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Abstract
Objective: To review the extent of the available evidence, and to identify and describe the approaches
that have been used to facilitate leisure participation following stroke.
Data sources: Embase, Medline, PsycINFO, CINAHL, AMED and Cochrane Library were searched
between 1989 and June 2026 for studies (quantitative, qualitative and mixed methods) reporting an inter-
vention that addressed leisure and measured the impact on post-stroke leisure participation.
Review methods: Established scoping review methods guided data extraction with a piloted data charting
tool, appraisal utilising Quality Assessment for Diverse Studies (QuADS), and meta-narrative (quantitative
findings) and meta-aggregation (qualitative findings) synthesised using a Convergent Segregated Approach.
Results: We included 28 studies (2588 participants). Most interventions to address leisure participation
were face-to-face (93%) and delivered in the community (82%). Interventions were diverse and heteroge-
neous; however, 8/28 incorporated leisure education/counselling. Quantitative studies reported 12 dis-
tinct measures of leisure participation. A positive impact on leisure participation was reported in 13/22
studies reporting quantitative findings and 8/8 studies reporting qualitative findings. Studies were limited
by poor reporting of delivery, ‘dose’ and methodological quality.
Conclusion: Future research needs to explore the role of leisure education/counselling, recognise the
importance of motivation, social connectedness and hope, and address barriers to leisure participation.
Leisure interventions should be co-created with people that have lived experience of stroke.
Programme theory, core components of the intervention and delivery methods must be clearly articulated
to enable replication. Future studies should capture psychosocial outcomes alongside leisure participation
and satisfaction, and assess long-term impact of interventions.
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Introduction
Leisure activities, defined as ‘non-obligatory activ-
ities that are self-selected, intrinsically motivated
and engaged in during discretionary time’
(p. 250)1 include cultural, physical, social, and soli-
tary activities and have been shown to positively
influence emotional well-being,2 sense of self and
quality of life3 as well as increasing life expect-
ancy.4 Leisure participation is important both as a
‘means’ to gain health or psychological benefits,
but also as an ‘end’ where the goal is the enjoyment
of engaging in a valued, pleasurable activity.5

There are 1.3 million people living with stroke in
the UK, with approximately 100,000 people having
a new stroke each year.6 Two thirds of people living
with stroke experience a reduction in valued leisure
and social activities following a stroke7–9 with a gap
in valued activities still evident 5 years post-
stroke.10 Physical limitations, cognitive impairment,
and depression have been found to negatively
impact leisure participation in older adults11 and
people living with stroke.3,10,12 Further it has been
identified that people living with stroke who are
female, older, and live in an area of greater socio-
economic deprivation experience a greater decline
in leisure participation.13

Leisure has the potential to bring important ben-
efits after stroke. Current guidance14 identifies that
stroke rehabilitation services should build links
with leisure providers, support people living with
stroke to identify social and leisure activities in
which they wish to participate, and provide support
to overcome barriers to enable people living with
stroke to access suitable social and leisure activities.
However, there are no recommendations to guide
how this should be achieved. Systematic review evi-
dence from eight studies (n= 615)15 found leisure
therapy contributed to short-term improvements in
quality of life and mood, as well as leisure participa-
tion and satisfaction. However, this review was
completed over 10 years ago, and at this time the
authors found no studies of high methodological rig-
our, nor could they draw conclusions about long-
term impact. More recently, a systematic review of
three papers focused on leisure education and coun-
selling (n= 103)16 indicated that these interventions

improved quality of life, leisure satisfaction and
engagement, and reduced depression. However,
this narrow perspective may omit other potentially
beneficial leisure interventions.

A further challenge is the measurement of leis-
ure, with primary studies measuring constructs
such as leisure participation, satisfaction, and com-
petence. Additionally, social participation, the
undertaking of activities that involve interactions
with others in society and community,17 is often
used as a proxy for leisure participation, yet social
participation is broader than leisure, encompassing
participation in activities such as work and educa-
tion.18 If we are to explore and understand the
impact of leisure after stroke, focus on the construct,
and the accurate measurement, of leisure participa-
tion is essential.

To be able to develop high quality primary stud-
ies that further our knowledge of leisure participa-
tion after stroke, we need a comprehensive
understanding of the current evidence. Previous sys-
tematic reviews15,16 are limited by date or scope and
include only experimental studies, yet key evidence
about leisure interventions (e.g., perceptions of
intervention acceptability) may arise from non-
experimental studies. A scoping review provides a
structure that enables conclusions to be drawn on
topics where the context is broad, and the inclusion
of diverse study designs is important.19 We, there-
fore, undertook a scoping review to address the cur-
rent knowledge gap. The study aim was to review
the extent of the available evidence, and to identify
and describe the approaches that have been used to
facilitate leisure participation following stroke. It
sought to address the following questions: (1)
What approaches to increase leisure participation
following stroke have been examined? (2) What
leisure participation outcomes are reported? (3)
What was the impact of these approaches on leisure
participation? (4) What were the barriers to, and
facilitators of, the approaches (interventions) to
increase leisure participation?

Methods
A scoping review is a secondary research design that
explores the extent (scope) of the evidence where
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this is not known. Scoping reviews identify the
types of evidence available and enable mapping to
identify current knowledge and gaps.20

A scoping review was undertaken following
established guidance19 and has been reported in
accordance with the Preferred Reporting of
Systematic Reviews and Meta-analyses Extension
for Scoping Reviews (PRISMA-ScR).21 The review
protocol was registered with Open Science
Framework22 on 29 April 2023 (https://osf.io/
pft4s/).

A Population, Exposure, Outcomes (PEO)
framework (Table 1), was used to plan the search.
The final search strategy included only search terms
for the population and outcome due to the heter-
ogenous nature of interventions within the exposure
section. The search strategy was initially developed
for Medline using a combination of Medical Subject
Headings and key words; these were subsequently
adapted for use in other databases. The full search
strategies for each database are listed in
Supplementary Material A.

Six databases were last searched on 11 June 2026:
(1) Embase (Ovid), (2) Medline (Ovid), (3) PsycINFO
(EBSCOhost), (4) CINAHL (EBSCOhost), (5)

AMED (EBSCOhost), and (6) Cochrane Library all
databases (via Wiley). A previous systematic review
of leisure therapy15 yielded no relevant papers before
1989; therefore, the searches were limited by date
from 1989 to 2026. The search was limited to the
English Language as resources were not available
for translation of papers. To identify any additional,
relevant studies, the reference lists of all included stud-
ies were manually checked, and forward citation
searching was conducted using the Scopus database,
with Google Scholar used for any included papers
not indexed on Scopus.

Primary studies (qualitative, quantitative or
mixed methods) were included where participants
had experienced a stroke and were aged 18+, the
study reported at least one intervention that
addressed leisure participation through the impact
(qualitative studies) or outcome (quantitative stud-
ies), either with or without the reporting of barriers
and enablers to participation in the intervention. To
ensure that the scoping review focused on interven-
tions for people living with stroke, studies with
heterogenous participant samples were excluded
where people living with stroke made up <90% of
the sample and the data for this sub-group could
not be separated.

The search results were uploaded into EndNote
Version 21 (Philadelphia, USA) and duplicates
removed. The deduplicated list was uploaded into
Rayyan online systematic review platform (www.
rayyan.ai) for title and abstract screening. Five
researchers (ZP, MJR, KJ, KC, JH) were involved
in the screening and full-text review processes. To
ensure consistency of use and robustness of the cri-
teria,23 researchers received training, independently
screened 50 titles and abstracts against the selection
criteria, then compared, discussed and agreed deci-
sions. All remaining sources were screened inde-
pendently by at least two researchers from the
team. Conflicts were resolved through discussion
until consensus was achieved.

Full texts of all included sources were sought,
retrieved and reviewed independently by two
researchers. Disagreements about inclusion were
discussed to reach a consensus and where this was
not possible, a third researcher mediated and sup-
ported achievement of a final decision. Using an

Table 1. PEO concepts.

PEO Study characteristics

Population Adult participants with a diagnosis of
stroke

Exposure Interventions that aim to influence
engagement in leisure participation

Outcomes of
interest

• Leisure participation
• Social participation where leisure

participation is separated from
other components of social
participation

• Barriers to, and facilitators of, the
approaches (interventions) to
increase leisure participation

Study design All types of primary study (qualitative,
quantitative, mixed methods) and
levels of evidence including
secondary evidence that have been
undertaken using a systematic and
established methodology
(systematic and scoping reviews)
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exclusion code table (Supplementary Material B),
decisions were reported against each excluded
paper.

Protocols or trial registry entries were checked
for a full study paper. Where a full paper had been
published this was reviewed and included if it met
the selection criteria. If no study had been published,
any protocols and trial registrations were discarded.
If several sources referred to the same study (e.g., a
protocol and full trial paper for a single study), then
these sources were grouped together for the data
extraction process. If a study directed the reader to
additional sources for further detail of the study
intervention (e.g., supplementary materials, proto-
col paper or study paper) then these additional
sources were linked to the study and utilised to
inform data extraction. Where a systematic review
was retained for full-text screening, the contributing
individual papers were scrutinised for inclusion.24

A study-specific data charting tool was devel-
oped in Microsoft excel to support data extraction
(Supplementary Material C). Reference was made
to the Template for Intervention Description and
Replication (TIDieR) Checklist25 to ensure the
intervention was comprehensively documented in
the data charting tool. The tool was piloted with
five studies by two members of the research team
who independently scrutinised the tools utility and
then discussed findings. Adjustments to the tool
were made following collaborative discussion and
extraction details were updated accordingly for the
five studies piloted. Data within the remaining stud-
ies were charted by one research team member (ZP
or KJ) and reviewed for verification by a second
member (KJ, MJR, JH, CEL).

Whilst quality assessment is not considered
essential in a scoping review,26 the included papers
were independently appraised for quality to enable
evaluation of the current evidence-base. Two mem-
bers the research team independently undertook a
Quality Assessment for Diverse Studies (QuADS)
for each included study. For consistency one
researcher (KJ) quality assessed all papers, the
second review was completed by one of four team
members (ZP, KC, JH, MJR). The QuADS tool
was adopted due to its inter-rater reliability and con-
tent validity when appraising heterogenous research

designs.27 Scores were compared, discussed, and a
final score agreed.

Included papers were summarised and tabulated
in relation to the research questions. A meta-
narrative of the quantitative findings and a
meta-aggregation of qualitative findings were
synthesised using a Convergent Segregated
Approach.28 This approach enabled an exploration
of the outcomes (quantitative data) and impact
(qualitative data). Where barriers and enablers
were reported, these were extracted and categorised
to summarise the factors impacting stroke survivor
participation in the leisure interventions.

Results
Figure 1 presents the study flowchart and a sum-
mary of reasons for exclusion at the full-text review
stage. From 18,175 unique references, less than 4%
of sources screened resulted in reviewer disagree-
ment. All disagreements were resolved through dis-
cussion. Screening resulted in 330 papers for
full-text review and 28 papers were retained for
data extraction. A further two papers were identified
through citation searching making a total of 30
papers included in the review.

The 30 included papers reported 28primary studies
involving 2588 participants. The studies were under-
taken in seven countries, the UK (n= 11),29–39

Canada (n= 10),40–49 the USA (n= 2),50,51

Netherlands (n= 2),52,53 Belgium (n= 1),54 Israel
(n= 1)55 and Australia (n= 1).56 We report findings
based on the 28 studies, unless otherwise stated.
Study characteristics are described in Table 2.

There were 21 quantitative studies, comprising
16 Randomised Controlled Trials (RCTs) (including
one feasibility and two pilot RCTs),29,31–
37,42,44,46,47,52–54,56 a randomised crossover trial,30

three pre-/post-measures studies,48,49,55 and one
non-randomised pilot study.40 One of the RCTs
included an embedded qualitative study.34 There
were also five qualitative studies39,41,43,45,51 and
two mixed methods studies.38,50 The study sample
sizes ranged from 5 to 466. Most studies (n= 22)
had fewer than 100 participants; eleven studies
had fewer than 30 participants.
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QUaDS scores ranged from 16 to 37 (maximum
possible score: 39). Eleven papers gained a score of
<25 (poor quality), 7 scored 25≤ 29 (moderate qual-
ity), and 10 scored≥ 30 (high quality) (Table 3).

Approaches to increase leisure
participation
Eighteen studies provided, or implied, a theoretical
basis for their intervention. This included behaviour
change theory (n= 5), self-determination theory (n
= 2), and social cognitive theory (n= 2). Ten stud-
ies did not provide a theoretical basis for their
intervention.

Ten studies explored an intervention that aimed
to increase engagement in a participant-selected
leisure activity.31,32,38,40,42–44,46–48 We refer to these

as leisure-facilitation interventions. Eight of these
studies incorporated leisure education or counselling
(for example, a home leisure education programme
or peer-led leisure coaching).38,40,42–44,46–48 In the
other 18 studies, leisure was a component of a inter-
vention (e.g., an outdoor mobility programme or
extended rehabilitation provision),30,33,45,53,55 the
intervention was based on one leisure activity (e.g.,
music-listening or cycling),29,41,49–51,54 or leisure par-
ticipationwasmeasured in the outcomes (for example,
in studies exploring the impact of behavioural activa-
tion therapy or a communication and mood interven-
tion for people with aphasia).34–37,39,52,56 We have
referred to these as leisure-component interventions.

In all but two studies (n= 26; 93%) the interven-
tion included face-to-face interaction. Cadilhac
et al.56 utilised telephone and SMS/email messages
and Shaw et al.33 undertook interviews that were

Figure 1. PRISMA flowchart of the scoping review.
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predominantly telephone-based. In most studies (n
= 21, 75%) the intervention was fully supervised;
with a further five supervised for a proportion of
the intervention;29,33,38,47,52 one study only pro-
vided supervision during goal setting56; and one
study offered only peer-support.45 Twelve interven-
tions took place with others who had experienced
stroke, in a group format.30,39–41,43,45,46,48–51,53

Most interventions (n= 23, 82%) took place in
the community (i.e., participant’s home n= 14;31–
37,42–44,46,47,53,56 another indoor setting such as a
community or leisure centre n= 5;30,38–40,48 park
or outdoor space n= 249,50; undefined/mix of com-
munity setting n= 2).45,55 Only three interventions
(11%) were delivered in a healthcare setting (i.e.,

hospital or rehabilitation centre).29,41,54 The location
was not clearly established in two studies (7%).51,53

Intervention ‘dose’ was inconsistently reported
across the TiDieR checklist. Where data were
reported there was variation in overall duration (3
weeks‒12 months), number of sessions (6‒104),
and session length (30 min-4 h). It was possible to
estimate an overall number of minutes for the inter-
vention in 21 studies (300 min - 216 h). Further
detail is provided in Table 3.

Measuring leisure participation
Twenty-two studies reported quantitative out-
comes.29–37,40,42,44,46–50,52–56 Two of these 22

Figure 2. Comparison of studies reporting benefit to leisure participation separated for leisure-facilitation and
leisure-component interventions.
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studies reported leisure participation using non-
validated measures.29,40 The other 20 studies uti-
lised at least one validated measure, although eight
studies measured leisure participation using only a
component of a validated tool without clarifying
whether this could be considered as a valid means
of measurement.33,36,44,50,52–54,56 Twelve distinct
quantitative measures of leisure participation were
identified in the studies. The most commonly
adopted validated measures were the Nottingham
Leisure Questionnaire (n= 7), and the Leisure com-
ponent of the Nottingham Extended Activities of
Daily Living scale (n= 4), both measures of leisure
participation, and the Leisure Satisfaction Scale (n
= 3). The outcomes are summarised in Table 3.

Eight studies reported qualitative out-
comes.34,38,39,41,43,45,50,51 Data about leisure partici-
pation were collected through
interviews,34,38,41,43,45,50 photographs43 and focus
groups.39,50,51

Impact on leisure participation
Figure 2 is an overview illustration of leisure partici-
pation benefit across leisure-facilitation and leisure-
component interventions.

Thirteen of the 22 studies that measured leisure
participation quantitatively indicated a beneficial
impact at post-intervention in favour of the inter-
vention.29–31,40,42,46–48,50,52–55 However, in two
of these studies the findings are mixed. For
example, Corr, Phillips and Walker30 found a stat-
istically significant increase in leisure participation
following a leisure-component intervention for one
intervention group, but not a second. Similarly,
Drummond and Walker31 found a statistically sig-
nificant difference in favour of the leisure-
facilitation intervention; yet a larger study,32 utilis-
ing the same intervention, did not support these
findings. Of the remaining eleven studies that indi-
cated a beneficial effect in favour of the leisure
intervention,29,40,42,46–48,50,52–55 five40,48,53–55

were judged to be of poor quality (QUaDS scores:
20, 21, 21), two29,42 were rated as moderate quality
(QUaDS scores: 26, 28), and only four as good
quality46,47,50,52 (QUaDS scores: 31, 32, 32, 33)
indicating a limited confidence in the findingsT
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and, subsequently, the impact of these interven-
tions on leisure participation. Nine studies estab-
lished no benefit from their intervention on
leisure participation,32–37,44,49,56 including four

studies33–35,56 rated as good quality (QUaDS
scores: 33, 33, 36, 37), two moderate quality32

(QUaDS score: 29, 29) and three poor qual-
ity36,37,44 (QUaDS scores: 21, 23, 24).

Table 4. A summary of barriers and enablers that might influence participation in the intervention.

Category Barriers Enablers

Transport Transport challenges to
intervention/activities.30,40,44,46,47

Costs provided for transportation/taxi
service.40,41

Support from family/
friends

Lack of support from family/
friend-physical or attitudinal.38,44

Family/friends supportive/have positive
attitude.40,44,47

Access to leisure activities Access to leisure/recreation
activities and facilities.
Cost of leisure activities.
Time commitment too much.
Accessing information/
technology.39,44,46,56

Held in a place that has good transport, car
parking and coffee facilities.
Sits outside traditional medicine, therapy and
hospital setting - de-medicalisation.
Participation in activities that hold meaning and
value.
Continuation possible outside formal sessions.
Exercise, education and for some coaching to
support access to activities.39,43,54,58

Content of sessions Lack of specificity in sessions.39 1-to-1 time with instructor to address personal
goals.
Personalised intervention/programme.
Professionals familiar with intervention.
Goal setting tools.
Targeted activities depending on need (e.g.,
adaptions, strength training).37,39,47,49,56

Functional ability Reduced functional ability.
Fatigue.
Impaired cognition.
Differences in abilities.29,45,47

Access to aids, equipment.
Approaches to overcome fear of outdoor
mobility.
Knowledge of facilitator/s to adapt to disabilities
and foster abilities.37,43

Balance and mobility Reduced balance and mobility.40 Assistance for mobility/balance-1-to-1
interventions.40

Mood and motivation Reduced mood/motivation.29,47 Text message reminders/prompts.
Pedometer to measure increased activity.54,56

Communication Changes in comprehension/ language
ability.29

Ways to address communication needs.
Support from Speech and Language Therapist.39,48

Confidence Lack of confidence.38 Confidence building.38,45,49

Social context (friendships
and acceptance)

Social anxiety
Concern about perceptions of
others.38,47

Peers and buddies important for motivation/
camaraderie.
Seeing others progress.
Contact by phone may be helpful.
Group facilitator being a stroke survivor.
Trust within group.
Building friendships and camaraderie.
Playfulness and fun.
Relaxed and welcoming atmosphere.
Acceptance.
Shared experiences.38,39,43,45,46,48–50,53
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Of the 16 Randomised Controlled Trials where
the study design afforded use of inferential statistics,
seven were deemed good quality.33–35,46,47,52,56

Five of these studies found no significant benefit
of the intervention over the control at post-
intervention,33–35,52,56 one study indicated benefit
at 12 months (post-intervention),46 and in one
study47 a comparison was not possible with the con-
trol group as leisure outcomes were only measured
in the intervention group.

Fourteen studies measured leisure participation
at follow-up (range: 9 weeks‒24 months).33–
37,40,44,46,48,49,52–54,57 For eight of the nine studies
that found no benefit in favour of the intervention
at post-intervention,32–36,44,49,54 this finding was
replicated at follow-up. One study52 found no bene-
fit in leisure participation at post-intervention but
found a benefit at follow-up. The five studies that
reported a benefit at post-intervention40,46,48,53,54

continued to find a benefit at follow-up.
The eight studies reporting qualitative find-

ings,34,38,39,41,43,45,50,51 all reported benefits from
the intervention. Six studies explored leisure-
component interventions,34,39,41,45,50,51 and two
studies38,43 explored leisure-facilitation interven-
tions. One study41 was rated as poor quality
(QUaDS score: 20), three studies38,45,51 were mod-
erate quality (QUaDS score: 29, 29, 27), and
four34,39,43,50 high quality (QUaDS score: 31, 30,
32, 36). Benefits attributed to the intervention,
included: an increase in confidence and
mood,34,38,39,51 an increase in social participation
and friendship,41,43,45,51 and an increase in activities
such as driving,51 going to the pub,39 cycling,50 and
dancing.41 One study43 additionally identified the
importance of collective support and regaining
hope. These studies did not report any long-term
impact.

Barriers and enablers to participating
in the leisure intervention
All 30 papers were reviewed for barriers and
enablers that might influence the ease in which peo-
ple living with stroke could participate in the inter-
ventions. In line with our aim to scope the current

evidence we included barriers and enablers pro-
posed by people living with stroke, their informal
carers and the intervention providers. One paper
reported only barriers, eight papers only enablers,
and nine papers reported both (see Table 4). The
barriers and enablers were summarised as ten cat-
egories: (1) Transport, (2) Support (family/friends),
(3) Access to leisure activities, (4) Content of ses-
sions, (5) Functional activity, (6) Balance and
mobility, (7) Mood and motivation, (8) Speech
and understanding, (9) Confidence, and (10)
Social aspects. Further detail is reported in Table 4.

Discussion
This scoping review aimed to identify and describe
the approaches that have been used to facilitate leis-
ure participation following stroke and to review the
extent of the available evidence. Papers reported
leisure-facilitation and leisure-component interven-
tions. There was heterogeneity of study design, con-
text, delivery and outcomes used to measure leisure
participation across both types of intervention.
Intervention descriptions were frequently incom-
plete; ten studies offered no explicit theoretical
rationale, and details about delivery, dose, tailoring,
and materials were variably reported. Our data
extraction was informed by TIDieR and under-
scored its practical value. Systematic use of the
TIDieR checklist in future protocols and publica-
tions would enhance fidelity, replication, and
scale-up by clarifying ‘what’, ‘how’, ‘by whom’,
‘where’, and ‘how much’, and by specifying
planned adaptations.

Figure 2 indicates a greater proportion of the
leisure-facilitation interventions found benefit
(quantitatively or qualitatively). This suggests that
leisure-facilitation approaches should be the focus
of further investigation; however, the diversity in
study designs, methodological rigour, interventions
and outcomes limits the conclusion that can be
drawn. Although 16 studies were RCTs, many had
small samples (i.e., <100). The RCTs had a wide
range of quality scores (QUaDS 16‒37), with only
seven papers rated as high-quality, limiting confi-
dence in effect estimates. Larger, higher-quality,
predominantly leisure-component intervention
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RCTs frequently indicated no difference in leisure
participation as a result of the intervention.33–
35,46,56 Whilst this evidences a pressing need for
adequately-powered, methodologically rigorous
trials, it also indicates that the core components of
a successful intervention may be more evident in
previously studied leisure-facilitation interventions,
but that these core components have yet to be
established.

Previous systematic reviews16,59 indicate that leis-
ure education or counselling may be beneficial. This
is supported in our review where studies incorporat-
ing leisure education or counselling components (n
= 8) seemed to perform well with the majority (n=
6) indicating a positive impact on leisure participa-
tion. Further work is required to establish the context
in which these leisure-facilitation interventions are
effective, a programme theory and the core compo-
nents that contribute to the effect. Literature recog-
nises the importance of co-creating (collaboratively
designing, developing and implementing) interven-
tions60 to ensure that they are appropriate, relevant
and meet the needs of those who will access them.
Only a minority of interventions in this review
were co-created or peer-led,38,45,46 yet if interven-
tions are to effectively utilise the enablers and address
the barriers to leisure participation, we need to
involve those who understand them best.

We synthesised the influencers (barriers/enablers)
of the approaches to leisure participation across 10 cat-
egories (i.e., transport, social support, access, session
content, functional ability, balance and mobility,
mood and motivation, communication, confidence,
and social context). Whilst our focus was on barriers
and enablers in relation to the interventions, these
map closely to prior work documenting post-stroke
reductions in valued activities and the influence of
physical, cognitive, mood, and socioeconomic fac-
tors,61–63 supporting ecological validity of our cat-
egories and offering a practical framework to target
in future interventions. It is likely that future interven-
tions will need to access enablers (e.g., addressmotiv-
ation and social relatedness), address capability (e.g.,
adaptations/equipment, physical/communication sup-
port), overcome barriers (e.g., transport solutions, cost
offsets, information brokerage) and consider the
impact of culture on leisure activity choice and

participation. Future work should co-create interven-
tions with people after stroke and their family, friends
and carers to increase acceptability, relevance and
contextualfit, andwith professionals (e.g., leisure pro-
viders, clinicians and activity specialists) to ensure
feasible community-based interventions that deliver
beyond medical settings.

Twelve distinct leisure measures were identified
in this review; some studies used non-validated tools
or isolated leisure subscales without demonstrating
validity for that use. Follow-up assessments were
inconsistently applied; where present, post-
intervention gains were not always maintained,48

while one study showed delayed benefit emerging
only at follow-up.52 Future work should prioritise
validated, stroke-appropriate leisure measures (i.e.,
participation and satisfaction/meaning), pre-
registration of primary outcomes, and standardised,
clinically meaningful follow-up windows (e.g., ≥3–
6 months). The most frequently used measures of
leisure participation, the Nottingham Leisure
Questionnaire, and the Nottingham Extended
Activities of Daily Living Scale, were developed
before the advent of social media and readily avail-
able digital technology. They do not reflect digital
leisure, or the range of nature-based pursuits that
now contribute to valued recreation. Whilst the mea-
sures of leisure participation are dated, the Leisure
Satisfaction Scale, continues to be relevant, but it
has not been validated with people living with stroke.

Qualitative studies consistently reported per-
ceived gains in confidence,34,38,39,51 social partici-
pation and friendships,41,43,45 and a sense of hope
and collective support.43 Developers of future inter-
ventions should explicitly consider the importance
of these social outcomes and the interplay with leis-
ure participation. Future trials should capture ‘leis-
ure participation’ (i.e., frequency/variety) using
valid tools and also confidence/self-efficacy, social
connectedness, role resumption/identity, and mean-
ingfulness/satisfaction with leisure. Incorporating
these domains will inform more sensitive assess-
ment strategies and mixed-methods endpoints.

We acknowledge that our search strategy may
have excluded potentially relevant interventions
(e.g., self-management) that measured psychosocial
constructs (e.g., self-efficacy, community
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participation) but did not measure leisure participa-
tion. This highlights a measurement gap rather than
irrelevance. Future trials of self-management or
mood/communication rehabilitation should include
valid leisure outcomes where increasing meaningful
activity is an intended consequence.

Restricting to English-language publications
may have omitted pertinent intervention studies
and community models from non-English contexts,
potentially biasing conclusions and limiting gener-
alisability. Future updates should plan translation
resources or at minimum dual-screen titles/abstracts
in additional languages common to stroke rehabili-
tation research.

This scoping review found that interventions to
address leisure participation are diverse and heteroge-
neous in study design, interventions and method of
leisure participation measurement. Future interven-
tions should recognise the importance of motivation,
social connectedness and hope, and must address
means to overcome barriers to leisure participation.
Co-creating interventions to increase leisure participa-
tion with people after stroke and their family, friends
and carers should ensure these interventions are
appropriate and relevant. All future interventions
should be reported using the TIDieR checklist, incorp-
orating a proposed programme theory.

Clinical messages

• Practitioners working in health and social
care should talk about leisure as part of
‘life after stroke’ discussions.

• Exploring motivation, social connected-
ness and hope for leisure participation
may provide valuable insights and inform
rehabilitation approach.

• Interventions to facilitate leisure participa-
tion should be co-created and the core com-
ponents articulated.
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