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Background:  Although educational and transitional interventions improve preparedness after stroke, it remains unclear whether 
this translates into real-world capability within stroke survivor–caregiver dyads. The concept of capability may better capture the abil-
ity to convert knowledge and resources into meaningful action, yet it remains poorly defined and operationalized in stroke research.
Purpose:  To systematically review the literature on capability and related constructs in stroke survivors and caregivers and to clarify 
the concept of dyadic capability through integrated concept analysis.
Methods:  A systematic review was conducted according to PRISMA 2020 guidelines, with protocol registration in PROSPERO. 
Seven databases were searched from inception to May 2025. A total of 2318 records were screened and 373 full-text articles 
assessed, with 22 studies included. Methodological quality was appraised using the Joanna Briggs Institute tools. Findings were 
synthesized narratively and integrated with a Walker and Avant concept analysis.
Results:  Dyadic capability emerged as a multidimensional construct characterized by 3 defining attributes: self-efficacy, resilience, 
and motivation. Antecedents included poststroke disability and contextual factors, while consequences encompassed improved 
autonomy, enhanced dyadic quality of life, reduced caregiver burden, and more effective care management. Notably, no validated 
instruments specifically measuring dyadic capability were identified.
Conclusions:  Dyadic capability represents a critical yet underdeveloped construct in stroke care. Its clarification provides a the-
oretical foundation for future measurement development and for designing nursing interventions that enhance the translation of 
knowledge into real-world action in stroke survivor–caregiver dyads.
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Stroke is the second leading cause of disability worldwide, with 
around 7.8 million new cases occurring globally each year.1 Its 
onset is sudden, and its consequences extend well beyond the 
acute phase, affecting both survivors and their informal caregiv-
ers over the long term.2–4 After discharge, many survivors con-
tinue to live with physical and cognitive limitations that require 
daily support.5,6 This support falls largely on family members, 
who often take on a caregiving role without having been ade-
quately prepared for what it involves.7

Caregiving after stroke carries a significant psychological, 
physical, and social burden that can compromise caregivers’ 
own health and quality of life over time.8–10 The transition 
from hospital to home is one of the most critical moments in 
this process, when gaps in continuity of care tend to surface 
and stress levels for both members of the dyad can peak.10,11 A 
central concept in this context is preparedness, defined as the 
extent to which caregivers and survivors feel ready to manage 
the demands of poststroke care.12 Higher preparedness has been 
linked to better emotional well-being, motor function, and qual-
ity of life,6,13 and tailored educational programmes have shown 
consistent benefits in this area.8,14,15

However, preparedness has inherent limitations. Feeling 
ready and being genuinely able to act within real-life constraints 
are not equivalent. Although dyadic educational programmes 
have demonstrated effectiveness during transitional care,6,15,16 it 
remains unclear how much of what is learned actually translates 
into practice when the dyad is managing disability on its own.17

This gap highlights the need to conceptualize capability, 
understood as the real opportunity to turn available resources 
into meaningful action within a specific context.18,19 Such a 
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to manage recovery more effectively.

	 •		 Promoting dyadic capability may enhance autonomy, 
improve quality of life, and reduce caregiver burden.
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multidimensional concept would make it possible to assess 
whether preparation translates into actual, concrete skills, for 
example, being able to manage therapy, navigate interpersonal 
relationships, schedule health checks, and recognize signs, symp-
toms, and critical issues in the sphere of health. In this context, it 
is essential to investigate how acquired skills are integrated into 
daily caregiving activities and how these evolve over time, to 
assess whether educational programs lead to tangible changes in 
behavior and capabilities among stroke dyads. Thus, capability 
may serve as a starting point that can be shaped and strength-
ened through educational initiatives and healthcare support.

Conceptual Boundary of Capability

In this review, capability is interpreted within the Capability 
Approach (Sen18; Nussbaum20). Related constructs, such as those 
from the Capability–Opportunity–Motivation–Behavior model 
(COM-B) model21 or commonly used in clinical contexts (eg, 
competence, skills, preparedness),22 are treated as conceptually 
adjacent rather than equivalent. They are considered only inso-
far as they help clarify capability as a real-world opportunity for 
action in the poststroke context. This distinction informed both 
the eligibility criteria and the synthesis of findings.

Capability is also conceptualized as a dyadic construct, emerg-
ing from the interaction between stroke survivors and caregivers 
rather than from either individual alone.23 Because much of the 
literature remains organized around individual-level outcomes, 
studies focusing on one member of the dyad were included when 
they informed capability within the relational context of care.24

Despite the increasing use of capability-related constructs in 
stroke research, the concept remains inconsistently defined and 
poorly operationalized, particularly at the dyadic level. Existing 
studies rarely clarify whether knowledge and support translate 
into real-world action, highlighting a persistent gap between 
preparedness and actual capability.

Aim

Therefore, this study aimed to: (1) systematically review how 
capability and related constructs have been described in stroke 
survivors and caregivers in the poststroke phase and (2) clarify 
the concept of dyadic capability through concept analysis by 
identifying its defining attributes, antecedents, and consequences.

Methods

Study Design

This systematic review was conducted in accordance with the 
PRISMA 2020 guidelines.25 The protocol was registered in 
PROSPERO (ID: CRD420250653734, available from https://

www.crd.york.ac.uk/PROSPERO/view/CRD420250653734). 
Methodological quality was assessed using the Joanna Briggs 
Institute critical appraisal tools appropriate to each study 
design.26 This review integrates a systematic synthesis of 
empirical studies with a formal concept analysis27 to refine 
and operationalize the construct of capability within the post-
stroke caregiving context. This dual approach was adopted to 
address 2 complementary aims: to synthesize empirical evidence 
on capability in stroke survivors and caregivers and to clarify 
the concept through formal concept analysis. In this review, 
the capability approach served as the guiding framework for 
interpreting findings related to capability within the dyad. The 
review design was initially informed by the PICO framework28 
to support consistency in identifying the population and con-
cept of interest, while eligibility and synthesis were adapted.

Information Sources and Search Strategy

A comprehensive search was conducted across CINAHL, 
Embase, ERIC, PsycINFO, PubMed, Scopus, and Web of 
Science from inception to May 4, 2025. The PICO framework28 
informed the development of database-specific search strategies. 
No methodological filters were applied. The full search strat-
egy is provided in Supplemental Digital Content 1, https://links.
lww.com/JCN/A413, including all search terms, Boolean opera-
tors, and limits applied. No language restrictions were applied. 
Studies published in languages other than English were trans-
lated using professional translation tools or native speakers, 
where available.

Eligibility Criteria

Eligibility was defined a priori. No time limits were applied to 
capture the full scope of the literature. Studies were included if 
they: (a) involved adults (≥18 years old) who had experienced 
a stroke and their informal caregivers, either individually or as 
a dyad; (b) examined capability or related constructs (eg, com-
petence, preparedness, or self-efficacy) using quantitative, qual-
itative, or mixed-method approaches; (c) were primary studies 
published in peer-reviewed journals; and (d) were available in 
any language.

In this review, the dyad was defined as the stroke survivor–
caregiver relational unit. Studies were included if they involved 
one or both members, provided that their findings contrib-
uted to understanding care processes, adaptation, or outcomes 
within this relational context. Studies focusing exclusively on 
skills, abilities, or capacities without reference to capability or 
its related constructs were excluded.

Study Selection

Two reviewers (E. L. and F. C.) independently screened titles and 
abstracts against the eligibility criteria. Duplicate records were 
removed using EndNote 21 (Clarivate Analytics, Philadelphia, 
Pennsylvania),29 and screening was conducted using Rayyan 
(Rayyan Systems Inc., Cambridge, Massachusetts).30

Full-text articles were retrieved for studies deemed poten-
tially eligible and assessed independently by the same reviewers. 
Reasons for exclusion at the full-text stage were recorded.

Discrepancies at any stage of the selection process were 
resolved through discussion or, when necessary, consultation 
with a third reviewer (G. P.). The study selection process is 
reported in accordance with the PRISMA 202025 guidelines and 
summarized in the flow diagram.

Quality Appraisal

Quality appraisal was conducted using the Joanna Briggs 
Institute critical appraisal tools appropriate to each study 
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design. Two reviewers (E. L. and F. C.) independently performed 
the appraisal, with disagreements resolved through discussion 
or consultation with a third reviewer (G. P.).

Key methodological domains (eg, alignment, confounding, 
and statistical analysis) were assessed. The methodological 
quality of the included studies informed the interpretation of 
findings, with greater emphasis placed on more rigorous studies. 
Detailed results are reported in Supplemental Digital Content 2, 
https://links.lww.com/JCN/A414, Supplemental Digital Content 
3, https://links.lww.com/JCN/A415, Supplemental Digital 
Content 4, https://links.lww.com/JCN/A416, and Supplemental 
Digital Content 5, https://links.lww.com/JCN/A417.

Synthesis and Conceptual Framework

Narrative synthesis followed Popay et al,31 while interpretation 
was guided by the Capability Approach. Quantitative and qual-
itative findings were integrated using a convergent approach 
within the Capability Approach framework.19

To enhance transparency, an audit trail documented how 
extracted data were progressively grouped into macrocatego-
ries, mapped to capability types (basic, internal, and combined), 
and used to derive defining attributes and the final conceptual 
model.

Findings were grouped according to capability domains 
(basic, internal, and combined capabilities) and, where appli-
cable, by phase of care (eg, acute, rehabilitation, community) to 
enhance interpretability, consistent with the distinction between 
capability types within the Capability Approach framework.19,20

To ensure conceptual consistency, coding rules were applied 
as follows: data referring to personal abilities or internal states 
were classified as internal capabilities; data reflecting access to 
resources or environmental conditions were classified as com-
bined capabilities; and foundational conditions were classified 
as basic capabilities.

The synthesis was guided by established theoretical frame-
works and prior applications of the Capability Approach in 
health research. A detailed synthesis of quantitative and qual-
itative findings is provided in Supplemental Digital Content 
6, https://links.lww.com/JCN/A418, and Supplemental Digital 
Content 7, https://links.lww.com/JCN/A419, respectively.

Theoretical Framework

Understanding capability requires distinguishing it from related 
constructs such as competence: while competence refers to what 
someone knows or can do, capability concerns whether they 
can actually do it within real-world conditions.32 The Capability 
Approach, developed by Amartya Sen18 and later extended by 
Martha Nussbaum,20 frames this in terms of real freedoms: what 
a person is genuinely able to be and do, not just what they have 
been taught. A key distinction within this framework is between 
functionings, which are actual states of being and doing and 
capabilities, which are the real opportunities to achieve them.18 
Resources, whether personal, relational, or environmental, 
shape this process by enabling or constraining the conversion of 
resources into action.19

Concept Analysis

For the analysis of the concept of capability within the stroke 
survivor–caregiver dyad, we applied Walker and Avant’s 8-step 
model of concept analysis (Walker and Avant27), which includes: 
(1) concept selection; (2) determination of the aims of the analy-
sis; (3) identification of uses of the concept; (4) determination of 
defining attributes; (5) construction of a model case; (6) devel-
opment of additional cases (borderline, related, and contrary); 
(7) identification of antecedents and consequences; and (8) defi-
nition of empirical referents.

The aim of the concept analysis was to clarify capability as 
a dyadic construct and identify its defining attributes, anteced-
ents, consequences, and empirical referents. The same 22 stud-
ies included in the systematic review constituted its primary 
empirical basis. Although Walker and Avant recommend the 
use of diverse sources, the concept analysis was restricted to 
peer-reviewed literature identified through systematic database 
searches to ensure methodological rigor, transparency, and align-
ment with the systematic review.33 This approach prioritizes 
reproducibility and clinical relevance within the stroke context.

A structured data extraction template was applied to enhance 
transparency.33 This approach aligns with emerging reporting 
recommendations for concept analysis, which emphasize trans-
parency in data extraction, coding, and mapping processes.33 
Extracted data included study characteristics, key conceptual 
findings related to capability, and their subsequent categoriza-
tion into conceptual attributes.

Data extracted from the included studies informed the 
identification of defining attributes, antecedents, and conse-
quences. Cases (model, borderline, related, and contrary) were 
constructed as hypothetical composites grounded in recurring 
patterns observed in empirical literature. Model, borderline, 
and counterexamples were developed as hypothetical scenarios 
based on recurring patterns identified in the included studies. 
The attributes, antecedents, and consequences extracted from 
the review were grouped and combined to generate these cases.

Reporting Bias Assessment

Due to the heterogeneity of study designs and the absence of 
pooled effect estimates, statistical assessment of reporting bias 
(eg, funnel plots) was not feasible. This approach is consistent 
with guidance from the Cochrane Handbook.34

Potential reporting biases (eg, selective outcome reporting 
and publication bias) were considered qualitatively during the 
synthesis by examining inconsistencies across studies and the 
presence of underreported outcomes.

Certainty Assessment

Given the methodological diversity and the narrative synthe-
sis approach, formal grading systems such as the Grading of 
Recommendations Assessment, Development and Evaluation 
(GRADE) approach or the Confidence in the Evidence 
from Reviews of Qualitative Research (GRADE-CERQual) 
approach35 were not applied, as these generally require more 
homogeneous bodies of evidence or more clearly delimited qual-
itative findings. Instead, confidence in the findings was assessed 
by considering the consistency of results across studies, method-
ological rigor, and relevance to the review question, in line with 
narrative synthesis guidance.31

Results

Study Selection

Literature searches identified 4759 records, reduced to 2369 
records after duplicates were removed. After title and abstract 
screening, 383 full-text articles were selected. Based on full-text 
review, 22 studies met the inclusion and quality criteria of the 
critical evaluation checklist for both quantitative and qualita-
tive studies (Figure 1).

Study Characteristics

The current systematic review included 22 studies conducted 
between 1991 and 2025, mostly in Europe, Asia, and North 
America. The most common type of study was qualitative 
(39%), followed by randomized controlled trials (RCTs) (22%), 
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Cárcamo-Cavagnaro,50 outcome measures were not clearly 
reported as reliable. Publication bias could not be formally 
assessed due to the heterogeneity of study designs and the 
absence of pooled effect estimates. However, a potential 
overrepresentation of studies reporting positive or significant 
findings cannot be excluded, which may have led to an over-
estimation of the role of capability-related constructs in the 
stroke survivor–caregiver dyad.

Systematic Review Findings

The results are presented according to Nussbaum’s frame-
work,19,20 which distinguishes 3 macrocategories (see 
Table 3): basic capabilities, internal capabilities, and com-
bined capabilities. Within each macrocategory, and where 
possible, the studies were further analyzed and classified into 
1 of Nussbaum’s 10 central capabilities: life; bodily health; 
bodily integrity; senses, imagination, and thought, emotions; 
practical reason; affiliation; other species; play; and control 
over one’s environment.

Basic Capabilities

Nussbaum20 defines basic capabilities as the innate abilities 
that each individual possesses. Van Puymbroeck and Rittman51 
examined caregivers’ capacity to activate coping resources, 
identifying quality of life as a key factor. High SOC (Sense of 
Coherence) scores were associated with significantly lower 
scores in the Sense of Competence Questionnaire (β = −0.45, 
P < .0001), a pattern that remained stable at 6 months (Sense 
of Competence Questionnaire—Composite: β = −0.47, P < 
.0001). These findings underscore the role of coping ability as 
an innate resource in postillness adaptation. In parallel, Vincent 
et al,52 applying the Disability Creation Process model, identi-
fied 9 areas of capability and functional types altered in stroke 
survivors, including language, motor skills, cognitive abilities, 
behavior, sexuality, autonomy in daily activities, ability to adapt, 
sensory perception, and social interaction. These capabilities, 
interacting with environmental and organizational barriers, 
determine social participation.

observational studies (13%), and pilot, mixed-method, and  
quasi-experimental studies (9% each). Studies included stroke 
survivors (23%), caregivers (27%), and dyads of stroke survi-
vors and caregivers (50%). Studies covered different phases of 
stroke recovery, although these were not consistently reported 
across all included studies. The characteristics of the included 
studies are shown in Table 1. Table 2 provides a synoptic over-
view of all included studies.

Risk of Bias in Studies

We analyzed the methodological quality of the 22 studies, 
achieving a high average inclusion rate for the methodological 
quality checklists of 91.9% (RCTs: 83.6%, quasi-experimental 
studies: 85%, cross-sectional studies: 100%, and qualitative 
studies: 99%). Most of the studies adequately met the quality 
criteria for individual items, with a mean rate of 91.3% and a 
range of values (83.1%–100%), thus highlighting the overall 
high quality of the articles reviewed.

The methodological quality of the qualitative studies is 
reported in Supplemental Digital Content 2, https://links.lww.

com/JCN/A414. The 10 studies considered exhibit good over-
all methodological consistency, particularly in terms of study 
design, objectives, data collection methods, analysis, and 
interpretation.

In Supplemental Digital Content 3, https://links.lww.com/
JCN/A415, the 5 RCTs37,40,42,47,54 showed adequate randomiza-
tion, good group homogeneity, and consistent use of statistical 
analyses. None of the RCTs included a double-blind design 
involving operators and participants, since, in educational 
and rehabilitative interventions, this condition is generally not 
feasible.

The methodological quality of the cross-sectional studies was 
excellent, as shown in Supplemental Digital Content 4, https://
links.lww.com/JCN/A416. The 3 studies analyzed39,53,56 showed 
100% compliance with all assessed items.

The 6 quasi-experimental studies reported in Supplemental 
Digital Content 5, https://links.lww.com/JCN/A417, clearly 
demonstrated cause–effect relationships and used appro-
priate statistical strategies to reliably measure outcomes. 
Only one study50 did not compare the treatment with the 
control group. In the study by Sánchez-Huamash and 

FIGURE 1.  Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2020 flow diagram for new systematic reviews 
including searches of databases and registers only.
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Cárcamo-Cavagnaro,50 outcome measures were not clearly 
reported as reliable. Publication bias could not be formally 
assessed due to the heterogeneity of study designs and the 
absence of pooled effect estimates. However, a potential 
overrepresentation of studies reporting positive or significant 
findings cannot be excluded, which may have led to an over-
estimation of the role of capability-related constructs in the 
stroke survivor–caregiver dyad.

Systematic Review Findings

The results are presented according to Nussbaum’s frame-
work,19,20 which distinguishes 3 macrocategories (see 
Table 3): basic capabilities, internal capabilities, and com-
bined capabilities. Within each macrocategory, and where 
possible, the studies were further analyzed and classified into 
1 of Nussbaum’s 10 central capabilities: life; bodily health; 
bodily integrity; senses, imagination, and thought, emotions; 
practical reason; affiliation; other species; play; and control 
over one’s environment.

Basic Capabilities

Nussbaum20 defines basic capabilities as the innate abilities 
that each individual possesses. Van Puymbroeck and Rittman51 
examined caregivers’ capacity to activate coping resources, 
identifying quality of life as a key factor. High SOC (Sense of 
Coherence) scores were associated with significantly lower 
scores in the Sense of Competence Questionnaire (β = −0.45, 
P < .0001), a pattern that remained stable at 6 months (Sense 
of Competence Questionnaire—Composite: β = −0.47, P < 
.0001). These findings underscore the role of coping ability as 
an innate resource in postillness adaptation. In parallel, Vincent 
et al,52 applying the Disability Creation Process model, identi-
fied 9 areas of capability and functional types altered in stroke 
survivors, including language, motor skills, cognitive abilities, 
behavior, sexuality, autonomy in daily activities, ability to adapt, 
sensory perception, and social interaction. These capabilities, 
interacting with environmental and organizational barriers, 
determine social participation.

Internal Capabilities

According to Nussbaum’s classification,20 internal capabilities 
represent personal capabilities of the person (skills, compe-
tences). Internal capabilities are resources that include cognitive, 
emotional, and physical aspects and are the core upon which 
freedom of choice and opportunities can be established.

Bodily Health

Bodily health, defined by Nussbaum20 as the ability to develop 
and sustain adequate physical functioning, emerges as a core 
capability. In Bakas et al,37 stroke survivors in the early phase 
reported moderate mobility (Stroke-Specific Quality of Life 
Scale [SSQOL] = 3.4, standard deviation [SD]: 1.0) and cogni-
tive function scores (SSQOL-thinking = 2.7, SD: 1.0). Caregivers 
identified 25.4% of their needs as related to maintaining emo-
tional and physical health, including strategies for preserving 
energy (14.9%) and managing emotions (29.8%).

In Wang et al,53 resilience significantly reduces uncertainty (β 
= −0.558, P < .01) and directly increases caregiving ability (β = 
−0.269, P < .01). The qualitative findings of Nasr et al48 show 
that physical limitations, loss of autonomy, and inadequate aids 
hinder participation in daily and recreational activities, contrib-
uting to frustration and isolation.

These studies highlight how maintaining and strengthening 
bodily health, both in survivors and caregivers, represents a cru-
cial internal capability.

Senses, Imagination, and Thought

The capability “senses, imagination and thought” refers to the 
ability to perceive, think, reason, and imagine, which must be 
supported by appropriate training and cognitive stimulation.20 
In Kelly et al,45 stroke survivors and caregivers identified 
themes closely aligned with this capability. The psychoso-
cial theme included individualized goals, motivation, values, 
beliefs, and confidence, while behavioral training highlighted 
pushing limits, opportunities to learn, and developing skills 
and resources. Ye et al56 further emphasized belief systems, 
family organization, and communication/problem-solving 
strategies. As a mixed-method study, it examined the relation-
ships between social support, perceived burden, family resil-
ience, and self-efficacy. Significant correlations emerged: Social 
support–self-perceived burden (r = −0.347, P < .01), social sup-
port–self-efficacy (r = 0.610, P < .01), and self-efficacy–family 
resilience (r = 0.420, P < .01). These studies also highlight the 
importance of personalized goals, the acquisition of skills, and 
adequate motivation.

Emotions

In Nussbaum’s vision, the capability “emotions” focuses on 
the person’s internal states that allow the exercise of emotional 
functions. The included studies investigated the emotions of 
caregivers of stroke survivors and how these can be modified 
and supported through targeted interventions.

In the randomized trial by Cheng et al,40 the interventions 
significantly improved caregiving competence, family func-
tioning, problem-solving skills, and social support satisfac-
tion at 1 and 3 months (P < .05), as well as a reduction in 
burden at 3 months (P < .05). Similarly, Sánchez-Huamash 
and Cárcamo-Cavagnaro,50 reported that caregivers found 
instructions easy to understand and apply, reducing uncer-
tainty and enhancing emotional security. Practical skills 
improved from 21.6 to 56.1/68 (+34.5; P < .001), and knowl-
edge from 11.6 to 21.6/27 (+10; P < .001). Both studies show 
that educational support interventions improve not only 
practical skills but also emotional security, relationship qual-
ity, and sense of control.

TABLE 1

Study Characteristics

Characteristics

Included Articles (N = 22)

n %

Years of publication
 � <2010 3 14%
 � 2010–2014 1 4%
 � 2015–2020 10 41%
 � 2021–2025 8 41%
Geographic region
 � Asia 7 32%
 � Australia and New Zealand 1 5%
 � Europe 8 36%
 � North America 4 18%
 � South America 2 9%
Study design
 � Observational 2 9%
 � Randomized controlled trial 5 23%
 � Pilot study 2 9%
 � Mixed-method study 2 9%
 � Qualitative study 8 36%
 � Quasi-experimental study 3 14%
Study population
 � Stroke survivors 5 23%
 � Caregivers 6 27%
 � Stroke survivors and caregivers 11 50%



Cortese et al.  •  The Journal of Cardiovascular Nursing (2026) XXX:00–00	 The Journal of Cardiovascular Nursing

6

T
A

B
L
E

 2

S
yn

o
p

ti
c 

Ta
b

le
 o

f 
In

cl
ud

ed
 S

tu
d

ie
s

Au
th

or
, Y

ea
r (

Co
un

tr
y)

, 
St

ud
y 

De
si

gn
Pa

rt
ic

ip
an

ts
, I

ns
tr

um
en

ts
Ed

uc
at

io
na

l P
ro

gr
am

, I
nt

er
ve

nt
io

n
Ca

pa
bi

lit
y 

Co
nc

ep
t–

Re
la

te
d 

Co
ns

tr
uc

t
Re

su
lts

Ar
aú

jo
 e

t a
l, 

20
18

(P
or

tu
ga

l),
 

qu
as

i-e
xp

er
im

en
ta

l s
tu

dy
 36

Pa
rti

ci
pa

nt
s:

 c
ar

eg
ive

rs
 (n

 =
 1

74
; 

CG
 =

 8
9,

 IG
 =

 8
5)

M
ea

su
re

s:
 E

CP
IC

ID
-A

VC
; Q

AS
CI

; 
SF

-3
6

In
CA

RE
; 3

 s
tru

ct
ur

ed
 h

om
e 

vis
its

 
fo

cu
se

d 
on

 A
DL

s
Ca

re
gi

vin
g 

sk
ills

Pr
ac

tic
al

 c
ar

eg
ivi

ng
 s

ki
lls

 im
pr

ov
ed

 (P
 <

 .0
01

); 
ca

re
gi

ve
r b

ur
de

n 
re

du
ce

d 
(P

 <
 .0

01
).

M
en

ta
l h

ea
lth

 b
or

de
rli

ne
 im

pr
ov

em
en

t (
P 

=
 .0

50
); 

no
 c

ha
ng

e 
in

 p
hy

si
ca

l 
he

al
th

 (P
 =

 .9
16

).
EC

PI
CI

D-
AV

C 
re

lia
bi

lit
y:

 IC
C 

=
 0

.9
88

 (9
5%

 C
I: 

0.
98

4–
0.

99
1)

.
Ba

ka
s 

et
 a

l, 
20

16
 (U

SA
), 

se
co

nd
ar

y 
an

al
ys

is
 o

f R
CT

37

Pa
rti

ci
pa

nt
s:

 c
ar

eg
ive

rs
 (n

 =
 1

23
)

M
ea

su
re

s:
 C

NC
C;

 B
CO

S
TA

SK
 II

; n
ur

se
-le

d 
te

le
ph

on
e 

in
te

rv
en

tio
n 

(8
 w

ee
kl

y 
se

ss
io

ns
 +

 1
 

bo
os

te
r)

Ca
re

gi
vin

g 
sk

ills
St

ro
ke

 s
ur

viv
or

 m
ob

ilit
y 

(S
SQ

OL
): 

m
ea

n,
 3

.4
; S

D,
 1

.0
.

St
ro

ke
 s

ur
viv

or
 th

in
ki

ng
 (S

SQ
OL

): 
m

ea
n,

 2
.7

, S
D,

 1
.0

.

Bo
ge

r e
t a

l, 
20

15
 (U

ni
te

d 
Ki

ng
do

m
), 

qu
al

ita
tiv

e 
st

ud
y38

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 

=
 2

8)
M

ea
su

re
s:

 s
em

i-s
tru

ct
ur

ed
 fo

cu
s 

gr
ou

ps

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Se

lf-
m

an
ag

em
en

t
Th

em
es

 h
ig

hl
ig

ht
ed

 p
os

ts
tro

ke
 s

el
f-

m
an

ag
em

en
t, 

in
di

vid
ua

l c
ap

ac
ity

 
an

d 
en

vir
on

m
en

ta
l s

up
po

rt.

Bu
ck

i e
t a

l, 
20

16
 

(L
ux

em
bo

ur
g)

, c
ro

ss
-

se
ct

io
na

l s
tu

dy
39

Pa
rti

ci
pa

nt
s:

 c
ar

eg
ive

rs
 o

f s
tro

ke
 

su
rv

ivo
rs

 (n
 =

 6
2)

M
ea

su
re

s:
 H

CF
C 

(W
HO

QO
L-

BR
EF

; 
CR

A;
 C

ar
er

 S
at

is
fa

ct
io

n)

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Ca

pa
bi

lit
y:

 
m

ul
tid

im
en

si
on

al
 

fu
nc

tio
ni

ng
 (p

hy
si

ca
l, 

ps
yc

ho
lo

gi
ca

l, 
so

ci
al

, 
m

at
er

ia
l)

Ph
ys

ic
al

 fu
nc

tio
ni

ng
 a

nd
 fa

m
ily

 s
up

po
rt:

 r 
=

 0
.5

71
, P

 <
 .0

1.
Li

fe
st

yle
 v

al
ue

 a
nd

 fa
m

ily
 s

up
po

rt:
 r 

=
 0

.6
04

, P
 <

 .0
01

.
Ps

yc
ho

lo
gi

ca
l f

un
ct

io
ni

ng
 a

nd
 m

at
er

ia
l c

on
di

tio
ns

: r
 =

 0
.5

89
, P

 <
 .0

01
.

Ch
en

g 
et

 a
l, 

20
18

 (H
on

g 
Ko

ng
), 

RC
T40

Pa
rti

ci
pa

nt
s:

 c
ar

eg
ive

r/s
tro

ke
 

su
rv

ivo
r d

ya
ds

 (n
 =

 1
28

)
M

ea
su

re
s:

 C
CS

; P
SI

; C
ES

-D
-1

0;
 

CS
I; 

SS
Q-

6;
 F

AD
-G

F;
 S

F-
12

v2

St
re

ng
th

-o
rie

nt
ed

 p
sy

ch
oe

du
ca

tio
na

l 
pr

og
ra

m
; 2

 in
-h

os
pi

ta
l s

es
si

on
s 

+
 

6 
te

le
ph

on
e-

ba
se

d 
co

pi
ng

 s
ki

lls
 

se
ss

io
ns

 p
os

td
is

ch
ar

ge

Ca
re

gi
vin

g 
co

m
pe

te
nc

e
Ca

re
gi

vin
g 

co
m

pe
te

nc
e:

 IG
 =

 1
0.

45
 ±

 2
.4

8 
vs

. C
G 

=
 1

0.
64

 ±
 2

.2
4 

(P
 

=
 .7

0)
.

Pr
ob

le
m

-s
ol

vin
g 

co
pi

ng
: I

G 
=

 1
01

.2
5 

±
 1

5.
82

 v
s.

 C
G 

=
 1

03
.8

3 
±

 1
7.

92
 

(P
 =

 .9
6)

.
De

pr
es

si
ve

 s
ym

pt
om

s,
 fa

m
ily

 fu
nc

tio
ni

ng
, a

nd
 s

oc
ia

l s
up

po
rt:

 n
o 

be
tw

ee
n-

gr
ou

p 
di

ffe
re

nc
es

 (a
ll 

P 
>

 .4
0)

.
Ch

en
 e

t a
l, 

20
25

 (S
in

ga
po

re
), 

qu
al

ita
tiv

e 
st

ud
y41

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 =

 
7)

; c
ar

eg
ive

rs
 (n

 =
 6

)
M

ea
su

re
s:

 fo
cu

s 
gr

ou
ps

W
or

k 
sk

ills
 tr

ai
ni

ng
 w

or
ks

ho
p;

 4
 

se
ss

io
ns

 (2
.5

 h
ou

rs
/w

ee
k 

fo
r 4

 
w

ee
ks

)

Ca
pa

bi
lit

y:
 p

sy
ch

os
oc

ia
l, 

em
ot

io
na

l, 
w

or
k 

re
ad

in
es

s

Re
po

rte
d 

ga
in

s 
in

 c
om

m
un

ic
at

io
n,

 e
m

ot
io

na
l r

eg
ul

at
io

n,
 c

on
fid

en
ce

, a
nd

 
se

lf-
re

fle
ct

io
n.

Ca
pa

bi
lit

y 
lin

ke
d 

to
 w

or
k 

re
ad

in
es

s,
 a

ut
on

om
y, 

an
d 

go
al

 s
et

tin
g;

 
ch

al
le

ng
es

 in
cl

ud
ed

 c
og

ni
tiv

e 
fa

tig
ue

 a
nd

 d
ig

ita
l b

ar
rie

rs
.

Co
st

a 
et

 a
l, 

20
25

 (B
ra

zil
), 

RC
T42

Pa
rti

ci
pa

nt
s:

 c
ar

eg
ive

rs
 (n

 =
 5

8)
M

ea
su

re
s:

 E
CC

IA
D-

AC
V;

 C
BS

; F
IM

E-
sh

ar
e;

 M
OO

C-
ba

se
d 

in
te

rv
en

tio
n 

+
 

4 
sc

he
du

le
d 

ph
on

e 
ca

lls
 a

nd
 h

ot
lin

e 
su

pp
or

t (
3 

m
on

th
s)

Ca
pa

bi
lit

y:
 fu

nc
tio

na
l, 

em
ot

io
na

l
Fe

ed
in

g-
re

la
te

d 
ca

re
gi

vin
g 

ta
sk

s 
im

pr
ov

ed
 (2

.5
6 

±
 0

.6
4 

to
 2

.9
6 

±
 0

.2
0;

 
P 

<
 .0

01
).

M
ed

ic
at

io
n 

ad
m

in
is

tra
tio

n 
im

pr
ov

ed
 (2

.6
6 

±
 0

.7
2 

to
 3

.0
0 

±
 0

.0
0;

 P
 =

 
.0

09
).

Ge
dd

es
 e

t a
l, 

19
91

 (U
ni

te
d 

Ki
ng

do
m

), 
qu

as
i-e

xp
er

im
en

ta
l 

st
ud

y43

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 

=
 5

8)
M

ea
su

re
s:

 B
ar

th
el

 In
de

x

Le
ed

s 
Fa

m
ily

 P
la

ce
m

en
t S

ch
em

e;
 

su
pe

rv
is

ed
 h

om
e 

pl
ac

em
en

t w
ith

 
tra

in
ed

 c
ar

er
s

Fu
nc

tio
na

l a
bi

lit
y

Hi
gh

er
 fu

nc
tio

na
l i

nd
ep

en
de

nc
e 

(B
ar

th
el

 In
de

x)
 c

om
pa

re
d 

w
ith

 c
on

tro
ls

 
at

 1
2 

an
d 

42
 m

on
th

s 
(P

 <
 .0

5)
.

Ha
ll 

et
 a

l, 
20

20
 (U

ni
te

d 
Ki

ng
do

m
), 

qu
al

ita
tiv

e 
st

ud
y21

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 =

 
31

); 
ca

re
gi

ve
rs

 (n
 =

 1
2)

M
ea

su
re

s:
 C

OM
-B

–g
ui

de
d 

ob
se

rv
at

io
ns

; i
nt

er
vie

w
s

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Ca

pa
bi

lit
y:

 p
hy

si
ca

l a
nd

 
ps

yc
ho

lo
gi

ca
l

Th
em

es
 id

en
tif

ie
d 

ph
ys

ic
al

, p
sy

ch
ol

og
ic

al
, e

nv
iro

nm
en

ta
l, 

an
d 

ca
re

gi
ve

r-
re

la
te

d 
in

flu
en

ce
s 

on
 s

ed
en

ta
ry

 b
eh

av
io

r a
fte

r s
tro

ke
.

(C
on

in
tu

ed
)



Cortese et al.  •  The Journal of Cardiovascular Nursing (2026) XXX:00–00	 www.jcnjournal.com 

7

Au
th

or
, Y

ea
r (

Co
un

tr
y)

, 
St

ud
y 

De
si

gn
Pa

rt
ic

ip
an

ts
, I

ns
tr

um
en

ts
Ed

uc
at

io
na

l P
ro

gr
am

, I
nt

er
ve

nt
io

n
Ca

pa
bi

lit
y 

Co
nc

ep
t–

Re
la

te
d 

Co
ns

tr
uc

t
Re

su
lts

Jo
hn

so
n 

et
 a

l, 
20

18
 (U

SA
), 

qu
an

tit
at

ive
 p

ilo
t s

tu
dy

44

Pa
rti

ci
pa

nt
s:

 p
ilo

t A
 s

ur
viv

or
s 

an
d 

ca
re

gi
ve

rs
 (n

 =
 1

98
); 

pi
lo

t B
: 

pa
rti

ci
pa

nt
s 

(n
 =

 3
0)

M
ea

su
re

s:
 s

tro
ke

 k
no

w
le

dg
e 

qu
es

tio
nn

ai
re

St
an

da
rd

ize
d 

in
-h

os
pi

ta
l s

tro
ke

 
ed

uc
at

io
n;

 p
ilo

t B
 in

cl
ud

ed
 te

st
-

en
ha

nc
ed

 le
ar

ni
ng

Kn
ow

le
dg

e 
an

d 
se

lf-
m

an
ag

em
en

t 
ca

pa
bi

lit
ie

s

Te
st

-e
nh

an
ce

d 
le

ar
ni

ng
 im

pr
ov

ed
 p

er
so

na
l r

is
k 

fa
ct

or
 k

no
w

le
dg

e 
(8

7%
 

vs
. 4

0%
, P

 =
 .0

2)
 a

nd
 m

ed
ic

at
io

n 
kn

ow
le

dg
e 

(1
00

%
 v

s.
 6

7%
, P

 =
 .0

4)
.

M
ea

n 
fo

llo
w

-u
p:

 4
.6

 ±
 0

.6
 w

ee
ks

.

Ke
lly

 e
t a

l, 
20

20
 (U

ni
te

d 
Ki

ng
do

m
), 

qu
al

ita
tiv

e 
st

ud
y45

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 =

 
16

); 
ca

re
gi

ve
rs

 (n
 =

 2
); 

cl
in

ic
ia

ns
 

(n
 =

 1
1)

M
ea

su
re

s:
 s

em
i-s

tru
ct

ur
ed

 fo
cu

s 
gr

ou
ps

Qu
ee

n 
Sq

ua
re

 U
pp

er
 L

im
b 

Ne
ur

or
eh

ab
ilit

at
io

n 
Pr

og
ra

m
; 

in
te

ns
ive

 u
pp

er
-li

m
b 

re
ha

bi
lit

at
io

n

Ps
yc

ho
so

ci
al

 s
ki

lls
Ps

yc
ho

so
ci

al
 th

em
es

 in
cl

ud
ed

 m
ot

iva
tio

n,
 c

on
fid

en
ce

, v
al

ue
s,

 a
nd

 
en

ga
ge

m
en

t i
n 

in
te

ns
ive

 re
ha

bi
lit

at
io

n.

Li
n 

et
 a

l, 
20

23
 (C

hi
na

), 
qu

al
ita

tiv
e 

st
ud

y46

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 

=
 2

6)
; c

ar
eg

ive
rs

 (n
 =

 3
3)

; n
ur

se
 

co
ac

he
s 

(n
 =

 4
)

M
ea

su
re

s:
 s

em
i-s

tru
ct

ur
ed

 
in

te
rv

ie
w

s

Nu
rs

e-
le

d 
he

al
th

 c
oa

ch
in

g 
du

rin
g 

ho
sp

ita
l-t

o-
ho

m
e 

tra
ns

iti
on

; i
n-

pe
rs

on
 

se
ss

io
ns

 +
 fo

llo
w

-u
p 

ca
lls

Ca
re

gi
vin

g 
ab

ilit
y

Ca
re

gi
ve

rs
 re

po
rte

d 
in

cr
ea

se
d 

se
lf-

ef
fic

ac
y, 

pr
ob

le
m

-s
ol

vin
g 

sk
ills

, 
re

si
lie

nc
e,

 a
nd

 p
re

pa
re

dn
es

s 
fo

r c
ar

eg
ivi

ng
.

M
ou

 e
t a

l, 
20

23
 (C

hi
na

), 
pi

lo
t 

RC
T47

Pa
rti

ci
pa

nt
s:

 d
ya

ds
 (n

 =
 1

62
; 

in
te

rv
en

tio
n 

=
 8

1,
 c

on
tro

l =
 8

1)
M

ea
su

re
s:

 S
IS

; C
BI

; C
CS

; F
-C

OP
ES

; 
PH

Q-
9;

 G
AD

-7
; G

F-
FA

D;
 M

S

FD
PE

I; 
ps

yc
ho

ed
uc

at
io

na
l 

in
te

rv
en

tio
n 

(3
 in

-h
os

pi
ta

l s
es

si
on

s 
+

 
4 

po
st

di
sc

ha
rg

e 
ca

lls
)

Ca
re

gi
vin

g 
co

m
pe

te
nc

e
Ca

re
gi

vin
g 

co
m

pe
te

nc
e 

im
pr

ov
ed

 a
t T

1 
(β

 =
 0

.9
8,

 9
5%

 C
I: 

0.
21

–1
.7

5;
 

P 
=

 0
.0

13
) a

nd
 T

2 
(β

 =
 1

.5
8,

 0
.7

9–
2.

38
; P

 <
 .0

01
).

Su
rv

ivo
r e

m
ot

io
na

l f
un

ct
io

ni
ng

 im
pr

ov
ed

 a
t T

1 
(β

 =
 7

.2
2,

 1
.4

3–
13

.0
1;

 
P 

=
 .0

15
); 

T2
: N

S.
Co

pi
ng

 im
pr

ov
ed

 a
t T

2 
(β

 =
 6

.7
3,

 1
.7

3–
11

.7
3;

 P
 =

 .0
08

).
Na

sr
 e

t a
l, 

20
16

 (U
ni

te
d 

Ki
ng

do
m

), 
qu

al
ita

tiv
e 

st
ud

y48

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 =

 
10

); 
ca

re
gi

ve
rs

 (n
 =

 8
)

M
ea

su
re

s:
 in

-d
ep

th
 in

te
rv

ie
w

s,
 

di
ar

ie
s,

 p
ho

to
gr

ap
hy

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Ph

ys
ic

al
 c

ap
ab

ilit
ie

s
Th

em
es

 e
m

ph
as

ize
d 

so
ci

al
 n

et
w

or
ks

, t
ec

hn
ol

og
y 

at
tit

ud
es

, e
xp

er
ie

nt
ia

l 
sk

ills
, a

nd
 m

ot
iva

tio
n 

in
flu

en
ci

ng
 p

hy
si

ca
l a

ct
ivi

ty.

No
tt 

et
 a

l, 
20

21
 (A

us
tra

lia
), 

m
ixe

d-
m

et
ho

d 
st

ud
y49

Pa
rti

ci
pa

nt
s:

 s
tro

ke
 s

ur
viv

or
s 

(n
 

=
 4

0)
M

ea
su

re
s:

 S
SE

Q;
 C

OP
M

; i
nt

er
vie

w
s 

(s
ub

se
t)

St
ro

ke
-s

pe
ci

fic
 s

el
f-

m
an

ag
em

en
t 

pr
og

ra
m

; 1
2 

w
ee

ks
, O

T 
co

-f
ac

ilit
at

ed
Se

lf-
m

an
ag

em
en

t a
nd

 
se

lf-
ef

fic
ac

y
CO

PM
 p

er
fo

rm
an

ce
 im

pr
ov

ed
 (Δ

 =
 3

.4
, 9

5%
 C

I: 
2.

8–
4.

0;
 P

 =
 .0

01
; d

 
=

 1
.8

9)
.

CO
PM

 s
at

is
fa

ct
io

n 
im

pr
ov

ed
 (Δ

 =
 3

.8
, 3

.0
–4

.6
; P

 =
 .0

01
; d

 =
 1

.8
5)

.
SS

EQ
 c

ha
ng

e 
no

t s
ig

ni
fic

an
t (

P 
=

 .0
76

).
Sá

nc
he

z-
Hu

am
as

h 
an

d 
Cá

rc
am

o-
Ca

va
gn

ar
o,

 2
02

1 
(P

er
u)

, q
ua

si
-e

xp
er

im
en

ta
l 

st
ud

y50

Pa
rti

ci
pa

nt
s:

 c
ar

eg
ive

rs
 (n

 =
 1

0)
M

ea
su

re
s:

 q
ue

st
io

nn
ai

re
; p

ra
ct

ic
al

 
sk

ills
 a

ss
es

sm
en

t

Vi
de

o-
ba

se
d 

ed
uc

at
io

na
l p

ro
gr

am
 

fo
r c

ar
eg

ive
rs

 in
 th

e 
su

ba
cu

te
 s

tro
ke

 
ph

as
e

Pr
ac

tic
al

 s
ki

lls
Pr

ac
tic

al
 c

ar
eg

ivi
ng

 s
ki

lls
 m

ar
ke

dl
y 

im
pr

ov
ed

 (Δ
 =

 3
4.

5,
 9

5%
 C

I: 
29

.0
–4

0.
1;

 P
 <

 .0
01

).
St

ro
ke

-r
el

at
ed

 k
no

w
le

dg
e 

im
pr

ov
ed

 (Δ
 =

 1
0.

0,
 7

.4
–1

2.
6;

 P
 <

 .0
01

).

Va
n 

Pu
ym

br
oe

ck
 a

nd
 

Ri
ttm

an
, 2

00
5 

(U
SA

), 
pi

lo
t 

RC
T51

Pa
rti

ci
pa

nt
s:

 d
ya

ds
 (n

 =
 9

2)
M

ea
su

re
s:

 F
IM

; S
OC

; G
DS

; S
CQ

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Co

pi
ng

 a
bi

lit
y

Hi
gh

er
 c

op
in

g 
ab

ilit
y 

as
so

ci
at

ed
 w

ith
 lo

w
er

 c
ar

eg
ive

r b
ur

de
n 

an
d 

di
ss

at
is

fa
ct

io
n 

at
 1

 a
nd

 6
 m

on
th

s 
(a

ll 
P 

≤ 
.0

2)
.

Vi
nc

en
t e

t a
l, 

20
07

 (C
an

ad
a)

, 
qu

al
ita

tiv
e 

st
ud

y52

Pa
rti

ci
pa

nt
s:

 s
ur

viv
or

s,
 c

ar
eg

ive
rs

, 
an

d 
pr

of
es

si
on

al
s 

(n
 =

 7
2)

M
ea

su
re

s:
 fo

cu
s 

gr
ou

ps
; D

CP
 

fra
m

ew
or

k

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Ca

pa
bi

lit
y 

fu
nc

tio
na

l
9 

of
 1

0 
DC

P 
ca

pa
bi

lit
y 

do
m

ai
ns

 id
en

tif
ie

d;
 m

ul
tip

le
 u

nm
et

 n
ee

ds
 a

cr
os

s 
fu

nc
tio

na
l a

nd
 p

ar
tic

ip
at

io
n-

re
la

te
d 

ar
ea

s.

W
an

g 
et

 a
l.,

 2
02

2 
(C

hi
na

), 
cr

os
s-

se
ct

io
na

l s
tu

dy
53

Pa
rti

ci
pa

nt
s:

 d
ya

ds
 (n

 =
 3

06
)

M
ea

su
re

s:
 C

D-
RI

SC
-1

0;
 M

UI
S-

FM
; 

FC
TI

; N
IH

SS
; B

I

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Ca

re
gi

vin
g 

ab
ilit

y
Re

si
lie

nc
e 

ne
ga

tiv
el

y 
as

so
ci

at
ed

 w
ith

 il
ln

es
s 

un
ce

rta
in

ty
 (β

 =
 −

0.
55

8,
 

P 
<

 .0
1)

.
Re

si
lie

nc
e 

ne
ga

tiv
el

y 
as

so
ci

at
ed

 w
ith

 c
ar

eg
ivi

ng
 d

iff
ic

ul
ty

 (β
 =

 −
0.

26
9,

 
P 

<
 .0

1)
.

Si
gn

ifi
ca

nt
 in

di
re

ct
 e

ffe
ct

 v
ia

 u
nc

er
ta

in
ty

 (β
 =

 −
0.

38
4,

 P
 <

 .0
1)

T
A

B
L
E

 2

C
o

nt
in

ue
d

(C
on

in
tu

ed
)



Cortese et al.  •  The Journal of Cardiovascular Nursing (2026) XXX:00–00	 The Journal of Cardiovascular Nursing

8

Au
th

or
, Y

ea
r (

Co
un

tr
y)

, 
St

ud
y 

De
si

gn
Pa

rt
ic

ip
an

ts
, I

ns
tr

um
en

ts
Ed

uc
at

io
na

l P
ro

gr
am

, I
nt

er
ve

nt
io

n
Ca

pa
bi

lit
y 

Co
nc

ep
t–

Re
la

te
d 

Co
ns

tr
uc

t
Re

su
lts

W
an

g 
et

 a
l, 

20
24

 (C
hi

na
), 

RC
T54

Pa
rti

ci
pa

nt
s:

 d
ya

ds
 (n

 =
 9

0;
 

in
te

rv
en

tio
n 

=
 4

5,
 c

on
tro

l =
 4

5)
M

ea
su

re
s:

 Z
BI

; M
AS

; B
I; 

SA
S;

 S
DS

Co
nt

ro
l: 

ro
ut

in
e 

he
al

th
 e

du
ca

tio
n;

 
in

te
rv

en
tio

n:
 v

id
eo

-b
as

ed
 te

ac
h-

ba
ck

 
tra

in
in

g

Ca
rin

g 
ab

ilit
y

Ca
re

gi
vin

g 
ab

ilit
y 

(to
ta

l s
co

re
): 

gr
ea

te
r i

m
pr

ov
em

en
t i

n 
in

te
rv

en
tio

n 
gr

ou
p 

(1
10

.5
4 

±
 1

2.
92

 v
s.

 1
03

.2
3 

±
 1

0.
65

; P
 <

 .0
01

).
M

ot
or

 a
bi

lit
y 

(M
AS

): 
in

te
rv

en
tio

n 
gr

ou
p 

sh
ow

ed
 la

rg
er

 g
ai

ns
 

(3
6.

56
 ±

 6
.3

2 
vs

. 3
2.

17
 ±

 4
.8

3;
 P

 <
 .0

01
).

Fu
nc

tio
na

l i
nd

ep
en

de
nc

e 
(B

I):
 h

ig
he

r s
co

re
s 

in
 in

te
rv

en
tio

n 
gr

ou
p 

(7
5.

33
 ±

 6
.7

2 
vs

. 6
6.

35
 ±

 7
.3

4;
 P

 <
 .0

01
).

W
en

ne
rb

er
g 

et
 a

l, 
20

19
 

(S
w

ed
en

), 
qu

al
ita

tiv
e 

st
ud

y55

Pa
rti

ci
pa

nt
s:

 c
ar

eg
ive

rs
 (n

 =
 3

2)
M

ea
su

re
s:

 in
-d

ep
th

 in
te

rv
ie

w
s

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Ca

pa
bi

lit
y:

 d
ya

di
c 

an
d 

re
la

tio
na

l
Dy

ad
ic

 fu
nc

tio
ni

ng
 ra

ng
ed

 fr
om

 re
ci

pr
oc

al
, s

up
po

rti
ve

 re
la

tio
ns

hi
ps

 to
 

st
ra

in
ed

 a
nd

 e
m

ot
io

na
lly

 b
ur

de
ns

om
e 

ca
re

gi
vin

g 
ex

pe
rie

nc
es

.
Ye

 e
t a

l, 
20

24
 (C

hi
na

), 
m

ixe
d-

m
et

ho
d 

st
ud

y56

Pa
rti

ci
pa

nt
s:

 s
ur

viv
or

s 
(q

ua
nt

ita
tiv

e,
 

n 
=

 3
79

; q
ua

lit
at

ive
, n

 =
 1

5)
M

ea
su

re
s:

 P
SS

S;
 S

SE
Q;

 S
PB

S;
 F

HI
; 

in
te

rv
ie

w
s

No
 e

du
ca

tio
na

l i
nt

er
ve

nt
io

n
Fa

m
ily

 re
si

lie
nc

e 
ba

se
d

So
ci

al
 s

up
po

rt 
in

ve
rs

el
y 

as
so

ci
at

ed
 w

ith
 s

el
f-

pe
rc

ei
ve

d 
bu

rd
en

 (r
 =

 
−

0.
34

7,
 P

 <
 .0

1)
 a

nd
 p

os
iti

ve
ly 

w
ith

 s
el

f-
ef

fic
ac

y 
(r 

=
 0

.6
10

, P
 <

 .0
1)

.
Se

lf-
ef

fic
ac

y 
as

so
ci

at
ed

 w
ith

 fa
m

ily
 re

si
lie

nc
e 

(r 
=

 0
.4

20
, P

 <
 

.0
1)

; q
ua

lit
at

ive
 fi

nd
in

gs
 e

m
ph

as
ize

d 
be

lie
fs

, o
rg

an
iza

tio
n,

 a
nd

 
co

m
m

un
ic

at
io

n.

Ab
br

ev
ia

tio
ns

: A
DL

s,
 a

ct
ivi

tie
s 

of
 d

ai
ly 

ivi
ng

; B
CO

S,
 B

ak
as

 C
ar

eg
ivi

ng
 O

ut
co

m
es

 S
ca

le
; B

I, 
Ba

rth
el

 In
de

x;
 C

BI
, C

ar
eg

ive
r B

ur
de

n 
In

ve
nt

or
y;

 C
BS

, C
ar

eg
ive

r B
ur

de
n 

Sc
al

e;
 C

CS
, C

ar
eg

ivi
ng

 C
om

pe
te

nc
e 

Sc
al

e;
 C

D-
RI

SC
-1

0,
 1

0-
ite

m
 C

on
no

r–
Da

vid
so

n 
Re

si
lie

nc
e 

Sc
al

e;
 C

ES
-D

-1
0,

 
10

-it
em

 C
en

te
r f

or
 E

pi
de

m
io

lo
gi

ca
l S

tu
di

es
 D

ep
re

ss
io

n 
Sc

al
e;

 C
G,

 c
on

tro
l g

ro
up

; C
I, 

co
nf

id
en

ce
 in

te
rv

al
; C

NC
C,

 C
ar

eg
ive

r N
ee

ds
 a

nd
 C

on
ce

rn
s 

Ch
ec

kl
is

t; 
CO

M
-B

, C
ap

ab
ilit

y–
Op

po
rtu

ni
ty

–M
ot

iva
tio

n–
Be

ha
vio

r m
od

el
; C

OP
M

, C
an

ad
ia

n 
Oc

cu
pa

tio
na

l P
er

fo
rm

an
ce

 M
ea

su
re

; C
RA

, 
Ca

re
gi

ve
r R

ea
ct

io
n 

As
se

ss
m

en
t; 

CS
I, 

Ca
re

gi
ve

r S
tra

in
 In

de
x;

 D
CP

, D
is

ab
ilit

y 
Cr

ea
tio

n 
Pr

oc
es

s;
 E

CC
IA

D-
AC

V,
 S

pa
ni

sh
 a

cr
on

ym
 fo

r S
ca

le
 fo

r t
he

 A
ss

es
sm

en
t o

f I
nf

or
m

al
 C

ar
eg

ive
rs

’ C
ap

ac
ity

 in
 O

ld
er

 A
du

lts
 D

ep
en

de
nt

 A
fte

r S
tro

ke
; E

CP
IC

ID
-A

VC
, P

or
tu

gu
es

e 
ac

ro
ny

m
 fo

r I
ns

tru
m

en
t 

fo
r E

va
lu

at
in

g 
th

e 
Ca

pa
ci

ty
 o

f I
nf

or
m

al
 C

ar
eg

ive
rs

 in
 P

ro
vid

in
g 

Ca
re

 to
 O

ld
er

 P
eo

pl
e 

Af
te

r S
tro

ke
; F

DP
EI

, f
am

ily
 d

ya
di

c 
ps

yc
ho

ed
uc

at
io

na
l i

nt
er

ve
nt

io
n;

 F
-C

OP
ES

, F
am

ily
 C

ris
is

 O
rie

nt
ed

 P
er

so
na

l E
va

lu
at

io
n 

Sc
al

e;
 F

AD
-G

F, 
Ge

ne
ra

l F
un

ct
io

ni
ng

 s
ub

sc
al

e 
of

 th
e 

Fa
m

ily
 A

ss
es

sm
en

t 
De

vic
e;

 F
CT

I, 
Fa

m
ily

 C
ar

eg
ive

r T
as

k 
In

ve
nt

or
y;

 F
HI

, F
am

ily
 H

ar
di

ne
ss

 In
de

x;
 F

IM
, F

un
ct

io
na

l I
nd

ep
en

de
nc

e 
M

ea
su

re
; G

AD
-7

, G
en

er
al

ize
d 

An
xie

ty
 D

is
or

de
r–

7 
sc

al
e;

 G
DS

, G
er

ia
tri

c 
De

pr
es

si
on

 S
ca

le
; G

F-
FA

D,
 g

en
er

al
 fu

nc
tio

ni
ng

 s
ub

sc
al

e 
of

 th
e 

fa
m

ily
 a

ss
es

sm
en

t d
ev

ic
e;

 H
CF

C,
 

he
al

th
 c

ap
ab

ilit
y 

of
 fa

m
ily

 c
ar

eg
ive

rs
; I

CC
, I

nt
ra

cl
as

s 
Co

rre
la

tio
n 

Co
ef

fic
ie

nt
; I

G,
 in

te
rv

en
tio

n 
gr

ou
p;

 In
CA

RE
, I

nf
or

m
al

 C
AR

Eg
ive

r t
ra

in
in

g 
in

te
rv

en
tio

n;
 M

AS
, M

ot
or

 A
ss

es
sm

en
t S

ca
le

; M
S,

 M
ut

ua
lit

y 
Sc

al
e;

 M
UI

S-
FM

, M
is

he
l U

nc
er

ta
in

ty
 in

 Il
ln

es
s 

Sc
al

e–
Fa

m
ily

 M
em

be
r F

or
m

; M
OO

C,
 

m
as

si
ve

 o
pe

n 
on

lin
e 

co
ur

se
; N

IH
SS

, N
at

io
na

l I
ns

tit
ut

es
 o

f H
ea

lth
 S

tro
ke

 S
ca

le
; N

S,
 n

ot
 s

ig
ni

fic
an

t; 
OT

, o
cc

up
at

io
na

l; 
PH

Q-
9,

 P
at

ie
nt

 H
ea

lth
 Q

ue
st

io
nn

ai
re

–9
; P

SI
, P

ro
bl

em
-S

ol
vin

g 
In

ve
nt

or
y;

 P
SS

S,
 P

er
ce

ive
d 

So
ci

al
 S

up
po

rt 
Sc

al
e;

 Q
AS

CI
, P

or
tu

gu
es

e 
ac

ro
ny

m
 fo

r Q
ue

st
io

nn
ai

re
 fo

r 
th

e 
As

se
ss

m
en

t o
f I

nf
or

m
al

 C
ar

eg
ive

r B
ur

de
n;

 R
CT

, r
an

do
m

ize
d 

co
nt

ro
lle

d 
tri

al
; S

AS
, S

el
f-

Ra
tin

g 
An

xie
ty

 S
ca

le
; S

CQ
, S

en
se

 o
f C

om
pe

te
nc

e 
Qu

es
tio

nn
ai

re
; S

D,
 s

ta
nd

ar
d 

de
via

tio
n;

 S
DS

, S
el

f-
Ra

tin
g 

De
pr

es
si

on
 S

ca
le

; S
F-

12
v2

, 1
2-

Ite
m

 S
ho

rt 
Fo

rm
 H

ea
lth

 S
ur

ve
y, 

ve
rs

io
n 

2;
 S

F-
36

, 
36

-It
em

 S
ho

rt 
Fo

rm
 H

ea
lth

 S
ur

ve
y;

 S
IS

, S
tro

ke
 Im

pa
ct

 S
ca

le
; S

OC
, S

en
se

 o
f C

oh
er

en
ce

; S
PB

S,
 S

el
f-

Pe
rc

ei
ve

d 
Bu

rd
en

 S
ca

le
; S

SE
Q,

 S
tro

ke
 S

el
f-

Ef
fic

ac
y 

Qu
es

tio
nn

ai
re

; S
SQ

-6
, S

ix-
Ite

m
 S

oc
ia

l S
up

po
rt 

Qu
es

tio
nn

ai
re

; S
SQ

OL
, S

tro
ke

-S
pe

ci
fic

 Q
ua

lit
y 

of
 L

ife
 S

ca
le

; W
HO

QO
L-

BR
EF

, 
W

or
ld

 H
ea

lth
 O

rg
an

iza
tio

n 
Qu

al
ity

 o
f L

ife
—

Br
ie

f V
er

si
on

; Z
BI

, Z
ar

it 
Bu

rd
en

 In
te

rv
ie

w.

T
A

B
L
E

 2

C
o

nt
in

ue
d



Cortese et al.  •  The Journal of Cardiovascular Nursing (2026) XXX:00–00	 www.jcnjournal.com 

9

Practical Reason

Practical reason is described as the ability to reflect on one’s 
goals and to guide decisions based on personal values. The 
study by Chen et al41 assessed the effects of a 4-week work-
shop designed to develop skills for re-employment. Participants 
reported benefits such as better communication tools, clarifica-
tion of values and objectives, greater self-awareness, and mutual 
support between peers. The intervention strengthened partic-
ipants’ ability to plan and make informed decisions for their 
future.

Combined Capabilities

Combined capabilities represent the abilities that a person can 
actually apply in real-life contexts. They result from the integra-
tion between basic and internal capabilities.

Bodily Health

According to Nussbaum,20 bodily health refers to the ability to 
develop and maintain adequate bodily functioning. In Bucki et 
al,39 strong correlations emerged between physical functioning 
and family support (r = 0.571; P < .01), between lifestyle and 
family support (r = 0.604; P < .001), and between psychological 
functioning and material conditions (r = 0.589; P < .001), high-
lighting the central role of environmental and relational factors. 
The qualitative findings of Hall et al21 complement these results. 
Six thematic areas were identified, including the influence of 
home environments and caregiver roles on sedentary behavior, 
and stroke survivors’ limited ability to stand and move. Physical 
limitations—poor coordination, unstable balance, and chronic 
fatigue—were described as major barriers to participation. 
Sedentary behavior dominated daily life, reinforced by environ-
mental obstacles and overly protective caregiving attitudes.

Together, these studies show that improvements in bodily 
health depend on adequate social and environmental support, 
while insufficient support contributes to worsening limitations 
and persistent sedentary lifestyles.

Emotions

The capability of emotions implies the freedom to live mean-
ingful relationships and process emotions in a constructive 
way, so as to make social participation and psychological well-
being possible. In a pilot RCT conducted by Mou et al47 with a 
dyadic family psychoeducation program, it produced significant 
improvements in poststroke emotional functioning (β = 7.22; P 
= .015). The study shows that the program had a reducing effect 
on the caregiver’s bar at T1 (β = −6.01; P = .026) and T2 (β = 
−6.73; P = .039). Similarly, increases in care competence (T1: β 
= 0.98; P = .013; T2: β = 1.58; P < .001), reduction of depressive 
symptoms in survivors (T1: β = −1.56; P = .007; T2: β = −2.06; P 
= .005), and improvement in dyadic relationship (T1: β = 0.26; 
P = .012; T2: β = 0.27; P = .022) were observed. Furthermore, 
a significant increase in coping capacity was recorded at T2 (β 
= 6.73; P = .008). It highlights how targeted interventions can 
reduce depressive symptoms, burden, and stress and enhance 
coping and relationship quality.

Senses, Imagination, and Thought

According to the study by Costa et al,42 the use of MOOCs 
resulted in an increase in correct drug administration (baseline: 
2.66 ± 0.72; final: 3.00 ± 0.00, P = .009) and nutrition support 
(baseline: 2.56 ± 0.64; final: 2.96 ± 0.20, P < .001). Similarly, 
in the work of Johnson et al,44 a tailored learning program 
increased the ability to identify personal risk factors (100% vs. 
67%, P = .04) and the purpose of medications (87% vs. 40%, 

TABLE 3

Distribution of Articles According to the Elements Expressed by the Nussbaum Framework

Macrocategories Central Capabilities Authors Outcome Measures/Themes

Basic capabilities Van Puymbroeck and Rittman (2005)51 Coping ability (SOC)
Vincent et al (2007)52 DCP capability

Internal capabilities Bodily Health Bakas et al (2016)37 Mobility and thinking
Wang et al (2022)53 Resilience, illness uncertainty, and caregiving ability
Nasr et al (2016)48 Skills and experiences

Senses, imagination, and thought Kelly et al (2020)45 Motivation, values, confidence, engagement, and education
Ye et al (2024)56 Social support, self-efficacy, self-perceived burden, and family 

resilience
Emotions Cheng et al (2018)40 Caregiving competence, problem-solving coping ability, family 

functioning, and social support
Sánchez-Huamash and Cárcamo-

Cavagnaro (2021)50

Practical skills and knowledge

Practical reason Chen et al (2025)41 Communication, emotional regulation, confidence, self-reflection, 
work readiness, autonomy, and goal setting

Combined capabilities Bodily health Bucki et al (2016)39 Physical functioning and family support, lifestyle value and family 
support, and psychological functioning and material conditions

Hall et al (2020)21 Physical and social environment, standing and movement 
capability, and emotion and motivation

Emotions Mou et al (2023)47 Stroke survivors–functioning, caregiving competence, and coping
Senses, imagination, and thought Costa et al (2025)42 Supports food intake and administers medication as prescribed

Wang et al (2024)54 Ability
Johnson et al (2018)44 Personal risk factor knowledge and medication knowledge

Practical reason Araújo et al (2018)36 Practical skills
Lin et al (2023)46 Tailored coaching, greater self-efficacy, problem-solving, 

resilience, and caregiving ability
Nott et al (2021)49 Performance, satisfaction, and reflecting on shared experiences

Affiliation Wennerberg et al (2019)55 Resistance resources and deficit
Control over one’s environment Geddes et al (1991)43 Barthel score

Boger et al (2015)38 Self-management, individual capacity

Abbreviations: DCP, disability creation process; SOC, Sense of Coherence.
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P = .02) compared with standard training, improving knowl-
edge maintenance. Finally, from the data, Wang et al54 structured 
an intervention with video teach-back. An increase in the total 
score of care skills (from 95.35, SD: 12.13 to 110.54, SD: 12.92; 
P < .001) and a reduced burden of the caregiver (Zarit Burden 
Interview: from 39.23, SD: 7.23 to 31.98, SD: 6.43; P < .001) 
were evident.

Practical Reason

According to Nussbaum, practical reason refers to the ability 
to form life plans, make autonomous decisions consistent with 
one’s values and priorities, and establish significant objectives. 
The InCARE intervention described by Araújo et al36 demon-
strated improvement in practical skills (P < .001) and reduction 
in burden (P < .001). In the qualitative study by Lin et al,46 nurs-
ing coaching in the transition from hospital to home emphasized 
how personalized guidance increases self-efficacy, facilitates the 
creation of individualized care plans, and stimulates the devel-
opment of self-care skills. Similarly, in the mixed-method study 
by Nott et al,49 improvements in employment performance (t 
= 11.2; P = .001) and satisfaction (t = 9.7; P = .001) are high-
lighted, with self-efficacy mediating these outcomes (occupa-
tional performance: F = 7.08; P < .01; satisfaction: F = 6.52; P = 
.02). The qualitative part of the study aligns with topics such as 
personal goals, reflecting on one’s progress and directing one’s 
rehabilitation, with an added value given by mutual support 
between participants. Practical reason is supported by interven-
tions that combine practical road development, active involve-
ment in decision-making, and the reinforcement of self-efficacy.

Affiliation

For Nussbaum, affiliation refers to the ability to form relation-
ships grounded in respect and cooperation. In the qualitative 
study by Wennerberg et al,55 2 macrocategories emerged: liv-
ing in fellowship in a well-functioning dyad and struggling in 
a malfunctioning dyad. The first includes adaptive relational 
resources—living in reciprocity, living in affinity, and enjoying 

togetherness. The second highlights relational deficits such as 
locking twosomeness, living in unpredictability, being over-
loaded, being bullied and countered, and becoming a container 
for negative emotions. Overall, the findings indicate that affili-
ation depends on the quality of interactions and on the dyad’s 
ability to face challenges together.

Control Over One’s Environment

Control over one’s environment refers to the ability to manage 
one’s living and working context, making effective use of mate-
rial resources to maintain autonomy. The quasi-experimental 
study by Geddes et al43 demonstrated the effectiveness of the 
Family Placement Scheme as a community-based rehabilitation 
intervention: 42 months after the ischemic event, 7.5% of par-
ticipants in the experimental group had maintained or improved 
their Barthel Index score, compared with 38% in the control 
group (P < .05). From a qualitative standpoint, Boger et al38 
identified 3 themes that support self-management after stroke 
(individual capacity, support for self-management, and the 
self-management environment). Overall, this evidence indicates 
that structured rehabilitation interventions and the creation of a 
supportive context for self-management enhance resource man-
agement, reduce dependence, and promote a more autonomous 
life.

Results of the Concept Analysis

Walker and Avant Concept Analysis

Concept Selection

The concept selected for this analysis is the capability of stroke 
survivors and their caregivers. The results of the concept analysis 
are summarized in Table 4. The empirical findings derived from 
the included studies and contributing to the identified attributes 
are presented in Table 5. The concept analysis was conducted 
using the same set of studies included in the systematic review, 
complemented by theoretical literature where appropriate.

TABLE 4

Concept Analysis Summary

Element Results

Concept selection Capability in stroke survivors and their caregivers.
Applications of the concept What a person is able to do or be based on scientific knowledge.39

The physical and psychological ability of a person to perform a behavior, including the necessary knowledge and skills.21

A form of relational capability, in which mutual support, communication, and cooperation strengthen the shared ability to 
deal with difficulties.55

Nine categories of “capabilities” were identified referring to individual needs: motor, behavioral, communicative, 
perceptive, cognitive, sexual, sleep-related, and psychological aspects.52

Defining attributes Self-efficacy, resilience, and motivation.
Model cases During hospitalization following a stroke, the dyad receives training on how to manage the disease at home and 

rehabilitation exercises, support and assistance in accessing follow-up services, and guidance on adopting a healthy 
lifestyle and reintegrating into the world of work.

Definition of additional cases Borderline case: Caregiver and stroke survivor discharged with incomplete information, limited capability.
Related case: Stroke survivor participating in an aphasia program, focusing on a specific function, not complete capability.
Contrary case: Caregiver left without instructions or support, capability absent.
Illegitimate case: Capability improperly used as a synonym for residual motor ability.

Antecedents and consequences of the concepts Background: Access to educational programs, adaptation to long-term disabilities, social/healthcare/financial resources 
(family support, professional support, socioeconomic status).
Consequences: Empowerment, autonomy, improved quality of life for the dyad, effective management, reduced hospital 
readmissions, sustainability of the healthcare system.

Defining the empirical referents To date, to our knowledge, no validated instrument specifically measures the capability of stroke survivors and their 
caregivers.

Conceptual definition “Capability in stroke survivors and their caregivers is the freedom and opportunity, activatable and transferable with expert 
support, to mobilize personal, social, and contextual resources through self-efficacy, resilience, and motivation to adapt 
and improve continuously in managing care and daily life.”
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Use of the Concept

In the research of Bucki et al,39 the notion of “capability” is 
interpreted according to the Sen–Nussbaum model,18 defined as 
“what a person is able to do or be based on scientifically avail-
able knowledge.”

Hall et al21 define “capability” using the COM-B theoretical 
model, as “the physical and psychological ability of a person 
to perform a behavior, including the necessary knowledge and 
skills.”

In the study of Wennerberg et al,55 a form of “relational capa-
bility,” in which mutual support, communication, and coopera-
tion strengthen the shared ability to deal with difficulties.

Vincent et al52 used the Disability Creation Process model, 
identifying 9 categories of capabilities referring to individual 
needs: motor, behavioral, communicative, perceptive, cognitive, 
sexual, sleep-related, and psychological aspects.

Defining Attributes

Capability within the stroke survivor–caregiver dyad is char-
acterized by 3 core attributes: self-efficacy, resilience, and 
motivation. Consistent with the capability approach,18,19 these 
attributes are jointly necessary for the concept to be expressed.

Self-efficacy enables individuals to mobilize and apply 
resources.57 Resilience supports adaptation to adversity and 
sustained functioning,58 and motivation drives engagement 
with care and recovery.59 The absence of any one of these ele-
ments limits the emergence of true capability in this context. 
Motivation, self-efficacy, and resilience are essential for overall 
recovery.41

Self-Efficacy

Within the capability framework, self-efficacy is an important 
internal factor that enables individuals to convert resources into 
tangible opportunities. Bandura57 defines it as the conviction 
that one can carry out the actions required to achieve objectives, 
based on perceived rather than actual abilities. These beliefs 
strongly influence behavior, decision-making, and caregiving 
involvement.38,39 In the poststroke phase, self-efficacy supports 
independence in daily living45,49 and fosters more confident, pro-
active caregiving.41,46

Resilience

Resilience refers to the ability to cope with adversity by mobi-
lizing both personal and external resources.58,60 In the post-
stroke context, it is a dynamic process shaped by the interaction 
between the individual and the environment, fostering adap-
tation and effective coping strategies.51 Evidence shows that 
resilience improves quality of life even in the presence of psy-
chological distress,53 reduces caregiving burden, and strengthens 

caregiving effectiveness care.53,56 As such, resilience supports the 
transformation of available resources into effective opportuni-
ties for action within the dyad.

Motivation

Within the capability framework, motivation represents the 
mechanism that transforms potential into concrete outcomes.21,48 
According to Self-Determination Theory,61 it is sustained by ful-
fillment of 3 basic psychological needs: autonomy, competence, 
and relatedness.38 In the poststroke context, motivation enables 
survivors and caregivers to engage with rehabilitation pro-
grammes and adapt to disability.37,41-43,45,47 Motivation, there-
fore, contributes to the activation of capability within the dyad.

Capability emerges only when self-efficacy enables action, 
resilience sustains it, and motivation directs it.

Model Cases

Rosamaria’s husband is admitted to the stroke unit following a 
stroke. He experiences dizziness, motor difficulties, and signifi-
cant anxiety about his recovery. Rosamaria feels overwhelmed 
and uncertain about what lies ahead. During the hospitalization, 
both receive educational support and guidance to prepare for 
the return home.

Once home, things do not always go as expected. Rosamaria 
notices that her husband tolerates rehabilitation exercises better 
in the morning, so she reorganizes their daily routine accord-
ingly. She learns to recognize early warning signs and contacts 
the healthcare team when needed, without waiting to be told. 
Her husband, despite his limitations, begins to express his pref-
erences about his care and pushes himself to regain small but 
meaningful levels of independence. When a new problem arises, 
they talk it through together and figure out what to do, some-
times getting it wrong the first time but adjusting.

What emerges is not simply the result of the training they 
received. It is the product of their ability to use what they 
learned within the messiness of real life together, and over time.

Definition of Additional Cases

Borderline Case

A stroke survivor is discharged from the hospital with a per-
manent disability. The caregiver receives instructions on how 
to mobilize the patient, but has not fully understood whether 
the disability is permanent, what follow-ups are necessary, or 
what might indicate a recurrence. At home, uncertainty, anxiety, 
and difficulties in daily management emerge. In this case, some 
support is available, but essential information, clear communi-
cation, and a structured support network to enable independent 
and informed decisions are lacking. Capability is limited, as the 
conditions for full implementation are not met.

togetherness. The second highlights relational deficits such as 
locking twosomeness, living in unpredictability, being over-
loaded, being bullied and countered, and becoming a container 
for negative emotions. Overall, the findings indicate that affili-
ation depends on the quality of interactions and on the dyad’s 
ability to face challenges together.

Control Over One’s Environment

Control over one’s environment refers to the ability to manage 
one’s living and working context, making effective use of mate-
rial resources to maintain autonomy. The quasi-experimental 
study by Geddes et al43 demonstrated the effectiveness of the 
Family Placement Scheme as a community-based rehabilitation 
intervention: 42 months after the ischemic event, 7.5% of par-
ticipants in the experimental group had maintained or improved 
their Barthel Index score, compared with 38% in the control 
group (P < .05). From a qualitative standpoint, Boger et al38 
identified 3 themes that support self-management after stroke 
(individual capacity, support for self-management, and the 
self-management environment). Overall, this evidence indicates 
that structured rehabilitation interventions and the creation of a 
supportive context for self-management enhance resource man-
agement, reduce dependence, and promote a more autonomous 
life.

Results of the Concept Analysis

Walker and Avant Concept Analysis

Concept Selection

The concept selected for this analysis is the capability of stroke 
survivors and their caregivers. The results of the concept analysis 
are summarized in Table 4. The empirical findings derived from 
the included studies and contributing to the identified attributes 
are presented in Table 5. The concept analysis was conducted 
using the same set of studies included in the systematic review, 
complemented by theoretical literature where appropriate.

TABLE 5

Synthesis of Empirical Findings Contributing to the Defining Attributes of Dyadic Capability

Study Extracted Concept/Finding Mapped Attribute

Bakas et al (2016)37 Caregiver confidence in managing stroke-related care tasks and challenges Self-efficacy
Cheng et al (2018)40 Caregivers develop problem-solving skills and emotional regulation to cope with caregiving stress Resilience
Kelly et al (2020)45 Engagement in goal-oriented rehabilitation and meaningful tasks enhances motivation and participation in 

recovery
Motivation

Wang et al (2022)53 Caregiver resilience reduces uncertainty and supports adaptation in poststroke caregiving Resilience
Hall et al (2020)21 Stroke survivors’ engagement in reducing sedentary behavior is influenced by emotional responses, confidence, 

and motivation
Motivation

Mou et al (2023)47 Active engagement in interventions enhances coping and participation in caregiving and recovery processes Motivation/resilience
Lin et al (2023)46 Health coaching interventions drive self-efficacy and empower stroke survivors and caregivers to develop self-

care skills and confidence
Self-efficacy

Ye et al (2024)56 Caregiver self-efficacy is associated with family resilience and coping capacity in poststroke care Self-efficacy/resilience
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Related Case

A stroke survivor, after being discharged, decides to participate 
in an educational program for patients with aphasia. The pro-
gram aims to improve communication, provide coping strate-
gies, and promote social participation. The patient develops 
greater confidence in their own language. In this case, concepts 
related to capability focus on a specific function—language—
and therefore not on the full spectrum of real opportunities for 
choice and multidimensional well-being that characterizes capa-
bility. This is therefore a related case, but not entirely represen-
tative of the concept.

Contrary Case

An 80-year-old caregiver goes to the hospital to visit his wife, 
a stroke survivor. He is told that she will be discharged the 
next day and taken home by ambulance. However, no one has 
provided him with practical instructions or involved him in 
planning the return home. Thus, the next day, he finds himself 
alone, caring for a disabled person, without knowing how to 
help them move, feed them, or access community services. Panic 
and feelings of helplessness increase, jeopardizing the safety and 
well-being of both.

In this situation, the concept of capability is completely lack-
ing, as resources, freedom of choice, and structured support that 
allow both the caregiver and the stroke survivor to exercise even 
a modicum of control over their situation are lacking.

These cases illustrate that capability is not the presence of 
skills, but the alignment between resources, understanding, and 
contextual support.

Illegitimate Case

A healthcare provider describes a stroke survivor as having 
good capability, referring exclusively to his residual motor 

ability. However, they have not considered all the various 
aspects related to the stroke survivor’s social context, family 
support, choice, or active participation. In this case, the concept 
of capability has been misused.

Antecedents and Consequences of the Concepts

Antecedents

In stroke survivors and their caregivers, capability develops 
under 3 main conditions. First, access to educational pro-
grams provides the knowledge and skills needed for care man-
agement.21,36,38,41,43,46,47,49,51–53 Second, the onset of disability 
requires long-term functional, psychological, and social adap-
tations.21,38,41,43,47,48,51,55 Third, the broader social, health, and 
economic context, such as resources, professional and family 
support, and socioeconomic status, shapes the development of 
capability.21,36–39,45–49,52,53,55,56

Consequences

The development of these attributes enables stroke survivors 
and caregivers to translate knowledge into practice, enhancing 
empowerment.41,43

This translates into increased autonomy,21,37,38,42,43,45,48,56 
improved quality of life for the dyad,21,39,41,43,48,55 and greater 
effectiveness in care management.21,36,39,41,44,46–50,54

These positive effects also contribute to reducing the risk of 
hospital readmission, promoting greater sustainability of the 
healthcare system.

Educational programs47 lead to significant improvements 
in caregiving competence, quality of the dyadic relationship, 
reduction of burden, and depressive symptoms, suggesting that 
this type of intervention can enhance the capability.

The antecedents and consequences are summarized in 
Figure 2.

FIGURE 2.  Walker and Avant Concept Analysis Model.
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Defining the Empirical Referents

To date, to our knowledge, no validated instrument specifically 
measures the capabilities of stroke survivors and their caregivers.

Conceptual Definition

Drawing on the findings of the concept analysis, including key 
attributes, antecedents, and consequences, the following con-
ceptual definition of capability is proposed:

“Capability in stroke survivors and their caregivers is the free-
dom and opportunity, activatable and transferable with expert 
support, to mobilize personal, social, and contextual resources 
through self-efficacy, resilience, and motivation to adapt and 
improve continuously in managing care and daily life.”

Discussion
This study investigated capability within the stroke survi-
vor–caregiver dyad through a systematic review and concept 
analysis.27

The findings of the systematic review allowed us to explore 
capability within the dyad through the lens proposed by 
Nussbaum, which distinguishes human capability into 3 funda-
mental components: basic, internal, and combined capabilities. 
The analysis of the 22 included studies, conducted in diverse 
geographical and healthcare contexts (North America, Europe, 
Asia, and Latin America) and involving approximately 2866 
participants, 1565 stroke survivors, and 1301 caregivers, con-
firms the relevance of this framework as an interpretive struc-
ture capable of capturing the multiple ways in which capability 
manifests in the real-life experience of the dyad.

Basic capabilities represent the foundational layer—the pri-
mary capacities, often innate or previously developed, that sup-
port any subsequent growth. In the included studies, this aspect 
emerged in elements such as coping,51 cognitive and motor func-
tions, and communicative and orientation abilities following the 
stroke event.52 Within the stroke survivor–caregiver dyad, this 
suggests identifying which resources will serve as the foundation 
for building additional capabilities and which vulnerabilities 
may translate into disadvantages.

Internal capabilities represent the phase in which personal 
resources mature. In our review, this category includes emo-
tional regulation, the ability to reflect and make decisions, moti-
vation, and self-efficacy.40,50 These elements take shape through 
experience, education, professional support, and the reorganiza-
tion of daily life.59,62,63 It is important to emphasize that internal 
capabilities are not purely individual. The caregiver’s resilience 
supports the survivor’s motivation; the survivor’s self-efficacy 
reduces the caregiver’s burden; and the emotional regulation of 
one influences the stability of the other.40,45,50,64 The literature 
on self-management and family-centered rehabilitation47 shows 
that active learning and the construction of shared meanings 
facilitate adaptation by supporting personal values and goals.

Combined capabilities materialize when internal resources 
meet external conditions and become actual opportunities. The 
studies included in our review show that environmental factors 
such as family support, characteristics of the living environment, 
educational interventions, coaching, service organization, and 
economic resources play a key role.41,44,49 These elements can 
either amplify or diminish the dyad’s ability to manage care, 
maintain autonomy, rebuild a meaningful daily life, and par-
ticipate in social life. This interpretation is consistent with the 
literature,65 which argues that combined capabilities emerge 
only through the interaction between internal competencies and 
external conditions that enable their exercise. In the poststroke 
dyad, this aspect is particularly fragile: environmental barriers, 
limited social support, or family overprotection can drastically 
reduce the possibilities for autonomous and continuous care.66,67 
Measuring capability within the stroke survivor–caregiver dyad 

is therefore essential, as it is at the level of combined capabilities 
that concrete opportunities to choose, participate, and provide 
care are realized. In transitional care, this perspective broadens 
rehabilitation beyond physical recovery, emphasizing autonomy 
in self-care,68,69 the development of critical health competencies,70 
and the strengthening of social support. Capability thus func-
tions as the connective tissue linking involvement, preparation, 
and empowerment, thereby supporting continuity and safety in 
poststroke care. Within the stroke survivor–caregiver dyad, care 
must therefore adopt a holistic perspective that embraces both 
opportunities and contextual factors—an approach in which 
the concept of capability finds its fullest expression.

The findings of the concept analysis indicate that the term 
“capability,” when applied to the dyad, does not refer solely 
to technical skills but rather represents a concept shaped by 
multiple intellectual traditions. The literature uses the term in 
diverse ways: at times as the “freedom to be and to do” in the 
sense proposed by Sen18 and Nussbaum20; at other times as a 
set of psychological abilities necessary for action, as described 
in the COM-B model.21 Overall, capability does not have a sin-
gle shared definition in the stroke survivor–caregiver literature 
and is interpreted according to different theoretical frameworks. 
This lack of conceptual clarity suggests that, although the con-
cept of capability is used, it is not yet fully established within 
the theoretical landscape of health, particularly in the field of 
stroke.

This plurality of studies illustrates that capability is a 
dynamic, permeable, and adaptable concept, grounded in 
lived experiences and contexts. What emerges is that capa-
bility is not merely what a person “knows how to do” or “is 
able to do,” but the potential space that opens between the 
stroke survivor, the caregiver, and the environment in which 
they live. The work of Von Köppen and Kümpers71 confirms 
that capability depends on the interaction between personal 
and socio-structural factors—and that success arises only 
when both are engaged simultaneously. Within this dynamic 
space lie the 3 attributes we identified: self-efficacy, resilience, 
and motivation. These attributes may be interpreted as “con-
version factors,” allowing individuals to translate resources, 
information, support, and lived experiences into real opportu-
nities, actionable choices, and margins of autonomy within the 
often-complex poststroke context. Capability can fully emerge 
only when these 3 dimensions coexist and find fertile ground 
in the environment. Research in other health fields similarly 
shows that capability is shaped by contextual opportunities 
and constraints.72–75 The cases we analyzed illustrate that this 
dynamic capability emerges when individuals and caregivers 
are not left alone but are embedded within supportive contexts 
that give concrete form to their possibilities. Conversely, capa-
bility disappears when information, guidance, and meaningful 
relationships are lacking; individuals then become deprived 
not only of resources but also of orientation, unable to recog-
nize themselves as agents in their own story. In this context, the 
absence of tools capable of specifically measuring capability in 
stroke survivors and caregivers is not merely a methodological 
gap but also a conceptual opportunity: it calls for the develop-
ment of an assessment instrument that does not reduce capa-
bility to a sum of competencies but instead captures its deeply 
multidimensional nature.

Clinical and Practical Implications

The integration of basic, internal, and combined capabilities 
shows that capability functions as a continuum—from poten-
tial, to readiness, to realized freedom. Assessing these levels in 
sequence can guide nursing practice and educational planning: 
basic capabilities identify the starting point of the dyad and 
potential vulnerabilities; internal highlight motivational and 
cognitive support; combined capabilities indicate the degree to 
which individuals can act within their environment.

ability. However, they have not considered all the various 
aspects related to the stroke survivor’s social context, family 
support, choice, or active participation. In this case, the concept 
of capability has been misused.

Antecedents and Consequences of the Concepts

Antecedents

In stroke survivors and their caregivers, capability develops 
under 3 main conditions. First, access to educational pro-
grams provides the knowledge and skills needed for care man-
agement.21,36,38,41,43,46,47,49,51–53 Second, the onset of disability 
requires long-term functional, psychological, and social adap-
tations.21,38,41,43,47,48,51,55 Third, the broader social, health, and 
economic context, such as resources, professional and family 
support, and socioeconomic status, shapes the development of 
capability.21,36–39,45–49,52,53,55,56

Consequences

The development of these attributes enables stroke survivors 
and caregivers to translate knowledge into practice, enhancing 
empowerment.41,43

This translates into increased autonomy,21,37,38,42,43,45,48,56 
improved quality of life for the dyad,21,39,41,43,48,55 and greater 
effectiveness in care management.21,36,39,41,44,46–50,54

These positive effects also contribute to reducing the risk of 
hospital readmission, promoting greater sustainability of the 
healthcare system.

Educational programs47 lead to significant improvements 
in caregiving competence, quality of the dyadic relationship, 
reduction of burden, and depressive symptoms, suggesting that 
this type of intervention can enhance the capability.

The antecedents and consequences are summarized in 
Figure 2.
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Applied to transitional care, this framework can shift hos-
pital discharge from a procedural step to an enabling process. 
Evidence suggests76 that tele-support and tele-training can mon-
itor and sustain capability development over time, improving 
continuity and safety.8

Enhancing capability within stroke dyads promotes autonomy 
and well-being while reducing caregiver burden. Considering 
capability as an outcome may also align rehabilitation goals 
with real functional needs and support equitable care path-
ways. The absence of instruments measuring dyadic capability 
may reflect conceptual ambiguity, methodological challenges in 
capturing interdependent processes, and the predominance of 
individual-level outcomes in stroke research, with limited focus 
on dyadic constructs. Building on this foundation, we plan to 
design and validate an instrument capable of capturing the iden-
tified conceptual dimensions.

Strengths and Limitations

Although this review adopts a dyadic perspective, several 
included studies focused on only one member of the dyad. 
This reflects the current structure of the literature, in which 
dyadic designs remain limited. While these studies contributed 
to understanding processes relevant to the dyad, the indirect 
nature of some evidence may limit the full representation of 
reciprocal and interdependent dynamics between stroke survi-
vors and caregivers.

First, the studies included in this review showed considerable 
heterogeneity in design, populations, and outcome measures. 
This variability made it impossible to perform a meta-analysis 
and limited the direct comparability of results. In addition, the 
concept analysis was limited to peer-reviewed literature, which 
may have excluded relevant theoretical contributions from grey 
literature; however, this choice was made to enhance method-
ological rigor, transparency, and reproducibility.

Second, most of the included studies were conducted in 
high-income countries. Consequently, the findings may not fully 
capture the experiences and rehabilitation contexts of low- and 
middle-income settings, where available resources and health-
care infrastructures differ substantially.

Finally, none of the studies directly measured capability as 
defined by Sen or Nussbaum. This underscores a conceptual and 
methodological gap in how the capability approach has been 
operationalized in stroke research to date.

Despite these limitations, the review also presents several 
important strengths. The review followed a rigorous and trans-
parent process, with clear criteria and independent screening. 
Finally, although no study directly investigated capability in its 
strict theoretical sense, this review provides a comprehensive 
and integrated synthesis of the factors that support recovery and 
participation after stroke within the survivor–caregiver dyad.

Conclusions
Although capability is increasingly cited in stroke rehabilitation 
and caregiver research, its meaning remains inconsistently defined 
and rarely operationalized. This review addresses this gap by crit-
ically examining how the concept of capability is currently used 
and applied within the stroke survivor–caregiver dyad.

The findings of this review indicate that, within the dyad, 
capability can be understood as the concrete ability to apply 
acquired knowledge and skills in managing life after stroke. Self-
efficacy, resilience, and motivation emerge as key mechanisms 
that translate preparation into autonomy and daily adaptation.

For clinical practice, this implies that educational and tran-
sitional interventions should extend beyond the transmission 
of technical information to include strategies that foster confi-
dence, problem-solving skills, and mutual support. Supporting 
the development of capability has the potential to enhance 

continuity of care, reduce caregiver burden, and promote func-
tional recovery among stroke survivors.

From a research perspective, this review highlights the need to 
develop and validate specific tools to measure dyadic capability and 
to conduct longitudinal and interventional studies aimed at evalu-
ating its impact on recovery, caregiver burden, and quality of life.

Integrating capability as a clinical outcome could ultimately 
make poststroke rehabilitation more targeted, effective, and 
sustainable.

Capability should be considered a core outcome of poststroke 
care, as it captures whether individuals are truly able to live with 
and beyond stroke.
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