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ABSTRACT
Aim: To evaluate the efectiveness of the “Three Good Things” (TGT) intervention in improving dyadic coping, mutuality, and
well-being among young and middle-aged stroke survivors and their spousal caregivers.
Methods: A parallel-group quasiexperimental design was used. One hundred young and middle-aged stroke survivors and their
spousal caregivers were recruited and assigned to either the intervention (n= 50) or control group (n= 50). The intervention group
received eight sessions of the TGT intervention plus routine care. Outcomes were assessed at baseline, immediately post-
intervention, and at one- and three-month follow-up. Intervention efects over time and role diferences were examined using
multilevel modeling.
Results: The intervention group showed signifcantly higher overall levels of dyadic coping, mutuality, and subjective well-being
than the control group (all p< 0.05). Role diferences were observed in delegated dyadic coping (p< 0.001), with spouses reporting
higher levels than patients. Changes over time in delegated dyadic coping difered between patients and spouses (p= 0.010), and
the intervention efect on mutuality was stronger among patients than among spouses (p= 0.001).
Conclusion: The TGT intervention was associated with improvements in psychological and relational outcomes in young and
middle-aged stroke survivors and their spousal caregivers.

1 | Introduction

Stroke, also referred to as cerebral vascular accident (CVA), is
associated with high incidence, recurrence, disability, and
mortality rates, as well as a substantial economic burden [1]. In
recent years, the incidence of stroke among young (18–44 years)
and middle-aged (45–59 years) individuals has been increasing
[1, 2]. Globally, the incidence of ischemic stroke in people aged

18–50 has risen by 40% [3]. Studies show that over two-thirds of
stroke survivors aged 40 and above are between 40 and 64 years
old [4]. As stroke often impairs the work capacity of young and
middle-aged individuals and hinders their return to work, it can
result in negative emotions and diminished subjective well-being
[5]. Therefore, there is an urgent need to explore novel and ef-
fective approaches to improve the subjective well-being of pa-
tients diagnosed with stroke within these age groups.
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Most stroke survivors experience multiple disabilities and re-
quire long-term care [6]. Due to a shortage of caregivers, ap-
proximately 80% of stroke survivors return home for
rehabilitation and rely heavily on their spouses for physical
assistance and emotional support [7, 8]. Spousal caregivers bear
a signifcant caregiving burden, leading to increased negative
emotions and reduced subjective well-being [9]. Furthermore,
stroke is a traumatic event for both survivors and their spousal
caregivers, substantially afecting their individual well-being and
the quality of their relationship [10]. Therefore, it is essential to
address the needs of both young and middle-aged stroke sur-
vivors and their spousal caregivers, and to explore efective in-
terventions that enhance their relationship quality and subjective
well-being.

Dyadic coping refers to the joint responses and strategies of
couples when facing dyadic stressors [11]. A systematic review by
Weitkamp et al. [12] reported that greater dyadic coping among
couples afected by chronic illness was associated with better
relationship satisfaction and subjective well-being. However,
Song et al. [13] reported that the mean dyadic coping scores were
124.8� 27.7 for stroke survivors and 126.7� 26.2 for spousal
caregivers, indicating moderate levels in both groups. Therefore,
it is necessary to explore feasible and accessible interventions to
enhance the dyadic coping abilities of stroke survivors and their
spousal caregivers.

Various interventions, such as psychological interventions [14],
coping skills training [15], and social participation programs [16],
have been developed or tested to improve dyadic coping in
chronic disease or stroke-related contexts. However, most
available studies have focused on couples facing other chronic
diseases or interventions centered primarily on stroke survivors
and therefore may not fully address the needs of young and
middle-aged stroke survivors and their spousal caregivers
[14–17]. Compared to other chronic conditions, stroke survivors
face unique challenges, such as physical impairments, that
distinguish them from individuals with other chronic conditions.
Young and middle-aged stroke survivors and their spouses may
also face age-specifc pressures, including work disruption,
family responsibilities, and caregiving burden. Therefore, there is
a need to develop targeted dyadic coping interventions tailored
specifcally for young and middle-aged stroke survivors and their
spousal caregivers.

Positive psychology is the science of human potential and virtues,
which helps individuals discover their inner resources to en-
hance personal strengths and quality of life [18]. Within positive
psychology, the “Three Good Things” (TGT) intervention rep-
resents an efective approach for cultivating positive emotions
and enhancing well-being. It involves writing down three things
that made one feel happy or content, and refecting on the
reasons behind them, thereby fostering positive emotions [19].
Boiman-Meshita and Littman-Ovadia [20] applied the TGT in-
tervention with couples, where both partners recorded three
positive experiences and refected on their causes. The study
found that the intervention led to increased happiness and en-
hanced marital intimacy, without creating a signifcant time
burden on couples. Carrillo et al. [21] conducted a positive
psychology intervention among individuals aged 18 to 40 and
qualitatively analyzed their recorded entries. The results showed
that emotions are a signifcant predictor of well-being, and the

more positive the emotions expressed in the writings, the greater
the improvement in subjective well-being.

To the best of our knowledge, the TGT intervention has not been
applied to young and middle-aged stroke survivors and their
spousal caregivers. Given the unique physical impairments and
household burdens faced by young and middle-aged stroke
survivors and their spousal caregivers, which distinguish them
from other couples, it is necessary to further investigate the
potential of the TGT intervention in improving dyadic coping.
Therefore, the purpose of this study is to determine the impact of
the TGT intervention on dyadic coping, mutuality, and subjective
well-being among young and middle-aged stroke survivors and
their spousal caregivers.

2 | Methods

2.1 | Study Design and Setting

This study adopted a two-arm parallel quasiexperimental design
to evaluate the impact of the TGT intervention on dyadic coping,
mutuality, and subjective well-being among young and middle-
aged stroke survivors and their spousal caregivers. The study was
conducted and reported in accordance with the TREND checklist
for nonrandomized evaluations of behavioral and public health
interventions (Supporting Table S1).

2.2 | Participants

Participants were recruited from the neurology department of
a tertiary hospital in Henan Province between January and
September 2022 using a convenience sampling method. Potential
candidates were initially identifed through a review of electronic
medical records by the frst author based on predefned eligi-
bility criteria. Subsequently, both stroke survivors and their
spouses were screened, and their eligibility was confrmed
through direct communication. Couples were enrolled only
when both partners within the dyad met the inclusion
requirements.

The inclusion criteria for stroke survivors were as follows: (1) had
a diagnosis of stroke confrmed by CT or MRI; (2) female patients
aged 20–59 years or male patients aged 22–59 years, refecting
marriage-age and age-group classifcations in China; (3) were
married and cohabiting with their spouse; (4) demonstrated
intact cognitive, verbal, and written communication abilities; (5)
possessed a registeredWeChat account andwere able to use basic
messaging functions; and (6) agreed to participate voluntarily.
Inclusion criteria for spouses included the following: (1) were
legally married to the patient; (2) served as the primary caregiver,
providing at least 4 h of care per day; (3) were female aged
20–59 years or male aged 22–59 years; (4) had normal cognitive,
verbal, and written communication abilities; (5) had an active
WeChat account and were able to use its basic features; (6)
provided informed consent.

Patients and spouses were excluded if: (1) both partners could not
participate concurrently; (2) either partner had severe comor-
bidities such as malignancy, heart failure, respiratory failure, or
major trauma; and (3) they were enrolled in another research
study. Participants were withdrawn if their clinical condition
deteriorated or if they chose to discontinue participation.
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2.3 | Sample Size

The sample size was calculated using G∗Power 3.1 software.
Based on a two-way repeated-measures ANOVA, the required
sample size was calculated with a small efect size of 0.15, an α
level of 0.05, and a power of 0.90, for two groups across four
repeated measurements. The calculation indicated that a total
sample size of 82 couples was required. Accounting for a pre-
dicted 10% attrition rate, the fnal target sample size was set at 92
couples (46 per group).

2.4 | Group Allocation and Blinding

Two neurology wards located on diferent foors within the same
hospital were assigned to the intervention and control groups,
respectively. To minimize the risk of contamination, nursing and
medical staf were fxed within their assigned wards, with no
cross-ward rotations occurring during the study period. Eligible
participants from each ward were subsequently invited to join
the study. Although blinding of participants, recruiters, and
interventionists was not feasible due to practical constraints, data
collectors remained blinded to group allocation to minimize
detection bias. Because group allocation was conducted at the
ward level rather than through individual randomization, this
study should be interpreted as a quasiexperimental evaluation.

2.5 | Intervention Protocol

2.5.1 | Intervention Group

The intervention consisted of eight structured sessions delivered
over 6 weeks. The initial three sessions were conducted during
hospitalization, beginning on the third day after admission.
During the frst session, stroke survivors and their spousal
caregivers received a “Happiness Journal” notebook for re-
cording refections throughout the intervention. Hospital-based
sessions were conducted either at the bedside or in a private
counseling room. Following discharge, the remaining sessions
were delivered individually through WeChat video calls. The
feasibility of remotely delivered dyadic psychosocial in-
terventions has been supported by prior evidence [17]. Each
session lasted approximately 35–40min and was administered by
the second author with assistance from the third author (see
Table 1). All interventionists received a 3-h standardized training
session led by a senior psychological counselor (the corre-
sponding author). All patients continued to receive routine
clinical care per standard treatment guidelines.

2.5.2 | Control Group

The control group of stroke survivors and their spousal caregivers
received the standard health education protocol provided by the
neurology ward and were provided with a notebook to record
their daily lives without any specifc instructions or structured
guidance, with no additional activities. Routine health education
during hospitalization included an introduction to basic
knowledge about the disease and caregiving-related knowledge,
as well as monitoring the patient’s condition, medication guid-
ance, rehabilitation guidance, dietary advice, and psychological
care. Postdischarge follow-up guidance involved checking the
patient’s physical condition 1 week after discharge, assessing
their status, and providing appropriate guidance. Additionally,
health education, medication advice, and dietary guidance were

provided to the stroke survivors and their spousal caregivers. One
month after discharge, a follow-up assessment of the patient’s
condition was conducted, with corresponding assistance pro-
vided based on their needs.

2.6 | Outcome Measure

2.6.1 | Social Demographic and Clinical Data

A researcher-developed questionnaire collected sociodemo-
graphic data from both patients and spouses. Patient variables
included age, sex, education, children, per capita income, pri-
mary family breadwinner, employment status, and medical in-
surance type. Clinical data included stroke type, stroke
occurrences, complications, and disability. Spousal variables
included age, sex, education, employment status, daily care
hours, daily caregiving time, and caring for the patient with
others.

2.6.2 | Dyadic Coping

Dyadic coping was assessed using the Dyadic Coping Inventory
(DCI), originally developed by Bodenmann et al. [22] and later
adapted into Chinese by Xu et al. [23]. The 37-item scale com-
prises six subdimensions: stress communication, supportive
dyadic coping, negative dyadic coping, delegated dyadic coping,
common dyadic coping, and dyadic coping evaluation, with the
dyadic coping evaluation subdimension not included in the total
score. Items are scored on a fve-point Likert scale. Negative
dyadic coping is reverse-scored, and the evaluation subscale is
not included in the total score. Total scores range from 35 to 175,
with higher scores refecting better dyadic coping. Cronbach’s
alpha coefcients in this study were 0.962 for patients and 0.954
for spouses.

2.6.3 | Mutuality

Mutuality was measured using the Mutuality Scale [24], which
was culturally adapted and translated into Chinese by Shyu et al.
[25], with reported evidence of validity and reliability in Chinese
populations. This scale consists of 15 items rated from 0 to 4, with
total scores ranging from 0 to 60. Higher scores indicate higher
levels of mutuality. Cronbach’s alpha values in this study were
0.908 for patients and 0.930 for spouses.

2.6.4 | Subjective Well-Being

Subjective well-being was assessed using the Index of Well-
being [26], which was culturally adapted into Chinese by Li and
Zhao [27]. The scale includes an eight-item afect scale and
a single-item life satisfaction measure. Scores classify subjective
well-being into low (2.1–6.0), moderate (6.1–10.0), or high
(10.1–14.7) levels. Higher scores refect better well-being.
Cronbach’s alpha values in this study were 0.90 for patients and
0.91 for spouses.

2.7 | Data Collection Procedures

Data were collected at four time points: baseline (T0), im-
mediately after the intervention (T1), 1 month post-
intervention (T2), and 3 months postintervention (T3).
Questionnaires were collected by the frst author. Partici-
pants completed the questionnaires independently whenever
possible. For participants who were unable to complete the
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questionnaires independently because of educational limita-
tions or stroke-induced upper limb dysfunction, the researcher
assisted by reading the items and recording the responses
verbatim. To minimize interviewer bias, the researcher
maintained a strictly neutral stance throughout the process.
Upon completion, the recorded responses were read back to the
participants to verify that the data accurately refected their
true opinions. Completed paper questionnaires were stored
securely in a locked cabinet, and electronic data were stored on
a password-protected USB drive. All data entries underwent
double-checking to ensure accuracy.

2.8 | Data Analysis

Statistical descriptions and group comparisons were performed
using SPSS 21.0. Categorical variables were presented as fre-
quencies and percentages. Normally distributed continuous
variables were expressed as means and standard deviations
(SDs), whereas non-normally distributed variables were re-
ported as medians and interquartile ranges (IQRs). Group
diferences were assessed using independent-sample t tests or
Mann–Whitney U tests, depending on data distribution. Bon-
ferroni corrections were applied to p-values for group com-
parisons at four time points. Given the repeated-measures
nature of the data, multilevel modeling (MLM) was applied to
evaluate changes over time [28]. The MLM analyses were
conducted using R 4.6. The performance package was utilized
for visual diagnostics of residual normality and homoscedas-
ticity, and the lme4 package was used to construct the models.
Role (patient vs. spouse), group (intervention vs. control), and
time (T0, T1, T2, T3) were entered as predictors. Interaction
terms (time × group, time × role, group × role, time × group ×
role) evaluated diferential trends across roles and groups. A
signifcance level of p< 0.05 was applied.

2.9 | Ethical Considerations

Ethical approval was obtained from the Life Science Ethics
Review Committee of Zhengzhou University on November 3,
2020, and the stamped ethics approval document is provided in
Supporting Table S2. No formal ethics approval number was
assigned by the review committee at that time. The study adhered
to the principles of the Declaration of Helsinki. Participants were
fully informed of the study aims and procedures and were
allowed to withdraw at any time. Written informed consent was
obtained from all participants. Additionally, all participants were
given access to a copy of the Stroke Health Guide.

3 | Result

3.1 | Recruitment and Characteristics of
Participants

During the screening of 150 patient–caregiver dyads, 40 in-
dividuals did not meet the eligibility criteria and 10 declined
participation. Ultimately, 100 dyads consented and were allo-
cated to either the intervention group (n= 50) or the control
group (n= 50). Both groups had an attrition rate of 6.0%,
resulting in 94 dyads being included in the fnal analysis. Figure 1
illustrates the fow of participant recruitment and outlines the
reasons for withdrawal. No signifcant diferences were observed
in sociodemographic or clinical characteristics between the two
groups included in the analysis.

Table 2 summarizes the sociodemographic and clinical profles of
the 94 dyads. In the control group, patients had a mean age of
52.62� 6.78 years, while those in the intervention group had
a mean age of 49.87� 8.34 years. Most patients were male
(67.0%) and had completed senior high school (40.4%). More than
half had two or more children (58.5%). The majority were

Preliminary eligibility assessment (n = 150)

T0: Complete baseline assessment (n = 100)

Inclusion criteria Exclusion criteria

Allocated to the control group, receiving standard 
care (n = 50)

Allocated to the intervention group, receiving three 
good things intervention (n = 50) 

Allocation

T1: n = 49
Patient refused to participate (n = 1) 

T1: n = 50

Follow-up
Immediately 

postintervention

T1: n = 48
Spouse refused to participate (n = 1)

T1: n = 49
Patient refused to participate (n = 1)

Follow-up
Day 30 after intervention

T1: n = 47
Both patient and spouse refused to answer calls

(n = 1)

T1: n = 47
Both patient and spouse refused to answer calls 

(n = 2) 

Follow-up
Day 90 after intervention

FIGURE 1 | Participant recruitment and intervention fowchart.
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covered by medical insurance for urban residents (70.2%). Is-
chemic stroke was the predominant diagnosis (73.4%), and over
half were experiencing their frst stroke event (67.0%). There
were no signifcant diferences between the intervention and
control groups across baseline patient characteristics, including
age, sex, education, stroke type, number of stroke occurrences,
complications, and disability score (all p> 0.05), indicating good
comparability between the groups.

The spousal caregivers had a mean age of 52.49� 6.84 years in
the control group and 50.21� 8.32 years in the intervention
group. Most had a junior high school education (38.3%) and were
insured under the medical insurance for urban residents (75.5%).
Over half provided care for at least 12 h per day (75.5%), and the
majority had additional support from another caregiver (66.0%).
No signifcant diferences were observed between the in-
tervention and control groups among spousal caregivers in sex,
age, education level, daily caregiving duration, and whether they
provided care with others (all p> 0.05).

3.2 | Comparison Between the Intervention and
Control Groups From T0 to T3

Table 3 summarizes the baseline data and the results from the
three follow-up assessments for both patients and their spouses.
Figure 2 depicts the trajectories of dyadic coping and its sub-
domains—stress communication, supportive dyadic coping,
delegated dyadic coping, negative dyadic coping, and common
dyadic coping—as well as changes in mutuality and subjective
well-being across the study period. At baseline, no signifcant
group diferences were detected in any of the measured variables.

Immediately postintervention, dyads in the intervention group
demonstrated signifcantly better dyadic coping, including
higher levels of stress communication, supportive dyadic coping,
delegated dyadic coping, negative dyadic coping, and common
dyadic coping, as well as greater mutuality and subjective well-
being, compared with the control group (all Adj. p< 0.001). At
the 1-month follow-up, all outcomes in the intervention group
remained signifcantly better than those in the control group,
except for spouses’ stress communication (Adj. p= 0.100). At the
three-month follow-up, patients in the intervention group con-
tinued to report signifcantly higher mutuality (Adj. p= 0.048),
while both patients and spouses showed signifcantly higher
scores in negative dyadic coping compared with the control
group (both Adj. p< 0.05).

3.3 | Results From the MLM

Adherence to normality and homoscedasticity assumptions for
all models was verifed via Q–Q plots and scale-location plots of
the residuals. Table 4 presents the outcomes of the MLM analysis
illustrating the efects of the intervention on stroke survivors and
their spouses. Regarding the main efect of time, signifcant
overall changes were observed in dyadic coping, stress com-
munication, supportive dyadic coping, delegated dyadic coping,
and negative dyadic coping (all p< 0.05), indicating temporal
variation in these outcomes across the four time points. For the
main efect of role, delegated dyadic coping showed a signifcant
diference between patients and spouses (p< 0.001), indicating
that spouses reported higher delegated dyadic coping than pa-
tients. For the main efect of group, signifcant diferences were
found across all outcome variables (all p< 0.05), indicating

higher overall levels in the intervention group compared with the
control group across the study period. The time × role interaction
for delegated dyadic coping was signifcant (p= 0.010), in-
dicating that changes in delegated dyadic coping over time
difered between patients and spouses, with patients showing
a greater increase over time compared with their spouses. The
signifcant group × role interaction for mutuality (p= 0.001)
indicated that the intervention efects difered between patients
and spouses, with a greater overall improvement observed
among patients comparedwith their spouses across study groups.

4 | Discussion

To the best of our knowledge, this study is the frst to adopt the
TGT intervention from positive psychology to enhance the dyadic
coping levels of stroke survivors and their spousal caregivers. The
fndings provided novel insights for the future dissemination and
application of the TGT approach among stroke survivors and
their spousal caregivers. Notably, the attrition rate for both the
intervention and control groups in this study was 6%, which is
lower than the attrition rates reported in other dyadic psycho-
logical interventions [29]. This lower attrition rate may be at-
tributed to the initial two intervention sessions conducted in the
hospital, fostering a strong sense of trust in participants. Fur-
thermore, the participants, being young and middle-aged, found
the online format of out-of-hospital interventions more conve-
nient and acceptable. Lastly, the intervention’s focus on written
expressions of emotions and mutual feelings between couples
aligns with China’s traditional culture of introspection, making it
more readily accepted by the participants. Moreover, the par-
ticipants in this study were young and middle-aged stroke sur-
vivors and their spousal caregivers, whomay bemore receptive to
online interventions. Finally, the TGT intervention encourages
emotional expression through writing, involves minimal cog-
nitive load, and is more likely to be accepted by Chinese in-
dividuals who are less accustomed to expressing emotions
verbally.

Signifcant group diferences were observed in dyadic coping and
its dimensions, including stress communication, supportive
dyadic coping, delegated dyadic coping, negative dyadic coping,
and common dyadic coping, while signifcant temporal changes
were observed in all dimensions except common dyadic coping.
This aligns with the results reported by Laird et al. [30] in their
research involving people with dementia. A possible explanation
is that Chinese individuals tend to be more reserved; thus, en-
couraging stroke survivors and their spousal caregivers to express
their emotions through writing may help improve their com-
munication and enhance mutual support [17, 31]. Moreover,
recalling their spouse’s personal growth and moments that
moved them can encourage continued collaboration in problem-
solving, strengthen confdence in managing adversity, and
thereby enhance the dyadic coping capacity of stroke survivors
and their spousal caregivers [32]. The nonsignifcant time efect
for common dyadic coping suggested that collaborative coping
between stroke survivors and their spousal caregivers remained
relatively stable over time and may require longer term in-
teraction and adjustment to achieve substantial changes [33, 34].
Although the main efect of role showed that spouses reported
higher delegated dyadic coping than patients, the signifcant
time × role interaction in delegated dyadic coping indicated that
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patients showed greater increases over time than spouses. One
possible explanation is that patients had limited physical func-
tioning at baseline and were therefore less able to engage in
dyadic stress management, resulting in lower levels of delegated
dyadic coping [12]. As patients gradually regained functioning
over time, the TGT intervention may have promoted couple
communication and collaborative coping, enabling patients to
shift from being care recipients to active partners in coping.
Consequently, patients became more willing to share their
spouses’ stress and responsibilities, leading to greater increases in
delegated dyadic coping compared with spouses [12].

Signifcant group diferences were observed in the mutuality of
stroke survivors and their spousal caregivers. This may be at-
tributed to the promotion of intimate interactions between pa-
tients and their spouses, encouraging both partners to express
gratitude and to record moments of happiness shared together,
which can enhance their emotional closeness and strengthen
their mutuality [35]. Moreover, based on the systemic trans-
actional model, the intervention increased opportunities for
stroke survivors and their spouses to express their inner emotions
to each other, enabling both partners to feel supported by their
spouse [17]. This process fosters mutual beneft within the couple

and strengthens their mutuality [11]. Additionally, the signif-
cant group × role interaction indicated that the intervention had
stronger efects onmutuality among stroke survivors than among
their spousal caregivers. From the perspective of the systemic-
transactional model of dyadic coping, the diferential efect may
refect diferences in how stroke survivors and spousal caregivers
experience, communicate, and appraise dyadic coping processes
[12, 36]. Stroke survivors may have had greater dependence on
spousal support after stroke, making them more responsive to
positive emotional exchanges and perceived support during the
intervention [12]. In contrast, spousal caregivers often experience
sustained role strain and caregiving responsibilities, which may
limit their capacity to fully engage with the intervention and
weaken improvements in their perceived mutuality [12]. As
a result, patients felt more supported and understood, which
enhanced their perception of relationship quality [20]. Therefore,
by promoting emotional interaction and the expression of pos-
itive emotions between stroke survivors and their spouses,
mutuality can be improved.

Signifcant group diferences were observed in the subjective
well-being of stroke survivors and their spousal caregivers. This
may be because the intervention, guided by positive psychology,
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T1, immediate postintervention; T2, 1 month postintervention; T3, 3 months postintervention.

Nursing Research and Practice, 2026 11 of 16



T
A
B
L
E
4

|
R
es
ul
ts
fr
om

th
e
m
ul
til
ev
el
m
od
el
.

V
ar
ia
bl
es

Pr
ed
ic
to
r

β
St
d_
β

SE
df

t
p

β
(9
5%

C
I)

St
d_
β

(9
5%

C
I)

D
ya
di
c
co
pi
ng

R
ol
e

�
0.
90
4

�
0.
02
3

0.
70
9

65
2.
00
0

�
1.
27
6

0.
20
2

�
2.
29
3,
0.
48
5

�
0.
08
2,
0.
03
6

G
ro
up

5.
00
1

0.
33
7

0.
90
6

23
6.
19
4

5.
52
2

<
0.
00
1

3.
22
6,
6.
77
6

0.
23
8,
0.
43
5

Ti
m
e

3.
13
0

0.
24
9

0.
37
9

65
2.
00
0

8.
26
3

<
0.
00
1

2.
38
8,
3.
87
3

0.
19
0,
0.
30
8

G
ro
up

∗
R
ol
e

�
0.
06
4

0.
00
1

0.
70
9

65
2.
00
0

�
0.
09
0

0.
92
8

�
1.
45
3,
1.
32
5

�
0.
05
8,
0.
06
0

Ti
m
e
∗
R
ol
e

0.
38
6

0.
03
1

0.
37
9

65
2.
00
0

1.
01
8

0.
30
9

�
0.
35
7,
1.
12
8

�
0.
02
8,
0.
09
0

Ti
m
e
∗
G
ro
up

�
0.
17
7

�
0.
01
4

0.
37
9

65
2.
00
0

�
0.
46
8

0.
64
0

�
0.
92
0,
0.
56
5

�
0.
07
3,
0.
04
5

Ti
m
e
∗
G
ro
up

∗
R
ol
e

0.
05
1

0.
00
4

0.
37
9

65
2.
00
0

0.
13
3

0.
89
4

�
0.
69
2,
0.
79
3

�
0.
05
5,
0.
06
0

St
re
ss
co
m
m
un
ic
at
io
n

R
ol
e

�
0.
39
5

�
0.
00
5

0.
25
2

65
2.
00
0

�
1.
56
7

0.
11
8

�
0.
88
8,
0.
09
9

�
0.
06
6,
0.
05
6

G
ro
up

1.
40
4

0.
21
7

0.
32
9

22
5.
76
3

4.
27
2

<
0.
00
1

0.
76
0,
2.
04
9

0.
11
2,
0.
32
3

Ti
m
e

0.
93
1

0.
21
6

0.
13
5

65
2.
00
0

6.
91
7

<
0.
00
1

0.
66
7,
1.
19
5

0.
15
4,
0.
27
7

G
ro
up

∗
R
ol
e

0.
02
7

�
0.
00
5

0.
25
2

65
2.
00
0

0.
10
6

0.
91
6

�
0.
46
7,
0.
52
0

�
0.
06
6,
0.
05
6

Ti
m
e
∗
R
ol
e

0.
24
6

0.
05
7

0.
13
5

65
2.
00
0

1.
82
9

0.
06
8

�
0.
01
8,
0.
51
0

�
0.
00
4,
0.
11
8

Ti
m
e
∗
G
ro
up

�
0.
23
7

�
0.
05
5

0.
13
5

65
2.
00
0

�
1.
75
8

0.
07
9

�
0.
50
1,
0.
02
7

�
0.
11
6,
0.
00
6

Ti
m
e
∗
G
ro
up

∗
R
ol
e

�
0.
03
5

�
0.
00
8

0.
13
5

65
2.
00
0

�
0.
25
7

0.
79
7

�
0.
29
9,
0.
22
9

�
0.
06
9,
0.
05
3

Su
pp
or
tiv
e
dy
ad
ic
co
pi
ng

R
ol
e

�
0.
38
6

�
0.
04
6

0.
23
2

65
2.
00
0

�
1.
66
4

0.
09
7

�
0.
84
1,
0.
06
9

�
0.
10
4,
0.
01
2

G
ro
up

1.
61
6

0.
27
5

0.
32
5

19
7.
29
7

4.
97
8

<
0.
00
1

0.
98
0,
2.
25
2

0.
16
3,
0.
38
6

Ti
m
e

0.
93
2

0.
22
3

0.
12
4

65
2.
00
0

7.
51
4

<
0.
00
1

0.
68
9,
1.
17
5

0.
16
4,
0.
28
1

G
ro
up

∗
R
ol
e

0.
00
4

0.
00
7

0.
23
2

65
2.
00
0

0.
01
8

0.
98
5

�
0.
45
0,
0.
45
9

�
0.
05
1,
0.
06
5

Ti
m
e
∗
R
ol
e

0.
11
4

0.
02
7

0.
12
4

65
2.
00
0

0.
91
8

0.
35
9

�
0.
12
9,
0.
35
7

�
0.
03
1,
0.
08
5

Ti
m
e
∗
G
ro
up

�
0.
21
9

�
0.
05
2

0.
12
4

65
2.
00
0

�
1.
76
7

0.
07
8

�
0.
46
2,
0.
02
4

�
0.
11
0,
0.
00
6

Ti
m
e
∗
G
ro
up

∗
R
ol
e

0.
02

0.
00
5

0.
12
4

65
2.
00
0

0.
16
3

0.
87
1

�
0.
22
3,
0.
26
3

�
0.
05
3,
0.
06
3

D
el
eg
at
ed

dy
ad
ic
co
pi
ng

R
ol
e

�
0.
41
0

�
0.
07
7

0.
11
5

65
2.
00
0

�
3.
55
8

<
0.
00
1

�
0.
63
5,
-0
.1
84

�
0.
13
8,

�
0.
01
6

G
ro
up

0.
70
3

0.
32
3

0.
14
0

26
3.
22
8

5.
00
5

<
0.
00
1

0.
42
8,
0.
97
9

0.
22
9,
0.
41
7

Ti
m
e

0.
38
2

0.
19
3

0.
06
2

65
2.
00
0

6.
20
8

<
0.
00
1

0.
26
1,
0.
50
2

0.
13
2,
0.
25
5

G
ro
up

∗
R
ol
e

0.
03
9

0.
03
0

0.
11
5

65
2.
00
0

0.
34
2

0.
73
2

�
0.
18
6,
0.
26
5

�
0.
03
1,
0.
09
1

Ti
m
e
∗
R
ol
e

0.
16
0

0.
08
1

0.
06
2

65
2.
00
0

2.
59
4

0.
01
0

0.
03
9,
0.
28
0

0.
02
0,
0.
14
2

Ti
m
e
∗
G
ro
up

0.
00
6

0.
00
3

0.
06
2

65
2.
00
0

0.
10
4

0.
91
7

�
0.
11
4,
0.
12
7

�
0.
05
8,
0.
06
4

Ti
m
e
∗
G
ro
up

∗
R
ol
e

0.
01
8

0.
00
9

0.
06
2

65
2.
00
0

0.
29
4

0.
76
9

�
0.
10
2,
0.
13
9

�
0.
05
2,
0.
07
0

N
eg
at
iv
e
dy
ad
ic
co
pi
ng

R
ol
e

0.
15
7

�
0.
00
2

0.
24
5

65
2.
00
0

0.
63
9

0.
52
3

�
0.
32
4,
0.
63
8

�
0.
06
8,
0.
06
5

G
ro
up

0.
67
2

0.
23
9

0.
26
3

38
8.
46
5

2.
55
7

0.
01
1

0.
15
7,
1.
18
7

0.
16
0,
0.
31
7

Ti
m
e

0.
77
7

0.
20
1

0.
13
1

65
2.
00
0

5.
92
2

<
0.
00
1

0.
52
0,
1.
03
4

0.
13
4,
0.
26
7

G
ro
up

∗
R
ol
e

�
0.
11
3

�
0.
02
1

0.
24
5

65
2.
00
0

�
0.
46
2

0.
64
5

�
0.
59
4,
0.
36
8

�
0.
08
8,
0.
04
5

(C
on
tin
ue
s)

12 of 16 Nursing Research and Practice, 2026



T
A
B
L
E
4

|
(C
on
tin
ue
d)

V
ar
ia
bl
es

Pr
ed
ic
to
r

β
St
d_
β

SE
df

t
p

β
(9
5%

C
I)

St
d_
β

(9
5%

C
I)

Ti
m
e
∗
R
ol
e

�
0.
10
9

�
0.
02
8

0.
13
1

65
2.
00
0

�
0.
83
1

0.
40
6

�
0.
36
6,
0.
14
8

�
0.
09
5,
0.
03
8

Ti
m
e
∗
G
ro
up

0.
24
1

0.
06
2

0.
13
1

65
2.
00
0

1.
83
6

0.
06
7

�
0.
01
6,
0.
49
8

�
0.
00
4,
0.
12
9

Ti
m
e
∗
G
ro
up

∗
R
ol
e

0.
01
4

0.
00
4

0.
13
1

65
2.
00
0

0.
10
9

0.
91
3

�
0.
24
3,
0.
27
2

�
0.
06
3,
0.
07
0

C
om

m
on

dy
ad
ic
co
pi
ng

R
ol
e

0.
12
9

0.
03
3

0.
14
2

65
2.
00
0

0.
90
8

0.
36
4

�
0.
15
0,
0.
40
8

�
0.
02
7,
0.
09
3

G
ro
up

0.
60
6

0.
23
5

0.
20
2

19
3.
23
4

3.
00
5

0.
00
3

0.
21
1,
1.
00
1

0.
11
8,
0.
35
2

Ti
m
e

0.
10
8

0.
04
3

0.
07
6

65
2.
00
0

1.
41
9

0.
15
6

�
0.
04
1,
0.
25
7

�
0.
01
7,
0.
10
4

G
ro
up

∗
R
ol
e

�
0.
02
1

0.
01
0

0.
14
2

65
2.
00
0

�
0.
14
6

0.
88
4

�
0.
30
0,
0.
25
8

�
0.
05
0,
0.
07
0

Ti
m
e
∗
R
ol
e

�
0.
02
5

�
0.
01
0

0.
07
6

65
2.
00
0

�
0.
32
9

0.
74
3

�
0.
17
4,
0.
12
4

�
0.
07
0,
0.
05
0

Ti
m
e
∗
G
ro
up

0.
03
1

0.
01
3

0.
07
6

65
2.
00
0

0.
41
2

0.
68
0

�
0.
11
8,
0.
18
1

�
0.
04
8,
0.
07
3

Ti
m
e
∗
G
ro
up

∗
R
ol
e

0.
03
2

0.
01
3

0.
07
6

65
2.
00
0

0.
42
6

0.
67
0

�
0.
11
7,
0.
18
2

�
0.
04
7,
0.
07
3

M
ut
ua
lit
y

R
ol
e

�
0.
28
2

�
0.
09
0

0.
36
8

65
2.
00
0

�
0.
76
7

0.
44
3

�
1.
00
4,
0.
43
9

�
0.
14
2,

�
0.
03
8

G
ro
up

1.
83
5

0.
26
8

0.
64
3

14
6.
32
0

2.
85
5

0.
00
5

0.
57
5,
3.
09
4

0.
13
2,
0.
40
4

Ti
m
e

0.
31
3

0.
04
2

0.
19
7

65
2.
00
0

1.
58
9

0.
11
2

�
0.
07
3,
0.
69
8

�
0.
01
0,
0.
09
5

G
ro
up

∗
R
ol
e

1.
19
7

0.
09
2

0.
36
8

65
2.
00
0

3.
25
2

0.
00
1

0.
47
6,
1.
91
9

0.
03
9,
0.
14
4

Ti
m
e
∗
R
ol
e

�
0.
30
6

�
0.
04
2

0.
19
7

65
2.
00
0

�
1.
55
7

0.
12
0

�
0.
69
2,
0.
07
9

�
0.
09
4,
0.
01
1

Ti
m
e
∗
G
ro
up

0.
25
2

0.
03
4

0.
19
7

65
2.
00
0

1.
28
1

0.
20
1

�
0.
13
4,
0.
63
8

�
0.
01
8,
0.
08
7

Ti
m
e
∗
G
ro
up

∗
R
ol
e

�
0.
29
5

�
0.
04
0

0.
19
7

65
2.
00
0

�
1.
49
7

0.
13
5

�
0.
68
,0
.0
91

�
0.
09
2,
0.
01
2

Su
bj
ec
tiv
e
w
el
l-b
ei
ng

R
ol
e

0.
10
6

0.
04
7

0.
08
3

65
2.
00
0

1.
27
7

0.
20
2

�
0.
05
7,
0.
27

�
0.
01
6,
0.
10
9

G
ro
up

0.
38
6

0.
26
2

0.
10
6

24
0.
39
8

3.
64
8

<
0.
00
1

0.
17
8,
0.
59
3

0.
15
9,
0.
36
5

Ti
m
e

0.
03
5

0.
02
5

0.
04
5

65
2.
00
0

0.
79
6

0.
42
6

�
0.
05
2,
0.
12
3

�
0.
03
7,
0.
08
8

G
ro
up

∗
R
ol
e

�
0.
13
2

�
0.
08
9

0.
08
3

65
2.
00
0

�
1.
58
7

0.
11
3

�
0.
29
6,
0.
03
1

�
0.
15
2,

�
0.
02
6

Ti
m
e
∗
R
ol
e

�
0.
02
3

�
0.
01
6

0.
04
5

65
2.
00
0

�
0.
50
6

0.
61
3

�
0.
11
0,
0.
06
5

�
0.
07
9,
0.
04
7

Ti
m
e
∗
G
ro
up

0.
01
5

0.
01
1

0.
04
5

65
2.
00
0

0.
33
7

0.
73
6

�
0.
07
2,
0.
10
2

�
0.
05
2,
0.
07
4

Ti
m
e
∗
G
ro
up

∗
R
ol
e

�
0.
00
4

�
0.
00
3

0.
04
5

65
2.
00
0

�
0.
09
5

0.
92
5

�
0.
09
2,
0.
08
3

�
0.
06
6,
0.
06
0

N
ot
e:
R
ol
e:
1,
pa
tie
nt
;2
,s
po
us
e.
G
ro
up
:1
,i
nt
er
ve
nt
io
n;
2,
co
nt
ro
l.
Ti
m
e
(t
re
at
ed

as
a
co
nt
in
uo
us

va
ri
ab
le
):
T0
,b
as
el
in
e;
T1
,i
m
m
ed
ia
te
po
st
in
te
rv
en
tio
n;
T2
,1

m
on
th
po
st
in
te
rv
en
tio
n;
T3
,3

m
on
th
s
po
st
in
te
rv
en
tio
n.
Bo
ld
te
xt
in
di
ca
te
s

st
at
is
tic
al
ly
si
gn
if
ca
nt

p
va
lu
es
.

Nursing Research and Practice, 2026 13 of 16



encouraged them to experience and share positive emotions,
fostering an optimistic mindset. This, in turn, strengthened their
inner resilience, increased their attention to positive events in
life, and enhanced their subjective well-being [37]. Spousal
caregivers may gain positive experiences from the TGT in-
tervention by recognizing personal growth and value derived
from caregiving, which in turn may enhance their subjective
well-being [38]. Furthermore, as mutuality between spouses
improves, they are better able to face the challenges posed by
illness together, further increasing their subjective well-being
[37]. The nonsignifcant time × group interaction suggests that
although subjective well-being difered between groups, the
trajectories over time were parallel, indicating a stable in-
tervention efect rather than diferential temporal change. A
possible explanation is that the intervention efects were not
sustained over the long term, suggesting that future research
should further explore mechanisms to consolidate and maintain
the long-term efects of the intervention.

4.1 | Limitations

This study has several limitations. First, participants were
recruited from a single tertiary hospital in Henan Province,
China, which limits the representativeness of the sample. In
addition, to ensure feasibility of implementation, the study in-
cluded only stroke survivors with mild-to-moderate disability,
adequate cognitive, verbal, and written communication abilities,
and the ability to use WeChat. Therefore, the sample may have
been healthier and more functional than the broader stroke
survivor population, which may have introduced selection bias
and limited the generalizability of the fndings. The fndings may
not be generalizable to stroke survivors with severe disability,
cognitive or communication impairment, limited digital access,
or those receiving care in other regions or healthcare settings.
Future studies should include stroke survivors with varying
levels of disability and functional status from diverse geographic
and healthcare settings, as well as their spousal caregivers, to
enhance the generalizability of the fndings.

Second, this study used a quasiexperimental design. The absence
of true randomization may introduce potential selection bias, as
participants who self-selected into the study may difer sys-
tematically from those who declined participation, which could
have had a possible infuence on the outcomes. Furthermore,
although the two wards were located on diferent foors of the
same hospital with similar environments and staf-to-patient
ratios, the lack of comparative data may have allowed con-
founding factors to infuence the results. Future research should
employ multicenter, large-sample randomized controlled trials
with rigorous randomization procedures to strengthen causal
inference and improve generalizability. In addition, pre-
registration of the study protocol and analysis plan is recom-
mended to enhance research transparency.

Third, the three-month follow-up period was relatively short,
making it difcult to determine the long-term efects of the
intervention. Some efects appeared to attenuate by the three-
month follow-up, suggesting that the sustainability of the in-
tervention benefts remains uncertain. Future studies should
extend follow-up assessments to 6, 12, and 24months and ex-
amine whether booster sessions are needed to evaluate the

sustainability of efects and identify strategies for maintaining
intervention benefts.

Fourth, although caregiving time provided by spousal caregivers
was comparable between the intervention and control groups,
the amount of time stroke survivors spent with their spousal
caregivers was not specifcally controlled. Therefore, the ob-
served improvements may have been partly attributable to in-
creased interaction time between stroke survivors and their
spouses rather than to the specifc content of the TGT in-
tervention alone. Furthermore, the additional attention provided
by interventionists to the intervention group may have had
a potential infuence on the outcomes. Future studies should
systematically measure couple interaction time and in-
terventionist attention and, where possible, equalize these factors
across intervention and control groups to minimize potential
confounding efects.

Finally, due to the limited sample size, this study was unable to
examine the mediating role of dyadic coping in the relationship
between the intervention and outcomes, or the moderating ef-
fects of patient and spousal roles. In addition, interventionists
received standardized training; however, intervention adher-
ence, session delivery, journal completion, participant engage-
ment, and intervention dose were not systematically
documented. This limits the reproducibility of the intervention
and makes it difcult to determine which components or level of
engagement contributed most to the observed outcomes. Future
large-scale randomized controlled trials are needed to investigate
mediation and moderation efects, qualitatively analyze journal
content, and examine dose–response relationships between in-
tervention engagement and outcomes. Future studies should also
establish a formal fdelity-monitoring framework, including
standardized session checklists, adherence logs, and objective
engagement metrics such as session attendance, WeChat session
duration, frequency of Happiness Journal completion, and re-
sponse rates to intervention prompts, to improve reproducibility
and strengthen internal validity.

4.2 | Implications for Clinical Practice

The fndings suggest that the TGT intervention may be efective
in enhancing positive emotions. Encouraging stroke survivors
and their spousal caregivers to record moments of joy and
gratitudemay help activate positive emotions, thereby promoting
dyadic coping, mutuality, and subjective well-being. Overall, this
study provides promising preliminary evidence for positive
psychological interventions based on the TGT approach, which
warrants further investigation through more rigorous study
designs. Importantly, the TGT intervention does not require
costly equipment or specialized devices, making it easy to im-
plement and scalable in routine care settings. It is also simple in
its implementation and imposes minimal cognitive load, making
it well-suited for individuals who are less comfortable expressing
their emotions, particularly within the context of traditional
Chinese communication styles, which tend to be more implicit
and reserved. Additionally, the fnding that stroke survivors
beneft more than their spousal caregivers underscores the im-
portance of tailoring interventions to the distinct needs of dif-
ferent family members. These features support its potential for
wider application across diverse populations.
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5 | Conclusions

This study provides promising preliminary evidence that the
TGT intervention may improve dyadic coping, mutuality, and
subjective well-being among stroke survivors and their spousal
caregivers. The fndings provide preliminary support for the
potential value of positive psychological interventions in fos-
tering positive coping and enhancing well-being. While the
current study reports outcomes up to 3months postintervention
among stroke survivors and their spousal caregivers, future re-
search should include longer follow-up periods and more diverse
populations to further examine the potential efectiveness of the
intervention in promoting positive emotions and well-being.

Author Contributions

Zhiwei Liu: methodology, formal analysis, data curation, and wri-
ting–original draft. Xinyue Zhang, Lixia Qu, and Yinxia Dou: in-
vestigation and writing–review and editing. Lingling Wang and Nan
Zhao: investigation. Dandan Xiang: writing–review and editing. Jing
Chen: visualization. Suyan Chen: conceptualization, supervision, and
visualization. Zhenxiang Zhang: conceptualization, supervision, project
administration, and funding acquisition.

Funding

This work was supported by the National Natural Science Foundation of
China (Grant No. 72174184), the Innovation Scientists and Technicians
Troop Construction Projects of Henan Province (Grant No.
134200510018), Key Laboratory of Geriatric Long-term Care (Naval
Medical University), Ministry of Education (Grant No. LNYBPY-2025-
09), and Key Specialized Research and Development Breakthrough in
Henan Province (Grant No. 242102310021).

Ethics Statement

This study received approval from the Zhengzhou University Life Sci-
ences Ethics Committee on November 3, 2020.

Conficts of Interest

The authors declare no conficts of interest.

Data Availability Statement

The data that support the fndings of this study are available from the
corresponding author upon reasonable request.

References

1. GBD 2023 Causes of Death Collaborators, “Global Burden of 292
Causes of Death in 204 Countries and Territories and 660 Subnational
Locations, 1990-2023: A Systematic Analysis for the Global Burden of
Disease Study 2023,” The Lancet 406, no. 10513 (2025): 1811–1872,
https://doi.org/10.1016/S0140-6736(25)01917-8.

2. T. Yahya, M. H. Jilani, S. U. Khan, et al., “Stroke in Young Adults:
Current Trends, Opportunities for Prevention and Pathways Forward,”
American Journal of Preventive Cardiology 3 (2020): 100085, https://
doi.org/10.1016/j.ajpc.2020.100085.

3. M. S. Ekker, E. M. Boot, A. B. Singhal, et al., “Epidemiology, Aetiology,
and Management of Ischaemic Stroke in Young Adults,” The Lancet
Neurology 17, no. 9 (2018): 790–801, https://doi.org/10.1016/S1474-
4422(18)30233-3.

4. W. Longde, “Brief Report on Stroke Prevention and Treatment in
China, 2019,” Chinese Journal of Cerebrovascular Diseases 17, no. 5
(2020): 272–280, https://doi.org/10.3969/j.issn.1672-5921.2020.05.008.

5. E. Buczak-Stec, H. König, and A. Hajek, “Impact of Stroke on Afective
Well-Being: Findings From a Large Longitudinal Nationally

Representative Study,” Aging & Mental Health 24, no. 12 (2020):
2006–2013, https://doi.org/10.1080/13607863.2019.1671315.

6. V. L. Feigin, M. H. Forouzanfar, R. Krishnamurthi, et al., “Global and
Regional Burden of Stroke During 1990-2010: Findings From the Global
Burden of Disease Study 2010,” Lancet (London, England) 383, no. 9913
(2014): 245–254, https://doi.org/10.1016/S0140-6736(13)61953-4.

7. J. Oliva-Moreno, L. M. Peña-Longobardo, J. Mar, et al., “Determinants
of Informal Care, Burden, and Risk of Burnout in Caregivers of Stroke
Survivors: the CONOCES Study,” Stroke 49, no. 1 (2018): 140–146,
https://doi.org/10.1161/STROKEAHA.117.017575.

8. S. Blanton, P. C. Clark, G. Cotsonis, and S. B. Dunbar, “Factors As-
sociated with Depressive Symptoms of Carepartners of Stroke Survivors
After Discharge From Rehabilitation Therapy,” Topics in Stroke Re-
habilitation 27, no. 8 (2020): 590–600, https://doi.org/10.1080/
10749357.2020.1738678.

9. K. M. Kokorelias, F. K. T. Lu, J. R. Santos, Y. Xu, R. Leung, and
J. I. Cameron, “Caregiving is a Full-Time Job” Impacting Stroke Care-
givers’ Health and Well-Being: A Qualitative Meta-Synthesis,” Health
and Social Care in the Community 28, no. 2 (2020): 325–340, https://
doi.org/10.1111/hsc.12895.

10. K. Daniel, C. D. A. Wolfe, M. A. Busch, et al., “What are the Social
Consequences of Stroke for Working-Aged Adults? A Systematic Re-
view,” Stroke 40, no. 6 (2009): e431–e440, https://doi.org/10.1161/
STROKEAHA.108.534487.

11. K. E. Rentscher, “Communal Coping in Couples With Health
Problems,” Frontiers in Psychology 10 (2019): 398, https://doi.org/
10.3389/fpsyg.2019.00398.

12. K. Weitkamp, F. Feger, S. A. Landolt, M. Roth, and G. Bodenmann,
“Dyadic Coping in Couples Facing Chronic Physical Illness: A Systematic
Review,” Frontiers in Psychology 12 (2021): 722740, https://doi.org/
10.3389/fpsyg.2021.722740.

13. W. Song, X. Zhang, S. Ge, et al., “The Relationship Between Dyadic
Coping and Mental Health in Stroke Survivors and Their Spouse
Caregivers: An Actor-Partner Interdependence Model,” Journal of
Clinical Nursing 34, no. 7 (2025): 2806–2816, https://doi.org/10.1111/
jocn.17478.

14. J. Couper, A. Collins, S. Bloch, et al., “Cognitive Existential Couple
Therapy (CECT) in Men and Partners Facing Localised Prostate Cancer:
A Randomised Controlled Trial,” BJU International 115, no. Suppl 5
(2015): 35–45, https://doi.org/10.1111/bju.12991.

15. S. D. Lambert, P. McElduf, A. Girgis, et al., “A Pilot, Multisite,
Randomized Controlled Trial of a Self-Directed Coping Skills Training
Intervention for Couples Facing Prostate Cancer: Accrual, Retention, and
Data Collection Issues,” Supportive Care in Cancer 24, no. 2 (2016):
711–722, https://doi.org/10.1007/s00520-015-2833-3.

16. X. Qiao, Z. Wu, Y. Ren, and Y. Li, “Efectiveness of the Dyadic Coping
Intervention of Social Participation (DCISP) for Stroke Survivors: Study
Protocol for a Randomized Controlled Trial,” BMC Psychology 12, no. 1
(2024): 500, https://doi.org/10.1186/s40359-024-01994-1.

17. M. Xie, C. Wang, Z. Li, et al., “Efects of Remote Dignity Therapy on
Mental Health Among Patients with Hematologic Neoplasms and Their
Signifcant Others: A Randomized Controlled Trial,” International
Journal of Nursing Studies 151 (2024): 104668, https://doi.org/10.1016/
j.ijnurstu.2023.104668.

18. M. E. Seligman and M. Csikszentmihalyi, “Positive Psychology. An
Introduction,” American Psychologist 55, no. 1 (2000): 5–14, https://
doi.org/10.1037/0003-066X.55.1.5.

19. M. A. Ramsey and A. L. Gentzler, “An Upward Spiral: Bidirectional
Associations Between Positive Afect and Positive Aspects of Close Re-
lationships Across the Life Span,” Developmental Review 36 (2015):
58–104, https://doi.org/10.1016/j.dr.2015.01.003.

Nursing Research and Practice, 2026 15 of 16

http://doi.org/10.1016/S0140-6736(25)01917-8
http://doi.org/10.1016/j.ajpc.2020.100085
http://doi.org/10.1016/j.ajpc.2020.100085
http://doi.org/10.1016/S1474-4422(18)30233-3
http://doi.org/10.1016/S1474-4422(18)30233-3
http://doi.org/10.3969/j.issn.1672-5921.2020.05.008
http://doi.org/10.1080/13607863.2019.1671315
http://doi.org/10.1016/S0140-6736(13)61953-4
http://doi.org/10.1161/STROKEAHA.117.017575
http://doi.org/10.1080/10749357.2020.1738678
http://doi.org/10.1080/10749357.2020.1738678
http://doi.org/10.1111/hsc.12895
http://doi.org/10.1111/hsc.12895
http://doi.org/10.1161/STROKEAHA.108.534487
http://doi.org/10.1161/STROKEAHA.108.534487
http://doi.org/10.3389/fpsyg.2019.00398
http://doi.org/10.3389/fpsyg.2019.00398
http://doi.org/10.3389/fpsyg.2021.722740
http://doi.org/10.3389/fpsyg.2021.722740
http://doi.org/10.1111/jocn.17478
http://doi.org/10.1111/jocn.17478
http://doi.org/10.1111/bju.12991
http://doi.org/10.1007/s00520-015-2833-3
http://doi.org/10.1186/s40359-024-01994-1
http://doi.org/10.1016/j.ijnurstu.2023.104668
http://doi.org/10.1016/j.ijnurstu.2023.104668
http://doi.org/10.1037/0003-066X.55.1.5
http://doi.org/10.1037/0003-066X.55.1.5
http://doi.org/10.1016/j.dr.2015.01.003


20. M. Boiman-Meshita and H. Littman-Ovadia, “The Marital Version of
Three Good Things: A Mixed-Method Study,” The Journal of Positive
Psychology 16, no. 3 (2021): 367–378, https://doi.org/10.1080/
17439760.2020.1716046.

21. A. Carrillo, M. Martínez-Sanchis, E. Etchemendy, and R. M. Baños,
“Qualitative Analysis of the Best Possible Self Intervention: Underlying
Mechanisms that Infuence its Efcacy,” PLoS One 14, no. 5 (2019):
e0216896, https://doi.org/10.1371/journal.pone.0216896.

22. G. Bodenmann, B. Plancherel, S. R. H. Beach, et al., “Efects of
Coping-Oriented Couples Therapy on Depression: A Randomized
Clinical Trial,” Journal of Consulting and Clinical Psychology 76, no. 6
(2008): 944–954, https://doi.org/10.1037/a0013467.

23. F. Xu, P. Hilpert, A. K. Randall, Q. Li, and G. Bodenmann, “Vali-
dation of the Dyadic Coping Inventory With Chinese Couples: Factorial
Structure, Measurement Invariance, and Construct Validity,” Psycho-
logical Assessment 28, no. 8 (2016): e127–e140, https://doi.org/10.1037/
pas0000329.

24. P. G. Archbold, B. J. Stewart, M. R. Greenlick, and T. Harvath,
“Mutuality and Preparedness as Predictors of Caregiver Role Strain,”
Research in Nursing & Health 13, no. 6 (1990): 375–384, https://doi.org/
10.1002/nur.4770130605.

25. Y. L. Shyu, C. Yang, C. Huang, et al., “Infuences of Mutuality,
Preparedness, and Balance on Caregivers of Patients with Dementia,”
Journal of Nursing Research: Journal of Nursing Research 18, no. 3 (2010):
155–163, https://doi.org/10.1097/JNR.0b013e3181ed5845.

26. A. Campbell, “Subjective Measures of Well-Being,” American Psy-
chologist 31, no. 2 (1976): 117–124, https://doi.org/10.1037/0003-
066X.31.2.117.

27. J. Li and Y. Zhao, “Validation of the Index of Well-Being in a Sample
of Chinese College Students,” Chinese Journal of Clinical Psychology 8,
no. 4 (2000): 225–226.

28. D. C. Atkins, “Using Multilevel Models to Analyze Couple and
Family Treatment Data: Basic and Advanced Issues,” Journal of Family
Psychology 19, no. 1 (2005): 98–110, https://doi.org/10.1037/0893-
3200.19.1.98.

29. S. U. Lam, A. Kirvin-Quamme, and S. B. Goldberg, “Overall and
Diferential Attrition in Mindfulness-Based Interventions: A Meta-
Analysis,” Mindfulness 13, no. 11 (2022): 2676–2690, https://doi.org/
10.1007/s12671-022-01970-z.

30. E. A. Laird, A. Ryan, C. McCauley, et al., “Using Mobile Technology
to Provide Personalized Reminiscence for People Living With Dementia
and Their Carers: Appraisal of Outcomes from a Quasi-Experimental
Study,” JMIR Mental Health 5, no. 3 (2018): e57, https://doi.org/10.2196/
mental.9684.

31. W. K. Halford, S. Lee, D. N. Hiew, et al., “Indirect Couple Com-
munication and Relationship Satisfaction in Chinese, Western, and
Chinese-Western Intercultural Couples,” Couple and Family Psychology
7, no. 3-4 (2018): 183–200, https://doi.org/10.1037/cfp0000109.

32. J. A. Singer and K. Skerrett, Positive Couple Therapy: UsingWe-Stories
to Enhance Resilience (New York: Routledge, 2014).

33. H. Badr and L. K. Acitelli, “Re-Thinking Dyadic Coping in the
Context of Chronic Illness,” Current Opinion in Psychology 13 (2017):
44–48, https://doi.org/10.1016/j.copsyc.2016.03.001.

34. V. S. Helgeson, B. K. Jakubiak, M. Van Vleet, and M. Zajdel,
“Communal Coping and Adjustment to Chronic Illness: Theory Update
and Evidence,” Personality and Social Psychology Review 22, no. 2 (2018):
170–195, https://doi.org/10.1177/1088868317735767.

35. Z. Liu, Z. Zhang, W. Wang, et al., “Association Between Commu-
nication Patterns, Beneft Finding, and Relationship Satisfaction in
Stroke Couples: An Actor-Partner Interdependence Mediation Model,”
European Journal of Cardiovascular Nursing 24, no. 1 (2025): 128–138,
https://doi.org/10.1093/eurjcn/zvae130.

36. G. Bodenmann, M. K. Falconier, and A. K. Randall, “Systemic-
Transactional Model of Dyadic Coping,” in Encyclopedia of Couple
and Family Therapy, ed. J. L. Lebow, A. L. Chambers, and D. C. Breunlin
(Cham: Springer, 2019), 2888–2894, https://doi.org/10.1007/978-3-319-
49425-8_761.

37. F. Gander, R. T. Proyer, E. Hentz, et al., “Working Mechanisms in
Positive Interventions: A Study Using Daily Assessment of Positive
Emotions,” The Journal of Positive Psychology 15, no. 5 (2020): 633–638,
https://doi.org/10.1080/17439760.2020.1789698.

38. Y. Mei, S. Wilson, B. Lin, Y. Li, and Z. Zhang, “Beneft Finding for
Chinese Family Caregivers of Community-Dwelling Stroke Survivors: A
Cross-Sectional Study,” Journal of Clinical Nursing 27, no. 7-8 (2018):
e1419–e1428, https://doi.org/10.1111/jocn.14249.

Supporting Information

Additional supporting information can be found online in the Supporting
Information section. Supporting Information. Supporting Table S1.
TREND statement checklist indicating where each reporting item is
addressed in the manuscript. Supporting Table S2. Zhengzhou University
Life Sciences Ethics Review Committee Ethics Review Report.

16 of 16 Nursing Research and Practice, 2026

http://doi.org/10.1080/17439760.2020.1716046
http://doi.org/10.1080/17439760.2020.1716046
http://doi.org/10.1371/journal.pone.0216896
http://doi.org/10.1037/a0013467
http://doi.org/10.1037/pas0000329
http://doi.org/10.1037/pas0000329
http://doi.org/10.1002/nur.4770130605
http://doi.org/10.1002/nur.4770130605
http://doi.org/10.1097/JNR.0b013e3181ed5845
http://doi.org/10.1037/0003-066X.31.2.117
http://doi.org/10.1037/0003-066X.31.2.117
http://doi.org/10.1037/0893-3200.19.1.98
http://doi.org/10.1037/0893-3200.19.1.98
http://doi.org/10.1007/s12671-022-01970-z
http://doi.org/10.1007/s12671-022-01970-z
http://doi.org/10.2196/mental.9684
http://doi.org/10.2196/mental.9684
http://doi.org/10.1037/cfp0000109
http://doi.org/10.1016/j.copsyc.2016.03.001
http://doi.org/10.1177/1088868317735767
http://doi.org/10.1093/eurjcn/zvae130
http://doi.org/10.1007/978-3-319-49425-8_761
http://doi.org/10.1007/978-3-319-49425-8_761
http://doi.org/10.1080/17439760.2020.1789698
http://doi.org/10.1111/jocn.14249
https://doi.org/10.1155/nrp/2745228

	Effects of “Three Good Things” Intervention on Dyadic Coping Among Young and Middle-Aged Stroke Survivors and Their Spousal Caregivers
	1. Introduction
	2. Methods
	2.1. Study Design and Setting
	2.2. Participants
	2.3. Sample Size
	2.4. Group Allocation and Blinding
	2.5. Intervention Protocol
	2.5.1. Intervention Group
	2.5.2. Control Group

	2.6. Outcome Measure
	2.6.1. Social Demographic and Clinical Data
	2.6.2. Dyadic Coping
	2.6.3. Mutuality
	2.6.4. Subjective Well-Being

	2.7. Data Collection Procedures
	2.8. Data Analysis
	2.9. Ethical Considerations

	3. Result
	3.1. Recruitment and Characteristics of Participants
	3.2. Comparison Between the Intervention and Control Groups From T0 to T3
	3.3. Results From the MLM

	4. Discussion
	4.1. Limitations
	4.2. Implications for Clinical Practice

	5. Conclusions
	Author Contributions
	Funding
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement
	Supporting Information




