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Abstract
Aims  This study aimed to translate the SPPARC family program, which was prepared for the relatives and loved ones 
of individuals with aphasia, into Turkish and to investigate its effects on the psychosocial status of the families.

Methods  This study was conducted with 40 participants (28 female, 12 male, mean age 42 ± 7.82 years, range 20–65 
years). Participants were over 18 years old, lived in the same household as the individual with aphasia or played an 
active caregiving role, were native Turkish speakers, and had technology literacy. Participants were allocated into 
two groups: experimental and control. Outcome measures included the Depression Anxiety Stress Scale (DASS), 
the Caregiver Burden Scale (CBS), and the World Health Organization Quality of Life Scale (WHOQOL-BREF). The 
significance level was set at p<.05.

Results  Pre-test scores did not differ significantly between groups. Post-program analyses indicated that participants 
in the experimental group showed significant reductions in depression, anxiety, and stress compared to pre-test 
scores, while the control group showed no improvements. Between-group analyses also favored the experimental 
group for DASS total, depression, anxiety, and CBS scores (all p < .05).

Conclusion  The Turkish adaptation of the Aphasia Family Support Programme (Phase 1 of SPPARC) may have positive 
effects on psychological well-being and caregiver burden.
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​​Introduction
Stroke, as defined by the World Health Organization, is 
a clinical condition characterized by the sudden onset of 
focal cerebral dysfunction due to vascular causes [1, 2]. 
Aphasia, which often develops after stroke, results from 
cortical or subcortical damage to the left hemisphere 
and leads to impairments in comprehension, expression, 
reading, and writing [3]. This sudden condition affects 
not only individuals with aphasia but also their families, 
who face emotional, psychological, and social challenges.

Previous studies have shown that family members of 
people with aphasia experience caregiver burden, role 
confusion, and reduced quality of life [4]. They also 
report increased stress, depression, and anxiety [5]. Sup-
port programs can provide education, coping strategies, 
and social support, which are essential for families [6, 7].

The Supporting Partners of People with Aphasia in 
Relationships and Conversation (SPPARC) program is a 
structured intervention designed to support both com-
munication and psychosocial needs of individuals with 
aphasia and their families. The program focuses on pro-
viding education, psychosocial support, and communi-
cation-related strategies for family members, aiming to 
improve interaction and reduce caregiver burden [8].

Although family support programs have been reported 
to have positive effects on caregivers of individuals with 
aphasia [6–8], their implementation in different cultural 
contexts remains limited. Given its structured approach 
and focus on both psychosocial support and communi-
cation strategies, SPPARC was considered an appropri-
ate intervention for adaptation in the Turkish context. 
In particular, there is no study examining the applicabil-
ity of the SPPARC program in Turkish populations or 
evaluating its effects on caregiver-related psychosocial 
outcomes.

Therefore, this study aimed to translate and adapt Phase 
1 of the SPPARC program into Turkish and to investi-
gate its effects on psychological well-being, caregiver 
burden, and quality of life among relatives of individuals 
with aphasia. It was hypothesized that participants in the 
intervention group would show greater improvements in 
psychological well-being and caregiver burden compared 
to the control group.

Methods
This study was carried out at the Language and Speech 
Therapy Department of the Graduate Education Institute 
of Anadolu University. The study was conducted follow-
ing the principles of the Helsinki Declaration and the 
Good Clinical Practice guidelines. It was approved by the 
Ethics Committee of Anadolu University (Ethics Com-
mittee no: 61070 − 16.10.2020). All participants involved 
in the study were provided with information about the 
research, and informed consent was obtained from all 

subjects. This study was designed as a quasi-experimen-
tal study.

Participants were recruited from rehabilitation centers 
and university clinics. Inclusion criteria were: age ≥ 18, 
living with or actively caring for a person with aphasia, 
native Turkish speaker, and technology literacy. Exclu-
sion criteria included severe psychiatric or neurological 
conditions. However, information regarding the use of 
medications for psychological conditions was not sys-
tematically recorded. Informed consent was obtained 
by trained researchers. Detailed clinical and sociodemo-
graphic variables such as education level, relationship to 
the individual with aphasia, aphasia severity, and comor-
bidities were not systematically recorded.

Forty participants who met the inclusion criteria were 
allocated into two groups according to their availability 
and willingness to attend the scheduled online program. 
The experimental group consisted of relatives who were 
able to participate in the SPPARC Family Support Pro-
gram, whereas the control group included relatives who 
met the same inclusion criteria but could not attend the 
sessions because of scheduling or personal constraints. 
Therefore, random allocation was not performed. This 
allocation procedure reflects the practical conditions of 
the study but may have introduced selection bias, par-
ticularly because participants who were able to attend 
the program may have differed from controls in motiva-
tion, time availability, or readiness to engage in caregiver 
education.

Outcome measures were collected at baseline and 
immediately post-program by independent researchers 
who were not involved in program delivery. Measures 
included: -Depression Anxiety Stress Scale (DASS-21).

 	– Caregiver Burden Scale (CBS).
 	– World Health Organization Quality of Life Scale 

(WHOQOL-BREF).

Depression anxiety stress scale (DASS)
The Depression Anxiety Stress Scale (DASS) was devel-
oped by Lovibond and Lovibond [9] to assess individu-
als’ levels of depression, anxiety, and stress. The Turkish 
adaptation of the scale was conducted by Akın and Çetin 
[10]. The DASS-21 consists of 21 items and uses a five-
point Likert scale for evaluation. The validity and reliabil-
ity study of the DASS-21 was carried out by Yılmaz et al. 
[11]. Each subscale (Depression, Anxiety, and Stress) has 
a possible score range of 7–35, with higher scores indi-
cating more severe symptoms. According to the scoring 
criteria: For depression: 0–4 is considered normal, 5–6 
mild, 7–10 moderate, 11–13 severe, and 14 and above 
indicate very severe depression. For anxiety: 0–3 is con-
sidered normal, 4–5 mild, 6–7 moderate, 8–9 severe, and 
10 and above indicate the presence of severe anxiety. For 
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stress: 0–7 is considered normal, 8–9 mild, 10–12 mod-
erate, 13–16 severe, and 17 and above indicate the pres-
ence of very severe stress.

Caregiver burden scale (CBS)
The Caregiver Burden Scale (CBS) is the Turkish adapta-
tion of the Zarit Burden Interview, originally developed 
by Zarit et al. [12] to assess the difficulties experienced by 
caregivers of elderly individuals. The adaptation, validity, 
and reliability of the scale in Turkish were carried out by 
İnci [13]. The scale consists of 22 items and uses a five-
point Likert-type evaluation. The possible scores range 
from a minimum of 0 to a maximum of 88. The scores are 
interpreted as follows: 0–20 indicates little or no burden, 
21–40 indicates moderate burden, 41–60 indicates severe 
burden, and 61–88 indicates an extreme burden [14]. A 
higher score on the scale indicates a higher level of per-
ceived burden.

World health organization quality of life scale-short form 
(WHOQOL-BREF)
The World Health Organization Quality of Life Scale 
(WHOQOL-BREF) was translated into Turkish by Eser 
et al. [15]. The short form consists of 26 items and uses a 
five-point Likert scale. It includes four domains related to 
quality of life: physical health, psychological well-being, 
social relationships, and environment. Additionally, it 
covers aspects of general quality of life and overall health. 
The possible scores range from a minimum of 26 to a 
maximum of 135, with lower scores indicating a higher 
level of perceived problems. The scores are categorized 
as follows: 26–49 is considered very poor, 50–69 poor, 
70–99 good, and 100 and above very good [16].

Implementation of the aphasia family support program 
(AFASEP)
The Supporting Partners of People with Aphasia in Rela-
tionships and Conversation (SPPARC) is a structured 
intervention program designed to support the psychoso-
cial and communication-related needs of individuals with 
aphasia and their families. The program consists of two 
phases: [1] a Family Support Program focusing on edu-
cation and psychosocial support, and [2] Communica-
tive Partner Training aimed at improving communication 
skills.

In the present study, only Phase 1 of the SPPARC pro-
gram was implemented. Phase 2 was not included due to 
the constraints of online delivery and the need for inter-
active group-based sessions.

The SPPARC program was translated into Turkish by 
two independent bilingual experts. The translated version 
was reviewed for clarity and linguistic appropriateness, 
and minor modifications were made based on consensus. 
However, a formal cross-cultural validation process was 
not conducted within the scope of this study.

The SPPARC Family Support Program (Phase 1) was 
delivered online by certified speech-language therapists 
using a structured manual and standardized materi-
als. Each participant received eight weekly sessions of 
30  min. To accommodate all 40 participants within the 
8-week period, sessions were scheduled in parallel.

The program was delivered using a predefined struc-
ture, and all sessions followed the same content frame-
work. Session adherence was monitored through 
attendance tracking.

The experimental implementation process is described 
in Table  1. All participants in the experimental group 
completed the intervention, and no dropouts were 
observed.

In the family support program provided within the 
scope of the research, stroke, aphasia, types of aphasia, 
problems that may accompany aphasia, communication 
problems that aphasic individuals and their relatives may 
experience and solutions will be explained. Information 
was provided about institutions and educational oppor-
tunities that aphasic individuals or relatives of aphasic 
individuals can reach for help. The content of the Family 
Support Program is showed in Table 2.

Statistical analysis
Statistical analysis was conducted using the SPSS 29.0.2.0 
software. Mean, standard deviation, frequency, and per-
centage values were used in the descriptive statistics of 
the data. The normality of the variables was assessed 
using the Kolmogorov-Smirnov test. The normality 
assumption was tested for each parameter, and due to the 
failure to meet the normality assumption and the rela-
tively small sample size, non-parametric tests, specifically 
the Wilcoxon Signed-Rank Test and the Mann-Whitney 

Table 1  Experimental implementation process
Group Pre -test AFASEP

(8 session)
Post-test

Experimental DASS
CBS
WHOQOL-BREF

Done DASS CBS
WHOQOL- BREF

Education evaluation form
+
Social validity form

Control DASS
CBS
WHOQOL-BREF

None DASS
CBS
WHOQOLBREF

None
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Results
Baseline characteristics (age, gender, time post-onset) did 
not differ significantly between groups (Table 3).

The pre-test scale scores of the experimental and con-
trol groups on the DASS, CBS, and WHOQOL-BREF 
scales are presented in Table  4. At baseline, significant 
differences were observed between groups in the depres-
sion and stress subscales of the DASS (p < .05), while 
other measures did not differ significantly.

Post-test comparisons showed that the experimental 
group demonstrated greater improvements in depres-
sion, anxiety, and caregiver burden compared to the 
control group. No significant differences were observed 
for stress and WHOQOL-BREF domains. (Table  5). 
Effect size estimates indicated moderate to large effects 
for depression, anxiety, and caregiver burden outcomes. 
Confidence intervals supported the direction of the 
observed differences between groups.

Group-level change scores (post-test minus pre-test) 
were calculated to provide an estimate of improve-
ment over time. The experimental group showed greater 
reductions in DASS total, anxiety, stress, and caregiver 

U Test, were used for data analysis. The significance level 
was set at p<.05.

In addition, group-level change scores (post-test minus 
pre-test differences) were calculated based on mean val-
ues to provide an estimate of between-group differences 
over time. As individual-level data were not available for 
all measures, these results are presented descriptively.

An estimated post-hoc power analysis was performed 
based on observed post-test between-group differences. 
Cohen’s d values were calculated using pooled standard 
deviations, with alpha set at 0.05 and equal group sizes of 
20 participants per group.

Effect sizes were calculated to assess the magnitude of 
differences between groups. In addition, 95% confidence 
intervals were reported where applicable.

Table 2  The content of family support program
Session Aim Content
1st session Introduction to the program What is STROKE?

What is Transient Ischemic Attack?
How does recovery occur after a stroke?
What are the causes of stroke?

2nd session- Aphasia Auditory comprehension and speech difficulties.
What is aphasia?
Aphasia and auditory comprehension,
Aphasia and expressive language.

3rd session- Strategies to help individuals 
with aphasia

How can I help auditory comprehension?
How can I help them speak?

4th session Problems accompanying with 
aphasia

What is dysarthria? What is apraxia? What is hemiparesis? Problems with vision and 
visual fields.
Epilepsy, swallowing problems
The evaluation of the support program: Goals and achievements regarding the 
course of the first 4 weeks

5th session Feelings after a stroke How does aphasia affect interpersonal relationships?
Feelings after a stroke.
What can you change?
Aphasia and depression.
Changes after aphasia are discussed from the perspective of individuals with aphasia

6th session Feelings after a stroke How does aphasia affect family dynamics?
How does stroke and aphasia affect spouses?
Changes for spouses?
It is discussed as the experiences of relatives of individuals with aphasia.

7th session Living with aphasia What can I do?
What can I change?
Strategies for coping with aphasia.
Coping with other people’s reactions.
Coping with the attitudes of strangers.
More about aphasia

8th session A general review Distribution of final tests.
Evaluation of the program.

Table 3  Demographic features of participants
Variable Experimental Group 

(n = 20)
Con-
trol 
Group 
(n = 20)

Gender (Female/Male) 16 / 4 12 / 8

Mean age (years) 42 ± 7.8 43 ± 8.1

Time since stroke (< 1 year / ≥1 year) 8 / 12 8 / 12
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burden, as well as greater improvements in quality of life 
compared to the control group.

However, due to baseline differences between groups, 
particularly in depression and stress subscales, these 
findings should be interpreted with caution. (Table 6)

Within the experimental group, significant pre- to 
post-test improvements were observed in DASS total, 
depression, anxiety, stress, CBS, and WHOQOL-BREF 
total, health, and psychological domains (all p < .05). 
However, no improvements were observed in the social 
and environmental domains. These results are summa-
rized in Table 7.

The estimated post-hoc power analysis showed ade-
quate statistical power for depression, anxiety, and 
caregiver burden outcomes, while the power was lower 
for DASS total and WHOQOL total scores. The esti-
mated power for stress was very low, consistent with the 
absence of a meaningful post-test between-group differ-
ence (Table 8).

Table 4  Pre-test data for experimental and control groups 
assessments
PRE-TEST Experimental 

Group
Mean ± SD

Control Group
Mean ± SD

*p

DASS

DASS total score 59,20 ± 13,62 59,90 ± 12,36 ,100 (NS)

Depression 21,35 ± 4,24 29,50 ± 10,41 ,006*
Anxiety 18,85 ± 5,10 16,20 ± 5,22 ,152 (NS)

Stress 19,25 ± 5,89 14,65 ± 4,41 ,009*
CBS 37,15 ± 8,18 37,45 ± 6,77 ,839 (NS)

WHOQOL

WHOQOL (total score) 57,85 ± 23,46 63,30 ± 20,67 ,386 (NS)

Health 20,75 ± 11,45 25,50 ± 7,16 ,084 (NS)

Psychological 13,15 ± 6,01 16,30 ± 10,32 ,163 (NS)

Social 10,5 ± 4,29 8,55 ± 2,54 ,391 (NS)

Environment 12,80 ± 4,16 12,00 ± 5,42 ,467 (NS)
CBS; Caregiver Burden Scale, DASS; Depression Anxiety Stress Scale, WHOQOL; 
World Health Organization Quality of Life Scale-Short Form, SD: Standart 
Deviation. * Mann–Whitney U test was used for between-group comparisons. * 
p < .05, p ≥ .05 → NS (Not Significiant)

Table 5  Post-test scores of experimental and control groups 
(Mann-Whitney U Test)
Measure Experimental 

Mean ± SD
Control 
Mean ± SD

*p-value

DASS total 46.95 ± 13.45 57.20 ± 11.28 0.017*

Depression 16.90 ± 5.14 22.80 ± 2.93 < 0.001*

Anxiety 15.25 ± 4.55 19.85 ± 5.60 0.009*

Stress 14.70 ± 4.48 14.55 ± 5.70 0.913 (NS)

Caregiver Burden (CBS) 27.15 ± 6.76 35.40 ± 6.62 0.001*

WHOQOL total 72.25 ± 23.64 64.60 ± 19.52 0.409 (NS)

WHOQOL Health 28.10 ± 10.17 24.40 ± 9.16 0.226 (NS)

WHOQOL Psychological 20.25 ± 12.45 17.80 ± 7.84 0.628 (NS)

WHOQOL Social 11.05 ± 5.38 10.45 ± 3.39 0.883 (NS)

WHOQOL Environment 14.85 ± 7.63 11.95 ± 4.17 0.241 (NS)
DASS; Depression Anxiety Stress Scale, WHOQOL; World Health Organization 
Quality of Life Scale-Short Form, SD: Standart Deviation. * Mann–Whitney U 
test was used for between-group comparisons. * p < .05, p ≥ .05 → NS (Not 
Significiant)

Table 6  Group-level change scores (post-test – pre-test) and 
between-group differences
Measure Experimental Δ 

(Post–Pre)
Control Δ 
(Post–Pre)

Be-
tween-
group 
ΔΔ

DASS total −12.25 −2.70 −9.55
Depression −4.45 −6.70 + 2.25

Anxiety −3.60 + 3.65 −7.25
Stress −4.55 −0.10 −4.45
Caregiver Burden (CBS) −10.00 −2.05 −7.95
WHOQOL total + 14.40 + 1.30 + 13.10
DASS; Depression Anxiety Stress Scale, WHOQOL; World Health Organization 
Quality of Life Scale-Short Form, CBS; Caregiver Burden Scale

Table 7  Within-group comparisons of experimental group 
(Wilcoxon Signed-Rank Test)
Measure Pre 

Mean ± SD
Post 
Mean ± SD

z-value *p-
value

DASS total 59.20 ± 13.62 46.95 ± 13.45 -3.826 < 0.001*

Depression 21.35 ± 4.24 16.90 ± 5.14 -3.735 < 0.001*

Anxiety 18.85 ± 5.10 15.25 ± 4.55 -3.421 0.001*

Stress 19.25 ± 5.89 14.70 ± 4.48 -3.511 < 0.001*

Caregiver Bur-
den (CBS)

37.15 ± 8.18 27.15 ± 6.76 -3.456 0.001*

WHOQOL total 57.85 ± 23.46 72.25 ± 23.64 -3.750 < 0.001*

WHOQOL 
Health

20.75 ± 11.45 28.10 ± 10.17 -2.615 0.009*

WHOQOL 
Psychological

13.15 ± 6.01 20.25 ± 12.45 -3.142 0.001*

WHOQOL Social 10.50 ± 4.29 11.05 ± 5.38 -0.596 0.552 
(NS)

WHOQOL 
Environment

12.80 ± 4.16 14.85 ± 7.63 -0.854 0.393 
(NS)

DASS; Depression Anxiety Stress Scale, WHOQOL; World Health Organization 
Quality of Life Scale-Short Form, SD: Standart Deviation. * Wilcoxon Signed-
Rank test was used for within-group comparisons. * p < .05, p ≥ .05 → NS (Not 
Significiant)

Table 8  Estimated post-hoc power analysis based on post-test 
between-group differences
Outcome Cohen’s d Estimated power
DASS total 0.83 0.72

Depression 1.41 0.99

Anxiety 0.90 0.79

Stress 0.03 0.05

Caregiver Burden Scale 1.23 0.97

WHOQOL total 0.35 0.19
DASS; Depression Anxiety Stress Scale, WHOQOL; World Health Organization 
Quality of Life Scale-Short Form
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Discussion
This study was conducted to evaluate the effects of the 
SPPARC (Supporting Partners of People with Aphasia in 
Relationships and Conversation) Aphasia Family Support 
Program on the families of individuals with aphasia. In 
line with the study’s objectives, psychological conditions 
were assessed using the Depression, Anxiety, and Stress 
Scale, while the levels of impact on their social lives were 
determined using the Caregiver Burden Scale and the 
World Health Organization Quality of Life Scale.

The findings of this study suggest that the Turk-
ish adaptation of the SPPARC Family Support Program 
may improve psychological well-being and reduce care-
giver burden among relatives of individuals with apha-
sia. Reductions in depression, anxiety, and stress levels 
observed in the experimental group are consistent with 
previous studies reporting the benefits of family-cen-
tered interventions [7, 17]. These improvements may 
be explained by increased knowledge about aphasia, 
improved coping strategies, and enhanced awareness 
among caregivers. Providing structured information and 
support may help caregivers better understand the condi-
tion and manage its emotional and practical challenges.

Rice et al. [18] conducted a study in which a support 
program was implemented for the relatives of individuals 
with aphasia and demonstrated that participants in the 
program experienced positive changes in their anxiety 
levels and physical health complaints afterward. In our 
study, statistical analyses reveal significant reductions in 
the anxiety levels of the relatives of individuals with apha-
sia both before and after the family support program.

When examining stress levels, it has been observed 
that the training provided to both individuals with apha-
sia and their caregivers has a positive effect on reduc-
ing the caregivers’ stress [19]. Knowledge about stroke, 
aphasia, and communication skills for both the individ-
ual with aphasia and the family members contributes to 
a decrease in the caregiver’s stress level [20, 21]. Howe 
et al. [7] found in their studies that aphasia family pro-
grams could address communication issues between 
the person with aphasia and their family member, and 
that these programs led to a reduction in the caregiver’s 
stress. Hinckley et al. [22] reported that after a 2-day pro-
gram involving individuals with aphasia and their fami-
lies, there was an increase in social relationships between 
family members and individuals with aphasia, an enrich-
ment of their knowledge about aphasia, and a reduc-
tion in their communication-related stress levels. In this 
study, stress levels significantly decreased following the 
intervention in the experimental group, which is consis-
tent with previous studies reporting the beneficial effects 
of structured family support programs. Pre-test and post-
test data also indicate that this reduction in stress levels 

positively reflects on the quality of care. These results are 
consistent with the literature.

When examining all subscales of the Depression, Anxi-
ety, and Stress Scale, no significant difference was found 
between the pre-test results of the experimental and 
control groups. However, significant differences were 
observed between the post-test results of the experi-
mental and control groups. When evaluating the within-
group findings of this study, significant differences were 
found between the pre-test and post-test data of the 
experimental group, whereas no significant difference 
was found between the pre-test and post-test data of 
the control group. It is thought that this change may be 
attributed to the support program implemented.

Morimoto et al. [23] demonstrated that as the depen-
dency of the person receiving care increases, the care-
giving burden also increases. Bakas et al. [24] showed a 
significant reduction in caregiving burden before and 
after a family program in his study. Magnus et al. [25], 
in the study conducted after the SEPA family program, 
compared the scores from the Caregiver Burden Scale 
and the World Health Organization Quality of Life Scale 
before and after the program. While no statistically sig-
nificant difference was found in the Caregiver Burden 
Scale, a descriptive reduction in caregiving burden was 
observed. Both the pre-test and post-test findings of the 
experimental group, as well as the post-test data com-
parison between the experimental and control groups, 
showed a significant reduction in caregiving burden lev-
els. Similarly, Rouch et al. [26] demonstrated in a recent 
study that family education reduces caregiving burdens 
not only in the field of aphasia but also in all chronic 
conditions.

Hoen et al. [27] conducted a study in which a support 
program was implemented for individuals with apha-
sia and their close contacts. The program was evaluated 
using a psychological well-being scale before and after 
its implementation. After the program, which aimed to 
address communication issues caused by aphasia and 
enhance partner communication, significant differ-
ences were found between pre-test and post-test results 
for 32 out of 35 participants. Worrall et al. [28] found 
significant increases in quality of life and self-reported 
well-being scores in the post-test and follow-up results 
of the Aphasia Ask program. Draper et al. [19] evaluated 
the quality of life of caregivers of individuals with apha-
sia who participated in a 4-week support program and 
observed significant positive changes in their quality of 
life post-program. Avent et al. [6] showed that learning 
communication-supportive strategies, addressing coun-
seling needs, and increasing knowledge levels for caregiv-
ers positively impact both the rehabilitation process of 
the individual with aphasia and the caregiver’s quality of 
life due to improved communication quality [5, 6]. It is 
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also noted that accessing information about aphasia and 
increasing knowledge reduces negative effects on spouses 
and aids in interaction during the rehabilitation process 
[29].

In this study, both the pre-test and post-test findings of 
the experimental group and the post-test data compari-
son between the experimental and control groups show 
significant differences in the physical health and psycho-
logical domains of the quality of life scale. Based on these 
findings, it can be seen that the support program ben-
efited the physiological and psychological health of rela-
tives of individuals with aphasia. Quality of life improved 
in physical and psychological domains but not in social 
or environmental domains. The lack of improvement 
in social and environmental domains may be related 
to the individual and online nature of the interven-
tion, which limited opportunities for social interaction. 
This is consistent with previous findings suggesting that 
group-based interventions are more effective in improv-
ing social outcomes [30]. The selection of DASS, CBS, 
and WHOQOL-BREF was appropriate, as they reflect 
the theoretical aims of SPPARC to reduce psychological 
distress, caregiving burden, and improve quality of life. 
However, only Phase 1 was implemented; Phase 2 (Com-
municative Partner Training) may further enhance com-
munication outcomes and should be evaluated in future 
studies.

Limitations include lack of randomization, small 
sample size, reliance on online delivery, and poten-
tial effects of spontaneous recovery in participants less 
than 12 months post-onset. No a priori power analysis 
was conducted. These limitations reduce generalizabil-
ity but do not diminish the observed positive trends. 
Aphasia severity was not systematically assessed, which 
may have influenced caregiver burden and psychological 
outcomes.In addition, change score analyses were per-
formed at the group level due to the absence of individ-
ual-level data, which limits the ability to perform more 
robust statistical comparisons. The absence of detailed 
clinical and sociodemographic data may have influenced 
the observed outcomes and should be considered when 
interpreting the results. Since the power analysis was 
performed post hoc and based on observed group dif-
ferences, these findings should be interpreted cautiously 
and should not replace an a priori sample size calculation. 
In addition, the control group consisted of participants 
who were unable to attend the program, which may have 
introduced motivational differences between groups. 
This may have resulted in a more motivated experi-
mental group, potentially influencing the outcomes. In 
addition, The Turkish version of the SPPARC program 
was not formally validated through a standardized cul-
tural adaptation process. Future studies should involve 

larger, randomized samples, incorporate both phases of 
SPPARC, and evaluate long-term follow-up outcomes.

Conclusion
This study suggests that the Turkish adaptation of the 
SPPARC (Supporting Partners of People with Apha-
sia in Relationships and Conversation) Family Support 
Program may have positive effects on psychological 
well-being, caregiver burden, and quality of life among 
relatives of individuals with aphasia. However, these find-
ings should be interpreted with caution due to method-
ological limitations, including the lack of randomization, 
baseline differences between groups, and limited sample 
characterization. Further studies with larger, random-
ized samples and more comprehensive clinical data are 
needed to confirm these findings and to better under-
stand the long-term effects of such interventions.
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