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Introduction
Stroke is one of the leading causes of death and disability, and up to
80% of persons affected by stroke have hemiparesis or hemiplegia and
related disability [1]. Hemiplegia takes considerable time and treatment
to treat and often leaves individuals with long-term and often permanent
motor and functional impairments. These impairments often change the
person’s self-esteem and self-concept. The loss of function is traumatic
and requires grieving and perhaps reformulating of self-identity.
Many people who survive a stroke feel fear, anxiety, frustration,
anger, sadness and a sense of grief over their physical and mental losses.
These feelings are a natural response to the psychological trauma of
stroke and uncertainty about the future. Some clinicians suggest that it
can take 6 to 24 months to psychologically adjust to the effects of stroke
[2]. As a result of the frequency and complexity of the psychological
issues following stroke, the National Clinical Guideline for Stroke
recommend that stroke teams should include a clinical psychologist [3].
Though this is a complex psychological and spiritual process, many
individuals trying to cope with these losses and life changes does not
get counseling or receive only brief counseling. Often the only stroke
survivors that receive counseling are individuals with comorbid Major
Depressive Disorder. Though depression is very common after stroke
with an incidence of more than 25%, most of the psychological issues
people must deal with after stroke go unaddressed [3]. A few studies
have investigated stroke survivor’s self-perceptions [4,5] and found
that stroke survivors perceived that sensory and motor impairment
negatively affected their functional ability in daily activities, social roles
and participation.

Readiness to Talk about Hemiplegia
Individuals with hemiplegia often communicate with various
clinicians about prognosis and what can be done to promote functional
recovery of the affected limb. These individuals often need a significant
amount of education about various treatment options, care and
protection of their affected limit and long-term issues such as spasticity
and the various treatments for it. The individual may receive a diverse
range of prognostic opinions that may run the whole spectrum from
being overly positive and giving people false hope all the way to the
other extreme which may be overly negative and cause someone to
give up on therapy or become depressed from hearing a message they
were not psychologically ready to hear. These issues are probably best
explained through discussing real patient accounts. Mr. MJ is a 38
year old man who suffered a right middle cerebral artery stroke and
had left non-dominant upper extremity hemiplegia. He was involved
in multidisciplinary treatment and was discharged from occupational
therapy at 8 months post stroke and was told that his limb would never
be functional. He became angry and distraught. He explained to his
psychologist that he was angry because he felt like his therapist had
given up on his arm, before he was ready. He stated, “How do they know
my arm won’t come back?” MJ went on to explain that he was sad and
felt depressed because he did not expect to hear this message and that he
had been assuming it would eventually improve and become functional.
A 28 year old woman (SA) who was 9 months post stroke was discharged
from her occupational therapist and interpreted this as that she could
no longer make any further recovery of her affected limb. She told the
therapist. I used to be an athlete. I’m not done. This isn’t me.” A 45 year
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old construction estimator with right dominant hand hemiplegia at 4
months post stroke told his psychologist, “I can’t believe my therapist is
discharging me. I’m not ready for this” and “I need to keep working on
my arm and I don’t know what to do.”
None of these individuals were ready to hear the messages they were
given by their physical and occupational therapists, when delivering
such important messages, it is essential that the communicating therapist
consider the patients psychological readiness to hear the message as it
is worded.
Therapist may want to consider conceptual models as a way to
understand post stroke adjustment. There are various models that
may be applicable though some clinicians and researchers suspect
that available models over simplify the actual post-stroke adjustment
experience. Wade et al. [6] described a model suggesting that people
move through four stages: Crisis, Treatment, Realization, Adjustment
and Acceptance. Some other psychological models can help understand
how the patient is coping and if they are psychologically ready to hear
and process the message the therapist is trying to give them. Two of the
most important models in trying to understand post stroke adjustment
are the Kubler-Ross stages [7] and the Transtheoretical Model and stages
of change [8]. The Kubler-Ross [7] model suggests that when grieving
losses, people go through five psychologically stages (Denial, Anger,
Bargaining, Depression, and Acceptance) before they may settle in with
a stable acceptance of their loss or situation. The first stage is denial, a
stage in which people have no real understanding or insight into their
losses and may not be open to direct messages about their loss. One of
the great complexities of this model is that people may bounce around
the stages for some time before progressing through them. This may
cause some to look like they are at different stages at different time. It is
also possible to get stuck in a stage, for example, someone may become
persistently depressed or angry after their stroke. The Transtheoretical
Model also has five stages (Precontemlplation, Contemplation,
Preparation, Action and Maintenance). This model is often applied to
assess someone’s readiness for behavior change, but it also be applied to
someone’s level of readiness to accept stroke related impairments and
work toward addressing them.
Psychologically important messages are only really accepted and
understood when the message is delivered in a manner that the person
is ready to hear. Sometimes the therapist working with a patient
with hemiplegia will say, “I’ve already explained to BT that he has no
activation and will have no further recovery.” This may suggest a limited
understanding of patient readiness for that message. The benefit of the
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aforementioned models is that a therapist ideally should compose the
message based on the patient’s stage or level of adjustment based on the
stages. This will help promote effective communication and improved
patient follow through with treatment related activities and self-care.
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