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Abstract

Previous research into the phenomenological differences of post-stroke depression (PSD) has typically focused on compari-
sons of symptom profiles between stroke and non-stroke population controls. This systematic review aimed to synthesize
these findings with results from other methodological approaches that contribute to an understanding of phenomenological
differences. Articles were identified via a systematic search of seven databases and additional manual searching. A narrative
synthesis approach was adopted because of the high methodological heterogeneity. Twelve articles comparing the symp-
tomatology of depression between stroke and non-stroke controls were included. Three distinct methodological approaches,
relevant to the aim, were identified: comparisons of profiles among groups with similar overall depression severity, com-
parisons of the strengths of correlations between a symptom and depression, and comparisons of latent symptom severity.
The symptomatology of depression was generally similar between the groups, including somatic symptoms, despite the
hypothesized interference of comorbid physical stroke effects. Despite high heterogeneity, there was a tentative indication
that post-stroke depression manifests with comparatively less severe/prevalent anhedonia. Possible mechanisms for the

observed similarities and differences are explored, including suggestions for future research.

Keywords Post-stroke depression - Phenomenology - Symptomatology - Stroke - Systematic review

Introduction

Depression is a common consequence of stroke, occurring
in one-third of survivors (Hackett & Pickles, 2014; Mitchell
et al., 2017). Post-stroke depression (PSD) is associated with
poorer functional outcomes, reduced social engagement, and
higher rates of mortality. Accordingly, PSD must be assessed
accurately so that effective and targeted interventions are
made available (Deng et al., 2017; Robinson & Jorge, 2016;
Towfighi et al., 2017).

Accurate assessment and support for PSD require a clear
and grounded conceptualization of how it manifests in stroke
survivors. However, attempts to understand the phenome-
nology and etiology of PSD are complicated by the wide
range of morbidities after strokes, including physical and
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cognitive disability, functional impairment, fatigue, person-
ality changes, and neurovascular alterations (Duncan, 1994;
Hu et al., 2017; Teasdale & Engberg, 2010). Broomfield
et al. (2011) outline four examples of how these factors can
interact to cause and maintain depressive symptoms: (1) the
impact of physical impairment on activity engagement and
social participation, (2) the “depressogenic” effect of medi-
cal comorbidities and neurobiological alterations, (3) the
presence of stroke-specific negative attributions, and (4) the
impact of cognitive dysfunction in biasing information pro-
cessing in favor of depression-reinforcing appraisals. PSD
must, therefore, be understood as complex and multi-faceted,
with unique interactions at the biological, psychological, and
social levels (Dowswell et al., 2000; Mitchell et al., 2017,
Newberg et al., 2009; Shi et al., 2017).

Concerns also exist about whether certain stroke
sequelae, such as post-stroke fatigue, could be mistaken
for somatic symptoms of depression, such as tiredness
and feeling slowed down, or vice versa (Acciarresi et al.,
2014). Furthermore, processes of post-stroke adjustment,
often involving high emotional arousal, in addition to the
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phenomenon of post-stroke emotionalism, obfuscate the
attribution of expressions of negative emotion to depres-
sion (Fitzgerald et al., 2021; Taylor et al., 2011). Com-
parisons of symptom profiles between depressed and
non-depressed stroke groups indicate that somatic and
affect-related items capture substantial variance attribut-
able to depression, suggesting that these are symptoms of
PSD, despite the overlap with other phenomena (de Man-
van Ginkel et al., 2015).

Thus, it remains somewhat unclear whether PSD differs
significantly from depression in non-stroke populations. For
example, proponents of the vascular depression hypothesis
argue that depression etiology in neurovascular disease pop-
ulations may be distinct from major depression in the gen-
eral population (Aizenstein et al., 2016; Alexopoulos et al.,
1997), stemming from findings that neurovascular changes
are independent predictors of depressive experiences (Pan
et al., 2012; Thomas et al., 2004) and are associated with
poorer response to treatment (Aizenstein et al., 2014). Fur-
thermore, qualitative studies of depression in stroke popula-
tions outline experiences and narratives that appear unique
to this group; for example, when stroke survivors are asked
to reflect on life before and after stroke, such studies high-
light themes of identity loss, loneliness in post-stroke expe-
rience, self-blame, guilt, and burden-related beliefs (Crowe
et al., 2016; Taule & Réheim, 2014).

However, arguments for PSD as a distinct entity are also
open to criticism. While qualitative studies reveal narratives
and meanings that may be unique to stroke recovery (Crowe
et al., 2016; Taule & Raheim, 2014), such work cannot indi-
cate population-level differences. Differences in narrative or
cognitive accounts of guilt between stroke and non-stroke
depression might not be indicative of differences in the
frequency, severity, and functional impact of guilt-related
cognitions more broadly. Indeed, several studies have found
evidence of similarities in depression profiles (de Man-
van Ginkel et al., 2015; Gainotti et al., 1999; Lipsey et al.,
1986). Studies that compare symptom profiles in this way
are, however, only one of the many possible methodological
approaches to the comparison of symptomatology between
depressed and non-depressed groups.

Though several narrative and systematic reviews have
summarized PSD risk factors, symptom correlates, and
epidemiology (Backhouse et al., 2018; Gordon & Hibbard,
1997; Medeiros et al., 2020; Robinson & Jorge, 2016), no
review has so far investigated the comparative phenom-
enology of PSD and depression in the general population
using systematic search, quality rating, and data synthesis
(Esparrago-Llorca et al., 2015). Comparison with non-stroke
groups, as a benchmark, is essential for improving our under-
standing of phenomenological differences in PSD, which
are otherwise challenging to contextualize when studying
stroke populations alone. The aim of the current systematic
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review, therefore, is to answer the following research ques-
tion: are there population-level differences in symptomatol-
ogy between PSD and depression in the general population?

Methods

The search was conducted in September 2021, followed by an
update search in January 2022. The review was registered to
Prospero on 18 August 2021 (ID: CRD42021272862). At the
time of registration and submission for publication, no simi-
lar reviews were registered on Prospero or the Cochrane data-
base. A scoping search indicated significant heterogeneity
in methodology because of variation in the stroke measures
used, the time elapsed since the index stroke event, meth-
ods of comparison, nationality, residential setting, and other
factors. Accordingly, a narrative synthesis approach was
adopted, following guidance provided by Popay et al. (2006).

Eligibility Criteria

Eligibility criteria used the PICOS (Population, Interven-
tion, Comparison group, Outcomes, and Study) framework
and are outlined in Table 1 (Methley et al., 2014; Pollock &
Berge, 2018). This review did not focus on clinical interven-
tion, so this criterion was removed.

Search Strategy

The search was completed on EBSCOhost, using the fol-
lowing databases: Academic Search Complete, AMED (The
Allied and Complementary Medicine Database), APA Psy-
cArticles, APA PsycInfo, CINAHL Complete (Cumulative
Index of Nursing and Allied Health Literature), MEDLINE
Complete, and OpenDissertations with the following key-
words and MESH terms:

(“stroke” or “cerebrovascular accident™*” or “post-
stroke” or “subarachnoid hemorrhage” or “cerebral
infarct*” or “lacunar infarct*” or “lacunar stroke”
or “cerebral hemorrhage” or “Hypoxia-ischemia,
Brain” or “brain infarction”) AND (“low mood”
or “depress*” or “mood” or “wellbeing” or “dis-
tress*” or “affect” or “psychological distress” or
“Stress, psychological” or “psychological distress”
or “mental depression”) AND (“phq-9” or “phg-
2” or “phq9” or “patient health questionnaire-9”
or “patient health questionnaire” or “patient health
questionnaire-2” or “Geriatric Depression Scale”
or “GDS” or “GDS-15" or “hospital anxiety and
depression scale” or “HADS” or “Center for Epide-
miologic Studies Depression Scale” or “CES-D” or
“Beck Depression Inventory” or “Beck Depression
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Table 1 Eligibility criteria for the inclusion of studies

ion criteria

Exclus

ion criteria

Inclus]

Adults with a current diagnosis or history of stroke or strokes, of both ischemic and People with transient ischemic attacks (TIAs) with or without the presence of stroke.

Population

Populations with separate or additional acquired or progressive neurological

hemorrhagic origins

conditions, such as hemorrhages secondary to traumatic brain injury, small vessel

disease, or vascular dementia. Articles not written in English

Studies that did not contain quantitative data on depressive symptoms. Clinician-

Validated self-report quantitative measures or clinical interviews. Decisions about

Study outcome

rated measures, such as the Stroke Aphasic Depression Questionnaire (SAD-Q;

Sutcliffe & Lincoln, 1998), because of specific interest in this study of direct

sufficient measure validity were based on the quality of initial validation studies
and whether the measure has specific stroke or acquired brain injury validity

evidence

indicators of the internal world. Social factors, such as social isolation, were not

of interest to the current study, having been adequately investigated by previous

reviews and meta-analyses of predictors of PSD (e.g., Hackett & Anderson, 2005)

Comparison groups with specific health conditions, such as heart disease or orthopedic

Comparison group A comparison group of healthy individuals without neurological impairment

injury

Studies that statistically compared overall depression scores or compared depressive

Design and analysis Any quantitative analyses that could provide valid insight into phenomenological

symptoms without accounting for differences in overall depression severity; second-

between-group differences

ary sources, such as book chapters, systematic reviews, or meta-analyses; studies

with unextractable data

Inventory-11" or “BDI-II” or “BDI” or “Structured
Clinical Interview for DSM-1V” or “SCID” or “SCID-
II” or “The Structured Clinical Interview for DSM-5"
or “Composite International Diagnostic Interview”
or “CIDI” or “Diagnostic Interview Schedule” or
“Mini-International Neuropsychiatric Interview” or
“MINI” or “M.I.N.I” or “Aphasia Depression Rat-
ing Scale” or “ADRS” or “Brief Assessment Schedule
Depression Cards” or “BASDEC” or “Montgomery—
Asberg Depression Rating Scale” or “MADRS” or
“Psychiatric Assessment System” or “Schedule for
Affective Disorders and Schizophrenia” or “SADS”
or “Schedules for Clinical Assessment in Neuropsy-
chiatry” or “Signs of Depression Scale” or “SODS”
or “Visual Analogue Mood Scale” or “VAMS” or
“Hamilton Depression Rating Scale” or “HAM-D”)

A manual search was also completed by screening refer-
ence lists of the included articles, reviews, or book chapters
that were relevant to the review question (e.g. Robinson,
2006).

Screening and Selection

Articles were sequentially screened by title, abstract, and full
text. A second reviewer screened 10% at each stage, blind to
the ratings of the primary reviewer; a higher percentage was
not possible because of resource limitations. At each stage,
the primary and second reviewers discussed and resolved
incidences of conflict. In cases where the primary reviewer
had not considered relevant constructs or methods, the pri-
mary reviewer re-screened the excluded articles under the
refined criteria.

Quality Rating

Quality assessment was employed to assess risk of bias using
the National Heart, Lung, and Blood Institute (NHLBI)
Quality Assessment Tool for the Quality Assessment of
Observational Cohort and Cross-sectional Studies (National
Heart Lung and Blood Institute, 2013).

The NHLBI tool comprises fourteen items, with nominal
responses of “Yes,” “No,” or “Other (cannot determine, not
reported, not applicable).” Overall quality rating of “Good,”
“Fair,” or “Poor” is based on reviewer judgment, rather than by
computation. This supports flexibility in weighting items that
are important for the specific methodology of the study. Papers
shortlisted after full-text screening were rated for risk of bias.

Data Extraction and Analysis

Data on participant and sample characteristics, study design,
stroke characteristics (e.g., time since index stroke event and
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type of stroke), outcome measures used, method of analysis, and
key findings were extracted from studies meeting all criteria. For
each study, findings were coded in the direction of significance:
studies that found greater prevalence, severity, or correlation of
a symptom with depression in the stroke group compared to the
non-stroke control group were coded as “more”; studies that
found the reverse were coded as “less’’; and non-significant find-
ings were coded as “no difference.” If significance testing was
not conducted in the source papers, recommendations of sig-
nificance criteria from other papers were applied by the authors
of the current paper to determine the direction of effect. For
example, de Man-van Ginkel et al. (2015) did not statistically
test for differences in the prevalence of symptoms and instead
specified a 10% greater prevalence of a symptom as their crite-
rion for significance in comparisons of symptom profiles. This
criterion was applied to determine significance in similar papers
without any reported significance test.

Categorization of the time since the index stroke event of the
stroke group(s) was made for each comparison, ““< 6 weeks,”
6-12 weeks,” “12 weeks to 1 year,” and “> 1 year,” based
on approximate thresholds for recovery stages reported in the
literature. Most stroke recovery is observed before 12 weeks
and approaches a flattening of trajectory beyond 1 year (Douiri
et al., 2017; Kwakkel, 2004).

Many symptoms were extracted because of the variability
of measures used and different symptoms assessed by each
measure (Cumming et al., 2010; de Man-van Ginkel et al.,
2015; House et al., 1991). Dimension reduction was, there-
fore, performed on the extracted symptoms to consolidate
them into a manageable set of broader symptom domains and
to support comparisons of similar or overlapping symptoms
between measures. In cases where findings for multiple symp-
toms loaded onto the same domain, a scoring method was
used to determine the overall significance category of that new
higher-order domain; all symptoms within the domain were
scored+ 1 for a “more” finding, —1 for “less,” and O for “no
difference.” The summed score was divided by the number
of symptoms in that category with reported findings. Com-
bined scores between —0.5 and +0.5 were assigned “no differ-
ence,” and scores greater than=+0.5 were assigned the category
“more” or “less.” This ensured that the presence of only one
“more” or one “less” finding amidst multiple “no difference”
findings did not overstate the level of overall difference within
that domain. This approach is consistent with the methods out-
lined by Thomson and Thomas (2013).

Results
Study Inclusion

From 4462 original articles identified, 58 articles were
selected for full-text screening. Most articles were ineligible
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due to the non-reporting of statistics that allowed a valid
comparison of depressive symptomology between groups.
Twelve eligible studies were included for review (Fig. 1).

Quality Assessment and Risk of Bias

Two studies were rated as “good” in quality and nine studies
as “fair” (Supplementary Table 1). Two studies were allo-
cated a “fair to poor” rating, primarily because they featured
a depression measure with only limited validation evidence,
the Post-Stroke Depression Rating Scale (PDRS; Gainotti
etal., 1997, 1999). Despite these weaknesses, these studies
were included in the analysis because the methodology was
otherwise of high relevance to the research question.

Study Details

Characteristics of each of the included studies are provided
in Table 2.

Methodology

Three distinct methodologies for indicating symptomato-
logic differences in depressed mood between stroke and
non-stroke participants were identified: (1) comparisons
of depression symptom profiles, where depression severity
is approximately similar or statistically controlled between
groups, (2) comparisons of correlation strengths between a
depression symptom and general depression, and (3) differ-
ential item functioning (DIF) analysis using item response
theory (IRT). Profile comparison studies investigated either
between-group differences in percentage prevalence of pos-
itive endorsement of a depression symptom, or differences
in mean symptom score (symptom severity). The profiles
needed to overlap in general severity for profile compari-
sons to provide valid information on specific symptom
differences and thus be included. This criterion was satis-
fied if overall/total depression scores were not statistically
different between groups. If no statistical comparison was
conducted, or if a significant difference was found, profile
comparisons were nonetheless included if visual inspection
of plotted profiles by the reviewers suggested substantial
overlap and if no greater than two-thirds of symptom dif-
ferences within a profile were significantly different in the
same direction. For example, if greater than two-thirds of
the compared symptoms were significantly more severe in
the stroke group, this supermajority would suggest that the
stroke group is more likely to have greater than average
depression severity and therefore be ineligible. Compara-
tive correlation studies investigated the correlation between
a symptom measure, such as a self-esteem questionnaire,
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Identification of studies via databases and manual searches }

Articles from EBSCO host search
with seven databases:

N=17555

Duplicate records removed:
N=3093

Titles and abstracts screened based
on inclusion and exclusion criteria:

N = 4462

Reasons for exclusion (N =45):

*No interpretable comparisons
between groups (24)

*Comparison group had physical

or neurological health problems

™

Articles full-text screened for
inclusion and exclusion criteria:

N=55

*Pooled stroke and non-stroke
data (5)

*Data difficult/impossible to
extract due to reporting (4)

*No control group was present

@

*No adequate control for
depression severity in a profile-
comparisons study (1)

*No stroke participants present
M
*Unavailable full text (1)

Fig. 1 A flowchart of the article e
identification, screening, and
selection process, adapted from L
the guidelines and templates
published by Page et al. (2021) PR
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Articles includes in the review:
N=12

Additional articles identified
through manual searches of
reference lists and from
relevant reviews:

N=2

A

and scores on a depression measure, indicating the com-
parative importance of that symptom in explaining depres-
sion variance (Vickery et al., 2008). IRT DIF studies offer
different insights into phenomenology compared to profile
comparison studies or studies of differences in correlation
strength; they compare differences, between groups, in the
underlying severity of depression to which the item/symp-
tom is most sensitive.

Most studies were cross-sectional, except for House et al.
(1991), who explored longitudinal changes in depression

profiles. Because several studies examined multiple groups
(Gainotti et al., 1999; House et al., 1991; Schramke et al.,
1998) and, therefore, contributed multiple comparisons,
there were twenty between-group comparisons extracted
from twelve studies; Vickery et al. (2008) contributed two
findings, Gainotti et al. (1999) three findings, House et al.
(1991) three, and Schramke et al. (1998) four. All remaining
studies (Bennett et al., 2006; de Man-van Ginkel et al., 2015;
Fleming et al., 2021; Gainotti et al., 1997; Lipsey et al.,
1986; Stokes et al., 2011) contributed one finding each.
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Participants

The combined studies featured 1024 stroke group and 1741
comparison group participants, with a total sample of 2765.
Participants were sampled from seven countries, all west-
ern developed nations. Ethnicity was inconsistently reported
and, therefore, could not be analyzed.

The time elapsed since the index stroke event varied
considerably between studies, from 2 weeks to many years.
Stroke participants were sampled from inpatient settings,
which were generally associated with earlier recovery time
points, and the community. Most studies did not investigate
lateralization, except for Schramke et al. (1998). Five studies
included only participants who experienced a first stroke.
Stroke severity was rarely reported; three studies reported
scores on the Barthel Index for Activities of Daily Living (de
Man-van Ginkel et al., 2015; House et al., 1991; Stokes et al.,
2011), but none used a specific indicator of stroke severity,
such as the Stroke Impact Scale (Duncan et al., 1999) or
National Institutes of Health Stroke Scale (Goldstein et al.,
1989). Stroke sample sizes ranged from 22 (Schramke et al.,
1998) to 149 (Cumming et al., 2010); sample size justifica-
tion was infrequently reported (Pickard et al., 2006).

Study comparison groups were mostly community-based
(9/12). The remaining three papers, all profile comparison
studies, sampled depressed psychiatric inpatients (Gainotti
et al., 1997, 1999; Lipsey et al., 1986). Substantial between-
group demographic differences were reported in two studies:
de Man-van Ginkel et al. (2015) reported significant differ-
ences in several demographic categories, including age, sex,
and education level, and Pickard et al. (2006) reported sub-
stantial differences in age, sex, and nationality of the included
participants. Demographic comparisons were not reported
in two studies (Bennett et al., 2006; Gainotti et al., 1999).
Control group sample sizes ranged from 24 (Schramke et al.,
1998) to 745 (Cumming et al., 2010).

Measures and Symptoms

Symptom-level data were extracted from five depression
measures, PHQ-9, MADRS, BDI, PSDS, and PSE, resulting
in 38 symptoms. The following symptoms were combined
before dimension reduction because of overlaps in question-
naire wording: (1) depressed mood and feeling down and
(2) fatigue, tiredness, and low energy. Clustering decisions
were made by the judgment of the reviewers and informed
by evidence and theory (see Table 3).

The PSE items “hypomania” and “overactivity” were
excluded because these are not typically included in diagnos-
tic criteria of unipolar depression (Bell, 1994; UK National
Collaborating Centre for Mental Health, 2010) and because
they exhibited low prevalence in both groups in the study
that used this measure (Lipsey et al., 1986).

Main Findings

The effect of moderating variables, such as time since stroke,
and their potential link to results, are reported first. Subse-
quently, the findings of symptom comparisons are outlined.
For moderating variable analysis, comparative correlation and
profile comparison studies were combined, except when the
methodology type itself was identified as a moderating factor.
Comparative correlation and profile comparison results were
expected to broadly correspond because a trait with a higher
degree of correlation with depression might also be expected
to have greater prevalence and severity in depressed samples.
The single DIF study (Pickard et al., 2006) was excluded from
this analysis because differences in latent symptom severity
were judged conceptually distinct from the association of
symptoms with depression or their prevalence. For subsequent
analyses of symptom differences, each methodology was
analyzed separately because, despite broad epistemological
similarities, methodological differences might obscure more
nuanced and detailed relationships.

Moderation of Study Characteristics

Nineteen comparisons were extracted from the eleven pro-
file comparison and comparative correlation studies. The
proportions of “more” (i.e., a symptom that is more severe,
prevalent, or associated with depression in the stroke group),
“less,” and “no difference” findings were stratified across
each level of the predictor variables of interest, for example,
for each quality rating category, as summarized in Fig. 2.

Methodology Comparative correlation studies reported
broadly consistent results to severity-based profile compari-
son studies. By contrast, prevalence-based profile studies
were more likely to find no differences between groups and
less likely to report findings of “less” (i.e., less prevalent,
severe, or associated in the stroke group).

Comparative association studies contributed far fewer
results, reporting only one symptom domain per study group
comparison, versus an average of seven symptom domains for
profile studies. Comparative association studies also reported a
narrower spectrum of symptoms, with findings only extracted
for anxiety, somatic features, and negative cognitions.

Study Quality Higher-rated studies were less likely to
report significant differences in either direction. There was
a sequential increase in the proportion of “less” findings
from “high” to “fair to poor” quality, from 10 to 46.4%,
respectively. Poorer quality studies, therefore, potentially
underestimate symptom severity, prevalence, or associa-
tion with depression in the stroke groups. All four “fair to
poor” comparisons sampled psychiatric inpatients for their
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Table 3 A summary of the dimensions analyzed and the constituent symptoms

Dimension

Composite symptoms and measures

Rationale for clustering

Negative affect

Anhedonia and apathy

Negative cognitions

Somatic features

Behavioral features of depression

Cognitive features of depression

Emotional dysregulation

Anxiety

Suicidal ideation

PHQ-9 (down/depressed)

MADRS (observed and reported sadness, inner
tension)

BDI (sadness)

PSDS (depressed mood)

PSE (simple depression, agitation, irritability, tension)

PHQ-9 (loss of interest in doing things)

MADRS (inability to feel)

BDI (lack of satisfaction, loss of interest in others)

PSDS (anhedonia, apathy/abulia/indifference)

PSE (affective flattening, loss of interest, and con-
centration)

PHQ-9 (feeling bad about yourself)

MADRS (pessimistic thoughts)

BDI (guilt, pessimistic thoughts, sense of failure,
self-hate, self-blame, punishment, body image)

PSDS (guilt feelings)

PSE (special features of depression, ideas of reference)

PHQ-9 (sleep, tiredness, appetite, slowed down)

MADRS (sleep, reduced appetite, lassitude)

BDI (sleep, tiredness, appetite, weight, libido,
somatic preoccupation)

PSDS (vegetative disorders)

PSE (other symptoms of depression, slowness,
energy)

BDI (work inhibition)

PSE (self-neglect)

PHQ-9 (concentration)
MADRS (concentration)
BDI (indecisiveness)

PSDS (catastrophic reactions, hyper-emotionalism,
diurnal variations)

BAI total score

PSDS (anxiety)

PSD (social unease, worrying)

PHQ-9 (thoughts about harming yourself)
MADRS (suicidal thoughts)

BDI (suicidal thoughts/intent)

PSDS (suicidal thoughts/intent)

Negative affect is seen as a core symptom of depression
(Bell, 1994). It is formulated separately from cogni-
tions in cognitive behavioral therapy (CBT; Fenn &
Byrne, 2013)

Factor analysis studies find that these symptoms
cluster together (Clara et al., 2001; Gonzalez-Blanch
et al., 2018; Steer et al., 1999; Storch et al., 2004)

Emotional flatness is understood as a core symptom of
depression (Bell, 1994)

Clara et al. (2001) found that anhedonia loaded onto a
separate factor to negative affect

Anhedonia and apathy are correlated and often caus-
ally linked (Ang et al., 2017). Apathy was therefore
added to this dimension

Negative cognitions are identified as a core component
in the cognitive theory of depression (Beck, 1979)
Negative cognitions have been found to form a latent
factor in factor analytic studies of the BDI (Steer
et al., 1999)

Somatic features of depression are documented in
common depression criteria (Bell, 1994)

Somatic symptoms consistently form a latent fac-
tor across multiple depression measures and
strongly covary (Boothroyd et al., 2019; Cumming
et al., 2010; Gonzalez-Blanch et al., 2018)

Behavioral responses to emotional experiences are
understood in cognitive theory to be a primary factor in
the maintenance of depressive symptoms and a moder-
ating factor of outcome (Ludman et al., 2003; Moorey,
2010). Therefore, these were grouped as a dimension

Cognitive impairment is a commonly reported
symptom of depression (Bell, 1994) and is associ-
ated with structural brain changes in neuroimaging
studies (Marazziti et al., 2010). We note that inde-
cisiveness can be caused by cognitive impairment
or worry about making “incorrect” decisions. In
this circumstance, indecisiveness was added to the
cognitive feature dimension because, regardless of
the etiology, it results in the same external cognitive
outcome of problems with making decisions

Symptoms of cognitive impairment have been found
to cluster as a latent factor (Adams et al., 2004)

Emotion dysregulation, defined here as significant
and rapid changes to emotional state, is not typically
included in the criteria for depression diagnosis
(Bell, 1994; UK National Collaborating Centre for
Mental Health, 2010). However, the authors hypoth-
esize that elevated emotional variation can be part
of the experience of post-stroke major depression in
some people (Gainotti et al., 1997)

Worrying, anxiety, and social phobia have been found
to load onto a common factor on multiple measures
(Lovibond & Lovibond, 1995; Smith et al., 2002)

Maintained as a separate factor because of the impor-
tance of understanding differences in this experience
as part of informing safe clinical practice (Simon
etal., 2013)
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‘More’ = a symptom being more prevalent, severe, or correlated with depression in the stroke group than the control group, ‘less’= a symptom being less prevalent/severe/
associated in stroke, and ‘no diff’ = no between-groups differences in these factors for a symptom. The number of studies at each level of comparison (e.g., ‘good’, ‘fair’,
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Fig.2 Between-group differences in “more,” “less,” and “no difference” findings, according to each moderating factor, for profile comparisons

and comparative associations

comparison group. Similar to the findings for overall quality,
studies with uncontrolled demographic differences reported
more “less” findings, 39.3% versus 23.5%, but a similar pro-
portion of “more” findings, 17.9% versus 17.7%.

Time Since Stroke The proportion of “more” findings progres-
sively decreased with increased time since stroke. There was
no discernible pattern for “less” or “no difference” findings.

Comparison Group Setting Studies sampling psychiatric
inpatients in their non-stroke comparison groups were twice
as likely to report findings of less prevalence, severity, or
association with depression in the stroke group than stud-
ies with community-based samples (41.2% versus 20%). All
comparisons of suicidal ideation in non-stroke samples of
inpatients were categorized as “less,” compared with 0% in
the community-based samples. Studies featuring inpatient
comparison groups with matched total depression severity

may reflect profile differences at the more severe end of
post-stroke and non-stroke depression. The residential set-
ting of the stroke group was not analyzed because this had
high correspondence with time since stroke.

Depressed-Only Versus Mixed Groups Five profile com-
parison studies featured groups of only depressed partici-
pants, diagnosed by the researchers via clinical interview
(Cumming et al., 2010; de Man-van Ginkel et al., 2015;
Gainotti et al., 1997, 1999; Lipsey et al., 1986), and one
included a mixture of depressed and non-depressed par-
ticipants (House et al., 1991). Depressed-only samples
provide greater specificity in identifying depression symp-
tomatologic differences, rather than differences in general
population characteristics. The mixed depression/non-
depression study found substantially fewer “less” findings
compared with those that only evaluated differences in
groups with depression.
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Differences in Indicators of Depression Severity Three out
of six profile-based studies conducted a statistical analy-
sis of overall depression severity, through a comparison
of total scores (de Man-van Ginkel et al., 2015; House
et al., 1991; Lipsey et al., 1986). House et al. reported no
significant differences in BDI total scores between stroke
and non-stroke. Lipsey et al. reported no difference in
HAM-D scores between groups but significantly higher
Present State Examination scores in the non-stroke group.
de Man-van Ginkel et al. reported significantly higher
PHQ-9 scores in the depressed stroke group compared with
the depressed non-stroke group. The remaining studies did
not report total score data in the specific groups that were
compared (Cumming et al., 2010; Gainotti et al., 1997,
1999). Profile plots of all six profile comparison studies
were deemed by the researchers to possess substantial vis-
ual overlap, and no more than two-thirds of symptoms were
significantly different in the same direction in any profile
(see Supplementary Table 2).

The two studies that found no significant differences in
total scores on at least one depression measure were, in gen-
eral, more likely to find no difference in domain-specific
comparisons between the groups (70% of comparisons).
Studies that did not report overall depression scores and
the study that reported a significant difference found more
“less” results (41.2% and 33.3%, respectively, compared
with 10% for those with no significant between-group dif-
ference in total scores). These results imply that profile stud-
ies with matched depression scores are less likely to find
phenomenological differences.

Profile Comparison Studies

Inferences relating to phenomenological differences were
drawn by determining the percentage of “more,” “less,” and
“no difference” findings for each of the nine domains (see
Fig. 3 and Supplementary Table 2). Ten profile comparisons
were extracted from the six profile comparison studies.

Negative Affect There were mixed findings for negative
affect, with 5 of 10 comparisons yielding non-significant
differences. Forty percent of the comparisons found that
negative affect was less severe in the stroke group, but these
findings came from two papers that used psychiatric inpa-
tients as a comparison group and compared severity, rather
than prevalence (Gainotti et al., 1997, 1999).

Anhedonia and Apathy Seven out of the 10 comparisons
(70%) indicated less prevalence/severity of anhedonia and
apathy in the stroke group, with no studies indicating greater
prevalence or severity. The three “no difference” findings
were extracted from one of the two papers with mixed

@ Springer

depressed and non-depressed groups. Among those meet-
ing criteria for depression, stroke participants experience
less anhedonia and apathy.

Somatic Features In 80% of cases, no difference between
groups was found. When exploring individual symptom dif-
ferences, “less” findings were generally due to findings of
less prevalent/severe sleep disruption and lost libido in stroke.
Sleep disruption was less prevalent in stroke in three of the
five comparisons that featured a sleep item and no different
in the remaining two. The single “more” finding was due to
more prevalent appetite disruption and somatic preoccupation
in the 1-month post-stroke group (House et al., 1991).

Negative Cognitions The groups did not significantly differ
in the presence/severity of indicators of negative cognitions.
Both “less” findings were explained by a greater prevalence/
severity of guilt-related cognitions in the comparison group.
Pessimism was more prevalent in two of the three House et al.
(1991) stroke groups, but overall negative cognition prevalence/
severity was balanced out by “no difference” findings of other
symptoms and a “less” finding for self-blame in one group.

Cognitive Difficulties Cognitive impairment was more fre-
quently reported in stroke in two of the five comparisons,
pertaining to a higher prevalence of self-reported reduced
concentration (PHQ-9) and indecisiveness (BDI) and no dif-
ferent in the remaining three, also relating to concentration
and indecisiveness.

Behavioral Features Three-quarters of behavioral symptom
comparisons indicated that behavioral features of depression
were more common after stroke than in comparison groups.
All three “more” findings were due to the “work inhibition”
item in the BDI (House et al., 1991). In the single study inves-
tigating self-neglect, no difference was observed (Lipsey
et al., 1986).

Exaggerated Emotions/Emotional Dysregulation Greater
severity and prevalence of symptoms of emotional dysreg-
ulation were found in the stroke group in most compari-
sons (57.1%). All “more” findings were attributable to the
PSDS measure (Gainotti et al., 1997, 1999). Surprisingly,
House et al. (1991) found a lower prevalence of crying in the
1-month post-stroke group, compared to healthy controls,
despite the suspected loading of post-stroke emotionalism
and adjustment processes onto this item.

Suicidal Ideation/Intent Suicidal ideation was less preva-
lent in the stroke group in 44% of cases and no different in
an additional 44% of comparisons. All four “less” findings
were attributable to studies that used psychiatric inpatients
as comparison groups (Gainotti et al., 1997, 1999).
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Fig.3 The proportion of “more,” “less,” and “no difference” findings (absolute number in brackets) for each symptom domain. The number of

studies contributing data to each domain is also listed in brackets

Anxiety/Worry Anxiety was found to be more severe in stroke
in one comparison using a measure assessing cognitive, somatic,
and psychomotor symptoms of anxiety (Gainotti et al., 1997),
but there was no evidence for a significant difference in severity
or prevalence in the remaining four comparisons.

Profile Comparison Synthesis in Selected Studies

Differences in each symptom domain were explored within
selected subgroups in the following categories:

Only High-Quality Studies The two studies rated as high
quality (Cumming et al., 2010; House et al., 1991) consti-
tuted four comparisons, with “no difference” in the domains
of negative affect, anhedonia/apathy, somatic features, nega-
tive cognitions, cognitive dysfunction, emotion dysregula-
tion, and suicide. Work disruption was more prevalent in all
three House et al. comparisons. No symptom domains were
less prevalent in stroke among high-quality studies.

Only Matched Overall Depression Scores The results
reported by the two papers with non-significant differences
in total depression scores (House et al., 1991; Lipsey et al.,
1986) were similar to the high-quality studies, with majority
“no difference” findings in all domains except for behavioral
disruption/work inhibition.

Only Including Depressed Stroke and Non-stroke Participants All
profile comparison studies featured only depressed participants,
except for House et al. (1991). Among these studies, emotional
dysregulation was more prevalent/severe in stroke in 100% of
comparisons, and cognitive dysfunction was more prevalent
in one of the two comparisons, with the other showing no dif-
ference. Anhedonia was less prevalent/severe in 100% of com-
parisons, negative affect in 57%, and suicidal ideation in 66.7%.
Somatic features, negative cognitions, behavioral consequences,
and anxiety were no different in the majority of comparisons.
When excluding the papers rated fair to low (Gainotti
et al., 1997, 1999), anhedonia remained less prevalent/
severe in 100% of this subset of comparisons (Cumming
et al., 2010; de Man-van Ginkel et al., 2015; Lipsey et al.,
1986). However, negative affect was no different in 100%
of these remaining comparisons, and suicidal ideation was
more prevalent in one comparison and less prevalent in the
other. No other domains changed in overall majorities.

Comparative Correlation Strength Studies

Comparative correlation studies reported findings for insom-
nia (Fleming et al., 2021), fatigue (Stokes et al., 2011),
self-esteem (Bennett et al., 2006; Vickery et al., 2008), and
anxiety (Schramke et al., 1998). A stronger degree of cor-
relation is interpreted to indicate that a symptom is a greater
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predictor of depression and therefore more central to the
phenomenology of depression in that population. All com-
parative correlation studies were rated as fair in quality.

Somatic Features The single study investigating compara-
tive correlation strengths for insomnia found no differences
in association with depression (Fleming et al., 2021). A sin-
gle study found a weaker association between depression
and domain-general fatigue in the stroke group (Stokes et al.,
2011), by comparing differences in the effect of a one-point
increase in fatigue scores on depression. The stroke group
was exclusively > 1-year post-stroke.

Negative Cognitions (Self-Esteem) Two studies investi-
gated comparative correlation strengths of self-esteem with
depression (Bennett et al., 2006; Vickery, et al., 2008).
Vickery used two separate self-esteem measures, the RSES
and the VASES, finding a greater relationship between self-
esteem and depression in the stroke group using the RSES,
but no difference in association using the VASES. Bennett
et al. reported no difference in correlation strength, also
using the VASES.

Anxiety Schramke et al. (1998) contributed four comparisons
for anxiety, based on two depression measures, the CES-D
and the HDRS, and two stroke groups, a right-hemisphere
and left-hemisphere stroke group. In three of the four com-
parisons, anxiety was less related to depression in the stroke
groups than in the control group. There was a non-significant
difference in association in the comparison featuring left hem-
isphere stroke patients and the CES-D as a measure.

Item Response Theory

The single IRT study found that feeling disliked by others
and feelings of restlessness were indicative of more severe
depression in the stroke group, and the presence of cry-
ing and appetite disruption was indicative of more severe
depression in the primary care group (Pickard et al., 2006).
No differences were found in the remaining CES-D items.
Poor model fit was found for “unfriendly,” “crying,” and
“restless” items in the stroke group only, suggesting that
these symptoms might be less specific to experiences of
depression in this group.

Discussion

This systematic review aimed to identify similarities and dif-
ferences in depression phenomenology between stroke sur-
vivors and people in the general population. Three distinct
methodologies, capable of contributing to this aim, were
identified by this review: comparisons of profiles among
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groups with similar overall depression severity, compari-
sons of the strengths of correlations between a symptom
and depression, and comparisons of latent symptom sever-
ity using DIF. Observed moderating factors included study
design/methodology, risk of bias, time since stroke, and resi-
dential setting of the control group. Notably, the two higher-
quality studies were less likely to report differences in phe-
nomenology, but one of these did not exclusively examine
depressed participants. Thus, careful synthesis of patterns
among subgroups of studies was required.

Across the included studies, broad similarities in the
symptomology between stroke and non-stroke were found
for negative affect, somatic symptoms, negative cognitions,
cognitive dysfunction, and suicidal ideation. We found ten-
tative evidence for less severity/prevalence of anhedonia, a
weaker association of anxiety with depression, and a lower
latent severity of crying and appetite disruption in the stroke
group. A greater prevalence and/or severity of emotional
dysregulation and work disruption and a greater latent symp-
tom severity of feeling disliked and restlessness in the stroke
group were also observed.

Some of the above-outlined differences were not evident
when selecting only the following categories of study: those
with high quality (low threat to internal validity), profile
comparison studies that matched depression scores, and pro-
file comparison studies that exclusively examined depressed
participants. Among high-quality studies and those that
matched depression scores, the only consistent difference
was greater reported work disruption in stroke, notably with
no difference in the prevalence or severity of anhedonia.
However, when exclusively synthesizing profile studies that
only compared depressed participants, anhedonia was less
prevalent in stroke in 100% of reported comparisons, even
excluding the studies classified as “fair to poor” in quality.
None of these subsets compared emotion dysregulation.

The consistent absence of differences in the prevalence or
severity of somatic items contradicts the common assertion
that interference from physical health consequences, such
as post-stroke fatigue and physical disability, undermines
the reliable measurement of the somatic features of depres-
sion (Cumming et al., 2010). This finding supports previ-
ous evidence that depression contributes unique variance
to these items in both groups (de Man-van Ginkel et al.,
2015; Robinson, 2006) and is consistent with findings that
somatic items in depression questionnaires often load onto
a single latent factor in stroke (Dong et al., 2022; Katzan
et al., 2021). It is possible that there is a weaker correla-
tion between depression and somatic problems in stroke,
but that this reduced correlation is offset by the presence of
elevated baseline somatic symptoms, leading to a canceling
out between groups. When interpreting the finding of lower
sleep disruption in stroke, Cumming et al. (2010) suggest
that stroke patients may experience less sleep impairment
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because their fatigue leads to improved sleep. Only a few
studies have directly compared the prevalence of insomnia in
stroke versus age-matched controls, controlling for depres-
sion severity (Fleming et al., 2021), meaning it remains
difficult to validate this hypothesis. It should be noted that
the prevalence of insomnia in the UK is high in the general
population as well as in stroke (Baylan et al., 2020; Morphy
et al., 2007). This might explain why findings appear to be
inconsistent between studies on this matter (e.g., Cumming
et al., 2010; Fleming et al., 2021; House et al., 1991).

The finding of lower prevalence/severity of anhedonia
in stroke in all profile studies that only included depressed
participants is surprising, given the evidence in support of
apathy as a stroke sequela (Jorge et al., 2010). By contrast,
the stroke groups presented with greater severity of prob-
lems with emotional dysregulation in 57% of comparisons,
and crying was found to have lower symptom severity and
poor fit in stroke, suggesting that crying is reported more
readily and correlates less with depression in this group
(Pickard et al., 2006). Combined, these findings provide a
tentative indication that depression in the general popula-
tion is more strongly associated with dulled affect and low
motivation, and the post-stroke experience may be associ-
ated more strongly with emotional dysregulation. This pic-
ture is complicated by the distinct phenomena of post-stroke
emotionalism (Calvert et al., 1998; Fitzgerald et al., 2021)
and processes of emotional adjustment to loss (Taylor et al.,
2011), in addition to the heterogeneity between studies. It
is possible that the presence of elevated emotionality from
adjustment and emotionalism loads negatively onto items
of anhedonia because strong or changeable emotions might
counteract the perception or experience of emotional flat-
ness. Indeed, a mechanism in the opposite direction has been
proposed, whereby stroke subgroups presenting with low
motivation/drive present with relatively few emotional dys-
regulation difficulties, owing to damage to their energiza-
tion system, the system responsible for the initiation and
maintenance of behavior (Salas et al., 2019; Stuss, 2011).
This would suggest the existence of an inverse association
between these traits. Alternatively, it could be that the focus
on physical recovery and return to “normal life” after stroke
protects against loss of interest or reduced sense of accom-
plishment (Townend, 2005). Given evidence for the impor-
tance of lesion location and lateralization in presentations of
both anhedonia and emotional dysregulation (Douven et al.,
2017; Hackett & Pickles, 2014), greater clarity about these
findings may have been possible if these stroke characteristic
data were available in the reviewed studies.

The higher prevalence of cognitive complaints in the
stroke groups in two out of five studies, and half of the fair-
or higher-quality studies that only examined depressed par-
ticipants, might be confounded by neurologically driven cog-
nitive deficits post-stroke (Vataja et al., 2003). Studies that

compare depressed and non-depressed stroke patients do,
however, indicate an overlay of depression onto cognitive
items (de Man-van Ginkel et al., 2015), such as impairment
in concentration. However, the interaction between these two
sources of impairment requires further investigation.

The trend of fewer “more” findings with elapsed time
since stroke may be explained by methodological fac-
tors, such as the absence of profile comparison studies
in the > 1-year post-stroke range and the observation that
comparative correlation strength studies found fewer “more”
results than prevalence-based studies. Stroke-related factors,
such as elevated emotion during early adjustment (Taylor
et al., 2011), stroke recovery (Wade et al., 1985), or recovery
of post-stroke emotionalism (Morris et al., 1993), are also
possible. Unexpectedly, House et al. (1991) found that cry-
ing was less prevalent in early recovery, contrary to theories
and longitudinal data on the natural course of emotionalism
(Broomfield et al., 2022; Fitzgerald et al., 2021).

This review was the first to synthesize multiple distinct
methodologies to identify phenomenological differences in
PSD while considering the myriad of extraneous factors that
can load onto commonly used indicators of depression, such
as post-stroke emotionalism (Calvert et al., 1998). A fur-
ther strength was the openness of our search strategy, which
enabled the identification of many relevant methodological
approaches. Previous reviews have often focused on profile
comparison studies (e.g., Esparrago-Llorca et al., 2015).
Comparisons of correlation strengths have the advantage of
identifying the degree of “closeness” of a symptom to the
depression and are more robust to the confounds of profile
comparisons, despite contributing less information per study.
DIF offers powerful insights into differences in the relative
severity of depression symptoms, a different perspective to
that offered by the other methodologies.

Despite these strengths, several limitations of the review
should be highlighted. First, many of the included studies were
only fair or below quality, often because of a lack of control
for demographic differences, non-reporting of demograph-
ics altogether, or low sample sizes. Similarly, profile studies
often did not match for overall depression severity, or report
overall depression severity, forcing reliance on visual inspec-
tion of profile graphs for similarity. This, in turn, could have
biased the findings of similarities and differences. Though we
analyzed differences in findings between quality categories to
account for this bias, the picture was further obscured because
one of the high-quality studies did not exclusively focus on
depressed participants. For these reasons, confidence in the
conclusions is limited by the quality of the studies included.
Second, though judgments were agreed upon across the review
team, we acknowledge that high methodological heterogene-
ity forced the interpretation of symptom differences and the
significance of moderating factors to be based on qualitative
and subjective judgments. Alternative conclusions from the
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same findings are thus possible. Furthermore, we acknowledge
that there are conceptual issues with comparing “like for like”
depression severity; for example, if there is loading from extra-
neous non-depression-related factors, such as post-stroke emo-
tionalism, this might also mean that the underlying depression
severity is not similar between groups, limiting comparability.
Finally, due to resource limitations, quality ratings were only
completed by the primary reviewer, potentially reducing the
accuracy of quality assessment.

Our clinical recommendations primarily relate to the find-
ings of greater prevalence and severity of emotional dysregu-
lation and work disruption in stroke, as these symptom differ-
ences were consistently reported across studies, including those
of higher quality. We, therefore, recommend an augmented
approach to traditional therapeutic support for depression,
which integrates our findings of difficulties with emotional
dysregulation, impact on work, and other known relevant fac-
tors, such as psychological adjustment (Taylor et al., 2011).
For emotion regulation difficulties, support with the develop-
ment of intrapersonal and behavioral emotion regulation skills
tailored to the patient’s neurocognitive profile, in keeping with
Gross’ process model of emotion regulation in brain injury,
may be a helpful augmentation to psychological therapy for
depression (Gross, 1998; Salas et al., 2019). Indeed, emotion
regulation difficulties in brain injury were found to be the main
predictor of depression, anxiety, and distress in a study using
principal component analysis (Shields et al., 2016). Broomfield
et al. (2011) also recommend the consideration of additional
grief work and motivational interviewing in the context of
personal loss and psychological adjustment. Clinicians are,
therefore, encouraged to adopt a curious approach to formulat-
ing the causes and effects of somatic and cognitive symptoms,
given the evidence for person- and stroke-specific interactions
of cognitive dysfunction and executive dysfunction with mood
problems (Salas et al., 2013).

Regarding future research, this review has highlighted
a relative scarcity of high-quality studies examining this
topic, highlighting a need for further work to improve inter-
nal validity when applying these methodologies. This may
include controlling for demographic differences, use of lon-
gitudinal designs, and matching depression severity, when
appropriate. The presence of only one study utilizing IRT
DIF comparisons to elucidate phenomenological differences
indicates that this methodology is currently under-utilized
(Pickard et al., 2006). Clinicians could use such insights to
identify whether the presence of certain symptoms should
be interpreted as more concerning than others and if this
varies between populations. Further research is required to
understand whether the findings of similar somatic profiles
relate to the robustness of these items to extraneous sources
of variance, or other mechanisms. Finally, a greater explo-
ration of the reasons for the lower severity/prevalence of
anhedonia in PSD is needed.

@ Springer

Conclusions

Here, we have presented the first synthesis of phenomeno-
logical comparisons of depression between stroke and the
general population. We identified three unique method-
ologies that can contribute to this research question. This
indicates that phenomenological comparisons cannot be
understood from comparisons of profiles alone and that we
must consider differences in symptom prevalence, severity,
“closeness” to the construct of depression, and differences
in the latent severity of symptoms as indicators of depres-
sion. There were broad similarities in most domains. There
was tentative evidence that, unexpectedly, anhedonia and
apathy are less prevalent and/or severe in stroke compared
to general population depression, although this finding
was not endorsed by the majority of comparisons in high-
quality studies. Anxiety was less correlated with depression
in stroke. Emotional dysregulation and disruption to work
were more prevalent/severe in depression after stroke and
feeling disliked, and restlessness may have a higher latent
depression severity in stroke. The heterogeneity of methods
in the included studies limited our ability to draw definitive
conclusions. A more detailed understanding of observed dif-
ferences, and of mechanisms that help to integrate findings
between each methodology, requires future research.

Supplementary Information The online version contains supplemen-
tary material available at https://doi.org/10.1007/s11065-023-09611-5.

Author Contribution This study was designed, conducted, and coordi-
nated by Dr. Blake, Prof. Broomfield, and Dr. Gracey. Each of these
authors had extensive involvement throughout each stage of the project,
with Prof. Broomfield and Dr. Gracey acting as supervisors. S. Whitmore
acted as the second reviewer and thus directly contributed to the data
generation and refinement of the eligibility criteria. All authors have
contributed to the manuscript, agreed with its final form, and agreed to
be held accountable.

Data Availability The datasets generated during and/or analyzed dur-
ing the current study are available from the corresponding author on
reasonable request.

Declarations

Ethics Approval Not required because data are extracted from publicly
accessible documents.

Competing Interests The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article's Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article's Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will


https://doi.org/10.1007/s11065-023-09611-5

Neuropsychology Review

need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

Acciarresi, M., Bogousslavsky, J., & Paciaroni, M. (2014). Post-stroke
fatigue: Epidemiology, clinical characteristics and treatment.
European Neurology, 72(5-6), 255-261. https://doi.org/10.1159/
000363763

Adams, K. B., Matto, H. C., & Sanders, S. (2004). Confirmatory fac-
tor analysis of the geriatric depression scale. The Gerontologist,
44(6), 818-826. https://doi.org/10.1093/geront/44.6.818

Aizenstein, H. J., Baskys, A., Boldrini, M., Butters, M. A., Diniz, B.
S., Jaiswal, M. K., Jellinger, K. A., Kruglov, L. S., Meshandin, 1.
A., Mijajlovic, M. D., Niklewski, G., Pospos, S., Raju, K., Richter,
K., Steffens, D. C., Taylor, W. D., & Tene, O. (2016). Vascular
depression consensus report — A critical update. BMC Medicine,
14(1), 1-16. https://doi.org/10.1186/S12916-016-0720-5

Aizenstein, H. J., Khalaf, A., Walker, S. E., & Andreescu, C. (2014).
Magnetic resonance imaging predictors of treatment response in
late-life depression. Journal of Geriatric Psychiatry and Neurol-
ogy, 27(1), 24-32. https://doi.org/10.1177/0891988713516541

Alexopoulos, G. S., Meyers, B. S., Young, R. C., Campbell, S., Silbersweig,
D., & Charlson, M. (1997). “Vascular depression” hypothesis. In
Archives of General Psychiatry, 54(10), 915-922. https://doi.org/10.
1001/archpsyc.1997.01830220033006

Ang, Y. S., Lockwood, P., Apps, M. A. J., Muhammed, K., & Husain,
M. (2017). Distinct subtypes of apathy revealed by the apathy
motivation index. PLoS ONE, 12(1). https://doi.org/10.1371/
JOURNAL.PONE.0169938

Backhouse, E. V., McHutchison, C. A., Cvoro, V., Shenkin, S. D., &
Wardlaw, J. M. (2018). Cognitive ability, education and socioeco-
nomic status in childhood and risk of post-stroke depression in later
life: A systematic review and meta-analysis. PLoS ONE, 13(7),
€0200525. https://doi.org/10.1371/JTOURNAL.PONE.0200525

Baylan, S., Griffiths, S., Grant, N., Broomfield, N. M., Evans, J. J.,
& Gardani, M. (2020). Incidence and prevalence of post-stroke
insomnia: A systematic review and meta-analysis. Sleep Medicine
Reviews, 49, 101222. https://doi.org/10.1016/J.SMRV.2019.101222

Beck, A. T. (1979). Cognitive therapy of depression. Guildford Press,
New York. https://books.google.com.sg/books?id=L09cRS0xWj
0C&printsec=frontcover&source=gbs_ge_summary_r&cad=0#
v=onepage&q&f=fals

Bell, C. C. (1994). DSM-IV: Diagnostic and statistical manual of
mental disorders. JAMA: The Journal of the American Medical
Association, 272(10), 828. https://doi.org/10.1001/jama.1994.
03520100096046

Bennett, H. E., Thomas, S. A., Austen, R., Morris, A. M. S., & Lincoln,
N. B. (2006). Validation of screening measures for assessing mood
in stroke patients. British Journal of Clinical Psychology, 45(3),
367-376. https://doi.org/10.1348/014466505X58277

Boothroyd, L., Dagnan, D., & Muncer, S. (2019). PHQ-9: One factor
or two? Psychiatry Research, 271, 532-534. https://doi.org/10.
1016/j.psychres.2018.12.048

Broomfield, N. M., Laidlaw, K., Hickabottom, E., Murray, M. F.,
Pendrey, R., Whittick, J. E., & Gillespie, D. C. (2011). Post-
stroke depression: The case for augmented, individually
tailored cognitive behavioural therapy. Clinical Psychology &
Psychotherapy, 18(3),202-217. https://doi.org/10.1002/cpp.711

Broomfield, N. M., West, R., Barber, M., Quinn, T. J., Gillespie, D., Walters,
M., & House, A. (2022). TEARS: A longitudinal investigation of the
prevalence, psychological associations and trajectory of poststroke
emotionalism. Journal of Neurology, Neurosurgery, & Psychiatry.
https://doi.org/10.1136/jnnp-2022-329042

Calvert, T., Knapp, P., & House, A. (1998). Psychological associations
with emotionalism after stroke. Journal of Neurology Neurosur-
gery and Psychiatry, 65(6), 928-929. https://doi.org/10.1136/
jnnp.65.6.928

Clara, I. P, Cox, B.J., & Enns, M. W. (2001). Confirmatory factor analy-
sis of the depression-anxiety-stress scales in depressed and anxious
patients. Journal of Psychopathology and Behavioral Assessment,
23(1), 61-67. https://doi.org/10.1023/A:1011095624717

Crowe, C., Coen, R. F.,, Kidd, N., Hevey, D., Cooney, J., & Harbison,
J. (2016). A qualitative study of the experience of psychologi-
cal distress post-stroke. Journal of Health Psychology, 21(11),
2572-2579. https://doi.org/10.1177/1359105315581067

Cumming, T. B., Churilov, L., Skoog, I., Blomstrand, C., & Linden, T.
(2010). Little evidence for different phenomenology in poststroke
depression. Acta Psychiatrica Scandinavica, 121(6), 424-430.
https://doi.org/10.1111/j.1600-0447.2010.01558.x

de Man-van Ginkel, J. M., Hafsteinsdéttir, T. B., Lindeman, E.,
Geerlings, M. 1., Grobbee, D. E., & Schuurmans, M. J. (2015).
Clinical manifestation of depression after stroke: Is it differ-
ent from depression in other patient populations? PLoS ONE,
10(12). https://doi.org/10.1371/journal.pone.0144450

Deng, L., Sun, X., Qiu, S., Xiong, Y., Li, Y., Wang, L., Wei, Q., Wang,
D., & Liu, M. (2017). Interventions for management of post-stroke
depression: A Bayesian network meta-analysis of 23 randomized
controlled trials. Scientific Reports, 7(1), 1-12. https://doi.org/10.
1038/541598-017-16663-0

Dong, L., Williams, L. S., Briceno, E., Morgenstern, L. B., & Lisabeth,
L. D. (2022). Longitudinal assessment of depression during the
first year after stroke: Dimensionality and measurement invari-
ance. Journal of Psychosomatic Research, 153, 110689. https://
doi.org/10.1016/J.JPSYCHORES.2021.110689

Douiri, A., Grace, J., Sarker, S. J., Tilling, K., McKevitt, C., Wolfe, C. D.
A., & Rudd, A. G. (2017). Patient-specific prediction of functional
recovery after stroke. International Journal of Stroke, 12(5), 539-548.

Douven, E., Kohler, S., Rodriguez, M. M. F., Staals, J., Verhey, F. R.
J., & Aalten, P. (2017). Imaging markers of post-stroke depres-
sion and apathy: A systematic review and meta-analysis. Neu-
ropsychology Review, 27(3), 202-219. https://doi.org/10.1007/
S11065-017-9356-2

Dowswell, G., Lawler, J., Dowswell, T., Young, J., Forster, A., & Hearn, J.
(2000). Investigating recovery from stroke: A qualitative study. Jour-
nal of Clinical Nursing, 9(4), 507-515. https://doi.org/10.1046/j.1365-
2702.2000.00411.x

Duncan, P. W. (1994). Stroke Disability. Physical Therapy, 74(5),
399-407. https://doi.org/10.1093/PTJ/74.5.399

Duncan, P. W., Wallace, D., Lai, S. M., Johnson, D., Embretson, S., &
Laster, L. J. (1999). The stroke impact scale version 20: Evalu-
ation of reliability, validity, and sensitivity to change. Stroke,
30(10), 2131-2140. https://doi.org/10.1161/01.STR.30.10.2131

Esparrago-Llorca, G., Castilla-Guerra, L., Fernandez Moreno, M. C.,
Ruiz Doblado, S., & Jiménez Hernandez, M. D. (2015). Post-
stroke depression: An update. Neurologia (Barcelona, Spain),
30(1), 23-31. https://doi.org/10.1016/j.nr1.2012.06.008

Feng, Y., Bernier, J., Mcintosh, C., & Orpana, H. (2009). Validation
of disability categories derived from Health Utilities Index Mark
3 scores. Statistics Canada: Health Reports, 20(2).

Fenn, M. K., & Byrne, D. M. (2013). The key principles of cognitive
behavioural therapy. InnovAiT: Education and inspiration for general
practice, 6(9), 579-585. https://doi.org/10.1177/1755738012471029

Fitzgerald, S., Gracey, F., & Broomfield, N. (2021). Post-stroke emotion-
alism (PSE): A qualitative longitudinal study exploring individuals’
experience with PSE. Disability and Rehabilitation. https://doi.org/
10.1080/09638288.2021.2002439

Fleming, M. K., Smejka, T., Henderson Slater, D., Chiu, E. G.,
Demeyere, N., & Johansen-Berg, H. (2021). Self-reported and

@ Springer


http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1159/000363763
https://doi.org/10.1159/000363763
https://doi.org/10.1093/geront/44.6.818
https://doi.org/10.1186/S12916-016-0720-5
https://doi.org/10.1177/0891988713516541
https://doi.org/10.1001/archpsyc.1997.01830220033006
https://doi.org/10.1001/archpsyc.1997.01830220033006
https://doi.org/10.1371/JOURNAL.PONE.0169938
https://doi.org/10.1371/JOURNAL.PONE.0169938
https://doi.org/10.1371/JOURNAL.PONE.0200525
https://doi.org/10.1016/J.SMRV.2019.101222
https://books.google.com.sg/books?id=L09cRS0xWj0C&printsec=frontcover&source=gbs_ge_summary_r&cad=0#v=onepage&q&f=fals
https://books.google.com.sg/books?id=L09cRS0xWj0C&printsec=frontcover&source=gbs_ge_summary_r&cad=0#v=onepage&q&f=fals
https://books.google.com.sg/books?id=L09cRS0xWj0C&printsec=frontcover&source=gbs_ge_summary_r&cad=0#v=onepage&q&f=fals
https://doi.org/10.1001/jama.1994.03520100096046
https://doi.org/10.1001/jama.1994.03520100096046
https://doi.org/10.1348/014466505X58277
https://doi.org/10.1016/j.psychres.2018.12.048
https://doi.org/10.1016/j.psychres.2018.12.048
https://doi.org/10.1002/cpp.711
https://doi.org/10.1136/jnnp-2022-329042
https://doi.org/10.1136/jnnp.65.6.928
https://doi.org/10.1136/jnnp.65.6.928
https://doi.org/10.1023/A:1011095624717
https://doi.org/10.1177/1359105315581067
https://doi.org/10.1111/j.1600-0447.2010.01558.x
https://doi.org/10.1371/journal.pone.0144450
https://doi.org/10.1038/s41598-017-16663-0
https://doi.org/10.1038/s41598-017-16663-0
https://doi.org/10.1016/J.JPSYCHORES.2021.110689
https://doi.org/10.1016/J.JPSYCHORES.2021.110689
https://doi.org/10.1007/S11065-017-9356-2
https://doi.org/10.1007/S11065-017-9356-2
https://doi.org/10.1046/j.1365-2702.2000.00411.x
https://doi.org/10.1046/j.1365-2702.2000.00411.x
https://doi.org/10.1093/PTJ/74.5.399
https://doi.org/10.1161/01.STR.30.10.2131
https://doi.org/10.1016/j.nrl.2012.06.008
https://doi.org/10.1177/1755738012471029
https://doi.org/10.1080/09638288.2021.2002439
https://doi.org/10.1080/09638288.2021.2002439

Neuropsychology Review

objective sleep measures in stroke survivors with incomplete
motor recovery at the chronic stage. Neurorehabilitation and
Neural Repair, 35(10), 851-860. https://doi.org/10.1177/
15459683211029889

Gainotti, G., Azzoni, A., & Marra, C. (1999). Frequency, phenomenology
and anatomical-clinical correlates of major post-stroke depression.
British Journal of Psychiatry, 175, 163—167. https://doi.org/10.1192/
bjp.175.2.163

Gainotti, G., Azzoni, A., Razzano, C., Lanzillotta, M., Marra, C., &
Gasparini, F. (1997). The post-stroke depression rating scale: A
test specifically devised to investigate affective disorders of stroke
patients. Journal of Clinical and Experimental Neuropsychology,
19(3), 340-356. https://doi.org/10.1080/01688639708403863

Goldstein, L. B., Bertels, C., & Davis, J. N. (1989). Interrater reliability
of the NIH stroke scale. Archives of Neurology, 46(6), 660—662.
https://doi.org/10.1001/ARCHNEUR.1989.00520420080026

Gonzalez-Blanch, C., Medrano, L. A., Muiioz-Navarro, R., Ruiz-
Rodriguez, P., Moriana, J. A., Limonero, J. T., Schmitz, F., &
Cano-Vindel, A. (2018). Factor structure and measurement
invariance across various demographic groups and over time for
the PHQ-9 in primary care patients in Spain. PLoS ONE, 13(2).
https://doi.org/10.1371/journal.pone.0193356

Gordon, W. A., & Hibbard, M. R. (1997). Poststroke depression: An exami-
nation of the literature. Archives of Physical Medicine and Rehabilita-
tion, 78(6), 658—663. https://doi.org/10.1016/S0003-9993(97)90433-0

Gross, J. J. (1998). The emerging field of emotion regulation: An inte-
grative review. Review of General Psychology, 2(3), 271-299.

Hackett, M. L., & Anderson, C. S. (2005). Predictors of depression
after stroke. Stroke, 36(10), 2296-2301. https://doi.org/10.1161/
01.STR.0000183622.75135.A4

Hackett, M. L., & Pickles, K. (2014). Part I: Frequency of depression
after stroke: An updated systematic review and meta-analysis
of observational studies. International Journal of Stroke, 9(8),
1017-1025. https://doi.org/10.1111/ijs.12357

House, A., Dennis, M., Mogridge, L., Warlow, C., Hawton, K., & Jones, L.
(1991). Mood disorders in the year after first stroke. The British Jour-
nal of Psychiatry, 158, 83-92. https://doi.org/10.1192/bjp.158.1.83

Hu, X., De Silva, T. M., Chen, J., & Faraci, F. M. (2017). Cerebral
vascular disease and neurovascular injury in ischemic stroke.
Circulation Research, 120(3), 449-471. https://doi.org/10.1161/
CIRCRESAHA.116.308427

Jorge, R. E., Starkstein, S. E., & Robinson, R. G. (2010). Apathy fol-
lowing stroke. The Canadian Journal of Psychiatry / La Revue
Canadienne De Psychiatrie, 55(6), 350-354. https://doi.org/10.
1177/070674371005500603

Katzan, I. L., Lapin, B., Griffith, S., Jehi, L., Fernandez, H., Pioro, E.,
Tepper, S., & Crane, P. K. (2021). Somatic symptoms have negli-
gible impact on Patient Health Questionnaire-9 depression scale
scores in neurological patients. European Journal of Neurology,
28(6), 1812-1819. https://doi.org/10.1111/ene.14822

Kwakkel, G. (2004). Understanding the pattern of functional recovery
after stroke: Facts and theories. Restorative Neurology and Neurosci-
ence, 22(5), 281-299. https://doi.org/10.1179/016164104225018883

Lipsey, J. R., Spencer, W. C., Rabins, P. V., & Robinson, R. G. (1986).
Phenomenological comparison of poststroke depression and
functional depression. American Journal of Psychiatry, 143(4),
527-529. https://doi.org/10.1176/AJP.143.4.527

Lovibond, P. F., & Lovibond, S. H. (1995). The structure of negative
emotional states: Comparison of the depression anxiety stress scales
(DASS) with the beck depression and anxiety inventories. Behav-
iour Research and Therapy, 33(3), 335-343. https://doi.org/10.1016/
0005-7967(94)00075-U

Ludman, E., Katon, W., Bush, T., Rutter, C., Lin, E., Simon, G., von
Korff, M., & Walker, E. (2003). Behavioural factors associated
with symptom outcomes in a primary care-based depression

@ Springer

prevention intervention trial. Psychological Medicine, 33(6),
1061-1070. https://doi.org/10.1017/S003329170300816X

Marazziti, D., Consoli, G., Picchetti, M., Carlini, M., & Faravelli, L.
(2010). Cognitive impairment in major depression. European
Journal of Pharmacology, 626(1), 83-86. https://doi.org/10.
1016/J.EJPHAR.2009.08.046

Medeiros, G. C., Roy, D., Kontos, N., & Beach, S. R. (2020). Post-
stroke depression: A 2020 updated review. General Hospital Psy-
chiatry, 66, 70-80. https://doi.org/10.1016/J. GENHOSPPSYCH.
2020.06.011

Methley, A. M., Campbell, S., Chew-Graham, C., McNally, R.,
& Cheraghi-Sohi, S. (2014). PICO, PICOS and SPIDER: A
comparison study of specificity and sensitivity in three search tools
for qualitative systematic reviews. BMC Health Services Research,
14(1), 1-10. https://doi.org/10.1186/S12913-014-0579-0/TABLES/7

Mitchell, A. J., Sheth, B., Gill, J., Yadegarfar, M., Stubbs, B.,
Yadegarfar, M., & Meader, N. (2017). Prevalence and predictors
of post-stroke mood disorders: A meta-analysis and meta-
regression of depression, anxiety and adjustment disorder.
General Hospital Psychiatry, 47, 48—60. https://doi.org/10.1016/j.
genhosppsych.2017.04.001

Moorey, S. (2010). The six cycles maintenance model: Growing a “vicious
flower” for depression. Behavioural and Cognitive Psychotherapy,
38(2), 173-184. https://doi.org/10.1017/S1352465809990580

Morphy, H., Dunn, K. M., Lewis, M., Boardman, H. F., & Croft, P. R.
(2007). Epidemiology of insomnia: A longitudinal study in a UK
population. Sleep, 30(3), 274-280. https://doi.org/10.1093/SLEEP/
30.3.274

Morris, P. L. P, Robinson, R. G., & Raphael, B. (1993). Emotional labil-
ity after stroke. Australian and New Zealand Journal of Psychiatry,
27(4), 601-605. https://doi.org/10.3109/00048679309075822

National Heart Lung and Blood Institute (NHLBI). (2013). Study quality
assessment tools. Retrieved January, 2022, from https://www.nhlbi.
nih.gov/health-topics/study-quality-assessment-tools

Newberg, A. R., Davydow, D. S., & Lee, H. B. (2009). Cerebrovascular
disease basis of depression: Post-stroke depression and vascular
depression. International Review of Psychiatry, 18(5), 433-441.
https://doi.org/10.1080/09540260600935447

Page, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, 1., Hoffmann,
T. C., Mulrow, C. D., Shamseer, L., Tetzlaff, J. M., Akl, E.
A., Brennan, S. E., Chou, R., Glanville, J., Grimshaw, J. M.,
Hrobjartsson, A., Lalu, M. M., Li, T., Loder, E. W., Mayo-Wilson,
E., McDonald, S., ... Moher, D. (2021). The PRISMA 2020
statement: an updated guideline for reporting systematic reviews.
BMJ, 372. https://doi.org/10.1136/BMJ.N71

Pan, A., Keum, N., Okereke, O. L., Sun, Q., Kivimaki, M., Rubin, R. R.,
& Hu, F. B. (2012). Bidirectional association between depression
and metabolic syndrome: A systematic review and meta-analysis
of epidemiological studies. Diabetes Care, 35(5), 1171-1180.
https://doi.org/10.2337/dc11-2055

Pickard, A. S., Dalal, M. R., & Bushnell, D. M. (2006). A comparison
of depressive symptoms in stroke and primary care: Applying
Rasch models to evaluate the center for epidemiologic studies-
depression scale. Value in Health, 9(1), 59-64. https://doi.org/10.
1111/j.1524-4733.2006.00082.x

Pollock, A., & Berge, E. (2018). How to do a systematic review. Inter-
national Journal of Stroke, 13(2), 138-156. https://doi.org/10.1177/
1747493017743796

Popay, J., Roberts, H., Sowden, A., Petticrew, M., Arai, L., Rodgers,
M., Britten, N., Roen, K., & Duffy, S. (2006). Guidance on the
conduct of narrative synthesis in systematic reviews. Universities
of Exeter and Plymouth.

Robinson, R. G. (2006). The clinical neuropsychiatry of stroke: Sec-
ond edition. Cambridge University Press. https://doi.org/10.1017/
CBO09780511544231


https://doi.org/10.1177/15459683211029889
https://doi.org/10.1177/15459683211029889
https://doi.org/10.1192/bjp.175.2.163
https://doi.org/10.1192/bjp.175.2.163
https://doi.org/10.1080/01688639708403863
https://doi.org/10.1001/ARCHNEUR.1989.00520420080026
https://doi.org/10.1371/journal.pone.0193356
https://doi.org/10.1016/S0003-9993(97)90433-0
https://doi.org/10.1161/01.STR.0000183622.75135.A4
https://doi.org/10.1161/01.STR.0000183622.75135.A4
https://doi.org/10.1111/ijs.12357
https://doi.org/10.1192/bjp.158.1.83
https://doi.org/10.1161/CIRCRESAHA.116.308427
https://doi.org/10.1161/CIRCRESAHA.116.308427
https://doi.org/10.1177/070674371005500603
https://doi.org/10.1177/070674371005500603
https://doi.org/10.1111/ene.14822
https://doi.org/10.1179/016164104225018883
https://doi.org/10.1176/AJP.143.4.527
https://doi.org/10.1016/0005-7967(94)00075-U
https://doi.org/10.1016/0005-7967(94)00075-U
https://doi.org/10.1017/S003329170300816X
https://doi.org/10.1016/J.EJPHAR.2009.08.046
https://doi.org/10.1016/J.EJPHAR.2009.08.046
https://doi.org/10.1016/J.GENHOSPPSYCH.2020.06.011
https://doi.org/10.1016/J.GENHOSPPSYCH.2020.06.011
https://doi.org/10.1186/S12913-014-0579-0/TABLES/7
https://doi.org/10.1016/j.genhosppsych.2017.04.001
https://doi.org/10.1016/j.genhosppsych.2017.04.001
https://doi.org/10.1017/S1352465809990580
https://doi.org/10.1093/SLEEP/30.3.274
https://doi.org/10.1093/SLEEP/30.3.274
https://doi.org/10.3109/00048679309075822
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://doi.org/10.1080/09540260600935447
https://doi.org/10.1136/BMJ.N71
https://doi.org/10.2337/dc11-2055
https://doi.org/10.1111/j.1524-4733.2006.00082.x
https://doi.org/10.1111/j.1524-4733.2006.00082.x
https://doi.org/10.1177/1747493017743796
https://doi.org/10.1177/1747493017743796
https://doi.org/10.1017/CBO9780511544231
https://doi.org/10.1017/CBO9780511544231

Neuropsychology Review

Robinson, R. G., & Jorge, R. E. (2016). Post-stroke depression: A
review. The American Journal of Psychiatry, 173(3), 221-231.
https://doi.org/10.1176/appi.ajp.2015.15030363

Salas, C. E., Gross, J. J., Rafal, R. D., Vifias-Guasch, N., & Turnbull, O.
H. (2013). Concrete behaviour and reappraisal deficits after a left
frontal stroke: A case study. Neuropsychological Rehabilitation,
23(4), 467-500. https://doi.org/10.1080/09602011.2013.784709

Salas, C. E., Gross, J. J., & Turnbull, O. H. (2019). Using the process
model to understand emotion regulation changes after brain injury.
Psychology and Neuroscience, Advanced Online Publication.
https://doi.org/10.1037/pne0000174

Schramke, C. J., Stowe, R. M., Ratcliff, G., Goldstein, G., & Condray,
R. (1998). Poststroke depression and anxiety: Different assess-
ment methods result in variations in incidence and severity esti-
mates. Journal of Clinical and Experimental Neuropsychology,
20(5), 723-737. https://doi.org/10.1076/jcen.20.5.723.1117

Shi, Y., Yang, D., Zeng, Y., & Wu, W. (2017). Risk factors for post-
stroke depression: A meta-analysis. Frontiers in Aging Neurosci-
ence, 9, 218. https://doi.org/10.3389/fnagi.2017.00218

Shields, C., Ownsworth, T., O’Donovan, A., & Fleming, J. (2016). A
transdiagnostic investigation of emotional distress after traumatic
brain injury. Neuropsychological Rehabilitation, 26(3), 410-415.
https://doi.org/10.1080/09602011.2015.1037772

Simon, G. E., Rutter, C. M., Peterson, D., Oliver, M., Whiteside, U.,
Operskalski, B., & Ludman, E. J. (2013). Does response on the
PHQ-9 depression questionnaire predict subsequent suicide
attempt or suicide death? Psychiatric Services, 64(12), 1195—
1202. https://doi.org/10.1176/APPI.PS.201200587/ASSET/
IMAGES/LARGE/1195F2.JPEG

Smith, A. B., Selby, P. J., Velikova, G., Stark, D., Wright, E. P.,
Gould, A., & Cull, A. (2002). Factor analysis of the hospital
anxiety and depression scale from a large cancer population.
Psychology and Psychotherapy, 75(2), 165-176. https://doi.org/
10.1348/147608302169625

Steer, R. A., Ball, R., Ranieri, W. F., & Beck, A. T. (1999). Dimen-
sions of the beck depression inventory-II in clinically depressed
outpatients. In Journal of Clinical Psychology, 55(1).

Stokes, E. K., O’Connell, C., & Murphy, B. (2011). An investigation
into fatigue post-stroke and its multidimensional nature. Advances
in Physiotherapy, 13(1), 2-10. https://doi.org/10.3109/14038196.
2010.534175

Storch, E. A., Roberti, J. W., & Roth, D. A. (2004). Factor structure,
concurrent validity, and internal consistency of the beck depression
inventory—Second edition in a sample of college students. Depres-
sion and Anxiety, 19(3), 187-189. https://doi.org/10.1002/DA.20002

Stuss, D. T. (2011). Functions of the frontal lobes: Relation to
executive functions. Journal of the International Neuropsy-
chological Society: JINS, 17(5), 759-765. https://doi.org/10.
1017/S1355617711000695

Sutcliffe, L. M., & Lincoln, N. B. (1998). The assessment of depression
in aphasic stroke patients: The development of the stroke aphasic

depression questionnaire. Clinical Rehabilitation, 12(6), 506-513.
https://doi.org/10.1191/026921598672167702

Taule, T., & Raheim, M. (2014). Life changed existentially: A qualita-
tive study of experiences at 6—8 months after mild stroke. Dis-
ability and Rehabilitation, 36(25), 2107-2119. https://doi.org/10.
3109/09638288.2014.904448

Taylor, G. H., Todman, J., & Broomfield, N. M. (2011). Post-stroke emo-
tional adjustment: A modified social cognitive transition model.
Neuropsychological Rehabilitation, 21(6), 808—824. https://doi.org/
10.1080/09602011.2011.598403

Teasdale, T. W., & Engberg, A. W. (2010). Psychosocial consequences
of stroke: A long-term population-based follow-up. Brain Injury,
19(12), 1049-1058. https://doi.org/10.1080/02699050500110421

Thomas, A. J., Kalaria, R. N., & O’Brien, J. T. (2004). Depression and vas-
cular disease: What is the relationship? Journal of Affective Disorders,
79(1-3), 81-95. https://doi.org/10.1016/S0165-0327(02)00349-X

Thomson, H. J., & Thomas, S. (2013). The effect direction plot: Vis-
ual display of non-standardised effects across multiple outcome
domains. Research Synthesis Methods, 4(1), 95-101. https://doi.
org/10.1002/JRSM.1060

Towfighi, A., Ovbiagele, B., El Husseini, N., Hackett, M. L., Jorge, R.
E., Kissela, B. M., Mitchell, P. H., Skolarus, L. E., Whooley, M.
A., & Williams, L. S. (2017). Poststroke depression: A scientific
statement for healthcare professionals from the American Heart
Association/American Stroke Association. Stroke, 48(2), e30—e43.
https://doi.org/10.1161/STR.0000000000000113

Townend, E. (2005). Beliefs about “stroke” and ‘its effects’: A study
of their association with emotional distress. [Doctoral disserta-
tion, University of Edinburgh]. University of Edinburgh Research
Repository. Retrieved January, 2022, from https://era.ed.ac.uk/
handle/1842/30852

UK National Collaborating Centre for Mental Health. (2010). The
classification of depression and depression rating scales/question-
naires. Retrieved January, 2022, from https://www-ncbi-nlm-nih-
gov.uea.idm.oclc.org/books/NBK82926/

Vataja, R., Pohjasvaara, T., Méntyld, R., Ylikoski, R., Leppévuori, A.,
Leskeld, M., Kalska, H., Hietanen, M., Aronen, H. J., Salonen, O.,
Kaste, M., & Erkinjuntti, T. (2003). MRI correlates of executive
dysfunction in patients with ischaemic stroke. European Journal
of Neurology, 10(6), 625-631. https://doi.org/10.1046/j.1468-
1331.2003.00676.x

Vickery, C. D., Sepehri, A., & Evans, C. C. (2008). Self-esteem in an
acute stroke rehabilitation sample: A control group comparison.
Clinical Rehabilitation, 22(2), 179-187. https://doi.org/10.1177/
0269215507080142

Wade, D. T., Wood, V. A., & Hewer, R. L. (1985). Recovery after
stroke - The first 3 months. Journal of Neurology Neurosurgery
and Psychiatry, 48(1), 7-13. https://doi.org/10.1136/jnnp.48.1.7

Publisher's Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

@ Springer


https://doi.org/10.1176/appi.ajp.2015.15030363
https://doi.org/10.1080/09602011.2013.784709
https://doi.org/10.1037/pne0000174
https://doi.org/10.1076/jcen.20.5.723.1117
https://doi.org/10.3389/fnagi.2017.00218
https://doi.org/10.1080/09602011.2015.1037772
https://doi.org/10.1176/APPI.PS.201200587/ASSET/IMAGES/LARGE/1195F2.JPEG
https://doi.org/10.1176/APPI.PS.201200587/ASSET/IMAGES/LARGE/1195F2.JPEG
https://doi.org/10.1348/147608302169625
https://doi.org/10.1348/147608302169625
https://doi.org/10.3109/14038196.2010.534175
https://doi.org/10.3109/14038196.2010.534175
https://doi.org/10.1002/DA.20002
https://doi.org/10.1017/S1355617711000695
https://doi.org/10.1017/S1355617711000695
https://doi.org/10.1191/026921598672167702
https://doi.org/10.3109/09638288.2014.904448
https://doi.org/10.3109/09638288.2014.904448
https://doi.org/10.1080/09602011.2011.598403
https://doi.org/10.1080/09602011.2011.598403
https://doi.org/10.1080/02699050500110421
https://doi.org/10.1016/S0165-0327(02)00349-X
https://doi.org/10.1002/JRSM.1060
https://doi.org/10.1002/JRSM.1060
https://doi.org/10.1161/STR.0000000000000113
https://era.ed.ac.uk/handle/1842/30852
https://era.ed.ac.uk/handle/1842/30852
https://www-ncbi-nlm-nih-gov.uea.idm.oclc.org/books/NBK82926/
https://www-ncbi-nlm-nih-gov.uea.idm.oclc.org/books/NBK82926/
https://doi.org/10.1046/j.1468-1331.2003.00676.x
https://doi.org/10.1046/j.1468-1331.2003.00676.x
https://doi.org/10.1177/0269215507080142
https://doi.org/10.1177/0269215507080142
https://doi.org/10.1136/jnnp.48.1.7

	Comparing the Symptomatology of Post-stroke Depression with Depression in the General Population: A Systematic Review
	Abstract
	Introduction
	Methods
	Eligibility Criteria
	Search Strategy
	Screening and Selection
	Quality Rating
	Data Extraction and Analysis

	Results
	Study Inclusion
	Quality Assessment and Risk of Bias
	Study Details
	Methodology
	Participants
	Measures and Symptoms

	Main Findings
	Moderation of Study Characteristics
	Profile Comparison Studies
	Profile Comparison Synthesis in Selected Studies
	Comparative Correlation Strength Studies
	Item Response Theory


	Discussion
	Conclusions
	Anchor 25
	References


