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Abstract 

Although self-efficacy has long been established as an important variable for 

psychological wellbeing across a range of contexts, coping self-efficacy, a subtype of 

self-efficacy specific to the function of coping, has only recently begun to receive 

research attention.  In addition, despite support from both self-efficacy theory and 

coping theory, the relationship between coping self-efficacy and coping behaviour in the 

face of stressful events has not previously been considered.  This thesis explores the 

importance of coping self-efficacy for psychological wellbeing in a new context, 

recovery after stroke, and investigates the relationship between coping self-efficacy and 

coping behaviour in the face of this stressor. Stroke was selected as a suitable context 

for this exploration given its high incidence, lengthy recovery period and the prevalence 

of significant post stroke psychological distress.   The thesis explores four key 

questions: (i) is coping self-efficacy related to psychological wellbeing for people 

recovering from stroke, (ii) what types of coping behaviours are related to coping self-

efficacy during recovery, (iii) does coping behaviour mediate the relationship between 

coping self-efficacy and psychological outcomes, and (iv) what is the role of individual 

dispositional traits (optimism and trait anxiety) in these relations. The implications of 

these relationships for clinical intervention were a secondary focus of the project.  

These questions were explored in a series of three studies.  Firstly, a longitudinal 

prospective quantitative study assessing key variables at three time points during the 

first year post stroke was conducted (n=86). Results supported the importance of coping 

self-efficacy for psychological wellbeing after stroke, with coping self-efficacy 
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inversely associated with both anxiety and depression across time. A number of specific 

coping behaviours were associated with coping self-efficacy and with psychological 

wellbeing, although these differed at different stages of recovery. Coping behaviour 

mediated the influence of coping self-efficacy on psychological wellbeing.  Optimism 

was associated with coping self-efficacy and more positive psychological outcomes, and 

the opposite relations held for trait anxiety. Coping self-efficacy and coping behaviour 

mediated the relationship between disposition and outcomes.  

To gain a longer term perspective on coping self-efficacy and its relationship to 

coping behaviour, a second study was conducted.  This study took a qualitative 

approach, comprising a series of focus group interviews with participants (n = 26) 

recruited from stroke support groups, who had experienced a stroke up to 10 years prior.  

Results from thematic analysis highlighted differing challenges at different stages of 

recovery, the coping behaviours that participants perceived as most useful, and the 

factors that influenced confidence in ability to cope as recovery progressed.  

To explore the clinical application of results from the two preceding studies, a 

third study was conducted.  This study piloted a psychological intervention program for 

improving wellbeing after stroke. Ten participants attended the program which 

comprised eight sessions of group psychotherapy. The intervention sought to enhance 

coping self-efficacy and encourage use of the specific coping behaviours that had been 

identified as adaptive in the previous two studies. The program was effective for some 

participants but not for others, with 5 out of the 10 participants reporting reliable 

reductions in anxiety or depression post treatment. Generalised self-efficacy, but not 

coping self-efficacy, demonstrated significant increase after treatment. There was also 

significant change in the use of a number of target coping behaviours.  

Given findings from these three studies, it is concluded that coping self-efficacy 

is an important variable influencing psychological wellbeing after stroke.  Further, 
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coping behaviour appears to be one of the mechanisms through which coping self-

efficacy exerts its influence on psychological wellbeing, mediating the relationship 

between these variables. Findings enhance understanding of the nature of adaptive 

coping after stroke, with acceptance and emotional expression identified as key coping 

strategies for adjustment and wellbeing. Results also highlight the importance of 

understanding individual difference variables, such as disposition, as these may prove 

useful for identifying who may benefit most from particular interventions. Coping self-

efficacy and coping behaviour are promising targets for psychological intervention with 

those recovering from stroke. 
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Chapter 1 General introduction 

1.1 Introduction 

Coping self-efficacy, confidence in one’s ability to cope, is an important 

construct with wide ranging application in psychology. Bandura’s (1982) original 

theory of self-efficacy argued that “self-percepts of efficacy operate as cognitive 

mediators of action” (p. 126). According to Bandura, judgements about and level of 

confidence in one’s abilities within a specific domain of functioning influence initiation 

of and persistence of behaviour.  Extensive research has demonstrated the influence of 

self-efficacy on task performance, engagement in health promoting behaviour, 

psychological distress, and quality of life (Bandura, Adams, Hardy & Howells, 1980; 

Cunningham, Lockwood & Cunningham, 1991; Fry & Debats, 2002; Holden, 1991; 

O’Leary, 1985; Schwarzer & Schroder, 1997). Coping self-efficacy, a subset of self-

efficacy specific to the function of coping, has only more recently begun to receive 

research attention.  Studies have demonstrated associations between coping self-efficacy 

and wellbeing amongst cancer widows (Benight, Flores & Tashiro, 2001), bomb blast 

survivors (Benight, Freyaldenhoven, Hughes, Ruiz, Zoschke, & Lovallo, 2000) and 

survivors of natural disaster (Benight, Swift, Sanger, Smith & Zeppelin,1999).   

However, the relationship between coping self-efficacy and coping behaviour in the 

face of stressful situations has not been considered. How does an individual’s sense of 

coping self-efficacy impact upon their coping behaviour? What are the behavioural 

mechanisms through which coping self-efficacy exerts its influence on psychological 
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wellbeing? How do individual differences impact on these relations? Further, what 

implications might this information have in practical terms for the development of 

interventions that enhance psychological wellbeing through the manipulation of coping 

self-efficacy and coping behaviours?  These questions are the central focus of this 

thesis. 

Recovery from stroke was selected as the context for exploration of these 

questions.  Stroke is the sudden onset of neurological symptoms that last longer than 24 

hours, due to either the blockage of a brain artery or bleeding into or around the brain, 

killing brain cells in a particular area (National Stroke Research Foundation, 2004).  

The World Health Organization (2005) estimated that stroke affects 15 million people 

annually around the globe.  Of these, around 5 million people die, 5 million are left with 

permanent disabilities and 5 million recover with minimal residual symptoms.  The 

range of physical symptoms experienced by those who have a stroke include paralysis, 

limb weakness, incontinence, perceptual problems, visual difficulties, cognitive 

problems and loss of language capabilities (National Stroke Research Foundation, 

2004).  In addition to physical symptoms and resultant disability, the sudden onset, 

uncertain prognosis, lengthy rehabilitation process and life threatening nature of stroke 

can be psychologically challenging.   Psychological distress, most notably anxiety and 

depression have been reported as highly prevalent after stroke (Burvill, Johnson, 

Jamrozik, Anderson, Stewart-Wynne & Chakera, 1995a; Hackett, Chaturangi, Parag & 

Anderson, 2005). Despite this, research to inform interventions that prevent and treat 

psychological distress and facilitate coping after stroke has been limited (Anderson, 

Hackett & House, 2004; White & Johnstone, 2000). Given its high incidence, 

significant challenge and potential for psychological distress, stroke provides an ideal 

context for exploration of the interplay between coping self-efficacy, coping behaviour 

and outcomes.  
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Using recovery from stroke as context, this thesis will explore whether coping 

behaviour provides a mechanism through which coping self-efficacy influences 

psychological wellbeing.  Further, the thesis seeks to identify specific types of coping 

behaviour that may mediate the influence of coping self-efficacy on psychological 

wellbeing. These issues have important implications for understanding the interplay 

between cognition and behaviour within the coping process, and may in turn have 

implications for clinical intervention.  

 

1.2 Aims and scope 

This thesis will explore the relationship between coping self-efficacy, coping 

behaviour and adaptive outcomes in a particular health context, recovery from stroke.  

Figure 1 highlights the central relationships of interest.   Specifically, the thesis 

addresses the following research questions: 

(i)  Is coping self-efficacy related to psychological wellbeing for people recovering 

from stroke?   

(ii) What types of coping behaviours are related to coping self-efficacy?   

(iii)  Does coping behaviour mediate the relationship between coping self-efficacy 

and psychological outcomes? 

(iv) Are particular individual dispositional factors related to coping self-efficacy, or 

to coping behaviours, for people recovering from a stroke? Individual factors of 

interest include dispositional optimism and trait anxiety. The role of 

demographic and stroke related characteristics will also be considered. 
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Figure 1. Exploratory aims of this thesis 

 

1.3 Thesis overview 

Chapter 2 presents a review of the literature. The concept of coping self-efficacy 

is introduced along with its theoretical underpinnings in self-efficacy theory. The 

concept of coping is outlined, with particular emphasis on the role of coping behaviour 

in health contexts, and in recovery from stroke.  Psychological distress and the role of 

psychological variables during recovery from stroke are reviewed. The limited research 

informing and reporting on the use of psychological interventions with stroke patients is 

then detailed to highlight opportunity for development of new interventions.  Research 

reporting psychological interventions targeting coping behaviour or self-efficacy with 

those facing other types of health related stressors is outlined to provide further 

background for the clinical implications of the thesis. 

To address its exploratory aims, the thesis presents three separate studies.  

Chapter 3, the central study within this thesis, reports a longitudinal prospective 

quantitative study conducted with stroke patients across three time intervals during the 

first year post stroke. Analysis is focused on investigation of the relationships between 

the key variables shown at Figure 1. Chapter 4 reports a qualitative study conducted via 
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a series of focus groups with stroke survivors. Consideration is given to differing stages 

of recovery and a longer term perspective of experience, up to many years after stroke. 

Change over time in the challenges faced, psychological distress experienced, coping 

behaviour used and respondents’ confidence in coping is explored. An overall model 

summarising these factors is presented. Chapter 5 reports on a pilot study of a group 

intervention program that was developed utilising the findings of the preceding two 

studies. Results are discussed in terms of program effectiveness and in relation to 

implications for content and format of intervention.  Chapter 6 provides discussion of 

the findings from all three studies and the implications of these for the overall thesis. 

Conclusions are drawn in chapter 7. 
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Chapter 2 Literature review 

2.1 Coping self-efficacy 

2.1.1 The concept and study of self-efficacy 

Self-efficacy is a person’s belief in their capability to organise and execute the 

behaviours required to produce outcomes or manage situations (Bandura, 1977; 1982).  

A strong sense of self-efficacy is embodied by the statement “I confidently believe that I 

can…”. Bandura proposed that self-efficacy beliefs play a critical role in how people 

feel, think, motivate themselves and behave in stressful situations, with self-efficacy 

effectively acting as  a “cognitive mediator of action” (p. 126, 1982). Maddux (1995, 

p.4) suggested that the crux of self-efficacy theory is that “initiation of and persistence 

at behaviours and courses of action are determined primarily by judgments and 

expectations concerning behavioural skills and capabilities and the likelihood of being 

able to successfully cope with environmental demands and challenges”.    

Based on social cognitive theory, Bandura (1997) described self-efficacy theory 

as providing an agentic perspective on human behaviour.  As an agent, individuals 

contribute to and influence what happens to them, rather than being passive recipients of 

externally driven events. Internal personal factors (cognitive, affective and biological), 

behaviour and the external environmental are seen as interacting reciprocally to 

determine outcomes. Self-efficacy beliefs, as a personal cognitive factor, exercise 

influence over how people live their lives (Bandura, 1997). 
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Self-efficacy beliefs influence performance or outcomes in a multitude of ways, 

including the goals people set for themselves, whether they choose to initiate 

behaviours, expectations of success or failure, visualization of outcomes, persistence in 

the face of obstacles, and perceptions of threat (Bandura, 1994, 1997; Maddux  1995). 

Self-efficacy affects psychological wellbeing through attentional and appraisal 

processes (perceptions of how threatening or demanding situations may be), 

transformative actions (enables coping efforts and mobilises action), and thought 

control (ability to manage distressing thoughts and aversive cognitions) (Benight & 

Bandura, 2004). Self-efficacy theory predicts that through these mechanisms, 

individuals with a greater sense of self-efficacy feel better able to cope, and less prone 

to distress when faced with a stressful event. In contrast, those low in self-efficacy may 

be prone to emotional arousal, be preoccupied with thoughts about their personal 

deficiencies and the potential difficulties they may encounter (Bandura, 1980).  

Judgments of self-efficacy are thought to be based on performance attainments, 

vicarious observations of others’ performance, verbal persuasions, social influence, 

physiological states, cues learned as indicators of efficacy, and the intervening process 

of goal-setting and self-evaluative reactions (Bandura, 1977; 1982). Therefore they are 

likely to be malleable and amenable to manipulation in psychological intervention. A 

number of studies have demonstrated success in enhancing perceptions of self-efficacy 

(refer section 2.4.3). Mastery-building interventions that generate personal experiences 

of success at performance, and promote efficacious cognitions around these 

experiences, are thought to offer the greatest potential for increasing self-efficacy 

(Benight & Bandura, 2004; Cervone, 2000).    

Self-efficacy has been defined as varying along three dimensions. Firstly, 

magnitude, the level of difficulty at which the person believes they are capable of 

performing the behaviour. Secondly, strength, how confident a person is in their ability. 
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Thirdly, generality, the extent to which the self-efficacious belief is specific to the 

behaviour in question or extends generally to other behaviours  (Bandura, 1977; 

Bandura et al., 1980; Maddux, 1995).    

A key feature of self-efficacy theory is that judgments are postulated as most 

predictive of behaviour if measured specific to context (Bandura, 1997). Although self-

efficacy has been studied and measured in generalised terms, as an overall belief in 

one’s capabilities, there is broad consensus that the concept is most useful and relevant 

when applied specifically, as self-efficacy for a particular set of skills or capabilities in a 

specific situation (Bandura, 1982; Leganger, Kraft & Roysamb, 2000; Maddux, 1995).  

This is an important distinction. A number of studies have successfully utilized 

generalised self-efficacy as a key construct in explaining outcomes in particular 

situations. Some components of self-efficacious beliefs may be somewhat generalisable, 

given that some aspects of self knowledge and self-schemas function across situations 

(Cervone, 2000). However, based on self-efficacy theory, a greater degree of predictive 

utility is to be expected by defining self-efficacy more specifically to a particular 

situation and domain of functioning (e.g. self-efficacy for managing joint pain, coping 

self-efficacy for coping with recovery from stroke). Self-efficacy is not a trait but rather 

a set of beliefs about abilities in particular areas in specific circumstances (Maddux, 

2003).  

Empirical investigation of the role of self-efficacy in behavioural intervention 

originally focused around its application to anxiety, fear and avoidance.  Bandura et al. 

(1980) conducted laboratory studies measuring the performance of participants who had 

a phobic avoidance of snakes on a snake handling task, before and after involvement in 

activities designed to build mastery and enhance self-efficacy beliefs.  They found that 

performance at snake handling improved following an intervention which reportedly 

increased self-efficacy.    Over time, self-efficacy beliefs have been shown to predict or 
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mediate various behaviours in a range of contexts including physical health, mental 

health, career choice and sport (Bandura, 1997; Clark & Dodge, 1999; O'Leary, 1985).   

2.1.2 Self-efficacy in health contexts 

Substantial research has been conducted investigating the role of self-efficacy in 

a variety of health applications. Early research focused particularly on the relationship 

between self-perceptions of ability to tolerate pain and actual pain tolerance, and the 

role of beliefs about ability to maintain abstinence from smoking (Bandura, O'Leary, 

Taylor, Gauthier & Gossard, 1987; DiClemente, 1981).  Since then, self-efficacy has 

proven to be a useful concept for the study of a wide range of health related behaviours 

across varied health and illness settings (Holden, 1991, provides a meta-analysis).  

Self-efficacy has demonstrated associations with outcomes such as health 

management behaviours, experience of pain and symptoms, degree or speed of 

recovery, psychological distress and overall quality of life for particular patient 

subgroups (Clark & Dodge, 1999; Cunningham et al., 1991; Edwards, Telfair, Cecil & 

Lenoci, 2001; Endler, Kocovski & Macrodimitris 2001; Holman & Lorig 1992; Kohler, 

Fish & Greene, 2002; O’Leary, 1985; Orbell, Johnston, Rowley, Davey & Epsley, 

2001; Schwarzer & Schroder, 1997). In these studies, self-efficacy has been 

operationalised in a variety of ways, reflecting patients’ judgments of their capabilities 

in various designated areas of functioning. For example, generalised self-efficacy 

beliefs have demonstrated associations with severity of symptoms in adults with sickle 

cell disease (Edwards et al., 2001). More specific aspects of self-efficacy, such as 

perceived efficacy for adherence to diet and exercise regimes have been shown to 

predict actual health outcomes (loss of weight, exercise behaviour) amongst cardiac 

patients (Clark & Dodge, 1999).  Amongst people recovering from stroke, Robinson-

Smith, Johnston and Allen (2000) found that self-care self-efficacy (confidence in 
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ability to perform various self care activities) was related to quality of life and inversely 

related to depression at both one and six months post stroke. 

A number of mechanisms through which self-efficacy beliefs might influence 

health related outcomes have been identified. Based on a review of self-efficacy studies 

in health, O’Leary (1985) found that self-efficacy impacted health outcomes through 

selection of activities to attempt and avoid, the amount of effort devoted to a task, and 

the level of persistence when difficulties were encountered. Self-efficacy beliefs may 

also influence physical health through biological and immune system processes; 

efficacy beliefs can influence perception of threat or stress which in turn can influence 

autonomic reactions (Bandura, 1997; Maddux, 2003).    A further possibility is that self-

efficacy may influence outcomes through its relationship with coping behaviour (refer 

section 2.2.2). 

2.1.3 Coping self-efficacy 

Coping self-efficacy has been defined as a specific subtype of self-efficacy, 

referring to beliefs about one’s ability to use various coping strategies to cope with or 

manage a potential difficulty or problem (Kirsch, 1995).  Coping self-efficacy has 

recently begun to receive research attention and findings suggest that this may be an 

important variable in predicting adaptive outcomes.  Benight et al. (2001) developed a 

bereavement specific measure of coping self-efficacy and found that higher ratings of 

bereavement coping self-efficacy were associated with enhanced perceptions of 

physical health and psychological wellbeing amongst cancer widows.   Similar studies 

have linked adaptive psychological outcomes such as reduced depression and anxiety to 

higher ratings of context specific coping self-efficacy amongst bomb blast survivors and 

natural disaster victims (Benight et al., 2000; Benight & Harper, 2002).   Chesney, 

Chambers, Taylor, Johnson and Folkman (2003) reported that higher levels of coping 

self-efficacy were associated with higher levels of positive affect and optimism amongst 
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HIV-positive men participating in a trial of a coping intervention. The potential for 

coping self-efficacy to mediate the relationship between predictors of psychological 

distress such as optimism, social support or event severity and distress has also been 

demonstrated (Benight, Swift, et al., 1999; Benight, Ironson, Klebe, et al., 1999). 

Results such as these suggest the utility of further research to explore the role of coping 

self-efficacy in other contexts.  Extending understanding of how coping self-efficacy 

might influence psychological outcomes would also prove a useful focus for future 

research. The implications of coping self-efficacy for the coping process and the 

mechanisms through which coping self-efficacy influences outcomes have not been 

explored in depth. Preliminary findings from one study conducted by Benight, Ironson, 

Klebe et al. (1999) that included a model of distress after disaster incorporating coping 

self-efficacy and broad styles of coping along with other factors, suggested that this is 

an important area for future research.  

It is important to note that coping self-efficacy defined in this way differs from 

the more general term self-efficacy for coping, sometimes used in the literature.  Self-

efficacy for coping is used interchangeably with generalised self-efficacy in some 

reports. For the purpose of this thesis, coping self-efficacy is used to refer to the specific 

measurement of self-efficacy for the use of coping behaviours, as per the approach 

taken by researchers such as Benight et al. (2001) and Chesney et al. (2003). 

Given that coping self-efficacy relates to the assessment of functionally specific 

self-efficacy, the use of customised measures that provide sufficient specificity for 

purpose is an important feature of research in this area. All of the studies reported above 

have utilised customised measures of coping self-efficacy developed to address a 

specific context. For example, Benight et al.’s (2001) bereavement specific measure of 

coping self-efficacy targeted coping with bereavement, whereas Benight et al.’s (1999) 

hurricane coping self-efficacy scale focused on key aspects of coping with this natural 
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disaster. Scales typically ask respondents to rate how confident or certain they are that 

they can use particular coping responses (e.g. look for something good in a negative 

situation, get friends to help you with the things you need). Item content is selected to 

reflect the coping efforts thought to be relevant to the context of interest and/or 

questions of theoretical interest.  For example, Chesney, Neilands, Chambers, Taylor 

and Folkman (2006) based the item content of their coping self-efficacy scale 

(developed for use in an intervention study with men living with HIV) on the Ways of 

Coping Questionnaire framework (Folkman & Lazarus, 1988). This enabled assessment 

of three separate factors of theoretical interest within their coping self-efficacy scale: (i) 

efficacy for problem focused coping, (ii) for stopping unpleasant thoughts and 

emotions, and (iii) for getting support from family and friends.  

 

2.2 Coping behaviour 

2.2.1 The concept and study of coping 

Coping has been defined as the changing thoughts and acts that an individual 

uses to manage, reduce or minimise the external or internal demands of stressful 

situations (Lazarus & Folkman, 1984).  Under this definition, coping comprises 

thoughts and actions that are consciously employed to manage a stressful situation and 

associated emotional responses. 

The study of coping originated from the early work of Freud (1926/1975) and 

Anna Freud (1936/1966), who used the term coping to describe defence mechanisms, 

ways of dealing with unconscious conflicts in the individual’s internal environment. 

During the 1960’s researchers such as Haan (1963; 1965) developed ways of classifying 

defence and coping mechanisms. A distinction was made between the two terms, with 

coping tending to refer to purposive behaviours that represented future driven adaptive 
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responses to current needs, whereas defence mechanisms were characterised as more 

rigid, automated behaviours compelled by the past and thought to be less adaptive 

(Haan, 1963). Interest subsequently developed in exploring conscious efforts at 

managing stressful situations, rather than unconscious defence mechanisms, and a 

newly defined research area, coping research, was established (Parker & Endler, 1996).  

A number of alternate theoretical models have been proposed to explain the 

coping process. These include the widely used transactional theory of stress and coping 

(Lazarus & Folkman, 1984), and a more general conceptual model proposed by Moos 

and Schaefer (1993).   

Lazarus and Folkman’s (1984) transactional theory of stress and coping takes a 

contextual and process based approach to coping. Coping is seen as situationally 

specific, and dynamically evolving as the encounter changes and coping efforts 

progress. Lazarus and Folkman (1984) argued that “psychological stress is determined 

by the person’s appraisal of a specific encounter with the environment; this appraisal is 

shaped by person factors including commitments, vulnerabilities, beliefs and resources 

and by situational factors including the nature of the threat, its imminence and so on” (p. 

289). Two forms of cognitive appraisal, primary and secondary, are postulated. Primary 

appraisal relates to an individual’s assessment of the personal significance of the 

stressful event, as threatening, challenging, harmful, irrelevant or benign. Secondary 

appraisal entails an individual’s evaluation of their coping options, the likely 

effectiveness of these and their ability to apply these strategies effectively. Under this 

model, two major functions of coping are identified: to manage or alter the problem or 

event itself (problem focused coping); and to regulate the associated emotional response 

(emotion focused coping).  

Under Lazarus and Folkman’s (1984) model, coping is held to be a situationally 

influenced process rather than driven by a stable dispositional style. Coping research to 
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date has encompassed studies that have investigated coping as either a contextual 

process (changes over time and situationally) or as a dispositional style (a person’s 

habitual or style based consistencies in coping over time). Most current researchers 

acknowledge both situational and individual determinants of coping responses (Suls, 

David, & Harvey, 1996). For the purposes of this thesis, coping will be discussed in 

terms of a situationally influenced process with additional consideration given to the 

role of dispositional factors within this process.  

The theoretical framework proposed by Moos and Schaefer (1993; Figure 2) 

provides one example of a model incorporating both contextual and personal factors 

(including disposition).  Under this model, personal and environmental factors are held 

to influence the life crises and transitions that people face.  These in turn evoke 

appraisal and coping responses, shaping outcomes and wellbeing. Personal resources 

such as self-efficacy are noted as part of the personal system that impacts all “panels” 

within the model, particularly coping appraisals and responses (Holahan, Moos & 

Schaefer, 1996). 

 
 

Figure 2.  Moos and Schaefer’s (1993) general conceptual framework of the coping 

process  
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More specific models of coping and adjustment have been developed with 

specific illness and health related stressors in mind.  These include models such as 

Leventhal, Nerenz and Steele’s (1984) Illness Representations Model, Maes, Leventhal 

and de Ridder’s (1996) Model for Coping with Chronic Disease and Moos and Tsu’s 

(1977) Model of the Crisis of Physical Illness. These models share a number of 

common features with the theoretical models proposed by Lazarus and Folkman (1984) 

and Moos and Schaefer (1993). Firstly, these models all include the idea that some sort 

of appraisal or cognitive process precedes and influences coping response. For example 

in the case of Leventhal et al.’s (1984) model there is a focus on the way cognitive 

processes, in particular self-regulation a person’s representation of their illness, impact 

the coping process. Maes et al. (1996) posit appraisal as incorporating consideration not 

only of the situational characteristics of the stressor (illness) but also of an individual’s 

goals and expectancies.  Moos and Tsu (1977) highlight the influence of personal, 

illness-related and environmental factors on cognitive appraisal of the significance of 

the illness event.  

Secondly, these models all consider individual factors that, together with 

situational factors, influence both appraisal and the coping process.  The individual 

factors of most relevance differ significantly across different models. They include an 

individual’s own memories and perceptions of illness (Leventhal et al., 1984), specific 

disease and treatment related factors, other important life events (Maes et al., 1996), 

internal resources such as physical strength, personality characteristics, locus of control 

and self-efficacy  (Moos & Tsu, 1977) and external resources such as money, time, 

professional help and social support (Moos & Tsu, 1977).  

Thirdly, all models highlight the influence of the coping process on outcomes in 

the face of health and illness related stressors. Under these models, the coping process is 
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linked directly to psychological, physical and social wellbeing (Maes et al., 1996), crisis 

outcome (Moos & Tsu, 1977) or directly back into dynamic representations of the 

illness process and outcome evaluations (Leventhal et al., 1984).  

In summary, both general theoretical models of coping and specific theoretical 

models of coping with illness, frame coping as a process, influenced by cognitive 

appraisals of a stressor and of one’s capability for dealing with it.  Illness specific, 

environmental and personal factors influence the coping process both directly and 

indirectly through appraisal.  Coping efforts in turn are a key determinant of outcomes 

and wellbeing. Extensive empirical research across a range of contexts has 

demonstrated that coping plays an influential role in determining potentially adverse 

physical and psychological outcomes in the face of stressors.  

Coping behaviour influences physical and psychological health outcomes in a 

number of ways. Physical health can be directly or indirectly impacted by coping 

behaviour. For example, active coping through maintenance of healthy behaviours, such 

as adherence to medical treatment regimes, is likely to support physical health.  

Alternately, coping behaviours such as denial may prevent attendance for timely 

medical treatment, which may in turn have a negative impact on physical health 

(Zeidner & Saklofske, 1996).  Specific types of coping behaviours have been linked 

with psychological distress. For example, Kennedy, Marsh, Lowe, Grey, Short and 

Rogers (2000) found that spinal cord injury patients who used behavioural 

disengagement and venting emotion tended to experience higher levels of anxiety and 

depression.  Findings from the small number of studies that have explored coping 

behaviour after stroke (refer section 2.3.3) have suggested that strategies such as 

avoidance and disengagement are associated with poor psychological outcomes, while 

strategies such as active coping, humour, and positive reinterpretation have been 

associated with more positive psychological outcomes. Coping behaviours that help or 
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hinder regulation of emotional distress may further impact on physical health, for 

example through their influence on the frequency and intensity of neurochemical stress 

reactions (Lazarus & Folkman, 1984).  

Although some coping behaviours may appear to be generically more adaptive 

than others, results have differed across studies and settings, and researchers generally 

agree that judgements about the effectiveness of any particular coping strategy need to 

be made contextually (Folkman & Moskowitz, 2004; Lazarus & Folkman, 1984; 

Zeidner & Saklofske, 1996). Based on a review of empirical studies across different 

contexts, Zeidner and Saklofske (1996) identified a cluster of strategies that generally 

appear to be adaptive and a second cluster that appear to be maladaptive. Adaptive 

strategies included active coping, planning, suppression of competing activities, 

restraint, positive reinforcement, seeking social support, and positive reappraisal.  

Maladaptive strategies included denial, behavioural disengagement, emotional 

preoccupation and alcohol use.  Despite these trends, they cautioned against classifying 

particular strategies as uniformly adaptive.  Personal and situational factors, when a 

strategy is used, what type of stressor is faced, and the particular adaptational outcome 

of interest, need to be considered when assessing adaptiveness (Lazarus & Folkman, 

1984). Other researchers have suggested that it is balanced and flexible use of a large 

repertoire of coping strategies, rather than use of a particular strategy per se that is 

necessary for adaptive outcomes (Pearlin & Schooler, 1978; Stroebe & Schut, 1999; 

Zeidner & Saklofske, 1996).   

When interpreting results across studies of coping, it is important to be aware 

that a large number of alternate frameworks for categorizing coping behaviour have 

been used. Over 100 different category systems have been identified and over 400 

different labels for coping behaviours have been applied across the literature (Skinner, 

Edge, Altman & Sherwood, 2003). This makes it difficult to compare findings across 
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coping studies.  In addition, as noted by Folkman and Moskowitz (2004), the use of 

broader umbrella categories that group multiple coping behaviours into reduced sets, a 

tactic commonly employed by researchers, may mask important differences or key 

insights related to use of a particular coping behaviour.  Clarity in the description of 

coping classifications and explicit discussion of any higher level groupings is an 

important consideration for researchers in this area. 

2.2.2 The relationship between self-efficacy and coping 

Both self-efficacy theory and coping theory provide support for the likelihood of 

a relationship between self-efficacy and coping behaviour.  As summarised by Cervone 

(2000, p. 31), “self-efficacy theory says that people are unlikely to take action if they 

doubt their ability to execute the required behaviours”.  Hence efficacy estimates are 

likely to influence the initiation of coping behaviours in the face of a stressful event. For 

example, an individual who does not believe that they would be able to manage talking 

to their family and friends about their feelings in the aftermath of a traumatic event, is 

unlikely to do so. In addition to its role in the initiation of behaviour, self efficacy is 

held to exert wide-ranging influence on attention and appraisal, thought processes, 

motivation, affect and persistence of behaviour, all of which might impact on the coping 

process. Theoretical models of coping also suggest that self-efficacy plays a role at 

varying points in the process of coping.  Many of these models frame self-efficacy as a 

personal or internal resource that facilitates coping.  Across the models presented, self-

efficacy could be seen to influence both the appraisal process and selection, initiation 

and persistence of coping behaviour.  

Coping behaviours, or strategies, have been included in a limited number of 

illness related studies of self-efficacy (Edwards et al., 2001; Major, Richards, 

Cozzarelli, Cooper & Zubek, 1998; Schroder, Schwarzer & Konertz, 1998; Schwarzer, 

Boehmer, Luszczynska, Mohamed & Knoll, 2005).  Endler et al. (2001) reported a 
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significant inverse correlation between emotional preoccupation as a coping strategy 

and a generalised measure of self-efficacy in their exploration of coping with illness. 

Schroder et al. (1998) investigated the role of coping as a mediator in the relation 

between personal resources (generalised self-efficacy and social support) and emotional 

and physical outcomes after coronary artery bypass surgery.    They found that 

generalised self-efficacy, and particular coping behaviours (social coping and 

ruminative coping) were predictive of worry, sadness, energy levels, fitness and reading 

activity after surgery.  They also found that social coping mediated the relation between 

generalised self-efficacy and these outcomes. Schwarzer et al. (2005) explored the 

relation between generalised self-efficacy and coping over time amongst patients 

recovering from tumour surgery.   They reported that particular coping strategies 

(planning, humour, acceptance and accommodation) were positively associated with 

generalised self-efficacy. They also found that self-efficacy influenced changes in 

coping activity as time progressed, with participants categorised as low in self-efficacy 

developing less active or less positive ways of coping compared to those with moderate 

or high levels of self-efficacy. They examined the directionality of influence using a 

cross lagged panel design and concluded that self-efficacy played an antecedent role to 

coping. Boehmer, Luszczynska and Schwarzer’s (2007) research, again with patients 

after tumour surgery, added further support to the suggestion that coping may mediate 

the relation between self-efficacy and outcomes.  They found that both active coping 

(comprised items assessing taking action, information seeking and showing a fighting 

spirit) and meaning based coping (comprised items assessing both acceptance and 

positive reinterpretation) mediated the relationship between generalised self efficacy 

and wellbeing after tumour surgery. Specifically, they found that stronger self-efficacy 

beliefs (at one month post surgery) facilitated more meaning based coping (at one 

month post surgery), which in turn positively influenced emotional and social wellbeing 
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at six month follow-up. Self-efficacy beliefs also facilitated active coping (taking action 

to try to improve one’s situation), but coping in this way contributed to less positive 

physical, emotional and social outcomes at follow-up. 

These studies provide preliminary evidence of the role of self-efficacy in the 

coping process but have all defined and assessed self-efficacy on a generalised basis. 

Self-efficacy theory suggests that more situationally specific assessments of self-

efficacy have greater predictive utility. Consideration has generally not been given to 

the relation between coping self-efficacy and coping behaviours or the potential for 

coping behaviour to mediate the influence of coping self-efficacy on outcomes. Benight, 

Ironson, Klebe, et al. (1999) provided some preliminary support for a likely relationship 

between coping self-efficacy and coping behaviour, although this was not the primary 

focus of their investigation.  They studied the importance of coping self-efficacy, event 

related factors, degree of resource loss and acute avoidant and active coping behaviours 

for psychological distress after disaster exposure.  They found that coping self-efficacy 

was positively related to a broad category of active coping behaviours and inversely 

related to a broad category of avoidant coping behaviour. Their model suggested that 

both coping self-efficacy and coping behaviours may mediate distress after natural 

disaster. Further investigation is required to confirm their findings, extend their context 

and to understand the exact coping behaviours underlying these associations.    

2.2.3 Individual differences in coping 

Both theoretical models of coping and empirical research suggest that individual 

differences play a significant role in coping with stressful life events (Watson & 

Hubbard, 1996).  Personal factors such as age, gender, personality and disposition may 

influence appraisal, coping behaviour and outcomes. Understanding relationships 

between coping behaviour and outcome for different types of individuals has clinical 
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utility, as it enables tailoring of intervention programs to optimise benefits for each 

individual.   

A number of studies have investigated the influence of individual variables on 

coping behaviour and outcomes. Individual variables of interest have included 

dispositional optimism (Kennedy et al., 2000; Seligman, 2002), personality traits such 

as trait anxiety, neuroticism, and extraversion (Auerbach, 1989; Costa, Somerfield & 

McCrae, 1996; David & Suls, 1999) and locus of control (Crisson & Keefe, 1988; 

Endler et al., 2001).  In health and illness related coping studies, optimism and trait 

anxiety have been of particular interest to researchers seeking to understand cognitive 

mechanisms influencing the coping process (Bedi & Brown, 2005; de Ridder, Schreurs 

& Bensing, 2000; Epping-Jordan et al., 1999; Fournier, de Ridder & Bensing, 2002; 

Hallberg & Carlsson, 1998; Schermelleh-Engel, Eifert, Moosbrugger & Frank, 1997). 

A limited number of studies with stroke patients have examined the relationship 

between individual variables such as personality and disposition and recovery 

outcomes. These studies have found that the personality traits introversion and 

neuroticism may be detrimental to recovery while extroversion may be beneficial 

(Elmstahl, Sommer & Hagberg, 1996; Morris & Robinson, 1995; Morris, Robinson & 

Samuels,1993). Dispositional optimism has been investigated in very few studies, but 

results have provided tentative support for an inverse, possibly predictive, relationship 

between optimism and depression after stroke (King, Shade-Zeldow, Carlson, Feldman 

& Phillip, 2002; Spencer, Tompkins, Schulz & Rau, 1995). The relation between 

individual variables such as these and coping after stroke has not been considered. 

 

Optimism 

Dispositional optimism has been defined as “the tendency to believe that one 

will generally experience good versus bad outcomes in life” (Scheier & Carver 1992, 
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p.203). Optimism has been associated with improved psychological wellbeing in 

patients with diseases such as arthritis, cancer, HIV and in the aftermath of stroke 

(Carver, Smith, Antoni, Petronis & Derhagopian, 2005; Fournier et al., 2002; King et 

al., 2002; Spencer, et al., 1995).  Optimism has also been associated with more 

favourable physical health outcomes amongst some patient groups. For example, 

optimism has been associated with faster surgical recovery (Scheier et al, 1989) and 

reduced risk for recurrent coronary events (Helgeson & Fritz, 1999). Further 

understanding of the mechanisms through which optimism impacts on psychological 

and physical outcomes after health events such as these is required. 

Coping is one of the mechanisms through which optimism may exert its effects 

on psychological and physical wellbeing (Scheier & Carver, 1992).    Optimism has 

been associated with different patterns of coping behaviour, with higher levels of 

optimism associated with use of more active coping strategies such as problem solving, 

planning, and seeking social support (Bedi & Brown, 2005; Brissette, Scheier & Carver, 

2002;  Hatchett & Park, 2004; Scheier & Carver, 1992).   Emotion-oriented and 

avoidant coping strategies, such as emotional ventilation and behavioural 

disengagement have tended to be associated with lower levels of optimism (Epping-

Jordan, et al. 1999; Hatchett & Park, 2004; Scheier & Carver, 1992). However, 

unrealistically high levels of optimism have also been linked to use of avoidant coping 

strategies (de Ridder et al., 2000; Schwarzer 1994), suggesting that the relationship 

between optimism and particular coping behaviours may not be linear.  

Optimism may also influence wellbeing through its positive influence on coping 

self-efficacy (Bedi & Brown, 2005; Scheier & Carver 1985). As a generalised 

expectancy, it is likely that a broad sense of optimism supports a more positive sense of 

coping self-efficacy. If outcome expectancies are generally favourable (optimistic) then 

effort is more likely to be exerted or renewed; effort may be reduced if expectancies are 
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unfavourable (Scheier & Carver, 1985). Optimism could therefore be expected to 

enhance an individual’s beliefs about their ability to cope by adding further impetus for 

action, and encouraging attempts at coping that, if successful, reinforce coping self-

efficacy. The relationship between optimism, coping self-efficacy and outcomes does 

not appear to have been investigated in previous research but related studies examining 

the relationship between optimism and self-efficacy more generally, combined with 

established linkages between optimism and coping behaviour suggest that this may be a 

useful area for future exploration. 

It is important to note the difference between the concepts of optimism and self-

efficacy. Scheier and Carver (1992) highlighted two key differences. Firstly, self-

efficacy views personal agency as the critical variable underlying behaviour whereas 

optimism views personal agency as only one source of favourable expectancies (other 

sources may include environmental factors and help from others). Secondly, optimism 

is essentially a generalised expectancy, whereas self-efficacy is thought to be most 

predictive of behaviour when defined within a narrow domain of functioning.  

Understanding the role of optimism in the coping process, and its relation to 

coping self-efficacy, not only assists in identifying individuals who may be at risk of 

adverse outcomes, but may provide a pathway for intervention to enhance outcomes.  

Optimism appears amenable to intervention. Researchers such as Seligman (1990) have 

suggested that optimism can be learned through techniques such as cognitive 

behavioural therapy, and there is evidence to support these assertions (e.g. Lee, Cohen, 

Edgar, Laizner & Gagnon, 2006).  

 

Trait anxiety 

Trait anxiety has been defined as “relatively stable individual differences in 

anxiety-proneness, that is, differences between people in the tendency to perceive 
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stressful situations as dangerous and to respond to such situations with elevations in the 

intensity of their state anxiety reactions” (Spielberger, 1983, p.5). As well as having 

obvious implications for the likelihood of experiencing symptoms of anxiety, trait 

anxiety has been associated with a variety of other adverse outcomes.  These have 

included poorer quality of life and adjustment after myocardial infarction (Engebretson 

et al., 1999; Terry, 1992), reduced rates of recovery from depression (Parker, Wilhelm, 

Mitchell & Gladstone, 2003) and greater reported intensity of pain (Schermelleh-Engel 

et al., 1997). The influence of trait anxiety on recovery after stroke does not appear to 

have been investigated. 

Trait anxiety may influence outcomes both directly, through its impact on 

anxiety symptoms, and indirectly through its influence on choice of coping behaviours 

(Zeidner, 1994). Trait anxiety has been associated with differences in the coping 

behaviours used to deal with stressful health conditions. Hallberg and Carlsson (1998) 

reported a significant inverse relation between trait anxiety and the use of problem 

solving, humour, cognitive reappraisal and catharsis amongst patients with fibromyalgia 

coping with chronic pain. Schermelleh-Engel et al. (1997) investigated the relationship 

between trait anxiety and pain coping behaviours in patients suffering from a range of 

chronic pain conditions.  They found that trait anxiety was associated not only with 

depressive and anxious symptoms, but also with use of avoidance and withdrawal as 

pain regulation/coping strategies.  

 Trait anxiety may also impact on wellbeing through its relationship to coping 

self-efficacy.  There is some evidence suggesting an inverse relationship between self-

efficacy and trait anxiety. Schwarzer (1996) surmised that the tendency to worry, which 

is a component of trait anxiety, may extend into worry about perceived ability to 

counter stressful or threatening situations, undermining generalised self-efficacy. It is 

also possible that a poor sense of self-efficacy may lead to increased levels of worry 
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about possible outcomes. Schermelleh-Engel et al. (1997) demonstrated an inverse 

correlation between trait anxiety and perceived competence for coping with chronic 

pain (pain coping self-efficacy). They also found that if perceived competence for 

coping with pain was high enough, despite high trait anxiety, more positive coping 

efforts and subsequently more adaptive outcomes eventuated. Through the coping 

process, self-efficacy may be protective against the potentially adverse influence of trait 

anxiety on psychological wellbeing. 

 Evidence to date suggests a relationship between disposition and coping 

behaviour and between disposition and self-efficacy.  These relationships may 

contribute to the differences in outcomes that tend to be observed amongst more 

optimistic and less trait anxious individuals (compared with their less optimistic and 

more trait anxious counterparts). Further exploration of these relationships and their 

impact on wellbeing is relevant for understanding the relation between coping self-

efficacy and coping behaviour, the central focus of this thesis. Such exploration also 

provides important information about the adaptiveness of particular ways of coping for 

different individuals. 

2.3 Stroke 

2.3.1 Psychological distress after stroke 

Perceived challenges/coping demands after stroke  

In addition to physical and cognitive symptoms, there are many things about 

stroke that make it particularly psychologically challenging. The sudden onset of stroke 

can change a person’s physical abilities instantly, uncertainty of prognosis leaves 

patients wondering when and to what degree they will recover, and the often lengthy 

process of rehabilitation requires patience and motivation. Even for those with relatively 

minor symptoms or who progress quickly towards recovery, the life threatening nature 
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of the experience can cause significant distress. The impact of stroke, the recovery 

process, and any resultant disability may permeate a number of life domains including 

relationships, work, leisure and sexual functioning (Korpelainen, Nieminen & Myllyla, 

1999; Stephens & Clark, 1997; White & Johnstone, 2000). 

A limited number of studies have explored the challenges experienced by those 

who have suffered a stroke. Participants in such studies have reported diminished ability 

to be physically active, to drive, to work, and to remember (Clarke & Black, 2005). 

Uncertainty about stroke onset, about the degree of recovery achievable and difficulties 

with unrealistic recovery expectations have also been reported (Becker & Kaufman, 

1995). It is evident that patients report not only physical and lifestyle change in the 

aftermath of stroke, but a range of accompanying psychological challenges. Mumma 

(1986) found that patients became increasingly aware of loss in a number of areas 

following stroke, including lost independence, lost ability to participate in previously 

enjoyed activities, and loss of self-acceptance. Further understanding of the specific 

nature of challenges experienced after stroke, both physical and psychological, is 

critical for the development of targeted support programs and interventions. In addition, 

exploration of the way these challenges evolve over time is needed to enhance 

understanding of the longer term process of adjustment after stroke. 

 

Depression 

Post stroke depression (PSD) is highly prevalent and has received considerable 

research attention. A recent meta-analysis of 51 studies reported a mean prevalence of 

PSD across studies of 33% (Hackett et al., 2005). Prevalence rates of up to 68% have 

been reported (Spencer, Tompkins & Schulz, 1997) with differing levels of stroke 

severity, recruitment settings and diagnostic criteria likely contributors to the variance 

in estimates obtained. The incidence of major depression amongst stroke patients is 
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significantly greater than amongst matched control groups from comparable general 

community populations (Burvill et al.,1995b; Gawronski & Reding, 2001).  

There is mounting evidence to suggest that PSD remains a persistent risk for 2 - 

3 years or more following stroke.  Meta-analysis has shown little difference in mean 

prevalence rates at one month, two months, six months and one year after stroke 

(Hackett et al., 2005). Some studies have noted an increase in prevalence in the 6 – 24 

months post stroke period (Robinson & Price,1982) and a combined incidence of 41% 

across the 3 year period following stroke has been suggested (Gawronski & Reding, 

2001).  

Post stroke depression appears to be relatively long-lasting, at least for some 

patients. Berg, Palomaki, Lehtihalmes, Lonqvist and Kaste (2003) found that 46% of 

patients who were depressed at two month post-stroke were also depressed 18 months 

later.  Astrom, Adolfsson and Apslund (1993) reported that while 57% of patients 

diagnosed with PSD during their initial stay in hospital had recovered by one year 

follow-up, 36% remained depressed over the subsequent 3 year period.  

PSD is thought to be the result of both physiological factors (such as structural 

or neurochemical changes in the brain as a direct consequence of stroke), and emotional 

reactions to a sudden, life-threatening, disabling illness (Caplan & Moetler, 2000). The 

neurological mechanisms implicated in PSD are beyond the scope of this discussion but 

have been comprehensively reviewed by Robinson (1998). Considerable research 

attention has focused on the relationship between site of stroke within the brain and post 

stroke depression, following suggestions that a higher frequency and severity of 

depression may occur in patients with left frontal injury (Robinson, Starr, Kubos & 

Price, 1983; Narushima & Robinson, 2002). However, several meta-analytic reviews 

have concluded that there is no consistent relation between location of lesion and risk of 



 29 

depression amongst stroke patients (Carson et al., 2000; Hackett & Anderson, 2005; 

Spencer et al., 1997).  

Researchers have had greater success examining associations between PSD and 

a range of predictor variables, to determine the characteristics of individuals most at 

risk. Hackett and Anderson (2005) conducted a systematic review of empirical studies 

investigating possible predictors of post stroke depression. Out of 87 possible predictor 

variables across studies, they found that only three variables were consistently 

associated with depression: presence of physical disability after stroke; degree of stroke 

severity; and the presence of cognitive impairment. Lack of social support after stroke 

was also predictive of PSD on balance across studies, although the evidence was less 

consistent. Patients with more severe strokes and greater levels of physical disability 

may be at increased risk of depression given the greater challenge and steeper 

adjustment process they face. Higher levels of physical disability, visual field deficits, 

incontinence and visuospatial difficulty in particular have been associated with 

depression (Dennis, O’Rourke, Lewis, Sharpe & Warlow, 2000; Paolucci et al., 2001). 

Although evidence on the whole supports a relation between stroke severity and 

depression, a number of studies contradict these findings and depression is by no means 

an inevitable result of severe stroke (Robinson et al., 1983). It is likely that other 

variables interact with stroke severity in determining whether patients become 

depressed. Whilst some individuals may suffer long term emotional difficulty and be 

devastated by minor levels of residual disability, others are able to maintain wellbeing 

despite making major adjustments to their lifestyle (Clarke & Black, 2005). Individual 

vulnerability to the onset of depression may be influenced by the adequacy of coping 

processes or individual levels of resilience in terms of self-efficacy, attitudes and 

personality. Lack of social support, poor quality social support, and living alone after 

stroke have also been associated with depression, poorer subjective wellbeing and 
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poorer recovery outcomes (Astrom et al., 1993; Burvill et al., 1995b; Hackett & 

Anderson, 2005; Narushima & Robinson, 2002; Wyller, Holmen, Laake & Laake, 

1998).  

 

Anxiety 

Post stroke anxiety is also common and frequently comorbid with depression 

(Burvill et al, 1995a; Castillo, Starkstein, Federoff, Price & Robinson, 1993; Dennis et 

al., 2000). Stroke patients have reported a range of anxiety related difficulties including 

Generalised Anxiety Disorder, Agoraphobia and Post Traumatic Stress Disorder 

(Burvill et al 1995a; Carota, Staub & Bogousslavsky, 2002; Castillo et al., 1993; 

Gillespie 1997; Starkstein et al., 1990).  

Generalised Anxiety Disorder, (GAD), has been reported as affecting more than 

25% of stroke patients within the first month following stroke (Castillo et al., 1993; 

Gillespie 1997; Starkstein et al., 1990). Like depression, it has been suggested that the 

risk of onset of GAD remains for stroke patients over time, not just in the early phases 

of recovery. Castillo, Schultz and Robinson (1995) investigated the prevalence and 

correlates of early onset compared with late onset generalised anxiety disorder in 142 

stroke patients at multiple intervals over a two year follow-up period. They diagnosed 

GAD in 17 - 37% of patients at various points over the two year period. Thirty-one 

percent of patients who were not anxious in the first 3 months following stroke, became 

anxious at a later time point and were diagnosed with late-onset GAD. Late onset GAD 

was found to have longer symptom duration than early-onset GAD.  

Agoraphobia has also been reported as prevalent following stroke, frequently co-

occurring with depression (Burvill et al., 1995a; Sharpe et al.,1990). In stroke patients, 

agoraphobia has been linked to fears of falling, recurrent stroke, something happening 

while out of the house, crowded shopping centres and of being alone. (Burvill et 
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al.,1995a; Sharpe et al.,1990). Burvill et al. (1995a) assessed the prevalence of anxiety 

disorders amongst 294 patients at 4 months and 12 months post stroke. The most 

prevalent anxiety disorder was agoraphobia, affecting 26% of females and 9% of males 

at four months post stroke, some of whom were also affected by depression. While 

symptoms of agoraphobia abated for two-thirds of these patients by 12 months post 

stroke, the remaining third continued to suffer from agoraphobia, which greatly 

diminished their quality of life, restricted social outings, confined them to home and 

placed high demands on family members.  

Post Traumatic Stress Disorder, (PTSD), has also been reported amongst a 

significant proportion of individuals after stroke. The life-threatening nature of stroke, 

its sudden onset, and associated physical impairments contribute to the potential for 

stroke to trigger a post traumatic stress reaction. Sembi, Tarrier, O’Neill, Burns and 

Farragher (1998) established the presence of PTSD or PTSD-like symptoms in between 

7% and 21% of first stroke patients. Bruggimann et al. (2006) assessed 49 patients one 

year after stroke and found that 31% of these met criteria for a diagnosis of PTSD.  

PTSD symptoms were associated with intense subjective recollections of the trauma 

experienced at time of stroke.  

 

Adjustment difficulty   

Adjustment difficulties or disorders are diagnosed when individuals suffer from 

a prolonged clinical level of distress as a psychological response to an identifiable 

stressor, the symptoms of which do not neatly fit a diagnosis of depression or anxiety or 

other disorder (American Psychiatric Association, DSM-IV-TR, 2000). A stroke clearly 

represents an identifiable stressor that poses great psychological challenge to many 

individuals.   
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Adjustment disorders do not appear to have received separate consideration in 

research with stroke patients. In some studies, the category “minor depression” has been 

used to include adjustment disorders. Pohjasvaara et al. (1998) for example included 

patients with adjustment disorders and mixed anxiety disorders, in a category labelled 

“minor depression”, with a prevalence rate of 14%. Further research into the adjustment 

difficulties faced by stroke patients is particularly important to inform treatment 

approaches.   

2.3.2 Adverse psychological outcomes and physical recovery 

The psychological difficulties described above are not only distressing for 

patients but increasing evidence suggests that they are associated with poorer recovery 

in terms of mobility and functional ability, and even higher mortality rates.  

 

Mobility and functional improvement  

Empirical evidence, most notably from prospective longitudinal studies of 

patients suffering from post stroke depression, suggests that depressed patients do not 

recover as well as those who are not depressed (Robinson, 1998). Investigation of this 

issue is complicated by the fact that stroke severity and greater levels of physical 

disability have also been established as consistent risk factors for, or predictors of, post 

stroke depression (as discussed above; Hackett & Anderson, 2005).  

A number of studies have documented strong correlations between depression 

and functional impairment. These support a relationship between depression and level 

of physical disability or functional recovery but do not establish causation.  For 

example, the Sunnybrook Stroke Study (Herrmann, Black, Lawrence, Szekely & Szalai, 

1998) reported significant correlations between depression and functional outcomes, 

level of handicap, and level of neurological impairment at both 3 and 12 months post 

stroke. The longitudinal nature of their results, with three month depression scores 
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associated with poorer functional outcomes at one year, suggested that depression 

provides an early identifiable risk factor for poor functional prognosis, but was unable 

to establish causation.  

Strong support for the causal role that depression may play in poor functional 

recovery comes from studies that have controlled for initial stroke severity and physical 

disability at the outset. For example, Parikh et al. (1990) compared patients who met 

criteria for depression at 2 weeks post stroke with those who were not depressed. Patient 

groups were matched in terms of initial degree of functional impairment, cognitive 

impairment, neurological diagnoses, stroke severity, social functioning and 

demographics. At two years post stroke, the non-depressed patients were found to have 

significantly less impairment in activities of daily living.  Chemerinski, Robinson and 

Kosier (2001) assessed ability to perform activities of daily living amongst 55 patients 

diagnosed during their initial hospital stay with depression. At 3-6 month follow-up, 

patients whose mood had improved so that they no longer met criteria for depression 

demonstrated a significantly higher degree of functional recovery than those whose 

mood had not improved. The two groups were matched for level of neurological deficit 

and initial degree of functional impairment, providing control for the impact of stroke 

severity. Results such as these support the view that not only does initial stroke severity 

and physical disability influence the onset of depression (as reported by Hackett & 

Anderson, 2005) but that, independent of the physical severity of stroke, depression 

influences physical recovery.  

A limited number of studies have investigated the impact of other adverse 

psychological outcomes, such as post stroke anxiety, on physical recovery. Ebrahim, 

Barer and Nouri (1987) studied 149 individuals 6 months after stroke, using a 

composite measure of “mood difficulty”, which reflected somatic symptoms, anxiety, 

insomnia, social dysfunction and depression. They reported a strong relationship 
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between this composite measure of “mood”, level of functional ability on activities of 

daily living (dressing, feeding, showering) and degree of motor impairment. Dennis et 

al.(2000) found a significant relationship between level of stroke related disability and 

both anxiety and depression six months after stroke, although they noted that this 

association appeared stronger for depression than for anxiety. Although both of these 

studies measured mood at only one time point and were unable to suggest any causal 

nature to the association between anxiety and physical recovery outcomes, they support 

the need for future longitudinal prospective studies along these lines.  

 

Mortality 

 In addition to poorer functional recovery, stroke patients who are depressed 

have higher rates of mortality. The higher prevalence of depression amongst patients 

with more severe strokes, as noted above, may in part explain this finding.  Morris et al. 

(1993) found that patients who were depressed at two months post stroke had a 

mortality rate over the next 15 months that was 8 times higher than those who were not 

depressed at initial assessment. The Perth Community Stroke Study (Burvill et al., 

1995a; 1995b) found that a significantly higher proportion of patients diagnosed with 

depression and/or anxiety at 4 months post stroke had died compared to those with no 

psychiatric diagnosis within a 12 month follow-up period. House, Knapp, Bamford and 

Vail (2001) also found that depressed mood at one month post stroke predicted 

mortality at both 12 and 24 months post stroke, even after controlling for the effects of 

other known risk factors such as age and cognitive impairment.  

 

Suicide  

Given the high prevalence of post stroke depression, it is not surprising that an 

elevated level of suicidal ideation has been reported in the few studies that have 
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investigated this issue. Stenager, Madsen, Stenager and Boldsen (1998) conducted a 

population based study in Denmark and found that the risk of suicide was higher 

amongst stroke patients than in the base population.  They also found that within the 

stroke patient group, those under 60 years of age had much higher risk than those over 

60 years of age and that women had higher risk than men. Kishi, Kosier and Robinson 

(1996) explored suicidal intention amongst 301 acute stroke patients during initial 

hospital admission, and found that 6.6% reported serious suicidal intent. These patients 

tended to be younger, more severely depressed, more likely to have a history of alcohol 

abuse and more likely to have had a previous stroke. Caution should be exercised in 

interpreting these results, as relatively few studies have investigated suicide and stroke, 

and those that have may understate the actual risk given under-reporting of death by 

suicide and non-recording of attempted suicide. 

2.3.3 Coping after stroke 

A small number of studies have investigated coping strategies used after stroke 

to explore the link between coping and outcomes, and, as suggested in a recent review 

of this area, a consistent picture of coping after stroke is yet to be established 

(Donnellan, Hevey, Hickey & O'Neill, 2006). Preliminary evidence has suggested that 

specific types of coping behaviour such as avoidance and magical thinking, may be 

associated with greater levels of depression and anxiety amongst stroke patients 

(Gillespie, 1997; King et al., 2002; Rochette & Desrosiers, 2002; Sinyor et al., 1986). In 

a longitudinal study of 97 stroke patients from hospital discharge through to 2 years 

post stroke, King et al. (2002) found that patients who used more avoidant styles of 

coping, and those who spent less time trying to find meaning as a way of coping, had 

greater levels of depression. Coping strategies interacted with other variables such as 

age, social support and poor health perception to explain 40% of the variance in 

depression scores during the acute rehabilitation stage. Boynton De Sepulveda and 
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Chang (1994) found that patients who used avoidant ways of coping, such as wishing 

the situation would go away and hoping for a miracle were not only more depressed but 

had poorer levels of functional ability. Rochette and Desrosiers (2002) explored the 

coping strategies used by patients two weeks after stroke and at 6 month follow-up. 

They found that coping via magical thinking (hoping a miracle would happen, 

fantasizing about how things might turn out) was associated with higher levels of 

depressive symptoms.  

Other types of coping behaviour have been associated with more positive 

outcomes. Elmstahl et al. (1996) found that patients who used more active ways of 

coping showed greater improvement in their functional ability at 1 year and 3 year 

follow-up than those who used passive, avoidant or emotional coping strategies. In 

other studies, the use of humour and positive reinterpretation have predicted more 

positive mood states and more frequent social interaction 12 months or more after 

stroke (Boynton De Sepulveda & Chang,1994; Grattan, 2002; Rochette & Desrosiers, 

2002). Social support has also been identified as helpful by participants in some 

qualitative studies (e.g. Rochette, Tribble, Desrosiers, Bravo & Bourget, 2006). 

The few longitudinal studies of coping after stroke have examined variability in 

coping strategy use over time with mixed results. Rochette and Desrosiers (2002) 

reported little change in coping strategy use at 2 weeks and 6 months post stroke. King 

et al. (2002) found little change in use of coping strategies across the first two years 

after stroke, despite reports of differing challenges over time.   However, the 

relationship between coping strategies and depression did vary across time, suggesting 

that different strategies may be more adaptive at different stages of recovery.  In 

contrast to these two studies, Rochette Bravo, Desrosiers, Tribble and Bourget (2007) 

found that coping strategy use did change between the immediate post stroke period and 
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six month follow-up, as participants reported reduced use of two coping strategies 

(rationalisation and giving control to others) across this interval. 

This research provides a starting point for understanding coping after stroke.  An 

insufficient number of studies, differences in coping frameworks used, use of varied 

post stroke intervals, and an inconsistent pattern of results highlight the need for further 

research to establish a “consistent picture” of coping after stroke.  Further exploration of 

coping after stroke to determine what types are strategies are most adaptive, how coping 

behaviour might differ at different stages of recovery, and how this differs for different 

types of individuals is required. Improved understanding of the direct and mediating 

effects of coping behaviours on physical and psychological outcomes for stroke patients 

will contribute to the development of intervention programs to support recovery. 

2.3.4 Stage models of recovery – the influence of time 

A number of models have been proposed that seek to identify stages in stroke 

recovery over time. These may be particularly useful for understanding psychological 

demands and processes over time after stroke. Burton (2000) suggested that different 

adaptational stressors and coping requirements may be posed during the immediate 

crisis of stroke onset, the acute stage of diagnosis and hospitalization, the stable period 

of engagement in rehabilitation and in the longer term following discharge to home.  

Kirkevold (2002) interviewed 9 stroke patients and identified challenges during 

different stages of recovery. He found that at stroke onset, individuals were challenged 

by relinquishing control to medical personnel, and viewed stroke as an “intermission” in 

their life.  Once into rehabilitation, he noted that patients focused on evaluating their 

level of progress and trying to make sense of the stroke and its impact.  Discharge to 

home and cessation of rehabilitation were identified as key milestones. In the longer 

term, adjustment to a new “normal” self, and dealing with discrepancies between 

rehabilitation outcomes and recovery expectations were highlighted as critical issues 
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(Kirkevold, 2002).  Models such as these provide insight into the differing support 

needs of patients over time.   

The utility of stage models such as these needs to be validated via further 

research. In addition, there is a need to consider a longer timeframe of recovery, 

extending to a number of years after stroke. Many studies focus on the immediate post 

stroke period, a few months to 12 months post stroke, despite evidence that suggests 

psychological distress may be relatively long-lasting or have its onset years after stroke 

(Astrom et al., 1993; Gawronski & Reding, 2001).  

2.3.5 Issues in psychological research with stroke populations 

Psychological research with stroke patients takes place in the context of a 

number of unique methodological challenges. These arise from the varied nature of 

stroke as a medical event, questions as to the validity of conventional psychological and 

psychiatric diagnostic measures with stroke populations, and the difficulty of 

disentangling psychological from neurologically based symptoms after stroke. 

Compared to many other patient groups, stroke patients represent a 

heterogeneous population, with a vast range of physical symptoms, varied levels of 

disability, and diverse recovery trajectories. Comparison of psychological variables 

between patients requires consideration of factors such as stroke severity and level of 

disability. Studies frequently require exclusion criteria when language or cognitive 

difficulties impede ability to participate in research. Hence, patients more severely 

affected by stroke are often excluded from psychological research, resulting in an 

overall sampling bias across studies. The use of hospital based studies may assist in 

reducing selection bias (Hackett & Anderson, 2005), as it enables broad based 

recruitment of a relatively representative patient group who have experienced diverse 

types of strokes. Clearly specified exclusion criteria are also important, and enable 

comparison of results across studies.  Separate studies are required to accommodate the 
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unique challenges of psychological research with individuals affected by more severe 

communication and cognitive deficits after stroke. 

Researchers have also expressed concerns about the validity of using 

conventional psychiatric and psychological diagnostic techniques and measures with 

individuals who have suffered a stroke. The assumption that patients have sufficient 

awareness of their symptoms and impairments, and are able to accurately self-report 

(particularly an issue for patients with cognitive or communication deficits) has been 

questioned (Gordon & Hibbard, 1997).  In particular, the ability of patients with right 

sided lesions to identify and describe feelings has been challenged (e.g. Spalletta et al., 

2001). Screening of participants to assess or exclude communication and cognitive 

deficits that may impact on their ability to provide accurate self-report, or alternately 

use of multiple report sources (such as family or caregivers) would help to address these 

concerns. In addition, ensuring that participants are able to provide reliable responses to 

assessment measures (by calculating inter-item statistical reliability within measure 

subscales for example) and that there is consistency between their responses on similar 

measures would help to alleviate these concerns.   

A related issue arises when assessment tools are confounded by the inclusion of 

items asking about somatic symptoms that may be stroke related, rather than diagnostic 

of mood disorders (Gordon & Hibbard, 1997).  For example, feelings of fatigue and 

concentration problems (two common symptoms associated with the neurological 

impact of stroke) form part of standard diagnostic criteria for major depression and are 

commonly included as items in diagnostic instruments for depression (American 

Psychiatric Association, DSM-IV-TR, 2000; Turner-Stokes & Hassan, 2002).    The use 

of instruments free from items confounded in this way and that, where possible, have 

been validated for use amongst stroke populations is important for generating reliable 

results.   
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A related challenge for psychological research with stroke populations is being 

able to distinguish neurological and psychological explanations for distress, 

emotionalism and unusual behaviour.  A number of unique forms of emotional change 

have been attributed to the types of brain injury incurred in stroke (Robinson, 1998).  

Behavioural and affective change may be induced by instrumental, fundamental and 

executive dysfunction within the brain, as a direct result of stroke lesion (Carota et al., 

2002). Post stroke phenomena commonly considered to have neurological bases include 

excessive emotionalism, acute denial reactions, and lack of inhibition.  Whilst these 

responses may be related to neurological change within the brain, psychological factors 

may also play a role and aetiology is difficult to determine. For example, excessive 

emotionalism in the form of laughing or crying, thought to affect 10 – 29 % of patients 

after stroke, may be understood either as a symptom of neurological damage or of a 

mood disorder (Carota et al., 2002; Eccles, House & Knapp, 1999; Rees, Wilcox & 

Cuddhily, 2002; Robinson, 1998). Allman (1991) noted that two-thirds of participants 

in a study identifying components of emotionalism after stroke were able to identify sad 

or emotional thoughts (such as thinking about their illness and its effects on their life or 

inability to perform a task) that precipitated their episodes of crying. Eccles et al. (1999) 

found that patients with excessive emotionalism had increased levels of irritability and 

used more avoidant coping behaviours to deal with their stroke than those without 

emotionalism.  Similarly, denial reactions (commonly reported amongst stroke patients) 

could be considered a symptom of neurological dysfunction, or explained as a 

psychologically maladaptive avoidant coping response.  Ghika-Schmid, Van Melle, 

Guex and Bogousslavsky (1999) found that patients who exhibited denial reactions in 

the first week after stroke, either verbally denying deficits or repeatedly attempting 

tasks such as standing which they were unable to perform, had greater levels of 

depression and anxiety three months later. Even if behaviours such as these are partly 
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neurologically based, psychological factors may still trigger and maintain symptoms. In 

addition, for at least some individuals, these behaviours may be psychologically based, 

and be best explained as manifestations of the psychological distress that is highly 

prevalent after stroke. Understanding the psychological processes and thoughts behind 

the symptoms may help separate the influence of neurological and psychological factors 

in post stroke distress and inform appropriate treatment. 

2.4 Psychological intervention after stroke 

The previous section highlighted the significant psychological distress 

commonly experienced after stroke, psychological variables that might be associated 

with this distress, why these might evolve as recovery progresses and the challenges of 

research with stroke populations. The discussion below reviews research reporting the 

development, use and effectiveness of psychological intervention after stroke, as well as 

research targeted at informing such intervention.  

It should be noted that this discussion is limited to interventions targeting 

psychological variables or focused on psychological outcomes. Interventions aimed at 

medical aspects of stroke management, medication compliance, nursing care, basic 

stroke related education and those aimed at caregivers have been excluded.  

2.4.1 Psychological interventions with stroke patients 

Given the prevalence of psychological distress after stroke and the differing 

challenges faced, psychological intervention has the potential to assist stroke patients in 

a range of ways.  These include facilitating adjustment to disability, treating mood 

disorders such as anxiety and depression, helping to optimize performance in 

rehabilitation, assisting coping, encouraging stress management, enhancing social 

support, and promoting health behaviours to prevent recurrence (Petrie & Revenson, 
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2005; Rees et al., 2002). Stroke patients have expressed interest in receiving 

psychological assistance after stroke, particularly during the period immediately 

following discharge from rehabilitation facilities (Cox, Dooley, Liston & Miller, 1998; 

Hawton, 1984; Korpelainen et al., 1999; Rees et al., 2002).  

Despite the apparent need for, and interest in, psychological treatments for post 

stroke psychological difficulty, only a handful of studies have investigated the efficacy 

of such treatments. Most of these have been focused on the treatment or prevention of 

depression. Kneebone and Dunmore (2000) conducted a review of psychological 

interventions to treat post stroke depression and were able to identify only 10 studies 

dating back to 1970. This group of ten included predominantly single participant case 

studies and social work based interventions; only one small uncontrolled study reported 

a psychotherapeutic intervention using cognitive behaviour therapy, CBT.  Anderson et 

al. (2004) reviewed psychotherapeutic treatments for the prevention of post stroke 

depression and were able to identify three randomized controlled trials in the area.  

They suggested that the limited number of studies in the area prevented conclusions 

about relative efficacy.  Since these reviews, a few more recent studies have been 

conducted (these are detailed below), but further investigation is required to consolidate 

research in this area. 

The few studies that have investigated the effectiveness of psychotherapy 

programs after stroke have demonstrated promising but inconsistent results. One of the 

most comprehensive studies undertaken was conducted by Lincoln and Flannaghan 

(2003).  They conducted a randomized controlled trial to evaluate the efficacy of an 

individual CBT program for post stroke depression with one hundred and twenty three 

individuals who had suffered a stroke one month prior. The treatment group (n = 39) 

received 10 one hour sessions of individual CBT over a three month period, and were 

compared to an attention placebo group (n = 43) and a control group  (n = 41). The 
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intervention was conducted by community psychiatric nurses, based on a treatment 

manual. Sessions were tailored to individual needs and typically included education, 

graded task assignment, activity scheduling, and modification of unhelpful thoughts and 

beliefs.  Despite the significant amount of individual therapy received by participants, 

the intervention did not appear to be successful in reducing depression. No differences 

were reported between the groups on depressive symptoms at baseline, 3 months or 6 

months post treatment. As noted by Lincoln and Flannaghan, individual differences in 

suitability for CBT may have been a factor in the lack of significant results observed. 

There was no screening of individuals prior to commencement of treatment to assess 

their suitability and preference for cognitive behavioural approaches to psychotherapy.  

In addition, the commencement of therapy in this intervention program relatively soon 

after stroke (within the first month) may not have been optimal timing.  At this early 

stage many participants may have been heavily focused on physical aspects of recovery 

or feeling medically unwell. A further limitation arose from the use of psychiatric 

nurses, rather than experienced psychotherapists, to deliver the intervention in this 

study.  Use of experienced psychotherapists may have increased the efficacy of the 

treatment delivered.   

Greater success was reported in a recent group psychotherapy program evaluated 

by Moustgaard (2005).  She demonstrated reductions in both depression and anxiety, 

and improved quality of life, following participation in a 9 week mindfulness based 

cognitive therapy program. Improvements were maintained at 3 month follow-up.  

Some success at improving mood was also demonstrated in a broadly targeted 

intervention evaluated by Leathley, Fall, Sharma, Watkins and Barer (2003).  They 

assessed the impact of receiving either social support (information, advice and liaison) 

or psychological support (cognitive therapy based around problem solving) following 

discharge from hospital with 828 stroke patients. The content of the specific 
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interventions were not reported. They found significantly lower “misery” (assessed 

using a simple five point mood rating scale with faces depicting mood, a questionable 

outcome measure) amongst patients who received either of the interventions compared 

to those who received no support at 6 month follow-up.  Watkins et al.’s (2007) 

motivational interviewing based counselling intervention also demonstrated promising 

results. Participants in their study received four weekly sessions early in recovery (at 2 – 

4 weeks post stroke) during which they talked about their adjustment, goals for recovery 

and potential blocks to attaining these goals. Therapists reinforced optimism, self-

efficacy and problem-solving. Patients who had received this intervention were more 

likely to report normal mood at 3 month follow-up than control group participants.  In a 

recent unpublished study by House, Knapp, Dempster, Bamford and Vail (2007) 

participants who completed a series of sessions of individual problem solving therapy 

demonstrated improved psychological wellbeing compared to control groups at 12 

months post stroke, although these effects were not apparent immediately after the 

intervention or at 6 month follow-up.  This suggests the possibility of delay between 

implementation of intervention programs and participants demonstrating observable 

benefit, and the need for repeated follow-up over time.  

Face to face interventions (either with individuals or in a group setting), such as 

those described above, appear to have been more successful overall for reduction of 

psychological distress than interventions that have utilised alternate therapeutic formats. 

A workbook based program trialled by Morrison, Johnston, MacWalter and Pollard 

(1998) was developed with the aim of providing stroke education, encouraging non-

avoidant coping and increasing perceptions of control over recovery.  The five week 

program comprised two introductory home visits, weekly phone calls and self-directed 

learning via completion of workbook activities and use of a relaxation tape. A 

randomised controlled trial of this program found that while participation in the 
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program was associated with significantly better recovery from disability, the treatment 

group did not demonstrate lower levels of distress than the control group (Johnston et 

al., 2007). The workbook based format may be more useful for stroke education than for 

management of psychological distress. A writing based group program evaluated by 

Hartke, King and Denby (2007) also appeared to be unsuccessful in reducing 

psychological distress. Participants wrote, typed or spoke into a tape player about an 

aspect of their recovery that they considered good for them to write about and helpful 

for others to read about. There was no significant change in depression or psychological 

wellbeing as a result of participation in the group. However, the significant length of 

time since stroke of participants in their study, on average 8.37 years, may have 

contributed to the lack of change observed.   

Given these results, and the varied content of the interventions that have been 

evaluated, further research is needed to establish both the efficacy of psychotherapeutic 

approaches for the treatment and prevention of post stroke distress and to clarify 

appropriate targets and content for these interventions. Greater understanding of the 

types of therapeutic approaches, formats, and the specific content required within 

interventions to successfully treat and prevent post stroke distress is particularly 

important. The above studies also highlight the need to identify specific post stroke 

timeframes at which it may be optimal to intervene. Increased use of theory to inform 

possible intervention targets, as well as use of empirical studies to establish the 

importance of proposed target variables prior to using these variables in trial 

interventions, may offer a useful pathway to improving research in this area.  

2.4.2 Coping interventions in health contexts 

Both theoretical predictions and evidence from the small number of studies that 

have found associations between various ways of coping and psychological distress 

after stroke (section 2.3.3), suggest that coping may offer a promising intervention 
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target after stroke.  Despite this, coping focused interventions for individuals who have 

suffered a stroke do not appear to have been investigated. Some of the few intervention 

studies reported with stroke populations have addressed elements of particular coping 

skills as a small part of broader programs.  Morrison et al.’s (1998) workbook based 

intervention for example included encouragement of non-avoidant coping, in addition to 

a range of other content.  Hartke et al’s (2007) use of writing groups could be perceived 

as facilitating coping via emotional expression. Leathley et al’s (2003) psychological 

support intervention noted use of problem solving as part of the cognitive therapy 

provided.  Reports of these studies do not state how much emphasis was given to these 

coping related elements, treatment goals were not explicitly coping related and none of 

these studies assessed pre or post treatment coping behaviour.  

Support for the potential usefulness of coping based psychotherapeutic 

intervention after stroke comes from studies with other illness populations. Coping 

skills intervention programs have demonstrated effectiveness in improving 

psychological and physical wellbeing amongst patients with spinal cord injury 

(Kennedy, Duff, Evans & Beedie, 2003), multiple sclerosis (Schwartz, 1999), HIV-

positive status (Ironson et al., 2002) and diabetes (Grey, Boland, Davidson, Chang & 

Tamborlane, 1998).  These particular patient groups face similar challenges to those 

recovering from stroke, in terms of adjusting to long term lifestyle change, disability 

and living with significant threat to their health and wellbeing. 

The content of coping focused interventions used with different illness groups 

has varied depending on the theoretical framework used to inform the design of the 

study, as well as the specific situational needs of the population with whom the 

intervention is implemented. In general clinical practice, coping skills training typically 

includes elements such as relaxation skills, establishing a hierarchy of stressful events, 

identification of coping related thoughts, awareness of coping self-statements, training 
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in specific ways of coping, selection of coping strategies, imaginal coping skills 

rehearsal and in-vivo practice of coping skills (Davis, Eshelman & McKay, 2000). A 

coping effectiveness training program developed by Kennedy et al. (2003) for spinal 

cord injured patients was broadly based on Lazarus and Folkman’s (1984) transactional 

theory of stress and coping (and adapted from a HIV patient group program developed 

by Chesney & Folkman,1994). It therefore emphasised appraisal skills, coping skills 

and selection of appropriate coping strategies in different situations.    

Other programs focus on the encouragement of a more select group of coping 

responses, usually either informed by previous empirical research or by clinical 

expertise. For example, Savelkoul and de Witte (2001) developed and tested a group 

based coping intervention for outpatients with rheumatic diseases.  The intervention 

aimed specifically at building two coping skills, problem solving and seeking social 

support.  These particular targets for coping were selected based on the use of an expert 

group, literature review of empirical research, and pilot testing.  They reported that 

program participation was associated with increased use of action oriented coping, 

improved functional health status, decreased loneliness, and improved social interaction 

at 6 month follow-up.  

Another approach combines coping modules with more general cognitive 

behavioural therapy modules to jointly enhance coping skills and treat anxiety or 

depression.  Ironson et al. (2002) evaluated their GET SMART intervention (Group 

Experienced Training - Stress Management And Relaxation Training), a group coping 

and cognitive behavioural intervention program aimed at reducing stress surrounding 

HIV antibody diagnosis. In addition to development of adaptive coping strategies, 

program goals included increased awareness of stress reactions, anxiety reduction 

through relaxation, challenging negative self-talk and automatic thoughts, improved 

anger management and provision of a supportive group environment for those awaiting 
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and undergoing HIV testing/diagnosis. Those in the intervention group who were told of 

their HIV positive status had lower levels of anxiety and depression than those in the 

control group who were similarly diagnosed.  

Coping interventions have also been combined with health education. Bower, 

Kemeny and Fawzy (2002) outlined a group psychoeducational intervention for use 

with medically ill populations to address common problems and concerns, promote 

adaptive coping, and reduce emotional distress. Each session includes content from four 

key program components (health education, stress management, coping skills training 

and social support). A study utilizing this model with individuals diagnosed with AIDS 

(Fawzy, Namir & Wolcott, 1989 as cited Bower et al., 2002) was effective in reducing 

symptoms of mood disturbance, increasing use of active coping strategies and reducing 

avoidant ways of coping.   

The format and duration of coping interventions used with illness populations 

has varied, but has typically involved a small group based interventions run over 8 – 12 

weeks (e.g. Ironson, et al., 2002; Kennedy et al. 2003; Savelkoul & de Witte, 2001). In 

addition to provision of peer social support, the group format allows comparison with 

others to help normalise difficulty coping, provides positive examples of how to cope, 

and enables downward comparison to increase awareness of one’s own coping 

effectiveness.  

In summary, coping may present a useful focus for psychological intervention 

with individuals facing the challenges of recovery from stroke. A coping based 

intervention is both theoretically supported and has been validated with other 

comparable patient groups. In addition, some empirical studies have already established 

the importance of coping to psychological wellbeing after stroke.  It is therefore 

surprising that a coping based intervention has not been trialled with those recovering 

from stroke.  Research with other illness populations provides examples of content and 
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format that could be adapted for coping focused interventions with a post stroke group.  

More general program elements such as health education or CBT for the reduction of 

psychological distress may also be incorporated.  Experience with other illness groups 

indicates the appropriateness a small group format run over a number of weeks.  Future 

research to explore the efficacy of this sort of intervention is a logical next step to 

extend the limited range of interventions that have been trialled with those recovering 

from stroke. 

2.4.3 Self-efficacy based interventions in health contexts 

Self-efficacy beliefs may be manipulated through psychological intervention to 

facilitate enhanced outcomes.  Within social cognitive theory, self-efficacy beliefs are 

regarded as malleable and influenced by performance attainment, vicarious observation, 

verbal persuasion, social influence, and other psychological processes (Bandura, 1982; 

Cervone, 2000).  Empirical research with illness populations such as rheumatoid 

arthritis sufferers (Holman & Lorig, 1992) and cancer patients (Cunningham et al., 

1991) has demonstrated the amenability of self-efficacy beliefs to change when 

manipulated via intervention. There do not appear to be any published reports of the use 

of self-efficacy based interventions with individuals who have suffered a stroke. 

Increasing self-efficacy has resulted in improved psychological and health 

related outcomes amongst other illness groups.  Parent and Fortin (2000) conducted a 

randomised controlled trial of an intervention targeting self-efficacy with coronary 

artery bypass graft surgery patients.  The intervention utilised vicarious experience of 

former patients as a means for increasing self-efficacy of participants.  The former 

patients provided dyadic support, visiting patients and talking with them about the 

active lives they were now leading.  Those who participated in the intervention 

demonstrated higher self-efficacy, reduced levels of anxiety and higher levels of activity 

at 5 days and 4 weeks after surgery compared to the control group.   
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Coping self-efficacy has been manipulated via clinical interventions combining 

coping skills with principles of self-efficacy change. Chesney et al. (2003) reported on 

the efficacy of a coping effectiveness training program with depressed HIV-seropositive 

gay men. The intervention included discussion of coping models and strategies, emotion 

focused and problem focused coping skills, problem solving, social support, and 

awareness of coping sabotage. Their rationale for this particular intervention was that 

training in coping skills would improve coping self-efficacy and this in turn would lead 

to reduced distress and more positive psychological states. They found that, compared 

to an “information on HIV only” control group, the group of men who completed the 

intervention had significantly lower levels of stress and anxiety and reported significant 

increases in coping self-efficacy.  

Savelkoul and de Witte’s (2001) group coping intervention for outpatients with 

rheumatic diseases used a “modelling with guided enactment” approach to increase self-

efficacy for use of the target coping behaviours (problem solving and seeking social 

support).  This consisted of modelling the behaviours, providing opportunities for skills 

practice in the group, and encouraging practice in more realistic and difficult situations 

at home, supported by further group discussion about practice experiences.  Nairn 

(2004) used reinforcement of mastery experiences as the key mechanism for changing 

coping self-efficacy beliefs in an intervention program with cancer patients. The 

“mastery enhancement therapy” program used a brief solution-focused therapy model to 

reinforce participants’ self-efficacy for coping.  Participants with lower than average 

coping self-efficacy scores (assessed using the Cancer Behaviour Inventory) were 

specifically selected for the trial. Compared to the control group, the treatment group 

demonstrated increased self-efficacy, improved adjustment and decreased depression.   

The results from these innovative intervention programs with other illness 

populations suggest that coping self-efficacy may be a useful mechanism for promoting 
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psychological wellbeing amongst those recovering from stroke.  As well as increased 

confidence in ability to cope, these interventions have demonstrated benefits for 

promoting adaptive use of coping behaviours and reducing psychological distress. 

Further investigation of coping self-efficacy in the process of recovery after stroke, 

identification of the coping behaviours that might be useful to this process, and 

development of an intervention to enhance coping self-efficacy in this population 

should be priorities for future research. 
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Chapter 3 Coping self-efficacy, coping 

behaviour and psychological wellbeing after 

stroke: A longitudinal prospective study 

The previous chapter highlighted the need to better understand the relationship 

between coping self-efficacy and coping behaviour.  This is an issue that has not been 

addressed by previous research and provides the central focus for this thesis. Theoretical 

support for the links between coping self-efficacy and coping behaviour was outlined. 

This chapter details the first in a series of three studies designed to explore the 

relation between coping self-efficacy and coping behaviour, and the implications of this 

relationship for psychological intervention. The context selected for exploration of this 

relationship was recovery from stroke. The significant challenges and psychological 

distress commonly faced after stroke, across what can be a lengthy recovery period, 

allow for longitudinal examination of the relationship between coping self-efficacy, 

coping behaviour and psychological wellbeing. 

The study reported in this chapter investigates relationships between coping self-

efficacy, coping behaviour and psychological outcomes (depression and anxiety) after 

stroke.  Given the potential for individual dispositional differences to influence these 

relations, the role of optimism and trait anxiety in these relationships was also 

investigated. Data were collected from individuals recovering from stroke at three time 

points within the first nine months of their recovery. Results are presented in four 

subsections containing analyses of data collected at time 1 (2 – 5 weeks post stroke), 
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time 2 (10 – 13 weeks post stroke), time 3 (32 – 36 weeks post stroke) and then 

considered longitudinally.  

3.1 Study aims and hypotheses 

This study sought to investigate four central issues: the relation between coping 

self-efficacy and outcomes; the relation between coping self-efficacy and coping 

behaviour; whether coping behaviour mediates the relationship between coping self-

efficacy and outcomes; and the influence of dispositional factors on these relations. An 

additional hypothesis concerning the impact of stroke severity and physical disability on 

psychological wellbeing after stroke was also considered given the context of the study. 

Firstly, the study aimed to explore whether there is an association between 

coping self-efficacy and psychological outcomes for people recovering from stroke. 

Based on self-efficacy theory and previous research with other populations, it was 

expected that coping self-efficacy would be associated with lower levels of distress 

(anxiety and depression) after stroke. It should be noted that the term psychological 

distress is used here as a general term encompassing both anxiety and depression. Given 

that self-efficacy theory suggests that more contextually and functionally specific 

judgements are more predictive of outcomes, it was also expected that coping self-

efficacy would be more strongly associated with outcomes than generalised self-

efficacy.   

Secondly, the study aimed to identify specific coping behaviours related to 

coping self-efficacy and to psychological distress. Based on previous coping research 

with stroke populations, it was expected that less avoidant coping behaviours, and 

increased use of active coping, humour, and positive reinterpretation would be 

associated with reduced psychological distress and potentially also with greater coping 

self-efficacy.  It should be noted that the measure used to assess coping within the 
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present study (the COPE) does not include a subscale entitled “avoidant” coping.  

Denial and mental disengagement (two subscales within the COPE), were deemed to 

reflect avoidant types of coping, and were therefore evaluated where hypotheses refer to 

avoidant coping.  Acceptance, another subscale within the COPE that could in part be 

considered to reflect the opposite of avoidant coping, was also considered in these 

instances for completeness but is discussed separately given differences in the two 

constructs. 

Thirdly, the study aimed to explore whether coping behaviour plays a 

mediational role in any relationship between coping self-efficacy and psychological 

outcomes after stroke. Both coping theory and self-efficacy theory (detailed at chapter 

2) suggest a mediational role for coping behaviour in this relationship, although this has 

not been explored in previous research.  A unique hypothesis to this study was therefore 

that coping behaviour may mediate relationships between coping self-efficacy and 

anxiety and depression. Based on the coping strategies that have been associated with 

more positive psychological outcomes in previous research with stroke patients, less 

avoidant coping behaviours (denial, mental disengagement), acceptance and more active 

coping, humour, and positive reinterpretation, were hypothesised as potential mediators 

of these relations. Emotional expression and emotional processing, strategies not 

explored in previous research, were also hypothesised as potential mediators.   

Fourthly, the study aimed to investigate associations between dispositional traits 

(optimism and trait anxiety), coping self-efficacy, coping behaviour and psychological 

outcomes. A number of hypotheses were generated based on research with other illness 

groups (refer chapter 2).  It was expected that optimism would be inversely associated 

with psychological distress and trait anxiety positively associated with distress. It was 

also hypothesised that optimism and trait anxiety would be associated with the use of 

particular coping behaviours. In previous research, optimism has been linked to the use 
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of active coping, planning, seeking social support, and inversely with use of avoidant 

and emotion oriented strategies.  Similarly, trait anxiety has been linked with the use of 

avoidant coping strategies, and inversely with the use of humour and active coping. It 

was hypothesised that similar relations may be evident in recovery after stroke. It was 

further expected, based on coping models that postulate disposition as a resource 

supporting coping efforts and studies supporting a relation between disposition and 

generalised self-efficacy, that optimism may be positively related to coping self-

efficacy, and trait anxiety inversely related to coping self-efficacy.  Finally, it was 

hypothesised that both coping behaviour and coping self-efficacy may mediate the 

relationship between disposition (optimism and trait anxiety) and psychological 

outcome. As discussed in chapter 2, coping self-efficacy and coping behaviour may 

provide mechanisms through which disposition influences psychological outcome.  

Finally, based on consistent findings in previous research, it was expected that 

greater stroke severity and levels of physical disability would be associated with higher 

levels of anxiety and depression amongst participants.  Although coping self-efficacy 

has not been investigated in previous stroke studies, it was further hypothesised that, 

given the more significant challenge posed by more severe and disabling strokes, stroke 

severity and physical disability may be inversely associated with coping self-efficacy 

amongst participants. The relation between stroke severity, physical disability and 

coping behaviour will also be examined, although specific predictions about the nature 

of these relationships were not made given a lack of previous research in this area. 

 

Research design 

The study was conducted using a longitudinal prospective design, collecting 

quantitative data at three time waves. These three time waves were selected to reflect 

different stages of recovery based on models that suggest that individuals face different 
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and evolving challenges after stroke. The first time point, 2 – 5 weeks post stroke, 

entailed assessment as soon as practicable during the immediate post stroke period.  

Data was collected either in the first few days after discharge to home, or in the hospital 

environment once patients were stabilised.  The second time point, 10 -13 weeks post 

stroke reflected an intermediate time point when participants were typically actively 

involved in rehabilitation and recovery activities, usually as an outpatient, although 

some participants were still inpatients at the hospital’s long term rehabilitation unit. The 

third time point, 32 – 36 weeks post stroke was selected as a time when many 

participants had recovered substantially and were contemplating the longer term 

challenges associated with their stroke and any resultant disability. Some participants 

who were more severely affected by their stroke were still coping with the challenges of 

long term rehabilitation and uncertain recovery outcomes at this point. 

3.2 Method 

3.2.1 Participants  

Over a fifteen month period, participants were recruited into the study from 

stroke units at two major hospitals in Perth, Western Australia. The hospitals draw from 

large geographical catchment areas servicing people from a broad cross-section of 

socio-economic backgrounds. Eligible patients were referred to the study by medical 

and nursing staff on a weekly basis. Patients were eligible for the study if they had (a) 

suffered a stroke within the past 4 weeks, (b) had no prior history of stroke, and (c) were 

not suffering from cognitive or communication difficulties which would preclude their 

ability to participate. Degree of cognitive and communication difficulty was determined 

by medical and nursing staff based on ratings of such difficulties noted in medical 

records. For example, patients who had more than mild aphasia rating according to the 

NIH Stroke Scale (Brott et al., 1989) were excluded. Participants were typically those 
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who experienced a mild to moderate stroke, spent 2 or 3 weeks in hospital and were 

then discharged home, or those with more severe strokes who were stabilized and went 

on to inpatient rehabilitation facilities to recover and rehabilitate. Across the two 

hospitals over a fifteen month period, 258 patients met the eligibility criteria for the 

study. Of these, 179 were approached during their hospital stay and provided with 

information about the study. The remainder were not included as they had been 

discharged or were temporarily off the ward when sought by the researcher.  

Of those approached, 136 (76%) provided informed consent to participate in the 

longitudinal study. Participants were offered the option of completing their first 

assessment either face-to-face during a personal visit, or via telephone with an 

accompanying mail-out. The majority of patients preferred a face-to-face interview, 

with only 16% of patients opting for telephone and mail completion. There were no 

significant differences in the data drawn from the two methods of interview.  

Participants were assessed at 2 -5 weeks post stroke (T1), 10 – 13 weeks post 

stroke (T2) and 32 – 36 weeks post stroke (T3). Figure 3 details the flow of participants 

through the study.  Thirty participants withdrew from the study prior to completing their 

first assessment, and reasons for withdrawal are detailed at Figure 3. Twenty 

participants were too unwell to participate at T1, 2 – 5 weeks post stroke and joined the 

study at either T2, 10 – 13 weeks post stroke  (n = 17) or T3, 32 – 36 weeks post stroke 

(n = 3).  These are indicated in the left most column in Figure 3. Responses from a total 

of 86 participants who had suffered a stroke 2 – 5 weeks prior are therefore reported at 

T1. Seventy participants completed T2.  Sixty-four participants completed T3. Further 

details related to drop out and participant characteristics at each time point are reported 

with results below.  
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Figure 3. Flow of participants through the study 

 

Total Patients Available to Approach  ( n = 179  ) 

Excluded  (n= 30) 

 Withdrawn (n = 11) 

 Felt  too unwell  (n= 2) 

 No longer met criteria,            

       deteriorated (n=  9) 

 Moved away  (n = 6) 

 Death (n = 2) 

Lost to follow-up  (n= 33) 

 No reason given  

       (n = 30) 

 Felt  too unwell  (n= 2) 

 Death (n = 1) 

Completed T1 

2 – 5 weeks  

post stroke   

( n = 86 ) 

Completed T2   

10 – 13 weeks  

post stroke  

 ( n = 70 ) 

Follow-up  ( n = 53 ) 

Enrolled in Study  

(n = 136) 

Total Number of Eligible Patients Identified  ( n = 258  ) 

Completed T3  

32 - 36 weeks  

 post stroke  

( n = 64 ) 

Follow-up ( n = 61 ) 

New to Study at T2, 

first interview 10 – 

13 weeks post stroke  

( n = 17 ) 

New to Study at 

T3, first interview 

32 - 36 weeks 

post stroke  

( n = 3 ) 

Lost to follow-up  (n= 9) 

 No reason given  

(n = 9) 
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3.2.2 Procedure 

At T1, 2- 5 weeks post stroke, participants were contacted to schedule a personal 

visit or to complete a telephone interview and mail-out. Participants answered a series 

of short questions about their stroke, and completed a set of written questionnaires. 

Stroke related information and demographic data were gathered, and measures assessing 

coping self-efficacy, generalised self-efficacy, coping, depression, anxiety, optimism 

and trait anxiety were completed. Where assistance was required with reading or writing 

due to stroke related disability, the researcher read questions verbatim from the 

questionnaire pack and recorded responses on the participant’s behalf. The majority of 

participants required some assistance given difficulties associated with mobility, 

paralysis, vision or dizziness. The interview lasted 30 – 40 minutes, including 

completion of questionnaires. Telephone interviews lasted around 10 minutes, and 

participants completed written questionnaires in their own time for return via mail.   

At T2 (10 – 13 weeks post stroke) and T3 (32 – 36 weeks post stroke), 

participants were sent a letter and mail-out package of measures for completion and 

return via reply paid envelope.  Family members provided assistance to participants 

who still required assistance with reading or writing.  Measures completed at T2 and T3 

assessed coping self-efficacy, generalised self-efficacy, coping, depression, anxiety, 

physical health/disability and overall mental health. 

3.2.3 Measures 

Stroke related information and stroke severity. Following patient consent, hospital 

nursing staff provided information regarding the type of stroke (ischemic, hemorrhagic 

or other), site of stroke (left side of brain, right, both, unknown/other) and a Rankin 

scale estimate of initial stroke severity. The Modified Rankin Scale (Rankin, 1957) is a 
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widely used scale providing a basic rating of symptom severity at time of stroke, with 

scores ranging from 1 (indicating no significant disability despite symptoms) through 5 

(indicating participants who had severe disability, were bedridden and required constant 

nursing care).  

Demographics. Participants were asked their age, gender, occupation and religion, and 

to rate their health prior to stroke (below average, average, above average). They also 

responded to questions on their marital status, living arrangements and supportive 

relationships.  

Coping self-efficacy. A 24 item scale was developed specifically for the study following 

the approach used by other researchers assessing coping self-efficacy (Chesney et al., 

2006; Benight et al., 2001). General coping behaviours taken from the widely used 

COPE framework (Carver, Scheier & Weintraub, 1989) were tailored to apply to stroke 

recovery, with participants asked to rate their confidence in their ability to use these 

behaviours. For example, participants were asked to rate how confident they were, 

today, that they could ask friends/family for practical help, or talk to someone about 

how they were feeling, or see the funny side in something that had happened. Responses 

were recorded on a 10 point scale with higher scores reflecting greater confidence. A 

copy of this questionnaire is attached at Appendix 1. Reliability is reported in the results 

section below. 

Generalised self-efficacy. The Generalised Self-efficacy Scale (Schwarzer & Jerusalem, 

1995) was administered to assess the validity of the coping self-efficacy scale developed 

for the study and to provide a more global assessment of self-efficacy. The Generalised 

Self-efficacy Scale is a widely used and reliable measure assessing perceptions of 

overall confidence across 10 items, such as “I can always manage to solve difficult 

problems if I try hard enough”. The response scale was adapted for the study to align 

with the response scale used to assess coping self efficacy, i.e. a 10 point scale rather 
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than a 4 point scale. Reliable scores were obtained with this sample, with Cronbach’s 

alpha (α) = 0 .93 - 0.97. 

Optimism. Dispositional optimism was assessed via the Life Orientation Test Revised, 

(LOT-R), a ten item scale that has been widely used and validated with a variety of 

illness populations (Scheier, Carver & Bridges, 1994). In the present sample, 

Cronbach’s α  = 0.73. 

Trait anxiety. The State Trait Anxiety Inventory, trait form (STAI-T; Spielberger, 1983) 

was used to assess trait anxiety amongst participants. This twenty item scale has been 

used widely with medical populations with well demonstrated validity and reliability. In 

the present sample, Cronbach’s α = 0.89. 

Coping . The COPE framework (Carver et al., 1989) was selected to assess the coping 

behaviours used by participants. The COPE contains 60 items and assesses fifteen 

dimensions of coping:  active, planning, suppression of competing activities, restraint, 

instrumental social support, emotional social support, positive reinterpretation, 

acceptance, turning to religion, denial, venting emotion, behavioural disengagement, 

mental disengagement, alcohol and drug use and humour. The COPE questionnaire was 

modified to remove two subscales, restraint and venting emotion. The restraint subscale 

includes items such as “I restrain myself from doing anything too quickly” and “I force 

myself to wait for the right time to do something”, and this subscale was deemed 

inappropriate in the context of stroke recovery. The venting emotion subscale was 

replaced by two alternate subscales, processing emotion and emotional expression. 

These two subscales, developed by Stanton, Kirk, Cameron and Danoff-Burg (2000) 

provide more detailed measurement of the use of emotion as a way of coping, and 

address a key criticism of many existing coping frameworks, including the COPE. This 

criticism relates to items that by their wording appear to confound expression or 

processing of emotion with negative judgements about that emotion (Folkman & 
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Moskowitz, 2004; Stanton, Danoff-Burg, Cameron & Ellis, 1994). For example, “I get 

upset and let my emotions out” (Carver et al., 1989).  It is unsurprising that coping 

behaviour worded in this way has been associated with adverse psychological 

outcomes. The difference between potentially adaptive emotional processing and 

expression, and emotional expression linked with distress is an important distinction for 

researchers seeking to understand the coping process. The Stanton et al. (2000) 

subscales provide assessment of emotional processing and expression that is distress 

neutral. Items are worded for example, “I let my feelings come out freely” and “I realize 

my feelings are valid and important”.   

Depression and anxiety. The Hospital Anxiety & Depression Scale (HADS; Zigmond & 

Snaith, 1983) was used to assess levels of anxiety and depression amongst participants. 

The HADS is a fourteen item questionnaire assessing mood over the past week. It 

provides a subscale score for both anxiety and depression from 0 to 21, with higher 

scores indicating a greater level of symptoms. The HADS is designed to provide a 

measure of anxiety and depression that is not confounded by somatic symptoms that 

may be related to medical conditions rather than to mood. It has been validated for use 

amongst stroke populations (Aben, Verhey, Lousberg, Lodder & Honig, 2002; 

O’Rourke, MacHale, Signorini, & Dennis, 1998) and a cut-off point of 7 has been 

suggested as optimal for detecting depression and anxiety in this population. Scores 

greater than or equal to 10, provide a second more stringent cut-off point highly 

indicative of clinical levels of anxiety or depression. Reliability is reported with results 

below. 

Physical health/disability and overall mental health. The SF-12 general health 

questionnaire, acute version, (Ware, Snow, Kosinski & Gandek, 1993) was used at T2 

and T3 to provide a brief self report measure of physical health (freedom from physical 

disability) and overall mental health over the preceding week. The SF-12 contains two 
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subscales reflecting ratings of physical health (Physical Component Score, PCS) and 

mental health (Mental Component Score, MCS). Higher scores on both subscales reflect 

more positive health. The SF-12 has been validated for use with stroke patients 

(Bohannon, Maljanian, Lee & Ahlquist, 2004), with good reliability, Cronbach’s alpha 

=  0.83 – 0.89.  

3.2.4 Analysis 

Following descriptive and correlational analysis (with pairwise deletion of 

missing values), mediational effects were analysed using both the criteria for mediation 

established by Baron and Kenny (1986), and the test for significance of indirect effects 

developed by Preacher and Hayes (2004). Although these two methods take different 

theoretical approaches to the assessment of mediation, a combination of the two was 

deemed to provide more rigorous identification of mediational effects for the purposes 

of this study. A model depicting the basic nature of mediation is shown at Figure 4. 

Mediation occurs when the independent variable indirectly affects the outcome variable 

through the mediator. Baron and Kenny (1986) recommended assessing mediation via a 

series of regression analyses; firstly, regressing the mediator on the independent 

variable, secondly regressing the dependent variable on the independent variable and 

thirdly regressing the dependent variable on both the independent variable and the 

mediator. Under this model, mediation is said to occur when (i) the independent  

 

Figure 4. An illustrative mediational model (Baron & Kenny, 1986) 
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variable significantly affects the mediator (pathway a in Figure 4 is significant), (ii) the 

independent variable significantly affects the dependent variable (pathway c is 

significant), (iii) the mediator significantly affects the dependent variable (pathway b is 

significant), and (iv) the effect of the independent variable on the dependent variable 

(pathway c) is reduced when the mediator is included in the equation. A key criticism of 

this approach is that it does not assess whether the indirect effect of the independent 

variable on the dependent variable through the mediator is significant. The Sobel test is 

widely used in combination with Baron and Kenny’s mediation criteria to provide a 

direct test of the significance of this indirect (mediated) effect (Sobel, 1982). However, 

the Sobel test is premised on large sample size and the assumption that the sampling 

distribution of the mediated pathway (ab in Figure 4) is normal. Preacher and Hayes 

(2004) proposed an alternate approach to assessment of mediation.  They argued that 

assessment of the significance of indirect effects provides a more powerful test of 

mediation. They developed a nonparametric bootstrapping technique for testing indirect 

effects, to overcome concerns about small sample size and skew in the sampling 

distribution.  Results of mediational analyses are therefore presented in two parts. 

Firstly, mediating effects were assessed against Baron and Kenny’s criteria and 

presented as results from a series of regression equations. Where eight separate coping 

strategies were assessed as potential mediators, a Bonferroni adjusted p-value of  p = 

.006  (p = 0.05 / 8 ) was used to ascertain significance of each of the regression 

pathways. Secondly, variables found to be significant mediators using Baron and 

Kenny’s criteria were subjected to analysis using Preacher and Hayes test for 

significance of indirect effects. Results are shown as confidence intervals representing 

an estimate of the size of each indirect effect.  In each of these analyses, bootstrapping 

was based on 5000 iterations with confidence intervals set at 95 per cent. It should be 
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noted that the strength of the mediated pathway as calculated under Baron and Kenny’s 

(1986) methodology uses standardised coefficients based on a normal distribution of the 

data. In contrast, the confidence intervals and effect sizes reported as significance tests 

of indirect effects using Preacher and Hayes’ (2004) methodology, use unstandardised 

coefficients based on a sampling distribution.  Therefore, there is no correspondence 

between the strength of the mediated pathway and the estimated size of the indirect 

effect calculated under these two contrasting methodologies.   

3.3 Results 

3.3.1 Time 1, 2 – 5 weeks post stroke 

Participant profile 

Eighty-six participants completed the first assessment at 2 – 5 weeks post stroke, 

T1.  Sixty percent of these were male and 40% female. Although prevalence studies 

suggest that stroke affects Australian men and women in roughly equal numbers 

(Hankey, 2002; Thrift, Dewey, MacDonnell, McNeil & Donnan, 2000), the gender mix 

of patients who completed the study reflected the gender mix of patients meeting the 

eligibility criteria at the two hospitals during the study recruitment period. Females 

reported lower levels of generalised self-efficacy than males (t = 2.09, p<.05), but apart 

from this there were no significant differences based on gender. 

 Participant ages ranged from 17-88 years (mean 61 years, SD = 14). Sixty-six 

percent of participants were married or in de-facto relationships, 16% were divorced, 

10% widowed, and 8% never married. Sixty-three percent lived with their partner, 24% 

lived alone and 13% lived with family or friends. Seventy-eight percent reported that 

they had help at home or nearby to assist them after discharge and 85% reported having 

a friend or family member at home or nearby who they could talk to after discharge. 

Around half of the participants were employed at the time of their stroke.  
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Approximately two thirds of participants were recruited from the larger of the 

two hospital stroke units. Participants from the smaller recruitment location tended to 

have experienced more severe strokes (t = 2.85, p<.01), but there were otherwise no 

significant differences based on recruitment location.  

Stroke severity ranged from negligible symptoms to severe disability. The mean 

Rankin scale stroke severity rating of participants in the study was 3.42 (SD = 0.89), 

indicating a moderate level of disability. Fifty percent of participants suffered a stroke 

affecting the left side of their brain, 42% right, and 8% other (brain stem, both sides 

concurrently, or unknown). Participants with right side lesions reported significantly 

higher levels of both coping self-efficacy (t = 2.33, p <.05) and generalised self-efficacy 

(t = 2.34, p<.05). Consistent with typical incidence rates (Hankey, 2002), 78% of 

participants experienced ischemic stroke, 16% hemorrhagic, and 6% had another type of 

stroke. Stroke severity was greater amongst those who had experienced hemorrhagic 

stroke (t = -2.82, p<.01). About 50% of participants experienced some mild difficulties 

with speech and language after their stroke. Participants who had experienced 

hemorrhagic stroke had significantly higher levels of depression than those who had 

experienced ischemic stroke (t = 2.74, p<.01). 

Scores on most variables were normally distributed and reliable with the 

following exceptions.  Following preliminary investigation of the data, three COPE 

subscales (alcohol and drug use, behavioural disengagement, and turning to religion) 

were excluded from analysis given a general lack of endorsement by participants. 

Scores for 12 coping subscales (rather than 15) are therefore reported throughout.  

Internal reliability was adequate for these COPE subscales;  Cronbach’s alpha figures 

for each subscale at T1 were active 0.65, planning 0.85, suppression of competing 

activities 0.84,  instrumental social support 0.80, emotional social support 0.77, positive 

reinterpretation 0.79, acceptance 0.67, denial 0.75, processing emotion 0.85, emotional 
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expression 0.83, mental disengagement 0.67 and humour 0.88. Two items within the 

coping self-efficacy scale designed for the study (items that related to confidence in 

finding support in one’s religious or spiritual beliefs) suffered from a similar lack of 

endorsement. The majority of participants verbally expressed an absence of any 

religious or spiritual belief when attempting to complete the items relating to religion 

within this scale. The coping self-efficacy scale was therefore reduced to a 22 item 

scale, excluding these two items, and demonstrated good internal reliability, with 

Cronbach’s alpha = 0.92 - 0.96.  One item within the Hospital Anxiety and Depression 

Scale also proved problematic on analysis. The item “I still enjoy the things I used to 

enjoy”, within the depression subscale suffered from a lack of reliability in response at 

T1, T2 and T3, with Cronbach’s alpha for this subscale increasing from 0.40 to 0.72 

(based on T1 data) when this item was removed. Not surprisingly, participants 

significantly disabled by their stroke were unlikely to be able to perform their usual 

range of activities. Responses to this item may have been confounded by circumstantial 

limitations rather than simply reflecting a mood mediated lack of interest in activities. 

The reliability of the depression subscale within the HADS after removal of this item 

ranged from alpha = 0.72 - 0.86 (T1 – T3). To enable the use of standard clinical cut-

offs to establish prevalence rates for depression using this subscale, a pro-rata score 

calculated from the remaining six items within the depression subscale was applied 

against item 2 and a new subscale total computed. All depression scores reported 

throughout were calculated using this pro-rata replacement approach. There were no 

problems with reliability within the anxiety subscale (Cronbach’s alpha = 0.84 – 0.88). 

Means and standard deviations for all psychological variables (after making the 

abovementioned adjustments) are reported in Table 3.1. Scores on the coping self-

efficacy scale tended to be moderately high, with an average confidence in coping rating 

of 7.98 (out of 10). Generalised self-efficacy ratings also tended to be moderately high, 
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mean score 7.75 (out of 10).  This is consistent with ratings of generalised self-efficacy 

reported in other studies, for example with German medical patients after surgery 

(Schwarzer et al., 2005). With a mean score of 16.30 on the LOT-R, participants 

reported higher levels of optimism than those reported in other studies with Australian 

illness populations (Bedi & Brown, 2005). Participant mean levels of trait anxiety were 

significantly greater than that reported for similarly aged adults in a community 

population (t = 5.69, p < .001; mean for participants in this study = 38.88 compared 

with normative value for adults aged 50-69 of 32.82; Spielberger, 1983) but lower than 

normative values amongst general medical and surgical patients, who commonly 

experience some elevation in levels of trait anxiety (t =-2.30, p<.05; mean for 

participants in this study = 38.88 compared with normative value for general medical 

and surgical patients of 41.33; Spielberger, 1983). The most frequently endorsed coping 

behaviours were acceptance, humour and active ways of coping (Table 3.1). 

 

Prevalence of anxiety and depression 

Mean levels of anxiety and depression were below the cut-off point of 7 

indicative of clinical symptom levels (Table 3.1). Thirty-five percent of participants 

reported HADS scores of at least 7 for anxiety, suggesting possible clinical levels of 

symptoms, with 19% reporting scores of 10 or more, highly indicative of clinical levels 

of anxiety. Twenty-eight percent of participants obtained scores of at least 7 for 

depression, with 9% reporting scores of at least 10, highly indicative of clinical 

depression.  

Consistent with previous literature (Burvill et al., 1995a; 1995b), high 

comorbidity was observed between anxiety and depression, r =.67, p < .001 (Table 3.2). 

If respondents with scores equal to or above the clinical cut-off point of 7 are 

considered as “cases”, 46% of depressed cases had comorbid anxiety and 47% of 
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anxious “cases” had comorbid depression.  An inverse relationship was found between 

age and anxiety (r = -.31, p < .01) suggesting that older participants in this study were 

not as prone to anxiety as their younger counterparts.  

 

Coping self-efficacy, anxiety and depression 

To investigate the first hypothesis, that coping self-efficacy would be associated 

with psychological outcomes, Pearson correlations were computed (Table 3.2). As 

hypothesized, coping self-efficacy was inversely related to both anxiety (r = -.30, p < 

.01) and depression (r = -.45, p < .001). Generalised self-efficacy was not associated 

with anxiety and demonstrated a lower correlation with depression than coping self-

efficacy (Table 3.2).  

 

Coping behaviour, anxiety and depression 

The second hypothesis of the study, that specific coping behaviours would be 

associated with psychological distress, was also assessed by examination of Pearson 

correlations (Table 3.2). Specific coping behaviours were associated with psychological 

distress amongst participants, and these were partly consistent with hypothesised 

relations. Denial and mental disengagement (which could both be classified as avoidant 

types of coping response) were associated with both anxiety and depression. Also 

consistent with hypothesised relations, and as might be expected given the lack of 

interest and pleasure symptomatic of depression, the use of humour as a coping 

behaviour was inversely related to depression. Contrary to hypothesised relations, active 

coping and positive reinterpretation did not demonstrate association with either 

depression or anxiety at this time point.  Instead, results suggested that other coping 

behaviours were associated with psychological wellbeing at this time. Acceptance was 

inversely related to both anxiety and depression. Suppression of competing activities, 
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seeking emotional social support, emotional processing were positively associated with 

anxiety. In addition, older age was associated with reduced use of a number of coping 

behaviours, including active coping, planning, seeking emotional social support, and 

suppression of competing activities. 

Table 3.1 Means and Standard Deviations for all Variables at T1 

Variable Mean SD N 

Coping self efficacy  175.62 29.95 84 

Generalised self-efficacy  75.75 16.93 85 

Optimism (LOT-R) 16.30 3.98 86 

Trait Anxiety (STAI-T)  38.88 9.75 84 

Anxiety (HADS-A) 5.74 4.23 85 

Depression (HADS-D) 4.68 3.00 85 

Coping Behaviours (COPE)  

Active 

Planning 

Instrumental social support  

Emotional social support  

Positive reinterpretation 

Emotional expression 

Emotional processing  

Acceptance  

Denial  

Suppression of competing  

Mental disengagement  

Humour 

 

11.74 

9.65 

8.99 

9.79 

9.82 

8.80 

8.98 

13.61 

5.70 

8.76 

8.56 

12.70 

 

2.54 

3.56 

3.33 

3.52 

3.58 

3.23 

3.64 

2.38 

2.57 

3.55 

3.21 

3.26 

 

85 

85 

85 

85 

82 

86 

85 

84 

86 

85 

86 

86 
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Table 3.2 Intercorrelations at T1 

 1 2 3 4 5 6 7 

1. Coping self-efficacy  - .74*** .27* -.46*** -.30** -.45***  .39*** 

2. Generalised self-efficacy   - .31** -.44*** -.18 -.30**  .23* 

3. Optimism     - -.59*** -.38*** -.42*** -.07 

4. Trait Anxiety      -  .71***  .69***  .03 

5. Anxiety       -  .67***  .18 

6. Depression        - -.00 

7. Active        - 

8. Planning        

9. Instrumental social  

   support 
       

10. Emotional social  

     support 
       

11. Positive reinterpretation        

12. Emotional  expression        

13. Emotional processing        

14. Acceptance        

15. Denial        

16. Suppress competing    

      activities 
       

17. Mental disengagement        

18. Humour        

19. Age        

20. Stroke Severity (Rankin)        

Note. * p < .05, ** p < .01, *** p < .001 
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Table 3.2 Intercorrelations at T1 (continued) 

 8 9 10 11 12 13 14 

1. Coping self-efficacy  .39***  .12  .39***  .38***  .43***  .33**  .51*** 

2. Generalised self-

efficacy 
 .33***  .10  .20  .13  .25*  .15  .30** 

3. Optimism   .04 -.14 -.06 -.02  .02 -.08  .02 

4. Trait Anxiety   .05  .16  .05  .07 -.02  .16 -.20 

5. Anxiety   .15  .20  .23*  .16  .10  .33** -.37*** 

6. Depression  -.06 .05  .06 .05 -.02  .11 -.45*** 

7. Active  .60***  .49***  .56***  .56***  .60***  .65***  .16 

8. Planning  -  .45***  .44***  .53***  .51***  .58***  .19 

9. Instrumental social 

support 
  -  .51***  .35**  .47***  .52***  .05 

10. Emotional social 

support 
   -  .47***  .79***  .66***  .05 

11. Positive 

reinterpretation 
    -  .43***  .64***  .14 

12. Emotional expression      -  .72***  .16 

13. Emotional processing       -  .07 

14. Acceptance        - 

15. Denial        

16. Suppress competing  

      activities 
       

17. Mental disengagement        

18. Humour        

19. Age        

20. Stroke Severity    

     (Rankin) 
       

Note. * p < .05, ** p < .01, *** p < .001
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Table 3.2 Intercorrelations at T1 (continued) 

 15 16 17 18 19 20 

1. Coping self-efficacy -.25*  .24* -.06  .32**  .04 -.18 

2. Generalised self-efficacy -.15  .14 -.00  .26* -.02 -.04 

3. Optimism  -.31**  .02 -.17  .07  .19 -.09 

4. Trait Anxiety   .48***  .14  .42*** -.19 -.15  .13 

5. Anxiety   .50***  .31**  .54***  -.12 -.31** -.02 

6. Depression  .45***  .20  .41*** -.25* -.21  .18 

7. Active  .02  .56***  .19  .24* -.32** -.17 

8. Planning  .05  .52***  .21  .18 -.29** -.28** 

9. Instrumental social  

    support 
 .04  .43***  .08  .13 -.17 -.13 

10. Emotional social  

     support 
 .09  .58***  .20  .19 -.22* -.15 

11. Positive reinterpretation  .20  .46***  .35***  .24* -.18 -.32** 

12. Emotional expression  .04  .51***  .14  .25* -.15 -.27* 

13. Emotional processing  .22*  .52***  .32**  .11 -.18 -.44*** 

14. Acceptance -.34*** -.07 -.22*  .29**  .08 -.09 

15. Denial  -  .14  .44*** -.13  .01 -.05 

16. Suppress competing  

     activities 
  -  .43***  .09 -.29** -.09 

17. Mental disengagement   - -.01 -.01 -.17 

18. Humour     - -.14  .06 

19. Age      - -.18 

20. Stroke Severity (Rankin)       - 

Note. * p < .05, ** p < .01, *** p < .001 
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Coping self-efficacy and coping behaviours 

The second hypothesis of the study also predicted that particular coping 

behaviours would be associated with coping self-efficacy. Consistent with this 

hypothesis, a number of coping behaviours were associated with coping self-efficacy 

including acceptance, emotional expression, active coping, planning, seeking emotional 

social support, positive reinterpretation, denial, emotional processing, suppression of 

competing activities, and humour (Table 3.2). 

To assess whether coping behaviour might play a mediating role in the relation 

between coping self-efficacy and psychological distress (the third hypothesis of the 

study), anxiety and depression were used as dependent variables in separate sets of 

regression analyses, with coping self-efficacy as the independent variable. In line with 

hypotheses, eight separate coping behaviours were assessed as potential mediators. 

These included denial, mental disengagement, acceptance, active coping, humour, 

positive reinterpretation, emotional expression and emotional processing.  A Bonferroni 

adjusted p-value of p = .006 was applied to determine significance within these analyses 

given that eight separate strategies were being assessed as mediators. Results are 

reported at Table 3.3.  

Acceptance was found to mediate the relationship between coping self-efficacy 

and anxiety, and partially mediate the relation between coping self-efficacy and 

depression. The strength of the mediated pathway between coping self-efficacy and 

anxiety when acceptance was the mediator was - 0.15. The strength of the mediated 

pathway between coping self-efficacy and depression when acceptance was the 

mediator was - 0.12. To provide further rigor to these analyses, the significance of these 

indirect effects was then assessed using the approach of Preacher and Hayes (2004). 

Results are reported at Table 3.4. Acceptance proved to be a significant mediator of the 

relationship between coping self-efficacy and both depression and anxiety.   
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Table 3.3 Coping as a Mediator of the Relation between Coping Self-efficacy and  

Distress at T1 

 

Dependent Variable Independent Variable R
2
 β 

Acceptance Coping self-efficacy .26  .51* 

Anxiety Coping Self –efficacy .09 -.30* 

Anxiety Acceptance .14 -.37* 

Anxiety 
Coping self-efficacy 

Acceptance 
.15 

-.15 

-.29 

Depression Coping Self -efficacy .21 -.45* 

Depression Acceptance .20 -.45* 

Depression 
Coping self-efficacy 

Acceptance 
.28 

-.33* 

-.28 

Note. * p < .006.  A Bonferroni adjusted p value of p = .006 was used to determine significance of 

regression pathways that included coping behaviours given that eight separate behaviours were assessed. 

Table 3.4      Assessing the Significance of Indirect Effects with Coping Mediators at T1 

Dependent 

Variable 

Independent Variable Mediator Estimate (95% CI) 
(i)

 

Anxiety Coping self-efficacy Acceptance -.02 (-.04, -.01)* 

Depression Coping self-efficacy Acceptance -.02 (-.03, -.01)* 

(i)  
Note: *Significance is indicated when the confidence interval of the estimate does not include zero.  

Optimism and trait anxiety 

The fourth hypothesis of the study suggested that dispositional factors (optimism 

and trait anxiety) would be associated with more positive psychological outcomes, with 

coping self-efficacy, and with particular coping behaviours.  It was also hypothesised 

that both coping behaviour and coping self-efficacy would mediate the relationship 

between disposition and psychological outcomes.  

As expected, optimism was inversely related to both anxiety and depression and 

positively associated with coping self-efficacy (Table 3.2). Trait anxiety was strongly 
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associated with both anxiety and depression and inversely associated with coping self-

efficacy (Table 3.2). However, there were few associations between dispositional 

variables and coping behaviours. Denial was the only coping behaviour related 

(inversely) to optimism (Table 3.2). Denial and mental disengagement were 

significantly correlated with trait anxiety (Table 3.2). It should be noted that given 

assertions in previous research that unrealistically high levels of optimism may be 

maladaptive (and hence that optimism may bear a curvilinear relation to outcomes), the 

potential for a quadratic relationship between optimism and coping behaviour was also 

assessed.  Data did not support a nonlinear relationship between these variables. Using a 

quadratic model to explain the relationship between optimism and denial added only 

.003 to predicted variance over a linear model.   

The potential for both coping self-efficacy and coping behaviour to mediate the 

relation between these dispositional variables and psychological distress was also 

explored. Anxiety and depression were used as dependent variables in separate sets of 

regression analyses, with either optimism or trait anxiety as the independent variable.  

First, coping self-efficacy was assessed as a mediator of these relations. For this 

analysis, as only one mediator was assessed, a significance level of p < .05 was utilised. 

Results are shown at Table 3.5. Coping self-efficacy partly mediated the relationship 

between optimism and both anxiety and depression, the strength of these mediated 

pathways were -0.04 and -0.10 respectively.  Coping self-efficacy also partly mediated 

the relationship between trait anxiety and depression, the strength of this pathway was 

0.09. Then, the eight coping behaviours listed above were separately assessed as 

potential mediators. Results are shown at Table 3.6. Denial partially mediated the 

influence of optimism on psychological distress. The strength of the mediated pathway 

between optimism and anxiety with denial as mediator was - 0.13. The strength of the 

mediated pathway between optimism and depression with denial as mediator was - 0.12.  
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Similarly, mental disengagement and denial played a partially mediating role in the 

relation between trait anxiety and distress. The strength of the mediated pathway 

between trait anxiety and anxiety with denial as mediator was 0.10, and with mental 

disengagement as mediator was 0.13. The strength of the mediated pathway between 

trait anxiety and depression with denial as mediator was 0.07, and with mental 

disengagement as mediator was 0.05.  

The significance of these effects was assessed using the approach of Preacher 

and Hayes (2004).  Results are shown at Table 3.7.  All except two of the 

abovementioned mediational effects were significant (coping self-efficacy was not 

supported as a mediator of the relationship between trait anxiety and depression; denial 

was not supported as a mediator of the relation between trait anxiety and depression). 

Table 3.5      Coping Self-efficacy as a Mediator of the Relation between Disposition  

  and Distress at T1 

Dependent Variable Independent Variable R
2
 β 

Coping self-efficacy Optimism .08  .28* 

Anxiety Coping self-efficacy .09 -.30** 

Anxiety Optimism .14 -.38*** 

Anxiety 
Optimism  

Coping self-efficacy 
.20 

-.34* 

-.20* 

Depression Coping self-efficacy .21 -.45*** 

Depression Optimism .17 -.42*** 

Depression 
Optimism  

Coping self-efficacy 
.30 

-.32** 

-.37*** 

Coping self-efficacy Trait anxiety .21 -.46*** 

Depression Coping self-efficacy .21 -.45*** 

Depression Trait anxiety .47  .69*** 

Depression 
Trait anxiety  

Coping self-efficacy 
.50 

  .60*** 

-.19* 

Note. * p < .05, **p < .01, ***p < .001.   
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Table 3.6  Coping as a Mediator of the Relation between Disposition and Distress at T1 

Dependent Variable Independent Variable R
2
 β 

Denial Optimism .09 -.31* 

Anxiety Denial .25  .50* 

Anxiety Optimism .14 -.38* 

Anxiety 
Optimism  

Denial 
.30 

-.25 

 .42* 

Depression Denial .21  .45* 

Depression Optimism .17 -.42* 

Depression 
Optimism  

Denial 
.29 

-.30* 

 .36* 

Denial Trait Anxiety .23  .48* 

Anxiety Trait Anxiety .50  .71* 

Anxiety 
Trait Anxiety 

Denial 
.53 

 .61* 

 .20 

Depression Trait Anxiety .47  .67* 

Depression 
Trait Anxiety 

Denial 
.49 

 .60* 

 .17 

Mental Disengagement Trait Anxiety .18  .42* 

Anxiety Mental Disengagement .29  .54* 

Anxiety 
Trait Anxiety 

Mental Disengagement 
.57 

 .58* 

 .30* 

Depression Mental Disengagement .17  .41* 

Depression 
Trait Anxiety 

Mental Disengagement 
.49 

 .62* 

 .16 

Note. * p < .006.  A Bonferroni adjusted p value of p = .006 was used to determine significance of 

regression pathways that included coping behaviours given that eight separate behaviours were assessed. 
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Table 3.7 Assessing the Significance of the Indirect Effect of Disposition on 

Outcomes with Coping Self-efficacy and Coping Mediators at T1 

Dependent 

Variable 

Independent 

Variable 

Mediator Estimate (95% CI) 
(i)

 

Anxiety Optimism Coping self-efficacy -.06 (-.17, -.01)* 

Depression Optimism Coping self-efficacy -.08 (-.16, -.01)* 

Depression Trait Anxiety Coping self-efficacy  .03 (.00, .06) 

Anxiety Optimism Denial -.14 (-.29, -.04)* 

Depression Optimism Denial -.08 (-.17, -.02)* 

Anxiety Trait Anxiety Denial  .04 (.01, .09)* 

Depression Trait Anxiety Denial  .03 (-.01, .07) 

Anxiety Trait Anxiety Mental Disengagement  .05 (.02, .09)* 

Depression Trait Anxiety Mental Disengagement  .02 (.01, .05)* 

(i)  
Note: *Significance is indicated when the confidence interval of the estimate does not include zero.  

 

Stroke severity 

The final hypothesis of the study predicted that anxiety, depression and coping 

self-efficacy would be related to greater stroke severity and physical disability.  At T1, 

given the immediacy of assessment after stroke, degree of physical disability was 

uncertain and difficult to assess, so only initial stroke severity was included in these 

analyses (T2 and T3 both include an assessment of physical disability). Contrary to 

expectations, results did not support a significant relationship between severity of stroke 

and prevalence of anxiety or depression (Table 3.2). Coping self-efficacy was not 

associated with differences in stroke severity (Table 3.2). Stroke severity appeared to 

influence coping behaviour, with severity inversely associated with use of planning, 

positive reinterpretation, emotional expression and emotional processing as ways of 

coping (Table 3.2). 
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3.3.2 Time 2, 10 – 13 weeks post stroke 

Participant profile at T2 

As depicted at Figure 3, 70 participants completed the second wave of data 

collection, T2, at 10 – 13 weeks post stroke.  Of these, 53 were participants who had 

also completed the first wave of data collection. Seventeen were new participants to the 

study who, because of the severity of their stroke, had been unable to participate in the 

study until this time-point.  The mean stroke severity rating for new participants to the 

study was 4.47, significantly greater than those who had entered the study at T1 (t = -

9.70, p < .001).  Otherwise, there were no significant differences between the 

participants who first entered the study at T2 and those who had entered the study at T1. 

Attrition analysis was conducted to evaluate whether there were any systematic 

differences between the 53 participants assessed at T1 who continued in the study at T2 

and those who dropped out of the study prior to T2 (n = 33).  Reasons given for 

withdrawal from the study are shown at Figure 3. There were no significant differences 

between those participants who dropped out of the study and those who continued in 

terms of age, gender, stroke severity, coping self-efficacy, generalised self-efficacy, trait 

anxiety, optimism, anxiety, depression or coping strategy use.    

Means and standard deviations for all variables are shown at Table 3.8.  Mean 

coping self-efficacy and generalised self-efficacy scores did not differ significantly from 

those attained at T1.  As might be expected, overall physical disability of participants 

was higher than normative community values for adults of similar age; scores on the 

physical component subscale of the SF-12, mean 41.12, were significantly lower 

(indicating poorer physical health, and greater physical limitation) than normative 

values (t = -3.80, p < .001; Ware et al., 1993).  The most frequently endorsed coping 

behaviours at T2 were acceptance, active coping, positive reinterpretation and humour 

(Table 3.8). 
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Table 3.8 Means and Standard Deviations for All Variables at T2 

Variable Mean SD N 

Coping self efficacy  173.59 37.44 66 

Generalised self-efficacy  75.79 19.47 68 

Anxiety (HADS-A) 6.28 4.74 69 

Depression (HADS-D) 4.29 3.31 69 

Physical Health (PCS) 41.12 10.29 52 

Mental Health (MCS) 48.45 11.31 52 

Coping Behaviours (COPE)  

Active 

Planning 

Instrumental social support  

Emotional social support  

Positive reinterpretation 

Emotional expression 

Emotional processing  

Acceptance  

Denial  

Suppression of competing  

Mental disengagement  

Humour 

 

12.43 

10.66 

9.54 

10.00 

11.12 

9.74 

10.08 

13.13 

5.81 

9.51 

9.34 

11.57 

 

2.57 

3.39 

3.17 

3.55 

3.33 

3.33 

3.13 

2.78 

2.17 

3.29 

2.90 

3.29 

 

67 

67 

67 

66 

66 

68 

66 

68 

68 

67 

67 

68 
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Prevalence of anxiety and depression 

Symptoms of anxiety and depression were again highly prevalent at T2.  Table 

3.9 depicts the percentage of respondents with scores equal to and above the clinical 

cut-off point of seven on the Hospital Anxiety and Depression Scale suggested as 

indicative of possible clinical symptom levels.  The percentage of respondents with 

scores greater than or equal to 10 is also shown, as this more stringent cut-off is more  

highly indicative of clinical anxiety or depression.  The percentage of participants with 

scores in this high range for depression doubled at T2 (18.8%) compared with T1 

(9.4%). 

High comorbidity was again observed between depression and anxiety at T2,     

(r = 0.76, p<.001).  Defining respondents with scores equal to or above the clinical cut-

off point of 7 as “cases”, 81% of depressed cases also had comorbid anxiety.  This is a 

significant increase over the 46% of depressed cases who suffered from comorbid 

anxiety at T1. Fifty- five percent of anxious cases also had comorbid depression. 

 

Table 3.9 Percentage of Respondents Above Clinical Cut-off Points for Anxiety and 

Depression  

 T1 

2 – 5 weeks 

post stroke 

( n = 86) 

T2 

10-13 weeks 

post stroke 

( n = 70) 

T3 

32-36 weeks 

post stroke 

(n = 64) 

Anxiety HADS-A ≥ 7 35.3 % 43.4 % 50.8 % 

Anxiety HADS-A ≥ 10 18.8 % 26.1 % 21.3 % 

Depression HADS-A ≥ 7 28.2 % 33.3 % 34.4 % 

Depression HADS-A ≥ 10 9.4 % 18.8 % 19.7 % 
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Pearson correlations are shown at Table 3.10. As might be expected, both 

anxiety and depression were strongly inversely correlated with the mental health 

subscale of the SF-12.  As at T1, an inverse relationship between age and psychological 

distress was observed, with older participants tending to report less distress.  

 

Coping self-efficacy, anxiety and depression 

Further support was found at T2 for the first hypothesis of the study, that coping self-

efficacy would be related to psychological outcomes after stroke. Coping self-efficacy 

at T2 was inversely associated with anxiety (r = -.53, p <.001) and depression (r = -.64, 

p<.001). As expected, it was also closely associated with generalised self-efficacy, (r = 

.86, p<.001). 
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Table 3.10 Intercorrelations at T2 

 1 2 3 4 5 6 7 

1. Coping self-efficacy - .86*** .35** -.46*** -.53*** -.64*** .53*** 

2. Generalised self-efficacy  - .30* -.41*** -.48*** -.58*** .53*** 

3. Optimism 
(i)

   - -.60*** -.24 -.24* .15 

4. Trait Anxiety 
(i)

    - .52*** .47*** -.15 

5. Anxiety      - .76*** -.33** 

6. Depression       - -.30* 

7. Active       - 

8. Planning        

9. Instrumental support        

10. Emotional support        

11. Positive reinterpretation        

12. Emotional  expression        

13. Emotional processing        

14. Acceptance        

15. Denial        

16. Suppress competing    

      activities 
       

17. Mental disengagement        

18. Humour        

19. Age        

20. Stroke Severity        

21. Physical health (PCS)        

22. Mental health (MCS)        

Note. * p < .05, ** p < .01, *** p < .001.  
(i) 

Optimism and Trait Anxiety were measured only at T1.  

Intercorrelations shown here are between T1 Optimism/Trait Anxiety and variables at T2 .
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Table 3.10  Intercorrelations at T2 (continued) 

 

 8 9  10 11 12 13 14 15 

1. Coping self-efficacy .26* .32** .30* .47*** .39*** .42***  .33** -.10 

2. Generalised self-

efficacy 
.24 .30* .27* .41*** .38*** .44***  .41*** -.02 

3. Optimism 
(i)

 .06 .05 .05 .31* .14 .17  .23 -.20 

4. Trait Anxiety 
(i)

 .09 -.04 -.08 -.10 -.19 -.13 -.16 .24* 

5. Anxiety  .04 -.04 -.10 -.22 -.14 .02 -.31* .17 

6. Depression  -.08 -.11 -.21 -.27* -.25* -.07 -.37** .26* 

7. Active .50*** .56*** .47*** .48*** .37** .51*** .39*** .09 

8. Planning - .46*** .51*** .64*** .50*** .65***  .30* .21 

9. Instrumental support  - .65*** .34** .48*** .47***  .15 .03 

10. Emotional support   - .50*** .73*** .58***  .11 .04 

11. Positive 

reinterpretation 
   - .40*** .61***  .37** .14 

12. Emotional  expression     - .63***  .08 -.07 

13. Emotional processing      -  .18 .09 

14. Acceptance       - -.11 

15. Denial        - 

16. Suppress competing    

      activities 
        

17. Mental disengagement         

18. Humour         

19. Age         

20. Stroke Severity          

21. Physical health         

22. Mental health         

Note. * p < .05, ** p < .01, *** p < .001.  
(i) 

Optimism and Trait Anxiety were measured only at T1.  

Intercorrelations shown here are between T1 Optimism/Trait Anxiety and variables at T2 .
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Table 3.10  Intercorrelations at T2 (continued) 

 

 16 17 18 19 20 21 22 

1. Coping self-efficacy .25* -.08 .32 .17 .10 .13 .57*** 

2. Generalised self-    

    efficacy 
.23 -.10 .31** .08 .03 .23  .45*** 

3. Optimism 
(i)

 .04 -.20 .06 .17 -.15 .19   .25 

4. Trait Anxiety 
(i)

 .12 .46*** -.07 -.27* .15 -.28 -.42** 

5. Anxiety  .18 .38*** -.23 -.40*** .08 -.22 -.84*** 

6. Depression  .12 .32** -.31*  -.25* -.10 -.27 -.80*** 

7. Active .47*** .26* .37** .12 .14 -.25   .34* 

8. Planning .56*** .29* .23 .10 .08 -.35*   .02 

9. Instrumental support .48*** .31** .40*** .06 .18 -.27   .07 

10. Emotional support .38** .17 .46*** .08 .22 -.32*   .12 

11. Positive 

reinterpretation 
.40*** .15 .16 .18 -.02 -.10   .18 

12. Emotional  expression .39*** .12 .33** .06 .20 -.25   .13 

13. Emotional processing .58*** .21 .22 .06 -.03 -.33*   .09 

14. Acceptance .18 .18 .29* .18 -.13 .14    .27 

15. Denial .16 .23 -.09 .21 -.08 -.10  -.25 

16. Suppress competing    

      activities 
- .56*** .25* -.09 .21 -.37**  -.15 

17. Mental disengagement  - .17 -.09 .10 -.35*  -.36* 

18. Humour   - .04 .22 -.03   .21 

19. Age    - -.40*** -.09 .46*** 

20. Stroke Severity      - -.08  -.15 

21. Physical health      -   .09 

22. Mental health       - 

Note. * p < .05, ** p < .01, *** p < .001.  
(i) 

Optimism and Trait Anxiety were measured only at T1.  

Intercorrelations shown here are between T1 Optimism/Trait Anxiety and variables at T2 .
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Coping behaviour, anxiety and depression 

Results at T2 again supported the second hypothesis of the study in that specific 

coping behaviours were associated with greater levels of psychological distress amongst 

participants.  Anxiety was associated with mental disengagement and inversely 

associated with active coping and acceptance (Table 3.10). Depression was associated 

with mental disengagement and denial, and inversely associated with active coping, 

acceptance, positive reinterpretation, emotional expression and humour (Table 3.10).  

These findings support the hypothesis that avoidant coping (denial and mental 

disengagement) would be associated with psychological distress.  The association at 

both T1 and T2 between depression and reduced use of humour, which may be thought 

of as symptomatic of depression, was also consistent with hypotheses.   

As hypothesised, active coping was inversely associated with anxiety and 

depression at T2. This link was not evident at T1, but it appears that as time passes after 

stroke, active efforts at rehabilitation and recovery are associated with reduced 

symptoms of psychological distress.  

Findings at T2 also revealed additional coping strategies, not included in 

original hypotheses, to be important for psychological wellbeing after stroke.  As at T1, 

acceptance emerged as an important coping variable at T2, demonstrating an inverse 

association with both anxiety and depression.  Emotional expression emerged at T2 as 

inversely associated with depression, a finding not evident at T1.  As time passes, the 

ability to express positive or negative emotions may be protective against depressive 

symptoms.   

In contrast to T1, age was not associated with use of particular coping 

behaviours at T2 (Table 3.10).   
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Coping self-efficacy and coping behaviours 

As hypothesised, there were again a number of associations between coping 

self-efficacy and use of specific coping strategies. Active coping, planning, instrumental 

social support, emotional social support, positive reinterpretation, emotional expression, 

emotional processing, acceptance, suppression of competing activities and humour were 

all positively associated with coping self-efficacy at T2 (Table 3.10).  

The potential for coping behaviours to mediate the relation between coping self-

efficacy and psychological distress was again investigated at T2.  Using the approach of 

Baron and Kenny (1986), acceptance was identified as a partial mediator of the relation 

between coping self-efficacy and depression (Table 3.11).  The strength of the mediated 

pathway between coping self-efficacy and depression when acceptance was the 

mediator was - 0.04. This indirect effect was assessed using the approach of Preacher 

and Hayes (2004) and was not significant (Table 3.12). The reduced sample size at T2 

may have made detection of these effects more difficult. 

 

Table 3.11 Coping as a Mediator of the Relation between Coping Self-efficacy and 

Distress at T2 

Dependent Variable Independent Variable R
2
 β 

Acceptance Coping self-efficacy .33  .33* 

Depression Coping Self -efficacy .41 -.64* 

Depression Acceptance .13 -.37* 

Depression 
Coping self-efficacy 

Acceptance 
.43 

-.60* 

-.13 

Note. * p < .006.  A Bonferroni adjusted p value of p = .006 was used to determine significance of 

regression pathways that included coping behaviours given that eight separate behaviours were assessed. 
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Table 3.12 Assessing the Significance of Indirect Effects with T2 Coping Mediators 

Dependent 

Variable 

Independent Variable Mediator Estimate (95% CI) 
(i)

 

Depression Coping self-efficacy Acceptance .00 (-.01, .00) 

(i)  
Note: *Significance is indicated when the confidence interval of the estimate does not include zero.  

 

 Optimism and trait anxiety 

Optimism and trait anxiety were measured only at T1 given the theoretically 

stable nature of these dispositional variables.  Relations between both optimism and trait 

anxiety (as measured as T1) and key variables at T2 were generally as expected and 

consistent with the fourth hypothesis of the study.   Optimism was inversely associated 

with depression but not with anxiety at T2 (Table 3.10). Optimism was again associated 

with coping self-efficacy at T2. Trait anxiety was associated with both anxiety and 

depression at T2 and inversely associated with coping self-efficacy (Table 3.10). As at 

T1, there were few associations between dispositional variables and coping behaviours 

at T2. Positive reinterpretation was positively associated with optimism. Denial and 

mental disengagement were associated with trait anxiety (Table 3.10).  

 The potential for both coping self-efficacy and coping behaviour to mediate the 

relation between these dispositional variables and psychological distress was again 

explored at T2. Coping self-efficacy was supported as a mediator of the relationship 

between optimism and depression (Table 3.13).  The strength of this mediated pathway 

was -0.24.  Coping self-efficacy was also supported as a partial mediator of the 

relationship between trait anxiety and both anxiety and depression (Table 3.13).  The 

strength of these mediated pathways were 0.16 and 0.23 respectively. Each of these 

effects was supported as significant using the approach of Preacher and Hayes (2004; 

Table 3.15).  
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Table 3.13    Coping Self-efficacy as a Mediator of the Relation between Disposition  

  and Distress at T2 

 

Dependent Variable Independent Variable R
2
 β 

Coping self-efficacy Optimism .12  .35** 

Depression Coping self-efficacy .41 -.64*** 

Depression Optimism .06 -.24* 

Depression 
Optimism  

Coping self-efficacy 
.41 

 .00 

-.64*** 

Coping self-efficacy Trait anxiety .21 -.46*** 

Anxiety Coping self-efficacy .28 -.53*** 

Anxiety Trait anxiety .27   .52*** 

Anxiety 
Trait anxiety  

Coping self-efficacy 
.39 

  .36** 

-.37** 

Depression Coping self-efficacy .41 -.64*** 

Depression Trait anxiety .22   .47*** 

Depression 
Trait anxiety  

Coping self-efficacy 
.47 

  .24* 

-.55*** 

Note. * p < .05, **p < .01, ***p < .001.   

 

Coping behaviour was also assessed as a mediator of the relationship between 

disposition and psychological distress. Mental disengagement was found to partially 

mediate the relation between trait anxiety and anxiety. The strength of the mediated 

pathway between trait anxiety and anxiety with mental disengagement as mediator was 

0.11. The significance of this effect was supported using the approach of Preacher and 

Hayes (2004).  Results are shown at Table 3.15.   
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Table 3.14 Coping as a Mediator of the Relation between Disposition and Distress 

at T2 

Dependent Variable Independent Variable R
2
 β 

Mental Disengagement Trait Anxiety .21   .46* 

Anxiety Mental Disengagement .14  .38* 

Anxiety Trait Anxiety .27  .52* 

Anxiety 
Trait Anxiety 

Mental Disengagement 
.30 

 .41*  

 .22 

Note. * p < .006.  A Bonferroni adjusted p value of p = .006 was used to determine significance of 

regression pathways that included coping behaviours given that eight separate behaviours were assessed. 

 

Table 3.15 Assessing the Significance of the Indirect Effect of Disposition on  

Outcomes with Mediators at T2 

 

Dependent 

Variable 

Independent 

Variable 

Mediator Estimate (95% CI) 
(i)

 

Depression Optimism Coping self-efficacy -.18 (-.33, -.02)* 

Depression Trait Anxiety Coping self-efficacy  .08 (.03, .13)* 

Anxiety Trait Anxiety Mental Disengagement  .05 (.01, .11)* 

(i)  
Note: *Significance is indicated when the confidence interval of the estimate does not include zero.  

 

Stroke severity 

At T2, the relation between both initial stroke severity and self ratings of current 

physical disability (reflected in low scores on the physical health component score on 

the SF-12), and psychological distress were examined.  There was no support for a 

relation between initial stroke severity or current physical disability and depression, 

anxiety or coping self-efficacy (Table 3.10). In contrast to T1, there was no relationship 

between initial stroke severity and the use of particular coping behaviours at T2.  

However, current physical health was inversely related to use of planning, seeking 

emotional social support, emotional processing, suppression of competing activities and 
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mental disengagement (Table 3.10).  Those with greater perceived physical health (less 

physical disability) tended to utilise these strategies less at this intermediate time point 

in recovery. 

3.3.3 Time 3, 32 – 36  weeks post stroke 

Participant profile 

Data was collected from a total of 64 participants at T3, 32 – 36 weeks post 

stroke. Of these, 61 had continued through the study from earlier assessment points. The 

remaining three participants were new to the study, completing their first assessment 

between 32 and 36 weeks post stroke, given initially more severe levels of disability and 

extended periods of inpatient rehabilitation. As might be expected, the three new 

participants had significantly higher stroke severity ratings than other participants, all 

scoring the maximum severity rating, 5, on the Rankin stroke severity scale. Mean 

scores on other variables for the three new participants at T3 were not significantly 

different from other participants.   Nine participants were lost to follow-up between T2 

and T3 (refer Figure 3). There were no significant differences between those 

participants who dropped out of the study between T2 and T3 and those who continued 

with the study at T3 in terms of age, stroke severity, coping self-efficacy, generalised 

self-efficacy, trait anxiety, optimism, anxiety, or depression. There was a relationship 

between gender and drop-out between T2 and T3, with males over-represented in drop-

outs ( χ
2 

(1, n = 70) = 4.92,  p = .03).  There was also a relationship between drop-out 

and the use of one coping strategy, positive reinterpretation.  Those that dropped out 

reported significantly less use of positive reinterpretation than those who continued with 

the study at T3 (t = -3.02, p < .01). 

Means and standard deviations for all variables at T3 are reported at Table 3.16 

and 3.17, which include comparative values from earlier time points. Values are shown 
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separately for the subset of participants who completed all three waves of assessment 

(T1 – 3 completers) for comparative purposes. The most frequently endorsed coping 

behaviours at T3 were acceptance, active ways of coping, humour and positive 

reinterpretation (Table 3.16).  These were also the most frequent ways of coping at T2. 

 

Prevalence of anxiety and depression 

Mean scores for anxiety and depression at T3 were 6.33 and 5.33 respectively 

(Table 3.16). Fifty-one percent of participants reported HADS scores of at least 7 for 

anxiety, suggesting possible clinical levels of symptoms, with 21 % reporting scores (of 

10 or more) highly indicative of clinical levels of anxiety (Table 3.9). Thirty four 

percent of participants obtained scores of at least 7, indicating possible clinical 

depression, with 20 % reporting scores (of 10 or more) highly indicative of clinical 

depression.  High comorbidity was again observed between anxiety and depression,       

r =.57, p < .001. Defining respondents with scores equal to or above the clinical cut-off 

point of 7 as “cases”, 83% of depressed cases at T3 also had comorbid anxiety.  Fifty- 

nine percent of anxious cases at T3 also had comorbid depression. The inverse 

relationship found between age and psychological distress at previous time-points was 

not evident at T3.  
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Table 3.16 Means and Standard Deviations at Each Time Point 

 T1 

2 – 5 weeks 

post stroke 

(n = 86) 

T2 

10-13 weeks 

post stroke 

(n = 70) 

T3 

32-36 weeks 

post stroke 

(n = 64) 
(i)

 

Variable Mean SD Mean SD Mean SD 

Coping self-efficacy  

T1 - 3 completers(n=53) 

175.62 

176.67 

29.95 

29.01 

173.59 

178.52 

37.44 

33.91 

170.15 

170.23 

37.54 

38.12 

Generalised self-efficacy 

T1 - 3 completers(n=53) 

75.75 

76.60 

16.93 

16.42 

75.79 

77.12 

19.47 

18.88 

74.40 

74.98 

21.33 

21.02 

Optimism  

T1 - 3 completers(n=53) 

16.30 

16.42 

3.98 

3.86 

- - - - 

Trait Anxiety  

T1 - 3 completers(n=53) 

38.88 

37.98 

9.75 

8.84 

- - - - 

Anxiety  

T1 - 3 completers(n=53) 

5.74 

5.75 

4.23 

4.35 

6.28 

5.94 

4.74 

4.46 

6.33 

6.28 

4.38 

4.45 

Depression
 

T1 - 3 completers(n=53) 

4.68 

4.44 

3.00 

2.94 

4.29 

4.21 

3.31 

3.13 

5.33 

5.27 

3.60 

3.38 

Physical Health (PCS) 

T1 - 3 completers (n=53) 

- - 41.12 

41.08 

10.29 

10.25 

41.39 

41.38 

9.96 

9.96 

Mental Health (MCS) 

T1 - 3 completers (n=53) 

- - 48.45 

48.79 

11..31 

11.16 

49.12 

49.13 

10.90 

10.89 

Note. (i) Some T3 variable means were calculated based on n =  55 (GSE, CSE) or  n = 61 (Anxiety, 

Depression) given missing data.  

 

 

 



 96 

 

 

Table 3.17 Means and Standard Deviations for Coping Subscales at Three Time 

Points 

 

 T1 

2 – 5 weeks 

post stroke 

(n = 86)
 (i)

 

T2 

10-13 weeks 

post stroke 

(n = 70)
 (i)

 

T3 

32-36 weeks 

post stroke 

(n = 64)
 (i)

 

Variable Mean SD Mean SD Mean SD 

Active 

T1 - 3 completers  (n=53) 

Planning 

T1 - 3 completers  (n=53) 

Instrumental social support  

T1 - 3 completers  (n=53) 

Emotional social support  

T1 - 3 completers  (n=53) 

Positive reinterpretation 

T1 - 3 completers  (n=53) 

Emotional expression 

T1 - 3 completers  (n=53) 

Emotional processing  

T1 - 3 completers  (n=53) 

 

 

11.74 

11.66 

9.65 

9.74 

8.99 

8.88 

9.79 

10.12 

9.82 

9.67 

8.80 

8.64 

8.98 

8.75 

 

2.54 

2.65 

3.56 

3.48 

3.33 

3.34 

3.52 

3.28 

3.56 

3.37 

3.23 

3.01 

3.64 

3.31 

 

12.43 

12.49 

10.66 

9.74 

9.54 

9.59 

10.00 

10.25 

11.12 

11.78 

9.74 

9.90 

10.08 

10.26 

 

2.57 

2.60 

3.39 

3.48 

3.17 

3.19 

3.55 

3.46 

3.33 

2.94 

3.33 

3.27 

3.13 

3.02 

 

11.83 

11.89 

10.62 

 10.67 

8.42 

 8.65 

9.27 

9.21  

11.20 

11.25  

9.32 

 9.40 

10.02 

 10.16 

 

2.93 

2.99 

3.42 

3.31  

3.52 

3.48  

3.50 

3.51  

3.05 

 3.00 

3.36 

3.36  

3.22 

3.15  

 

Note. (i) T1 variable means were calculated based on n =  83 – 86  for various subscales given missing 

data.  T2 variable means were calculated based on n = 52 - 70 for various subscales given missing data. 

T3 variable means were calculated based on n =  58 – 60 for various subscales given missing data. 
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Table 3.17 Means and Standard Deviations for Coping Subscales at Three Time  

                       Points (continued) 

 

 T1 

2 – 5 weeks 

post stroke 

(n = 86)
 (i)

 

T2 

10-13 weeks 

post stroke 

(n = 70)
 (i)

 

T3 

32-36 weeks 

post stroke 

(n = 64)
 (i)

 

Variable Mean SD Mean SD Mean SD 

Acceptance  

T1 - 3 completers  (n=53) 

Denial  

T1 - 3 completers  (n=53) 

Suppress competing  activities 

T1 - 3 completers  (n=53) 

Mental disengagement  

T1 - 3 completers  (n=53) 

Humour 

T1 - 3 completers  (n=53) 

13.61 

13.67 

5.70 

5.43 

8.76 

8.96 

8.56 

7.94 

12.70 

12.28 

2.34 

2.20 

2.57 

2.16 

3.55 

3.28 

3.20 

2.60 

3.26 

3.34 

13.13 

13.31 

5.81 

5.85 

9.51 

9.58 

9.34 

9.27 

11.57 

11.81 

2.78 

2.75 

2.17 

2.20 

3.29 

3.19 

2.90 

2.82 

3.30 

2.98 

12.80 

 12.84 

5.95 

 6.04 

9.00 

8.91  

9.02 

9.11  

11.14 

11.18  

3.23 

3.22  

2.27 

 2.29 

3.34 

 3.20 

2.57 

 2.56 

3.40 

 3.32 

Note. (i) T1 variable means were calculated based on n =  83 – 86  for various subscales given missing 

data.  T2 variable means were calculated based on n = 52 - 70 for various subscales given missing data. 

T3 variable means were calculated based on n =  58 – 60 for various subscales given missing data. 
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Coping self-efficacy, anxiety and depression 

Again consistent with the first hypothesis of the study, coping self-efficacy at T3 

was inversely related to both anxiety (r = -.59, p < .001) and depression (r = -.69, p < 

.001). It was closely related to generalised self-efficacy at T3 (r = .86, p < .001).  

Coping behaviour, anxiety and depression 

At T3, consistent with the second hypothesis of the study, specific coping 

behaviours were again associated with psychological distress.  However, a greater 

number of coping behaviours were associated with depression than with anxiety (Table 

3.18).   Only two strategies, emotional expression and acceptance were related 

(inversely) to anxiety.  Neither of these were included in the original hypotheses of the 

study. Depression was inversely related to coping via planning, positive reinterpretation, 

emotional expression, emotional processing, acceptance, and humour; and positively 

related to denial. These are consistent with hypotheses in the case of positive 

reinterpretation, humour and denial. There was no relation between age and the use of 

particular coping strategies at T3 (Table 3.18). 
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Table 3.18 Intercorrelations at T3 

 1 2 3 4 5 6 7 

1. Coping self-efficacy - .86*** .38** -.50*** -.59*** -.69*** .15 

2. Generalised self-efficacy  - .29* -.38** -.58*** -.78*** .21 

3. Optimism 
(i)

   - -.53*** -.18 -.32* .04 

4. Trait Anxiety 
(i)

    - .45*** .29* -.06 

5. Anxiety      - .57*** -.10 

6. Depression       - -.12 

7. Active       - 

8. Planning        

9. Instrumental support        

10. Emotional support        

11. Positive reinterpretation        

12. Emotional  expression        

13. Emotional processing        

14. Acceptance        

15. Denial        

16. Suppress competing    

      activities 
      

 

17. Mental disengagement        

18. Humour        

19. Age        

20. Stroke Severity        

21. Physical health         

22. Mental health        

Note. * p < .05, ** p < .01, *** p < .001.  
(i) 

Optimism and Trait Anxiety were measured only at T1.  

Intercorrelations shown here are between T1 Optimism/Trait Anxiety and variables at T3.
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Table 3.18 Intercorrelations at T3 (continued) 

 8 9 10 11 12 13 14 15 

1. Coping self-efficacy .21 .00 .22 .31* .40** .33* .33* -.31* 

2. Generalised self-

efficacy 
.33* .05 .07 .39** .37** .34* .38** -.20 

3. Optimism 
(i)

 .01 -.14 .05 .12 -.00 .01 .24 -.30* 

4. Trait Anxiety 
(i)

 -.11 -.13 -.18 -.14 -.18 -.17 -.13 .16 

5. Anxiety  -.22 -.05 -.14 -.22 -.33* -.12 -.28* .14 

6. Depression  -.31* -.13 -.25 -.49*** -.47*** -.38** -.44*** .28* 

7. Active .44*** .04 .30* .39** .26* .29* .29* -.08 

8. Planning - .66*** .59*** .80*** .60*** .70*** .55*** .10 

9. Instrumental support  - .65*** .57*** .52*** .62*** .38** .05 

10. Emotional support   - .65*** .74*** .64*** .33* .03 

11. Positive 

reinterpretation 
   - .69*** .77*** .66*** .04 

12. Emotional  expression     - .73*** .41*** -.04 

13. Emotional processing      - .52*** .03 

14. Acceptance       - -.09 

15. Denial        - 

16. Suppress competing    

      activities 
        

17. Mental      

disengagement 
        

18. Humour         

19. Age         

20. Stroke Severity         

21. Physical health          

22. Mental health         

Note. * p < .05, ** p < .01, *** p < .001.  
(i) 

Optimism and Trait Anxiety were measured only at T1.  

Intercorrelations shown here are between T1 Optimism/Trait Anxiety and variables at T3.
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Table 3.18  Intercorrelations at T3 (continued) 

 16 17 18 19 20 21 22 

1. Coping self-efficacy .15 -.01 .45*** .14 .05 .33* .62*** 

2. Generalised self-efficacy .18 .12 .42** -.00 .02 .44*** .58*** 

3. Optimism 
(i)

 -.05 -.17 .14 .20 -.02 .12   .26 

4. Trait Anxiety 
(i)

 -.10 .24 -.06 -.34** .06 -.10 -.49*** 

5. Anxiety  -.03 .02 -.20 -.09 .02 -.28* -.76*** 

6. Depression  -.09 -.10 -.54*** -.06 .17 -.45*** -.66*** 

7. Active .47*** .14 .36** .02 .21 -.06  .22 

8. Planning .74*** .50*** .63*** .03 .06 -.06  .31* 

9. Instrumental support .55*** .30* .44*** -.03 -.02 -.10  .15 

10. Emotional support .57*** .38** .65*** .03 .12 -.16  .29* 

11. Positive reinterpretation .68*** .41*** .75*** .02 .04 .10 .28* 

12. Emotional  expression .53*** .28*** .72*** .02 -.02 .02 .41** 

13. Emotional processing .60*** .43*** .68*** .02 -.11 .02   .23 

14. Acceptance .45*** .35** .60*** -.09 -.00 .23   .28* 

15. Denial .14 .28* -.13 -.04 .03 -.07  -.14 

16. Suppress competing    

      activities 
- .56*** .50*** -.20 .19 -.19   .07 

17. Mental disengagement  - .31* -.21 .12 .02  -.14 

18. Humour   - -.07 .08 .21 .30* 

19. Age    - -.30* -.12    .12 

20. Stroke Severity     - .06    .08 

21. Physical health       - .14 

22. Mental health       - 

Note. * p < .05, ** p < .01, *** p < .001.  
(i) 

Optimism and Trait Anxiety were measured only at T1.  

Intercorrelations shown here are between T1 Optimism/Trait Anxiety and variables at T3.
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Coping self-efficacy and coping behaviours 

Also consistent with the second hypothesis of the study, coping self-efficacy at 

T3 was related to coping behaviour, albeit to fewer coping strategies than at earlier time 

points.  Coping self-efficacy was positively related to positive reinterpretation, 

emotional expression, emotional processing, acceptance and humour, and was inversely 

related to denial (Table 3.18).  

The potential for coping behaviours to mediate the relation between coping self-

efficacy and psychological distress (the third hypothesis of the study) was again 

assessed at T3.  Using the approach of Baron and Kenny (1986), emotional expression 

was identified as a partial mediator of the relation between coping self-efficacy and both 

anxiety and depression (Table 3.19).  The strength of the mediated pathway between 

coping self-efficacy and anxiety when emotional expression was the mediator was         

- 0.05. The strength of the mediated pathway between coping self-efficacy and 

depression when emotional expression was the mediator was - 0.10. Humour partially 

mediated the relation between coping self-efficacy and depression (Table 3.19). The 

strength of this mediated pathway was - 0.14. The significance of these indirect effects 

were assessed using the approach of Preacher and Hayes (2004). Both emotional 

expression and humour emerged as significant mediators of the relation between coping 

self-efficacy and depression (Table 3.20). 
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Table 3.19 Coping as a Mediator of the Relation between Coping Self-efficacy and  

  Distress at T3 

Dependent Variable Independent Variable R
2
 β 

Emotional expression Coping self-efficacy .16  .40* 

Anxiety Emotional expression .11 -.33* 

Anxiety Coping Self -efficacy .35 -.59* 

Anxiety 
Coping self-efficacy 

Emotional expression 
.36 

-.54* 

-.13 

Depression Coping Self -efficacy .47 -.69* 

Depression Emotional expression .22 -.47* 

Depression 
Coping self-efficacy 

Emotional expression 
.52 

-.59* 

-.24 

Humour Coping self-efficacy .20  .45* 

Depression Humour .29 -.54* 

Depression 
Coping self-efficacy 

Humour 
.55 

-.55* 

-.31* 

Note. * p < .006.  A Bonferroni adjusted p value of p = .006 was used to determine significance of 

regression pathways that included coping behaviours given that eight separate behaviours were assessed. 

 

Table 3.20 Assessing the Significance of Indirect Effects with T3 Coping Mediators 

Dependent 

Variable 

Independent Variable Mediator Estimate (95% CI) 

Anxiety Coping self-efficacy Emotional expression -.01 (-.03, .01) 

Depression Coping self-efficacy Emotional expression -.01 (-.03, -.01)* 

Depression Coping self-efficacy Humour -.01 (-.04, .-01)* 

(i)  
Note: *Significance is indicated when the confidence interval of the estimate does not include zero.  
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Optimism and trait anxiety 

Results at T3 were also generally consistent with the fourth hypothesis of the 

study, concerning the relation between key variables of interest and the dispositional 

factors optimism and trait anxiety. Intercorrelations are shown at Table 3.18.  Optimism 

was inversely related to depression at T3, but not anxiety, and positively associated with 

T3 coping self-efficacy. Trait anxiety was related to both anxiety and depression at T3, 

and inversely associated with coping self-efficacy.  Coping behaviours at T3 were 

generally not related to either optimism or trait anxiety, with the exception of an inverse 

relation between denial and optimism.   

The potential for both coping self-efficacy and coping behaviour to mediate the 

relation between dispositional variables and psychological distress was again explored 

at T3. Coping self-efficacy was found to mediate the relationship between optimism and 

depression; the strength of this mediated pathway was - 0.25 (Table 3.21). Coping self-

efficacy also mediated the relationship between trait anxiety and both anxiety and 

depression (Table 3.21).  The strength of these mediated pathways were 0.20 and 0.27 

respectively. These effects were found to be significant when assessed using the 

approach of Preacher and Hayes (2004), as shown in Table 3.22.  Coping behaviour was 

not supported as a mediator of the relationship between dispositional variables and 

psychological outcomes at T3. 
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Table 3.21      Coping Self-efficacy as a Mediator of the Relation between Disposition  

  and Distress at T3 

 

Dependent Variable Independent Variable R
2
 Β 

Coping self-efficacy Optimism .15  .38** 

Depression Coping self-efficacy .47 -.69*** 

Depression Optimism .10 -.32* 

Depression 
Optimism  

Coping self-efficacy 
.48 

-.07 

-.66*** 

Coping self-efficacy Trait anxiety .25 -.50*** 

Anxiety Coping self-efficacy .35 -.59*** 

Anxiety Trait anxiety .20  .44*** 

Anxiety 
Trait anxiety  

Coping self-efficacy 
.39 

 .24 

-.47*** 

Depression Coping self-efficacy .47 -.69*** 

Depression Trait anxiety .09  .29* 

Depression 
Trait anxiety  

Coping self-efficacy 
.49 

- .02 

-.70*** 

Note. * p < .05, **p < .01, ***p < .001.   

 

Table 3.22 Assessing the Significance of the Indirect Effect of Disposition on  

Outcomes with Mediators at T3 

 

Dependent 

Variable 

Independent 

Variable 

Mediator Estimate (95% CI) 

Depression Optimism Coping self-efficacy -.23 (-.42, -.07)* 

Anxiety Trait Anxiety Coping self-efficacy  .12 (.04, .22)* 

Depression Trait Anxiety Coping self-efficacy  .15 (.08, .25)* 

(i)  
Note: *Significance is indicated when the confidence interval of the estimate does not include zero.  
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Stroke severity 

At T3, there was no evidence of a relationship between initial severity of stroke 

and prevalence of anxiety or depression (Table 3.18).   However, there was an 

association between current perceived physical disability (reflected in low scores on the 

PCS Physical Health subscale) and both anxiety (r =.28, p < .05) and depression (r =.45, 

p < .001). Likewise, although there was no significant relationship between initial 

severity of stroke and coping self-efficacy, the correlation between current perceived 

physical health and coping self-efficacy was significant (r =  .33, p < .05).  In the longer 

term, physical disability appears to be related to, and possibly influence psychological 

distress and sense of ability to cope. The links between physical health and coping 

behaviours at T2 were not evident at T3 (Table 3.18). 

 

3.3.4 Longitudinal results 

A subset of 53 participants provided data at all three time points (refer Figure 3).  

Tables 3.16 and 3.17 provide a comparison of mean scores on variables across each 

time point for these 53 participants (labelled “T1 – 3 completers”).   

 Anxiety and depression across time 

T-tests conducted on mean depression and anxiety scores (Table 3.16) indicated 

no significant change in these values over time. Visual inspection of the raw data 

indicated that participants exhibited a range of patterns in terms of improvement or 

deterioration in levels of anxiety and depression as time progressed. Clinical levels of 

anxiety and depression were prevalent at each time point (Table 3.9).  Nineteen percent 

of participants who completed all three assessment time points, reported clinical levels 

of anxiety (HADS-A ≥ 7) through out (at all three time points).  Fifteen percent of 
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participants who completed all three assessment time points, reported clinical levels of 

depression ( HADS-D including item ≥ 7) through out.    

Inter-temporal correlational analyses, results shown at Table 3.23, demonstrated 

a strong association between anxiety at T1 and anxiety at T2 (r =.68, p < .001), anxiety 

at T2 and anxiety at T3 (r =.59, p < .001), and anxiety at T1 and anxiety at T3 (r =.65, p 

< .001). Similarly, depression at T3 was associated with depression at both T1 (r =.47, p 

< .001) and T2 (r =.39, p < .01).  This suggests the need for early intervention and 

support in the management of anxiety and depression.  

There appeared to be a strong interrelationship between symptoms of depression 

and anxiety over time.  Depression at T2 was strongly associated with anxiety at both 

T1 and at T2 (r = .64**** and r = .73*** respectively). Anxiety at T3 was also related 

to depression at earlier time points (r = .59*** with T1 depression and r = .54*** for T2 

depression).  

Coping self-efficacy across time 

T-tests conducted on mean coping self-efficacy and generalised self-efficacy 

scores (Table 3.16) indicated no significant change in these values over time. Coping 

self-efficacy at T2 was associated with ratings of both coping self-efficacy and 

generalised self-efficacy at T1 (Table 3.23).   Coping self-efficacy at T3 was associated 

with ratings of both coping self-efficacy and generalised self-efficacy at both T2 and T1 

(Table 3.23).  Participants with higher levels of both generalised and coping specific 

self-efficacy immediately after their stroke were more likely to maintain higher levels of 

coping self-efficacy as their recovery progressed.  

In support of the first hypothesis of the study, coping self-efficacy remained 

inversely associated with depression and anxiety at every time point (Table 3.23). Based 

on these correlational values, it can be observed that coping self-efficacy at T1 predicted 
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35% of the variance in depression at T1, 20% of the variance in depression at T2 and 

23% of the variance in depression at T3. These predictive effects were slightly lower in 

the case of anxiety; coping self-efficacy at T1 predicted 18% of the variance in anxiety 

at T1, 13% of the variance in anxiety at T2 and 19% of the variance in anxiety at T3. 

Generalised self-efficacy exhibited a different and less consistent pattern of relations to 

psychological distress across time to that of coping self-efficacy.  The size and 

significance of correlation coefficients at each time point (Table 3.23) suggests that 

generalised self-efficacy was more consistently and more strongly related to depression 

than to anxiety, and was more closely related to psychological distress at T3 than at 

earlier time points. 
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Table 3.23 Intercorrelations between Repeated Assessments of Variables Across  

Time 

 1 2 3 4 5 6 7 8 

1. Coping  

self-efficacy T1 
- .61*** .68*** .72*** .52*** .57*** -.43*** -.36* 

2. Coping 

 self-efficacy T2 
 - .59*** .54*** .85*** .62*** -.48*** -.50*** 

3. Coping  

self-efficacy T3 
  - .60*** .59*** .86*** -.54*** -.39** 

4. Generalised  

self-efficacy T1 
   - .63*** .66*** -.27 -.12 

5. Generalised  

self-efficacy T2 
    - .76*** -.41** -.40** 

6. Generalised  

self-efficacy T3 
     - -.42** -.28 

7.  Anxiety T1       - .68*** 

8.  Anxiety T2        - 

9.  Anxiety T3         

10. Depression T1         

11. Depression T2         

12. Depression T3         

13. Optimism 
(i)

         

14. Trait Anxiety 
(i)

         

15. Stroke Severity          

         

Note. * p < .05, ** p < .01, *** p < .001.   
(i) 

Optimism and Trait Anxiety were measured only at T1.   
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Table 3.23  Intercorrelations between Repeated Assessments of Variables Across  

Time (continued) 

 9 10 11 12 13 14 15 

1. Coping  

self-efficacy T1 
-.44*** -.59*** -.45*** -.48*** .25 -.56*** .12 

2. Coping  

self-efficacy T2 
-.35* -.53*** -.62*** -.41** .34* .52*** .13 

3. Coping  

self-efficacy T3 
-.59*** -.56*** -.55*** -.69*** .38** -.50*** .05 

4. Generalised  

self-efficacy T1 
-.33* -.40** -.24 -.38** .29* -.54*** .19 

5. Generalised 

 self-efficacy T2 
-.46*** -.50*** -.54*** -.43** .29* -.42** .02 

6. Generalised  

self-efficacy T3 
-.58*** -.45** -.54*** -.78*** .29* -.38** .02 

7.  Anxiety T1 .65*** .67*** .64*** .29*** -.39** .72*** -.08 

8.  Anxiety T2 .59*** .58*** .73*** .27 -.23 .56*** .10 

9.  Anxiety T3 - .59*** .54*** .57*** -.18 .44*** .02 

10. Depression T1  - .70*** .47*** -.37** .66*** .06 

11. Depression T2   - .39** -.25 .48*** -.05 

12. Depression T3    - -.32* .29* .17 

13. Optimism 
(i)

     - -.53*** -.02 

14. Trait Anxiety 
(i)

      - .06 

15. Stroke Severity        - 

        

Note. * p < .05, ** p < .01, *** p < .001.   
(i) 

Optimism and Trait Anxiety were measured only at T1.   
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 Coping strategy use across time 

Mean use of coping strategies at each time point is shown at Table 3.17.  

Between time 1 and time 2, there were significant increases in the use of planning (t = 

2.98, p < .01), positive reinterpretation (t = 5.08, p < .001), emotional expression (t = 

2.78, p < .01), emotional processing (t = 3.54, p < .001), and mental disengagement (t = 

3.40, p < .001).  Between time 2 and time 3, there was a significant decrease in use of 

the two social support seeking strategies, instrumental social support (t = -2.51, p < .05) 

and emotional social support (t = -2.18, p < .05).  This suggests that as participants 

recovered they asked others less for assistance and talked with others less about their 

feelings related to their stroke.  Overall, between time 1 and 3, there was a significant 

decrease in the amount of acceptance (t = -2.08, p < .05) and humour (t = -2.58, p < .05) 

participants used to cope with their stroke.  

Intercorrelations between use of coping strategies at one time point and use of 

the same strategy at another time point are shown at Table 3.24. Only significant 

correlations are shown. The moderate size of these correlations, and lack of associations 

for some strategies, suggests that whilst there may be some degree of consistent strategy 

use across time, participants are also varying their choice of coping strategy as time 

progresses.  Different strategies may be relevant to the differing challenges that arise 

across the recovery trajectory.  

The relationships between coping strategy use and psychological distress, as 

well as with coping self-efficacy, within each time point are summarised at Table 3.25.  

Results were consistent with the second hypothesis of the study, that particular coping 

behaviours would be associated with both coping self-efficacy and with psychological 

outcomes, and provided an interesting picture of these relations. Anxiety was inversely 

related to acceptance at every time point. Depression was inversely related to 

acceptance and positively related to denial across all three time points. Mental 
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disengagement was related to anxiety and depression at earlier stages during recovery 

(T1 and T2). Positive reinterpretation and emotional expression were related to 

depression at later stages during recovery, (T2 and  T3). Use of humour was inversely 

related to depression at all three time points. Coping self-efficacy was consistently 

related across time to positive reinterpretation, emotional expression, emotional 

processing, acceptance, and humour. Overall, the picture of results presented at Table 

3.25 may provide some support for stage models of recovery that suggest there are 

different demands and challenges to be coped with at different time points in recovery 

after stroke. In addition, coping efforts in the immediate post stroke period seem to be 

more concentrated around managing anxiety, while as time progresses coping efforts 

become more focused on the management of depression. 

Table 3.24      Intercorrelations between Use of Each Coping Strategy at Each Time  

Point 
(i) 

 T1 – T2 T2 – T3 T1 – T3 

Active coping - - .31* 

Planning  - .55*** - 

Seeking instrumental 

social support 

.46** .51*** .37* 

Seeking emotional social 

support 

.33* .54*** .35* 

Positive reinterpretation - .38** - 

Emotional expression - .51*** .37** 

Emotional processing  .37* .44** .40** 

Acceptance .34* .36* .31* 

Denial - .45** - 

Suppression of 

Competing activities 

.38** .45*** .35* 

Mental Disengagement .58*** .38** .40** 

Humour .56*** .51*** .43** 

Note. (i)  Only significant correlations are shown.  Values represent the correlation between, for example, 

active coping at time 1 and active coping at time 2 (T1 – T2 column). 
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Table 3.25 Coping Strategies Significantly Correlated with Anxiety, Depression and  

Coping Self-efficacy at Each Time Point  

 T1 T2 T3 

Anxiety Seeking emotional social 

support 

Emotional processing 

Acceptance (-) 

Denial 

Suppression of 

Competing activities 

Mental Disengagement 

Active coping (-) 

Acceptance (-) 

Mental Disengagement 

Emotional expression (-) 

Acceptance (-) 

 

Depression Acceptance (-) 

Denial 

Mental Disengagement 

Humour (-) 

Active coping (-) 

Acceptance (-) 

Positive reinterpretation (-) 

Emotional expression (-) 

Denial 

Mental Disengagement 

Humour (-) 

Planning (-) 

Positive reinterpretation (-) 

Emotional expression (-) 

Emotional processing (-) 

Acceptance (-) 

Denial 

Humour (-) 

Coping   

Self-efficacy 

Active coping 

Planning  

Seeking emotional social 

support 

Positive reinterpretation 

Emotional expression 

Emotional processing  

Acceptance 

Denial (-) 

Suppression of 

Competing activities 

Humour 

Active coping 

Planning  

Seeking instrumental social 

support 

Seeking emotional social 

support 

Positive reinterpretation 

Emotional expression 

Emotional processing  

Acceptance 

Suppression of Competing 

activities 

Humour 

Positive reinterpretation 

Emotional expression 

Emotional processing 

Acceptance 

Denial (-) 

Humour 

 

Note: Significant inverse correlations are denoted (-) 
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3.4 Implications 

 

The overall aim of this study was to explore the relationship between coping 

self-efficacy, coping behaviour and psychological distress amongst individuals 

recovering from stroke. Results demonstrated the important role of both coping self-

efficacy and coping behaviour after stroke and the potential interplay between them, in 

promoting more adaptive psychological outcomes.  

Consistent with previous literature, symptoms of anxiety and depression were 

highly prevalent, and often comorbid, amongst participants. Mean prevalence across the 

three time points of 35 - 51 % for anxiety and between 28 - 34 % for depression were 

reported. Previous literature has suggested mean prevalence rates after stroke of 25% 

for anxiety (Castillo et al., 1993; Gillespie 1997) and 33% for depression (Hackett et al., 

2005).  A significant proportion of those who became anxious or depressed in the first 

few weeks after their stroke remained that way throughout the duration of the study.  

Older patients did not appear to be as prone to anxiety as their younger counterparts, as 

evidenced by the significant inverse relation between age and anxiety.  

3.4.1 The relation between coping self-efficacy and psychological outcomes 

The first question the study sought to explore was whether coping self-efficacy 

was related to adaptive psychological outcomes after stroke. As hypothesized, coping 

self-efficacy was inversely related to anxiety and depression at all three time points. The 

robust size of these correlations suggests a strong relation between psychological 

wellbeing and coping self-efficacy at each time point. Given that coping self-efficacy 

beliefs are anchored in the present time period, and the changing nature of the 

challenges faced after stroke at alternate time periods, it was deemed theoretically 

inconsistent to try to establish a causal relationship between coping self-efficacy in 

earlier time periods with later levels of depressive symptoms.  However, findings 
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suggest that perception of capacity to cope at any one time is closely linked to the level 

of psychological distress experienced at that time. Building coping self-efficacy through 

psychological intervention may prove protective against the onset of mood disorders 

after stroke or assist with treatment for those who are already depressed or anxious.  

These results add to the growing body of evidence that coping self-efficacy is 

associated with psychological wellbeing in the face of stressful events. This has been 

demonstrated with bereaved cancer widows, natural disaster victims, bomb blast 

survivors, and men diagnosed as HIV-positive (Benight et al., 2001; Benight et al., 

2000; Benight & Harper, 2002; Chesney et al., 2003). The present study demonstrates 

the role of coping self-efficacy in recovery from illness, in this case recovery from 

stroke. 

Results were consistent with self-efficacy theory’s contention that greater 

situational specificity enhances predictive utility (Bandura, 1997).  Coping self-efficacy 

generally demonstrated stronger correlations with anxiety and depression than 

generalised self-efficacy. A notable exception here was a stronger relationship noted at 

T3 between generalised self-efficacy and depression, than for coping self-efficacy. 

Situationally specific coping self-efficacy may exert stronger influence closer in time to 

the stressful event experienced compared to the longer term, where generalised self-

efficacy, as more of a personality based factor, may play a greater role in explaining 

depression. In addition, coping self-efficacy demonstrated a different pattern of 

relationships with coping behaviour variables than generalised self-efficacy. These 

results suggest that for both research and clinical purposes where coping processes are 

involved, assessment of context specific coping self-efficacy may yield more useful 

information than assessment of generalised self-efficacy. 

The coping self-efficacy measure derived for the study demonstrated good 

reliability and promising validity. Cronbach’s alpha ranged from 0.92 - 0.96 across the 
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three assessment points. The relationships between the coping self-efficacy measure that 

was designed for this study and generalised self-efficacy, optimism, and trait anxiety 

were as expected and provide support for the validity of this measure. Further use of the 

coping self-efficacy measure developed for this study with larger samples will enable 

appropriate psychometric analysis to further refine it for future use.  

The second question of interest to this study was identification of specific 

coping behaviours related to coping self-efficacy, and to more positive psychological 

outcomes. Based on previous coping studies with stroke patients, it was expected that 

less avoidant and more active coping strategies, humour, and positive reinterpretation 

would be associated with reduced psychological distress and with greater coping self-

efficacy.  Findings related to this question are discussed in two parts: (i) consideration 

of the relation between coping behaviour and psychological outcomes, and (ii) 

consideration of the relation between coping self-efficacy and coping behaviour  

3.4.2 Coping behaviour and psychological outcomes 

A number of coping behaviours were associated with psychological outcomes 

during recovery. These changed and evolved over time, as summarised at Table 3.25, 

particularly around T2. In addition, there were differences in the coping behaviours 

associated with anxiety compared to those associated with depression. 

Both anxiety and depression at T1 were associated with acceptance (inversely), 

denial and mental disengagement.  Mental disengagement, as measured in this study, 

essentially reflects distraction, and was assessed by items such as “I turn to other 

activities to take my mind off it”. This cluster of coping behaviours (acceptance (-), 

denial and mental disengagement) could be conceived as reflecting an avoidant style of 

coping response and is consistent with previous research suggesting a link between 

avoidant coping behaviours and psychological distress. The specific nature of these 

strategies provides greater insight into what might behaviourally constitute “avoidance” 
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in this context. A second cluster of strategies, including seeking emotional social 

support, emotional processing and suppression of competing activities, were associated 

with anxiety (but not depression) at T1.  These could reflect a maladaptive anxious 

preoccupation, with a focus on thinking about, and talking to others about, one’s 

emotional experience.   

At T2, 10 – 13 weeks post stroke, acceptance (inversely), denial and mental 

disengagement were again associated with psychological distress.  In addition, active 

coping was inversely related to both depression and anxiety, a unique finding to T2. 

Active coping as assessed in this study reflected items such as “concentrate my efforts 

on doing something about it”, “engage in activities that will assist my recovery”.  

Previous studies with stroke patients have demonstrated the impact of active coping on 

psychological wellbeing (Elmstahl et al., 1996; Gillespie, 1997; King, et al., 2002; 

Rochette & Desrosiers 2002) but in the current study, active coping was only related to 

psychological wellbeing at T2. It may be at this intermediate stage of recovery, when 

the permanent physical impact of stroke is as yet uncertain, active efforts at coping and 

rehabilitation are perceived more positively, perhaps met with greater enthusiasm and 

motivation, and yield greater psychological benefit earlier than later in the recovery 

process. Active coping may be difficult to achieve at T1 when many individuals were 

still medically unwell, in hospital or predominantly resting at home. In addition, it is 

noteworthy that active coping was correlated with the use of most other coping 

strategies across all time points, suggesting that the category “active coping” may be 

picking up attempts at coping generally, given its broad wording within the COPE 

framework.  

At both T2 and T3, positive reinterpretation and emotional expression were 

inversely associated with depression, suggesting the longer term utility of these coping 

behaviours. As previous studies with stroke patients have also suggested a relation 
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between positive reinterpretation and psychological wellbeing after stroke, this result 

was consistent with expectations.  Both coping theory and studies with other illness 

populations have also documented the long term psychological benefit that positive 

reinterpretation, trying to look at the positives and lessons learnt in what has happened, 

may yield (Affleck & Tennen, 1996; Folkman & Moskowitz, 2000; Schulz & 

Mohamed, 2004). Interestingly, those that dropped out of the study after T2 reported 

significantly less use of positive reinterpretation than those who continued with the 

study at T3 (although there were no accompanying differences in terms of psychological 

distress amongst those who dropped out). Perhaps the ability to see some positive lesson 

or benefit arising from the experience of having had a stroke motivated continued 

participation in research, potentially to share experiences with future stroke sufferers, 

which in itself might be perceived as a positive factor.  

Emotional expression was assessed in the present study using a replacement 

subscale for the venting emotion subscale that usually forms part of the COPE 

questionnaire (as per the approach suggested by Stanton et al., 2000).  The emotional 

expression subscale provided a distress-neutral measure and was included to assess the 

potentially adaptive expression of feelings during recovery. Emotional expression 

defined in this way has not been assessed in other studies with stroke populations. The 

difference between the emotional expression subscale and the emotional processing 

subscale also used in this study is noteworthy.  Emotional expression, reflected in items 

such as “I feel free to express emotion” and “I discuss my feelings with someone”, 

appears to be about the free expression and thereby potential acceptance of emotion. 

Emotional processing, reflected in items such as “I acknowledge my emotions” and “I 

delve into my feelings to get a thorough understanding of them”, involves more 

cognitive analysis and potentially picks up not only adaptive cognitive exploration of 

emotion but also less helpful rumination on distress. The finding that emotional 
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expression appears to be related to longer term psychological wellbeing after stroke 

therefore provides new insight into the role of emotion in the stroke recovery process.  

Those who have suffered a stroke may benefit from being encouraged to express (but 

not ruminate on) their emotions at intermediate and later stages of recovery.  Emotional 

expression was not associated with wellbeing at T1, and the related subscale emotional 

processing was in fact positively associated with anxiety at T1.   

At T3, 32-36 weeks after stroke, acceptance was again inversely associated with 

both depression and anxiety, while denial was associated with depression. As discussed 

above, positive reinterpretation and emotional expression were inversely associated with 

depression.  Emotional expression was inversely associated with anxiety. Despite being 

positively associated with anxiety at T1, emotional processing was inversely associated 

with depression at T3.  These findings further support the suggestion that expression of 

emotion may be adaptive for psychological wellbeing, but only later in the recovery 

process. During the more acute phase of hospitalisation and first weeks of recovery (at 

T1) it may not be helpful to try to process emotion given the chaotic nature of the 

hospital environment and high degree of uncertainty about prognosis. 

The use of humour as a way of coping was, as expected, inversely associated 

with depression at every time point. This is unsurprising given that a lack of humour is 

symptomatic of depression and would therefore be expected to be less accessible as a 

coping strategy to those who are depressed.   

This overall pattern of associations between coping behaviours and 

psychological distress supports the idea that after stroke, different types of coping 

behaviour are adaptive at different times. In addition, strategy use appeared to change 

over time. There were significant increases in the use of planning, positive 

reinterpretation, emotional expression, emotional processing and mental disengagement 

between times 1 and 2, reductions in the use of social support seeking strategies 
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between time 2 and 3, and reductions in use of acceptance and humour between time 1 

and 3.  Time 2 appeared to be a critical stage for change in terms of coping behaviour. 

The limited number of previous studies that have investigated coping after stroke 

longitudinally have delivered mixed results as to whether coping behaviour after stroke 

changes over time (King et al., 2002; Rochette et al., 2007; Rochette & Desrosiers, 

2002). Findings from the present study provide evidence that not only are different 

behaviours used as coping challenges evolve during recovery, but that these behaviours 

differ in their associated psychological implications.  

The different pattern of relationships observed between coping strategy use and 

anxiety (decreasing number of associations over time with few associations at T3)  

compared to coping strategy use and depression (an increasing number of coping 

strategies were related to depression over time with fewest associations at T1) further 

supports the idea that coping evolves as challenges evolve after stroke.  It may be that 

the challenges faced early in the recovery period are more likely to give rise to anxiety, 

prompting attempts at coping with this anxiety. Then as time progresses, the longer term 

challenges faced after stroke are more likely to give rise to depression.  It may also be 

the case that early anxiety contributes, in some cases, to the later onset of post stroke 

depression. The percentage of those suffering from depression at T1 (scoring above the 

more stringent clinical cut-off point of 10 on the HADS depression subscale), doubled 

at T2 whilst prevalence rates for anxiety remained similar over time. Comorbidity rates 

of anxiety for those with depression also doubled during this period. This type of model 

fits well with cognitive models of anxiety and depression (as proposed by Beck, Rush, 

Shaw & Emery,1979, or Beck, Emery & Greenberg, 1985, for example), that pose 

anxiety as based around threat (in this case the threat to life, health and lifestyle brought 

about by the stroke, evident from immediately after stroke) and depression as based on a 

negative view of self, the world and future (which may become more apparent over the 



 121 

intermediate and longer term as the losses incurred after stroke are realised).  Further 

exploration in future research of the interrelationship between anxiety and depression 

and the cognitions underlying their associated symptoms after stroke may provide 

useful insight.  

3.4.3 Coping behaviour and coping self-efficacy 

A number of coping behaviours were associated with coping self-efficacy across 

the three time points in this study. At T1, consistent with hypotheses, these included 

acceptance, denial (inversely), active coping, planning, positive reinterpretation, and 

humour. Other coping behaviours associated with coping self-efficacy at T1 were 

emotional processing, seeking emotional social support, emotional expression and 

suppression of competing activities. At T2, a similar set of coping behaviours were 

again associated with coping self-efficacy (refer Table 3.25). At T3, a smaller set of 

coping behaviours were associated with coping self-efficacy.  These were positive 

reinterpretation, emotional expression, emotional processing, acceptance, denial 

(inversely) and humour. All of these, with the exception of denial, were consistently 

associated with coping self-efficacy at each of the three time points at which 

participants were assessed.  Given that the relation between coping self-efficacy and 

coping behaviour has not been considered in previous studies (with the exception of 

some preliminary support for such an association demonstrated by Benight, Ironson, 

Klebe, et al., 1999, as discussed in chapter 2) these findings suggest a link between an 

individual’s confidence in their coping capabilities and the behaviours they engage in 

when faced with a stressful event. Coping self-efficacy appears to facilitate mobilisation 

of certain coping strategies in order to deal with the challenges faced during recovery. 
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3.4.4 Coping self-efficacy, coping behaviour and psychological outcomes 

The third question that this study sought to explore was to assess whether coping 

behaviour mediated the relationship between coping self-efficacy and psychological 

outcomes. Results supported the mediating role of coping behaviour in the relationship 

between coping self-efficacy and psychological distress.  At T1, acceptance mediated 

the relation between coping self-efficacy and both anxiety and depression. At T2, 

acceptance met some but not all criteria for significance as a mediator of the relation 

between coping self-efficacy and depression. At T3, emotional expression and humour 

each mediated the relation between coping self-efficacy and depression. These results 

suggest that coping behaviour is one mechanism through which coping self-efficacy 

exerts its positive influence on psychological wellbeing. Previous research has not 

explored the relation between coping self-efficacy and coping behaviour. On the basis 

of the above findings, this appears to be a fruitful area for future research.  In addition, 

these findings have clinical implications for the content of coping skills based 

interventions to enhance psychological wellbeing or treat psychological distress after 

stroke, and potentially after other types of stressful health events. Jointly encouraging 

both coping self-efficacy and coping behaviours such as acceptance, emotional 

expression and humour may have an exponentially positive influence on wellbeing.  

3.4.5 Acceptance, denial, mental disengagement, positive reinterpretation, 

emotional expression and humour 

Across time, denial and mental disengagement (two avoidant types of coping 

strategies), along with acceptance, positive reinterpretation, emotional expression and 

humour (a cluster of more approach oriented coping strategies) emerged as important 

coping behaviours.  These were associated with psychological outcomes, coping self-

efficacy and some of these variables were supported as mediators of the relationship 
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between coping self-efficacy and psychological outcomes. The adaptive potential of 

positive reinterpretation and emotional expression has already been discussed above.  

There is support in the literature for the finding that denial, a coping strategy that 

could be typified as avoidant (a category used in previous studies) is not helpful after 

stroke. In addition, Rochette and Desrosiers (2002) noted an association between 

“magical thinking”, a similar concept to denial, and psychological distress six months 

after stroke. Ghika-Schmid et al. (1999) reported an association between denial 

reactions in the first seven days after stroke and symptoms of depression and anxiety 

three months later. Folkman and Lazarus (1991) highlighted the maladaptive potential 

of denial in coping with illness, as denial can lead to failure to seek appropriate 

assistance and failure to engage in problem-solving or health promoting behaviours.  

Mental disengagement, distracting oneself from thinking about stroke and its 

impact through engagement in other activities or daydreaming, was also generally 

unhelpful for participants, particularly at T1 and T2. Theoretically, in the aftermath of a 

stressful event, mental disengagement could provide an adaptive break from rumination, 

or alternatively it may be associated with denial of the reality of a stressful situation. 

For participants in this study, mental disengagement appeared to do the latter.  Mental 

disengagement was significantly correlated with denial at both T1and T3 (r = .44*** 

and .28* respectively). Mental disengagement also mediated the relationship between 

trait anxiety and psychological distress at T1 and T2. Those participants with an anxious 

disposition were more likely to cope via mental disengagement, which in turn 

contributed to greater levels of anxiety and depression. Discouraging mental 

disengagement, particularly in the early weeks and months after stroke may facilitate 

psychological wellbeing 

The role of acceptance has not previously been reported with stroke populations 

(King et al., 2002; Rochette & Desrosiers, 2002). The acceptance subscale included 
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items such as “I accept that this has happened and can’t be changed” and “I learn to live 

with it”. This is in contrast to the denial subscale, which included items such as “I say to 

myself this isn’t real”, “I pretend/act as though it hasn’t happened”. The denial and 

acceptance subscales were inversely correlated at T1 (r = -.34***), but were not 

associated at T2 or T3. Although there may be some conceptual overlap and linguistic 

similarity between acceptance and denial, it appears that these two behaviours represent 

different coping constructs. In the context of recovery after stroke, a sense of acceptance 

may prevent or counteract anxious and depressive cognitions, enable problem 

identification, enable engagement in rehabilitation and encourage a forward looking 

perspective. Previous studies have not highlighted the importance of acceptance as a 

coping strategy after stroke  but relatively few studies have explored coping after stroke 

and the majority of these have not used coping measures that explicitly assess 

acceptance. Intervention techniques that focus on promotion of acceptance, such as 

mindfulness (Kabat Zinn, 1990) or acceptance and commitment therapy (Hayes, 

Strosahl & Wilson, 1999) have been used successfully in the treatment of depression 

and anxiety with other types of patient groups and may be useful in managing post 

stroke psychological distress. 

The use of humour as a means of coping appeared to be consistently adaptive for 

participants.  Humour was associated with both depression (inversely) and coping self-

efficacy at all time points as well as mediating the relation between these two variables 

at T3. Some caution is required is interpretation of these findings, as noted above, given 

the symptomatic overlap between a lack of humour and depression. However, the 

adaptive potential of humour as a way of coping has been documented in a number of 

coping related studies (e.g. Carver et al., 1993; Lefcourt, 2003; Nezu, Nezu & Blissett, 

1988).  Lefcourt (2003) suggested that use of humour as a coping strategy appears, 

across the literature, to be generally correlated with use of more active coping strategies, 
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inversely associated with depression, and appears to play a moderating role in 

determining outcomes in the face of stress.  In the context of recovery from stroke, one 

other study (Grattan, 2002) has reported an association between humour and improved 

adjustment, albeit one year after stroke. Further research to ascertain how consistently 

humour is associated with improved outcomes, and the acceptability of using humour in 

psychological interventions that aim to enhance coping after stroke, would be useful.  

3.4.6 The role of optimism and trait anxiety 

The fourth issue the study sought to explore was the role of dispositional factors, 

namely optimism and trait anxiety, in the relationship between coping self-efficacy, 

coping behaviours and psychological outcomes. This was assessed by investigating the 

relationship between disposition and outcome, disposition and coping self-efficacy, 

disposition and coping behaviour and examining whether coping self-efficacy and 

coping behaviour mediated the relationship between disposition and psychological 

outcomes after stroke. 

Results were consistent with the view that individual dispositional variables 

provide a resource for coping with stressful situations. Optimism was, as expected, 

related to more positive psychological outcomes. Spencer et al. (1995) found evidence 

of a similar association, and suggested that optimism may be protective against post 

stroke depression. As expected, trait anxiety was strongly associated with psychological 

distress, suggesting its potential use as a screening measure to identify those at greater 

risk of adverse psychological outcomes.  

As hypothesised, those who were more optimistic tended to have greater coping 

self-efficacy, while those who were trait anxious tended to have lower levels of coping 

self-efficacy.  These findings support the view that disposition plays an important role 

in the enablement of self-efficacious beliefs.  
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Contrary to hypotheses, there were few associations between either optimism or 

trait anxiety and the use of particular coping behaviours. Denial was inversely related to 

optimism at T1 and T3.  Denial and mental disengagement were associated with trait 

anxiety at T1 and T2. Optimism and trait anxiety do not appear to have played a 

strongly influential role in selection of coping responses after stroke.   However, as 

discussed further below, results suggested that coping behaviour may mediate the 

impact of disposition on outcomes, particularly at earlier stages during recovery.  

Further, disposition may indirectly influence coping behaviour through its association 

with coping self-efficacy. 

Findings indicated that both coping self-efficacy and, to a lesser extent, coping 

behaviour mediated the relationship between disposition and psychological outcome 

after stroke. This supports previous authors’ contentions that disposition influences 

wellbeing through its relation to coping behaviour and self-efficacy more generally. At 

all three time points, coping self-efficacy mediated the relationship between optimism 

and depression and between trait anxiety and depression. At T1, coping self-efficacy 

mediated the relationships between optimism and anxiety. At T2 and T3, coping self-

efficacy mediated the relationships between trait anxiety and anxiety.  In terms of 

coping behaviour, mental disengagement and denial were particularly important 

mediators of the relationship between disposition and outcomes. At T1, mental 

disengagement and denial mediated the relationship between trait anxiety and anxiety, 

mental disengagement mediated the relationship between trait anxiety and depression 

and denial mediated the relationship between optimism and both depression and 

anxiety. At T2, mental disengagement mediated the relationship between trait anxiety 

and anxiety.  Coping behaviour did not mediate the relation between disposition and 

outcomes at T3. Coping self-efficacy appears to be an important mechanism through 

which disposition influences outcomes, perhaps partly through its flow-on impact on 
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coping behaviour (given the strong support found in the study for the mediational role 

that coping behaviour plays in the relation between coping self-efficacy and outcomes). 

These results demonstrate how the broad theoretical (and empirically observed) 

relationship between disposition and outcomes may unfold in practice. Dispositional 

factors appear to influence beliefs about coping ability, which in turn drive coping 

behaviour, impacting on outcomes.  Establishing the linkage between these factors is 

important to understanding why and how individuals may differ in their psychological 

vulnerability to stressful life events. 

In terms of individuals most at risk of adverse psychological outcomes, these 

findings suggest that a profile of high trait anxiety combined with low coping self-

efficacy and the use of either denial or mental disengagement as a means of coping may 

present the most risk for poor outcome after stroke. Enhancement of coping self-

efficacy and discouragement of denial and mental disengagement may be particularly 

important for those individuals who are high in trait anxiety or low in optimism. 

Clinical interventions that target coping self-efficacy in particular may offer a potential 

offset to dispositional propensity for psychological distress.  

3.4.7 Stroke severity 

The final hypothesis of the study suggested that stroke severity and level of 

physical disability would be related to psychological distress after stroke.  However, 

initial stroke severity was not related to psychological distress or to coping self-efficacy 

at any time point. This is inconsistent with previous research that has generally found 

patients with more severe strokes and greater levels of physical disability to be at 

increased risk of depression (Hackett et al., 2005, provide a meta-analysis of relevant 

studies). At early time points (T1 and T2) participants may have anticipated future 

recovery at the time of response, and been uncertain of the extent of any longer term 

disability. Psychological distress appears to have been driven by other factors, 
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independent of stroke severity. Alternatively, it may be that sampling in the present 

study, although designed to capture a broad spectrum of participants in terms of 

severity, included a less representative group in terms of overall stroke severity than that 

used in other studies.   

Physical disability also was not associated with anxiety, depression or coping 

self-efficacy at T1 and T2, although at T3 there was a significant inverse correlation 

between physical health status (used inversely as a measure of physical disability related 

to stroke) and both depression and anxiety.  At T3 physical health status was also 

inversely related to coping self-efficacy. This suggests that it is the longer term 

disabilities and limitations, rather than initial stroke severity that may influence 

psychological distress after stroke (in stroke recovery, initial symptom severity is not 

necessarily directly related to long term degree of recovery from disability, with some 

patients making remarkable recoveries from severe acute symptom onset). Patients 

suffering poorer physical health and more physical disability 8 – 9 months or more after 

stroke, may be those at risk of later onset mood disorders.  Over the longer term, the 

more permanent loss of abilities post stroke becomes apparent and the impact of these 

on individuals’ lifestyles is felt. The realisation of these losses, based on degree of 

physical disability, may then translate into increased psychological distress and threaten 

one’s sense of coping self-efficacy. It is also possible that the inconsistency between the 

findings of this study and that of previous research as to the positive relationship 

between disability and poor psychological outcome may be related to the way physical 

disability was assessed in this study. Physical health/disability was assessed via a self-

report measure that included broad participant perceptions of their degree of physical 

limitation (the PCS subscale of the SF-12) rather that via an independent or observer 

rated measure of functional ability. Hence, results of the current study may be better 
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understood as reporting the relationship between perceived level of physical disability 

and outcomes. 

The relationship between initial stroke severity and particular coping behaviours 

at T1, relation between perceived physical disability and particular coping behaviours at 

T2 and subsequent lack of any such relationship between either severity or physical 

disability and coping behaviour at T3 is an interesting feature of the results of this 

study.  At T1, those with more severe strokes were less likely to engage in a number of 

coping strategies, these included planning, positive reinterpretation, emotional 

expression and emotional processing.  These are all relatively cognitively based 

strategies requiring clear thinking and execution. Perhaps those with more severe 

strokes experienced more cognitive confusion, fatigue and difficulty concentrating in 

the early phase of recovery, reducing their ability to utilise these strategies.  At T2, 

participants’ level of physical disability, rather than initial severity of stroke, appeared 

to be a more relevant factor to selection of coping efforts.  Those with greater levels of 

disability were more likely to use planning, emotional processing, suppress competing 

activities, to seek emotional support and to mentally disengage. These relations are 

quite different to those observed between initial stroke severity and coping strategy use 

at T1. Again this supports the idea that, as time progresses, it is the longer term 

realisation of loss related to physical abilities (rather than the severity of the initial 

stroke event) that may be influencing psychological processes and wellbeing. Further 

research to continue to investigate the relation between physical disability and physical 

recovery over time and coping behaviour after stroke may provide useful insights into 

the rehabilitation process.  

Despite a number of recent meta-analyses concluding that the evidence does not 

support a relationship between location of stroke lesion and post stroke depression 

(Carson et al., 2000; Hackett & Anderson, 2005; Spencer et al., 1997), results of this 
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study found evidence of some differences in psychological variables based on site and 

type of stroke. Participants with right side lesions reported significantly higher levels of 

both coping self-efficacy and generalised self-efficacy. Right sided lesions have 

previously been associated with reduced awareness of feelings (Spalletta et al., 2001) 

although these results are inconsistent amongst studies. Perhaps there is some 

neurological explanation for such differences in some individuals following stroke.  

Results showed that participants who had experienced hemorrhagic stroke had 

significantly higher levels of depression than those who had experienced ischemic 

stroke.  Only 16% of participants in this study (n = 14) had experienced hemorrhagic 

types of stroke so these results are based on a small number of participants. Further 

research should continue to include stroke related variables in psychological research 

with stroke populations to enable further assessment of such trends.   

3.4.8 Limitations 

Eligibility criteria for this study excluded aphasic patients with moderate and 

severe communication difficulties, and those with extremely severe strokes requiring 

ongoing institutional care. Exclusion of these patients presents a source of systematic 

bias for researchers working with stroke patients.   

The large proportion of participants who withdrew from the study was also 

problematic, although not unusual in research with medically unwell populations. Thirty 

out of the 136 patients who initially consented to participate withdrew before 

assessment, the majority of these stating that they were too unwell or had changed their 

mind after being discharged from hospital. It was not possible to gather data to assess 

any bias in the types of patients who withdrew at this early stage.  In addition, the 

declining number of participants at each subsequent stage of assessment over time, (n = 

86 at T1 and n = 64 at T3) may have influenced the strength of association found 

between the variables of interest to the study. Further it was not possible to identify the 
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factors associated with participants’ decision to participate in the research program. 

Only 136 out of the possible 179 persons approached about the study agreed to 

participate and no data was gathered from those who declined.  

The limitations associated with reliance on self-report to assess the variables 

under investigation in this study is also acknowledged. Subsequent research might 

consider alternate sources of data, such as family members, general practitioners or 

medical staff, to verify and cross-validate responses of stroke patients. In addition, it 

may be beneficial to investigate and compare pre-stroke self-efficacy and dispositional 

factors such as optimism and trait anxiety. Some studies have done this retrospectively 

via interview with family members. Despite being theoretically stable, dispositional 

factors may be influenced by the stress of stroke and in particular by any subtle 

cognitive deficits incurred. 

3.4.9 Summary 

The findings of this study provide a detailed picture of the relations between 

coping self-efficacy, coping behaviour and psychological outcomes over time after 

stroke.  Results have implications for the exploration of coping self efficacy that is the 

central focus of this thesis.  Firstly, the study demonstrated a clear and consistent 

inverse relationship between coping self-efficacy and psychological distress.  This 

extends the small body of evidence from other contexts reporting coping self-efficacy as 

an important factor for psychological wellbeing into the context of recovery from 

stroke. Secondly, this study found that a range of specific coping behaviours were 

related to psychological distress and to coping self-efficacy over time after stroke. Some 

of these behaviours have not previously been linked with psychological outcomes in 

individuals recovering from stroke. Approach oriented, cognitive strategies such as 

acceptance, positive reinterpretation, emotional expression and humour emerged as 

particularly adaptive, while the avoidant strategies denial and mental disengagement 
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appeared to be maladaptive.  Different coping behaviours tended to be used at different 

times and the adaptiveness of these behaviours also varied at different stages of 

recovery. In particular, coping efforts appeared to be targeted at the management of 

anxiety in the earlier stages of recovery and then relate more closely to depression as the 

months progressed. Findings therefore supported a model of coping after stroke that 

evolves as time progresses. Thirdly, coping behaviour was found to mediate the 

relationship between coping self-efficacy and psychological outcomes.  This supports 

the central contention of this thesis that coping behaviour forms part of the mechanism 

through which coping self-efficacy influences adaptive outcomes in the face of stressful 

life events. Fourthly, dispositional variables appeared to influence post stroke 

psychological outcomes and may do so through their influence on coping self-efficacy. 

Optimism was associated with higher levels of coping self-efficacy and with more 

positive psychological outcomes, while trait anxiety was associated with psychological 

distress and inversely associated with coping self-efficacy. Coping behaviour was not 

strongly associated with dispositional variables.  Both coping self-efficacy and coping 

behaviour were found to mediate the relationship between disposition and psychological 

outcomes.  These results suggest that interventions targeting coping self-efficacy in 

particular may assist in countering the potentially adverse influence of disposition on 

outcomes after stroke. Finally, contrary to expectations based on previous research, 

stroke severity and physical disability were generally not associated with psychological 

distress or coping self-efficacy.  The exception to this was at T3, when physical 

limitation was associated with anxiety, depression and inversely related to coping self 

efficacy, suggesting that it is the longer term realisation of physical limitations after 

stroke rather than initial stroke severity or disability during the rehabilitation period that 

plays a greater role in determining psychological wellbeing.   
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Chapter 4 Long term perspectives on 

challenges, coping and coping self-efficacy 

after stroke: A qualitative study 

The previous chapter reported findings from a longitudinal study of individuals 

during their first year of recovery after stroke. Findings supported a relationship 

between coping self-efficacy and psychological wellbeing, identified particular coping 

behaviours associated with psychological distress, and suggested that coping behaviour 

mediates the relation between coping self-efficacy and psychological outcomes. The 

evolution of these relationships over time was considered, but the specific nature of the 

challenges confronted at different stages was not explored. In addition, the role of 

coping self-efficacy and coping behaviour over the much longer term, a year or a 

number of years after stroke, was not considered. Given evidence that mood disorders 

after stroke may be long lasting (extending a number of years post stroke) or have late 

onset, this longer term time perspective may provide important insight into the 

relationship between coping self-efficacy, coping behaviour and psychological 

outcomes. 

To provide a longer term perspective on challenges and coping behaviour after 

stroke, and to explore the practical impact of coping self-efficacy during this extended 

recovery period, this chapter presents a qualitative study conducted with individuals 

who suffered a stroke between 6 months and 10 years prior. This study makes three key 

contributions to this thesis and to current research in this area. Firstly, this study extends 
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evidence from the small set of studies that have explored the types of challenges 

experienced by those who have suffered a stroke by providing joint consideration of 

challenges and coping behaviour at different time intervals. Understanding the specific 

nature of the challenges faced by those who have suffered a stroke, and what has been 

helpful in coping with these challenges, is critical for the development of interventions 

to best support them throughout recovery and in the longer term. Exploration of the 

evolution of these challenges and coping behaviour over time also provides evidence to 

test the validity of existing theoretical “stage” models of stroke recovery. Secondly, the 

study provides a qualitative perspective on how coping self-efficacy might assist 

individuals during their extended recovery after stroke.  The way this sense of 

confidence in coping ability might influence, and be influenced by, coping behaviour is 

explored.  Other specific factors that contribute to a sense of coping self-efficacy in the 

context of stroke recovery are also considered. Thirdly, the acceptability and desirability 

of psychological intervention/support programs to those who have suffered a stroke is 

assessed. If the results of the studies that comprise this thesis are to be incorporated in 

clinical intervention, then it is important to assess the desirability of such intervention 

programs to those recovering from stroke.  

4.1 Study aims and hypotheses 

The present study aimed to explore long term perspectives on coping with 

recovery from stroke.  Specifically the study was interested in the long term 

perspectives of individuals who had suffered a stroke on the following: (i) what 

challenges, both physical and emotional, are perceived after stroke and how do these 

change over time; (ii) what is helpful in coping with these challenges over time; (iii) 

what impacts on confidence in ability to cope (coping self-efficacy) over time; and (iv) 
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what type of psychological support would have been beneficial and at what point during 

recovery. 

A qualitative approach was selected for the study given its exploratory nature 

and need to generate in-depth understanding. A purposeful approach to sampling was 

employed to identify patients who had suffered a stroke in the past 10 years. Data was 

gathered via a series of focus groups with participants recruited from stroke support 

groups.  Focus groups have particular amenability to exploratory research and for 

development of intervention programs (Liamputtong & Ezzy, 2005). In line with 

recommended methodology, recruitment for focus groups continued until a point of 

saturation was reached (Glaser & Strauss, 1967), where each subsequent focus group 

held yielded little new insight to that already gained from previous groups.   

 

4.2 Method 

4.2.1 Participants 

Participants were recruited from a pool of approximately 65 regular attendees of 

stroke support groups operating in the Perth metropolitan area.   A presentation was 

made at each support group meeting outlining the study, and 31 attendees who had 

experienced a stroke more than 6 months prior, volunteered to participate.   Focus 

groups were formed taking into account geographical area and participant availability. 

Five volunteers did not attend their assigned session due to illness or a change of mind 

about participating. Consequently, a total of 26 participants were interviewed in six 

focus group sessions, with each group typically attended by 4 – 5 participants.  
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4.2.2 Procedure 

Participants attended a 1.5 hour focus group session, five of which were held at 

the University of Western Australia.  One of the six focus groups was held away from 

the university to facilitate attendance. Five of the six sessions were videotaped for the 

purpose of verbatim transcription, with the sixth session audio-taped as video facilities 

were not available.  Informed consent for both participation in the study and 

videotaping was obtained prior to attendance at focus group sessions.    

On arrival, participants completed a short set of written questionnaires which 

sought demographic information, stroke related information, and details of any 

psychological or psychiatric support received since the stroke. Participants also 

completed the SF-12 (Ware et al., 1993), a brief generic measure of health status which 

yields two subscales reflecting ratings of physical health and mental health during the 

last four weeks. Higher scores on both subscales reflect more positive health. 

A series of open-ended questions (Table 4.1) were then posed for group 

discussion. Responses were summarized on a flip chart to facilitate discussion.  

Consistent with focus group methodology, responses were sought from as many group 

members as possible and were probed with open ended questions to elicit detail.  At the 

conclusion of each session, participants were debriefed and refreshments provided. 
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Table 4.1 Interview Script  

1. What were some of the challenges that you’ve faced, both physical and emotional, 

since you had a stroke, remembering back from the early days up to now ?  

2. What helped you get through and cope with these challenges ? 

3. How has having a stroke changed the way you view yourself ? 

4. Since you had your stroke, have there been times when your confidence about your 

ability to get through has been a bit wobbly, when you haven’t felt as confident ? 

5. Despite the significant challenges you have faced, do you think anything positive 

has come out of this experience ? 

6. What, if any, psychological support would have been helpful during recovery ?  

 

4.2.3 Analysis 

Video or audio tapes of each focus group were transcribed and entered into QSR 

NUD*IST 6.0 qualitative analysis software, which was used to facilitate thematic 

analysis.  The process of analysis included open, axial and selective coding to develop a 

set of core categories, or themes (Liamputtong & Ezzy, 2005). Interview transcripts 

were initially read and themes assigned to text, identifying discrete ideas and 

phenomena (Strauss & Corbin, 1990).   Multiple codes were assigned to each “turn at 

talking” by individual participants.  Repetitive readings of each transcript facilitated 

refinement of codes across the dataset. Codes were then categorized and clustered 

together along different dimensions.   Reiterative comparison of codes and categories 

within and across groups further contributed to the development of higher level themes. 

Although an interview script was used to guide exploration of the participants’ 
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perspectives, responses did not map neatly back onto discrete questions and data was 

not categorized on this basis during analysis.  After initial codes were agreed, a subset 

of text was selected for analysis of inter-rater reliability. Three researchers (including 

the author and two supervisors) coded approximately 20% of the total transcript text.  

Coding was agreed in 78 % of passages.  Emergent themes and categories were also 

examined and agreed by all three researchers.  

4.3 Results 

4.3.1 Participant characteristics 

Participants ranged from 22 to 79 years of age, (mean 60.88 years; SD = 15.78). 

One focus group included only participants recruited from a support group targeted at 

young stroke patients and the mean age of this group was 32.40 years.  Participants had 

experienced stroke between six months and 12 years prior, with a mean time since 

stroke of 4.40 years (SD = 3.08).   Table 4.2 details demographic characteristics and 

stroke related information gathered from participants. 

Participants provided retrospective ratings of overall symptom severity at the 

time of their stroke using the Modified Rankin Scale, with scores ranging from 0 

(negligible symptoms) to 5 (severe).  The mean Rankin scale score of participants in the 

study was 4.19 (SD = 0.89), indicating that participants had experienced, on average, 

moderately severe strokes. The length of time spent in hospital following stroke ranged 

from 1 to 70 weeks (mean = 13.98 weeks; SD =16.30 weeks).  

Compared to normative data, participants tended to have poorer than average 

physical health for their age (t = -7.76, p<.001; Ware et al., 1993), as demonstrated by 

the low mean PCS scores obtained on the SF-12 (Table 4.3). This is consistent with the 

fact that a number of participants were in wheelchairs or had other visible physical 

disabilities.  The mental health status of participants, as measured by the SF-12 MCS, 
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was not significantly different to comparable data from the general population. 

Individual variability within MCS scores was however noted, with some participants 

experiencing considerable emotional distress related to their stroke many years after the 

event.  

Results of thematic analysis are presented below organized around: (i) 

challenges faced over time, (ii) what helped participants cope, (iii) confidence in coping 

ability and (iv) perceptions of psychological support needs.  An overall model 

synthesizing the core themes is then presented. 

 

Table 4.2 Demographic and Stroke Related Characteristics of Participants (N=26) 

  N 

 

Gender  

 

 

Male  

Female 

 

12 

14 

Marital Status  

 

Never married 

Married/De-facto  

Widowed  

Separated/Divorced 

2 

17 

2 

5 

Employment Status  

 

Currently employed 

Retired/disability pension 

7 

19 

Site of Stroke  

 

Left  

Right 

Other / don’t know 

14 

9 

3 

First time stroke  

 

Yes (one stroke) 

No (multiple strokes) 

23 

3 

Seen Psychologist/Psychiatrist since stroke  ? 

 

Yes 

No 

14 

12 

 



 140 

Table 4.3 Participant Current Health Status  

SF-12 Subscale Mean SD Range Mean  

General 

Population
(ii)

 

Mean General 

Population 

Age 55-64
(ii)

 

Physical 

Component 

Summary (PCS)
 (i)

 

37.71  8.15 24.34 – 53.90 50.12 (9.45) 

 

46.55 (10.63) 

Mental Component 

Summary (MCS)
 (i)

 

48.37 11.34 28.49 – 66.00 50.04 (9.59) 50.57  (9.82) 

      

Note. (i) Higher scores denote more positive health.  (ii) Normative data from Ware et al., 1993.  

 

4.3.2 Challenges 

Distinctly different challenges were reported as time progressed from the early 

days immediately after stroke (which involved hospitalisation for all participants), 

through rehabilitation either as an inpatient or outpatient, and then in the longer term. 

 

Early challenges 

Support group members perceived a range of challenges during the acute care 

phase immediately following stroke.  These included survival, management of physical 

symptoms associated with the stroke (paralysis, loss of consciousness, loss of mobility, 

difficulties with balance, vision, cognition, and communication), dissatisfaction with 

medical care received, uncertainty and confusion about the circumstances of their 

stroke, and the immediate financial implications of being unable to work.  

About three quarters of participants experienced at least some form of speech or 

communication deficit immediately after their stroke. Participants with communication 

difficulties described these as overwhelming; many described becoming totally 



 141 

preoccupied with regaining their speech and communication abilities, to the extent that 

other needs or physical symptoms were ignored.    

Loss of control over personal care (toileting, showering, dressing, eating) was 

described as particularly confronting; almost all participants described being upset at the 

“loss of dignity” they encountered during hospitalization.  

The doctors would poke you and examine you without you knowing. It is your 

body but they don’t respect that (S3, 66 year old male, 9 years post stroke). 

Dissatisfaction with the hospital environment, shared room arrangements, hospital food, 

delays in emergency departments, and with care that was perceived as hurried, 

inadequate or insensitive was also reported.   

 

Participants reported a high degree of uncertainty during the acute care phase 

about what had actually happened to them. Almost all participants described a strong 

sense of confusion, even after diagnosis, and an inability to comprehend, accept or 

remember that they had experienced a stroke. For some this was attributed to having no 

prior knowledge about stroke, or to a belief that something like that would not happen 

to them, whereas others felt they had received insufficient information about the 

circumstances of their stroke, their medical diagnosis and prognosis.  This was 

especially important to participants who experienced some cognitive confusion after 

stroke. 

After my stroke, I was unconscious for about 6 weeks, and I couldn’t deal with 

anything. Then when I became conscious, someone said to me, you’ve had a 

stroke.  I thought to myself, young blokes don’t have strokes (S21, 60 year old 

male, 5 years post stroke). 
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I was in a huge single room with an ensuite [bathroom] but every time I walked 

outside the room I went the wrong way. I couldn’t understand it and nobody was 

explaining it to me or saying look you’ve had a stroke (S7; 69 year old male, 6 

years post stroke). 

 

Financial issues were of great concern from early in the recovery process.  For 

support group members who were employed at the time of stroke, particularly those 

who were self-employed or the main household income provider, concerns about loss of 

income were immediate and highly anxiety-provoking. Insufficient information about 

accessing appropriate social services compounded this anxiety. 

 

Rehabilitation challenges 

Some of the early challenges continued during the rehabilitation phase, 

especially for those in inpatient rehabilitation programs. As noted above, many 

participants were hospitalised for extensive time periods. Uncertainty about prognosis, 

along with fear and anxiety about the degree of recovery that would be achieved became 

predominant concerns for participants during rehabilitation.  For some, distress arose 

from overly optimistic expectations about speed of recovery; others perceived that there 

was some deadline by which they must recover or they would be “stuck for life” as one 

participant described it.  

The worst thing for me was when they said the way you are in 18 months time is 

the way you’ll be stuck for life. Later, I was getting very edgy because I wasn’t 

improving and that deadline was coming near. If you have a setback you go 

down ten times further because you see that 18 months looming (S7, 69 year old 

male, 6 years post stroke).   
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Participants described their emotional reactions during rehabilitation as they 

started to think about what the future might hold.  Depression and, in some cases, 

suicidal thoughts were reported. 

Every night I would ask why am I still here, I would pray that God would take 

me (S26, 65 year old female, 7 years post stroke). 

Managing and maintaining motivation for rehabilitation regimes was difficult 

for some participants.  Some who were unable to muster motivation for an extended 

time appeared to be hampered by a lack of acceptance about what had happened to 

them.  Others reported fluctuating motivation, describing periods during which they 

found it difficult to manage the demands (e.g. physiotherapy exercises) of rehabilitation.  

Determination to recover was perceived as important and a source of personal pride.  

The impact of stroke on social networks and relationships started to become 

apparent during rehabilitation, particularly for those in lengthy inpatient programs. 

Younger participants, who had experienced strokes in their late teens through early 

thirties, described intense feelings of social isolation whilst in inpatient rehabilitation 

given the predominance of much older patients in the hospital environment.  In addition, 

they keenly felt the loss of social activity such as going out to pubs and clubs with 

friends.   

 

Later challenges  

The period following discharge from hospital or from inpatient rehabilitation 

was described as the most challenging by almost all participants.  They described a 

sense of abandonment by the medical system, associated with concern that they had 

exhausted the limits of available help but were not “back to normal”. 

The impact of physical limitations and disability on day to day tasks, on ability 

to engage in previously enjoyed hobbies and activities, and on roles within the family 
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was a major challenge.  Many participants reported a gradual realization of the extent of 

change they faced as they attempted to resume their previous lifestyle.  For example, 

participants reported being back at home and realizing that they were unable to dress or 

do their hair in their usual style because of paralysis in one arm.   

The loss of ability to drive a car was discussed extensively as a major challenge 

in all focus groups.  For many participants, regaining their driver’s license was foremost 

in their mind even prior to hospital discharge.  Driving was seen as representative of 

independence, a way to regain self esteem, a means to access social support and to 

facilitate participation in valued activities. Participants spoke about their ability to 

resume driving, or their failure to regain their license, with deep emotion. 

Great distress was associated with the loss of hobbies and activities that had 

previously been a source of personal pleasure and achievement.  Inability to resume 

roles such as being the family income provider, protector, carer for an elderly parent, 

driver, or decision maker was also difficult to accept. 

In my case as a man I came home, I am the one to provide for my family and I 

had a young family at the time. I felt inadequate and in those days there were a 

lot of home invasions. I thought how will I protect them, it is my role to protect 

them and my role has changed (S3, 66 year old male, 9 years post stroke). 

 

Over time, some participants were able to adjust to a new way of life.  This 

entailed learning how to do new things, learning to do things differently, relearning 

abilities (such as spelling, communication, walking) and continued commitment to the 

long term rehabilitation process.  

Finding new ways to do things one handed, like ironing, pushing a shopping 

trolley. I usually give anything a go but have had some spectacular falls trying 

(S14, 30 year old female, 3 years post stroke). 
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I had been through the stage of thinking that I would try to do all the things I 

used to do and get back to normal. I realized that I needed to modify things a bit 

and put some boundaries around it, but it was a struggle (S21, 60 year old male, 

5 years post stroke). 

Others were still struggling with acceptance and getting angry and frustrated about not 

being able to “get back to normal” years after their stroke.  

Some days are difficult and some days are easier, when I have more movement 

in my arm I feel better.  It has been hard trying to get life back to normal. I have 

no income now and little savings. I need to get back to normal (S2, 59 year old 

male, 2 years post stroke). 

The more time goes the more worried I get; what if I don’t get better… (S1, 74 

year old male, 1 year post stroke). 

Although participants found support from family and friends a key resource for 

recovery, these relationships were often challenged as a result of stroke. Two 

participants reported marital break down after their partners were unable to cope with 

their disability.  Others expressed discomfort with their level of dependence on their 

partner.  For younger and single participants, the stroke and resulting disability were 

perceived as reducing their chances of finding and maintaining an intimate relationship. 

A notable characteristic of younger participants was the high level of concern expressed 

about body image following stroke. Feeling less attractive and self-consciousness about 

visible disabilities played a major role in participants’ self concept and ability to freely 

enjoy social interactions.  

Emotional responses reported in the longer term included depression, anger, 

suicidal thoughts and a sense of loss.   Periods of despair were reported by almost all 

participants with some experiencing severe and extended periods of depression. About 
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half of the participants had sought psychological or psychiatric support to deal with 

these difficulties.  Rumination on disability and what had been lost seemed to trigger 

depressive and suicidal cognitions. 

Not understanding why, sometimes it seems like life is not worthwhile, it’s just 

so hard trying to get movement back again. I feel quite sad at times, crying and 

emotional. I feel like I am a burden to my wife. I think of my past and ask what I 

did to deserve to be like this (S2, 59 year old male, 2 years post stroke) 

  Participants expressed grief associated with loss of abilities, of independence, of 

confidence and of future ambitions. Having struggled to deal with the implications of 

stroke on day to day activity, the loss of future plans and dreams was particularly 

distressing for many participants.  Plans to travel, to have children, to work in a chosen 

occupation, or for a particular retirement lifestyle were disrupted by the stroke and 

resultant health status. In addition, a more personal sense of loss of self was commonly 

experienced. 

The biggest loss I had was my self-esteem. You go from running a company and 

being good at sport and the head of the household, to everything being taken 

away from you (S21, 60 year old male, 5 years post stroke). 

4.3.3 Coping behaviour 

Coping strategies described by participants as helpful centered around three core 

themes: social support, active/behavioural strategies and cognitive strategies. 

Social support 

Social support from family, friends and stroke support groups was the first thing 

mentioned by all focus groups as helpful across the recovery process.  In the initial 

instance, the help of partner or a family member to access emergency care, navigate the 

medical system, and provide practical help was important to participants.  As time 
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progressed, this support evolved into care-giving, encouragement, empathy, and 

facilitation of role change. Usually a partner was the person who provided most of this 

support, with younger stroke patients particularly appreciative of the care and support 

their mothers provided.   

You know that she [mum] is there and is going to do the right thing. She knows 

me well and will know what strategy I need to go with to cope (S12, 22 year old 

female, 2 years post stroke). 

Encouragement and assistance to resume activities and social interactions, and 

persistence at providing such support, even when not initially welcome, was ultimately 

appreciated.  

Participants described the unique and important role played by stroke support 

groups in their lives.  As well as providing an enjoyable social gathering, participants 

described feeling understood by others in the group, in a way that family or friends 

could not understand.  Support groups also helped normalize their experiences and post 

stroke way of life. 

People who have had a stroke can understand you. I cared for my mother after 

two strokes and I thought I understood as I did a lot for her, but I have realized 

that I did not understand. You only really relate when it has happened to you 

(S19, 79 year old female, 5 years post stroke). 

The stroke support group has helped a lot. I don’t think that I am the only 

person in the whole world who has been punished by God. Others have done 

well and it is encouraging to see their progress even though I cannot see that I 

have made much progress myself (S10, 66 year old male, 4 years post stroke). 
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Hearing about the progress of others, what has helped them, and practical tips for living 

with disability (for example, clothing tips for dressing with one hand) were also 

reported as benefits gained from attending stroke support groups. 

 

Active strategies 

A number of active/behavioural strategies were reported as extremely helpful 

during the recovery process.  These included information seeking, participation in 

rehabilitation, problem solving, participation in activities, and driving.  

After being discharged from hospital, many participants spent time seeking out 

further information about their diagnosis, what had happened to them during the stroke 

event and during the process of hospitalisation, as many were unable to recall this time.  

General practitioners provided an important source of information.  This information 

was viewed as helpful for making sense of what had happened, and contributed to a 

sense of acceptance and adjustment to resultant disabilities.   

Physiotherapy, occupational and speech therapy were described by participants 

as a key part of their recovery.  In addition to the enhancement of functional ability 

derived from participation in these programs, rehabilitation therapies provided a focus 

for effort and a sense of working towards recovery.  The key role of encouragement and 

support from various therapists in these programs was noted. 

Participants who were able to adopt a problem solving stance despite their 

frustrations at being unable to do what they used to appeared less distressed and better 

able to adjust to disability.  Practical solutions to physical limitations, such as carrying a 

communication card to show in public to explain communication deficits, making lists 

to assist memory, or finding new ways of dressing independently, were empowering.   

What I’ve done is try to adapt by solving problems, such as putting my wallet at 

the front instead of the back so that I can reach it.  For me when the problem 
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arises, I look at it, try it out and see what happens (S9, 51 year old male, 6 

months post stroke). 

Participants enthusiastically endorsed the benefits of engaging in activities or 

hobbies, either those that had been enjoyed before their stroke or new hobbies.  

Activities mentioned included sailing, gardening, woodwork, sewing, crafts, writing and 

photography. These activities provided a sense of achievement, confidence and sheer 

enjoyment. Maintaining participation in these activities was seen as extremely important 

in the recovery process and for continued wellbeing.   

 

Cognitive strategies 

Participants demonstrated good insight into the cognitive coping strategies they 

had used since their stroke. Finding acceptance and positive reinterpretation were 

highlighted as central factors in facilitating longer term adjustment. 

A number of participants described reaching a sense of acceptance as an 

important turning point in their adjustment process. The challenge that acceptance posed 

to other participants has already been noted above.  Acceptance was associated with 

learning how to accept help from others, and struggling with, or moving beyond, the 

dominant thought “I need to get back to normal”.  Participants described coming to the 

realization that hope and determination would not guarantee a full recovery.  They 

described the difficulty in balancing acceptance of disability with maintaining 

motivation for rehabilitation.  Coming to a greater acceptance of mortality and the lack 

of control one has over life were also described as part of this process. 

It takes time to get past the barrier of anger and go forward. Once you have 

gone past that barrier, things get better and you are working towards things 

(S26, 65 year old female, 7 years post stroke). 
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Positive reinterpretation, taking a philosophical approach to what had happened 

and focusing on any positives that had come from the experience of having a stroke, 

were also described as helpful.  A changed life outlook in terms of appreciation of 

friends and family, gratitude for life, and less emphasis on material goods was perceived 

as beneficial.  Increased empathy for others, increased ability to express love and 

increased patience were described by many participants.  

I have got more patient, I accept that I make mistakes and that I do things a lot 

more slowly (S20; 65 year old female, 5 years post stroke). 

Not all participants felt this way and some, even many years after stroke, were unable to 

see anything positive in the experience, scoffing at others in the group who reported 

their experiences of personal growth. Increased empathy had led a number of 

participants to volunteer to help others who had experienced stroke via participation in 

support groups, research projects, and by visiting stroke wards.  This was described as 

helping find some sort of “use” for what they had experienced.   

Maybe in a way we had to go through this to teach other stroke victims and be 

positive for them (S11, 31 year old female, 11 years post stroke). 

Other cognitive strategies described as helpful during recovery included 

distraction, relaxation, the use of humour and comfort gained from religious beliefs.  

Distraction via engagement in activities, keeping busy and spending time with friends 

and family, helped prevent rumination.  The use of relaxation or meditation exercises 

and tapes provided relief from emotional distress, particularly when in the hospital 

environment.  The ability to laugh and use humour, particularly during confronting 

situations, was described by a number of participants as extremely helpful.  Prayer, 

religious beliefs, talking with ministers and involvement with church communities 

provided some participants with a sense of perspective about their stroke as well as 

providing social support.    
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4.3.4 Confidence in coping ability 

Participants generally described an overall loss of self-confidence and efficacy, 

which extended into a fluctuating level of confidence in their ability to cope. These 

fluctuations were driven by changing levels of confidence in their ability to recover, 

body image concerns and confidence or stability in their relationships with others.  

Specific comments made by participants were directed more at this overall level of 

confidence/efficacy rather than specifically referring to coping self-efficacy. Overall 

loss of confidence was reflected in a sense of not being okay and was particularly 

sensitive to physical setbacks and progress towards recovery milestones. Experiencing 

emotional distress tended to further reduced confidence, reflecting some expectation 

that it was not okay to become distressed.  

The stroke comes suddenly and you lose certain faculties…it took my confidence 

in myself away but still life goes on and I learnt that I have to make the best of 

what I have (S3, 66 year old male, 9 years post stroke). 

I often think I’m okay but I’m not (S7, 69 year old male, 6 years post stroke).   

A fall, or a really bad night, physical setbacks, would make me feel awful and 

lose all my confidence (S20; 65 year old female, 5 years post stroke). 

Feeling confident in terms of physical appearance played a big role in overall 

confidence, particularly for female participants. These feelings were particularly salient 

in social settings.  One participant noted that her level of confidence, impacted on the 

way she acted around others, and that at times when she felt more confident, she was 

better able to relate to others and enjoy herself socially. 

For me, particularly living on my own as I couldn’t move my arm to get a comb 

through my hair, it was appearance.  I couldn’t dress myself, I couldn’t get zips 

done up, you lose your confidence there, you feel like you are not presented as 
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well as you would like to be.  Once I could do those things and present myself, I 

felt better (S20; 65 year old female, 5 years post stroke).  

Confidence during recovery was also influenced by relationships with partner, 

family and friends.  Conflict or uncertainty in relationships, questioning the motivation 

of others, and awareness of dependence on others for care and/or financial support led 

to doubts about ability to cope. Conversely, supportive relationships appeared to play a 

role in helping to stabilize participants’ level of confidence in themselves and their 

ability to cope. 

Ability to engage in activities that provided a sense of achievement and 

enjoyment provided a source of resilience and helped rebuild confidence.  Driving was 

highlighted by participants as a key to regaining lost confidence.  Attainment of small 

goals such as going on an anticipated outing, taking a small step towards resumption of 

a hobby or part time work was also experienced as confidence boosting. 

4.3.5 Psychological support needs 

Participants complained that there was insufficient attention to emotional aspects 

during the recovery process, with an almost exclusive focus on physical aspects of 

rehabilitation. As noted, approximately half of the participants at the focus groups had, 

at some stage, received support from a psychologist, psychiatrist or counsellor in coping 

with their stroke and its impact on their lives.  This support was commonly described as 

difficult to access and not available when needed most.  Participants experienced 

difficulty finding information about psychological support services and were often 

confronted with long waiting lists. They expressed concerns that general practitioners 

were often too reactive and failed to offer suggestions for support until a crisis point had 

arisen (for example, expression of strong suicidal ideation).  Those who had received 

psychological or psychiatric support reported benefits which included improved mood, 

reduced feelings of isolation, increased acceptance and increased ability to cope. 
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Seeing the psychotherapist made me look at things differently, accept that I 

cannot do as much as I would like to at the moment, and maintain hope that this 

will change (S9, 51 year old male, 6 months post stroke). 

The general consensus was that psychological support was most needed at the 

time of discharge from hospital or inpatient rehabilitation.  However, individual 

variability was noted, with some participants reporting a need for support immediately 

after their stroke whilst others felt they would not have benefited from support until a 

year or more had passed.  The need for flexible psychological support services to 

accommodate different trajectories and needs was discussed.  Stroke support groups 

were perceived as providing invaluable long term support but did not replace the need 

for individualized psychological support from a psychiatrist, psychologist or counsellor. 

4.3.6 Overall model  

Across groups, an overall picture (Figure 5) emerged of key themes and the 

interaction between key challenges and coping behaviour after stroke.  In the early days 

following stroke, participants described a great deal of anxiety, confusion and 

frustration dealing with physical symptoms, the hospital environment and the challenges 

of medical care.  Over time as recovery progressed, this evolved into increased 

realization of physical limitations and the impact of these on their lives. This was 

accompanied by continued uncertainty, anger and depression as participants confronted 

their losses and struggled with attempts to “get back to normal”.  Acceptance emerged 

as a critical factor in this process, with those able to reach acceptance moving away 

from emotional distress and towards adjustment.  This was characterized by 

incorporation of new ways of doing things, new roles and activities.  Social support, 

engagement in activities (behavioural activation) and psychological support promoted 

coping, acceptance and adjustment.  Those struggling with acceptance appeared caught 
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in a cycle of frustration at physical limitations and uncertainty, maintaining emotional 

distress.   

The model presented at Figure 5 was fed back to a subset of focus group and 

other support group members a few weeks after completion of the focus group 

interviews. It was endorsed as an accurate summary of their contributions to the focus 

groups and a meaningful representation of their experiences. 

 

 

 

Figure 5. An Overall Model of Challenges and Coping Behaviour After Stroke 
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4.4 Implications 

4.4.1 Challenges 

Stroke support group members who participated in this study perceived their 

stroke as a major life changing event, which in most cases presented challenges for 

years afterwards.  These challenges differed over time from the acute immediate post 

stroke period, through rehabilitation, adjustment to life back at home and into the longer 

term.  Stage models such as that proposed by Kirkevold (2002) therefore provide useful 

frameworks for grouping the challenges that patients might face at different points 

during recovery.  Challenges described by participants in this study were consistent with 

those reported by other researchers, and included feelings of uncertainty and confusion 

about what had happened, inability to drive, impact on social relationships, and loss of 

previously valued activities (Becker & Kaufman, 2005; Clarke & Black, 2005; 

O’Connell et al., 2001).  Uncertainty about stroke and prognosis was a prominent theme 

in the experiences of participants in this study, and seemingly a major contributor to 

anxiety and distress.  Becker and Kaufman (2005) argued that uncertainty and 

frustration during rehabilitation after stroke in part arises from differences in the 

perspectives of patients and their treating physicians. They suggested that given the 

uncertain prognosis for stroke sufferers, medical responses tend to be vague and 

somewhat cautious and emphasize that active rehabilitation should yield the best 

possible outcome. Patients may take a different perspective, wanting to believe that they 

can make a full recovery, and view recovery as a function of the effort they invest in 

rehabilitation. This can lead to disappointment with the rehabilitation progress and 

disillusion with medical advice.      
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Participants reported significant episodes of emotional distress at all stages of 

recovery. Results supported previous suggestions that the emotional consequences of 

stroke include a sense of loss, dealing with the disappointment of unmet recovery 

expectations, and difficulty coping with degrees of dependency (Mumma, 1986; White 

& Johnstone, 2000).  These losses contributed to a sense of depression, particularly as 

the permanent nature of some of these losses was realised. In addition, the longer term 

perspectives explored in this study revealed the central role of acceptance in the 

adjustment process.  The link between emotional distress and difficulty reaching a sense 

of acceptance was highlighted.  Anxiety, anger, loss, depression, negative views of self, 

poor body image, feeling unable to cope and in some cases suicidal ideation were 

experienced by participants as they struggled to come to terms with their stroke and its 

impact. This appeared to be particularly difficult for those who were strongly focused 

on a “need to get back to normal”. The significant emotional distress experienced during 

this struggle and process of adjustment may help explain the prevalence of late onset 

mood disorders after stroke.  

4.4.2 Coping behaviour 

In dealing with the above challenges and distress over time, participants 

identified a number of helpful coping behaviours.  These included using social supports, 

active modes of coping and a range of cognitive strategies, including acceptance, 

positive reinterpretation, distraction, relaxation, and humour. 

 Consistent with theory and empirical evidence across stress and coping 

research, participants described the key role that social support from partners, family 

and friends played in facilitating coping and recovery.  However, social relationships 

were also described as a source of distress, conflict and self-doubt for some participants.  

Lack of social support or presence of relationship conflict may provide identifiable risk 

factors for psychological difficulty after stroke.  Stroke support groups, which were 
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identified as providing a deep sense of belonging and understanding, may be 

particularly useful for individuals who do not have social networks or whose 

relationships are unsupportive.   

Other stroke studies have reported the benefits of active coping (e.g. Elmstahl et 

al., 1996) and participants in this study also identified active strategies such as 

information seeking, participation in therapies, problem solving and engagement in 

activities as helpful.  Engagement in these active modes of coping was described by 

participants as promoting an overall sense of confidence that extended into confidence 

in ability to cope. A problem-solving focus appeared to enhance acceptance. 

Participating in enjoyable activities helped to combat feelings of emotional distress.  

Atchley (1998) suggested that when faced with a sudden reduction in functional ability, 

psychological wellbeing may be less negatively impacted if activity decline is at least 

partially offset by substitute activities.  Becker (1983) reported that after stroke, 

maintaining activity and daily tasks provides an important link to daily life in the past, 

helping to preserve a continuous sense of the world. She argued that the process of 

struggling with daily activities and trying new activities helps re-establish a sense of 

continuity and meaning that is critical to psychological adjustment after stroke. This is 

consistent with the principle of behavioural activation through participation in enjoyable 

activities, a common component of clinical cognitive behavioural treatments for 

depression more generally (Fennell, 1989). The perspectives expressed by participants 

in this study provided further support for the important role of activity in the process of 

adaptation. 

The key role of acceptance was highlighted in the overall model presented at 

Figure 5.  When recalling their experiences a number of years after stroke, some 

participants were able to identify a turning point in their rehabilitation, characterised by 

an acknowledgement and acceptance of their stroke and a commitment to reshaping 
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their lives.  This turning point was described more in terms of a retrospective awareness 

of a shift in attitude, rather than a specific point in time when a dramatic change 

occurred.  Acceptance was supported by learning to accept help from others and 

engaging in new and enjoyable activities. The Dual Process Model of Bereavement 

(Stroebe & Schut, 1999) contends that adaptive coping involves frequent oscillation 

between loss-orientation, concentration on processing aspects of a loss experience, and 

restoration-orientation, commitment to change and reengagement with life including 

establishment of new roles and relationships. The experiences of the stroke support 

group members who participated in this study appear to fit with this model of 

adjustment.  Those who were able to tolerate and accept their emotional distress and 

sense of loss (loss orientation), and at the same time undertake activities and cope in 

ways that enabled then to re-engage with their life (restoration orientation) were in time 

able to move towards positive adjustment.   

Positive reinterpretation was described as a helpful means of coping by some 

participants (others had not engaged in any form of positive reinterpretation years after 

their stroke). For those participants who reported use and benefit from positive 

reinterpretation, increased empathy for others, patience and a changed outlook on life 

were commonly reported. Acceptance appeared to be a precursor to being able to 

reappraise what had happened in any sort of positive way.  

4.4.3 Confidence in coping 

Participants described a fluctuating sense of coping self-efficacy during their 

recovery. Confidence in ability to cope was reflected in an overall sense of confidence 

and was particularly attuned to setbacks and progress in terms of physical recovery. 

Feelings of emotional distress contributed to a reduction in overall confidence, which in 

turn fed a cycle of emotional distress and further reductions in coping self-efficacy. 

Body image and confidence in appearance also impacted on feelings of self-efficacy, 
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particularly for female participants.  Particular coping strategies were identified, such as 

social support and active coping, that appeared to directly impact on feelings of 

confidence. Active coping through engagement in activities promoted a sense of 

achievement and enjoyment, supporting self-efficacy. This is consistent with the 

interrelationship between coping behaviour and coping self-efficacy reported in the 

study described at chapter 3. 

 

Implications for psychological support interventions 

The results presented above offer a number of insights for the development of 

psychological interventions to promote adjustment and wellbeing.  Psychological 

support was perceived as acceptable, desirable and a much needed adjunct to the 

recovery process by all participants in the study. It is therefore likely that interventions 

addressing the issues below would be well received by other individuals going through 

the various identified stages of recovery after stroke. 

During the early post stroke period, it is apparent that patients are seeking clear 

explanations, repetition and reassurance to help manage confusion, anxiety and 

uncertainty.  Repetition of diagnoses and explanation of what has happened may in 

particular assist those who experience cognitive confusion.  Assisting patients to 

address financial concerns early and access appropriate social security payments 

relatively quickly may alleviate anxiety.  Provision of information about therapeutic, 

social and psychological support availability, even if not utilized until later in recovery, 

may also be supportive at this early stage.  

During inpatient or outpatient rehabilitation, psychological assistance to help 

manage prognostic uncertainty, and to maintain motivation towards rehabilitation tasks 

may be beneficial. Management of anxiety and counselling to address any relationship 

conflict that arises at this time in primary support networks should also be addressed. 
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Assisting individuals to work towards resumption of driving as soon as possible, if 

appropriate, should be a priority. 

The period when back at home after discharge from hospital or from inpatient 

rehabilitation, was highlighted by participants as the time when psychological support 

was most needed.  Individual psychological treatment of depression, suicidal ideation, 

anxiety and anger issues may help alleviate emotional distress. Psychological 

interventions that promote behavioural activation and adaptive coping skills may also be 

beneficial at this time, partly via their positive impact on coping self-efficacy. The study 

suggests that coping skills training should include promotion of cognitive strategies 

such as acceptance, relaxation, humour and positive reinterpretation. Some caution is 

advised in promoting humour or positive reinterpretation, given the individual 

variability in acceptability of such approaches observed in this study. Exploration of 

body image issues may also be important, particularly for younger individuals. 

Additionally, given the key role of social support in the recovery process, some may 

benefit from improved relationship and communication skills, conflict resolution skills 

or assistance in developing new social networks. Psychological interventions that 

facilitate balance between loss and restoration orientation will ultimately assist 

individuals to move towards acceptance and adjustment.   

4.4.4 Limitations 

This study was based on focus group interviews with stroke support group 

members who volunteered their participation and who may not be representative of the 

stroke patient population generally. This is reflected by the relative severity of their 

initial stroke. Stroke patients living in the community who do not attend support groups 

may express different perspectives on recovery.    

Established guidelines for ensuring methodological and interpretive rigor in 

qualitative research have been followed as far as possible, but there is an element of 
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interpretation inherent to qualitative research. In addition, the use of independent 

“blind” researchers for the collection and analysis of data, unfortunately not possible as 

part of this thesis process, may have enhanced the validity of results. Subsequent 

research to quantify and validate the above findings, and assess the efficacy of an 

intervention targeting the challenges and adaptive coping strategies suggested by this 

study, would be beneficial.      

4.4.5 Summary 

Findings from this study suggest that the process of long term adjustment after 

stroke appears to be reliant on a balance between accepting lost abilities and life 

changes, managing emotional distress, and moving towards a new way of life. Coping 

behaviour and coping self-efficacy appear to play a dynamic and significant role in this 

process.  Acceptance, positive reinterpretation, social support and active (in particular 

engagement in enjoyable activities) coping strategies appeared to support and be related 

to both coping self-efficacy and wellbeing over the longer term. Management of 

emotional distress, especially in the face of physical recovery setbacks, was important 

for maintaining individuals’ confidence in their ability to cope. Distinctly different 

challenges, presenting differing coping demands, were evident at different points across 

long term recovery.  Stage models of recovery therefore provide a useful framework for 

specifying coping behaviour and intervention elements that are likely to be adaptive and 

support improved psychological wellbeing after stroke. Psychological support 

interventions that enhance confidence in, and ability to, cope with these challenges are 

likely to be both accepted and welcomed by those who have suffered a stroke. 



 162 

 

 



 163 

Chapter 5 Opportunities for intervention: 

The stroke support recovery program pilot 

study 

The preceding chapters detailed two studies that investigated the role of coping 

self-efficacy, and its inter-relationship with coping behaviour, after stroke.  The 

longitudinal prospective study presented in chapter 3 found that coping self-efficacy 

was an important factor for psychological wellbeing during the first year after stroke. 

Another key finding was that coping behaviour mediated the relationship between 

coping self-efficacy and wellbeing.  Results of the qualitative study detailed at chapter 4 

further highlighted the importance of coping behaviour for psychological wellbeing 

after stroke.  Participants described specific coping behaviours that facilitated 

adjustment and/or enhanced perceptions of coping self-efficacy as they faced evolving 

challenges as their recovery progressed. Taken together, findings from these two studies 

support the overall contention of this thesis that coping behaviour is a key mechanism 

through which coping self-efficacy influences outcomes in the face of stressful life 

events.  Further, they suggest specific ways of coping that may be most central to this 

interplay, at least in the context of recovery from stroke. Encouraging acceptance, 

positive reinterpretation, emotional expression and humour, and discouraging denial and 

mental disengagement, may generally support coping self-efficacy and adaptive 

psychological outcomes after stroke (although it is important to note that the strategies 

that prove adaptive may differ at different time stages during the recovery process, as 
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reported at chapter 3). The practical implications of these findings for clinical 

intervention remain to be explored. Given results from the preceding studies, 

interventions that aim to enhance psychological wellbeing through manipulation of both 

coping self-efficacy and coping behaviour would be expected to offer adaptive benefit 

after stroke, particularly if designed with a specific recovery stage (post stroke time 

interval) in mind. 

This chapter details the development and pilot testing of an intervention program, 

directly informed by the results from the studies described in the preceding two 

chapters. The purpose of the chapter is to explore the clinical utility of interventions that 

build on the relationships between coping self-efficacy, coping behaviour and 

psychological wellbeing that are central to this thesis.  

5.1 Study aims and hypotheses 

This study sought to develop and investigate the utility of a pilot intervention 

program targeting coping self-efficacy and coping behaviour as a means of improving 

psychological wellbeing after stroke, based on the findings contained in the previous 

two chapters. The intervention aimed to increase coping self-efficacy, through both 

mastery experiences and vicarious means, and to promote adaptive coping, through 

encouragement of specific coping strategies. Promoting use of these specific coping 

strategies may also enhance coping self-efficacy. Given findings in chapter 3 that 

coping behaviour mediates the relation between coping self-efficacy and psychological 

wellbeing, it was expected that targeting both these constructs concurrently would offer 

greater benefit for psychological wellbeing.  A secondary aim of the study was to assess 

the acceptability of this type of psychological intervention to those who have suffered a 

stroke and are coping with the challenges of recovery. 
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Given findings from the preceding studies that the challenges and, to some extent, 

the coping behaviours that prove adaptive appear to differ at different stages during 

recovery, a specific time stage was selected for the intervention. An intermediate 

recovery time frame, 3 – 9 months post stroke, was selected as most suitable for 

delivery of the pilot intervention. This is the time when participants in the qualitative 

study stated that psychological support would have been most valuable.  It also provides 

a time stage when the intermediate and longer term coping behaviours that appeared 

adaptive at time waves 2 and 3 of the longitudinal study may be most relevant.   

Findings from the studies described in the preceding two chapters, suggest a 

number of specific hypotheses for this pilot intervention study. Firstly, it is anticipated 

that the intervention program will increase participants’ coping self-efficacy. The 

intervention program being piloted is explicitly designed to increase coping self-

efficacy, through both theoretically informed means (generation and reinforcement of 

mastery experiences, vicarious observation and modelling) and through promotion of 

adaptive coping behaviours.  Secondly, it is expected that this increase in coping self-

efficacy will be accompanied by a reduction in levels of anxious or depressive 

symptoms (signalling an increase in psychological wellbeing). Thirdly, it is expected 

that the intervention will increase use of specific coping strategies that the program 

seeks to encourage and decrease use of those strategies the program seeks to discourage. 

Guided by findings from both of the preceding studies, the program seeks to promote 

use of coping via acceptance, positive reinterpretation, emotional expression, humour, 

active coping through engagement in pleasant activities and use of social support. 

Denial and mental disengagement will be discouraged. Fourthly, given that participants 

in previous studies expressed a desire for increased psychological support after 

discharge from hospital, it is expected that individuals who attend the intervention will 

find the program both satisfactory and helpful. 
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5.2 Method 

5.2.1 Intervention 

The intervention program was designed specifically for the purpose of this 

study, and was based broadly on cognitive behavioural therapeutic techniques.  The 

content was informed by empirical findings and theoretical implications of the research 

reported in earlier chapters of this thesis.  A treatment manual was developed for the 

program and contained a variety of modules.  These are detailed at Table 5.1. The 

program was a small group intervention run over eight sessions, each of 1.5 hours 

duration. A small group format was selected given the reported benefits and success of 

this type of format in previous psychological interventions with stroke patient groups 

(refer chapter 2, section 2.4.1). 

The aim of the intervention program was to enhance psychological wellbeing by 

increasing coping self-efficacy and by promoting adaptive coping. Coping self-efficacy 

was targeted directly through development and reinforcement of mastery experiences 

and through vicarious learning. A guest speaker modelled a positive sense of coping 

self-efficacy, describing coping strategies used when faced with the significant 

challenges his own recovery entailed. He also discussed with the group the importance 

of acceptance in his own recovery process.  To promote adaptive coping, the concept of 

coping flexibility was introduced and particular coping skills were described and 

encouraged.  This was done through psycho-education, discussion, behavioural 

rehearsal and homework.  Coping with challenges and distress via use of particular 

strategies - acceptance, positive reinterpretation, emotional expression, humour, active 

coping through engagement in pleasant activities and use of social support – was 

encouraged.  Active approaches to coping, acceptance, positive reinterpretation and 
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social support were directly addressed in the program content (refer Table 5.1). 

Emotional expression was modelled and practiced via group discussion. Group 

interaction provided an opportunity to use and discuss the use of humour in dealing with 

challenges faced. Denial and mental disengagement were discouraged as long term 

coping strategies through psycho-education and explanation of the possible 

disadvantages of these strategies. Participants were introduced to the idea of a menu of 

coping options and encouraged to set personal goals for utilising new and different 

coping behaviours. Self-monitoring was introduced to enable participants to monitor 

their use of coping behaviours. For example, to identify times when they might be using 

avoidant or denial based coping responses as they came across challenging situations in 

their everyday life, then to monitor their use of replacement coping behaviours of their 

own choice where appropriate. Group discussion provided opportunity to review these 

events and explore alternate ways of coping. Reports of use of adaptive coping 

strategies were framed as mastery experiences in group discussion, and provided 

opportunities for therapists to reinforce coping self-efficacy. Relaxation exercises were 

introduced as a further option to assist with anxiety management, and participants were 

provided with a CD to practice relaxation at home.  A specialist stroke nurse was 

included in the first session of the program as a guest speaker, to answer any questions 

that arose in relation to physical aspects of recovery so that these could be dealt with up 

front and referred elsewhere for follow-up, given that the program was designed to 

focus on psychological (rather than physical) aspects of recovery. 
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Table 5.1 Pilot Intervention Program Content 

Week Session Topic Content Outline 

1 Introduction  Introductions 

 Psycho-education  - Program rationale 

 Group discussion - Telling the story of your stroke 

 Group discussion - Question time on physical aspects of 

recovery with specialist stroke nurse  

2 Coping 

Awareness     

(Part I) 

 Identification of “problem situations” (difficult to cope with) 

 Psycho-education – common difficulties in coping after major 

health events 

 Coping self-monitoring 

 Relaxation 

3 Coping 

Awareness    

(Part II) & 

Active Coping 

 Relaxation 

 Review of Coping Records (problem situations, thoughts, 

feelings and coping efforts) 

 Psycho-education – Active modes of coping 

 Behavioural activation – Pleasant activities 

4 Menu of Coping 

Options & 

Modelling 

Coping Self-

efficacy 

 Review of Coping Records – Identify coping responses used 

 Psycho-education – Adaptive coping options menu 

 Guest speaker – Models coping self-efficacy and adaptive 

coping from their own experiences of recovery 

5 Acceptance  Group discussion on acceptance (Things about your stroke that 

you have and have not accepted, what makes acceptance 

difficult, what promotes acceptance) 

 Psycho-education – Acceptance 

 Relaxation 

6 Social Support  Review of Coping Records – Reinforce coping efforts 

 Group discussion – Using social support 

 Psycho-education – Social support 

 Problem solving in relationships and social situations 

 Assertive communication in relationships 

7 Putting it all 

together & 

Positive 

Reinterpretation 

 Review of Coping Records – Reinforce coping efforts 

 Coping self-statements 

 Positive reinterpretation 

 Psycho-education – Balancing feelings of loss and distress with 

re-engagement in life 

8 Booster  Review of Coping Records – Reinforce coping efforts 

 Review of program content 

 Problem solving  - Barriers and difficulties 

 Supporting yourself going forward 
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5.2.2 Participants 

Individuals who had recently suffered a stroke were recruited into the study 

from three sources.  Firstly, in collaboration with a nearby major hospital, past stroke 

patients who met inclusion criteria (n = 53) received a mail-out package encompassing a 

letter inviting them to participate, an information sheet and consent form.   Secondly, a 

similar mail-out package was sent to individuals (n = 2) meeting the inclusion criteria 

who telephoned the WA Stroke Foundation telephone information service over a three 

month period prior to the study.  Thirdly, three newspaper advertisements (appendix III) 

were placed a few weeks prior to the study to invite participation from past stroke 

patients living in the community. Individuals were eligible for participation if they (i) 

had experienced a stroke 3 – 9 months prior, (ii) were living at home or in the 

community (no longer an inpatient of a hospital or rehabilitation facility), (iii) any 

cognitive or communication deficits stemming from their stroke were not severe (they 

were able to participate in a discussion based psychotherapeutic group intervention). 

Medical records for those who received the mail-out invitation to participate were 

screened by medical staff to ensure that only those past patients who did not incur 

severe cognitive or communication deficits were included. The severity of cognitive and 

communication deficits experienced by participants recruited via newspaper 

advertisements and from the WA Stroke Foundation telephone line was assessed over 

the telephone at the point of inquiry about the program.  This was done by directly 

asking potential participants whether, and to what degree they had experienced any 

difficulties of this nature since their stroke and by assessing their ability to communicate 

over the telephone. Participants who received mail-out packs were provided with reply-

paid envelopes to return their consent form and a contact details sheet if they were 

interested in participating.   
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Response rates to mail-out packages and newspaper advertisements were lower 

than expected. The enquiries received and enrolments in the program from each of the 

recruitment sources are detailed at Table 5.2.  From a total of 26 enquiries regarding the 

program, 14 individuals consented to participate and enrolled. A number of those who 

enquired about the program in response to the newspaper advertisements placed were 

ineligible to attend the program. These included patients whose stroke had occurred 

more than 9 months ago or relatives of stroke patients looking for support for 

themselves. These people were referred to the WA Stroke Foundation for information 

about alternate supports available in the community. Four individuals were eligible but 

decided not to participate following their initial enquiry.  This was due to ill health (2), 

not being able to attend the sessions given the geographical distance of their home from 

the program venue (1), or feeling unsure whether the program was right for them (1). 

 

Table 5.2 Recruitment Sources for the Pilot Intervention Study 

Source Enquired Eligible Enrolled 

Mail-out recipients (n = 53) 8 8 6 

WA Stroke Foundation telephone 

support line (n = 2) 

1 1 1 

Newspaper advertisements (3 adverts) 17 9 7 

Total 26 18 14 

 

Participants were assigned to one of two treatment groups (both received the 

same treatment) based on convenience, as sessions were run at different times. Prior to 

commencing the program three participants withdrew due to ill health.  Another 
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participant withdrew after the first week of the program, stating that he had only 

initially agreed to participate at the insistence of his spouse.  Data is therefore presented 

below for 10 participants who completed the program.  Attendance was regular amongst 

participants; all participants attended more than 5 of the 8 scheduled sessions, with the 

majority attending all sessions. 

The initial design for the pilot intervention study included two treatment groups 

(of up to 8 participants) and one wait-list control group. Given the lower than expected 

response rate, the design had to be amended to exclude the wait-list control group. The 

study reported in chapter 3 yielded data from a separate yet comparative group of stroke 

patients, assessed at around 3 months post stroke, receiving no treatment and then 

assessed again at around 8 months post stroke.  Participants in that study had completed 

the same outcome and coping measures used in the present study. Therefore, data from 

a matched subset of these participants was used as control data for some analyses. This 

control data group was matched to the participant group on gender, age and base level 

of depression and anxiety. 

5.2.3 Procedure 

After providing informed consent, participants were sent a package of pre-

treatment questionnaires for completion.  These included measures of coping self-

efficacy, generalised self-efficacy, coping strategies currently in use, anxiety, 

depression, general health and level of acceptance.  Details of these measures are 

provided at section 5.2.4.  

The program incorporated 8 group sessions, held on a weekly basis, at the 

Psychology Clinic at the University of Western Australia.  Each session ran for 90 

minutes.  There was a two week gap between session 7 and 8 (the final session).  The 

sessions were facilitated by two therapists (one of whom was the author of this thesis) in 

the final stages of their Masters level training in clinical psychology, under the 
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supervision of a senior clinical psychologist. Two of three members of this treatment 

team were common across the alternately timed treatment groups.  All sessions were 

video-taped to enable the supervising therapist to review and monitor the integrity of the 

intervention in line with the designated treatment manual. Videotapes also enabled the 

recording of key issues and themes arising in each session for research purposes (as 

reported as part of the results of this study). 

At the completion of the final group session, participants were given a set of 

questionnaires to take home for completion and return.  The same set of questionnaires 

administered pre-treatment was completed post treatment and again at follow-up (sent 

via mail) six weeks after the final session. An additional questionnaire assessing 

satisfaction with therapy was included at the post treatment stage. One telephone 

reminder call was made to each participant who did not return their follow-up 

questionnaires in a timely manner. 

5.2.4 Measures 

Coping self-efficacy.  The 22 item scale developed for the study described in chapter 3 

was used to assess coping self-efficacy. Participants were asked to rate how confident 

they were that they could engage in a range of coping behaviours. Responses were 

recorded on a 10 point scale with higher scores reflecting greater confidence. A copy of 

this questionnaire is attached at Appendix 1 (items 13 and 22 were excluded from the 

scale given the response difficulties with these items outlined in chapter 3). 

General self-efficacy. The Generalised Self-efficacy scale (Schwarzer & Jerusalem, 

1995) was administered to provide a global assessment of self-efficacy. The 10 item 

Generalised Self-efficacy Scale is a widely used and reliable measure assessing 

perceptions of overall confidence across items such as “I can always manage to solve 

difficult problems if I try hard enough”. The response scale was adapted for the study to 
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align with the response scale used to assess coping self efficacy, i.e. a 10 point scale 

rather than a 4 point scale.  

Coping . The COPE framework (Carver et al., 1989) was selected to assess the coping 

behaviours used by participants. The COPE contains 60 items and assesses fifteen 

dimensions of coping:  active, planning, suppression of competing activities, restraint, 

instrumental social support, emotional social support, positive reinterpretation, 

acceptance, turning to religion, denial, venting emotion, behavioural disengagement, 

mental disengagement, alcohol and drug use, and humour. In line with the approach 

used in the study described in chapter 3, the COPE questionnaire was modified to 

remove two subscales deemed inappropriate in the context of stroke recovery, restraint 

and venting emotion. These were replaced by two alternate subscales, processing 

emotion and emotional expression, developed by Stanton et al. (2000).  For more 

information on the use of these replacement subscales refer chapter 3. The acceptance 

subscale within the COPE was replaced with an expanded assessment of acceptance as 

detailed below.  

Depression and anxiety. The Hospital Anxiety and Depression Scale (HADS; Zigmond 

& Snaith, 1983) was used to assess levels of anxiety and depression amongst 

participants. The HADS is a fourteen item scale assessing mood over the past week. It 

provides a subscale score for both anxiety and depression from 0 to 21, with higher 

scores indicating greater level of symptoms. The HADS provides a measure of anxiety 

and depression that is not confounded by somatic symptoms that may be related to 

medical conditions rather than to mood. It has been validated for use amongst stroke 

populations (O’Rourke et al., 1998; Aben et al., 2002) and a cut-off point of 7 suggested 

as appropriate for detecting depression and anxiety in this population. For the purposes 

of the present study, given the desire to use established clinical cut-offs comparable to 



 174 

those used in previous research, item 2 was not deleted from the HADS depression 

subscale despite the reliability difficulties with this item reported in chapter 3. 

General health status. The SF-12 general health questionnaire, acute version (Ware et 

al., 1993) was used to provide a brief measure of general health status over the 

preceding week. The physical component subscale (PCS) provides a measure of general 

physical health status whilst the mental component subscale (MCS) provides an 

indication of overall mental health status.  Higher scores on both subscales reflect 

positive health. The SF-12 has been validated for use with stroke patients (Bohannon et 

al., 2004), with good reliability, Cronbach’s α =  0.83 – 0.89.  

Acceptance. A four item scale was developed to assess participants’ level of acceptance 

of their stroke and its impact on their lives. The four items in the COPE questionnaire 

(Carver et al., 1989) that assess acceptance were reworded to specifically apply to the 

context of stroke. These items included “I have accepted that my stroke happened and 

can’t be changed”, “I have learnt to live with my stroke and its impact”, “I have gotten 

used to the idea that I have had a stroke” and “ I have accepted the reality of having had 

a stroke”. A ten point response scale was used (in place of the four point scale that 

forms part of the COPE), to provide greater sensitivity of response, with 1 = not at all 

true, 5 = moderately true and 10 = totally true. Scores for the four items were summed 

to give a score out of a maximum of 40 on this subscale. 

Satisfaction with therapy. A subset of six items from the customer satisfaction 

questionnaire, (CSQ-8; Attkisson, Pascoe & Levois, 1987) was used to assess 

participant satisfaction with the pilot therapy program.  The CSQ-8 provides a global, 

uni-dimensional measure of overall satisfaction with treatment/services received in 

primary care, mental health or other human service settings. Higher scores indicate a 

greater overall level of satisfaction with treatment/service.  Additional space was 



 175 

provided for participants to record any specific comments or suggestions they might 

have for the program. 

5.2.5 Analysis 

Descriptive statistics were used to provide a profile of participants and to 

identify those who had improved, experienced no change or deteriorated after 

participation in the treatment program.  T-tests were used to assess the significance of 

change across time in the treatment group. Small sample size made it difficult to assess 

normality, and analysis was therefore repeated using non-parametric tests such as the 

Wilcoxon signed rank test. Given that the same results were obtained using 

nonparametric methods, only the results from T-tests are reported. Given the small 

sample size, a more liberal significance level of p < .10 was adopted throughout 

analyses.    

For comparative purposes, a matched control data set was created using data 

from the study described at chapter three.  Participants in that study were matched to 

those who had enrolled in the pilot study in terms of gender, baseline scores on both 

anxiety and depression (HADS score within ± 1 for both anxiety and depression at 

baseline) and age (as close as possible a match). The control data set was used to 

provide an estimate of change over time with no intervention, and this data was then 

compared with the pre and post treatment scores of those in the intervention group.  It is 

important to note that the 6 month time interval between assessments amongst 

participants in the control data set was significantly longer than the 9 - 10 week interval 

between administration of pre and post treatment measures for participants in the pilot 

intervention study. 

Reliable and clinically significant change was assessed on an individual 

participant basis using the approach of Jacobson, Follette and Revenstorf (1984), with 

change classified as clinically significant if it entailed movement from a score in the 
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clinical range (greater than or equal to the cut-off score of 7 on the HADS) to the non-

clinical range (below the cut-off score). Reliable change was defined at both 95% and 

68% confidence levels, with changes in scores on the target measures pre to post 

treatment (depression, anxiety, coping self-efficacy) classified as reliable if it entailed a 

shift of a magnitude of at least 1.96  or 1.00 standard deviations respectively.  

5.3 Results 

5.3.1 Participant profile 

Participants (n = 10) had suffered a stroke, on average 6.60 (SD = 1.78) months 

prior to attending the treatment program. Five participants were male and five were 

female, with a mean age of 65.20 years (SD = 9.54).  Only one participant had a prior 

history of stroke. Eight participants were married, 1 never married and 1 divorced. Of 

the two alternate treatment groups held, one was attended by six participants and the 

other by four participants. There were no significant differences between the two groups 

on base levels of coping self-efficacy, generalised self-efficacy, anxiety or depression. 

Data from both treatment groups were therefore combined and are reported as one 

group in the results below. 

Mean values on all measures pre and post treatment are shown at Table 5.3. 

Comparative scores amongst the matched control group are shown at Table 5.4. Prior to 

commencing the program, six out of the ten participants reported symptom levels 

(HADS score ≥ 7) suggestive of clinical anxiety, and seven participants reported 

symptom levels suggestive of clinical depression.  Prior to treatment, the mean physical 

health status score of participants was significantly lower (t = - 3.32, p <.01) than 

normative values for similarly aged adults in the general population (normative mean 

score for adults aged 65-74 in a community sample = 43.65; Ware et al., 1993). This is 

not unexpected given that participants had suffered a major health event during the past 
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12 months and many were left with health related limitations after their stroke. The 

mean mental health status score of participants was also significantly lower than 

normative values, t = - 3.06, p <.05 (normative mean score for adults aged 65-74 in a 

community sample = 52.10; Ware et al., 1993).   

With one exception, there were no significant differences in the pre treatment 

mean scores of the treatment group and the 3 month post stroke scores of the matched 

control group (Table 5.3 and 5.4). The matched control group reported a significantly 

lower level of coping via suppression of competing activities to participants in this 

study, t = -2.47, p < .05.  

Within responses to the COPE questionnaire, three subscales (turning to religion, 

behavioural disengagement and alcohol and drug use) were generally not endorsed by 

participants.  These were consequently excluded from the study.  
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Table 5.3 Means and Standard Deviations of Pre and Post Treatment Scores  

 Pre Treatment  Post Treatment 

 Mean SD  Mean SD 

Coping self-efficacy 147.22 26.25  156.89 14.79 

Generalised self-efficacy 51.67 12.47  62.89 12.87 

Physical health status 36.07 7.22  39.85 11.40 

Mental health status 43.78 8.60  40.98 7.67 

Anxiety 6.70 2.91  7.10 4.63 

Depression 8.10 2.60  7.70 3.27 

Acceptance 27.60 8.21  32.80 6.55 

Coping Subscales:      

Active 11.67 2.06  11.30 3.09 

Planning 10.56 2.01  10.40 2.46 

Seek instrumental social 

support 

8.67 3.24  10.56 3.78 

Seek emotional social 

support 

9.11 2.93  10.20 2.94 

Positive reinterpretation 11.44 1.33  12.00 2.16 

Emotional expression 8.89 3.14  10.80 2.81 

Emotional processing 11.33 2.78   11.20 1.93 

Denial 6.33 2.06  7.20 3.62 

Suppression of competing 

activities 

10.67 2.74  9.50 3.72 

Mental disengagement 9.00 2.06  9.50 2.01 

Humour 9.00 3.12  9.80 2.74 
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Table 5.4 Means and Standard Deviations of Scores for Matched Control Group  

 3 months post stroke  8 months post stroke 

 Mean SD  Mean SD 

Coping self-efficacy 154.70 24.93  146.36 26.00 

Generalised self-efficacy 59.44 17.09  55.00 17.48 

Physical health status 36.38 12.28  36.81 7.79 

Mental health status 45.26 11.23  40.82 9.25 

Anxiety 7.10 3.81  8.44 3.88 

Depression 8.00 2.11  7.67 1.80 

Acceptance - -  - - 

Coping Subscales:      

Active 11.22 1.98  10.13 1.55 

Planning 10.20 2.90  9.11 3.37 

Seek instrumental social 

support 

9.90 2.92  7.75 2.44 

Seek emotional social 

support 

9.70 2.31  8.88 2.80 

Positive reinterpretation 11.60 2.01  10.50 1.85 

Emotional expression 8.90 3.14  8.38 2.13 

Emotional processing 9.30 3.30  8.75 1.67 

Denial 5.50 1.27  5.62 1.30 

Suppression of 

competing activities 

8.60 2.68  7.63 2.67 

Mental disengagement 10.70 2.11  9.25 2.82 

Humour 10.60 2.27  9.88 2.36 
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5.3.2  Post treatment outcomes 

To assess change in the target and outcome variables as a result of the 

intervention, pre and post treatment scores were compared using paired samples T-tests. 

The first hypothesis of the study was that the intervention program would increase 

coping self-efficacy. Whilst coping self-efficacy levels in the treatment group did 

increase from pre to post treatment (Table 5.3), this increase was not statistically 

significant.  However, generalised self-efficacy did increase significantly post treatment, 

(t = -2.10, p < .10).  It was also hypothesised that the increase in coping self-efficacy 

would be accompanied by a reduction in levels of anxiety and depression. Mean 

depression reduced slightly post treatment (Table 5.3), but this change was not 

statistically significant.  Mean anxiety levels appeared to increase slightly following 

treatment, although again this change was not significant (Table 5.3).   

There was high individual variability within the reported scores and participants 

fell into one of three groups, improved, no change or deteriorated.  Table 5.5 categorises 

the scores from pre to post treatment on target and outcome variables as either improved 

(reduction in anxiety or depression, or an increase in coping self-efficacy or in 

acceptance), no change, or deteriorated (increase in anxiety or depression, or a reduction 

in coping self-efficacy or acceptance).  Fifty percent of participants reported some 

improvement in their level of coping self-efficacy, anxiety or depression after 

completing the intervention program. Unfortunately, there was also a group who 

reported increased levels of anxiety and of depression after the program, or reduced 

coping self-efficacy.  Patterns of change amongst the matched control group from 3 

months to 8 months post stroke are also presented at Table 5.5.  
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Table 5.5 Individual Participant Change Pre to Post Treatment 

Measure Group Improved No Change Deteriorated 

Coping self-efficacy Treatment 5 2 3 

 Control 5 2 3 

Generalised self-efficacy Treatment 5 2 3 

 Control 3 4 3 

Anxiety Treatment 5 0 5 

 Control 2 3 5 

Depression Treatment 5 2 3 

 Control 5 2 3 

Acceptance Treatment 8 0 2 

 Control 5 2 3 

 

Individual change in anxiety and depression scores was also assessed in terms of 

clinical significance and reliability.  Of the five participants whose anxiety levels 

improved, two exhibited clinically significant change, moving from the clinical range in 

terms of their symptoms to the non-clinical range.  The magnitude of these shifts was 

significant enough to be reliable at 95% confidence for one of these participants and at 

68% confidence for the other.  Of the five participants whose depression levels 

improved, two participants exhibited clinically significant change.  The magnitude of 

these shifts was such as to be reliable at 95% for one participant and 68% for the other.  

An additional participant reported a reliable improvement (at 68% confidence), but did 

not shift into the non-clinical score range. The clinically significant and reliable 

improvers in terms of anxiety were different participants to those who exhibited 

clinically significant and reliable change in terms of depression. Improvers in terms of 

coping self-efficacy tended to be those that also improved in terms of depression. 
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Change in coping strategy use was assessed using paired sample T-tests on mean 

pre and post treatment coping subscale scores amongst the treatment group. It was 

hypothesised that the program would increase acceptance, emotional expression, 

positive reinterpretation, seeking social support, active coping through engagement in 

activities and humour. These hypotheses were partly supported. Eight participants had 

improved levels of acceptance post treatment (Table 5.5).  Overall mean scores on 

acceptance increased at a level that approached significance (t = -1.74, p = .11). There 

was a significant increase in the use of emotional expression as a way of coping 

following treatment, t = -3.09, p <.05.  Participants felt more free to express their true 

thoughts and feelings both to themselves and others following treatment. This increase 

was not observed amongst the matched control group. There was also a significant 

reduction in suppression of competing activities following treatment, t = 2.04, p < .08. 

This is consistent with the hypothesis that the program may lead to increased active 

engagement in activities.  It seems that as a result of attending the program, participants 

stopped putting other activities and other areas of their lives on hold, and resumed a 

more regular pattern of activity. Mean scores on the humour subscale increased, but this 

increase fell short of being significant.  

To assess any possible relationship between coping self-efficacy and change in 

coping strategy use, Pearson intercorrelations were calculated. However, results were 

not significant (and are therefore not reported). The sample was too small to allow more 

meaningful analysis of the interrelationship between changes in coping self-efficacy and 

accompanying change in coping behaviour.  
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5.3.3 Satisfaction with therapy 

Participants reported moderate to high levels of satisfaction with the intervention 

program, with a mean satisfaction score of 3.35 out of a maximum of 4. Table 5.6 

details mean scores for each item that assessed satisfaction. The consistently high 

attendance rate further suggested that participants enjoyed and were satisfied with the 

program. Almost all participants attended all weeks of the program and no dropouts 

occurred during the course of the program (with the exception of one participant who, 

as mentioned above, dropped out after attending only week one). 

Table 5.6 Mean Scores on Items Assessing Participant Satisfaction with the  

Program 

Item
(i)

 Mean SD % 

Moderately 

or very 

satisfied 
(ii)

 

How would you rate the quality of the 

service you received ? 

3.40 .69 90 % 

Did you get the kind of service you wanted ? 3.10 .74 80 % 

To what extent has our program met your 

needs ? 

2.70 .68 60 % 

If a friend were in need of similar help, 

would you recommend our program ? 

3.70 .48 100 % 

How satisfied were you with the amount of 

help you received ? 

3.56 .73 90 % 

In an overall general sense, how satisfied 

were you with the overall service you 

received ? 

3.30 .82 80 % 

Note:
 (i)  

Each item was assessed on a four point scale from 1 to 4, where a score of 1 = poor/quite 

dissatisfied/definitely not, 2 = fair/mildly dissatisfied/ indifferent, 3 = good/moderately satisfied/yes, and 

4 = very satisfied/definitely. 
(ii) 

Percentage of participants rating their level of satisfaction as 3 or 4 on this 

scale. 

 

 



 184 

Qualitative feedback on the program was also collected.  This was generally very 

positive, with participants expressing their gratitude and enjoyment. The group format 

and opportunity for peer support within the group was particularly appreciated. 

Participants commented that they would have liked additional support regarding 

physical difficulties related to their stroke (for example, medical information, 

physiotherapy ideas, practical assistance on living with disability etc).  This is 

consistent with the lowest scoring item on the satisfaction questionnaire being “to what 

extent has our program met your needs”. Many participants noted next to this item that 

their need for more information on physical aspects of stroke recovery could have been 

better met. Prior to enrolling in the program participants were informed that the 

program emphasised psychological aspects of recovery, and that physical/medical 

aspects of stroke management would not be dealt with. Further, a discussion session 

with a specialist stroke nurse was incorporated into session one to ensure any pressing 

physical or medical issues were addressed up front.  An information booklet on long 

term recovery that included information on managing physical aspects of recovery after 

stroke was also provided to participants. This feedback from participants therefore 

appears to reflect a strong need for increased access to information about physical 

aspects of post stroke recovery, and the current lack of information to meet these needs. 

5.3.4 Outcomes at follow-up 

Of the 10 participants who completed the program, only 4 completed and 

returned their six week post program follow-up questionnaires, despite telephone 

reminder calls.  This was surprising given the enthusiasm of participants who attended 

the program. Given this insufficient response rate, follow-up data is not presented.  
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5.3.5 Qualitative summary of discussion themes 

To further assess participant response to the program content, issues raised by 

participants in group discussions were transcribed and reviewed. A summary of these 

issues is presented at Table 5.7.  Issues have been grouped into higher order categories 

to reflect common issues across the two separately held treatment groups, across the 

various weeks of the program and across varied participants.  

As might be expected given the nature of the group, participants discussed 

feelings of psychological distress, such as sadness, anger, frustration, fear and anxiety. 

Themes (i) - (ii) in Table 5.7 provide examples from participants reflecting this distress. 

They also expressed a loss of self and identity in the aftermath of stroke (refer theme 

(iii) in Table 5.7). 

As expected, discussion also centred on the difficulties participants had been and 

were continuing to experience with treatment regimes, and in dealing with ongoing 

physical symptoms related to their stroke (theme (iv) in Table 5.7).   Fatigue and varied 

disabilities featured prominently in these discussions. 

Relationship issues were a prominent theme of discussion, and were raised 

consistently during every session by a number of participants in each group. Social 

support and relationship related program content was not explicitly introduced until 

session 6 of the program.  Prior to this, participants raised relationship issues when 

describing situations they had found difficult to cope with since their stroke. The range 

of relationship issues raised (theme (v) in Table 5.7) was quite comprehensive; 

participants expressed the view that post stroke, existing relationship issues had come 

into focus and new issues had arisen. These resulted partly as a consequence of 

spending more time at home during their recovery period but were also associated with 

role change within the family and, for some participants, becoming dependent on their 

spouse/partner for care-giving.  Feelings of dependence and loss of self gave rise to a 
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sense of disempowerment that compounded distress and relationship conflict.  Some 

participants were also aware of positive changes in their spousal relationships, 

particularly after trying approaches to coping encouraged by the intervention program, 

such as assertive communication.  

Social situations and interactions with others generally were also of key concern 

to participants (refer Table 5.7 theme (vi)). Some of these difficulties arose from social 

withdrawal given physical symptoms, communication deficits or psychological distress. 

Participants tended to perceive a lack of understanding from family and friends and felt 

that they were being treated differently since their stroke.  Others felt the pressure of 

family expectations to recover quickly and to be positive rather then distressed. Many 

participants found it difficult to assert their needs with family members and friends, or 

to ask for additional help when needed. On a positive note, the ability of other 

individuals who have suffered a stroke to provide a unique and real sense of 

understanding was highlighted by participants.  This underscores the importance of 

group based interventions and community support group programs that facilitate social 

interaction between past stroke sufferers. 

A further theme in discussions across groups was the idea that having had a stroke 

was a reminder of one’s own mortality (refer theme (vii) Table 5.7). Some participants 

described a change in outlook on life or a process of reviewing life goals and 

achievements.  Others took the opportunity to make practical preparations in case their 

death was imminent.  

Finally, many participants found it beneficial to think about and compare their 

progress to that of other stroke sufferers (theme (viii) Table 5.7). This included both 

positive comparisons about one’s own progress over time, which enabled a sense of 

achievement and hope for future progress, and downward comparison with others 

suffering more severe symptoms after their stroke, enabling feelings of gratitude.   
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Table 5.7 Summary of Discussion Themes Across the Intervention Program  

Theme Sub-themes Description and Examples 

(i) Sadness, anger and 

frustration related to 

change in abilities post 

stroke 

 - “Before my stroke I used to …now I can’t” 

- “What if I don’t improve…” 

- “I get so mad that I can’t …” 

(ii) Fear of another 

stroke  

 

 - “What if it happens again..”  

- “ I have inherited an anxiety since I came 

home because its been pointed out that I 

could have another stroke” 

- “Fear of another stroke stops me going out 

and enjoying myself”   

(iii) Loss of self &  

identity 

 

 - “All  I want is myself back” 

- “I don’t know who I am, I have lost 

myself” 

- “I am a different person, I am useless, 

everything is gone” 

(iv) Impact of physical 

symptoms and treatment  

 

Difficulty with ongoing 

treatment regimes 

 

- Anger at the rehabilitation process, e.g. 

not understanding why I have to do 

particular exercises 

- “Speech therapists don’t understand me, 

they are young girls” 

- “It’ s hard work and I am kept really busy 

all the time with therapy” 

 Physical/Medical 

complaints “get me 

down” 

 

- Tired all the time 

- Bumping into people when out and about 

(visual difficulty) 

- Communication deficits 

- “I am unable to enjoy a trip to the shops 

as I can’t walk far (mobility)” 

- Feeling overwhelmed in crowds/with 

noise, e.g. at a shopping centre 

 Recovery is slow 

 

- “It’s going to take longer than I thought” 

[to recover] 

- “I have had to become more patient” 

(v) Relationship issues 

 

Existing relationship 

issues  

 

Role change 

 

- “The stroke brings relationship issues into 

focus doesn’t it ?”  

 

- “My wife does all the work that I was 

doing” 

- “My partner doesn’t know how to do 

things right” 

- “No longer being the person at home who 

is in control of the family” [financial 

controller, or matriarchal organizing role] 
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Table 5.7      Summary of Discussion Themes (continued) 

(v) Relationship issues 

(continued) 

Need for practical help 

and care-giving from 

partner, and associated 

feelings of dependence, 

gave rise to relationship 

difficulty 

 

- Lack of sufficient practical help from 

partner, “you ask them but they don’t do it 

or they don’t do it as well as I could, you 

feel bad for asking and less likely to ask 

for help next time”. 

- “the difficulty might be bound up in him 

[husband] being my carer as well as my 

spouse” 

- “I have been wondering what would 

happen and who would help me if 

something happened to my wife”  

 Feelings of 

disempowerment, 

predominantly relating 

to dependence and 

interactions with 

partner caregivers 

 

- “I have to ask my partner for money and 

they ask me what I want it for, I feel like 

a child” 

- “My husband asks for things at the shops 

for me but doesn’t listen to what I really 

want; takes phone calls and doesn’t pass 

them on to me” 

- “I didn’t require help that was taking it all 

over, I have to remind him that I am still 

here and try not to get taken over by 

someone else” 

 Positive relationship 

change during the 

program 

 

- “My wife encouraged me to do them me” 

[pleasurable activities] 

- “getting a little push from my husband 

was really helpful” 

- “I have decided that my partner needs 

balance in their life and needs to take care 

of themselves too” 

- “…Improved communication with my 

husband and trying to talk about my 

needs and what we are both feeling” 

- “I have made suggestions about doing 

things together with my partner (e.g. a 

meal out), that felt great” 

- “I am thinking more about my wife and 

ways to support her” 

(vi) Social issues 

 

Perceived lack of 

understanding from 

others 

 

- “How do I explain to others that I have had 

a stroke?”  

- “Other people do not understand” 

- Sense of stigma attached to stroke; “some 

of my friends just don’t want to know, 

one friend has a fear about it and has 

forbidden me from talking about it” 

- “Other people try to help you but the things 

they do can add to the frustration” 

-  “Other people think I’m okay but I’m not” 
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Table 5.7  Summary of Discussion Themes (continued)  

(vi) Social issues 

(continued) 

General difficulty with 

social situations (due to 

symptoms, anxiety or 

communication 

difficulties) leading to 

social withdrawal 

 

-  “When visitors come over I wish they 

would go home quickly as I get tired but I 

can’t tell them that” 

- Not feeling like going out anywhere 

- “Fear of another stroke stops me going out 

and enjoying myself”  

- “ I feel annoyed about feeling withdrawn 

and isolated when I am out” 

 Being treated 

differently by other 

people 

 

-   “The way other people act now that I’ve 

had a stroke” 

- “The doctor talks to my husband instead 

of to me” 

- “The whole family treat me differently”  

 Expectations of others  

 

- Pressures from partner and family to 

recover more quickly and not to “rest in 

acceptance”. 

- Family members’ needs and expectations 

(e.g. to be a financial provider) 

 Difficulties being 

assertive 

 

-  “I have already asked for so much I don’t 

like to ask for more” 

-  “I try to just shut up so as not to upset her, 

I can’t afford to upset her, I rely on her 

for care and transport” 

-  “I have different needs now but can’t tell 

my son I need him to help look after me” 

- Difficulty asking others for help as they 

might not have time 

 Other people who have 

had a stroke can 

understand you 

- “You can express what you really think to 

other people who have had a stroke and 

they understand [unlike partner]” 

- “He [guest speaker who had experienced a 

number of strokes] made me feel that he 

knew what I have been through” 

- Hearing about the experiences of others 

during the program has been most helpful 

(vii) Confronting 

mortality 

 

 - Changed life outlook/priorities (less about 

work, more about family & friends) 

- “Preparing for the possibility that I might 

not be around forever”  

- “This is an opportunity to do the things I 

have always wanted to do, stop making 

excuses” 

- Increased acceptance of death 

(viii) Positive 

comparisons to own 

progress or to others  

 - “I’ve come a long way”(sense of progress) 

- “I’m lucky compared to others”  
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5.4 Implications 

The intervention program that was developed and pilot tested in this study showed 

promise despite being unable to demonstrate overall effectiveness in reducing 

psychological distress. Small sample size made it difficult to demonstrate statistically 

significant change following treatment, although some participants clearly benefited 

from attending the program. Results showed some support for some of the hypotheses 

of the study. Further evaluation of the intervention program in a randomised controlled 

trial with a larger sample of participants is required before conclusions can be drawn 

about its effectiveness. 

5.4.1 Enhancing coping self-efficacy 

The primary target for the intervention was the enhancement of coping self-

efficacy, but the increase in mean coping self-efficacy across participants post treatment 

did not reach statistical significance. This may have been due to the high individual 

variability in the impact of the program for participants. Fifty percent of participants 

reported an improvement in their level of coping self-efficacy post treatment. This 

appears to be a promising result.  However, a similar trend was observed amongst the 

matched control group who received no intervention. Results were stronger for 

generalised self-efficacy, which did increase significantly amongst participants 

following treatment.  

Increased emphasis within the intervention program on modules directly 

targeting coping self-efficacy may be of value. This could be achieved by increasing the 

proportion of time allocated to reinforcing coping mastery experiences during group 

discussion.  Alternatively, increased use could be made of vicarious experience and 
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modelling as a path to enhancing participants’ coping self-efficacy. The inclusion of a 

guest speaker in session 4 of the program, who modelled coping self-efficacy in their 

personal account of recovery, was received very positively by participants, and some 

reported this to be a highlight of the program. An additional speaker of this nature or 

use of dyadic peer support from others who have “successfully” coped with recovery 

after experiencing a stroke may be an effective means of further promoting coping self-

efficacy.  A dyadic peer support approach, having past patients visit and spend time 

talking individually with current patients about positive aspects of their recovery, was 

utilised by Parent and Fortin (2002) to effectively increase self-efficacy and reduce 

anxiety amongst coronary bypass graft surgery patients. This type of addition to the 

program is likely to be well received given the strong expression by participants that 

others who have had a stroke themselves offer deeper understanding of their 

experiences. 

5.4.2 Reducing psychological distress 

The second hypothesis, that an increase in coping self-efficacy would be 

accompanied by reduced levels of anxiety and depression following treatment was not 

supported by the results obtained with this small pilot group. Given that there was no 

overall significant increase in coping self-efficacy, perhaps it is not surprising that 

levels of anxiety and depression did not decrease. However, individual variability 

within these results is again noteworthy.  Five participants (50%) reported a reduction in 

anxiety levels following treatment. Two participants experienced clinically significant 

and reliable reductions in their levels of anxiety.  This is better than amongst the 

matched control group.  In terms of depression, five participants (50%) reported 

improvement in their levels of depressive symptoms following treatment, with three 

participants (different participants to those who reported clinically significant changes 

in their anxiety levels) reporting reliable improvement. Five individuals out of the ten 
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who completed the program therefore experienced reliable improvement in their scores 

on either depression or anxiety after treatment. It appears that the program was effective 

for some individuals, but not for others.  

Case descriptions of two participants may provide insight into the individual 

variability observed in the effectiveness of the program. Participant “A”, a 59 year old 

male attended the program 6 months after having experienced a stroke that left him with 

visual difficulty, trouble concentrating, occasional seizures and mild cognitive deficits 

that meant he was unable to resume work in his previous profession. Prior to attending 

the program, “A” was suffering from moderate clinical levels of both anxiety and 

depression. During the program, he particularly enjoyed using the relaxation exercises. 

He also became more emotionally expressive, verbalising difficult negative emotions 

that he had been experiencing since his stroke. He appeared to become more aware of 

situations in everyday life that he had found difficult to cope with, in particular having 

to go out into crowds, shops, and social situations.  He was able to identify his 

avoidance of and withdrawal from these situations and develop alternate coping 

responses. In particular, he became more accepting of these difficulties and engaged in 

problem solving to find ways to make it easier to approach these situations (taking a 

friend along, going to the shops at a quiet time, reducing the amount of time he 

expected to spend at the shops). He also appeared to use humour more frequently to 

cope with the difficulties he was experiencing. Unfortunately, a few weeks before the 

end of the program, “A” developed medical complications related to his stroke and 

began experiencing multiple seizures daily, which was greatly distressing for him. At 

the end of the program, “A” had significantly reduced his levels of anxiety, no longer 

scoring in the clinical range.  However, his level of depressive symptoms remained the 

same as pre treatment.   Participant “B”, a 69 year old female provides an example of a 

participant for whom the program was less effective. “B” attended the program 8 
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months after having had a stroke which had left her with some weakness down her right 

side and difficulty with writing (given weakness in her right hand). In comparison with 

participant “A”, whose stroke could be classified as severe (using the Rankin stroke 

severity criteria described earlier in this thesis), the stroke experienced by participant 

“B” could be described as moderate in terms of overall severity. Prior to treatment, “B” 

reported moderate clinical levels of both anxiety and depression. During the program, 

“B” enjoyed interacting with the other participants and was especially talkative when 

describing and recalling her difficulties.  In fact, it was difficult to contain her eagerness 

to tell other participants about her difficulties. Difficulties described by “B” included 

not being as active as she used to be at home, not being able to do all the hobbies she 

used to enjoy and dealing with relationship conflict with her husband (this conflict was 

predominantly related to role change in the marital system, given that her partner had 

taken over the home duties that “B” previously performed since her stroke).  

Throughout the program, “B” was also battling with increasingly severe leg ulcers that 

required daily nursing care.  “B” discussed trying alternate activities to replace the 

hobbies she was unable to do, but did not attempt to try these during the program. 

Strategies for gaining increased social support and improving communication in her 

relationship with her husband were also discussed in the group as part of the program. 

Despite appearing to understand and seeming enthusiastic about utilising some of these 

strategies, “B” continued to focus on her difficulties and ruminate over her difficulties 

and the things she could not do. “B” did not attempt to implement any of the alternate 

coping responses promoted during the program. It was apparent that her ruminative 

style may have predated her attendance at the program. At the end of the program, “B” 

actually reported a higher level of anxiety than at pre treatment.  Her level of depressive 

symptoms remained unchanged. 
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There was nothing in the data collected from this small sample to indicate what 

might be driving these individual differences, or what might be behind the higher levels 

of distress reported by some participants post intervention.  Further testing of this 

intervention program should incorporate assessment of individual factors such as 

premorbid psychiatric history and personality variables, to attempt to identify screening 

measures that might determine participant suitability for this sort of intervention. 

Individual differences may also have influenced the results of programs evaluated by 

other researchers, where the programs evaluated have failed to demonstrate effective 

reduction of psychological distress (for example Lincoln & Flannaghan. 2003; Johnston 

et al., 2007). In addition, the possible influence of group atmosphere contributing to 

negative self-evaluation post intervention could be considered. Given the small number 

of participants in this study, it is equally possible that these results may be driven by 

random circumstances outside of the intervention and would not be significant using a 

larger treatment group. Understanding these factors is an important issue for future 

research in this area. 

It is also possible that a longer intervention may have been more effective at 

both enhancing coping self-efficacy and reducing psychological distress amongst 

participants. In determining the number of sessions offered for this pilot study, a 

number of factors were considered. Eight sessions was selected as adequate to cover of 

the desired content and based on examination of previous research studies with stroke 

and similar illness populations (as discussed within chapter 2).  Future research should 

consider and compare the benefit to participants of differing program lengths. 

5.4.3 Promoting adaptive coping behaviour 

Results were generally more supportive of the third hypothesis of the study, that 

the program would increase the use of targeted coping behaviours. As expected, there 

were significant increases in a number of adaptive coping behaviours following 
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treatment. Emotional expression and acceptance as ways of coping increased following 

treatment. Suppression of competing activities decreased, indicating a resumed 

engagement with activities interrupted following stroke.  These changes were not 

observed amongst the matched control group.  The program appeared to be effective in 

encouraging these coping responses, although the benefit of these for psychological 

wellbeing was not apparent in the data.  Previous studies with other illness populations 

have demonstrated consistent support for the effectiveness of coping based 

interventions in improving psychological wellbeing (for example Kennedy et al., 2003; 

Schwartz, 1999). A greater time interval, such as 6 week follow-up or longer, may have 

been required for these changes in behaviour to translate into improved psychological 

wellbeing. Alternatively, perhaps the inclusion of a measure that provided a positive 

indicator of psychological wellbeing, such as positive affect or life satisfaction, may 

have detected evidence of positive change amongst participants in the pilot study.  

The hypothesised increase in positive reinterpretation was not observed post 

treatment.  Perhaps increased emphasis on this component of the program would be 

helpful.  Again, a longer term time frame may have been required to observe changes in 

this particular type of coping strategy as it requires a significant attitudinal shift.   

Use of social support seeking strategies also did not appear to increase as 

hypothesised following treatment.  Points raised throughout group discussion (refer 

Table 5.7) provide some indication of why participants might have struggled to increase 

their use of social support. The predominance of social and relationship issues was a 

key factor underlying distress for many participants. Now that more is known about the 

nature of these issues, additional program content should be designed to more 

specifically focus on these issues. One suggestion from participants was to include a 

session within the program that was attended by partners or family members, so that a 

more systemic focus on relationship issues could be encouraged.  
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5.4.4 Program acceptability  

Results demonstrated strong support for the fourth and final hypothesis of the 

pilot study, that participants would find the program acceptable and helpful. Moderately 

high levels of satisfaction were reported with the program and attendance rates were 

also high. Participants were enthusiastic about their attendance and stated that they 

would recommend the program to others in need of similar help. Participants expressed 

gratitude at being able to attend a program that provided them with much needed 

support to assist with their recovery.  This is consistent with findings from the study 

reported at chapter 4 that there is a need for such support in the months following 

discharge from hospital after stroke. Participant feedback that increased information and 

emphasis on physical aspects of recovery would have been beneficial suggests that 

collaboration with some sort of hospital based outpatient education program may be a 

useful adjunct to this intervention which focuses on psychological aspects of recovery.  

5.4.5 Limitations  

There were a number of significant limitations associated with this pilot study 

and, as noted above, further research with a greater number of participants in a 

randomised controlled trial is required to enable conclusions to be drawn in regards to 

the effectiveness of the program. The small sample size, insufficient participants to 

enable use of a wait list control group, low completion rates on follow-up measures and 

need for additional pre program screening limited the utility of the results obtained in 

the study. 

The first and most considerable limitation of the above study was sample size, 

with only 10 participants involved in the two pilot treatment groups. This small sample 

size presented a problem for statistical analysis on the available data given limited 

power. Response rates to recruitment activities were unexpectedly low.  Perth, the 

location in which the study was completed, is a capital city in Australia with a 
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population of around 1.5 million people (Australian Bureau of Statistics, 2006).  It has 

been estimated that around 3100 people are hospitalised after having suffered a stroke in 

the Perth metropolitan area annually (Health Department of WA, 2006).  Given 

inclusion criteria, almost one third of these may have been eligible to participate in the 

study (based on those who go on to make some degree of recovery and who do not 

experience severe cognitive or communication deficits, WA Stroke Foundation, 2007).   

However, despite advertising (only on one occasion) in the metropolitan newspaper 

which is delivered to more than half the homes in the metropolitan area, and two local 

newspaper advertisements, only 17 responses to these advertisements were received. 

Response rates to the more targeted invitation to participate that was mailed to eligible 

past patients from one major hospital (resulting in 8 enquiries from 53 eligible 

participants) were also lower than anticipated. Alternative approaches to recruitment 

will be required in future research of this nature. Previous psychological intervention 

studies with stroke patients have utilised hospital based approaches to recruitment with 

better participation rates than were achieved in this study. Recruiting participants more 

immediately after their stroke, for later attendance at this sort of intervention program, 

may also prove more successful. Given that this study was a pilot study, rather than a 

randomised controlled trial of this new intervention, wider recruitment (and funding to 

facilitate this recruitment) was not sought as part of this project.  Future development 

and testing of this program could incorporate a larger number of hospitals, including 

those in other Australian cities.  Funding would then need to be sought to facilitate 

wider recruitment. Investigation of the reasons why those who have suffered a stroke 

might choose to participate, or not to participate, in this sort of intervention may also be 

useful. 

A further and related limitation was the fact that the intervention group was 

comprised of a self-selected sample of participants, who volunteered their attendance at 
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the program. They may therefore not be representative of the overall stroke population. 

Results indicated that they were a more distressed group than the larger and more 

representative group on whom data was collected as part of the study reported in chapter 

3.  In addition, they may have a greater propensity or preference for group programs or 

for psychological intervention than other stroke sufferers given their interest in the 

program.   

Another major limitation arose from the use of a matched control sample, rather 

than a randomised wait list control group. The original design for the study included a 

wait list control group, but inclusion of this group was not possible given the lower than 

anticipated recruitment rates. The data utilised for control purposes was from a 

comparable sample of patients from the same geographical area at comparable time 

intervals post stroke (refer chapter 3).  It provided indicative data about spontaneous 

reductions in anxious and depressive symptoms over time during recovery. A sample 

recruited via the same means as the pilot treatment groups in this study and assessed at 

the same time points would have enhanced the validity of the above results. 

The low completion rate of follow-up measures also limited the utility of the 

results of this study.  It presented a problem for assessment of all three central 

hypotheses of the study.  Time may be required to translate changes in coping behaviour 

to an increased sense of coping self-efficacy and to reduced distress.  In the first few 

weeks of attempting to change coping behaviour, this change is effortful and benefit 

may not yet be apparent to individuals. Further research with larger sample groups 

should take steps to ensure that follow-up data can be more easily collected, for 

example, scheduling face to face follow-up assessments. 

The high degree of individual variability observed in the effectiveness of the 

program suggests the need to for further research to identify variables associated with 

these differences.  These could then be used in future as screening variables to only 
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select individuals most suited to the program to enhance its effectiveness. Alternatively, 

such information may inform an expansion of the program to ensure it better meets the 

needs of a greater number of different individuals.  Given that this was a small and 

exploratory pilot study, it was not possible to identify such variables or to use such 

screening measures at this stage. Inclusion criteria were purposefully broad and 

screening was limited. Participants were screened and introduced to the program over 

the telephone rather than in a face to face pre program assessment session. The purpose 

of this screening was to broadly assess any degree of communication and cognitive 

deficit that might preclude ability to participate in the program.  It was also to ensure 

that potential participants understood the goals and content of the program in sufficient 

detail to enable them to decide whether they wanted to participate. Participants with 

subtle cognitive change were not excluded and a comprehensive cognitive assessment 

was not conducted prior to commencement of the program. It is possible that 

participants with subtle cognitive change, for example with a bias towards more 

concrete ways of thinking since their stroke, may have benefited from different 

therapeutic approaches, such as increased use of behavioural techniques. Future 

programs may benefit from the inclusion of a more formalised and comprehensive 

individual assessment and screening session prior to commencement of the program.  

Potential variables for screening may include psychiatric history, severity of current 

psychological distress, personality related variables and cognitive factors, although 

further research is needed to ascertain the individual variables of most utility for this 

purpose.   

5.4.6 Summary  

This chapter detailed the development and pilot testing of a group psychological 

intervention program targeting both coping self-efficacy and coping behaviour as a 

means of improving psychological wellbeing after stroke.  The intervention was 
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designed based on the findings of the studies described in chapters 3 and 4, specifically 

for individuals at an intermediate phase of recovery, 3 – 9 months post stroke.  Coping 

self-efficacy was targeted through inclusion in the program of vicarious 

observation/modelling of an efficacious peer who had coped well with the challenges of 

recovery, and through reinforcement of mastery experiences around practice of coping 

skills.  Flexible and adaptive coping, along with use of specific strategies found to be 

beneficial for wellbeing at this intermediate recovery stage in the studies described in 

chapters 3 and 4, was promoted. Ten participants attended the intervention program.  

Results were mixed in terms of their support for the hypotheses of the study. 

Generalised self-efficacy improved significantly following treatment, but the increase in 

coping self-efficacy was not significant. Only some participants reported increased 

levels of coping self-efficacy, whilst others reported a decline. Results were also mixed 

in terms of the impact of the program on psychological wellbeing, with no significant 

overall effect demonstrated on reduction of anxiety and depression. High individual 

variability in the impact of the program was noted. Five participants reported reliable 

improvement in their level of either depression or anxiety following treatment. The 

program demonstrated significant changes in coping behaviour following treatment. In 

line with expectations and desired program aims, participants reported increased 

emotional expression, acceptance and resumption of their usual pattern of life activities 

following treatment. Lower than anticipated recruitment response rates contributed to 

the small sample size used for this study, hindering use of more detailed analytical 

methods. Further evaluation of the intervention program in a randomised controlled trial 

with a far greater number of participants is required before conclusions can be drawn 

about its effectiveness. 
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Chapter 6 General discussion 

This thesis aimed to explore the relationship between coping self-efficacy, coping 

behaviour and psychological wellbeing, using the particular context of recovery from 

stroke. A major advance of the thesis was investigation of the inter-relation between 

coping self-efficacy, a variable that has been associated with wellbeing following 

stressful life events such as bereavement and natural disaster (Benight et al., 2001, 

Benight & Harper, 2002), and coping behaviour. Exploration focused on understanding 

the relationship between coping self-efficacy and coping behaviour and how coping 

behaviour might provide a mechanism for coping self-efficacy to exert its influence on 

psychological wellbeing. The implications and opportunities that these relations might 

offer for psychological intervention were also of central consideration.  

This chapter will provide a general discussion of the implications of results from 

all three studies that comprise this thesis. Specifically, the chapter will consider what 

the findings suggest about relationships between coping self-efficacy, coping behaviour 

and psychological wellbeing. Section 6.1 discusses the theoretical implications of the 

findings for the relation between coping self-efficacy and psychological wellbeing and 

for the nature of the relationship between coping self-efficacy and coping behaviour. 

The finding that specific coping behaviours may be more adaptive after stroke is also 

discussed. Clinical implications are then presented at section 6.2. The potential utility of 

interventions that target both coping self-efficacy and coping behaviour is highlighted 

as well as the need to consider individual variables in determining intervention need and 

suitability. Implications for post stroke intervention programs are also discussed. 
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Section 6.3 presents a discussion of some of the methodological implications from the 

studies that comprised this thesis. In particular, implications for psychological research 

with stroke populations are considered. Conclusions will be drawn in chapter 7. 

6.1 Theoretical implications 

6.1.1 Coping self-efficacy and psychological wellbeing 

On the basis of findings from the studies detailed in this thesis, it is argued that 

coping self-efficacy is important for psychological wellbeing after stroke. In the 

longitudinal study reported at chapter 3, coping self-efficacy was strongly inversely 

related to anxiety and depression at each time wave during the first year after stroke, 

and across time.  Findings from the qualitative study reported at chapter 4 further 

supported these relations with participants identifying a close link between their 

confidence in their ability to cope and their ability to manage emotional distress. 

These results extend research suggesting the importance of coping self-efficacy 

for psychological wellbeing into a new context, recovery from stroke.  In the face of the 

enormous challenges experienced after stroke and during the ensuing recovery process, 

it seems that people who believe they are able to cope are better able to psychologically 

manage their recovery and adjust to any accompanying lifestyle change. Previous 

research has found coping self-efficacy to be associated with more adaptive outcomes 

amongst bereaved cancer widows (Benight et al., 2001), bomb blast survivors (Benight 

et al., 2000) and natural disaster victims (Benight & Harper, 2002).  Within an illness 

context, Chesney et al. (2003) demonstrated an association between coping self-efficacy 

and higher levels of positive affect and optimism amongst HIV-positive men. Otherwise 

the role of coping self-efficacy does not appear to have been investigated in illness 

populations.  Results from this thesis suggest that coping self-efficacy may be an 

important variable for those recovering from illness/adverse health events, perhaps 
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particularly where a protracted recovery period and residual disability are involved. 

Further research to replicate these findings and to extend exploration of the relation 

between coping self-efficacy and wellbeing into other illness populations may provide a 

useful pathway for understanding psychological processes during recovery from illness. 

It also offers the potential to establish the wider applicability of this theoretical 

approach to illness populations more generally. For example, establishing a relation 

between coping self-efficacy and psychological wellbeing amongst those who have 

been spinal cord injured, suffer from multiple sclerosis or live with various chronic 

illness conditions would further support the general importance of coping self-efficacy 

for those suffering adverse health conditions. In addition, such research would provide 

useful information for the design of psychological interventions to support wellbeing for 

those facing these illnesses.   

Findings from the studies detailed in this thesis also suggest that, in the absence of 

intervention, coping self-efficacy beliefs are self-reinforcing over time. This is 

consistent with self-efficacy theory. Self-efficacious beliefs are thought to influence 

goal-setting, expectations of success or failure, attention, initiation and persistence at 

behaviour, and thought control processes (Bandura, 1994, 1997; Benight & Bandura, 

2004). It could therefore be expected that beliefs about one’s ability to cope after stroke 

would determine engagement in coping efforts, expectations about the likely success of 

these coping efforts, ability to keep attempting to use coping strategies in the face of 

adversity, and to manage thoughts of self-doubt, particularly when challenged by 

physical set-backs. A positive sense of coping self-efficacy is therefore likely to support 

coping efforts and encourage coping strategy use despite setbacks, providing 

opportunity for mastery experiences and supporting thought processes that reinforce a 

strong sense of coping self-efficacy going forward. Conversely, a poor sense of coping 

self-efficacy discourages attempts at coping, providing less opportunity to try 
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behaviours that may in fact be successful, and sustains thoughts that challenge 

perceived success at coping efforts, further reinforcing a poor sense of efficacy over 

time. Results from the studies reported in this thesis support this view. Longitudinal 

results from the study reported at chapter 3 indicated that those who had higher levels of 

coping self-efficacy to start with were likely to maintain higher levels of coping self-

efficacy and vice versa.  In addition, the inverse relation between coping self-efficacy 

and psychological distress appeared to become stronger as time progressed. These 

findings highlight the importance of intervening early in the illness process (or 

relatively soon after a stressful event), particularly for those who may be experiencing 

relatively low levels of coping self-efficacy. Individuals who are not confident about 

their ability to cope with the challenges they are facing after their stroke appear to be 

increasingly at risk of adverse psychological outcomes as their recovery progresses and 

may require intervention to help address their low sense of coping self-efficacy.  

Self-efficacy beliefs, as noted in chapter 2, are thought to demonstrate greatest 

utility when defined and measured as specifically as possible to the context and function 

under consideration. Consistent with this theory, in the present thesis coping self-

efficacy was found to be more strongly related to psychological outcomes during 

recovery from stroke than generalised self-efficacy. The measure derived to assess 

coping self-efficacy in this thesis was adapted specifically to be relevant to the context 

of stroke recovery and to assess confidence in coping using a comprehensive set of 

coping behaviours. In future research, particularly in clinical applications and where 

researchers are interested in coping behaviours, it is therefore suggested that assessment 

of coping self-efficacy may be more useful than assessment of generalised self-efficacy. 

The relation between coping self-efficacy and both optimism and trait anxiety, 

demonstrated in findings from chapter 3, supported theoretical assertions that 

disposition plays an important role in the enablement of self-efficacious beliefs. 
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Optimism and trait anxiety were not only associated with coping self efficacy (inversely 

in the case of trait anxiety) but coping self-efficacy mediated the relationship between 

disposition and outcomes. Whilst these dispositional variables have been linked in 

previous empirical research to psychological wellbeing and to use of particular coping 

behaviours amongst various populations, the relation between disposition and coping 

self-efficacy does not appear to have been explored. Results of this thesis suggest that 

those with low levels of optimism and high levels of trait anxiety may be more likely to 

have a poorer sense of coping self-efficacy when faced with stressful situations such as 

recovery from stroke. Findings supported suggestions by previous researchers (Bedi & 

Brown, 2005; Scheier & Carver, 1985) that disposition may influence coping behaviour 

and outcomes through its impact on self-efficacious beliefs. Specifically, coping self-

efficacy appears to provide a mechanism through which disposition impacts on 

wellbeing after stroke. This relation should be explored further in research with other 

illness groups and other stressors to establish the strength and generality of this effect.  

6.1.2 The relationship between coping self-efficacy and coping behaviour 

Results from the studies detailed in this thesis suggest that coping behaviour 

mediates the relationship between coping self-efficacy and psychological distress after 

stroke. In the longitudinal study presented at chapter 3, acceptance, denial, humour, and 

emotional expression were found to mediate the relation between coping self-efficacy 

and either depression and/or anxiety at various time points in the recovery process. In 

addition, participants in the qualitative study detailed at chapter 4 identified a number of 

coping behaviours (namely active engagement in activities and using social support) 

they perceived to be associated with their levels of confidence in their ability to cope 

over time after their stroke.  

The mediating relationship described above infers that an individual’s sense of 

coping self-efficacy mobilises their coping efforts and influences selection of coping 
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strategies, and these in turn influence psychological outcomes.  For example, 

individuals who confidently believed that they would be able to cope were more likely 

to cope by accepting the impact of their stroke on their life, and subsequently 

experienced less depression and anxiety during recovery. Part of the effect that coping 

self-efficacy has on wellbeing is through its influence on coping efforts. These findings 

provide support for the central contention of this thesis that coping behaviour provides 

one mechanism through which coping self-efficacy exerts its influence on psychological 

wellbeing. This relation has not been explored in previous research. 

Findings also provide support for theoretical models that suggest a likely 

relation between self-efficacy more generally and coping behaviour. As noted in chapter 

2, the basic premise of self-efficacy theory is that people are unlikely to take action (in 

this case attempts at coping) unless they believe that they are likely to be capable of 

doing so. Self-efficacy as a “cognitive mediator of action” is posited to play an 

important role in how people feel, think and behave in stressful situations (Bandura, 

1982). Self-efficacy also drives persistence at behaviour (Bandura, 1982) and would 

therefore be likely to influence how long an individual might persist at coping efforts in 

the face of adversity. In addition, self-efficacy is theorised to influence attention, 

appraisal, cognition, motivation and affect (Benight & Bandura, 2004), all of which are 

components in various theoretical models of coping.  

Findings in this thesis extend results from the small set of previous studies that 

have demonstrated a relation between generalised self-efficacy and coping behaviour to 

the sphere of coping self-efficacy. Past research has demonstrated that social coping 

mediated the relation between generalised self-efficacy and post surgery physical and 

psychological outcomes (Schroder et al., 1998) and that active coping and meaning 

based coping mediated the relation between generalised self-efficacy and wellbeing 

after tumour surgery (Boehmer et al., 2007).  It appears that both coping self-efficacy 
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and generalised self-efficacy may influence coping behaviour and outcomes in the face 

of illness. However, a greater number of associations were demonstrated between 

coping self-efficacy and coping behaviour in this thesis than in prior research that has 

focused on generalised self-efficacy. Further, in the study reported at chapter 3, coping 

self-efficacy was more closely related to coping efforts than generalised self-efficacy, 

which was concurrently assessed as part of that study.  

Although results reported in this thesis indicate that a number of specific coping 

behaviours (acceptance, denial, humour, and emotional expression) are most strongly 

associated with coping self-efficacy and mediate its influence on wellbeing, it is unclear 

whether these same strategies would mediate the relation between coping self-efficacy 

and outcomes in other situations. Some temporal differences in the strategies that 

mediated this relation were observed between time waves in the study reported at 

chapter 3. Coping via acceptance was consistently found to mediate relations between 

coping self-efficacy and psychological distress, while emotional expression and humour 

only mediated these relations at later time points in the first year of recovery (chapter 3). 

In the qualitative study reported at chapter 4, participants identified different strategies 

(active coping through engagement in activities and using social support) as important 

for their own sense of coping self-efficacy over longer term recovery.  Previous related 

research (utilising generalised rather than coping specific self-efficacy) has found 

active/approach based strategies such as social coping (Schroder et al., 1998), active 

coping and meaning based coping (Boehmer et al., 2007) to mediate the relation 

between generalised self-efficacy and psychological outcomes.  However, these results 

were limited by the use of only a small set of coping strategies. For example, none of 

these studies assessed “acceptance” as means of coping. Further research is required to 

establish the consistency with which specific coping strategies mediate the influence of 

coping self-efficacy on psychological wellbeing. Findings from this thesis indicate a 
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group of coping strategies (acceptance, denial, humour, and emotional expression) that 

provide a starting point for further investigation of this issue. It would be useful to 

evaluate whether these same strategies mediate relations between coping self-efficacy 

and psychological outcomes amongst other post stroke groups, other illness groups or 

even if they consistently emerge as pivotal to this relation in other types of stressful 

situations.  Acceptance, in particular, is a coping strategy that may be especially 

important within this relationship, and is discussed further at section 6.1.4 below. 

6.1.3 Adaptive coping after stroke 

Given significant associations between the use of specific coping strategies and 

psychological distress, findings of this thesis suggest that some types of coping efforts 

are more adaptive than others during recovery after stroke. The way individuals respond 

in terms of behaviour and cognition in order to manage the physical and psychological 

demands they face after stroke influences their psychological wellbeing. In the study 

reported at chapter 3, a number of coping strategies were associated with either 

depression and/or anxiety at each of the time waves assessed.  These findings have been 

detailed at Table 3.25 and discussed as part of chapter 3.  In particular, across time, 

denial and mental disengagement tended to be consistently associated with 

psychological distress, and acceptance consistently associated with wellbeing. 

Emotional expression and positive reinterpretation were also associated with 

psychological wellbeing across time but only at later time points within the 12 month 

post stroke period. In the study reported at chapter 4, participants identified a range of 

coping strategies that they perceived had been helpful to them during longer term 

recovery.  These included using social support, active coping (through information 

seeking, rehabilitation activities, hobbies, and problem solving), and a range of 

cognitive strategies, most notably acceptance and positive reinterpretation. There was 

therefore some consistency across the two studies in terms of the strategies found to be 
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beneficial for wellbeing. The exception to this was use of social support, which despite 

being perceived as helpful by participants in the qualitative study reported at chapter 4, 

did not receive quantitative support as particularly adaptive in the longitudinal study 

reported at chapter 3. This may have been a factor of the limited measure of social 

support utilised as part of this study. This issue is discussed further below.  

Compared to previous coping studies with post stroke populations, the strategies 

found to be associated with psychological outcomes in this thesis differed in a number 

of respects. As detailed in chapter 2, a small number of studies have investigated the 

relation between coping behaviour after stroke and psychological outcomes. Given use 

of varied frameworks for classifying coping behaviours and the limited number of 

studies conducted in this area, a consistent picture of adaptive coping after stroke is yet 

to emerge (refer Donnellan et al., 2006 for a review).  Past studies have implicated 

avoidant types of coping strategies, disengagement and magical thinking (hoping for a 

miracle, fantasizing about how things might turn out) as potentially maladaptive. 

Strategies such as active coping, and cognitively based strategies such as humour, 

finding meaning, and positive reinterpretation have been supported as adaptive after 

stroke (Boynton de Sepulveda & Chang, 1994; Elmstahl et al., 1996; Gillespie, 1997; 

Grattan, 2002; King et al., 2002; Rochette & Desrosiers, 2002; Sinyor et al., 1986). 

Findings of this thesis add support to some of these assertions. Similar to previous 

studies, mental disengagement was found to be associated with poorer psychological 

outcomes, while positive reinterpretation and active coping (albeit with some temporal 

limitations) were found to be adaptive. The importance of behavioural engagement in 

activities highlighted by participants in the qualitative study perhaps reinforces these 

results.  The relationship between acceptance and psychological wellbeing and inverse 

relationship between denial and wellbeing observed in this thesis appear to be unique 

results.  This may in part be due to the limited or lack of assessment of these two coping 
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strategies in previous studies. Conceptually these two coping strategies (a lack of 

acceptance and use of denial) could be grouped together as reflecting an avoidant style 

of coping behaviour and could be considered partly consistent with previous studies. 

The use of a coping measure that assessed acceptance and denial specifically and 

separately in this study, and the subsequent significance of the relation between these 

strategies and psychological distress during recovery provides new insight into adaptive 

coping after stroke. The importance of these strategies is discussed further at section 

6.1.4 below. Emotional expression also emerged as a potentially adaptive coping 

strategy at intermediate and later time points in recovery, a finding not observed in 

previous research. One explanation for this difference may be tied up with the nature of 

the subscales used to assess emotional expression and emotional processing in this 

thesis.  As noted in chapter 3, many standard coping measures include subscales that 

measure expression of emotion in a way that is confounded by a negative judgement 

about that expression (e.g. “I get upset and let my emotions out”). The replacement 

subscales used in this study (as per the approach recommended by Stanton et al., 2000) 

are phrased in a more neutral way, for example “I let my feelings come out freely”. 

Early acceptance followed by free emotional expression and positive reinterpretation 

appears to represent a promising adaptive pathway for coping in the aftermath of stroke.  

The finding in this thesis that using social support was perceived by participants 

in the focus groups as helpful to coping efforts but not empirically supported by the 

quantitative data, is consistent with trends in the existing literature. Previous qualitative 

studies have identified use of social support as helpful after stroke (Rochette et al., 

2006), but using social support has not been supported as adaptive in quantitative 

studies (e.g. Boynton de Sepulveda & Chang, 1994; Elmstahl et al., 1996; King et al., 

2002; Rochette & Desrosiers, 2002; Sinyor et al., 1986). The difference between 

availability of social support, perceptions of social support, quality of the support 
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available, and whether support is provided irrespective of whether it is asked for, are all 

confounding issues making it difficult to assess the role of social support in the coping 

process. Lack of availability of social support has been identified as a consistent risk 

factor for post stroke depression (Hackett & Anderson, 2005). However, the active 

seeking of social support for both instrumental and emotional purposes cannot be 

equated with the availability of such support. Many participants made statements such 

“I don’t need to ask them for support, I have lots of support, my family are constantly 

helping me” when completing their coping questionnaires.  The only significant 

empirical association between social support strategies and psychological outcomes was 

a positive relationship between seeking emotional social support and anxiety at 2 - 5 

weeks post stroke.  That is, those who sought out social support to talk with someone 

about their feelings and experiences tended to be more anxious. Perhaps qualitative 

perceptions as to the benefit of social support refer to simply having good quality social 

support available, rather than reflecting the active seeking out of such support. Future 

research into social support as a means of coping could consider measurement of these 

alternate conceptualisations and aspects of social support to provide further insight.  

Results of this thesis suggest that coping behaviour changes over time and that the 

coping behaviours that are psychologically adaptive differ at different time points in the 

recovery process after stroke. Table 3.25 in chapter 3 detailed the differences in coping 

strategies associated with anxiety and depression at 2 – 5 weeks, 10 – 13 weeks and 32 

– 36 weeks post stroke respectively. While there was some consistency across time in 

the coping strategies associated with psychological outcomes, there also appeared to be 

an evolution of these strategies between the earlier and later phases of recovery.  Over 

time significant increases/decreases were observed in the use of a number of coping 

strategies. In addition, different strategies were related to psychological wellbeing at 
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different time points.  In particular coping efforts appeared to be targeted at managing 

anxiety in the earlier phases of recovery and at managing depression as time progressed. 

These changes in coping behaviour, and the differing adaptive benefit of these 

strategies over time, fit well with the findings reported in chapter 4 that the challenges 

faced after stroke change significantly as recovery progresses. Different challenges pose 

different demands, may be appraised differently, and may therefore give rise to different 

coping efforts.  Chapter 4 clearly reported the different challenges that participants 

perceived early in their recovery, during the intermediate rehabilitation phase and into 

the longer term.  Early challenges such as the threat to life, the threat of permanent 

disability, and uncertainty related to prognosis appeared to be particularly anxiety 

provoking.  During the intermediate rehabilitation phase, participants described a 

preoccupation with their level of progress towards physical milestones of recovery.  In 

the study reported at chapter 3, adaptive coping efforts at this time point (T2, 10 -13 

weeks post stroke) appear to correspond quite well to this sort of challenge. For 

example, at this intermediate time phase, active efforts at coping were inversely 

associated with psychological distress. As time progressed, the extent of loss of ability 

and lifestyle were realised, potentially giving rise to depressive symptoms and 

emotional distress. Longer term challenges described by participants in the qualitative 

study included learning to accept post stroke lifestyle change and permanent levels of 

disability. Behavioural activation through engagement in pleasant activities assisted 

participants in managing emotional distress. Coping strategies such as acceptance, and 

subsequently positive reinterpretation (re-evaluating the meaning and potential benefits 

or lessons learnt out of the difficult experience of having suffered a stroke) appeared to 

offer a pathway towards longer term adjustment. 

Previous longitudinal studies with stroke populations have demonstrated mixed 

results in terms of whether coping behaviour changes over time during post stroke 
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recovery. Some studies have observed very little change in coping strategy use over 

time, at intervals up to two years post stroke (Rochette & Desrosiers, 2002; King et al., 

2002). In contrast, Rochette et al. (2007) reported increased use of two coping 

strategies, rationalisation and giving control to others, between the immediate post 

stroke period and six month follow-up. Findings of this thesis further support the view 

that coping does evolve during post stroke recovery, and it is argued that this change 

may be based on the changing nature and demands of the differing challenges faced 

during this process.  

Given findings of this thesis in regard to the evolution of challenges and adaptive 

coping behaviours during post stroke recovery, stage models of recovery such as those 

developed by Burton (2000) and Kirkevold (2002), outlined in chapter 2 (section 2.3.5), 

may provide useful frameworks for the study of coping. Future longitudinal coping 

research with stroke populations should make use of these recovery stage frameworks to 

guide choice of assessment time intervals and interpretation of results.  The use of 

similar stage frameworks, informed by research identifying the recovery trajectories 

unique to each particular illness, may also be useful for the study of coping in other 

illness contexts.   

 The findings of this thesis have changed our understanding of the nature of 

adaptive coping after stroke. Further research into coping after stroke is required to 

replicate these findings using similar classifications of coping behaviour, 

acknowledging change in coping behaviour over time, and utilising stage frameworks to 

map coping behaviour against differing challenges faced over time.  

6.1.4 The importance of acceptance 

Results of the three separate studies that comprise this thesis highlight the 

importance of acceptance as a key variable in coping after stroke. In the longitudinal 
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study, acceptance was inversely related to psychological distress at each time wave 

assessed.  Further, acceptance was found to mediate the relationship between coping 

self-efficacy and psychological outcomes. In the qualitative study reported at chapter 4, 

participants identified the critical role that a sense of acceptance had played in their 

recovery.  Acceptance was described in terms of acceptance of help from others, 

acceptance of lost roles and abilities, and being able to move beyond the dominant 

thought that “I need to get back to normal”.  Reaching a sense of acceptance was 

described as important for starting to look forward, re-engage with hobbies and 

activities, and engage in new roles and new ways of doing things. The overall model 

presented in chapter 4 (Figure 5) describing participants’ experiences of challenges and 

coping after stroke highlighted the key role of acceptance in helping participants move 

out of emotional distress and towards adjustment.  Based on these results, acceptance 

was a coping strategy promoted as part of the pilot intervention program designed and 

evaluated in the study reported at chapter 5. The intervention appeared to be successful 

in increasing participants’ levels of acceptance of their stroke and its impact on their 

lives.  

 The finding that acceptance may play a key role in post stroke psychological 

wellbeing is unique to this thesis. Other coping studies with individuals who have 

suffered a stroke have not investigated the adaptive benefit of acceptance and have not 

used coping measures including a subscale assessing acceptance. Studies with other 

illness populations have noted a key association between acceptance and psychological 

wellbeing. For example, Kennedy et al. (2000) investigated coping and wellbeing after 

spinal cord injury and reported that over time, acceptance (in an inverse relationship 

with depression) predicted 41% of the variance in depression scores amongst 

participants. Lowe, Norman and Bennett (2000) found that immediately following 

myocardial infarction, acceptance was negatively correlated with anxiety levels. 
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Elfstrom, Ryden, Kreuter, Persson and Sullivan (2002) reported  a positive association 

between acceptance and personal growth after spinal cord injury and an inverse relation 

between acceptance and both helplessness and intrusive thoughts. Abraido-Lanza, 

Vasquez and Echeverria (2004) found that acceptance was strongly inversely associated 

with depression and positively associated with self-efficacy amongst individuals 

suffering from arthritis. Findings of this thesis suggest acceptance may be similarly 

important after stroke. 

Acceptance may be a precursor or prerequisite for other sorts of coping 

strategies. Acceptance, as a cognitively based coping strategy, was assessed using the 

COPE questionnaire (Carver et al., 1989), or in the case of the third study an adapted 

version thereof, in all studies reported in this thesis. Within the COPE framework, 

acceptance is defined in terms of accepting the reality of what has happened, accepting 

that what has happened cannot be changed, and learning to live with it. Participants in 

the study reported at chapter 4 identified a link between reaching a sense of acceptance 

and their ability to engage in more active modes of coping that assisted them live with 

their varied disabilities and re-engage with life in a new way. Past coping research with 

individuals living with arthritis has also documented a positive correlation between 

acceptance and active coping (Abraido-Lanza et al., 2004). It appears that acceptance 

may also be an important prerequisite for the implementation of coping strategies such 

as positive reinterpretation. An individual is unlikely to be able to re-evaluate the 

meaning of their stroke in their life or infer any positive personal growth from the 

experience without having reached some sense of acceptance. Acceptance may also 

discourage the use of less adaptive coping behaviours such as mental disengagement or 

suppression of competing activities. Participants in the qualitative study described a 

sense of being able to move forward and get past some sort of barrier as accompanying 

acceptance. This sense of moving forward may help mitigate any need for 
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disengagement or thought suppression. Based on the findings in this thesis, acceptance 

appears to be a pivotal coping strategy that may facilitate a whole range of more 

adaptive means of coping as well as more positive psychological outcomes. 

The mediational role that acceptance was observed to play in the relationship 

between coping self-efficacy and psychological distress,  suggests that acceptance is one 

of the key coping mechanisms through which coping self-efficacy exerts its influence 

on psychological wellbeing after stroke.  A greater sense of coping self-efficacy is likely 

to promote acceptance in coping with the demands of recovery after stroke and this in 

turn is likely to assist psychological wellbeing. Past research with other types of 

populations supports a likely relation between acceptance and self-efficacy more 

generally.  This relation has been demonstrated, for example, amongst those living with 

arthritis (Abraido-Lanza et al., 2004). 

Given the key role of acceptance in the results of this thesis, future research with 

stroke and other illness populations should further investigate the importance of 

acceptance for both psychological and physical health outcomes.  In addition, findings 

suggest the need to develop interventions for stroke populations, and potentially for 

other illness groups, that target acceptance as a key element of therapy.  The use of 

acceptance and commitment therapy (Hayes et al., 1999), for the treatment of post 

stroke depression and anxiety may be of value. The basic premise of acceptance and 

commitment therapy is that suffering is a universal human condition and that it is only 

through acceptance of this pain and suffering, whilst at the same time committing to 

making changes that are possible, that enables us to live a life driven by our personal 

values (Hayes et al., 1999). 



 217 

 

6.2 Clinical implications 

6.2.1 Coping self-efficacy and coping behaviour as targets for intervention 

Results across the studies presented at chapters 3 – 5 suggest that coping-self-

efficacy and coping behaviour are promising targets for interventions that aim to 

enhance psychological wellbeing, or to prevent or treat psychological distress, after 

stroke. As discussed above, a key finding of the studies reported at chapters 3 and 4 was 

support for a relationship between coping self-efficacy and coping behaviour, and the 

importance of these variables for adaptive psychological outcomes after stroke. The 

study presented at chapter 5 utilised these findings in a custom designed group 

psychotherapy program, in an effort to improve psychological wellbeing amongst those 

who had suffered a stroke 3 – 9 months prior.   The intervention focused on enhancing 

coping self-efficacy, and promoting adaptive coping behaviour as a means of improving 

wellbeing amongst participants. Results were promising with five out of ten participants 

experiencing reliable reductions in their levels of anxiety or depression. Further research 

in the form of a randomised controlled trial is warranted to assess the efficacy of this 

program. 

These findings provide support for the few documented psychological 

interventions that have used coping self-efficacy as a specific target (with other illness 

groups) and extend these into the context of stroke recovery. As described in chapter 2 

(section 2.4.3) coping self-efficacy has demonstrated utility as a target for intervention 

amongst HIV-positive men, individuals with rheumatic disease and cancer patients 

(Chesney et al., 2003; Savelkoul & de Witte, 2001; Nairn, 2004).  Results from the 

studies reported in this thesis point to the likely success of coping self-efficacy focused 

intervention amongst those recovering from stroke, and provide a starting point for 
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future research to more formally evaluate the clinical effectiveness of this sort of 

approach.  

Content for an intervention program that targets both coping self-efficacy and 

coping behaviour was incorporated in the pilot intervention developed and reported in 

chapter 5. Self-efficacy theory contends that self-efficacy beliefs are malleable through 

performance attainments, reinforcement of mastery, vicarious observation of others and 

verbal persuasion (Bandura, 1977; 1982).  These same means were used in the pilot 

intervention study to enhance participants’ coping self-efficacy beliefs. Psycho-

education about adaptive coping, coping skills practice, reinforcement of use of coping 

skills in group discussion to encourage a sense of mastery, and the use of a guest 

speaker who modelled a positive sense of coping self-efficacy were all part of the 

program. Results were inconclusive as to the success of these methods in increasing 

levels of coping self-efficacy amongst participants. Although five participants reported 

an overall increase in their levels of coping self-efficacy after the program, a non 

significant overall increase in mean coping self-efficacy was observed across 

participants (although it is noted that a significant increase in generalised self-efficacy 

was demonstrated).  A longer time lag may have been required before increases in 

coping self-efficacy could be observed. The poor response to follow-up assessments in 

the pilot intervention study reported in this thesis meant this could not be assessed. 

Alternatively, the design of the intervention program described in chapter 5 may need to 

be amended to increase the emphasis on content specifically targeting coping self-

efficacy.  This may be done for example via the inclusion of another guest speaker to 

provide additional modelling of positive coping self-efficacy, or via  increased emphasis 

in group sessions on reinforcing adaptive coping efforts.  The intervention program was 

successful in increasing use of target coping behaviours such as acceptance and 

emotional expression and reducing suppression of competing activities. Although 
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statistically significant overall reductions in anxiety and depression were not observed 

across participants, it is possible that these changes in coping behaviour contributed to 

the reliable reductions in symptoms amongst the five participants who benefited from 

the program. In addition, for those who did not appear to benefit from the program, 

these changes in coping behaviour may contribute to improved wellbeing at some future 

time point. For some participants there may be a time lag between changing coping 

behaviour and experiencing a reduction in psychological distress. Again, the lack of 

follow-up data meant this could not be assessed within the scope of this thesis. 

 A major contribution of this thesis is in its use of an empirically supported 

relationship between coping self-efficacy and specific coping behaviours (findings of 

the studies reported in chapter 3 and 4) as an underlying basis for intervention design. 

The sequence of studies reported allowed the intervention to be shaped by the data 

gathered in the longitudinal study that tracked the process of recovery from stroke over 

a 9 month trajectory. Linking the development of psychological interventions to 

empirical studies that directly explore relationships between potential intervention 

variables and outcomes in the specific population of interest is likely to provide superior 

intervention outcomes. Frequently, psychological interventions are trialled without the 

use of such an empirical evidence base. In the present thesis, whilst it would have been 

possible to pilot test an intervention generically designed to target coping self-efficacy 

and coping behaviour, the specific choice of which coping behaviours to promote at 

specifically what recovery timeframe would not have been evident without the prior 

studies that informed the intervention design.  Given the substantial time commitment 

on behalf of both researchers and participants in multiple session intervention trials, a 

prior evidence base potentially provides information that can improve outcomes and 

efficiency of the trial process itself. 
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6.2.2 Individual differences may usefully guide intervention decisions   

Findings of this thesis suggest that individual differences are important 

considerations for decisions about who might benefit most from intervention after 

stroke. Individual dispositional variables (optimism and trait anxiety) were associated 

with coping self-efficacy, specific coping behaviours and psychological outcomes in the 

study described at chapter 3. These results suggest the utility of optimism and trait 

anxiety as screening measures for those at risk of adverse psychological outcomes. In 

addition, the finding that both coping self-efficacy and coping behaviour mediated the 

relation between disposition and distress suggests that interventions to enhance coping 

self-efficacy and coping behaviour may help offset any dispositional bias towards 

psychological distress during recovery. In the study reported at chapter 5, considerable 

individual variability was observed in the effectiveness of the pilot intervention, 

suggesting the need for identification of appropriate screening variables to determine 

intervention suitability. 

Findings support theoretical and empirical contentions that disposition 

influences coping behaviour, and that coping behaviour is one mechanism through 

which disposition may influence outcomes. The relationship between individual 

disposition and coping behaviour does not appear to have been investigated in any 

previous studies with stroke populations. The study reported at chapter 3 identified an 

inverse relationship between optimism and denial and a positive relationship between 

optimism and positive reinterpretation (at various time points). A positive relationship 

between trait anxiety and both denial and mental disengagement was also reported. 

Different individuals appear to be predisposed to cope in particular ways after stroke. 

Combined with findings that particular coping behaviours are associated with poorer 

psychological outcomes, it is apparent that some types of individuals (less optimistic 

and more trait anxious) may be at increased risk of adverse outcomes. For example, 
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mental disengagement was observed to be associated with both trait anxiety and 

anxiety, and mediated the relation between these two variables at some time points 

during recovery.   

Coping self-efficacy may provide a mechanism through which disposition 

influences coping behaviour and in turn outcomes. Coping self-efficacy was found to 

mediate the relationship between disposition and outcome (discussed at section 6.1.1), 

somewhat more consistently across time than coping behaviour. In addition, coping 

behaviour was found to mediate the relationship between coping self-efficacy and 

psychological outcomes after stroke.  

Taken together these results suggest one explanation as to the how the broad 

construct of disposition influences outcomes in the face of stressful events.  This thesis 

found that disposition influenced beliefs about ability to cope (coping self-efficacy), 

which in turn impacted on coping behaviours, which in turn influenced post stroke 

psychological outcomes. Understanding the underlying processes, beliefs and 

behaviours that might explain the relationship between disposition and outcomes 

frequently observed in the literature is an important issue for future research.    

Further research should also investigate the effectiveness of referring those with 

higher levels of trait anxiety and lower levels of optimism to post discharge 

psychological intervention to prevent post stroke depression and anxiety. Screening on 

dispositional variables such as optimism and trait anxiety would take only a few 

minutes and could easily be conducted as part of nursing assessments at hospital 

discharge to identify individuals at greater risk of post stroke distress.  Clinical 

interventions targeted at enhancing coping self-efficacy, and potentially also at 

preventing maladaptive coping behaviours such as denial and mental disengagement, 

could then be applied to prevent or minimise the impact of dispositional tendencies 

towards distress. 
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Individual differences were also highlighted as important factors, influencing 

program effectiveness, in findings from the pilot intervention study. A one-size-fits-all 

approach to intervention was purposefully adopted in the pilot intervention, given its 

exploratory nature and the potential economy of offering one broad based intervention 

to cater to a range of needs. However, results indicated two separate groups of 

participants, one group that benefited and experienced reliably reduced levels of 

psychological distress post treatment and a second group who did not appear to benefit 

and in fact seemed to deteriorate in terms of psychological wellbeing over time after 

treatment. It is important for ongoing research to identify the individual factors that may 

be driving these differences. Past psychiatric history, personality variables and presence 

of subtle stroke related cognitive deficits were suggested as possible individual factors 

worthy of further investigation in future research. Identifying more appropriate means 

of intervention with those who comprised this second group of participants (who did not 

benefit from the coping self-efficacy and coping behaviour focused intervention) should 

also be a research priority.  Individual psychotherapy programs, pharmacotherapy or 

alternative forms of group psychotherapy (for example, a mindfulness based program or 

behaviourally based program) may prove more effective in reducing distress amongst 

these individuals.  

6.2.3 Post stroke intervention research  

Findings of this thesis contribute to the limited body of research into 

psychological interventions designed to prevent or treat post stroke psychological 

distress.  As detailed at chapter 2, there are literally a handful of studies reporting the 

use of psychological interventions with individuals who have suffered a stroke.  These 

have varied in approach and format and delivered mixed results in terms of 

effectiveness.   
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Results from the study reported in chapter 5 support the acceptability and 

suitability of a small peer group format for psychological intervention amongst those 

who have suffered a stroke.  Participants in that study reported high levels of 

satisfaction with the pilot program attended, stated that they would recommend the 

program to others and that they enjoyed sharing their experiences with their peers.  

However, the small and self selected nature of this group who volunteered to attend the 

intervention demands caution in interpreting their acceptance and satisfaction with the 

program as representative of a wider post stroke population. Moustgaard (2005) also 

used a group approach with successful results in evaluating the use of a mindfulness 

based intervention for the reduction of post stroke depression and anxiety.  The small 

group format facilitates increased learning, particularly for a coping self-efficacy and 

coping behaviour focused intervention, as participants are able to learn from the 

example of others in the group as they try out new ways of coping.  Group discussion 

also provides a means of normalising feelings of distress that participants may be 

experiencing, as they hear about others experiencing similar emotions.  

 Results from the studies detailed in this thesis also suggest a number of 

promising areas for future psychological intervention research with stroke populations.  

Firstly, coping self-efficacy and coping behaviour appear to be promising targets for 

intervention. As discussed at section 6.2.1, further research into intervention programs 

targeting these variables and the use of a randomised controlled trial to fully evaluate 

the effectiveness of the pilot program developed as part of this thesis are recommended. 

Secondly, results from the studies reported at chapters 3 and 4, suggest that acceptance 

and commitment therapy may be a useful approach to intervention after stroke.  The 

important role that acceptance appeared to play in the coping process during recovery 

after stroke in the findings of these studies has already been discussed at section 6.1.4. 

There do not appear to have been any studies published reporting or evaluating the use 
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of acceptance and commitment therapy amongst those who have suffered a stroke. 

Thirdly, results suggest that further research is needed to identify key individual 

variables that might influence the effectiveness of any post stroke intervention, or 

inform choice of the best type of intervention to use for a given individual. These 

individual difference variables may have contributed to the mixed and less successful 

findings of previous intervention research with stroke populations. A randomised 

controlled trial of the pilot program reported at chapter 5 could incorporate assessment 

of individual variables, such as premorbid psychiatric history, personality and subtle 

cognitive deficits, to identify possible individual screening variables for optimising 

intervention suitability (as discussed at section 6.2.2). In addition, evaluating the 

relation between these individual variables and the effectiveness of different types of 

therapeutic approaches is likely to yield useful clinical information. Fourthly, results of 

the study reported at chapter 5 highlighted the need for intervention programs with 

those who have suffered a stroke to address relationship conflict and social support 

issues.  These issues were a predominant source of distress for participants over the 

course of the pilot intervention program.  There was a somewhat limited scope within 

the coping self-efficacy and coping behaviour focused intervention to address these 

issues, with content of only one session solely devoted to social support.  Participants 

suggested the need to involve their partners/caregivers in some sort of support and 

relationship focused intervention, perhaps as an adjunct to the program. Future research 

could evaluate the effectiveness of an intervention dedicated to social support and 

relationships after stroke and the impact of this sort of intervention on overall 

wellbeing. Lastly, a number of differences were observed between older and younger 

participants in the studies comprising this thesis. Younger participants reported a 

number of different challenges to older participants, such as body image concerns and 

difficulties with intimate relationships.  In addition there appeared to be an inverse 
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relationship between age and experiencing symptoms of anxiety. Future research may 

benefit from differential examination of older and younger age groups. 

6.3 Methodological implications 

6.3.1 Psychological research with stroke populations 

In conducting the three separate studies that comprise this thesis a number of 

methodological issues arose, with implications for future psychologically oriented 

research with post stroke populations.  Chapter 2 detailed some of the methodological 

issues that have previously been reported with research in this area. These included 

issues related to the heterogeneity of stroke as an adverse physical health event and the 

varied nature of its impact on individuals, the frequent exclusion of patients with more 

severe cognitive or communication deficits from research, concerns about the validity of 

conventional psychiatric/psychological diagnostic techniques and measures with this 

population, and the potential confounding of neurologically based and psychologically 

based symptoms after stroke.  Research conducted as part of this thesis highlighted the 

need to (i) separately evaluate individuals at different post stroke time intervals, (ii) 

consider the reliability of items within the commonly used HADS measure for the 

assessment of post stroke depression, (iii) address difficulties related to recruitment of 

individuals for intervention studies, (iv) consider premorbid factors, (v) consider the 

impact of subtle cognitive deficits on participant responses to intervention, and (vi) 

include assessment of stroke related variables, stroke severity and level of physical 

disability. 

The differences in relationships between the key variables of interest at different 

stages of the recovery process highlighted the importance of identifying and grouping 

participants according to the length of time that has past since they had their stroke. The 

study reported at chapter 4 further supported the use of stage models of recovery by 
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identifying the way that challenges evolved during the recovery process. It is therefore 

recommended that future research categorise participants based on the amount of time 

elapsed since stroke or on some defined stage of recovery. These results also question 

the validity of results from previous studies that have utilised groups of individuals with 

large variations in time since stroke, for example using a group of participants who vary 

from immediately post stroke through to 2 years or more post stroke. 

Overall the measures used across the studies conducted as part of this thesis 

demonstrated strong reliability, which underlies the quality of the measures used and 

suggests that participants were reliably able to report their experiences.  The exception 

to this trend was some problems with the reliability of item 2 within the Hospital 

Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983). The HADS was 

chosen for the study because of its previous validation with those who have suffered a 

stroke (O’Rourke et al., 1998; Aben et al., 2002). However, the present thesis found the 

reliability of item 2, “I still enjoy the things I used to enjoy”, that forms part of the 

depression subscale within the HADS to be problematic (refer chapter 3).  It is therefore 

recommended that future research using the HADS should consider a replacement item.  

Alternatively, other measures may provide more reliable assessment of post stroke 

depression. There were no reliability problems with the measurement of anxiety using 

the HADS, and this subscale is recommended for use in future research. 

Future research would also benefit from further investigation into the factors 

behind decisions to participate in group psychological intervention programs. As 

detailed in chapter 5, response rates to efforts to recruit participants for the pilot 

intervention study were unexpectedly low.  This may have been because the means used 

for getting the message out about the availability of the intervention program were not 

as effective as hoped. However, of the 53 letters sent personally to past hospital patients 

meeting the eligibility criteria for the program, only 8 enquiries about the program were 
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received. Given consistent feedback that stroke sufferers feel the need for more 

psychological assistance, it is surprising that such small numbers responded to the 

invitation to participate.  It is important to understand both the motivation for, and 

barriers to, participation in psychological treatment programs amongst those who have 

suffered a stroke. In contrast, the majority of those who were motivated to enquire about 

the program enrolled, completed the program, and reported a high degree of satisfaction 

with the program.  Further investigation into the factors that influenced individual 

decisions about whether to enquire about the program would provide useful information 

to guide future recruitment efforts.  Individuals with low coping self-efficacy or high 

levels of distress may not feel confident enough to respond to mail based or 

advertisement based recruitment efforts. It may be for example, as noted in chapter 5, 

that a continuous hospital based recruitment program with face to face screening and 

provision of information may be a more effective means of recruitment for post stroke 

intervention research.   

In retrospect, the present thesis would have usefully been informed by the 

inclusion of some assessment of premorbid psychiatric history and pre stroke 

disposition.  This could perhaps have been achieved through the involvement of family 

members or relatives in the assessment process. As already discussed, these individual 

factors may have influenced the effectiveness of the pilot intervention reported at 

chapter 5.  Future research should consider assessment of these sorts of individual 

factors to increase understanding of possible factors underlying intervention suitability. 

Reflecting on the methods used to conduct research within this thesis, it is useful 

to reconsider whether subtle cognitive deficits may have impacted on participant 

response, particularly to the intervention program. Eligibility criteria for the studies that 

comprise this thesis precluded participation by those with moderate and severe 

cognitive deficits. In addition, the reliability of scores obtained across measures used 



 228 

throughout this research indicated that participants were reliably able to report their 

experiences and wellbeing. However, the impact of more subtle cognitive deficits was 

not assessed and may have influenced participant response. In terms of the quantitative 

study reported at chapter 3, this does not present an issue. If participants were, for 

example, more or less prone to emotional distress as a consequence of cognitive deficits 

related to their stroke, then their subjective experience is still one that reflects this 

greater or lower level of psychological distress. As subjective experience is being 

measured, as long as individuals are able to provide reliable reports of these symptoms, 

then their experience is their experience.  This issue becomes more important when 

considering its impact on participants’ abilities to benefit from the intervention program 

piloted at chapter 5.  For example, a loss of abstraction ability or increased reliance on 

concrete ways of thinking may have made it more difficult to process (and consequently 

benefit from) cognitively focused elements of a psychotherapy program. To further 

assess and understand the impact that subtle cognitive deficits might have on 

psychological intervention after stroke, future research may benefit from inclusion of 

brief but informative cognitive screening measures. Psychological research with stroke 

populations needs to carefully consider issues related to cognitive functioning in 

designing inclusion criteria and assessment measures.  

Finally, results of the study reported at chapter 3 highlighted the need for 

psychological research with stroke populations to include assessment of stroke related 

variables, stroke severity and level of physical disability. Although stroke severity did 

not appear to influence psychological distress after stroke, in the longer term (8 – 9 

months post stroke) degree of physical limitation was associated with anxiety and 

depression and inversely associated with coping self-efficacy.  This effect was not 

observed in the immediate post stroke period or at an intermediate stage of recovery. In 

addition, stroke severity and physical disability were associated with particular coping 
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behaviours at some time points. There were also some minor differences in 

psychological variables associated with hemorrhagic types of stroke and right side of 

stroke lesion within in the brain. It will be important for future research to continue to 

assess and evaluate the interrelationship between physical aspects of recovery and 

stroke related variables, and psychological outcomes when seeking to better understand 

the process of post stroke recovery. 
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Chapter 7 Conclusions 

The central aim of this thesis was to explore the relationship between coping 

self-efficacy and coping behaviour, using recovery after stroke as a context for this 

exploration. Specifically, the thesis sought to investigate whether coping self-efficacy 

was related to more adaptive outcomes after stroke, the types of coping behaviours 

associated with coping self-efficacy, whether coping behaviour mediates the influence 

of coping self-efficacy on outcomes, and the role of individual dispositional variables in 

these relations. A secondary focus was identifying the practical implications of these 

relationships for the development of interventions to enhance psychological wellbeing.   

Results from this thesis contribute significantly to understanding the influence of 

coping self-efficacy on psychological wellbeing in the face of stressful situations, and 

the mechanisms through which it exerts this influence. Coping self-efficacy has 

previously been explored in only a limited number of situational contexts and has not 

been explored in the context of recovery after stroke. In the present research, coping 

self-efficacy was found to be a protective and enabling resource for coping with the 

challenges of recovery from stroke. It was consistently associated with reduced 

psychological distress and with more positive measures of psychological wellbeing. In 

addition, as predicted, specific coping behaviours were associated with coping self-

efficacy and coping behaviour mediated the influence of coping self-efficacy on 

psychological wellbeing. A central finding of this thesis was that coping behaviour 

appears to be one of the mechanisms through which coping self-efficacy influences 
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psychological outcomes in the face of stress, in this case recovery after stroke. This has 

not been investigated in previous research and further research is now required to 

consolidate these findings. 

This thesis also offers considerable advances in understanding psychological 

variables in recovery after stroke. Psychological research with those who have suffered 

a stroke has been extremely limited. The current research was unique in identifying the 

importance of coping self-efficacy to post stroke recovery.  Findings also extend 

knowledge of the types of coping behaviour that may be adaptive after stroke. Results 

supported previous assertions that coping behaviours such as positive reinterpretation 

and active coping may be adaptive whilst avoidant strategies such as mental 

disengagement may be maladaptive during recovery. However, the current research 

assessed the role of a more comprehensive set of coping strategies than considered in 

previous research and investigated the use of these strategies longitudinally. Emotional 

expression and, most notably, acceptance emerged as key strategies facilitating more 

adaptive psychological outcomes after stroke. These coping behaviours should be 

investigated further in future research with stroke populations to consolidate these 

findings. Acceptance appears to be a pivotal coping strategy after stroke, and it is 

postulated that acceptance may be a pre-requisite for other types of adaptive coping 

behaviours.  

The longitudinal perspective adopted in the current research enabled 

identification of the way challenges evolve across time after stroke and the changes in 

coping behaviour that may be required to yield adaptive outcomes as these challenges 

evolve. It also suggests the need for research using stroke populations to recruit 

participants who are at the same time point in their recovery from stroke rather than use 

conglomerates of individuals who are at very different temporal stages of their 

rehabilitation. 



 233 

The current thesis yields useful clinical information for the development of 

coping self-efficacy and coping behaviour focused interventions. Interventions that 

build a sense of confidence in coping ability and facilitate use of adaptive coping 

behaviour offer promise for prevention and alleviation of post stroke depression and 

anxiety. Findings suggest that encouragement of acceptance, emotional expression and 

positive reinterpretation, and discouragement of coping behaviours such as denial and 

mental disengagement, may enhance coping self-efficacy and contribute to improved 

psychological outcomes. The present research conducted a preliminary evaluation of the 

clinical utility of these findings via a pilot intervention study. Further research to more 

clearly establish the clinical efficacy of an intervention program utilising these findings 

with those who have suffered a stroke is now required. In addition, future research to 

determine the utility of a similar approach with other populations, and in particular to 

assess whether these same coping behaviours are helpful for enhancing coping self-

efficacy with other populations would be beneficial. Illnesses or adverse health events 

that (like stroke) entail lengthy recovery periods and/or the need to adjust to ongoing 

disabilities (for example spinal cord injury, multiple sclerosis, or severe arthritis) might 

be useful targets for this sort of research.  

Findings of the present thesis also highlight the importance of understanding 

individual differences in determining those at most in need of, and most suitable for, 

particular types of interventions after stroke. Particular types of individuals (those who 

were more trait anxious and less optimistic) appeared more at risk of adverse 

psychological outcomes after stroke. Findings also suggested that coping self-efficacy 

enhancing interventions may help offset dispositional tendencies towards maladaptive 

coping responses and poor psychological outcomes, given the potential for coping self-

efficacy to mediate the relationship between disposition and outcomes as demonstrated 

in the study reported at chapter 3. The individual variability observed in the 
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effectiveness of the pilot intervention program suggested the need for identification of 

the individual variables that may be contributing to these differences.  These variables 

could then be used for screening purposes when determining individual suitability for 

intervention programs.  Variables such as personality, premorbid psychiatric history and 

subtle cognitive change are suggested as possible candidates for future exploration. 

The present thesis advances understanding of the types of psychological 

intervention that might be useful after stroke and suggests areas for future intervention 

research in this area. Only a handful of published studies have reported the use of 

psychological interventions to alleviate and prevent psychological distress after stroke. 

These have used varied methods with inconsistent and inconclusive results.  This thesis 

demonstrates the use of a coping self-efficacy and coping behaviour based intervention, 

developed from empirical studies that first investigated the relationships between the 

target intervention variables and psychological distress to provide an evidence based 

intervention design. It appears that interventions that build coping self-efficacy and 

facilitate adaptive coping behaviour offer promise for alleviation of post stroke distress. 

An important priority for future research is to consolidate these findings and conduct a 

larger randomised controlled trial of this sort of intervention program to more formally 

demonstrate its efficacy. Findings also suggest that future research should investigate 

the efficacy of acceptance and commitment therapy for the prevention and treatment of 

post stroke depression and anxiety.  Research into psychosocial interventions that 

address relationship conflict and social difficulties experienced after stroke is also 

recommended. 

In conclusion, this thesis has established the importance of both coping self-

efficacy and coping behaviour to psychological wellbeing after stroke. Not only is a 

sense of confidence in one’s ability to cope important for wellbeing when faced with a 

stressful health event such as a stroke, but coping behaviour appears to mediate this 
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relation. Individual disposition also influence these variables. The relationship between 

coping self-efficacy and coping behaviour has not been explored in previous research. 

The relationship between these variables demonstrated in the present research offers a 

promising new direction for future coping research with both stroke populations and in 

a range of other situational contexts.  Working with individuals who have suffered a 

stroke, and are dealing with significant challenge and lifestyle change, to build their 

sense of coping self-efficacy and assist them to engage in more adaptive coping 

behaviour offers a pathway for improving their psychological wellbeing.  
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Appendix I  Coping self-efficacy measure
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HOW CONFIDENT ARE YOU TODAY THAT YOU CAN… 

Please CIRCLE the number which indicates HOW CONFIDENT YOU ARE TODAY, that 

you can use the coping responses described to cope with recovering from your stroke. 

 

1.  Concentrate your efforts on getting better 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

2.  Make a joke about something 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

3.  Make a plan to help you recover   

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

4.  See the positive side of life 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

5. Prevent other things from getting in the way of your recovery 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

6.  Accept what has happened 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 
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HOW CONFIDENT ARE YOU TODAY THAT YOU CAN… 

 

7.  Ask your doctor, or other professionals, about the things about your stroke which 

concern you 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

8.  Do something to help with your recovery 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

9.  Ask for emotional support from family and friends 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

10.  See the funny side in something that has happened today 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

11.  Prioritise your life so that you can concentrate on getting better 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 
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HOW CONFIDENT ARE YOU TODAY THAT YOU CAN… 

 

12.  Take time to think about how you are feeling 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

13.  Find comfort in your religious or spiritual beliefs 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

14.  Distract yourself with other things when you need to 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

15. Focus on your health and forget about other worries for the time being  

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

16.  Learn to live with what has happened 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 
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HOW CONFIDENT ARE YOU TODAY THAT YOU CAN… 

 

17.  Tell others how you are really feeling 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

18.  Acknowledge any frustrations you may be feeling 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

19.  Ask for help with the things you need from family and friends 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

20.  Do something to help yourself feel better when you are feeling discouraged 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

21.  Eventually be able to learn something from this experience 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

22.  Put your trust in God 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 
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HOW CONFIDENT ARE YOU TODAY THAT YOU CAN… 

 

23.  Discuss any personal problems related to your stroke with someone 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

24.  Express your joys or difficulties to others 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

25.  Always manage to solve difficult problems if you try hard enough 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

26.  Find means and ways to get what you want if someone opposes you  

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

27.  Stick to your aims and accomplish your goals 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

28.  Deal efficiently with unexpected events 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 
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HOW CONFIDENT ARE YOU TODAY THAT YOU CAN… 

 

29.  Handle unforeseen situations 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

30.  Solve most problems if you invest the necessary effort 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

31.  Remain calm when facing difficulties because you can rely on your coping abilities 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

32.  Find several solutions when confronted with a problem 

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

33.  Think of something to do if you were in a bind  

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 

 

 

34.  Handle anything, no matter what comes  

 

 

1 
 

NOT AT ALL 
CONFIDENT 

2 
 

3 
 

4 
 

5 
 

MODERATELY 
CONFIDENT 

 
 

7 
 

 

9 
 

 

8 
 

 

6 
 

10 
 

TOTALLY 
CONFIDENT 
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Coping with the challenges of recovery from stroke: Long term perspectives of stroke 

support group members 

 

Amanda M. Ch’ng, Davina French and Neil McLean 

University of Western Australia 

 

Recovery from stroke poses significant physical and psychological challenge.  To 

develop appropriate psychological support interventions, increased understanding of 

the challenges and the coping behaviours that promote adjustment is critical. This study 

presents results from a series of focus groups with stroke support group members who 

had experienced stroke 6 months to 12 years prior.  The evolution of challenges faced 

during hospitalization, rehabilitation and into the longer term is described. The active, 

social and cognitive coping strategies reported as helpful are explored. An overall 

model representing participants’ difficulties over time and potential targets for 

intervention is presented.   In the long term, acceptance of lost abilities and life 

changes, engagement in new roles and activities, and the presence of social support 

appear to be key factors in post stroke adjustment.  

 

Stroke is highly prevalent and a major cause of death and disability worldwide 

(World Health Organization, 2005).  The physical and psychological consequences of 

stroke for an individual can present significant challenge, with psychological difficulties 

such as depression and anxiety commonly experienced (Hackett, Yapa, Parag & 

Anderson, 2005). Understanding the challenges faced by those who have suffered a 

stroke, and what has been helpful in coping with these challenges, is critical to 

developing interventions to best support them throughout recovery and in the longer 

term.  

A limited number of studies have explored the types of challenges experienced 

by those who have suffered a stroke. It is evident that those who have suffered a stroke 

report not only physical and lifestyle change, but accompanying psychological 

challenges. Mumma (1986) found that stroke sufferers became increasingly aware of 

loss in a number of areas after stroke, including loss of independence, mobility and 

physical capacity. Loss of functional ability after stroke can lead to changes in self-

concept, with stroke sufferers  describing a sense of no longer being “normal” and  loss 
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of one’s “real” self (Becker, 1993; Mumma, 1986). Further understanding of the 

specific challenges experienced after stroke, both physical and psychological, is critical 

for development of targeted support programs.  In addition, exploration of the way these 

challenges evolve over time, is needed to facilitate adjustment. 

A number of models have proposed stages in stroke recovery over time. Burton 

(2000) suggested that different demands may be posed during the immediate crisis of 

stroke onset, the acute stage of diagnosis and hospitalization, the stable period of 

engagement in rehabilitation and in the longer term following discharge to home.  

Kirkevold (2002) interviewed 9 individuals after stroke and identified challenges faced 

during different stages of recovery. He found that at stroke onset, individuals were 

challenged by relinquishing control to medical personnel, and viewed stroke as an 

“intermission” in life.  Once in active rehabilitation, patients became focused on 

evaluating their progress as they struggled to make sense of the stroke and its impact.  

Discharge to home and cessation of rehabilitation were key milestones. In the longer 

term, adjustment to a new “normal” self, and dealing with discrepancies between 

rehabilitation outcomes and recovery expectations were highlighted as critical issues 

(Kirkevold, 2002).  Models such as these provide insight into differing support needs 

over time.  The validity of these frameworks needs to be investigated via further 

research. In addition, there is a need to consider a longer timeframe of recovery, 

extending to a number of years after stroke. Many studies focus on the immediate post 

stroke period, a few months to12 months post stroke, despite evidence that suggests 

psychological distress may be relatively long-lasting or have its onset years after stroke 

(Astrom, Adolfsson & Apslund, 1993; Gawronski & Reding, 2001).  

As well as understanding the challenges stroke sufferers face over time during 

recovery, it is also important to understand the behaviours they engage in to cope with 

these challenges. A small number of studies have investigated coping strategies used 
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after stroke and their potential relation to outcomes. Rochette & Desrosiers (2002) 

found that problem-solving and magical thinking (e.g. hoping a miracle would happen) 

were frequently used ways of coping after stroke.  King, Shade-Zeldow, Carlson, 

Feldman and Philip (2002) reported an association between avoidant ways of coping 

and depression. More active ways of coping have been associated with greater 

improvement in functional ability (Elmstahl, Sommer & Hagberg, 1996).  Coping via 

positive reinterpretation has been linked to more positive mood states after stroke 

(Boynton De Sepulveda & Chang, 1994).  

Understanding the challenges faced by those who suffer a stroke and identifying 

behaviours that facilitate rehabilitation underpins the development of coping related 

intervention programs which have been used successfully with other illness groups 

(Kennedy, Duff, Evans & Beedie, 2003).  We are aware of only one trial reporting the 

use of this sort of intervention with stroke sufferers (Lincoln & Flannaghan, 2003) 

despite the recognition that they are likely to be of benefit (Rees, Wilcox & Cuddhily, 

2002).   

The present study aimed to explore long term perspectives on coping with 

recovery from stroke, to inform the design of psychological interventions.  Specifically 

the study was interested in the following questions: (1) What challenges, both physical 

and emotional, are perceived after stroke and how do these change over time; (2) What 

do those who have suffered a stroke perceive has helped them cope with these 

challenges over time; (3) What sort of psychological support do those who have 

suffered a stroke perceive would have been beneficial for them during recovery.  

 

Method 

A qualitative approach was selected for the study given its exploratory nature. 

Data was gathered via a series of focus groups using a purposeful approach to sampling, 

with participants recruited from stroke support groups. The number of focus groups 
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conducted was determined by the principle of saturation in line with recommended 

methodology (Glaser & Strauss, 1967).  That is, focus groups were held successively 

until little new material emerged from subsequent groups. Six focus groups in total were 

conducted during this study. New themes (different to those identified during the first 

four focus groups) did not emerge during the fifth and sixth focus group held.  It was 

therefore determined that a point of saturation had been reached and no further groups 

were arranged. 

 

Participants 

Participants were recruited from a pool of 65 regular attendees of stroke support 

groups operating in the Perth metropolitan area.   A presentation was made to each 

support group outlining the study and 31 attendees volunteered to participate.   Focus 

group interviews were organized based on geographical area and participant 

availability. Five volunteers did not attend due to illness or a change of mind about 

participating. Consequently, a total of 26 participants were interviewed in six focus 

group sessions, with each group typically attended by 4 – 5 participants.  

 

Procedure 

Participants attended a 1.5 hour focus group session, 5 of which were held at the 

University of Western Australia.  One group was held at an external meeting facility 

given the geographical distance of participants from the university. Five of the six focus 

groups were videotaped to enable verbatim transcription, with the sixth group recorded 

on audiotape as video facilities were unavailable.    

On arrival, participants completed a short set of written questionnaires which 

sought demographic information and details of their stroke. Participants also completed 

the SF-12 (Ware, Snow, Kosinski & Gandek, 1993), a brief generic measure of health 
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status with two subscales reflecting physical health and mental health during the 

preceding four weeks.  

A series of open-ended questions were then posed for group discussion. 

Participants were asked to describe the challenges they had faced, what had helped them 

cope, whether they perceived any positive changes from the overall experience of stroke 

and what sort of psychological support may have been helpful during recovery.  

Responses were sought from as many group members as possible and were probed with 

further open ended questions to elicit detail.   

 

Analysis 

Tapes of each focus group were transcribed and entered into QSR NUD*IST 6.0 

qualitative analysis software.  The process of analysis included open, axial and selective 

coding to develop a set of themes (Liamputtong & Ezzy, 2005). Interview transcripts 

were initially read and themes assigned, identifying discrete ideas and phenomena 

(Strauss & Corbin, 1990).   Multiple themes were assigned to each “turn at talking”.  

For example, one participant stated “every night I would ask why am I still here, I 

would pray that God would take me”. This statement was coded with the themes 

“suicidal ideation”, “religious beliefs”, and “emotional challenge” to reflect underlying 

ideas and the additional theme of “rehabilitation”  was assigned given that it referred to 

the participant’s experiences during inpatient rehabilitation. After initial themes were 

agreed, a subset of text was selected for analysis of inter-rater reliability. The three 

researchers agreed on coding of themes in 78 % of passages. Themes were then 

categorized and clustered together along different dimensions, including stage of 

recovery.   Reiterative comparison within and across groups further contributed to the 

development of higher level categories. Emergent categories were examined and agreed 

upon by all three authors.  
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Results 

                                       

Participant Characteristics 

Participants ranged from 22 to 79 years of age, (mean 60.88; SD = 15.78). One 

focus group included only participants recruited from a support group targeted at young 

people and the mean age of this group was 32.40 years.  Participants had experienced 

stroke between six months and 12 years prior, with a mean time since stroke of 4.40 

years (SD = 3.08).   Table 1 details participant demographics and stroke related 

characteristics.  

Participants provided retrospective ratings of overall symptom severity at time 

of stroke using the Modified Rankin Scale, with scores ranging from 0 (negligible 

symptoms) to 5 (severe).  The mean score of participants in the study was 4.19 (SD = 

0.89) indicating that participants had experienced, on average, moderately severe 

strokes. The number of weeks spent in hospital following stroke ranged from 1 to 70 

(mean = 13.98; SD =16.30).  

Participants reported a mean physical health score on the SF-12 of 37.71 (SD = 

8.15), indicating significantly poorer physical health (t = -7.76, p<.001; Ware, Snow, 

Kosinski & Gandek, 1993) than similarly aged adults in the general population. Mental 

health scores on the SF-12, (mean = 48.37, SD = 11.34) were not significantly different 

to normative data.  

Results of thematic analysis are presented below organized around: (i) 

challenges faced over time, (ii) what helped participants cope and (iii) perceptions of 

psychological support needs.  An overall model synthesizing core themes is then 

presented. 
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Early challenges 

Challenges reported during the acute care phase immediately following stroke 

included survival, management of physical symptoms (paralysis, loss of mobility, 

difficulties with vision, cognition, communication), dissatisfaction with medical care, 

and uncertainty and confusion about the circumstances surrounding the stroke.  

About three quarters of participants experienced some form of communication 

deficit ranging from being totally mute, to slurring of speech. Participants with 

communication difficulties described these as overwhelming and many became 

preoccupied with regaining their communication abilities, to the extent that other needs 

or physical symptoms were ignored.    

Loss of control over personal care (toileting, showering, eating) was described 

as particularly confronting.  Almost all participants described being emotionally upset at 

the “loss of dignity” they encountered during hospitalization.  

The doctors would poke you and examine you without you knowing. It is your 

body but they don’t respect that (S3, 66 year old male, 9 years post stroke). 

 

Dissatisfaction with the hospital environment, shared room arrangements, delays in 

emergency departments, and with care that was perceived as hurried, inadequate or 

insensitive was also reported.   

Participants reported considerable uncertainty about what had actually happened 

to them. Almost all participants described a strong sense of confusion, even after 

diagnosis, and an inability to comprehend, accept or remember that they had 

experienced a stroke. For some this was attributed to lack of knowledge about stroke, or 

to a belief that something like that would not happen to them, whereas others felt they 

received insufficient information about the circumstances of their stroke.  This was 

especially pertinent for participants who experienced some cognitive confusion after 

stroke. 
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Every time I walked outside my [hospital] room I went the wrong way. I 

couldn’t understand it, nobody was explaining it to me or saying look you’ve 

had a stroke (S7; 69 year old male, 6 years post stroke). 

 

 

Rehabilitation challenges 

Some of the early challenges continued during the rehabilitation phase, 

especially for those in lengthy inpatient rehabilitation programs. Uncertainty about 

prognosis, along with anxiety about the degree of recovery that would be achieved 

became predominant concerns during rehabilitation.  For some participants, distress 

arose from overly optimistic expectations about speed of recovery; others perceived that 

there was some deadline by which they must recover.  

The worst thing for me was when they said the way you are in 18 months time is 

the way you’ll be stuck for life. Later, I was getting very edgy because I wasn’t 

improving and the deadline was coming near (S7, 69 year old male, 6 years post 

stroke).   

 

 

Participants described their emotional reactions during rehabilitation as they 

started to think about what the future might hold.  Depression and, in some cases, 

suicidal thoughts were reported. 

Every night I would ask why am I still here, I would pray that God would take 

me (S26, 65 year old female, 7 years post stroke). 

 

Managing and maintaining motivation for rehabilitation regimes was difficult 

for some participants.  Some who were unable to muster motivation for an extended 

time appeared to be hampered by a lack of acceptance about what had happened to 

them.  Others reported fluctuating levels of motivation, describing periods during which 

they found it difficult to manage the demands (e.g. physiotherapy exercises) of 
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rehabilitation.  Determination to recover was perceived as important and a source of 

personal pride.  

The impact of stroke on social networks and relationships started to become 

apparent during rehabilitation, particularly for those in inpatient programs. Younger 

participants described intense feelings of social isolation whilst in inpatient 

rehabilitation given the predominance of older patients in the hospital environment.   

 

Later challenges  

The period following discharge from hospital or from inpatient rehabilitation 

was described as the most challenging by almost all participants.  They described a 

sense of abandonment by the medical system, associated with concern that they had 

exhausted the limits of available help but were not “back to normal”. 

The impact of physical disabilities on day to day tasks, on ability to engage in 

previously enjoyed activities, and on roles within the family was a major challenge.  

Many participants reported a gradual realization of the extent of change they faced as 

they attempted to resume their previous lifestyle.   

The loss of ability to drive a car was discussed extensively as a major challenge 

in all focus groups.  For many participants, regaining their driver’s license was foremost 

in their mind even prior to hospital discharge.  Driving was seen as representative of 

independence, a way to regain self esteem, a means to access social support and to 

facilitate participation in valued activities. Participants spoke about their ability to 

resume driving with deep emotion. 

Great distress was associated with the loss of hobbies and activities that had 

previously been a source of pleasure and achievement.  Inability to resume roles such as 

family income provider, protector, carer for an elderly parent, driver, or decision maker 

was also a difficult issue. 
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As a man, I was the one to provide for my family and I had a young family at 

the time. I felt inadequate and in those days there were a lot of home invasions. I 

thought how will I protect them, it is my role to protect them (S3, 66 year old 

male, 9 years post stroke). 

 

Over time, some participants were able to adapt to a new way of life.  This 

entailed learning how to do new things, relearning abilities (such as spelling, 

communication, walking) and continued commitment to the rehabilitation process.  

Finding new ways to do things one handed; I usually give anything a go but 

have had some spectacular falls trying (S14, 30 year old female, 3 years post 

stroke). 

 

I had been through the stage of thinking that I would try to do all the things I 

used to do and get back to normal. I realized that I needed to modify things a bit 

and put some boundaries around it, but it was a struggle (S21, 60 year old male, 

5 years post stroke). 

 

Others were still struggling with acceptance, and getting angry and frustrated about not 

being able to “get back to normal”, years after their stroke.  

Some days are difficult and some are easier, when I have more movement in my 

arm I feel better. I need to get back to normal (S2, 59 year old male, 2 years post 

stroke). 

 

The more time goes the more worried I get; what if I don’t get better… (S1, 74 

year old male, 1 year post stroke). 

 

Although participants found support from family and friends a key resource for 

recovery, these relationships were often challenged as a result of stroke. Two 

participants reported that their partner had been unable to cope with their disabilities 

resulting in marital breakdown.  Others expressed discomfort with their level of 

dependence on their partner.  For younger and single participants, the stroke and 
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resulting disability were perceived as reducing their chances of finding and maintaining 

an intimate relationship. A notable characteristic of younger participants was the high 

level of concern expressed about body image following stroke. Feeling unattractive and 

self-consciousness about visible disabilities played a major role in participants’ self 

concept and ability to freely enjoy social interactions.  

Emotional challenges reported in the longer term included depression, anger, 

suicidal thoughts and a sense of loss. Periods of despair were reported by almost all 

participants with some experiencing extended periods of depression. About half of the 

participants had sought psychological support to deal with these difficulties.  

Rumination on disability and what had been lost seemed to trigger depressive and 

suicidal cognitions. 

Sometimes it seems like life is not worthwhile. I feel quite sad at times, crying 

and emotional. I feel like I am a burden to my wife. I ask what I did to deserve 

to be like this (S2, 59 year old male, 2 years post stroke). 

   

Having struggled to deal with the implications of stroke on day to day activity, 

the loss of future plans was particularly distressing for many participants.  Plans to 

travel, to have children, to work in a chosen occupation, or for a particular retirement 

lifestyle were disrupted by the stroke, which in turn had a negative impact on self 

concept. 

The biggest loss I had was my self-esteem. You go from running a company and 

being good at sport and the head of the household, to everything being taken 

away from you (S21, 60 year old male, 5 years post stroke). 

 

What helped Participants Cope 

Coping strategies described by participants as helpful centered around three core 

themes: social support, active/behavioural strategies and cognitive strategies. 
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Social support 

Social support from family, friends and stroke support groups was the first thing 

mentioned by all groups as helpful through-out recovery.  Initially, the help of a family 

member to access medical care and provide practical help was important.  As time 

progressed, this support evolved into care-giving, encouragement and facilitation of role 

change. Usually a partner was the person who provided most of this support, with 

younger participants particularly appreciative of the care and support their mothers 

provided.   

Participants described the unique and important role played by stroke support 

groups. As well as providing an enjoyable social gathering, participants described 

feeling understood by others in the group, in a way that family or friends could not 

understand.  Support groups also helped normalize their experiences and post stroke 

way of life, as well as providing practical tips for living with disability. 

People who have had a stroke can understand you. I cared for my mother after 

two strokes and I thought I understood, but have realized that I did not. You only 

really relate when it has happened to you (S19, 79 year old female, 5 years post 

stroke). 

 

The stroke support group has helped a lot. I don’t think that I am the only person 

in the whole world punished by God. Others have done well and it is 

encouraging to see their progress (S10, 66 year old male, 4 years post stroke). 

 

Active strategies 

A number of active/behavioural strategies were reported as extremely helpful 

during recovery.  These included information seeking, participation in rehabilitation, 

problem solving and engagement in activities.  

Most participants described extensive information seeking after discharge from 

hospital, with general practitioners providing an important source of information.  This 

information contributed to a sense of acceptance. 
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 Physiotherapy, occupational and speech therapy were described by participants 

as a key part of recovery.  In addition to enhancing functional ability, rehabilitation 

therapies provided a focus for effort and a sense of working towards recovery.  The key 

role of encouragement from therapists in these programs was noted. 

Participants who were able to adopt a problem solving stance despite their 

frustrations appeared less distressed and better able to adjust to disability.  Practical 

solutions to physical limitations, such as carrying a communication card, making lists to 

assist memory, or finding new ways of dressing independently were empowering.   

What I’ve done is try to adapt by solving problems, such as putting my wallet at 

the front instead of the back so that I can reach it.  When the problem arises, I 

look at it, try it out and see what happens (S9, 51 year old male, 6 months post 

stroke). 

 

Participants enthusiastically reported the enjoyment gained from engaging in 

activities or hobbies, either those that were enjoyed before stroke or new hobbies.  

Activities such as sailing, gardening, woodwork, sewing, crafts, writing and 

photography were mentioned. Activities provided a sense of achievement, confidence 

and sheer enjoyment.  

 

Cognitive strategies 

A number of participants emphasized the importance of reaching a sense of 

acceptance of their stroke and associated disabilities. Acceptance was associated with 

learning how to accept help from others and struggling with, or moving beyond, the 

dominant thought “I need to get back to normal”.  Participants described coming to the 

realization that hope and determination would not guarantee a full recovery.  Coming to 

a greater acceptance of mortality and the lack of control one has over life were also 

described as part of this process. 
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It takes time to get past the barrier of anger and go forward. Once you have gone 

past that barrier, things get better and you are working towards things (S26, 65 

year old female, 7 years post stroke). 

 

Positive reinterpretation, taking a philosophical approach to what had happened 

and focusing on any positives that had come from the experience of having a stroke, 

was also described by some as helpful.  Increased patience and ability to express love, 

along with a changed life outlook (greater appreciation of life, less emphasis on material 

goods) were described by many participants. Increased empathy had led a number of 

participants to volunteer to help others in support groups, research projects, and by 

visiting stroke wards.   

Maybe in a way we had to go through this to teach other stroke victims and be 

positive for them (S11, 31 year old female, 11 years post stroke). 

Not all participants felt this way and some, even many years after stroke, were unable to 

see anything positive in the experience, scoffing at others in the group who reported 

experiences of personal growth.  

Other cognitive strategies described as helpful during recovery included 

distraction, relaxation, the use of humour and comfort gained from religious beliefs.  

Distraction via engagement in activities and spending time with friends and family 

helped prevent rumination. The use of relaxation exercises and tapes provided relief 

from emotional distress, particularly in the hospital environment. The ability to laugh 

and use humour, particularly during confronting situations, was described by a number 

of participants as helpful.  Prayer, religious beliefs and involvement with church 

communities provided some participants with a sense of perspective about their stroke 

as well as providing social support.    
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Psychological Support Needs 

Participants complained that there was insufficient attention paid to their 

emotional needs during the process of recovery, with an almost exclusive focus on 

physical aspects of rehabilitation. Approximately half of the participants had, at some 

stage, received support from a psychologist, psychiatrist or counsellor in coping with 

their stroke, but this support was described as difficult to access and not available when 

most needed.  The general consensus was that psychological support was most needed 

at the time of discharge.  Participants experienced difficulty finding information about 

support services and expressed concerns that general practitioners failed to suggest 

support until some crisis had arisen (for example, expression of strong suicidal 

ideation).  Those who had received psychological support reported benefits that 

included improved mood, reduced feelings of isolation, increased acceptance and 

increased ability to cope. 

Seeing the psychotherapist made me look at things differently, accept that I 

cannot do as much as I would like to at the moment, and maintain hope that this 

will change (S9, 51 year old male, 6 months post stroke). 

 

Overall Model  

Across groups, an overall picture emerged (Figure 1) of the interaction between 

key challenges and coping behaviour after stroke. This model was presented to a subset 

of focus group members two months after completion of interviews and endorsed as an 

accurate summary of key factors in the recovery process. Initially, participants 

described uncertainty and confusion dealing with their physical symptoms and the 

challenges of medical care.  As recovery progressed, there was increasing realization of 

physical limitations and the impact of these on their lives. This was accompanied by 

distress as participants confronted their losses and struggled with attempts to “get back 

to normal”.  Acceptance emerged as a critical factor in this process, with those able to 
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reach acceptance of the realities of their stroke experiencing less distress and more 

positive adjustment.  Those struggling with acceptance of their stroke appeared caught 

in a cycle of frustration and distress. New ways of doing things and engagement in new 

roles and activities contributed to acceptance and ultimate adjustment.  Acceptance 

appeared to facilitate new approaches to coping. Social support and psychological 

support promoted coping, acceptance and adjustment.   

 

Discussion 

 

Stroke support group members who participated in this study perceived their 

stroke as a major life changing event, which in most cases presented challenges for 

years afterwards.  These challenges differed over time from the immediate post stroke 

period, through rehabilitation, adjustment to life back at home and into the longer term.  

Stage models such as that proposed by Kirkevold (2002) therefore provide useful 

frameworks for grouping the challenges that stroke sufferers might face at different 

points during recovery. Challenges described by participants in this study were 

consistent with those reported by other researchers and included feelings of uncertainty 

and confusion, inability to drive, impact on social relationships, and loss of previously 

valued activities (Becker & Kaufman, 2005; Clarke & Black, 2005).  Uncertainty about 

stroke and prognosis was a prominent theme in the experiences of participants in this 

study, and seemingly a major contributor to anxiety and distress.  Becker and Kaufman 

(2005) argued that uncertainty and frustration during rehabilitation after stroke in part 

arises from differences in the perspectives of patients and treating physicians. They 

suggested that given the uncertain prognosis for stroke sufferers, medical responses tend 

to be vague and emphasize to patients that active rehabilitation will yield the best 

outcome. Patients, wanting to believe that they can make a full recovery, then view 
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recovery as a function of the effort they invest in rehabilitation. This can lead to 

disappointment with rehabilitation progress and disillusion with medical advice.      

Results supported previous suggestions that the emotional consequences of 

stroke include a sense of loss, dealing with the disappointment of unmet recovery 

expectations, and difficulty coping with dependency (Becker, 1993; Mumma, 1986; 

White & Johnstone, 2000).  In addition, the longer term perspectives explored in the 

study revealed the central role of acceptance in adjustment and highlighted the 

emotional distress which may accompany a lack of acceptance.  Anger, loss, depression 

and in some cases suicidal ideation were experienced by participants as they struggled 

to come to terms with their stroke and its impact. The emotional distress experienced 

during this process of adjustment may help explain the prevalence of late onset mood 

disorders after stroke. 

Other stroke studies have reported the benefits of active coping (e.g. Elmstahl, 

Sommer & Hagberg, 1996) and participants in this study also identified active strategies 

such as information seeking, participation in therapies, problem solving and 

engagement in activities as helpful.  Atchley (1998) suggested that when faced with a 

sudden reduction in functional ability, psychological wellbeing may be less negatively 

impacted if activity decline is at least partially offset by substitute activities.  Becker 

(1983) reported that after stroke, maintaining activity and daily tasks provides an 

important link to daily life in the past, helping to preserve a continuous sense of the 

world. She argued that the process of struggling with daily activities and trying new 

activities helps re-establish a sense of continuity and meaning that is critical to 

psychological adjustment after stroke. The perspectives expressed by participants in this 

study provided further support for the important role of activity in the process of 

adaptation. 
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The role of acceptance appears critical, as highlighted in the overall model 

presented at Figure 1.  When recalling their experiences a number of years after stroke, 

some participants were able to identify a turning point, characterized by an 

acknowledgement and acceptance of their stroke and a commitment to reshaping their 

lives.  This turning point reflected a retrospective awareness of attitude shift rather than 

a specific point of dramatic change.  The Dual Process Model of Bereavement (Stroebe 

& Schut, 1999) which suggests that adaptive coping involves oscillation between a 

reflection on loss and a commitment to change captures the experiences of participants 

in the current study.  Those who were able to balance loss orientation with restoration 

orientation when faced with different challenges, were in time able to find acceptance 

and move towards adjustment.  Others who perhaps remained oriented to their loss, 

experienced emotional distressed and poor adjustment.  

 

Implications for Intervention 

The results presented above offer insights for post stroke care and the 

development of interventions to promote adjustment.  During the early post stroke 

period, stroke sufferers are seeking clear explanations and reassurance to help manage 

confusion and uncertainty.  Clarification of diagnoses and explanation of what 

happened may particularly assist those who are experiencing cognitive confusion.   

During rehabilitation, psychological assistance to help manage prognostic 

uncertainty, and to maintain motivation towards rehabilitation tasks may be beneficial. 

Anxiety and any relationship conflict that arises in support networks at this time may 

also need to be addressed. Assisting individuals to work towards resumption of driving 

as soon as possible after stroke, if appropriate, should be a priority given the adaptive 

benefit this seems to confer. 
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The period when back at home after discharge was highlighted as the time when 

psychological support was most needed.  Individual psychological treatment of 

depression, anxiety and anger may help alleviate emotional distress. Psychological 

interventions that promote behavioural activation and adaptive coping may also be 

beneficial. This study suggests that coping skills to be promoted include acceptance, 

relaxation, humor and positive reinterpretation. Exploration of body image issues may 

be important for younger individuals. Additionally, given the key role of social support 

in the recovery process, assistance with communication and conflict resolution or to 

develop new social networks may be beneficial.  

 

Limitations 

This study was based on focus group interviews with stroke support group 

members who volunteered their participation, and who had experienced relatively 

severe stroke. Stroke sufferers living in the community who do not attend support 

groups, and who have experienced milder stroke severity, may express different 

perspectives.    

Established guidelines for ensuring methodological and interpretive rigor in 

qualitative research have been followed, but there is an element of interpretation 

inherent in qualitative research. Subsequent research to validate findings, and assess the 

efficacy of an intervention targeting the challenges and adaptive coping strategies 

suggested by this study, would be beneficial.      

 

Conclusions 

The process of adjustment following stroke appears to be reliant on a balance 

between accepting lost abilities and life changes, managing emotional distress, and 

adapting to a new way of life. Social support networks, stroke support groups and 
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psychological interventions have a role to play in facilitating this balance. Development 

of interventions that promote adjustment, and assist stroke sufferers in coping with the 

significant and evolving challenges they face during recovery is a priority for future 

research. 
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Table 1 

Demographic and Stroke Related Characteristics of Participants (N=26) 

  N 

Gender  

 

Male  

Female 

12 

14 

Marital Status  

 

Never married 

Married/De-facto  

Widowed  

Separated/Divorced 

2 

17 

2 

5 

Employment Status  

 

Currently employed 

Retired/disability pension 

7 

19 

Site of Stroke  

 

Left  

Right 

Other / don’t know 

14 

9 

3 

First time stroke  

 

Yes (one stroke) 

No (multiple strokes) 

23 

3 

Seen Psychologist/Psychiatrist since stroke  ? 

 

Yes 

No 

14 

12 
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 Figure 1. An Overall Model of Challenges and Coping Behaviour After Stroke 
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Appendix III  Newspaper advertisement for recruitment of  

participants for the pilot intervention study (refer 

to chapter 5). 
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Had a stroke ? 

Need extra support ? 

Have you had a stroke during the last year and would like some extra 

support to cope with the challenges of recovery ?  The Clinical 

Psychology Unit at the University of Western Australia is pleased to 

introduce the Stroke Support Recovery Program.  This new eight 

session group program is FREE and is held at UWA.  For more 

information, please contact Amanda Ch’ng on 6488 2644. 

 

 

 


