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ORIGINAL ARTICLE

Activity resumption after acquired brain injury: the influence of the social
network as described by social workers

Sandra Jellemaa,b , Sabine van Erpb, Maria W. G. Nijhuis-van der Sandena,b , Rob van der Sandec and
Esther M. J. Steultjensb

aRadboud Institute for Health Sciences, Scientific Institute for Quality of Healthcare, Radboud university medical center, Nijmegen,
The Netherlands; bInstitute of Health Studies, HAN University of Applied Sciences, Nijmegen, The Netherlands; cFaculty of Health and Social
Studies, HAN University of Applied Sciences, Nijmegen, The Netherlands

ABSTRACT
Purpose: To understand how the social network of patients with acquired brain injury facilitates or hin-
ders resumption of their activities, such as social and leisure activities, and how this affects patients’ well-
being and quality of life.
Methods: Thematic analysis was applied to 70 narratives about family members, friends, neighbors and
colleagues helping or hindering patients in resuming their activities. The narratives were derived from
social workers with extensive experience with brain-injured patients and their social networks.
Results: The narratives show that an available, understanding and well-informed network enhances activ-
ity resumption by being inclusive and encouraging patients to develop their skills. This is in line with ear-
lier studies based on patients’ experiences. Whereas the patient-based studies emphasize that being
unsupportive or overprotective hinders patients from resuming their activities, this study also shows that
preventing patients from meeting others or placing too-high demands results in activity loss, social isola-
tion and reduced well-being and quality of life.
Conclusions: Several social network factors play a role in activity resumption, well-being, and quality of
life of after brain injury. Early after the brain injury, rehabilitation professionals should work with patients’
family members, friends, and others and educate them about how to provide adequate support.

� IMPLICATIONS FOR REHABILITATION
� Since the patient’s social network is an important determinant of activity resumption, rehabilitation

professionals should analyze its features soon after brain injury, such as whether patients have an
understanding network that encourages them and includes them in their activities.

� Since especially close network members tend to be protective of or place high demands on the
patient, rehabilitation professionals should explain to them the importance of activity resumption for
the patient’s wellbeing and the adverse effects of being overprotective or over-demanding.

� Rehabilitation professionals should include other network members, such as friends or colleagues, in
the rehabilitation process and educate them about how to support patients in resuming
their activities.
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Introduction

Acquired brain injury is associated with serious physical and cog-
nitive impairments which can result in long-lasting problems such
as an inability to walk, handle objects, or process information
[1–3]. As a result, patients often lose the ability to partake in the
activities they value most, such as in their work, family, or leisure
activities [3–6]. Additionally, they often suffer from lack of self-
confidence, making them hesitant to undertake activities that
might end in failure [7–9]. As a consequence, they often come to
live inactive, more homebound lives with fewer social relation-
ships, which easily results in social isolation [10,11]. Because, in
the long run, the loss of social and other valued activities is
related to a decline in well-being and quality of life [12,13],

resumption of the patient’s favorite activities is a major goal of
rehabilitation after brain injury. To enable activity resumption,
rehabilitation usually focuses on improving physical and cognitive
functions and skills [14]. However, whether patients eventually
manage to resume their valued activities not only depends on
the nature and severity of their physical or cognitive impairments,
but also on the features of their social environment [15–18].

Since knowledge about the social determinants of activity
resumption is scarce and fragmented [15,19], we previously con-
ducted two literature reviews [20,21] to bring together the avail-
able evidence. We included studies on stroke and found the
evidence to mainly consist of qualitative studies based on
patients’ experiences. They showed that the availability,
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understanding, brain-injury-related knowledge and encourage-
ment of familiar others, such as family members and friends, were
important facilitators, while others’ lack of support and overpro-
tection hindered patients from resuming their valued activities,
which is in line with findings about traumatic brain injury [22,23].
Yet, these patient reports may have been biased, for example
because patients overrate the influence others have because of
their gratitude towards them or the fact that they feel dependent
on them. Moreover, the scarce quantitative studies that have
examined the effect of social determinants do not in all cases
support the finding that social network members influence activ-
ity resumption [24–27].

To more thoroughly explore the influence of the patient’s
social network, we looked for another perspective to examine this
topic; we used the experiences of social workers with specific
expertise in brain injury, trained to at least a Bachelor’s level in
Social Work or a related scientific field. In the Netherlands, social
workers generally are employed (and paid) by a healthcare or
welfare organization that receives funding from the government.
Although the experiences of these social workers are not often
subject to study, we consider their perspectives to be highly valu-
able because, in contrast to many other rehabilitation professio-
nals who work with brain-injured patients in clinical settings for a
brief period of time, most social workers actually participate in
the daily lives of these patients for a longer period, enabling
them to observe these patients extensively within their own
everyday physical and social contexts. Such “participant observa-
tion” can present a complementary perspective, reveal certain
patterns, and provide valuable context and insights that might
not otherwise be captured [28,29]. The perspectives of these
social workers can help us better understand the features and
behaviors of the social network and its short-term and long-term
consequences for the patient’s activity resumption and well-being.
Study findings can inform other rehabilitation professionals, such
as rehabilitation nurses or therapists, about how to work with
patients’ social networks in the early phase after brain injury to
enhance ultimate rehabilitation outcomes.

The specific study aim was to understand how, according to
these social workers, patients’ social networks influence resump-
tion of valued activities and, subsequently, well-being and quality
of life after brain injury.

Methods

In this qualitative study, we used written narratives of social work-
ers who work with adult brain-injured patients in the chronic
phase of their disease. To capture a rich overview of social net-
work factors that influence activity resumption, we invited each
social worker to write down in detail two cases: one in which a
patient was facilitated by his or her social network to resume a
certain activity, and one in which a patient was hindered from
doing so. Although face-to-face interviews would have allowed us
to explore these social workers’ experiences more in depth, we
argued that writing down their narratives would encourage them
to thoroughly think about and describe the essence of a situation
as they saw it, providing us with rich information about a large
number of patients and their social network members in a rela-
tively short period of time. In this respect, a study comparing oral
and written narratives [30] found that, although the content of
the narratives was uniform across both modalities, in the written
narratives, clauses and sentences were more compact and were
less redundant. Using written narratives, we expected to collect

many, diverse, concise and relevant data, leading to
data saturation.

Because we thought it was crucial that the social workers felt
free to share sensitive information with us regarding the behavior
of their patients and the social network members, we did not ask
them to provide personal information along with their narratives
but only kept a general attendance list. Based on this list, we
were able to provide banded information about the group of par-
ticipating social workers as a whole. By doing so, we believe we
were able to guarantee maximum safety and anonymity so we
could collect information that was as honest and detailed
as possible.

Participants

Potential participants were recruited from a group of social work-
ers employed at a regional (mental) healthcare organization that
provides treatment and support to brain-injured patients living in
the south-eastern part of the Netherlands. The organization was
formed by a merger of smaller organizations and works with
patients with complex needs, such as brain-injured patients who
have physical as well as cognitive problems. The daily task of the
recruited social workers was to assist these patients to reintegrate
into their families, jobs and community. Prior to a planned in-
house training session for social workers who work with adult
brain-injured patients, we informed them about the study pur-
pose. Subsequently, they were approached for participation. To
obtain the narratives, we held a writing session with them, which,
for efficiency reasons, took place at the beginning of the in-house
training session. It was held in one of the organizations’ confer-
ence rooms, hosted by one researcher (SJ) and assisted by the
psychologists (JW and MP) who organized the training session.

To ensure that all the participating social workers had a similar
understanding of the concepts of “resumption of valued activities”
and “social network,” the definitions used in the study were pre-
sented prior to the writing session. Resumption of valued activ-
ities was defined as “taking part in or performing again activities
that were chosen voluntarily and of specific value to the patient.”
The social network encompassed all family members, friends,
acquaintances, colleagues, and neighbors who play or played a
role in the patient’s daily life.

Data collection

During the writing session, we invited the social workers to try to
recall one situation in which a patient who wanted to resume a
valued activity was facilitated and one in which a patient was hin-
dered by his or her social network and, subsequently, write down
these situations in detail. Next, they were asked to write down
what the social network members precisely did in the situations
that influenced the patient’s activity resumption, exactly why this
helped or hindered the patient, and what was the result of this
action for the patient and his/her situation.

Data analysis

We used conventional content analysis to define a final set of
social network factors important to activity resumption, as well as
to understand the influence of the social network more in depth.
This type of analysis gains direct information from study partici-
pants without imposing preconceived categories or theoretical
perspectives. It supports a study design that aims to describe a
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particular phenomenon, and is appropriate when existing theory
or research literature is limited or incomplete [31].

First, to ensure the quality of the data, the researchers (SE and
SJ) excluded those narratives that did not contain information
about what social network members precisely did in the described
situation or what the concrete effect of this action was on the
patient’s activities and well-being. Next, to become familiar with
the content as a whole, they thoroughly read through all the
included narratives. Then, they independently extracted text pas-
sages that described a particular feature of the social network that
influenced the patient’s activity resumption (such as the network’s
size). They also extracted text passages describing what social net-
work members actually did in a certain situation, how this affected
the patients’ activities, and what were the consequences of activity
facilitation or hindrance for the well-being and quality of life of the
patients. Any differences of opinion about which text passages
needed to be extracted were resolved by discussion.

Subsequently, the researchers independently coded the text
passages, using open coding. After ten narratives, the researchers
decided on preliminary codes. They then independently coded the
remaining narratives and recoded the original ones. They added
new codes when encountering data that did not fit into an existing
code, reaching consensus about the codes after every 20 narratives.
Additionally, they grouped together similar kinds of codes related
to social network factors and their consequences, after which cate-
gories and themes emerged describing the main social network fac-
tors, their influence on patients’ activity resumption, and their
influence on patients’ well-being and quality of life.

For member checking, the researchers invited a subset of ten
social workers with extensive experience with brain-injured
patients to discuss the findings. They checked the findings for
accuracy and added additional comments.

Results

Fifty-five social workers were approached to participate in the
study, of which 41 (aged 22–64 years; 9 male) agreed. All were
educated to a Bachelor’s (40) or Master’s level (1) in Social Work
or Applied Psychology/Behavioral Sciences. Their experience in
working with brain-injured patients ranged from three months to
20 years, with the majority (76%) having more than 5 years’
experience. They worked with patients in their homes (17), work-
places (3), daytime activity centers (13), or residential care facilities
(8). They all agreed that the social network is an important deter-
minant of activity resumption after brain injury. Together, they
described a total of 78 cases in which a patient was facilitated
(41) or hindered (37) to resume a certain activity. Of all written
narratives, 8 (6 facilitating, 2 hindering) were excluded because
they were incomplete. The remaining narratives described how
others helped or hindered a total of 70 patients (26 male, 24
female, 20 gender not specified) to resume their valued activities,
such as walking/cycling/sports (8); self-care (2); household/finan-
ces (5); communication (2); work/volunteering (9); hobby/leisure
(16); family/social activities (12); cultural activities and community
outings (12), or “living independently” (4). Of the described
patients, 61 lived at home, 9 lived in a residential care facility. The
social network members mentioned in the included narratives
were: spouses/partners (in 8 cases they facilitated activities/in 16
they hindered them), parents (1/8), sons/daughters (5/1), broth-
ers/sisters (3/1), other family members (4/1), friends (3/1), col-
leagues/employers (3/1), neighbors (4/2), and acquaintances (2/1).
In five cases, “the social network member” was not further speci-
fied (2/3).

Findings on the features and behaviors of the social network

With respect to the characteristics of the network, thematic ana-
lysis revealed the following themes (work setting of each social
worker providing a quote is displayed between brackets).

Availability
For patients to resume their activities, it was important that social
network members were available, both physically and emotionally.

His family drove him to the day activity center twice a week. There they
kept in touch with the professionals so that they had a good
understanding of what was going on in the patient’s life. (social worker
at a daytime activity center)

However, in some cases, patients had no vital social network, or
their family or friends had (or took) little time to support them, or
even retreated from the situation.

His parents couldn’t handle the situation and gradually disappeared from his
life. As a result, he was left to manage on his own. (residential care facility)

Acknowledgement
It was crucial that others were aware of the disabilities that
resulted from the brain injury yet acknowledged the patient’s
remaining possibilities and skills.

His wife tried to find out what his abilities to communicate were. She
arranged a communication device which enabled him to express himself
in spite of his aphasia. (patient’s home)

Her sister reminded her of her talents and helped her use her skills so
that, in the end, she was able to live independently. (daytime
activity center)

However, when network members underestimated or overesti-
mated the patient’s abilities, valued activities could not be
resumed or were abandoned after a while.

He made plans for his future but was discouraged by his father who told
him he could not accomplish them anyway. (patient’s home)

He liked to work at a pub. However, as no one there took account of his
disabilities and work demands were high, he finally had to quit the job.
(vocational training facility)

In some cases, the patient was persuaded to join a certain activity
or meet with people but could not cope with the complexity of
the situation.

His friends convinced him to come and join them as he had done before,
but he no longer could. Soon, he had to give up, which ultimately made
him lose his friends. (patient’s home)

His family persuaded him to go to the activity center, but soon he
withdrew because he felt overwhelmed by all the stimuli. (daytime
activity center)

Respect
For patients to resume their activities, it was necessary that others
respected their wishes, concerns, and desires. Of help was if
others took the time to listen and find out what was in the best
interests of the patient.

She was unable to return to her former home, but by exactly determining
her mothers’ preferences and needs, her daughter finally succeeded in
finding her a new, suitable place to live. (residential care facility)

On the other hand, others sometimes had to set boundaries so
that patients did not violate their own interests.

SOCIAL NETWORK AND ACTIVITIES AFTER BRAIN INJURY 3



The restaurant owner saw to it that the patient, who was a frequent
visitor, always sat at his favourite table. However, [because the patient
had trouble with appropriate social behaviour as a result of the brain
injury] he also checked if the patient was decently dressed and didn’t
annoy the other guests. (patient’s home)

However, if others did not listen at all, or took all the decisions
for the patient, activities were often abandoned.

Her friend took her to flower arranging classes which, at first, was
something she liked. However, her friend left her no space to make her
own decisions, which made her quit after a while. (patient’s home)

Inclusion
It was helpful if others invited the patient to take part in activities
they did themselves.

A woman living nearby took her to the market, and they both enjoyed
each other’s company. (patient’s home)

The neighbours invited her to join the neighbourhood gardening project
and she accepted. (daytime activity center)

However, if there were no invitations, the patient was often left
inactive and socially isolated.

She was homebound for many years because there was no one to
stimulate her to leave her home and attend activities. (patient’s home)

His social network never asked him to join them on an outing, so most of
the time he was left on his own. (patient’s home)

Activity enablement
It was beneficial if others helped patients to find creative solu-
tions to compensate for their impairments and find “doable”
activities. Also, providing practical assistance if necessary and per-
suading others to include patients in their activities, was helpful.

A young, sporty patient loved to be outside. His social network helped him
find an activity he could do in spite of his brain injury. Finally, hand-
biking perfectly suited his wish to go outside and be active.
(patient’s home)

The employer searched for tasks that the patient was able to do in spite
of his disabilities. He also contacted other employers to search for doable
work. As a result, the patient could continue working for a number of
hours a week. (patient’s home)

He was able to go to the concert with his friends, because they drove him
there. (residential care facility)

However, if there was no one to help find doable activities or pro-
vide assistance, patients often became physically and
socially inactive.

His friends wanted him to join their parties, but he couldn’t handle it
anymore. As his friends weren’t able to find a more suitable way of
socialising with him, he finally [quit going to their parties and] had to
give up their friendship. (patient’s home)

At first, her friend had assisted her with household chores. However, their
friendship ended as result of a financial disagreement. Since no one else
attended to her needs, she was left without help. (patient’s home)

Encouragement
Sometimes patients were hesitant to start new undertakings.
Then others’ encouragement was helpful.

His wife encouraged him to come with her to the hobby club as she knew
he would finally enjoy it, which he actually did. (patient’s home)

However, if there was lack of encouragement, activities were
often abandoned.

Her husband insisted on taking care of her, discouraged her from doing
anything herself, and rejected professional help because of ‘all of the fuss’.
This resulted in her becoming inactive and socially isolated. (daytime
activity center)

Skill development
It was beneficial if others helped patients explore their capacities
and develop their skills.

His father practised cycling with him so that he could eventually pick up
the kids from school himself. (patient’s home)

After his stroke, he started painting as a hobby. His wife supported him by
buying paint supplies and looking for examples of things he could paint.
(daytime activity center)

On the other hand, if patients were not given room to explore,
were overprotected and not assisted in developing their skills,
this resulted in loss of activities and social life.

She was of foreign descent and was looked after by her foreign ’friends’.
They took advantage of her and did not allow any professionals to
interfere [to help her become more independent]. In the end she became
socially isolated and bankrupt, and her children were placed in a foster
home. (residential care facility)

Within their narratives, many social workers commented on ‘a pro-
cess’ that had to take place after the patient acquired a brain injury.
They gave several examples of situations in which the patient was
able to go through a process of trial and error, mourning and, sub-
sequently, acceptation and development, which finally resulted in a
more satisfactory life and good relationships, in spite of sustained
disability. However, they also described situations in which there
was no possibility for this process to start because of others not giv-
ing the patient the space to experience their new reality, come to
terms with it, adapt to it, and practice their skills. This resulted in
stagnation and the patient not being able to develop a new
“identity,” built a new satisfactory life or maintain his or her social
contacts. In this respect, one social worker commented on the fact
that after brain injury, a patient’s confidence tends to be gone, and
that it has to gradually grow again.

Findings on well-being and quality of life

Apart from resumption or abandonment of activities, a diversity of
other consequences of social network features and behaviors were
mentioned in the narratives. The social workers described how an
available network, acknowledgement, respect, inclusion, encour-
agement, activity enablement and help with skill development,
made patients feel more peaceful; balanced; secure; supported;
needed; appreciated; heard and seen. It resulted in growth of their
self-esteem, enthusiasm to undertake (even more) activities, a
broader social network, and more satisfying relationships.

His (disabled) friend supported him in going to the theatre. Together they
managed without help from others, which made them feel confident to
plan even more outings. (residential care facility)

Being invited by her neighbours, the patient joined the gardening
project. As time went by, she became more and more enthusiastic
and found pleasure in participating in the project. (daytime
activity center)

A young patient was invited by his brother and friends to participate in
their outings. This made him feel ‘one of the guys’ and it enhanced his
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self-esteem. It broadened his social network and stimulated him to make
plans for his future. (patient’s home)

He felt happy and supported because his wife had helped him to find a
doable hobby, which also worked out positively for their relationship.
(daytime activity center)

However, if others were not available, underestimated or overesti-
mated the patients’ skills, did not understand them or take them
seriously, or did not help or encourage them, the patients felt
insecure; unheard; sad and lonely. Often in these cases, patients
let others decide for them and quit the activities they had once
valued. They withdrew from social interactions or gradually lost
their social contacts. Intimate relationships seemed to worsen,
and disputes were common.

Her husband did not understand why she was no longer able to do the
home administration. His reactions towards her were rather insensitive,
which made her feel even more insecure. (patient’s home)

His sister gave him no opportunity to decide for himself and even spoke
for him. He fell silent and let her make all the decisions. (daytime
activity center)

They all wanted to interfere with her life, but she couldn’t handle it. So
she told them not to come anymore (patient’s home)

His children didn’t understand his behaviour. They withdrew and finally
broke with him. (patient’s home)

In several cases, the situation deteriorated with time and the
patient’s condition worsened.

His family kept him housebound for years. He did not get the chance to
develop his skills, be part of the community or live independently. Over
time, his condition worsened [and he became more and more dependent
on his family]. (patient’s home)

Her husband took care of everything so that, one year after her brain
injury, her condition had worsened. She had gained weight and, although
during rehabilitation she had been able to walk, she could do this no
longer. (daytime activity center)

Member check

Eight of the ten social workers invited to participate in the mem-
ber check, ultimately agreed. They confirmed our study findings
and emphasized how important it is for patients to resume those
activities that make them feel a valued member of their family
and society again, such as their work. They also highlighted the
importance of a social network that understands how brain injury
affects the patient’s functioning and behavior, acknowledges the
patient’s feelings of loss and grief and that is also able to support
the patient in developing new skills. They even stated that, in
some cases, it is better to first address the network before work-
ing with the patient, because a well-informed, understanding and
supportive network is a prerequisite for the patient to achieve
successes and grow in self-esteem. However, in their experiences,
in about 70% of the patients they work with, the social network
somehow prevents patients from resuming their activities rather
than being supportive and facilitating. Moreover, even in the case
of a supportive network, success is not guaranteed. For example,
if patients suffer from severe fatigue or show no initiative at all,
even an ideal network cannot prevent patients from becoming
inactive. Additionally, if patients are unaware of their deficits, facil-
itating activities without defining clear borders is contra-product-
ive, as is taking over everything due to fear for the patient’s
safety. The social workers of the member check therefore

emphasized how important it is that, in case of activity loss, brain
injury experts work with the patient and the network to explain
the impact of the brain injury and show them how to undertake
doable and safe activities. They also emphasized how important it
is that the patient’s close loved ones take care of their own needs
as well.

Discussion

Our study shows that, from the perspectives of social workers, the
patient’s family members, friends, colleagues, neighbors, and
acquaintances play an important role in activity resumption (or
abandonment) after brain injury. This supports findings from our
two earlier literature reviews [20,21] that mainly included patient-
based studies. However, whereas these patient-based studies
emphasized that others can hinder activities by being unsupport-
ive or overprotective, the present study also found examples of
social network members being over-demanding or having too-
high expectations, finally leading to activity abandonment. In add-
ition, the present study shows that patients were sometimes with-
held from meeting other people or attending professional help
which resulted in lack of development, social isolation, an overall
deterioration of the patient’s condition, and sometimes even in
(financial) abuse.

Together, findings from this and earlier studies suggest that it
is crucial for social network members to find an adequate balance
between, on the one hand, providing assistance without taking
over and, on the other, encouraging the patient to explore (safe)
activities and meet other people without being too demanding.
As shown in the narratives, such a balanced approach seems not
only to enable activity resumption, but can also initiate a process
of achievement, pleasure and increased self-esteem, finally lead-
ing to even more activity, a broader social circle, more satisfying
relationships, a new sense of identity and better well-being.

Other studies have also shown activity resumption to be a
gradual process that can be initiated and enhanced by the social
network [8,32]. Kubina et al. [32], for example, showed how social
connection and being in charge allowed stroke survivors to take
risks and test their abilities, which, in case of success, increased
their hope of recovery and led to an (adapted) resumption of
activities. Therefore, although others sometimes restrict patients’
activities, they should realize that recovery, achievement and
adjustment is best reached through learning by doing. In this
respect, Satink et al. [18,33] found that actually doing activities
increased patients’ and others’ insights in the patient’s capacities.
It also helped patients develop compensating strategies for their
limitations and experience a sense of being in charge of daily life,
which ultimately helped them to develop their confidence to
undertake other engaging activities.

A remarkable finding from our study was that, of all the social
network members described in the narratives, spouses and
parents were relatively often mentioned in relation to hindering
patients’ activities. In this respect, other studies have reported
that negotiations about activity resumption are more pervasive in
case of intimate social relationships [34,35]. Brain injury often
results in a loss of mutual activities and connectivity, and in
changes in expectations, roles and responsibilities between part-
ners [36–38], which can lead to high levels of stress [39–41]. Also,
parents with a son or daughter with brain injury often experience
high levels of stress and burden [42]. Roscigno and Swanson [43]
found that these parents fulfill many roles, such as caregiver and
medical decision maker. They report that many parents do not
accept early negative constructions of their child’s injury severity,
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and that these parents feel alone in their quest to help maximize
their son’s or daughter’s capacity. Parents may often have high
expectations, which sometimes results in too-high demands,
negative reactions to their son’s or daughter’s efforts, or even to
their emotional withdrawal. Or, as one of the participating social
workers mentioned, both patients and their close loved ones
seem to go through a process of mourning and acceptance, but
these processes rarely run in parallel. So possibly, because close
social network members are often busy dealing with their own
“issues,” or have trouble accepting that life will never be the
same, asking them to assist the patient with activity resumption is
simply too much to be asked. Therefore, help from other social
network members such as friends or neighbors, whose lives have
changed less radically as a result of the patient’s brain injury, may
be helpful.

Practical implications

The social network seems to be an important determinant of
eventual activity resumption after brain injury, so rehabilitation
trajectories should not only focus on the improvement of brain-
injured patients’ functions and skills, but should also address the
patients’ social context, as was also suggested by other authors
[44,45]. During early rehabilitation, it seems important that
rehabilitation professionals explore the characteristics of each
patient’s network, such as whether others are available to the
patient, understand the consequences of the brain injury and
acknowledge the skills the patient has left. During clinical rehabili-
tation, they can start informing family members, friends and
others on how to best support the patient, for example by show-
ing them how to include the patient in their activities and how to
encourage patients to develop new skills. In this respect, Elloker
and Rhoda (2018) suggest that rehabilitation interventions should
include group sessions with family members and others, where
the focus should be on patients gaining independence [44].

In the long run, professionals should be aware of eventual
activity withdrawal, social isolation, lack of support, and possible
problematic or abusive relationships. Especially in the case of
close relatives like spouses or parents, it appears crucial that
rehabilitation professionals explain the importance of activity
resumption and the adverse effects of being overprotective or
over-demanding. In case of cognitive problems such as awareness
deficits, they could help patients and others to negotiate activity
preferences, find suitable and safe activities, and develop simple
cues to alert them to the occurrence of problematic situations so
that the patients’ most valued activities can be resumed and well-
being can be enhanced [46,47].

Study strength and limitations

The strength of this study is that we were able to collect rich
data from a large group of experts who have extensive and
unique experience working with patients with brain injury yet are
underrepresented in research. This provided us with additional
insights into the influence of social network factors on brain-
injured patients’ activity resumption. In their narratives, the partic-
ipating social workers described many different examples of daily
situations that endorsed the validity of the themes found. In add-
ition, they worked in a variety of settings spread over a large
region, were involved in different kinds of patient activities and
worked with different members of the social network (e.g. family
members in a home setting and colleagues in a vocational set-
ting). It can therefore be assumed that their knowledge and

experience is so diverse, we can expect the results to be complete
and transferable to similar care settings. However, because these
social workers mainly work with rather severely affected patients,
our findings might not be entirely transferable to patients that
are more mildly affected and their social networks.

By using the procedure of written cases, we were unable to
ask individual social workers to clarify interesting or incomplete
aspects of their narratives. Therefore, although we obtained data
from a large number of cases and checked the overall results
through member checking, there is a possibility we missed infor-
mation that would have emerged had we done individual face-to-
face interviews. Additionally, since we only collected banded
information about the participating social workers, our method of
data collection did not allow us to make a distinction between
the narratives of different subgroups of social workers, such as
one based on years of experience. The quality or content of the
narratives of the less experienced social workers may for example
be different from those of their more experienced colleagues
because they have had fewer opportunities to learn about the
long-term impact of the social networks on patients’ activities and
well-being. However, by excluding low-quality narratives and
including a large group of experienced social workers in our sam-
ple, we believe we were able to collect high-quality narratives
that describe the short-term as well as the long-term consequen-
ces for patients.

Our study only represents one piece of the puzzle; in reality the
social influence on resumption of activities is not a one-way street,
but it has both the social network and the patient as actors. For
example, if patients show no initiative, others will easily take the
decisions for them. However, if patients are proactive and deter-
mined, they will decide themselves, in spite of others trying to pre-
vent them from doing so. In future, to gain an even better
understanding of the process of activity resumption, research
should clarify the interplay that takes place between patients and
their social network over the course of time, finally resulting in
activity resumption (or abandonment). Additionally, research should
find effective ways in which rehabilitation professionals can support
patients and their network during this process. Our findings serve
as a starting point, as we provide important insights in the ele-
ments of adequate and inadequate social network support.
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