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ABS'l'RACT 

Stroko, usually defined as a cercbrovaoculor accident, 

manlfcata in hcmiplogio. It la one ot the most disabling 

complications of cardio-vascular diaeaaes, lncluding hypertension, 

and occurs mainly among tho middle aged and elderly. A major 

component of orthodox otroke management is physiotherapy. 

Unfortunately, orthodox manogoment has nol b�en popular among cany 

potlents, who sack oltcrnatlvo treatmcnto moro congruent vith 

tholr cultural beliefs about the condition. ihco� bthavlours 

often lead to complications that inhibit tull recovery. 

Stroke paticnta, at Un!vorslty Colleuc llospttal lbodon, arc 

usually aoon dally by the physiotherapist durlng hospltallration. 

On dlachorge, however, patlonto arc referred to the Physiotherapy 

• 

Department to contlnuo with physiotherapy. A mJ.nimum of 12 weekly 

appointment• are made when pat!cnto f1rat book for the service . 
• 

This study aimed at docUJDCntlns patient attendance behaviour at 

the reco111111cnded physiotherapy aoe&lon• 3nd determining factora 

that may be aaooclated vlth the level 0£ attendance. The rooults 

11crc tntendt:d to provide a b,uJ1s lor lmprovlnu p.1tlcnt: he.alth 

oducatlon at the Phy•lothcrapy Department. 

Tvo roaoarch mothodoloir1-,s were employed. Plrot ,an 

•
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hlstorlcal cohort llludy was conducted ulilng illl available patient 

records in thr Phy1lothcrapy Dcpilrtmcnt from 1982 throuch 1991. 

Secondly qual l tall vo raacarch uainl{ in-depth 1ntcnrJci.s wn& 

conducted with Lhr 15 phyblothcraplnto ln the Depilrtaent ,1nd ull 

(20) current stroke patients.

Over ono-thlrd of patients who rePortcd to the DcpartlllCl'lt to• 

book an appo Lnui.ent subsequent: ly did not .show up at. a 11 for 

treatment. The rcvlcw of JlJ records of those who actually 

attended found that only 70.l� of patients ca:iplctcd the 17 

aeaslons recommended by tho Dcpartmcnl, with a mean attendance ot 

6.0 sessions. Christians had II mli;nlflc11ntly bcittcr ottund11nce 

record than �oaleau. Those who came early (within two weeks of  

roforral) for their first appointment, attended beltor th�n late 

arr!valo. Neither 1ox. occupation, side of hCllllplegia nor level 

of function at commencement or out-p11tlont 1oa1lona werr 

aseoclatcd with attendance. Early �ttcndancc at the first out

patient eeaalon vae positively naaociated vlth Christian ruligion 

and those with clvll norvlco/prore1s1onal occupations. 

ln-depth lntervieva shed light on cultural bollofa not found 

in tho record,. Soao known hypertensive patients thousht their 

1troke voe aaaociated vith neglect or tholr condition, vhlle 

others believed it happened folloving evil actiona. Almo1c all 

engaged Ln al tern at l ve lhor,1py including lhe service• or ep1 r l tu.il 
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and indigenous healers. Patlent& ldcntiflcd problems such as coat 

of trcaLment, trnnaporLatlon dlfflcultlca, pcrcc1vcd delay 1n 

improvement 4nd &taff �tlltudcs ns reasons tor curtalllr1K 

phyalotheropy. 

The results imply a need for detailed education on stroke 

rohabilitaLlon through phyeiothcropy during hospitalization and ot 
• 

the tlme when first appointment ie booked, to encourage early 

ottcndonce and to answer qucetiona about cause. pro�no1ls and co1t

of therapy • 
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CHAPTER ONE 

INTRODUCTION 

• 

Slroke is one of the diseases of lhe cardiovascular system 

in which the occurrence ls related to lndlvldual behaviour and 

life style (Osuntokun, 1988}. It is chronic in nature vith known 

behavioural risk factors like cigarette smoking, excessive 

consumption of alcoholic beverages, use of illicit drugs, 

violence, non-compliance with medical roglmen for underlying 

hypertension and maladaptive responses to social pressure, and 

stre1s [Osuntokun, 1988]. 

According to the U.S. surgeon Ccnorol's Report (1979), 

stroke ie the third leading cauae of death ln the United Stat�. 

The mortality from stroke was estimuted by Weinfeld, Prederlck and 

WoJ.16 [1981] to be more th.ln ten parcont of aJJ. dcalhs. It was 

also found to be the leading cauac of dtsobllity. According to 

Weinfeld et al (1981), tho incidence of stroke increases. whllc 

the long tcna survival rate dccrcoaca with age. In Nigeria. 

01untokun, Bodemosl. Aklnkugbu. Oyc�tran ond Carlisle (1979] 

reported that the frequency of cercbrova1culor dJ.aoosc 01 a cauae 

of death at the Univ(;rlllty Col loge llospl tol, lbad,1n, .:as four and 

a half-percrnl. llovevor they sulft:Cllt,•d thon that tlto dl11ca1c 
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showed increasing mortality and morbldily in Africans. 

Stroke has now become as co111111on in Nlgurldns as Jn 

Caucasians bucause of serious ct1anges in lhc culture, pJrticularly 

deterioration of the extended tamily sysLcm, which provided much 

needed social support and care for the elderly. Thc1·c has also 

been moaaJ.ve migration from rural to urban areas �Ith attendant 

adoption of modern life styles and exposure to numerous stressful 

factors that con predispose to stroke [Osuntokun, 1988J. 

Stresaors to which Nigerians arc now exposed include high pressure 

Jobe with heavy workloads, fear and anxiety created by traffic 

Jama and armed robbery, greater levels or family and 

lnterpcr1onal conflict, threats of unemployment and unplanned 

retirement, and psycho-social transitions such as sudden tranoler 

to  on unfamllior environment [Osuntokun, 1988). 

The disorder stroke, aloo known oa cerebrovaacular accident, 

la due to interruption of blood supply to che brain causing sudden 

death, poralya11 (hcalplegia} and loaa of speech. Other 

montfeatatlons Include confusion and alteratlon1 of body Image. 

The latter la such that the victim prcscnto w!th dilf!culty !n 

knovlng hla/her right slde from the left and In carrying out 
• 

aoveacnts with the unaffected hand, whlch rcqu!ro croaulng over 

the mldllnc or the body. For example, lf the left aide were 

affected, Jt would be vory dlfllculL if not t11posolblc, tor the, 

•
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patlcnt to touch hla left knee wlLh h1a right hand. The patient 

also looses the ability to recogni�e as his own the limbs on the 

affected side, or worse still, he may deny thac anything 1s vrong 

with hlm [Dardlcr, 1980). 

Stroke prevention and treatment are becoming lncreasln&lY 

importan� as the population of c,derly individuals incrcasca. 

Presumable, with older adults living longer, the increased 

incidence of chronic disease can rosult ln great burdens of 

d1sab111ty, dependence and high medical costs, Because of its 

aagnltude as a public health problem and the severity in terms of

neurologic dlaab11ity, stroke constitutes an important condition 

lo be con,idcrcd ln plannlng for: the delivery of health care 

[Weinfeld et al, 1981). In this regard, averting disability and 

improving the quality and length of life of 1troko victims becomes 

crucial. 

Stroke is a single incapacitating neurological clinical 

entity (Osuntokun, 1969). and Its trcutacnl consi�tu mainly or 

phyuiothorapy including re-education in the activitlco of normal 

dolly llvln11 [Dardlor, 1980; UoboLh. 1990). When a physician 

acots a patient with heaiplcgta, and roaches a conclueivc 

dta1nosls, he can Lrf'at the paLlcnL Lo prevent futLhur <.1ama11c to 

the br.aJ.n, but the problua of 111,1n1111lnR the hcmtplPula 11111 stilt 

rcaaln, Accordln1 to Hothan (19901, 

•
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lt seems unlikely that there will ever be a drus that 

will undo the results of a stroke or the degeneration 

of masses of norve cells, Jnd so the treatment of 

neurological disorders will always be In the hands of 

physiotherapists. 

The doctor might choo�c either a policy ot persuading the 

patient t o  use the hemtple�ic limbs and retrain hi5 aftccted 

side, or else a policy of cncoura�Lng the patient to neglect the 

hcaiplegic side and Lo use the un-affccted 5ide tor all taoks 

previously done by the limbs of both sides. The cholce ho�ovcr, 

affcete only the upper limb and tho general posture of the 

• 

patient. There le no eholce about the tower limb. as the patl�nt 

must le�rn how to walk ln order to return to life [Nathan, 1990). 

The phyelothcropiel, wlth hls spoctalt2ed knowledge of motor 

oetivlty and the offoet of brain damage on normal function of the 

neuromueeulor system, plane a specific rchabtlltntlon programme 

for the patlcnl, wlth on opproprJatc list of coJJH [Oordlcr, 

·19so1. The 11st can be divided Jnto those thinsa which should be

prevented (or tcootcd lf thoy have alre�dy occurred) and those

thing• that 1hould be Cacllltoted. Por example, respiratory

pcoblcmD, docubltu1 ulcora, Joint 1lllfnc10, dcformltlcs Jnd

abnoraal reflex activity should be prevented (or tr�atcd), while

co-untcatlon, aobllJty, noraal reflex roepon1ca and functional 

•
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independence should be facilitated. 

• 

llowev<:r, the problem of non-compl.lance with the treatment 

regimen, Jncluding attendance at physiotherapy scs�1ons, poses a 

threat to achieving theee goals. Specific c0lllp11Jncc problems 

include refusal to participate in physical therapy and not 

following through with how<: <:xcrc1so progrillllllleB [Coy, 1989]. The 

stroke patient ia often depressed and withdrawn because of his 

poor phyalcal condition [Wade, 1992], but ironically wilhdrdwal 

from treatment, 1nclud1ni: phyalothcr.:ipy, only mokco lhe condltlon, 

vhlch led to the depression, vorae. Nore lnfo=tion is thcrclorc 

needed, especially ln African health care settings, abQUt the 

factors that can cause a stroko patient not co comply vlth 

physiotherapy. 

The Research Problem 

ln the past, unfortunately, the hoalth care provlder's 

attitude toward the hem1plegic patient was one of hop1:lcsaness anti 

paasivo acceptance (Rusk and "arku, l9S2; Polgenoon, l979J. This 

·rcaponse aay derive from the ncraclve reaction of the general

aoclety to the patient who may havo roeiduol physical dlaablllty

and loa11 of economic rcaourcca, forcing hla into the d1:mca11tnu

role of seeking publlc �a•l•tancc (Pe1Kenson. 1979]. It la not

unuaual Cor the a trolco v let la to b1•comc dcprcaacd, wi thdra"'n.

opothctic and bl ttcr .ibouL the f.:ict that motlcrn mod le.Inc has savt.'d 
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hla llfc, only to have ''the system'' make it difficult for him to 

reoume a rea�onable normal existence [Felgcnson. 1979]. 

Today, more and more of a physiotherapist's practice 

consials 0£ lhc managc.111cnl of physical dloab111tlc6, like 

hemlplegla, that result from chronic dlsca�c. The majority of 

patients who sustain a stroke, or cercbrovaocular disease, do not 
• 

dle during the lnltlal stage. Instead they improve to a greater 

or lesser degree and often llvc a number of ycara despite their 

residual dlaabllltle& [Anderson, 1990], 

The completed stroke potlcnL who Ls isolated lrom 

physiotherapy, would eventually become an lnvalld, or be treated 

as one {Nathan, 1990]. In order to prevent this condltlon, stroke 

potienta arc referred for an lnitlal set of standard physiotherapy 

scaalons. Delay ln attendlnu or alssln� of sceelons otlll 

prcacnts a problem as these actions could result ln intcllectuol 

ccgrcsalon and dcprcoalon [Andcroon, 1990: Wade. 1992) due to 

envtroruDental sensory dcprlvotlon, and Ln muscle contractures, 

which onhonco apostlclty and Lntcrfurc wllh oabulotlon (Anderson, 

Anderson •nd Kottke, 1978: Andoreon, at al 1979]. Also dulay in 

attending or mlsslnK trCJlmcnt aoaalono could prcdl•poae to 

dcvclopmenl of deep venouo thromuoals {l�zo and Aquino, 198b). 

All of these would ulllaolcly load to lcao-than-optlQal long torm 

out coma or the rehab.Ill t,1 t Ion proccsa. 
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AlLhough .ittendance at outpatlent physiotherapy sessions ls 

not the only aspect of compliance with a recovery regimen, it 1s 

essential. At sessions patients h.ivc opportunity to learn and 

master nev skllla. Progress ls monitored and modtficotions in 

e1erclae regimen made. Psychologlcol and social encouragement ls 

received from stoff and other patients (Sanford, 1989].

Therefore the research question that this study has 

addressed la, "Whot arc the factors that influence dcl.iy in 

attending ond non-participation in recommended physiotherapy 

sessions by atroko patients at the Unlvorslty College Hospital in 

lbadan, Nigeria?" Answers should contrlbute to the design of 

pot lent education progralllllCS and bettc•r oru;,nlzat Ion ot the 

referral and service delivery procc8s. 

Setting of thr Stu� 

University College lloap1tal ('IClll "as toundcd tn 1948, as 

the teaching centre ror the Unlverolty of lbadan'G medical school • 

lba�Jn va6 the plnnaclc ot prc-�uropcJn urbanlz,ttlon Jn Nlguria 

·and the largest purely African city, with over one million

residents, ln eub-saharan Alrlca ["abogunJe, 1971). lbadun w3e

orJginolly founded in .,bouL 1829 oa a w.1r casp ol d1vor£e Yorubc1

tribes, ond 11.a population rCIL'l1ns hoLuroiienouo unLll today

[Mabo&unJn, 1971 l. I ta larse el-a:f' and cosmopol I tan nnLlJro aoke 

Ib:ldan on J.dc.11 site (or UCII, the prealor tortl11ry ht•alth care 
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institution in the region. 

UCII ls poised to provide services to the three main sectors 

0£ the city, the !nncr core, the transitional area and the suburbu 

[ Br leg er and Aden ly l , 1981-82] , as seen ln FI i;u re 1 . The hos pi ta l 

ltsel£ ls located in the Agodl area ln the north-central area of 

the city. Agodl is also the site 01 the !llatc government

secretariat and a low density suburban residential area begun 

originally as a gover111Dent housing estate. At the southcast 

corner of UCII is the Yemetu area, a transitional zone consisting 

of relatively modern story buildingo which house both lbadan 

indlgena and tenants fro• other localities and states. Within two 

kllometora is the Adeoyo community at the northern edge ot the 

traditional inner core. The movement from suburbJn to inner core 

ahova the following population changoe: from educated to 

illiterate. fr011 heterOK�noua to horoogenous ethnic ort�tne, from 

skilled ond profcsatonol occupations to fanacre ond unskilled 

traders and I rom a variety or r<'I lglono to a prut.louln.,t, ly "oi;Ji.,11 

• comaunlty (Mabo"unJc, 1971). Thun UCII scrvco .1 cro11e-eccllon of

the h1ier1an popul•ce.

In .:addlL1on to UCII ther0 ore aany ott10r 110dlc.1l f,1cil1t1011 

ln lbodan. Tl,crc .are r1v1• 1,tutc owned ho11ptti1lu, two Cnthollc 

Dlealon hoapit.:ala, and 11,•von acov0rnmcnt. hc•:alth r.rntr'la. Thero ore 

over 9b roictntarcd prlvot, hoopttal• dollvurtni; both gcncrJI und 
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epeclallst services [Ajayi, 1990]. 

UCII ls the precursor co the thirteen university tcJching 

hospitals in Nigeria, and indeed, WeGt hfrlca, J� slJ!f trained JL 

UCII have gone on to help found these teaching centres. ln 1986, 

UCII was declared a "National Centre for Excellence ln 

Neurosclences" by the l'ederal Government. The current Chief 

11edlcal Director of UCII h.is noted th:it the hospital ha11 grown ln 

its role as a tertiary health centre ln recent years to serve the 

need for Internationally comparable medical education in West 

Africa (Ajayi, 1992). 

UCU has 45 apccialty and sub-11pccialty disciplinoo, 

including physiotherapy, and runo 75 consultative clinics. Both 

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

capaci�y lu 928, including 320 beds ln the new neurology wordn 

opened in 1987. Annual in-patient admissions and discharges 

•verage 9,888 and 8,838 pattcnte reapectivcly, or whom stroke

patients account for approximately O,& percent (UCII, 1992]. 

• Phy1lotherapy begin& for the stroke patient durin�

hospitalization. The patient ls ueually seen onco a day, five 

ddY• a week. Tho u1ua1 procedure ror �trokc potlcnto. on 

' 

dlachorge is to refer the• for cut-patient phy&lothcrapy 

aanageacut. Twelve Jnltlol trcatacnt acsGlone arc booked oo o 

Departmental policy. Depending on the poticnt'u level of 

I 
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improvement, more sessions may be recommended on completion of the

first set of twelve. 

the rctcrrcd patient first register� Jt lhc physlotherapy

cllnic and ls given an appointment for hls/her lnill.il ther.spy

session, which ls usually vlthin the first week or two alter

discharge. When the patient attends his/her first therapy
• 

session, the physlotheraplst makes an cvJluatlon of the patient's

condition, which includes subJ�ctlve and objective asses5mcnt or

the case, 1.e. taklng notes on case history and socio dc.mographic

characteristics. This initial evaluutlon forms the basis for

developing a rehabllLtation progra111111e for the patient .
• 

• 

At the commencement of out patlcnt therapy, the p,1tlents ,1re

ecen individually. Lacer in the course of treatment, stroke

pac1ent1 who have reached a slmlldr level of functioning may be

aoen in 1roup1. Staff at the Phyelotherapy Department have

observed that patient• do tend to drop out before completion of

the initial course of thorapy. Thie etudy Intend• to document the

extent of po1.icnt drop-out and Identify pulicnt char.1ctcrlatlcs

that ••Y be aeaoclatcd with the problc•.

Org�nt%3tlon of tho T�•l

Thi• bric£ Introduction to tho rnecnrch problcr:i and 11tudy

ara.l ocrvo• as the t !.rill ch.sptcr o( the teat, Chapter Tvo ro, lcv1

11tar11turc on atrolcc ant.I tile roll! or phyr.lothcr1111y In 
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rehabilitation of the stroke victim. The conccpl ot sick role

behaviour is presented, and factors that may influence compliance

vlth treatment regimen, that Ls the ideal olck role behaviour, arc

considered. Patient health education strategics used to encourage

compliance arc described.

Chapter Three begins vlth a description of the study design

and methodology. The populations of patients and stafr bein&

studied are also described. Study methods included �olh review of

records and Jn-depth lntcrvlewo. The design, Jmplcmentation and

llmltatlons of thcoc methods arc described.

Findings of the rescan:h arc presented In Chapter Four.

Patients whose records were available formed an hiotorical cohort,

and their characteriotics and attendance behaviour arc analyxed

first. Pindln1s from the in-depth lntcrvicv& of phyoiothcrapy

ataff and current patients c0111pr1se the second section of thls

chapter. The lmpllcatlons of thcac findings, major conclusions of

the atudy ond ;:ipµroprlatc recom11end,1tlons ,1rl11ln11 from thcac, ore

di�cu11ed in Chapter Five.

It to hoped that this re1earch vlll !lervc as ,1 11uldc • not

only [or furihor detailed invc•tlg1tton lnto pJtlent1' cocpl1nnco

v!th phye1otharapy aanasc111t•nt. �ul a\ao for a1proprlate policy and

prOJICI-C devclopacnt to enhance thn qu� l l lY of c.iro L:Jvcn tho

stroke patient ut UCII •
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CIIAPTEH TWO 

KEVIEW OF LITERATURE 

Stroke, one ol the most CO!l:l:IOn ncurolocJ.c df ord1 r , ho. 

lncro .. 1ln11 morbhllty und mort1llty In Alrlc4nll, .alth1.11,1,Jh about

thruc decades ago, It woo bcllcvcd to be uncorcon lOeuntokun, et 

al, 1979). The condltlon l& now au CMl*"n In NJ orlane a In 

Caucaalane [Oauntokun, 1988). After a ti.o-ycar rc,•lcw 01 :Jl8 

1trokc coec11 In I bad.in, 011untokun <c t al ( 19791 rcpot led a 11.alc to 

fcaolc rotlo or !'1:2, comp.1r,•d to a rutlo of 1.:,.1 In the ovcralJ 

p0pulatlon. A peak .:age 111cclflc Incidence for a.:alco i..io round ln 

the clghtb decade al I lie, at\d for tca11los, In th11 cv 11th. 

Incidence rates for ao1ll!I i.ere hliJhcr than for r,:mo1Jc1 In al110at

�11 a10 group,. Thoeo authors concJudod that the aca dl!fcrcncc 

••Y be duo to bottor toleration or hyportcnalon by �11cr1on

fea.1!01. 

• Slncn 01untokun (1�88) cldlmcd that Jncldcncc rata• for

1trokc �110ns Nl1orlon1 varc opprouchlnl lhlt ol Caucaoluno, It la 

u1e!ul to eaaalna olroku dUlJ rrom the United Stulca, �hlch han 11 

lar•c C.ucn11�n population. Walker, Robin• �nd W�Jnfold (1981) 

lound en uvcru1a onnuul tncldoncc rate ol 140.7 por 100, 000

po1111lelJon b;::tweon 1'175•76, lnc:ldcni:a uac 1L11t�d rn1>hlly with 
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advancing Jge. from 3.3 per l00,000 J111ong tho:.c under 35 yc.:irs, to 

more than 1,800 per l00,000 in persons 85 years and older. Age 

speilf1c rates among persons 35 yc.:irs and over were markedly

higher for men that vomen, but the rate of increJse wlth age was 

fairly similar and constant for both groups between ages 45 and 

85, that 1s a range of 2.2 to 2.5 fold increase pL•r ten years. 

Stroke prevalence tor all ages was estimated at 79!, per 100,000

(Baum and Robins, 1981),

The number of survivors among initial stroke cases decreases 

rather slowly vith length oL tlmc trom onset [Uaum and Robins, 

1981]. In  their study of lnitlal Qtroke patlento (excluding non

hoapitalLzed patients), Baum and Robins (1981) found tllJt 30,: died 

within the first 30 days after onset. Another 13� died over the 

next flve months, leaving 57,: alive six months after initial 

1troke. However, by the end of five years, approximately JOX of 

these patient• verc etlll allvc. Age ut tlmc of lnltiJl 1crokc 

hod o aarked effect on both ahott and long term survlvJl. Asta-

• 110nth eurvlv.tl rate of 65% vaa found for thollll undcT: 75 yeoro

compDred to 52� among those 75·8�. and 3JX above 84 year,. The

fivc-yc1r aurvlvol rotoa ahowod a ai•llar trend: 35� for thoao

a1e1 65-7• year,, 27X £or 75-84, and only seven percent !or

poticnta 85 year• and older.

Other loctoro that inlluoncc 1urvlval Include type of 
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lnltlal stroke and occurrence of subsequent strokes. Generally 

the survival rate for persons experiencing haemorrhagic sLrokc ,� 

much lower lhan for those having lnfJrctlon sLrokc. Ironically in 

hacmorrhai:lc stroke victims have higher long ter111 survival r.ites. 

Persons who suffer a subseq�ent &trok, are much more likely to die 

than those who do not. •

PA1"110LOG'r' OP STROKE. 

The tcno stroke, or cerebral vascular accident (CVA), refers 

to an impairment of the cerebral circulation due to a pathological 

process ln one or more of the blood vessels supplying the brain 

[Toole and PaLcl, 1974]. Chilllll'CS ln cerebral tissue resulting 

froa the .tapalnacnt are due to lachacaia, in£arction or 

haeeorrhage. Brain tissue that ls deprived ot an adequate supply 

of blood and ollygcn undergoe& 1achac111tc chantft.ch th.it can result In 

necrosis or infarction. When haCJDorrhJgc occurs ln the brain, 

increased tntracranlal pre1surc exerted by the cxtravascular blood 

con also lead to infarction. Infarction of the brain liasuc is 

1rrevcr1lblc. The three p.1thologlc31 procca&cs involved arc 

thr011b0Dis, c&bol I•• and hacmorrhoi;c. l l ohou hi be noted however. 

thal cerebral tnf.arctlon 11.1y bf' ,,,ca,nt without doflnltlvc 

idcntlflc.itlon or ony of thcuc 1,rocc •co. 

The lyplc1l 1cquonce or r.vcnte la o rclotlvcly sudden 

dcvolopcDi•nt ol a neurological d1 flcl t fol lowcll by .:a lalrly r11pld
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evolution of it. The neurologlcal deflcit reflects the size and 

locaLlon of the ischaemlc area, infarction or haemorrhage . 
• 

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

ttovever, the condition may develop over a period of several days. 

The completed stroke ls an unchanging state that occurs after the 

maiimum neurological deflc.t has been produced [Alpers and 

Hancoll, 1971; Mohr, Plshcr and Adams, 1977). 

The classic slgn of cerebrovascular disease ls hemlpleula. 

It occurs vith lesions of either of the cerebral hemispheres and 

also may occur vith 1� tons of the bralnstem. llc.miplcgia is a 

• 

spastic or flaccid paralysis of one side of the body including the 

extremlLles. llemlparcsls, a weakness of one side of lhe body, cay 

also be seen. Seneatlon may remain Intact on the affected side, 

but frequently ls impaired or absent. The paralyDls or pare�1s ls 

manifeated on the opposite aide of the body from the cerebral 

he11isphere ln vhich the occlusion or rupture of the ,1rLery occurs 

[O'Brien and Pallett, 1978] • 
• 

Other deficits accompanylnr hcmlpleKla or healparcslo arc 

homonyaous heaianopsla and other visual delcctn, impairment of 

epccch, lapatnient of coKnltl�c fun�tlonu and perceptual dcflclts. 

Speclric focal neurolortcal a1un1 or 1troke, 1uch afi hcmlparcetn, 

quadriporeala, aphoela, hotDOny-uD hcalanopul� and Jtaala, reflect 

the location ol tl1e lesion In the brain, When tl1c lnltlAI lnault 
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docs not terminate ln deaLh, partial or even complete recovery may 

toke place ln a relatively short period of Lime. For 5ome 

patients, however, the process of recovery may extend Lo weeks or 

months. t:vidence of ongoing restitution may continue to be seen 

for many months [Alpers and MJncoll, 1971; Mohr et JI, 1977].

In contrast to the sudden manlfc�tatlons of ,1r1 Jcutc 

neu rologlca l lmpal nnent, there 1 s often a slO\ier process referred 

to as progressing stroke or �chrombus 1n evolution.'' whcrc 

lmpotrment dcvt:lops gradually over hours or days [Mohr et Jl. 

1977). During this time one p.irtlcul.ir: i.lgn or symptom may 

worsen, and new nuurologlcal defects may develop. Usually thls 

1lower: evolution of etrok� ln caused by an lncrcaslng �tenoui� ol 

the involved artery by the mural thrombus, vlth extension of the 

thrombu1 along the artery, blocking ltij branchcD, and thereby 

• 

interfering vlth collateral circulation. The thrombus may extend 

the entire length of the artery (Alpurs ,n1d l'lancoll, 1971; l'lohr et 

al, 1977} •
• 

The moct cOIIIIIIOn typos or atrokc arc dc1crlbcd bulov. 

Cerebral Thrombo•l,.t 

Thi: mo,t co111110n cause of  ccrc�ral 1nfarc:tton 111

ithoro•clnrotlc throabo1lll. �thcrosclcrotlc 1clcrotlc (ll�quoo 

u•ually Cora al the branc;hlnlf or blood vo11olo. Throciboola vtll 

dcYelop IDOIJt readily uh"never thc1e othoromntoue pl11quc11 havu 
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causcJ a narrowing of the vessels (Alperi; and Mancoll, 1971; Mohr 

et al, 1977]. 

The process by which the thrombosis builds up over the 

JtheroacleroLic area ls not well under,;tood. It I!. kno1on however, 

that development of atherosclerosis in the smaller cerebral 

vessels is influenced by hyperlension. Hypertension and diabetes 

melli�us are the two major predisposing factors to atherosclerosis 

in the vascular system. During the evolution of the thrOlilbOLic 

stroke, prodromal transient ischemic attacks arc seen which are 

thought to  be Lho result of a partial occlublon of the affected 

artery. The state of the atherosclcrotlc vessels and the 

progression of slgns and symptom& wlll vary from patient to 

patient. However, as the thrombus continues to develop, the 

neurological deficit eay progress until a fully cst�bllshed stroke 

is manifested (Alpert and Nancoll, 1971; Nohr ot al, 1977). 

The course of lllne•• and lU1edlate prognools following 

cerebral lhroabotls Is dtftlcull to foretell. Unfortunately DOsl 

·often the cllnlc�l coureo In one of pro1r,aalon of the

neurological dtiClcll, 1'h1s 111y involve ii tc11p0rory vorscnlnl of

the potlcnt'o condition lor I day or 10 or 11 prosrosolon to totol

patalysto and c0&1. Thill pro11rcaaton la moot llkuly related to

tncrcai;tnc 1tcnoala of U1u involv,•,I 111 tcry or to 1•&t�n&lon 01 lh

throabu, into ;adjacent vc11cl11, With c,•rcllrol 1n111rctton,
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&welling of the necrotic tlssuc can result In lncrc,tscd

intracranlal pressure and even hernlalion of the brain lAlpers and

11ancoll, 1971; 110hr et al, 197TI,

lf the patient survives the initial insult, he usudlly

improves eventually. This lmprovC1Dent can run the IJJmut trom

total recovery beginning in d rev days, 11 the lntarct ls small,

to little slgniflcant recovery after month:. of intensive therapy,

when there has been a large infarct with severe nourological

deficits. lt appears that the longer the period before

spontaneou1 movement of the .sffectcd limbs is seen , the poorer the

prognos 1 s for rccovc ry of motor .ic t 1 v l ty and sp<'cch. 11,•1111 ano1,1� I ,1

persiating beyond o fcv weeks or any p.iralysls rcmJinin� five to

aix months following the stroke Is usu.illy pormo1ncnt [Alpers and

11ancoll, 1971; Nohe et .ii. 1977]. Aphaola, di,;;arthria and

cerebellar ataxia, however. can continue to amclloratu for a ye.sr

or longer, and ocneory improvement hJII been known to continue for

up to two yeara (Alpaca and Nancoll, 1971: 110hr et Jl, 1977; Toole

• 

and Patol, 1974]. 

With paralyale co1ultln1 fro• etroke, the ,,rrectcd muacla,

are initially flaccid, Then apa11tlcltY dcvolopu, givlng thn

patient the chDracterl1tlc po&turc or� flc&cd, o1dductcd n:i and

an eati>ndcd, adducted Ice, It 111 1mpc,r111n1 to k,•,•p 111 Eln,I that

aarly dnvoJoi,mi•nt of i,paatlcitY lG uau.:illy n pocil tlvo Indication

' 
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for functional recovery, while slow development ol lhis condition 

means that the patienl 1s less likely lo rcgJin funclion (Alpers 

and Mancell, 1971; Mohr cl al, 1977). 

If Infarction of the cerebral corLcx has occurred, the 

patient may become subject lo epileptic sci�urcs. PatJunts with 

hypertension remain in danger of extension of the alroke or 

development of thrombosis In JnOlhcr ar1•J In Lhc fuLurc (:'lohr cl 

al, 1977). 

Transient l§�hcmlc All�cks 

• 

The lerm, transient lschcmia attacks (TIA), refers to brief, 

recurrent episodes of a neurological deficit that cl�ars 

completely. Thcac eplaodca usually happen prior to a throcbo

occluslve stroke, and ncuropathologlc studies link them almost 

exclusively to athl.'roaclcrotlc thr0111bosls (tlohr ot al, 1?77; 

Wa 1 ton, 1977) • 

At the onset of euch an attack the patient suddenly becomcb 

aware of the functional 1010. Oopendlng upon whothor the carotid 

or vertebral ba11lar circulatlon 11 involved, the loss of power 

take• place ln the hand or foot �nd pro1ro1ac1 rapidly to the 

entire eztreatty or 1lde or the body. The patlcnt cay ciporicnec 

nuabne,s, pnrtlol or coaplcto lo•• of vtslon In one or lloth cyot,, 

dlplopin. dyearthrla. vortlso, dcalnc10 or "drop attack11" Jn which 

he or ahc 1111 a 1uddcn lo•• of avarcnc1111 and f11ll11 Lo thc 1:round, 
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The attack rarely exceeds 10 mlnulce, but may last JS long ae 12 

hours, vlth full recovery vilhln 24 hours. Many very brief 

attacks lasting only seconds may occur in one: day or Lhcrc may be 

fever than one per month. In all cases the flndl11g:; on 

neurological examination arc 11cgallve between attacks [Alpers and 

Kancoll, 1971; Nohr et al, 1977; Tool� and Patel, l97�). 

·Approximately one-third of the patients who suffer TlA vlll

later have cerebral infarction du� to a thrombotlc stroke. 

Another third vlll contlnut having these TIA episodes vlthout ever 

developing :iny permanent d I s.:ibl 11 lY. wh i lc for an t<qu,1 I fr.Jct I on 

the attacks vlll cease spontancouBly (Toole and Patel, 1974).

Ct!rebra I F.mbol t sm 

Ellbollsa ls the second most co111111on pachologlcal process of 

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

the thrombus vlthin the heart ond lodged within the cerebral 

bcmiopherca. The couree of Illness and 11111�dlute prognosis 

follovlng cerihr,1l cmboll•• le uu difficult to prcdlcl ,111 lt 11S 

for cerebral lhrombo111. "asstve bra1ns1cm lnfarcllon lollow1ng 

CJDbollc occlu11on of tho baellor artery ta nearly Jlwaya fatal. 

"oat patient• recover from cere�ral eabollam, &omc wllh no 

n�urolostcal dc(lc1t1. Whon a patient dlao. It lo uoually due lo 

tho eecond1ry effect• of cerebral ocdCIDJI. 

Thora aay be a re.markable return LO neurologlc�l 
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functioning, with observable Improvement JusL hours after the 

attack. This may be due co disappearance of Jrterlal spasm or to 

the progress.Lon of the emboLlc material into smaller dlstJl 

branches of the artery. The long term prognos.ls depends .largely 

on the severity of the underlying d.lseose respons.lble for 

producing the embolism and the likelihood of subsequent 

emboliza tlon. Improvement .In th1: result 1ng neurologic.il def lei Ls

is .ldentical to that described for cerebr.il thrombosis [Mohr et

al, 1977; Too.lo and Patel, 1974]. 

lntracraniai llaemorrhggc 

The third most col!Mllon cause or stroke In lnlrJcranlal 

h.iemorrhage. In most caeca haemorrhage Is due to hypertension or 

to rupture of a 11.iccular aneurysm. llypertenslon results in 

haemorrhage within the brain tissue, whereas a ruptured saccular 

aneurysm bleeds into the aubarachnold space. These two causes of 

tntracranlol hacaorrhace will be dlscu11ed ocparalcly. 

It 11 not knovn precisely whJl va1cular loulon lcadH to the 

rupture of the vessel 1n hypertcn1lvc lntracranlal hacmorrhacc. 

The rupture usually occur• 1n the arteries th,it 11cnctrate the 

brain ttself rothar thon ln the �lr�lc or �!llJp (Nohr et ol, 

1977; Toole and Patel, 1974). 

f.sLrJvas1 l Ion or blood I roa an lnt rocr•nlo I r,a,•aorrh•Ko due 

to hyperten1ton vtll creole 11 11aas that coorroaao11 11nd dl1pl:icc1 

•
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adjacent brain tlssue. As bleeding continues, the mass increases 

in size. In the case of d ldrgc haemorrhdgc, Ll1c vlLal ccnlrcs 

vlll be comprQJ11ised.' Coma and death may ensue. 

The prognosis in cases of massive cerebral haemorrhage is 

extremely grim. Putaain.ii, tho1lo1111lc. cerebellar o1nd ponLinc o1rc 

the most common sites of haemorrh.ige due to hyperlcnsion, o1nd o1re 

all usually large [�ohr el al, 1977). Approximately seventy 

percent of patients afflicted w!Lh Lhis Lype of stroke dle a11 a 

r�ult of brainstea compression within a very short tl�c. �ll�n 

the hacaorrbagc la small, pro�nosio Lor complete recovery. once 

the extrava,cular blood la absorbed, ls good, since rcbleed ls not 

likely and there aay have been no dcatructlon of brain tissue 

(i.e. the h4caorrh1gc iuy puah the brain tlssue aalde rather than 

destroy It), However, 751' ol .ill p.1ticnL11 villi lntr:icr,1nl.al 

haeaorrh11e dlc becMu&c blcodtng catenda Into thu vcntrJclea or 

c1u11c11 aidbraln c:ocprco,ion and po1111ibly hcrnt.itton (110hr et al, 

1977; Walton, 1977). 

• Saccular aneucy1•1 are 1aull, tbln-..-alled outpoucn1n u that

develop on the 1rterlea that Iona the Cfrclq of W111J1 and on 

their uny branchc,. It le tt1ought thDt eacculor ancur}1m11 r,11ult 

rroa dcv.,Jo,PIIC:ntal defect• or thu nr1r.rtal ,;al I, d veJopln ov r 

year• ln parallel vlth the evolution of thu arterial dclcct Th 

ancuryaao thea1olvc1 arc not congcnito1l an�lt<11, rr01ruulo11 of 
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the artery at the slte of the defect vlll occur Jnd e11IJr�c 

gradually over time. Eventually the arterial WJll at the dome of 

the aneurysm may rupture. Thc6c aneurysms arc 1Jrc In chlldrcn 

and are seen most frequently In patients between the age� of 35 

and 65 years (Mohr et al, 1977). 

With massive haC111orrhage death may ensue within minutes or 
• 

following several days of deep coma duo to lntraccrcbral 

dissection into the ventricles. If the haemorrhage ls small, 

there ll.ily be no 101s of conaciouencse. or it may be regained 

vlthln minutes. The patient will remain contused for as long as 

ten days and eaperlencc severe headache anl.l stilf neck. There 

will be no laterallztnc neurological slt:ns 1£ t,11.:cdtni: 1, conf1n1·d 

to the 11ubarachnoid space. However, lf there ls lntr.:iccrebr,11 

clot fo�tlon or cerebral inforctlcn in the area surrounding the 

site o f  rupture, the patient will become comatoso, anl.l 

latcrallzlna ulgn11 11uch as hcmiplc1:IJ or aphaala wJJl be aecn 

(Mohr et al, 1977],

ll1eaorrh111c due to rupture of a a11c:c:ular uni:urylim tend• to 

recur. The r1r1L uJor h11e=orrh11c 1u fatal for appro,111ately 

r1fty percent of p1tlcflts. A atcnflSc1nt proporllon of 1ho1c .ho 

aurvlve will dlc u• a rci1ulL of a oub1cqucn1 taoc:aor,hal(• occurrll 

\IJthln <,•&7 aontha Collo1111111 the rtr•l uttacli. n1 pro no1l1 tor 

thll eondltlon 11 erav�. copeelaJly .11 n rel lo d1r£ O(Cur1 ahortly 
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afler the rtr&t attJck [Alpers and

1977]. 

NJncoll, 1971; Mohr et Jl, 

l'ROPILE OP A STROKE PATIENT 

The poticnt who hJs autfered a recent stroke cay be  Jdmittcd 

lo hoapitJl tn J state of COl'll.l or seml-consciousncsu, or be 

moderately alert and very Crlghtened. Some patl,·nts. on •

austalnlng a stroke, never loose consciousness. Others do ao only 

momentarily and gradually become aware that one sldc of their body 

la not functioning quite llke the other. Whatever at:itc the 

patient ls in when first seen by a medlcnl attendant or when first 

adalctcd ro hospltal, hie condition 11 unlikely to rcm�1n static 

for very lonG [Oardler, 1980).

In complete stroke there will be continued deterioration in 

function and level of coneclouwncas over J varying period or time. 

which may even amount to days. The stroke whose onset 15 sudden 

le oomotlscD followed by a period of cerebral 1hock, during which 

cerebral function on the wldc of the lesion 1& virtually bruuKht 

to a otand1tlll, ro1ulting in a flaccid paraly&l5 of the llmba on 

the opposite a1dl! of the body. 

A lc11on which cau101 damage to Wo[nlr.kc'v speech rcccptlon 

11reo of the cerebral cortc• counca roccptlvo oph.iala. Another 

are.a of thl' corLea concornl!d wl th epul!ch u1d where mt.!lllory 11 

,cored, called llroc;,'t ar�o. If da•llllCd, wlll c:iulQ the p,,tl<"nt to 
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have expresatve apha61a or dysphasla if the abllJty lo find words 

is only partially lost. Oardlcr [1980) noted Lh16 Lo be a auch 

more di&Lrcsslng dlaablllty lor the paL1cnt Jnd a very frl�l1Lcnln� 

Slate LO be ln, as patlento who recover their speech arc able Lo 

tell arterwards. 

An e:r.preoalve aphJsla ta not .always accOlllpanJcd by loss o{ ' 

the obJllty to read, wrlle or con�LrucL sentence�. so an 

alternatJve channel of couunlcaLlon 111 open to 11ome ot these 

patients. llowevur, presence of ,1 rli;ht-sJded he111tpleglu, tor 

in&Lance, necessitates the right-handed patient learning to write 

w1Lh his non-donuant hond, which Darditir [1980) noted often proves 

to be a long and tedious procoes. 

even with no daaage to the cortical speech centres and with 

retention of the ability to understand and wrltc eentcncus, the 

patient may find it difficult to speak clearly because of 

d.laruptJ.on of the nerve supply to the muscll•1 of phonat Jon and 

articulation. This mccho1nlcJl difficulty In epcoklnK, dyaarthrta, 
• 

ie part or hie aot r parulyaia, not c.-iused b)' a lesion of the 

higher speech Ci!nlre1. 1 t occura therefore, in lc11lcn1 in ci lhcr 

the dormant or the non-dormant heml11pherc. 

Dom11ae to lhc: 011tlc 111•rvt' tract on the sSdu of the loa1on 

will c;ause ho111onyaou1 hcal.:anopal.1, vhlch a011Ctlmo11 recovers 

portlally or fully .:it " later date. ll011onymou11 he.mt.auopel,1 Is 
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that vl,ual dellclt lhal patients COllllllonly describe as being 

"blind in one eye" (Dardicr, 1980). Tiu, patient looses the 

ability to sec Jnythintt on ont: side of lhu mldllnc. 

The colllllloncst site for a ccrcbro-vascular accident 1s in the 

small blood vessel• that supply the internal cJpsulc. The �cdlal 

and lateral striate arteries. A mlld :1trokc Ln tl1I� region may 

only a l'fcct the dceccnding motor fibre:1 ( the pyrJmtdaJ l race) as

they pas, through on their vay to the brJin stem. Patients vho

suffer simple stroke like this may be fortunate to be lei l vl th a 

mild hcmiparesis and sometimes make an almost complete recovery 

[Dardlcr, 1980). A vascular accident In J larger cerebral vessel 

vlll cut off a much more extensive area of curebrnl function, 

althouih fortunately o collateral blood supply sometimes prevents 

vhot vould Othurvlsc be devastating damage (Dardior, 1980). 

When a large number of fibre�, n large are,1 of motor corto:. 

or the motor nuclei ln Lho brain utlllll arc damaged, motor function 

of every typu mJy be .iffuctell. Thctic m,1y Include dll I lcul ty In 

speaking, IWJilovlng, mastication and on asymmetry o[ fosclal 

01pro1sion. Aloo the funcltons or the ara, leg ,1nd trunk will not 

only be of£ccLcd by Lhc "weilknnae" ol lheae parta .ioaoclated vith 

tho early flaccidity, but more lcportunlly, by alLcrutlon ln 

rcflo1 octivlty couecd by cuttlnk of( the lnhtbttory lunctton of 

the cerebral corte1 . 

•
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Loss of sensation results as a consequence of dJwJgc to the 

sensory flbrus in the Internal ca1>uule, or even lhc sensory 

cortex, in a more eatonslve stroke than one vhlch cuts olt the 

clrculat1on to the motor {ibrc11 only. Whenever scnuocy loss 

occurs, there ls ah,ay'i Less likelihood of a good 1·ccovery [rom 

the accompanyLng paraly&l6 LOordler, 1980]. In lhls siludtion the 

sensations of pain, touch and proprioception .ire al I likely to bt: 

affected. 

AnosognosLa, alterations In body Image, results rroci the 

damage lo the parietal lobe of the non-dorm,1nt hemlsphcrl!. I� la 

therefore generally uccompanled by .i loft �ldcd hcmiplcgla 

[Curtis, Jakobson ond Harcus, 1971, .ia cited by Dardlcr, 1980]. 

This condition. uau.illy claealfied as "parlct.:il lobe syndrome," tu 

a difficulty of thu patient In knowing his right side frocn his 

left, and In carrying out movements 111th tin. un.iticctcd h.ind, 

11hlch require hi• to croso the midllnc of the body. Also he may 

be unable to recol(nlse u11 Ills 01111 lhe llmbe on the uflcctcd side 

ond may deny th.it he h111 onyth!ng 11rong 11Jth hi• (D,1rdl.:r, 1980). 

Anoaognooio 1101 pointed out by Prlcdlondor (19671 to be 

ba1cd on thrcu theoretical mcchanlams. a deficit In 

morphoaynthovia, a defect in body concopt and a m�l�dapt�Llon to 

lllne1e ln a pcr,onollty that premorbldly denied lllnc&:i. 

Whatever the defect, tile phonomcnon ot an01011noal.i slicnlflc.inLly 
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Impeded rehabllltatlon tralnln" [Andc.rt.on, 1990). 

The patient who has suffered dama11c to hl5 non-donnant 

hemisphere has spatial dlsturbdncc&. lle has �re.it dllflculty In 

orienting hluu,cll In spJce and ln rel.itlon to objects ilround him 

[Leiper, 1971). Another group of movement disorders o[ten seen 1n 

many patients 111th pariotol lobe syndrome. but not ncccscarlly 

aaeoclated 111th other gross disability, ilrC the apra&lou, or 

disorders of learned movement (Curtlu et Jl, 1971, ln Dardicr, 

1980]. 

The Intellectual (unctlono ot the brain aro ahocked by the 

trauma of .i atrokc In Juut the sac.c way au the motor and acni;ory 

functions arc. Thie mental contlitlon ot conluijton, a11 noted t,y 

Oordler [1980], moy del.iy the rccovtry of physlc,11 i.l1111s. 

Oth1:r �lgnlficant chan�es thJl 11oy manitcst In lhc p.itlcnt 

following a stroke .in: ;Jltcratlons In the .ictlvlllc:i ol d,1l ly 

llvln11 ond uocl,11 11 fe (l'eti;cn11on. 1979). Thc11c lnctucJu the 

doelre to  pcrfora ,elf-care actJvltlcs, nonaal actJvlty patterns 

ilt homo, work or school, lcleucc pursuits, poaltlon in the hoco, 

personality ancJ ICIUJI Pdttcrne, type1 of close personal 

rcl.itlonehlpa, and degrco11 of Ille oatl111actlon nnd aoci11llzi1tlon . 
• 

Rl!COVl!RY l'OLLOWINO STROKE 

Anc11!raon 11990) noted that theru arc two 1y11c1 of 

lmprovcamnt that occur In co11pl,•t,·tJ 1arolu. n,•urologlcal c,•covcry 
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and improvl!monts in functional abllltles o r  pcrform<1ncc. 

Neurological recovery depends on the 111echanl511 of the stroke and 

the locatlon of thl! lesion, i.o thJt no one 11cncrJllt.Jtlon Jbout 

neurological recovery is JppllcJble Jn every individual caac. 

However, it was pointed out that 901; of the neurologlcJl recov.icy 

occurr by the end of three months following onsul of the stroke • 

with the exception of some haemorrhagic strokes that m�y continue 

to Dhow Dome neurological rl!covery ror II longer Pl'r lod [Anderson. 

1990]. 

• 

The Improvement ln function d"p11nd11 upon the envlronaunt ln 

which the patient with completed stroke lo placed, ond on ho� much 

Lralnlng and motlvotlon there ls for the patient to learn ind 

become independent a11.iln in sl!lf-care .1nJ 1101.111l ty [Klnsm,111, 

1989 J. 

Once the Llaauea or the central n1•rvou1 syiitec h,1ve been 

doaagcd, they do not rocovcr In the way that akin or bone rep.ilr 

thcaeelvce [DJrdier, 1980), Any recovery th:it t,1ku6 plJce aftor .:i

CV� will rcault, a1 4 rule, from one of two proccsaca, reduction 

of lnfln-.itlon .ind the openlntr of nev neuron<1l p.,th�.,ya. Trauc,1 

within the brJln la followed by Jn Jnfl.:illllllJtory rcuctJon, with the 
• 

usuol vaoo-dll.:itlon �nd occ01J1p.inylng oedClllJ. Then: ta ccs�.itlon 

or the conduction or neurones ln the areJ, some of �hlch die 

couelnlf pona,1ncnt da•a110, vhllc othr.ro may l,o roatorcd when the 
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lnfla=at1on reduces. 

The second type of recovery IG a more functlonJl one. which 

is more likely to occur In youn1:cr 11utlcnts, especially children. 

in whom the central nervouu uystcm Is still ad�ptablc. �cw 

neuronal pathwJys, which have not previously been used, arc opened 

(Dardier, 1980]. There ls evidence Lhat the avcraae human uses 

only a small portion of the Jv;iil.iblc syn.ipecs In the ntJrvouo 

system, Jnd some of the ones that have not previously been used 

may be opened up following damage to others. The development of 

now pathways permltu the relcarnlng of motor activities that were 

lost through the damage to other pathways. The J11provcmcnt in 

motor funcL Ion, for wh.1 tcver reason, 11.1y cont I nuu I or more th,1n a 

year [Dardier. 1980). 

Dardler [1980) noted however. thJt whether this proteas ls 

equally true of sensory pathways ls more d1rr1cult to asses• 

because the return or 1cn1Jtlon, 1£ it occurs at all, accma to 

occur In the early weeks follo11ln11 &troke. This vould Indicate 

that the sensory neurones wore undergoing tho flr11t type of 

recovery. I.e. froa reduction of inflammation. ll may be that 

within the aenoory ey•tea thure arr not the same number of 

,lternativc pathvaye ror "reloornlng," .111 arc .av.iJl.iblu 11llhln the 

motor ay1te11. 

Cllnlc.il e.1pcrll:ncc lndtc.iteo thilt return to tuncLion c,:snnot 
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be hurried In the 1.:arly 11e1.:kG, but on the other hJnd, it may be 

delayed if treatment ls not given. As Dardicr (1980] noted ••. 

l t lo doubtful whether the lntcn:oJ LY or tr,•Jtmcnl hau

any cf{ect on the tJ.mc J.t Lukes Lor the 111l lammatory 

reaction lo die down. In the lonii run, howevcr. it 

seems that Lhere 111 bcttcr recovery of funct Ion '-lien 

Lrc.it11cnt of 110111c 11ort I:. inGtltutl!d :;oon .1ftllr llu:

lesion has occurred. 

• 

The assessment or recovery potential Is by nature subjective 

because one stroke patient cannot be easily com11,1rt•d with �nother 

in the way that two caeca of fracture can be compared. Aloo lt ls 

not poseibie to tell what the result would have bcl'n if no 

treatment l1ad been given to a particular potJent. 

Though 11011c moJor conditions often associated with 

unfavourable outcome have been idcntJflcd, Anderson [1990] pointed 

out that Jt was StllJ not proven that early lnltlatlon of 

rehabilitation trcatccnt, portlcul�riy eome of the lacllJtotJvc 

tcchniquce. could 1nr1uence a sreJter return ot neuroloilcal 

function. lit> dJd lndtcatc othor Juetiflc1tlona for co11111cnclng 

treotmont early in the couroe oC u completed stroke. Included 1& 

the prevention or avotdabJn compllcattone such Jft deproBalon. 

lntcllcctual rcgro11ion, phyaic�l dctcrlor�tlon and contr.icturc�. 

It .,ppo.ira thot th1irc o1re no prcdlctlvc I lndlr1i;u ln thl' 
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early evaluation of a stroke patient that will Jndlc,1te the nature 

of long lcrm recovery (Anderson, 1990; Lchlllann et  al, 1975). 

llovovor, lh�ro arc oome condltlona and procc6s�s tllUt 11rc 

aeeoclaled vlth un!avourable oulcomcs lncludlni; marked concomitant 

dlsoaec, bilateral brain damage, dcmcntla, persistent neglect, 

bowel and bladder incontinence lactlnc core than three or four 

weeks, gross perceptual d�liclts, flaccid paralysis lasting more 

than two months, severe dyYphauia, prolonged bed r<ot, clinical 

depression, and a long interval between On6et and the lnltlatlon 

of rchabillLatlon. 

The influence of age on outcome has not been cL:irllled. 

Even though older potlcnta m.iy have mare functlon.il loae, they 

appear t� recover aa well as younger once, both socially and 

functionally (Wade et al, 1qs�. as cited by Anderson, 1990]. 

Another factor that lmpodca undcrstilnding Lha lnflui:ncc of ai;c on 

recovery ls the fact that elderly patients have srcater pre-stroke 

impairment and verc llvl1111 .ilonc .ln a Ieee 11upportlvc environment 

(Anderson, 1990]. 

If recovory vlll occur, opontaneoua improvement will be 

diaccrnoble, vi thin few daye or the Ictus [Toole :ind Patoi, 1971. J, 

Al J rvle, the moro r.ipld the lnlt1J1 recovery, the aorc complete 

It will t)(! eventually, EapotiatinK further, Toole llnd l·'.ttel 

(1974) notud that If Lhero h3s been no recovery ot vollllonJ1 
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actlvlty alter 6-12 week6, it c.in bt! assW11ed liltll 11omc contidcncc 

that little recovery will subncqucntly occur. 

Recovery .ilmo11t ,1lw,1ys occurs r1 rot In the pro11111,II mu1,clcs 

of the torso, hip and leH, followed by the toot, toes, upper arm 

and forc,1rm, and l,1stly the flni:cr11. Thlo return to func1 Ion 

resembles the normal acquisition of skills Jn lnl,1nts Jnd 

children, I.e. the developmental ULJgcs or the lnlant ccr1t1al 

nervoua syetcm (Toole and l'Jtcl, 19-,4) . ..  Js& activity .ilw,1ys 

appears before laolnted Jolnt movement Is poaulblc. The

developmental stages of movement arc therefore used 110 landmark 

for aaeesement and Lreal11�nl [DJrdler, 1980).

Plnally, according to Toole ,1nd Patol [ 1'1711), even .:11 ter 

motor power beHlna to reappear, improvement mJy ceose at Jny 

OlJ&C, Identified among the f.ictors which may cause uuch 

reveraala lo motivation, whtcl1 tops the list. Poor lamtly 

• 

re I .itionshlpa ,1re .inothor lmportan t concern, as urc otht.'r factor ii

noted above . 

• Qy3llty of Ljfe Altsr Strokq

The concept, quallty or Lire, 11 dllflcult to <lcllne. It 

con1i1t1 of both aubJectlve and objective �e1001mcnts of the 

ooclol �nvlronacnt. On the aubJcctlvc level, lndlvldualb must 

cone.lder leeuce ot heppln,•as, 1atlolJctlon and well b,•ln1:. 

Objective ao1e11mcnt conaldora aocl�l l1Gueo Including houalng, 
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soclal support, employment, education and access to baolc 

ecrvlccs. Obvlou11ly there Is interaction ,1s lhc J.ndlvlduJl, for 

example, would evJlu,1te her own qu,1llty of Ille by aaseuoir,c her 

degree of  aatlsf,1ctlon wJth her current employment or health 

altuatlon [Green, Kreuter, Deeds ,1nd Partridge, 1980). The stroke 

patient may measure her qu,1lity of life by assessinc her own 

ability to perform the actlvltics ol daily life [Klnsman, 1989). 

Moat patients report a dccrcJsc In qu�l1ty or Ille alter 

atroke ond on lncreose 1n d1eo.1blerac11t, even though objective 

mooaurca of doily life actlvltiee may improve. Even patients 

without dlsccrnJble dloablllty lndlc�tc a decrcJsc in life quality 

[Ahlslo, Urlllon. Murray and Thcorell, l9H�J. Tnc psychologicai 

rcoctiona oC dcpreeeJon ,1nd anxiety ,1re Implicated, as Ahlslo et 

al (19841 found that stroke patients who were either dcprea�cd or 

.in1ioua durtn11 the acute phase of the illness ohowcd more 

deterlor..,tion In qu.illLy o[ life Jftcr 24 aonth!I th.:tn did other 

• 

Age woa found not to eorr�l.ite with dcpro111on beyond the 

acute post-ttroke period, but thor� 11 corrolatlon betwoon the 

degree of funetlonel phyticol lmpoirmcnt ond aovarity of 

doprceelon which atcadily tncrCJbc• [Robtneon, Starr. Llpaoy. kao 

and Prlce. 1984]. A etudy tn o,ford. Enclond. tound Lh.it 

doprc,elon, 1.o. a atJte ot bolng unhappy, wae relatively r�re 

•
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after stroke (11-lS¾ of patients), while cooLion:alism (e.c. misery 

and non-epcclflc cmotlonal dlstrcse) 11Js more common (45�). �adc 

[1991] found that provision ot accurate and relevant lnforrvatlon 

about stroke would oltcn .illJy both an1lcty (the emotional 

rcapouae) and duprcsslon. 

Concerning the more objecLlvc measures of quality ol llfc, 

llolbrook [ 1982) observed that stroke "disrupt& la•l ly JI re, work 

patterns, financial status and gcncrJI IJlc-utylc. It tcposcs a 

heavy workload on hosplt,11 ,1nd co11111unlty care services." Affucted 

famllice may need considerable support, not Just durlng the 

Initial cri1lo ltagc when the patient 11 In ohock, contusion and 

high anxiety, but tor many yc.1l"s after [llolbrcok, 19117 J. Thci:-c Is 

a positive correlation butwcen available social support and 

ravourablc outcome after stroke, euggcstlng I.bat famlly 

lnvolveme11t In rehilbll ltatlon la essential to r"covcry [Evana, 

Matlock, Di1hop, Strenohon and Pederson, 1988]. 

Depreaalon and emotional dlsti:-coa la nlso common among tho 
• 

ramlly members vho ore eapcctcd lo provide �oci 11 aupporl ond care 

to the eti:-olce p,1Llcnt (llullcy, 1982; W,ldt', Lulgh-Smlth .1nd llc1ocr, 

1986]. These problems my bu aeeocldtcd vJth the potlcnt'o own 
• 

caoLlonel «.late, .ind Lo Cinancl.il rn La ol c.irc, rc11trlatJon, to 

the corer•• ,oclal IJCr. and to phy•lcal olraln on the cJrcr [��de 

et al, 1986; KcAlplno, 1992). Thuo caroro mmy bcnclll from 
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inlormolion on coring procedures. Jttcntion to th,,lr own personal 

ne1.1ds. fln.inclal a1111l11tancc, emotional llupporl ,J11d heJ11 In caring 

for the patl�nt, lncludln� rcspllc care [HcAiplnc, 1991J. 

Rl!IIAO I L 1 TAT 10� 

Stroke rchabilltatlon c,1n be carried out ln a nursirii: hoaic, 

a rehabllltatlon centre, a community hospltJl, or even In the 

PJtlent's own home. The ovcrJII alms of rehabilitation of the 

stroke patient are directed lOWJrd hls e,1rly return to the 

co11111unlty, home ond/or employment, where pos lblc. Rehablllt.illon 

bcglno when a phyolclan Cl rat 11cc11 the p,ll lent. l::ven before o 

deflnltlve dlagnosla hao been reached, the phyolclon mu1t initiate 

a program.me designed to prevent complications and minimize

neurologlc dc(lclt (Toole and P,1lcl, 1971,). 

Patients euCfcrlng acute cerebrovascular eplGodes receive 

care rroa o number or health prolou .tonal•. who m:iy each direct 

opccial okllla to one or more aspects of hle condition, but 

Inevitably a(fccl him as J whole purson. Thu physician and tho 

·nurao at (lrst vlll be concerned vlth lnslltutlng llte-savlng

mc1111ures d6IIOC:14llld wl lh th(• cnrdlo-v,1ac:ul.ir .ind rc5pJ ratory

ay1tem1. lho nurse will aleo bo concerned with tho p�tlont'a
•

feedlnS, bovol and bloddcr function and vllh the condition of his

1kln. The phy1lothcr11ptat may be c,ll lcd ln early bccauuc ol the

condition or the patient's cheat (I.e. broalhlng), or boc�u,c the 

•
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attending physician la aware of the value of early a:oblll?alion 

(Dardter, 1980]. The physlotherJplal, with her 6pcclallzcd 

knowled11c ot molor activl ly Jnd Lhc Ill feel or ur.1111 d,,mai:;c on the 

normal function of the neuromuscular system, ls called upon to 

guide most appropriate poattlonlng and handlin� 01 particular 

patients [Dardier, 1980]. 

Following a completed evaluation ol the patient as a whole 

and in conJuncLion with the specific trcJtment of his general 

medic.il condition, lhl! physlothcrt1plat carefully lormulJlCu .i

rchabilltalion plan £or the patlunt, which le directed toward 

prevention of additional complications, treatment of the probll!lll& 

that have already occurred, .ind (acllltJtlon or nur111,1l motor 

responue11, communlcatlon, mobility •nd lunctionnl independence 

[Dordlcr, 1980]. 

Alllon11 the various places whc re rehabl 11 t,1 tlon could take 

place, Andcraon (1990) reco111111cnds the large comprchenalvc 

reh.ibtllt.itlon centre, which the stroke vlctlia c,1n Jttt.:nd frCICI 

home on an out-po1tlcnt bo11l11. Rcho1bllltolllon in thlo al'ttlng hoa 

been found to move the:: pattent from ., 101, level of functlonln1t to 

o hlghor lovcl In ,1 rcloltiv,•ly shorter period ol tlll<'. In

contrJat rohoblllt,1tlon co1rrlrd out in czlcndcd car,• IJCllillc5,

co•unity ho•pltale and nursln1: homes 111 often ldlJCllcl.l 

11alntcn,1ncc reh.1blllt.1tlon, "hlch provontD dctcrlor11tlon ol 
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function, but doco not actually .iid the PJllr.nt to progr�os 

rapidly. 

KlnumJn [19119) observed lhuL in the convention.ii hospJt.11 

environment, rchabilllatlon and phy[l!othcrapy do not achJ,vc much 

more than helping stabilize J p,1tlcnt's condition Jnd do little 

toward helpinK her learn to function at her maxlcum potential. 

This has led to skcpllcism by some about the efficacy of 

physiotherapy, as patients 1n hospltJl arc often observed not to 

comply with prescribed movements Jnd cxcrciseu lK1n5mJn, 1989). 

• 

The hospital sotting, with epcclal furniture, lttJl ti111eu and 

other routine&, does not pcnnit the patient to learn how to 

function within her usual envlronmunt. In lhlll &�ttln11 the 

phyelotherapl11t 111 likewise confined to dlrc:cti111; his attcntJon 

toward functional training of the mueclcs and not tovJrd the 

acqu1slt1on of baelc life skills. A rehabilitation centre can 

of(er .i "total leo1rnln11 cnv!ron111cnt," with lo1111cr 0easio111 and a 

motivatln� atwosphcre, vheru patients have been Ob5crvcd to 

por(orm rel.JLivcly better (Kinsman, 1989). 

Such nn Ideal dcsl�n of aervlces, let alon� traditional 

ho11pital-ba1ed phyaiothcropy ond rchabilJtatlon, lu Deen au a 

luxury for p11llcnta vlth diaabtlltlc:s 111 devcloptns counlrle!I 

[Levltt, 1988], espcclally when �ttcndancc ls required tor aontha 

or years. Thi• le becau10 1uch corvlcoa arc often too ror a�ay 

•
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from lhc dJsabled person and arc loo elpensJve. 

Purlhcr a kept le lsm Jbout the vJlue of rehab I 11 laLlon has 

3rlscn also due to I.he co111111011 llcl lcf LhJl slrokl• 11,1t 1.-ota do not 

survive long enough Lo Jusll(y lhe c111ense JnJ cltort of 

rehJblllLJtlon (Anderson. 1990}. Research h,1& µrO\'ldud e,·ldcnce 

Lo counter Lhls myth, and shows thal JL least 50� of survivors of 
• 

stroke l lvc for 7� year& or long,·r [Andi>r&on . L JI. 1977: Anderson 

Cl al 1978; N3l6UIDOlO et al, 1913}. 

ln asaceslnu lhc 11111.icl of rchabllltaLlon t11ei-e Is need to 

go beyond consldcratlon o( lhc locJllon Jnd design of services and 

factoro ouch ao .i11c that may influence pro11no,1a. IL lo cquJlly 

important to conolder Lhc patient's own rc&ponuc Lo Lho oltuatlon 

including her wllllngnc1s to utilize the oorvtccs ollcrcd. �hllc 

m.iny people come lo hospllal lo seek lnlllul trcatgcnl, not Jll 

comply wlth the prcocrlbcd treatment regimen lKlr�cht and 

Ro1enatock, 1979), Including the need Cor appointment keeping 

[LoventhJI ond C;imcron, 1987] untl partJklni; ln phyalolhcropy 

llervlces [Coy, 1989]. Thi II problem may Jr I ee whl!n the hcJ Ith 

workor conccntrotoa eololy on the bcncfllo of compliance and 

ovorlooke the patlen�·o own concern, and perccptlona (Coy, l9b9]. 

for 0J1mple, lhe lick o( vlalblo or Llmoly olgns ol 1mprovcaont �• 

vlevcd by the patient or her Coally mcmbora (AdDnlovo, AJ1bola, 

Akpan, Noloao, Olovoln(c ond TcJumol�, 1988], 
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N1 \ll•r-thc-lcse, a pat lent c,1n protect h1mscl f t r0111 

d1eablllly .ind [urthcr h.indlcap if his motivation h; mJali:ilzcd. 

This could bu achieved when tl.c threat to hc,,lth J i. b�vcrc, tt1c 

Individual fcelo vulnerable, the recoa;i:iended adaptive response le 

believed to be .in effective me.ins for J\/Crtlni; the threat. the 

person le confident in his .:ib1litles Lo complete succesaful ly the 

ad.lpllvo response, the rew.irdu at.:.oc1ulcJ wi lh Joy mo1l,ul.i11t1,·c 

behavlourG arc emall, and the co::.l i1Bt.oc1ated with the .idaptivc 

response a re &moll l PrcnL lee-Dunn .:ind Rogers. I '>8b J. Th.,i;c

bch.ivlouro1l Issues are dli;cuasud In more d0Lo1ll !Jlcr In th<: 

chapter. 

The Role of Phyplo\h�CilPY 

According to Andoroon [1990) rehabllltatlon o{ the stroke 

poLlcnL connotes his trCJlccnt ,1nd training to a maAlmua potcntloJ 

where he is able lo .ichlcvc physlc,11, p�ychologlcal, socl.il anJ 

vocational lndepcndenco, ond bcgino on the f1rol duy of the

attack. The Joint Co•tsslon lor Slroku �ac1l1llcu llY7lJ 

rocogn1xed the 011cntlal lnput of phy1iothcro1py in olrokc 

rchobilltatlon. Physiotherapy can be deflncJ as •.•

The act of provldlns prevontlvc, curaclvc and 
• 

rehab I l I tolt lvc hCHtl th CilrC by CJDploy lng ph)·lllco l

mcons, ond a, much o11 poeslblu, 11llhout drui:11 (G1n1-

I kl 1.i.ma, 1990) . 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



• 

' 

• 

42 

The physical agents employed Include, a�ong others, water, ll�hL, 

elcctrlclly, heat, massage Jnd cicrclscs. 

The stroke lnevJ tably resul ls 111 hemlµlc"l,1. Thu:. the 

general alms of physiotherapy are to ensure soft tissue 

flcxlblllty and to mlnlelzc cfrecls of disuse and spastlclly 

[Mulloy, 1982), to promote purposeful motor leJrnln" [CJrr and 

Shcpa rd, 1989) • .ind Lo Improve the p.i l I en l •:. funcl I onJ I ,1b 111 l I c:, . 

aucb as self-help and dally llvln" JCLlvltlc& [llub.ith, 1990]. 

The physiotherapist .it entry level accurately identifies the 

patient's prohlC1aJJ vlth the use of cvJluo1tion d11ta. Thc;1c data 

are used to determine the nature and extent of the pathological 

condition causing the he.elplegla and to select sclcntltlcally 

Justifiable trc•t•�nl [Olsen, 1983] The Initial cvJlUJLlon of 

the patient'• condition made by the phyoiothoraplot usually 

includes the foJlovJn� (�ob11th, 1990]: 

l. A gcncr•l lapru111lon ol the pat ltJnl. lncludlng whether

the l1 •ceeln11ly younger or older th11n her

chronoloclcal •gc, her cooperation, lndllfcrcncc,

c110tlonal re1c�1e, depreaolon, nc1at1v11a, •usroaolon,

euphoria or lnateblllty.

2. Stale or health lnch11.lln11 undcrlylnlc condl t lon111 aniJ

111gn1 ltkc hypcrteni;lon. h,arl ratlur , n 11p1r .. tlon

1,robla11, ctddlne11•, \. akne11, olnd othor1,
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3. Tonus, that ls Lhe reactJon of Lhc a>uscu!aturc to

passLve movement, and the quality of posturdl and

movement patterns

4. The sensory state JL deep (proprioception) and tactile

sensation levels, with focus on the effect of scnsoty

deflclt on movement, muscle power and pro�nosls.

S. Functional Jb111tics and di5abllit1es.

This evaluation reflects the nuuromusculJr st.:stull of lhc p,1th:nt 

with atrolce, and has impl ica lions for his physJ.othcr<1py mo1nallemcnt 

[Anderson, 1990; Bobatb, 1990; C3rr and Shepard, 1989: O'Brien and 

Pallett, 1978). 

Vartou1 treatment p.:stterns .:snd techniques to lacilltate 

recovery C&lat. Range of motion (RON) exercises Jrc Instituted in 

the acutu phase, when the patient lo unable to move her 

extreaitic1 actively to prevent flr11t, t11e Ghorlcnlng .lnd c"cntual 

fibcoaia or the mueclca th�t .ire malntolncd tn il rticd PO�ltlon 

Secondly, ioc11 of lubrication between the 110vtnu partc Jnd the 

_periorticular 1tructuro11 111 a,lnlal-zcd, vhl le cu11tr•ctur1.1a or 

contr•ctur•I Joint doforaltlee arc prcvuntud, 

The l:Qfl eaccc11ea Include •pa11lvc DOvaacnt" i;hora e1crclac1 

•r11 performed by the thcroplat on lh1.1 patient i;ho I not actlvaly

Involved. Later frcu •Clive ercrcl11 arr r,crlollleu by thu 

IJlllo,!nt under tho dlr�ct ,11sw,r"t1lon uf !lw 111 roplot Th re are 
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also act1ve-ass16t1ve exerclscs thal the pJtlcnt performs by 

bringlng the Joint through the normal range of  motion, assisted by 

the theraplst, or by herstlf ustni: her un.JllecLcd exLrcmJtlcs. 

O'Brien and Pallett (1978) LdentlClc� the tollowln� purposes 

for ROM exercises: 

, To  prevent tightening of ligament& and muscles that 

may cause contracLurcs. Contracturc& arc palnful and 

unattractive and limit performance ln actlvlties o[

dally living, such as dressing, bathing and (ceding. 

, To lllJ)rovc circulation. ROM c1erclocb prevent or 

reduce ocdem.i by enhancing venous £low. 

• To facilitate rchabilllation. I[ Joints arc kept

"free• or "looae� during the acuLe otJge or Illness,

110vement can be 1,crfontcd J6 soon as recovery bccin11.

Recovery froa hemlplcgla I� f,1 ... I I I t11tcd by proper 

po1ltlon1n1. Bed rc11t, required durlni; the Initial 11t11i:c or 

1trokc due to the patient 'e a.•dlcal condl tlon, wll I have :i

dclcterlouo effect on hl11 neurological atate, which aay olrcady 

have been lmp1lred by the upper cotor neuron lonlon lO'brlcn and 

Pallett, 19711). n,,, 1p1clftc obJcctlvcu or pooltlonlni; o1ro lo 

ulnlaln full, pao11vc to�, 10 prevent contrAclur e aid nccroDI , 

to tcprovc circulatlon and to alnla1zc apa•tlclty. 

The various po1l1lon1 1hal 1h1: patl•nt c,n •••• with th 
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lherapis l • s supi?rv is ion include ly 11111 supine, ly in!; on the 

affected sld!! or unaffected side, lying pcone, and siLLlnlf. The 

bed on which the pallcnt ls lJld ls plJced 50 thJL the locker, 

food, Lelevlslon and radlo, vlsltors and other objects ol interest 

are on her affected side. The bed must have a firm �attrcss on a 

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

elt11in.1tc the weight and irritation ol bcddtn�G. f lvc or <;Ill

pillow, would be required for adcquJLC llupport a11J correct 

altrnzent of the head, trunk and llmbs [Cash, 1979). 

lnh1b1tln1 abnoraal muscular acLtvltles illso help6 the 

1troke patient recover from hemiplc�la. The mJln JJa ls to 

laprovc tonu1 and coordination by obtaining normal. actlvo 

reactions on the Jffccted aide: (Dob,1th, IQ90], t'l;,iccld 

eztrcattlca r�-quirc partlculur eupport. To prevent subluzatlon of 

the hwtP.rlll head out of the glonold c,1vlty, a fl.1ceid arm, 1,ith or 

vithout apaattclty of the dcpreasora of the hucorua. 111 11upportcd 

on plllokD �hen the p1tlcnt 11 ln bed, and aupporl�d with an �r• 

·a11n1 �hen 11hc la tr11nstcrrln1 or aabul11tlnic (O'Drlcn .ind Pallt•ll,

1978; Bobath, 1990).

Spaatlclty, aoreov6r, 1, treated by tnhlbltlnc the derlnltc 

eyncrgtc pattern. Thlli 111 achtcv d t,y chanirlng , dl1•oc.lJ!lr 

tbe 11pastlc pattorn1, I.e. by •cnunltnc• ualn1 Italic r fl i

lnhlblttn, paltern1, 11nd alao �Y lhe proc •• knovn a1 
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"autolnhlbltlon" [Bobath, 1990). Autolnhlbltion ls not only 

beneficial for one specific movemenL, but also, by reducing 

spastlclty generally. give& control over other. movc1ucnts. l<cflex

lnhlblting patterns not only lnhJbJt abnormal activity, but at the 

same Lime give the patient normal "po&tural sct5" tu l11lllJtc 

movements LBobath, l990). 

Recovery is facllltalcd by functional tralnl1111 In 

"activities of dally living" (ADI.). The term ADL refers to those 

activities Involved with personJl c.iru, ombul.iLlon, hoccaJklni:, 

tran1fer and tr.1nsportation that would allow the utroke patient 

v1Lh healplegla to function as an independent person (O'Brien and 

Pallett, 1978). The trc.ltmcnt therefore, ls i;i:arcd tow.,rds 111.lking 

the patient• functioning person who can pcrfoni activities 

Lhrou1hout the day .1nd .n .1ny cnv!ro1111cnl by conserving her 

strength, facilitating IIOb!lity and provJdlnc YllY aseistlvc 

cqulpllCllt nece1sary to promote lndcpcndrncc (Kln1aan, 1989: 

O'Brien 1nd Pallett, 1978} • 

• 

The ther•pfGt analy1c1 lhc co=poncnt 110lion11 or each 

•cllvlty. Then he hie the Pillenl pr1c1lC.i! 11o1ch of th le

c011POnent 110tlon1 •• ezftrct1c1 until 1hc 1u able to practice lhe 

activity 11 1 whole (O'lrlcn •nd P•llctt, 1918: Kln1aan, 1989), 

SI Cl\ ROLF. IJt:IIAV IOUN 

Health bc-havlour co111l1t1 of 111 hu4"1n action lh•t arc 
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guided by health purposes or relnforccd by health outcomes, and J 

subset of these behJvlours, sick role behaviours, lnc ludc Lho:.c 

" tlons taken by an 111 person ln order Lo recover lrom poor 

health [Kasl and Cobb, 1966). The sick role •tSelt refers to the 

socially sanctioned designation of b�tng In Jll health [Stone, 

Cohen and Adler, 1979). 

According to Parson [1972), the sick role ls necessarily 

socially deviant. Sickness Is permitted by society alter a doctor 

(in Western societies) or other socially reco�nlzed healer 

legitimlte, the patient's need to both regress and accept the sick 

condition. This la because society's efflclent luncllonlng 

depends on contrJbut Iona 11.1dc by people "ho arl! hi,.11 thy. A slck 

pcraon suffer, • dJaturbancc of cap.icl ty, Jnd once ll1c Jncap.icl ty 

Is recosnlted, lhe sick puraon Moves Into the olck role. 

Occupanta o! the Gick role are except fro• rcapon1lblllty for the 

lnc1pocJLy since ll la Ylcved ac being beyond tholr control. They 

are therefore cxcapt froe formal social obll11tlona (Stone ot al, 

1CJ79). 

Kovcver the lciiltlal•atlon ol \he 1lck paraon•, e•ea11t1on 

froa u1ual dutio• required that tho occupant of the 1&ck role 

reco1nl1e ihat bcln1 Jll !1 lnhcronily unde1lrabla and that ho or 

1he 1hould tht'rofor feel obl I rated to try to al ;; 11 Such 

obl t11t Iona lnclud 1ooklna; of tcchn lea I Jy coap t nt h lr anu 
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cooperating in lhe process of recovery (Rosenslock ,1nJ Klr:;cht, 

1979). 

The sick role for persons vlth chronic lllncssc� ls 

dlfferent from that of people vith acute, shorl term illness 

episodes. Chronic illnesses arc not curable, and lhcrefore 

require the ,patient to adjusl to hli; conllllion rather lh,,n Lo try 

to get vell. ln addition, the ciemption from usual rcsponslblilty 

would be partial rather than complete [Rosenstock and Kirscht, 

1979). The sick role in older people is more complex, especially 

because the per1on receivlng treatment ls oflcn surferln& from 

several condltlona [KJracht and Rosenstock, 1979).

Tvo aaJor coapooent9 or sick role behaviour arc firal, 

initial and,subGcqucnt utii1LaLion of troatmcnl services, and 

secondly, co11pltancc vlth recommendations 11adu by tho11c froai vhOID 

lllnces core le sought. 

l}ttlSr;,tlon of llealth Servlrcsp 

An undcratandtnc or hc�lth aorvlco utlllzntlon bc�lna vith 

an•avarenc1s of the altcrnotJvc clwtcco foclnK the sick poroon, 

Once choicco arc ••de, 1a1uc1 concorntns frequency 3nd rci;ularity 

of uoe art,e. l t should be noted that tho u1c or acdtcal at"rvlco 

la not the ao•t usual rc1ponac io 1ysptoo1 and Lhat coat lllno1a 

epleodcl arc aolf•trcatcd or tre111l 11 vlthln tha fa I ly (ll111art1 

and Rot:tuunn, 1977), AJthounti th<t 11ltcrna, lvn of 1•1( c.sre 11 
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often viewed with alarm, lt is a ubiquitous human reality [Stone, 

et al, 1979). Advtce seeking during illness ls not limited Lo 

that obtalncd from health profcssional5 [Suchman, 19b6J. bul 

includes the "lay referral sySlCJD," a procc�5 where In Lhc 111 

person discusses his hcallh dlvturbances wlth oth�r people with 

the al• of at least partially leg1t1g1:1ng hlo entry Into the sick 
• 

role [Zola, 1973). 

Health liCrvlcc utlllzatlon dlffcrcntl.1ls have been observed 

for dlffcr<!.nt 1ei.s,cnt1 of 1oclety. Generally middle-aged JdultG 

have the lo.'l!�l levels of utlllzatlon, Pcmalco have been ob1crved 

to 1eek health servtcea to a greater cztent than acn (Roaenstock 

and Kl raeht, 1979}. Al though poor and non-poor p,1t lentil appc.:ir to 

have the tDDC utlllzatJon r�ton, the poor actually utilize health 

aervtccD Scali b.lscd en need ror heal Lh c.1r,• (K l11an and Lane, 

J97h]. finally perception or the condition, I.e. thJt It 11 

bec011Jn1 vonc, prccJpltat�s 101pltDl vlolt• [lnhn, Arulcraon and 

Pcrli;off, 19731 

• Utl11%atton of aervJce• Ja a cantlnuous proc a1,

for patJcntG 1ilth chronic or long tcra llln 111 Thl• l " to l 

problct1 of dr09plr,1 out of lr atacnt Ttll• pr I nrl• 

dClcld« to 

wndwall, 197�) TI I U,eJll:mld r I 

l (l.Jll t

l

I I 
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social isolation, lack of visible atlllctlon, negative ther�plat 

attitudes, long waltlng tlme £or treatment, low tiOClo-economlc 

status, young age, and :;oclal 1nstab111ty [Rosenclock and Kirscht, 

1979]. The design ofi the health care ayetcm it::iclf c<1y prevent or 

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

continuity of aorvtcc providera and modlflcatlon of clinic 
• 

procedures to ensure personalized, convenient c<1rc hJve ,,11 proved 

valuable in reducing drop out [Dackcland and Lundwall, 1975; 

FIMerty, tt.ttle and F1Mcrtr, 1973; Dcck�r. Drachman and Kirscht, 

197,). 

Another aspect of service delivery that oay Jf!ec1 

utllizatlon Js the referral syetca. "any patients never sho-w up 

a t  t.hc place of referral to receive (I.e. utlllz�) th rccoc=unded 

acrvlcea bec.auoe they were not glven specific appolnta.:nts or the 

naae or a opocl(Jc contact person of rrvlcc provld r (Roacnutock 

and r1roct1t, 1979) The referral procc10 la al10 lnhlblt•d by

transportation probleaa. • Jonz tl- lag ool-.. en r r rrJI onU 

r, rGt appolncac:ot (Ht'rtrolJ 1•, 1974), coat or 1crv1 (1< , tock 

•nd r.1rr.c:tt. 1979) aru1 -..'bt!tJ r tJ piitl nl w.aa In •� I 

choowlr.;e tbo r.ltt' of r f rral (H rtr IJI , l!ii 4J 

., I 

colncJdca ..,, l 1 llnlcal pr 

I 

rl I 

.. II l'I 

I 

4 I r 
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different behaviours (Kirscht and Ro&enslock, 1979J, Complianc 

behaviour overlaps utlllzatlon behaviour in that It includes 

.appoint nt kt.-.:plng, but JG al&o concern p�rfon:1.111c� of t1 ou:ient 

reglaeno (t.cventh.al and Ca ron. 1987), 

Tho pret.enc or !I) ploa .. I a focal event for coaplylng 1oJth 

aculcal advice (f.aal And Cobb, 19bbj, and when advlc lncludoa 

actJona alacd at �tc,•Jnc eympt0111, 1t 111 110rc Ilk lr to be 

follo.,,cd (liaynca, 1970). On the other hand, the .. b,cnc or 

lead1 to  prcaaturc tcr11Jnutlon of the 

rcclccn (�1er, Dracnaan and turacht, 1972). CO::pllance l 

haocd by olbtr f4ctora lnclwln, aatlafactJon �Jth crvJ • 

I Be k r t ill J I 74.

co .i lcatJ f 

ncra and� crcte, 1971) and I Jr

f ra.atl (Lev nt.twl and C.U:::Jr' , 1 I 

:.oc:Jal atr l ral varJabJ • ar also po1ltlv ly a I Jat

�ILh JU 1 •tl J I I , l I 

.p.t (1 II .... I ,7 I 

• ! a,;,- Ja r .. 

911 

' f .. 

• 

.. r 
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other factor& Lo be conoldered [Uecker, 1974]. Thcorcllc.il Jnd 

conceptual models that ohcd morll llghL on compliance ,1nd 

utll1z.it1011 bchavlour arc preaenlcd below. 

Role of HcalLh �duca�ion 

Attempts have been made Lo modtry behaviour pallcrn� 

relating to compliance lhrouch ayslcmatic 1ntcrvcntlon, 

particularly paLicnL health udUCJllon. Tl1esc lntcrvcnt1ono have 

included modlflcaLlone In the pat lent •s social support syotc:a, his 

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

aystem [Kirscht and Roaenatock, 1979}, 

In patient oduc.ition, tho rocus la on volunt11ry behaviour 

change ln an Individual depending on hlo current health core 

needs, such thot unhcalth[ul beh.ivloura are modified ;ind new 

behaviour• th;it wlll help tho patient attaln his mJAimWD health 

potcnLial .ire facilitated [Stanton, 1983), CaflarcllJ {1981) 

defined patient education ,u, a procc11a by vhlch patients, ,1nd In 

aome cases thclr famlllca, receive lnlormatlon about &pccillc 

health probloma and dcvolop poaltlvc attitudes to�ords reaolvln11 

the probleas, wllh resultant chan11oa ln ll(u styles. Pocunlng on 

procoso, Bartlett [l98S) defined p�t�cnt oducJtlon ns J planned 

learning c�pcrlcncc !nvolvlni lhc uo� of a combln,1llon of acthodD 

auch 18 teachin11, coun11t!lllnw and ln,haviour aodll lc:allon 

technique• to lntluenco patients' knowledge and hc11lth bchovlour • 
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Palienl education c11phaslzcs active patient 1nvolvcci.:?nt in 

his medical care progrJmmc. Learning �roccsscs such as 

counselling, skill development, guidance and support lacllltato 

the patient's decision making about care and treatment. and also 

provide an opportunity Cot continuing education through the cycle 

of hcalth-elckneaa-rehabllltatlon and throughout the various 

heolth care delivery setLlnic• including the home, the ,;orlcslte and 

the community (Deeds, llerberL and '1,olle, 1979� Pollock, l987J. An 

organized programme of patient education ls needed especially for 

the chronically 111 in ordur Lo reduce a patient's anxiety, 

provide lnslghle lnlo her a1Jmenl, tncreilsc her knovied1:e about 

the erfecl of treatment, encourage greater self-acceptance of her 

present condition ond iaprove her &octal contactr. (Ocha�a. 1982]. 

Patient health education should be o planned acLlvlty if 

desired effects arc to �o achieved (Green, Kreuter. Dc�ds, and 

P.:,rtridgo, 1980). Planning lncludo11 lhc follovtni: 11tci,s (Dubrey, 

1982; Georijc, 1982}: 

• 

• 

Asac•••cnt of the piltlcnt'a and faally's n<,cdB for

patient education (e.v. knovl�dgc, ak1lia, .1ttitudc1, 

v.:,luoa, support lov�lo) . 

Aanoaaatnt of the po1ticn1.•11 readlne111l ror r,ntlcnt 

educ.at ion. 

Pl Jnn1ng .1nd davo 101,tnc the educ a tlonJl proi:rammo 

•
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including setting, l n  concordance �Ith the Pdllent, 

educational and bchavloucJl obJecltvcs. 

•

• 

lmµlemuntutlon ul the PJllcnt educallon pro1:c.immc 1,Jth

the active pJrtlctpallon of the patient and lamlly.

EvoluJtlon ,1nd documentation or Polticnt lca,·ning with

fcedba�k to Lhe patient Jnd family.

Wolle [197?), identified sever-al conditions which must be 

met to enhance Lhc errcctivcncsa of these steps. The situations 

• 

and opportunl Lies for accompl iahing the a tcps. Jncluding "how," by 

"whom•• and "wh<:n," 11u11l be nnillyzed and clarirtcd. The attitude 

of health staff must be positive toward the plannln� and dcllvccy 

of heolch educotlon, and their knowledge ond sklllu tor doing so

should be adequate. Finally, educational progra111111cs in hcJlth 

care aettings will occur only when aupportlvc admlnlstcatlvc 

;irrangcmenta and policy dcclalono hove been m<1dc and adcquatc 

resources have been provided • 

The planning of patient health c-duc.itlon pcoi;ra111111e11, C-K· 

{or stroke pottente. rcquJrc1 o thorough cduc<1tlonal dtoKnoula of 

the factor• that Influence e.c l11ttna; patient behaviour ilnd could 

influence the aduptJon or healthier altornatlvco {Cr,•c11 et al. 

1981>]. This dl..Jgnoatic procoao lo .ildcd IJy thl.!orctlc,,J tramcwork11 

that attc•Pt to caplain h111111n health behaviour. Thlll current 
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research lo an educJtlonul dluunoetlc effort, Jnd a� uch has bern 

guided by several hc.i l th beh,1vlour ciodols. 

Daelc consideration lo given to the fJCt that ptrsonu with 

chronic lllnosecs or condltlonG, like hccilplccl.i tollovln� Glrokc, 

are faced with mony adaptive til&ka including the need to master 

the physical symptomo of lllncos, manage the required treatment, 

develop and maintain rolatlonal1tps with health cJro provldcr5, 

cope with o wide range or emotions, preserve self-Image, maintain 

a sense of independence and control (while still having to be 

dependent on others), pc�i,orv..i relatlonohlpo v!th f,1mtly nnd 

frlenda and live wlth un�crtJlnty. Uchavloural modelo offer 

lnslghts on th, factors Lhot •ay cncourouc or inhibit lhcGe 

adapt I VO tJSkB. 

The llealth Dcltcf Nodol (HUH) seeks to cxplJln dcclslons 

rcgordlng hoolth behilvlour and the perceived value of thoL 

behaviour for coping with a threJt to health, The cognitive 

eleaenta of the model have been developed by Uecker [1974) .ind 

Roacn1tock [1974), .imons othcre, ,1nd include Lhc followtnir: 

• rorcolvc;d Tbrs:•1: Del le f11 llbOUt the n,1 tu ro of' the

thre.it to health In toni11 of ltl porcolvcd aubJcctlve 

acvor I Ly, ohould the thrcatcnlni condition occur, 

lncludtni; cvJlu.,tion of both health 11nd ooct.il 

con1cqucnc.,1, and pcrc1•pt tono ol poraon11l 

•
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auucept 1 bl 11 ty t o  th11 t t hre11 t. 

• 

• �r�\!lv_ed Dcnc;l1ts: 8cl1cfa that spcclf!c rL·cocmcndcd 

.:icllone. vll I be bcncl lclal, prolo.:ctlv,· ,111J l•fflcaclous 

In reducing or cllmln11tlng the threat. 

• Porcclved Barrigra: Beliefs about barriers that may

lnhlblt taking rcco11111ended dCtlon1 lncludtnu high

coots and lnconvcnlcncc,

Leventhal and Cameron (1987) have found that the dlmcnclon of 

beliefs or perceptions th.:it lo moat po�crful In predicting 

behaviour is perceived barriers, followed by perceived 

ousccptiblllly ,  perceived benefits .:ind perceived severity, In 

dc1cendlng order. 

The IIBM, ill seen In l'tgurc 2, capl.slru, that bet lcfa or 

perceptions m.:iy be modlflcd or atlmulJtcd [Rosenstock, 1971.J. 

Najor modifying factors include soclo-dc1110graphlc varlobloa ouch 

as sea, age, ethnic group, eoclo-cconomlc stotu1 .snd occupntlon. 

eaiatlng knowledge oboul the condition 11 another potcntl.:il 
• 

modifier, Theao background choractorlotlca condition the bellcfi:

people hold 3bout o portlculu� tl1rcat Lo hc,1lth and lho valuo 

which they •ay piece on particular throat ruduclnc Jcllono 

(Kiracht and Ro1cn1tock, 1979]. "Cuuo to oction" etlaulalc or 

tf"IIUlCr the dcclelon aaktng process dlld may tilkc lhn lorm or u 

reminder coll froa a huelth workc,r, prcv,lous c1porlcncc with lhu 

•
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symptoms, or a s1mllar experience of a friend or family member, 

and mcssagos huard through the mass media. 

Percolved susccpLibil lly In Lhc CJ&c ol lhc stroke patient, 

or others suffering from chronic Illness, does not locus on 

beliefs that the &Lroke will occur, but on whether the patient 

porcC?lvos thilt she lo vulncr,1ble to subsequent disabilltlcs Jnd 

poor recovery because of the condition {0'8r1cn and Pallett, 1978; 

Dordier, 1980; l\nderoon, 1990; Bobath, 1990). Iler perception of 

the hcmlplcgia become1, ccntr.il, 1111d barriers to acting on Lhu 

reco1111Donded therapy arc varied. The perceived lmpedlments may 

Include expenses incurred to obt.iln therapy, unpluJsan•neso, 

difficulty with transportation :ind other lnconvcnlcncc&, 

complexity of the thcrapuullc rcglml!n, sldc-cffcctu, ouch a11 pain 

arising from the pcrformilnce ol the rci;imcn, and dl:.ruptlon of 

the doily life and careors or both patient and ol!rniflc.int others 

(Levitt, 1988]. 

Overall, tin! 11811 should be •con il& :i dynamic conotruct. 

niorc are a varlct:y of chongln11 for-ccs ln the lncllv.ldual 'o 

envlro1111cnt thot can Jct JI factlltatora or inhlbltoro lo 

potentlal paths ot bchavtour. Thua the cloclo1on to J11ltll1tc a 

recommended ,1ctlon, moy not in lll1clf predict thu I lkol lhood thJt 

thill clecis.lon will be c.irr1ctl out succo11Cully over the cour1Jc of 

time [Kosl, 1974] • 

• 

•
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lODlfYl�C FACTO!iS 

Ouog1•pb1t ,•rlible,: age, 111

ethllt groop, ett. 

Soclop1Jcbologlcal ,arlablt,: 
per101allty, 10tlal cli,s, peer 
1Dd refert�ce qroap pre1s11e. etc.

(.__.

I 

• 

Percel,td S11ceptlblllty 
to Dl1ea11 •1• 

Percel,ed Serlo111e11 
(Se,erllJ) of Dl1u1e 'l' 

• 

Slntt1ral ,1rlablts. kaowledqe 
1bo;t lbe dl1e11e. prior cootatt 
vltb the dl1e11e, ttt.

I 

Percehed TIWT 
ol 

Disease 'l' 

I 

C1u to Aclloa: 

M11111411 ca1pal911 
14,ltt lrea otter, 

I 
I 

ft1l1den 1101 teallb •�rktn 1 
1111111 of faally 1111:itr of fritad 
J1,s;1p1r or 119111,e 11tlcle 

(Source: Bticker, 19741

Figure 2: TIIE IIEJ\LTII UELIBf' HODEL 

. 

• 

tllElllOOD Of lCtlO) 

Perceived B«eflte of 
pre,eatl,e •ctlo1 

lltDI 

Percel,td B•rrler1 to 
pre,eat1,e 1ctlo3 

L1kellb0Qd of taklo9 
2etoueaded Pre1eatt1t 

lea! tb Act le; 
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However, the Theory of Reasoned Action (AdJzen and Fishbein. 

1980) asserLs that intention to perform a given act will be a 

function of perceived normaLlve expectations rc11arding that �et 

and beliefs about the consequences of performing the JCL. Thus 

this theory propounds that a declaion reached throu11h thi& 

evaluative process ls a strong predictor of bchJvlour (P'igure 3) • •  

Even so, lt ls still necessary to undtrstand fully the 

deteraainants of this intention. 

The process of nonnaclve evalu.ition rests on whether the 

person believes that signtflcant others think he should perform 

the behaviour (AdJzen and l'lahbeln, 1980]. Stroke, for cz,1mple, 

is a family aatter [Holbrook, 1982]. The stroke pJtillnt le not 

aure of his prognosis and requires lnfonaatlon and cncoura11cmont 

from family 3nd frlcndD on vhal course of action to take. Their 

Input .influences hla aubJcctlvc ,•aluc11 and normative bclleto 

concerning rccocaended action (Adler and Kllatcln, 1979], ouch .is 

attending phy1lothcr1py 1e,alons. I

• 

The physician and therapist also have input 1nlo the 

noniative capectation, on • poticnt•o behaviour, particularly the 

intention to continue vith treatacnt. The tevol 01 their 

influence 11 duteralned by the degree of 11atl11fAclion tile p;ationt 

foe la vi th thol r pcrforaance (Kocac:h and lleHrcte, 19'71 I.

The Individual dcv!llop11 her lltltulle toward lha prcpootid 
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EXTERNAL VARIABLES 

Demographic ALLltudc!> l'c rsona 11 ty 
Variables Towards Targets rca1Ls 

age, seit, attitudes Lowa eds introversion-
OCCUPilllon, people, e.atrovcrslon,
soclo-economic aLLltuc.les towards ncurotJci:im.
status, religion. lnstlt.utlon, author1tar1anls111,
education do:ainancc

I 
Beliefs that Evaluation llellcls that Motivation 
the behaviour Of OUlCOIIICB epcc l rte Lo comply 
leads to refecen Ls with the 
certain think pernon a11cc1 rte 
outcomes should perform referents 

the behaviour 

I 

Altitude toward Relative laportancc SuhJcctlvc 
che behilvlour of actttudinal and Sonns 

nOAfilLlve com11oncnts 

IIITt::NT 1 ON
• 

• 

IIEIIAVTOUR 

[Source: AdJaen and Plehbcln, 1980J 

PIJUCC 3: Theory of Rcaooncd Action 

•

• 
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behaviour by conducting a type of cost-benefit analysis conccrnln� 

the value of the perceived consequences or the acLlon [Adler and 

Milstein, 1979). The theory also recognizes LhaL the altitudes 

and norms that influence intention, arc thc.msclves prouucts of 

"external variables" such as demographic variable,,, general 

altitudes toward people (J.n this ca&c hcalLl1 �orkers) and 

instltullons (e.g. hoapltais). as well as Lhe lndlvidual's own 

personality traits. 

Protect lon 11ot l va L lon Theory ( Pl1T) propo:.cu Lha t , wo sources 

of information Jbou� hcJllh. environmental ""d lnLr..,puroonJl, 

lnltlate cognitive processes that ultlmately result ln action to 

cope wl lh perceived threats to he.il Lh ( Pr.:ntlce-Ounn and llogera, 

1986]. Threut appraisal processes evaluate the factors that may 

increase or decrease the probablllty of maklng maladaptive 

reepon1ea. ractor, that "reward" or increase maladaptive 

behaviour ace either lntrlnslc (such as tho p�ln il&50C1ated with 

physiotherapy czcrclace) or cxtrlnsic (e.l(, social �pprovo1i by 

other• foe scckln1 1nd11cnou1 •edlclno). On the other hand, 

•.Jladaptlva re1pon1ca a.iy be dacrc111ad throuth pcrc11ptlon1 :iboul 

aever.lty of and vulner11b111ty to nc1ottvc health outcoaaa. vlalch 

In the C:iJGC ol the atroku r,.1ttcnt lncludo lncroorald dJaabllJty or 

delayed recovery (Pl1urc 41. 

,. coplnK ,>ppcalaal l!i 111110 a.,da c.:onccrnln1. udJJ1tl11c 

•
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SOURCES Envlronmcntal lnlCJpl!C!iOllal 

01' Verbal rcrsuJslon, �ersonJllly VJrlablcs, 

INFORNATlOH Obscrva t lon,11 Learning Pr lor l!xpcr-lcncc 

' 

11aladaptlve AdJpllvc l'aclora 
• 

COCtllTlV� RCBPOO!iC 
-

R, �,ons� � fleet 101: 

Hcapon11c 
Pr-obab111ty: 

MEDlATl?IG intrlnslc response 
rewards. efficacy, 
external self- lncrcaolng 

PROCESSES rewards clflcacy 

I (alnui;) I (minus) 

scvcclty. ce:.ponuc 
D..i:cr.rall Ing 

vulnerability COlllG 

I (equalol I 

THREAT COPING 
APPRAISAL APPltAlSAL 

• 

PROTECTION 
• 110TIVATION 

COPING • 
I 

l'IODES �s:,1510 52r lnblQ!tJQg 2( ACl!.9!) 
Slnglo Ace, Repeated Acta, 

"ultlplo Acto, �cpcnl�d Nulllplu A lti

(Sourcu: Prentice-Dunn and Rogcre, 198f>) 

Plsurc A: Protection Motlvatlon Theory 
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responses. The probablllLy of adaptive coping behaviours is 

increased when the patient judges Lhat the rcco=ended response or 

treatment is efficacious and Lhat �he personally ts capable of 

initiating and completing the recommended behaviour or response 

(self-efficacy). The self cfflcac.y component is crucial to the 

avoidance of threatening sLLuocione.. Thus for stroke patient 

undergoing physiotherapy, her perceived ability and confidence 1n 

performing the exercises ls necessary to prevent coaipllcatlons 

like contractual Joint d�(ocmltlco, muscle contractures, 

depression and general physical dotcriorotion [Levitt, 1988). 

Prentice-Dunn and Rogers (1986] noted that the lndLvidual'� 

sense of 1clf-cfflcocy is independent of the "barriers" component 

of the 11B1'1. Thus a peraon with strong self-efficacy p.:rcept1ons 

alght easily overcome any barriers, while a person with weak sclf

officocy, might be ovorvhclmcd by the &Jme barriers. Thta 11 

because self-efficacy lnflucnce11 not only the Jnltiation of the 

cop1nJ re•ponec, but 3110 tho a110unl of encrl}' �•?ended (I.e. the 

person's pcr1l1tenccl 1n the fac:ll or obatJcloa. 

Roapon1c coat• Jrc vlc�ed In the rxr ao potcnl1a11y 

dee cc a• in1t the 1 lke I I hood of an ad.ir,tlvc corl nc ro1ponoc. Thc11c 

include Jnconvrntuncc, erpen1a, unploaa�ntncas, difficulty, 

c011plc.1lt)', 1.ldc offcctl, dloruptlon ot dJ1lly 11 lci and ovcircoalng 

invralncd hab1te [Prcntlcc•Dunn 11nd Rot:ura, 1ll8bJ, ln oua, Pm' 
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assumes that protection motivation ls highest when the person 

perceives high vulnerability to and sevcr1t, of lhc heallh threat, 

but an equally strong faith in the effectiveness of recommended 

actlons and perception of personal capablilties for pcrfoC'llllng 

those actions [Prentice-Dunn and Rogers, 198b). 

Social Network Theory cxalll!ncs the sel or per�onal contacts 
• 

througb which a person maintains his social ldcntlty, receives 

emotional support, material aid and information Jnd develops new 

aocial contacts [Walker, HacBride and Vachon, 1977). The quality 

of relationthips among people involved in a social network is a

aaJor determinant of behavlour aa the influence of othcro acts on 

the indlvldual'a motives, learning and relatlonshlps to the 

environment. 

The sick role preaent1 J challcnsc to the nona�l social 

relationthipa, since the aick person may not be ablo to perfoni 

existing ,oclal obllgatlona. If the medical regimen confllcta 

vi th aoclal nor•• and obl lgJLione, then co=pi l.1nc:e may be loao 

tban optimal (Kirscht ind Ro1en1tock, 1979). On the other hind 

strong. supportive eoc;ial rclat1onehlp1 c•n enhance compllence 

(Clark and z1-er111n. 1990], 

Al 4 conceptual 4ppro�ch, Soclal kotwork Theory In>• 

On lhc JaporLAnc0 or Joint rorccu, In contrast to e.aphlBiB 

rocualnJ solely on the Individual patient charnctt.rlatlcll lh4t may 
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produce behavioural outcomes. Thus behaviour Ls sc�n to re&ult 

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

professional who is trying to help the patient shape new 

behaviours will be most successful if she enables the indivldual 

to arrange his social envlronment Jn ways that support the 

behaviour change [Cameron and Best, 1987). 

Social Learning Theory (SLT, also Social Cognitive Theory) 

describes the mechanisms by which Individuals bring Jbout change 

in their own health related actions (Bandura, 1986). An 

underlying assumption ia that individuals can learn and maintain 

new behaviours if they aake a coGl:aitmcnt to take respona1b11ity 

for changing their behaviour. Behaviour is motivated by the 

perceived value of 1te outcome (Pigure 5), so that the task for 

the person vbo vlshe6 to change hls brhaviour 16 to reuucc the 

reward value of Jn old behaviour and/or ostabl lah a htaih rcvard 

value for a new bch,1vtour by •cons of selective rolnforccau:nt and 

aodollng. According to Clark Jnd Zl111111crmon (19901, acJf

tesulat.1on, inherent In SLT la a conccp� that hold• pro111111c au the

bael, of educational prosracueu to aid lndlvlduala ••n11e chronic 

dl,caace better. 

SLT d�t1nea human behaviour •• rcctprocally dclcratncd 

throu1h tho interaction of Lhe person, hor onvlrol\lllcnt and her 

beti.vlour [Clark and ;,;1mierwan, 1986], Pcr1on11l 111rluoncoa 
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Bl!KAVIOUR 

• 

OUTCOME 
• 

OutCOIIIC 
l!:,:pecl.itlons 
(l'lotlvat!on) 

• 

[Source Clark and Zimmerman, 
and Strecher, 1986] 

1990; Rosenstock, Becker, DeVellls 

Ptrure 5: Social Le1rnln1 (CornJ tlvll) Theory 
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include cognitive and affecllve faclors. Behavioural influences 

refer to actions and reactions, that is the feedback lnherent ln 

the outcome of behaviour. Environmenlal influences arc both 

social and physical. The process by which an individual attempts 

to control this triad or factors to reach a goal ls sclf

regulation, which includes self-monitoring [Clark and Zimmerman, 

1990). 

Self-regulation is developed by observing social models who 

themselves display the processes of eelf-regulalion: 6elf

observatlon (monitoring), Judgmental processes and self-reactions. 

Then the individual ausl actively try to mastur these functions 

(Uandura, 1986]. Thu self-regulatory process will not continue 

unless the behaviour produces outcomes that arc eipccted to be 

beneficial (Clark and Zlueraan, 1990]. Pinally the behaviour 

will not be attClllpted If the person believes that he ls not •bl� 

to engage in and execute the behaviour [Roeenetock, Decker, 

DeVelllS and Strecher, 1986). Thua aelf-cf{lcacy lti a stroni 

deteaainant of .octal learnlnc [Clark and Zimaorman, 1990). 

SUKN.ARY 

Stroke incidence 11 becoming •ore co111110n ln Ntgorlan 

b no two atroke p•tlentu 11ro thft 1.1110. llc111lplci;la and
1oc1.cty, ut 

attendant deprcaaion, lntollactual rcgreaalon and Konural phy111c,1l 

deterioration are 1oi.c: or the problca11 C11cln1 the po1tlcnt, hor 
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family and the service provider. Early initiation of 

rehabilitation, including physloLherapy, has proven to alleviate, 

to  a greater or lesser extent, some of these problems. but not 

without the full involvement of the patient and �lgniflcant 

others. Less than optimal recovery results from lJte and/or 

irregular presentation for physiotherapy. 

The person suffering from stroke and attendJnt heniiplegla 

occupies the 111ck role, a !IOClJlly dcvlt1nt alluatlon. The patient 

is therefore expected to adopt sick role b�haviour aimed at 

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

of normal functioning aa possible. Compliance vlth therapeutic 

regimen la a key aick role �chaviour and lncludcn appolntment 

keeping. 

Compliance haa been found to bo influenced by nature of the 

disease, patient-provider r�latlonahlp, ag�. education. level ol 

lncomo, as vell as perceptions about the 1u·verlty of the problem 

and beliefs about por1onal ability co carry out the regimen. Tho 

quality of the referral 1ystca, complexity or the regimen and 

lnconvcnicnco1 1rl1Jng rr011 tre1tmsnt are other laportant tactora 

that detenalnc complioncc. Thcoc Gee 10•0 or the variable• that

have boon o•plored tn the present study 1n the Phyalothcrapy 

oepartacnt at tho Untvor11ity College: ll01pltal, lb1d,1n • 
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CHAPTER THREE 

METHODOLOGY 

This study employs two major der.igns. PJrst an historical 

cohort study was conducted using patient records tn the 

Physiotherapy Department of UCII from 1982 throuah 1991. The uoo 

of records limited the scope of thls phase of study to analysis of 

the potential influence of patient demographic and clinical 

charocterlatica on both delay Jn reporting to the first 

physiotherapy aes1Jon and the subsequent number of sessions 

attended. The records could not yield data on patient beliefs, 

knowledge and attitudes. Tracing these patients In lbadan clty 

for 1ntcrv1cw vould be hampered by poor layout of the city ,1nd the 

fact that soae of the records vurc up to ten years old. 

Therefore n second aode of 1tudy 1100 uaed. A qualitative 

approach aou&ht to learn about beliefs .ind .ittltudoa toward• 

stroke and phys1other1py through in-depth 1nterv1c1o11 111 th current 

patients and phyalotheraplats. Although this data could not be 

linked anaJytJcJJly 111th delay and attendance bch•vlour, It 

provided valld porspr.ctlves on actuo11 !actor• that p.attl.!nta and 

thcraplats have found to lnhlbl� complloncc,, Thu1 one con ua11 
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this information to improve the interpretation of quantitative 

(record) data and to generate variables on the cognitive and 

affective side o[ compliance for testing in fu�ure studies 

(Patton, 1980). 

Justification of the Study 

Prolonging life, apart from preventing disease and promoting 

health, is one of the alas of public health [University of Leeds, 

undated). The goal of prolonging life is one of the major 

activities of the University College Hospital, vh1ch Ja both an 

academic and service centre designated to provide the highest 

quality of care in the locality [Ajayi, 1992}. The goal can only 

be achieved if the patient complies vlth rchabllltatlve therapy 

and la actively involved in his ovn care. 

one of the componente of rehabilitation that requires a high 

dogree of patient lnvolvosacnt le physiotherapy for the paralysis 

following 1troke. The actual uac of phyalotherapy sorv1coa by 

patient• then bccomo1 a moaaure of the quality of health core that 

nc�d• to be evaluated. Al Adcouvogun (1970] ezplalned .•• 

Evaluation of the u1e of public ho11lth serv1coa by the 

public aust be a constant taak. Thla v!ll indicate the 

offectivene11 or lneffcctlvcncae of the l1a1lth 

aervicca ond tha chan1oa necea11ry In pol1cy-cnking, 

plannln� ond adlllniatr•tion in order to m�alml•c the 
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effective use of the health services by the public or 

the target group. Out lf there is no evaluation, there 

will be no way of objectively identifying, 

consolidating or quantifying the process or failure of 

any progra111.111e. The plann�rs and organiser& of any 

public health programmes muut therefore ensure a 

built-in evaluation procedure to facilitate checking 

and balance in the operation of the programme, because 

lack of evaluation may impede its successful running. 

The World llealth Organizatlon Espert Committee on Disability 

Prevention and Rehabilitation lWIIO, 1981] gave rcauonu for why 

rehabilitation of the disabled 1a important, ranging from tho 

strictly pragmatic and economic to the broadly humanltarl�n. 

stating that •.• 

Whether or not rehabilitation service, arc provided. 

the occurrence of di•abillty cauooa 10clcty to incur 

coats of both economic •nd social nature, ond that 

the,e coat& can be reduced by effective rehabllltation 

and support prograaice. 

The care or the hemJplcgJc pooo1 • big problem for both 

thcropieta and patient,. C()mplicatlon1 like physical 

•
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deterioration, contractural joint 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 etroke patient• 

curtail physiotherapy manageiaent is pertinent and necessary in 

order to avoid "victia blaming," because according to ChaJ)llan 

(1986, as cited in WHO, 1990) •.• 

• • •  health related behaviours ... arc not simply a 

matter of discretionary choice: they are often 

constrained and influenced by 1ocial forces which are 

not individually determined. 

lnvcet1gat1on into the•c £1ctora ahould prove valuable tn 

eevoral waya. Plrst they aay help predict th� coapllance 

behaviour of future 1troko patlonta vith physiotherapy aanareaent, 

1 lly attendance et reCOC11ended treataent 1011ton1.o•pec • 

they may fora the b11t1 for reco-cndation, for patient 
Secondly, 

••ratecic• tn 1trokc rch11btlitatton It UCII. l"tnally theeducation • 

h ld ProvidP a d1tab11e f'or planntnr and ad.alni1tr1ttonrc1ult1 • ou 
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of aervlces for stroke palienta specifically and physiotherapy 

services in general. 

Objectives 

The broad objective of this research vas to detenaine the 

factors affecting attendance of stroke patients at the recomended 

physiotherapy sessions at the OCH Physiotherapy Department. This 

was accomplished through the follovlng specific objectives: 

1. To document the registration and level of attendance of

stroke patients at recommended out-patient physiothcr3py

sessions from 1982 through 1991. •

2. To determine the influence of eocio-demographic and clinical

characterietics of stroke patient, on their delay in and

level of attend3nce at recommended aeaalon,.

3. To document the beliefs and attitudes of current etroke

patient• at the OCH Physiotherapy Department concerning

stroke it1elf and phyeiotherapy eervlcee.

4. To rcco-cnd patient education etrategie• for improvin1

attendance of stroke patient• at physiotherapy 1e11iona

baeed on the above objective,.

variable, and Hypothr»i 

Tvo key patient bohovloura related to the utllisetion oC

service• could be d11ccrncd by revicvlnr patientphyaiotherapy 

It the OCH Physiotherapy Department, and acrved s,record• 
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dependent variable&. The first was the length of time, in number 

of days, between referral to out-patient physiotherapy sessions 

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

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

first appointment more than two weeks after referral was 

considered to have delayed. Each patient is prescribed a basic 

set of 12 physiotherapy sessions, thus a second dependent variable 

was t�e total number of these basic sessions that a patient 

attended. 

Both socio-demographic and clinical data could be found on 

the record carde, and the1e vere studied as independent variable,. 

The for111er included eez, age, religion and occupation of patient. 

The latter were side of paraly11s and functional level at the time

of referral to phy1iotherapy out-patient services. The levele of 

functional recovery are a11e1sed by the phys1otherap1at on the 

patient's ftr1t out�patient vloit 11 de1crlbed in the reviev of 

literature and 1hovn in Appendiz A. 

Saeed on the above acntloned variables, the follovinr null 

hyp<>theee• were framed:

l. 

2. 

Delay in attendin1 the firlt physiotherapy 101aion 11 not 

aesoclated vith stroke patient,• 1oc10-dcm01r1ph1c 

c:heractert1ttc1. 

Delay Sn attendtn1 the r1r1t phy1l0therapy 1es1ion 11 not

, 
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associated �ith stroke patients' clinical features. 

3. Number of recommended physiotherapy sessions attended is not

associated vith stroke patients' socio-demographic

characterietics.

4. Number of recotDlllended physiotherapy sessions attended is not

associated vith stroke patients' clinical features.

5. Number of recommended physiotherapy sessions attended is not

associated vith delay in attending the first physiotherapy

session.

Studv Population and Sample 
• 

The Phyaiotherapy Department is one of 45 spcciolty aervice 

unit• in UCK. A vide range of patients are referred from 

eurgical, medical and other departments vlthin the hospital. 

Stroke patients are referred to the Physiotherapy Department from 

the Neurology Clinic of the Ncdicol Out-Patient Department, 

although in actuality they are given the referral card directly 

upon dlacharce fro• in-patient care. Stroke patient• at the 

Physiotherapy Ocpsrtaent comprJee about seven percent of all 

patient• attended to aonthly. 

• 

Data 1athercd fro• the �edJcal Record• Department or OCH 

from 1982-1991 ahowed an average aMUll 1dei1alon of 9,500

patlcote of who• an aver11e of 55 were odllllttcd for CVA. ttovcver 

the nuabcr of atrokc patient• dl1eharged Croa ho1plt1l vea not 

•
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recorded. Within the Physiotherapy Department records for all 

years except 1985, shoved that approximately SOO patients came to 

the Department's record office to receive an initial appointment 

date. Subsequent reviov 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 available 

for the ten-year period, the researcher decided to conduct a full 

population study for the historical cohort aspect of the project. 

The qualitative investigations focussed on both current 

stroke patients and available physiotherapists. As of January 

1992, 18 phyalotheraplsta vcre Clllployed in the Department: Tvo 

�ere on leave, and the Head of Department traditionally ia 

relieved of clinical duties to attend to academic and 

adclinlstrative matters. Thus all 15 of the currently practising 

profeaalonal ataff vero interviewed. Phyaiothorapy aeaaiona for 

atroke patients are acheduled on Tuesday an� Thursday. The clinic 
• 

vaa visited on eight coneecutive ae11ion1 in Januory 1992, and all 

20 current patients found in attendance were interviewed. Jt

ehould be noted that no appotnu:ient book 1• kept for the bi-weekly 

aeaatona. Only tho appointeent itven for the very firat 1e111on

le recorded. 

Jt ahould be noted that there l• alao a Phyatotherapy 

Doparteent in the State Hoapltal Rln1 Road (SIIRR), located on the 
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southwestern side or Ibadan. Jt employs three physiotherapists 

who attend to stroke patients on both inpatient and outpatient 

referral bases. One might have wished to ezpand the size of the 

study population by including SKRR in the research, but the 

procedure for scheduling stroke patients at that facility is not 

based on a standard policy like UCH's (i.e. 12 sessions minimum), 

but is left to  the discretion of the therapist. Therefore data 

that could be obtained from the two facilities were not 

comparable. 

I\ATER1At.S AND NETIIODS 

As noted above two major research designs vere ueed. Arl

historical cohort study looked at stroke patients who had attended 

tne OCH Physiotherapy Deportment clinics over a ten-year period, 

vhile qualitative, in-depth interviews gathered views from 

patient• and phy1iotherapy staff on social and cultural factor• 

that may influence clinic attendance behaviour. 
• 

Hlttor&�•l Cohort Study

A review of all available ,troke patient record1 for the

period 1982-1991 formed the b11l1 of the historical cohort ,tudy.

Pro� the front of theee card• data could be eztracted on the 

,ocio-dcmogr,phic and clinical charnctoriatic, or potlenta •• 

prevtouily deacribed under 1tudy variablea. Addltlonal procre,, 

cards can be attached to tho tnltlal card, and fr011 revlewlni 

•
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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 20.5 by 

13 cm. 

All patient cards are kept in boxes in the Department's 

Records Office and are arranged serially by hospital number. The 

Physiotherapy Department employs tvo clerical officers for the 

sole purpose of managing the records, but they are not staff of 

the central UCH Records Department. Current cards on 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 dlasnosis box on the 

cardclearly listed stroke, CVD, CVA, hemiplegia and/or heeiparesis 

as the criteria for selection. 

Data recording eheeta were used to extract the atudy 

variable• from the patients' card1, thu1 the cards were never 
• 

removed from the Physiotherapy Deportment. The clerical officer, 

noted that a fcv record c1rd1 might be ai11Jng becau10 student 

physiotherapists 10metime1 took these home to use for vr1L1nf up

case study assignments. 

ln-Dep\h Jntervievt 

An 1ntcrvtcv guide v11 dravn up to learn from current

.bout their perception• o! atroko and phy1lothcrapy.patient• 

•
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1 C5IVERSITT COLLEGE IOSPlfAL !OSPITAL Wt1.6EP

fto11t ol card) 
REQUEST FOR 

PITSIOTIEllPT 

SORllA!IE FIRST llllEIS) AC£ SE.1 OCCOPAtlO� 

VW/CLIIIC PBYSIClll/S9lCEOI ADDllSS 

• 

OllCSOSIS Rele,aat Cllalcal 11,torr 

• 

1Wt!Ut Dale of On1tl/lnjory 

Dale of OptratloD 

Dale 01,cbuged 

l·hJ lo

• 

Oalt l!tdltal Olllctt'I Sl911l1rt

f'°'llSS 

(�act ol urO 

(t1t11 Frotrt11 t11d1 c11 be 1tt1cte41 

Figure 4: PHYSIOTHERAPY DEPARTHE:HT PATIENT RECORD CARD 
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Appendix 8 shows that they were asked what they believed caused 

stroke and whether they thought it was a serious problem. Their 

opinions on the quality and efficacy of physiotherapy services was 

also sought. They were specifically aeked to identify factors 

that may make compliance eaey or difficult. The researcher 

conduc�ed all interview• himself. 

All staff and records officers in the Physiotherapy 

Department, where the researcher i& a member of staff on  ,tudy 

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

to give aeeistance. The physiotherapy sessions for stroke 

patient• are acheduled throughout the day on both Tuesday and 

Thursday. The researcher atationed himself in the clinic for 

eight consecutive session day� from 2nd January 1992. He 

requested the record, officers to notify hla each time a stroke 

patient arrived for hie or her ,oaslon. The reeearcher vould then 

check the particular phy1lotherapl1t concerned and remind him or

her to refer the patient to be interviewed oftcr the acaaion.

A aeparate conaulting room wa, available to the researcher 

to conduct the lntervleva, thua cn,urlng privacy. The reaearcher 

introduced hlm1elr and the purpose of the lnterviev, and then 

,eked the patient• for their peral11lon to proceed. None refuted 

to be intervteved. Patient•' rc1pon1e1 verc vrltten out by the

reaearcher on ,eparatc ahcet• or paper. Confldcntlallty va1
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guaranteed, and only hospital number vas recorded. On average 

each interview took about 45 minutes. 

The interview schedule for the physiotherapy staff who are 

currently providing services in the Department is found in 

Appendix C. They were asked about their general experiences vith 

the management of stroke patients as well as specific reasons why 

some patients might have missed appointments or dropped out of 

therapy. Their suggestions for improving the services for stroke 

patients were also sought. 

An average interview with the staff took 3S minutes. Again

these were all conducted by lhe researcher. Each staff member vaa 

interviewed 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. As before, all reaponeee vere 

hand recorded on a separate 1heet for each therapist. No name,

vere recorded to guarantee anonyatty. 

Dptn AnflYflP 

Infonaation from the record cardt wa1 precoded when vritten 

on the data recordlng 1hccta. Por csaaplc with rcltcion, a •c• 

vaa placed in the colwan ror Chr1at1ana and an 'N' for Noalcaa. 

Likewise an 'L' va1 put in the colWIO for eldo affected by 

healplesla when the patient vaa paralysed on the left and 1 'R' 

for the right aide, Only occupation vat not precoded, After

•
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reviewing the variety of occupations found, and considering the 

relatively small population size. it was decided to code 

occupation into three categories. •e• stood for business people 

and traders. •c• denoted civil servants and professional people. 

'U' was used for unskilled people like houaewivea and labourers. 

The EPl INFO statistical computer software programme, 

developed by the U.S. Centres for Disease Control, was used to 

analyze the data. Prequency tables and simple charts were 

produced first to deteC'llinc the distribution and nature of the 

variables being studied. Both chi-squared and analysis of 

variance statistical teats were performed to verify or reject the 

study hypotheses. The five percent probability level was used to 

reject the null hypotheala. 

Validity, Rell�bilitY and Limlt:ati9n1 

The actual record card• themaclvca arc subject to probleas 

of validity and reliability because or the variety of record• 

officers and phyaJother1pl1ta over the years vho inacrlbed the 

information found on the carda. Olllla11on1 vere the moat obvloua 

error observed Jn the record keeping. Occupation vaa not recorded 

for 18.ax. age for 8.3� and religion for 2.5�. rnroniatlon on the 

time between referral and first 1ttend1nce vaa alao not available 

for 2.s�. 

The aortlng of the card• and the actual tr1n1criblng of the

, 
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record data was done solely by lhe 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. 

The qualitative approach to intervieving enhances validity, 

Questions vere open ended, alloving respondent& to speak 1n the.ir 

ovn vords. Privacy and confidenliality encouraged respondents to 

speak freely. The fact that the researcher himself conducted all 

interviews eliminated the problem of interobacrver reliability . 

One major limitation la the unknovn number of patient 

records that aay have been lost or removed over the year�. The 

actual cards found represent about 60X of all stroke patients who 

were referred to the clinic and actually shoved up to make an 

appointment. lt cannot be determined vhat proportion of the 

rcaaining 40� represent either thoee who never altended or those 

whose card• were lost, but conversation• vith records staff 

indicate that the foracr arc likely to form the larae aaJor1ty. 

Only name• of patients are recorded 1n the book for first 

appointment, 10 the study is llmlted in not being able to 

determine the ctaracterlstic• of thoeo vho dld not attend any of 

the 1c1aion1, Thi• limitation lt1clf point• to the magnitude of

the problea• of defaulting and quality o! 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 patient& about their condition and therapy ore found in the 

second section. Observations from the practising physiotherapists 

round out the chapter. 

HISTORICAL COHORT STUDY 

A total of 313 records of stroke patients were found in the 

Physiotherapy Department for the years 1982 to 1991. Several 

attempt• were made to locate these records, which were not filed 

centrally. As will be seen below, vital infor111ation, auch aa aac,

vaa not recorded on all recorda. It ia suspected that some 

records •ay have been lost by physiotherapy students who u1e them

to write up caae report,. While 1n accurate eatiaate of lose 18

not posaible, the record• clerk• indicated that lt va1 ••all.

Registration over the year• 1hovud a peak in 1986 with 49 

record• round and in 1988 vlth 46 patient,. Love1t patient level• 

were ,cen 1n 1981 11s p1tlont•l a�d 1083 (18 patient1). The
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distribution of patient registration by year is seen in Flgure 7. 

Demogra�hic Characteristics and Illness B�ckground 

The patients' ages ranged from 12 to 85 years vith a mean of 

54.7 years. The peak age group (30.3X) vas those 60-69 years old 

(Figure 8). Pcvest vere either 10-19 (2.4�) or 80-89 years old 

(3.8�). No age vas recorded for 26 patients. Slightly over half 

vcre males (52.4�). Christiane accounted For 57.7X of patients, 

vith the rest being Moslem. No religion vas recorded for eight. 

The largest occupational group (38.2X) vere the business 

people, trader• and aelf-e11ployed artisans like tailors. Civil 

servants, included teachers, policemen and those on civil service 

pensions, a• vcll as professionals, and accounted for 30.3X. The 

remainder (31.5X) vcrc unskilled vorkers such as labourers, 

farmers and houaevivos, as shovn in Figure 9. No occupation vas 

recorded for 59 patients. 

The effect of etroke vas divided nearly evenly betvcen right

(49.2�) and left (50.8%) side hemiplegia. lnformatlon vas

recorded about the patients' level or functioning on entry into

physiotherapy using the Bobath or Oaford Grading. Only 10.3�

presented at the highest level (J), having good hand 110vcmcnt and 

function 1nd being 1abulanl vJth en 1pp1rently noraal, upper 1r.

but sOGevhat slov 11it, A aajorlty"vore st either level l or 2

166.,xl, vJth ra1r ar. lunctlonln1, 1bility to 1t1nd unsupporled
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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 was quite

variable, ranging from a few days to over three years. Por those 

patients where this information was recorded (301), less than half 

(47.BX) began physiotherapy within tvo-months of their stroke (see

Figure 11), while a few took as  long as two to three years (6.0X). 

Mean time betveen onset and first attendance at physiotherapy 

clinic was five months. Similarly there was a variation in the 

time between referral to physiotherapy clinic and first 

appearance, referred to aubaequently as delay time (Pigure 12). 

Of the 305 patients for whoo this infonaation waa recorded, moat 

(72.8�) came within the first two weeks. Therefore 27,2X 

ftdelayed.· The ttme between referral and flr&t attendance ranged 

from one day to over three month• with a mean of 12 days,

Attendance at tbe twelve initial recoamended phyoiotherapy

aeaaione ta depicted in Pigure 13. Only 20,lX of patJenta, who

prcaented for their flrat scheduled aeaelon, completed the full

course of twelve. On averaae pattenta attended 6,0 1e1aion1. lt

wa, poaaible to obtain fr- the record, clerks inforaatlon on

lotll new referral• book�d for appoJntacnt Jn all year, but 1985.

Compared with the record card1 for patient, whoThi a figure, when 

.;tended at lnaat one ee1alon ehov1 that 37.6\ or Plltent1 dld nol
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even begin physiotherapy 1n UCII. Table l shows that the best rate 

or presentation at physiotherapy clinic (76.6\) occurred in 1984, 

while the worst attendance {40.9X) happened in 1983, the only time 

it dropped below fifty percent. 
• 

Factors Associated with Attendance 

"Because attendance at sessions ls not nor111ally distributed, 

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

reco111111ended. Therefore attendance vaa graded as �good" iof the 

patient attended 10-12 1e11lona, "fair" if she caae to clinic 7-9 

times, "lov" when only 4-6 sessions vere attended, and "poor" if 

the patient came 1-3 times. Aa noted above, vhile the nUJ:1b�r of 

patients vho vere referred, but never attended any aes1iona, can

be estimated, records beorinl demographic information on those 
• 

persona ta not acce1aible to include in analyaia tho1c attendins

no 1eaaions.

Kale petients had only• ali1htly higher mean attendance 

(6.2 ,eaeion•) than feaalc p1tJent1 (5.8). Table 2 shova that the 

difference 11 not 1tatl1ttcally 1i1nific1nt (p > 0.25), a, a 

,t•llar proportion o! feaale1 (28.?X) and aalea (76.8X) had sood 

attendance, vhtla 39.6X 1nd 31,7X rc1pccttvoly had poor

attendance, 

Relislon did dl1pl1Y a 1tatJ1tlcally 111n1r1cant IP c 0.0l)

influ•ncc on attendanc� aa 1een In T1bl1 3, Although Chrlatiana
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1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

Total• 

95 

Table l 

Number of Patients Booked for Physiotherapy 

and Rate of Presentation for First Session 

)'lumber Given !lumber Attending Rate (i.) of 

Appointment Plrst Session Presentation 

26 15 57,7 

44 18 40.9 

47 36 76.6 

n/a 34 ----

67 49 73.l

46 26 56.5 

69 46 66.7 

43 26 60.5 

54 
29 53.7 

56 JA 60. 7

4S2 279 61.7 

•escludlnl 1985

•
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Atten�ance 

Good 

Pair 

Lov 

Poor 

Total 

96 

Table 2 

Comparison of Patient's Sex and 

Session Attendance 

Sex 

Female (X) Hnle (%) 

42 (28.2) 44 (26.8) 

15 (10.l) 27 (16.5) 

33 (22.l) .61 (25.0) 

59 (39.6) 52 (31.7) 

149 164 

X2
I, 07 d • f, • 3 o P ) 0 • 25

. .. . . 

' 

Total 

86 

42 

111 

313 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



Attendance 

Good 

Pair 

Lov 

Poor 

Total 

97 

Table 3 

Comparison of Patient's Religion and 

Session Attendance 

Religion 

Christian ().) 

52 (29.S) 

20 ( 11. 5) 

52 ( 29. 5) 

52 (29.5) 

176 

1'1oslem ('-l 

33 (25.6) 

21 (16.3) 

22 (17 .0) 

53 ( 4-1 . 1 ) 

129 

•ezcluding eight for vhom religion vaa not recorded

l • 9.42. d f • 3' • • 

p C 0.03 

• 

Total 

85 

41 

74 

105 

305• 
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had only a slightly higher proportion (29.5�) of "good" attenders 

than Moslems (25.6�). the proportion of Moslema (41.lX) vith poor 

attendance was observably higher than that of Christians (29.5�). 

No association between age and number of session attendance 

was found as aeen In Table 4 (p > 0.51). Although the mean age 

for those vith low (56.4 years) and poor (55.l) attendance was 

slightly higher than for those wlth good (54.0) and fair (52.2) 

attendance, no clear pattern was discernoble. 
• 

There was observed variation in attendance among the three 

occupational groupings. The civil service group had the highest 

proportion with good attendance (29.9�). followed by business 

people (25.8�) and the unskllled (25.0X). rn contrast the 

unskilled had more with poor attendance (�2.5�). compared to 

business people (35.1%) and civil servants (28.S�). but as seen in 

Table s. the difference was not significant (p > 0.22). 

Level of improvement prior to start of therapy was compared 

with attendance. Little dlf{erence vaa acen among the four 

function levels concerning proportion with good attendance (from 

lowest to higheat: 29.7�. 27.S�. 27.4� and 25.0�). but poor 

attendance r1curce were aore variable. Poor attendance v11

frequently aaong tho1c with the aost (43.8�) and the recorded more 

iaprovemcnt. and le•• ,o aoong tho1e tn the alddlaleast <''·'"' , 

W.G 26_,� (level 11 and 3�.3\ (level 2) •• 1ccn in Table 6.ranee 
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Attendance 

GOOD 

YAIR 

LOW 

POOR 

ANOVA: 
variation 

Betveen 

Within 

Total 

99 

Table 4 

Relationship Between Patient's Age 

and Session Attendance 

Obs Total Hean VarJ anc;e 

79 4270 S4.051 195 .126 

39 2037 52.231 172.235 

67 3779 56.403 222 .002 

102 5624 55.137 225.070 

SS df MS I' stat!ftic 

484.482 3 161.494 0. 773

59148.918 283 209.007 

59633.401 286 

Std Dev 

13.969 

13.124 

14.900 

15.002 

p-value 

0.513026 
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Attendance 

Good 

Pair 

Lov 

Poor 

Total 

100 

Table 5 

Comparison of Patient's Occupation and 

Session Attendance 

Business
Traders 

25 (25.8) 

17 (17.Sl 

21 (21.6) 

34 ( 35. l) 

97 

Occupation Group(�) 

C1 vil Servant
Professionals 

23 (29.9) 

14 (18.2) 

18 (23,4) 

22 (28.5) 

77 

Unskilled 

20 (25.0) 

5 ( 6.2) 

21 (26.3) 

34 (42.S) 

80 

•c�cluding chose vith no recorded occupation

l d r 6 P > 0.22 
l • 8.14. • . - • 

Total 

68 

36 

60 

90 

254• 
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Table 6 

Comparison of Patient's Level of Improvement at 

Registration and Session Attendance 

Atten<tancc Function Level• (�) 

Good 

Fair 

Low 

Poor 

Tolal 

0 1 

21 (29.2) 29 (27.4) 

4 ( 5.6) 21 (19.8) 

15 (70.8) 28 (26.4) 

32 (44.4) 28 (26.4) 

72 106 

x
2• 13.32, d.f . .. 9, P > O,l4

•oee Appendiz A

2 

28 (77 .4)

12 (11.8) 

26 (25.S) 

36 (35.3) 
• 

102 

3 

8 (25.0) 

5 (15.6) 

5 (15.6) 

14 (43.8) 

32 

Total 

86 

42 

74 

110 

312 
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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 (32.4�) had good attendance 

compared with patlenns affected on the left (22.6X). Figures for 

poor attendance were quite similar (36.4� and 34.7� respectively) 

as seen in Table 7. 

The delay between onset of stroke and appearance at first 

physiotherapy session was compared. As with number of sessions, 

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

right. Delay was converted into a discrete variable vith three 

levels: attendance within one week of referral (41.8�).

attendance within the second week after referral (36.3�). and 

first attendance beyond two weeks of rcfert1ll (12.9X). 

Table 8 show• a aignlflcant association between delay time

and attendance at 1ess1ona (p < 0.04). Cood attendance was more 

co-on aaons those first attending within one (26.8�) or two 

(Jl.J�) weeks of referral than for those coming later (19.7�). 

Poor attendance shoved a clear p1ttern of Increase as time Crom 

••ed (19.1%, 35.7� and 48.5� reapectlvely). referral day 1ncro • 

tactore Af!9G&l\£d vJ\h DqlfY

Delay in attendln1 the first appointment was not aasoclated

with the aea or patient (p > 0,93); •• elao•l equal proPorttone ol 

feaale (41_7�) and aalc (41,6�) ce•e wtihln the flral week artcr 
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Table 7 

Comparison of Side Affected by ffem1pleg1a and 

Session Attendance 

Attendance Side Affected 

Good 

Fair 

Low 

Poor 

Total 

Left (X)

36 (22.6) 

22 (13.8) 

46 (28.9) 

55 ( 34. 7) 

159 

xZ • 6.6B, d,f. • 3, P > 0,08

Right (X) 

50 (32.4) 

20 (13.0) 

28 (18.2) 

56 (36.4) 

144 

Total 

86 

42 

74 

111 

313 
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Table 8 
• 

Comparison of Session Attendance and Delay Time 

Between Referral and First Attendance 

Attendance Time When Attended First Session 

Good 

Pair 

Poor 

Total 

Within Pirat

Week (X) 

34 (26.8) 

16 (12.6) 

40 (31.5) 

37 (29.l) 

127 

Within Second 
Week (X) 

35 (31.3) 

15 (13.4) 

22 (19.6) 

40 (35.7) 

112 

After Second 
Week C'-l 

13 (19. 7) 

11 (16.7) 

10 (15.1) 

32 (48.5) 

66 

•n{onaition not available for eight patient,•Delay tlme • 

ll • 13.7S d.!. • 6. P < 0.04 

• 

Total 

82 

42 

72 

109 

305· 
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referral. Likewise 20.8': of females and 22.4!. of males delayed 

beyond the second week from referral (Table 9). 

Religion of patient shoved a different pattern. Half of 

Christians attended their first session within a week of referral 

compared to 30.2� of Moslems. A greater proportion of Moslems 
. 

than Christians attended in both the second week post-referral 

(41.3� versus 32.7�) and beyond (28.5� versus 17.0X). Table 10 

shoved that this difference is significant (p < 0.002). 

Hean age differences according to time of attendance at 

first session were minimal (Table 11). Those attending within the 

firsl week averaged 54.9 years, �!thin the second week, SS.I year� 

and for those delaying beyond the second week, the mean was 53.2 

years lP > 0.69). 

Occupation grouping was found to be associated vlth delay

time (p < o.05). A slight majority (55.JX) of civil servants and

attanded vlthln the firat week, compared to 43.0� ofprofeaaionals 

unekilled and JJ.0� of buainee1 people. Convcraely, 28.7l of

busince• people reported for the first tl•e laLer than the second

f l In contrast to 19,0� of un1klllcd ,,orkcrs andweek after re errs ,

17_1� or clvll servant• and professional• (Table 12).

•level

(fro•

l dlrrcrencc wa, obaer,vcd between improvementvery lltt e

at etert of therapy end attr.ndance vlthtn the flr1t week

lowest to highest: 42.9¥, 39,4¥, 43.9� and 40.6¥). The
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Delay 

Time 

Within 

Week 

Within 
Weeks 

Beyond 
Week• 

Total 

let 

2nd 

2nd 

1 X • 0.13. 

106 

Table 9 

Comparison of Patient's Sex and 

Delay Time 

Sex 

Female (X) Male (X) 

60(41.7) 67 (41.6) 

S4 (37.S) 58 (36.0) 

30 (20.8) 36 (22.4) 

144 161 

d.f. • 2, p > 0.93

• 

Total 

• 

127 

112 

66 

305 
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Delay 
Time 

Within l8t

Week 

W11..hln 2nd 
Weck 

Beyond 2nd 
Weeks 

Total 

107 

• 

Table 10 

Comparison of Patient's Religion and 

Delay Time 

Religion 

Christian ( ") Moslem ( :()

86 (50.3) 38 (30.2) 

56 (32.7) 52 (41.3) 

29 (17.0) 36 (28.5) 

171 126 

•eaeludlng where religion and/or delay ttmo not recorded

11. 12.96. d.f . •  2. p < 0.002

Total 

124 

108 

65 

297· 
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• 

Table 11 

Comparison of Palients' Ages and Delay Time 

DELAY Obs Total l"lr>an Variance Std Dev 

Within First 114 6264 54.947 223.342 14.945 

Week 

W1thin Second 102 5623 55.127 195.677 13.988 

Week 

Beyond Second 64 3408 53,250 220.762 14.858 

Week 

>.NOVA 
Variation SS df NS p eta1,l.1tic p-valug

Bct"ecn 158.598 2 79.299 0. 373 0.694682 

Within 58909.027 277 212.668 

Total 59067,625 279 

•
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Delay 
Time 

Within 
la� Week 

wilhin 
2nd Week 

Beyond 
2nd Week 

Total 

109 

Table 12 

Comparison of Patient's Occupation and 

Delay Time 

Business

Traders 

31 (33.0) 

36 (38.3) 

27 (28.7) 

Occupation Group (�) 

Civil Servant
Professi{)nals 

42 (55.3) 

21 (27.6) 

13 (17.1) 

76 

Unskilled 

34 (43.0) 

30 (38.0) 

15 ( 19. 0) 

89 

Total 

• 

107 

87 

55 

• 

249• 

•escludlng those vlth no occupation and/or delay time recorded

12 • 9.60, d.f. • 4, p C 0,05

•
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pattern was somewhat different for delay beyond two weeks. The 

proportion delaying apparently increased �lth increasing level of 

functioning (lowest to highest: 18.5�. 22.1�. 20.4% and 31.3�). 

These differences, however, were not significant (p  > 0.82) as 

seen in Table 13. 

Finally the aide affected by hemiplegia was not associated 

with delay in first attendance (p > 0.95) with nearly equal 

numbers affected on the right (40.9%) and left (42.3) ai�es 

attending during the first week post-referral (Table 14). 

JN-DEPTII INTERVIEWS WITH PATIENTS 

Qualitdlive interviews �ere conducted t o  learn about stroke 

patients' attitudes and beliefs about stroke and physiotherapy, 

and thus to auppleQent quanlitative data available in patient 

records. T\lenty available 1troke patients were interviewed at the 

physiotherapy clinic on their individual appointment days. 

All but one of the interviewee• were Yoruba All had been 

resident& of tbadan prior to lhe cocmencceont of out-patient

phyaiotherlPY sessions at UCH. Anes ranced fro• 34 to 84 year,

with a mean of 60.4 years. Tvo-thlrdt were aolea. All in thla

h d ttended phyaiotherapy see1tons in thie clinic at leaitgroup • • 

d some vere currontly on thetr 1econd or third round 
four tl•e•, en 

of ee•ston11. 

"oat or thete patient• were trador• or private bu,ln�•s
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Table 13 

Comparison of Patient's Level of Improvement at 

Registration and Delay Time 

Delay 
Time 

Within 
let Week 

Within 
2nd Week 

Beyond 
2nd Week 

Total 

0 

30 (42.9) 

27 (38.6) 

13 (18.5) 

70 

Function Level (�) 

l 

41 ( 39. 4) 

40 (38.5) 

23 ( 22. l l 

104 

2 

43 (43.9) 

35 (35.7) 

20 (20.4) 

98 

11 • 2•84. d.f • •  6, p ,  0.82

• 

3 
• 

13 (40.6) 

9 (28.l) 

10 (31.3) 

32 

Total 

127 

111 

66 

• 

304 
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Delay 
Time 

W1thln 
Week 

Within 
Week 

Beyond 
Week 

Total 

112 

Table 14 

Comparison of Side Affected by Hemipleg!a and 

Delay TJme 

Side Affected 

Left (X) Right (X) 

r1rst 66 (42.3) 61 (40.9) 

Second 56 (38.9) 56 (37.6) 

Second 34 (21.8) 32 (21 5) 

156 149 

2 X • O. 10. d.f. • 2. p > 0.95

• 

• 

Total 

• 

127 

112 

66 

305 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



113 

people and few had formal education. The latter included a school 

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

Moalems, while the rest were Christians. 

A majority had not been able to return to their former Jobs 

beci>usc of the disability posed by weakness or paralysis on the 

affected side. One vho vorked in a money exchange shop had 

returned to the Job, while a mechanic vae able to go to his shop 

•

to oversee his apprentices. All except three retired civil 

servants, vere dependent on charity from their children, friends, 

neighbours or philanthropic organizations. 

Most oC the patients had poor hand movt\lnenti, and upper .,1rm 

functions on the affected aide, coupled vith apaaticity and 

unateady gait (grade 1 or l on the adapted Motor Assessment 

Scale), Tvo currently functioned at level zero, and none vere at

level three. All but one, vho experienced gradual onoet, had been

d folloving an acute attack of unconsciousness andhoapitalixe 

attendant paralya1a on one aJde of the body. Tvo thirds presented

vlth right aided hemlple1ia,

Dtlleff and Ptrcee\JOQD

Patients wore asked to atate the Yoruba name for stroke,

l•e• va• the aott coamon rc1pon1e. Thlt llterall}'
iloeolovo-rQ!!O' .. 

1 811 of hand and lei, thus eapre11lnp, the vlalblo
aean• P•�• Y 

1 or the dttorder. The ea- tena, lt ahould be noted, 
a1nJfo1tat on 
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is also used to refer to poliomyelitis. Other names included 

c�on-oodo, aisan egba and igbalode. The latter means a transition 

in life time, vhile the former imply indigenous beliefs about the 

cause of the problem. Traditionally people believe that a charmed 

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

result in parolysia of the extremities. Egba literally means 

taking something a�ay, vhile atsan ia illness Stroke certainly 

is an illness that takes avay a person's ability to valk, speak 

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

patient, a Hausa aan, did not provide different anaver1, but

having lived in tbadan over 30 years, responded in a sJmilJr vein

vith the others. 

A majority of patients aald they had never seen a vict.im of

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

before, but only tvo reported havJng actually seen another person 

vith stroke, Others Learned about the condition during theJr

recent hoapltaltzatlon vhen they aav other vlctlas or the aemc

condition. They vere also in£orwcd Dt thl• time by vlaitlng

relative• 1nd medical 1ta£f. ncl&hboura, 

PatJent'I knovledse of the nature and cause of atrokc

v1rlcd, 
A aajorltY said that evil force• 1nd tho povere of men, 

d and v1tchcra£l (Oho,e cur•e• travelled Jn lhc through vtzar ry 

fora of vhlrlvlnd• and sentlc brec�c1), cau,ed 1troke, Othcra

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



115 

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

could recall that this had happened personally to them. A �w

felt stroke might be due to underlying hypertension. This could 

happen if the patient was unaware of his condition, or being 

aware, was careless in self-management. 

Many olher individual ideas vere presented. Some mentioned 

heredity, too much ee�. fatty foods and diabetes. Others said 

God's wish, restlessness and harmattan, vith the latter ehowlni a 

link with Soponna, the Yoruba divinity representing the wrath of 

the Supreme Being, vho ia most active during the dry season. Moot 

of the interviewees, includin& the known byperlensiv� patl�nts,

could not categorically attribute the cause of their ovn stroke to

a particular factor. 

About two-third• of the patients were hypertensive prior to

1 e Or theae reported regular takln� of anti-oneet, but on Y on o 

hypertensive drugs prcacribed by her physician. One other patient 

vaa I diabetic and had been t1klng regular medtc1t!on as ordered 

by hla phy11cian. Pos1ibly becau,c of the lack of prcmorbld

concluded that "Only Cod would know tho 
lilflB, aoat patient•

• rev or the hypertensive patlont1 dld seem convinced
cau,e,• but 

hi underlying condition hid contributed lo tholr
that neglect or t 1 

'Cllrrent proble•-
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Modes of Treatm�nt 

Patients vere avare that both indigenous and vestern 

treatment modalities vere available in the community, All but t�o 

had tried both forms of treatment, even during their 

hospJtali�ation. "ost lost interest in indigenous medicines after 

they did not see remarkable improvement vithin the time stipulated 

by the indigenous healers. One patient noted, "Most indigenous 
• 

healers are liars, and the very good onea arc hard to find." Oral

administration of locally prepared concoctions eventually put off 

some patients vho did not like the taste or vere vorried about 

vhat ingredients might be inside the turbid liquid, Scarification 

vaa seen as preferable to oral indigenous medicines . 

ln the end, four patients held strongly to the viev Lhat 

both £ot111• of treatacnt arc valuable and complimentary. According

to one of these pattenta. •1nd11cnoun mcdtcinn vlll attack the

cause of the 111nc1s, and veatern ocdlclnc. including the

e1erciac• (1,C, phyalotherapy), viii brine atrcn1th back to the

affec ted limbs,•

The t"1:1 patient• v1l0 rcfuaed to u1e lndt1enoua at:dlclna vere

AlthOUCh they �ere not educated thcaaelvea, they
both ChrSatSan1,

both had at least one child attendlns unlvcrtlty, and thla child

• 

h tl- of on1et. They noted, ·A soocl Chrlatlan 

va• •round at t e 

h od• and pcrfora rttu1la,• Tllcy thOUiht that

doe• not aerv• ot er I 
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peopl.e 'I.ho employed indigenous healing 11ere "unbelievers." Also 

one of these two had actually &een another stroke victim before 

who had recovered with only western medicine, including 

physiotherapy. The other had a relative who suffered from a road 

traffic accident, and had bcnefitted from physiotherapy. 

Only one respondent ever saw a completely recovered stroke 

patient who was cured only by indigenous medicine. A majority had 

heard of complerely recovered stroke patience, but did not know 

what had helped these patients most. Three patients, however, 

expressed the belief that stroke could yield effectively to

1nd1gcnou1 medicine if �estern mod.cine, In the forgo of 

injectibles. vas not taken "too much." lndigenous healers, they 

,aid, believed that indigenous medicines and injections do not go 

together, but rather that the combination worsens the condition. 

Beside• the tvo patients vho refu1ed indl1enoua medicine, 

only one other said he had hoard about phyaJotherapy before his 

illness. 
He �d per1onallY benefitted from phy1lothorapy after 

fracture lollovlns a road traffic accident. 1u1talnlns • 

Three people had not received phy•lotherapy on an in-patient

to referral to the UCII Phy•iotherapy Oepilrtacnt, One

vho eiperlenced rradual onaet and va• not 

pJi&ad• TVO other• had bee.n ho1pltallsed al private cllntca

servJces ver• not av1ll1ble. "'1•.l.otber•P>' 
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Appoint�ents and Compliance 

Only three patients had not missed any appointments since

their referral to the physiotherapy out-patient clinic. Lack of

transportation vas the most coaimon reason mentioned, as only one

third said they had private cars. PaLients are faced vith betvccn

one and three bus changes in public transport. making the physical

aspect o f  travel challenging to a paralyzcd or veakened person

ihe high cost of transportation vas another facet of the,problcm.

Another cost issue mentioned vas paying for the therapy itself.

Patients are charged� 120.00 in advance for the set of 12

sessions. This has risen in the past year fro�» 30.00.

only three indicated that personal and business obltaatlona

cauecd them to ale• appointments. Seventeen complained that other

medical appolnt111ent• vlthin the ho1pital on the same day a, their

physiotherapy 1e1slon caused them to al•• the latter. After a

lone vait in the Medical out-patient Department, and a ,ubaequent

delay at the pha�cy, .,.ny h.ad either a111ed the actual

appolnl&Cnt, or vcre too tired to 1tay around the
phy1lotherapy 

hocpltal. 

Patient• perceived several Cactor1 that •l1ht cau1e the� to

Tvo-thJtd• not�d that they ataht eventually
drop out of therapy.

d r frustrated 10 c1rry on, ••rectally if vlmlbla

reel too tire 0 

not ,oon fortheoalng. Other• ccaplalned that atarr
t�provc.s:enl 16
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attitudes and behaviour could influence their future attendance. 

One specifically said that staff were "unfriendly," and another

observed the therapists to be "inconsiderate." One patient said

that the staff are "fussy and commanding," which she found to be

discouraging. 

A fe� claimed that "physiotherapy exercises are child's

play. and once the basic technique L� grasped. there �111 be no

need to vaate Lime i n  the hospital." Another vas aMoyed that

"drugs are not prescribed," Five e11pre·1scd dial lkc for group

treatment sessions (vhich c011111ence vhcn the patient 11 asacsscd to

be at functional graae lVO), saying they received less personal

attention durtnc this aspect of their treatment. These group

acaaions, called "Hca1pleg1c Class," are composed of about ten

patients 1uperviaed by one phyalotharapiat.

All patient& clatacd that they carry oul their reco111111endcd

home treatment prograc::ae• vlth aaai1t1nce froc a child or 1pauae.

, . they rely on theae relative• to remind them of cllnlc
Three aa.u 

d•ya vhile the rcat said they are capable of
appointment • 

recemtierinG by theaaclYca.

Patient• cocplalned about tho tlac ;,hen 11111lon1 are

1chedultd, ThtlC bcr;ln by 1:00 p.a. Jn e1pcctatlon that b)' lhla

uld hlYC flnl1htd•�ith other •P1>0lnlaont1 In the
tlac patlcntll "-o 

One eald that �y thl• tint' or day, "the �eathcr 1, too

hoopltal, 
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hot to perform the exercJ.ses." Another complained that by Lhe 

time the sessions finish, "it is rushing time for taxis and 

buses," as commuters are closing from work or parents are out to 

collect their children from school. making it difficult to find 

transportation, thus putting stress on the very people who need a 

less stressful enviroNDent. 

Patients were asked what purpose Lhev thought physiotherapy 

sessions served in stroke management. Pour claimed the sessions 

helped thC!ll learn somelhing new at each visit. Another said it 

afforded opportunity for regular check-up and evaluation of 

progre&s. one 84-ycar old patient said, in �nglish, that although

the exerclie• vere •terrifying," they were still necessary for hle 

recovery. one voman noted that vith regular attendance ahe at1ht

u:prove more quickly, and that the treatment va1 scant to

etrengthen her limbs. Slmllarly, other reapondcnts noted that

re,..,1•r attendance their phy1ical condition vouldvithout D- • 

le•d1ng perhaps to •an earlier call into lhe crave.•deteriorate. • 

re that the eserci••• vill enable hl• to valk a11lnOne qn VIII IU 

, aotlvation for seokln1 treataent 1cnorally vaa lo 
Pattenta 

to return lO their nonal occup,tlone and to beenat>te thCJI

functlonlnl!' 

dep<,ndent, 

Individuals Sn the eoclety, or it lca1t to be 11110

Thrilr co=ltacnt to llic! phy1lothrir,py coaponent of

c,tKvhDl lcal 1tron1. All one reapondcnt obacrvcd, trcatccnt v1• 1 
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patients would not mind forgoing a physiotherapy session for 

another medical appointment because, "physiotherapy 1s an ongoing 

activity, but seeing the doctor for medication 1s once in a 

while, and patients would not like lo miss this opportunity." 

The intervievees commented on whether they had perceived any 

improvement in their condition since beginning physiotherapy 

sessions. One patient described how his perception changed over 

tlJDe. At first he thought "it vas all fun. meant to make
0

us 

happy. but with cillle and more practice. I realize that It 

strengthens gy an11s and legs and improves the grip of my hand." A 

nc�ati�c cOC1111cnt �•• offered by one �oman who s�id, "You spend so

much money on it, vlth no evident improvement. It only prevents 

further daDaae. The condition may never improve completely. 

There viil alvays be some paralyaia." Overall reapondent1 

d t be equally divided ln their vleva, vlth aome seeing appearc o 

•nev 1.cprovei:acnta dally,• 1/hilc other• l••cntcd that "iaprovcmcnt

1a too alow.• 

vcre aware of the poa1lble compltcatlon1 th�t Rc1pondente 

untreated or neslectcd 1troka co1ca. All werealJht ariac in 

that tha pirilya1• vould remain or aven worsen. Moetconvinced 

tricturc• and Jo1nt deformltlea were felt that mu1cle con 

� but th•t the•p•raly1ed ltob1 could be tncvtt1ble In atro�c. 

d thfO\l'h phyatotherapy,
1trcngthcnc 
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The general impression conveyed by patients was that lhey 

were not expecting a return to perfect condiLlon, but that they 

remained hopeful. As one man put it, "We are waJtlng for 

miracles, but we are still putting in the effort because heaven 

helps those who help themselves." The only really negative 

attitude was eipressed by a caretaker of one patient who stated 

that stroke patients never recover fully, and that there would 

always remain some paralysis no matter how much effort was put 

lnto treatment. 

PHYSlOTK£RAl'Y STAPP PERSPECTIVES 

All fifteen phyaiothcrap} staff had e.itperiencc in �or�ing

with atroko patients, Thil ranged fro� one to 29 years vJth a

aean of eleven, on average a physiotherapist attended to tvo 

atroke patients during I veek, 

�'hen aaked about the apcctfJc problea1 1troke patient, 

r-�abilttatlon, the phy1lothcr1pl1t1 aentloncd encounter durlnJ ''" 

Or •motional dleturbancea and la,k of aotlvation aoatdepression � 

co=only. Another problea they perceived vae patlcnt1• belJera

offered• bc!tter cure, e1pecl1lly 11ncothat tndlcenoua scdlcln e

Orlen ittrJbuted stroke to the evil actiona or otherratirnta 

dtfftcult1 vas 1n1blllty to afford therapy •nd people. 1.nothrr 

t,ecauie aany patlrrns bccoce dep ndent a• a rcault 
attendant cost• 

kc or 15 elderly cttt1rn1 vcr already financiallyol the •tro • 
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dependent on  o�hers. 

Some aspects of the condition and the care proce&a vcrc seen 

as intrinsically problematic. The complicated nature o[ stroke 

disability vas blamed by some for making rehabilitatlon difficult. 

Another inhibiting factor vae 1een as the limited treatment 

£ac1llliea available to help the patients. Paine that occur 

naturally during some e1erci&es vere felt to lead to uncooperative 

•

attitude& in patlent1. 

Hany patients vere said to lack knovledge on the bcneflto of

phyaiotherapy. It vae noted that family, friends and neighbours 

olten tailed to provide soclal aupport. llderly patients vcrc 

thought to be "lazy" and particularly troubleeo:ic. One theraplat 

gave a epeciflc csample to back up this point. 

Hre. s. Je a 54 year old voman vho suffered a right 

cercbrovaacular accident three vooke ago. She ha, 

been receiving phy1Jcal therapy ror tvo and a half 

vcek&. lligh muscle tone 11 beginning to develop in

her left upper estrcalty (the affected aide) and

paastve-rangc-o{-motlon c1crcl1c1 are becoatn1

painful. She 18 getting e&ccllcnt neurological return 

Jn her lover trunk and l�ft upper eztre111ity. and she 

able to aebuloto' 100 feet �Ith only contact 1• already 

JU•rdin;. 
one day vhen aha caac to therapy, ahc 
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refused all treatment to her left upper extrcclty, 

"because 1l hurts too much, and it 1an't worth it.ft 

She stated, "At least I can walk. Bea1dee, it'• only 

my left arm. I'm probably not going to get much use 

out of it anyway. I know. My mother had a stroke, 

and her arm never got better. I can get by without 

being able to use it. Let's Just concentrate on 

improving my balance so 1 can valk better.ft 
•

When asked about the specific rolea that phyalotheraptats 

play in 11Lroke monagcu:cnl, all indlcaLcd that onl)' the 

physiotherapist can Lake effective care of the neuro-mueculor 

system rehab111tation, ambulation and gait retraining and aleo 

retraining of hand movements and upper ana functions

(five) added further that counselling le part of the

phyeiotherapiet'e role,

Concerning patient defoultlng from physiotherapy

One-third 

appointmontt, all rceponded that • majority of their stroke

Come rcsularly or even absconded afLer a couple
patients did not

of ottendancee. When asked to adduce rna•one Cor this bnhavlour,

they ranked poverty highe1t. Thie debarred potlcnte from paytnc

bill. and the coat of tran1p0rt1t1on, ond ccho�d other
hoepltal 

.l!nttoned •• cau1ln1 difficulty to patient• during

problem• 
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rehabilitation. 

Thay Celt that lack of mottvatton and lack of social support 

led to another £actor that encouraged defaulting, perceived delay 

in recovery. This in turn could le related to an additional 

reason for defaulllng, the seeking of alternative forms of 

treatment in the hopes of finding a cure. Only one therapist 

mentioned private physiotherapy services a& one of thcae 

alternatives. Tvo members of otaff had the insight that the 

quality of their ovn interaction vith the patient mt1ht influence 

absconding. 

All therapists had seen fully recovered ot.rokc patients. 

They were therefore asked vhot factors led to the success of 

physiotherapy in stroke management. The first and moat common 

reapontts focussed the estenl of brain damage, the time of 

presentation for rehabtlltntion esercises and the frequency of 

eierciaes, Eight tndJcatcd that the potlent'a motivation and zeal 

to recover also played some role in the proanosis. 

Specific rccommcndatlon• on improving the quollty of care

given atrokc patient• and on enhanclng patient attendance vere

The latter. they thought, could be 
d by the tbcraplate.

,uggcste 

d by encouriglng the patiente to poroovore, to be hopeful

achieve • 

to rcr.uJar phyalotherapy. Only one pereon

and to adhere • 

c:ia,cnded educating the etroko patJcnt, ae early 08

1pecl{icollY reco 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



126 

possible about the likely course of improvcmenL and prognosis for 

recovery. 

Several recommendations were directed to the Department and 

Hospital. They saw a need for more trained staff to decrease the

patlcnL-theraplst ratio and for better treatment facilities.

Better facilities and more staff were thought capable of producing

better management of  stroke case• and good patlont-thcraplst
• 

relationship&, euch that long treatment tiae could be reduced and

quality of care improved.

Almost all thorapiats commented on the Hemipleglc Claes, and

auggeated that group therapy should be discouraged. They noted

that patients in this class did not alvaya receive the best

treatment, partly becauee patients vere not always properly

screened before their introduction to the cla,a. Tho leas than

optimal treotment in the group 1etting vas blamed on the fact that

usually only one therapist la available to conduct the class,

Or three 1hould be involved. One person does
vhere Ideally tvo 

ti-c and ,trcngth to attend to ten disabled patients
noL have the w 

crrecttvcly, 

PinallY LhC stafr �prc1ecd • deatrc ror continuing

educatton. tn parttculor they vould like •kill development Jn

d 1cmtnara on neurology, oincc otroke is 
etroke rehabllttaLiOn an 

Ologtcal dtaeoee cnt1Ly,
primarily • neur 
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SUMMARY 

Records from the UCH Physiotherapy clinic in11cate that 

upwards to one-third of referred sLroke palients never attend at 

least one recommended physiotherapy session. Records on actual 

attenders show that attendance is associated �ith only one 

demographic or clinical variable, religion. Noslems were found to 

display poorer attendance behaviour than Chri&tians. No 

association vos found bctveen attendance pattern and sex, 

occupation and age of patient. nor her entry level of functioning 

or the aide affected by hemiplegla. Attendance vas found to have 

a significant aeeoclation vith delay time froQ referral to first 

attendance. Those vho attended sooner had better attendance 

record•- Delay it1elf vas also found to be associated vlth 

religion and occ:upatlon. No1lcma vcrc 110rc likely to attend their 

firet eeseJon aorc than tvo vceks froa the referral date.

Businca& people and trader& verc al10 aorc likely lo dcls)· than

civil ,crvants/profceilonals and un1killed vorkera. 

Qualitative 1nterviev1 vllh current patient, and •taC[ ehcd 

,oac ltcht on rcaoon, ror deraul t:lnc, Theac included lac\; or 

t:1-clY ,scn• of taprovcaent, a11lgl\llcnt to croupvicilble or � 

laeica, co1ta of treat-nt and tran1portatlon,
phy1iotherapy c 

lndlirenoua belief• 1t,out cau&e ,h�t led to 1er.kl"S lndiccnoua

tlvr.• Jack of 1oclal ,upr,or1 rroa raally,
trcau:c:nt eltfirnA , 
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friends and neighbours, inconvenient scheduling, less than 

adequale patient-staff relationships, lack of undcrstandinc of or 

experience with physiotherapy on the part of patients, a higher 

value placed by them on medical interventions, and a less than 

ideal patient-therapist ratio. 

The implications of these findings for physiotherapy and 

patient health education are discussed 1n the next chapter . 

•

• 
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CHAPTER FIVE 

DISCUSSION 

T\/O research melhods have been combined in this study to 

shed light on the extent and nature of the behaviour of stroke 

patients concerning attendance at reco111.11ended rehabilitative 

physiotherapy sessions. While both methods have lhe1r • 

limitations, the discussion belo� ahovs hov their concurrent use

i n  this research has been able to identify vays of improving 

service manage,cnl and tarseting patient health education. 

The peak age group of stroke patients in this study (60-69 

years) tend• to aupport the findings of Oauntokun et al [1979] and 

Walker et al (1979) that incidence of ttroke e1calate1 vtth 

1dv1nctn11 a1c. It ahould be noted that although patients over 69

years vere lcs• of the lotal, tn tcrwc of tnctdcnce, that age 

in the overall popUlttton 1• also aaallcr. group 

The nearly equal proportion, or •ale ind rculc patient• aay 

1upport the project 1on of 011untokun et al ( 1979) that the

I •ale 1troke patient• •=• ycara ago (a ratio orprcdo=lnanco o 

to reduce tnd be aorc In line vlth the fairly !1:71 would tend 

aocn ln lnduatrlal countrlc• (Vallar et al,�qual dl1trJbutton

I tratJon at tt,y1Jothcr1py clinic alone can not be,1981). T�c re&• 
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taken as conclusive evidence of this trend, since at leasl 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. It is 

therefore unlikely that the rate of initial absconding would 

differ greatly betveen the sexes. 

Osuntokun [1988) observed that the occupation of an 

individual would not neccsaarlly predispose him or her to stroke . 

Although incidence rates for the various occupational grouping, 

can not be calculated from the available data, it ls useful to

note that those patients vho did attend physiotherapy clinic come

Crom a wide variety or vocation,. 

The issue of occupation does point to some of the problems

of record kcepina concemtn1 stroke patient,.
tn nearly 19\ of

carda the occupation of patient va1 not recorded. A fcv cards

l � d ltal data on a1e and religion, Nore laportantly, noalao ac.e v 

1 vaa obtained at tlae of booking tor flrat background tnfonut on 

that It 11 not poaaibla to learn about theappointment, 10

O r thO•e ..-ho r�fu1ed to attend clJnlc at UCH, characterla t tea 

11 not only of acaduilc lntereat. but could be Thi• lnformatJon 

invaluable 

reduce the 

ln planning and tar1etJng

proble• of ab1condlnc,

rducotional prograll!l4lu to

�tto attnndnd at lc11t one 
ld ..... noted that all

ll lhOU ""' 
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session listed Ibadan as their current address. One wonders 

whether some of those who did not attend at all lived outside the 

city and could not find teaiporary accommodation in town from where 

they could continue with physiotberapy on an out-patient basis. 

Transportation difficulties have been documented as an inhibitor 

to health service utilization generally [Hertroijis, 1974], and 

the problem of distance has been 1mpl1caled in dropping out of 

physiotherapy treatment speci r lcally ( Adanlawo, AJ !bola, •Akpan, 

l'lalomo, Olovolafe and Tej11111ola, 1988]. 

The records 1n their present form point to a major quality 

of ecrvic� problem. As noted. one-third of those who make a fJrat

appointment never ihov up. Subsequently another third or these

original referrals never coaiplete core thon half of their

recommended 12 rehabilitative phyaiothorapy 1t11lon1. Thu, a

Of .troke patient& do nol benefit from the full range oreajori ty 

services offered by the Phya1otherapy Departaent. While lt 1, not 

on the characteriatlc, or thoae vho did not poaeible to co..ent 

, • the dlacua11on thlL follows ea1alnce what oho� up for aesa,on 

h c, who dropped out of therapy and the 
wa1 lc•rned about t oa 

Patient health educ1tlon,
1•pltcat1ona for 

Pntc v1rtable, rel111on, v11 found to beOnly one dei:io1 r1 

at rccq=cndcd rh11&0th�rapy 1e111on1,a111oclatcd v&th attendance

attendance record• thin l\o11lca1,1i11vin1 bel Lcr
vlth Chri,t&anl 
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Although records do not include data on educational level can 

important omlsslon in itself), one might infer from Mabogunje 

ll971) that religion may be an indicator or educational level 

because he noted in lbadan that Moslers have less formal western 

education than Christians. Studies by Tagliacozzo and Ima (.970) 

and Baekeland and Lundwall [1975) found a positive association 

betveen educational level and health service utilization. They 

inferred that higher levels or education would be associated vith 

a greater understanding of modern disease concept• and a better 

acceptance of modern health care. 

A uaeful predictor of overall attendance ls delay tla:e rroo

referral to fJr6t 1111:..ton attended. llcrtroijis L19,.,) observed 

that the health service itself could cause delay by its ovn 

appointment ukinr procedures, and that such delay was responitblc 

{or patiertl not &ho�in1 up at all. tn the CISC of the UCH

t the first out-patient 1ppolnt11.ent ta Physiotherapy Dcpart•en 

he Clrtt vcck after di1ch1rrc, but not laterusually act vlthln t 

than the second vrek. ThUD one could say th•t any P•tlent coaln&

l,.0 vcck• after dl•charrc Croc hotpltal "'' vltl11n lhc fSrtt 

le thoac attcndtng 1fter l�O vccks dol1yed. attendlnl early, vhl 

hO delayed attended only 1•3 soaalonD Nc1rly half of thOIC V 

Onc•thSrd of e1rly attcndera. 
c011parcd to only 

Convcracly, over 1

itt�ndcrD partScl�ated Sn 10-17 1c1alon1 c
quarter or c1rlY pared 
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to less than one-fifth of later arrivals.

At a general level one can say that 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 appointments and

especially targeted for counselling. 

Again, religion vas associated vith delay, and one may

adduce the same £actor of educational level to explain this 

behaviour. Educational level is also implicated in the fact that 

occupitlonal grouping va• associated with delay, as the group of

civil aervants and professionals vould, by the requirements and

nature of their employment, be expected to have a hl1her

•tt�tft•cnt than bu1ine1t people and unskilled vorkera.educational • • ·-

Delay in treati::ient it1elf h•• o negative influence on

[•-derson, 1990; Bobath, 1990: OardJer, 1980). Thi1 1n recovery .... 

depresalon and c-tlonalta• over the continuedturn may lead to 

_ l �11tch iteelf can dl1coura1e a patient fromfunctional sspasraen 

llitatJon 1ervtcee (Wade, 1992). Delay 11attending rehab 

ntablc co:pllcatlone ("ulley, 1911: Andereon,aaaoc1ated vtth pre�e 

• nr�attve effect on functional level at tnltiAl
1990) that have

out-pattcnt 1c�Jee1. The literature therebypr�gentotlon ror

or event• �atnnlnE vlth delay, and 1�ad1n, to
portr•Y• a chain
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lo�er functioning lhat produces more severe depression and a 

greater 11kcl1hood of dropping out of lherapy, Jn lhts sludy 1l 

vas possible to te,t the a1aoc1ation betv�en functional level and 

attendance, but no relation1hip wa, detected, a, a nearly equal 

proportion Crom each functional category regietercd good 

attendance (10-12 aea1lons). 

Avarene§s, Beliefs and At\ltudes 

Simpsom [1980) has obacrved that aany Yoruba illne1te1 arc

vhat modern medical practitioners call eymptoas (OOY1 for 

dlizineaa and ill for various fonsa of cough), and are thua

descrlpt lvc- of the condition. In this veln, thr name co=onl>· 

given by the UCII patients for stroke, !:9Ml2110-ro111ole1e. tr a

literal dcecriptlon of the vlthering (!!!) thot occur, to the h1nde

(�) and leg& (tlJt), 

Other name• of lllnesace may reflect the notion of

h a supernatural force la involved. Porcausation, cepectally v en 

r referred to 01 olod�. one of the namesezample, smallpoz 18 0 ten 

di lnity �oponna, who repre1ent1 the wrath ofueed ror the Yoruba w ' -

[Jdow. 1962], In this case P�:on-oc,dn rofore to
the Supreme Being 

lhe chanied Or Cowrie& thJt waa u1od to inflict tho dl1eaee.choJn 

r etrokc m,y rerlect paticnte' 1ndtvtdualThe du•l naming o 

ezpc:rlcncee. 
unf,alliar ylth th� condition prior toP101t 1,1cro 

may have been tnclln�d lnlt1�1ly to n1ac ittheir attack, 0nd thu• 
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as  lhcy flraL exrerlenced the sympt0111s. As the sufferers be�an to 

face the reality of their condition, they may have begun a search 

for an explanation. While some who knew they were hypertensive 

could see a link between the stroke and that condltJon, others 

were encouraged to seek explanation Jn lhe ,upernatural realm, 

especially because of the suddenness of the attack. 

These different points of view may influence receptivity co 

modem rehabilitation and treatment, including physiotherapy. Por 

example, one patient aought 1ndigenou1 treatment because ehe

linked her stroke with a dream that ahe had a few days before the

incident, that someone had tied her up so she could not move.

Level of formal education may be associated with auch beliefs, and

•bove, indicators for lower level• of education wereas implied. 

associated with dropping out by patients at UCH Phy1lothecapy

Department, 

One patient thought that �9.filll was in fact rc1pan11blc and

lncid�ncc of stroke has been lncrcaalng Jn theobserved thot the 

11 hlB major weapon, had been eliminatedcountry ever s!nec sma poz.

hio ob1ervatlon concurs with Oeuntokun•a
ln 1978. Interestingly t 

of increasing lncJdence to levels found ln
[1988) own reports

industriol1%ed countrtea. Thil dcaonstratce hov people lry to

eaplo!n dt1e11e 
wlthJn the contezt of lheJr ownoccurrence . 

culture. 
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ApproEimately half of the patients intervie��d fell that 

their progress was slow and cited this aa a potential reason for 

dropping out of treatment. This confoms with the Health Belief 

Nodel that considers perceptions of treatment efficacy aa a factor 

that will influence health aclion (Becker, 1974: Rosen1tock, 1975; 

Clark and Zlmmermon, \990]. In fact physiotherapists reported 

that some patients curtailed treatment because of pa!n, an 

observable effect that, according to Protection Motivation Theory, 

vould increase maladaptive respon1e1 (Prentice-Dunn and Rogers, 

1986), 

Patients also idenliliod barriers LBecker, 19�4] or re1ponse 

coete (Prentice-Dunn and Rogore, 1986], such as tran1portatlon 

coats and difficulties, that would dtacourase them from attending 

clinic. ni•nl clinic time 11 a barrier that is part of the lnconvc � 

h Patients learn [Bondura, 1986; Kinsman, 1989]envlronmenL w ere 

b odlficd by the theroplat1 themselves. and could actually e m  

VOS 

The importance of social support [Clark and Zlmenian, 1990]

h all patients describing one for:111 0£
demonstrated wit 

that they required rr011 family members. aselslance or an°ther

t l aislatance. reminders to attend clinJc,r1nanc • This included 

the trip rrom home to clinic. Leventhaland accompaniment durln�

d thal �de4uacy of r1nancl1l aupport 1s one and Cameron l19871 note 

predictor• 0£ hoalth action. Family member,
of the moat powerful
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arc also part of the "lay rc£err1l system" described by Fishbein 

and Adjzen {1980) and contribute to perceptions of normative 

behaviour which may lead to utilization of indigenous healers. 

More attention is needed, therefore, on those providers of 

various forms of support. At UCH, vhen family members accompany 

the pat tent to therapy, they usually sit in the vatting area. The 

high level of dependence on family mC1Dbera reported by patients 

implies a need to involve them in the therapy, too [Evana, 

Matlock, Bishop, Stranahan and Pederaon, 1988), 

Attitudes and behaviour of health (physiotherapy) staff are

important influences on patient compliance, either due to the 

level Of patient satisfaction vith the aervico provided resulting 

[Becker et al 1974: Korsch and Negrete, 1972] or to the quallty 

and content of patient-provider communication [Leventhal and 

Cameron, 1987) · oomatob (1979) observed at the UCH Physiotherapy

the com.mun1cation style employed byDcpiirtment thllt 

6 that of tolling patient• vhat they shouldphyaiotheraplata va 

h than counselling that encourages activeknov and do, rat er 

participation 

ovn problems. 

of the pottent ln thinking about and reaolvlns his

tributcd tho lov level of knovledgo inShe ot 

d vore brought to clinic for rohabilttation
parent& vho1c chil ren

ld'• c'ondltlon to the -re directiveabout thetr cht 
from polio 

ron1 of health teachtng. Thi• 11 con!inDed by Ev•n• et �I (1968)
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who note that information alone ls not enough to sustain behaviour 

change in stroke patients, but muat be rc!nfocced through 

counselling. 

Only one-third of the UCH staff used the vord "counselling" 

in reference to their role• In caring for stroke patients, but 

only one of these has actually had fonnal training 1n counselling 

skills. This gap vas recognl�ed as aost eipreased a desire for 

in-eervicc education on counselling. 

One might assume fro• previous etudy that aroup learning 

situations could provide poeitlvc n!inforcement for change by

lndivldunl participant• (Brieger. Oke and George. 1983). ln

contrast the UCII patient& complained about their group tralnlng

classes, feeling that they received lea, lndlvldual attention •

.,0rk and n11i1tance required of the 1roup trainer inThe intcnaivc • 

1• more than that needed for group education onphytlotherapy 

diabetes or hyperceneton, and may account for the patient&'

dleentisfactJon 

UCII 

felt thot 

• vteve contraet vith that of Sanford (1989] vhopatient•

Physiotherapy aceaJons for patients vlth couongroup 

not only cconoalcal, but 0110 created nev condttlon11 vero 

enthu1J�•m ln them, The dlfforcncc in perceived benefits may

er11e the UCll Phyeiother•PY Department 11e1rnsbccauec. vhJle

three staff to ,cialonl, the actual pr,1ctlce adopted by the1roup 
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phya1otherap1ata 11 to rotate the duty aaong tho1e three. not for 

all three to vork at once. Ideally there 1hould be enoush 

lherapi1t1 to a11l1t each patient perfora the ezerc11e1, but ln 

the pre1ent arranseacnt it 11 only po111ble for the one 1ttendin1 

pbya1otherap1st to 1lve ln1tructlon1 to the cl11a 11 a vhole. The 

uplanation stven for thla va1 the heavy vorkload. which h11

arlatm because 11a staff i,o1ltJon1 are currently vacant. Jn 

addition. of the 15 available staff, only ,even or etsht are 

aaatcried t� out-patient duty at any given ttae. 

A rev staff hinted that the deatre for lndtvJdual therapy

uy have encourase-d 1oae patJentl to drop out fr- group 1e11lon1

and aeek phyaSot.herapy fraa private 1ource1. Con1iderin1 that 

l a�--t hJlh co1t1 of treataent, and privateuny patient• �09J>la n """' 

at 1ea1t three ttae, the UQt rate, it 11 nottherapS1t1 uy chlrse 

11.,ely thll a 1reat m;alber of patient• can take advanta1• or thl•

ldentSfied J l ,. It

sncSude t

' fJr• 

laaa•• 

1 wt.IC

"pit 

ld t�r 

tl re •&w1n1 ,., t 

1 ,,.r,od, tl• ot llocllli .. t, flrat

ai,,iol , .. t jl I ' I .. . 

...... ,. ' 
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education needs of the 1taff themaclve1. 

During initial hoapital1zat1on the patient should receive 

information on the nature of the disease and its prognosis. They 

desire to know the cause of their own stroke. They also need to 

know what to e&pect from the upcoming out-patient phyatothcrapy 

rehabilitation services. Thi• educattonal intervention 1hould be 

provided through individual counselling and family counaelllng 

performed by physiotherapy and nur11na 1taff. Special attention 

should be paid in all educational interventions to patient, with

leas roraial cducotion that la aenaitlve to their cultural beliefs.

Since many patients vho book an appointment vith out-patient 

physiotherapy never attend 1c11lona, and those vho delay in their 

firot attendance ore more likely to drop out, a major ai11od 

I nl education can be found durln1 the booking opportunity for pat e 

proce11. Al this point the patient 11 met by both the records

�ell Al ono phyaiothcr�plat vho 1et1 the actual date.clerk as - � 

Crucial time for eaph11i&ing the need for timely octlonThis 18 11

to prevent comP ltcattons ond doterlor1tlon vlth both patlenta and

Patient• �nd family �cmbera 1houldaccompanylnS ramllY member,.

qucatlon• 1nd ecck clarlflcatlon. riot onlybe encouraged to aik

provide the counsellng,
ihould the thcrap11t1

actual rirat polnt or 
vho ore the

the clerks, 

out-patient aervtce,

but 10 too 1hould

contact vlth the
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On arrival for first appolntmenl the patient ls again 11et by

the clerks. They should reinforce the patient's attendance

behaviour by praising her for coming and reminding her of future

appointments. During the firlt session the therapist needs to

learn more about the patient's beliefs and concerns, and engage

the patient actively in finding solutions to any potential

barriers to full partlclpotion in rehabilitation. Any tiae a

family member Is present, he or ahe ahould be involved, ao that

with a fuller understanding of the regimen, he can reinforce

patient compliance al home and remind her to attend future

acasiona.

As noted, group educatlon of heaiple11c patients is

th., the full c011pli11ent of assigned ataff is

demanding, such • 

h seaaiona effective. ln the absence o[ more

needed to make t cse

1 could cmphaalre for functional tasks Instead

atoff, the seaa ons

e .. erclsc• a, a vii)' or enhancing lnvolve11cnt

of trad l t 1onol

[ Lev 1 t t • 1988 l ·

He or 

share 

leaders should do more than Instruct.
The 1roup

lntcractlon aaona the portlcipants to

she ihould encourage

d proble• 101v1nc idea,.

concern• an 

b encouraged to model nev behaviour• aa a way of 

patient• con e 

rr1cacY [Bandura, 198b),

enhanelnll aelf-o 
ld incroa1e the aaount or

ae1111loJ18

• lnvol ved in the 1trouf)

,amlly 11eabcre con be 

n,ero they vlll learn valuable helping

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



142 

techniques to apply at home. 

Stroke is nol only stressful to the patient. The whole

family ia affected, as life patterns arc interrupted and extra

cxpcnsca arc incurred (Holbrook, 1982). Family members themselves

may need counselling apart from their hemlplegic relative. They

may need to confide in someone about the problCJDa they face out of

earshot of the patient. They also need preparation on home care

taake and truthful 1.nformarion on prosnosis and patient fteeds

(Editorial, 1974).

ln order to accomplish all of the above educational

interventions, the professional and su1 ort starr of the

Physiotherapy Department need ln-ucrvice training In individual,

family and group education and counselling method,. 

Conclusion! 
-

Since thil 1, a study based in largo part on patient

reached 11 that record keeping at

d the firlt conclueion
recor a. 

the beginning of the referral process 11 inadequate. No basic 

pattontl vho booked a first

to attend. Another aaJor gap vaslnConaation va• available on

but then failed

appointment.

or occupatlonal data, and no 

rccordlnJ
lnfonsatlon 

tnconsiatcnt
Thil inhibits full analy1le 

d on educational ,ta�s.

vae colleetc 

1 flueJ'CC absconqJn& and droppinH out of therapy.

or factor• that n 

for patient health �dueatJon are mJa1ed

NaJor opportunltle•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



143 

during both in-patient care and �t the 1 r p t me irst appointment is 

booked. Approximately one-third o[ referred pallents are lost to 

out-patient rehabilitation, and another third never attend more 

than half of the reco111111ended sessions. This poor attendance was

aaaociated with delay in altendlng the first appointed out-patient

eeeeion. 

Thie problem might have been avoided if  patients had been

encouraged not to delay when coming for their first appoi�tccnt

and 1£ religious and occupotional indicators of lower educational

status had been heeded as triggers for more intensive health

education by recordb and professional staff. The study concluded

that "oelcm patients vcre aore likely both to delay ln coming £or

their first appointment and subeequantly to attend less sessions

than their Christian counterparts. Similarly delay vas more

common among those whose occupation• vorc buainess and trading and

l 11 •crvant• and professton�ls.

lee, among c v 

1 resaarch greatly enhanced the understanding of
oualitSt ve

compliance behaviour. At noted, educatlonol alatu• vas 1ndiccctly

d poor attendance behavlour. 

implicated in delay an 
In-depth 

round the 
111th both patient• and phy1lothorapJst1

1ntcrv1cw6 
cradltional bcltcfe abouL couaatlon and

pcrsietcncc of strong

for tndigenou• treatment. Thctc ore

concurrent prcfcr�nce

eptencc of modern therapy that could be

bsrrters to thc ace 
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allev1ated through education. Fortunately eocie kno\o·n hrpertenslve 

patients. possibly because of their prevtouo contact with modern 

health facilitios vorc aore likely to accept, if not initially, at 

least later in the course of recovery, that neclect of thJe 

underlying condition aay have been responsible for the stroke. 

Fev patients had previous eiperJence vJth or understanding 

of physiotherapy. Not aurprJsingly, 1ome were di1appointed with 

their current level of progress and vcrc rcslstent to tfte initial 

pain and inconvenience of rehabilitation. In-depth interviews 

were valuable in identifying other potential and real causes of

def�ultinr Including transportGtlon problems, treatment costs,

inconvenient acssion times, dialJkc for Broup 1ea11ona, and in

some caeca poor patient-provider comu.nlcatton. Views of the

practising phyalotherapJst1 confirmed the beliefs and Clperiencca

or the patients. They verc able to identify the scarcity of human

and material reiource• in the Physiotherapy Department that might

b d lo patient d111attsfactton, have contrl utc 

All pnticnll were found to be dependent on family •caber,

Of thci r cace and thorapy. llovever, f11a11yfor eomc aspect 

actJvcly involved in the theropy and education.eembere a re not 

ral targets and opportunittc, for PatientIn concluelon eevc 

ror itrokc paticpt1 vere ldcntl!ied, berJnntng health education 

ton and conttnutng throuah booking 11nd durtna h01pttollc1t 
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rohabllltation in the out-patient department. The need for 

continuinK education for profesaional and support staff �as also 

confirmed. 

Recommendntione 

Based on the findings and their implications, several 

recommendations are offered below to improve the quality of stroke 

rehabilitation and patient health educat1on at  UCH. 

• 1. Patient counselling in the Physiotherapy Department should

2. 

3. 

4. 

begin from the moment the stroke patient is ho1pitallzed and

be reinforced when the patient first presents hi•seif to

make an appointment ror out-patient sesbionr 

Family members ehould be actively involved in  both 

indlviduol and group therapy 1e111on1, and be taraeted for

individual counselling themselves to addre11 their own needs

£or support and encourasement. 

Hemiplcgic cla1ee1 ehould be fully staffed and £ocu1 on

functional skllll, 1herlng of cspcrlences and modcllng among

participants, 

In-service tralnlna wockehops 1hould be planned for

professional and eupport staff ln the Phyalothcrapy

The ro11owtns topic, an: recommended baaed onDeportment• 

observottona and inter vtc11• with the physl0Lhernpi1ta

• 1 stroke aanu1cmcnt prlnclplea, b) counsellinglhC?IIIClVCI, ll 
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&kill& and c) record keeping. Re1ource1 for continuing 

education in patient education .:ind counuelling m.:,y be found 

at the African Regional Health Education Centre (ARIIEC) of 

the Department of Preventive and Social ncdiclne, located 

within the same prcaises as the Physiotherapy Department. 

5. The pro[essional physiotherapy currlculUD should incorporate

formal courses on patient health education, vJth as1!1tance

from ARHEC, and clinical psychology. •

6. A longitudinal atudy would enable future rc1earchcr1 to

ascertain the role of patient knowledge. attitudes,

resource!! and other factors on co111pliancr, l>cho1vlour,

7. The PhyaJ.otherapy Department UCII ahould develop community

based services in line wlth the National Health Policy that

emphasises Primary Health Care. Thie would involve

providing in-service tralnlna for a variety of cOGUDunity and

village based health workera in appropriate physiotherapy

1kill1 and knowledge. "ore acce111ble, com.munlty-b11ed

Would make It cosier for 1troke patients to complyservicco 

rccoi:111endcd number of therapy 1e11lon1.
wl th the 

•
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APPENDIX A 

FUNCTIONAL IMPROVEMENT SCALES 

Level of Functional Improvement of Stroke Patlent1 at

D1achargc from lloapi tal1z:at1on/Presentat1on for Out-Patient

Physiotherapy 

GRADE ASSESSMENT OF 11USCLE STRENGTH AND Ll118 FUNCTIONS 

0 

l 

3 

4 

Zero function or1
mass motion ln the affected upper and

lower l imb11 (lffiC Scale < 2); patient gets to

standing vlth a 1tandby help. but not ambulant.

Hass motion of affected upper and lower limbs; hand

and upper ann movement• (KRC Scale < 3); patient 

ambulant with or without 1ld, unstable affected lower

limb joints, unsteady 11alt and &tilndb\' help from one 

person. 

useful hand movements and upper ara functions (HRC

scale • 3); patient ls ambulant vith or without aid

and no standby support. 

Functional hand and upper ana aovement1 (KRC Scale 3.

Sl: patient 11 ambulant vlth epparently noraal but

e lov gel t.

Nol"llal function•

gait pattern,

and u1e of ll"III and hand. and correct

[Source: Corr. 
Council, 1976)
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Medical Research Council Scale For Husclc Strcn&th

FINDING ON ASSESSHEli'T 
OP MUSCLE STRENGTH 

No Contraction 

Trace or flicker of contraction without 
actual movement 

Poor strength, muscle moves through 
complete range of motion when 
gravity ie eliminated 

�air strength, muscle aove, throu1h 
complete range of motion 11g•in1t gra,•ity 

Good strength, muecle completes motion

against gr11vity with varying ,mounts

of resistance 

Normal strength, mu1cle 1oe1 through

complete range of aotlon 1g1Jnst gravity

with full reei1tancr and no signs of fatigue

[Source: Medical Research Council, l976)
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APPENDIX B 

INTERVIEW GUIDE FOR CURRENT STROKE PATIENTS 

Socio-demographic Characteristics: 

age, sex.tribe, religion, 11JJrltal status, pre.morbid

condition, post-ictal occupation, onset time of stroke, date

of first attendance at out-patient physiother�py ses1tons •

Knowledge and Beliefs about Stroke:

- name used for arroke ln thia com=unlty.

- vhcn, ho1o, frOD "·h0111 r1rat heard about 1troke.

- 1ohat dl£tcrent t.hlni& cause 1trokc. 

l for Ovn particular 1troke.

- what respon,lb e

- "hat ea.planatJon ,1,-cn patient by doctor.

d Or
,1 c�planatton.

- agref!lllcnt 1oith oct 

f h-rten11on.

• 

- prcviouE di1&n0115 0 ir-

..,1y1 to care ror atroke patient

- lulo�lcdre of ,ariou•

..,.,ccn< of recovery �11lblc, and tlao

- eapectatlOIII abOUl r-

ht•/t.er s!'lt •
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Knowledge and Attitude& Toward Ph Y&iotherapy Services: 

- when, ho�·. through whom first heard about phy&iotherapy.

- when commence physiotherapy for &troke management.

- whether any appointments have been missed.

- if any missed, reasons for not attending.

Dissatisfaction with Physiotherapy Service& pnd Perception 

of Problems vith Treatment Progra111111es: 
• 

- does patient perfor:111 home treatment exercises.

- who reoinds patiCJ\t of physiotherapy appointments.

- vho assists patient in coming to physiotherapy se,aton,.

- convenle�ce of 1ppointment times and re11ons,

- ea&e of perforalnc eserclaes at home without a,statance.

JmpJct o( PhvF1othtrfPX:

- role, attendance at physiotherapy 1es,ton1 play ln

patient'& aanaresent and recovery,

_ perception o! �hotber pt.y,Jother•PY 11 helpful,

H�@Jth �rJtr-(r prgerdJng s�vnrlSY of St[Q�C

t for stroke,
- vhy soucht trc•t�n 

mclSS ea 1 app0JntsC"'' ,r.d re11on•·

pa&t�.nc'• 0,-n •trokt and rcaaor.1

I I ., mlcht d \Cl
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APPENDIX C 

INTERVIEW GUIDE FOR PHYSIOTHERAPISTS 01; 

ON THEIR PERSPECTIVES ABOUT STROKE PATIENTS 

Years of experience Jn physiotherapv service managtn1 stroke 

patients. 

Avoroge number o f  stroke patients tended to Jn a i=onth •

Specific problems uauolly encountered with the stroke

patients during their rehabilitation.

4 · Special roles that physiotherapists pl•Y In the

rehabilitation of stroke potlentu.

S r 0 .. 0 stroke patient� have cla1ed treatment
• Whether any o • 

acasions or dropped out aod reasons. 

6 of 0.,0 stroke pottent• have fully recovered, and

· Whether any • 

Cnh•nced hts,her full recovery.

vhat factors p 

7. Judgement on ho"' well stroke patient• arc managed ln th�

•nt of UCll and ,peel fie recomcn:ndatJona

• 

Physiotherapy Dcpartmc 

litY of care.

to improve the qua 

, 
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APPENDIX C 

INTERVIEW GUIDE FOR PHYSIOTHERAPISTS ON 

ON THEIR PERSPECTIVES ABOUT STROKE PATIENTS 

Ycara of experience in phyalothcrapy service canaglng stroke 

patients 

Avoragc number of 5troke patients tended to In a c:onth •

Specific problems uauolly encountered vith the 1trokc

patients during their rchabJllt1tion.

4. Special role• that phy1Jotheropi1t1 play in the

rehabilitation ot stroke patients, 

S. Whether any of own etroke patients have als1ed treatment

b. 

7 • 

acsaione or dropped out 'nd rcoaona. 

Or Ovn etroke patient• have Cully recovered, and

Whether any 

d hl 'her Cull recovery.

vhat factor• enhance 1' 

11 trokC patient• are managed in the

Judgement on how vr 1 

t of UCII and 1peclflc recom>endatlon,

Phy1iothcr1PY Dcpartmcn 

lltY of care.

to improve the qu• 

•
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