
              

City, University of London Institutional Repository

Citation: Ankrett, S., Smithson, J., Limond, J., Behn, N., Wade, S., Wilkinson, L. & Adlam, 

A-L. R. (2023). Understanding and Supporting Peer Relationships in Adolescents with 
Acquired Brain Injury: A Stakeholder Engagement Study. Neuropsychological Rehabilitation,
33(6), pp. 1090-1119. doi: 10.1080/09602011.2022.2062006 

This is the published version of the paper. 

This version of the publication may differ from the final published version. 

Permanent repository link:  https://openaccess.city.ac.uk/id/eprint/28008/

Link to published version: https://doi.org/10.1080/09602011.2022.2062006

Copyright: City Research Online aims to make research outputs of City, 

University of London available to a wider audience. Copyright and Moral Rights 

remain with the author(s) and/or copyright holders. URLs from City Research 

Online may be freely distributed and linked to.

Reuse: Copies of full items can be used for personal research or study, 

educational, or not-for-profit purposes without prior permission or charge. 

Provided that the authors, title and full bibliographic details are credited, a 

hyperlink and/or URL is given for the original metadata page and the content is 

not changed in any way. 

City Research Online



City Research Online:            http://openaccess.city.ac.uk/            publications@city.ac.uk

http://openaccess.city.ac.uk/
mailto:publications@city.ac.uk


Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=pnrh20

Neuropsychological Rehabilitation
An International Journal

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/pnrh20

Understanding and supporting peer relationships
in adolescents with acquired brain injury: A
stakeholder engagement study

Scott Ankrett, Janet Smithson, Jenny Limond, Nicholas Behn, Shari L. Wade,
Louise Wilkinson & Anna-Lynne Ruth Adlam

To cite this article: Scott Ankrett, Janet Smithson, Jenny Limond, Nicholas Behn, Shari L.
Wade, Louise Wilkinson & Anna-Lynne Ruth Adlam (2022): Understanding and supporting
peer relationships in adolescents with acquired brain injury: A stakeholder engagement study,
Neuropsychological Rehabilitation, DOI: 10.1080/09602011.2022.2062006

To link to this article:  https://doi.org/10.1080/09602011.2022.2062006

© 2022 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group

Published online: 21 Apr 2022.

Submit your article to this journal 

Article views: 639

View related articles 

View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=pnrh20
https://www.tandfonline.com/loi/pnrh20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/09602011.2022.2062006
https://doi.org/10.1080/09602011.2022.2062006
https://www.tandfonline.com/action/authorSubmission?journalCode=pnrh20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=pnrh20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/09602011.2022.2062006
https://www.tandfonline.com/doi/mlt/10.1080/09602011.2022.2062006
http://crossmark.crossref.org/dialog/?doi=10.1080/09602011.2022.2062006&domain=pdf&date_stamp=2022-04-21
http://crossmark.crossref.org/dialog/?doi=10.1080/09602011.2022.2062006&domain=pdf&date_stamp=2022-04-21


Understanding and supporting peer relationships in
adolescents with acquired brain injury: A stakeholder
engagement study
Scott Ankrett a, Janet Smithson a, Jenny Limonda, Nicholas Behn b,
Shari L. Wadec, Louise Wilkinsond and Anna-Lynne Ruth Adlam a

aCollege of Life and Environmental Sciences, University of Exeter, Exeter, UK; bDivision of Language
and Communication Science, City, University of London, London, UK; cDepartment of Pediatrics,
Cincinnati Children’s Hospital Medical Center, University of Cincinnati College of Medicine, Cincinnati,
OH, USA; dThe Child Brain Injury Trust, Bicester, UK

ABSTRACT
Peer relationship difficulties in adolescents with acquired brain
injury (ABI) are under-recognized and targets for intervention
are unclear. From a social constructionist position, this study
aimed to engage with stakeholders to develop a collaborative
understanding of peer relationship difficulties in adolescents
with ABI and seek consultation on what might be required to
improve them. Focus groups and semi-structured interviews
were conducted with four stakeholder groups: adolescents
with ABI (n= 4); parents of adolescents with ABI (n= 7); adults
who sustained an ABI in adolescence (n= 2); and specialist
practitioners (n= 3). Qualitative data were analysed using
thematic analysis. The analysis yielded 11 themes, grouped
into two domains. The first, understanding peer relationship
difficulties, included themes from “exclusion and a need to
belong”, to “loss of past self”. The second, supporting peer
relationships, comprised themes of “building understanding”
and “meaningful social connection”, amongst others. A logic
model of stakeholder experiences of peer relationship
difficulties was constructed. Difficulties with peers can increase
vulnerability to feelings of loneliness, shame, and hopelessness
for adolescents post-ABI. Stakeholders described that a
meaningful intervention would be multi-layered, targeting
change within the adolescent’s environment and within the
adolescent themselves. The presented logic model provides a
framework for future intervention development.
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Introduction

Adolescence represents a time for significant social development (Blakemore,
2008), marking the growth of independence and social identity through peer

© 2022 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives
License (http://creativecommons.org/licenses/by-nc-nd/4.0/), which permits non-commercial re-use, distribution, and reproduc-
tion in any medium, provided the original work is properly cited, and is not altered, transformed, or built upon in any way.

CONTACT Anna-Lynne Ruth Adlam a.r.adlam@exeter.ac.uk Washington Singer Building, University of
Exeter, Perry Road, Exeter, EX4 4QG, UK

NEUROPSYCHOLOGICAL REHABILITATION
https://doi.org/10.1080/09602011.2022.2062006

http://crossmark.crossref.org/dialog/?doi=10.1080/09602011.2022.2062006&domain=pdf&date_stamp=2022-04-11
http://orcid.org/0000-0002-7734-4536
http://orcid.org/0000-0002-5413-4368
http://orcid.org/0000-0001-9356-9957
http://orcid.org/0000-0001-7212-4051
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:a.r.adlam@exeter.ac.uk
http://www.tandfonline.com


relationships, group membership, and belonging (Ownsworth, 2014; Tajfel,
1978). Consequently, adolescents may be more sensitive to peer acceptance
and rejection than children or adults of working age (Steinberg & Morris, 2001).

Successful peer relationships in adolescence can be protective for mental
health and resilience (van Harmelen et al., 2017). Conversely, difficulties with
peers and lack of peer relationships can have significant social and emotional
ramifications (Anderson et al., 2013), including loneliness, anxiety, and
depression (Parker & Asher, 1987). Those with reduced social skills, physical dis-
abilities, and difficulties with mood are at higher risk of peer rejection (King
et al., 2010; Olweus, 1993; Vannatta et al., 2009). One of the groups at higher
risk of difficulties establishing and maintaining peer relationships is persons
with acquired brain injury (ABI).

ABI is a leading cause of death and disability worldwide (World Health Organ-
isation, 2006), with an annual incidence rate in England of 400 per 100,000 for
children younger than 15 years (Hospital Episode Statistics, 2013). ABI refers to
several injury mechanisms that disrupt brain integrity after birth and can result
in persistent physical, cognitive, emotional, social, and behavioural impairments
(Anderson et al., 2011). Common causes of ABI include traumatic brain injury
(TBI), caused by falls, assaults, and road traffic accidents; and non-traumatic inju-
ries, caused by stroke, infection, hypoxia, and tumours (Barber et al., 2018).

The sequelae of ABI can be far-reaching, and those with ABI may have difficul-
ties with fatigue, attention (Catroppa et al., 2011), self-awareness (Lloyd et al.,
2021), executive functioning (Wade et al., 2010), memory (Mandalis et al.,
2007), processing speed, intelligence (Anderson et al., 2012), communication
(Turkstra et al., 2014), social functioning (Greenham et al., 2018), behaviour
(Cole et al., 2008), and emotion regulation (Vasa et al., 2015). A further
concern for persons with ABI is often the lack of physical evidence of disability,
and therefore the “hidden” or “invisible” nature of the associated difficulties
(Simpson et al., 2002). This may result in limited support and understanding
from educational, social, and family environments (Keetley et al., 2019).

Consequently, children and adolescents with ABI may follow a different
developmental trajectory to their peers and face secondary consequences for
reduced quality of life (QoL). These include difficulties with identity, mood,
and relationships; alongside future challenges with education, occupation,
and criminal justice (Anderson et al., 2009; Arroyos-Jurado et al., 2006; Sariaslan
et al., 2016; Williams, 2012). Research into the social outcomes of adolescents
with ABI is expanding (Sirois et al., 2019; Tousignant et al., 2018); however,
there is a scarcity of research exploring the intricacies of peer dynamics,
which remain poorly understood.

Qualitative insights into peer relationships for adolescents with ABI have
recently been reported in the context of identity change and adjustment
post-injury. Conducting individual interviews with adolescents and their
mothers, Glennon (2019) identified “peer relatedness” to be important for the
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perception of the self of adolescents with ABI. Interestingly, explanations of per-
ceived changes in identity for adolescents centred around accounts involving
social relationships rather than parent relationships. Four of six adolescents
spoke of peer rejection or friend withdrawal which was echoed by parents.
This was reported to be a threat to self-identity with adolescents questioning
their normalcy post-injury, particularly in the context of how they were per-
ceived by others. Strategies for “fitting in” to support peer relatedness were
described from adolescent accounts, such as using online forums. This study
has provided important insights into how adolescents perceive their peer
relationships post-injury and their role in self-identity. However, due to the
focus of the study, opinions about the possible determinants for peer rejection
or friend withdrawal were not explored in depth.

To understand the determinants of peer relationship difficulties following
ABI, the underlying processes for adequate social functioning must be con-
sidered. The Socio-Cognitive Integration of Abilities Model (SOCIAL; Beauchamp
& Anderson, 2010) offers a biopsychosocial framework to understand the devel-
opment of the social skills needed to build and maintain peer relationships
throughout childhood and adolescence. The model raises important consider-
ations for the emergence of social skills, mediated by typical brain development
within a supportive family and social environment. The SOCIAL model suggests
that the integrity of social skills is determined by adequate cognitive function-
ing, including attention and executive functioning, communication, and social
cognition. The latter, referring to the ability to perceive and appropriately
respond to the emotions of others, is supported by the theory of mind. This
in turn facilitates the ability to understand the intentions, beliefs, and emotions
of others, and respond with empathy (Adolphs, 1999).

Within the SOCIAL model, social skills encompass three social constructs
which can be viewed alongside the International Classification of Functioning,
Disability and Health (ICF) framework of disability: (a) social competence (i.e.,
function); (b) social adjustment (i.e., activity); and (c) social participation (i.e., par-
ticipation; Anderson & Beauchamp, 2012). Social competence refers to the
child’s coordination of multiple sensory processes and resources in interactions
to meet social demands (Anderson et al., 2013; Yeates et al., 2007), allowing for
the development and maintenance of peer relationships over time (Iarocci et al.,
2007). Social adjustment is defined as the degree to which children can adapt
their social behaviour to perform competently (Crick & Dodge, 1994). Finally,
social participation encompasses the number and quality of valued activities
a child engages in with others in social environments (Fougeyrollas et al.,
1998; Wade et al., 2018).

Children and adolescents with ABI have been reported to have difficulties
with social skills, including the theory of mind (Turkstra et al., 2004), empathy
(Dennis et al., 2013), and social participation, competence, and adjustment
(Anderson et al., 2013; Sirois et al., 2019; Yeates et al., 2014) which can impact
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peer relationships. Yeates et al. (2013) found that children with severe TBI (8–13
years) were reported by classmates to experience higher peer rejection-victimi-
zation than those with orthopaedic injuries and were less likely to have mutual
friendships. The authors reported that this placed those with severe TBI at long-
term risk of poorer psychological adjustment and quality of life due to a lack of
reciprocal friendships. Indeed, it has previously been reported that the psycho-
logical difficulties associated with peer rejection may be protected against if
children and adolescents with ABI have at least one friend (Heverly-Fitt et al.,
2014).

Although the difficulties with social skills for children and adolescents with
ABI are beginning to be investigated, what is less clear in the evidence-base
is how to improve them, due to a dearth of intervention studies.

To support intervention efficacy for adolescent populations, it has been
suggested that the use of peer coaches may promote greater influence on ado-
lescent participants when compared to adults due to similarities in character-
istics (e.g., shared interests; Braga et al., 2012). Using peer coaching, Wade
et al. (2018) piloted an app-based intervention to help adolescents (14–22
years) attain social participation goals across 10 coaching sessions. Post-inter-
vention, participants reported higher levels of confidence in their social partici-
pation and viewed the coaching provided positively. However, it was reported
that participants did not rate the programme as very useful overall. Technical
challenges with the app were reported, which may have impacted upon partici-
pant perceptions of the programme, despite their positive experience of the
coaching that they received.

Barrera et al. (2018) conducted an RCT to explore the efficacy of a social skills
intervention on outcomes of social competence and QoL in young brain tumour
survivors (8–16 years). This was an eight-week group-based intervention and
included topics such as friendship making, managing bullying, conflict resol-
ution, and empathy. Those in the experimental group showed significant
improvements in self-rated empathy scores when compared to control partici-
pants. However, no intervention effect was observed in parent and teaching
ratings of empathy, or on outcomes of QoL.

In a systematic review conducted with a non-ABI neurodevelopmental popu-
lation, Andrews et al. (2015) found adequate to strong evidence for the effec-
tiveness of community integration interventions on community participation
outcomes (including peer relationships), self-esteem, and QoL in children and
adolescents. The authors recommended that participants should complete
interventions with typically developing peers, and that future interventions
should facilitate friendships alongside recreational participation and work on
both individual (social skills) and environmental (community support) factors
to support participation.

Research within paediatric neuropsychology is beginning to explore the
social skills needed for peer relationships post-ABI; however, targets for
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intervention remain unclear and intervention efficacy is inconsistent. Although
evidence for improving peer relationships through community integration has
been identified in neurodevelopmental populations (Andrews et al., 2015), the
presentation of adolescents with ABI may differ. The additional difficulties
associated with ABI, such as loss of identity (Ownsworth, 2014), lack of under-
standing from others (Keetley et al., 2019), impaired self-awareness (Lloyd
et al., 2021) and “hidden” difficulties (Simpson et al., 2002), and their impact
on peer relationships remain largely unknown.

To inform the identified gaps in the evidence-base, there is a need to work
with stakeholders (i.e., service users and providers) to understand the complex-
ities of peer relationship difficulties for adolescents with ABI, the impact of
these, and what might be needed to improve peer relationships. This
“bottom up” approach would allow for the co-development of a meaningful
intervention to support peer relationships and QoL post-ABI and could
provide insights into the intervention priorities for stakeholders. Indeed, inter-
personal relationships have previously been reported to be the highest priority
for adolescents with TBI (Sirois et al., 2014).

Guidance from the Medical Research Council (MRC) for the development of
complex interventions to promote worthwhile effects has recently been
updated (Skivington et al., 2021). In the development process, existing evidence
for intervention should be considered and relevant theories identified or devel-
oped, supplemented with new research with stakeholders, if necessary. In line
with MRC guidelines, the intervention mapping (IM) framework (Bartholo-
mew-Eldredge et al., 2016) offers a structured and iterative protocol that
guides the co-design of health promotion interventions through systematic
engagement with stakeholders. This ensures that the intervention suits the
population need and context (Fernandez et al., 2019; Kok et al., 2015). IM com-
prises six steps, which provide a map for intervention design, supported by
theoretical and empirical knowledge (O’Connor et al., 2018). IM has previously
been used to improve social networks for diabetes management in minority
families (Vissenberg et al., 2017), and communication between hospital staff
and disabled children (Gumm et al., 2017).

A logic model is developed in step one of IM. This offers a framework to
describe and understand the target problem for intervention, its impact on
QoL, and its determinants. An environmental approach is used to identify deter-
minants at an individual, community, and social level. This process includes (1)
involving stakeholders; (2) searching empirical literature to identify determi-
nants of behaviour; (3) identifying theories on determinants; and (4) conducting
research to explore unanswered questions (Fernandez et al., 2019). In contrast
to the traditional use of logic models (i.e., input and output), the logic model
used by IM provides a visual representation of possible influential determinants
for the target problem, and the relationships between them.
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To guide future intervention development for peer relationship difficulties in
adolescents with ABI (i.e., the target problem), the influential determinants need
to be understood. Due to the scarcity of research exploring the intricacies of
peer dynamics post-ABI, engagement with stakeholders promotes the suit-
ability of any future intervention for the population served. Understanding
stakeholder experiences can inform the gap within the paediatric neuropsychol-
ogy literature and support the development of a logic model of the problem
(step one of IM).

Aims and research questions

This study aimed to: (a) develop a collaborative understanding of peer relation-
ships for adolescents with ABI; and (b) to seek the views of adolescents and
other key stakeholders on what might be needed to improve them, and what
the intervention goals might be. This study’s methodology was guided by the
IM protocol.

The following research questions (RQs) were proposed:

1. How are peer relationships in adolescence following ABI described by
stakeholders?

2. What do stakeholders believe are the key determinants of peer relationship
difficulties in adolescence following ABI?

3. What do stakeholders think needs to change to improve peer relationships in
adolescents with ABI?

4. What do stakeholders think the intervention goals should be?

Methodology

Design

Qualitative methodology was employed using both focus groups and individ-
ual interviews. This methodology is well suited to the study as it can consider
what is meaningful to stakeholders and can explore reported experiences in
depth.

Thematic analysis (TA; Braun & Clarke, 2006, 2013) was the chosen method of
data analysis as the study endeavoured to identify commonalities within stake-
holder experiences and perspectives. Through TA, the researcher systematically
identifies the salient themes or patterns of meaning that emerge from data
items, alongside researcher reflexivity and judgement, which are then com-
pared across the data set. Themes are not “discovered” but actively crafted to
capture something important within the data that is relevant to the RQs
(Braun & Clarke, 2006; 2016; 2019; Joffe, 2012).

6 S. ANKRETT ET AL.



Participants

Planning group
In line with IM protocol, a planning group (co-authors) was established com-
prising four clinical researchers within the field of speech and language
therapy and neuropsychology, who provided consultation at various stages
of the study. Members were contacted individually via email and invited to
participate.

Stakeholder groups
Stakeholder groups, who had the experience of peer relationships for ado-
lescents with ABI, were recruited through purposive sampling. Four stake-
holder groups were invited to participate: (1) adolescents with ABI (12–17
years); (2) parents of adolescents with ABI (12–17 years); (3) adults who
sustained an ABI in adolescence; and (4) practitioners working with adoles-
cents with ABI. Both focus groups and interviews were employed due to
time restrictions and the difficulties encountered when recruiting this
population.

Recruitment strategy
The study was advertised by charity organizations over a five-month period
using a recruitment poster shared on social media. Potential stakeholders
were asked to contact the researcher via email or through the study’s
webpage. A consent to contact form, participant information sheet, and
consent to participate form were then sent for completion. The participant
information sheet included rationale for the research. The personal goals of
the lead author were not included. A total of 27 potential stakeholders
expressed interest in the study, of which 16 consented to participate

Table 1. Parent and adolescent stakeholders.

Parent Adolescent
Adolescent age

(years)
Age at
injury Type of ABI

Data collection
method

Harriet
and Martin

Jessica 13 <1 month Stroke Focus group

Charlotte Kate 13 4 years Infection Focus group
Carol Beth 13 10 years TBI Focus group
Lucy Luke 13 8 years Haemorrhage Joint interview
Kelly Did not

participate
14 12 years TBI Interview

Shirley Did not
participate

15 12 years TBI Interview

Table 2. Adults with ABI stakeholders.
Adult with ABI Age (years) Age at injury (years) Type of ABI Data collection method

Louise 27 13 Stroke Interview
Ben 41 16 TBI Interview

NEUROPSYCHOLOGICAL REHABILITATION 7



(Tables 1–3). The remaining 11 did not respond to further correspondence. No
stakeholders withdrew from the research. To protect confidentiality, all ident-
ifiable information has been removed and all names used are pseudonyms.

Ethics

Ethical approval was granted by the School of Psychology Research Committee
at the University of Exeter.

Procedure and data collection

For this study, the term peer relationships is used to comprise relationships of
varying quality (Heverly-Fitt et al., 2014), including negative (i.e., victimization),
neutral, and positive (i.e., friendships). Given the potentially ambiguous
meaning of peer relationships for stakeholders, “friendships” was used by the
researcher to encourage accessibility. Stakeholders describe participant
groups that would benefit from the intervention (i.e., service users and
providers).

Stage 1: Planning group survey
Planning group members were sent a survey to complete comprising open-
ended questions seeking perspectives in line with the RQs. Their responses
were analysed separately to inform the initial development of the logic
model of peer relationship difficulties for stakeholder feedback. The logic
model was created using the “multifactorial precede approach” (Green &
Kreuter, 1999). Within this approach, the target problem for intervention, and
its impact on QoL, is understood to be influenced by individual and environ-
mental determinants.

Stage 2a: Stakeholder focus groups
Two focus groups were held at the University of Exeter. Parents and adolescents
with ABI participated in separate focus groups to promote homogeneity within
each group. These were moderated by two researchers; the lead author (male;
BSc, MSc) and an independent researcher (female; BSc). Both moderators were
doctoral-level students and employed as trainee clinical psychologists. The
moderator role was maintained by facilitating group discussions and allowing

Table 3. Practitioner stakeholders.
Practitioner Occupation Years of ABI experience Data collection method

Hannah ABI Coordinator 4.5 years Interview
Ella Educational Psychologist >5 years Interview
Jackie Occupational Therapist >17 years Interview
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each stakeholder to speak, rather than asking questions for a direct response
(Braun & Clarke, 2013).

The topics for discussion included: (a) experiences of friendships for adoles-
cents with ABI; (b) the difficulties associated with ABI and the impact of these on
friendships; (c) educational, social, and community understanding of ABI; (d)
psychological changes following ABI and the impact on friendships; (e) behav-
ioural changes following ABI; (f) feedback on the planning group logic model of
peer relationship difficulties; (g) what change is needed to improve peer
relationships; and (h) perspectives on intervention design, methods, and
goals. Additional prompts were included to probe for further discussion, if
required. The adolescents with ABI focus group lasted 55 minutes, and the
parent focus group lasted 90 minutes.

The focus group schedule was piloted with four adolescents without ABI prior
to stakeholder focus groups to explore the clarity and meaningfulness of the
questions, and to observe how adolescents responded. This supported the
amendment of the schedule following feedback and researcher reflections.
Data from the pilot focus group was not included in the analysis and was
used to determine the appropriateness of adolescent responses. Feedback
from the pilot group suggested that the topic areas were understandable and
suitable for adolescents.

Stage 2b: Stakeholder interviews
Interviews with parents, adults, and practitioners were completed face-to-face
or via telephone or Skype, depending on stakeholder preference and location.
Eight interviews were completed in total, seven individually and one with a
parent–child dyad. All interviews were conducted by the lead author and
guided by an amended version of the focus group schedule to protect consist-
ency of topic conversations. Interviews lasted between 50 and 110 minutes.
There were no repeat interviews. The schedule was piloted with a psychological
practitioner prior to interviews.

Transcription
All focus groups and interviews were audio-recorded and transcribed verbatim.
Ten data items were collected in total (two focus group transcripts and eight
interviews). The researcher listened to the recordings prior to transcription, sup-
porting researcher immersion. Researcher reflections and field notes were made
during focus groups, interviews, and data immersion.

Data analysis

It was recognized that the type of data collected from focus groups and inter-
views differed. Within focus groups, stakeholders engaged in interactional dis-
cussions and were able to build on the perspectives of others. This allowed for
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themes to be built upon by the group, as well as for conflicts of opinion to be
shared. In contrast, interviews provided a question and response conversation
between the researcher and the stakeholder. Due to limited focus group data,
the data were analysed collectively. This allowed for similar emergent themes
from the two data collection methods to be analysed and further explored.

The lead author conducted the analysis. Transcripts were read and re-read
(Braun & Clarke, 2006; 2013). Data were analysed using NVivo qualitative soft-
ware (QSR International) through inductive TA. This bottom-up approach
allowed for codes and themes to emerge from what was communicated in
the data. Although questions were guided by the SOCIAL model and the IM pro-
tocol, apparent themes within the analysis were data-driven and naturalistically
occurring (Joffe, 2012). This allowed the researcher to be open to new emerging
concepts within the field of research. To ensure fidelity to the methodology,
data analysis was completed following detailed guidance outlined by Braun
and Clarke (2006; 2013).

Initial thoughts and codes, which were of interest for the analysis and the
outlined RQs, were produced following familiarization with the data. Table 4
below provides an example of coding applied to the presented data extracts.
Coding was completed systematically and iteratively, and a complete coding
process was utilized. Themes were constructed and informed by the repeated
patterns of codes and how they interacted throughout the data set. These
were reviewed to determine if they captured a coherent and meaningful narra-
tive of the data. The data set was re-read throughout this process and additional
codes and themes were noted. Three rounds of analysis were completed until
data saturation was reached whereby no further themes emerged. The
themes were refined and named to capture the essence of what was communi-
cated in the data.

The data analysed from stakeholder focus groups and interviews informed
the first revision of the planning group’s logic model of peer relationship
difficulties, consistent with IM methodology. In this process, the data from com-
municated stakeholder experiences (i.e., codes) were organized by the

Table 4. Data extracts and coding examples.
Data extract Coded for

“She’s so vulnerable, and they’re desperate to be liked, so desperate to fit in, and
to look cool, whatever that is.”

Vulnerability
Wanting to fit in and be
normal

“The thing that upset us most as parents was friendships. So, we have based his
school and educational healthcare plan not on the academic side, but on the
friendship side. We don’t care if he doesn’t come out with formal qualifications,
we want him to have friends.”

Friends over grades
Belonging

“I think the word ‘weird’ comes up quite a lot because, this is without physical
disability, the young people, the peers are aware that this person is different but
can’t really understand all the invisible things. So, they would say ‘weird’ and
say ‘oh, he’s really weird since he’s been back’, or whatever”

Perceived as different
Appearing weird
Invisible injury
Peer understanding
Stigma and assumptions
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categories within the logic model (i.e., determinants, target problem, and
impact on QoL). These categories were consistent with some of the pre-deter-
mined topics for discussion within the focus groups and interviews to
support the outlined RQs. Organizing the data according to the logic model cat-
egories provided a visual representation of the possible relationships between
different parts of the data. This supported the development of themes to
explore and interpret stakeholder experiences and perspectives, and how
they connected to other themes.

Credibility checks

To ensure that the analysis was trustworthy (Nowell et al., 2017), a number of
credibility checks took place. There was prolonged engagement with the data,
including multiple rounds of analysis and several researcher transcriptions. A
reflective journal was used to note down thoughts and assumptions, which
were regularly reviewed during the research process to support researcher reflex-
ivity. Analytic processes were discussed amongst peers and codes were reviewed
by two peer researchers through the sharing and critical discussion of two coded
transcripts (20% of the data) in a doctoral-level qualitative research seminar.

Consultation around the logic model of peer relationship difficulties was
sought from planning group members following the revision of the initial
logic model after stakeholder discussions and feedback. The revised model
was shared with the planning group for feedback and reflection around the
organization and interaction of the data (i.e., suitable determinant categoriz-
ation). This resulted in four more revisions, until no further feedback was pro-
vided, and a consensus was reached. The fifth iteration of the logic model
was then shared with adult-aged stakeholders for feedback around the credi-
bility. This resulted in a sixth and final revision (Figure 1) after improving the
accessibility of terminology. No further revisions to the model were made.

Although participants were not provided with transcripts, member-
checking procedures were used with adult-aged stakeholders to gain feedback
on emerging themes and the revised logic model of peer relationship
difficulties to encourage the trustworthiness of the interpretations (Braun &
Clarke, 2013).

Epistemology and researcher reflexivity

To promote credibility, qualitative research requires disclosure from the
researcher around epistemological perspective, experience, assumptions, and
biases that may influence analytic conclusions (Braun & Clarke, 2013; Joffe,
2012; Yardley, 2000). This study adopted a social constructionist position.
Here, it was assumed that knowledge about the experience of peer relationship
difficulties for adolescents with ABI is subjective and socially constructed by
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those who experience these, as well as by those who aim to understand these
difficulties (Schwandt, 2003). From this position, the knowledge and experi-
ences of peer relationship difficulties described in this study were constructed
by the stakeholders and the researcher throughout the research process.

The lead author engaged in regular reflective conversations with research
supervisors during the analysis. These conversations surfaced underlying
assumptions and supported the lead author to consider their position
within the research process and the creation of knowledge (Bradbury-
Jones, 2007). The lead author has personal and clinical experience of peer
relationship difficulties following ABI in adolescence. It was assumed that
adolescents with ABI want to be treated as normal, peers find it difficult to
understand ABI, and that successful peer relationships are a priority for
adolescents. Regular reflective discussions supported the lead author
to notice and manage their own position within the interpretation of the
data.

Results

Themes

The analysis from stakeholder accounts yielded 11 themes organized into two
domains: (1) understanding peer relationships difficulties (RQ one and two);
and (2) improving peer relationships (RQ three and four). Some presented
data excerpts have been modified to remove superfluous information that
did not affect the overall meaning (Braun & Clarke, 2013; Sandelowski, 1994).
For the purpose of the results, adolescents refer to those with ABI, and peers
and friends are used for non-injured adolescents.

Understanding peer relationship difficulties
The following themes capture stakeholder understandings of peer relationship
difficulties for adolescents and the key determinants that contribute to these.

Dropped and excluded
A pervasive sense of loss was portrayed by all stakeholders when describing
friendships for adolescents. Parents and practitioners spoke particularly of the
hardships adolescents experienced when attempting to maintain or re-inte-
grate into friendship groups post-injury. Beth described these losses as
feeling “dropped” by peers, depicting a powerful and emotive image associated
with this loss.

I have only got three friends because all the friends I seem to make keep on dropping
me and being horrible. (Beth, adolescent)
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A common determinant for this loss was constructed by stakeholders where
adolescents “drifted” from friends whilst recovering from injury. Louise spoke
about feeling left behind by her peers, as they continued in their social devel-
opment outside of school.

You’re sick all the time which means you’re off sick even more than you already were,
so things go on and people develop friendships in school, and you’re missing it all. I
had a best friend when I fell ill, and I came back after not being sick and she’d made
a new best friend. (Louise, adult)

Parents and practitioners emphasized the rejection and exclusion that ado-
lescents can experience from peers within their accounts. These experiences
commonly followed frustration from peers towards acquired cognitive and
behavioural difficulties, such as impulsivity and forgetfulness. Being perceived
as “weird” appeared frequently within conversations, capturing the negative
label that adolescents can attract when returning to school whilst navigating
acquired difficulties. Stakeholders spoke of perceptions of being weird being
influenced by difficulties with processing social information and appropriate-
ness of social responses. Challenges with self-awareness post-ABI may contrib-
ute to the difficulties in peer interactions.

When I am trying to be sarcastic, my voice doesn’t sound it at all so people just think I
am being really weird. I sometimes take people seriously and then they will be like, “It
was a joke,” (Beth, adolescent)

Isolated and alone
Stakeholders constructed that isolation for adolescents was a significant conse-
quence of exclusion or victimization from peers. Parents spoke of their children
subsequently becoming dependent on the family or withdrawing onto online
platforms. It was reported that this perpetuated isolation. Kelly spoke of her
son’s world becoming increasingly “insular and narrow,” and other parents
shared their concerns for their children’s futures.

… they do become so socially isolated they look more and more to the family, they
spend more time by themselves or with adults, they lose their ability to act with age
appropriate peers, the peers move on with everything. (Lucy, parent)

A need to belong

The importance of connection and belonging in adolescence was a promi-
nent theme talked about by adult-aged stakeholders. Belonging was recog-
nized to be a basic human need, and Kate, an adolescent, spoke of a best
friend being there for emotional support. Stakeholders constructed from
their experiences that successful peer relationships were important for
psychological wellbeing. Louise powerfully shared a strong preference for
friendship over academic performance. Parents suggested that this need
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was overlooked by educational environments primarily focusing on academic
achievement.

I wouldn’t have cared if I got my GCSE’s as long as I still had my friends at school. I
would rather I had peer interventions from psychologists at school than I had for edu-
cational stuff. I would rather I left school with no GCSE’s and didn’t get bullied. (Louise,
adult)

Parents, practitioners, and adults described a sense of desperation for ado-
lescents to not be perceived as different by their peers. Charlotte, a parent,
described how adolescents want to fit in and be accepted by their friends.
Considering this, parents spoke of the differences in their treatment priorities
compared to their children’s. Shirley, a parent, shared her desire for her
daughter to receive support for her cognitive difficulties in school, yet
spoke of her daughter’s reluctance through fear of appearing different.
Other parents echoed this.

Kids want to be normal as a teenager. They don’t want to stand out, and by having
some form of injury […] you want to be as normal as possible, and I think that’s
quite hard. (Carol, parent)

Through wanting to be “part of something,” parents spoke of how adolescents
adjusted their friendship preferences post-ABI. Kelly and Lucy described how
their children began to connect with peers who had similar educational and
social challenges. Though this strategy supported social competence, there
was a sense within stakeholder accounts that adolescents had limited choice
in this adaptation. This appeared to subsequently impact upon social status,
with practitioners describing adolescents as being placed into the “special edu-
cational needs group” in the minds of their peers and resulting in further
exclusion.

A desire to belong was purported to increase vulnerability from others. Ado-
lescents were reported to become susceptible to undesirable social influences
in attempt to connect with others. Shirley shared concerns for her daughter’s
safety in this regard. Practitioners spoke of adolescents undertaking a new
role of being comical, entertaining, or useful to a new group of peers, increasing
risk of exploitation from peers encouraging the provocation of teachers or
engagement in criminal behaviour.

… they’re very keen to be part of something. So, they might get drawn into activities
that are inadvisable or down-right dangerous, just in an attempt to be part of the
group. (Jackie, practitioner).

No one understands
It was constructed that peer difficulties were influenced by the lack of under-
standing about ABI, and the associated assumptions and stigma. All stakeholder
groups spoke of others misunderstanding ABI and its implications. This included
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peers, but also parents of peers, teachers, and the wider community. This incom-
prehension was recognized to be influenced by the “hidden” difficulties associ-
ated with ABI in contrast to a physical injury or disability, and adolescents talked
about a lack of support at school.

They don’t tell kids that this person has a brain injury or stop bullying them. They don’t
say anything about me, like how to treat me. It is horrible. (Kate, adolescent)

Parents spoke of the assumptions and stigma their children experienced.
There was frequent reference to peers perceiving difficulties as non-existent
or used as a mechanism to miss school or receive special attention. Parents
described often “battling” with schools and other parents in an effort to
“prove” their children’s difficulties.

…we’ve got parents who are very much like, “Oh, she’s just making a drama,” or “Just
pull yourself together,” or “Is she really dizzy?” and “Does she just not want to be at
school?.” (Charlotte, parent)

Restricted independence at a time for growth
Parents, practitioners, and adults with ABI suggested that adolescents are
restricted in their opportunities for typical peer interaction, contributing to
difficulties with peer relationships. This was particularly apparent for adolescents
who sustained severe injuries, requiring specialist educational environments.

… they’ve gone from what was their typical trajectory to being completely taken out
of their cohort of peers. So, they don’t, certainly in their school hours, they don’t have
access to those peers anymore. I doubt how much access they have outside of school.
(Ella, practitioner)

Adolescents who remained in their educational environment were reported to
experience over-protection from family members and teaching staff, adding
further restrictions for peer relationships. Stakeholders spoke of how having a
teaching assistant could lead to further isolation from peers. Jackie shared
how peers can exclude adolescents through a reluctance to socialize with an
ever-present adult.

… no one is going to come and tell you a secret or include you in on something if there’s
an adult sitting there. So, no one’s going to come over and give you all the gossip and
dish the dirt if you’ve got an adult there, so you miss all that. (Jackie, practitioner)

Opportunities for peer interactions were reported to be further affected by
physical and cognitive difficulties. Parents, practitioners, and adults highlighted
the impact of physical fatigue on meeting peers outside of school. Similarly,
difficulties with memory and planning abilities restricted adolescents’ capacities
to independently meet up with friends. Consequently, there appeared to be a
reliance on parents to facilitate social activities. If parents were unavailable,
opportunities for peer interaction were missed. In the absence of understanding
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the difficulties that restrict adolescents with ABI from engaging in social activi-
ties, peers are at risk of making incorrect attributions for their withdrawal, as
described by Louise. Carol also spoke of other parents assuming that her daugh-
ter was “not wanting to join in” with her friends’ due to dizziness.

You’re socially isolated because you can’t keep up in the same way because of fatigue
[…], you’re not in school, you’re not allowed to play sports, you’re not allowed to go to
the cinema, but then also, a kind of atmosphere becomes apparent… in that people
don’t believe you’re not well. (Louise, adult)

Loss of past self
A commonality surfaced around the grief adolescents and parents can experience
following injury, grieving for what could have been. Changes in identity appeared
to be frequent for adolescents following a loss of sports, academic abilities, peer
groups, and family roles. Adolescents were reported to find this difficult to adjust
to, and feelings of hopeless and uncertainty about the future were described,
affecting QoL. Adult stakeholders spoke of referring to the “old” and “new”
version of themselves. Kelly spoke of her son using a new name entirely. The
impact of this resonatedmore if adolescents were able to remember their abilities
before injury and finding themselves in conflict with the new sense of self.

In the context of peer relationships, stakeholders commonly associated the
loss in past self with a loss of peer groups related to that identity. For
example, the loss of teammates for sports, or a loss of motivation to be with
high achieving peers when struggling academically.

Very lonely, very depressed, you don’t have that sense of achievement anymore, you’ve
completely lost your identity, and it just, it can lead to very downward spiral. (Louise,
adult)

Challenges with acquired status
A number of determinants of peer relationship difficulties presented, within cog-
nitive, emotional, and behavioural domains. Parents and practitioners spoke
about the lability that adolescents post-ABI can present with, rapidly switching
between intense emotions which peers can respond negatively towards.

… their mood and anxiety and not being able to keep on top of their emotions and
having outbursts in school, which obviously leads to them being picked on even
more and becoming even more socially isolated. (Hannah, practitioner)

The emotional sequela of ABI appeared to be significant for adolescents in sta-
keholder accounts. Anxiety and uncertainty towards new situations increased
avoidance and withdrawal, further restricting social participation. Consequently,
adolescents were reported to spend more time with the family or alone. Simi-
larly, a loss of hope and confidence was noticed that presented as further bar-
riers for motivation for being with friends.
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… she’s lost loads of confidence, so that makes it really hard to make friends when
you’re really, really inward. (Carol, parent)

Improving peer relationships
The following themes comprise stakeholder perspectives on what might need
to change to improve peer relationships for adolescents, and what the goals
of an intervention might be.

Building understanding
There was a strong commonality shared around the need to increase under-
standing about ABI in others around adolescents. Parents, practitioners, and
adults spoke of the benefit of teachers and peers receiving education around
the impact of ABI and what the adolescent might be experiencing. This was
hoped to reduce the assumptions and stigma shown by others that negatively
impact peer relationships. This education and understanding may promote
acceptance from others and facilitate compassion within the system around
the adolescent, supporting social inclusion.

… because it’s not talked about, I would love for them to do a massive assembly in the
school and say, “This is what goes on,” […], so that it’s not such a taboo thing and so
children aren’t so frightened about it… (Charlotte, parent)

Meaningful social connection
When considering the limited opportunities for peer interactions, parents advo-
cated for meaningful social activities. Here, stakeholders reflected on being with
others with ABI and participating in activities with non-injured friends. Ben
recognized the benefit of being with others with ABI, promoting a sense of com-
monality and normalization. However, some parents and practitioners felt it to
be more important to facilitate fun activities with peers. Louise reflected on her
experience in adolescence, subsequently stating that solely socializing with
others with disabilities would have furthered peer exclusion.

I didn’t really like the whole pushing me to surround myself with other people with
brain injury. Didn’t like that because […] I wanted to be normal. (Louise, adult)

Stakeholder perspectives suggested that adolescents would benefit from
having a space to talk openly about their emotions. Parents felt that having
someone of a similar age to talk to was important for adolescents, recognizing
that professionals involved post-injury were mostly middle-aged adults.

It’s that her life is full of middle-aged women […] she has a teaching assistant and that,
and they’re mainly middle-aged women, and actually I know that she responds a lot
better to someone who is younger. (Carol, parent).
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Support for the journey
Parents and adults reported feeling lost post-discharge, with many unanswered
questions and concerns for the future. It was recognized that professional
support fell away and parental help-seeking relied on family resources. Sub-
sequently, early support, assessment, and education for the family about ABI
was advocated for to support school re-integration and care planning.

… you’re not informed on who you are now or what struggles you might deal with,
which means then your peers aren’t informed of who you are now and what struggles
you might be having to deal with. You don’t even know, how are they meant to know?
(Louise, adult).

Empowerment
Parents, practitioners, and adults felt a need to support adolescents to change
their relationship with ABI. They suggested that adolescents can feel powerless
and hopeless in the context of injury. Kelly recognized the persistent negative
messages that adolescents can experience from those around them that perpe-
tuated feelings of hopelessness and shame.

… all they’re hearing in messages is “You’re making it up” “You’re skiving” they’re
being rejected by their peer groups, they’re finding it really hard to interact with
their peer groups, and they’re worrying about future relationships… . (Kelly, parent)

Subsequently, it was suggested that an intervention needed to support and
build on the strengths of adolescents, fostering confidence despite ABI. Jackie
reflected on her experiences of empowering adolescents to become experts
in themselves.

You’re empowering them to say to a teacher “I’m not being lazy, I’ve got an initiation
problem”, it just changes the whole world. (Jackie, practitioner)

Logic model of peer relationship difficulties

The logic model (Figure 1) shows the variety of peer relationship difficulties
that adolescents can experience and the long-term impact on QoL, as
described by stakeholders. As presented, these difficulties were perceived as
being influenced by the interactions between the outlined determinants.
These may maintain peer relationship difficulties, or be further influenced
by these difficulties, as represented by the bi-directional arrow. For
example, being excluded from social activities (peer relationships difficulties
post-ABI) may be influenced by emotional lability and withdrawal (behavioural
determinants), time away from peers during recovery, and the attitudes and
assumption of others (environmental determinants). Being excluded from
social activities may further influence mental health and mood (psychological
determinants), and a reliance on parents (environmental determinants).
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Adolescents may experience a loss of friendship group over time (peer
relationships difficulties post-ABI) and reduced QoL, influenced by isolation
and feelings of loneliness.

Supporting these determinants may be the focus of future meaningful inter-
ventions to improve the outcomes of adolescents, such as through emotional
support, education for others, supporting contact with peers during recovery,
and facilitating activities with others; as suggested by stakeholders.

Discussion

This study aimed to collaborate with key stakeholders to (a) understand peer
relationship difficulties for adolescents with ABI (adolescents); and (b) seek
their perspectives on what might be needed to improve these relationships
and what the intervention goals might be. The complexities of peer relationship
difficulties for adolescents have largely been under-recognized. The qualitative
insights from this study endeavoured to inform this gap within the paediatric
neuropsychology literature, and to support the development of a logic model
(step one of IM) which can be used to guide future intervention development
using IM methodology.

Stakeholder accounts supported that adolescents with ABI face difficulties in
maintaining peer relationships. Consistent with previous research (Anderson
et al., 2013; Yeates et al., 2007), difficulties with social competence and social
participation for adolescents with ABI were constructed by stakeholders.
There was a reference to the challenge of keeping up with social demands
and activities whilst navigating the physical and cognitive consequences of
ABI. This was suggested to invite negative attributions to be made by peers. Iso-
lation and loneliness and restricted independence were identified as key

Figure 1. Logic model of peer relationship difficulties for adolescents with ABI (6th revision).
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determinants for social participation difficulties for adolescents with ABI. In line
with findings by Anderson et al. (2013), cognitive functioning and environment
were identified by stakeholders as influential determinants for peer relationship
difficulties.

Peer rejection and exclusion were also recognized, consistent with Glennon
(2019) and Yeates et al. (2013). Stakeholder insights suggested that pre-injury
friendships could be lost following ABI and that this was associated with peer
separation during recovery, restricted peer interactions, and the negative
assumptions associated with the “hidden” difficulties associated ABI (Simpson
et al., 2002).

Stakeholder conversations and planning group perspectives indicated the
determinants for peer relationship difficulties were broad. Consistent with pre-
vious research, difficulties with cognition (Anderson et al., 2012), social cogni-
tion (Tousignant et al., 2018), misunderstanding (Keetley et al., 2019),
emotional lability (Vasa et al., 2015), and perceived changes in identity
(Glennon, 2019; Ownsworth, 2014) were identified to negatively impact peer
relationships. Stakeholders reported the lack of understanding about ABI to
be an important determinant for peer difficulties. Some adolescents may
return to school appearing unscathed yet can present as different to peers
due to acquired cognitive, socio-cognitive, and emotional difficulties
(Simpson et al., 2002). This may invite negative assumptions from peers
towards the “realness” of difficulties, resulting in further rejection or peer frus-
tration. Similarly, the emotional consequences associated with ABI (Sariaslan
et al., 2016) and a change in identity (Ownsworth, 2014) reduced motivation
for social participation, perpetuating feelings of loneliness (Parker & Asher,
1987) and dependency on the family. Further implications for QoL included
future academic and vocational concerns (Sariaslan et al., 2016), reduced confi-
dence, and risk of early contact with the criminal justice system (Williams, 2012),
as reported by stakeholders.

The notion that adolescence is a time for belonging (Blakemore, 2008), peer
emotional support (van Harmelen et al., 2017), and social identity (Tajfel, 1978)
was supported. Successful peer relationships were a priority for some stake-
holders over academic achievement, a priority previously reported by Sirois
et al. (2014). To support belonging and peer acceptance, stakeholders con-
structed that adolescents with ABI have desire to appear “normal” and may
adjust friendship preferences to perform competently (Anderson & Beauchamp,
2012). This is consistent with the themes reported by Glennon (2019) highlight-
ing adolescent desires for peer relatedness and “fitting in” post-injury. However,
as spoken about by stakeholders, this may also increase vulnerability for exploi-
tation from others, compounded by socio-cognitive difficulties and understand-
ing intentions of others (a determinant in the logic model). Difficulties with the
theory of mind have previously been recognized post-ABI (Turkstra et al., 2004).
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The themes and logic model offer guidance for the development of a future
intervention, and stakeholders offered their perspectives on what is needed to
support the needs of adolescents.

Stakeholder accounts suggested a preference for intervening within the ado-
lescent’s educational, community, and social environment over one-to-one
interventions. This was primarily due to concerns around adolescent engage-
ment through fear of being perceived as different and wanting to be a
“normal” teenager and be with their friends. Environmental intervention
included the need for increased awareness of ABI amongst peers, particularly
in the context of “hidden” disability. An intervention might include educational
sessions at schools for peers, or through additional teacher training. Further-
more, intervention resources could be used to develop additional online
materials and videos that offer information about ABI.

Targeting social environments, stakeholders identified the lack of opportu-
nities for adolescents to socialize with their peers outside of school in a mean-
ingful way with shared value. A future intervention might consider social
participation opportunities for adolescents with selected peers and/or others
with ABI which involve a shared interest. The positive impact of group-based
DJ-ing and outdoor activity programmes for adolescents with ABI has been
recognized anecdotally, though this data is currently unvalidated.

A need for early support was identified by stakeholders, withmany parents and
adults describing the challenge of being discharged from the hospital with uncer-
tainties about the future in the context ofABI. Early signposting for community and
statutory support could provide access to additional resources to help facilitate the
adolescent’s reintegration into education and their peer environment. The extent
towhichan interventioncould support this, and the context inwhich it is delivered,
requires further consideration. However, working togetherwith established volun-
tary and charity organisations may be important to support this.

Whilst stakeholders suggested environmental interventions would be impor-
tant, it was noted however that individual emotional support would be of
benefit to adolescents in their adjustment to ABI and returning to school. Sta-
keholders, particularly parents, believed that it would be helpful for the adoles-
cent if this was facilitated by someone of a similar age (e.g., university students),
showing support for the previously purported benefits of peer-led interventions
(Braga et al., 2012). It was recognized that post-injury, adolescents are involved
with a multitude of professionals who were often middle-aged, with incongru-
ent characteristics. Peer coaches, offering emotional support to adolescents via
a similar platform to that used in the Social Participation and Navigation (SPAN)
programme (Wade et al., 2018), might be helpful for any future intervention
development. Indeed, the authors reported that participants valued the peer-
coaching aspect of the SPAN intervention.

In summary, a meaningful intervention to support peer relationships with
adolescents post-ABI may need to be multifaceted to support adolescents at
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an individual (emotional support) and environmental level (building under-
standing), consistent with recommendations made by Andrews et al. (2015).
This could include providing education and resources about ABI to peers and
schools, facilitating meaningful social activities with friends, offering emotional
support, and early signposting for additional support post-injury. Empowering
adolescents post-ABI was identified as an important intervention goal.

Theoretical implications

The determinants spoken about by stakeholders in this study offer support for
the mediators and cognitive determinants identified by the SOCIAL model
(Beauchamp & Anderson, 2010). Challenges within an adolescent’s external
environment (i.e., peer rejection, misunderstanding, and stigma), and difficulties
with cognitive and socio-cognitive abilities were described by stakeholders as
key influential determinants for peer relationship difficulties for adolescents
with ABI. The presented interactions between these determinants are consistent
interactions proposed within the SOCIAL model.

Emotional difficulties (i.e., anxiety, hopelessness, shame, and lability) were
also described by stakeholders to be influential determinants for peer relation-
ship difficulties, impacting upon social competence and motivation for social
participation. Emotional determinants appear to be omitted from the SOCIAL
model. Across development, these determinants may have an important reci-
procal role for facilitating successful peer relationships, which in turn, could
support emotional difficulties for adolescents. The importance of a supportive
external environment for the development of social and cognitive functioning
is noted by authors, along with how difficulties in these areas might directly
or indirectly affect the development of social skills. Indeed, successful peer
relationships in adolescence can be protective for mental health and resilience
(van Harmelen et al., 2017). With further evidence, future revisions of the SOCIAL
model may consider the inclusion of emotional determinants and their role in
the development of social skills in non-injured children and adolescents.
Reviewing the evidence for social skill abilities (competence, adjustment, and
participation) in those with a history of developmental trauma might support
this addition. This might give note to the impact of core beliefs and perceived
safeness with others on social functioning.

It would be of interest to contextualize the SOCIAL model for ABI popu-
lations. Unique to ABI is the presence of pre-injury social and cognitive pro-
cesses that support the emergence of social skills. The presence of an injury
might affect the expression of social skills due to a change within these pro-
cesses. These changes might require intervention to support social functioning,
though further research is needed. To support this, future research might inves-
tigate how ABI in childhood or adolescence may influence the expression and
development of social skills. This might be in the context of reduced social
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opportunities due to difficulties with mood and peer rejection, as described by
stakeholders in this study.

Clinical implications

The findings suggested that adolescents can experience difficulties with peer
relationships and mental health, though they may not volunteer these difficul-
ties through fear of appearing different. Consequently, their needs could be
overlooked. Practitioners can hold this in mind and routinely enquire about
an adolescent’s mental health, alongside being curious about their support
network beyond the family.

The risks and vulnerabilities associated with ABI and a need to belong were
identified. This awareness can support clinicians to formulate risk and intervene
appropriately. This awareness could also be shared with commissioners to seek
funding for additional community resources to support social belonging for
children and adolescents, such as youth clubs. Programmes that support posi-
tive social participation may reduce the risk of early contact with the criminal
justice system (Williams, 2012).

Some stakeholders shared their priority for successful peer relationships over
academic achievements. This understanding may inform rehabilitation goal
planning and educational learning plans to support adolescents to engage
and participate meaningfully with friends, subsequently supporting QoL.

The importance of building understanding about ABI for those around the
adolescent (i.e., peers, teachers) was identified as a key part of a meaningful
intervention. Understanding could be supported through the creation of
online resources or videos made by adolescent stakeholders with ABI. Raising
awareness about the impact of ABI on education amongst policy makers is
one strategic aim of The National Acquired Brain Injury in Learning and Edu-
cation Syndicate (N-ABLES), set up in 2018 (https://ukabif.org.uk/page/
NABLES). The findings from this study can support this.

Social media could facilitate an adolescent-led project to disseminate infor-
mative videos. This may simultaneously empower adolescents to become
experts. Safe use of social media may need to be individually assessed and mod-
erated for adolescents post-ABI in the context of potential risk associated with
social vulnerability and wanting to belong.

Strengths and limitations

The methodology of this study promoted collaboration with planning group
members and key stakeholders to co-produce the logic model of the target
problem for intervention through a rigorous process. Utilizing member-check-
ing procedures throughout the study promoted the credibility of the findings
and interpretations made. An additional strength included piloting the focus
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groups and interview schedules, allowing for the observation of responses and
suitability to support the research aims.

A limitation includes the use of focus groups combined with individual inter-
views due to the difficulties encountered when attempting to recruit from the
paediatric ABI population. Though focus groups and interviews were of a similar
length, stakeholders who were interviewed had increased opportunity to con-
tribute to the findings. Conversely, the richness of the data collected in inter-
views was limited due to question and response nature of the conversation.
Stakeholders in the focus groups were able to construct opinions, share and
build on each other’s experiences, and discuss topics beyond scheduled
topics that provided further insights.

Future research exploring commonalities in adolescent and parent experi-
ences of ABI may benefit from solely using focus group methodology. This
methodology promotes connectivity and peer support to an often isolated
population. It can encourage social interaction and the sharing of social press-
ures amongst adolescents with ABI. Furthermore, it may allow parents and ado-
lescents with ABI to feel less isolated in their experiences. The normalization and
commonalities discussed amongst participants could promote the disclosure
and sharing of experiences beyond an interview setting. However, it must be
noted that the heterogeneity of ABI, and diversity in family resources and
culture would likely affect the emergence of commonalities and shared
opinions. With larger sample sizes, future research could consider weighting
focus groups by group variances (e.g., injury type, age, social-economic status).

The parent and adolescent sample used within this study consisted of sample
bias. All adolescents were aged 13 years and originated from a white middle-
class background. This would have influenced adolescent and parental experi-
ences following ABI, such as resources, access to services, and educational
environments. This may contrast with experiences from stakeholders originat-
ing from Black, Asian, and minority ethnic or lower social-economic status back-
grounds. Future research should consider recruiting stakeholder participants
from diverse backgrounds. This may be achieved through close working
between the researcher and statutory services to seek support for recruitment,
such as in educational, health, and social care settings. This could support
recruitment from a wider and more diverse population, beyond those who
are supported by charity organizations.

Difficulties were experienced when recruiting from the ABI population within
the available time restrictions. Adolescent stakeholders had limited represen-
tation due to the small sample size and their apparent reservations in conversa-
tion. Consequently, their perspectives may not have emerged as strongly in the
analysis when compared to other stakeholder groups. Future research should
consider using a larger sample of adolescents with ABI. Recruitment could be
supported through engagement with health services, local communities,
social media, and ABI charities.

24 S. ANKRETT ET AL.



Conclusion

Adolescents with ABI were reported to experience difficulties with peer relation-
ships. At an important time for social development, peer rejection can increase
feelings of isolation, loneliness, shame, and hopelessness. This can have further
implications for mental health, peer relationships, and QoL. The individual,
psychological, behavioural, and environmental determinants for peer relation-
ship difficulties are broad. Reported stakeholder experiences offer new clinical
and theoretical insights for the paediatric neuropsychology literature. A mean-
ingful intervention would need to be multifaceted attempting to build under-
standing in others, facilitate opportunities for meaningful social connection,
offer early support post-injury, and help manage psychological wellbeing. A
primary focus would be to empower adolescents post-ABI. The presented
logic model provides a robust understanding of peer relationship difficulties
for adolescents with ABI that can be used to guide intervention development
in future research.
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