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Social support is an important factor in rehabilitation following acquired brain
injury (ABI). Research indicates that social identity makes social support poss-
ible and that social identity is made possible by social support. In order to
further investigate the reciprocity between social identity and social support,
the present research applied the concepts of affiliative and “self-as-doer” iden-
tities to an analysis of relationships between social identity, social support, and
emotional status amongst a cohort of 53 adult survivors of ABI engaged in
post-acute community neurorehabilitation. Path analysis was used to test a
hypothesised mediated model whereby affiliative identities have a significant
indirect relationship with emotional status via social support and self-as-doer
identification. Results support the hypothesised model. Evidence supports an
“upward spiral” between social identity and social support such that affiliative
identity makes social support possible and social support drives self-as-doer
identity. Our discussion emphasises the importance of identity characteristics
to social support, and to emotional status, for those living with ABI.
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INTRODUCTION

As a result of acquired brain injury (ABI), identity often becomes derailed,
and identity loss following ABI is commonplace (Broks, 2003; Nochi,
1998). However, lost identity is not the full story. In the life-course of ABI
survivors, selves are reconstructed post-injury and the self-narrative con-
tinues (Douglas, 2013). There is a growing recognition of the importance
of social factors to individual well-being following brain injury. One such
factor is social identity (Haslam et al., 2008); another is social support
(Douglas, 2013). The purpose of the present study was to investigate and
attempt to progress understanding of reciprocal processes between social
identity, social support and emotional status amongst a cohort of individuals
who have survived ABI.

Identity can be understood as that active and dynamic understanding of self
which people derive from interactions between themselves and their environ-
ments (Simon, 2004, p.45). Tajfel (1982) defined social identity as the sense
of self deriving from significant group memberships. The sense of self we
develop from membership of social groups, from our families and work col-
leagues, for example, is crucial in the context of a stressor like ABI because,
as Turner (1982, p.21) argued, “social identity makes group behaviour poss-
ible”. Social identity provides a basis for mutual social influence (Turner,
1991), and shared social identity facilitates a range of positive social inter-
actions and various other acts of solidarity (Haslam, Jetten, Postmes, &
Haslam, 2009). Research shows that difficulties around identity such as
self-discrepancy are associated with poor adjustment following ABI (e.g.,
Cantor et al., 2005). In contrast, continuity of identity following ABI may
positively impact well-being because it allows survivors to maintain a con-
sistent self-narrative (Sani, Bowe, & Herrera, 2008) tethering survivors to
their pasts and facilitating functioning in the present (Jones, Jetten, Haslam,
& Williams, 2012). Consistent with this understanding, Haslam et al.
(2008) found that identity continuity across time predicts the degree to
which individuals adjust following stroke.

In a landmark paper, Haslam et al. (2009) identified the investigation of
relationships between social identities, health and well-being as an important
applied field of inquiry for contemporary social psychology. The idea of
“social cure” was further developed by Jetten, Haslam, and Haslam (2012)
who advocated the social identity approach as a perspective particularly
well suited to application in the study of associations between social relation-
ships, group memberships, health and well-being; and people living with ABI
are no exception (e.g., Douglas, 2012). In the aftermath of ABI, individuals
often experience stress and identity loss (Nochi 1998), a likely consequence
of failing to meet the obligations and expectations associated with their pre-
vious social and professional roles (Ponsford, 2013). Moreover, given that
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individuals with ABI experience identity loss, research showing that they fre-
quently report fewer social interactions, low social support and poor emotion-
al status is hardly surprising (Dahlberg et al., 2006). It is also worth noting
that the positive influence of social support for the emotional status of
people with brain injury is well-documented (e.g., Douglas, 2012), implying
that research examining the social identity factors associated with social
support are clearly warranted.

Social support is a term with diverse meanings, and consequently, it is a
term frequently subjected to criticism regarding how it might best be
defined and measured (Uchino, 2004). In an influential review, Cohen and
Wills (1985) proposed that a distinction be drawn between structural and
functional social support. Structural social support pertains to that social
support resulting from social ties, such as marital status and number of
relationships. Functional social support looks to the degree that interpersonal
relationships, such as provision of affection, generating feelings of belonging-
ness, or provision of material aid, generate social support (Cohen, 1988).

A second important distinction regarding social support is that between
main effects and buffering effects. The main effect model suggests that
social resources have a beneficial effect regardless of whether or not people
are under stress. In contrast, the buffering model proposes that social
support is only related to well-being for those under stress (Cohen, 1988).
In an extensive review of the literature, Thoits (1995) reported that although
structural measures of social support relate positively to well-being, they do
not buffer the effects of chronic or stressful life events. A large body of evi-
dence suggests that, actually, received social support and perceived social
support are only mildly related (Kaul & Lakey, 2003). Furthermore, evidence
indicates that received social support is less consequential in terms of health
and well-being than perceived social support (Sani, 2012). Hence, the
research reported herein focuses on the aspect of perceived functional
social support.

Despite recognition of the importance of social identity and social support
for psychological well-being in ABI survivors, at present, the precise natures
of these relationships remain unclear. It is widely accepted that social iden-
tity, the sense of self deriving from significant group memberships (Tajfel,
1978; Tajfel & Turner, 1979), makes social support possible but it has also
been reported that social support enables social identity. Haslam, O’Brien,
Jetten, Vormedal, and Penna (2005) found that social support mediated the
relationship between social identification and psychological well-being in
groups experiencing extreme stress, implying that these two processes are
working together to improve well-being. Jetten, Haslam, Iyer, and Haslam
(2010, p.6) emphasised the distinction between social identity and social
support and outlined the relationship between them as one where social iden-
tity “makes social support possible”. For example, research has found that a
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sense of shared social identity with similar others (in-group members)
enhanced the effectiveness of social support information to reduce stress reac-
tions compared to those without this shared social identity (out-group
members) (Gallagher, Meaney, & Muldoon, in press; Haslam et al., 2005).
In the context of ABI, survivors who appear to redefine themselves and
develop new identities are more likely to develop new social relationships
and have better adjustment compared to those who struggle with their identi-
ties (Ellis-Hill & Horn, 2000). These studies suggest that social identities
facilitate social support.

In contrast to the finding that social identity makes social support possible,
Gleibs, Haslam, Haslam, and Jones (2011) found that social support contrib-
utes to the construction of social identity. This is consistent with Haslam et al.
(2005, p.367) who suggested an “upward spiral” involving social identity and
social support whereby social support also increases social identification. Fur-
thermore, recently, Wakefield and colleagues found that social identity was
made possible through social support groups for people with multiple scler-
osis. Moreover, a shared sense of identity with support group members was
associated with improved psychological well-being (Wakefield, Bickley, &
Sani, 2013). Taken together then, these findings suggest that the two variables
act reciprocally – social identity driving social support and social support
driving social identity.

One possible explanation as to how social support and social identity might
work reciprocally may lie in the nature of the social identity under consider-
ation. It might be that not all social identities are the same and that interrogat-
ing different types of identity could facilitate progression towards
understanding of this apparent reciprocity between social identity and
social support. Billig (1995) identified a banal aspect of social identity
whereby identity is often unexpressed and unrecognised but nevertheless
present and available for mobilisation if and when required. These “back-
ground” identities hinge on feelings of belongingness. They are the groups
to which we affiliate, the groups we feel we belong to that are understood
as making us who we are. Family and nation are perhaps two obvious
examples. These types of belonging identities are referred to herein as affilia-
tive identities. Affiliative identities are generally, as Stevenson and Muldoon
(2010, p.584) point out in the context of Billig’s banal identity, “the assumed
backdrop to everyday life...often unexpressed but always ready to be mobi-
lised”. Indeed, for much of the time it is conceivable that the families,
nations and groups that we affiliate to do not even register in our conscious
awareness. But they are there, just beneath the surface, ready to become acti-
vated as soon as triggered by social or contextual factors. One such potential
trigger is stress, another is ill health. Both triggers come together in ABI.

Turning next to a second type of social identity, and in accordance with
social identity theorising, Deaux, Reid, Mizrahi, and Ethier (1995) state that
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membership of social groups provides individuals with an important basis
for self-definition. This observation has also been made in the literature
of other disciplines including that of social neuroscience where the self is
understood as a conduit through which “who we are” is constructed via
“the social groups we are immersed in” (Lieberman, 2013, p.191). In con-
cluding that social identities are heterogeneous rather than homogenous, one
of the distinctions drawn by Deaux et al. (1995) is that between identities
founded upon relationships and identities associated with occupation. The
second type of social identity considered here has been described by
Houser-Marko and Sheldon (2006) as “the self-as-doer’ construct. This con-
struct comprises identities that are actively constructed in everyday ways
and which are actively claimed (Stevenson & Muldoon, 2010). Ashmore,
Deaux, and McLauhlin-Volpe (2004) distinguish between ascribed identi-
ties, such as gender, and achieved identities, such as occupation. Ascribed
identities include those types of affiliative identities detailed in the previous
paragraph whereas achieved identities include those “self-as-doer” type
identities identified by Houser-Marko and Sheldon (2006). This constructive
component of identity is strategically deployed in the manner suggested by
self-categorisation theory (Reicher & Hopkins, 2004). It is a work in pro-
gress, a project ongoing in the sphere of conscious awareness and day-to-
day discourse. Activity is the fulcrum of self-as-doer identities. As such,
activity carries with it the potential for considerable utility in the setting
of neuropsychological rehabilitation. Taking part in facilitated and sup-
ported activities (for example, men’s sheds and painting groups) might
provide a basis for identity construction amongst a cohort for whom identity
loss is recognised as commonplace. Wilson, Gracey, Malley, Bateman, and
Evans (2009), refer to meaningful functional activity as those activities
which provide the basis for social participation. Meaning making is
central to this aspect. It is clear that from several theoretical points of
view, ranging from the social constructionist (e.g., Butler, 2003) to the neu-
ropsychological (Wilson et al., 2009), to the social identity approach (Klein,
Spears, & Reicher, 2007), to occupational therapy (Hammell, 2004;
Wilcock, 1998), that identity is presented as intimately intertwined with
activity or “doing”. Some identities require performance, Klein et al.
(2007) for example, stated that in order to be sustainable, identities must
be capable of expression. They also stated that identities generally require
recognition by others in order to be viable. Self-as-doer identities hinge
on performance.

Gracey et al. (2008) suggest that, in the specific context of emotional
adjustment following ABI, concentrating on questions relating to those activi-
ties that hold meaning for individuals might be helpful. This raises the ques-
tion, in the context of ABI, do affiliative and self-as-doer identities have the
same potential with regard to emotional status?

ABI, IDENTITY, SUPPORT AND EMOTIONAL STATUS 5
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We set out to test a hypothetical model, which suggests that affiliative
identities generate social support which facilitates participation in activities
that provide a basis for self-as-doer identities which in turn impact positively
upon emotional status, by carrying out path analysis. Following the guidance
of Hayes (2013) we also investigate an alternative model to determine
whether self-as-doer identities drive social support and in turn affiliative iden-
tities. This approach (i.e., testing alternative models) cannot establish with
absolute certainty the direction of causal flow but it can help establish an
argument against a competing causal order as a plausible account, thereby
ruling out this possibility as an alternative explanation.

METHOD

Participants

Fifty-three adult survivors (39 men and 14 women) of brain injury, engaged in
post-acute community neurorehabilitation with a national brain injury service
provider in Ireland, took part in this study. Average age was 44 years (SD ¼
12.32). The youngest participant was aged 20 years and the oldest was
65 years. Average time since injury was 7 years (SD ¼ 7.54). Twenty-two par-
ticipants had an ABI as a result of stroke. The other 31 participants had an ABI as
a result of road traffic accidents (n ¼ 15), falls (n ¼ 7), tumour (n ¼ 4), assault
(n ¼ 2), hypoxia (n ¼ 2) and unknown (n ¼ 1). Glasgow Coma Scale (GCS)
scores were only available for 25 of the 53 participants. GCS scores indicated
that 6 of these participants had mild injuries (GCS scores of 13–15), 2 had mod-
erate to severe injuries (GCS scores of 9–12) and 17 had severe injuries (GCS
scores , 8). Because of the low proportion, low numbers, and uneven distri-
bution of GCS scores, severity was not included in further analysis. Inclusion cri-
teria were: people currently accessing services from the national service
provider; aged 18 to 65; and English as a first language. Exclusion criteria
were: people with a level of aphasia or comprehension difficulties that would
prevent the successful completion of questionnaires; and the presence of a
major medical illness unconnected to the ABI (e.g., dementia). All participants
gave informed consent and the study was approved prior to data collection by the
relevant local research ethics committee.

Measures

Affiliative identity: Self-as-doer identity. Ashmore et al. (2004) emphasise
the importance of self-categorisation and suggest that researchers should allow
respondents the opportunity to answer open-ended questions regarding group
memberships. The approach advocated by Ashmore et al. (2004, p.86) also
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allows researchers to ensure that participants are referring to the phenomeno-
logically “correct” social category in their responses. As such, self-categorised
affiliative identity was established with the question, “Which group of people
you belong to is most important to who you are?” Self-categorised self-as-doer
identity was accessed via the question, “Which of the things you do is most
important to who you are?” A full list of affiliative and self as doer identities
elicited from participants is included in Appendix 1.

Identity strength was then established using items from Leach et al.’s
(2008) valid and reliable multicomponent model of in-group identification.
An advantage of this model is that it facilitates both unidimensional and
fine grained analysis of in-group identification (Leach et al., 2008). The iden-
tity measure employed comprised a 13-item questionnaire measuring group
level self-investment (solidarity; satisfaction and centrality) and group level
self-definition (individual self-stereotyping; in-group homogeneity). In a
slight alteration from the original 14-item questionnaire, the original question
7, “Being [in-group] gives me a good feeling”, was omitted because it closely
resembled the included item, “It is pleasant to be [in-group]” and had the
potential to cause confusion with ABI participants. Individual item scores
were obtained using a 7-point Likert scale (1 ¼ Agree; 7 ¼ Disagree) as
per Leach, Rodriguez Mosquera, Vliek, and Hirt (2010), and in line with
Leach et al. (2008) the five subscales of the multicomponent model of in-
group identification were summed to provide a measure of identity strength.
This procedure was applied to both self-as-doer and affiliative identity. The
identity questionnaire first measured self-as-doer identity and then affiliative
identity. Sample items include, “I feel a bond with...”; “I often think about the
fact that I am...”. Cronbach’s a for self-as-doer identity ¼ .85 and for affilia-
tive identity ¼ .83. Identity scores were reversed in order that higher scores
would equate to stronger identity.

Social support. Social support was measured using the Medical Out-
comes Study social support survey (Sherbourne & Stewart, 1991). This
19-item scale measures perceived functional social support and includes
measures of emotional/informational support (e.g., someone to listen to you
when you need to talk); tangible support (e.g., someone to help you if you
were confined to bed), affectionate support (e.g., someone who hugs you);
and positive social interaction (e.g., someone to get together with for relax-
ation). The questionnaire has a 5-point Likert-type format with higher
scores indicating higher social support and lower score indicating an
absence of perceived social support. The total score allows construction of
an overall functional support index. The authors report that the scale is suit-
able for application in the context of chronic conditions. The authors further
report that the support measures included in the survey are distinct from struc-
tural measures of social support (e.g., marital status, number of close friends)
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and also from health-related measures (Sherbourne & Stewart, 1991). Cron-
bach’s a for this measure was .96.

Emotional status. Emotional status was measured using the Hospital
Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983). The
scale contains 14 four-point items, from 0 (not present) to 3 (considerable),
with seven assessing largely the anhedonic rather than the somatic aspects
of depression (e.g., “I have lost interest in my appearance”) and seven asses-
sing anxiety (e.g., “I feel tense or wound up”). This scale was designed in the
setting of a general medical hospital outpatient clinic. The validity of HADS
has since been confirmed by many studies and it has been shown to be an
instrument suited to broad application (Snaith, 2003). Following Fortune,
Smith, and Garvey (2005) the anxiety and depression subscales of HADS
were summed to create a total emotional status variable. Cronbach’s a for
HADS ¼ .83. For the purpose of analysis, the total HADS score and scores
were reversed in order that higher scores would equate to positive emotional
status.

Design/procedure

This study had a cross-sectional and correlational design. Participants were
approached via their rehabilitation workers and each gave informed
consent. Assessments took place at a time and location suitable to the partici-
pant; some assessments were conducted at the participants’ own home, others
at offices provided by the service provider. One participant did not complete
the affiliative identity component of the questionnaire, and another did not
complete the self-as-doer identity component of the questionnaire. One
client declined to participate and five clients who agreed to participate
were unable, on the day, to engage sufficiently to allow them to do so.
Four participants had expressive aphasia so drawing with the use of a portable
blackboard was used in conjunction with pointing to facilitate effective
communication.

Statistical analyses

All data were entered into SPSS for analysis. Checks were conducted for
skewness and kurtosis, these indicated that the main study variables were nor-
mally distributed and thus parametric tests were used for correlation analysis.
Initially analyses tested for bivariate correlations between self-as-doer and
affiliative identities, social support, emotional status, age, gender and cause
of injury in order to identify variables suitable for inclusion in the model.
Commensurate with the guidance offered by Hayes (2009) bootstrapping to
5000 was conducted and the data tested for indirect effects. To this end,
path analysis was conducted using PROCESS Model 6 (Hayes, 2013). This
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analysis was then repeated controlling for gender and cause of injury. In this
model, the mediators are tested in a causal chain. Path analysis tested the
chain suggested in the introduction, i.e., affiliative identity �social
support �self-as-doer identity �emotional status.

Following the suggestion of Hayes (2013) in order to investigate (and rule
out) the possibility that an alternative causal explanation might “fit” the data,
a self-as-doer identity� social support� affiliative identity� emotional
status model was also tested.

RESULTS

Table 1 illustrates the means and standard deviations of all measures
employed.

Associations between social identities, social support anxiety
and emotional status

Preliminary analysis showed that active identity was positively correlated
with both emotional status and social support, whereas affiliative identity
was positively correlated only with social support. Gender had a significant
correlation with active identity such that men had stronger active identities
than women and affiliative identity correlated with cause, such that stroke sur-
vivors had stronger affiliative identities than other injury types. Correlations
between measures (Pearson’s r) are presented in Table 2.

Mediating relationships between social identities, social support,
and emotional status

It was predicted that the relationship between affiliative identity and emotion-
al status would be mediated by social support and self-as-doer identity. This
hypothesis was supported. The indirect effect of affiliative identity on
emotional status via social support and self-as-doer identity as mediators

TABLE 1
Mean scores and standard deviations, all measures, ABI population

N Minimum Maximum Mean Standard deviation

Self-as-doer 52 44 91 76 12.37

Affiliative identity 52 57 91 83 9.11

Emotional status 53 11 42 31 7.18

Social support 53 29 95 76 17.98

Possible ranges: Affiliative identity 3–21; Self-as-doer identity 3–21; Psychological well-being

0–42; Social support 19–95.
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was: B ¼ 0.29; SE ¼ 0.10; 95% CI (0.12, 0.49). The standardised indirect
effect was: b ¼ 0.37; SE ¼ 0.12; 95% CI (0.16, 0.63)1. A model was also
tested which included gender and cause of injury as covariates (these corre-
lated with active and affiliative identities, respectively, in the preliminary
analysis). Standardised effect sizes are not available in PROCESS models
which control for covariates but, controlling for gender and cause of injury,
the unstandardised indirect effect of affiliative identity on emotional status
via social support and self-as-doer identity was B ¼ 0.27, SE ¼ 0.10; 95%
CI (0.10, 0.51). These findings, illustrated in figure 1, can be understood in
terms of affiliative identities generating higher perceived functional social
support, and functional social support facilitating participation in activities
that become internalised as self-as-doer identities, which in turn generate
emotional status. There was no significant direct effect of affiliative identity
on emotional status: B ¼ –0.21; SE ¼ 0.13; 95% CI (–0.47; 0.05).

The model of an alternative causal explanation, i.e., that self-as-doer iden-
tity had a significant indirect relationship with emotional status via social
support and affiliative identity as mediators was also tested. This model
was not significant. B ¼ 0.02; SE ¼ 0.07; 95% CI (–0.12, 0.15). In other
words there was no significant relationship between self-as-doer identity
and emotional status mediated by social support and affiliative identity.

DISCUSSION

The results of this study suggest that in the context of ABI, affiliative identity is
a significant driver of well-being via social support and self-as-doer identity.

TABLE 2
Bivariate correlations between measures (Pearson’s r)

Affiliative

Identity

Emotional

Status

Social

Support Age Gender Cause

Self-as-doer .54∗∗ .41∗∗ .63∗∗ .18 .32∗ .19

Affiliative

identity

.11 .59∗∗ .16 –.08 .29∗

Emotional status .35∗∗ .06 –.22 .08

∗ ¼ correlation is significant at the .05 level (2-tailed); ∗∗ ¼ correlation is significant at the .01

level (2-tailed).

1Looking to anxiety and depression as distinct outcomes: The total indirect effect of affilia-

tive identity on anxiety via social support and self-as-doer identity as mediators was B ¼

–0.63; SE ¼ 0.20; 95% CI (–1.19; –0.35). The total indirect effect of affiliative identity on

depression via social support and self-as-doer identity as mediators was B ¼ –0.32; SE ¼

0.19; 95% CI (–0.74; –0.00).
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Our preliminary investigations examined whether affiliative and self-as-doer
identities correlated differently with perceptions of social support and positive
psychological well-being. Results indicate that for those survivors of ABI who
took part in this study, these different types of identities had different effects.
Affiliative identity was positively correlated with social support but not corre-
lated with emotional status. In contrast, self-as-doer identity was positively
correlated with emotional status in addition to being positively correlated
with social support. This supports the approach advocated by Wilson et al.
(2009) and suggests that meaningful activities that facilitate identity construc-
tion are of importance in terms of individual post-ABI adjustment.

According to the literature, social identity both makes social support
possible (Jetten et al., 2010) and is made possible by social support
(Gleibs et al., 2011). To the best of our knowledge this study is the first
to investigate whether the reciprocity between social identity and social
support is explicable via consideration of different types of social identities.
This research investigated how, in the context of ABI, the relationship
between social identity and social support is such that each drives the
other with regard to emotional status. The results of the path analysis
suggest that examining identity in terms of affiliative and self-as-doer iden-
tity types offers a route to understanding the reciprocal relationship between
social identity and social support described in the existing literature. Evi-
dence suggests that affiliative identity, a feeling of belonging, makes
social support possible and that, in turn, social support enables self-as-
doer identification. This evidence of reciprocity between social identity
and social support is wholly consistent with self-categorisation theory as
set out by Turner and Oakes (1986) who, in arguing for an interactionist
social psychology, clearly recognised and acknowledged such reciprocal
interactions. This finding is also in line with the proposition put forward
by Haslam et al. (2005, p.367) who said that self-categorisation principles
“suggest that social identification has the potential to create an ‘upward
spiral’ whereby identification increases social support and emotional
status, which in turn increase social identification”.

Figure 1. Path analysis for affiliative identity to emotional status via social support and self as doer

identity. B ¼ 0.29; SE ¼ 0.10; 95% CI (0.12, 0.49). ∗p , .05; ∗∗p , .01; ∗∗∗p , .001.

ABI, IDENTITY, SUPPORT AND EMOTIONAL STATUS 11

D
ow

nl
oa

de
d 

by
 [

18
5.

32
.1

52
.1

07
] 

at
 0

8:
04

 1
5 

Ja
nu

ar
y 

20
15

 



Our finding that social support and self-as-doer identities mediate the
relationship between affiliative identity and emotional status lends support
to the view that social identities are heterogeneous (Deaux et al., 1995). It
seems that belonging to groups (affiliative identity) fosters perceptions of
social support and that perceiving social support facilitates participation in
activities which become internalised as social identities (self-as-doer identity)
which in turn impact positively on psychological well-being. Our results
suggest that looking to one type of social identity alone may not tell the
whole story regarding relationships between social identity, social support
and emotional status following brain injury. The significance of identity
arising from belonging, of affiliative identity, seems to rest in a wider
causal chain that includes perceived social support and self-as-doer identities.
Affiliative identity, identity built on belonging, seems to be necessary, but not
sufficient, for positive emotional status following ABI. Engagement with
meaningful activities that can become internalised as identities seems to be
required. Results of this study support and clarify the existing social identity
literature pertaining to relationships between social identity, social support
and emotional status. Evidence backs the view that the relationship
between social identity and social support is such that each makes the other
possible. Application of the concepts of self-as-doer and affiliative identity
facilitates understanding of the processes through which this reciprocal inter-
action between social identity and social support takes place.

It seems that social identity resources are mobilised to safeguard or regain
emotional status when it is threatened by circumstance. There are important
practical considerations flowing from these findings, not least is the require-
ment for a programme of research which must focus on further uncovering
processes of reciprocity (Turner & Oakes, 1986). In contrast to the social
identity approach which understands individuality as a social property
(Turner & Oakes, 1986), there remain perspectives in psychology which
accept the concept of personality change and regard an important aspect of
neuropsychological rehabilitation as being about coming to terms with irre-
versibly altered personality. Yeates, Gracey, and Collicutt McGrath (2008,
p.568) refer to this type of individualistic perspective as a “clinical dead
end”. However, the evidence provided that self-as-doer identities can be
driven by social support, challenges deterministic and individualistic under-
standings. It offers support instead for an interactionist approach. The evi-
dence presented further affirms the utility of social approaches to
neuropsychology such as applied by Yeates et al. (2008), Wilson et al.
(2009), and Bowen, Yeates, and Palmer (2010). Our findings support the
view that who it is that people understand and experience themselves to be,
who they “are”, is, partly at least, a function of external, social factors.

These findings also support the type of relational approach advocated by
Bowen et al. (2010) and by Ylvisaker, McPherson, Kayes, and Pellett
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(2008) in terms of metaphoric identity mapping. This type of “social neurop-
sychology” (Haslam et al, 2008) has the potential for considerable utility in
applied neuropsychological rehabilitation. Another important and practical
consequence of the findings presented in this study is that they might contrib-
ute to a shift in understanding of social participation. Instead of regarding
social participation as a desired outcome, as has traditionally been the case,
social participation could instead be understood as a rehabilitation input
that might usefully be targeted for intervention. As such, meaningful social
activities might be structured for individuals in such a way that they contrib-
ute to developmental trajectory that is continuously fed through social experi-
ence (Gracey & Ownsworth, 2012). Cantor et al. (2005) suggested that better
understanding of factors related to post-ABI affective disorders is essential to
the development of appropriate interventions to address these disorders. It is
our hope that the distinction between the identity sub-types of affiliative and
self-as-doer identities that was drawn in the present study might contribute
towards such an understanding and perhaps even offer a basis for practical
interventions that contribute towards individual recovery and adaption.

Limitations

This study was a correlational study and it must be acknowledged that a cor-
relational design precludes a definitive causal interpretation of the relation-
ships between affiliative identity, self-as-doer identity, social support,
anxiety and depression. Hayes (2013) refers to the issue of causality as the
cinnamon bun of social science – a sticky and messy concept. Hayes cautions
that statistical causality is a concept that unravels in an endless philosophical
spiral of reductionism and recommends a more pragmatic approach. Hayes
suggests that social scientists do the best they can with the statistical tools
and data available to them, therefore, PROCESS Model 6 (Hayes, 2013)
was employed in this study. This model was designed to establish the order
of serial mediators in a causal pathway between predictor and outcome vari-
ables. While it is the case that this model does not definitively establish cau-
sation according to its author it does facilitate informed consideration and
engagement with the contemplation of causal pathways between the variables
being investigated.

There are other limitations to this study. In short, the findings should be
regarded as preliminary due to sampling, measurement and design consider-
ations. The sample size was relatively small and it is possible that cultural
context and other factors might limit the generalisability of the findings.
On this point, it would be interesting to investigate whether there would be
a difference in these processes between cultures where cultural interdepen-
dence is favoured, and Western “independent” cultures where “doing” is
regarded as important. It is also arguable that a longitudinal study would
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provide more compelling support for the finding presented here. In terms of
measurement, while the authors approached the data informed by a social
identity perspective and attempted to measure the strength of the single
affiliative and self-as-doer identity which participants considered most impor-
tant to “what made them who they are” it needs to be recognised that identities
are fluid and dynamic and may vary as a function of importance and salience
at different times. As such, firm conclusions about the direction or causality of
relationships should not be drawn at this point. Furthermore, the study did not
include a “stressed” non-ABI group which might establish whether these data
speak to a broader model or are specific to the somewhat unique example of
altered identity following ABI.

CONCLUSION

Research of identity processes amongst survivors of ABI is interesting
because it allows a measure of access to processes that can be understood
as being, to some degree, interrupted and thus laid bare. It has been suggested
that the interruption of higher psychological functions can serve as a path for
their analysis (Cole, Levitin, & Luria, 2006). Contemporary neuropsycholo-
gical researchers including Yeates et al. (2008) advocate social approaches to
neuropsychology. Given the sample size and other limitations outlined pre-
viously, the results presented herein constitute a level of qualified support
for such approaches. The value of distinguishing between affiliative identity
and self-as-doer identity is apparent on two levels: the theoretical and the
applied. On a theoretical level, distinguishing between affiliative and self-
as-doer identities and their associated pathways with regard to emotional
status provided empirical results which support an argument for reciprocal
interaction, and an argument against individualism in neuropsychological
rehabilitation. On a practical level, the distinction between affiliative and
self-as-doer identities would seem to offer the promise of utility in the
applied context of ABI and it seems reasonable to suggest that the distinction
may also offer the potential for practical application in a wider context.

This report re-emphasises the importance of social support to emotional
status. It also provides evidence supporting the idea of an upward spiral of
reciprocity between social identities and social support as they relate to
emotional status amongst those living with ABI. Self-as-doer and affiliative
identities seem key to understanding this reciprocity and were demonstrated
to be useful concepts for application in attempting to understand this “upward
spiral” because they were shown to work in different ways amongst people
who have survived ABI. We believe that the social identity approach holds
the key to explaining at least some of the complexity attaching to the recipro-
cal processes taking place between identity, social support and emotional
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status following ABI, but much remains to be done. A logical next step in this
enterprise will be to incorporate analysis of neurological factors associated
with ABI in an investigation of emotional status. We submit that the concepts
of self-as-doer and affiliative identities offer a starting point for the investi-
gation of identity processes emerging from reciprocal interaction between
social and biological factors following ABI and perhaps in the context of
other chronic or extreme stressors.
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APPENDIX 1
Affiliative and self-as-doer identities elicited from

participants

Art 1

Baking 1

Being a good friend 1

Being a mother 1

Bird breeding 1

Building 1

Child care 1

Choir singing 1

Coffee with friends 1

Computers 1

Cooking and baking 1

DJing 1

Dressing/clothes 1

Farming 3

Fitness 1

Fixing/being handy 1

Following GAA 1

Following irish dance 1

Following Munster 1

Following local FC 1

Going to gym 1

Going to matches 1

Going up the town 1

Greyhounds 1

Gym/pool/sauna 1

Listening to music 1

Mechanicing 1

Mother 2

Music 3

Music and guitar 1

Parenting 2

Parenting/housewife 1

Photography 1

Reading 1

Talking 1

Theatre/cinema 1

Thinking 1

Walking 7

Walking the dog 1

Work 1

Working 1
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