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“Struggling to stay connected”: comparing the social relationships of

healthy older people and people with stroke and aphasia.

Abstract

Background: Having a stroke and aphasia can profoundly affect a person’s
social relationships. Further, poor social support is associated with adverse post-
stroke outcomes such as psychological distress, worse quality of life, and worse
recovery. To date, no study has used complex measures of social network and
perceived social support to compare stroke survivors with aphasia, without
aphasia, and the general older population. A better understanding of which
aspects of social support are most affected by stroke and aphasia may inform
stroke services.

Aims: To compare the social networks and perceived functional social support
of people following a stroke, with and without aphasia, and healthy older adults.
Methods & Procedures: Cross-sectional interview-based study. People with a
first stroke were recruited from two acute stroke units and interviewed six
months post onset. We recruited 60 stroke participants without aphasia, average
age 69.8 (SD = 14.3), and 11 stroke participants with aphasia, average age 66.5
(SD = 13.7). One hundred and six healthy older adults were recruited via the
community, average age 62.8 (SD = 9.5). All participants completed the
Medical Outcomes Study Social Support Survey and the Stroke Social Network
Scale. One-way independent groups ANOV As were used to compare stroke
participants with aphasia, stroke participants without aphasia and healthy older
adults.

Outcomes & Results: After adjusting for multiple comparisons (p < .004), there
was a significant difference on overall social network between the three groups
(p <.001), with those with aphasia scoring significantly lower than healthy
older adults (p < 0.001). The difference between healthy older adults and people

with aphasia on the Friends domain of the social network scale was also



significant (p = .002). There was no significant difference between the three
groups on overall perceived functional social support.

Conclusions: People with aphasia have less diverse social networks than healthy
older adults, with friendships particularly affected. Stroke services should
monitor for social isolation, and consider ways to support people following a

stroke in maintaining or establishing diverse social networks.
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Introduction

Strong social support is consistently associated with higher subjective well-being (Pinquart &
Sorensen, 2000); and reduced risk of depression (Teo, Choi, & Valenstein, 2013). There is
also strong evidence that those with diverse well-functioning social networks have increased
longevity (Holt-Lunstad & Smith, 2012) and higher morale (Litwin, 2001). These patterns are
also found in studies exploring social support/networks following a stroke: those with
reduced social support or who are socially isolated are more likely to be depressed
(Northcott, Moss, Harrison, & Hilari, 2015) and experience an adverse event such as a
second stroke (Boden-Albala, Litwak, Elkind, Rundek, & Sacco, 2005). It is therefore of
concern that there is considerable evidence that having a stroke challenges a person’s ability
to maintain a strong social network. A recent systematic review exploring social support post
stroke found that stroke survivors are at risk of losing contact with friends and acquaintances,
take part in fewer social activities, family functioning is placed under strain, and the overall

size of their network becomes smaller (Northcott, Moss, et al., 2015).

Having aphasia appears to create particular challenges in maintaining strong social
relationships. In a companion qualitative study comparing the experiences of those with and
without aphasia one year post stroke, those with aphasia were more likely to experience
hurtful negative responses from others, to report that the substance of their friendships had
altered (e.g. conversations were less likely to be two-way, it was harder to join in group
conversations), and were more likely to report losing entire friendship circles (Northcott &
Hilari, 2011). Another study found that 30% of people with chronic aphasia reported having
no close friends at all, while 64% reported seeing their friends less than before the stroke
(Hilari & Northcott, 2006). Having aphasia has also been reported to change family dynamics

and alter family roles, for example, challenging a person’s ability to read a bed-time story to



their child, or contribute to family decision making (Fotiadou, Northcott, Chatzidaki, &

Hilari, 2014).

While many studies have documented that stroke survivors report their social
relationships have changed as a result of the stroke (Dalemans, de Witte, Wade, & van den
Heuvel, 2010; Haun, Rittman, & Sberna, 2008; Vickers, 2010), fewer studies have placed
these observations in the context of an age-matched healthy population. Those that have
consistently find that friendships and social activities appear to be vulnerable. Cruice,
Worrall, and Hickson (2006) explored the social networks and social activities of people with
post-stroke aphasia compared to healthy older people of similar age and education. They
found that those with aphasia took part in significantly fewer social activities, and were less
satisfied with their social activities than controls. In terms of the size of network, they had
significantly smaller networks than healthy controls, with fewer ‘friends’ relationships. Ross
and Wertz (2003) also compared people with aphasia against healthy controls in order to
differentiate which aspects of quality of life, as measured by the WHO-QOL short form, most
clearly differentiated between the two groups. One of the three distinguishing facets was in
the social relationships domain, specifically, satisfaction with support received from friends.
A similar pattern was found in a general stroke study: Astrom, Adolfsson, Asplund, and
Astrom (1992) compared aspects of social network of those who were three months post
stroke with data from a national survey. They reported that contact with friends and relatives
was significantly reduced compared with controls, although contact with children was

comparable.

These studies suggest significant differences in how social networks function when
comparing healthy older adults and people who have had a stroke. We wanted to investigate

further whether these differences were being driven by the aphasia, or whether stroke



survivors with and without aphasia report similar patterns of change in their social networks.
We also wanted to explore whether using a complex measure of social network functioning
could further inform our understanding, and enable a systematic examination of which
aspects of the network most distinguish the three groups. Bowling (1997) defines a social
network as ‘the web of identified social relationships that surround an individual and the
characteristics of those linkages’ (p.90). Measures of social network functioning may include
size and composition of network (for example, whether the members are family, friends,
neighbours, other acquaintances), participation in community activities, frequency of contact
between members, and proximity (how close by the network members live to one another)
(Berkman, Glass, Brissette, & Seeman, 2000; Bowling, 1997). Complex measures of social
network have been shown to be more predictive of outcomes such as longevity than simpler

measures such as marital status or living arrangements (Holt-Lunstad & Smith, 2012).

Another area that has not yet been explored is whether functional social support is
significantly different between stroke survivors with and without aphasia and healthy older
people. The topic is of importance as low levels of functional support have been associated
with adverse post stroke outcomes, such as psychological distress, worse quality of life and
poorer recovery in rehabilitation (Northcott, Moss, et al., 2015). The literature describes a
number of support functions, including: emotional support (provision of support that makes a
person feel loved, esteemed, and accepted); informational support (provision of feedback,
guidance, advice or information); tangible support (including financial assistance, or practical
help such as doing the shopping or assistance with activities of daily living); and social
companionship support (spending time with someone in leisure or recreational activities,
having fun with others) (Berkman et al., 2000). A further distinction can be made between

‘perceived’ and ‘received’ functional support. Ditzen and Heinrichs (2013) define received



support as ‘an intended and observable act of help (including all functional types)’ whereas
perceived support is ‘understood as a general expectation of being supported.’ Perceived
functional support is in fact not strongly associated with actual support received: in a meta-
analysis of 23 studies, the association between the two concepts was r = .35 (Haber, Cohen,
Lucas, & Baltes, 2007). Perceived support has been found to be more strongly associated
with health-related quality of life and depression than received support, both post stroke
(Northcott, Moss, et al., 2015), and in the general population (Haber et al., 2007). For this

reason, we chose to explore perceived functional support.

While received functional support may vary according to need and life circumstances
(Sherbourne & Stewart, 1991) perceived functional support is understood to remain relatively
stable in the general population (Sarason, Sarason, & Shearin, 1986). Nonetheless, there is
some evidence that those who become disabled (Taylor & Lynch, 2004) or unwell with
cancer (Lee et al., 2011; Moyer & Salovey, 1999) perceive themselves to be less well
supported. Understanding how stroke and aphasia impacts on perceived functional support
compared to healthy older adults would increase our knowledge of the stability of this

construct in the event of long-term disability.

A better understanding of how social networks and functional support differ between
the stroke population and the general elderly population may enable stroke services to focus
on the domains which appear to be most vulnerable. Further, a clearer understanding of the
differential impact of aphasia may help to clarify whether this subgroup have particular
support needs. This study therefore aimed to directly compare the social networks and
perceived functional support of people with stroke and aphasia, stroke without aphasia and

healthy older adults.



Methods

Design and participants

Participants with stroke reported here were from a larger stroke cohort study on quality of
life, psychological distress and social networks, which has been previously reported (Hilari,
2011; Hilari et al., 2010; Northcott & Hilari, 2013). Eligibility criteria comprised: admitted to
hospital with a first ever stroke; stay in hospital for at least three days; > 18 years old. People
were excluded if they: did not live at home prior to the stroke; had a known history of mental
health problems or cognitive decline prior to the stroke; had other severe or potentially
terminal co-morbidity; were unable to give informed consent; did not speak English pre-
morbidly (self and/or family report). Those with any severity of expressive aphasia, and mild
to moderate receptive aphasia, as determined by the Frenchay Aphasia Screening Test
(Enderby, Wood, Wade, & Hewer, 1987) were included. Those with severe receptive aphasia

were asked to nominate proxy responses, and these responses are analysed elsewhere.

Healthy older adults were recruited from the same area as stroke participants. They
were recruited and interviewed by student Speech and Language Therapists in their last year
of training from community groups, organisations for older people (e.g. University of the
third age) and through acquaintances/friends of people in the social networks of the student
investigators (but no own friends or relatives). They had to be over 50 years old; with no
neurological condition, cognitive decline or mental health problems (based on self-report);

speak English fluently; and living independently in the community.

Procedures and measures

The study was approved by the relevant National Health Service (NHS) local research ethics



committees (for participants with stroke) and by the Language and Communication Sciences
proportionate review committee of the School of Health Sciences, City University London
(for healthy participants). Interviews with participants with stroke were carried out by
aphasia-specialist speech and language therapists, who supported comprehension and
expression using total communication techniques as appropriate. When necessary, for
example if a participant became tired, the interview was completed over more than one
session. Interviews with healthy participants were carried out by final year student Speech
and Language Therapists. Participants were interviewed at a setting of their choice (e.g.

home, local café, community group meeting place).

Participants with stroke completed a range of measures as part of the larger study at
three time points (while still in hospital within two weeks of stroke, three months, and six
months post stroke). Their data on the Stroke Social Network Scale (SSNS) (Northcott &
Hilari, 2013) and Medical Outcomes Study Social Support Survey (SSS) (Sherbourne &
Stewart, 1991) in the chronic stage (i.e. six months post stroke) will be reported here. Healthy
participants completed: a short case history on demographic variables and health, to ensure

they met the eligibility criteria, the SSNS and the SSS.

The SSNS comprises 19 items that assess number of network members (e.g. ‘how
many close relatives do you have?’), frequency of contact (e.g. ‘in the past month, how often
did you see your children?’, with six response options ranging from ‘not at all’ to ‘every
day’), proximity (e.g. ‘how many of your close friends live nearby?’, with four response
options ranging from ‘none of them’ to ‘all of them”), and satisfaction (e.g. ‘How satisfied
are you overall with your social network?’ with six response options ranging from ‘very
dissatisfied’ to ‘very satisfied’). The items fall into five domains: satisfaction with social

network, children, relatives, friends, and groups. The scale yields an overall social network



score and five domain scores. Scores range 0-100 and higher scores are indicative of better
social networks. The SSNS has been tested with people with stroke, including people with
aphasia, with strong evidence for the scale’s internal consistency (a = .85); convergent (r =
34; r=.53), discriminant (» = -.10; » = -.19) and known groups validity (differentiated
between those with high versus low perceived social support, p = .01). Moderate changes
from two weeks to six months supported responsiveness (d = .32; standardised response

mean (SRM) = .46) (Northcott & Hilari, 2013).

The SSS assesses the perceived availability of functional social support. It comprises
19 items that explore five functions of support: tangible; emotional; informational; positive
social interaction (or social companionship); and affectionate support. The questions ask
whether a specific type of support is perceived as available to a person if they need it, and
response options range from 1 ‘none of the time’ to 5 “all of the time’. Affectionate support
(involving expressions of love and affection) is included as a separate scale as the authors
hypothesised this type of support may be beneficial to the chronically ill. Due to overlap
between the emotional support and informational support items, the authors combined these
into one support domain. Thus the measure gives five scores: four for the domains and an
overall perceived social support score. The SSS was psychometrically tested with people with
chronic conditions (e.g. hypertension, diabetes) and demonstrated good internal consistency
(a=.91 - .97), stability over time (» = .72 - .78) and validity (Sherbourne & Stewart, 1991);
and has been used with people with aphasia (Hilari & Northcott, 2006; Hilari, Wiggins, Roy,
Byng, & Smith, 2003). In order to facilitate people with aphasia, the presentation of the scale
was adjusted (e.g. few items per page; key words emboldened, large font). Wording of the

items was not changed, however, to avoid affecting the psychometric properties of the scale.
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Data analysis

Descriptive statistics were used to describe participants and summarise their social networks
and perceived social support. One-way independent groups ANOV As were used to compare
participants six months post stroke without aphasia, with aphasia, and healthy older adults on
social networks (SSSN, six scores) and social support (SSS, five scores). To minimise
multiple comparisons we explored overall SSNS and SSS scores first. Subdomain scores
were only explored where significant differences were found in overall scale scores. To
ensure that any found differences between the three groups did not reflect non-stroke related
differences (e.g. differences in recruitment strategy), where relevant, we also compared the
healthy older adults with data collected from the stroke participants while they were still in
hospital after their stroke, where they reported on their pre-morbid patterns of social network
and support. This approach resulted in 12 comparisons for the SSNS (six for when
participants with stroke were six months post stroke and six for when they were still in
hospital) and one comparison for the SSS. Bonferroni corrections were applied for multiple
comparisons. Data are reported at standard levels of significance (p < .05) first and then with
Bonferroni corrections applied (0.05/13, p <.004). All data analyses were performed with

SPSS v.22.

Results

One hundred and six healthy participants and 71 participants with stroke, including 11 (16%)
with aphasia took part in the study. Table 1 details their characteristics. The majority of the
healthy participants were women (59%), whereas the majority of the stroke participants were

men (55% of those without and 64% of those with aphasia). Healthy participants ranged in
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age 50-91 with a mean age of 62.8 (SD =9.5). Participants with stroke ranged in age from
18-91, with a mean age of 69.8 (SD = 14.3) for those without aphasia and 66.5 (SD = 13.7)
for those with aphasia. In all groups the majority were married / had partner (67% in healthy,
55% in stroke participants without aphasia, and 46% in those with aphasia) and lived with

someone (67%, 59% and 54.5% respectively

[Table 1 about here]

Tables two and three present participant scores on the SSNS and the SSS. On the
SSNS, participants with aphasia scored lowest on the overall score and all the subdomains
(12.1 — 76.9) and healthy participants scored highest (41.1 — 84.8). A one-way independent
groups ANOVA showed there was a significant difference between the three groups on the
overall SSNS score F (2, 174) = 11.5, p <.001, 77},2 = .89. Pairwise comparisons showed there
was a difference between healthy participants and those with stroke (p = .013), between those
with stroke and those with aphasia (p = .018), and a significant difference between healthy

participants and those with aphasia (p <.001).

Since the overall SNSS score was significantly different between the three groups, we
also explored the subdomain scores (five subdomains). There was a significant difference in
the Friends domain of the SSNS, F (2, 174) = 6.48, p = .002, 17p2= .07. In pairwise
comparisons, the scores of people with stroke were higher than those with aphasia (p =.032),
and those of healthy participants were significantly higher than those of people with aphasia
(p =.002). There was also a significant difference in the Groups domain of the SSNS, F' (2,
174)=10.32, p <.001, np2= .11. In pairwise comparisons, scores were significantly different

between healthy participants and those with stroke (p = .003) and healthy participants and
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those with aphasia (p = .001). There were no significant differences in the Children,

Relatives and Satisfaction with network domains of the SSNS.

We also compared the healthy older adults’ SSNS scores with the pre-morbid SSNS
scores of the stroke participants with and without aphasia, where at two weeks post stroke
they were asked to reflect on their life in the month prior to the stroke (six comparisons).
There were no significant differences in any of the SSNS scores, with the exception of the
Groups domain [F' (2, 174) = 5.89, p = .003; in pairwise comparisons, healthy vs stroke
participants p = .081; healthy vs participants with aphasia p = .008]. Thus even before the
stroke, the participants with stroke and aphasia were less involved in group activity than the
healthy older adults. We repeated the comparison of the Groups domain between the three

groups at six months post-stroke with the baseline Groups score as a covariate: F (2, 173) =

4.98, p =.008, ,°= .054.

[Table 2 about here]
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Table 3 presents participant scores on the SSS. The mean scores of healthy
participants ranged 4.0 — 4.3, of those with aphasia 3.7 — 4.0, and of those with stroke 3.6 —
3.9. There were no significant differences between participants with aphasia, participants

with stroke and healthy participants on their overall SSS score £ (2, 173) = 1.73, ns.

[Table 3 about here]

Discussion

We compared the social networks and perceived functional support of 106 healthy older
adults with 71 people who were six months post stroke, 11 of whom had aphasia. The healthy
older adults had significantly stronger social networks (p <.001) than stroke participants on
the overall measure of social network, with those with aphasia scoring significantly lower
than the healthy participants (p <.001). People with aphasia also had significantly lower
scores on the Friends subdomain of the social network measure (p =.002). Overall scores of

perceived social support did not vary significantly between the three groups.

Previous studies have compared aspects of social network functioning in healthy
controls and people post-stroke and found that people with stroke fare worse (Astrom et al.,
1992; Cruice et al., 2006; Ross & Wertz, 2003). This was the first study to use a complex
measure of social network functioning to compare healthy older adults with stroke
participants with and without aphasia. The measure included concepts such as size, frequency
of contact, network composition, proximity and satisfaction with network (Northcott &
Hilari, 2013). That stroke participants had significantly worse overall social network

functioning underlines the vulnerability of social networks following a stroke. Of interest is
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that the largest differences were between healthy people and appears-to-be-drivenby those

with aphasia.

In terms of which aspects of the social network differentiated the three groups, there
was a significant difference in the Friends domain between people with aphasia and healthy
older adults. The Friends domain included items on number of close friends, frequency of
remote and face to face contact and proximity. Having less contact with friends is a trend
consistently found in the aphasia literature (Dalemans et al., 2010; Hilari & Northcott, 2006;
Parr, 2007; Vickers, 2010). A meta-ethnographic synthesis of qualitative studies exploring
social support post stroke found that communication difficulties was a major reason for
friendship loss (Northcott, Moss, et al., 2015). Aphasia made it harder to have in-depth
discussions, gossip, make jokes, join in conversations, and friends and acquaintances were
described as feeling awkward because of the aphasia (Northcott, Moss, et al., 2015).
Findings from the present study underline that post-stroke friendship loss is more pronounced
for those with aphasia than other stroke survivors, and clearly differentiates this group from

healthy older adults.

There was also a significant difference between stroke participants with and without
aphasia and the healthy older adults in the Groups domain. This result, however, should be
interpreted cautiously. In fact, even prior to the stroke, the Groups domain was significantly
weaker in the stroke survivors than the healthy older adults, suggesting that at least some of
the difference relates to non-stroke factors. One factor may be the manner of recruitment. The
recruitment strategy of healthy older adults relied at least partially on visiting community
groups and working through organisations such as the University of the Third Age, which

provides educational, creative and leisure opportunities for retired people in the UK.
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Recruiting via groups may have skewed the healthy older sample so that the Groups domain

was particularly strong.

Other social network domains were not found to be significantly different between the
three groups. This finding is line with other studies that have found contact with children to
remain stable post stroke (Hilari & Northcott, 2006) or comparable with controls (Astrom et
al., 1992). Contact with the wider family (Relatives domain) was also not significantly
different between the three groups, suggesting the overall difference in social network

functioning in this sample was primarily driven by changes in non-kin contact.

Turning to perceived functional support, there was no significant difference on the
overall measure between the three groups. Some caution in interpreting this result should
perhaps be exercised. Firstly, we did not analyse support functions separately (e.g. emotional
support; tangible support; social companionship support): it may be that discrete support
functions are affected differently by the stroke. Secondly, the study may have been
underpowered to detect a significant finding. Nonetheless, as reported elsewhere, the stroke
participants’ perceived functional support did not differ significantly from pre-morbid levels
(Northcott, Marshall, & Hilari, in press). Further, other stroke studies have found that
perceived functional support remains relatively stable across time post onset (King, Shade-
Zeldow, Carlson, Feldman, & Philip, 2002; Tsouna-Hadjis, Vemmos, Zakopoulos, &
Stamatelopoulos, 2000). Thus despite the well-documented strains placed on intimate
relationship following a stroke (Pallesen, 2014; Winkler, Bedford, Northcott, & Hilari, 2014)
this construct may be relatively stable, which is the pattern found in the general population
(Sarason et al., 1986). It has been hypothesised that perceived functional support may in fact

reflect attachment style: high perceived support related to secure attachment; low perceived
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support related to anxious or avoidant attachment (Sarason et al., 1986). As such, perceived

functional support may reflect the quality of long-standing intimate relationships.

Study strengths and limitations

A strength of the study was that it used psychometrically sound and complex measures of
different aspects of social relationships: perceived functional support and social networks. It
is the first study to compare directly these different dimensions of social support in healthy
older adults and stroke survivors with and without aphasia. Use of these measures allowed for
a detailed exploration of specific social network subdomains that most clearly differentiate
between the three groups. A further strength was that the stroke sample included people with
aphasia, achieved through careful choice of measures that are accessible for this population,
and through procedures which facilitated their inclusion e.g. all interviews carried out face to
face with an aphasia-specialist Speech and Language Therapist. Nonetheless, only 16% of the
stroke sample had aphasia: larger numbers would have provided stronger evidence. Further,
those with the most severe receptive aphasia were not included. Yet severity of aphasia has
been found to significantly predict time spent out of the house (Code, 2003); and involvement
in social activities (Cruice, Worrall, Hickson, & Murison, 2003). It is therefore possible that
had the most severely language-disabled individuals been included, more differences between

the groups would have been observed.

A weakness of the study is that the healthy older adults who participated in this study
were on average younger than the stroke participants and more likely to be married and
female. Since age, gender and marital status are factors known to influence how a person
views their social relationships (Antonucci & Akiyama, 1987; Hilari & Northcott, 2006;

Wenger, 1994), this may have influenced findings. A further factor was the way in which the
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healthy older adults were recruited. Through relying on the extended social networks of the
student investigators, and recruiting via groups such as the University of the Third Age, the
healthy older adults may have had a higher socio-economic status and educational
background than the stroke participants: these factors were not controlled for. Still, it is
reassuring that we were able to compare the pre-morbid social networks and social support of
the stroke participants with the healthy older adults in order to assess whether non-stroke
related factors could be responsible for differences between the groups. In fact, no differences
were found between the groups pre-morbidly, excepting the Groups domain of the SSNS.
This lends robustness to the finding that stroke and aphasia differentially affect social

network functioning and social support.

Clinical Implications

First stated in 1948, the World Health Organisation’s definition of health is that it is a state
‘of complete physical, mental and social well-being and not merely the absence of disease or
infirmity.” Thus consideration of the social context in which people experience health states
has become important in healthcare provision. The biopsychosocial model of health proposed
in 2001 by WHO (WHO-ICF) places emphasis on participation as ‘involvement in life
situations’ (World Health Organisation, 2001). Participation, along with consideration of
social relationships and social roles, has been incorporated into stroke guidelines as goals of
rehabilitation (Department of Health, 2007; Intercollegiate Stroke Working Party, 2012). It
should therefore be of concern that overall social network functioning, particularly contact
with friends, is significantly worse for those with stroke and aphasia than the healthy older

population.

There is a particularly compelling case to consider the impact of aphasia on
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friendships. Friends typically belong to the same age group, are chosen, and the relationship
tends to be reciprocal and based on shared values, interests and activities (Hartup & Stevens,
1999). For older people, friends have been found to be an important source of companionship
support (Wenger, 1994). Lack of social companionship support has been linked to
significantly poorer health-related quality of life in those with chronic aphasia (Hilari &
Northcott, 2006). Establishing or preserving meaningful social relationships has been
identified as key to ‘living successfully’ with aphasia: the role of social companionship is
highlighted in Brown, Davidson, Worrall, and Howe (2013), where people with aphasia state
the importance of spending time with friends, engaging in leisure pursuits, laughter and
‘making a good time’. Davidson, Howe, Worrall, Hickson, and Togher (2008) also found that
engaging with friends through humour and sharing topics of mutual interest was an important

component of feeling connected and finding communication satisfying.

In supporting the social well-being of someone who has had a stroke various
strategies are described in the literature. Offering therapy in a social context (van der Gaag et
al., 2005), and peer support, either one to one or via groups, has been described as conferring
many advantages, such as mutual support, enjoyment, and meeting others ‘in the same boat’
which may help to normalise the stroke experience (Brown et al., 2013; Northcott, Moss, et
al., 2015). A person’s social network may also be better maintained if important network
members are included in the therapy process, for example, if close friends are given some
support in how to communicate with those who have aphasia when they first visit in hospital.
Further, supporting family members may enhance the quality of support that they can give to
the person with stroke. Working with internal barriers to social participation, such as
depression, and enabling a person to adjust to their post stroke life through therapy

approaches such as solution focused brief therapy (Northcott, Burns, Simpson, & Hilari,
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2015) may also be beneficial. More broadly, ensuring that the wider society is accessible to
stroke survivors through increased public awareness, education or legislation may also enable
stroke survivors to take on more active social roles in their communities. In order to target
resources, more routine screening of social well-being and social isolation is likely to be

useful, including in the chronic stage post stroke.

In terms of future directions there has been little research exploring how to enable
people with stroke to maintain their pre-stroke friendships, nor is it known what value such
interventions would hold either to the friend or stroke survivor. Further research could also
explore at what stage post stroke it is most useful to provide interventions aimed at opening
up avenues of social companionship. Finally, further studies with larger samples of people
with aphasia would provide stronger evidence of how the stroke affects their social

relationships compared to other stroke survivors and age-matched controls.

Conclusion

This study compared healthy older adults with people six months post stroke on measures of
perceived social support and social network. One hundred and six healthy older adults, 60
stroke survivors without aphasia, and 11 stroke survivors with aphasia participated
completing the same measures. The healthy older adults had significantly stronger social
networks than people with aphasia. Friendships appear to be particularly affected by stroke
and aphasia. There was no significant difference between the three groups in terms of overall
perceived functional support. Stroke services should consider the social impact of stroke,
including ways to support stroke survivors in maintaining diverse and satisfying social
networks. Aphasia appears to pose significant challenges, and this subgroup of the stroke

population may benefit from targeted support.
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Table 1. Participant characteristics.

Variable Respondent n (%)
Healthy Participants with Participants
participants stroke (no aphasia) with aphasia
n=106 n =60 n=11
Gender
Female 63 (59%) 27 (45%) 4 (36%)
Male 43 (41%) 33 (55%) 7 (64%)
Age
Mean [SD] 62.8 [9.5] 69.8 [14.3] 66.5[13.7]
Range 50-91 18 -91 46 — 85
Marital status
Single 10 (9%) 12 (20%) 2 (18%)
Married/ has partner 71 (67%) 33 (55%) 5 (46%)
Divorced or widowed 25 (24%) 15 (25%) 4 (36%)
Ethnic group n=80
White British 50 (62%) 44 (73%) 8 (73%)
Other British 30 (38%) 16 (27%) 3 (27%)
Living arrangements n=>59
Lives alone 35 (33%) 24 (41%) 5 (45.5%)
Lives with someone 71 (67%) 35 (59%) 6 (54.5%)
Stroke severity- NIH Stroke Scale n=10
Mean [SD] Not applicable 5.68 [4.3] 9.1[5.4]
Range 0-17 4-21
Stroke type
Ischaemic Not applicable 52 (87%) 10 (91%)
Haemorrhagic 8 (13%) 1 (9%)
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Table 2. Stroke Social Network Scale: descriptive statistics for healthy and stroke
participants with and without aphasia.

Stroke Social Network Scale (scale range of scores = 0-100)

Overall scale Healthy Participants with Participants with
participants stroke (no aphasia) aphasia
(n=106) (n=60) (n=11)
Social Network***
Mean (SD) 64.7 (11.8) *** 58.6 (14.1) 46.7 (18.9) ***
Range 15.5-87.0 249-85.2 10.3 - 66.6
Subdomains
Satisfaction
Mean (SD) 84.8 (13.9) 83.6 (16.7) 76.9 (30.0)
Range 24 -100 16.7 - 100 6.7 - 100
Children
Mean (SD) 68.8 (28.2) 60.3 (35.1) 50.3 (28.7)
Range 0-100 0-100 0-87.5
Relatives
Mean 41.1 (22.1) 37.9 (28.0) 30.5(35.9)
Range 0-933 0-933 0-933
Friends ***
Mean (SD) 53.1(20.5) *** 47.0 (25.0) 27.4 (38.8) #**
Range 0-100 0-289.3 0-95
Groups ***
|| | |
Mean (SD) 53.4 (36.8)*** 34.4 (34.4)*** 12.1 (27.0)***
Range 0-100 0-100 0-66.7
N A
ik p <.004
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Table 3. Perceived Social Support Scale: descriptive statistics for healthy and stroke

participants with and without aphasia.

Social Support Scale (scale range of scores = 1.0-5.0)

Overall scale Healthy Participants with Participants with
participants stroke (no aphasia) aphasia
(n=106) (n=60) (n=10)
Social Support
Mean (SD) 4.1 (0.9) 3.8(1.1) 3.8(0.8)
Range 1.4-5.0 1.2-5.0 25-5.0
Subdomains
Tangible
Mean (SD) 4.0 (1.1) 3.9(1.2) 4.0 (1.1)
Range 1.0-5.0 1.3-5.0 2.0-5.0
Affectionate
Mean 4.3 (1.0) 3.9(1.3) 4.0 (0.8)
Range 1.0-5.0 1.0-5.0 2.7-5.0
Social Companionship
Mean (SD) 4.1 (0.9) 3.6 (1.3) 3.9(0.9)
Range 1.3-5.0 1.0-5.0 2.7-5.0
Emotional /
Informational
Mean (SD) 4.1 (0.9) 39(1.2) 3.7(0.9)
Range 1.2-5.0 1.0-5.0 23-5.0
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