129-4742
http://orcid.org/0000-0003-2666-2179
http://www.tandfonline.com
https://crossmark.crossref.org/dialog/?doi=10.1080/02687038.2026.2627323&domain=pdf&date_stamp=2026-02-10


Background

Aphasia research is not representative of the world’s cultures and languages (Beveridge & 
Bak, 2011; Egia-Zabala & Munarriz-Ibarrola, 2024). In fact, over 85% of aphasia treatment 
research has focused on English speakers (Beveridge & Bak, 2011), and systematic reviews 
have overlooked substantial amounts of relevant research published in languages other 
than English (e.g., Kong et al., 2021; Matos et al., 2025), leaving a need to improve cultural 
and linguistic representation in the field of aphasiology. Although the field has begun to 
move toward this representation goal, systematic steps are required to make aphasia 
treatments appropriate for the world’s cultures and languages. Culturally appropriate 
treatments are critical given that cultural behaviors (e.g., traditional customs), cultural 
beliefs (e.g., spiritual values, outlook on life), and attitudes towards health and disability 
are deeply ingrained in communities and influence health and well-being (e.g., Dillard 
et al., 2021; Pachter, 1994). Thus, a given community’s cultural behaviors and beliefs 
should be considered when developing or adapting aphasia treatments.

Furthermore, it is well-documented that people from minoritized groups1 receive 
fewer rehabilitation services, lower quality of such services, and show poorer positive 
treatment outcomes (e.g., Bright et al., 2018; Ellis et al., 2014; Kayola et al., 2023; Keeney 
et al., 2017). This pattern seems to occur across minoritized groups within the Global 
North countries (e.g., people who speak Spanish in the United States) and also in 
minoritized groups in Global South countries (e.g., people living in low-income 
countries).2 As an example of this pattern in the Global North, Blacks in the US are less 
likely to receive rehabilitation services, including home-based and inpatient services, 
when compared to Whites (e.g., Keeney et al., 2017). As an example of this pattern in 
the Global South, it has been reported that people in these countries face health system 
barriers (e.g., low prioritization of rehabilitation services and inadequate numbers of 
rehabilitation specialists) and patient barriers (e.g., limited health literacy, financial con
straints), as well as low coverage of rehabilitation services (e.g., Bright et al., 2018), leaving 
rehabilitation needs mostly unmet (e.g., Bernhardt et al., 2020; Kayola et al., 2023).

Increasing aphasia research for the world’s cultures and languages is especially impor
tant in a world facing rising immigration, driven by armed conflict (Crippa et al., 2025), 
economic inequality (e.g., Kwilinski et al., 2022), political instability (e.g., Ajide & Alimi,  
2019), and climate change (e.g., Burzyński et al., 2022), among others. Clinicians and 
researchers serving people with aphasia from minoritized groups worldwide are left 
with a few possibilities when providing evidence-based treatments, undermining the 
rights of people with aphasia to receive treatment on an equal basis (see Quique et al.,  
2025).

Option one is to implement evidence-based treatments in an “as-is” format, “some
thing old”. By this, we mean that clinicians could apply treatments exactly as reported in 
the scientific literature without modifications. This would be the least preferred option 
given that, likely, those treatments were designed, developed, and tested in a different 
language and culture; thus, there is no available scientific evidence that supports that 
those treatments “as-is” are effective when applied to new populations without adapta
tions. Although we will not discuss the specific details, this option could be achieved 
through collaboration with interpreters when patients and clinicians do not share the 
same language. An additional problem with this option is that there are multiple 
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documented issues when interpreting aphasia assessments (e.g., syntax changes when 
interpreting both patient responses and Speech-language Pathologists – SLPs – instruc
tions, which compromises assessment content validity; see Babbitt et al., 2022; Roger & 
Code, 2011; Roger et al., 2000).

Option two is to use clinical intuition and cultural sensitivity (e.g., cultural awareness 
knowledge and training) to make cultural and linguistic adaptations to a given evidence- 
based treatment, “something borrowed”. This is likely done with the best intentions, but it 
lacks systematicity and risks modifying treatment components that could be key for 
treatment efficacy. It has been reported that there is a lack of clinical guidelines to treat 
patients who do not share the same language as their SLP, and SLPs have reported a lack 
of confidence, skills, and preparation to work with culturally and linguistically diverse 
people with aphasia (e.g., Larkman et al., 2022). Still, it is likely that option two is 
implemented by practicing clinicians seeking to fulfill the needs of the patients they 
serve. Notably, option two requires increased cultural sensitivity and awareness (see 
Hwang, 2006, discussion on this topic); below, we will discuss a top-down approach to 
cultural adaptations that can help clinicians and researchers in the process of increasing 
their cultural sensitivity and awareness. Although this option may be a step forward in 
adapting treatments to meet the needs of individual patients, it does not mean that the 
step of developing scientific evidence to support the application of aphasia treatments for 
minoritized groups is unnecessary. On the contrary, clinicians’ experiences can motivate 
the development of scientific evidence; the researcher-practitioner partnership is key to 
converting this option into evidence-based practice (see discussions of this topic in 
Alonzo et al., 2022; Vollebregt et al., 2022).

Option three is to develop new evidence-based treatments that can fit the specific 
needs of the population that they serve, “something new”. The critical constraint with this 
option is time, specifically the considerable time required to design and test a new 
intervention, as well as the substantial time it takes for evidence-based treatments to 
be implemented in clinical settings (e.g., Rubin, 2023). Time is a critical factor in this option 
since people with aphasia from minoritized groups need culturally and linguistically 
appropriate treatments now. A detailed description of this option is beyond the scope 
of this paper, as our focus is on adapting and documenting the adaptation of existing 
aphasia treatments. Research on developing behavioral interventions from “scratch” is 
extensive (see Gitlin & Czaja, 2015). We suggest exploring that literature for 
a comprehensive understanding while integrating the ideas presented here regarding 
linguistic and cultural factors.

Simplistically, these three options can be thought of as something old (option one), 
something borrowed (option two), and something new (option three). In aphasiology, it 
remains to be established whether treatment outcomes differ when administering treat
ments with each of the three options. Nevertheless, those options are clearly better than 
not providing treatment to people with aphasia from minoritized groups. It is also 
unknown if one of those options would work better when adapting treatments for people 
from minoritized groups in the Global South vs. the Global North. There are multiple layers 
of complexity when considering adaptations of interventions for people with aphasia 
belonging to minoritized groups. In this paper, we aim not to provide a silver bullet to 
address all these issues but to contribute to the discussion about adapting evidence- 
based treatments for people with aphasia from minoritized groups by providing 
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guidelines that can push the field forward. Adapting evidence-based aphasia treatments 
to diverse cultural contexts can increase fit, acceptability, and engagement (Stirman et al.,  
2019). Thus, an adequate cultural adaptation can positively impact treatment outcomes.

Further, as the evidence regarding aphasia treatments for minoritized groups is slowly 
growing, more systematic approaches should be taken. Specifically, there is a pressing 
need for frameworks (i.e., systematic steps) that enable evidence-based treatments to be 
linguistically and culturally adapted according to the language, context, and specific 
needs of diverse populations. To clarify, adaptation refers to making deliberate changes 
to a given treatment to increase engagement, acceptability, fit, and effectiveness in new 
contexts (Domenech Rodríguez & Bernal, 2012; Steinka-Fry et al., 2017), in this case, in new 
languages or cultures. Different knowledge fields, including implementation science, 
have developed frameworks that can guide the process of cultural and linguistic adapta
tions of an evidence-based intervention, as well as guide the documentation process of 
such adaptations.

This paper aims: 1) to present two frameworks that can guide cultural and linguistic 
adaptations of aphasia treatments (i.e., bottom-up and top-down approaches). These 
frameworks can be used by researchers and clinicians wanting to adapt aphasia treat
ments for people who belong to culturally and linguistically minoritized groups. 2) to 
present a framework that can guide the documentation of critical elements that must be 
considered when adapting aphasia treatments. Specifically, in aim 2, we will discuss the 
Framework for Reporting Adaptations and Modifications-Enhanced (FRAME; Stirman et al.,  
2019) applied to aphasia treatment adaptations (FRAME-A). Overall, these frameworks can 
help researchers and clinicians adapt evidence-based treatments for aphasia, document 
their adaptation process, and trace a path for future treatment modifications.

Frameworks for cultural and linguistic adaptations of treatments

There are multiple approaches that can be used when adapting aphasia treatments for 
cultural and linguistic minoritized groups, as well as several considerations to take into 
account (see examples in Castro et al., 2010). In this paper, we present two primary 
frameworks that cover bottom-up and top-down adaptation approaches. Broadly, bot
tom-up approaches refer to steps to adapt existing evidence-based treatments with 
stakeholder involvement (based on Hwang, 2009). Top-down approaches (based on 
Hwang, 2006) aim to pool clinicians’ and researchers’ knowledge to identify areas for 
adaptation that can enhance the effectiveness and applicability of the adapted interven
tion. The choice of which approach to use depends on both the cultural context and the 
nature of the intervention being adapted. Additionally, these approaches can and should 
be integrated (see Hwang, 2009), as described in Interactions between bottom-up and 
top-down approaches below.

A bottom-up approach for adapting evidence-based treatments

A bottom-up approach, introduced by Hwang (2009), involves a community-based devel
opmental approach to adapting evidence-based treatments. Such an approach may be 
considered one of co-design and may employ participatory methods (see O’Brien et al.,  
2021, for a discussion on co-design considerations with culturally and linguistically diverse 
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communities). The bottom-up approach we describe here can be used to adapt existing 
evidence-based aphasia treatments, especially when there is a special interest in under
standing a specific culture, which can then guide the modification of the treatment to fit 
cultural traits. A bottom-up approach can be used to systematically adapt treatments to 
new languages or cultures without removing treatment components that could compro
mise treatment efficacy, but adapting them carefully to fit the language and culture. This 
approach has five phases, which will be discussed within the context of aphasia 
interventions.

The first phase is generating knowledge and collaborating with stakeholders to exam
ine salient cultural traits, communication needs, cultural and linguistic fit, discuss treat
ment components and goals, and preview potential changes to the treatment. In this 
phase, it is key to identify stakeholders to collaborate, which, in aphasia treatment, can 
involve people with aphasia, clinicians administering the treatment (e.g., SLPs), friends of 
people with aphasia, community health workers, care partners, other healthcare profes
sionals (e.g., neurologists, mental health professionals), representatives of the healthcare 
system, religious workers, and cultural brokers (i.e., people with knowledge of the socio- 
cultural, religious, national and historical issues specific to the population).

Engaging in discussions with stakeholders can occur through focus groups (Aguirre 
et al., 2014) or similar qualitative research techniques to gather input on what needs to be 
modified within the treatment to fit the cultural and linguistic characteristics of the target 
population. Thus, discussions with stakeholders should include the current state of 
evidence regarding the treatment, its components, and reported efficacy from the popu
lations in which it has been tested. It should also include discussions of the treatment 
materials typically used for delivering the treatment, as these materials would also require 
linguistic and cultural adaptations. It is important to note that no “small” point of 
discussion exists at this stage. All pieces of knowledge gathered in this phase are key 
for future treatment modifications and are used to develop adaptations for them and with 
them.

The second stage in this approach is integrating generated information with theore
tical, empirical, and clinical knowledge. The first stage will likely leave the researcher with 
an abundant source of information that needs to be organized and compiled. In this 
phase, the information gathered is synthesized, taking into account three main aspects: 
the theoretical underpinnings that support the treatment (e.g., learning principles), the 
published evidence of the intervention (e.g., efficacy, effectiveness, reported treatment 
components, any reported modifications during implementation), and the clinical experi
ences of those delivering the intervention. Thus, the knowledge gathered in the first step 
is organized and combined with existing theoretical, empirical, and clinical information to 
develop an initial adapted version of the treatment tailored to the target population. As 
a result of this stage, a “first draft” of the adapted treatment will be produced, which could 
be shaped as a draft of the treatment manual.

The third stage involves stakeholders once more to review the first version of the 
culturally adapted intervention. In this phase, a similar group of stakeholders to that in 
stage one (e.g., clinicians, friends of people with aphasia, cultural brokers) can be included 
in focus groups to show them the adaptation’s first version and highlight the changes 
made. Participants would be invited to share feedback on the adapted intervention, with 
a specific focus on the elements that have been adapted. In this phase, it is recommended 
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to have a specific focus group with stakeholders involved in the intervention’s delivery to 
review the adapted version of the intervention and examine aspects such as whether 
treatment components have been changed in a way that could affect efficacy. Areas that 
require further improvement will be identified, and revisions will be made accordingly. 
Once the content of the intervention has been finalized, incorporating stakeholder feed
back, the first version of the treatment manual is written in the language(s) of the target 
population.

The fourth stage involves testing the culturally adapted intervention by piloting it to 
assess its preliminary efficacy. This can be done in a small group within a single setting or 
in a range of settings serving the target population. This choice would depend on the 
nature of the intervention and where it is typically delivered (e.g., hospitals, clinics, 
community centers, virtually, etc.). Testing the intervention in locations where it can be 
delivered is crucial for two main reasons: to assess its sustainability and to consider local 
challenges arising from the healthcare system or specific context. Sustainability and 
practical challenges are likely to arise at this stage, which may not have been anticipated 
when adapting the intervention (Aguirre et al., 2014), but must be documented and 
considered. Below, we will provide another framework (FRAME) that can help continually 
document further changes made during the implementation process. Analyzing pilot data 
for preliminary efficacy and presenting it to local staff and providers is key at this stage to 
improve scalability and sustainability in the future. It is also crucial to gather their feed
back on the treatment’s fit. Further amendments made following the pilot testing phase 
(e.g., acceptability studies) will be finalized in the fifth and final stage.

The fifth stage is finalizing the culturally adapted intervention. This stage involves 
gathering feedback from those involved in the pilot testing phase about what worked and 
what needs to be improved. Feedback may be gathered through focus groups or inter
views with clinicians involved in delivering the intervention (e.g., SLPs) and the recipients 
of the intervention (e.g., people with aphasia). The team involved in the adaptation may 
then consider the feedback gathered and their experiences with piloting the intervention 
to make further modifications. After these adaptations, the team can finalize the adapted 
intervention.

It is also worth noting that when interventions are adapted to enhance cross-cultural fit 
within immigrant communities, acculturation must be considered; multiple intervention 
versions, with minimal changes, could also be considered to suit specific participant 
groups within these communities (Hwang, 2006).

A top-down approach for adapting evidence-based treatments

Although the bottom-up approach described above is one way to adapt evidence-based 
aphasia treatments to diverse cultures, it is not the only way. A stakeholder-grounded or 
community-based development approach might not be suitable in contexts where 
awareness of specific conditions (e.g., aphasia awareness) is lacking, when evidence- 
based treatments are unavailable/non-existent for a particular community, or where 
individuals are unaccustomed to voicing opinions about their healthcare due to cultural 
norms (e.g., when clinicians are viewed as the sole authority in decision-making; Brabers 
et al., 2016; Murray et al., 2007). Given the importance of developing evidence that 
supports aphasia treatments for these populations with cultural responsiveness, 
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researchers and clinicians may consider starting with a top-down approach or combining 
it with a bottom-up approach.

Hwang (2012) suggested that the top-down approach was not specifically devel
oped to aid in the design of culturally adapted evidence-based treatments, but 
rather to improve cultural competency and awareness among clinicians and 
researchers. Increasing cultural competency and awareness can contribute to the 
development of treatments (Centeno et al., 2020; Grandpierre et al., 2018). Thus, 
researchers and clinicians who employ top-down approaches seek to be culturally 
responsive practitioners, acknowledging and understanding the impact on indivi
duals, families, and communities. This cultural responsiveness includes a profound 
understanding of healthcare beliefs and practices within the communities receiving 
the evidence-based treatment. Additionally, this responsiveness includes a reflection 
on one’s cultural competence to ensure that the process of cross-cultural adaptation 
does not inadvertently harm the context in which it is being developed. Hwang 
(2006) introduced six domains when adapting an evidence-based intervention for 
a new cultural context. These domains were based on his extensive experience 
working with people from ethnic minorities. We will summarize those domains in 
the following paragraphs.

The first domain refers to dynamic issues and cultural complexities. Above, we men
tioned the importance of cultural awareness and responsiveness in the process of cultural 
adaptations of treatments. An awareness of the complexities of working with culturally 
diverse populations requires a time investment. This investment is crucial to prevent 
inadvertently stereotyping or generalizing cultural values and beliefs, and to avoid mak
ing cultural assumptions about a subset of an ethnic group that cannot be applied 
without caution to the broader population. For example, assumptions about the mother 
tongue of choice, family dynamics, and even the financial burden of healthcare should be 
taken into account. People at higher risk for stereotypes and generalizations include, 
among many others, religious minorities, racial minorities, linguistic minorities, and 
immigrants. Attention to these assumptions is particularly key in countries with diverse 
religions, multiple spoken languages, and significant socio-economic divides.

Beyond the awareness of cultural complexities, it is key to ensure that adapted 
evidence-based treatments are open to dynamic- and need-based modifications during 
the delivery and implementation. This openness aims to accommodate interventions 
according to the specific characteristics and complexities of the target contexts. For this 
purpose, researchers and clinicians adapting interventions should develop skills in 
dynamic sizing (i.e., identifying when an intervention adaptation can be generalized, 
when it needs to be individualized, and at which subgroup level). For example, in the 
context of adapting treatments for Spanish speakers with aphasia in the US, at the 
broadest level, certain adaptations, such as using Spanish as the primary language and 
incorporating cultural values like family involvement, can be generalized across most 
Spanish-speaking groups. However, subgroup-level adaptations may be necessary to 
address lexical, phonological, and cultural differences among communities, such as 
Mexican-American, Cuban-American, or Puerto Rican populations, etc. For instance, voca
bulary choices, culturally relevant imagery, and regional accents may need to be tailored 
to enhance relevance. At the individual level, further customization may be required 
based on a client’s personal characteristics and preferences.
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The second domain is orienting clients to therapy, which refers to initial guidance on 
the benefits of the treatment. For example, in resource-constrained contexts where 
people with aphasia and their families might not have regular access to a range of therapy 
services, an initial step consists of orienting them to the nature and benefits of aphasia 
treatment. This orientation includes introducing basic concepts of aphasia, outlining 
therapy procedures, explaining the rationale behind specific treatment approaches, and 
presenting the evidence supporting their effectiveness. For people with acquired com
munication disorders who may not have had access to treatments or who may be 
experiencing changes in their access to healthcare and life participation, this orientation 
is all the more crucial. By establishing a foundational understanding of what aphasia 
therapy entails, clinicians and researchers can foster informed engagement, build trust, 
and enhance the likelihood of sustained participation in aphasia treatment.

The third domain is understanding cultural beliefs. This domain refers to understand
ing beliefs about health and disability, as well as what constitutes an appropriate treat
ment in specific contexts. This domain would also include understanding the specific 
beliefs and unique contexts of the individual with aphasia and their care partners. Hwang 
(2006) posits that this domain is integral to ensuring safe and respectful service delivery. 
This understanding is fundamental when discussing treatment options with people with 
aphasia, addressing misconceptions, breaking down stereotypes, and relating concepts to 
the person’s culture and values. For example, in cultures where family plays a central role 
in caring for people with aphasia, acknowledging this role by incorporating treatment 
approaches such as Communication Partner Training (CPT) would be crucial. Integrating 
one’s culture into treatment approaches is valuable in building a trusting relationship 
with stakeholders and improving treatment outcomes.

The fourth domain focuses on improving the client-therapist relationship. It refers to 
improving the client-therapist relationship based on cultural awareness and competence. 
This improvement positions clinicians to support their clients in feeling more confident 
and satisfied when accessing rehabilitation services. An important aspect of the client- 
therapist relationship is understanding cultural differences in attitudes towards authority, 
hierarchy, and power dynamics. For example, a clinician who typically encourages open 
dialogue and shared decision-making may need to adjust their approach when working 
with people with aphasia from India who are accustomed to viewing healthcare profes
sionals as authoritative figures. In such cases, clients may expect more directive guidance 
and may be less comfortable questioning treatment goals, plans, and alike. Clinicians can 
reflect on how their attitudes toward authority influence their approach to clients from 
different cultural backgrounds versus those from similar ones. Overall, improving the 
client-therapist relationship must be prioritized while adapting treatments for diverse 
cultural contexts (see a discussion from the field of psychology in Comas-Díaz, 2006; 
Smith & Trimble, 2016), especially when working with populations that have experienced 
reduced access to healthcare services due to social inequalities.

The fifth domain is about understanding cultural differences in expression and com
munication. Understanding cultural nuances in communication can further enhance 
client-therapist relationships, which is particularly important in cases of communication 
disorders such as aphasia. When working with people with acquired communication 
disorders, a lack of understanding of cultural nuances in language can be detrimental 
to the overall therapeutic process (i.e., diagnostic accuracy, setting goals, developing 
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therapeutic activities, and monitoring progress). For example, a clinician working with 
a Spanish-speaking client might use picture cards for a naming task, including images of 
unfamiliar objects not commonly used in the client’s culture. If the client struggles to 
name these items, it could be misinterpreted as a language deficit rather than a cultural 
mismatch. Without cultural awareness, clinicians risk misjudging clients’ abilities, setting 
inappropriate goals, and designing therapy activities that lack personal relevance. Topics, 
themes, and treatment materials should also be adapted to what may be considered 
appropriate for the target culture. For example, discussing the impact of acquired com
munication disorders on family relationships and finances may be perceived negatively in 
some cultures.

The last domain is addressing cultural issues specific to the population. It refers to 
developing an understanding of the cultural issues and complexities of healthcare service 
delivery specific to a given population. For example, when working with Indigenous 
communities in the US, a clinician must understand the historical mistrust of healthcare 
systems due to systemic discrimination and be open to discussing community-based 
approaches and even traditional healing practices. Acknowledging cultural service deliv
ery issues can open discussions of reservations about therapeutic interventions and 
increase access (i.e., decrease dropouts due to service access). Issues may interconnect 
various domains, such as access to support, family structures, socio-economic status, 
attitudes towards health, and linguistic barriers, among others.

Interactions between bottom-up and top-down approaches

The bottom-up and top-down approaches are not discrete and should be considered 
together, depending on the context in which a treatment adaptation will occur. Hwang 
(2006) suggests that operating dually from a bottom-up and top-down approach may be 
the best option. This is because it is not only important to work on adapting interventions, 
but clinicians must work to become culturally responsive healthcare practitioners. The 
bottom-up approach provides a series of stages to guide researchers and clinicians 
through adapting evidence-based aphasia treatments for new languages and cultures. 
Although the top-down approach does not offer specific steps to follow, it provides 
a platform for developing cultural awareness and competence. It also provides an 
opportunity to deeply explore cultural traits and survey readiness within a specific cultural 
and linguistic population.

This section discusses how one might engage in an integrated bottom-up and top- 
down (IN-TB) approach to the cultural adaptation of an intervention. We discussed earlier 
that the cultural context in which the intervention is being adapted and clinicians’ cultural 
competence are key determinants of which approach might be used first. In bottom-up 
approaches, contextual knowledge and understanding of the intervention’s principles are 
recognized, and the potential for the new culturally adapted intervention within the 
target context is often recognized. The process, therefore, starts with extensive stake
holder discussion and scrutiny of the intervention elements and resources to assess their 
applicability within the context. In top-down approaches, however, there is an added 
phase where work is carried out to enhance the acceptability of the intervention that is to 
be adapted. These approaches are often led by experts and have comparatively less 
stakeholder involvement. Furthermore, in top-down approaches, a greater effort is made 
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to maintain the original components of the intervention while adapting it to suit the 
target cultural context.

Considering the complexities and steps involved in the process of cultural adaptation, 
using a framework can be useful in guiding researchers and clinicians who wish to employ 
an IN-TB approach to cultural adaptation. Figure 1 illustrates the stages and domains 
involved in both bottom-up and top-down approaches. Additionally, it maps an existing 
framework onto these approaches, providing an example that demonstrates how other 
frameworks discussed in the literature can be integrated. Specifically, we mapped the 
Participatory and Iterative Process Framework for Language Adaptation (PIPFLA; Maríñez- 
Lora et al., 2016) to the bottom-up and top-down approaches discussed.

The PIPFLA outlines an 11-step process, including a first preparation phase, which 
involves work carried out before the actual adaptation work begins (Maríñez-Lora 
et al., 2016). When following an IN-TB approach, this preparation phase can be 
extended to generate knowledge about the applicability and acceptability of the 
intervention approach, adapt it to the cultural context, and integrate it with existing 
knowledge, both theoretically and clinically (bottom-up elements). It could also 
involve steps taken to orient clients from the target cultural context to the interven
tion, thereby supporting its acceptability within that context. Consideration of the 
cultural relevance of concepts and resources should be undertaken in this preparatory 
phase, prior to initiating the translation process (step 2 of the PIPFLA). Further con
sideration of the linguistic applicability of translated resources and their cultural 
relevance may be revisited during the translation and harmonization phases. The 

Figure 1. The bottom-up approach is depicted in gold. The top-down approach is depicted in blue. 
The PIPFLA, in gray, has been mapped to the bottom-up and top-down approaches.
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remaining steps can be followed as outlined by Maríñez-Lora et al. (2016) and should 
be referred to when considering this approach. This approach is suggestive and 
illustrates one way of integrating bottom-up and top-down approaches when plan
ning the adaptation of an evidence-based intervention.

Additional considerations for cultural adaptations of evidence-based aphasia 
treatments

In this section, we will briefly introduce additional frameworks and key considerations 
relevant to the cultural adaptation of evidence-based treatments. For example, Resnicow 
et al. (1999) described a public health model that incorporated cultural adaptations that 
can occur at either the surface or deep structural levels of a culture. Notably, the distinc
tion between surface and deep structures does not imply a hierarchy of importance; 
rather, Resnicow et al. (1999) emphasize that both levels are essential components of the 
adaptation process. Surface structures refer to using intervention materials that match 
a community’s “superficial” characteristics, such as places, food, everyday expressions, 
language of preference, clothing, and similar features. Deep structures refer to the 
incorporation of social, historical, and psychological aspects that influence health within 
a specific community. Thus, in adapting aphasia treatments for Spanish-speaking indivi
duals, as an example, a surface structure adaptation might involve translating treatment 
materials into colloquial Spanish or using culturally familiar images during therapy. In 
contrast, a deep structure adaptation would consider the cultural values surrounding 
communication within Hispanic families, such as family engagement, to inform the design 
of treatment sessions.

Another key framework for achieving cultural appropriateness was proposed by 
Kreuter et al. (2003). This framework comprises five adaptation strategies: peripheral, 
evidential, linguistic, constituent-involving, and socio-cultural. Each of these strategies 
will be described, and examples of their application in aphasiology will be provided. The 
first strategy, peripheral, is similar to the surface structure level proposed by Resnicow 
et al. (1999). It refers to giving programs and materials the appearance of being culturally 
appropriate. For example, using colors or images that may appeal to a specific culture. It is 
expected that changing the appearance can increase the receptivity and acceptance of 
specific programs or interventions (Schiffman, 1995). In the field of aphasia, some 
researchers and clinicians have started to make cultural adaptations by adapting their 
recruitment materials at this level to increase the attention of target populations.

The second strategy, evidential, refers to increasing the perceived relevance of a health 
condition by presenting evidence of its impact to members of the target population, 
thereby highlighting the importance of adapting and developing interventions for them. 
Weinstein’s precaution adoption model posits that perceiving that a problem affects 
“others like you” can stimulate thinking about the problem, lead to a decision to take 
preventive action, and facilitate planning to take action (Weinstein, 1988). The evidential 
strategy has been broadly used by healthcare researchers and clinicians who have 
documented the prevalence and impact of non-communicable diseases, including stroke, 
to generate action plans within specific country contexts. Within the aphasia literature, 
this strategy has been employed by SLPs and other healthcare professionals working with 
aphasia to document the current practices and challenges prevalent in various contexts, 
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serving as a call to clinicians and researchers to improve clinical practice (e.g., Pauranik 
et al., 2019).

Within underexplored contexts, research has also been conducted to investigate the 
perceptions of healthcare professionals regarding aphasia, aiming to identify knowledge 
gaps related to the impact of aphasia and promote interventions that address these gaps 
in both knowledge and clinical practice (e.g., Pauranik et al., 2020). Additionally, aphasia 
awareness has been recognized as a significant global issue (Simmons-Mackie et al., 2020), 
and campaigns to increase awareness continue to be ongoing and warranted (e.g., 
Bennington et al., 2024, 2025). The lack of aphasia awareness generates a lack of “eviden
tial” cultural adaptations. Thus, there is much to do to adapt evidence-based care to 
countries worldwide, taking into account socio-economic, linguistic, and cultural aspects.

The next strategy in Kreuter et al.‘s framework (2003) is linguistic. It refers to providing 
programs and materials in the dominant language of the target group. This strategy 
should also be extended to account for the language of preference of individuals with 
aphasia, recognizing that preference may vary based on proficiency, context, and com
municative needs. The focus of linguistic adaptations has generally been on translation 
equivalence (i.e., finding words that have the same meaning in different languages). 
Notably, although these translation efforts represent a first step, translation equivalence 
alone is insufficient for linguistic adaptations, as it will be discussed below. Beyond 
linguistic adaptations, it is crucial to consider adaptations that also align with cultural 
norms and values, which represent a more complex level of adaptation (see the deep 
structures described by Resnicow et al., 1999). Nevertheless, it is encouraging that the 
aphasia field is moving towards increasing diversity and representation, starting with 
some linguistic adaptations. Many research groups have increased efforts to recruit 
people from diverse backgrounds using the linguistic strategy. For example, Scimeca 
et al. (2022) reported using a community-based recruitment approach to disseminate 
recruitment materials in Spanish and English to reach Hispanic bilinguals with aphasia.

Beyond recruitment, some other researchers and clinicians have also translated treat
ment materials to work with bilingual individuals with aphasia. For example, Sandberg 
et al. (2020) described the development of an online interactive naming tool for bilingual 
aphasia. They translated their words and features from English into different languages. 
They reported that a native speaker of the language checked the accuracy of the transla
tions. They also sent surveys to native speakers with sets of the word battery to examine 
their translation accuracy and to examine whether the features describing each word 
made cultural sense. The authors acknowledged that it was possible that “non-native 
speakers could have completed the surveys”. Another study that exemplifies the use of 
the linguistic strategy was published by Kiran and Roberts (2010). They reported a study 
that included four bilingual people with aphasia for whom they developed their first set of 
treatment materials in English (picturable English nouns), which were then translated into 
French or Spanish. To restate, although translation equivalence represents a first step in 
the linguistic adaptation of aphasia treatments, it is not sufficient on its own to constitute 
a comprehensive linguistic or cultural adaptation.

Although many considerations for cultural adaptations of treatments have been dis
cussed thus far, examining the linguistic strategy within Kreuter et al. (2003) framework 
highlights the importance of linguistic adaptations in aphasia treatments. Returning to 
the analogy of “something old, something borrowed, something new”, cultural and 
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linguistic adaptations in aphasia treatment should be viewed as a long-lasting partner
ship; one cannot exist meaningfully without the other. By linguistic adaptations, we refer 
to the process whereby the linguistic components of an intervention, for example, 
instructions, treatment materials, and even the active ingredients of a specific treatment, 
are not merely translated from one language to another but are systematically adapted 
within the target language.

Linguistic adaptations involve multiple levels of complexity; for example, semantic 
factors must be considered to ensure that words and sentences convey appropriate 
meaning in the new linguistic and cultural context. Syntactic factors would involve 
aligning sentence structures with the grammatical norms of the target language. 
Pragmatic factors would address appropriateness and language use within the interven
tion’s new sociolinguistic context. Further, when making a linguistic adaptation of specific 
lexical items, it is key to account for language-specific properties such as lexical frequency, 
imageability, and age of acquisition, among others. These variables often differ substan
tially across languages; for example, a high-frequency word in one language may be 
relatively infrequent in another, potentially altering task difficulty. These examples illus
trate that linguistic adaptation is a complex, multilayered process that extends far beyond 
simple translation between languages.

Moreover, the frameworks discussed above emphasize the importance of linguistic 
adaptations. For instance, the PIPFLA model (Maríñez-Lora et al., 2016) incorporates 
a translation process in Step 2. Similarly, Resnicow et al. (1999) highlight surface structure, 
which involves aligning treatment materials with the target language. Notably, although 
Resnicow et al. (1999) refer to this adaptation process as surface structure, this should not 
be interpreted to imply that linguistic adaptations are simple, superficial, or devoid of 
complexity. On the contrary, those experienced with language disorders, such as aphasia, 
understand that language is inherently complex and far from superficial. Kreuter et al. 
(2003) also identify linguistic adaptation as one of five key strategies in the adaptation 
process. The idea is that psycholinguistic and linguistic variables should be considered 
when making linguistic adaptations of aphasia treatments. Similarly, the linguistic char
acteristics of a monolingual person with aphasia, as well as cross-linguistic differences in 
bi- or multilingual individuals with aphasia, should be carefully considered during this 
adaptation process.

Although this paper focuses on adaptations of aphasia interventions, this section 
briefly highlights that most adaptation work across languages has focused on aphasia 
assessments. A detailed exploration of what adapting assessments for diverse languages 
and cultures entails is beyond the scope of this paper’s aims. There are assessment 
adaptations to different languages of the Stroke and Aphasia Quality of Life Scale-39 
(e.g., Kiran & Krishnan, 2013; Lata-Caneda et al., 2009), the Western Aphasia Battery (e.g., 
Kertesz, 2022; Kertesz & Pascual-Leone, 2000), and the Comprehensive Aphasia Test (e.g., 
Martínez Ferreiro et al., 2024; Mavis et al., 2021; Visch-Brink et al., 2014; Zakariás & Lukács,  
2022), among many others. Additionally, new assessment tools have been developed for 
specific contexts, such as the Indian Aphasia Battery (e.g., Kaur et al., 2017). There are 
frameworks specifically designed to guide the adaptation of assessments to new lan
guages that can be consulted (e.g., Cruchinho et al., 2024). Additionally, discussions in 
aphasiology have highlighted major efforts to adapt the Comprehensive Aphasia Test for 
use in other languages (e.g., Martínez-Ferreiro et al., 2024), underscoring that, as 
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mentioned above, mere translations are insufficient; instead, adaptations need to account 
for the specific linguistic features of the target language, as well as for cultural variables.

Returning to Kreuter et al.‘s framework (2003), the next strategy is constituent- 
involving. This strategy involves drawing directly on the experience of members of the 
target group (i.e., involving stakeholders to adapt an intervention). Members of the target 
group can be involved in multiple ways. For example, researchers can work directly with 
lay members of the population to work as cultural brokers during the intervention 
adaptation process. Another possibility involves collaborating with local health profes
sionals who are members of the target group or have a deep understanding of their 
needs. This strategy has been increasingly used in the aphasia literature. For example, 
Isaksen et al. (2023) reported a grassroots-led multinational partnership focusing on 
knowledge exchange relating to CPT in Austria, Egypt, Greece, India, and Serbia. Local 
teams included health professionals (e.g., SLPs, neurologists, neuropsychologists, phy
siotherapists, occupational therapists, and psychologists) across the different countries. 
The local teams worked on the cultural and linguistic adaptation of KomTil (a version of 
CPT for healthcare workers). The goal was for these teams to subsequently use the 
adapted intervention resources to continue providing CPT to healthcare professionals in 
their local contexts. The nature of the CPT adaptations varied across countries, and the 
extent of adaptation often depended on similarities and differences between the target 
cultural and linguistic context and the source (Danish) context.

Quique et al. (2022) also described a cultural and linguistic adaptation of a scripted 
sentence-learning protocol for Colombian Spanish speakers with aphasia. The treatment 
materials (scripted sentences) were co-designed by a Colombian SLP with extensive 
clinical experience working with people with aphasia and by a linguist, a native Spanish 
speaker. These treatment materials were language-specific for Colombian Spanish speak
ers (e.g., used appropriate wording to express culturally relevant ideas, actions, and 
events). A local graphic designer created images associated with each sentence, serving 
as cues during practice sessions, and ensured that the visual materials were also culturally 
relevant. In addition, the treatment was administered by local SLPs with expertise in 
aphasia, which made it easier to connect with participants who shared a cultural and 
linguistic background. This study found that Colombian speakers with aphasia showed 
increased learning of scripted sentences over time, indicating a successful adaptation of 
this protocol to the culture and language.

Another example of a constituent-involving strategy was reported by Tessier et al. 
(2021). These researchers described an adaptation of CPT for public transportation staff in 
Montreal, Canada. The development of the CPT intervention adapted for this particular 
population included consultations with transport drivers, a chief operating officer, and 
passengers with communication disorders. In this example, the constituent-involving 
nature was related to a specific professional group rather than a broader cultural group. 
Further, the design of this CPT intervention followed an andragogical process, where 
learners share the learning process by designing, delivering, and evaluating the training; 
in other words, the target group was involved not only during the adaptation process but 
also during its implementation. The intervention was then delivered to 13 drivers in the 
city. The driver’s knowledge regarding communicating with people with communication 
disorders improved after training. Additionally, post-intervention videos showed better 
communicative interactions, which speaks to the effectiveness of the adapted 
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intervention using this strategy. Overall, it has been noted that community stakeholder 
engagement in any project design and implementation leads to higher effectiveness, 
efficiency, equity, flexibility, legitimacy, sustainability, and replicability (e.g., Sherman & 
Ford, 2014).

The last strategy in Kreuter et al.‘s framework (2003) is sociocultural. This refers to 
discussing health-related issues in the context of broader social and/or cultural values and 
characteristics of the intended audience. Using this approach, a group’s cultural values, 
beliefs, and behaviors are recognized, reinforced, and built upon to provide context and 
meaning to information and messages about a given health problem or behavior. Thus, 
this is a higher level of stakeholder involvement, which includes a deeper understanding 
of the sociocultural characteristics of a given population. Still, this level of adaptation is 
achieved by including stakeholders throughout the intervention adaptation process. The 
field of aphasia has witnessed a gradual increase in stakeholder involvement in research, 
as demonstrated by the examples below. However, less has been done to include 
minoritized populations as stakeholders in achieving adaptations for cultural and linguis
tic minorities.

Stakeholder-engaged research (SER) is an umbrella term that encompasses research 
methods designed to involve individuals who are affected by research outcomes as active 
research advisors and collaborators. SER includes identifying appropriate stakeholders, 
using engagement strategies, and maintaining an effective relationship between 
researchers and stakeholders (Goodman & Sanders Thompson, 2017). An example of 
SER in the field of aphasiology is Project BRIDGE (Building Research Initiatives by 
Developing Group Effort; Brice & Hinckley, 2022). They have developed training programs 
for stakeholders (people with aphasia, families, and clinicians) who want to participate as 
collaborators in research. Currently, more than 20 multi-stakeholder research teams 
across North America are collaborating on projects that are important to individuals living 
with aphasia.

As mentioned, less has been done in SER for people with aphasia from minoritized 
groups. Seles Gadson et al. (2022) explored the health-related quality of life in African 
Americans with aphasia. The authors developed a survey for African Americans to exam
ine the quality of life and whether social support and networks were predictors of health- 
related quality of life in this population. They found that African Americans with aphasia 
reported lower health-related quality of life relative to controls, but social support and 
networks were not predictors of quality of life. This type of research, in which stakeholders 
are deeply involved in understanding sociocultural characteristics, is a critical step that 
can guide the future development of treatment adaptations.

As can be inferred from Kreuter et al.‘s framework (2003), some treatment adapta
tions may involve multiple of the discussed strategies. For example, in culturally 
similar contexts, a linguistic strategy may suffice, but this would vary contextually. 
Deciding which strategy is most appropriate to adapt an intervention for a given 
cultural context would benefit from community and stakeholder discussion. Overall, 
the terminology we have introduced in this section, can be used in combination 
with the bottom-up and top-down approaches described above. Further, document
ing the changes made proactively and reactively to interventions, as well as the 
processes (e.g., decisions, considerations) that underlie and inform these changes, 
the nature of the modifications, the resulting product, and its impact is crucial to 
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ensure the modifications maintain or improve the fidelity of the intervention being 
adapted. Thus, to ensure good practice when carrying out cultural adaptations, using 
a framework that systematically and rigorously accounts for such documentation is 
crucial. We will move our discussion to one such framework – The Framework for 
Reporting Adaptations and Modifications-Enhanced (FRAME; Stirman et al., 2019) – 
and our application to aphasia treatments for culturally and linguistically minoritized 
groups.

Framework for reporting/documenting adaptations and modifications-enhanced 
(FRAME)

The Framework for Reporting Adaptations and Modifications-Enhanced (FRAME; Stirman 
et al., 2019) is used to document modifications and adaptations of evidence-based 
interventions (Figure 2). It considers the level at which treatment modifications are 
made and the type and nature of such modifications (Stirman et al., 2013). The initial 
framework was expanded to include cultural adaptations (e.g., Barrera et al., 2017; Sundell 
et al., 2016). The specific inclusion of cultural adaptations considered various levels of 
stakeholders, including challenges encountered at organizational and socio-political 
levels, among providers, and at the intended recipient’s level. FRAME considers factors 
such as what, how, when, and why modifications are made to fit specific cultural contexts. 
It also serves as a tool to document the extent to which modifications are fidelity 
consistent.

This section aims to discuss FRAME in ways that can guide the documentation of 
adaptations of evidence-based aphasia treatments for diverse cultures. It will also present 
an overview with illustrative examples of how FRAME has been used to document an 
adaptation of a CPT program developed for diverse contexts (e.g., Isaksen et al., 2023). 
FRAME facilitates the documentation of modifications of evidence-based interventions for 
new cultures and can guide future documentation of adaptations of evidence-based 
aphasia intervention approaches. FRAME comprises eight aspects, which are described 
below.

When and how modifications occur? This aspect involves documenting whether the 
modification was made before treatment implementation, during the implementation 
process, or in later stages of scaling up and sustainment. In cases of cultural adaptation, 
certain modifications (proactive adaptation) are likely to be needed before treatment 
implementation. These proactive adaptations aim to enhance the intervention’s fit, as well 
as improve its feasibility and sustainability. They may also be influenced by organizational 
systems and regulations.

A key difference between adapting assessments and adapting evidence-based 
interventions lies in the timing of adaptation (i.e., when the adaptation occurs). 
Unlike assessments, where the cultural adaptation can be completed once the 
adapted version has undergone normative testing and final publication, interven
tions may require iterative adaptations during the implementation process. 
Moreover, it is likely that interventions will also require further cultural and 
linguistic adaptations during the scaling-up process in real-world contexts. 
Documenting when modifications are made is key in the process of assessing the 
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implemented intervention, planning to scale up, or considering further cultural and 
linguistic adaptations.

The proactive or reactive nature of a modification. This aspect refers to capturing 
whether specific modifications were planned or responsive. When modifications are 

Figure 2. Schematic of FRAME to document the adaptation of evidence-based aphasia treatments. The 
first column depicts FRAME domains. The second column provides examples of each domain. The third 
column presents an application of FRAME-A from the communication partner training study by 
Isaksen et al. (2022).

APHASIOLOGY 17



planned, they occur before the delivery of an intervention. For example, linguistic 
modifications to instructions, prompts, or linguistic stimuli used in aphasia inter
ventions are generally proactive. Further, some modifications to who is involved, 
the resources used, where the intervention is delivered, and the time allocated to 
specific elements of an intervention may require modification in advance of pilot
ing the adapted intervention. However, further modifications would need to be 
made reactively due to gaps in resource access and availability across different 
cultural contexts, as well as practical challenges encountered during the piloting or 
implementation stages. When unplanned modifications occur in response to 
a specific belief or behavior, they need to be considered to increase fit and 
effectiveness.

Who modified the intervention? This aspect refers to documenting the stakeholders 
involved in the modification (e.g., researchers, clinicians, patients, and organizations). 
Documenting who made the final decision on whether the modification is included or 
not is also considered in this category. While researchers and clinicians often modify 
interventions, other stakeholders have much to contribute. For example, patient 
advisory boards, research ethics committees, and individuals in institutional manage
ment can contribute to the discussion of intervention modifications, particularly dur
ing the rollout and implementation phases. This is highly variable and depends on the 
context in which the intervention is being adapted. Documenting who modified the 
intervention is crucial for understanding its rationale and assessing the feasibility of 
the intervention.

What was modified? This aspect specifies whether the modifications were made at the 
content, context, training, or implementation levels. Content modifications refer to 
changes within the treatment components. This could include adding elements, modules, 
tasks, or similar. This type of modification also includes deleting a treatment component if 
it is no longer relevant within the target context. Practical and organizational reasons for 
content adaptations may also be required in some contexts; however, these must be 
carefully weighed to ensure that they do not compromise the underlying principles of the 
intervention.

Context modifications refer to changes in the manner of delivery of the original 
content of the intervention. Specifically, context modifications refer to the format, 
the setting wherein the overall intervention is delivered (e.g., hospital, clinic, home, 
community), the personnel delivering the intervention, the number of sessions, and 
the duration of the intervention. For example, some interventions developed for 
delivery in a clinical setting may need to be delivered at home due to challenges 
associated with transportation and accessibility. Similarly, where personnel and 
resources are limited (e.g., a shortage of qualified SLPs), support workers may 
need to be recruited to support the delivery or co-facilitate the delivery of an 
intervention; note that this would require appropriate training for these support 
workers. The contextual modifications also include changes to the population for 
whom the intervention is being adapted. For example, if an intervention designed 
for adults is being delivered to a younger age group, or if an environmental 
intervention designed for significant others is being modified to include other 
family members.
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Training modifications refer to changes in how personnel are trained to deliver the 
intervention or how they are trained to assess intervention outcomes. The nature of the 
training provided to personnel who would eventually train others also needs to be 
considered. The modifications to training may depend on the knowledge base and 
experience of the personnel being trained. As discussed above, if there are changes to 
the nature of the qualified person chosen to deliver the training, the differences in 
knowledge would need to be considered.

Implementation modifications refer to the strategies used to spread the use of the 
intervention and scale up its use. This may refer to changes in how extensive the provision 
of an intervention is, such as who can deliver the intervention. For example, as discussed 
above, moving beyond SLPs to other trained workers to deliver the same intervention, or 
extending the provision of an intervention designed for a specific hospital to all regional 
hospitals, nationally, or even internationally.

Level of modification. This refers to the broad level at which the modifications were 
made, namely, at the level of an individual, a group of people with shared characteristics, 
a clinical unit, a broader organizational setting, or a community level. Modifications may 
be made to suit the delivery of an intervention to a specific person (e.g., due to literacy 
differences, mobility challenges), different populations (e.g., age group, gender, nation
ality), or due to organizational settings (e.g., opening hours, duration of therapy sessions, 
frequency of sessions, support services available, structural accessibility). Community- 
level modifications may be related to cultural differences, values, religious considerations, 
and other factors.

Type or nature of context or content-level modifications. This refers to the way in which 
the changes are made. For example, including additional elements (e.g., additional 
aphasia-related training for communities or healthcare workers where a knowledge 
difference exists), changing the presentation style (e.g., delivering the intervention face- 
to-face vs. virtual), removing elements (e.g., discarding treatment components that do not 
apply to a context), modifying elements of existing material (e.g., refining, condensing, or 
loosening topics), expanding the intervention (e.g., adding treatment components applic
able to the context), and changing the intervention protocol (e.g., changing the order in 
which the treatment is administered).

The extent to which the modification is fidelity consistent. This refers to the extent to 
which core elements (i.e., treatment components or ingredients) of the original interven
tion are preserved or changed for the new context for which the intervention is being 
adapted. Adaptations are considered fidelity-consistent when the core elements are 
preserved. The field of aphasiology is growing in its systematic description of treatments 
in terms of ingredients and mechanisms of action, which can explain how and why 
treatments work. This is achieved by utilizing tools such as the Rehabilitation Treatment 
Specification System (RTSS; see Cherney et al., 2022; Fridriksson et al., 2022). Scientific 
literature on core elements for specific aphasia interventions would support the later 
process of adaptations. Where such evidence is not available, consulting with clinicians 
and researchers involved in the development of the intervention or those with expertise 
in the principles and provision of the specific intervention being adapted would support 
the identification of essential ingredients of an intervention and thereby enhance the 
fidelity of the adapted intervention.
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The reasons for the modification. This refers to the rationale underlying why the 
modifications were made. The reasons could include sociopolitical factors of the culture 
to which the treatment is being adapted (e.g., existing laws, policies, cultural and societal 
norms, historical considerations, financial resources), organizational reasons of the place 
where the adaptation is taking place (e.g., funding, competing demands, physical and 
information accessibility, mission, leadership support), factors associated with the provi
der or clinician delivering the treatment (e.g., race and ethnicity, gender and identity, 
previous knowledge, training and skills, clinical judgment, perceptions), and factors 
relating to the recipient of the treatment (e.g., race and ethnicity, gender and identity, 
comorbidities, cognitive abilities, access to resources, languages spoken, cultural and 
religious norms).

Overall, by providing a skeleton of the various levels at which modifications can occur, 
FRAME (Stirman et al., 2019) supports both researchers and clinicians in ensuring rigorous 
documentation of the adaptation process. This documentation can also support the 
maintenance of fidelity of evidence-based treatments while improving fit for a specific 
culture. FRAME could be used for ongoing documentation of further adaptations made 
during the implementation of adapted interventions, when scaling up adapted interven
tions (e.g., to other hospitals or culturally similar contexts), and even when documenting 
intervention outcomes. In this way, FRAME can help bridge the gap between evidence- 
based practice and practice-based evidence in adapted evidence-based interventions.

An example of using FRAME to document an adaptation of communication 
partner training (CPT)

In this section, we illustrate the use of FRAME to document modifications made to a CPT 
program, tailored to the culture and language of healthcare professionals working with 
people with aphasia in various countries (Figure 2). Specifically, Isaksen et al. (2023) 
reported a collaborative study adapting a Danish CPT program called KomTil (an abbre
viation of Kommunikativ Tilgængelighed, which roughly translates to communication 
accessibility), for healthcare professionals from seven countries (Austria, Greece, Serbia, 
India, Egypt, Ireland, and the United Kingdom). The collaboration involved partnerships of 
clinicians and researchers with expertise in stroke and aphasia.

The project resulted in multiple language and cultural adaptations of KomTil, including 
two Indian adaptations for the north and south of India, as well as adaptations in Austrian, 
Greek, Serbian, and Arabic. The broad process was as follows: representatives in each 
country were trained as KomTil trainers, which provided an opportunity to gain a deep 
understanding of the principles underlying this CPT program. This training also created an 
opportunity to exchange knowledge on using CPT for healthcare professionals in under
explored contexts. While the representatives completed the KomTil training, they worked 
locally on the linguistic and cultural adaptations of the training content. After the 
adaptations were completed, the representatives disseminated the training to healthcare 
workers in their respective countries (Isaksen et al., 2023).

General adaptations included modifying infographics, adjusting practice scenarios, 
expanding concepts and terminology to accommodate cultural characteristics, and 
tailoring the level of politeness in the language to match the cultural context. Broadly, 
all the cultural and linguistic adaptations, as documented by Isaksen et al. (2023), were 
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pre-planned and made prior to implementation. Whether further modifications were 
made after the context-specific implementation was not documented by Isaksen et al. 
(2023), as the paper focuses on the adaptation process. It is therefore difficult to 
comment on further adaptations (i.e., reactive or unplanned) that may have been 
made during and following implementation. Unplanned adaptations were documen
ted in a different study (see Pais, 2022), which involved adapting CPT for the Indian 
context. In this study, unplanned modifications occurred due to organizational circum
stances during implementation or individual participant circumstances during testing. 
Thus, further adaptations may have been required in the other countries included in 
the study by Isaksen et al. (2023) during the implementation phase. The modifications 
were made by local healthcare professionals (e.g., neurologists, physiotherapists, SLPs). 
Thus, this is an example of a constituent-involving adaptation process.

“What” modifications were made, the nature of the modifications, and the reasons for 
modification varied across the countries in the study. For example, in the North Indian 
context, the team modified content to increase the interest of the healthcare profes
sionals who are likely to serve people with various communication disorders. The Austrian 
team, on the other hand, extended the practice time between sessions to suit resource 
availability within the specific clinic where the intervention was to be implemented. These 
examples of content and contextual changes could be described as sociocultural, 
although the level at which these were made was not reported. Pais and Jagoe (2024) 
documented similar reasons for modifying and adapting CPT to the context of family 
members in the Indian context, which align with those discussed by Isaksen et al. (2023), 
highlighting the importance of cultural considerations in both content and language that 
extend beyond mere translation.

Overall, a crucial benefit of using FRAME to document modifications alongside opportu
nities for those involved in the adaptation process to discuss adaptations is that it can further 
support the maintenance of fidelity, particularly at the level of core concepts, while allowing 
modifications to address the needs of the context for which the intervention is being 
adapted. This was demonstrated both in the study by Isaksen et al. (2023) and Pais and 
Jagoe (2024). Although Isaksen et al. (2023) do not specifically report on the fidelity of the 
adaptations, they note that the Egyptian and Indian teams made more extensive adaptations 
than the European teams (e.g., Austria and Greece). It is crucial to strike a balance between 
maintaining fidelity to the active ingredients and increasing suitability for the target context.

Conclusion

Aphasia treatment research has focused on English-speaking populations, leaving a gap 
in the development of treatments to meet the needs of the world’s diverse cultures and 
languages. As clinicians and researchers work to address the needs of minoritized groups, 
they are often left to choose between applying existing treatments without adaptation, 
making intuitive modifications, or developing entirely new interventions (i.e., something 
old, something borrowed, something new). Each of these paths presents challenges, 
particularly in terms of cultural fit, clinical confidence, and time constraints.

To move the field forward, there is a need for systematic frameworks to guide 
the cultural and linguistic adaptation of aphasia treatments. Such frameworks can 
help ensure that interventions are not only accessible but also acceptable and 
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effective across diverse populations. The bottom-up approach offers a community- 
driven pathway for culturally adapting aphasia treatments. Top-down approaches 
focus on increasing cultural awareness and can also serve as a starting point for 
cultural adaptations of evidence-based aphasia treatment. Together, they provide 
a complementary framework that can support the adaptation of evidence-based 
aphasia treatments to diverse cultures. Similarly, FRAME provides a framework for 
documenting the cultural and contextual adaptations of evidence-based aphasia 
treatments.

In short, advancing aphasia care for all people with aphasia requires culturally 
responsive adaptations of evidence-based treatments. Bottom-up and top-down 
approaches offer complementary strategies to achieve this goal, and frameworks 
like FRAME support the systematic documentation of adaptations. These systematic 
frameworks enhance the rigor of adaptation processes and, in the long term, 
facilitate the scalability and sustainability of evidence-based interventions across 
diverse linguistic and cultural contexts. By embracing these frameworks, the field 
of aphasiology can take steps toward more equitable care for all individuals with 
aphasia.

Notes

1. We used the terminology of minoritized groups preferentially in this paper to reflect the fact that 
a group’s “minority status” is a function of oppressive structures (see Black et al., 2023), under
standing and valuing that the people who have been described as “ethnic minorities” (e.g., Asian, 
Black, Latin American) are actually the global majority (about ~85% of the global population).

2. Although we use the terminology Global South and Global North, instead of high vs. low 
income countries (or multiple others categorical terminologies), we recognize that this 
terminology has limitations and does not fully capture the sociocultural and linguistic 
nuances of the populations within the Global South or Global North. We have selected this 
terminology only for the lack of a better one.
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