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Overview 

This thesis portfolio comprises three parts:  

 

Part One: Systematic Literature Review 

The systematic literature review explored whether social support facilitated post-traumatic growth 

(PTG) following an acquired brain injury (ABI). Eleven studies were selected for the review using 

five electronic databases: MEDLINE, APA PsycInfo, PsycArticles, CINAHL and Academic Search 

Ultimate. The studies were assessed for quality using the Critical Appraisal Skills Program 

Qualitative Studies Checklist (CASP-UK, 2018) prior to thematic synthesis. The four themes 

identified in the study supported social support facilitated PTG through closer relationships with 

friends and family, shared experiences, reconnection with the social world and support from wider 

networks. However, one theme did not agree with social support facilitating PTG and explored the 

hinderances of social support. The limitations, clinical implications and suggestions for future 

research are discussed. 

 

Part Two: Empirical Paper 

The empirical paper investigated predictors of post-traumatic growth (PTG) in early stroke 

recovery. In particular, age, education, gender, psychological support, social support and health-

related quality of life were assessed in terms of their relationship with PTG. 143 participants 

completed an online survey including measures of social support, quality of life and PTG, 

additional relevant demographic information was also asked. Independent sample t-tests and a one-

way ANOVA were conducted to investigate the relationship of categorical variables with PTG and 

a multiple linear regression was conducted to investigate the relationship of continuous variables 

with PTG. Findings suggest that social support predicts PTG in early stroke recovery, however, the 

rest of the factors did not show any significant results. The results are discussed in context with the 

current literature base, limitations, clinical implications and considerations for future research.  
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Part Three comprises the Appendices:  

The appendices comprise of additional information for the systematic literature review and the 

empirical statement. Included in the appendices will be; reflective and epistemological statement, 

ethical improve, consent forms, information sheets, measures, author guidelines for journals and 

any other supporting documentation.  

 

Total word count (excluding appendices): 30, 687 
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Abstract 

Purpose:  An acquired brain injury (ABI) can be a traumatic, life-threating experience. ABI’s 

can impact on an individual's physical, cognitive, and psychological health. However, studies 

have suggested that individuals may experience positive changes following an ABI, referred 

to as post-traumatic growth (PTG). Previous studies have found social support to be a 

predictor of PTG following an ABI. Therefore, the current study aimed to conduct a thematic 

synthesis of how social support facilitates PTG following an ABI.   

 

Method: A search of five electronic databases was conducted (MEDLINE, PsycInfo, 

PsycArticles, CINAHL and Academic Search Premier). Qualitative studies were included if 

any domains of PTG were reported.  

 

Results: A total of eleven papers met the inclusion criteria and were analysed in the review. 

Four overall themes were generated supporting social support facilitating PTG through 

shared experiences, strengthen relationships, support from wider networks. One theme 

explored the hinderances of social support and how this may not facilitate PTG.  

 

Conclusion: Findings of this review suggest that social support can facilitate the process of 

PTG following an ABI. However, there can be difficulties with social support hindering the 

process of PTG for the individual.  

 

Keywords 

Post-traumatic growth; acquired brain injury; physical health; coping; rehabilitation.  
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1. Main Text  

Acquired Brain Injury (ABI) is referred to as a non-traumatic brain injury that causes damage 

to the brain by internal factors, such as a stroke, lack of oxygen, and a brain tumour 

(Goldman et al., 2022). The consequences of an ABI can be both physical, cognitive, and 

psychological (Goldman et al., 2022). The physical symptoms of an ABI include weakness, 

shaking, poor balance, headaches, changes in vision, mobility, tiredness and many more 

(Suskauer et al., 2020; Goldman et al., 2022). Some individuals with ABI experience changes 

in their cognitive abilities, for example, difficulties with memory, concentration, attention, 

planning, organisation, and communication (Rees et al., 2007). Additionally, some 

individuals have difficulties with regulating their emotions and behaviours including mood 

swings, anger, grief, confusion, anxiety, irritability, and changes in personality (Ruff, 2014; 

Coetzer, 2018).  

 

Following an ABI there is a significant risk of difficulties with employment, social 

participation and community reintegration increasing social isolation and exclusion for the 

individual and their family (McCabe et al., 2007; Berger, 2020). Moreover, there are higher 

risks of poorer mental health, coping skills, and difficulties with adjustment (Gracey et al., 

2016). As a result of difficulties with employment the individual and their family can be at 

risk of experiencing financial difficulties, which could consequently lead to strains on 

relationships, difficulties with housing, self-esteem, and self-worth (Dalton et al., 2014). The 

impact of an ABI such as stroke is not only regarding the specific individual but can 

influence wider settings. For example, the estimated cost to the NHS is around 3 billion per 

year on stroke, with additional costs to the economy for a further £4 billion in lost 

productivity, disability, and informal care (Patel et al., 2020; King et al., 2020). There 

appears to be a consensus that social support and social participation can support with these 

aspects’ recovery and rehabilitation after an ABI (Walsh et al., 2015; Batchos et al., 2018; 

Salas et al., 2022). Therefore, it seems important to learn more about how social support can 

facilitate recovery and growth for not only the individual but identify the impact this type of 

support can also have on wider settings.   
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2. Introduction 

2.1.  Posttraumatic Growth   

It has been well-recognised through the literature base in philosophy, psychology, and 

religion that after facing trauma and adversity positive changes can be experienced (Calhoun 

& Tedeschi, 2014).  This has been coined by Tedeschi and Calhoun as post-traumatic growth 

(2004). Post-traumatic growth (also frequently referred to as PTG or positive change) was 

first conceptualised as the positive psychological changes to an individual’s life after highly 

stressful and challenging life events (e.g., trauma, illness, bereavement; Wu et al., 2019). 

PTG has been said to be specific to the individual’s experience and can be on a continuum 

(Linley & Joseph, 2004). For example, individuals may interpret the presence and degree of 

growth experienced after a traumatic event differently (Grace et al., 2015). PTG has been 

associated with; a greater appreciation of life, increased personal strength, more meaningful 

personal relationships, development of new opportunities, improved coping and adaptive 

skills, deepened self-awareness, and recalibration of personal values (Tedeschi & Calhoun, 

1996; 2004).   

 

Whilst some may not experience PTG following facing adversity, the evidence base has 

found that between 30-80% of individuals who have sustained an ABI have experienced 

some positive changes following injury (Linley & Joseph, 2004). Research has proposed 

following an ABI individuals can experience PTG with strength, changes in their values and 

priorities as areas of growth (Grace et al., 2015). Greater appreciation of life, closer 

relationships, religious coping, and greater use of reframing were found to be predictors of 

PTG (Platte et al., 2022). However, the general trends in some studies appear to dispute the 

original model of PTG by Tedeschi and Calhoun (2004) that suggest there is little to no 

change in spiritual beliefs (Yang et al., 2023). Overall, apart from spiritual changes, the 

literature base appears to agree with the model of PTG from Tedeschi & Calhoun (2004) in 

relation to the areas of growth following an ABI. However, there have been concerns in 

regard to the definition and empirical findings of PTG in the literature base (Ulloa, 2016).  

 

Throughout the literature, there has been confusion regarding the terminology and definition 

used to describe PTG (Casellas-Grau et al., 2017). In research, multiple terms have been used 

interchangeably to describe PTG, for example, benefit finding, positive changes, positive 
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rehabilitation and many more (Rogan et al., 2013; Lindstrom et al., 2010). Despite the wide 

evidence base for PTG, there have been concerns over how PTG differs from resilience 

(Westphal et al., 2007). Resilience refers to the process of successfully adjusting and adapting 

to cope with the adversity an individual has faced (Masten, 2016). It has been suggested that 

resilience is required to cope with the initial challenges and adjustment after trauma, 

however, it does not mean that PTG will occur during this time (Finstad et al., 2021). PTG 

differs from this as it is the meaning-making process whereby the individual’s world view 

and self-view change following trauma (Aguirre, 2008). It is suggested that PTG is when an 

individual moves beyond their baseline pre-trauma in terms of relationships, self-views and 

opening-up to life possibilities (Kelly et al., 2018). This occurs through the process of 

reassessing their belief system about themselves, the world around them and their future, this 

may be an underpinning reason through which growth can develop (Su et al., 2015).  

 

Critics of PTG also have concerns that PTG may not be experienced by everyone and may be 

misreported by inaccuracy of the most commonly used self-report measure the Post-traumatic 

Growth Inventory (PTGI: Cann et al., 2010). The PTGI relies on the individual to have a 

good understanding and memory prior to the adversity they have faced, this can be very 

difficult for most people to have an objective and accurate view of this (Jozefiakova et al., 

2021). Despite these limitations of PTG, there is still a lot of interest and emerging research 

in PTG, particularly in recent years there has been a focus on the prevalence of PTG in the 

context of after an ABI (Grace et al., 2015).  Although there may be different terminologies 

used for PTG, the literature base appears to have a consistent definition that is used across 

studies to demonstrate when they are referring to specifically PTG and is able to explain the 

difference between PTG and other psychological growth processes (Masten, 2016). With this 

growing evidence base and interest into understanding how PTG is developed there has been 

emerging evidence looking at other psychological processes involved in the development of 

PTG following an ABI.   

 

Research exploring PTG after an ABI has primarily focused on the principles of a strengths-

based approach looking at “building what’s strong” rather than trying to “fix what is wrong” 

(Karagiorgou et al., 2018). The literature base has suggested that the process of growth 

following an ABI can be facilitated by social and psychological processes that can support 

brain function recovery and improve mental health outcomes in this population (Walsch et 

al., 2014). Grace et al., (2015) completed a systematic review of PTG following an ABI. The 
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study found that demographic factors were correlated with growth, in particular greater levels 

of education, older age, time since injury and relationship status. The study also emphasised 

the importance of social relationships and networks, particularly in the formation of positive 

social identity and improved sense of self after an ABI which have been associated with PTG 

and positive adjustment (Larsson et al., 2013). This has been suggested to be particularly 

important as the end goal for many individuals' rehabilitation as community and social 

integration which are positively associated with higher rates of PTG (Grace et al., 2015). By 

being able to reintegrate into the community and socialise with others, this may increase the 

confidence and motivation for the individual to return to daily activities such as employment 

if they are still able to work (Simpson et al., 2023). Therefore, it is important to seek to 

understand more about the social and psychological processes associated with positive 

psychological outcomes following an ABI.   

  

2.2. Social Support  

 

Social support is exceptionally important for maintaining good physical and mental health 

(Thoits, 2011). Social support has been described as “support accessible to an individual 

through social ties to other individuals, groups, and the larger community” (LAM, 2019). 

Through social support an individual may perceive they are loved and cared for by others, 

esteemed and valued and part of a social network of a mutual and reciprocal relationship 

(Wills, 2016). Social support can come from many sources such as a partner, relative, friends, 

co-workers, peer supports, community ties or even beloved pets (Upton et al., 2015). 

Theoretical models of social support specify the following two important dimensions: a 

structural dimension, which includes network size and frequency of interactions and a 

functional dimension with emotional (such as love and empathy) and instrumental (practical 

help such as gifts, money, and assistance) components (Ozbay et al., 2007). Most research 

has found that quality of relationships (functional dimension) is a better predictor of good 

mental health than quantity (structural dimension), although both are important (Ozbay et al., 

2007).  Studies have suggested that good social support can encourage people to have more 

belief in themselves and motivation with adherence to treatments plans, support community 

reintegration and increasing confidence to try new opportunities they may have not 

previously had (Okech et al., 2018). Therefore, when looking at social support it is vital to 

examine not only the size of the network around someone but the quality of the support as 

well. The research has also demonstrated that social support is important in reducing the 
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chances of readmissions therefore reducing the cost for the NHS as well as supporting the 

individual to reintegrate into the community and seize new opportunities (Arozullah et al., 

2006).   

  

Social support has been found to be an effective emotional regulator after facing trauma, 

where the behaviours of others can soothe fears and anxieties (Charuvastra and Cloitre, 

2008). It has also been seen to be a vital protective factor when having to return to their lives 

(Ozbay, 2007). Social support from workplaces can often increase the level of PTG, feelings 

of being supported, increased self-worth and sense of purpose and belonging and willingness 

to return to work (Gök & Çiftçi, 2023). By returning to work individuals are able to connect 

to their pre-injury identity and have the opportunity to experience feelings of accomplishment 

and fulfilment through their work (Boyce, 2006).  It has been suggested that social support 

from workplaces can have a great impact on the rate of individuals returning to work after 

illness, on not only the individual but also the company as they have their employees 

returning to work in a supported manner which is less expensive and time-consuming than 

hiring and training new staff (Boyce, 2006). Although, there seems to be great evidence for 

the benefits of social support for mental health outcomes, some research has indicated that 

social support can sometimes hinder the progress for an individual during recovery (Lincoln, 

2000) 

  

Despite the well-known benefits of social support, some studies have posited that social 

support can sometimes discourage an individual from expressing their feelings as their social 

position has changed (Lincoln et al., 2005). Moreover, research has suggested that sometimes 

social support can restrict autonomy and privacy in a person’s life (e.g., decisions making 

with personal care and finances) which can impact on self-esteem and confidence in decision 

making (Peterson et al., 2021). Thus, making them more reliant upon others (Ozbay, 2007). 

Although, some research highlighted the hinderances of social support the majority of 

research suggests that social support is beneficial in facilitating psychological processes for 

an individual (Schwarzer & Knoll, 2007). As social support is well-established and evaluated 

within the literature base, researchers have started to look at social support in relation to 

neurological conditions, for example, social support to individuals who may have an ABI.    
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2.3. Social support and ABI   

  

After an ABI, individuals can access support from many forms of social relationships 

including friends, family, community networks, institutions, and government support 

networks (Bellon et al., 2017; Stephens et al., 2014). It is thought through these social 

supports ABI survivors can re-establish their skills to reconnect and engage with the world 

(Cook, 2017). In particular, relationships with others who have had similar experiences can 

support recovery. Social comparison theory posits that social relationships facilitate positive 

recovery through shared experiences with others (Festinger, 1957). These relationships allow 

for comparisons to be made between each other that can support with greater appreciation of 

their own recovery, feelings of being understood by others, increased connections with others 

and opportunities to learn and share with others (Festinger, 1954). Relationships based on 

shared experiences following an ABI have been found to be associated with higher quality of 

life, better well-being, and better health outcomes (Van Bost, 2017). However, some research 

has indicated that relationships based on shared experiences can have negative effects, such 

as social comparisons of others progress which can at times feel demoralising for the 

individual if they are finding progress difficult (Lyon et al., 2021). Nevertheless, there 

appears to be a large evidence base suggesting that social support is helpful to the 

individuals’ connections back into the community, this research has led to suggestions that 

social support may be an important aspect in the development of self-identity following an 

ABI (Walsh, 2015).   

  

After a brain injury individuals may experience difficulties with self-identity and relating to 

their “old self” as a consequence of the physical, cognitive and psychological change 

(Freeman et al., 2015; Morris, 2004). They may have to adapt and develop new ways to 

engage with others socially and in meaningful activities (Banerjee et al., 2021). It has been 

suggested that as part of rehabilitation the greatest importance to some survivors has been the 

development of ‘sub identities’ including learning the new post-injury self and building a 

new identity that integrates the new self, reconnecting with the old self and the self who does 

meaningful activities (Glintborg et al., 2019). Social comparison theory suggests that after 

illness individuals may compare themselves to others in the community who are perceived as 

worse off (Festinger, 1954). They may also compare themselves to others to positively 
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support them with enabling their sense of self and to learn from others who are better at 

coping (Festinger, 1957; Allen et al., 2022). By being able to engage in social activities and 

be part of social groups, studies have found that this facilitates feelings of reconnecting with 

the self, belonging within the community and wider society (Roffey, 2013; Tamplin et al., 

2013; Allen, 2020). It also provides the opportunities to have support with understanding and 

negotiating social position with themselves and with others (Allen, 2020). This social 

connectedness with others can help to alleviate the feelings of isolation, improve mental 

health outcome, learn new perspectives from others, and enable development of the self, 

which in some cases has been found to be development of the “better self” (Yeates et al., 

2008; Walsch, 2014).    

 

 

 

 

2.4. PTG and Social Support and ABI   

  

Social support has been suggested to be an important factor in the development of PTG, 

particularly regarding the accessibility and quality of the support (Hao et al., 2023). 

Researchers postulate that to develop PTG after a traumatic experience, a supportive social 

network which provides empathy, compassion, opportunities for reframing, development of 

coping strategies and new understandings are required (Munroe et al., 2022).  

  

It has been suggested that it is imperative that family and close friends are part of the process 

to developing PTG to support positive recovery and growth (Jones, 2020). A well-established 

aspect of PTG has been closer relationships to others. These changes within their 

relationships may increase greater appreciation for other around them, greater compassion 

and sympathy for others and increased understandings of their emotions and how to articulate 

them to others (Goetz et al., 2010). It has also been found that relationships with those who 

have faced similar experiences, for example, others who have an ABI help to develop sense 

of belonging within the wider community and support with the development of self- and 

social identity (Griffin et al., 2022).   

  

Given the aforementioned studies exploring the role of social identity, social support and 

community reintegration, it is important to understand the role social support plays in the 
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development of PTG so this can be integrated into clinical practice. Greater social support 

appears to be critical in the development of self-esteem, motivation, facilitating connections 

with the community and rebuilding their lives (Feeney & Collins, 2015). Despite, the 

evidence on social support being important in the development of PTG, there seems to be a 

gap regarding how these factors contribute to the development of PTG. Therefore, the 

following research question was formulated: how does social support facilitate post-traumatic 

growth following an ABI? 

 

3. Method 

 

3.1. Overview  

 

A thematic synthesis was chosen as it is a fitting approach for synthesising multiple 

qualitative studies to create new understandings of the evidence base. This approach was 

preferred as the current review will be addressing a gap in the literature and will develop 

further understanding for future research and service implementation. Alternative approaches 

were considered, however, approaches such as a meta-synthesis would involve creating a 

novel theory which did not fit the focus of this review. The current systemic review was 

prospectively registered with PROSPERO on 23rd January 2024 (CRD42024500902) and 

conducted in accordance with the Preferred Reporting Items for Systematic Reviews and 

Mata-Analysis (PRISMA; Page et al., 2021).  

 

3.2.Search Strategy  

Between November 2023 and January 2024, a search of five databases which were relevant 

to acquired brain injury were conducted via the EBSCO service. The databases included in 

the study were: MEDLINE, PsycInfo, PsycArticles, Cumulative Index to Nursing and Allied 

Health Literature (CINAHL) and Academic Search Premier. These databases were selected to 

ensure that the relevant literature gathered was from extensive range of multidisciplinary 

backgrounds. Search terms for the review were established from previous reviews and the 

evidence base within the field of PTG and the role of social support following an ABI.  The 

following search terms were included: 

 

“Acquired brain injur*” or “ABI” or "cerebrovascular accident*" or “CVA” 

Commented [RA(ASTHNF1]: Correc&on 1 addressed: 
Make your review ques&on more prominent for the reader. It 
should be phrased as a ques&on not a referenced statement 
and should appear at the end of the introduc&on.  
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AND 

“psychological growth” or “perceived benefits” or “benefit finding” or “stress- related 

growth” or “Posttraumatic growth” or “post-traumatic growth” or “post traumatic growth” or 

PTG or positiv* 

NOT 

"traumatic brain injury" or "TBI" 

AND 

"social*” 

3.3.  Selection Strategy and Selection 

 

Studies were identified by title and abstract. In addition to this, the key words of the articles 

stated after the abstract would be examined, if the key words included one of the 

interchangeable terms for PTG then it would be included for further screening. Moreover, 

one the title, abstract and keywords were checked the full text would be screened for to assess 

whether it included at least one of the five domains of PTG in the results sections, if it met 

these criteria the study would be included if it met all other inclusion criteria.  

 

Studies were also screened by inclusion and exclusion criteria. This involved: qualitative 

papers, studies published in English, peer-reviewed articles, reports of an ABI and the 

concept of PTG based on the definition and inclusion of one of the five domains of PTG. 

Studies including mixed populations with ABI populations were included, however, only data 

relevant to ABI populations were included in the results of the study. Studies were excluded 

from analysis if the participants were children or young adults (under 18 years old), due to 

the differences in anatomy, influence of life stages and rehabilitation variances. Additional 

exclusion criteria were if the sample contained individuals with other neurological injuries or 

had sustained a traumatic brain injury. The reasoning for this is recovery for TBI is different 

in terms of acceptance and how the injury came about, most likely it was due to an accident 

whereas ABI is typically health related (Goldman et al., 2022). Studies were also excluded if 

the entire article text could not be accessed, the publication was not in English, or the study 

was non-human studies. The key researcher conducted a database search and initial 

screening.   
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Quality Assessment  

 

Once the relevant articles were selected, the included studies were assessed for strengths and 

limitations using the Critical Appraisal Skills Programme (CASP) to determine applicability 

to their practice (CASP UK; Critical Appraisal Skills Programme, 2018) (see Appendix E) . 

The CASP is a well-established appraisal tool that is extensively used. The checklist consists 

of three main sections: (i) are the results valid (section A), (ii) what are the results (Section 

B), and (iii) will the results help locally (Section C).  

 

The CASP for qualitative studies included ten questions, the first two questions were 

screening questions to consider whether it was worth proceeding with the tool or not. If the 

study met the criteria for the first two questions you would proceed, if not they would be 

excluded from the study (CASP Qualitative Checklist for systematic reviews; CASP, 2018). 

For this review, this was the minimum criteria studies had to meet to be assessed further and 

potentially included in the study. The studies were re-read by the key researcher with each 

study being scored on each question of the CASP, the tool provided prompts to remind 

aspects that were important to the criteria.  

 

3.4. Method of Synthesis  

 

Data was analysed using thematic synthesis (Thomas & Harden, 2008). The method consisted 

of three stages, with the first involving line-by-line coding of extracted data in order to search 

for concepts related to PTG (See Appendix D for extraction table).This stage also allows for 

the translation of concepts from one study to another. Coding was inductive and iterative as 

concepts and themes developed throughout this stage. All eleven papers were coded by the 

first author (AR) and were reviewed under the second author (EL). The second stage of 

analysis involved grouping together codes to form descriptive themes. Similarities and 

differences were reviewed in order to begin grouping codes. Codes were grouped in a manner 

based on their content, and descriptive themes were generated by AR in consultation with EL. 

In the third stage, AR generated analytical themes that go beyond the content of the original 
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articles and is in a critical stage where descriptive themes are used to determine key 

messages. Themes and messages will be reviewed independently to consider implications.  

 

4. Results 

 

Figure 1 
Search Procedure using the PRISMA Diagram (Page et al., 2021). 
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4.2. Overview of search 

 

The initial search revealed 1,509 papers, once duplicates were removed there were 1, 200 

articles left for screening. These articles were screened by the title and abstracts, 54 articles 

were selected for screening of the full articles. Of the 54 full articles, 11 studies met the 

inclusion and exclusion criteria and were selected to include in the review (Figure 1). 

 

The descriptive characteristics of the included studies is displayed in Table 1. Table 2 shows 

the CASP scores for each study, this was important for the robustness of the study in ensuring 

the papers were reviewed for quality (CASP UK, 2018).  

4.1. Description of Studies  

The articles were all published between 2012 and 2022 and included studies from across the 

world, including countries from the developed and developing nations. The sample size 

between the studies ranged from nine to 68 participants. The timescale in the search for 

papers was not limited, it appears that the most relevant studies for the systematic review 

were in the time period of just over 10 years ago. Most of the studies reported from mixed-

gender studies, one study reported results from a male only sample (Wijekoon et al., 2020). 

The mean age of participants ranged between 49-81 years old (see for descriptions of all 

studies included in the review).  

Occupation was not consistently reported by the studies, four studies reported the occupations 

of the participants, the occupations stated varied greatly. These studies also included whether 

people were retired and if this was due to their ABI, for some participants they had to retire 

due to their ABI, some were retired prior to their ABI (Govender et al., 2019; Materne et al., 

2022; Northcott et al., 2022).  Similarly, education was not consistently reported in the 

studies, only one study reported education. This study paper was from a developing country 

whereby staying in education, for some, may be difficult for long period of times due to 

responsibilities providing support for their families (Kurz et al., 1994).  Four studies included 

relationship status of the participants (Anderson et al., 2013; Brunborg & Ytrehus,2014 ; 

Chang et al., 2022; Materne et al., 2022), generally from these studies most participants were 

married or had a partner, others were single, separated or divorced. However, as the majority 
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of studies did not report relationship status it is hard to know the validity or generalisability 

of this (see Table 1. for descriptions of all studies included in the review).  

 

The time since their ABI ranged from zero months to around 20 years. Most of the studies 

were in community settings, one study was in the form of an online forum setting (Smith et 

al., 2021). A limitation of many of the studies were that they did not state the ethnicity of the 

participants, only two studies stated ethnicity (Govender et al., 2019; Northcott et al., 2022). 

In most of the studies the methodology and analysis were most consistent with semi-

structured interviews and thematic analysis being the most prominent methodologies. One 

study collected data from an online forum (Smith et al., 2021), and another study used 

interviews with focus groups (Chang et al., 2022). Three out of the eleven studies did not use 

a thematic analysis, instead either grounded theory or content analysis were used for analysis. 

All studies used a purposive sampling method (Table 1.  
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Table 1.  

Description of Studies 

First author, 
year 

Topic of Interest Sample Method and 
Location 

Sample characteristics (sample size, gender, age, relationships, and profession) Injury 
Characteristics 

Setting and 
Ethnicity 

Methodology Analysis Main Findings in Relation to PTG. 

Anderson 
(2013)  

Social identity 
following a 
stroke. 

Purposive sampling. 
  
Location: Canada 

Sample size: 9 participants.  
Gender: 6 males and 3 females.  
Mean age: 58.2 years.  
Occupation: 2 administrators, 1 fitness instructor, 6 not stated.  
Education: Not stated.  
Relationship status: 6 married, 1 single, 1 separated and 1 divorced.  

Range: 5-11 
years.  
 

Community setting.  
Ethnicity: Not 
stated.  

Semi-structured 
interviews. 

Grounded 
Theory. 

Social support helped individuals regain social position in 
society which contributes to maintaining a positive identity 
and increased growth and well-being. It was difficult for 
stroke survivors1 to contrast a valued social identity 
without the support of others.  

 
Brunborg 
(2014)  

 
Factors that 
contribute to 
long term well-
being after a 
stroke. 

 
Sampling method: 
Purposive 
 
Location: Norway  

Sample size: 9 participants.  
Gender: 4 males and 5 females.  
Mean age: 80.8 years.  
Occupation: Not stated.  
Education: Not stated.  
Relationship status: 4 married, 4 widows/widowers, 1 not stated. 

 
Range: Not 
stated.  
 

 
Community 
settings. 
Ethnicity: Not 
stated. 

 
Semi-structured  

 
Thematic 
Analysis.  

 
Most participants managed well for 10 years after stroke 
with little formal support. Family and friends appeared to 
be immense support for their adaptation and well-being. 
Family members encouraged and empowered them to take 
part in new opportunities socialising with others. 

 
Chang (2022)  

 
Perspectives of 
recovery in 
young stroke 
survivors in 
Taiwan  

 
Purposive sampling. 
 
Location: Taiwan  
 

Sample size: 25 participants.   
Gender: 15 males and 10 females.  
Mean age: 55.1 years.  
Occupation: Not stated.  
Education: Not stated.  
Relationship status: 20 reported to be living with spouses and 5 were not stated.  

 
Range: 5-113 
months  

 
Community setting.  
Ethnicity: Not 
stated. 

 
Interviews 
within focus 
groups.  

 
Thematic 
Analysis.  

 
A facilitator of supporting individuals return to pre-stroke 
status and beyond this was that they were motivated and 
encouraged by others around them to reintegrate into the 
community. They were also able to use their own personal 
strength and will power which supported their recovery.  

 
Lyon (2021)  

 
Process of 
developing PTG 
after an ABI 

 
Purposive sampling. 
  
Location: United 
Kingdom 

Sample size: 10 participants.  
Gender: 6 males and 4 females.  
Mean age: 49.9 years.  
Occupation: Not stated.  
Education: Not stated.  
Relationship status: Not stated.  

 
Range: 2 – 19 
years.  

 
Community setting.  
Ethnicity: Not 
stated. 

 
Semi-structured 
interviews.  

 
Grounded 
Theory.  

 
Shared experiences helped individuals accept and identify 
with their new self. They were able to develop new and 
closer relationships with others and were supported with 
reflecting their perspectives of their progress and recovery. 
Participants also discussed being able to participate in new 
opportunities and develop a “better self”. 

 
Govender 
(2019)  

 
Cerebrovascular 
accident 
survivors’ 
experiences of 
community 
reintegration.  

 
Purposive sampling.  
 
Location: South 
Africa  

Sample size: 8 participants.  
Gender: 3 males and 5 females.  
Mean age: 56.1 years.  
Occupation: 4 employed prior to stroke, 3 retired prior to stroke and 1 unemployed prior 
to stroke. Current work status: 2 employed, 3 retired and 3 unemployed.   
Education: 3 did not finish lower secondary school (ages 12-15), 2 did not finish upper 
secondary school (ages 15-18), 2 finished upper secondary school and 1 continued to 
higher education.  
Relationship status: Not stated. 

 
Range: Not 
stated.  
 
 

 
Community setting.  
Ethnicity: Not 
stated. 

 
Semi-structured 
interviews.  

 
Thematic 
Analysis.  

 
Individuals felt a sense of dependency on others and 
experienced loss of social roles. Through community 
reintegration with support of friends, family, and the 
community they were able to have hope and joy in 
reconnecting with the old self and have a greater 
appreciation of life. Willpower and positivity were part of 
positive change and to the sense of self. Outpatient 
rehabilitation facilitated positive change.  
 

 

 

1 Stroke survivor has been the most consistent term used throughout the literature base  and is used on the Stroke Associa6on informa6on pages 
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Table 1.  

(Continued) 

First author, 

year 

Topic of Interest Sample Method 

and Location 

Sample characteristics (sample size, gender, age, relationships, and 

profession) 

Injury 

Characteristics 

Setting and 

Ethnicity 

Methodology Analysis Main Findings in Relation to PTG. 

  

Grohn 

(2014)   

  

Living 

successfully with 

aphasia over 

time.   

  

Sampling Method: 

Purposive.  

 

Location: 

Australia  

 

 Sample size: 15 participants.   

Gender: 8 males and 7 females.   

Mean age: 64.27 years.   

Occupation: Not stated.   

Education: Not stated.   

Relationship status: Not stated.   

  

Range: 0-12 

months.   

  

Community 

and outpatient 

services.   

Ethnicity: Not 

stated. 

  

Semi-structured 

interviews at four 

time points: 3,6,9, 

and 12 months post-

stroke.   

  

Thematic 

Analysis.  

 

Overarching theme of actively moving forward. Participants experienced 

positive changes as a result of feeling connected to the community through 

social activities which in turn improved their abilities and self-esteem. 

Participants developed closer relationships to family and friends and were 

encouraged to take part in new opportunities within the community. Others 

helped empower the participant to be more independent across time. 

 

Henriksson 

(2020) 

 

Experience of 

persons with 

aphasia and a 

librarian 

participating a 

book club. 

 

 

 

Sampling method?  

 

Location: Sweden 

Sample size: 4 participants. 

Gender:  3 males and 1 females.  

Mean age: 58.7 years.  

Occupation: 1 forwarding agent, 2 teachers and 1 professor. 

Education: Not stated. 

Relationship status: Not stated,  

 

Range 4 months – 

13 years.  

 

Community 

setting.  

Ethnicity: not 

stated. 

 

Observations, 

interviews, and field 

notes. 

 

Thematic 

Analysis.  

 

Overarching theme: Empowerment through a joint reading experience. 

Participants felt that they were able to express and ‘reveal’ themselves 

within the peer group and share strategies to help each other develop their 

skills. The group encouraged participants to visit the library on their own 

and increase confidence in abilities.   

 

 

Materne 

(2022)  

Lived experiences 

of resilience and 

participation and 

their relationship 

to quality of life 

after stroke in 

Sweden 

 

Sampling method:  

Purposive 

Location: Sweden  

Sample size: 19 participants. 

Gender: 10 males and 9 females.  

Mean age: 62.8 years.  

Occupation: 8 Retired Pension, 3 sickness compensation, 1 part-time 

sickness compensation, 1 part time school assistant, 1 transport manager, 

1 finance assistant, 1 human resources manager, 2 teachers, 1 

administrator and 2 work training. 

Education: Not stated.  

Relationship status: 12 had partners and 7 were single.  

 

Range: 1-19 

years. 

Community 

setting.  

Ethnicity: Not 

stated 

Semi-structured 

interviews.  

Content 

Analysis.  

Following a stroke participants experienced increased gratitude for life and 

closer relationships to friends and family post stroke. Those close to the 

individual provide personal strength to help them cope when things are 

difficult. Spirituality created meaning and comfort for some, whilst others 

said it did not add any value. 

Northcott 

(2021)  

Experience of 

peer-befriender 

for people who 

have aphasia  

Sampling method: 

Purposive  

 

Location: United 

Kingdom  

Sample size: 10 participants.  

Gender: 8 females and 2 males.  

Mean age: 54.2 years.  

Occupation: 0 in full-time or part-time paid work, 5 in volunteer work, 1 

retired prior to stroke, 1 retired due to stroke and 3 employed. 

Education: 2 did not finish school, 2 completed school, 4 went onto 

further education and 2 obtained a university degree.  

Relationship status: Not stated.  

 

Range: 2.8-19.8 

years.  

Community 

setting.  

Ethnicity as 

specified by 

study: 4 black 

participants 

and 6 white 

participants.  

Qualitative approach 

interviews. 

Thematic 

Analysis.  

Both befrienders and befriendees found the experience enjoyable. 

Befrienders experienced reconnections to their old self by helping others. 

The opportunity provided a safe challenge for new opportunities to promote 

growth. Befriends also experienced a sense of purpose taking part and being 

part of social support. Participants were able to share strategies and validate 

progress made, by spending time with others both befrienders and 

befriendees recognised improvements in their speech and confidence. 

Befrienders were able to appreciate and reflect on their own progress and 

health whilst supporting others.  
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Table 1. 

 (Continued) 

First 
author, 
year 

Topic of Interest Sample Method and 
Location 

Sample characteristics (sample size, gender, age, relationships, and 
profession) 

Injury 
Characteristics 

Setting and 
Ethnicity 

Methodology Analysis Main Findings in Relation to PTG. 

Smith 
(2021) 

Explore the process 
of emotional 
adjustment post-
stroke and investigate 
the role played by 
participation in an 
online stroke 
community.  

Sampling method: 
Purposive. 
 
Location: United 
Kingdom 

Sample size: 39 stroke survivors and 29 carers.  
Gender:  
Stroke survivors: 15 males, 19 women and 5 not stated.  
Carers: 22 males and 7 females.  
Mean age: 50.3 years.  
Occupation: Not stated. 
Education: Not stated.  
Relationship status: Not stated. 
 

Range: 0-24 
months, however, 
7 participants did 
not state their 
time since stroke. 

Online setting. 
Ethnicity: Not 
stated. 

Data collected from posts 
on online forum. 

Thematic 
Analysis.  

Participants noted they found shared experiences helpful 
and were able to gain inspiration from them and reflect on 
their own recovery. Friends and family helped with 
encouragement and giving confidence to participants when 
taking part in activities or regaining independence. 
Participants discussed having a greater appreciation of life 
and adjusting to the new self. They did discuss negative 
reactions from others and how this impacted on their 
confidence and self-esteem and sometimes comparing to 
peer’s progress could be demoralising.  
 

 
Wijekoon 
(2020)  

 
Experiences of 
occupational 
performance in stroke 
survivors attending a 
peer support group. 

 
Sampling method:  
Purposive. 
 
Location: Canada 

Sample size: 7 participants. 
Gender: 7 males.  
Mean age: 57.5 years.  
Occupation: Not stated. 
Education: Not stated.  
Relationship status: Not stated.  

 
Range: 29 – 54 
months. 

 
Community 
setting. 
Ethnicity: Not 
stated.  

 
Semi-structured 
interviews.  

 
Thematic 
Analysis.  

 
Four themes were related to the experience of peer support 
on occupational performance: finding hope to return to 
meaningful occupation, a place for belonging and finding a 
purpose beyond oneself. Participants experienced 
encouragement and inspiration from peers and greater 
appreciation of their own recovery. They were able to 
regain confidence and hope when part of a peer support 
group being. The group provided new opportunities where 
participants were able to develop new relationships and 
take part in new opportunities. They were able to feel more 
confident expressing themselves and reconnect with their 
old self. The group gave participants a sense of purpose and 
value.   
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4.3. Quality Assessment  

The CASP tool was used to assess the quality of the included studies, this appeared to vary 

between studies achieving between five and nine out of an overall score of 10 of the criteria 

(Table 2 ). All the studies (100%) met the mandatory criterion of having a clear statement and 

qualitative method. If studies did not meet this criterion it was suggested by the CASP tool to 

not continue with the review of the study, as all the studies met this criterion no studies were 

excluded from the review. No other criterion was met 100% by all the studies. Nine studies 

met the research design, recruitment, clear statement of finds and how valuable is research 

criterion. Seven of the eleven studies (63%) did not provide enough detail on their data 

collection procedures, therefore, impacting on the level of replicability of the study. Less than 

half the studies met the criteria for consideration of ethical issues. Data analysis was 

described reasonably well by more than half the papers, however, the researcher’s 

transparency of how their have influenced generation of the themes was not always clear. 

Therefore, there was a lack of information about how the researchers may have accounted for 

implicit bias when analysing the results with only four studies including this in the research. 

Despite these limitations of the studies, seven of the studies scored above 60% which is an 

sign of reasonable quality research.  
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Table 2  

CASP Scores for Included Studies 

First Author, year, 
country, reference 

1.Clear 
Statement 

2.Qualitative 
Method 

3.Research 
Design 

4. Recruitment 5. Data Collection 6. Consideration of relationship 
between researcher and participants. 
 

7. Consideration of 
ethical issues. 

8. Rigorous data analysis. 9. Clear statement 
of findings. 

10.  How valuable 
is the research? 

Overall 
CASP score 
/10 

Anderson, 2013, 
Canada 
 

Yes Yes Yes Yes Yes No, did not mention No, limited 
information on 
consent and 
confidentiality.  

No did not consider own 
role. 

Yes Yes 7 

Brunborg, 2014, 
Norway. 
 

Yes Yes Yes Yes Yes No, did not describe. Yes No, did not consider own 
role. 

Yes Yes 8 

Chang, 2022, 
Taiwan 
 

Yes Yes Yes Yes Yes Yes No, ethical approval 
not mentioned. 

No, did not consider their 
own role and biases. More 
information needed on how 
the themes were derived. 

Yes Yes 8 

Lyon, 2021, United 
Kingdom 
 

Yes Yes Yes Yes No, saturation not reached 
during data collection and 
theoretical sufficiency 
used instead. 

Yes No, limited 
information on 
informed consent and 
support after study. 

Yes No, credibility of 
the findings was 
not discussed. 

Yes 7 

Grohn, 2014, 
Australia 

Yes Yes Yes No, discrepancies 
between participant 
numbers at different 
time points were not 
accounted for. 
 

Yes Yes No, limited detail of 
ethical 
considerations,  

Yes Yes Yes 8 

Northcott, 2022, 
United Kingdom 

Yes Yes No, 
insufficient 
information on 
the design. 

No, recruitment 
process mentioned 
unclear. 

Yes Yes No, limited 
information on ethical 
issue.  

No, did not consider own 
role. 

No, limitations 
were not 
addressed. 

Yes 5 

Wijekoon, 2020, 
Canada 

Yes Yes Yes Yes No mention if there were 
any modifications to the 
interviews and unclear 
what form the data is in. 

No, did not describe. Yes Yes Yes Yes 8 

Smith, 2021, United 
Kingdom 

Yes Yes No, more 
information on 
design needed. 

Yes No, limited information 
on the process of data 
collection. 

No, did not describe. Yes Yes Yes No future 
questions were 
considered. 

6 

Materne, 2022, 
Sweden 

Yes Yes Yes Yes Yes No, did not describe. No, more information 
on ethical standards is 
needed. 
 

Yes Yes Yes 8 

Henriksson, 2020, 
Sweden 

Yes Yes Yes Yes Yes No, did not describe Yes Yes Yes Yes 9 

Percentage of studies 
that achieved each 
question on the 
CASP 

100% 100% 81% 81% 63% 36% 55% 55% 81% 81% - 
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4.4. Themes  

 

The current thematic synthesis discovered five themes that supported that following an ABI, PTG is 

facilitated by an individual’s experience of social support. Overall, the studies from the synthesis 

suggested the importance of relationships in the development of PTG. The studies concur that social 

support can facilitate PTG through strengthened relationships with close family and friends, peer 

support, reconnection with the social world and wider community support. However, some studies 

did reflect on the hinderances of social support and how this may impact on the process of PTG.  

 

4.4.1. Theme 1: Shared Experiences  

 

In many of the studies participants discussed the significance of meeting other people who have 

similar injuries/conditions to them (Smith et al., 2021; Wijekoon, 2020; Henriksson et al., 2020; 

Lyon et al., 2021; Grohn, 2014; Northcott, 2021). It appeared throughout the studies that it was 

beneficial to meet others who had similar activities and enjoyed new meaningful activities with 

them (Lyon et al. et al., 2020; Wijekoon, 2020; Smith et al., 2021; Grohn, 2014). By being part of a 

group, this allowed for the participants to develop new and closer relationships based on shared 

understanding of their condition and learning new strategies from one another and ways of coping 

with their condition (Smith et al., 2021; Wijekoon, 2020; Henriksson et al., 2020; Lyon et al., 2021; 

Grohn, 2014; Northcott, 2021.) 

 

“Headway has helped me a lot with my having a bit of a chip on my shoulder and helping in 

my life. I’ve always wanted to do things and I’ve never at the time realised that I couldn’t actually 

do it, and Headway has been a good anchor to try and explain it. The activities I do and even 

socialising with the people at Headway help because everyone else is in the same boat and it’s like 

a family situation–you’ve got more understanding”. (Lyon et al., 2020, p. 3230).  

 

Throughout the studies it appeared that by being part of a support group and participating in 

meaningful group activities, participants engendered a sense of belonging, relief acceptance and 

feeling valued by their peers (Wijekoon, 2020; Lyon et al., 2021; Smith et al., 2021; Henriksson et 

al., 2020; Grohn, 2014). Others talked about peer support being a form of prevention as the support 

prevented them from feelings of loneliness and buffered them from experiencing depression and 

gave them confidence in their progress and recovery journey (Wijekoon, 2020). The significance of 

shared experiences and being able to share stories with others who have a greater understanding 
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was a common theme, with participants discussing how peer support can be at times more valuable 

than family support (Smith et al., 2021). Connecting with others in a similar situation mitigated 

feelings of loneliness and isolation in the community.  

 

 “ ... made me feel that I wasn’t alone for starters, because I was in a group with others in a similar 

situation, [that gave me] a lot of encouragement that I could recover.”(Smith et al., 2021, p) 

 

Many participants across the studies discussed comparing themselves to others within their peer 

support group (Smith et al., 2021, Henriksson et al., 2020, Lyon et al., 2021). A common theme 

from this was participants found themselves re-evaluating their own recovery and discovering a 

newfound appreciation of the progress they have made so far (Smith et al., 2021; Lyon et al., 2021; 

Wijekoon, 2020). For other participants they discussed how talking to others who have similar 

conditions helped them shift their perspectives as to what is important in their life (Smith et al., 

2021).  

 

“I look around and see people worse off than I am and that’s another thing Headway has 

shown me. I am very lucky I still have the same wife, I mean lots of compatriots here, their 

marriages have been destroyed by the brain injury” (Lyon et al., 2021, p.3230) 

 

A common theme in the studies was how peer support groups allowed gave participants the 

opportunity to express themselves again (Henriksson et al., 2020). Participants discussed how they 

had become dependent on others and felt they had lost their voice (Henriksson et al., 2020). With 

peer groups participants were able to feel heard and validated for their opinions in a non-judgmental 

space and feel valued for their contributions even if they found it difficult (Henriksson et al., 2020; 

Wijekoon, 2020; Lyon et al. et al., 2020; Smith et al., 2021).  

 

 “I feel like I’ve helped certain people too you know, the ones that are new to the group, just 

come out of strokes. [I] feel like I can give back a little you know, giving them encouragement.” 

(Wijekoon, 2020, p.176 ) 

 

A prominent theme within the studies in relation to peer groups was encouragement and inspirations 

from others in the group, particularly during difficult times (Wijekoon, 2020; Henriksson et al., 

2020; Northcott, 2021). Participants talked about how seeing others in the group at different stages 

of recovery gave them an insight into what their future may look like which motivated further.  
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 “And I get it here with some of the people I know that attend the auditorium meeting, that 

we relate to. You know? I can see where other people are 5 years or 10 years down the road.” 

(Wijekoon, 2020, p.176) 

 

Developing social relationships based on shared experiences in these studies contributed to 

participants finding enjoyment in new meaningful activities. Participants were able to re-evaluate 

their progress and discover what may be achievable for them in the time ahead. This growth in 

regard to changes in the perception of themselves, the world and others echoed the idea that trauma 

confronts a person’s belief about the world, highlighting this process of creating meaning in the 

development of PTG. 

 

 

4.4.2. Theme 2: Closer relationships with friends and family  

 

 

In most of the studies the theme of ‘closer relationships with friends and family’ was recognised as 

an important factor following an ABI. Participants reflected on how family motivated them and 

gave them inspiration to fight and keep going through different times.  

 

“She stayed [when we separated] and I moved to [the town’s name] and then only a month 

went by and then this happened [the stroke]. So I have my daughter every other week. This has 

helped me a lot to come back. When I was paralysed and couldn’t talk and eat, I had that to fight 

for, it helped me a lot mentally. We are very tight, it’s daddy’s girl, she prefers to be with me all the 

time. And then I just disappeared and she, unfortunately she was with me when it happened”. 

(Materne et al., 2022, p.6) 

 

Participants discussed how feeling accepted by others and not being treated differently helped them 

with their recovery following an ABI (Materne et al., 2022; Smith et al., 2021; Grohn, 2014; 

Govender, 2019; Lyon et al. et al., 2020; Chang et al., 2022; Brunborg & Ytrehus, 2014 ; Anderson 

et al., 2013; Northcott, 2021). Participants also talked about how friends and family help 

participants become more confident and encouraged and motivated them to continue with their 

recovery.  
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“For example, within my family, it’s what . . . it is as it was before, but friends have also 

adapted and the friends I had before [my] stroke and I also have them now and I also have contact 

with them”. (Materne et al., 2022, p.7)  

 

A reoccurring reflection throughout the studies was the importance of spousal support. Participants 

talked about how spousal support was different from other types of support and how they re-

evaluated the importance of their spouse (Grohn, 2014; Chang et al., 2022; Brunborg & Ytrehus, 

2014; Anderson et al., 2012). Participants talked about having increased appreciation of the 

spouses, they discussed spousal support helped reduced feelings of loneliness and offered physical 

and psychological safety for them (Chang et al., 2022; Brunborg & Ytrehus, 2014; Anderson et al., 

2012). In addition, participants mentioned that their spouses were great advocates for them in 

supporting them to be autonomous in the decision making of their treatment and recovery and 

promoting independence (Anderson et al., 2013; Grohn, 2014). 

 

“I am going to take him to open up his own bank account ... Like that’s for him to go and be 

a bit more independent when he is down at the shops or whatever. Yeah it is just getting him his 

control of his life back I think”. (Grohn, 2014, p.1416)  

 

 

Participants spoke about friends and family being encouraging for them to go out and reintegrate 

into the community (Govender, 2019; Anderson et al., 2013; Materne et al., 2022). Participants 

reflected on how family members would help them find new meaningful activities to take part in 

and support with any adaptations that needed to be made in order to improve their quality of life 

(Anderson et al., 2013; Grohn, 2014; Brunborg & Ytrehus, 2014 ). This could help them connect 

with their new self and engender sense of purpose and meaning for them.  

 

“[The support] helped me a lot; [my family] motivated me a lot – they were there for me 

when I had no hope of improving. They really motivated me.” (Govender, 2019, p.4)  

 

Closer relationships appear to be a crucial part of PTG experience as it enabled a sense of 

assurance, and safety. Participants felt supported by their families through unwavering support 

encouraging a more positive outlook on life. Family played a key role in motivation and 

encouragement in rehabilitation in early stroke recovery and can be an important in the role of 

advocacy.  
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4.4.3. Theme 3: Difficulties with social support  

 

Throughout the papers, the studies mention some of the difficulties associated with social support 

after an ABI (Anderson et al., 2013; Brunborg & Ytrehus, 2014 ; Chang et al., 2022; Lyon et al., 

2021; Smith et al., 2021; Materne et al., 2022). Some participants spoke about feeling like a burden 

to their friends and family which made them feel guilty and hopeless (Smith et al., 2021; Chang et 

al., 2022; Govender, 2019). Others mentioned distancing some friends. They reflected on friends 

distancing themselves as they did not know what to say or could not engage in previous activities 

they used to do together (Materne et al., 2022; Chang et al., 2022; Smith et al., 2021; Grohn, 2014). 

Some participants spoke about how they distanced themselves from their friends as their friends 

could not understand their situation or how hard they were struggling.  

 

“No. I’m feeling terrible, I’m getting depressed, I’m depressed right now. I’m just lying in 

bed and not doing anything. It feels like they [i.e., friends] have distanced themselves, I don’t think 

they really understand how I feel, how hard it is with a stroke”. (Materne et al., 2022, p.7) 

 

 

Some participants who were parents talked about losing value and meaning to their family as they 

could not engage in previous activities as they used to. They experienced guilt as a result of these 

restrictions from their conditions and expressed they felt of less value to their families which lead to 

them withdrawing from their family (Govender, 2019; Grohn, 2014; Smith et al., 2021). Other 

participants who were in a spouse role spoke about role Chang et al., (2020) since their ABI and 

how it has been difficult as they feel like a burden and disappointed in themselves as they cannot 

provide as they previously did (Materne et al., 2022; Grohn, 2014; Govender, 2019; Lyon et al., 

2021; Chang et al., 2022; Brunborg & Ytrehus, 2014 ).  

 

“There is a big difference between now and before, especially because I am a married 

woman – I can’t take care of my husband; I need to be cleaning, cooking and washing his clothes 

but I can’t do all that because of my condition.” (Govender, 2019, p.3)  

 

Others spoke about the physical limitations from their ABI stopped them from going to see others 

and engage in activities (Grohn, 2014; Govender, 2019). For example, participants talked of how 
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driving could increase their independence and improve their recovery and meaningful activities, but 

they are unable to do it, so this reduces their social and community network (Grohn, 2014).  

 

“If I had the ability to drive ... I could do so much better. I could do the shopping. I could go 

into other pieces [people’s] homes. And things like that”. (Grohn, 2014, p.1419) 

 

  

Some of the studies mention overprotection from friends and family hindering progress for them 

(Chang et al., 2022; Anderson et al., 2013). Participants mentioned they felt they were losing their 

autonomy and choice as others would stop them from doing things they enjoyed (Anderson et al., 

2013; Grohn, 2014). Others talked about how friends and family made them feel more disabled than 

they were as they were not able to complete basic tasks themselves (Anderson et al., 2013). This 

contributed to feelings of loss of identity as participants spoke about how they felt they would just 

go along with whatever everyone else’s choices (Anderson et al., 2013; Chang et al., 2022).  

 

“I wish I could ride my motorcycle, but my wife doesn’t allow me to do so. My family 

members always say ‘No.’ They always say ‘Don’t do it. It’s too dangerous.’” (Chang et al., 2022, 

p) 

 

 “My daughter voided my driver’s license.” (Chang et al., 2022, p.1980) 

 

 “My wife doesn’t allow me to work.” (Chang et al., 2022, p.1980) 

 

The studies reflect that although social support may support individuals after an ABI, there are 

some difficulties with the support. Participants discussed overprotection and negative comments 

from family and friends being a hinderance to their recovery as others would make them feel less 

confident in their own abilities. It is thought that these hinderances may impact on an individual’s 

development of PTG as they may be prevented by others at times from experiencing growth in 

certain areas.  

 

4.4.4. Theme 4: Re-connection with the social world  

 

The theme of re-connection with the social world stems from participants discussing having 

experienced enjoyment with others whilst engaging in new meaningful activities and groups. 
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Across the studies a prominent discussion was initially feeling strong emotions such as loneliness, 

anger, fear of rejection, fear of being judged, ashamed, fearful of being hurt physically by others 

and difficulty around how to interact socially with others (Wijekoon, 2020; Lyon et al. et al., 2020; 

Govender, 2019; Henriksson et al., 2020; Grohn, 2014; Chang et al., 2022; Northcott, 2021). 

Overtime, participants talked about how these emotions dissipated and they started to regain some 

of their identity in combination with forming their new identity as they had to enter and learn to 

navigate a new social world (Smith et al., 2021; Wijekoon, 2020; Henriksson et al., 2020; 

Govender, 2019; Lyon et al., 2021; Brunborg & Ytrehus, 2014  ; Northcott, 2021).  

 

“One of our friends in the group is a snowboarder up in Collingwood. My wife and myself 

were skiers. So just having that connection to get back outside and to be able to do those previous 

things, maybe not at the same level as before, but trying.” (Wijekoon, 2020, p.177) 

 

The fear of not being able to take part in previously enjoyed activities made PTG difficult for 

participants. However, this encouraged participants to find new opportunities for new meaningful 

and activities to aid community re-integration (Wijekoon, 2020; Henriksson et al., 2020; Lyon et al. 

et al., 2020; Grohn, 2014; Chang et al., 2022; Brunborg & Ytrehus, 2014 ; Northcott, 2021). These 

activities supported participants feel that they were valued, appreciated, validated and more 

confident in adapting to new situations (Lyon et al. et al., 2020; Grohn, 2014). Others talked about 

the enjoyment of finding new activities they are good at that they have not discovered before; this 

improved participant self-worth as they were able to achieve new things (Lyon et al., 2021).  

 

“It’s amazing I found different talents that I didn’t think I had and things that I thought I 

wasn’t good at before. People praise you [at Headway] and that is important as people outside 

degrade you a lot.” (Lyon et al., 2021, p.3230) 

 

Some of the studies mention that participants following their ABI would actively look for new 

opportunities within the community, it was mentioned that this really helped with the participants 

confidence in their own abilities, and they had recognised through taking part in new activities their 

physical abilities were improving as well (Northcott, 2021; Anderson et al., 2013; Brunborg & 

Ytrehus, 2014 ). By taking part in new social activities as well, participants found themselves 

feeling more confident to try these activities independently as well (Grohn, 2014).  
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“I found out there’s a ... a shop just down the road a bit that sort of does some sort of ... it’s 

a ... like [name of charity organisation] or somebody like that, that I can go and help them sort out 

some clothes at my own pace. Not sort of price them or anything, but like put shirts and pants and 

all that sort of [thing] in different areas for them, to help them for the shop. I thought that might 

help me a bit as well”. (Grohn, 2014, p.1420) 

 

Across the studies participants reflected that through new activities and reconnecting with the social 

world they were able to have the confidence to form new friendships and learn new skills from 

others (Wijekoon, 2020; Henriksson et al., 2020; Grohn, 2014; Lyon et al., 2021). They also 

reflected on the importance of group encouragement being a motivator for creating new ways they 

could connect further with the community (Wijekoon, 2020; Lyon et al., 2021). This appeared to be 

integral in the participant feeling of value in the community as they are contributing (Northcott, 

2021). The importance of forming these new friendships and sharing meaningful activities together 

with friends led to feelings of enjoyment, happiness and respect (Wijekoon, 2020).  

 

“You get information about different things that are necessary in your social life. I am more 

informed at the time when I’m doing this club than I was before. It does give you information that 

encourages you to explore relationships outside the group. It is a good recovery idea because it 

gives that kind of orientation you are tuned towards that when you go outside.” (Wijekoon, 2020, p. 

176)  

 

Participants new formed relationships and priorities in regard to their social relationships are an 

important aspect of the development of PTG Chang et al., (2020). Feeling strong emotions and 

moving through them are an integral aspect for the development of PTG.  

 

 

 

4.4.5. Theme 5: Support from wider networks 

 

The theme ‘support from wider networks’ highlighted the importance in participants understanding 

their conditions, being more open to acceptance therefore supporting coping, that could be factors in 

the process of PTG. Across the studies it was apparent that different forms of support from wider 

networks were a source of motivation, strength and encouragement (Materne et al., 2022; Grohn, 
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2014; Govender, 2019; Chang et al., 2022; Brunborg & Ytrehus, 2014  ; Anderson et al.,  2012; 

Northcott, 2021).  

 

The role of support from religious and spiritual communities was seen as an important factor for 

sense of belonging within the community, this also provided participants the ability to seek comfort 

and safety from their belief system (Materne et al., 2022). Others spoke about how seeking comfort 

through faith provided them with strength and meaning in their life to keep going (Govender, 2019; 

Materne et al., 2022). Some participants spoke about how attending their religious place of worship 

was a goal in their recovery, they experience feelings of great achievement and accomplishment 

when they were able to re-join the community (Govender, 2019).  

 

“Yesterday was the first time I went to church by myself, and it felt good.” (Govender, 2019, 

p.4)  

 

Across the studies participants spoke about the value of receiving formal support and how this 

helped with their understanding and acceptance of their condition and shifting the blame from them 

(Chang et al., 2022; Govender, 2019; Brunborg & Ytrehus, 2014 ; Grohn, 2014). The formal 

support mentioned within studies were psychological support, physical therapy support, 

occupational therapy and charity organisations (Chang et al., 2022; Govender, 2019; Brunborg & 

Ytrehus, 2014 ; Grohn, 2014).  

 

“I was very frustrated and thought why did I have stroke? Why is it me rather than other 

people? My therapists were all very friendly. They told me it’s not my fault. I did a good job. I felt 

very happy every time when I left the hospital.” (Chang et al., 2022, p.1980) 

 

A prominent sub-theme throughout the wider support theme, was the support provided from work. 

Participants talked about work being a form of enjoyment for them as they were able to feel 

motivated by going to work and it engendered a sense of belonging and purpose for them, which is 

an important aspect in the development of PTG (Govender, 2019; Chang et al., 2022; Anderson et 

al., 2013). Others talked about acceptance from work being a positive factor in their recovery as 

they were able to adapt the workplace for them so they were able to continue with their normal job, 

this may have helped participants feel reconnected with their old self and give them hope that they 

can still continue with some of their normal activities, just maybe in an adapted way (Chang et al., 

2022).  



    
 

37 
  

 

“My colleagues are superb. They went to the Department of Labor to inquire about 

modifying our office and classrooms, and they shared my workload so that I didn’t need to do the 

physically challenging part. They helped me a lot, and they prepared touch screens and an 

interactive whiteboard for me. These technologies helped me go back to teaching.” (Chang et al., 

2022, p.1979)  

 

The studies demonstrate that wider social support is important in positive recovery and community 

reintegration which has been shown to be significant in the development of PTG (Gannon; 2014).  

 

5. Discussion 

 

This thematic synthesis sought to assess the current qualitative literature base looking at PTG 

following an ABI. The review exclusively focused on does social support facilitated PTG after an 

ABI. Eleven qualitative studies were included in the review exploring social support following an 

ABI. The five key themes identified in the study appeared to concur social support facilitated PTG 

through, shared experiences, closer relationships, reconnection with the social world, and support 

from wider networks (Materne et al.,2022; Smith et al., 2021; Wijekoon, 2020; Grohn, 2014; 

Govender, 2019; Lyon et al., 2021; Change et al., 2020; Brunborg & Ytrehus, 2014 ; Anderson et 

al., 2013; Northcott, 2021) . However, one key theme, difficulties with relationships did not support 

that social support facilitated PTG (Chang et al., 2022; Smith et al., 2021; Anderson et al., 2013; 

Grohn, 2014; Govender et al., 2019). Many of the studies focused on primarily only one type of 

ABI which was stroke, this suggested that more research is needed to explore the impact of social 

support in relation to other types of ABI. 

 

In reflection of previous PTG qualitative studies exploring social support following an ABI, the 

synthesis is fairly consistent with the literature base (Allen et al., 2022). The findings from this 

review echo the conclusions from Grace et al., (2015) supporting that social relationships in the 
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form of shared experiences, wider networks, family, and friends facilitate PTG through positive 

social identity, group belonging and improved sense of self (Henson et al., 2021). However, this 

review builds on Grace et al., (2015) research with findings suggesting that social support for some 

individuals can act as a buffer against experiencing mental health difficulties (Wijekoon, 2020). 

This may be due to social support having a protective role in mental health and in shaping how 

individuals perceive and manage distress. When individuals feel more supported and equipped to 

cope this tends to reduce feelings of overwhelm and distress (Acoba, 2024). This is due to the 

process of acceptance from others, emotional processing, and increased expression. Consequently, 

the risk of mental health difficulties decreases and individuals are able to take part in new 

meaningful activities, re-integrate into the community and return to daily activities such as work 

(Acoba, 2024). Thus, supporting the importance of functional dimensional relationships and how 

they facilitate PTG through these different mechanisms and processes. 

 

The synthesis supports the theories of Calhoun and Tedeschi (2014) who conceptualised that an 

individual’s social context may influence the development of PTG. This included rumination about 

the experience, responses from loved ones and PTG modelled through relationships with those who 

have shared experiences (Calhoun and Tedeschi, 2014). The synthesis reflects the importance on 

development of PTG through shared experiences with others who have an ABI (Wilkie et al., 2023). 

Through shared experiences individuals were able to safely share and express their experiences 

facilitating the meaning-making process of PTG, as well as the opportunity to learn from others 

(Slade et al., 2019). The shared experiences of ABI relationship are particularly unique in that 

participants are able to reflect and re-evaluate their progress in their recovery (Allen et al., 2022, 

Lyon et al., 2021). The findings suggest they adopt a new appreciation and purpose for how far they 

can come and see what future recovery may look like (Grace et al., 2015). As suggested by the 

social comparison theory, it may be this relationship based on shared experiences is unique to others 

as individual’s are able to share group identity and group belonging where they feel validated and 
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included by others rather than ‘protected’ (Festinger, 1984). Therefore, they are accepted as an 

equal in social position to others (Smith et al., 2021). Individuals are also able to reconnect and 

revise their sense of self through sharing their stories and exploring their new self (Jirek, 2017). By 

changing their self-narrative, there is the opportunity for individuals to adopt alternative 

assumptions through different perspectives and validation of their experiences (Neimeyer, 2000). 

However, it is important to consider the impact of mixed support groups, for example, a group 

including both ABI and TBI populations. Research has suggested that individuals with a TBI 

experience more global deficits than those with ABI due to the nature of the injury (Lippert-Gruner 

et al., 2006). Therefore, individual’s with TBI may have more difficulties with cognition, 

processing, concentration, attention, inhibition, restlessness etc (Azouvi et al., 2017). In 

comparison, individuals with an ABI, typically experience more specific deficits, therefore it may 

be difficult for a group of TBI and ABI populations to discuss topics such as recovery and growth 

as they may have very varying needs and strategies for rehabilitation (Adiguzel et al., 2018). It may 

also be more difficult for individuals with TBI to connect with PTG experiences and meaning 

making as it requires higher levels of cognitive abilities such as reflection and psychological 

thinking which may be more difficult with global deficits (Shah et al., 2004). Therefore, it may 

mean that the two populations may not be able to relate to each other when discussing development 

of PTG. However, this is not to say that individuals with TBI do not experience PTG, they may 

experience PTG in a different way dependent on the extent of their injury. Therefore, it could be 

suggested that social environment and the role the individual has within the environment may play 

an important role in the development of PTG.  

 

Unlike other reviews exploring post-traumatic growth following an ABI, this review offers a novel 

perspective suggesting that not all social support may be positive and facilitate PTG (Grace et al., 

2015). The review discusses how overprotection from others and feeling like a burden may hinder 

the development of PTG (Wang et al., 2023; Chang et al., 2022). By overprotecting the individual, 
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they are more likely to feel restricted, less autonomous and have less opportunities to express 

themselves (Chang et al., 2022). Therefore, limiting the opportunity for them to have access to 

make meaning from their experiences with the support of others which is pivotal in the 

development of PTG (Almeida et al., 2022). The possible reasons for this oversight in other reviews 

may be due to close relationships and health being newly integrated into research and theory (Long 

et al., 2022). Previously, social support has been explored in terms of what the person’s marital 

status is, if they have a large social network, social integration, and their perceived level of social 

support (Zhang et al, 2023). However, reviews have not considered the interactional patterns that 

may underlie social relations in respect to health and well-being (Ankrett, 2020). Therefore, little is 

known about the ways in which social support can hinder the development of PTG. Thus, for the 

development of PTG it is important for the theory of growth that the interactional patterns and 

interpersonal processes are needed to support with the process of PTG.  

 

In contrast to previous PTG reviews, the review emphasised the importance of support from wider 

community networks, such as work, faith, and formal support (Carmen, 2024; Kotze, 2013).  

Through interactions with community groups this can engender feelings of belonging through 

attachment to others (Farahani, 2016). Communities may provide an additional cushioning effect 

for individuals creating a sense of comfort for them as they may have more exposure to alternative 

means of support and information (Cullen, 1994). Involvement within communities can lead to 

increased opportunities for connecting and building relationships with others and feel empowered 

within their position in the group and society (Butt et al., 2021). More formal types of community 

support such as healthcare appeared to be an important factor in the development of PTG for some 

participants (Henson et al., 2021). This may be to healthcare staff being perceived as being in the 

expert position, therefore, once again providing a comforting effect for the individual during times 

of worry (Borg et al., 2004). Healthcare professionals are also able to normalise and validate the 

experiences of the individual and reflect on the recovery of the person (Bird et al., 2014). GP’s also 
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play a large role in recovery as individuals can turn to them prior to returning to work (Murfett, 

2011). With GP support individuals are able to feel more confident returning to work as they have 

received reassurance, they are well-enough to return and have discussed phased-returns and any 

adaptations that they may require (Sturesson et al., 2014). Overall, it would seem that support from 

the community in different contexts is hugely beneficial in the development of PTG as individual’s 

are able to feel comforted by additional supports which gives rise to more opportunities of making 

connections with others (Kotze, 2013). Additionally, PTG appears to be facilitated by community 

support enhancing development in confidence of sense of self, group belonging and identity 

(Henson et al., 2021).  

 

The limitations of this review primarily lie in the definitions, there is no one specific meaning or 

interpretation for PTG (Johnson et al., 2007). It is hard to distinguish between actual growth and 

perceived growth which may make the validity of the findings questionable, additionally PTG can 

differ amongst people in various ways making it difficult to generalise (Kashyap et al., 2018). 

Moreover, the methodology of the review is also a potential limitation due to the difficulties in 

generalising qualitative research (Smith, 2018). The nature of qualitative research is that it is 

specific to the individual’s experiences therefore one experience for one person does not necessarily 

mean another person will experience the same thing (Smith, 2018). The characteristics of the 

studies included in the review were limited by the majority of the studies being stroke populations 

and not covering other types of ABI, therefore it is difficult to apply these findings to ABI as a 

whole. This oversight may be due to stroke being the most common type of ABI, therefore, more 

research is funded for it (Goldman, 2022). Most of the studies used similar methodologies of semi-

structured interviews and thematic analyses’ therefore limiting the generalisability of the results to 

research using other methods (Low, 2019). Lastly, the review is limited by only English language 

papers, in the search studies were omitted due to being in a different language therefore limiting the 
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data for the review and considerations of PTG in places that English is not one of the primary 

languages (Kashyap et al., 2018).  

 

The strength of this thematic synthesis was that the key themes found were common throughout the 

studies, with these findings echoing those of current literature on PTG and suggesting robustness of 

the studies (Grace et al., 2015). In addition, the synthesis included studies from a variety of settings 

and global populations/cultures, considerations need to be given for cultural perceptions and beliefs 

around relationships, growth, and disability, however, research has indicated that PTG may develop 

across many cultures (Kashyap et al., 2018). Thus, the diversity of the study enriches the 

application of the review to different global populations. The review also strictly followed 

guidelines for how to complete a thematic synthesis and used critical appraisal tools that are widely 

used and recommended to determine the quality of the papers included in the review (CASP, 2018). 

Therefore, ensuring the study was transparent and robust. However, the CASP recommends that if 

the first two criterion of the checklist are not met, these studies should be excluded, however, this 

could prove to be problematic where studies do not meet this criterion (CASP, 2018). There may be 

instances where papers may be methodologically flawed, due to article word limitations or different 

constraints where the results may be pertinent to the findings of the review, therefore, it may be that 

the CASP tool should be used cautiously as a reflective tool to determine quality of papers rather 

than an exclusion tool.  

 

 

6. Clinical Implications and Future Research  

 

An ABI can be life-changing and can impact on a person’s relationships, meaningful social 

participation, mobility, sense of self and identity (Walsch, 2014). The synthesis supports previous 

research denoting that reconnecting with the social world, taking part in meaningful social 
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participation and reintegration into the community and society contribute to the development of 

growth in recovery and therefore more positive psychology outcomes (Berger, 2020). Therefore, it 

is important in rehabilitation to consider what the person’s social needs are in their recovery and 

integrate this into part of their goal (Grace et al., 2015). 

 

The synthesis poses that social support can facilitate the meaning-making process of PTG and 

finding a purpose for an individual following an ABI through identifying with others through 

shared experiences and learning from one another (Morris, 2011). Therefore, supporting previous 

research that peer group interventions or support groups may be beneficial for people who have 

similar injuries, in this case ABI (Womba et al., 2016; Huges et al., 2020). It has been suggested 

from the synthesis through these unique shared relationships individuals are able to express and 

share their own story enabling them to take control of changing their self-narrative (Eakin, 2011). 

By changing their self-narrative individuals are able to explore and navigate their position once 

again in the social world which is an important aspect in group identity and group belonging 

(Anderson et al., 2013). This process can be supported by re-evaluating their own progress in their 

recovery with others in group and being able to see what future recovery may look like from others 

ahead in their recovery journey creating a sense of hope and purpose (Delbridge et al., 2023; 

Douglas et al., 2019). This appears to be an important aspect in developing greater appreciation of 

one’s own recovery, inspiration, and encouragement for future recovery for the development of 

PTG (Allen et al., 2022; Lyon et al., 2021). However, the current literature does not discuss the 

practicalities of peer support groups, for example, how to make people feel safe and comfortable in 

the space and did not discuss how any ruptures in relationships or difficulties with shared 

comparisons would be handled (Peterson et al., 2008). The National Stroke Guidelines (2023) has 

recognised that services are not specifically structured to foster community support. The resources 

and links to other organisations for stroke support (e.g. peer support groups) is not as integrated as it 

should be, therefore, the guidelines call for rehabilitation services to increase participation and 
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improve the quality of life for people with stroke through integration of services (The National 

Stroke Guidelines, 2023). Thus, it would be beneficial for future research to explore the 

effectiveness of integrated community support in rehabilitation for stroke.  

 

However, the synthesis does differ from the existing literature, it accounts for the difficulties that 

may occur with social support. These difficulties primarily being overprotection from others and 

feeling like a burden to others (Chang et al., 2022). Therefore, highlighting the importance of an 

individual’s ability to express themselves and feel autonomous in order to promote positive changes 

in recovery (Panday et al., 2022). Nevertheless, the synthesis did account for the benefits of 

advocation particularly from spouses (Ghosh-Cannell et al., 2023). Thus, future research could 

focus on the complexity of these relationships and understanding the interpersonal and interactional 

patterns in social relationships that are needed to facilitate PTG following an ABI.   

7. Conclusion 

This thematic synthesis review extends the evidence base on PTG through reflecting that social 

support does facilitate the development of PTG following an ABI. Some of the social support 

factors that promote facilitation of PTG were shared experiences, closer relationships, reconnection 

with the social world and support from wider networks. The synthesis suggested that social support 

can act as a buffer against mental health and provide a cushioning effect of increased perceived 

support facilitating confidence and motivation. Social support can also help an individual navigate 

the social world and their role and purpose within the community and larger society which is 

important in the context of PTG. However, the synthesis did suggest that social support may not 

always facilitate PTG due to difficulties in relationships, therefore more research is needed to 

explore the difficulties social relationships and the development of PTG.  
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Abstract 

Purpose: There is limited research investigating the development of post-traumatic growth (PTG) in 

early stroke recovery. The current study aimed to explore demographic and psychosocial predictors 

of PTG in early stroke recovery.  

 

Methods: One-hundred and forty-three stroke survivors took part in an online survey. Each 

completed the Post-traumatic Growth Inventory, Stroke-Specific Quality of Life Scale, The 

Multidimensional Social Support Scale and were asked their age, gender, time spend in education, 

and whether they had received psychological support since their stroke.  

 

Results: The results reflected that gender, psychological support and education did not significantly 

predict PTG. In terms of age, social support, and quality of life, social support was the only 

significant and largest predictor of PTG, the multiple linear regression reflected that the variables 

accounted for 14.8% of the variance in PTG during early stroke recovery.  

 

Conclusions: Post-traumatic growth can develop in early stroke recovery; however, social support 

is an important influence in PTG. The implications for rehabilitation include services assessing for 

PTG in early stroke recovery and looking to promote PTG through integrated care which priorities 

social support. Future research and limitations of the study are also discussed. 

  

Keywords 

Stroke; Rehabilitation; Coping; Psychological Adjustment; post-traumatic growth. 
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1. Main Text  

Stroke is the second leading cause of death worldwide (World Stroke Organisation, 2022). It is 

estimated that in the United Kingdom 100,000 people have strokes each year, with a stroke 

occurring every five minutes (World Stroke Organisation, 2022). A stroke happens when the blood 

supply to part of the brain is blocked or when a blood vessel bursts (Barinaga, 1998). A stroke is 

usually described as a traumatic life-threatening experience that is typically unexpected, 

uncontrollable, and frightening (Edmondson, 2014). It has been suggested that there is a critical 

period in early recovery where the most physical recovery occurs, this is between the first six 

months and two years of recovery (Crammer, 2008). 

 

 However, there is little research exploring psychological recovery within this critical period 

(Crammer, 2008). There is extensive research exploring the physical effects of a stroke and some 

exploring the negative effects of stroke, however there is little research exploring if there are any 

positive outcomes of psychological recovery in this timeframe (Cameron et al., 2023). Recent 

research has postulated that there may be positive changes that occur after traumatic events (Linely 

& Joseph, 2004). This is referred to as Post-Traumatic Growth (PTG; Tedeschi and Calhoun, 1994). 

PTG has been well-researched in many areas and has been found to be facilitated by certain social, 

demographic, and psychological factors such as age, gender, education etc (Kelly et al., 2018). 

However, there is further research needed around stroke, particularly in the early recovery period. It 

is important to look at the development of PTG and the potential predictors of them so that 

clinicians can identify areas where people may need more support to facilitate the development of 

PTG (Michael and Cooper, 2013). In the current study, certain demographic and psychosocial 

factors were explored to see if they were predictors of PTG during the early recovery period after a 

stroke.  
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2. Introduction 

2.1. Physical Effects of Stroke  

  

Although strokes typically happen rapidly, the consequences of them can be long-term physical and 

cognitive difficulties (Vahlberg et al., 2017). Some of the most common effects can include 

paralysis (typically on one side of the body), stiffness, spasticity in muscles, changes in sensation or 

fatigue (Van Peppen, 2004). These difficulties can be very painful and tiring, making it challenging 

for individuals to move some parts of their body and cause difficulties with completing everyday 

activities (Atler, 2016). Within the literature base the physical effects of stroke appear to be 

extensively explored, however, when looking at the psychological effects of a stroke overall there 

appears to be less research in this area (Johnson, 2013; MacKenzie et al., 2012). 

  

2.2. Psychological Effects after a Stroke  

  

Despite the physical symptoms of stroke being commonly known, there appears to be a smaller 

evidence base looking at the psychological effects of a stroke (Lincoln et al., 2011). After a stroke, 

individuals can experience a range of psychological conditions, the most common including 

depression, anxiety, and emotionalism (Morris, 2020).   

  

Around 55% of stroke patients experience depression at some stage after their stroke, despite 

increased awareness of the condition and therapeutic support this statistic has not declined 

(Kouwenhoven et al., 2011). People who have had a stroke and experience depression may 

experience insomnia, feelings of hopelessness and despair, loss of identity, low mood and apathy 

(Koenig and Blazer, 1990). Additionally, individuals who experience depression are more likely to 

have poorer functional recovery, lower quality of life, reduced confidence, and self-esteem (Connell 

et al., 2012).  Depression has also been associated with reduced engagement in rehabilitation and 
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treatment adherence increasing the rate of re-hospitalisation (Morris, 2020). This can impact on the 

individual's recovery in terms of their motivation for community reintegration, and belief in their 

recovery and self (Johnston et al., 2005).   

 

In addition to depression stroke survivors can also experience anxiety (White et al., 2014). Around 

one in four people who have a stroke will experience anxiety within the first few years (Burton et 

al., 2013). Studies have found that anxiety is associated with poor social functioning, lower quality 

of life and poorer functional ability (Morris, 2020). As a result of anxiety, stroke survivors may 

have trouble concentrating, persistent thoughts about things that worry them, continuous feelings of 

impending danger, and physical sensations such as a high heart rate and feeling irritable (Robinson, 

2006). Anxiety can impact on social functioning where individuals may find it difficult to go out 

and engage in activities (Russell and Topham, 2012). This may lead to increased isolation and 

reduced confidence socialising with others and returning to daily activities such as employment 

(McKinlay et al., 2022). Anxiety may make it difficult for stroke survivors to return to work as they 

may feel less confident in their abilities to complete work tasks (Hartke et al., 2015). They may 

worry about their adjustments back into the workplace and other people’s perceptions of them 

(Brereton and Nolan, 2000).  

 

Despite the most common psychological effects of strokes being described as depression and 

anxiety stroke survivors can often experience emotional lability and difficulties with self-esteem 

and confidence (Hackett et al., 2014). This is when an individual experiences rapid and exaggerated 

changes in their mood, where strong emotions or feelings occur. It is suggested that it is often 

disproportionate to the emotional stimulus (Hackett et al., 2014). The prevalence of emotional 

liability is around 20-25% of survivors within the first six months but declines in frequency and 

severity by around 12 months (Morris et al., 1993). This can often be distressing for the person and 

their families and can impact on rehabilitation and confidence in engaging in social situations 
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(Kitzmüller et al., 2012). Moreover, individuals who have experienced a stroke may have 

difficulties with self-esteem and self-worth as a result of, difficulties with speech, changes in social 

roles and social position and changes in abilities due to the physical and cognitive impact of their 

stroke (Keppel & Crowe, 2000; Lapadatu & Morris, 2019). This can make it difficult for individuals 

to reach their end goal of community reintegration and social participation as they may experience 

feelings of shame and embarrassment. (Grace et al., 2015)   

 

Overall, there are many psychological effects of a stroke however the most referred to are 

depression, anxiety, and emotionalism. These psychological difficulties have been seen to decrease 

functioning, reduce confidence and self-esteem and lead to struggles with social situations and 

community re-integration which for many is the end rehabilitation goal. With all the negative 

effects of a stroke being increasingly known it may engender a sense of hopelessness for the 

individuals reading the research. Therefore, few studies have considered a strengths-based approach 

exploring any positive effects that may happen after a stroke. 

 

2.3. Positive changes after a Stroke  

  

Despite the current evidence base focusing on negative psychological effects after a stroke, there 

have been a few studies which discuss positive changes after experiencing a stroke (Mackenzie et 

al., 2012; Nott et al., 2021). Contrary to the majority of studies on personality after stroke, some 

studies have suggested that after a stroke individuals can experience positive changes in their 

personality (Brunborg & Ytrehus, 2014). For example, some researchers have found that 

individuals have reported being happier, nicer and less self-absorbed following their stroke 

(Fredrickson, 2004). Consequently, they have become more patient with others, empathetic and 

understanding to different people’s needs (Fredrickson and Losada, 2005).   
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Other studies discussed the development of positive changes through new meaningful activities and 

new habits (Brunborg & Ytrehus, 2014). Research has suggested that after trauma individuals can 

develop closer relationships with their social networks and family, this is a result of a shift in values 

and priorities after trauma (Calhoun and Tedeschi, 1998; Sippel et al., 2015). It has also been 

suggested that after trauma, new opportunities can arise for some, for example, new friendships and 

social participation in support groups (Northcott et al., 2018). This can lead to new relationships of 

shared experiences being formed and greater appreciation for their own recovery process 

(Woodman et al., 2014).   

 

As this area of research is still developing, it seems important to consider the positive changes after 

experiencing a stroke. It is hoped that this research can provide some assurance and empower 

individuals and contribute to the emerging strengths-based literature base. Additionally, there 

appears to be gaps in the literature base exploring different stages of recovery after a stroke and 

possible positive changes.  

 

2.4. Early Recovery   

  

It is thought that most recovery after traumatic brain injury (TBI) takes place in the two years after 

injury (Ponsford et al., 1995). Studies have found that in the first six months after a TBI the brain is 

in a heightened state of plasticity, thus the greatest physical gains in recovery will occur within this 

time (Crammer, 2008).  From six months onwards, 60% of TBI patients can walk again. Moreover, 

in the span of two years patients can make good cognitive recovery and start to engage in daily 

activities such as driving again (Peters et al., 2014). With these developments during recovery, it is 

at this point that it is suggested that TBI patients show greater levels of positive change and 

improvements in psychological health (Ponsford et al., 1995; Crammer, 2008).  So far, there has 

been limited research exploring this early recovery period within the first two years after an ABI 
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(Allen et al., 2022). Moreover, there appears to be further scope to investigate the factors that 

support with facilitating recovery during this time frame. Therefore, the current study explored 

psychological and social factors in this early recovery period after a stroke as there appears to be 

little research in this area (Hochstenbach et al., 2003). Given the recovery from a stroke can be 

considerable, the impact of a stroke has been explored further in the context of wider contextual and 

systemic settings (Sarre et al., 2014).  

 

2.5. The impact of stroke on wider settings   

Given the significant physical and psychological effects of a stroke and the need for significant 

rehabilitation, studies have started to explore the wider societal cost (Daniel, 2009). It is estimated 

the cost to the NHS is around 3 billion per year on stroke, with additional costs to the economy for a 

further £4 billion in lost productivity, disability, and informal care (King et al., 2020). Despite this 

figure suggesting there is a substantial need to learn more about how to support stroke survivors, 

there still appears to be limited research in this area (Kelly et al., 2018).  Review studies of ABI 

populations have suggested that there are certain demographic factors that link to the development 

of PTG, which is sometimes referred to as positive change after a traumatic event (Kelly et al., 

2018). PTG is important in relation to stroke as it can help facilitate aspects of recovery for an 

individual which could lead to better community integration, social participation, return to work and 

other daily activities (Grace et al., 2015). There appears to be a gap in the literature base exploring 

demographic and some psychosocial factors focusing solely on stroke (Grace et al., 2015). This 

evidence demonstrates that it is not only important for the individual to explore stroke recovery but 

also for the wider settings.   

 

2.6. Post-Traumatic Growth   

With the gradual emerging research on positive change, studies have begun to look at post-

traumatic growth (PTG; Jayawickreme et al., 2021). This has been coined by Tedeschi and Calhoun 
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(2004) as post-traumatic growth. Posttraumatic growth (also frequently referred to positive change) 

was first conceptualised as the positive psychological changes to an individual’s life after highly 

stressful and challenging life events (e.g., trauma, illness, bereavement; Wu et al., 2019). PTG has 

been said to be specific to the individual’s experience and can be on a continuum (Allen et al., 

2022). For example, individuals may interpret the presence and degree of growth experienced after 

a traumatic event differently (Kashyap & Hussain, 2018). PTG has been associated with; a greater 

appreciation of life, increased personal strength, more meaningful personal relationships, 

development of new opportunities, improved coping, and adaptive skills, deepened self-awareness, 

and recalibration of personal values (Tedeschi & Calhoun, 2004). With this greater focus on PTG, 

researchers have started to explore PTG in relation to other areas.  

  

2.7. Stroke and PTG   

 

As aforementioned, most research investigating stroke survivors focuses on the negative outcomes 

of a stroke (Gillen, 2005). The impact of reading negative outcomes for stroke survivors could 

contribute to feelings of hopelessness and despair regarding rehabilitation and reduced motivation 

to return to daily life (Jones et al., 2008). There currently is a small evidence base examining PTG 

growth after experiencing a stroke, therefore studies exploring PTG following ABI have been 

included in the following literature review (Sherratt & Worrall, 2021). It is thought the importance 

of investigating demographic and psychosocial factors can help identify certain factors that may be 

associated with PTG, this will enable predictions of those who may need more support offered and 

inform therapeutic interventions (Kolokotroni et al., 2014). After examination of the literature base 

of ABI studies, there appeared to be gaps in the literature exploring age, education, psychological 

input, gender, quality of life and social support in regard to PTG after a stroke, particularly in the 

early recovery period (Kelly et al., 2018; Grace et al., 2015).  
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2.8. Age   

An important demographic supported by the evidence base has been age, there have been 

differences throughout the general trends in studies with regards to age being a predictor of PTG 

(Boyle, 2017). In a systematic review and meta-analysis, the findings suggested that in an ABI 

population older individuals report greater levels of PTG compared to young people (Grace et al., 

2015). It has been suggested this may be due to older adults perhaps being exposed to more difficult 

life events than younger people and having developed more established ways of coping and 

adjusting helping them to navigate difficult situations (Brennan, 2011). However, other studies with 

ABI participants have found younger people may report higher levels of PTG after experience an 

ABI (Barskova and Oesterrich, 2009). From the current evidence base, there appears to be 

inconsistencies in relation to PTG and age, however, from the current search there seems to be more 

studies suggesting older age is associated with higher levels of PTG (Kadri et al., 2022).   

  

2.9. Education  

In previous meta-analyses and systematic reviews, researchers have suggested that education is a 

predictor of PTG in a sample of ABI participants (Gangstad et al., 2009). Other studies have 

supported this with findings of medium effect sizes that people who have reported being in 

education for a longer duration (pre-injury) experienced greater levels of PTG following an ABI 

(Grace et al., 2015). However, other studies have disagreed with these findings and suggested that 

PTG and education are unrelated in a sample of participants with serious medical conditions, 

however, it was acknowledged that the sample distribution of education in the review had 

limitations (Barskova and Oesterrich, 2009). Despite the differences in some studies, the general 

trends in research appear to agree that longer time in education is associated with greater levels of 

PTG.   
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2.10. Gender   

Gender has been inconspicuous in the evidence base, due to previous studies suggesting that gender 

did not moderate the relationship between PTG and positive adjustment and subjective physical 

health (Tomich & Helgeson, 2012; Sawyer et al., 2012). However, these populations were not ABI 

populations. Further reviews of ABI studies suggest very small effect size for gender with women 

experiencing greater levels of PTG than men. Other studies have supported this with similar 

findings (Grace et al., 2015; Barskova and Oesterreich, 2009). Although, the evidence for gender 

predicting PTG appears to be inconclusive, there has been more studies suggesting that women will 

experience greater levels of PTG following an ABI.   

  

2.11. Health-Related Quality of Life   

Within the literature base it has been suggested that following an ABI, higher PTG levels are most 

likely going to be reported by individuals who report a higher health-related quality of life (Igoe et 

al., 2024). Other review studies have found similar findings with medium effect sizes and PTG, in 

some stroke, cancer and HIV studies PTG was strongly associated with quality of life and life 

satisfaction, in both short term and long-term recovery after a stroke (Helgeson et al., 2006; Powell 

et al., 2012).  

 

2.12. Psychological Therapy   

There appears to be no direct studies exploring the association of psychological therapies and PTG 

after experiencing a stroke (Grace et al., 2015). Gleeson et al., (2022) suggested psychological 

therapies were influential in the development of PTG based on the number of sessions. Research 

has shown some types of psychological therapies can enhance psychological flexibility which has 

been associated with higher levels of PTG and lower levels of stress (Landi et al., 2022). Additional 

research has proposed that therapy after a trauma event can help with processing the event 

information and can aid a person’s sense of self, improving their sense of identity and self-esteem 
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(Lanius et al., 2020). Therefore, it may be predicted that psychological therapies may be associated 

with higher levels of PTG.   

 

2.13. Social Support   

  

Within the current evidence base there is a clear trend suggesting that social support is a predictor 

of PTG (Yu et al., 2014). Peng and Wan (2018) found moderate positive correlations (r2 = 0.336) 

among a Chinese sample of stroke survivors, this has been strengthened by multiple studies 

agreeing with these findings (Jeong & Kim, 2019; Kelly et al., 2018). It is suggested that social 

support enables trauma survivors to learn new ways of coping, social support can support with re-

appraising and re-framing trauma and create psychological safety (Sippel et al., 2015; Calhoun et 

al., 2022). This in turn reduces rumination and depressive symptoms (Ames-Sikora et al., 2017).   

 

2.14. Hypotheses   

 

Given the evidence from the current literature base suggesting that psychological predictors of PTG 

(e.g., psychological distress, coping and rumination) of PTG have been established (Kelly et al., 

2018). The current study aimed to investigate the factors that have yet to be explored during the 

early recovery period following a stroke. From this, the final research question was developed: Are 

demographic and psychosocial useful in predicting PTG in early recovery following a stroke?  

Considering the research question, evidence base and models of PTG, the following hypotheses 

were formulated: 

 

1. There will be a significant positive association between age and PTG levels, 

for instance, as increases in age will be linearly associated with an increase in 

PTG levels. 
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2. There will be a significant positive association between time spent in 

education and higher levels of PTG. In particular, longer time spent in 

education will be linearly associated with an increase in PTG levels. 

3. There will be a significant positive difference between women and men and 

associated levels of PTG, women will be associated with higher levels of 

PTG than men. 

4. There will be a significant positive association between quality of life and 

PTG, for instance, as quality of life increases this will be linearly associated 

with an increase in PTG levels. 

5. There will be a significant positive relationship between social support and 

PTG. 

6. There will be a significant positive relationship between psychological 

support following a stroke and PTG levels. 

7. Age, gender, psychological input, social support, quality of life, education 

will predict PTG levels. 

 

3. Method 

 

3.1.  Design 

A cross-sectional survey design was used to investigate the relationship between PTG and the 

potential predictors: social support, quality of life, age, gender, education, and psychological 

therapy since experiencing a stroke (see Table 1  

). The study utilised a multiple regression to explore the relationship between PTG and the possible 

predictors of this after experiencing a stroke.   
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Table 1  

Potential Predictors and Outcomes of the Proposed Study   

  
Predictors  Outcomes  

Social support  

 Quality of life    

 Age     

Gender  

Education  

Psychological Therapy Since Stroke  

  

Posttraumatic growth  

  

 

3.2.  Participants   

  

Participants for this study were recruited through charities that support stroke survivors and online 

social media platforms (Facebook, Twitter, Instagram).   

  

The inclusion criterion required participants must have experienced a stroke at least six months ago 

and within the first two years of post-stroke. This criterion was set due to the study investigating 

this critical early recovery time period of six-months to two-years post stroke (Ch’Ng et al., 2008). 

Thus, the individual must have had a stroke between the first six months and two-years post-stroke, 

were proficient in English, over the age of 18 and had capacity in line with the Mental Capacity Act 

(2005) to consent to taking part in the study. Capacity was assumed if people are filling in the 

questionnaire as they have consented.   

The exclusion criteria for participants were if the individual lacks capacity to consent to take part 

in the study. The information sheet provided to participants/consent questions both mimic elements 

of the formal MCA, a formal MCA assessment was not being conducted nor are staff at centres 

asked to complete this (see Table 2. for guidelines). Staff at centres helpfully handed out the 

posters and information sheets.   
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Table 2. 

Mental Capacity Act Principles (2005) 

  

 

All of the factors indicated that the individual had capacity to consent to partake in the study. 

Participants were encouraged to contact the key researcher if they were having difficulties 

understanding the information sheet, from this the key researcher assessed their grasp of the study 

and worked out if they were able to take part in the study using the MCA principles, were they able 

to understand, retain, weigh up and communicate their decision to the study (MCA, 2005). It is 

assumed that someone who does not have the capacity to consent to the study would not understand 

what to do next (e.g. contact research or access the link using a computer). The information sheet 

and accessible debrief sheet both included additional support numbers for participants if they felt 

they required any additional support.   

 

  

Principle Inclusion in the Study 

Understand information given to them It would be deemed that individuals had an 

understanding to proceed  forward through the 

information and consent form.  

 

Retain that information long enough to be 

able to make the decision. 

Participants would have held the information 

contained within the information sheet for a 

long enough period in order to complete the 

consent form.  

Weigh up the information available to 

make the decision. 

A binary choice of ‘I consent’ and ‘I do not 

consent’ would be available at the end of the 

consent form.  

Weigh up the information available to 

make the decision 

A binary choice of ‘I consent’ and ‘I do not 

consent’ would be available at the end of the 

consent form 
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3.3. Sample Size   

A sample size calculation using G Power Version 3.1.9.7 (Buchner, Erdfelder, Faul & Lang, 2020) 

indicated that when six predictor variables are added to a regression model with a two-sided 5% 

significance level an estimated sample size of 142 will give 80% power to detect a fairly small 

effect size of 0.10.  

  

3.4. Ethical Approval   

  

Ethical approval was granted by the University of Hull research committee (Appendix F).   

  

3.5. Ethical Considerations  

  

It is possible that participants experienced distress as a consequence of thinking about a traumatic 

event and completing tasks this may have triggered reminders of the event. All participants received 

information signposting to appropriate stroke support services at the start and the end of the survey. 

The survey itself had the opportunity to exit at any point which rerouted them to the debrief page 

with support contact details.    

   

Participants may have felt fatigued because of the length of the survey, they may have also found it 

difficult to complete as it displayed with tables. To overcome this, there was an option to finish the 

survey later on the JISC survey. To make the layout of the survey more accessible, there was also a 

function that allowed participants to complete each question separately rather than view all 

questions at once on the table.    

    

Another potential ethical issue was capacity to consent to the questionnaire. The information 

sheet mimicked the four principles of the MCA assessment and participants had to consent by 

clicking a box prior to starting the survey.  
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3.6. Measures  

  
There are common measures typically used when investigating PTG, these measures have been 

used with various populations and have been found to be valid and reliable measures to have 

included in the study.  The self-report measures (all free and accessible online) collected data on 

PTG, social support, and health-related quality of life. Demographic data was also collected for 

further in-depth data analysis (see Table 3  

for predictor variable measures).   

 

3.6.1. Demographic data  

  

At the start of the questionnaire, participants were asked to provide their age, gender, highest 

level of education and whether they had received psychological therapy since experiencing a 

stroke. Participants were instructed that they could have help completing the survey and asked 

if they had support in filling out the survey.  

  

  

3.6.2. Posttraumatic Growth   

  

Grace et al., (2015) state that there are at least 14 measures of PTG, however, the mostly commonly 

used measure is The Posttraumatic Inventory (PTGI; Tedeschi and Calhoun, 1996) (Appendix J). 

This relates to the five factors associated with posttraumatic growth. The scale consisted of a 21 

self-report items using a six-point Likert scale to measure possible positive outcomes after traumatic 

events. The scale ranges from 0 (no experience of change) to 5 (change experience to a very great 

degree) the scores mean the degree of change they have experienced. The PGI also had high 

reliability and internal consistency (Cronbach’s alpha = 0.90 – 0.94; Tedeschi and Calhoun 1996). 
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The scale however was limited by the social desirability effects and had been criticised for the 

validity as the definitions for the key terms lack clarity. Nevertheless, the PTGI has been shown to 

have excellent internal consistency in a sample of stroke survivors and therefore seemed an 

appropriate reliable and valid measure for the study (Cronbach’s alpha = 0.92; Gangstad et al., 

2009).  

  

3.6.3. Social Support   

  

The Multidimensional Scale of Social Support (MSPSS; Zimet et al., 1988) assessing for the 

measure perceived support from three sources: family, friends, and significant others (Appendix K). 

The scale was a 12 self-report item inventory with a seven-point Likert scale. The scale ranged from 

1 (very strongly disagree) to 7 (very strongly agree). Any mean scale score ranging from 1 to 2.9 

could be considered low support; a score of 3-5 could be considered moderate support and a score 

from 5.1-7 could be considered high support. The MSPSS previously has been tested using a 

sample of older adults and demonstrated high internal consistency (Cronbach’s alpha = 0.87- 0.94) 

and moderate test-rest reliability (r= .73). It has been widely used in ABI studies and PTG studies 

(Zhao et al., 2022).  

 

3.6.4. Health-Related Quality of Life   

  

The Stroke Specific Quality of Life Scale (SS-QOL: Zeltzer, 2008) is a patient centred outcome 

measures which aimed to provide an assessment of health-related quality of life (HRQOL; 

Appendix L) specific to stroke survivors. The questionnaire had 49 items in 12 domains: 

mobility, energy, upper extremity function, work, mood, self-care, social roles, family roles, 

vision, language, thinking and personality. The questionnaire should have taken around 10 

minutes to complete and was scored on a 5-point Likert Scale. High scores indicate better 

functioning.  Williams et al., (1999) examined internal consistency and test-retest reliability of 
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the SS-QUOL. The studies reflected the internal consistency in 34 individuals with stroke was 

(Cronbach’s alpha = 0.75 for productivity) to excellent (alpha = 0.89 for self-care subscale) 

suggesting high internal consistency (Williams et al., 1999). The test re-test validity was r = 0.92 

showing excellent test-retest reliability of the SS-QUOL (Williams et al., 2000).   

  

Table 3  

Predictor variables and how they will be measured.   
Predictor variable  Measurement  

Age  

Education  

 Social support               

Ordinal.  

Categorical – highest level attained.  

           Scale. Total score, range.   

Quality of life  Scale. Total Score, range.  

Psychological Therapy Since Experiencing a 
Stroke2            Categorical – Yes/No 

                             Gender                   Categorical – Yes/No 

    

   

3.7. Stimulus Materials   

  
The questionnaire was produced in two different formats: firstly, a paper-based version and an 

online version, allowed for more participants who did not have access to the internet or were able 

to use computer devices. Both versions of the questionnaire were identical.  

 

 

 

 

2 2 Psychological therapy in this study is informed by the stepped care model for psychological intervention after a 
stroke (National Stroke Guidelines, 2023HSE, 2022). The study defines psychological therapy following levels 2 and 3 
for mild/moderate symptoms of impaired mood or level three severe and persistent disorders of mood and/or cognition 
that require clinical psychology intervention (National Stroke Guidelines, 2023). 
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3.8. User involvement  

  

Patient and Public Involvement (PPI) was encouraged throughout this research (Jenning et al., 

2018). Individuals who had experienced a stroke were asked to for their views on the 

terminology used in the materials for the study and screening questions. They were also asked to 

review the information sheet and poster to ensure it was appropriate.   

 

3.9. Procedure  

  

3.9.1. Online survey participants    

   

The named contact at each research site approached individual’s appropriate for the study with a 

poster and information sheet. Participants were also recruited through social media platforms (e.g., 

Twitter, Facebook, and Instagram) or through the local and online organisations and charities. The 

advertisement for social media was a poster with a link to the information pack and questionnaire. 

The research site was also able to provide the poster to promote the study, including the information 

about the study and the inclusion and exclusion criteria.  Contacts were not asked to screen for 

eligibility, this should have been determined by the participant once they had read the consent form. 

If they were unsure they were encouraged to contact the researcher for further support. If the 

individual was interested in taking part, they were provided with the link to JISC Online Surveys 

(Appendix H). Once the participant accessed the survey the individual was provided with the 

information sheet to read, followed by a consent form (Appendix G).  If they did not meet this 

criterion, they were directed to an exit page which contained support information. At this point, 

participants were also asked if they had received help completing the survey. Once again, consent 

was assumed once they had ticked the consent box and continued with the survey. If they had 
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consented, it was assumed they were able to understand, retain, weigh up and communicate their 

decision to take part in the study and therefore it was assumed they had capacity.  If they did not 

wish to consent, they were taken to the exit page containing sources of support.  This was followed 

by the abovementioned measures. At the end of the survey participants were directed to a short 

debrief sheet where there were details signposting participants to further support if they had felt 

distress or upset by the study.    

   

3.9.2. Participants who are unable to access online surveys.    

   

Participants who were recruited from charities who may not have had access to the online survey or 

may be unable to complete a survey online were recruited via the named contact at each research 

site. The contacts handed out the poster and information sheet to the potential participants, and a 

copy of the questionnaire with the freepost envelope. The participants had at least 24 hours to 

consider if they would have liked to take part in the study and could return to the contact for a 

survey or take one with them whilst considering (Appendix G; Appendix I). The primary 

researcher’s contact details and research supervisors’ details were on the information page and 

poster for participants to contact if needed for any questions/concerns. At the end of the procedure 

participants were debriefed and provided with a summary sheet of contacts for further support if 

they felt they needed it. Participants are told in the information sheet they were able to withdraw at 

any time whilst filling in the questionnaire, they simply do not need to return the survey. If they had 

already returned the survey, they will be unable to withdraw their data as it is all anonymous.    

    

 

 

 

3.10. Analysis of Data   
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All statistical analyses were conducted using SPSS for Windows Version 27.0 (IBM Corp., 2020). 

The categorical variables were analysed using independent sample t-tests and a one-way ANOVA. 

The data was checked to make sure it met the assumptions of an independent sample t-test and One-

Way ANOVA (see Appendix N; Appendix O for output table for all statical tests). The reasoning 

for not entering the categorical data straight into the multiple linear regression was that categorical 

variables represents groups, whereas a multiple linear regression requires this to be recoded into a 

numerical input to perform the calculation. Therefore, dummy variables may need to be used as the 

variables had many levels, however, the limitation of using dummy variables are they take one 

option and use it as a baseline comparison (Knight, 2018). Furthermore, as there are a lot of 

categorical variables that therefore means there will be many dummy variables which can cause 

difficulties with multicollinearity and affect the accuracy and stability of the coefficients and 

standard error (Lavery et al., 2019).  

 

If the any of the categorical variables were significant, then they would cautiously be included into 

the multiple linear regression (O’Grady et al., 1988). However, if they were not significant there 

would be no reasoning to include them into the multiple regression due to the difficulties with 

dummy variables (Starkweather, 2010). Secondly, a bivariate correlation was conducted to 

examine the measure of associations between the study variables. Lastly, the continuous variables 

were assessed to see if they met the assumptions of a multiple linear regression. The data was 

checked for multicollinearity through the Tolerance and Variance inflation faction (VIF; 

Tabachnick et al., 2013). The data met the assumption of VIF values below 10 and a tolerance of 

larger than .10 (see Appendix O). The data was then assessed for outliers, normality, linearity, 

homoscedasticity, and independence of residuals using the Normal Probability Plot of Regression 

Standardised Residual and the scatterplot (Tabachnick et al., 2013). To check outliers the 

scatterplot and Mahalanbois distance were checked, the maximum value was less that the critical 

value of 16.27 as there were three predictor variables (Tabachnick et al., 2013; Appendix O). 
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Furthermore, none of the Cook’s value were larger than 1 suggesting no problems with the outliers 

and assumptions of the data set (Tabachnick et al., 2013).  

4. Results 

 

A total number of 177 participants completed the survey, however, missing data was found for 34 

participants. Therefore, only 143 participants were included in the statistical analysis. All 

participants completed the online survey. Out of 143 participants, 73 responded that they had 

support with filling in the survey.  

 

4.1. Sample Characteristics  

 

4.1.1. Gender 

 

As reflected in Table 4, the sample consisted of more than twice the number of females (n = 101) 

than males (n= 42).  

 

4.1.2. Education 

 

From the sample the most common level of qualification with almost half the sample reporting they 

had a postgraduate degree/equivalent (n = 47, 32.9%). The second most common qualification level 

was an undergraduate degree/equivalent (n=39, 27.3%). In regard to pre-university qualifications, 

more participants reported GCSE/equivalent qualifications (n = 30, 20.9%) than A-Level/equivalent 

qualifications (n = 21, 14.7%). The lowest reported option for education was None of the Above (n 

= 6, 4.2%; see Table 4 for education frequency and percentages) 

 

4.1.3. Psychological Support 

 

As shown in Table 4 the sample was almost equally split between participants who had received 

psychological support (n = 77, 53.8%) and participants who had not received psychological support 

(n =66, 46.2%). 
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Table 4 

 Participant Characteristics for Categorical Variables  

Categorical Variable Frequency Percentage (%) 

Gender 

 

Female 

Male 

 

 

 

 

101 

42 

 

 

70.6% 

29.4% 

Psychological Support 

 

Yes 

No 

 

 

 

 

77 

66 

 

 

53.8% 

46.2% 

Education 

 

GCSE/Equivalent 

A-Level/Equivalent 

Undergraduate Degree/Equivalent 

Postgraduate Degree/Equivalent 

 None of the Above 

 

 

 

30 

21 

39 

47 

6 

 

 

20.9% 

14.7% 

27.3% 

32.9% 

4.2% 
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Table 5 shows the means and standard deviations of the continuous variables included in the study 

(age, social support, quality of life and PTGI).  

 

4.1.4. Age  

 

Participants range in the age range from 21 to 84 with an average age of 51.98 (SD 12.33).  

 

4.1.5. Social Support  

 

The present sample scored a mean score on the MSPSS of 60.41 out of a possible 84 (SD 18.83). 

Whilst there are no clear cut off scores suggested for the total score of the MPSS, it has been 

suggested to divide the sample by three and categorise the groups into poor, moderate and high 

social support Zimet et al., 1988)). Therefore, scores of 0-28 represent poor social support, 28-56 

represent moderate social support and 56 –84 represents high social support. Therefore, on average 

the present sample demonstrates high levels of perceived social support. This mean score appears to 

be consistent with other studies investigating stroke and perceived social support suggesting that the 

current sample perceived social support is like others when compared with a stroke population 

(mean = 64.42, 67.16; Kelly et al., 2018).  

 

4.1.6. Quality of Life  

 

As shown in Table 5, the current sample scored a mean score of 141.37 (SD 18.83) out of a possible 

245 on the stroke-specific health-related quality of life scale. On this scale, scores equal or below 

147 are indicated to be poor quality of life (Rosa et al., 2023). Therefore, it would be suggested 

from this cut off score that on average the current sample health-related quality of life was poor. 

This mean differs from other studies investigating stroke populations whereby only 30% of the 

sample had poor health-related quality of life. (Rosa et al, 2023). Therefore, suggesting that the 

presenting samples health-related quality of life is poorer than similar studies from stroke 

populations, however, it should be held in mind the comparison study is based on a sample of 

Brazilian participants (Rosa et al., 2023). Whereas the current study was shared globally, thus 

considerations should be taken for cultural and geographical differences.  

 



    
 

82 
  

4.1.7. PTG 

 

On the PTGI the current sample scored on average 49.04 (SD 24.87) out of a possible 105 (see 

Table 5). The cut off score for the PTGI is scores equal to or below 45 represent none to low PTG 

levels, whereas scores of 46 and above represent medium to high levels of PTG. As the present 

samples average score was just above the cut off score it could be interpreted that the current 

sample experienced medium levels of PTG. The mean score of the PTGI in the present study 

appears to be consistent with other stroke studies investigating PTG (mean score 50.93, Gangstad et 

al., 2009). Therefore, it could be suggested that the present samples experiences of PTG are similar 

to those of the stroke population.  

 

Table 5 

 Mean and Standard Deviations for Continuous Variables. 

Continuous 

Variables 

Mean Standard 

Deviation (SD) 

Range 

Age  51.98 12.33 21-84 

 

Social Support  60.41 18.83 12-84 

 

Quality of Life  141.37 47.00 58-244 

 

PTG 49.04 24.87 0-105 
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4.2. Internal Consistency  

 

Cronbach’s Alpha’s were calculated for the MPSS, Stroke-Specific Quality of Life Scale and the 

PTGI to determine internal consistency. The following values were obtained: MPSS: a = .94; Stroke 

Specific Quality of life: a = .97; PTGI: a = .94. All scores ranged except the Stroke Specific Quality 

of life score scored within the acceptable range of .70-.95 (Tod et al., 2012) and seem consistent 

with values reported by other studies. However, the very high score for quality of life suggests there 

may be problems with the scale. This may be to the scale being very long, as scales with a large 

number of items typically score higher alpha scores (Jozsa & Morgan, 2017).  

 

The following statistical analyses tests were conducted to answer the overarching question of: How 

effective are demographic and psychosocial factors in predicting post-traumatic growth during early 

stroke recovery?  

 

4.3. Categorical Variables  

 

4.3.1. Independent Sample T-Test (Appendix M) 

 

Hypothesis 1: There will be a significant positive difference between women and men and 

associated levels of PTG, women will be associated with higher levels of PTG than men.  

 

An independent sample t-test was conducted to compare PTG scores for male and females. There 

was no significant difference in scores for males (M = 54.19, SD 46.90) and females (46.90, SD 

26.03; t(141)= 1.616, p = .111). This means that there was no difference in PTG scores between 

males and females.  

 

Hypothesis 2: There will be a significant positive difference between psychological support 

following a stroke and PTG levels.  

 

Another independent sample t-test was undertaken to compare PTGI score for participants who 

received psychological support and participants who did not receive psychological support after a 

stroke. There was no statistical significant difference in scores for psychological support (M = 

49.81, SD = 25.20) and no psychological support (M = 48.15, SD = 24.66; t(141) = 0.40, p = .693). 
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This suggested that there were no changes in PTG scores for people who had received 

psychological support and those who did not.   

 

 

4.3.2. One-Way Between Groups Analysis of Variance (Appendix N)  

 

Hypothesis 3: There will be a significant positive relationship between time spent in education and 

higher levels of PTG. In particular, longer time spent in education will be linearly associated with 

an increase in PTG levels.  

 

A one-way ANOVA between groups ANOVA was conducted to explore the impact of education on 

levels of PTG, as measured by the PTGI. Participants were divided into five groups according to 

their stated education qualifications. As the last option of None of the Above provided no 

information about the individual’s level of education their data has been removed from the data. 

(Group 1: GCSE/Equivalence; Group 2: A-Level/Equivalent; Group 3: Undergraduate 

Degree/Equivalent; Group 4: Postgraduate/Equivalent; Group 5: Postgraduate Degree/Equivalent). 

There was no statistical difference at the level of p< .05 in PTG scores for the education groups 

F(3,136) = 0.74, p = .531. This reflects that there is no difference in PTG levels based on time spent 

in education.   

 

4.4. Bivariate Correlation Analysis (Appendix O)  

 

Hypothesis 4: There will be a significant positive association between age and PTG levels, for 

instance, as increases in age will be linearly associated with an increase in PTG levels.  

 

A Pearson correlation coefficient was performed to evaluate the relationship between PTG and age. 

The results indicated that a relationship between age and PTG was not significant r = .055, n = 143, 

p = .513. Therefore, as age increases there was no significant changes in the level of PTG (Table 6 

).  
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Hypothesis 5: There will be a significant positive relationship between social support and PTG.  

 

A second Pearson’s correlation coefficient investigated the relationship between social support and 

PTG. The results indicated there was a significant medium, positive relationship between social 

support and PTG, r = .401, n = 143, p <.001. Therefore, suggesting as social support increases this 

is associated with higher levels of PTG (Table 6 

).  

 

 

Hypothesis 6: There will be a significant positive association between quality of life and PTG, for 

instance, as quality of life increases this will be linearly associated with an increase in PTG levels.  

 

A third Person’s correlation evaluated the relationship between quality of life and PTG. There 

results indicated that a relationship between quality of life and PTG was not significant r = .119, n = 

143, p = .158 (Table 6 

). 

 

All other correlations between variables were not significant except social support and quality of 

life. The Pearson’s correlation coefficient revealed there was a significant medium, positive 

relationship between social support and quality of life, r = .316, n = 143, p <.001. Therefore, 

indicating that as social support increases this is associated with an increase in quality of life (Table 

6 

).  

 

Table 6 

 Pearson’s Correlation Analysis for Continuous Variables. 

 

Note:** correlation significant at 0.01 level.  

 

  

 Age Social Support Quality of Life PTG 

Age -    

Social Support -.034 -   

Quality of Life .044 .316** -  

PTG .055 .401** .119 - 
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4.5. Regression Analysis (Appendix P)  

 

Hypothesis 7: Age, social support, and quality of life will predict higher PTG levels.  

 

A multiple linear regression was conducted to predict PTG from age, gender, social support, quality 

of life, psychological support, and time spent in education. The model predicted that the variables 

significantly predicted PTG, F(3, 139) = 9.209, p <.001, R2 = .148. The R2   value represents that the 

model explains 14.8% of the variance in PTG. This variance appears lower than other studies 

investigating predictors of PTG (Su & Chen, 2015). When looking at the scores more closely, it 

appears that social support was the largest and only significant contributing predictor of the model 

(Table 7).  

 

Table 7 

Multiple linear regression including all predictor variables.  
 

Note: CI = Confidence Intervals  

* p ≤ .05 

  

Variables Beta (b) t p-value 95% CI 

Lower Upper 

(Constant)  .917 .361 -11.819 32.255 

Age .069 .894 .373 -.170 .450 

Social support .408 4.986 <.001* .325 .752 

Quality of 
Life 

-.013 -.162 .872 -.093 .079 
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5. Discussion 

The study aimed to investigate the demographic and psychosocial factors that may be associated 

with and predict PTG during the early recovery period following a stroke. It was expected that 

gender, psychological support, education would be positively associated with PTG, and quality of 

life, age and social support would be positively associated with PTG and would predict PTG.  

 

5.1. Overall Findings  

The research question aimed to explore how useful demographic and psychosocial factors were in 

predicting PTG in early stroke recovery. Two independent sample t-tests were conducted. No 

differences were found between gender and PTG, suggesting that both genders experienced similar 

levels of PTG in early recovery following a stroke. Additionally, no differences were found 

between participants who had psychological support after their stroke and participants who did not, 

suggesting that both groups experienced similar levels of PTG following a stroke. Further analysis 

was conducted, a bivariate correlation revealed that there were no significant relationships between 

either age or health-related quality of life and PTG. However, the correlation did reveal that social 

support was significantly and positively associated with PTG, therefore suggesting that as social 

support increases so will levels of PTG. A multiple regression revealed that the age, social support, 

time spent in education, psychological support, gender, and quality of life account for a small 

proportion of the variance in PTG (19.5%), however, the only significant contributing predictor of 

the model was social support. Therefore, suggesting that social support is important predicting 

factor in the development of PTG in early stroke recovery.  

5.2. Social Support 

The findings of this study align with existing evidence, indicating that social support has a medium 

strength positive association and is a significant predictor of PTG in early recovery following a 

stroke (Kelly et al., 2018).  Social support may be important in the development of PTG for many 

reasons. Humans naturally compare themselves to others and have a natural instinct to be liked by 

others, feel a sense of belonging and to fit in (Festinger, 1957). This has been reflected by 

psychological research suggesting that basic needs such as love and belonging need to be met prior 

to self-actualisation. Social support may facilitate love and belonging through acceptance from the 

community which can support psychological well-being and promote psychological processing such 
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as PTG (Maslow, 1943; Festinger, 1957). It has been suggested through connections with other 

individuals can re-build self-esteem and reconnect with their old self in combination with exploring 

their new post-stroke self (Anderson et al., 2013). Social support can facilitate the process of PTG 

through providing a safe place for individuals to express their experiences and feelings to others, 

which is an essential aspect of the meaning-making process in the development of PTG (Almeida et 

al., 2022). Additionally, interactions with others may support individuals with positively reframing 

their experience with stroke facilitating cognitive restructuring, providing increased perceived 

coping resources and development of a more positive outlook (Lee et al., 2017; Robson et al., 2014; 

Allen et al., 2022; Thoits, 1986). These aspects are particularly important in stroke recovery as a lot 

of practical support may be required with any physical or cognitive difficulties the individual may 

experience, once again social support can support with meeting basic needs.  Thus, it is important in 

the development of PTG in early recovery to consider the social supports around someone and how 

this may be influencing their rehabilitation.  

5.3. Psychological Support 

In contrast to the previous study investigating PTG in early recovery following a stroke, the current 

study explored the relationship between receiving psychological support and PTG (Henson et al., 

2021). The results instead reflect that there were no differences in PTG scores between participants 

who received psychological support and those who did not nor was psychological support a 

predictor of PTG in early recovery of a stroke. These findings may link with the previous findings 

of Gleeson et al., (2022), suggesting that psychological support is effective dependent on the time 

and quality of the support. National Health Services (including stroke services) are very 

overwhelmed with long waiting lists and financial difficulties therefore it may not always be 

possible for services to offer structured psychological therapies for all (Gallacher et al., 2018). With 

these constraints some services have offered one psychological support appointment, as PTG is a 

complex process that requires a lot of processing and time this may not be enough support to 

facilitate PTG more than not receiving any psychological support (Zoellner & Maercker, 2006; 

Gallacher et al., 2018). Additionally, psychological support is only one aspect of support that might 

not address all the needs of the individual, such as physical rehabilitation, social support, financial 

stability which are crucial in the development of PTG, particularly in early recovery (Clarke & 

Forster, 2015). Therefore, it may suggest that an amalgamation of different support networks may 

be more beneficial in the development of PTG in early stroke recovery (Langhorne & Pollock, 

2002). Moreover, individual differences are an important aspect in the development of PTG, people 

respond differently to traumatic events, such as stroke, based on their personality, coping 
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mechanisms and previous experiences (Taku et al., 2014). For instance, if they have other co-

morbid conditions prior to their stroke, they may already have established ways of coping and may 

not require psychological support to develop PTG (Smart, 2006). As PTG is on a continuum and 

specific to the individual it may be that some people naturally find their way to PTG in early 

recovery following a stroke without any formal support (Molina et al., 2014). 

 

5.4. Age, Gender, and Education 

The findings of the present study did not show any significant associations or predictions between 

age, level of education or gender and PTG in early recovery after a stroke. These findings contrast 

studies within the ABI evidence investigating demographic factors and PTG suggesting that these 

factors have an association with PTG following an ABI (Goldberg et al., 2019). The present study 

suggested that the potential growth following a stroke is not inherently influenced by these 

particular demographic factors (Grace et al., 2015; Allen et al., 2022). Therefore, despite a person’s 

age, level of education or gender, they will have equal capacity for PTG to develop. These 

demographic factors may have not been associated with PTG in early recovery due to variances in 

cultural and societal influences (Kashyap & Hussain, 2018). Taku (2013) suggests that with 

different cultural norms and expectations of age and gender roles, this may influence individuals’ 

beliefs and perceptions of growth and make it difficult for these variables to be clear predictors 

(Weiss et al., 2010). Furthermore, there may be methodological limitations which led to these 

insignificant results, it may be that PTGI might not capture the subtle difference across age, 

education, therefore making it difficult to assess whether these factors are clear predictors or have a 

positive association with PTG (Marziliano et al., 2020).  

 

5.5. Health-Related Quality of Life 

It could be argued from the findings of the present study that PTG is more influenced by social 

factors than by health status of the individual during early recovery (Senol-Durak et al., 2010). 

Health-related quality of life did not show any significant associations or predictions with PTG; 

therefore, it can be assumed regardless of health-related quality of life an individual has an equal 

capacity of developing PTG following their stroke (Sherratt & Worrall., 2021). These outcomes 

have been supported by previous studies in the literature base of PTG, that physical functioning and 
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health did not impact on levels of PTG, however, there was a high correlation between mental 

functioning and PTG (Alper, 2022). From the current study it is unclear as to the individuals 

psychological functioning in comparison with their physical functioning, it could be suggested that 

even if someone's physical functioning is poor their psychological functioning can be good 

(Salovey et al., 2000). Studies have discussed the concept of psychological flexibility as a 

protective factor in relation to PTG (Landi et al., 2022). It could be suggested that regardless of 

HRQOL the individual's level of willingness and level of psychological flexibility can support the 

development of PTG (Seidler, 2020). The process of psychological flexibility enables effective 

processing of distressing events and can facilitate engagement in self-reflective processes which are 

integral to the development of PTG (Boykin et al., 2020). It is thought that psychological flexibility 

is closely linked with constructs such as hope and optimism, therefore, positive outlook and 

psychological flexibility may be important factors in the development of PTG and perhaps explains 

why someone may have poorer quality of life and still have the same equal capacity to develop PTG 

as someone who has a higher quality of life (Kashdan & Rottenberg, 2010).  

5.6.  Early Recovery 

The overall findings of the study support previous studies that in early recovery after a stroke, it can 

be expected that PTG will occur (Kelly et al., 2018; Grace et al., 2015). However, the level of PTG 

experienced may be dependent on the type of emotional and contextual supports around the 

individual (Henson et al., 2021). Whilst the study may have suggested that age, gender, quality of 

life, psychological support and education are not associated with or predict PTG, it is interpreted 

that they do not have a significant positive or negative relationship with PTG and do not directly 

advance or disadvantage development of PTG. There may be many reasons for the non-significant 

results in the study specific to early recovery. Firstly, early recovery can be emotionally distressing; 

therefore, it may be that this period is marked by intense negative emotions which can make it 

difficult to find meaning or perceive any growth during this time (Thomas et al., 2008).  

Furthermore, the first six months to two years of stroke recovery can be a time of great uncertainty 

for individuals as they can have difficulties in determining their baseline health (Hope et al.,2019). 

Recovery specific for each person, every experience is different (Jones et al., 2008). Some people 

may be able to return to their normal lives or reach a baseline recovery by the 6 months, however, 

others may require further physical rehabilitations or other interventions that can make recovery a 

lengthy journey (Lipson et al., 2005). It may be that the medical and practical needs at this point 

supersede the psychological processing. Therefore, it may be very difficult for individuals to engage 
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in psychological processing as it can demanding and requires time and deep reflection. It may be 

that PTG requires these certain physical factors to align before psychological processing can occur. 

Lastly, in early recovery individuals may find acceptance difficult and be in the stage whereby they 

are trying to beat having a stroke, therefore, limiting the opportunities for PTG (Williams, 2023).  

With all complex factors interplaying in an individual’s life in combination with other adjustment 

and contextual factors it may be difficult to interpret clear predictors of PTG during early recovery 

following a stroke. 

 

5.7. Limitations  

There may be difficulties with the sample population, it is unclear how representative the sample is 

compared to the general population of people who have experienced a stroke. The age of the sample 

(51.8 years old) is a lot lower compared to the average age in the UK stroke population 

(approximately 77 years old; NICE, 2022), meaning possible difficulties with generalising these 

results to the UK stroke population as there may be differences in experiences of PTG and clinical 

implications for younger and older populations. Participants were required to have a certain degree 

of cognition and language functioning to take part in the study, therefore, the sample may not truly 

represent the population of people who have experienced a stroke who experience cognitive and 

language difficulties. Additionally, the survey posed the difficulty of digital exclusion, although 

paper copies were handed out, all participants completed the online survey. Therefore, the results 

may be biased towards those who are able to have access/use digital technologies and may exclude 

those who do not have access to it. Furthermore, the survey did not gather information on the 

ethnicity or country where the participants were, therefore, limiting the opportunities to state the 

percentage of the sample from the UK and to generalise the findings to UK or global populations. 

Future researchers should aim to gather this data to help with understanding the UK stroke 

population further and for increasing generalisability of the findings of the research.  

The study also struggled with methodological limitations. As the study was designed as a survey it 

required participants to be able to read and speak to communicate their answers to others. This 

potentially excluded participants who may have alexia and aphasia, which is approximately a third 

of the UK stroke population, therefore information for this large proportion of the population is 

missing from the study (Stroke Association, 2024). Additionally, the attrition rate for the study was 

large, therefore, it may be the survey was too long and may have required a lot of concentration and 

attention which can be fatiguing after a stroke. Importantly, PTG is a subjective experience whereby 
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individuals interpret growth in unique ways, using standardised measures to capture these 

differences can be very difficult in terms of validity of the results (Kashyap et al., 2018). 

Furthermore, PTG levels can fluctuate throughout recovery and may be influenced by the context 

around the person and confounding variables, therefore, it is difficult to generalise the results due to 

many other factors that may affect the development of PTG (Woolard et al., 2022). Moreover, PTG 

is defined as growth beyond the baseline, therefore, the measures are reliant on self-reporting which 

requires accessing retrospective memory (Thorburn, 2021). This can make it difficult to distinguish 

between perceived growth and actual growth and can be influenced by multiple factors such as 

mood, social desirability etc. Without knowing where someone was prior to the stroke, it is difficult 

to quantity how much they have grown (Sherratt & Worall., 2021).  

The data analysis excluded missing data from 34 participants. The limitations with excluding the 

participants are that it reduces the sample size of the survey as well as excludes information from a 

proportion of the results, which may lead to a bias in the findings. Instead, imputation could have 

been used in order to replace the missing value with another value based on a reasonable estimate, 

therefore aiming to reduce the bias in the sample (Sterne et al., 2009).  

6. Conclusion  

In contrast to previous presumptions, research has found that individuals can experience positive 

changes following adversity which has been termed PTG. A stroke can be incredibly life-changing 

and have lasting psychological, cognitive, and physical effects, however, some research has 

indicated stroke survivors may experience PTG. Using a sample of stroke survivors in early 

recovery the study aimed to explore the association between age, gender, psychological support, 

education, social support, and quality of life with PTG. The study revealed that social support had a 

medium positive association with PTG in early recovery, whilst the other factors did not have any 

significant relationships with PTG. In terms of predictors of PTG, the results suggested there was a 

small variance in the factors that accounted for PTG (14.8%), therefore, PTG can occur in early 

recovery following a stroke. However, the only significant factor and the largest contributing factor 

to predicting PTG was social support. Therefore, indicating the importance of having social 

supports around individuals who have had a stroke. Thus, interventions in the future could explore 

more service developments of community integration and social support groups, such as peer group 

support which may facilitate the process of PTG.    
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7. Clinical Implications and Future Research  

The research reflects the importance of social support in the develop of PTG in early recovery of 

stroke. It could be suggested that stroke support services may form a basis of this support (Sit et al., 

2004). As stroke survivors are typically with services for a while with regular visits or inpatient 

stays, they start to build relationships with their team which could fill the gaps where social support 

may be lacking in early recovery (Northcott et al., 2016). Outside of the immediate team contact 

there may be limited resources for social support groups within the hospital context due to time, 

space and funding difficulties (Chen et al., 2021). In stroke services there can often be difficulties 

identifying when NHS clinical support ends and the integration of community support (Chouliara et 

al., 2014). It could be suggested that an improved approach could be a stepped care or tiered model 

that would include after receiving intense rehabilitation there is a clear pathway to community 

support whereby social support would be a priority within community interventions (Baker et al., 

2021). This idea has been reflected by the NHS long term plan for Stroke Care which mentions 

improving post-hospital rehabilitation for stroke survivors, including psychological support 

(Alderwick & Dixon, 2019). This policy aligns with the National Stroke Strategy which recognises 

the fundamental importance of psychological pathways in rehabilitation and considering the 

psychological changes that occur after a stroke (HSE, 2022). Thus, it is important to consider the 

care pathways and ways of improving better access for support which enables psychological well-

being not only during times of admission but within in the community as well.  

 

It has been argued that using positive psychological interventions can improve PTG (Xu et al., 

2016). Studies have suggested that a positive psychological approach to therapy can help develop 

PTG through clients being encouraged to learn new skills which facilitate more effective coping 

strategies, such as mindfulness, meditation, and relaxation techniques (Zoellner et al., 2014). There 

are yet to be studies exploring the relationship between positive psychological approaches and ABI 

or stroke (Cullen et al., 2018). However, studies exploring rehabilitation following a cancer 

diagnosis have suggested positive psychology interventions were correlated with PTG and reduced 

emotional distress and post-traumatic symptoms (Ochoa et al., 2017). Therefore, the findings from 

this study highlight the importance of considering a positive psychological approach with a stroke 

population and the importance of using interventions which are grounded in an empirical evidence 

base.  

 

However, there are some cautions that should be considered in regard to using PTGI as an outcome 

measure in a clinical setting (Casellas-Grau et al., 2017). Using PTG as a standardised outcome 
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measure may be problematic in the sense that not everybody experiences PTG, therefore, 

individuals are able to have a positive recovery but not experience PTG (Zoellner et al., 2014). If 

there were to score lowly on the PTGI, this may invalidate the progress they have made. Moreover, 

the PTGI only focuses on five domains of growth, however, studies have suggested there are more 

domains to growth than the original model of PTG, therefore, it may be the current model of PTG 

limits exploring areas of growth which are not included in the PTGI (Silverstein et al., 2018).  

 

There also needs to be considerations of how support may differ for older and younger people 

following stroke (Wolf et al., 2012). The focus of rehabilitation can vary for different ages, for 

example, for younger psychosocial support may include returning to work, support with finances, 

contact with employment centres and aiming to help them adjust back into their daily lives 

(Kirkevold et al., 2018). Whereas for older people who have experienced a stroke, psychosocial 

support interventions may focus on reducing isolation and loneliness and focus primarily on 

building social supports for them as studies have shown older people may struggle more with 

isolation than younger people (van Nimwegen et al., 2023).  

 

7.1.  Future Research 

The current research did not consider the multi-disciplinary approach to rehabilitation after a stroke, 

it may be more beneficial for future research to have a more holistic approach to PTG in 

investigating predictors of PTG (Clarke & Forster, 2015). The study highlights the importance of 

considering the development of stepped/tiered care approach and the impact of post-hospitalisation 

care on the development of PTG (Baker et al., 2021). Additionally, it is important to consider the 

nuisance of recovery for each individual who has had a stroke and the difficulties in quantifying 

PTG, it may be that future research could gather qualitative data on when participants first started to 

notice the five domains of PTG in their recovery to help assess the development of PTG in early 

recovery of stroke (Silverstein et al., 2018). It may be the quantitative methodology may have not 

been able to pick up on the subtleties that qualitative methods may be able to (Gray et al., 2007).  
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Part Three: Appendices 

Appendix A: Reflective statement 

Selecting this research 

My interest to conduct research into stroke stemmed from working in a brain injury unit during my 

Master’s year of university. I had never quite understood the immense impact of a stroke on a 

person’s life prior to working in the brain injury unit. I felt the pull to learn more about the impacts 

of stroke so I can help those on the ward as best I could, however, when researching the majority of 

literature focused on the negative impact of a stroke. As a person who has not had a stroke 

themselves the research engendered a sense of hopelessness and loss for me. This made me wonder 

how it would feel for a person who had a stroke to read/hear the literature base. I also considered 

the impact this research could have on professionals supporting individuals who have had a stroke. 

Whilst working on the unit I was astonished by the strength, determination, and positive changes in 

recovery by the individuals on the ward when their life had changed in a matter of hours. Now they 

had to navigate a mind and body they were not used to. This led me to thinking about how their 

strength and growth is developed. Consequently, I felt compelled to focus on strengths-based 

research as I felt that it could create a sense of hope for individuals who have had a stroke, and the 

professionals working with them.  

 

 Empirical  

 

In researching the existing evidence base, the majority of research was qualitative, whilst qualitative 

research is beneficial in understanding each individual’s experiences in depth these findings cannot 

be generalised to the large population of stroke survivors. Therefore, there appeared to be scope for 

quantitative research in considering predictors of post-traumatic growth. Particularly research 

investigating the early recovery period after a stroke appeared to be very limited, therefore it 

seemed important to explore this area further so that this research may inform rehabilitation 

strategies and services. However, I was aware that the sample size required for this research was 

large given the timeframe of this thesis, I anticipated that it may be more challenging to recruit 

participants within the early recovery time period as it was very specific. Moreover, I was aware 

that some of the charities that would be contacted to ask for support with recruitment had closed 

due to funding difficulties due to the COVID-19 pandemic, therefore this reduced the services I 

could approach for face-to-face completion of the survey.  
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 Ethical Approval  

 

During the ethical approval process, I was warned when receiving feedback from the ethics panel 

that the sample size may not be achievable in the given time of the study. This together with stories 

from trainees in previous years made me doubt the feasibility in the study. Therefore, I reduced 

some of my additional predictors so that the sample size could be reduced. This was a difficult 

decision as I had to omit certain predictors and choose which ones I thought were the most 

important and relevant to this study. Once discussing the new proposed predictors with members of 

staff, I remember feeling at ease when they had mentioned that the sample size was more 

achievable. When I had received ethical approval, I felt a sense of relief that I could start to begin 

data collection with few delays as I anticipated difficulties with achieving my sample size.  

 

Recruitment and Data Collection  

 

I recall feeling anxious and apprehensive about recruitment, I wondered if this was influence from 

the cohorts above me and the feedback from the ethics committee. I remember feeling incredibly 

relieved once the survey had 10 participants in the first day of launching, at this point I felt hope in 

achieving my sample size as people were completing the study. I felt incredibly supported by my 

supervisor at this time. At times during data collection, I did experience struggles with recruitment 

and a large attrition rate, this felt quite disheartening, especially given my concerns about the 

feasibility of the study. Whenever self-doubt would seep in, my supervisor would reassure me and 

normalise the process of recruitment being a long process that will consist of moments where you 

recruit many participants and times were you do not. My peak of the research project was reaching 

my sample size as I was in disbelief that I had actually achieved the goal.  

 

Throughout the project there were multiple difficulties that occurred during recruitment and data 

collection. For example, I found it difficult at times to separate myself from “the therapist” and “the 

researcher” role. I would get comments on my posts online replying with the difficult experiences 

people have had and asking for support. I made it clear in the replies that I was a researcher and not 

a qualified therapist and gave support numbers and websites they could ask for support. However, I 

found it difficult at times to sit with some of these hard experiences and feeling helpless and 

hopeless. I wondered if this was countertransference from some of the experiences people were 

sharing with me. I was also aware of the difficulties with safeguarding online, there were times 

where I saw posts from individuals which were concerning to the safety for themselves. I felt an 
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immense pressure and expectation to do something about it, however, nearly all of the posts were 

anonymous. Consequently, I would contact the admin with my concerns and ask if they could put 

support numbers on the page so people could seek support if they wanted to. I recall feeling very 

naïve going into the project and not considering the emotional impact it would have on me, 

however, I would often take these feelings and concerns to my supervisor and discuss this further 

with them.  

 

A particularly pivotal learning experience for me during this research has been the challenges of my 

own beliefs. On some of my post’s individuals seemed less than pleased that I was conducting 

research looking at positive change and growth after a stroke. I feel that I perhaps naively did not 

anticipate the backlash from some of the population. However, it demonstrated my lens of wanting 

to help others but not quite acknowledging that some individuals may find it very difficult and hard 

to think about growth at the time and it may seem insensitive to suggest that this could happen 

when people are struggling. It may have been useful to acknowledge in the post that not everybody 

experiences positive changes. It also made me consider my own privilege of having a relatively able 

healthy body and taking concepts such as positive change for granted. This has stuck with me since 

these experiences and is something I will hold close and remind myself of.  

 

Analysis  

 

I found the process of statistical analysis incredibly humbling. I felt as if I had entered a world of so 

many choices of tests, rules and assumptions and it became difficult to focus on the research 

questions. I found myself extensively reading up on all the different types of regression models and 

correlation tests, although I had a plan in mind to do a multiple linear regression my self-doubt 

made this process very difficult. I recall, trying to do a hierarchical regression once because I was 

comparing myself to my peers who were doing the same analysis, however this did not fit my 

research questions. There were many times where I would run analyses that were not specific to the 

question as I feared my analysis was too simple. However, when speaking to my supervisor she 

reassured me that the complexity of the statistical analysis is not what makes a good research 

project, it is what we learn from the project. During running the regression, I had learned the 

intricacies and rules around categorical variables, this led me to learning more about statistics than I 

had anticipated. I recall feeling incredibly proud of myself that I had completed this by myself using 

a combination of different statistical analysis books and YouTube tutorials. Although, this process 
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was difficult I thoroughly enjoyed trying to figure out the world of statistics, it gave me hope and 

motivation to continue with the rest of the project.  

 

Future Researchers  

 

To potential researchers, I would highly recommend using online dissemination of your research. I 

was able to share the study globally with participants asking questions from Australia, South Africa, 

China, India etc, without this approach I do not think I would have reached my sample size within 

the timeframe of the project. It has also allowed my study to generalise not only to the UK but 

globally. However, there is a great importance in offering some face-to-face options as I am aware 

that the results may be biased towards those who experienced mild-moderate strokes as they are 

able to use computers. Offering face-to-face options can offering participants to take part if they are 

experiencing digital poverty or not able to use digital devices.  

 

Write Up  

 

I found the process of writing up this thesis very difficult to balance alongside the expectations of 

placement and balancing having a social and personal life. I at times felt overwhelmed and guilty 

writing up the research as I felt pressure to be able to do the research justice for the incredible 

stroke. I found myself in cycles of self-doubt which made it a struggle to continue with the write up. 

I would find myself feeling discouraged and lacking motivation due to fearing that it would not be 

good enough. However, when I did feel this way, I thought back to the wonderful stroke survivors I 

have had conversations with throughout this journey who inspired me with their strength and 

resilience and have motivated me to continue with this research, despite the challenges I have 

experienced along the way.  

 

Systematic Literature Review  

 

My systematic literature review was developed through research in the area of ABI and 

conversations with my supervisor. I was interested in social support after an ABI as studies had 

suggested that social support predicted PTG following an ABI. Therefore, I thought it would be 

useful to know how social support facilitated PTG. I thought this topic would link well with my 

empirical as the empirical was investigating social support in early recovery, therefore it would be 

interesting to see if maybe social support was a predictor of PTG and did that perhaps suggest that 
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social support functioned in the same way during early recovery. However, the empirical did not 

consider any qualitative data.  

 

I recall feeling overwhelmed when completing my initial search and more than 1,000 studies came 

up. I remember feeling like climbing a mountain, however, once I started to start the process of 

reading the abstracts and titles the task felt a lot more achievable. The process of analysis was 

enthralling, I felt excited to think more in-depth about the data through the process of data 

extraction and the quality assessment. I enjoyed connecting all the themes from the papers and 

analysing the papers separately and as a whole. I wondered if this was associated with our 

reflexivity in clinical practice whereby, we collect information from many sources to help our 

understanding of a person, team or difficulty.   

 

I thoroughly enjoyed completing the review, despite the difficulties that may have occurred. I am 

very grateful to have completed the review as it was a new type of research methodology I had not 

previously completed before. I feel proud that I was able to create something that links to my 

empirical surrounding post-traumatic growth and acquired brain injuries.  

 

Choice of Journals  

 

For both my empirical and literature review, I chose to write for the Journal of Disability and 

Rehabilitation. The reasoning for this decision was based on the key audience for the research. My 

research focused on rehabilitation and process within rehabilitation in early stroke recovery, 

additionally most of the key studies included in this thesis were published by this journal, therefore, 

it seemed an appropriate choice. I am hoping that that my research can inform the existing literature 

base, and practice through publication with this journal.  

 

Final Thoughts  

 

Words cannot describe how relieved and proud I feel as I am moving towards completing my 

research. After three years, I feel as though I have grown through developing my ideas, process and 

considering reflexivity in research. I have learned so much from this research that I hope will help 

inform my further practice as a future qualified Clinical Psychologist.  
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Appendix B: Epistemological statement 

It is important to consider the ontological and epistemological beliefs held to consider the ideas 

underlying the study. This statement is to define ontology and epistemology and understand the 

researcher’s stance within it.  

 

Ontology is defined by the ‘study of being’, the nature of reality and what actually exists in the 

world (Moon and Blackman, 2014; Goertz & Mahoney, 2012). Ontology can support researchers in 

identifying how certain they can be about nature and the existence of the objects they are 

researching (Smith, 2012). The primary branches of ontology are realism and relativism (Field, 

1982). Realism refers to the concept that there are universal truths and facts which can be 

discovered through exploration and are independent of the context they are found in (Bhaskar, 

2013). In contrast a relativist refers to experiences being subjective and shift according to the 

person’s interpretation of the world around them, thus it can be understood in many ways (Longhin, 

2012).  

 

Epistemology relates to the ‘study of knowledge’ and how it can be acquired (Sol, 2022). 

Epistemology is important to consider in research as it influences how researchers frame their 

research to search for knowledge and therefore influences choices of methodologies used (Collins 

& Stockton, 2018). Quantitative and qualitative approaches stem from two different philosophies 

and therefore have differences in regard to ontological and epistemological perspectives (Guba, 

1987). Quantitative approaches derive from epistemology positivism which aligns with realism 

ontology, this holds that universal truths exist independent of human interpretations and there is 

only one truth (Sale et al., 2002). Positivism holds that the researcher and the objects which are 

being researched are separate entities thus there will be no influence from or to either entity (Sousa, 

2010). Therefore, predictions and assumptions are based on quantitative methods. In contrast, 

qualitative approaches stem from a constructionist epistemology and a relativist ontology 

(Dieronitou, 2014). This holds that the only reality that humans known is represented by human 

thoughts, and reality is a separate entity of human thought but meaning or knowledge is always 

human construction (Crotty, 1998). The importance of constructionist research is in generating 

contextual understandings of a specific research area or problem (Best, 2017).  

 

It has been argued that the fundamental differences between epistemological and ontological 

underpinnings are so idiosyncratic that they cannot be combined (Slevitch, 2011). However, other 

paradigm positions appear to suggest combining both qualitative and quantitative research 
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methodologies can be complementary (Haigh et al., 2019). Critical realism is a paradigm position in 

which incorporates both positivism and interpretivism (Bhaskar, 1975). Interpretivism refers to 

subjective understandings and social context that are constructed (Schwandt, 1994). Critical realism 

assumes that findings from research can provide information on what is happening in the world, 

however, acknowledges that the findings require further methods to understand the complexities of 

the interaction of factors that underly the findings (Zachariadis et al., 2013).  

 

Whilst weighing my own stance on my beliefs, I discovered I do not subscribe to exclusively 

relativism or positivism. Rather, I could see the benefits of the differences in both approaches and 

explored how they may help me to answer the research questions. Thus, I found that I adopted a 

critical realist stance which underpins this thesis.  

 

My thesis consists of two papers, the empirical paper which uses quantitative methods and the 

systematic review which included using qualitative methods. It was crucial in the development of 

the thesis that I subscribed to an approach that was specific to the research questions and my beliefs. 

A critical realist recognises the importance of both quantitative and qualitative methods as they can 

be helpful in answering different research problems (Bhaskar, 1975). Quantitative methods 

subscribe to discovering causal relationships and processes within a certain topic, in contrast 

qualitative methods explore novel themes and factors (Maxwell, 2004). Thus, quantitative methods 

were used in the empirical project to investigate where certain demographic and psychosocial 

factors predict post-traumatic growth following an ABI.  

 

For my systematic literature review a thematic synthesis was conducted. As the review aimed to 

answer a research question which required collating qualitative data from the literature base with 

the purpose of extending the knowledge base, the database appeared to have limited data on 

quantitative studies that were relevant to the research question, therefore it appeared suitable to use 

this approach. It could be argued my approaches in the empirical project aligned more with 

positivism and my systematic review aligned more with a relativist stance, however, critical realism 

approach believes in using methods that align with the research question or problem (McEvoy and 

Richard, 2006). 

 

In conclusion, a critical realistic perspective was subscribed for this thesis, which including using 

both qualitative and quantitative methods to answer different contexts of research questions. 
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Disability and Rehabilitation is an international, peer reviewed journal, publishing high-
quality, original research. Please see the journal’s Aims & Scope for information about 
its focus and peer-review policy. 
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those that are not published Open Select. 
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access. Visit our Author Services website to find out more about open access policies 
and how you can comply with these. 

You will be asked to pay an article publishing charge (APC) to make your article open 
access and this cost can often be covered by your institution or funder. Use our APC 
finder to view the APC for this journal. 

Please visit our Author Services website if you would like more information about our 
Open Select Program. 
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Peer review 

Taylor & Francis is committed to peer-review integrity and upholding the highest 
standards of review. For submissions to Disability and Rehabilitation authors are given 
the option to remain anonymous during the peer-review process. Authors will be able 
to indicate whether their paper is ‘Anonymous’ or ‘Not Anonymous’ during 
submission, and should pay particular attention to the below: 

• Authors who wish to remain anonymous should prepare a complete text with 
information identifying the author(s) removed. Authors should upload their 
files using the ‘double anonymous peer review’ article types during submission. 
A separate title page should be included providing the full affiliations of all 
authors. Any acknowledgements and the Declaration of Interest statement 
must be included but should be worded mindful that these sections will be 
made available to referees. 

• Authors who wish to be identified should include the name(s) and affiliation(s) 
of author(s) on the first page of the manuscript. Authors should upload their 
files using the ‘authors made known to the reviewers’ article types during 
submission. 

Once your paper has been assessed for suitability by the editor, it will be peer-
reviewed by independent, double anonymous expert referees. If you have shared an 
earlier version of your Author’s Original Manuscript on a preprint server, please be 
aware that anonymity cannot be guaranteed. Further information on our preprints 
policy and citation requirements can be found on our Preprints Author Services page. 
Find out more about what to expect during peer review and read our guidance 
on publishing ethics. 

Preparing your paper 

All authors submitting to medicine, biomedicine, health sciences, allied and public 
health journals should conform to the Uniform Requirements for Manuscripts 
Submitted to Biomedical Journals, prepared by the International Committee of 
Medical Journal Editors (ICMJE). 

We also refer authors to the community standards explicit in the American 
Psychological Association's (APA) Ethical Principles of Psychologists and Code of 
Conduct. 

We encourage authors to be aware of standardised reporting guidelines below when 
preparing their manuscripts: 

• Case reports - CARE 
• Diagnostic accuracy - STARD 
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• Observational studies - STROBE 
• Randomized controlled trial - CONSORT 
• Systematic reviews, meta-analyses - PRISMA 

Whilst the use of such guidelines is supported, due to the multi-disciplinary nature of 

the Journal, it is not compulsory. 

Structure 

Your paper should be compiled in the following order: title page; abstract; keywords; 
main text, introduction, materials and methods, results, discussion; 
acknowledgments; declaration of interest statement; references; appendices (as 
appropriate); table(s) with caption(s); figures; figure captions (as a list). 

In the main text, an introductory section should state the purpose of the paper and 
give a brief account of previous work. New techniques and modifications should be 
described concisely but in sufficient detail to permit their evaluation. Standard 
methods should simply be referenced. Experimental results should be presented in 
the most appropriate form, with sufficient explanation to assist their interpretation; 
their discussion should form a distinct section. 

Tables and figures should be referred to in text as follows: figure 1, table 1, i.e. lower 
case. The place at which a table or figure is to be inserted in the printed text should be 
indicated clearly on a manuscript. Each table and/or figure must have a title that 
explains its purpose without reference to the text. 

The title page should include the full names and affiliations of all authors 

involved in the preparation of the manuscript. The corresponding author should be 

clearly designated, with full contact information provided for this person. 

Word count 

Please include a word count for your paper. There is no word limit for papers 
submitted to this journal, but succinct and well-constructed papers are preferred. 

Format-Free Submission 

Authors may submit their paper in any scholarly format or layout. Manuscripts may 
be supplied as single or multiple files. These can be Word, rich text format (rtf), open 
document format (odt), PDF, or LaTeX files. Figures and tables can be placed within 
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the text or submitted as separate documents. Figures should be of sufficient 
resolution to enable refereeing. 

• There are no strict formatting requirements, but all manuscripts must contain 
the essential elements needed to evaluate a manuscript: abstract, author 
affiliation, figures, tables, funder information, references. Further details may 
be requested upon acceptance. 

• References can be in any style or format, so long as a consistent scholarly 
citation format is applied. For manuscripts submitted in LaTeX format a .bib 
reference file must be included. Author name(s), journal or book title, article or 
chapter title, year of publication, volume and issue (where appropriate) and 
page numbers are essential. All bibliographic entries must contain a 
corresponding in-text citation. The addition of DOI (Digital Object Identifier) 
numbers is recommended but not essential. 

• The journal reference style will be applied to the paper post-acceptance by 
Taylor & Francis. 

• Spelling can be US or UK English so long as usage is consistent. 

Note that, regardless of the file format of the original submission, an editable version 
of the article must be supplied at the revision stage. 

Alt Text 

This journal is now including Alt Text (alternative text), a short piece of text that can be 
attached to your figure to convey to readers the nature or contents of the image. It is 
typically used by systems such as pronouncing screen readers to make the object 
accessible to people that cannot read or see the object, due to a visual impairment or 
print disability. Alt text will also be displayed in place of an image, if said image file 
cannot be loaded. Alt Text can also provide better image context/descriptions to 
search engine crawlers, helping them to index an image properly. To include Alt Text 
in your article, please follow our Guidelines. 

Taylor & Francis Editing Services 

To help you improve your manuscript and prepare it for submission, Taylor & Francis 
provides a range of editing services. Choose from options such as English Language 
Editing, which will ensure that your article is free of spelling and grammar errors, 
Translation, and Artwork Preparation. For more information, including pricing, visit 
this website. 

Checklist: what to include 

1. Author details. Please ensure everyone meeting the International Committee 
of Medical Journal Editors (ICJME) requirements for authorship is included as an 

https://www.tandfonline.com/pb-assets/tandf/authors/tf-alt-text-guide-1686668043330.pdf
https://www.tandfeditingservices.com/?utm_source=IDRE&utm_medium=referral&utm_campaign=ifa_standalone
https://www.tandfeditingservices.com/?utm_source=IDRE&utm_medium=referral&utm_campaign=ifa_standalone
http://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html
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author of your paper. Please ensure all listed authors meet the Taylor & Francis 
authorship criteria. All authors of a manuscript should include their full name 
and affiliation on the cover page of the manuscript. Where available, please 
also include ORCiDs and social media handles (Facebook, Twitter or LinkedIn). 
One author will need to be identified as the corresponding author, with their 
email address normally displayed in the article PDF (depending on the journal) 
and the online article. Authors’ affiliations are the affiliations where the 
research was conducted. If any of the named co-authors moves affiliation 
during the peer-review process, the new affiliation can be given as a footnote. 
Please note that no changes to affiliation can be made after your paper is 
accepted. Read more on authorship. 

2. A structured abstract of no more than 200 words. A structured abstract should 
cover (in the following order): the purpose of the article, its materials and 
methods (the design and methodological procedures used), the results and 
conclusions (including their relevance to the study of disability and 
rehabilitation). Read tips on writing your abstract. 

3. You can opt to include a video abstract with your article. Find out how these 
can help your work reach a wider audience, and what to think about when 
filming. 

4. 5-8 keywords. Read making your article more discoverable, including 
information on choosing a title and search engine optimization. 

5. A feature of this journal is a boxed insert on Implications for Rehabilitation. 
This should include between two to four main bullet points drawing out the 
implications for rehabilitation for your paper. This should be uploaded as a 
separate document. Below are examples: 
Example 1: Leprosy 

o Leprosy is a disabling disease which not only impacts physically but 
restricts quality of life often through stigmatisation. 

o Reconstructive surgery is a technique available to this group. 
o In a relatively small sample this study shows participation and social 

functioning improved after surgery. 

Example 2: Multiple Sclerosis 

o Exercise is an effective means of improving health and well-being 
experienced by people with multiple sclerosis (MS). 

o People with MS have complex reasons for choosing to exercise or not. 
o Individual structured programmes are most likely to be successful in 

encouraging exercise in this cohort. 
6. Acknowledgement. Please supply all details required by your funding and 

grant-awarding bodies as follows: For single agency grants: This work was 

https://authorservices.taylorandfrancis.com/editorial-policies/defining-authorship-research-paper/
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Appendix I: Empirical Non-Online Survey 

Please answer ALL questions.  

Eligibility  

 

Please tick the boxes to indicate you have consented and agree with the following statements. You 

are able to continue with the study if you agree to the following statements. Please contact the 

researcher if you have any queries or would like anymore to support.  

 

q I have read the study information. 
 

q I understand what the study is about. 
 

q I had a stroke between 6 months and 2 years ago. 
 

q I have had the opportunity to ask questions about the study. 
 

q I understand that taking part is my choice and that I am free to stop at any point by stopping 
the questionnaire. 
 

q I confirm I have had help completing this questionnaire and the person doing so is aware of 
the above consent criteria (Please skip the question if you have not had any help). 
 

q I agree to take part in the study. 
 

 
Demographics:  

 

How old are you? 
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Appendix I: Continued  

 

How do you identify your gender? 

 

 

 

 

 

What is your hi 

 

 

What is your Highest level of education?  

 

 

 

 

 

 

 

 

 

 

 

 

 

           

Femal

Male  

Non-

Other  

GCSE

/Equivalent  

A-Level 

Level/Equivalent 

Undergraduate 

Degree 

Postgraduate 

Degree  

None of the Above  
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Appendix I: Continued  

 

Have you seen a psychologist for therapy since experiencing your stroke? If so, how long did you 

see them for? 

 

 

 

I have read and understood the information above and consent to taking part in the study:  

 

 

 

 

I confirm I have had help completing this questionnaire and the person doing so is aware of the 

above consent criteria.  

 

 

 

 

 

 

 

 

 

  

Yes  No 

Yes  No 
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Appendix I: Continued 

 Post-traumatic Growth Inventory 

 

 Appendix I: Continued 

 

Appendix I: Continued 

 

 

 

Appendix I: Continued 

 

 

Appendix I: Continued 

 

 

 

 

 

 

Appendix I: Continued 

Debrief 

Thank you for taking part in the study, we really appreciate your time!  

If you require additional support at any point, please contact:  

• Your GP 
•  Stroke Association Helpline: 0303 3033 100 
• NHS Support: https://www.nhs.uk/service-search/other-services/Stroke-information-

and-support/LocationSearch/391  
• Headway: helpline@headway.org.uk or 0808 800 2244 
• The Brain Charity: 0151 2982 999/ https://www.thebraincharity.org.uk/get-help/ 
• Different Strokes: 0345 130 7172 or 01908 317 618 or https://differentstrokes.co.uk/ 

https://differentstrokes.co.uk/
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If you have any further questions or queries please contact a.reddy-2021@hull.ac.uk (researcher) or 

E.Lewis@hull.ac.uk (research supervisor). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:a.reddy-2021@hull.ac.uk
mailto:E.Lewis@hull.ac.uk
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Appendix J: Empirical Measures (PTGI) 
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Appendix K: Empirical Measures (Multidimensional Support Scale) 

 

 

 

 

 

 

 

Appendix L: Empirical Measures (Stroke Specific Scale) 

 

 

 

 

 

Appendix L: Continued  
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Appendix M: Statistical Output (Independent T-Tests) 
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Appendix N: Statistical Output (One-Way ANOVA) 
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Appendix O: Statistical Output (Bivariate Correlation)  
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 Appendix P: Statistical Output (Multiple Linear Regression) 
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Appendix Q – Clinical Implications for SLR and Empirical 

 

As requested by the Journal of Disability and Rehabilitation:  

 

Systematic Literature Review Clinical Implications  

• Social support facilitates development of Post-traumatic Growth.  

• During rehabilitation consider the person’s social needs as part of their goals.  

• Specialist rehabilitation and community services may be able to facilitate PTG though 

relationships of shared experiences and group membership.  

• Professionals can support the development of PTG by increasing social relationships 

through connection with the social world with meaningful activities.  

• However, there are difficulties associated with social support, consider the impact this may 

be having on a person’s rehabilitation.  

 

Empirical Study  

• Social support is a key predictor in the development of PTG in early stroke recovery, 

therefore clinicians should look out for this.  

• Clinicians may fill the gaps of social support in early stroke recovery, therefore, it is 

important to consider the rapport and engagement with the patient.  

• Professionals should consider a stepped care approach to help support transition from 

hospital to community support those priorities support groups.  

• Positive psychological interventions may be useful in promoting PTG following a stroke 

and should be considered as part of rehabilitation.  

 


