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Peer mentoring for people with acquired brain injury – a systematic review
Blanca De Dios Perez , Richard P.G. Morris , Kristelle Craven , and Kate A Radford

Centre for Rehabilitation and Ageing Research, University of Nottingham, Nottingham, UK

ABSTRACT
Introduction: Over 100 million people worldwide live with disabilities resulting from an acquired brain 
injury (ABI). ABI survivors experience cognitive and physical problems and require support to resume an 
active life. They can benefit from support from someone who has been through the same issues (i.e. peer 
mentor). This review investigated the effectiveness of peer mentoring for ABI survivors.
Method: Eleven databases, two trial registers, and PROSPERO were searched for published studies. Two 
reviewers independently screened all titles, abstracts, and full texts, extracted data, and assessed quality. 
The PRISMA 2020 guidelines were followed to improve transparency in the reporting of the review.
Results: The search returned 4,094 results; 2,557 records remained after the removal of duplicates and 
2,419 were excluded based on titles and abstracts. Of the remaining 138, 12 studies met the inclusion 
criteria. Five were conducted in the United States, three in Canada, three in the UK, and one in New 
Zealand. Meta-analysis was inappropriate due to the heterogeneity of study designs. Therefore, 
a narrative synthesis of the data was undertaken.
Conclusion: Although peer mentoring has the potential to positively influence activity and participation 
among ABI survivors, further research is needed to understand the extent of the benefits.
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Introduction

Acquired brain injury (ABI) is defined as any form of injury to 
the brain sustained since birth (1). Possible causes include 
traumatic brain injury (TBI), stroke, brain tumors, meningitis, 
encephalitis, hydrocephalus, oxygen deprivation (anoxia), 
neurotoxicity disorders, infections, electrolyte imbalances 
and others.

Worldwide, an estimated 40 million people are admitted to 
hospitals annually with TBI or strokes, the leading causes of 
ABI (2,3). At least 135 million people worldwide live with 
long-term disabilities resulting from TBIs and strokes, with 
many more affected by other forms of ABI (2,4,5).

ABIs can result in long-term physical, cognitive, emotional, 
and behavioral problems and personality changes that limit 
social interaction and participation in daily activities (6). Even 
people with minor head injuries can experience long-term 
difficulties (7).

Participation in personally valued activities is an important 
factor in life satisfaction, quality of life, well-being and social 
integration following brain injury (8). Evidence suggests that 
ABI survivors have problems occupying their time in mean-
ingful ways (9–11).

Peer mentoring can help people to resume personally 
valued activities and is defined as ‘a relationship in which 
two individuals share some common characteristic or experi-
ence and one provides needed assistance or support to the 
other’ (12). It is ‘purposeful [and] unidirectional, where the 

mentor is there to function as a support for the mentee’ (13). 
Peer mentoring has been employed in the management of 
various long-term conditions, including spinal injury (14), 
diabetes (15), and cancer (16).

As part of a larger study (to be reported elsewhere) to 
design and test a peer mentoring intervention for people 
with ABI, we set out to systematically review the available 
evidence on peer mentoring following ABI to a) determine 
the effectiveness of peer mentoring interventions in enhancing 
participation in activities among people with ABIs, b) deter-
mine whether peer mentoring is effective in enhancing other 
outcomes such as quality of life, mood, confidence, satisfac-
tion, and behavior management, and c) the design of peer 
mentoring interventions and issues affecting their 
implementation.

Materials and methods

This review was carried out in accordance with the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) guidelines (17) and a protocol was registered on 
the PROSPERO International Prospective Register of 
Systematic Reviews (CRD42016050395).

Studies of any design which employed and evaluated 
a model of individualized peer mentoring support between 
ABI survivors were included. The term ‘peer mentoring’ is 
used here for consistency, but similar concepts may be defined 
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differently and use a variety of models. Any form of peer 
mentoring intervention was included in the review if it did 
not vary widely from the model of individualized peer support. 
Only full-text articles published in English and in peer- 
reviewed journals were included.

Studies were excluded if they employed group support 
models or exclusively used non-ABI survivors in either mentor 
or mentee roles. Papers which simply described a peer mentor-
ing service but failed to evaluate the experiences of people with 
ABI receiving peer mentoring support were excluded.

Literature searches were developed across a range of data-
bases using indexing terms (e.g., medical subject headings 
(MeSH) and Embase’s Emtree thesaurus) and text words relat-
ing to ABI and peer mentoring. Participation and activity- 
related terms were not included to keep the search broad and 
avoid excluding any relevant studies. The search strategy was 
adapted to the requirements of each database.

The following 11 medical, health, social care, and psychol-
ogy databases were searched in late October 2022 (see 
Appendix 1 for examples of the search strategy for selected 
databases): MEDLINE (Ovid: 1946 to 18.10.22); PsycINFO 
(Ovid: 1806 to Week 2 October 2022); EMBASE (Ovid: 
1974–18.10.22); CINAHL Plus with Full Text (EBSCOHost: 
1986 to 18.10.22); Web of Science Core Collection (Thomson 
Reuters: 1970 to 18.10.22); Scopus (Elsevier: 1970 to 18.10.22); 
Cochrane Library (including Cochrane Database of Systematic 
Reviews (CDSR); Cochrane Central Register of Controlled 
Trials (CENTRAL); Cochrane Methodology Register (CMR); 
Database of Abstracts of Reviews of Effects (DARE); Health 
Technology Assessment Database (HTA); NHS Economic 
Evaluation Database (EED) (Wiley: 1996 to 18.10.22); AMED 
(Ovid: 1985 to 18.10.22); ASSIA: Applied Social Sciences Index 
and Abstracts (ProQuest: 1987 to 18.10.22); LILACS (Bireme 
1982 to 1.11.16).

A search was conducted in PROSPERO for ongoing reviews 
in the same topic area. Research in progress was identified 
through the ISRCTN registry (www.isrctn.com) and Clinical 
Trials (www.clinicaltrials.gov) websites. Hand searches of 
reference lists of relevant papers were conducted, and citation 
searches were undertaken using SCOPUS and Google Scholar.

Three researchers independently assessed titles and 
abstracts using a PICO (Participants, Intervention, 
Comparator, Outcomes) screening and selection tool and 
shortlisted studies for inclusion. Full texts were obtained for 
all shortlisted articles and two reviewers assessed them for 
inclusion in the review. Any discrepancies were resolved 
through discussion, with the involvement of a third reviewer 
(KR), a senior member of the research team, who supported 
the researchers screening studies to resolve any discrepancies 
and make a final decision if necessary.

Data extraction sheets were developed and piloted based on 
outcomes identified in the PICO selection tool (appendix 2). 
Three researchers (RM, JFS and BDP) extracted data indepen-
dently; discrepancies were resolved through discussion. Data 
were extracted on the following elements: Participant demo-
graphics; Description of intervention and program using the 
template for intervention description and replication (TIDieR) 
(18); Details of mentor training; Logistical challenges; Primary 
outcome (activities, participation, social interaction, 

community integration); Secondary outcomes (measures of 
mood; measures of life satisfaction and quality of life; measures 
of disability management; measures of behavior management; 
measures of confidence; measures of resilience; measures of 
participant feedback; adverse events; other outcomes); study 
design.

Due to the broad range of methodologies included in the 
review, studies were assessed for quality and risk of bias using 
the Mixed Methods Appraisal Tool (MMAT) – Version 2018 
(19). This tool is designed for reviews including qualitative, 
quantitative, and mixed methods studies.

Meta-analysis was inappropriate due to the scarcity of stu-
dies and the heterogeneity of designs. Therefore, a narrative 
synthesis of the data was undertaken in accordance with pub-
lished guidelines (20). This focused on both the implementa-
tion and effectiveness of the interventions.

Results

The screening process resulted in 12 studies, reporting on 11 
interventions being included in the review (Figure 1), published 
between 2002 and 2022. Two studies reported findings about the 
same trial [SUPERB feasibility trial] in two manuscripts, one 
presented the main trial results (21), and another one presented 
the post-intervention interviews of the trial (22). A third study 
evaluating the fidelity of the SUPERB feasibility trial (23) was 
excluded because the quantitative and qualitative findings of the 
trial were reported in the other two papers (21,22); thus, the 
fidelity study did not report any new information for the review. 
The PRISMA 2020 Checklist is presented in appendix 3.

Five studies were conducted in the United States (24–28), 
three in Canada (29–31), three in the UK (21,22,32), and one 
in New Zealand (33). Appendix 4 includes the Template for 
Intervention Description and Replication (TIDieR) checklist 
(18) for the 13 interventions identified in the review.

Quality assessment and summary of study designs

The studies included a randomized controlled trial (RCT) (26), 
a feasibility RCT (21), a pilot RCTs (27), a pilot feasibility RCT 
(30), two case studies (28,29), two qualitative studies (22,33), 
a concurrent mixed methods design with no control group 
(25), a co-design and feasibility testing study (32), a mixed 
methods pilot study (31), and a quantitative before-and-after 
study with no control group (24). A summary of the study 
characteristics is presented in Table 1.

The wide range of study designs meant comparing them in 
terms of quality was not possible. The quality assessment of 
each study according to the MMAT 2018 criteria (19) is pre-
sented in Table 2.

Participants characteristics

The demographic characteristics of mentors and mentees are 
presented in Table 1. Study populations included adults with 
stroke or post-stroke aphasia (21,22,32); adults with TBI 
(27,30,33); adolescents with encephalitis (mentee) and TBI 
(mentor) (28); adults with TBI and family members (men-
tors and mentees) (25); adults with a brain tumor (31); 
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young people (16–26 year-olds) with neurological conditions 
(including TBI) (mentees); adults with neurological condi-
tions, rehabilitation professionals or family members (men-
tors) (24); adult stroke survivors (mentors and mentees), 
plus health professionals, program coordinators and care 
partners (for qualitative evaluation) (29); adults (16 years 
old and over) with TBI and significant others (mentors and 
mentees) (26).

The two service description papers reported delivering sup-
port to 200 TBI survivors from 1994–1996, with 22 peer 
supporters and 19 stroke survivors with four mentors.

The studies included information regarding the eligibil-
ity criteria and desirable characteristics to recruit the men-
tors. The most common characteristics reported were being 
a good listener (22,25,28,31), having empathy (22,25,28,31), 
being able to share life experiences (22,31,33), willingness/ 
motivation to help others (25,26,28,30,32), and having ade-
quate personal adjustment (24–28).

Effectiveness of peer mentoring intervention in 
enhancing participation

The key outcome measures of interest in this review are sum-
marized in Table 1.

Intervention outcomes

There was no evidence that peer mentoring interventions 
improved participation outcomes in people with ABI. This 
came from one RCT (26), one pilot feasibility trial (30), 
one pilot RCT (27), one feasibility RCT (21), one pilot 
concurrent mixed methods study (25), a case study (28), 
and a before and after non-randomized study (24). The 
heterogeneity in the study designs and outcome measures 
used meant metanalysis was not possible.

The RCT by Hanks et al. (26). found that the mentored 
TBI group showed lower scores than the control group in 
the Community Integration Measure (CIM). The pilot fea-
sibility RCT by Levy et al. (30). found no significant 
change in the community integration questionnaire 
(CIQ). Hilari et al. (21). found a small but not-significant 
improvement in the general health questionnaire (GHQ- 
12), and no change in the CIQ. Hibbard et al. (25) found 
no impact on the social support section of the Traumatic 
Brain Injury-Mentoring Partnership Program question-
naire. Mentored participants in the study by Struchen 
et al. (27). showed an increase in perceived social support, 
while the control group showed a decline. This group also 
experienced a non-significant increase in social activity 
levels (27).

Figure 1. PRISMA 2020 flow chart.

BRAIN INJURY 3



Ta
bl

e 
1.

 S
um

m
ar

y 
of

 s
tu

di
es

 in
cl

ud
ed

 in
 t

he
 s

ys
te

m
at

ic
 r

ev
ie

w
.

Au
th

or
, 

Co
un

tr
y,

 a
nd

 
st

ud
y 

de
si

gn
Pa

rt
ic

ip
an

ts
In

te
rv

en
tio

n 
&

 s
et

tin
g

M
en

te
e 

el
ig

ib
ili

ty
M

en
to

r 
el

ig
ib

ili
ty

O
ut

co
m

es

Ko
la

ko
w

sk
y-

 
H

ay
ne

r 
et

 a
l. 

(2
01

2)
 

U
SA

 
Be

fo
re

 a
nd

 
af

te
r 

st
ud

y 
– 

no
n-

 
ra

nd
om

iz
ed

.

M
en

te
es

: 8
9 

(6
1 

m
en

, 2
8 

w
om

en
). 

Ag
e 

20
.5

 (2
1.

0)
 

Et
hn

ic
ity

: w
hi

te
 3

0 
(3

3.
7%

), 
H

is
pa

ni
c 

38
 (4

2.
69

%
), 

As
ia

n 
10

 (1
1.

23
%

), 
ot

he
r 

11
 (6

.7
4%

) 
Co

nd
iti

on
: T

BI
 5

7 
(6

4%
), 

SC
I 2

5 
(2

8%
), 

ot
he

r 
11

 (6
.7

4%
). 

Ed
uc

at
io

n:
 n

o 
hi

gh
 s

ch
oo

l d
ip

lo
m

a 
28

 (3
1.

5%
), 

hi
gh

 s
ch

oo
l d

ip
lo

m
a 

32
 

(3
5.

95
%

), 
co

lle
ge

 2
8 

(3
1.

4%
). 

M
en

to
rs

: 1
21

 t
ra

in
ed

 m
en

to
rs

. M
os

t 
w

er
e 

w
or

ki
ng

 (5
7%

), 
30

%
 a

tt
en

de
d 

sc
ho

ol
, a

nd
 1

3%
 w

er
e 

re
tir

ed
. M

os
t 

m
en

to
rs

 w
er

e 
m

al
e 

(5
8%

) a
nd

 
in

cl
ud

ed
 2

9%
 w

ith
 T

BI
, 3

1%
 S

CI
, 4

%
 

ce
re

br
al

 p
al

sy
, 7

%
 w

ith
 o

th
er

 
di

sa
bi

lit
ie

s,
 a

nd
 2

8%
 w

ith
ou

t 
di

sa
bi

lit
y 

bu
t 

w
ho

 w
er

e 
ei

th
er

 
em

pl
oy

ed
 in

 t
he

 r
eh

ab
ili

ta
tio

n 
fie

ld
 

or
 w

er
e 

th
e 

ca
re

gi
ve

r 
of

 a
 fa

m
ily

 
m

em
be

r 
w

ith
 a

 d
is

ab
ili

ty
.

Th
e 

Ba
ck

 o
n 

Tr
ac

k 
to

 S
uc

ce
ss

 M
en

to
rin

g 
Pr

og
ra

m
. 

To
 im

pr
ov

e 
th

e 
ab

ili
ty

 o
f a

n 
in

di
vi

du
al

 w
ith

 d
is

ab
ili

tie
s 

to
 a

cc
es

s 
an

d 
m

ax
im

al
ly

 u
til

iz
e 

th
e 

se
rv

ic
es

 
an

d 
pr

og
ra

m
s 

th
at

 a
re

 a
va

ila
bl

e 
in

 
th

e 
co

m
m

un
ity

. 
Co

m
m

un
ity

 s
et

tin
g.

 In
-p

er
so

n,
 

te
le

ph
on

e,
 o

r 
el

ec
tr

on
ic

 m
ai

l 
m

et
ho

ds
. 

M
in

im
um

 o
f 3

 c
on

ta
ct

s 
pe

r 
m

on
th

. 
D

ur
at

io
n 

is
 n

ot
 ti

m
e-

lim
ite

d 
bu

t a
 2

4-
 

m
on

th
 m

en
to

rin
g 

w
in

do
w

 a
pp

lie
d 

fo
r 

pu
rp

os
es

 o
f a

ss
es

sm
en

t.

In
di

vi
du

al
s 

w
ith

 T
BI

, S
CI

 a
nd

 o
th

er
 

ne
ur

ol
og

ic
al

 c
on

di
tio

ns
 b

et
w

ee
n 

th
e 

ag
es

 o
f 1

6 
an

d 
26

 w
ho

 w
er

e 
un

ab
le

 
to

 r
et

ur
n 

to
 s

ch
oo

l, 
in

iti
at

e 
or

 r
et

ur
n 

to
 w

or
k 

or
 s

ch
oo

l, 
or

 s
im

pl
y 

re
tu

rn
 to

 
th

ei
r p

re
vi

ou
s 

le
ve

l o
f p

ar
tic

ip
at

io
n 

in
 

th
e 

co
m

m
un

ity
.

M
in

im
um

 2
 y

ea
rs

 p
os

t-
in

ju
ry

. H
ig

h 
le

ve
l 

of
 a

cc
ep

ta
nc

e 
an

d 
su

cc
es

sf
ul

 
in

te
gr

at
io

n 
in

to
 t

he
 c

om
m

un
ity

 (e
.g

., 
w

or
ki

ng
, o

r 
po

st
-s

ec
on

da
ry

 
ed

uc
at

io
n)

.

D
RS

; M
2P

I-V
4;

 S
RS

; C
H

AR
T-

SF
; S

W
LS

. 
Pr

og
ra

m
 s

at
is

fa
ct

io
n 

qu
es

tio
nn

ai
re

.

H
ib

ba
rd

 e
t 

al
. 

(2
00

2)
 

U
SA

 
Pi

lo
t 

co
nc

ur
re

nt
 

m
ix

ed
 

m
et

ho
ds

 
de

si
gn

.

M
en

te
es

: T
w

en
ty

 p
ar

tn
er

s 
(1

1 
in

di
vi

du
al

s 
w

ith
 T

BI
; 9

 fa
m

ily
 

m
em

be
rs

) (
6 

m
en

, 1
4 

w
om

en
) 

Et
hn

ic
ity

: A
fr

ic
an

- 
Am

er
ic

an
 4

 (2
0%

), 
W

hi
te

 1
4 

(7
0%

), 
ot

he
r 

2 
(1

0%
). 

Ag
e:

 U
nd

er
 1

9 
1 

(5
%

), 
19

–3
0 

1 
(5

%
), 

31
–4

5 
12

 (6
0%

), 
46

 +
 6

 (3
0%

). 
M

en
to

rs
: 1

14
 m

en
to

rs
 w

er
e 

tr
ai

ne
d,

 
70

%
 w

er
e 

in
di

vi
du

al
s 

w
ith

 T
BI

.

Th
e 

TB
I M

en
to

rin
g 

Pa
rt

ne
rs

hi
p 

(T
BI

- 
M

PP
). 

Co
m

m
un

ity
 S

et
tin

g.
 

Pr
ed

om
in

an
tly

 t
el

ep
ho

ne
 w

ith
 s

om
e 

fa
ce

-t
o-

fa
ce

 c
on

ta
ct

s.
 

Th
e 

du
ra

tio
n 

of
 t

he
 p

ar
tn

er
sh

ip
 a

nd
 

its
 in

te
ns

ity
 a

re
 m

ut
ua

l d
ec

is
io

ns
 o

f 
th

e 
m

en
to

r 
an

d 
hi

s 
or

 h
er

 p
ar

tn
er

.

Ex
cl

ud
ed

 if
; r

is
k 

of
 s

ui
ci

da
l o

r 
vi

ol
en

t 
be

ha
vi

or
; h

ad
 p

sy
ch

ia
tr

ic
/s

ub
st

an
ce

 
ab

us
e 

pr
ob

le
m

s;
 In

ab
ili

ty
 t

o 
ar

tic
ul

at
e 

re
as

on
s 

fo
r 

w
an

tin
g 

pe
er

 
su

pp
or

t; 
no

 p
er

so
na

l i
nt

er
es

t 
in

 
re

ce
iv

in
g 

pe
er

 s
up

po
rt

; e
xc

es
si

ve
 

ne
ga

tiv
ity

, a
ng

er
/v

ol
at

ili
ty

; s
ev

er
e 

co
gn

iti
ve

 im
pa

irm
en

ts
; n

o 
aw

ar
en

es
s 

of
 b

ra
in

 in
ju

ry
 e

ffe
ct

s;
 n

o 
de

si
re

 t
o 

ch
an

ge
 li

fe
 s

itu
at

io
n.

W
ill

in
gn

es
s 

an
d 

m
ot

iv
at

io
n 

to
 h

el
p 

ot
he

rs
, s

uc
ce

ss
fu

l p
er

so
na

l 
ad

ju
st

m
en

t 
af

te
r 

TB
I, 

ad
eq

ua
te

 
in

si
gh

t 
in

to
 p

er
so

na
l l

im
ita

tio
ns

 a
nd

 
st

re
ng

th
s;

 a
n 

ab
se

nc
e 

of
 c

ur
re

nt
 

se
rio

us
 p

sy
ch

ia
tr

ic
 p

ro
bl

em
s;

 a
n 

ab
ili

ty
 t

o 
lis

te
n 

an
d 

em
pa

th
iz

e;
 a

n 
ab

ili
ty

 t
o 

in
hi

bi
t 

pe
rs

on
al

 r
es

po
ns

es
 

an
d 

vi
ew

s 
or

 o
pi

ni
on

s 
w

he
n 

ne
ce

ss
ar

y.

In
te

rv
ie

w
 a

ss
es

si
ng

 im
pa

ct
s 

of
 p

ee
r 

su
pp

or
t o

n 
em

po
w

er
m

en
t, 

qu
al

ity
 o

f 
lif

e,
 m

oo
d,

 s
ki

lls
 a

nd
 k

no
w

le
dg

e,
 a

nd
 

so
ci

al
 s

up
po

rt
s;

 in
-d

ep
th

 q
ua

lit
at

iv
e 

in
te

rv
ie

w
 fo

cu
se

d 
on

 t
he

 s
pe

ci
fic

 
be

ne
fit

s/
lim

ita
tio

ns
 o

f t
he

 p
ro

gr
am

. 
In

te
rv

ie
w

 q
ue

st
io

ns
 a

da
pt

ed
 fr

om
 

fo
ur

 e
xi

st
in

g 
m

ea
su

re
s:

 Q
RS

-S
F,

 F
CB

, 
SS

Q
-S

R,
 a

nd
 E

m
po

w
er

m
en

t 
Sc

al
e.

H
an

ks
 e

t 
al

. 
(2

01
2)

 
U

SA
 

Si
ng

le
 s

ite
 

Ra
nd

om
iz

ed
 

Co
nt

ro
lle

d 
Tr

ia
l.

M
en

te
es

: 4
7 

(4
2 

m
en

, 5
 w

om
en

). 
M

ea
n 

ag
e 

−
 3

8.
46

 (S
D

 1
7.

60
); 

Ed
uc

at
io

n 
ye

ar
s 

−
 1

1.
6 

(S
D

 2
.2

1)
, G

CS
 

−
 9

.3
9 

(S
D

 4
.5

2)
 

Po
st

-t
ra

um
at

ic
 c

on
fu

si
on

 −
 2

4 
ho

ur
s 

(S
D

 1
6.

19
). 

Et
hn

ic
ity

: B
la

ck
 −

 3
4 

(7
2.

34
%

), 
w

hi
te

 
−

 1
3 

(2
7.

65
%

); 
m

ar
rie

d 
−

 4
 (8

.5
%

). 
M

en
to

rs
: N

o 
in

fo
rm

at
io

n.

Co
m

m
un

ity
 S

et
tin

g.
 

M
ee

t 
an

d/
or

 t
al

k 
vi

a 
te

le
ph

on
e.

 
M

en
to

rs
 a

rr
an

ge
d 

fo
r 

a 
m

ee
tin

g 
w

ith
in

 2
 w

ee
ks

 o
f i

ni
tia

l c
on

ta
ct

 a
nd

 
w

er
e 

re
qu

es
te

d 
to

 m
ee

t 
an

d/
or

 t
al

k 
vi

a 
te

le
ph

on
e 

at
 le

as
t 

w
ee

kl
y 

fo
r 

th
e 

fir
st

 m
on

th
, b

iw
ee

kl
y 

fo
r 

th
e 

ne
xt

 2
 

to
 3

 m
on

th
s,

 a
nd

 t
he

n 
m

on
th

ly
 fo

r 
th

e 
re

m
ai

nd
er

 o
f t

he
 fi

rs
t 

ye
ar

. 
Co

nt
ac

t 
m

or
e 

fr
eq

ue
nt

 t
ha

n 
th

es
e 

m
in

im
um

 g
ui

de
lin

es
 w

er
e 

en
co

ur
ag

ed
.

TB
I s

ur
vi

vo
rs

: >
16

. M
us

t 
be

 c
le

ar
 o

f 
po

st
-t

ra
um

at
ic

 a
m

ne
si

a.
 

Si
gn

ifi
ca

nt
 o

th
er

s:
 >

18
, k

ne
w

 t
he

 
ca

re
 r

ec
ip

ie
nt

 p
rio

r 
to

 b
ra

in
 in

ju
ry

 
an

d 
co

ns
id

er
ed

 t
o 

be
 a

ct
iv

e 
ca

re
r.

M
en

to
r 

ca
nd

id
at

es
 w

er
e 

ev
al

ua
te

d 
on

 
so

ci
al

 c
om

pe
te

nc
y 

(r
at

ed
 b

y 
su

pe
rv

is
or

y/
tr

ai
ni

ng
 s

ta
ff)

., 
w

ill
in

gn
es

s 
to

 t
al

k 
op

en
ly

 a
bo

ut
 

di
sa

bi
lit

y 
an

d 
lif

e 
ex

pe
rie

nc
es

, 
m

ot
iv

at
io

n,
 a

nd
 c

om
m

itm
en

t 
to

 
pa

rt
ic

ip
at

io
n.

 M
en

to
rs

 p
ar

tic
ip

at
ed

 in
 

20
 h

ou
rs

 o
f t

ra
in

in
g.

Pe
er

 M
en

to
rin

g 
Q

ue
st

io
nn

ai
re

; B
rie

f 
Sy

m
pt

om
 In

ve
nt

or
y-

18
; F

am
ily

 
As

se
ss

m
en

t D
ev

ic
e;

 C
op

in
g 

In
ve

nt
or

y 
fo

r 
St

re
ss

fu
l S

itu
at

io
ns

; S
ho

rt
 

M
ic

hi
ga

n 
Al

co
ho

l S
cr

ee
ni

ng
 T

es
t; 

M
ed

ic
al

 O
ut

co
m

es
 S

tu
dy

 1
2-

Ite
m

 
Sh

or
t-

Fo
rm

 H
ea

lth
 S

ur
ve

y;
 a

nd
 C

IM
.

(C
on

tin
ue

d)

4 B. DE DIOS PEREZ ET AL.



Ta
bl

e 
1.

 (C
on

tin
ue

d)
.

Au
th

or
, 

Co
un

tr
y,

 a
nd

 
st

ud
y 

de
si

gn
Pa

rt
ic

ip
an

ts
In

te
rv

en
tio

n 
&

 s
et

tin
g

M
en

te
e 

el
ig

ib
ili

ty
M

en
to

r 
el

ig
ib

ili
ty

O
ut

co
m

es

St
ru

ch
en

 e
t 

al
. 

(2
01

1)
 

U
SA

 
Pi

lo
t 

ra
nd

om
iz

ed
 

co
nt

ro
lle

d 
tr

ia
l.

M
en

te
es

: 3
0:

 m
en

to
re

d 
12

, w
ai

tli
st

 1
8 

(2
4 

m
en

, 6
 w

om
en

). 
Ag

e 
31

.7
 (1

1.
7)

. 
ed

uc
at

ed
 t

o 
ab

ov
e 

hi
gh

 s
ch

oo
l l

ev
el

 
19

 (6
3.

3%
), 

ed
uc

at
ed

 t
o 

hi
gh

 s
ch

oo
l 

le
ve

l o
r 

be
lo

w
 1

0 
(3

3.
33

%
). 

Et
hn

ic
ity

: w
hi

te
 1

4 
(4

6.
7%

), 
bl

ac
k 

7 
(2

3.
3%

), 
H

is
pa

ni
c 

8 
(2

6.
7%

). 
Re

la
tio

ns
hi

p 
st

at
us

: m
ar

rie
d 

4 
(1

3.
3%

), 
un

m
ar

rie
d 

26
 (8

6.
7%

) 
In

ju
ry

 s
ev

er
ity

: s
ev

er
e 

22
 (7

3.
3%

), 
m

ild
 6

 (2
0%

). 
M

ea
n 

tim
e 

po
st

-in
ju

ry
 

3.
5 

(4
.1

) m
on

th
s.

 
M

en
to

rs
: 1

1 
(7

 m
en

, 4
 w

om
en

), 
ag

e 
36

.3
 (1

3.
1)

, 
Et

hn
ic

ity
: w

hi
te

 9
 (8

1.
8%

), 
bl

ac
k 

1 
(9

.0
9%

), 
H

is
pa

ni
c 

1 
(9

.0
9%

). 
In

ju
ry

 s
ev

er
ity

: s
ev

er
e 

8 
(7

2.
7%

), 
m

od
er

at
e 

1 
(9

.1
%

). 
M

ea
n 

tim
e 

po
st

- 
in

ju
ry

 9
 (6

.9
) m

on
th

s.

Co
m

m
un

ity
 s

et
tin

g.
 

So
ci

al
 p

ee
r 

m
en

to
rin

g 
pr

og
ra

m
. 

Pr
im

ar
y 

m
od

e 
w

as
 fa

ce
-t

o-
fa

ce
 

al
th

ou
gh

 p
ar

tic
ip

an
ts

 d
id

 h
av

e 
ot

he
r 

ty
pe

s 
of

 c
on

ta
ct

. O
nl

y 
in

-p
er

so
n 

co
nt

ac
ts

 w
er

e 
re

co
rd

ed
. 

In
te

nd
ed

 t
o 

be
 t

w
o 

ou
tin

gs
 p

er
 

m
on

th
 fo

r 
th

re
e 

m
on

th
s.

M
ed

ic
al

ly
 d

oc
um

en
te

d 
TB

I a
nd

 
co

m
m

un
ity

 d
w

el
lin

g.
 >

18
 y

ea
rs

 o
f 

ag
e.

 N
o 

lo
ng

er
 p

ar
tic

ip
at

in
g 

in
 re

ha
b 

pr
og

ra
m

.

M
ed

ic
al

ly
 d

oc
um

en
te

d 
TB

I a
nd

 
co

m
m

un
ity

 d
w

el
lin

g.
 >

18
 y

ea
rs

 o
f 

ag
e.

 N
o 

lo
ng

er
 p

ar
tic

ip
at

in
g 

in
 re

ha
b 

pr
og

ra
m

.

CH
AR

T-
SF

; S
AI

; C
en

tr
e 

fo
r 

Ep
id

em
io

lo
gi

ca
l S

tu
di

es
 D

ep
re

ss
io

n 
Sc

al
e;

 U
CL

A 
Lo

ne
lin

es
s 

Sc
al

e 
– 

Ve
rs

io
n 

3;
 6

-it
em

 In
te

rp
er

so
na

l 
Su

pp
or

t 
Ev

al
ua

tio
n 

Li
st

; S
at

is
fa

ct
io

n 
w

ith
 L

ife
 S

ca
le

; W
ee

kl
y 

So
ci

al
 A

ct
iv

ity
 

Su
rv

ey
; P

ee
r 

Pa
rt

ne
r 

Sa
tis

fa
ct

io
n 

Su
rv

ey
; M

en
to

r 
Sa

tis
fa

ct
io

n 
Su

rv
ey

.

Fr
aa

s 
&

 
Be

lle
ro

se
 

(2
00

9)
 

U
SA

 
Ca

se
 s

tu
dy

 o
f 

si
ng

le
 p

ar
in

g

M
en

te
e:

 1
4-

ye
ar

-o
ld

 m
al

e 
su

rv
iv

or
 o

f 
Ea

st
er

n 
Eq

ui
ne

 E
nc

ep
ha

lit
is

 in
 

Au
gu

st
 2

00
7.

 
M

en
to

r: 
26

-y
ea

r-
ol

d 
m

al
e 

w
ith

 T
BI

 
fr

om
 R

TA
 in

 J
ul

y 
20

06
.

M
en

to
r 

pr
og

ra
m

 fo
r 

ad
ol

es
ce

nt
s 

w
ith

 
ac

qu
ire

d 
br

ai
n 

in
ju

ry
. 

Fa
ce

-t
o-

fa
ce

, 9
:3

0a
m

 −
 2

pm
 o

ne
 d

ay
 

pe
r 

w
ee

k 
fo

r 
10

 w
ee

ks
.

Be
tw

ee
n 

th
e 

ag
es

 o
f 1

3–
18

; a
bs

en
ce

 o
f 

ps
yc

hi
at

ric
 o

r 
be

ha
vi

or
al

 is
su

es
; 

in
si

gh
t 

in
to

 p
er

so
na

l s
tr

en
gt

hs
 a

nd
 

lim
ita

tio
ns

; a
nd

 p
ar

en
ta

l c
on

se
nt

 t
o 

pa
rt

ic
ip

at
e.

W
ill

in
gn

es
s 

to
 s

up
po

rt
 a

 y
ou

ng
 s

ur
vi

vo
r 

of
 b

ra
in

 in
ju

ry
; a

bs
en

ce
 o

f p
sy

ch
ia

tr
ic

 
or

 b
eh

av
io

ra
l p

ro
bl

em
s;

 in
si

gh
t 

in
to

 
pe

rs
on

al
 s

tr
en

gt
hs

 a
nd

 li
m

ita
tio

ns
.

M
ay

o-
Po

rt
la

nd
 A

da
pt

ab
ili

ty
 In

ve
nt

or
y-

 
4,

 W
Q

LI
, Y

Q
O

L,
 T

BI
-M

PP
 re

tr
os

pe
ct

iv
e 

qu
es

tio
nn

ai
re

 
Pa

rt
ic

ip
an

t 
fe

ed
ba

ck
 a

nd
 s

at
is

fa
ct

io
n

(C
on

tin
ue

d)

BRAIN INJURY 5



Ta
bl

e 
1.

 (C
on

tin
ue

d)
.

Au
th

or
, 

Co
un

tr
y,

 a
nd

 
st

ud
y 

de
si

gn
Pa

rt
ic

ip
an

ts
In

te
rv

en
tio

n 
&

 s
et

tin
g

M
en

te
e 

el
ig

ib
ili

ty
M

en
to

r 
el

ig
ib

ili
ty

O
ut

co
m

es

H
ila

ri 
et

 a
l. 

(2
02

2)
 

U
K 

Si
ng

le
-b

lin
d,

 
pa

ra
lle

l- 
gr

ou
p 

fe
as

ib
ili

ty
 

ra
nd

om
iz

ed
 

co
nt

ro
lle

d 
tr

ia
l

M
en

te
es

: 2
8 

(1
5 

m
en

, 1
3 

w
om

en
). 

Ag
e 

70
.5

 (1
3.

7)
. 

Et
hn

ic
ity

: A
si

an
 1

 (3
.6

%
), 

Bl
ac

k 
11

 
(3

9.
3%

), 
W

hi
te

 1
5 

(5
3.

6%
), 

M
ix

ed
 1

 
(3

.6
%

). 
W

or
k 

pr
io

r 
to

 s
tr

ok
e:

 fu
ll-

tim
e 

5 
(1

7.
9%

), 
pa

rt
-t

im
e 

1 
(3

.6
%

), 
re

tir
ed

 1
9 

(6
7.

9%
), 

Lo
ok

in
g 

af
te

r h
om

e 
1 

(3
.6

%
), 

un
em

pl
oy

ed
 2

 (7
.1

%
). 

Ed
uc

at
io

n:
 D

id
 n

ot
 fi

ni
sh

 s
ch

oo
l 9

 
(3

2.
1%

), 
fin

is
he

d 
sc

ho
ol

 9
 (3

2.
1%

), 
fu

rt
he

r 
ed

uc
at

io
n 

5 
(1

7.
9%

), 
un

iv
er

si
ty

 d
eg

re
e 

5 
(1

7.
9%

). 
M

en
to

rs
: S

am
e 

as
 N

or
th

co
tt

 e
t 

al
.. 

(2
02

2)

Si
x 

1-
ho

ur
 p

ee
r-

be
fr

ie
nd

in
g 

vi
si

ts
 o

ve
r 

th
re

e 
m

on
th

s.
 

Fa
ce

-t
o-

Fa
ce

. A
t 

th
e 

pe
rs

on
’s 

ho
m

e,
 

or
 in

 th
e 

co
m

m
un

ity
 (e

.g
., 

lo
ca

l c
aff

e,
 

st
ro

ke
 c

lu
b,

 e
tc

.)

In
cl

us
io

n 
cr

it
er

ia
: P

eo
pl

e 
ag

ed
 >

18
  

ye
ar

s 
ol

d;
 p

re
-m

or
bi

dl
y 

flu
en

t 
in

 
En

gl
is

h;
 d

ia
gn

os
ed

 w
ith

 a
ph

as
ia

 d
ue

 
to

 s
tr

ok
e;

 e
xp

er
ie

nc
in

g 
lo

w
 le

ve
ls

 o
f 

di
st

re
ss

 (b
as

ed
 o

n 
D

ep
re

ss
io

n 
In

te
ns

ity
 S

ca
le

 C
irc

le
s 

(D
IS

CS
) 

cu
to

ffs
). 

Th
os

e 
ex

pe
rie

nc
in

g 
hi

gh
er

 
le

ve
ls

 o
f d

is
tr

es
s,

 e
ith

er
 r

ec
ei

ve
d 

or
 

w
er

e 
re

fe
rr

ed
 fo

r 
m

or
e 

ap
pr

op
ria

te
 

ps
yc

ho
lo

gi
ca

l s
up

po
rt

. 
Ex

cl
us

io
n 

cr
it

er
ia

: d
ia

gn
os

ed
 w

ith
 

co
nd

iti
on

s 
aff

ec
tin

g 
co

gn
iti

on
 o

r 
m

en
ta

l h
ea

lth
; e

xp
er

ie
nc

in
g 

se
ve

re
 

un
co

rr
ec

te
d 

vi
su

al
 o

r 
he

ar
in

g 
pr

ob
le

m
s;

 d
ia

gn
os

ed
 w

ith
 s

ev
er

e 
or

 
po

te
nt

ia
lly

 t
er

m
in

al
 c

o-
m

or
bi

di
tie

s;
 

an
d 

di
sc

ha
rg

ed
 o

ut
si

de
 o

f t
he

 
bo

ro
ug

h 
of

 t
he

 r
ec

ru
iti

ng
 h

os
pi

ta
l.

Pe
op

le
 w

ith
 m

ild
-m

od
er

at
e 

ap
ha

si
a 

an
d 

1-
ye

ar
 p

os
t-

st
ro

ke
, n

om
in

at
ed

 b
y 

co
m

m
un

ity
 s

er
vi

ce
s 

an
d 

sc
re

en
ed

 b
y 

th
e 

tr
ia

l m
an

- 
ag

er
. 

Th
e 

sa
m

e 
ex

cl
us

io
n 

cr
ite

ria
 a

pp
lie

d 
to

 s
ig

ni
fic

an
t 

ot
he

rs
 a

nd
 p

ee
r-

 
be

fr
ie

nd
er

s,
 b

ar
 d

is
ch

ar
ge

 
de

st
in

at
io

n.

G
H

Q
-1

2;
 C

om
m

un
ic

at
io

n 
Pa

rt
ic

ip
at

io
n 

Ite
m

 B
an

k;
 C

IQ
; D

IS
Cs

; W
ar

w
ic

k 
Ed

in
bu

rg
h 

M
en

ta
l W

el
lb

ei
ng

 S
ca

le
; 

Co
m

m
un

ic
at

io
n 

Co
nfi

de
nc

e 
Ra

tin
g 

Sc
al

e 
fo

r 
pe

op
le

 w
ith

 A
ph

as
ia

; 
Fr

ie
nd

sh
ip

 S
ca

le

N
or

th
co

tt
 e

t 
al

. 
(2

02
2)

 
U

K 
Q

ua
lit

at
iv

e 
st

ud
y 

ex
pl

or
in

g 
ex

pe
rie

nc
es

 
du

rin
g 

SU
PE

RB
 

fe
as

ib
ili

ty
 

tr
ia

l

M
en

to
rs

: 1
0 

(2
 m

en
, 8

 w
om

en
). 

Ag
e 

(m
ea

n,
 S

D
): 

54
.2

 y
ea

rs
 (8

.4
); 

ra
ng

e:
 

42
–7

2.
 

Et
hn

ic
ity

: W
hi

te
 6

 (6
0%

), 
bl

ac
k 

4 
(4

0%
). 

Em
pl

oy
m

en
t: 

Vo
lu

nt
ee

r 
w

or
k 

5 
(5

0%
), 

Re
tir

ed
 p

rio
r t

o 
st

ro
ke

 1
 (1

0%
), 

Re
tir

ed
 b

ec
au

se
 o

f s
tr

ok
e 

1 
(1

0%
) 

U
ne

m
pl

oy
ed

 3
 (3

0%
). 

W
or

k 
pr

io
r 

to
 s

tr
ok

e:
 F

ul
l-t

im
e 

pa
id

 
w

or
k 

7 
(7

0%
), 

Pa
rt

-t
im

e 
pa

id
 w

or
k 

2 
(2

0%
), 

Re
tir

ed
 p

rio
r t

o 
st

ro
ke

 1
 (1

0%
). 

Ed
uc

at
io

n:
 D

id
 n

ot
 fi

ni
sh

 s
ch

oo
l 2

 
(2

0%
), 

fin
is

he
d 

sc
ho

ol
 2

 (2
0%

), 
Fu

rt
he

r 
ed

uc
at

io
n 

qu
al

ifi
ca

tio
n 

(n
ot

 
un

iv
er

si
ty

) 4
 (4

0%
), 

U
ni

ve
rs

ity
 d

eg
re

e 
2 

(2
0%

). 
Ab

le
 t

o 
dr

iv
e:

 N
o 

6 
(6

0%
), 

Ye
s 

4 
(4

0%
).

Po
st

-in
te

rv
en

tio
n 

in
te

rv
ie

w
s

M
as

te
rs

on
 e

t a
l. 

(2
02

0)
 

U
K 

Co
-d

es
ig

n 
pe

er
-le

d 
co

ac
hi

ng
 

in
te

rv
en

tio
n 

an
d 

fe
as

ib
ili

ty
 

te
st

in
g

M
en

te
es

: 5
 (2

 m
en

, 3
 w

om
en

) 
Ag

e:
 5

8.
4 

(1
3.

98
) 

U
ne

m
pl

oy
ed

 
M

en
to

rs
: N

ot
 p

ro
vi

de
d

Si
x 

co
ac

hi
ng

 s
es

si
on

s,
 la

st
in

g 
up

 t
o 

1 
ho

ur
. 

Fa
ce

-t
o-

fa
ce

 
Pu

bl
ic

 s
et

tin
g 

(e
.g

., 
ca

fe
, l

ib
ra

ry
, e

tc
.)

Pa
tie

nt
s 

ad
m

itt
ed

 t
o 

ho
sp

ita
l w

ith
 

a 
di

ag
no

si
s 

of
 s

tr
ok

e 
w

ith
in

 t
he

 p
rio

r 
6 

m
on

th
s,

 h
ad

 b
ee

n 
di

sc
ha

rg
ed

, a
nd

 
re

si
di

ng
 in

 c
om

m
un

ity
 s

et
tin

g.

N
ot

 c
le

ar
. 

St
ro

ke
 s

ur
vi

vo
rs

Po
st

-in
te

rv
en

tio
n 

in
te

rv
ie

w
s

(C
on

tin
ue

d)

6 B. DE DIOS PEREZ ET AL.



Ta
bl

e 
1.

 (C
on

tin
ue

d)
.

Au
th

or
, 

Co
un

tr
y,

 a
nd

 
st

ud
y 

de
si

gn
Pa

rt
ic

ip
an

ts
In

te
rv

en
tio

n 
&

 s
et

tin
g

M
en

te
e 

el
ig

ib
ili

ty
M

en
to

r 
el

ig
ib

ili
ty

O
ut

co
m

es

Ke
rs

te
n 

et
 a

l. 
(2

01
8)

 
N

ew
 Z

ea
la

nd
 

Q
ua

lit
at

iv
e 

st
ud

y

M
en

te
es

: 6
 (4

 m
en

, 2
 w

om
en

). 
Ag

e 
ra

ng
e 

18
–4

6.
 

In
ju

ry
 s

ev
er

ity
: s

ev
er

e 
5 

(8
3.

33
%

), 
m

od
er

at
e 

1 
(1

6.
67

%
). 

Et
hn

ic
ity

: M
āo

ri 
1 

(1
6.

67
%

), 
M

āo
ri/

 
Sa

m
oa

n 
1 

(1
6.

67
%

), 
N

ew
 Z

ea
la

nd
 

Eu
ro

pe
an

 4
 (6

6.
67

%
) 

Pr
ei

nj
ur

y 
Em

pl
oy

m
en

t: 
St

ud
yi

ng
 1

 
(1

6.
67

%
), 

w
or

ki
ng

 fu
ll-

tim
e 

3 
(5

0%
), 

w
or

ki
ng

 p
ar

t-
tim

e 
2 

(3
3.

33
%

) 
M

en
to

rs
: 6

 (4
 m

en
, 2

 w
om

en
). 

Ag
e 

ra
ng

e 
21

–5
9.

 
In

ju
ry

 s
ev

er
ity

: s
ev

er
e 

4 
(6

6.
67

%
), 

m
od

er
at

e 
2 

(3
3.

33
%

). 
Et

hn
ic

ity
: M

āo
ri 

1 
(1

6.
67

%
), 

N
ew

 
Ze

al
an

d 
Eu

ro
pe

an
 5

 (8
3.

33
%

) 
Pr

ei
nj

ur
y 

Em
pl

oy
m

en
t: 

St
ud

yi
ng

 2
 

(3
3.

33
%

), 
w

or
ki

ng
 fu

ll-
tim

e 
2 

(3
3.

33
%

), 
w

or
ki

ng
 p

ar
t-

tim
e 

2 
(3

3.
33

%
)

U
p 

to
 s

ix
 fa

ce
-t

o-
fa

ce
 s

es
si

on
s 

be
tw

ee
n 

a 
m

en
te

e 
an

d 
a 

m
en

to
r 

ov
er

 
a 

6-
m

on
th

 p
er

io
d.

 
Ac

tiv
iti

es
 c

on
du

ct
ed

 in
 t

he
 

co
m

m
un

ity
. 

Th
e 

se
ss

io
ns

 fo
cu

se
d 

on
 b

ui
ld

in
g 

ra
pp

or
t, 

ex
pl

or
in

g 
ho

pe
s 

fo
r, 

an
d 

su
pp

or
tin

g 
pa

rt
ic

ip
at

io
n 

af
te

r 
di

sc
ha

rg
e 

th
ro

ug
h 

fu
rt

he
r 

m
ee

tin
gs

 a
nd

 s
up

po
rt

ed
 c

om
m

un
ity

 
ac

tiv
iti

es
.

In
cl

us
io

n 
Cr

it
er

ia
: A

ge
d 

ov
er

 1
5,

 
m

od
er

at
e 

or
 s

ev
er

e 
TB

I, 
im

m
in

en
t 

di
sc

ha
rg

e 
fr

om
 in

pa
tie

nt
 

re
ha

bi
lit

at
io

n,
 li

vi
ng

 in
 t

he
 g

re
at

er
 

Au
ck

la
nd

 r
eg

io
n.

 
Ex

cl
us

io
n 

cr
it

er
ia

: u
na

bl
e 

to
 

co
m

m
un

ic
at

e 
in

 a
 w

ay
 t

ha
t 

en
ab

le
d 

en
ga

ge
m

en
t 

w
ith

 a
 m

en
to

r, 
an

d 
m

ed
ic

al
 c

on
di

tio
n 

th
at

 p
re

cl
ud

ed
 

th
ei

r 
pa

rt
ic

ip
at

io
n

Ag
ed

 o
ve

r 
18

, m
od

er
at

e 
or

 s
ev

er
e 

TB
I, 

di
sc

ha
rg

ed
 fr

om
 in

pa
tie

nt
 

re
ha

bi
lit

at
io

n 
1–

5 
ye

ar
s 

ag
o,

 li
vi

ng
 in

 
th

e 
gr

ea
te

r 
Au

ck
la

nd
 r

eg
io

n.

Po
st

-in
te

rv
en

tio
n 

in
te

rv
ie

w
s

Le
vy

 e
t 

al
. 

(2
02

1)
 

Ca
na

da
 

Pi
lo

t 
fe

as
ib

ili
ty

 
ra

nd
om

iz
ed

 
co

nt
ro

lle
d 

tr
ia

l

M
en

te
es

: 6
 (4

 m
en

, 2
 w

om
en

). 
Ag

e 
50

.8
 

(1
2.

92
). 

M
ar

ita
l s

ta
tu

s:
 m

ar
rie

d 
3 

(5
0%

), 
Si

ng
le

 2
 (3

3.
3%

), 
Se

pa
ra

te
d 

1 
(1

6.
7%

) 
Ed

uc
at

io
n:

 H
ig

h 
sc

ho
ol

 1
 (1

6.
7%

), 
so

m
e 

co
lle

ge
 1

 (1
6.

7%
), 

gr
ad

ua
te

d 
fr

om
 c

ol
le

ge
 2

 (3
3.

3%
), 

U
ni

ve
rs

ity
 2

 
(3

3.
3%

). 
Se

ve
rit

y 
of

 in
ju

ry
: M

od
er

at
e 

2 
(3

3.
3%

), 
Se

ve
re

 4
 (6

6.
7%

) 
M

en
to

rs
: 6

 (3
 m

en
, 3

 w
om

en
). 

Ag
e 

51
.0

 (8
.1

7)
. 

M
ar

ita
l s

ta
tu

s:
 m

ar
rie

d 
3 

(5
0%

), 
Si

ng
le

 2
 (3

3.
3%

), 
Se

pa
ra

te
d 

1 
(1

6.
7%

). 
Ed

uc
at

io
n:

 S
om

e 
co

lle
ge

 1
 (1

6.
7%

), 
gr

ad
ua

te
d 

fr
om

 c
ol

le
ge

 2
 (3

3.
3%

), 
U

ni
ve

rs
ity

 3
 (5

0%
). 

Ye
ar

s 
as

 m
en

to
r: 

<
1 

ye
ar

 2
 (3

3.
3%

), 
1–

5 
ye

ar
s 

3 
(5

0%
), 

6–
10

 y
ea

rs
 1

 
(1

6.
7%

)

O
BI

A 
Pe

er
 S

up
po

rt
 P

ro
gr

am
 

Fo
ur

 m
on

th
s 

in
te

rv
en

tio
n 

w
ith

 
m

ee
tin

gs
 o

nc
e 

a 
w

ee
k.

 
Co

m
m

un
ic

at
io

n 
be

tw
ee

n 
m

en
to

rs
 

an
d 

m
en

te
es

 m
os

tly
 v

ia
 t

el
ep

ho
ne

 
ca

ll 
la

st
in

g 
20

–4
0 

m
in

ut
es

.

In
cl

us
io

n:
 1

. w
er

e 
co

m
m

un
ity

 b
as

ed
 

(2
); 

ha
d 

m
od

er
at

e-
to

-s
ev

er
e 

TB
I (

3)
 

w
er

e 
18

 y
ea

rs
 o

f a
ge

 o
r 

ol
de

r 
(4

); 
w

er
e 

flu
en

t 
in

 E
ng

lis
h 

(5
); 

w
er

e 
ab

le
 

to
 p

ro
vi

de
 in

fo
rm

ed
 c

on
se

nt
 o

r 
ha

d 
an

 a
va

ila
bl

e 
pr

ox
y 

to
 p

ro
vi

de
 

in
fo

rm
ed

 c
on

se
nt

. 
Ex

cl
us

io
n:

 1
) h

ad
 p

re
vi

ou
sl

y 
pa

rt
ic

ip
at

ed
 in

 th
e 

O
BI

A 
Pe

er
 S

up
po

rt
 

Pr
og

ra
m

 o
r w

er
e 

cu
rr

en
tly

 p
ar

t o
f a

n-
 

ot
he

r 
pe

er
 s

up
po

rt
 o

r 
se

lf-
 

m
an

ag
em

en
t 

pr
og

ra
m

 (2
); 

w
er

e 
m

ed
ic

al
ly

 u
ns

ta
bl

e 
(3

); 
ha

d 
ac

tiv
e 

su
ic

id
al

 id
ea

tio
n.

Sa
m

e 
as

 m
en

te
es

 b
ut

 w
er

e 
pe

rm
itt

ed
 to

 
ha

ve
 h

ad
 p

re
vi

ou
s 

m
en

to
rs

hi
p 

ex
pe

rie
nc

e 
w

ith
 t

he
 O

BI
A 

Pe
er

 
Su

pp
or

t 
Pr

og
ra

m
.

Pr
im

ar
y:

 C
IQ

 
Se

co
nd

ar
y:

 P
H

Q
-9

; S
F-

20
; T

BI
-S

E 
In

te
rv

ie
w

s

(C
on

tin
ue

d)

BRAIN INJURY 7



Ta
bl

e 
1.

 (C
on

tin
ue

d)
.

Au
th

or
, 

Co
un

tr
y,

 a
nd

 
st

ud
y 

de
si

gn
Pa

rt
ic

ip
an

ts
In

te
rv

en
tio

n 
&

 s
et

tin
g

M
en

te
e 

el
ig

ib
ili

ty
M

en
to

r 
el

ig
ib

ili
ty

O
ut

co
m

es

O
zi

er
 &

 
Ca

sh
m

an
 

(2
01

6)
 

Ca
na

da
 

M
ix

ed
 

m
et

ho
ds

 
pi

lo
t 

st
ud

y

M
en

te
es

: 1
0 

(8
 m

en
, 2

 w
om

en
). 

Ag
e 

55
.1

 (7
.2

2)
. 

Et
hn

ic
ity

: C
au

ca
si

an
 9

 (9
0%

), 
As

ia
n 

1 
(1

0%
). 

M
ar

ita
l s

ta
tu

s:
 M

ar
rie

d 
8 

(8
0%

), 
si

ng
le

 
2 

(2
0%

), 
co

m
m

on
-la

w
 1

 (1
0%

). 
G

lio
m

a 
gr

ad
e:

 le
ve

l I
II 

3 
(3

0%
), 

le
ve

l 
IV

 7
 (7

0%
). 

N
ew

ly
 d

ia
gn

os
ed

 
(b

et
w

ee
n 

4–
8 

w
ee

ks
) 

M
en

to
rs

: 3
 m

en
, C

au
ca

si
an

 (1
00

%
). 

D
ia

gn
os

is
: G

lio
bl

as
to

m
a 

gr
ad

e 
4,

 
an

ap
la

st
ic

 a
st

ro
cy

to
m

a 
gr

ad
e 

3;
 

ol
ig

od
en

dr
og

lio
m

a 
gr

ad
e 

2.
 Y

ea
rs

 
po

st
 d

ia
gn

os
is

: 6
.3

3 
(2

.5
2)

Si
ng

le
 o

ne
-o

n-
on

e 
m

ee
tin

g 
in

 p
er

so
n 

at
 

th
e 

BC
CA

 V
an

co
uv

er
 C

en
tr

e 
fo

ur
 t

o 
ei

gh
t w

ee
ks

 a
ft

er
 th

e 
in

iti
al

 d
ia

gn
os

is
 

of
 t

he
 m

en
te

e.

A 
ne

w
 d

ia
gn

os
is

 o
f a

 g
ra

de
 II

, I
II 

or
 IV

 
gl

io
m

a;
 E

ng
lis

h 
flu

en
cy

; a
nd

 
a 

Ka
rn

of
sk

y 
Pe

rf
or

m
an

ce
 S

co
re

 >
 7

0.

Al
l w

er
e 

ac
tiv

e 
m

em
be

rs
 o

f o
ur

 P
FA

C 
an

d 
ha

d 
co

m
pl

et
ed

 in
iti

al
 t

re
at

m
en

t 
fo

r 
a 

PB
T.

Ad
ap

te
d 

ve
rs

io
n 

of
 t

he
 p

os
t-

m
ee

tin
g 

pa
rt

ic
ip

an
t 

re
sp

on
se

 q
ue

st
io

nn
ai

re
.

Ke
ss

le
r 

et
 a

l. 
(2

01
4)

 
Ca

na
da

 
Ca

se
 S

tu
dy

M
en

te
es

: 1
6 

(1
2 

m
en

, 4
 w

om
en

), 
ag

e 
64

.8
 (1

1.
3)

. 
St

ro
ke

 t
yp

e:
 in

fa
rc

t 
−

 1
4 

(8
7.

5%
), 

bl
ee

d 
2 

(1
2.

5%
). 

Ba
rt

he
l s

co
re

 m
ea

n 
78

.8
 (2

1.
7)

, r
an

ge
 4

0–
10

0.
 

M
en

to
rs

: 7
 s

tr
ok

e 
su

rv
iv

or
s 

(4
 m

en
, 3

 
w

om
en

). 
Ag

e 
59

.3
 (9

.6
) 

In
fa

rc
t 

3 
(4

2.
9%

); 
st

ro
ke

 lo
ca

tio
n:

 
rig

ht
 5

 (7
1.

4%
); 

m
ea

n 
Ba

rt
he

l S
tr

ok
e 

In
de

x 
Sc

or
e 

95
.0

 (7
).

In
iti

al
 v

is
it 

(1
0 

m
in

ut
es

) i
n 

ac
ut

e 
w

ar
d 

fo
llo

w
ed

 b
y 

si
x 

te
le

ph
on

e 
co

nt
ac

ts
 a

t 
ho

m
e.

 
Ex

cl
ud

ed
 if

 t
he

y 
ha

ve
 m

or
e 

se
ve

re
 

de
fic

its
, a

re
 m

ed
ic

al
ly

 u
ns

ta
bl

e,
 h

av
e 

gl
ob

al
 a

ph
as

ia
, o

r 
ha

ve
 a

 p
la

nn
ed

 
di

sc
ha

rg
ed

 t
o 

lo
ng

-t
er

m
 c

ar
e.

M
ild

 t
o 

m
od

er
at

e 
de

fic
its

 a
nd

 b
as

ic
 

co
gn

iti
ve

 a
nd

 c
om

m
un

ic
at

io
n 

sk
ill

s;
 

H
os

pi
ta

liz
ed

 o
n 

an
 a

cu
te

 s
tr

ok
e 

un
it 

fo
llo

w
in

g 
a 

fir
st

 s
tr

ok
e;

 w
is

he
d 

to
 

pa
rt

ic
ip

at
e 

in
 t

he
 p

ee
r 

su
pp

or
t 

pr
og

ra
m

; d
em

on
st

ra
te

d 
ad

eq
ua

te
 

co
gn

iti
ve

 a
nd

 c
om

m
un

ic
at

io
n 

sk
ill

s 
to

 p
ar

tic
ip

at
e 

in
 q

ua
lit

at
iv

e 
in

te
rv

ie
w

s

Tr
ai

ne
d 

pe
er

 s
up

po
rt

er
s 

w
ho

 a
re

 s
tr

ok
e 

su
rv

iv
or

s.
 N

o 
sp

ec
ifi

c 
el

ig
ib

ili
ty

 
cr

ite
ria

 p
ro

vi
de

d.

Po
st

-in
te

rv
en

tio
n 

in
te

rv
ie

w
s.

U
SA

: U
ni

te
d 

St
at

es
 o

f A
m

er
ic

a;
 U

K:
 U

ni
te

d 
Ki

ng
do

m
; S

CI
: S

pi
na

l C
or

d 
In

ju
ry

; D
RS

: D
is

ab
ili

ty
 R

at
in

g 
Sc

al
e;

 Q
RS

-S
F:

 Q
ue

st
io

nn
ai

re
 o

n 
Re

so
ur

ce
s 

an
d 

St
re

ss
 –

 S
ho

rt
 F

or
m

; M
2P

I-V
4:

 P
ar

tic
ip

at
io

n 
In

de
x 

of
 th

e 
M

ay
o-

Po
rt

la
nd

 A
da

pt
ab

ili
ty

 
In

ve
nt

or
y 

– 
Ve

rs
io

n 
4;

 S
RS

: S
up

er
vi

si
on

 R
at

in
g 

Sc
al

e;
 C

H
AR

T-
SF

: C
ra

ig
 H

an
di

ca
p 

As
se

ss
m

en
t a

nd
 R

ep
or

tin
g 

Te
ch

ni
qu

e 
– 

Sh
or

t F
or

m
; S

W
LS

: D
ie

ne
r S

at
is

fa
ct

io
n 

w
ith

 L
ife

 S
ca

le
; F

CB
: F

re
qu

en
cy

 o
f F

am
ily

 C
op

in
g 

Be
ha

vi
or

s;
 S

SQ
-S

R:
 

So
ci

al
 S

up
po

rt
 Q

ue
st

io
nn

ai
re

 S
ho

rt
 F

or
m

; C
IM

: C
om

m
un

ity
 In

te
gr

at
io

n 
M

ea
su

re
; G

H
Q

-1
2:

 G
en

er
al

 H
ea

lth
 Q

ue
st

io
nn

ai
re

-1
2;

 D
IS

Cs
: T

he
 D

ep
re

ss
io

n 
In

te
ns

ity
 S

ca
le

 C
irc

le
s;

 C
IQ

: C
om

m
un

ity
 In

te
gr

at
io

n 
Q

ue
st

io
nn

ai
re

; P
H

Q
-9

: P
at

ie
nt

 
H

ea
lth

 Q
ue

st
io

nn
ai

re
; S

F-
20

: S
el

f-
ad

m
in

is
te

re
d 

M
ed

ic
al

 O
ut

co
m

es
 S

tu
dy

 S
ho

rt
 F

or
m

; T
BI

-S
E:

 T
BI

 s
el

f-
effi

ca
cy

 q
ue

st
io

nn
ai

re
; S

AI
: S

oc
ia

l A
ct

iv
ity

 In
te

rv
ie

w
; W

Q
LI

: W
is

co
ns

in
 Q

ua
lit

y 
of

 L
ife

 In
ve

nt
or

y;
 Y

Q
Q

L:
 Y

ou
th

 Q
ua

lit
y 

of
 L

ife
; T

BI
- 

M
PP

: T
ra

um
at

ic
 B

ra
in

 In
ju

ry
-M

en
to

rin
g 

Pa
rt

ne
rs

hi
p 

Pr
og

ra
m

.

8 B. DE DIOS PEREZ ET AL.



Ta
bl

e 
2.

 R
is

k 
of

 b
ia

s 
as

se
ss

m
en

t.

M
et

ho
do

lo
gi

ca
l q

ua
lit

y 
cr

ite
ria

ID
_1

 
(2

4)
ID

_2
 

(2
5)

ID
_3

 
(2

6)
ID

_4
 

(2
7)

ID
_5

 
(2

8)
ID

_6
 

(2
1)

ID
_7

 
(2

2)
ID

_8
 

(3
2)

ID
_9

 
(3

3)
ID

_1
0 

(3
0)

ID
_1

1 
(3

1)
ID

_1
2 

(2
9)

Sc
re

en
in

g
S1

. A
re

 t
he

re
 c

le
ar

 r
es

ea
rc

h 
qu

es
tio

ns
?

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

Ye
s

S2
. D

o 
th

e 
co

lle
ct

ed
 d

at
a 

al
lo

w
 t

o 
ad

dr
es

s 
th

e 
re

se
ar

ch
 q

ue
st

io
ns

?
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Ye

s
Q

ua
lit

at
iv

e
1.

1.
 Is

 t
he

 q
ua

lit
at

iv
e 

ap
pr

oa
ch

 a
pp

ro
pr

ia
te

 t
o 

an
sw

er
 t

he
 r

es
ea

rc
h 

qu
es

tio
n?

Ye
s

Ye
s

Ye
s

1.
2.

 A
re

 t
he

 q
ua

lit
at

iv
e 

da
ta

 c
ol

le
ct

io
n 

m
et

ho
ds

 a
de

qu
at

e 
to

 a
dd

re
ss

 t
he

 r
es

ea
rc

h 
qu

es
tio

n?
Ye

s
Ye

s
Ye

s

1.
3.

 A
re

 t
he

 fi
nd

in
gs

 a
de

qu
at

el
y 

de
riv

ed
 fr

om
 t

he
 d

at
a?

Ye
s

Ye
s

Ye
s

1.
4.

 Is
 t

he
 in

te
rp

re
ta

tio
n 

of
 r

es
ul

ts
 s

uffi
ci

en
tly

 s
ub

st
an

tia
te

d 
by

 d
at

a?
Ye

s
Ye

s
Ye

s
1.

5.
 Is

 t
he

re
 c

oh
er

en
ce

 b
et

w
ee

n 
qu

al
ita

tiv
e 

da
ta

 s
ou

rc
es

, c
ol

le
ct

io
n,

 a
na

ly
si

s 
an

d 
in

te
rp

re
ta

tio
n?

Ye
s

Ye
s

Ye
s

Q
ua

nt
ita

tiv
e 

 
ra

nd
om

iz
ed

 
co

nt
ro

lle
d 

tr
ia

ls

2.
1.

 Is
 r

an
do

m
iz

at
io

n 
ap

pr
op

ria
te

ly
 p

er
fo

rm
ed

?
Ca

n’
t 

te
ll

Ca
n’

t 
te

ll
Ye

s
Ye

s

2.
2.

 A
re

 t
he

 g
ro

up
s 

co
m

pa
ra

bl
e 

at
 b

as
el

in
e?

Ye
s

Ye
s

Ye
s

Ye
s

2.
3.

 A
re

 t
he

re
 c

om
pl

et
e 

ou
tc

om
e 

da
ta

?
Ye

s
Ye

s
Ye

s
Ye

s
2.

4.
 A

re
 o

ut
co

m
e 

as
se

ss
or

s 
bl

in
de

d 
to

 t
he

 in
te

rv
en

tio
n 

pr
ov

id
ed

?
Ye

s
Ca

n’
t 

te
ll

Ye
s

Ye
s

2.
5 

D
id

 t
he

 p
ar

tic
ip

an
ts

 a
dh

er
e 

to
 t

he
 a

ss
ig

ne
d 

in
te

rv
en

tio
n?

N
o

N
o

Ye
s

Ye
s

Q
ua

nt
ita

tiv
e 

no
n-

 
ra

nd
om

iz
ed

3.
1.

 A
re

 t
he

 p
ar

tic
ip

an
ts

 r
ep

re
se

nt
at

iv
e 

of
 t

he
 t

ar
ge

t 
po

pu
la

tio
n?

Ye
s

Ye
s

3.
2.

 A
re

 m
ea

su
re

m
en

ts
 a

pp
ro

pr
ia

te
 r

eg
ar

di
ng

 b
ot

h 
th

e 
ou

tc
om

e 
an

d 
in

te
rv

en
tio

n 
(o

r 
ex

po
su

re
)?

Ye
s

Ye
s

3.
3.

 A
re

 t
he

re
 c

om
pl

et
e 

ou
tc

om
e 

da
ta

?
Ye

s
Ye

s
3.

4.
 A

re
 t

he
 c

on
fo

un
de

rs
 a

cc
ou

nt
ed

 fo
r 

in
 t

he
 d

es
ig

n 
an

d 
an

al
ys

is
?

N
o

Ye
s

3.
5.

 D
ur

in
g 

th
e 

st
ud

y 
pe

rio
d,

 is
 t

he
 in

te
rv

en
tio

n 
ad

m
in

is
te

re
d 

(o
r 

ex
po

su
re

 o
cc

ur
re

d)
 

as
 in

te
nd

ed
?

N
o

Ye
s

Q
ua

nt
ita

tiv
e 

de
sc

rip
tiv

e
4.

1.
 Is

 t
he

 s
am

pl
in

g 
st

ra
te

gy
 r

el
ev

an
t 

to
 a

dd
re

ss
 t

he
 r

es
ea

rc
h 

qu
es

tio
n?

4.
2.

 Is
 t

he
 s

am
pl

e 
re

pr
es

en
ta

tiv
e 

of
 t

he
 t

ar
ge

t 
po

pu
la

tio
n?

4.
3.

 A
re

 t
he

 m
ea

su
re

m
en

ts
 a

pp
ro

pr
ia

te
?

4.
4.

 Is
 t

he
 r

is
k 

of
 n

on
re

sp
on

se
 b

ia
s 

lo
w

?
4.

5.
 Is

 t
he

 s
ta

tis
tic

al
 a

na
ly

si
s 

ap
pr

op
ria

te
 t

o 
an

sw
er

 t
he

 r
es

ea
rc

h 
qu

es
tio

n?
M

ix
ed

 m
et

ho
ds

5.
1.

 Is
 t

he
re

 a
n 

ad
eq

ua
te

 r
at

io
na

le
 fo

r 
us

in
g 

a 
m

ix
ed

 m
et

ho
ds

 d
es

ig
n 

to
 a

dd
re

ss
 t

he
 

re
se

ar
ch

 q
ue

st
io

n?
Ye

s
Ye

s
Ye

s

5.
2.

 A
re

 t
he

 d
iff

er
en

t 
co

m
po

ne
nt

s 
of

 t
he

 s
tu

dy
 e

ffe
ct

iv
el

y 
in

te
gr

at
ed

 t
o 

an
sw

er
 t

he
 

re
se

ar
ch

 q
ue

st
io

n?
N

o
Ye

s
Ye

s

5.
3.

 A
re

 t
he

 o
ut

pu
ts

 o
f t

he
 in

te
gr

at
io

n 
of

 q
ua

lit
at

iv
e 

an
d 

qu
an

tit
at

iv
e 

co
m

po
ne

nt
s 

ad
eq

ua
te

ly
 in

te
rp

re
te

d?
N

o
Ye

s
Ye

s

5.
4.

 A
re

 d
iv

er
ge

nc
es

 a
nd

 in
co

ns
is

te
nc

ie
s 

be
tw

ee
n 

qu
an

tit
at

iv
e 

an
d 

qu
al

ita
tiv

e 
re

su
lts

 
ad

eq
ua

te
ly

 a
dd

re
ss

ed
?

N
o

Ye
s

N
o

5.
5.

 D
o 

th
e 

di
ffe

re
nt

 c
om

po
ne

nt
s 

of
 t

he
 s

tu
dy

 a
dh

er
e 

to
 t

he
 q

ua
lit

y 
cr

ite
ria

 o
f e

ac
h 

tr
ad

iti
on

 o
f t

he
 m

et
ho

ds
 in

vo
lv

ed
?

N
o

Ye
s

N
o

BRAIN INJURY 9



Two studies (24,28) identified a small improvement in the 
participation domain of the Mayo-Portland Adaptability 
Inventory-4.

The participants and program successes of Kolakowsky- 
Hayner et al. (24) showed non-significant improvements on 
the Craig Handicap Assessment and Reporting Technique – 
Short Form (CHART-SF) Occupation and Social Integration 
sub-scales. The active peer mentoring participants in the 
Struchen et al. (27). study showed non-significant improve-
ments only in the social integration sub-scale of the CHART- 
SF.

Effectiveness of peer mentoring in enhancing quality 
of life, mood, confidence, satisfaction and behavior 
management

There was limited evidence that peer mentoring interventions 
improved the secondary outcomes of interest. This came from 
one RCT (26), one pilot feasibility trial (30), one pilot RCT 
(27), one feasibility RCT (21), and a case study (28).

Two studies (26,28) found improved quality of life for 
the mentees after the peer mentoring intervention. Hilari 
et al. (21). found a small (close to zero) benefit of the 
intervention on friendship, communication participation 
measures, depression, and well-being measures. However, 
this study showed no difference in communication confi-
dence levels between the intervention and control 
group (21).

Regarding the impact of mentoring on mood, a study 
found no significant difference in measures of mood or 
self-efficacy (30). They found a statistically significant 
reduction in pain at two months post-intervention 
(p = 0.02), but this was not maintained at any other time 
point (30). Struchen et al. (27). found a statistically signifi-
cant (p = <.01) increase in depressive symptoms after men-
toring in the intervention group and no impact on the 
loneliness scale. Hanks et al. (26). found that mentored 
TBI participants had significantly better behavioral control 
(p=0.04), lower alcohol use (p=0.01), and were less emo-
tion-focused (p=0.04).

Qualitative findings

Eight papers reported the impact of peer mentoring based on 
participants’ experiences, indicating potential outcomes for 
future research.

Across studies incorporating qualitative methods, a positive 
impact of peer mentoring support was reported by mentors 
and mentees. Many reported the benefits of sharing and learn-
ing about the lived experiences of people who have been 
through something similar (22,24–28,30,33). The mentees felt 
increased hope, received valuable guidance, and felt less lonely 
(25–31,33). Mentees also explained that the peer mentoring 
support took them out of their comfort zone and encouraged 
them to act toward overcoming their difficulties (32). Setting 
goals helped them remain motivated and work toward a shared 
purpose (30,32).

The mentors also experienced a positive feeling and sense of 
accomplishment, as well as decreased anxiety and improved 

communication skills related to the mentoring experi-
ence (31).

Design of peer mentoring intervention and issues 
affecting their implementation

Delivery mode and setting

The intervention delivery modes differed between the studies. 
Five interventions involved appointments exclusively face-to- 
face (21,22,28,31–33), three studies allowed a combination of 
sessions via face-to-face, telephone, and/or e-mail according to 
the participants’ preferences (24–26), two studies reported an 
initial appointment face-to-face followed by remote sessions 
(27,29), and one study mostly via telephone (30). Nine inter-
ventions were conducted in a community setting (21,22,24– 
28,30,32,33), and two occurred in a hospital (29,31).

Matching criteria

The study which employed peer supporter visits to 
a rehabilitation unit did not match participants on specific 
criteria but on a convenience basis (26). The other studies all 
matched mentor and mentee pairings according to specific 
criteria. The most common criteria shared by the studies 
were geographical location (24,25,27,32), gender 
(21,22,24,25,27,28), age (21,22,24,25,27), interests 
(21,22,24,25,27,28), cultural factors (21,22) and personal attri-
butes (e.g., openness, positivity, similarity in symptoms experi-
enced) (32).

One study attempted to match for disability type as this was 
the only study with participants who had different neurologi-
cal conditions (24). Additional criteria included: the current 
mentee load of mentors; similarity of communication difficul-
ties; and a shared vision for enhancing quality of life for 
persons living with aphasia. Hibbard et al. (25). also reported 
additional criteria, including marital status; educational back-
ground; cognitive challenges; physical challenges; cause of TBI; 
and ability to meet specific psychological needs, such as the 
need for structure, role model, and social support (25). Two 
studies had no clear matching criteria (31,33).

Frequency, intensity, and duration

Only one intervention involved a single meeting with a mentor 
(31). The rest included different levels of frequency and inten-
sity. Three studies included interventions with up to six 1-hour 
sessions (21,22,32,33). However, the intervention duration of 
these studies varied between three and six months.

Other interventions included one 10-minute visit followed 
by six telephone follow-ups of 5–60 minutes (33), one visit day 
a week for 10 weeks (28), and a four-month intervention with 
meetings once a week (30). One intervention involved 
a minimum of three contacts per month with the aim to end 
partnerships when mentees had achieved their employment or 
educational goals (24).

The intervention for the RCT ran for twelve months (26). 
The pairings were intended to meet weekly for the first month, 
biweekly for the next two to three months, and then monthly 
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for the remainder of the first year. The pilot RCT by Struchen 
et al. (27). ran for three months. Most partnerships in both 
studies did not meet the requirements for the number and 
frequency of meetings.

For another study, the frequency and number of contacts, 
and partnership duration were entirely at the discretion of the 
participants (25).

Content, activities, and processes of interventions

Descriptions varied considerably regarding the content 
addressed during the contacts between the pairs. Overall, the 
interventions included activities focused on supporting men-
tees to integrate into the community, access resources and 
social opportunities (24,26,27,30,33), increasing awareness 
about the health condition of the mentee and in some 
instances, their families (25,26), addressing cognitive, emo-
tional, and physical needs (25,26,28,30,31), support with 
employment or education (24,30), providing hope (29), devel-
oping intervention goals and working toward achieving them 
(21,22,32), referrals to other services to overcome issues (30), 
participating in leisure activities (e.g., getting nails done, cof-
fee, lunch) and sharing feelings (33).

Programs were facilitated in some cases by professionals 
such as program coordinators (24,25,29), researchers (28), voca-
tional rehabilitation counselors (24), rehabilitation psycholo-
gists (24), psychologists (26), and community coordinators (26).

Mentor training

All the studies provided details of mentor training. The train-
ing was delivered by a variety of professionals including speech 
and language therapists (21,22), neuropsychologists (27), clin-
ical linguists (21,22), rehabilitation psychologists (24), rehabi-
litation consultant (33) and program staff, hospital staff and 
researchers (24,27–29,31–33).

The training included topics such as clarifying the role of 
the mentor (21,22,31,33), emotional management (31), com-
munication and listening skills (21,22,25,26,29,30,32), knowl-
edge of brain injury and its effects (25–28,33), techniques for 
building relationships and rapport with mentees (26,28,33), 
advocacy skills (25), accessing community resources 
(25,27,28), enhancing social functioning and skill acquisition 
of mentees (25,27,28), handling difficult situations/inappropri-
ate conversation/problem behavior (21,22,27,28,30,31,33), and 
goal setting (21,22,32).

Some of the programs provided written guides and training 
manuals to mentors (21,22,25–27).

Logistical problems

Two studies did not report logistical problems (28,31). 
Multiple studies encountered the same logistical difficulties 
when implementing the peer mentoring intervention.

Seven studies reported challenges associated with the deliv-
ery and implementation of the peer mentoring intervention 
such as problems scheduling times and locations for meetings 
(22,24,25,31,33), making allowances for the mentors’ cognitive 
difficulties (27,29), budgeting for transport (29), providing 

sufficient mentoring and staff support time (27,33), mentors 
and mentees living far away (24), lack of accessible meeting 
locations (24), short intervention timeframe to develop a good 
relationship (33,34), and loss of participants’ interest due to 
delay between enrollment and matching (24).

There were also challenges associated with the research 
methods such as difficulties recruiting participants 
(21,25,26,29,30,32), identifying suitable mentors (25,27), hav-
ing too many matching criteria (24), retaining participants 
during the intervention (24–27,29,32), and contacting partici-
pants for follow-up (25,29).

Discussion

The three main aims of this review were to assess the evidence 
of peer mentoring’s effectiveness in enhancing participation in 
activities; and evidence for its effectiveness in other ways, such 
as enhancing quality of life and mood and to investigate issues 
relating to the design and implementation of previous ABI 
peer mentoring studies.

There was no evidence that peer mentoring interventions 
improved participation outcomes in people with ABI. The 
studies showed small or non-significant impact on participa-
tion levels and satisfaction. Two studies looked primarily at 
participation (27,30). Struchen et al. (27). employed a ‘social 
peer mentoring’ intervention. However, there were no signifi-
cant improvements for mentored participants in the number 
of social activities and interactions or satisfaction with social 
life. Despite this, the authors reported a trend in the mentored 
group toward increased satisfaction with social life over the 
previous month. The study also demonstrated some improve-
ments in perceived social support and social integration. Non- 
significant improvements in the participation domain of the 
Mayo-Portland Adaptability Inventory-4 were shown (24,28) 
and CHART-SF occupation and social integration sub-scales 
(24,27) but mentored participants had lower scores than con-
trols on the Community Integration Measure (26). Overall, 
despite limited evidence, there is reason to think that with 
a specific focus on enhancing participation levels, future stu-
dies may have success.

A secondary aim was to ascertain the evidence for peer 
mentoring’s effectiveness in enhancing other key rehabilitation 
outcomes, such as quality of life, mood, behavior management, 
and confidence. There were several significant improvements 
in measures of the quality of life (26,28), mood (21,26), dis-
ability management (24), general health (21), coping styles, 
behavioral control, and alcohol use (26). These findings pro-
vide encouraging evidence for the effectiveness of these pro-
grams. However, the increase in depressive symptoms found 
by Struchen et al. (27). should be considered carefully in future 
studies, with participants monitored carefully for any signs of 
negative effects. As Struchen et al. (27). hypothesized, these 
symptoms may be attributable to participants’ increased 
awareness of their condition, so may decrease over time as 
participants learn how to manage their difficulties. Support 
should be made available for anyone who experiences negative 
effects.

A particularly encouraging finding was the high level of 
satisfaction and positive feedback reported in qualitative 
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findings across the studies. Although no significant 
improvements were found in participation levels by 
Struchen et al. (27). participants themselves felt that their 
mentors helped them to increase their social activities and 
feel less lonely. Other benefits included emotional and 
affirmational support; shared experience; increased confi-
dence; social support; having someone to talk to; enhanced 
knowledge of brain injury and community services; learning 
about coping strategies and receiving motivation and 
inspiration. The mentors involved also experienced 
a positive feeling from healing others (27,31), decreased 
anxiety and improved communication skills because of the 
study (31).

The final aim of the review was to elicit from previous 
research relevant information about the design and implemen-
tation of peer mentoring interventions for ABI. Heterogeneity 
in the research designs and clinical populations included made 
it difficult to draw any firm conclusions about the optimal 
design of a peer mentoring intervention for people with ABI. 
Most studies involved mentors and mentees with the same 
form of injury (predominantly stroke or TBI). This made it 
difficult to infer whether including participants with a range of 
ABIs as mentors and mentees in a future study would be 
successful. Fraas and Bellerose’s study involved an encephalitis 
survivor mentoring a TBI survivor, however, this was a single 
case study (28). Kolakowski-Hayner et al. (24). included 
a mixture of neurological disabilities, which meant that the 
results could not be interpreted as applying generally to people 
with ABI. Ozier & Cashman included brain tumor partici-
pants, with only 10 mentees and three mentors (31).

There were also differences in the demographics of the 
populations, including the time since mentees sustained their 
injuries, with some still in hospital, some recently returned to 
the community, and some several years post-injury. This made 
it difficult to draw conclusions about the optimum stage of 
recovery for delivering peer mentoring interventions. Four 
pilot and feasibility RCTs have been conducted. One included 
only stroke survivors (21,22) and three were exclusive to TBI 
survivors (and significant others) (26,27,30). Two were pilot 
studies with few participants (27,30). Most mentored partici-
pants in both studies were male with moderate or severe 
injuries. As such there is limited information about the effec-
tiveness of peer mentoring for people of other genders, or for 
people with less severe injuries. Methodological weaknesses 
also limit the conclusions to be drawn from the studies. For 
example, two studies did not assess participants at baseline, 
and one of these relied on self-report to assess the effectiveness 
of the intervention (25,26).

Characteristics of mentors identified by participants 
included authenticity, friendliness, confidence, good listen-
ing, knowledge of community resources, respectfulness, 
good communication skills, kindness, and experience with 
brain injury. These largely corresponded with, and added 
to, the mentor eligibility criteria pre-defined by the 
researchers. Future studies on peer mentoring may benefit 
from selecting and screening mentors carefully for these 
traits and providing relevant training. The feedback from 
mentors was positive, but there is little other evidence from 
the studies about the effectiveness of the training. Each 

program focuses on different training topics and there is 
a need to focus on topics specific to the goals of the 
intervention.

The mode of delivery, settings, and goals of the interven-
tions varied depending on programs. For example, the early 
hospital one-off visits employed by a study (29) had different 
goals from the more sustained community-based approaches 
used in other studies. This makes outcomes difficult to com-
pare. There was also little information in the studies on the 
content of mentoring sessions themselves, so it is not known 
whether discussions in sessions kept to the intended topics or 
what activities took place. This is understandable, as sessions 
were largely intended to be private interactions between the 
partners, but a more rigorous approach to documenting ses-
sion content would inform future research and help to deter-
mine the active ingredients of ABI peer mentoring. It will be 
important to carefully select the mode of delivery and settings 
depending on project goals.

The inclusion and exclusion criteria are important consid-
erations. The ones used in the included studies varied and 
those with more stringent criteria had difficulty recruiting 
participants. While it is important not to include people who 
won’t benefit (such as those with severe cognitive problems or 
who will not be able to communicate with others or learn from 
the experience), it is also important not to exclude people 
unnecessarily.

There was considerable variation in the nature of the con-
tacts between pairs (with most studies allowing in-person, 
telephone, or e-mail correspondence), the frequency of con-
tacts, and the duration of partnerships. Consistent implemen-
tation of these variables is important to understand the factors 
which influenced outcomes. The study which implemented 
a consistent approach to duration, frequency, and mode of 
contact was successful at bringing the partners together as 
planned (28). This study required partners to meet once 
a week for 10 weeks at a specific time and venue. Future studies 
could learn from this and provide a fairly rigid structure for the 
frequency and nature of meetings. However, it should be noted 
that these papers focused on single case studies, so the 
approach may not be as successful when implemented with 
multiple partnerships. It will be important to consider the issue 
when matching partners and to consider their preferred means 
of contact. The goal and focus of the intervention are also key 
to this issue. If the focus is purely on discussing problems and 
speaking to a person who understands the difficulties, then 
phone conversations may be appropriate. However, if the goal 
is to participate in activities, then face-to-face contact in the 
community would be most effective.

Although the papers described the criteria employed to 
match partners together, they provided little information 
on how easy this was to implement in practice. It is a key 
consideration for future studies to match participants to 
suitable mentors soon after recruitment. It can be inferred 
from the high levels of participant satisfaction with men-
tors that those who completed the programs were matched 
together appropriately. However, future studies should 
provide more detailed information on the matching pro-
cess and the reasons for unsuccessful matches and partici-
pant drop-out. Key considerations must be the personal 
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preference of the participants and the convenience of 
contact.

Practical and logistical challenges related to scheduling 
meetings, staffing resources, maintaining participant involve-
ment, and accommodating participants’ cognitive difficulties. 
Researchers should consider these when designing peer men-
toring interventions or planning future research. For example, 
help with arranging venues and transport for a project invol-
ving face-to-face meetings in the community, convenience, 
provision of support for both partners. Other considerations 
include, carefully matching partners, providing expenses and 
making the experience as enjoyable, rewarding and unde-
manding as possible.

This review has shown that there is a lack of definitive 
RCTs. The evidence available comes from small-scale stu-
dies, employing different models of mentoring, methodol-
ogies, and outcome measures. Conducting a meta-analysis 
or reporting a combined number of participants was not 
performed due to the variety of study types, including 
service descriptions, single case studies, and small RCTs.

One strength of this study is the use of the TIDieR 
checklist (18) to describe the peer mentoring interventions 
delivered in studies included in the review. This study has 
several limitations. A potential limitation of this review is 
that the studies included in the review had a small sample 
size, and there was heterogeneity in outcomes measured 
and follow-up assessments. Another limitation of this 
study may refer to publication bias because we only 
included studies written in English and published in peer- 
reviewed journals; therefore, we may have not conducted 
a comprehensive review of the literature available.

Conclusion

Peer mentoring for people with ABIs is a relatively new inter-
vention with limited supporting evidence. It has the potential 
to positively influence participation among ABI survivors, but 
this requires further investigation.

Future research is needed to identify the most important 
skills and qualities required in a mentor; training require-
ments; how best to match mentors with mentees; mentee 
eligibility criteria; the optimum mode of delivery and setting; 
and to determine the frequency, intensity and duration of peer 
mentoring sessions required to be effective in promoting posi-
tive outcomes. Researchers must also carefully select measures 
sensitive enough to measure the desired outcomes. Mixed 
methods studies will help researchers to quantitatively assess 
intervention effectiveness and explore the acceptability of peer 
mentoring for participants.

In light of newer guidance on developing and evaluating 
complex interventions, a review focused on identifying the 
underlying theory or behavior change mechanisms of peer 
mentoring interventions might be worth considering for 
future research.
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