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ABSTRACT

Stroke, usually defined as a cerebrovascular accident,

manlfeste in hemiplegina. 1t 18 one of the most disabling

complications pf cardio-vascular diseases. including hvnertension,

and occurs mainly among the middie aged and elderly. A major

component of orthodox atroke management is phveictherapy.

Unfortunately, orthodox management has not b2en popular among sany

patients, wvho scek alternative treatmanis more congruent with

thoeir culturai beliefls about the condition. These behaviours

often lead to complicatlions that inhibit full recovery.

Stroke paticnta, at Univaersity Colliege Hospltal lbadan, are

usually sccon daily by the physiothecrapist during hospltallzation.

- On dlecharge. hovever. patlonts arc referred to the Physiotherapy

Department to continue vith physiotherapy. A minimum of 12 wveekly

appointn?nta arc made wvhen patients flrat book for the service.
This study a!med at documenting patlent attendance behaviour at
the recouwmended physiotherapy escsslone Ind determining factore

that may be associsted wlth the level of attendince. The rcsultes

vere Intended to provide a basls for improving patient health
cducation at the Physlotherapy Department.

Tuvo roscarch mothodologlaes vere employed. First an
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higtorlcal cohort study was conducted using ali available patient

records in tho Physlotherapy Department from 1982 through 1991.

Sccondly quallitative rescarch using in-depth {nterviews wvas

conducted wvith the 15 phyalotherapists in the Departaent and all

t20) current stroke patients.

Over onc-third of patients wvho reported to the Department to-

book an 3ppolntment subsequently did not shov 4up at 3il for

trecatment. The reviev of 313 records of thoee who actudlly

attended found that only 20.1X of paticents completed the 12

scsslons rccommended by the Department. with 3 mean acttendance of

6.0 sessions. Chrisctians had

2 plgnificantly better attendance

reccord than Moslems. Those vho came carly (vithin twvo veeks of

roforral} for their first appolntment, attended better than late

arrivals. Neither sc:s, occupatlion, side of hemiplegia nor level

of function at commencement of out-patlent scssions vere
L]

assoclated with attendance. ERarly attendance at the first out-

patient scesion was positively associated with Christian rellglon

and those vith civil servico/professlional occupacions.

ln-depth intervtiews shed light on cultural belicfs not Ffound

in the records. Some knovn hypertensive patients thought their

etrokec was sssociated with neglact of thelr condition. while

others believed it hspponed follewing evil actlicens. Almost all

engaged in alternatlive therapy including the services of spirltual
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v
and indigenousa hecalers. Patlents ldentifled probleams such as cost
of tccatment. tcanaportatlion difficultlica, percelved delay [n
improvement dnd staff attitudea as rcecasons for curtalling
physlotherapy.

Tho results iwply a need for detalled education on stroke
rehabllitatlon through physiotherapy during hospitalization and at

the time when firat appointment is booked, tc encourage carly

attendance and tc anewver qQuestionm about =ausw, prognosis and cost

of therapy.
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CRAPTER ONE

INTRODUCT1ON

Stroke 1s one of the disgases of the cardiovascular system

in which the occurrence 1ls related to individual behaviour and

1ife style [Osuntokun, 1988]. It is chronic in aature with known

behavioural risk factors like cigarette smoking, excessive

consumption of alcoholic beverages, use of iilfcit drugs.
violence, non-compliance with medicai ragimen for underlying

hypertension and maladaptive responses to social pressures and

stress (Osuntokun, 1988).

According to the U.S., Surgeon Ceneral's Report [1979],
stcoke is the thicrd leading cauee of desth ln the Unfted States.
The mortality from stroke was estimdated by wWeinfeld, Frederlck and
Weles [1981] to be more than ten parcent of aJ) deaths. [t was
also found to be the leading causc of disabllity. According to
Weinfeid et al [19B81), tho incidence of stroke incrcases. whlle
the long temm survival cate deccedsce with age. In Nigeria,
Osuntokun, Pademasi, Aklnkugbe, Oyetiran and Carlisle [1979)
repocted that the frequency of cercbrovascular discasc as 3 cause

of desth at the University Collecge llospftal, !badan, vas four and

3 half-percent. However they suggestied then that the disease
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showed increcasing mortality and amorbldity In Africans.

Stroke has now become as common in Nlgerlans as in
Caucasians because of serious changes in the culture, particularly
deterloratlon of the extended family system, which praovided much

neceded soclal support and care for Lhe eclderly., There has Glso

becn masslve migratlion from rural to urban areas with <ttendant
odoption of modern lifc styles and cxposure to numerous stressful
factors that can predispose to stroke (Osuntokun, 1(988].

Stresaors to wvhich Nigerians are now caposcd include high pressure

jobs wlth heavy workloads, fear and anxzicty created by traffic

jama and armed robbery, 'greater levels of family and

Interpereonal conflict, threcats of unemployment and unplanned

retirement, and psycho-sac!ial translitlions such as sudden transfer

to an unfamlliar environment (Osuntokun, 1988].

The disorder stroke, also known aa cercbrovascular acclident,
la due to interruption of blood supply to the brain causing sudden
death, paralvals (healplegla) and loss of speech. Other
lBBifQS(u’AOﬂB {ncluda confuslion and alteratlione of body (mage.
The iatier la such that the victilim presents with dilfliculty in
knovwing hla/her right side from the }eft and in carrylng out
aoveacnta with the unaffected hand, which requlre croasing over
the mldline of the body. For exsmple., Lf Lhv left side were

affected. 1t would be very difflcult if not imposslble for theo

AFRICA DIGITAL HEALTH REPOSITORY PROJECT

-




3

patlent to touch hls left knee wlth hls cright hand. The patient

3lso looses the abLility to recognize 38 his own the limbs on the

affected side. or wotse 8till, he may deny that anycthing is vrong

vith hla [Dacdlec. 1980].

Stroke prevention and treatment 3re becoming lncrcasingly
fmportant as the population of clderly individualez !ncrecases.

Presumable, with older adults living longer. the increased

incidence of chronic disease can rosult i{n great burdens of

disability, dependence and high medical ccata, 8ecause of its

wagnitude as a public health problem and the severity in teras of
neurologic disabllity, stcroke couneritutes an important condition

to be coneidered 1ln plannling {ocr the delivery of health care

(weinfeld et al, 1981). In this regard, averting disability and

faproving the quality and length of 1ife of stroke victimE becomes
crucial.

Stroke !8 a single incapacitating neurological clinical
entity [Osuntokun, 1969}, and Lte treatment Consists mainly of

phyetlotherapy including rc-education in the activities of normal

daily living [Dardler, 1980; Uobath. 1990). When & physician

meots a patlent with heoiplegia, and recaches a conclupive

diagnosls. he can treat the patlent to prevent further damage to

the brain, byt the probles of managlng the hemiplogla will grildl

remain, According to NRathan [1990],
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It sccas unlikely that there will ever be a drug that

will undo the results of a stroke or the degencration

of masses of nerve cells, and 8o the treatment of

ncurological disorders will always be ln the hands of

physiotherapists.

The doctor might choose c«¢LLher a policy o gcrsuading the
patichat to use the hemlpleygic limbs and retrain higs aféected

side, or clse a policy of encouraglng the patient to neglect the

hemipleglic side and to use the un-affecited 5ide tor all tasks

previously done by the limbs of Loth sides. The choice however,

affects only the upper limb and the general posture of the

patient. There 1s no cholce about the lower limb.

as the psticent
must lcarn hov to walk Iin order to return to Life [Nathan, 1990).

The physlothcrapist, wlth his speclallized knowledge of motor
activity and cthge cffeect of brain damage on normal function of the
neuroauscular system, plans a specific rchabtllitatlon programme
for the paclent, with an approprlate 115t of goals [Dardler,
"19801 . The llist can be divided Into those things vhich ahould be

orevented (or trecated Lf they have already occurred) and those

thinga that should be facliitated. Por caamplc, resplratory

problema, decubltus ulcera, Joint btlffnuso. deformitices and
ahnormal reflcx activity should be prevented {or treoated)}, while

comtunication, mobllity, normal reflcx respontca and functional
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independence should be facllitated.

However, the problem of non-coapliance wlth the treataent

regimen, includlng attendance at physlotherapy sessions, poses a

threat to achieving these goals. Specific compliance problems

include recfusal to partlicipate in physlcal therapy and not
following through with home e¢zxercise programmes [Coy, 1989])., The
stroke patlent ls often depressed and wlthdrove because of hils

poor physical conditlon (wWode., 1992}, but ironically withdrawal

from trcatment, including physiotherapy., only makesa the condition,

vhich led to the depression, worae. More information 18 therefore

necded, especlally Ln African aealth carc settings. abour the

factors Lthat can causc a ztroke patient not to comply uwith
physiothecrapy.

The Rcescarch Probtlem

In the past, unforeunately, the hcalth care provider's

attitude tcvward the hemjpleglic patlicnt vas one of hopeluseness and

paesive acceptance [Rusk and Marka,

L3

1952; Felgenson, 1979)]. This
rcaponsae may derive from the negatlve rcaction of the general
eoclety to the paticnt wvho may have realdual phyalcal dieabllity
and loe® of economic rcsourcece, forcing him into the demeaning
role of sceking public aasistanco-[Peigenaon. 1979). 1t 1a not

vnueual for the atroke victim to become dopreaecd, withdrawn,

apatheric and biteer about the fact that moidern medlcine has aaved
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his 1lfe, only to have '"the systen” make it difficuit for him to

regume a rcasonable normd! exlstence (Felgenson. 1979]).

Today, ‘more and more of a physiotherapist's practlice

conslets of the management of physical dlsabtilleles. klke

hemiplegla. that result frow chronlc dlscasc. The mojority of

patlents who sustain a stroke, or cercbrovasculor disease, do not

dle during the Initial stage. Instead they luprove to a greater

or lesser degree and often 1llve a number of years despite their

rasidval disabillities (Anderson, 1990].

The completed stroke patlent vho Ls lsolated from

physiotherapy. would eventualiy Ybeccome an lnvalld, or be treated

a8 once [Nathan, 1990].

Inn order to prevent this condition. stroke

patienta arc rcferred for an initlal set of standard physiothecapy

scaslons. Pelay !n atrtending or mlssing of sesslons gtiil

preaeents a proolem as these actions could rosuit Iln intellectupl

regreselon and depresslon [Anderson, 1990; wade. 1992] due to

environrental sensory deprivation, and in muscle contractures,

vhich onhance gpastliclity and interfere vith agmbulatlion [Anderson,

Anderson snd Kottke, 1978:; Anderson, et al 1979]. Also delay in

attending® or mlsslng treatment acunslon® could predispoac to

development of deep venous thrombosls {izzo and AQulno, [9BG].

All of these would ultlmately load to loes-than-optlilmal long torm

outcome of the rehabllitation process.
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Although attendance at outpatlent physlothecrapy sessions is

not the only aspect of compliance wlth a recovery reglmen, It is

esscntial. At sesslons patlents have opportunity to learn and

master newv sklllg. Progress 18 monitored and modifications in

exerclsese regimen made. Psychological and soclal encouraccamcent 18

received from staff and other patients [Sanford. i989]).
" Therefore the research question that thie study has
addressed 18, "What arc the factors that In{luence delay in

attendlng and non-participation in recomxended physlotherapy

seessions by sgtroko paticnts at the University College Hospltal in

Ibadan, Nlgerla?" Ansvers shauld contribute to the deslgn of

pat ient cducatlion programmen and better organlzatlion of the

referral and service dellvery process.

Sctting of the Study

Univers)ty College Hoepltal (HCH) was founded fin 1948, as
the teaching centre for the Universlity of tbodan®*s medlical school.
1badon w«as the plnnacle of pre-¥uropcan urbanlzation in Nigeria
‘and the largest purely afrlcan clty, with over one miliion

reaidents, In gub-saharan Africa [Mabogunie, 1971). (badan wae

origlnally founded in about 1829 as a wor casp of diverse Yorubp

tribes, and ita population reeatns hceterogenous until today

[Mabogunie. 1921]). 1Ilts large slze and cosmopol litan nature make

Ibadon an fdeal slte for UCH, the premier tertiary hedlth care
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instltutlon in the reglon.

UCH{ 18 poised to provide services to the three main sectors

of the clity, the {nnecr core, the transltlonal arca and the suburbs

[Brleger and Adenlyl,

1981-82), as seen tn Flgure L. The hospltal

1tsclf s Yocated Ln the Agodl area ln the north-cencral area of

the clty. Agod! ls also the slte of the slLate yovecnment

secrétarlat and a lowv denslty suburban residential area begun

orlglinally as a goverament housing estate. At the southeast

corner of UCH 1s the Yemctu area, a tramslitional zone conslsting

of relatively modern story buildings which housc both Ibadan
indlgens and tenants from other localltles and states. Within twvo
kllometors 1s the Adeoyo community at the northecrn edge of the

traditlonal lnner core. The wovemi¢nt from suburban to lnner core

shove the follovlng populatlion changos: from educated to

illiterate. frox heterogenous to homogenous ethnlc origins, from

skllled and profeseional occupations to farmers a3nd unskllled

tcaders ond from a varlety of rceligions to & predominately Moslca

comounlty (Mabogunje, 1971]. Thus UCil sccrves a cross-seciion of

the Rigerian populace.

In addition to UCH there are many other amcdfcal fgcillities

tn Tbhadan. There are filve state ovned hosplials, tvo Cathollc

misslon hospitals. and scven government hcealth centcoo. There are

over 9¢ regtntored privatce hoapitals defivering both generat and
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Figure 1: SKETCH MAP OF I1BADAN SHOMING UCH AND ENVIRONS
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speclaliet services [Ajayl, 1990].

UCtI 18 Lthe precursor to the thirteen university tecaching
hoepitals in Nigeria. and indecd, wWest Afrlca, as stuff trained at

UCH have gone on to help found these teaching centres. In 1986,

UCH wase declared a "National Centre for Excellence Ir
Neuroecliences" by the Federal Government. The cuirent Chief
Medlcal Director of UCH has noted that the hostital has grown {n |
its role as a tertiary health centre ln recent years to serve the

need for (nternationally comparable medical education in West

Africa [AJayl, 1992).

UCH has 45 speclalty and sub-specialcy dieciplinos,
including physiotherapy. a2nd tuna 75 consultative ciinice. Both

in-patient and out-patient services arc offered. The total bed

capacity le 928, including 320 beds ln the new ncurology varda

opened in 1987. Annual ln-paticnt admissions and diecharges

average 9,488 and 8,838 patlents respectively, of vwhom etroke

patients account for aspproximately 0.6 percent {(UCit, 1992},

>

Physiotherapy beglins for the stroke patient durlng

hcspitalization, The paticnt !8 usually seen once a day, five

days a wveek. The usual procedure for stroke patiente. on

discharge 18 to refer them for out;patlent physlotherapy

management. Twelve initlai trecatment aceslons are bookcd as o

Departeental policy. Depending on thc patient's level of
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improvement . more sesslons may be recommended on compictlon ot the

first set of twelve.

The referred patlent tlrst registers ot the physiothera®y

clinic and is glven an appolntment for his/her Lnitlal therapy

sesslon, which {s usually wlthin the first veek or tvo aiter

discharge. When the patlient attends hils/her Elrst iherapy

sesslon, the physiotheraplst makes an cvaluation of the patlent’s

conditlon., vhich includes subjectlve and objective assessmecnt of
the case. {.e. taking notes on case histcry and soclo-dasographic

characterlistics. This initial evaluotdon forms the basls for

developlng a rehablltitatlion programac for the patlent.

At the compencement of out-patlent therapy. the putlents are
scen lndividually., Later ln the course of treatment. stroke
patients who have reached a simllar level of functloning may be
gscen In groups. Staff at the Fhysiotherapy Department have
observed that patlents do tend to drop out vefoce compietion of
the (nitial course of therapy. This study intends to document the
extent of potlent drop-out and identify patient characterliatics
that may be associated vlth the probiem.

Organization of the Text

This brisfl introductlon to the resedrch problea and study
arca servee as the first chapter of the teat. Chapter Two rovioun

f{rarsturc on stcoke and the role of physiotheraby in

AFRICA DIGITAL HEALTH REPOSITORY PROJECT .



12

rehabilitation of the stroke victim. The concept of sick role

behaviour is presented, and factors that may influence compliance

with treatment reglmen, that is the {deal slck role behaviour, are

considered. Patient health education strategles used to encourage

compiliance are described.

Chapter Three begins with a descriptlion of the stuay design

and methodology. The populations of patients and siatf belng

studied are also descrlbed. Study methods tncluded both review of

records and in-depth laterviews. The design. jmplcmentation and

llmltatlons of these methods arce described.

Pindings of the rescarch are presented [n Chapter four.

Paticents whose records vere ava!lable formed an historical cohort,

and thelr characteristics and attendance bechaviour are analyzed
first. Pindings from the in-depth interviews of physlotherapy
staff and current patients cooprise the second sectlion of this
chapter. The tmpllcatlons of these findings, major conclusions of
the study and appropriaste cecoapendatlions arising from thesc, are
discussed Ln Chapter ¥ive.

It is hoped that this resesrch vill serve as d gulde . not
only for further detslled investlgation into patients’ coapliance
vith physiothorapy sanagewent. but aleo for approprlate poiicy and
prog ramee development tO enhance the qQuallty of care glven the

stroke patient ot ucH.
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CHAPTER TWO

REVIEW OF LITERATURE

Stroke, one of the most common neurologlc disorders. shovy
increnslng morbldity and mortallty in Alrlcang, a!though about
three ‘decades ago, it was belleoved to be uncarenn [Osuntokun, et
al. 1979). The conditlon is nov aa common !n Nigerlans as In

Caucaalans {Oauntokun, 1988). After a tvo-year review of 3it8

atroke cases in tbadan, Osuntokun =t al (1979] ceported a male to
female ratlo of 5:2, cospared to a ratlo of 1.3:1 In the overall
population. A pcak age spackitiic Incldence for wmales wvas found in
the clghth decade of Ll fe. and Cor fcmales. tn the sevanth,
Incidence rates (ot walea vere higher than for [emalos in almoat
all age groupes. Those authors concludad that the aczx difference

may be due to bLettor toleratlon of hypertenaion by Nigerian

femaior.

Since Osuntokun [1988) clalmed that incldence rates for
siccke among Nigoerisns vere approaching that of Caucaslans., [t L&
useful to ciamine stroke data from the United Statea. vhich has a
large Caucaelan population, walko;. Roblna and woinfeld {1981)
found an averago annual incldence rate of 140.7 por 100,000

population betwean 1973-76. Incldence escalated rabldly with
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ddvancing age. from 3.3 per 100,000 among those under 35 yedrs, to
more than 1,800 per 100,000 in persons 85 years and older. Age

sneeific rates among persons 35 years and over wvere mackedly
higher for men that vomen, but the rate of increase with age was
falcly similar and constant for both groups betwveen syges 45 and
85. that Is a range of 2.2 to 2.5 fold increase per ten years.

Stroke prevalence for all ages was estlmated at 794 per 100,0C0

[Baum and Robins. 1981).

The numbec of survlivors among iniiial stroke cases decreases

cather slovly with length of time ¢rom onset [Baum and Roblns,

1981]. 1n their sgtudy of lnitlal atcoke patlents {excludling non-
hospitalized patients). Baurx and Robins (1981] found thrat 30X dled
vithin the first 30 daye after onset. Another 13% died over the
next five menths, leaving S$7X alive slx months aftec initial
stroke. However, by the end of five years, approzimately 30X of
these patient® were stlll allve. Age at timec of Inftial stroke
had 3 sarked effect on both short and long tecm sucvival. A glx-
month survlival rate of 65% waa found for those under 75 years
compared to 52% among thosc 75-84., and 33X above 84 yecarm. The
five-year survival ratos showed a similac trend: 35X for those
ages 65-74 years. 22% for 75-B4, and only seven pecrcent (or

potiente 85 yeares and older.

Other factors that influence asurvival lnclude type of
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Inltlal stroke and occurrence of subsequent strokea. GCenerally
the survival rate for persons cxperlenclng hiemorrhaglec stroke 1s
much lower than for those having infarctlon stroke. Ironlcally {(n
hacmorchagic stroke victims hive higher long term survival rates.

Persons who suffer a subsequent stroke are much more Jikely to die

than those who do not.

PATHOLOGY OF STROKE

The term stroke, or cerebral vascular accident (CVA}, refers

to an lapairment of the cerebral clrculation due to a pathological
process ln one or more of the blood vessels supplylng the brain

[Toole and Patel, 1974]. Chankes Lln cecrebral tissue rcsulting

from the impairament are duc to lachaeamia, Ilnfarction or

hacmorrhage. Brain tissue that 1s deprived of an adecquate supply

of blood and oxygen undergoes lachaezmlc chan¥es that can result in
nccrosis or infarction. wWhen hacmorrhage occurs in the braln,
increased jnicracranial pressure exerted by the extravascular blood
can 3190 lead to infarction. Infarction of the brain rissue is

fcreverglble, the three pathologicil processes involved are

thiroobosis, embol Ism and haesorrhoge. It should be noted howvever.

that cecebral infarctlon aay be bresent without dotinitive

identlfficotlon of any of these Lrocc'sce.
The typical sequence of cvents la & relatlvely sudden

developecnt of a neurological duficlt folloved by 3 fairly rapid
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evolution of it. The neurologlcal deflicit reflects the size and

locatlon of the ischaemic area, infarction or haemorrhage.

Usually the onset 1s a matter of seconds, minutes or hours.

llovever, the condition may develop over a period of scveral days.

The cowmpleted stroke 18 an unchanging state that occurs after the
maximum neurological deflicit has been produced fAlne-s and

Mancoll, 1971; Mohr, Pisher and Adams. 1977].

The classic s8lgn of cerebrovascular dlsease ls hewolplegla.
It occurs with lesions of either of the ceirebral hemispheres and

3180 may occur with lcaions of the braolnstem. licaoiplegia 18 a

gspastic or flaccld paralysis of one sidc of thc body including the

extcealties. Hemiparesls, a wcakness of one side of the body, amay

also be seen. Sensatlon way remain intact on the affected side,

but freqQuently 1las impnaired or absent. The paralysls or paresis ls

manifested on the opposite side of the body from the cerebral

heaiasphere in vhich the occlusion or rupture of the artery occurs

[O'8rien and Pallett, 1978].

Other deficits accompanying hemlpleglia or hem!paresis are
hcsCcnymous hemianopsla and other viasu3dl defects, (mpatrment of
speech, impairwent of cognitlve funciLlons and perceptual deficlts.
Specific focal naurological migne of stroke, such ae hemlparesis,

quadriparesin, aphasia. homsonysous hcmlanopsia ond ataxla, refluct

the locatton of the iesion in the brain, Wwhen the fnitial insult
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does not terminate ln death, partial or even complete recovery may
take place i{n 2 relatively short period of time. For sooe
patients, howveéver, éhe process of recovery may ¢xtend to wveeks or
months. Evidence of ongoing restitution may continue to be seen
for many months [Alpers and Mancoll, 1971; Mobr et atl. 1977).

In contrast to the sudden manlfestatlons of an acute
neuroléglcal lmpalrment, there is often 3 slowcer nrocess referred
to as progressing stroke or "thrombus in evolurion,” where
lop3lrment develops gradually over hours or days [Mohr et al,
1977). During this time one particulor slgn or symplom may
vorscn. and nev ncurologlcal dcfects may develop. Usually thls
slover evolution of atroke 13 caused by an f{ncrcaslng stenosls of
the {nvolved artery by the wural throgbus, wlth extension of the
throabus along the 2rtery, blocking Lts branches, and thercby
interfering vwith collateral circulation. The thrombus may extend

the entire icengtn of the artery {Alpurs and Mancoll. 1971: Mohr ct

al, 1977].

The most coamon types of stroke ar¢ descrlbed below.
Cercbral Throabosig

The most coamon cause of corecbral infarction is
athecroscleroric thrombosis. Atherosclerotic sclerotlc plaquus
vusually form at the branching of blood vesscle. Thrombosla will

develop most readily vhenever these atheromptoue plaques have
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caused a narrowing of the vessels {Alpers and Mancoll, 197i; Mohr

et al, 1977],

The process by which Lhc thrombosis builds up over the
atherosclerotic area ts not well understood. It Is known however,
that development of atherosclerosis in the smaller cerebral
vessels {8 influenced by hypertension. HBypertenz'!on and diabetes
mellitus are thc two major predisposing factorcs to atheroacleroska
in the vascular system. DBuring the cevolutior of the throsbotic
gstroke, prodromal transient ischemic attacks arc scen wvhich are
thought to be the result of a parrial occluslon of the affected
artery. The state of the atheroaclerotic vesscls and the
progcression of slgns and symptoms will vary from paticnt to
patlient. Illowever, as the thrombus continues to develop., the
neurological deficit pay progress until a fully established stroke
18 manifested [Alpers and Mancoll, 1971; Mohr ct al, 1977}.

The course of illneas and lemcdlate prognostis folloving
cerebral thirombosis 1s diffficult to foretell. Unfortunately most
“ofien the cllinlcal coureo s one of prograsslon of tho
ncurologlcal deficlt. This may lnvolve a teaporary wvocscnlng of
the patlent's condltion for a day or B0 OC & progrosslon to total
paralysis and cama. Thig progresslon Le moet likoly related to
Increasing gtcnosls of Lhe involved artery or to extenslon of the

thcoebus into ad)acent vemdcle, Wlth cerebral intacction,
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svelllng of the necrotic tlssue can result §in lncreased

{ntracranlal pressure and even hernlation of the brain lAlpers and

Mancoll, 1971; Mohr et al, 1977].

1f the patient survives the lnitial insult, he usually

improves eventually. Thils improvezent can run the gazut froo

total recovery beginnlng in o few days, {¢f the lafarct [s small,
to little slgnificant recovery after monthis cf lntensive therapy,
vhen there has been 3 large infarct with scvece neurologlcal
deficits. 1t appears that the longer thec period vefore
spontaneous movement of the affected llobs is seen, the poorer the
prognosis for rccovery of motor activity and spcech. temlynopsla
persiating beyond o fcv weeks oOr any paralysls reoaining five to
six months follovwing the stroke 1S usually poeroancnt (Alpers and
Mancoll. 1971; Nchr eL al, 1977]1. Aphacia. dysarthrla and
cerebellar ataxia, hovever. Can continue to amciiorate for a year
or longer. and scneory 1oproveoent has becn known to continue [or
up to lvo yeara {Alpors ond Mancoll, 1971: Mohr et 3l, 1977: Toole
and Patel, 1974}1.

With paralyals cesulging from stroke, the d6fected muaclas
are initially flaccid, Then spasticlty dovelope. giving ths
patient Lhe charactoristic posture of & flexed, adducted acm and
an extended, adducted lo8. [L I8 ioportant tO keep in mind that

carly developoent of spasticity 1s uauslly a posltivo (ndicatien
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for functionusl reccovery., whlle slov developament of thls conditlon
means that the patlent §s less llkely to rcgaln funcilon [Alpers
and Mancoll, 1971; Mohr ct al, 1977].
1f infarctlon of the cerebral cortez has occurred, the
patient may beccome subject to eplleptlc scleurces. Patients with
hypertenslon remaln In danger.bf extenslon of the stroke or

*

developacnt of thrombosls $in another arva In the fulure {Mohr ct

al, 1977).

Iranslent l1schemlc Attacks

The term, translent 1ischemla attacks {(Tl1A), refers to brilef,
recurrent eplsodes of o ncurologlcal deflcit that clears
completely. These cpisodes usunally happen prlor to 8 thrombo-
occlusive .stroke, and neuropathologlc studles ilnk them almost
exclusively to atherosclerotic thrombosls {Hohr ct al, 1977;
Walton, 1977]).

At the onset of gsuch an attack the patlent suddenly becomes
awvare ot the functlonal loss. Ocpending upon whethor the carotid
Or verteoral basglar clrculation Lls lnvolved, Lhe loss of power
ta%es place in the hand or foot and progresses rapidly to the
entlre cxtreaity or side of the body. The patlient may capsrience
nupbnegs, partlial or coaplote IOll.Of vision in one or loth eyes,
diplopia. dysarthrlis, vortigo, dcalnecss or "drop attacke” In vhlch

he or she Fas a suddecn loss Oof avarcncss and falls to tho ground,
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The attack rarely excecds 30 mlnutes, bul @ay last as long as 12
hours, wlth full recovery wlthin 24 hours. Many very briefl
attacks lasting only seconds may occur ln one day or there may be
fever than one per month., in all cases the flndings on
ncurological examlnation are negatlve between attacks (Alpers and
Mancoll, 1971; Mohr et al, 1977; Toole and Patel, 1974].
"Approximately one-third of the patients who suffer TIA ulii
later have cerebral infarctlon due to a thrombotlc stroke.
Another third wlll contlnue havling these TiA episodes wlthout ever
developing any permancnt disablllity, while for an c¢aual fractiom

the attacks wlll cease spontancousldy [Toole and Patel, 1974].

cerebral Embol isa

Embollsa ls the second most common pathologlcal process of

stroke. In most cases the cmbolic material has broken away from

the thrombus wlthin the heart and lodged within the cerebral

hemispheres. The course of tllness and iemedlate prognosis

follow!ny cervhral cambollew lp sy difficult to predliel as it |

€or cercbral thromboasis, Masgive bralnstem tnfarction {ollowing
eobollc occlusion of tho basllar artery 1a nearly alwaya [atal.

Most patients recover from CercLral eambollam, somt with no

neurological deflcits. whon a patient dlas. Lt le usunlly due to

tho secondary effects of cerebral ocdcma.

Thore may be 3 remarkable return t8 neurological
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functlioning, with observable improvement just hours after the

attack. This may be due to disappearance of arterlal spasm or to

the progression of the embollic material into smalf{er di{stal

branches of the artery. The long term prognosls depcnds largely

on the severity of the underlying discase responsible for

producing the embolism and the likelihood of subseauentc

cmbolizatlon. Improvement In the¢ resultlng nevcological deflelts

1s ldentical to that described for cerebral thrombosis (Mohr et

al, 19?7; Toole and Patel. 1974].

lntracranial itaemorrhage

The third most common cavse of stroke 18 Iniracranlal

haemorrhage. In most caspea hacmorrhage 1s due to hypertenslon or

to rupturc of a saccular ancurysm. Illypertenslion results 1In

hacmorrhage within the brain tissue, whereas a ruptured saccular

aneurysm bleeds !nto the aubarachnold space- These two causes of

intracranla! haruorrhage will e dlscuseed acparately.

it 'a not knovn preclscly what vascular loslon lcads to the

ruptuce cf the vessel in hypertenslve Lntracranlal haemorrhage.

Tho rupture vsually occurs in the arteries that pendtrato the

brain itself rather thon In the Clrglg . of Willlp [Mohr et af,
1977; Toole and Patel, 1974).

Cztravasdtion of blood from an Ilntracranlal)l hacaorrhagBo due

to hypertension will creato a maes that cosprosace and displaces
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adjacent braln tlssue. As bleedlng contlnues, the mass lncreases

in 8l2zc. [n the case of a large haemorrhage, the viLal centres

vill be compramlsed.' Coma and death may ensue.

The proBnosis ln cases of massive cerebral haemorrhage ls

extremely grim. Putaalnal, thalamlc. cerebellar and poatinge are

the aost comamon sites of haemorrhage due to hypertenslon, and are

all usually large [Mohr et al, 197?). Approximaieiy seventy

percent of patlents affllcted with thls type of stroke dle as a

result of bralnstea compresslon withln a very short tlme. When

the haemorchage 13 small, prognosle for complcte recovery. once
the extravascular blood {8 absorbed, ls good, since rcbleed i3 not
likely and there may have been no destructlon of brain tlssue

(L.e. the haesorrhage miy push the brajn tissue aslde rather than

destroy it). However, 75% of all patlentre wlth lntracranial

haesorrhage dle bdecsuse bleoding cztends itnto the ventricles or

couseo wmidbraln cospresslon and posslbly herniation [Mohr et al,
1977: Walron, 1977).

Saccular aneurysms are small, thln~valled outpouchinis that

develop on the arteries that fora the Clpgio of Willig and on

thelc wmany branches. [t {s thought that saccular ancurysms result

froe deveclopeentel defects of the areerial vall, developlinik over

years la parallel vith the evolution of tho artorfa)l dofoct- Th®

ancutyaas theasclves are not congenital anomslica. Protsusion of

]
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the acrtery at the slte of the defect wlll occur and enlacge

gradually over time. Eventually the arterlal wall at the dome of

the aneurysm may rupture. Thesc aneurysms are rare In chfldren

and are seen most frequently ln patlents between the ages of 35

and 65 yeacs {Mohr et al. 1977]).

With masgive haesorchage death may ensue wizhin mlnutes or .
follovwing several days of deep coma duo to fntcacecebral
disscction into the ventricles. 1f the haecorrhaoge ls small,

therc may be no loss of conaciousncse. or It may be regained

vithln minutes. The patient will remoin confused for as long as

ten days and experlence gevers headache and stiff neck. There

will be no laterallzing ncyrologicali slgns LI bleeding L3 confined

to the subarachnoid space. lowever. lf there 18 lntracerebral

clot form2tion or ccrebral infarction in the area surroundlng the
site of ruptur=, the pati¢nt will become comatosc, anii
laterallzing signd such as hemiplegis or aphasiy vil]l ba ueen
(Mohr et a), 1977),

. tieemorrhage due to rupture of a saccular anvurysm tonds to
recuc. The f[iret major haemorrhaye 1o fatal for approzimately
fifty percent of patieants. A aignfficent proportion of those vho

survive will dio am a result of 2 aubscquent hacmorchage occurring

vithln 6-12 months (ollowing the first attlack. The proknosls for

thls conditlion 18 Zrave, cepecially whén rebletding oCcurs shortly

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




25

after the first attack [Alpers and Mancoll, 1971; Mohr et al,

19771.

PROFPILE OF A STROKE PATIENT

The patient vho has suffered 3 recent stroke way be admitted

to hospital fin a state ol coma or seml-consclousness, or be
moderalely alert and very [rlghtened. Some patlents, on
sustalnlng a stroke. never loosc consclousness. Others do so only
momentardly and gradually become avare that cace slde of thelr body
{s not Cunctioning quite llke the other. Whatever state the
paticnt ls In when first scen by o medlcal attendant or wvhen first
admltted to hospltal, hig condition Ls unlikely to remain static
for very long [Pardler, '980).

In.complete stroke there will be contfinued deterloration in
function and level of congsctioyancses over a varying perlod of tiwe,
vhich may even amount to days. The stroke whose onset is sudden
lo somotlmen {ollowed by a perjod of cercbral shock, durlng which
cerebra! function on the plde of the lesfon is virtually brought
to a standstlll, rowulting in a flaccld paralysis of the 1imbs on
the opposite side ol the body.

A losion vhlch causes damage to Wernigke's speech racepttion
arcd of the cerebral cortex caunos roceptivo aphauia. Another
arcad of the cortex concerned wilth speech und where meaory i8

stored, called lirgca‘'s arca, (f damaged, wil)l couse the patlent to
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have cexpresgsive aphasia or dyephasia if the abliity to find vorde
18 only partlally losl. Oardier [1980) noted thls to be a much

more distressing disabliity for the patlent and 3 very frightening

state to be In, ase patlents vho recover their speech are able to

tell afterwards.

An czpresglve aphasla 15 not always accompanied by loss of
the 3ability to read, vrite or construcl séntences. 80 an

alternatlve channel of communicatilon L8 opcon to some ot theee

patlents. Howvever, presence of o right-atded heetplegla, for

ingtance, neccssltates the right-handed patlent lecarning to wvrite

#{th his non-dormant hand, wvhich Dardle¢r [1980] notud often proves

to Hbe a long and tedious procoss.

Even vith no damage to the cortlical speech centres and with
retentlon of the abii!lty to understand and vrlte sentences, the

patlent may find Lt difflcult to epcak clearly because of

disruption G the nerve supply to the muscles of phonatlon and

artliculation. Thle mechanical difflculty (n speaking, dysarthria,

ls pact Oof hls wotur paralysls, not caused by a leslon of the

higher speech centres, 1t occurs therefore, in lesions Ln elther

the dormant or the non-dormant hemlipphere.
Damage to the optic anerve tract on the side of the loaion

vill cause hoxmonymous hemlanopala., which asomcetimos recovers

partially or fully at u later date. llcmonymous healanopsla le
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that visual deflclt that patlents commonly describe as being

"blind in one eye” [Dacdier., 1980). The patient loosecs the

ability to see anything on one slde of the midllne.

The commoneat glte €or a cercbro-vascular accident is in the

emall blood vessecla that supply the Llnternal capsule. Tur acdlal

and iateral striate arterica. A mild stcoke ln this region may
only af'fect the descending motor fibres (the pycrawidal tract) ae

they paes through on their vay to the brain etex. Patlents vho

suffer simple stroke llke this may be foctunate to be left with a

mlld hemiparests and sometimes maoke an 2lmost complete cecovecry

[pacdier, 1980}. A vascular accident in a lacger cerebral vesscl

vlll cut off a much more extenslve arca of cerebral function,
although €ortunately a collgteral blood supply sometimes Prevents

vhot vould othcrwise be devastating damage (Dardler. 1980].
when a large number of fibres. a large areg of motor cortex

or the motor nuclei in tho brain stam acre damaged. motor functlion

of every typce may be affeciecl. These may include ditticulty Ln

epcaking. swalloving, mastlcation and an asymmetry of fasclal

cxpceossion. Also the fuactions of the arm, ieg and trunk will not

only be affucted by the "wveaknoss" of these parts 3gsociated with

thoe eacly flaccidity, but more iaportamtly, by alteratlon in

ce€lex activity caused by cuttiang off the lnhibitory functton of
the cercebral cortez.,
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Lose of scnsatlon rcsesults 38 a consequence of damage to the

sensory fibres ln the lnternal capsule, or even the sensory

cortex, in 3 more catonslve stroke than onc which cuts off the

circulation to the motor f[lbres only. Whentver scnuory lose

occurs, there 18 always lees likelihood of a good recovery from

the accompanylng paraltysls [DPardier, 1980). In th!'s situstlon the

eensations of paln, touch and proprioceptlion arc all ilkely to be.

affected.

Anoesognoeia, alterations In body image, resulte from the
damage to the parietal lobe of cthe non-dormant hemlsphere. It le
therefore generally accompanled by 3 Lloft-slded hemiplegla
{Curtle, Jakobscn and Marcus, 1371, as cited by Pardier, 1980].
This condltion. vsudlly classlfled as "parletal lobe syndrome," Ls
a difflculty of the patient ln knowing his right side from hls
left, and In carrying out moveamcnte with the undfiected hand,
vhich reguire him to crosg the midilne of the body. Also he may
be unable <0 reco#niec as hie own the llmbs on the affected eide

and may deny that he has anything wrong with him (Dardler, 1980).

AnosognobBla was pointed out by Frledlandor {1967} to be

bascd on threoe theoretical mechanleme. a deficft in

worphosyntheeis, a defect in body concopt and a maladaptatlon to
lilncss 1n 8 pereonalilty that premorblidly denied Llllncss.

¥hatever the defect, the phenomcnon of anvsoEnosle slgnillicantly
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impeded cehabllltation tralning [Andecson, 1990].

The patlent who has suffered damage to his non-dormant

hemlspherc has spatlal disturbances. He has greast difficulty In
|

) orlenting himself in space and Ln relation to obJects around him

‘ {Lediper, 1971). Another group of movement disorders ofton seen la

many paticnts with parletal lobe syndrome, but not accessarcily

assoclated with other gross dlsablllity, arc the apruzlas, or

dlsorders of lcarncd movement [Curtls et al, :97t, in Dardler.
1980].

The intellectual functions of the braln acc shocked by the

teauma of 4 stroke in Just the same way ar the motor and sansory

functlons are. Thle mental conditlon of confuslon, as noted by

pardicc [:980), may delay the cecovery of physlcol slgns.
Other significant changes that oy manifest in thc putient

following ® 8tiok® are alterations in the activitics of datly
L]

{lving 3nd =scctal life [Petgenson, 1979). Thewe Include the

dossire to perform self-care activitfcs, normal activity pattecns
at hone, work or school, lelsure purauita, poaltion In the hoge,
personality and sexual patierns, types of Close personal
celationships, and degreecs of Llfc satisfaction and mocializatlon.

RECOVERY FOLLOWINO STROKR

Andecson |1990) noted that theru are two types of

improvement that occur (n ceaplcted mtroke. neurologlcal ruvcovery
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and lmprovements ln functlonal abllitles or performance.

Neurologlcal recovery depends on the mtechanlsm of the stroke and
the locatlon of the Leslon, s0 that no one gcneralizatlon about

neurologlcal recovery ls applicable In every f{ndivlidual casc.

However, lt wase polnted out that 90X of the ncurologlcal recovery

occurr by the end of three monthe following onset of the stroke.
vith the exceptlon of some haemorrhaglc strokee that may contlnue

to shov 8owme neurologlcal recovery for a longec perlod [Aanderson,
1990].

The improvement in functlon depends upon the environment in
which the patlent with completed stroke La placed, and on how much
tralnlng and motlvation there ls for the patlent to learn and

become lndependent again Jn self-care and ®0bllity [Kinsman,
1989].

Once thc Llssues of the central nervous system have been

damagecd, thcy do not recover in the way that skin or bone repalr

theasclves [Dardler, 1980). Any recovery that takes place after a

€vA will recsult, 3s a rule, from one of two processes, reductlion

ot lnflammiatlion and the openlng of nev neuronal pdthways. Trauma

within the brain ls followed by an Lnflammatory reactlon, with the

usual vamo-dilatlon and accompanylng oedema. There is ccesstlon

of the conduction of neurones Iln thg ares, wome of which die

causlng permancnt damage, wvhllc othoros may ko rostored vhen the
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inflammation reduces.

The sccond type of recovery 1ls a more functlonal onu, which
18 more likely to occur i{n younger patlents, especlally chitdren,

Iln whom the central nervouy system ls stlll adaptable, KNew

neuronal pathways, which have not previously been used, Jorc cpened

(Dardler, 1980]. ‘There ls evidence that the average huwan uses

only a'small portion of the avallable synapace !n the nervous

systea, and some of the ones that have not previously been used

may be opened up following damage to othcra. The developmunt of

ncv pathways permlity the relcarnlng ¢f motor activities that were

lost through the damage Lo othec pathways.: The leprovement Ln

motor function, for whatevece rcason, may contlnue for more than a

year [Dacdier., 1980].

Dardler [1980) noted however, that whether thls process ls

equally true of scnsory pathways 1s more difflcult to assess

because the return of senegtlon, 1f Lt occurs at all. scema toO

occur fin the carly weeks followlny stroke. Thls wvould Andlcate

that the sensory neurones wvere undergolng tho fleat type of

recovery, {.e. from reductlon of inflammation. 1t may be that

within the 8engory symtem there are not the same number of

alternative pathvays for "reloarning,” aa arc avatlable within the

motor systce.

Cllnlcel ezxperlence lndicates that return to lunctlon cunnot
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be hurcled In the early weeks, but on the other hand. Lt aay be

delayed Lf treatment ls not given. As Dardler [1980] noted...

1t 1la doubtful whether the latenslty of treatment has

any cffecl on the tlme 1t tukes for the In{lammatory
|

reactlion to dle down.

In the long run, however. It

seeas that there (s better recovery of function when

treatuent of some sort is instituted soen aiter the

lesion has occurred.

The assessment of recovery potentlal Is by nature Sublectlve

because one stroke patlent cannot he caslly cosphared with another

In the way that two cases of fracture can be compared. Also lt ls

not possible to tell what che result would have becn §f no

treatsent had been glven to a particular patient.
Though scec major conditions often assoclated with

unfavourable outcome have been tdentified, Anderson [1990] polnted
out that Lt wa3s stlil not proven that ecarly lnttlation of
rchabllif{tacion trecatment, particularly sose of the faclllitatlve

technlques. could iInfluence a greater return of neurologlcal

functlon. tie did lndicate other Justifications for commenclng

Lrecatmont coarly in the courge of a completed stroke. Included 8
the prevention of 3voldable compllications such as deprosalon,

Intellectual rcgrowslon, physlcal deterloration and contractures.,

1L gppears that thtre «te no predictlve [lndings ln the
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early evaluation of a atroke patlent that will Indicate the nature
of long term recovery (Anderson, 1990: Lehmann et al, 1975].

However, thero are some conditfions and procesaes that are

assoclated wlth unfavourable outcoavs lnctudlng murked concomitant
dlacase, bilateral braln damage. dementia, pecsaiatent neglect,

bovel and bladder incontinence lasting more than three ocr four

veeka, groas pecceptual deficlta,

flaccid paralvaia lasting more

than two months, severe dysphasia, prolonged bed ccat, clfinfical

depceaaion, and a long intecval between cnset and the lnftiatlon

of cehabilitatlon.

The influcnce of age on cuicome haa not becn cliarltled.
Even though older patients may have mgre funciionsl loss, they
dppear to recover as wvell aa younger ones, both Bsocialiy and
functionally [Wade et al, 198A. aa cited by Andecaon. 1990].

Another Ffactor that lapedes undecatanding the influence of age on

cecovery A the fact that elderly patlenta have grcater pre=-atrokce

impalcment and were liviny alone itn a less Bupportive cnvironment
* [Andecraon, 1990),

If recovery wlil occur, gponianeous improvement will be

dlscernable within fev days of the ictus {Toole and Patol, 1974].

As a cule, the more rapld the (nitial cccovery, the more camplete

it will be eventually., Expatlating furtheec, Toole 3nd Patel

[1974] noted that Lf there haa been no cecovery of volitlonal
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actlivity after 6-12 uveeks, it can be assumed wlth some confidence

that lictle recovery will subsequently occur.

Recovery almost always occurs flrst tn the proximal muscles

of the torso, hip and leg, followed by the foot, tous, upper arm

and forcarm, and lastly the fingcers. Thls rcturn to functlon

rescables the normal acqulisition of skills In latumtis and

children, l.c. the developmental stages of the lofant central

nervoue system (Toolce and Patel, 1974), Noss aclivity always

appcars before isolated jolat moveament (s posblible. ' The

developmental stages of moveament are thercfore used 38 landmark

for asscssament and trcatwment [Gardler, 1980].

Plnally, according 10 Toole and Patol [1974}, even after

motor power beBine to reappear, laprovcament may cedse at any

ptgge. ldentifled awong the factors which may causc such

reveresale l9 motivation, vhleh tops the list. Poor famlly

relatlonshipe are another 1mportant concern, us ure other factors

noted atbove.

Oudilty of LiFg Afte e

The concept, Guality of life, is difficult to deflne, It

consists of both subjective and objective assossmzcnts of the

¢

soclal anvironment. On the subjective level, individuals must

cons!der lssucs of hepplness, satlslactlon and weil belng.

ObjJective asscssment coneldore social lssuca lncluding housling,
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social support, camployment, education and access t{o basic
Bervices. Obvlously there (8 {nteractlion as the lndlvidual, for

example, would evaluate her ovwn quallty of 11fe by assesuslng her

degree of satisfaction with her current coployment or healith

eltuation [Green, Kreuter, beeds and Partridge, 1980]). The stroke

patient may measure her quallty of 11fe by assessing her own
| i
abllity to perform the activities of datly life {Kinsman, 1989]),

Most patlents report a decrease {n quallty of llle after
stroke and an lncrease in disablement, even though objecCtive

measures of dailly life activities may Jmoprove. Even patlents

vithout dlscernable dlpability lndicate a decreadsc in 11fe quality

[Ahlelo, Britton, Murray 2ad Theorell, 1984). The psychologlcal

reactions of deprcselon and anxlely are implicated. as Ahislo et
al [1984] found that stroke patients who were clther depressed or
anztous durlng the acute phase of the lllness showed more
deterioratton ln qQuallty of life after 24 months than did other

patlents.

Age vas found not to correclate vith depression beyond the
acute post-stroke perlod, but thore is correclatlion batveen the

degree Of functionel phyelcal laspalrment and severity of

depresaion which stcadlly incrcasce [Robinaon, Starr. Lipscy, Rao

and Prilce. 1984)., A study in ®scford, Englund. found 1hat

J depresslion, 1.c. a state of belng unhappy, was relatlively rare
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Jfter stroke (11-i5X of patients), while emotionallsm (c.g. misery

and non-gpeclfilc emotlonal distress) wus more comuon (A5%). Wade

[1992) found that provision of accurate and relevant tnformation

about stroke uwould often allay both anxiety {the emotional

responsce) and depresslon,

Concerning the moce objective measures of quality of llfe,

Itolbrook [1982] observed that stroke "disrupts (vally Jife, work

patterns, flnanclal status and general life-style, it lmposes a

heavy workload on hospltal gnd communlity care services." Affected

familles may need considerable support, not just durlng the

Iinltial crisla stage when the patient tm in shock. confusion and
high anxiety, but {or many years after [llolbrook, 1982). There is
a positlve correlation betucen avallable social support and
favourable outcome after stroke, suggesting that famlly

lnvolvement In cehabl)itatlon 18 essentfal to recovery [Evans,

Matlock, Bishcp, Stranahan and Pedecson, 1988].

Pepeeaslon and emotlonal distress ls 0iso common azong tho
fami'y membera who are caipected 0 provlide social support and care

tc the stroke patlent (Mulley, 1982; wade, Lelgh-Smlth and licuer,

1986]}. These problesa aay bu assoclated with the potient’s own

czotional state and to financlal costs of care, reitrictions to
the carer's soclal life, and to physical strailn on the carer [Wade

et al, 1986: McAlpline, 1992). Thus carcera miy bencfit from
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Informatlon on carlng procedures, attention to thele own personal

neceds. flnanclal assiatance, emotlonal support und helfr In carlng

for the patlent, lncludlng resplte care (Mcalpine, 1992).
REHABILITATION

Stroke cchabliftatlon can be carried out In a nursing howe.
)

d rehabililtatlon centre, a community hosplital, or even in the

patieht's ovn home. 7The overall alms of rehat!i‘tation of the

stcoke patlient are dlcected towacd hls eacly cctucn to the

comiunlty, home and/or cmployment, wherc nossible. Rehablliitalton

beglns when a physlclan Elcst sees the patlent. Even before a

definitlve diagnosis haa been rcached, the phyalclan wmust lnttlate
a programmc designed to prevent complications and minimlze

neurologlc deflclt [Toole and Patel. 1974}.

Patlents suffecrlng acute cercbrovascular eplsodes recelve
care from a number of health professgionals who may cach direct

speclal ckllls to onc or morc aspects of hls condition. but

inevitably affect him as a whole person. The physlcian and tho

nurgo at flest wlll be concerned with Instltutlng life-saving

measures associated wlth the cacdio-vascular and reapl ratocy

systems. Tho nurse will algo bo concerned with tho patlont's

fcedlng, bovol snd blodder function and wlth the condltlon of his
skin. The physlotherapist may be callcd ln carly becavse of the

conditfon of the paticnt’'s chest ti.c. broathlng)., or bocause the
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attending physiclan {8 owvare of the value of carly mobiifzatlon

[Pacdier, 1980). The physiotheraplst, with her specialfzed

Xnovlcdge of motor actlvity and the cf fect of brain damage o the
notmal CEunctlon of the ncuromuscular system, ls called ugon to

gulde most approprliate poaitloning and handling of parcicular

patlents {Dardler, 1980],

Following a completed evaluatlon of the potlent as a vhole
and In conlunction with the specliflc trcatment of his general

mtdicdl condttlion, the physlotheraplatl carcf{ully formulates a

rchabllitatlon plan For the paticnt, which 18 dlrected toward

prevention of additional cocplicartonm, trcatment of the problems
that have alrcady occurced, and {acllitatlon of normal motor

responscs, communlicatlon, mobllity and functional lndcpendence

(Dardler, 19801.

ABONg the varlous places wher2z rehabillitastlon could cake
place, Andcreson | 1990] recommends the large coaprechensive

rchabllitatlon centre, which the stroke victim can attund from

howe on an out-patient baslo. Rchablilitatlon In thla actting haa

been found to move the patient from a low level of funcilonlng to

a hlgher lovel 4n 3 relativcly shorter pertod of tlee. In

contraat rohabilitation carried out in cxtended care facllitles,
cosmunity hospitals and nurgslng homes 18 often lebelled

malntenance rehabllltatlion, which proventB deterloration of
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functlion, but doca not actually ald the patlent to progress

rapldly.

Klnsman [1989]'obscrvcd that In the conventtonal hospital
cnvironment, rchabllltation and physiotherapy do not achleve much
morc than helping stablllize a patlcnt's condition and do liitle
toward helplng her learn to quCtlon dt her maxiwum potcntlal.

| This has led to skeptlclsam by some about the efficacy of
physlothcrapy, as patlents Ln hospltal arc often observed not to
conply with prescribed movcaments and cxerclses (Xlnsman. 1989).

The hospltal sattling, vith socclol furniture, @¢al tlwmes and

other routlnes, does not permlt thi® patient to lecarn how to

functlion vithin her usual environmcnt. 1n this escttlay tho

physiotherdplet la llkcuwlsce confined to directing his attention

tovard functlonal tralning of the muscles and not toward the

acqulsltion of baslc lifec skills. A rchabllitatlon centre can

offer a "tota! learning environment,” vith longer ocsslons and 23
motivatin¥ atmosphcre, vhere patients have been observed to

pbt‘orm relatively better [Klnsman, 1989]}.

Such an ideal desi{gn of services, let alone traditlonal
hosplital-based physlothergpy and rchabillitatlen, is scen as a
luxury for patients with dlaabilltléa in developlng countrlea
{Levitt, 1988], especlally when attendance is required for montha

or years. Thile ls becausa such sorvicon arc often too far away
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from the disabled person and are too expenslve.

Further skeptlclsm about the value of rehabilitatllon has
arlseen 31350 due to Lhe comman bel lef that stroke patlents do not

survive lon¢ enough Lo justlfy the capunse and c¢lfort of

rchabllitatlon {Anderson. 1990). Rescarch has provided evldence

to counter this ayth, and shows LhalL at least 50x of survivors of

stroke live for 7k years or longur |Anderson ¢t ai, L1977 Anderson

et al 1978: Matsumoto ct al, 1973].

In aaacuslng the iampact of rchabl!ltation there i3 need to

go beyond consldcration of the location and design of services and

factors auch am age that may Jadlucnce prognosis. It [a cqually

lmportant to conslder the patient's own rcespongc to the aiiuatlon

including her willingnoss to utllize the sorvices otfered. Wwhile

many pcoplc come Lo hospltal to scek lnltial treatwent, not Jll

coaply wlith the prescrlbed treatment regimen [Kirscht and
Roaenatock, 1579), tncluding the neced for appointment keeping

[Loventhia! and Camecron, 1987) and partaklng ln phyalothcrapy

sccvices (Coy, 19B9]. Thies problem may arise when the health

vorker concentratoa solasly on the beneflta of coamplifince and

ovorlooks the pstleni’s own concerns and perceptliona {Coy. 1989].

for example, the lack of vislblo o} tlomaty slgns of [mproveront asa

vieved by the pattent or her fomily membors {Adanlawo, AJlbola,

Akxpen, Malomo, Olevolafc and Tejumola, 1988].

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



41
Never-the-less, a patient can protect hilmsclf from
disablilty and further handicap Lf hlis motivation is maxlamlzed.

This could be achlévcd when the threat to heglth I's severe, the

Individual feels vulnerable, the recommended adaptive response 1S

bellieved to be an cffective ocans for averting the threat. the

person 18 confldent ln his abllliies ‘o complete successfully the
adaptivo response, the rewvards assoclaved with any meladoptive

behaviours are small, and the cost aswoclated with the sdaptive

response are emall [Prentice-Dunn and Rogers. t98b]. Thesce

behavioural lssucs are dlscussad ln more dotail later Ln the

chapter,

The Role of Phyeiothetpy

According to Andorson [1990] rehabllitation of the stroke
patient connotes tis treatment snd tralning to o maximua potentlal
where he 18 able to achleve physical, psychological. socilal and
vocatlonal !ndependenco, and begine on the flrst duy of Lhe
adttack. The Jolnt Commisslon for Stroke Hacllitles [1972)
.rcccgnl:ed the essential fnput of physlotherapy in etroke

rchabilitation., FPhyslotherapy can Le deflned as ..

The act of providing preventive, curative 3nd
rchabiiltatlve health care by eaploylng physlcol

means, and as much 08 possible., withoul drugs {Ganl-

[kilama, 1990].

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



42

The physlical agents employed Lnclude, among others, water, 1llght,

electriclty, heat, massage and cierclses.

The stroke lnevitably resuils la healplegla. Thus the

general alms of physlotherapy are to ensurce soft tissuc
flexibillity and to alnlmize cffecls ol disusec and spasticitiy

{Mullcy, 1982), to promote purposclful motor learniay [Cacr and :
Shepaéd. 1989), ond to Improve the pallenl's functional abllitles,

such as self-help and dally llving actlvitles [bobath, 1999).

The physiotherapist at entry levci accurately ldentifles the

paticent’s problems with the use of cvaluatlon data. These data

acc usced to determine the natuce and extent of the pathologlcal

condition causing the hemiplegla and to select sclentlflcally

Justifiable trecatment [Olsen, 1983]. The Lnitlal evaluation of

the patlent’s condition made by the physiothcraplst usually

includes the ioi'oving [Bobath, 1990]:

1. A gencral 1mpréssion of the patlent. including whether
she ia secalngly younger or older than her
) chrongioglcal age, her cooperation, indilference,
eaotlonal release, deprcaslion, noBativiam, aggreosalon,
cuphoria or (nstabillty.
N _

Stato of health Including underlylng cenditions and
signe llke hypertenslion, heaart latluce, ruspiratlion

probloms, glddinces, weaknaan, and others.
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Tonus, that is the recaction of the musculature to

passlve movement., and the quallity of postural and

movement patteens,

4. The sensocy state al deep (proprloception) and tactile

sensation levels., with focus on the ctfect of sensory

deficlt on moveaent, muscle power and prognosis.

S. Funct{onal abifllties and disabilities.

This cvaluation ceflects the ncuromuscular status of Lhe patlent

with stroke, and has lmpiications for his physlotherapy management

{Andceson, 1990; Bobath, 1990; Carc and Shepard, 1989; O'Brien and
Pallett, 1978).

Vaclous trcatment patterns and technlques to facilitate

cccovery exlat. Range of motlon (ROM) cxerclaes are Instituted (n

the acute phase, winen the patient 1a unable to @move her
extrealtiea 2ctfvely to prevent firgt, the ghoriening and eventual

fibcoals o! tbe muscles that arec maintained In & flsed positton

Sccondiy. loss of lubricatlion betwyecn the moving pacta and the

poclacticular 6tructuros {9 minimized, vhile cuntractures or

contractural joint deforwitics are praventud,

The kKON ezerclsea include “pasaive movaagont™ wvhere ciercleca

aofg perforsed by the therapiat on Lhe patlent vho Ls not actively

involved. Later frco active ezarciaen are peclorsed by the

patient under the direct superviaion of the therapiat. Therc are
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also active-assistive cxerclses that the patlent performs by
bringlng the Joint through the normal range of motlon, assisted by

the theraplst, or by herself usinyg her unafiected extremltles.

0'Bricn and Pallett [1978) (dentlficd the followlny turposcs

for ROM cxecrcises:

) To prevent tightening of ligaments and cuscles that

Way cause contractures. Contracturcs arce palnful and

unattractive and limit perflormance In 4ctlvitles of

dally living, such as dressiag, bathing and [ceding.

To lmprove clrculatian., HOM crerclscs prevent or

reducc ocdenad by crihancing venous flow.

To facilitate rehabilitatlon. IF Solnts are kept

“free” or "lcose” durlng the acuite atage of illness,
movesent can be perforaed 28 soon as rcecovery beglns.

Recovery troa hemiplegla (s facilicated by proper

positioning. Bed rest, rcqulired during the Inltial stage of

stroke due to the patlent's medlical conditlon, will have a
deleterious effect on hls neurological state, vhich way alrcady

have been impsired by the upper motor nouron {eslon [O'Bri{en and

Pallett, 1978). The epacific objectives of poeltioning are o

| maintain full, paesive KON, to prevent contracturge oiid ncecrosd,,

to i{wprove circulation and to mlnleizec apasticily,

The various POgltions that the patlcnt can assume; with thy

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




AS
theraplst's supervislon include lyling supine, lylng on the

affected slde or unaffected silde, lying pcone, und sitLfing. The

bed on which the patlcnt 1ls lald 1ls placed so thal Lhe locker,

food, televlislon and radlo, visitors and othe¢r oblects of lnterest

are on her affected side. The bed must have a flrm ®atiress on 3

solid base, and a bed cage to cover the patlent’'s legs to

eliminate the welght and (rritatlon of beddings. Yive or six

pillows would be requlred for adequute support and correct

alignaent of the head, trunk and limbs {Cash, 1979].

Inhibiting abnormal muscul2r activities also helps the

stroke patient recover froms hemiplegla. The maln alm 13 to

{mprove tonus and coordiration by obtalning normal. active

reactions on the affected side [Pobath, 1990). Flaccld

extremitles requice partlcular support. To prevent subluzatlon of

the humeral head out of the glenold cavity, a flaccid arm, with or

without spesiiclity of the depresaors of the huaerus. i# supported

on plllows vhen the patient (8 In bed, and supported wlth an arm

‘aling vhen ohc le transfecclng or ambulating (O'Drlen and Palleln,
1978 Bobeth, 1990].

Spasticlity. moreover, is treated by inhlbiting the deflnlte

synergic pattern. This i» achieved by chunglng and diessoc |4t ing

the spastic patterne, L.e. by "shunting” using statlc reflex-

Inhilbiting patterns, and also by Lhe procesa known as
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"autolnhibltlon" [Bobath, 1990]. Autolnhibltlon ls not only

beneficlal for one speclflc movement, but also, by reduclng

spastlclty generally, glves control over other movemtnts. Heflex-

Inhlbltlng patterns not only lnhliblit abnormal actlvity, but at the
same Lime glve the patlent normal "posturai scts™ to laltlote

movements [Bobath, 199Q}.

Rehovery ls facllltated by functlional tcaln!np In

"activitles of dally llving™ (ADL). The term ADL refers to those

activitles involved wlth personal care, ambulatlon, homemuklng,
tcansfec and transportation that would allow the strake patlent

vith heslplegia to functlon as an lLndependent person (0'8Brclen and

Pallett, 1978]1. The trecatment therefore, Is geared tovards maklng

the patient '3 functlonlng pecson wvho can pecfore activitles
throughout the day and in any environment by consecrvliag her
strength, faciliiating mobillity and provliding any asalstive

cquipmsent ne¢cecsary to prosote Independence [Kinsman. 1989;

O'6clen and Pallettr, 1978),

The thecrapist analysce the component sotlons of cach

activity. Then he has the patient practice pach of these

cosponent sotlons as ezoerclsos unti!l she ls ablo to practice the

activity aa a wvhole (O'Brien and Pallott, 1978 Kinsman. 1989),

SICK ROLE WENAVIOUR

Hiealth behaviour consliste of all huaan actionsi that atc
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guided by hecalth purposes or reinforced by health outcomes, and a

subsct of these behavliours, sick role behaviours, lnclude Lhose

w«Ctlons taken by an 111 person ln order to recover {rom poor

health [Kasl and Cobb, 1966]. The slck role itself refers to the

soclally sanctioned deslgnatlon of betng in 111 health {Stone,

Cohen and Adler, 1979].

According to Parson [1972]. the sick role s nccessar(ly

soclally deviant. Sickness ls permitted by socicety after a doctor

(ln Westeon soclcties) or other soclally rccognlzed healer

legitimlizes the patlent's necd to both regress and accept the sick

conditlion. This 1z because sociciy's efflclent functionlng

depends on contributione made by peaple who are ticaithy. A slck

person suffers a dlsturbonce of capaclty, and once the tncapaclty

is recognlized, the slck person poves fnto the sick rola.

Occupantas of the sick role are czempt fros responslblility for the

Incapacity aince 1t is viewed ag being beyond thoir control. They

are theceiore excmpt from formal soclal obilligations [Stone et al,
1979).

Rovever the leglitimiagtlon of the sick person’s etaemption

from ususl duties required that the occupant of the sick role

cecognice that belng 111 1e lnhorentiy undosirsble and that he or

shé should thersfore foel obligated to try to get well. Such

obllgations Includo soeking of tochnically cospetent help and
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cooperating Ln the process of recovery [Rosenstock and Klrscht,

1979].

The sick role for persons wlth chronic lllnesses (s

different from that of people with acute. short tera Illnesst

episodes. Chronic {llnesses are not curable, and thcrelore

require the -patlent to adjust to hls condltion crather than Lo try

L

to Bet well. In additlon, the czcmption from uvsual responslbllity

would be partial rather than complete [Rosenstocx and Niracht,
|

1979). The sick role ln older people is mcre complex, especilally

because the person receiving treatment .s olften sufferlng from

several conditions {Kiracht and Roscnstock. 1979).
Two aajor cosponents Of sick role hchavliour are flrat,
initial and_ subscquent utilization of trcatment services. and

secondly, coaplianc2 w!th recommendatlons made by those [rom wvhox

lilness care l¢ aouvght.
Drilization of Mealth Secrvicep

An understanding of hcalth sorvico utlllzation beElne vwith

an-avacrcness of the alternstive choices facing the slck person,

Once choices are sade, lssues concerning frequsncy and cegularity

of use arise, 1t should be noted that the use of medicel services
le not the most usual response (o syaploms and that aQet l(llnasa

eplesodes arc acif-treated or treatad within tha faniiy [Haggerty

and Roghmann, 1972). Ajlthough tho sltornatlve of irlf-cara is
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often vieved with alarm, it 1s a ubiqultous human reallty [Stone.

et al, 1979). Advice seeklng durlng illness ls not llalted to

that obtalned from health professionals [Suchman, 1966), Lut
includes the "lay referral systexm.” a pracess vhereln the i1t
person dlscysses hls health disturbances vith other pecpic with

the alm of at least partially leglitlolzing his entry Into the sick
role {2ola, 1973).

Health service utillzation diffecrentlals have bean observed

for different segments of soclety. Geacrally middle-aged adults

have the lovest levels of utlllzation. Females huve been obscrved

to scek health services to a grecater cxtent than men (Rosenstocik

and Kirscht. 1979). Although poor and non-poor patients appear to

have the same utiilzatton ratos, the poor actually utilfize health

gervicer iess bidzed 0n need for health care (Kelwman and Lane,

19726). Flinaliy perception of the condlition, L.e. that [t {s»

becOoBing worss, preciplitates hospital vieirs [Kahn. Anderson and
Perkoff, 1973).

Uctllizatlon of services is a rontlauous proceas, “épecially

for patients vith chronic or loag ters (linces. This l&aills 1o the
probles of drogping out of tredisent. This protjem say o (g%

either because sysploms may have abated or because the poLlent
decides t0o sesk treatment in another place [Backeland ang

tundvall, 1975). The lixelihood of droppieg ot le relavted &
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gsoclal isolation, lack of visible affliction, negatlive theraplst
attitudes, long walting time for treatment, low soclo-economlic

status, young age. and socl{al instabi{llty [Rosenstock and Kirscht,

1979]. The design of the health care aystca ltself may prevent or

enhance the chances of dropping out., Reminder cards oc contacts.,

continuity of scrvice providers and modlfication ol clinic
procedures to ensure peraonallzed, convenient caore have all proved
valuable in reducing drop out [Backeland and lundwall, 1975

Finnerty, Rattie and Ploneriry, 1973:; Becker, Prachman and XKirscht,
1974).

Another aspect of service dellivery that may affect

utilization (s the refecrzi system, WMany patlents never show up

at the place of referral to receive (1.@. utlllze) the recommonded
aervices becauee they were not glven specific appointments or the
nase of a specific contact person of servico provider [Rosenstock

and Kirechi, 1979). The referral procuess {a also inhiblted by

transportotion probless, 4 locg time lag bLelvaen refarcral and
firs? cppointment {(Hertroljie, 1974}, coat of service [Roscastock
ant Kirecht. 1979} and wvhetlier thi? pati®nt was (nvoived |n

choosing the site of refarral (Martro1jls, 1974},

Compliance

Compliance 18 the satent to which & patient’s bekaviowr

colncidoa with the clinfcal prescripiion and incliwles an arvay of
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different behaviours [Kirscht and Rosenstock., 1979). Cowpilance

behaviour overlaps utlllzation behaviour In that it includes
ppoint@nt kecplng., but fe also concerns performunce of trpateent

regimens [Leventhal and Caseron, 1987]),

The preaence of syuptoms 1s a focal cevent for coap!¥ing with
ecdical advice [Kas} and Cobb., 1906]. and vhen advice lncludes

actions aimed at relleving sysptoss, It ln morc likely to be

folieved [Haynes. 1876). On the other hand, the abisence or

cessation of symptoms often jeads to premoture tommination of the

reglmen [Becher. Drachman and Kirscht, 1972]1. Coeplisnce L&

enhanced Dy oider {actors Includling satlsfaction with services

[Betker et al 1924 Rorech and Aegrere. 1972) and clear

cosmeariicatlom of Iloformation (levenihal and Cesercn, LV\9A7}.

Social struriwral varlablaes are also positively ansociated
vilh compliaries saod Include sducational level, Incoss and

occupation (Y=eilatosio and las, 1970). VYounger adull patients

have bovn found Lo be @oce lisely (o hesad appolntsents |Jonus,
1973).

The natere of Lhe regimen Itself oill isfloerce compllance.
Chronicelly i1 patiests are iese ilsely €5 stay in | fesisenn
Awie ke 'fvatesst regimen has 4 Ligh dagres «f (sterfeqesce wilh

dally activitles [Tagllacowss and lsa, %I0). Cospissity,

Suration, cesl, sccassibiiity and sids elfscis uf ihs Tegines ars
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other factors Lo be consldered [Becker. 1974). Theoretlcal and

conceptual models that shed more Light on compliance and

utlllization behaviour are presented below.

Role of Health Education

Attecampls have been made to modify behavliour pattierns
rclacling to compliance through systematic intervent'!on

parcticularly pativnt health educatlon. These lntecventions have

Ilncluded modlflcatlone in the patlent*s soclal support system, his

self-help skills and his modes of contact with the health care

system [Kiracht and Rosenstock, 197S%.

in patlent education, tho {ocus le on voluntary behaviour

change In an indlvidual depending on his current health care

needs, such thaot unhcalthfu! behavliours are modified and new

behaviours that wil) help the patlent attaln hlis maxlmum health

potentlal are fac!licated {Stanton, 1983]). Caffarclla i1981]

deflned paticnt ~ducatlon as 3 proceams by vhich patlents, and in

gome cas=2 thelr familles.

healch probloea and develiop positive attltudes tovards resolving

recelve Information about speciflc

the problems, with resultant changes In 11fe stylesa. Pocusling on
procesa, Bartlett [198%)]) deflned pa:}cnt cducatlon as a planned
learning czperlence lavolving the uee of a comblnatlon of mcthods

gsuch a8 teaching. counselling and behavliour asodiflcatlon

technlques to Influenco patlicnts® knowledge and health bchoviour.
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Palient education emphaslzes actlve patient involveament in

hie medical care progr3mme. Learning processces such as

counselling, skill &evelopnent. guldance and support facllitate
the patient's declsion making about care and trecatament, and aleo
provide an opportunity for contlnuing education through the cycle

of hcalth;slckncsn-rchabllltatlon and throughout the various

health care delivery scttings including the hooe, che vorksite and

the community (Peeds, llerbert and wolle, 19?9: Pollock, :987}. An

organlzed programme of patlent educatlion 1s needed especially for

the chronlcally 111 in order 10 rcduce 3 patlent's anxiety,
provide lnsights lnto her allzent, Lncreasc her knovledge about

the effect of treatment. cncourage greater selt-acceptance of her
present condltion and leprove her social contacts [Dehaes, 1982].
Patlent hea!th education should be a planncd activicty |f

desired cffects ar® to Le achleved (Green, Krecuter, Deede, and

Partridge. 1928C). Planning includor the following steps [Dubrey,

1982; George. 19821:

. Asscesacnt of the patlent's and famlly's nteds for

patlent education (e.g. knowledge, okilis, Jttitudes,

valuos, support lecvels).

. Assoeexmcnt of the poticnt's readlneas for patlent
educatlon.
] Planning and devoleping the cducatlonal progracme
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including setting, ln concordance with the patlent.

educational and behavioural obiectives.

laplementetlion of Lhe patlent educatlon programme wlth
the active participatlon of the paticent and family.
Evaluatlion and documentatlon of patient leacenling with
feecdback to the patlent and famlly.

Wolle (1972], identified several conditicas which must be

met to enhance the ef(lectivencss of these steps. The sltuatlons

and opportunltlies for accomplishing the cteps. including "how,"™ by

"whom”" and "vhen." augl be analyzed and clrarifilied. The atiltude

of health staff must be poslitive tovard the plannlng and dellvery

of health educotlon. and thelr knowledge and sklils for dolng 80

should be adequate. Finally. educational programmes in health

carc settings will occur only vhen supportive adaministrative

arcangements and policy declslona have been made and adefuate

rosources have been provided.

!'Enn;:ﬂ! E‘-l_L_'Fj‘gﬂ!'.'Hﬂ rk

The planning of patlent health educatlon programaes. ¢.¥.
for stroke patients, requires a thorough educational diognozie of
the factora that influonce czlsting patlient behaviour and couid

influence the adoptlon of heaithier alternatives [Groen et al,

1980]. This diagnostic proctes Lle alded by thuorcetlcal (ramewvorks

that attempt to czplaln human health Lehaviour. <This current
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reseatch 1ls an educatlonal dlagnostic effori. and as guch has been

guided by several hcaith behaviour models.

Baslc conslderation 19 glven to the fact that pursons with
chronic lllnosees or conditiens, Like hemlplegia {ollowlng stroke,
are faced with many adaptive tasks including the neuvd to mascter
the physical symptoms of illness, manage the required %treatment,
develop and maintain reiatlonshlps with health caco providers,
cope with 3 wide range of emotions, preserve scli-image. maintain
a sense of lndependence and control {(while still having to be
dependent on others). presorve relatlonshlps with fomfly and
friends and live with ungertalnty., Behavlioural models offer
insights on thc factors tha:. may encourage or inhibit tlicse
adaptive tasgks.

The iteaith Bellefl Modo! (HBM) secks to cxplaln decislons
regarding hoalth benaviour and the perceived value of that
behaviour f[or coping with a threat to health. The cognitlve
cleacnt? o{ the mode! have been duveloped by Becker [1974) and
Rosenstock {1974), among others, and include the following:

. Percglved Theceat: Bellefa about the nature of the
threat to health in terws of its perccolved subjective
scverity, should the thféntonlng conditlon occur,
inciuding evaluation of both heaith ond social

consequences, and percoptlions ol peraonal
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suscepiibliity to that threat.
Pecrcelved Benefitg: Delbefs that speclfic recomasended

actlons will be benellclal, protLectlve and efficaclous
in reduclng or ciiminatink the threat.
E&ESQA!&Q_EQILLQLA; Bellels about barclers that may
Inhiblt taklng reccommended actions including high
coaste and lnconvenlence.

Levenilhal and Cameron [1987]) have found that the diamcnslon of
beilefs or perceptlons that ls most powverfiul In predlicting
behavliour ls percelved barrlers, followed by percelved

susceptlblllity, percelved benefitcs and percelved severliy, In

descending order,

The HBR, a8 secn !n Vlgure 2, caplains that bellefs or
perceptlions may be wodlifled or stimulated [Rosenstock, 19741].
Major modlfylng (actors Include soclo-demographlc varclablos such
as sex, age, ethnlc group, scclo-cconomic status and occupatlon.
Ealsting knowledge about the condltilion is another potential
m;dltlcr- These background charactorlotlcs conditlion the bellels
people hold about a partlcular threcat to health and the value
vhich they may place on partlicular Qhrcat reduclng actlons
{Klrscht and Roscnstock, 1979]. “Cucos to actlon™ stimuiate or

trigger the declslon making process and may take tho form of o

reminder call fro®a a heslvh vorkar. previoua ceixporlonce with tLhe
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Bymptoms, Or a siallar cxpericnce of a frland or family meamber,

and mcssagcees huvard through the cass medla.

Percelved susceptibliilty in the casce of the stroke putlient,

or others suffering from chronic illness, doecs not tocus on
belicfs that the stroke wlll occur, but on whether the patlent
percelves that she lg vulnerable to subscqQuent dlsauliltles and

poor rccovery because of the conditlion [O'Brien and Pallett, 1978;

Dardlcr, 1980: Anderson, 1990 Bobath, 1990]. lfer pcrception of

the hemlplegla becomes central. and bacrlers to acting on the

rccommcnded therapy are varled., The perceived lmpediments may

tnclude cxpenses incurred to ohtz!n therapy., unpleasantnesa,

difflculty with transportatlon and other lnconvenlences,

complexity of the therapoutlc reglacn, side-cffecta, such a3 paln

aclslng from the peclormance of the regiamen, 3and discuption of

the dolly Iife and carcers of both patient and signlflcant others
(Levitt, 1988).

Overall, the DK should be secen as a dynamlc construct.
Thore are a variety of changlng forces ln the indlvidual's

cnvironmacent thet can act 88 facilltatora or lnhlblitors to

potentlal paths of behaviour., Thua the declsion Lo inftlate a

recoancnded actlon, mdy not In ltecif predict the flkelihood that

that declslon will be carricid out succopsfully over the course of
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XODITY1NG FACTOSS

'
i

Oesoqcaphic varlables: age, sex
ethalc qtoep, etc.

Soclopaycdologlcal variables:
peraokality, soclal class, peer

abd cefetesce groop pressece, etc.

Stroctural variadbles: Xeowledye
aboat the disease, priog contask
vith tde disease, ete.

Percelved Szaceptibility
to Digeate ‘I‘

Pecceived Serlosseens
{Severity} of Disease °'I*

LIKEL1B0O0S OF ACTIOX

Petceived Beceflts of
preveative actlon .

nipys

.—>o| Perceived Barriers %0

preventive actlon

1

!

Lihelldood of Taking
»{ Recoaneaded Prevestise

|

(ses to Actios:

Xass sedia canpalges

ddvice frea others

Nealaders [ros tealth vorkers
11ieess of (aslly neaber of friend
Nevspaper or maganine attiele

Eealth Action

{Source: Bucker. 1974]

Figure 2: THE HEALTH! BELIEF MODEL

];F
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Howcver, the Theory of Reasoned Action {AdJj2en and Fishbein,

1980) asserts that intention to perform a given act wifl be a
function of perceived normatlve cxpectations regarding that act
and belicfs about the consequences of pertorming the act.

Thus
thia theory propounds that a declsion reached through this

cvaluative process Is a strong predictor of behaviour (Figure 3}.

Even so, it §8 still

necessary to undcrstand fully the

determinants of this intention.

The process of normative evaluation rests on whether the

person belleves that signtflcant others think he shouid perform

the behaviour {Adjzen and Pishbcin, §980).  Stroke, for czample,

i3 a family matter (Holbrook, 1982]1. The stroke paticnt ls not

seure of his prognosis and requires Informatlon and encouragcment

from famlly and friends on vhat course of action to take. Their

input Influences hle subjectlve valucy and normative beliefs

conceenlng recoezended actlon {Adler and Milsteln, 1979], such as

attending physiotherapy scssions. ‘

The physiclian and theraplst also have ilnput lnio the

nocadtive cxpectations on a patlent’s bcechaviour, particulacly the

intentfon to continue vith trcatment. The level of their

influence s determlned by the degree of satiufactlion the pationt

foels vith thelr performance [Korsch and Negrete, 1972).

The itndlvidual develope her attitude toward the proposed

2
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EXTERNAL VARIABLES

Demographlc _ Attitudes Personatity

Varlables. Towacds Tacgets Tralts L
JKe, serx, attitudes towards introversion-
occupation, people, eatroversfon,
soclo-economic attitules Lowards neucrotlcisaz,
status, rellgion. Ilnstitutlons avthoritarfianise,
education dom’‘nance

Beliefs that Evaluation Bellefs chat Motlvatlon
the behaviour| |of outcowmes spectfir to coaply
lecads to L re fecents vith the
’certaln rhink person sleclfic
outcoaes \should perform referents

F :Lne behaviour
I
- )
Attiltude toward Relative fmpoctance Subjectlve
the behaviour of attitudinal and Norms
l ncrautlve componéents
|— [NVENTION |

fSourcea: Adjzen and Fishbeln. 1980)

Figure 3: Theocy of Recasoned Actlon
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behavliour by conducting a type of cost-beneflt analysis concerning

the value of the percelved consequences of the action (Adlier and

Mllsteln, 1979}. The theory also recognlzes that the attitudes

and norms that Influence intentlon, are theaseives proaucts of
"external varlables" such as demographlc varlables, general

attitudes toward people (ln this casc health workersi and

Institullons (e.g. hoaspltals), as wecll as the Jnadividual's own

pecsonality tcalts.

Protectlon Motlvation Theory (PMT) proposes Lthat twvo sources

of Ilnformation about health, environmental and lntrupersonal,
inltlate cognitlve procceseses that ultimately cesult in action to

cope wlth perceived threats (o health [Prentice-Ounn and Rogers,

i986). Threat appralsal processes evaluate the factors that may

lncrease or decreas=e the probabllity of making maladaptlve

cespongcea. Factors that "reward™” or Increase maladaptive

behaviour are elther tnteclngic (such as tha paln associated with
physiothaerapy cxcreisce) or cxtringle (e.¥. social approval by

'olh;cs for seeking indigenous medicine). On the other hand,

maladaptive responscn say be decrcaned through percoptions about
acverity of and vuinecability to negative hecalth outcomes, vhich

In the case of the stroke paticnt includo lacrcuucd diasbllity or

delayed rccovery (FPigure 4).

A coplny appralasl is 3140 ®ada concecning adaptlve
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SOURCES Environmeantal lntcapersoral
or Verbal Persuaslion, Personalliy Vardables,
INPORMATION Observatlonal Learning Prlor Zaperience
— - ——
*
Maladaptlive Adaptlve 7actors
COGNITIVE Response Response Al fecting
Responsc
: Probabtlity:
MEDIATING Intrinsic responee |
rewards, efficacy, |
ecxternal self- lncreasing
PROCESSES revards lcfQICLCy
\ (ainus) | {minus)
r
ecverlity, responsc
becreasing
vulnerahility costs
\ (equala) |
!wmxr COP1XG
ln?PRAISAL [ APPRALSAL
PROTECTION
. MOTIVATION
® 9 3
COPIHG o
MODES Action or Iphibjtion of Action

Singlo Act, Repoated Acts,

Muitlple Acts, Hcpcooted Multiple Acts

{Source: Prentice-bunn and Rogers, 198¢)

Plgure A:

-

Protection Motivatlon Thoory
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responses. The probablllty of adaptive copinyg behaviours is

increased vhen the patient judges that the recoamended response or

trcatment 18 efficacious and that she personally 1ls capabie of

initiating and completing the recommended behaviour or recponse

L (self-efficacy). The self-efflcacy component is cruc!al to the

avoldance of threatening situations. Thus for strokec patient

undergoing physiotherapy. her percelved ability anu confidence in

performing the exercises 18 necessary to prevent compllcatlons

like contractual jJoint dcforualtios, muscle contractures,

depression and general physlcal dceterlioration (Levitt, 1988].

Prentice-Dunn and Rogers 11986) noted that the Indlvidual's

senge of sclf-cfflcacy 1s Lndependent of the "barriers” component

of the HBM. Thus a person with strong self-efficacy perceptlons

might easily overcome any barrlers, whlle a person with weak self-

efficacy, might be overvhelmed by the same barcrlers. Thls is

because geif-efficacy influcnces not oniy the Inltlation of the

coplng ccsponse, but also the amocunt of energ) expended (1.e.

the
beraon'u perslatence) in the face of obetacles.
Response costs arc vicved Ln tho PMT ae potentially
decrcasing the ilkelihood of an ad?btlve colring response. Theoe

include inconvenience, espensc, unpleasantnean, difficulty,

complexity, sldo effecta, dieruption of dally 1if¢ and overcoming

lngralned habita [Prentf{ce-Dunn and Rogers, i1Y86), 1ln suam, PNT
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assumes that protectlon motivation Ls highest when the person

perceives high vulnerability to and severity of the health threat,
% but an equally strong falth in the ceffectiveness of recommended

actlons and perceptlon of personal capabillities for performing

those actions [Prentlce-Dunn and Rogers, 1986].

Soclal Netvork Theory czamincs the set of personal contacts

through which a pcrson malntalns his social ldeniity, recelves

emotlonal support, matcrlal aid and informaticon and develops new

soclal contacts [Walker, MacBride and Vachon. 1977]. The qQuality

of relationships among people Invcived In a soclal network Is a
major determinant of behaviour as the Influence of otherc acts on

the indlvlidual‘'s motives, learning and relatlonships to the

environment.

The sick rolc presente 3 challcenge to the normal soclal

relationshlips. elnce the eick person may not be ablo to perform

cxleting coctal ohlligations. IF the medical regiwen conflicts

with sacial norms and oblligations, then compilance a3y be lons

than optimal [XKirscht and Rosenstock,

1979]. On the other hand

strong. supportive esocial rclationshlipe can enhance coampllance

[Clark and Zimsccuwan, 1990],

A8 a conceptual approach, Socls] Network Theory lays

eaphssis On the lmportance of jolnt forces, In contrast to

focusing solely on the individual patient charactaristics that may
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produce behavioural outcomes. Thus behaviour 1s see¢n to result

from an interactive system [Klrscht and Rosenstock, 1979). The

professional who 18 trying to help the patient shape new

behaviours will be most successful 1f she enables the individual
to arrange his social environment Iin ways that support the

behaviour change [Cameron and Best, 1987).

'Social Learning Theory (SLT, also Social Cognitive Theory)

describes the mechanisms by which [(ndividuals brlng about change

in their own health related acrtions [Bandura, 1986). An

underlying assumption is that individuals can icarn and malntain

new behaviours 1f they make a2 commitment to take responasiblliity

for changlng thelr bechaviour. GSehaviour is motivated by the

perceived.valuc of Ltes ourtcome (¥Figure S}, so0 that the task for
the person who wlshes to change his behaviour 1s to reduce the

revard value of an old bechaviour and/or ¢stabllah 3 high rewvard

value for 2 nev behaviour by mcans of selective rolnforcement and

wodellny. According to Clacrk and Zimmcrman [1990], scif-
fegulation. inherent (n SLT im 3 concepr that holda promisc am the
basis of educational programsev to aid indlviduals manage chronie
discasca better.

SLT defines human behaviour as reciprocally detcrwmined

through tho intersction of the person, hor cnvironzent and her

behaviour (Clark and Zteserman, 1986]. Pcraonal Lnflucncos
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ENVIRONMENT

Self-
Regulation

C . & ' — | l- .
PERSON o BEHAVIOUR —J ourcone
i i
Efflcacy { OQutcose
Expectations Expeclatlions
{Motlvatlion)

(Source: Clark and Zimmerman, 1990: Roscnstock, Becker, Devellis
and Strecher. 1986]

pigure 5: Soctal Learning {Cognlitive} Theory
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Include cognltive and affective factors. Hchavloural Influences

refer to actlons and rcactlons, that 1ls the fecdback lnherent 1ln

the outcome of behaviour. Environmental Influences are both

goclal and physical. The process by which an indlvidual attcompts

to control thls trlad of factors to rcach a goal ls self-

?

regulatlon, which lncludes sclf-monitorlng [Clacrk and Zimmerman,

1990}.

Self-regulatlion 1s developed by observing soclal models who

themselves display the procceses of sclhf-cegulation: self-

obgservation (monlitoring), Jjudgmental proccsscs and self-rcactions.

Then the individual must 'actlvely try to master these functions

[Bandura, 1986]). The mclf-regulatory process will!l not contlnue

unlese the behaviour produces outcomes that are capected to be

beneficial {Clark and Zlaserman, 1990]. Flnally the behaviour

vill not be attemptcd £1f the person beliceves that he {3 not able
to engage ln and execute the behaviour [Roscnetock, DBecker,

Devellis and Strecher, 1986]. Thuam aclf-efficacy 1s a srrong

détcrninaﬁt of soctal lcarning [(Clark and Zimmerman, 1990).
SUMOWURY
Strake incidence is becoming more common In Nigerlan

soCicty, but no two atroke patlents are the same. lHemiplegla and

attendant depreasion, intellectual regroassalon and Eenural physical

deterloration are soue of the problems facing Lhe patient, her

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



68

family and the service provider. PEarly initiation of

rehabllitation, including physiotherapy. has proven to alleviate,
to 3 greater 6r lesser extent, some of these problems. but not

without the full involvement of the patient and slgnificent

othere. Less than optimal recovery results {rom late and/or

irregular presentation for physiotherapy.
The person suffering from stroke and atteindant hemiplegla

occupies the sick role. 3 soclally devlant altuation. The patient

is therefore expected to adopt sick rolc bshaviour almed at

ensuring epecedy recovery or at the maintenance of as high a level

of normal functioning as possihle. Compiiance wlth therapeutic

regimen 18 a key aick role behaviour and lncludes appointment

keeping.

Compliance has been found to bo influenced by nature of the
disease, patient-provider relationshlp. age, educatlon. level of
income. as vell as perceptlons about tha ascverlty of the probleam

and bel'!efs asbout personal ability to carry out the regimen.

The
qualicy of the referral system. complexity of the regimen and

tnconvenlencos orising from treatzent are other lmportant factors
tnat deteralne compllanCQ. Thn‘uarc SomQ OF the Variable' that

have bocn czplored in the present study in the Physlotherapy

Department at the University College llospital, 1badan.
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CHAPTER THREE

| : METHODOLOGY

Study Design and Scope

This study ecmploys two major designs. PRIest an historical
cohort étudy was conducted using patient records in the

Phystotherapy Department of UCH from 1982 tiizough 1991. The use

of records limited the scope of thls phase of study to analysls of
the potential influence of patlent demographic and clinical
characterlatics on both dclay ln ceporting to the flrst
physiotherapy sesaion and the subseduent nusber of sessions

attended. The records could not yleld data on patient bellefs,

knowledge and attitudes. Tracing thesc patients in lbadan city

for interview wvould be hsmpercd by poor layout of the city and the

fact that ecoee of the records vwere up to ten years oid.

Therefore a second mode of study weo used. A qualitative

approsch sought to learn about beliefs and attitudes towarde

stroke and phystotherapy through Ln-depth intervievs with current

potients and physiotheraplats. Although this data could not be

linked analytically with delay snd attendance behaviour. it

provided valid pcrspaectives on actual factdrs that paticnts and

thecaplats have found to Inhiblt compliance.
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this information to improve the interpretation of qQuantitactive
(record) data and to generate variables on the cognitive and

affective side of combliance for testing in future studies
[Patton, 1980].

Justification of the Study

Prolonging life, apart from preventing disease and promoting
health, ls one of the aims of public health [University of Leeds,
undated]. The goal of prolonging life 18 one of the major
activicties of the University College Hospltal, which te both an
academic and gservice centre designated to provide the highest

qualicty of cace in the localiey fajayi, 1992]}. The goal can only

be achieved Lf the patient complies with rchabllitatlve thecapy

and is actively involved in his own care.

One of the components of rehabilitation that requires a high
degree of patient !nvolvement 1a physlotherapy for the paralysis
following stroke. The actual uee of phyelotherapy services by
patients then becoxos a measure of the quality of health care that
ne;ds to be evaluated. As Adeauwagun [1970] explained...

Evaluation of the use of publl¢ health secvices by the

public must be & constant taak. This will indicatc the

offectiveness or ineffccttvcne;a of the health

services and the changes necesedry In policy-making,

planning and adeministration ln order to mazimlae the
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effective use of the health services by the public or
the target group. But 1f there 1ls no cvaluatlon., there
wll!l be no way of objectively ldentlfyling,
consolldating or Quantifylng the process or fallure of
any programme. The planners and organlsers of any
publlic health programmes must thercfore cnsure a
bullt-in evaluation procedure to faclllitate checklng
and balance In the operatlion of the prograame, because

lack of evaluation may lapede 1ts successful cunning.

The World llealth Organlization Bzxpert Committec on Plsablllicy
Preventlon and Rehabllitatlon (wWHO, 1981] gave rcasons for why
rehabtlitatlion of the dlsabled ta loportant, ranging from tho
strictly pragmatic 2nd ¢conomlic to the broadly humanlitarlan,
stating that...

Whether or not cchabllitation services are provided,

the occurrence of disablllity causce society to lncur

cnetp of both economic and soclal nature. and that

these coata can be reduced by cffective rehabilitation

and support programmce.

The care of the hemiplegic posos a big problem for both

theraplste and patlents. Coaplicetlons like physlical
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deterioration, contractural Jjoint deformities., depression and
intellectual regression would arise due to the delay in or

irregular attendance at physiotherapy sessions [Obiri, 1991;

Anderson, 1990). Enlightened rehabilitation practices applied

early to the patient shorten hospital stay and reduce to as much

as half the "acute”" phase of rehabilitation [Hayes and Carroll,

1986: Cope and Hall, 1982].

Determination of factors that could make sircke patients
curtall physiotherapy management 16 pertinent and necessary in

order to avoid "victim blaming,"” because 2ccording to Chapman

(1986, as cited in WHO, 1990}...

... health related behaviours ... are not sioply a
matter of discretionary choice; they are often

constrained and inflvenced by soctal forces which are

not individuzlly deterwined.

lnveatigation into these factors should prove valuable in

eeveral vays. First they may help predict the coepliance

behaviour of future strokc paticnts wvith physiotherapy management,
edpecislly attendance at recomemended treatment sessions.

secondly they may for® the bssis for recoaasendatione for patient
education strategles in stroke rchabilitation at UCH.

Finally the
results should Provide a databsse for planning and adainistration
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of eervlices for stroke patients specfifically and physiotherapy
services in general.

Objectives

The broad objective of this research was to determine the

factors affecting attendance of stroke patients at the recoomended

Physiotherapy sessions at the GCH Physiotherapy Pepartzcent, This

vae accomplished through the followving specific objectives:
1. “To document the registration and level of attendance of

stroke patients at recommended out-patient physiotherapy

eessions from 1982 through 199i.

L

2. To determine the influence of soclo-demographic and clinical
characteristice of strok® patients on their delay in and
level of attendance 2t recommended sessions.

p To document the bellefes and attitudes of current stroke
patients at the UCH Physiotherspy Department concerning
etroke iceelf and physiotherapy services.

4. To recommend Patient education strategies for improving
attendance of stroke patients at physiotherapy gesesions
based on the above objectives.

Variableg and Hypotheoos
Tvo key pétient bchaviours related to the utilizstion of

physiotherapy oervices could be dfscerned by revieving patient

records &t the UCH Physiotherapy Department. and served as
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dependent variables. The first was the length of time, in number

of days, betveen referral to out-patient physiotherapy sessions

and the date of first attendance. This period of time was

referred to as "delay.” 1In this case any patient who came for the

first appointment more than two weeks after referral was

considered to have delayed. PBach patient is prescribcd a basic

gset of 12 physiotherapy sessions, thus a3 gsecond dependent variable

vas the total number of these basic sessions that a patient

attended.

Both socio-demographic and clinfcal data could be found on

the record cards, and these vere 3iudied ags independent variables.

The former included sex, ade, religion and occupation of patient.
The latter were side of paralysis and functional level at the time
of referral to physicthecrapy out-patient services. The levels of
functional recovery are seasceaed by the physiotherapist on the
patient's first cut-patient vieit 3s described in the reviev of
l1iterature and shovn in Appendix A,

Rased on the above mentioned variablas, the following null

hypotheses were framed:

1 Delay in attending the firest physiotherapy session i{s not
associated with stroke pstiente’ soclo-dcmogrephic

characteristics.

2 Delay in attending the firet physiotherapy gession is not
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associated with stroke patients' clinical features.

3. Number of recommended physiotherapy sessions attended i{s not
B associated with stroke patients' socio-demographic
characteriatics.
4. Number of recommended physiotherapy sessions attended is not
associated with stroke patients' clinical features.
S .

Number of recommended physiotherapy sessionz actended is not

associated with delay in attending the f!rst physiotherapy

gsession.

Study Population and Sample

The Physiotherapy Department {g ane of 45 specialty service

units in UCH. A wide range ot p2atients are referred from

surgical, wedical and other departments within the hospital.

Stroke patients are referced to the Physiotherapy Pepartment from
the Neurology Clinic of the Medical Out-Patient Department,

although in actuaiity they are given the referral card directly

upon dischacrge from in-patient care. Stroke patienta at the

Physiotherapy Dcpartment comprise about seven percent of all

patients attended to monthly.

Data gathered froe the Medical Records Departmsent of UCH

from 1982-1991 showved an average annual admiesion of 9.500
patienta of vhom an average of S5 were admitted for CVA. llovever
the number of etroke patients discharged fros hospital wvas not
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recorded. Within the Physiotherapy Department records for all
years except 1985, showed that approxzimately 500 patients came to
the DePartment‘'s record office to receive an initial appointment
date. Subsequent revicwv of patient records identified 313 stroke
patients who actually attended at least one session. Based on the
relatively small number of total patient record cards avallavule
for the ten-year period, the researcher decided to conduct a full
population study for the historical cohort aspect ot the project,
The Qualitative investigations focussed on both current
stroke patients and avallable physiotherapisis. As of January
1992. 18 physiotherapists vcre cumployved in the Department: Two
vere on leave, and the Head of Pepartuent traditionaily in
relieved of clinicsl duties to attend to academic and

sdainistrative matters. Thus all 1S of the currently practising
professional staff werc interviewved. Physiotherapy sessions for
stroke pstients sre 2cheduled on Tuesday ang Thursday. The clinic
vos visited on efght consecutive sessicns in Januoary 19982, aéd Bl1i
20 current patients found in sttendance vere interviewved. .
should be noted that no sppointment book is kept for the bi-wcekly
sessinns. ©Only the appointment given for the very first session
is recorded.
it should be noted that there 1a also a Physlotherapy

Department in the State Hospitsl Ring Road (SHRR). located on ths

= AFRICA DIGITAL HEALTH REPOSITORY PROJECT




77
southvestern side of lbadan. ]t employs three physiotherapists

who attend to stroke patients on both inpatient and outpatient
referral bases. One might have wished to expand the size of the
study population by including SKRR in the research, but the
procedure for scheduling stroke patients at that facility ls not
based on a standard policy like UCH's (i.e. 12 sessions zinimum),
but is left to the discretion of the therapist. Thercfore data
that could be obtained from the two facilitiee vere not
compérable.
MATERIALS AND METHODS
As noted above two wajor research designs were used. An
historical cohort study looked at astroke patients who had attended
the UCH Physiotherapy Deportment clinice over a ten-year period,
while qualitative. in-depth interviews gathered viewvs from
patients and physiotitherapy staff on social end cultural factors
that may influence clinic attendance behaviour,
Historssal Sohort 3tudy
A review of all avallasble stroke patient records for the
pericd 1982-1991 formed the baeis of the historical cohort gtudy.
Fros the front of these cards data could be extracted on the
socio-demographic and clinical characteriatics of patients as
previously described under study verisbles. Additionsl progress

cards can be attached to the initi{al card, end froa revieving
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these, one can count the number of sessions attended. Figure 4
shows the basic layout of the record card which measures 2C.5 by
13 cm.

All patient cards are kept in bozxes in the Department's
Records Office and are arranged serially by hospital number. The
Physiotherapy Department employs two cClerical officers {or the
sole purpose of managing the records, but they are not scaff of
the central UCH Records Department. Current cardes ocn file date
back’'to the 1970s.

The researcher himself manually sorted all patient cards and
extracted the 313 stroke patient records for the years under
study. He made sure that data in the diagnosis bo:lon the
cardclearly listed stroke. CvD, CVA, hemipleglia and/or hemiparesis
ag the criteria for selection.

Data recording sheets vere used to extract the atudy
variables from the patients' cards, thus the cards were never

removed from the Physiotherapy DePértment. The clerical officers
noted that a fev record cerds might be missing because student
physiothecapists sometipes took these home to use for writing up

cas® study assignments.
In-Depth lnsecvicvs
An interviev guide vee dravn up to learn from current

patients about their perceptions of stroke and physiotherapy.
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Appendixz B shews that they were asked vhat they believed caused
stroke and whethe} they thought {t was a serious problem. Thelr
opinions on the quality and efficacy of physiotherapy services was

also sought. They were specifically asked to identify factors

that may make compliance easy or difficult. The researcher

conducted all intervievs himself.

Al)l staff and records officers in the Phys!otherapy
Department, where the researcher 18 a mepber of staff on gtudy

leave, were informed about the nature of the project and requested

to give assistance. The physiotherapy sessions for stroke

patients are scheduled throughout the day on both Tuesday and

Thursday. The researcher atationed himself in the clinic for

eight consecutive session days from 2nd January 1992. He

requested the records officers to notify him each time a stroke
patient arrived for hie or her seasion. The researcher would then
check the particular physlotheraplist concerned and remind him or

her to refer the patient to be interviecved after the scssion.

A aeparate conaulting room was avalilable to the researcher

to conduct the interviewva.

thua cnsurling privacy. The reaearcher

introduced himself and the purpose of the Interviev, and then

asked the patiente for thelr permission to proceed. None refused

to be intervieved. FPatients' rcspontes vere vritten out by the

;eaearcher on separate aheets of paper., Confidentiality wvas
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guaranteed, and only hospital number was recorded. On average

each interview took about 45 minutes.

The interview schedule for the physiotherapy staff who are

currently providing services in the Department i1s found in

Appendiz C. They vere asked about their general experierices with

the management of stroke patients as wvell as specific reasons why

some patients might have missed appointments or dcopped out of

therapy. Thelir suggestions for improving the gecrvices for stroke

patients vere also sought.

An average interview with the staff took 35 minutes. Again

these were 3ll conducted by the recoearcher. Each staff member was

interviewved individually in the privacy of his or her office in

the late afternoon following the stroke patient clinics during the

first full week of January, 1992. Ase before. all responses were

hand recorded orn @ separate sheet for esch therapist.

No names

were recorded to guarantee anonymity.

Datd AnR3lvels

Information from the record carde vas precoded vhen vritten

cn the data recording shecete. Por example vith religion, a ‘C*

was placed in the column for Chrietiane and an *M' for Moalesma.

Likewise an ‘L' wse put in the column for side affected by

hemi{plegia vhen the patient wvae paralyzed on the left and a *R°®

for the right eide. Only occupetion vas not precoded.

After

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



82

reviewing the variety of occupations found., and considering the

relatively small population size. it vas decided to code

occupation into thrce categories. 'B' stood for business people

and traders. °'C' denoted civil servants and professional pecople.

‘U' vas used for unskilled people like housewives and labcurers.

The EP1 INFO statistical computer software progromme,

developed by the V.S. Centres for Piscase Contro!

, was used to
analyze the data.

Frequency tables and simple charts vere

produced first to determinc the distribution and nature of the

variables being studied. Both chi-squared and analysis of

variance statistical tests were performed to verify or reject the

study hypotheses. The five percent probability level was used to

reject rthe null hypothesis.

Validity, Regliability sad Limitatigog

The actual record carde themeselves are subject to problexms
of validity aad re

L = -

11ability because of the variety of records

officers and physiotherapists over the years vho inscrlbed the

information found on the cards. Omiesione vere the most obvioua

error observed in the record keeping. Occupation wes not recorded

for 18.8%. age for 8.32 and religion for 2.5%x. infocmation on the
time betveen referral and firet attendance was also not svailabdble

for 2 .08
The sorting of the cards and the actusl transcribing of the
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record data was done solely by the researcher to ensure valid

selection of stroke patients and reliability of data transcribing.
A computer printout. of all data entries vas compared with the

original data sheet to guarantee accuracy.

1A¢

idity.
Questions were open ended, allowing respondents to spcak in their

ovn wvords.

The qualitative approach to intervieving enhances val

Privacy and confidentiality encouraged respondents to
speak freely. The fact that the researcher himself conducted all

interviews eliminated the problem of interobacrver reliability.

One major limitation {e the unkncwn number of pa;ient'

records that may have becn lost or rexoved over the years. The

actual cards found represent sbout §0X of all stroke patients vwho

vere referred to the clinic and sctually shoved up to make an

appointment. 1t cannot be deterwined vhat proportion of the

remaining 40% represent either those who never attended or those
vhose carde vere lost, but convereationa vith recorde staff
indicate that the forwer are likely to form the large majority.
Only naue=g of patiente are recorded in the book for firet
appointment, so the study is liwmited in not being able to

determine the characteristice of thoee wvho did not attend any of

the sesalons. Thie limitation itself pointes to the wmagnitude of

the problems of defaulting and quality of care.
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CHAPTER FOUR

RESULTS

Organization of this chapter reflects the different methods
used to gather data and the different populations studied. The
first-section presents findings from the historical cohort study
of physiotherapy patient records. The perceptions of current
stroke patients about their condition and therapy are found in the
second section. Observations from the practising pﬁyalothcrapxata

round out the chapter.
HISTORICAL COHORT STUDY
A total of 313 records of stroke patients wvere found in the

Physiotherapy Departocnt for the years 1982 to 1991. Several
atteopts wvere made to locate these records, wvhich wvere not filed
centrally. Aes will be seen below, vita} information. such as pge,
vas not recorded on all records. It ia suspected that some
records may have been lost by physiotherapy gtudents ;ho usc theo
*o write up case reporte, While an accurate estimate of loss 1is

not possible, the tecords clerka indicated that it vas small.

Registration over the yeara shoved a pecak in 1986 with 49

records found and in 1988 with 46 patiente. Lovest patient levelas

vere scen in 1982 (1% patienta) ard 1983 (18 patients). The

¥
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distribution of patient registration by year i1s seen in Figure 7.

llness Background
The patients' ages ranged from 32 to 85 years with a mean of

S4.7 years. The peak age group (30.3X) was those 60-69 years old

(Figure 8). Fewest were either 10-19 (2.4%) or 80-89 years old

(3.8X). No age wvas recorded for 26 patients. Slightly over half
vere males (52.4%). Christians accounted for 57.7% of patients,

with the rest being Moslcm. No religion was recorded for éight.

The largest occupational group (38.3%) wvere the business
people. traders and self-employed articans like tailors. Civil
servants, included teachers, policemen and those on civil service
pensions, as well as professjonals., and accounted for 30.3%X. The
remainder (31.5%) were unskilled workers such as labourers,

farmers and housewives, as shovn in Figure 9. No occupation wvas

recorded for 59 patients.

The effect of etroke was divided nearly evenly betwcen right

(59.2%) and left (50.8%) side hemiplegia. Informatfion wvas

physiotherapy using the Sobath or Oxford Grading. Only 10.3%

presented at the highest level (3), having good hand msovement and

upper sem function and being ambulant wvith an apparently norsal,

bur somevhst 8low Bait. A majority were st either level )} or 2

(66.7%), with fetr arm functioning, ability to stand unsupported
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Figure 9: RECORDED OCCUPATIONS OF STROKE PATIENTS
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and an unsteady gait. Slightly over one-fifth had the lowest
level of functioning (0) at registration (see Figure 10).

The time from onset of stroke to registration vas Quite
variable, ranging froam a few days to over three years. For those
patients wvhere this information was recorded (301). le=s rthan half
(47.93} began physiotherapy within two-months of thel: stroke (see
figure 11), vhile a few took as long 85 two to three yeare (6.0%).
Mean time between onset and first attendance at physiotherapy
clinic vas five months. Siwmilarly there vaz a3 variation in the

time betveen referral to physiotherapy ciinic and first
appearance. referred to aubaequentiy as delay time (FPigure 12).
Of the 305 paticnts for wvhom thise information vaa recorded. moat
(72.8%) came within the first twvo veeks. _Therefore 27 .2%
ndelayed.” The time betveen referral and first attendance ra;ged
from one day to over three months with a wean of 12 days.
Attendance at the tvelve initial recomwended physiotherapy

sessione 1a depicted 1n Figure 13. Only 20.1Xx of patienta, who

preaented for thelr firat scheduled session, completed the full

cource of twelve. On average patienta attended 6.0 gessions. ]t

vag possible to obtain from the records clerka jnformation on

total nev referrals booked for appointment In all years but 19@5.

Thia figure vhen coepared vith the record carde for patients uho

.t.tended at leaat one seeaaion shove that 37.6X%X of patientes did not

AFRICA DIGITAL HEALTH REPOSITORY PROJECT
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even begin physiotherapy in UCIl. Table 1 shows that the best rate

of presentation at physiotherapy clinlc (76.6X) occurred in 1984,

vhile the worst attendance (40.9%) happened in 19683, the only time
it dropped below fifty percent,

Pactors Associated with Attendance

‘Because attendance at sessions i{8 not norwmally distributed,

as can be seen in Figure 13, non-parametric analysis was

recomxended. Therefore attendance vas graded as "good"” if the

patient attended 10-12 esessions, "fair™ 1L she caae—to clinic 7-9

times, "lov" wvhen oOnly 4-6 sessionz vere attended, and "poor” f

the patient came 1-3 times. As noted above, while the number of

patients vho vere referred, but never attended any seselona. can

be estimated, records bearing demographiC information on those

persons is not accessible to include in analyals thoec attending

no sessions.

nale patients had only 2 slightly higher mean attendance

(6.2 sessions) than femalc patiente (5.8). Table Z shovs that the

difference 1e not atatiestlically eignificant (p » 0.25), as a
simllar proportion of females (28.2X) and malea (26.8%x) had good
attendance, vhile 39.6X end 31.7X respectively had poor
attendafnce.

Religion did dieplay a estatjetically elgniflcant (P ¢ 0.03)

inflyence On attendance aa scen in Teble 3. Although Chrtstiana
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Table 1

Number of Patients Booked for Physiotherapy

and Rate of Presentation for Pirst Session

TEAR4 Number Given Number Attending Rate (%) of
Appointment First Session Presentatron_ .

1982 26 15 57,7

1983 44 18 ~ 40.9

1984 47 36 6.6

1985 n/a ‘. o

1986 67 49 3.1

1987 Y 26 ' 56.5

1988 69 = Ry

1989 43 26 60.5

1990 54 29 53.7

N 56 34 ' 60.7

TotE): 452 279 61.7

|

scxeluding 1985




96

Table 2
Comparison of Patient's Sex and

Sessien Attendance

.Attengance Sex Total
Female (x%) Male (%)
Good 42 (28.2) - 44 (26.3) = 86
Falr 15 (10.1) 27 (16.8) 42
Lod 33 (22.1) 4l (25.0) ' 74
Poor 59 (39.6) 52 l?l.?) 111
Total 149 164 313

2 . 4.07, d.f. =« 3, p»0.25
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Table 3
Comparison of Patient's Religlon and
Seazsion Attendance
Attendance Religion Total
Christian (%) Moslem (X) :

Cood 52 (29.5) 33 (25.6) 85

Fair 20 (11.5) 2) (16.3) 41

Yo 52 (29.5) 22 (17.0) 74

Poor 52 (29.5) 53 (41.1) 105

Total 176 129 305

*excluding elght for whos religion wvas not recorded

2l . 9.42,

BIf . 3N« 0.03
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had only a slightly higher proportion (29.5%) of "good™ attenders
than Moslems (fS.GX). the proportion of Moslema (41.1X) with poor
attendance vas observably higher than that of Christians (29.5%X).

No association betwveen age and number of session attendance

wvas found as seen in Table 4 (p » 0.51). Although the w=an age

for .those with low (56.4 years) and poor (55.1) attendance was
gslightly higher than for those with good (54.0) and falr (52.2)

attendance, no clear patterm was discernable,

There was observed variation in attendance among the three

occupational groupings. The civil service group had the highest

proportion with good attendance (29.93). followed by businesgs

people (25.8X) and the unskilled (25.0%). In contrast the

unskilled had more vith poor attendance (42.5%). comparcd to
business people (35.1%X) and civil servants (2B.5X), but aB geen in
Table 5, the dif{erence wvas not gignificent (p > 0.22).

Level of !mprovement prior to start of therapy wags compared

vwith attendance. Little difference vaa scen smonf the four

function levels concerning proportion with good attendance (from

lovest to higheat: 29.2%, 27.5x, 27.4X and 25.,0X), but poor

attendance figures were wore variable. Foor sttendance vss

recorded more frequently smong those with the most (43.8X) and the

lesst (54,4x) improvement. and leess 8o asong those in the middloe
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Table 4

Relationship Between Patient's AEBe

and Sessicon Attendance

Attendance Obs Total Mean Vaciance Std Dev
GOOD 79 4270 $4.051 195.126 . 13.969
FAIR 3 2037 §2.231  172.23S 13.124
LOW 67 3779 56.403 222.002 14.900
POOR 102 5624 55.137 225.070 15.002
cg\:;;_;gn ss__ df M3 _F statiptic  p-value
Betwveen 484 .482 3 161.494 0.773 0.513026
Within 59148 .918 283 209.007

Total $9633.401 286
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Table 5
Comparison of Patient's Occupation and

Sesesion Attendance

At tendance Occupation Group (%) Total
Business- Civi}l Servant- Unskilled )
Traders Professionals

Good 2% (25.8) 23 (29.9) 20 (25.0) 68

Fair 17 (17.58) 14 (18.2) S ( 6.2) 16

Low 21 (21.6) 28 (23.4) 21 (26.9) 60

Poor 34 (35.1) 22 (28.5) 34 (A2.5) 90

Total 97 77 80 254+

sexcluding those with no recorded occupation

xz w 8.1‘. d.fo = 6. p 2 0-22

-
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Table 6

Comparison of Patient's Level of Joprovement at

Registration and Session Attendance

Attendance Punction Level® (X) Total
0 1 vs 3
Good 21 (29.2) 29 (27.4) 28 (27.4) 8 {25.0). 86
Pair 4 15.6) 21 (19.8) 1z (11.8) S {15.6} 42
Lov 15 (20.8) 28 (26.4) 26 (25.5) S (15.6) 74
Poor 32 (44.4) 22 (26.4) 36 (35.3) 14 (43.8) 110
Total 72 206 102 32 312
xl = 13.32, d.£. - 9. p > 0.1a

‘sec Apveandix A
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Side of the body affected by stroke showed only a marginal

relationship with attendance (p > 0.08). A greater proportion of

those with right side hemlplegla (32.4X) had good attendance

compared with patlents affected on the left (22.6x). Figvrres for

poor attendance wvere qQuite similar (36.4% and 34.7% respectively)

as seeﬁ'in Table 7.

The delay between onset of stroke and appcarance at first

physiotherapy session was coopared, As wvith nuasber of seEslons.

the distribution of delay time was not normal, but skewed to the

right. Delay was converted into a dizcrete varlable with three

levels: attendance within one veczk of referral (41.8X%),
attendance within the second week after referral (36.3X), and
first attendance beyond tvo weeks of refercal (12.9%).

Table 8 shows a algnificant assocfation betveen delay tipe

and attendance at s2ssions (p < 0.04). Good attendance was more

compon among those firet attending within one {26.8x) or two
(31.3%) weeks of referral than for those coming later (19.7X).
Poor attendance shoved a clear pattern of increase as time (rom
referral day incrossed (29.1%. 35.7% and 4B,5X regpectively).
Pactors Afsogiaked Vith O8lay

Delay in sttending the firet appointment was not azasociated
with the aex of patient {p » 0.93)( ac almost equal proPortiona of

male (41.7%) and male (41.6%) came within the firat veek after
(R ' g
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Table 7

Comparison of Side Affected by Hemiplegia and

Session Attendance

Attendance Side Affected Total

Left (X) Right (x) .

Good 36 (22.6) 50 (22.4) B6
|
| Fair 22 (13.8) <0 (13.0) &2
)

Loy 46 (2B8.9) 28 (18B.2) 24

Poor SS (34.7) 5 (36.4) 111
|

Total 159 144 313

i - 6.68. d.f. = 3, p > 0.08
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Table 8

Cowparison of Session Attendance and Delay Time

Betveen Referral and First Attendance

Attendance Time When Attended Pirst Session

Total

' Within Pirst Within Second Aftec Second
Week (%) Heek=f1)_____ _Heek (%)
Good 34 (26.8) 35 (31.3) 13 (19.7) 82
Fair 16 (12.6) 15 (13.4) 11 {(16.7) 42
Lov 40 (31.5) 22 (19.6) . 10 {15.1) 72
Poor 37 (29.1) 40 (35.7) . 32 (48.5) 109
Total 127 112 66 305°*

*Delay tiame $nformstion not available for eight patients

| lz « 13.25 a.f. = 6, P ¢ 0.04




105
referral. Likewise 20.8% of females and 22.4X of males delayed
beyond the second veek from referral {Table 9).

Religion of patient showed 3 different pattern. Half of
Christians attended their first session within a week of referral
compared to 30.2%X of Moslems. A greater proportion of Mosliems
than.Chrlstiane attended in both the second week rost-referral
(641.3% versus 32.7%) and beyond (28.5X versus !7.0%). Table 10
shoved that this difference is significant (p ¢ 0.002). °

Mean age differencces according to tiae of attendance at
ficst session were minimal (Table 11). Those attending within the
first. week averaged S54.9 years, ulthin the second week, S5.) years
and for those delaying beycnd the second veek, the mean was 53.2
years (p > 0.69).

Occupation Brouping vase found to be associated with delay
time (p < 0.05). A alighe wajority (55.3%x) of civil gervants and
profeasionale 2ttended within the first veek, compared to 43.0x of
unskilled end 33.0% of buainess people. Converaely, 28.7X of

bue iness people reported for the firet time later than the second

veey after referral, §n contrast to 19.0% of unskillced vorkers and

17.1% of clvil eecvants and professionals (Table 12).

very little difference was observed betveen improvement

.1evel ay stert of therapy ond attendance vithin the ficst week

(fcom lovest to highest: 42.9%, 39.4%, 43.9% and 40,6X). The

L]
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Table 9

Comparison of Patient's Sex and

Delay Timc
-Delay Sex Total
Time
Female (%) Male (%} .

Within 1st 60 (41.7) 67 (41.6) 127
Week

Within 2nd 54 (37.5) 58 (36.0) 112
Weeks

Beyond 2nd 30 (20.8) 36 (22.4) 66

Weekn ,

Total 144 161 305

x « 0.17, d-f. = 2. p» 0.9




107

Tadle 10

Comparison of Patient’'s Religfion and

belay Time
Delay Religion Total
Time
Christlan (%) Moslem (X)
I a
] Wwithin lst 86 (50.3) 38 (3C.2) 124
Week
Within 2nd 56 (32.7) 52 (41.3) 108
week s
Beyond 2nd 29 (17.0) 36 (28.5) 65
| wWeeks
' 126 g
Total 171 W’
‘ezxcluding where celigion and/or delay time not rccorded
' x! « 12.96, d.f. = 2, P ¢ 0,002
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Table 11

Coaparison of Patients' Ages and Deiay Time

DELAY Obs Total Mean Variance Std bev
Within Pirst 114 6264 54.947  223.342 14.945
Week

Within Second 102 5623 §5.127  195.677 13.988
Week

Beyond Second 64 3408 53.250 220.762 14 .858
Week

ANOVA

Variation §s___dt M3__F statistic p-value

Be tdech 158.598 2 79.299 0.373 - 0.694682
within $8909.027 277 212.668

Total £9067.625 279

——
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Table 12

Comparison of Patient's Occupation and

Delay Time
Pelay Cccupation GCroup {(X) Total
Time
Busincess- Civil Servant- Unsidilled
fraders Professionals
Within 3} (33.0) 42 (55.3) 34 (43.0) 10?
18t Week
Within 36 (38.3) 2l (27.6) 30 (38.0) B7
2nd Week
Beyond 27 (28.7} 13 (17.1) 1S (19.0) 55
2nd Week $
Total 94 A 89 249°

— e —

*excluding those with no occupation snd/or declay time recorded

f . 0.60, d.f. = &, P ¢0.05
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pattern vas somewvhat different for delay beyond two weeks. The
proportion delaying apparently increased with increasing level of
functioning (lovest to highest: 18.5%, 22.1%, 20.4X and 31.3X).

These differences, hovever., vere not significant (p > 0.82) as

seen in Table 13.

Pinally the side affected by hemipleglia was nor associated
vith delay in first attendance {(p » 0.95) with nearly equal
numbers affected on the right (40.9%) and left (42.3) sides
attending during the first wveek post-retcrral (Table 14).

IN-DEPTI{ INTERVIEWS WITH PATIENTS
Qualitative intervicws were conducted to learn about stroke
patients' attitudes and beliefs about stroke and physiotherapy,
and thus to supplement quantitative data available in patient
records. Twventy availiable stroke patients vere intervieved at the

physiotherapy clinic on their individual appointment days.
All but cne ol the intervievees vere Yoruba. All had been

residents cf Ibadan prior to the comnenccment of out-patient

phyainrherapy Sessions at UCH. ABes ranged from 34 to 84 years

uith, a mean of 60.4 years. Two-thirde vere wmoles. All in thia

group had attended Physiotherapy sescions in this clinic at least

four times s .nd soge vere currontly on their second or third round

of session®-

H AFRICA DIGITAL HEALTH REPOSITORY PROJECT
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Table 13

Comparison of Patient's Level of Improvement at

Function level (X)

Total
0 1 2 3 :

Within 30 (42.9) 41 (39.4) 43 {43.9) 13 {40.6) 127
1t Week

Within 27 (38.61 40 {38.5) 35 (35.7) 9 (28.1) 111
Z2nd ¥cek

Beyond 13 (18.5) 22 (22.1) 20 (20.4) 10 (31.3) 66
2nd Week

Tota) 70 104 98 32 304
x! - 2.85. d.f. = 6, p > 0.82
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Table 14

Comparison of Side Affegted by Hemiplegia and

Delay Time
Side Affected Total
Left (X) Right (%)
Within First 66 (42.3) 61 (40.9) 127
Week
Withtn Second 56 (38.9) 56 (37.6) 112
Week
Beyond Second 34 (21.8] 32 (21.5) 66
Week
Total 15¢ 149 105
x! . 0.10, 6.f. = 2. p»0.95
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peoPle and few had formal education. The latter included a school

teacher, a banker 3and a quantity surveyor. Two-thirds were

Moslems, while the rest were Christians.
A majority had not been able to return to their former jobs

becausc of the disability posed by weakness or paralysis on the

affected side. Onc who vorked in a money exchange shop had

returned to the job. while a mechanic was able tc go to his shop
to oversee his apprentices. All except thrce rotired civil
servants, wvere dependent on charity from their children. friends,
neighbours or philanthropic organizat!ons.

Most of the patients had pocr hand movements and upper arm
functions on the affected side, coupled with spasticity and
unsteady gait (grede 1 or 2 on the adapted Motor Assesszent
Scale). 7Two currently functioned at level zero. and none were at
level three. All but one, who expcerienced gradual onset, had been
hospitalized fcllowing an acute attack of unconsciousness and
sttendent paralysia on one aide of the body. Two-thirds presented

with right oaided hemiplegia.

Qg};gfgﬂggg_BQESSRSIQB!

pPatients ¥cre asked to atate the Yoruba name for SErokd:
BQEQLQ!Q:IQEQllll vas the most common reeponse. This llterally
means paralysis of hand and leg. thus eiprodsing the yisible

aanifestation of the disorder. The samo ters. it ahould be noted,

AFRICA DIGITAL HEALTH REPOSITORY PROJECT
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18 also used to refer to poliomyelitis. Other names included

GVWon-00de, alisan egba and igbalode. The latrer means a transition

in 1ife time, vhile the former imply indigenous beliefs about the

cause of the problem. Tradittonally people believe that 2 charmwed

chain of cowries (evon-oode), vhen used to beat someone, would

result in paralysis of the extremities. Egba literally means

taking something away. vhile aisan is illness, Stroke certainly

is an illness that takes away a person‘s ab!lity to valk., speak

and perform other daily living skills. 7The one non-Yoruba

patient, a Hausa man, did not provide different answvers, but

having lived in lbadan over 30 years., responded in a gimilar vein

vith the others.

A majority of patients said they had never seen a victim of

stroke prior to their own illness. Three had heard of stroke

hefore, but only tvo reported having actudlly aeen 3nother person
vith stroke. others learned about the condition during their
recent hosplitalization vhen they sav other vict{ms of the same
cond!tion, They vere also informed at this¢ time by vigiting
nefghboura, relatives and wmedical ataff,

pPatient*s knovledge of the nature and cause of grroke
varied, A majority said that evil forces and tho powvers of men,
through vl:ardry and wvitchcraft (¢hoewe curses travelled in tha

form Of vhi{rlyinds 3nd gentie breexes), caused stroke, Othera

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



115

mentioned as a cause being struck down by ewon-oode, though none

Could recall that this had happened personaily to them. A fev
felt stroke might be due to underlying hypertension. This could
happen 1if the patient wvas unawvare of his condition. or being
awvare, was careless in self-management.

Many other individual ideas vere presented. Some mentioned
heredity, too much sex, fatty foods and diabetes. Others salid
Cod's wish, restlessness and harmattan, vith the latter showing a
1ink with Soponna, the Yoruba divinity representing the wrath of
the Supreme Being, who 18 most active during the dry season. Most
of the interviewees, including the known hypertensive patients,
could not categorically attcibute the causc¢ of thelir own stroke to
a particular factor.

About two-thiczds of the patients were hypertensive prior to

onset, but only onc of theese reported regular taking of anti-

hypertensive drugs prescribed by her physician. One other patient

vas a diabcetic and had been taking regular medication as ordered

by bia physician- Possibly becautc of the lack of premorbid

¢iens. most Patients concluded that "Only God would knew the

A DIGITAL HEALTH REPOSITORY PROJECT



116

Modes of Treatmént

Patients vere avacre that both indigenous and wvestern
treatment modalities vere available in the community. All but two
had tried both forms of treatment, even during their
hospitalization. Most lost interest in indigenous medicines after
they did not see remackable improvement vithin the time stipulated

by the indigenous healers. One patient noted, "ltost indigenous

healers ace liars,. and the very good ones are hard to find." Oral

administcation of locally prepared concociions eventually put off
some patients wvho did not like the taste or wvere vorried about

vhat ingredients might be inside the turbid 1liquid. Scacrification

vas seen as preferable to ocal indigenous medicines.
ln the end, four patients held strongly to the viev that

f treatment 8C€ valuable and cosplimentstyY. According
0

both form
- edicine wvill attack the
.. patients, Indfgenous o

aedicine, including the
t{1inegs. 8nd veatern L
cause of rhe

. 111 bring atrength back to the
physlotherapy}, Vv
execciote (1.6,

frected liabs.”
N fused to use indigenoua gedlcine
 tvo @atients vho €€ vere

nqui, They noted, "A good Chrlatlan

m Citusla.”™ TheY thovdht that
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people who employed indigenous healing were "unbellevers."” Also
ont of these two had actually seen another stroke victim before
vho had recovecred vith only western medicine, including
physiotherapy. The other had a relative wvho suffeced from 3 road
traffic accident, and had benefitted from physiotherapy.

Only one respondent ever saw a completely recovered stroke
patient vho was cured only by indigenous medicine. A majority had
heard of completely recovered stroke patients. but did ndt know
wvhat had helped these patients most. Three patients, howvever,

expressed the belief that stroke couid yield effectively to

indigenous medicine 1{ vestern mcdaicine, in the form of

finjectibles. vas not taken “too auch.” I1ndigenous healers. they

said, believed that indiZenous medicines and injections do not go
together, but rather ti’cat the combination vorsens the condition.
¥ = :

Besides rthe (Vo Patlients who refused indi€enoua medicine,

one ﬂtp‘ggf_tqldﬁe had heard sbout phyatotherapy before his

'wr.:fo.llovins 8 road traffic accident.

: M not received Phyolotherapy on an in-patient
1 to e UCH Physiotherapy Departasnt, arle

- GI-"F.CSIN_GJ‘ onast and vas not
":’1‘31-1""1 8t private clinice

t availatile,
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Appointments and Compliance

Only three patients had not missed any appointments since
their referral to the physiotherapy out-patient clinic. Lack of
transportation was the most common reason mentioned, as only one-
third said they had private cars. Patients are faced with uetwveen
one and three bus changes in public transport. mak!ing the physical

aspect of travel challenging to 3 paralyzed or weakened person.

The high cost of transportation wvas 3anothet facet of the.probleam.

Another cost issuve pentioned vas paying {or the therapy itself.

pPatients are charged N 120.00 in advance for the set of 12

gessions. This has risen In the past year from N 30.00.

Only three {ndicated that personal 3and business obligatione

caused thes toO zlse appeintments. Seventeen complained that other

medical appolptments vithin the hospital on the same day as their

physiotherapy scoslon caused theo to miss the latter. After a

long vai! {n the Hedical Out-patient Departaent. and a gsubaequent
v at the pharmicy. gany had efither sissed the actual
ay 4

or vere too tired to stay around the

del

physiotherapy appolnt®ent.

uOIDltll.

patients perceived
Tvo-thirds noted that they might evantually

several factors that mlght cause them to

¢ therapy-

drop out O
rustrated t0 cCarry on. aspuclally If ¢telble

feel tOO tlred or 3

eoon forthcosing. Others cosplained that ataff

tnprovemcnt 18 not
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attitudes and behaviour could influence their future attendance.

One specificaily said that staff were "unfriendly." and another
observed the therapists to be "inconsiderate." One paticent said

that the staff are "fussy and commanding.” which she found to be

discouraging.

A few claimed that "physiotherapy ezercises arte child's
play., and once the basic technique {5 grasped, there will be no

need to waste time in the hospital." Another was annoyed that

"drugs are not prescribed,” Five expresscd dislike for group

treatment sessions (vhich cosmence vhen the patient (5 assessed to

be at functionai grade Ltwo). saying they received less perscnal

attention during this saspect of their treatment. These group

scasions. called “Hemiplegic Class,” afe composed of about ten

patients supervised by one phyaiotherapiat.

All patients claimed that they carry out thelr recommended

h trep (oent prograa-e‘ vith assistance frod® a child or gpousec.
oae 'S |

T :d they rely on theae relatives to remind them of clinic
ree &8

tgent days vhiie the reat sgid they are capable of
2pPpoaitse "

rcsegbefing Y themaelves.

Patients coopieined about the tis¢ vhen sassions are
8

e finiahed vith other sppointsonts In the
‘timc

hogpital., One
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hot to perform the exercises.” Another complained that by the

time the sessions finish, "it is rushing tlme for taxls and
buses,™ as commuters are closing from work or parents are out to

collect their children from school. making it difficult tc find

transportation, thus putting stress on the very people wvho need a

less stressful environment.

Patients were asked what purpose thev thought physiotherapy

sessions served in stroke management., Four clalmed the sessions

helped theso learn something new at each v!sit, Another said {t

afforded opportunity for regular check-up and evaluation of

progress. OQOne B4-year Old patient said, in Engiish, chat although

the exercises vere “terrifying.,”™ they vere still necessary for his
recovery. One voman noted that vith regular attendance ahe wight
ipprove more qulckly. and that the treatment vas seant to
strengthen her !tabs. Similarly, other reesPondents noted that
vithout FeFuigr attendance their physlical condltlon wvould
deterlocste, leading perhaps to “an earlier call (nto the grave."
One msn was sure that the ezerCisee vill enable him to valk agein_
Patlents' sotivation for secking treatment Eenerally wvas to
enable thes to return to their norsal occupatlona and to pe
functioning individuals in the sociecy, or &t least to be loge
dependent, 1heir commitsent to tin¢ Physlotherapy component of

treatment vés sosevhat less strong. As one respondent obaerved:
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patients would not mind forgoing a physiotherapy session for
another medical appointment because, "physiotherapy 18 an ongoing
activity, but seeing the doctor for medlcation is once in a
while, and patients would not i1ike to misa this opportunity.”

The intervievees commented on whether they had perceived any

improvement in their conditlon since beginning physiotherapy

gsessions. One patient described how his perception changed over

time. At first he thought "it was all fun, meant to make us

happy. but with time and more practice, ! realize that it

strengthens gy arms and legs and imorcves the grip of my hand.” A

negative comrent was offered by one woman who said, "You spend so

much money on it, with no evident improvement. It only prevents

further damage. The conditfon DAy never improve completely.

There «iill alvays be soece paralysia.” Overall respondents

appeared to be equslly divided in thelr vieve, with some eeeing
“new improvemecnia dally,” while others lamented that “{mproveaent
ia too slow.”

Reupondents vere avare of the poasidble complications that

migh: arlse in Untrested or neglected stroke casea. All vere
convinced that the paralyais vould remaln or even yorsen. Most
felt that Duscle contractures end Joint deformities were

tncvitable in stroke, but thst the’paralysed lisbs could be

strengtihenad through physiotherapy.
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The general impression conveyed by patients was that they

were not expecting a return to perfect condition, but that they

remained hopeful. As one man put {t, "We are waiting for

miracles, but we are still putting in the effort because heaven

helps those who help themselves." The only really negative

attitude wvas expressed by a caretaker of one patient who stated
that stroke patients never recover fully, and that there would

alvays remain some paralysis no matter how much effort wag put

lnto treatment.

PHYSIOTHERAPY STAFP PERSPECTIVES

All fifieen physlotherapy statf had eapertence in vorking

vith stroke patients. Thi#s ran€ed from one to 29 years vith 2

sean of eleven. On average 3 physiotherapist attended to two

atroke patients dur!ng a veek,

When aaked about the apecific problems stroke patients
encounter during fchabilitation, the physiotheraplets mentioned
depression or emotional disturbancea and latk of motivation goat
commonly. Another probles they perceived wae pailents*' peliefs
that indigenous medicine of fered s better cure, especially gince
patienta often #ttributed stroke to the evil actiona of grher
people. Another 98fficulty vas fnability to afford therapy snd
Rak orkta i cAiNs because many patienmts becowe dependent as 8 reault

of the stroke. Or 88 elderly citizcna ver® already f1nancig)ly
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dependent on others.

Some aspects of the condition and the care process were seen

as intrinsically problematic. The complicated nature of stroke

disability was blamed by some for making rehabilitatlon <!fflcult.

Another inhibiting factor vas seen as the limited treatzent
facilities avallable to help the patients. Pains that occur

naturally during some ezercises were felt to lead to uncooperative

attitudes in patients. :

Many patients were sald to lack kknowvledge on the benefits of

physiotherapy. 1t was noted that faa!lly, friends and neighboura

often falled w0 provide soclal suPPort. Elderly patlients were

thought to be "lazy” and particularly troublesoze. Cne therapist

gave 3 specific czample to back up this point.

Mrs. S. 18 4 54 year old voman who suffered a right

cercbrovascular accident three vecks ago. She has

been receiving physical therapy for twvo and a half
v i{igh muscle tone is beginning to develop in
her left upper extrecity (the affected gide} and

pagslve-rangcnof-motlon cxcrcCiecs are beCOllng

painful. She £{s getting excellent neurological return

in her lower trunk and left upper extreslity, and she

is 8lready able to asbulate’ 100 feet vith only contact

One day vhen she camc to therapy. ah
guarding. y - 24 =

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



124

refused 81) treatment to her left upper extremity,
"becavse ft hurts too much, and it isn't vorth {t."
She stated, "At least 1 can walk. Besides, it's only
my left arm. J]'m probably not going to get much use
out of {t anyway. 1 know. My mother had a stroke,

r and her arm never got better. I can get by without
being able to use it., Let's just concentrate on

{mproving my balance 8o I can walk better.”

when asked about the specific rolea that phyafothecapiats
play in stroke management, 3ll indicated that only the
physiotherapist can take effective care of the neuro-muscular
system rehabjlitation, amhulation and gait retraining and also

retraining of hand movesents and upper arm functions, One-third

{five) added fucthec that counselling 18 part of the

physiotherapist*s role.

Concecning patient defaulting from physiotherapy

nts, all responded that o majority of their gtroke
apocll-;’c )

c ; Y ded after a couple
ome ccBulad 1y or even abscon
patients did not

£ at dances whon asked to adduce reasons for this pehaviour,
ol attenaa .

overty highest-

cost of transportation, and echoed other

" This debarred patients from paylng
they ranked

hospital biile and the

difficulty to patlents during
d as causing
problcms mentione
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rehabilitation.

They felt that lack of motivation and lack of social support
led to another factor that encouraged defaulting, perceived delay
in recovery. This in turn coul& is related to an additicnal
reason for defaulting, the seeking of alternative forms of
treatment in the hopes of finding a cure. Only one therapist

mentioned private physiotherapy services ae one ¢f theae

alternatives. Tvo members of staff had the insight that the

qQuality of thelr own interaction with rhe patient might influence

absconding.

All therapists had seen fully recovered stroke¢ patients.
They were therefore asked vhat factors led to the success of
physiotherapy in stroke management. The first and most cowmmon
responges focussed the extent of brain damage, the time of
presentation ior rehablillitation exercises and the frequency of
exerclaes, Clght indicated that the patient‘'a wmotivation and :eal

to recover also played some role in the prognosis.

specific recomzendations on jmproving the quality of care
pec

hanclng patient attendance vere
patients and on €én
‘iven ﬂtrUke

platu. The latter. they thought, could be

.uggcated by the thera

to perecvere. to be eful
encouraging the patients 1 L

achieved by '
ar Shyafotherapy. Only one person

ro adhere to regul

and
ecosmended educating the stroke patients as early ;3@
er

specificall
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posaible about the likely course of improvement and prognosis for
recovery.

Several recommendations were directed to the Departament and
Hoepital. They sav a need for more trained staff to decrease the
patient-therapiet ratio and for better treatment facilities.
Better faclilities and more staff were thought capable of producing

better management of etroke cased and good patient-thcrapist

relationships, such that long treatment time couid be reduced and

quality of care improved.

Almost all therapists commented on the Hemipleglic Clases. and

suggested that group therapy should be discouraged. They noted

that patients in this clase did not alvays receive the best

treatment, partly because patients were not always properly

screened before their introduction to the claese- Tho less than

optimal treatment in the group fetting vas blamed on the ract that

usually only one therapist is avallable to conduct the class,

h jdeally two ©f three should be involved. One person does
vhere :

strength toO attond to ten disabled patients

not have the time and

ef{ectively.

Pinally the gtaffl espresded 2 deslre for continuing

n
1{&e B%il1] develop®ent (n
rticular they vould

education. In P4
haptlitation snd seminars on neurology, eince atroke is
o rehs

'atrok

neuro logical diseasse ¢ntlty.

primarily &
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SUMMARY

Records from the UCH Physiotherapy clinic indicate that
upwadrds to one-third of referred stroke patients never attend at

least one recomdended physiotherapy session. Records on actual

attenders show that attendance 1s associated vith onlv one

demographic or clinical variable, religion. Moslens were found to

display poorer attendance behavi{our than Christlans. No

assoclation vas found betveen attendance partern and sex,

occupation and age of patient, nor her entry level of functioning

or the side affected by hemipleglia. Attendance was found to have

a significant assocjiation with deiay time froz referrai to first

attendance. Those vho attended sooner had better attendance

records. Delay itself vas also found to be associated with

religion and occupation: wNoslems were more likely to attend thelr

firet eepeion more than twvo veeks from the referral date.
Business pecpie and traders vere aleo more likely to delay than
civil servants/professionals and unskilled vorkers.

Qualitative intervievs vith current patiente and mstaff{ ehed

sose llght on reasons for defaulting. These {ncluded lack of

visible or tipely eigns of lwprovesent. asslgneent to Group
physiotherapy classes, CO8tS of treatsent and transportation,
Indigenous beliefs adbovt Cause th?t Jed to seeking Indifencus

treatgent 81ternatives, lack of socia]l eupport fcom faaily,
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friends and neighbours, inconvenient scheduling, less than
adequate patient-staff relatlonships, lack of understanding of or
experience with physiotherapy on the part of patients, a higher

value placed by them on medical interventions., and a less ih

k'.\‘n

ideal patient-therapist ratio.

The laplications of these findings for physiothecapy and

patient health edutation are discussed in the nest chapter.
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CHAPTER FIVE

DISCUSSION

TwO research methods have been combined in this study to
shed light on the extent and nature of the behaviouvr ¢f stroke

patients concerning attendance at recommended rchabilitative

physiotherapy sessions. While both methode have their

limitations, the diecussion below shows how thelr concurrent yse
in thie research has been able to !dentify wvays of improving
service manageacnt and targeting patf{ent health education.

The peak age group of stroke patients in this gtudy (60-69
years) tends to support the findings of Oauntokun et al [19?9}] and
Walker et al (1979 that incidence of stroke escalates wvith
advancing afe. it ahould be noted that although patiente over 69
yeare vere lzgs of the total, in tcrme of Incidence, that age
group {n tiie overall population is also smaller,

The nearly equal proportions of male 4nd lemale paticnts may
suppoct the Projection of Osuntokun et al [2979) that the
predominance of male atroke patients some yeara afo (a ratlo of
5:2) would tend to reduce and be more $n line with the fairly

.eQual distribucion seen in Induairial countries [Walker et al,

1983). The regigtration at prysiotherspy clinic alone can not be
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taken as conclusive evidence of this trend, since at least one-

third of referred patients never reported for their first session,
but the data obtained from the cards of attenders show no

significant difference in dropping out after registration. 1t is

therefore unlikely that the rate of initial absconding wculd

differ greatly between the sexes.

Osuntokun [1988) observed that the occupat!cn of an

individual would not necessarily predispose Rim or her to stroke.

Although incidence rates for the various cccupational groupings

can not be calculated from the aval!latle data, it 1s useful to

note that those patients wvho did attend physiotherapy clinic coge

from a vide variety of vocations.

The issue of occupation does point to soge of the probleas

of record keeping concerning stroke patientas.

In nearly 19x of
carda the OCCUPILIL'\ of p.(lent vas not recorded' A few c.rd‘

also lacker vital data on age and religion. NMore importantly, no
background inforsation vaa obtained at time of booking for firat
appointment, eo that it 18 not poaaibie to learn about the
characterletica ©f those vho refused to attend clinic at UCH.
Thie inforsatfon 1% not only of acadest{c intereat. but could be
invaluable in Planning and targettng educational programses to
reduce the Probles of absconding.

jr should be noted that all ;ho attended al lecast one
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session listed 1badan as their currenit address. One wonders

whether some of those wvho did not attend at all lived outside the

city and could not find temporary accomzmodation in town from vhere
they could continue with physiotherapy on an out-patient baczis.
Transportation difficulities have been documented as an !nitbitor

to health service utilization generally (Hertroilis. i374], and
the problem of distance has been implicated in dropping out of

physiotherapy treatment specifically (Adanlawvo, Ajibola, -Akpan,

Yalomo, Olovolafe and Tejumola, 1988].
The records in their present form pof{nt to a major quality
of service problem. As noted., one-third of those who make a firat
appointment never shov up. Subsequently another third of these
original referrals never coplete Bore than half of their
recommended 12 rehztilitative phyaiotherapy gessions.

Thus 3

majority of stroke patients do not benefit from the full range of
services offered by the Physliotherapy Departmsent. while 1t is not
poaeible to coasent ON the characterfstics of those vho did not
shov up for sessions. the diacussion that follovs examines vhat
vae iearned About those who dropged out of therapy and the

educ ,
implications for Patient health ation

Only one desographic variable, religlon. vas found (o phe

asaociated Vvith attendance at recqamended Ph¥elotharapy sessiony,

vith Christjane havins better attendance records thsn Mosless,
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Although records do not intlude data on educational level (an
{mportant omission i{in {tself), one might infer from Mabogunje
{1971) that religlon may be an indicator of educational level

because he noted {n lbadan that Moslecs have less formal western

education than Christians. Studies by Tagliacozzo and Ima [1970)

and Baekeland and Lundwali [1975)] found a3 positive association

between educational level and health service utiilzation. They

inferred that higher levels of education would be assoclated with
a greater understanding of modern disease concepts and a better

acceptance of modern health care.

A useful predictor of overall attendance is delay time from
referral o (jrst eession atrended. Hertrolfis [1974] observed
that the health service itzelf could cause delay by its own
appointment making procedures, and that such dclay was responsible
for patients not showing up at all. n the case of the UCH
Physiotherapv Department, the first out-patient sppointsent fa
usually aet within the first veek after discherfe, but not later

than the second wveek. Thus one could say that any patient coming

vithin the first tvo veeks after discharge fros hospital vas

attending early, wvhile those attending after two veeks delayed.

Nearly half of those who delayed attended only 1-3 gepatons
compared to ONiy one-third of early attendera, Converacly, over 4

quarter of early attenders Participated In 10-17 ¢eaai0n® coapsrad
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L0 less than one-fifth of later arrivals.

At a general level one can say tﬁat opportunities to
encourage early attendance during initial booking are not fully
realized. Specifically. the study identified certain groups of
patients who are more likely to delay their first attendance, and

these should be identified by those making appolitxze=nts and

especially targeted for counselling.

Again, religion was associated with detay, and on; may
adduce the same factor of educational leével to explain this

behaviour. Bducational level is alsc implicated in the fact that
occupatlonal grouping was associated with delay. as the group of
civil servants and professionals vould. by the requirements and
nature of their employment., be expected to have a higher
educational attaiaxent than business people and unskilied workers
Delay !{n t(rezatsent iteelf has o negative (nfluence on
recovery LAnderson, 1990; 8obath. 1990; Dardier, 1980). Tnie in
turn may lead to depresaion and c30tionslise over the cont!nued
RNt L oha) impairment , which itself can discourage a patient froa
attending rehabilitatfon services (vade, 1992). Dpelay ¢
associated With preventable Complicatione [Rulley, 1982; anderson,

1990) that have & negative effect on functionsl level at (nit1al

presentdtion for out-patient services. The literature thereby

= of events beginnlng vith delay., and leading to
portrays &

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



134
lowver functioning that produces more severe depression and a
greater 1ikelihood of dropping out of therapy. In this study it
vas possible to test the association betwveen functional level and
attendance, but no relationehip vas detected. ae a nearly caual
proportion from each functional category registered good
attendance (10-12 sessfons).

Avarenegs, Bellefs and Attitudes

Simpsom [1980] has obeserved that wmany Yoruba 1llnesfes are
vhat modern medical practitionera call symptoms (goy! for
dizziness and i{ko for varlous focms of cough}. and are thus
descriptive of the conditlon. 1ITn this veln, the name commonly

given by the UCH patients for stroke, ro®olowo-romolese. 1y 3

1iteral description of the withering (rg) that occure to the hands
(owo) and legs (e8€i-

Other napes of illnesaes may ccflect the potlon of
causation, e=specially when 8 suPecnatural force is Involved, por
example. swallpox 18 often refercred to as olode. one of the naxes
veed for the Yoruba divinity, 2oponng, who represents the wrath of
the Supreme Being [ 31dowu. 1962]. In thls case ewgn-oode refers to

the charsed chain of covries that vas uscd to Inflict the gigease.

The dusl naming Of stroke may reflect pstlents® indgvidual

vere unf
experionces. Host amiliar yith the condlitlon prior to

thelr attack. and thus msy have been Inclined (niti31ly to neme |
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as they first experienced the symptoons. As the sufferers began to

face the reality of their condition, they may have begun a search

for an explanation. While some who knew they vere hypertensive

Could see a link betwveen the stroke and that condition, othere
vere encouraged to seek explanation in the supernatural ceajm,

especially because of the suddenness of the attack.

These different points of viev may influence creceptivity to
modern rehabilitation and treatment, including physiotherapy. por
example, one patient sought indigenoug treatment because ghe
l1inked her stroke with a dream that sihe nad a fev days before the
incident, that someone had tied hcc up ¢o she could not move.

Level of formal education may be 8ssociated with such pellefs, and
86 implied 3bove. indicators for lower levels of education wvere
assoclated with dropping out by patients at UCH Physlotherapy.
Department.

One patient thouSht that 392003 vas in fact responsible 3nd
observed that the incidence of stroke has been increastng in the
countcy ever since s@allpox. his major weapon. had been eliminated
in 1978. Intercstingly this Observatlon concure vith Qguntokun's
(1988) oun repocts of inccreasins incidence to lecvels found tn
el i 2 e gui ko FRRKERRONSS otpsihov weqP is (eyey

lain di occuccence vithin the conteit of thelr own
explain diseasc

Culture.
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Approzimately half of the patients interviewved f[elt that

thelir progress wvas slov and cited this as a potential reason for

dropping out of treateent. This conforms with the Health Bellef

Model that considers perceptions of treatament efficacy as a factor

that will influence health action {Becker, 1974: Rosenctock, 1975;

Clark and Zlmmerman, 1990]. 1In fact physlotheraplete reported

that some patients curtailed treatment because of pain, an
observable effect that, according to Protect!on Motivation Theory,

would Iincrease maladaptive responses [Prentice-Dunn and Rogers,

19861].

Patients also !dentified barriers [Becker, i974] or response

costg [Prentice-Dunn and Rogecs, 1986}, such as transportatlon

costs and difficulties. that would diacourage them from attending

clinic. 1Inconvenient clinic time 18 a barrier that is part of the
environment vhere patients learn [Bandura, 1986: xinsman, 1989)
and could actuslly be modified by the therapiats themselves.

the lmportance of social support [Clark and Zimserman, 1990)

wss Gemongtrated with all patients describing one form of
assigtance Or anothefl that they required from family members.

fhis fncluded financisl assistance, reminders to arrend clinic,

g the trip from home to clinic.

and accompaniment durin Leventha]

"and Cameron [1987) noted that ade§uacy of financisl aupport ts onc

{ctors of health action,

Famii
of the Dost powverful pred Y members
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are also part of the “lay referral systen” described by Fishbein
and Adjzen [(1980] and contribute to perceptions of normative
behaviour which may lead to utilization of indigenous healers.

More attention f{g& needed, therefore, on those prov!ders of

various forms of support. At UCH., vhen family meambers accompany

the patient to therapy. they usually sit in the vaiting are2. The
high level of dependence on family mesbera reported by patients
implies a need to involve them in the therapy, too [Evans,

Matlock., Bishop, Stranaham and Pederzon, 1988).

Attirudes and behaviour of health (physiotherapy) graff e
important influences on patient compliance, either due to the
resulting level of patient zatisfaction with the aervice provided
[Becker et al 1974; Xorsch and Kegrete, 1972) or to the quality
and content of pa2tient-provider communication {Leventhal and
Cameron, 1987). Domatob (1979) observed at the UCH Physiotherapy
Department that the cosZunication style employed by
physiothe Faplata vas that of telling patients vhat they should
knov and do, rather than counselling that encourages active
participation Of the patlent LIn thinking about and reaolving his
own problems. She attributed tho lov level of kxnowledge in
parents vhose children vere brought to ciinic for rehabilitaryon
from polio about thetr chi1ld*? condition to the sore directive

¢ of health teachling. This 18 confirmed by Evana et al [19ga]
Orm
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vho note that information alcne i1s not enough to sustain behaviour

changge in stroke patients, but muat be reinforced through

counselling.

Only one-third of the UCH staff used the word "counc=ll!ng”
in reference to their roleg in caring for stroke patients. but

only one of these has actually had formal training in counselling

ekille. This gap wae recognlzed as sost exprecseed a desire for

in-gservice education on counselling. :

One wight assume from previous #2:iudy that group learning
eituatione could provide positive reinforcement for change by
individua} participants (Brieger. Oke and George. 1983). |n
contrast the UCH patients complained about their group training
classes, feeling that they received lese individual attention.

The intenalive work and asslstance required of the group trainer yn
physlotherapy !s more than that needed for group education on
diabetes ¢r hypertension. and w3y account for the patientg*
dissatisfaction.

UCH patcients’ vieve contrast with that of Sanford [;989] .ho
felt that group Physiotherapy scsaions for patlents vith common

conditf{ons were NOt only cconamical, but also created nev

enthusissm in thes. Tht difference in perceived benefits may

srise because, vhile the ucy PhYsiotherapy Debartaent zgaigng
*

thre Otlff to g]'o'up 80'5‘0".. the aCtUll PI’JCthe .doPted by thc
€
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phy6iotherapists {s to rotate the duty among those threce, not for

all three to work at once. Jdeally there should be enough

therapists to assist each patient perform the exercises, but in

the present arrangement it 18 only possible for the one atteading
physiotherapist to give instructions to the Clasa 35 a vhole. The
explanstion given for this vas the heavY vorkload, which has

arisen becauge sia staff positions are currently qacant. In

addition. of the 15 available staff. only eaven or eight ;re

assipgned to oyt-patient duty at any given time,

A fex staff hinted that the desire for individual therapy
B2y have encouraged some patients to drop out from group sessions

and scek physiotherapy {ro= private sources. Considering that

many patlents complain abour high costs of treataent, and private
therapists may charge at least three tiees the UCH rate. It 1g pot
11hely that a Zrecat musber of patients can take advantag® of this
option.
Isplice;iens for Bealih Educatien

Several focal points for patient bealth education have besn
identsfled in thie study viics vould Improve both compliance and
quality of care for stroke patiests recelving physiotherapy.
Thase inciude the in-patlent period, time OF bocking far firat
sppointment . the firgt apposutment Suvnnlfl; the group healplegia

! B a ying family ocabets sl tha tﬂllnul“
Clasoes., .
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education nceds of the staff themselvea.

During initial hospitalization the patient should rececive

information on the nature of the disease and its prognosis. They

desire to know the csuse of their own stroke. They alsc need to

know wvhat to expect from the upcoming out-patient phyeictherapy

rehabilitation services. This cducatifonal interveniion ahould be

provided through individual counseliing and family counsellling

Special attention
should be paid i{n sl]l educational interventlons to patients with

performed by physiotherapy and nurei{ng etaif.

less formpsl education that les sensitive to their cultural beliefs.
Since many petients vho Loo% an sppointment with out-patient
physiotherapy never attend ccaasions, and those wvho delay in thelr

firot attendance are nmore likely to drop out, s major ajaasod

opportunity for patienl education can be found durinE the booking
proccas. At this point the pstient ia8 met by both the records
clerk as vell as ono Physiotherapiat vho acta the actusl dare.
This 1s o crucial time for esphaaizing the need for timely sction
to prevent compiications and deterioration vith both patients znd

, Patients and family memb
accompanying famlly membelé y memberr ghould

qucations and vecck clarificatlon,

]
be encouraged to 35k Ot only

hould the theragPlata provide the counsellng, but so too ahould
shou

e the actua} firat polnt of contact with the

out-patjent 8ervice.
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On arrival for first appolntment the patient ls again met by

the clerks. They should reinforce the patient's attendance
behaviour by praising her for coming and reminding her of future

appointments, During the €irst session the therapist needo to

learn more about the patient’s beliefs and concerns, and engage

the patient actively {n finding solutionse to any poterntial

re to full participation in rehabilitation. Any time a

barrie

family member 18 present, he or she ahould be involved. so that

vith a fuller understanding of the regimen, he can reinforce

| pliance at home and remind her to attend future

patient com

saessions.

Ag hoted, Broup educatlon of hemiplegic Patients 18
8 '

frull coseplisent of assigned staff 1s

demanding. 8uch that the

he absence of more
- segsions effective. 1n t
needed to make these
s=i0NS could cmphasiz

e a vay of enhancing involveaent

e for functional tasks instcad

staff. the 3¢€C

ctonal ezercipts 3

of trad!
should do more than instruct.

The group leaders

[Levitt, 1988]-
e interaction among the partlcipants to

ould encoUrag

~ C ah sh
He © e More experienced

probles solving ideas.

d
concérns an
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techniques to apply at home.
Stroke 1s not only stressful to the patient. The whole

family 18 affected, as life patterns arc interrupted and extra

cxpenses are incurred (Holbrook, .1982]. FPaoily members themselves

may need counselling apart from their hemiplegic relative, They

may need to confide in soweone about the problems rthey f{ace out of

earshot of the patient. They also need preparatiofi on home care

vaske and truthful {nformarion on Prognosis and patient needs

[ {editorial, 1974].
1n order to accopplish all of the above educational
4 n
4 1 tions the professionsl and gurrort stalf of the
nterven "
1
{n-service tralining in individual,
artoent need
) Physiotherapy Dep

hods.
family and group education and counselling @ethod
amily

Conclugions

Since

1s a study based in large part on patient
thig 28

ing at
reoched 1s that record keep
the {irst concluelion

f the referral PT
on patiente vho booked a flrst
e

the beginning ©

{labl
nformation vas 2va
inf{orm T failled to sttend. Another major gap wvas

ut
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during both in-patient care and at the time first appointment is

booked. Approximately one-third of referred patlents are lostL to

out-patient rehabilitation, and another third never attend oore

than half of the recommended segsions. This poor attendance was

aggociated with delay in attending the first appointed out-patient

session.

This problem might have becen avoided 1 f pati=ants had been

encouraged not to delay vhen coming for theic first gppointsent

and {f creliglous and occupational indicators of lower educational

status had been heeded as triggers for wore intensive health

education by records and profeszicnai staff. The study concluded
that Moslem patients vwere rore likely both to delay 1n coming for
d $
theic ficst appointment and subgequently to attend less gessions
than their Christiai counterparts. Similarly delay vas more
business and trading and
wape wWwhosC occupations veroe
common ABONE riioee ¥
lesg among civil servants 3nd professionals.
86 aVa
- d the understanding of
rch greatly enhance
O\\a‘&tctive resea
L As noted, educational stotus vas indirectly
coupllance behaviour:
delay and poof attendance behavlour. In-depth
{m; llcated in Qela
’ both patlentg and ph)’llothefﬂPIStc found the
ws vith
il :raditlonal bellefs about covadtian and
rONg

persistence Of &

. ' h ‘

he acceptance of modern therapy that could be
bscriers to the
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dlleviated through education. Fortunately some known hypertensive
patients, possibly because of their previous contact vith modecrn
health facilit{es wore more likely to accept. if not {nftfally, at
least later in the course of recovery, that neglect of thisc
underlying condition may have becen responsible for the stroke.

FPew patients had previous exzperlence with or understanding
of physiotherapy. Not surprisingly. some were dicappointed wvith
thelir current level of progress and were resistent to the inftial
pain and {nconvenience of rehabil{tation, In-depth interviews
vere valuagble in {dentifying other pctential and real cauges of

defaulting including transPortdtion problems. treatment cogts,

f inconvenient session times, dielike for group gesslons, and in

| some cased poor patient-provider comaunlcetion. Viewg of the
practising physlotherapists confirmed the beliefs and experiences
of the patfents. They vere able to identify the scarcity of hyman
: and materigl tesources in the Physiotherapy pepartment pphat oight
have contributed to patient dlasatisfaction.
All patients vere found to be dependent on family wéebers
for eoze aspect of thelir care and therapy. However, family

members are not activeiy involved in the therapy and eduycation.

In conclyslon several targets and opportunities for patient
heslth educatfon [OF Btroke paticpits vere identified, bexinning

during hospitalization and continuing through booking and
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rehabllitation in the out-patient department. The need for

continuing education for professfonal and support staff was also
confirmed.

Recommendation3

' Based on the findings and their implications, several
recommendations are offered below to lmprove the 9uality of estroke

rehabilitation and patient health education at UCK.

¥. Patient counselling in the Physiotherapy bDepartment should

begin froz the moment the stroke patient ie hospitalired and
be reinforced vhen the patient first presents hiaself to
pake an appointment {or cut-palient sesslons,

2. Family members 8hould he actively involved in both
indlvidual and group cherapy seseions, and be targeted for
individual Counselling themselves tO dddrees their own needs
for support and encouragewment.

9. Hem!pleglc clasees should he fully staffed and focus on
functional 6kills, sharing of expertences and modeling among
participante.

‘. In-service training vockshops should bte planned for
professional and support staff in the Phyalotherapy
Deportment. The folloving toplca a&re rocoamended based g
obséEvotaOns and interviewvs vith the physfotheraopieta

thesselves: a) Stroke Banageacnt princibles. b) counsej)yng
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sk1116 and c) record keeping. Resources for continuing
education {n patient education 3nd ¢oOunselling may de found
at the Afcican Regional Health Education Centce (ARMEC) of
the Department of Preventive and Social Mediclne, locaicd
vithin the same pPremiges a8 the PhyBiotherapy Departuent.
The professional physiothecapy cucrciculum shou!d incorporacte

formal courses on patient health education, with assistance

from ARHEC, and clinical psychology.

A longitudinal study would enable future reseacchers to
ascecrtain the role of patient inocwledge. attitudes,
resources and other factoce on compliance behaviour,

The Physiotherapy Depariment UCH should develoP coamunity-
based services in line with the National Health Policy that
emphagsizes Primsry Health Care. This would involve
providing !n-service tralning for s variety of coamunity and
village based health vorkers in appropriate physiotherapy
ek1)1g and knowledge. More accessible, community-based

services would @ake it easiec for stroke patients po comply

vith the recozsendcd nuaber of thecapy wscssions,
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APPENDIX A

FUNCTIONAL IMPROVEMENT SCALES

l. Level of FuncCtional Jmprovement of Stroke Patlents at
Discharge from Hospitalization/Presentation for Out-Pat!ent
Physiotherapy

GRADE ASSESSHENT OF MUSCLE STRENGTH AND LIMB PUKCTIONS

0 zerc function or, mass motion in the affected upper and

: tient gets to
er ligbs (MRC Scale ¢ 2): pa
i::nding with a etandby help, but not ambulant.

e lower 1limbs; hand
of affected uprer and ;
1 Hags mo::o:ra movements (¥RC Scale < 3): patient
g {th or without a1d. unstable affected lower
:?b:lzgfn:s unsteady zalt and standby help from one
@ '

person.

— and upper arw functions (MRC
2 Useiul hg?d :;;i;::tis ambulant with or wlithout aid
Scale = 31I%

and no standby support.

d and upper arp movementes (MRC Scale 3-

X| Functienal han Lant vith apparently nocrwal but

5): patient i 3mbu
L]
slow pait.

ge of arm and hand, and correct
functions and U
4 Normal

galt pattern.-

—

——e—

.+ Medical rescarch
Shepard Nordhol®. Lyane. 1985:

Council, 1976)

——

xt POEe
l - h ouncil Scaje - sep NE
dical Rcaea’c C
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. T M
edical Research Counci] Scale For Muscle Strength
PIGE FINDING O ASSESSMENT —
OP MUSCLE STRENGTH STRENGTH
0 No Contraction 0
1 Trace or flicker of contraction without
actual movement 10
2 Poor strength, muscle moves through .
complete range of motion when
gravity i{s eliminated 25
3 Fair strength, muscle moves through
complete range of motion asgainst gravity 50
4 GCood strength, muscle corPletes motlion
against gravity wich varying amounts
of resistance 75
t h. auscle BOes through
. Naregl. 3 fengt f motlon 3gainst gravity
complete fange O / of fati
with full resigtance andé no 81gns gue 100

I

{Source: Medica, Research Council, 1976]
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APPENDIX B

INTERVIEW GUIDE FOR CURRENT STROKE PATIENTS

1. Socio-demographic Characterfstics:
age. sex.tribe, religion, marital status, premorbid
. condition, post-ictal occupation, onset time of stcoke, date
of first attendance at out-patient physiotherapy sesesfons.
2.

L(novledg_e_yﬁ_aguefs about Stroke:

~ name uged for atroke in this comrunicy.

« Wwhen, hov, froo vhop firet headd asbout estroke.
- wvhat different thiings Cause Etroke.

- wvhat responsible for own particular stroke.

- what €¢zplanation given Patient by doctor.

- sgreement with doctor’s esplanation.

sion.
- Previou® d!sgnoiis of hyplrten

| i
f v8 riouvs vay® to fcare for atroke patient
k“‘)\‘(ebxe o

i this cossunity.

paccent of rscovery pos¢idble, and tlise
abovt
- ezpecuuong

this will take.

ke .
e who had siro
for fullurltr with § SBO 0N
- Pr

atsent helped
Ihﬂu'h" aboul wvhat ire
- If [l.lllir-

big/ner MO8t -
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Knovledge and Attitudes Toward Physictherapy Services:

- when, how, through wvhom first heard about physiotherapy.
- vhen commence physiotherapy for stroke management.

- whether any appointments have been missed.

- 1f any missed. reasons for not attending.

4, Dissatisfaction with Physiotherapy Services.and ecrception

of Problems with Treatment Programmes:

- does patient perform home treatment exexcizes.

- vho reminds patient of physiotherapy appointmpents.

- who assists patient in coming tO physiotherapy seesions,

reasons.
- convenlence of appaintmert times and

of performing ezerciges at home vithout aesistance.
- ease

S.  1gpact of phypiothesdpy’
y deseions Play (n

- rolee &ttendsntce at PhYBIOtherap

patient’® sanagesent and recovery.

ul,
i of vhether phy;lolhertpy iq helpf
- porC’ps on |
gy of BLLoke!

verl
6. Hegig Llsim-!snmnl-is

ke

for Stroxe.
trearsent
T g herapy gesslons for other

fot
- whether would foreg® phys

d reasons.
ra OWD stroke an
p‘g’:lﬂl 8

s
- how serious ¥ e O e

i
- ideas of possible cosp

glect® treateent.

re
{f stroke p;tltﬂl
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APPENDIX C
INTERVIEW GUIDE FOR PHYSIOTHERAPISTS ON

ON THEIR PERSPECTIVES ABOUT STROKE PATIENTS

Yeare of experience in physiotherapy service managing stioke

pat{ente.

Average number of gtroke patiente tended to in a month.
Specific problems usually encountered vith the stroke

patiente during thelir rehabilitation

‘ th
Special roles that phyeiotheraplete play in the

rehabilitation of stroke pecients.

Wheth y of own etrcoke patients have elssed treatoent
ether an

sesgione or dropped out and reaeons-

have fully recovered. end
etcoke potients
whether any of own

rr er ]
t factc. ) QﬂhanCEd 18/her ull co y
Uha h f re LY

3 d in the
how vel}l etroke patients are Dinage
Judgeaent on W

cH and specific recomtiandations

b
tpent Of
Phys{otheraPy Depar

care-
to loprove the quality of
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APPENDIX C
INTERVIEW GUIDE FOR PHYSIOTHERAP1STS ON

ON THEIR PERSPECTIVES ABOUT STROKE PATIENTS

Years of experience in physiotherapy éervice managlng stiioke

patients

Average number of stroke patients tended to in a month.

Specific problems usually encountered with the stroke

patiente during thelr rehadilltation.

Special roles that Physlotherapists play in the

rehabilitatgon of atroke Patients,

have Hissed treatment
plroke Patients
Whether any of own

reasaon a,
Bcssions or dropped OUTf and f d d
lly recovered. an
patlente have iU
of own stroke

sher full recovery.

Whether any

what factors onhanCed his

1] stroke patients are panaged in the
ve

» on how
s, at of ucll and speclfic recoamendations
Depa rteo

y of care:

Physiother3Py

to improve the gqualit
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