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SSESSH E]—‘ ’and Formulation of post-stroke emotional difficulties

+ Neuropsychological assessment and cognitive rehabilitation

o How to refer to the Stroke Psychology service
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= —  Promote adjustment by:

—

— Denial
- = Acknowledging (negative)
emotions Realisation

- Self management, to increase

control
- Remain as active as possible Adjustment to Change

- Find positive meaning
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Wetypically. tell patients it may take 6-24 months to adjust
eniotionally to their stroke
S AdVising patients of this can be beneficial

"= However... Some Pati_ents may. stru%gle with adjustment to the
— 8 -'an%/_ changes following stroke, leading to ‘clinically significant
— = emo ional or behavioural problems (DCP, 2008).
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“» Depression & Anxiety

- é(r)%%r;d 1/3 of patients are depressed post stroke (Hackett et al,

— Mood disorders have been found to impede patient progress in
rehabilitation (e.g. Paolucci et al, 1999?
— Around 1/4 qf strok; patients may
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Impalfments _m_aﬁ_aff_ect attention, memory, language, movement,
perception, disinhibition, emotionalism, executive functioning, insight etc.

"~ Cognitive impairment can impact on functional recovery (Robertson et al,

sl

= 1997, Patel et al, 2003) and create additional challenges for staff and

—~ _— —  families.
.:?""--—-j_ .

———
_-.__—\. —

%%, of patients are cognitively impaired post stroke (Tatemichi et
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— “Family Functioning

— Families must adjust too e.g. adoption
of caring role, changing relationships,
sexual problems, financial pressures
etc. These changes can cause significant
stress.




_:‘cfl__f_20°/o of patients may
= sufferinsomnia due to their

“ i
= = dtroke (Leppavuori et al, 2000) “—;’-- Y _
e — . X B—
= - Insomnia is a common comorbid
-~ symptom of depression or anxiety
- — Maintaining factors may be neurological or

psychological i.e. behavioural, cognitive.
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Wihaare C nical psyc‘h‘ol%
mr*lur in s'f'ekes:eﬁab
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J\Jarlorml Climical Guideline for Strioke (2008) & SIGN 64

1rJ~11r1° recommend that stroke teams should include a
cIJrnchJ psychologist.
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=0 :tal psychologlsts have skills complementary to other
”j’: mbers of the rehab team.
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=3 Clinical psychologists are specially trained in assessment,
formulation and treatment of psychological difficulties,
including specialist neuropsychological assessment and
management of cognitive impairment.
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DIECHPALIENTEEC
ASsessment;, fiormulation and' management of' psychological

dISerders Ost=stroke iIncluding depression, anxiety, self-esteem
[SSUES]: and adjustment difficulties

r\'w sment formulation, management and cognitive rehabilitation
0 *‘:]jOSt stroke |mpa|rment

= " ssessment and management of behavioural problems post-stroke
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:[ dlrect Patient Contact

- Assessment of carer strain on patients post-stroke
- Working with carers as co-therapist
- Consultation and advice to MDT / external care providers

] .1‘1“.

e [eaching/training & research
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Vigy/: 'é;lude one-to-one interview(s), standardised guestionnaires,
@ISCUSSIoNS with: carers and MDT staff, review of medical notes and
= pessible ebservation of functioning.

& /s post stroke impairment varies markedly from person to person,
== aicareful, individualised assessment is required.
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— Hypothesis based approach. Possible causes and maintaining
influences are put forward.

— This hypothesis guides choice of intervention strategies. Patient
response is evaluated and formulation is re-visited and revised if
necessary.

— 'Scientist-practitioner’ model
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Pre -morbid

Brain pathology -
STr'oke head injury, etc .-~ e.g coping style
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Cognitive . Affect < »" Physical

_ /social
i 'support _
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, Impairment e.g. Depression eg. Hemiplegia |
! eg. Memory Anxiety Sensory loss :
= Ez,r'cep’non Anger Dysarthria I
=== 1 lahguage Confidence Pain :
S | Atfention o ; / Motivation \ :
1 Executive Insight Loss -
= —~ : l / :
1
CERTIE _. * Functional consequences E
e.g. Work I
ADL :
Leisure e e e e e :
Driving
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Prev us'psyéhiatri'c history, .personality (e.g. pessimistic)

'.r"' LT

Precipitating

Stroke, other Life events, health problems

Perpetuating

Hopeless, angry, negative thoughts
Sense of “inadequacy”
Inactivity, social withdrawal
Dysfunctional beliefs about stroke

Poor sleep

Protective

Family, relationship, other social networks
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H:\/vr J@glcal Therapy fg_[;‘-i"#—
“Dlsorders after Stroke

| see, you want to be a tree.

~
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-+ Widespread agreement that early recognition and active management of
post-stroke depression is a necessary part of rehabilitation e.g. SIGN 64.

o Growing evidence base in stroke psychology.
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Disorders after Stroke

) 4 DunRmore (200
\otediack of stroke specific efficacy studies but

Wighlighted effectiveness of Cognitive Behaviour Therapy:
CBIPrinitreating depression in:

- ;__.-.'-: generall adult population
= older adult population (with appropriate modifications)

— -l

_:—’. others with neurological conditions.
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~ e CBT also found to be an effective intervention for
patients with other comorbid mental health and
physical health problems e.?. cancer, pain, heart
disease (e.g. Moorey et al, 1994).
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Colla_fﬁi_ .e. based oni shared fermulation off problems
9J16'5én

Hrc o) em fiocused! i.e. what strategies can be put in place to alter

m mtalnlng factors?

- R elatlvely brief;

== _ hawoural components e.g. anxiety management,
: ;graded exposure, behavioural activation etc.
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e Cognitive components e.g. normalisation, challenging
negative thoughts, cognitive restructuring etc.
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Thoughts '

(Negative) =
//— / ‘There is no point €
in trying”

/ ‘I can't be bothered’

.-"/
Behaviour Physical

Become less active Symptoms

Avoid situations Lethargic
and people Tearful

Mood
{Low)

--“"'-——-_h_ // Depressed
Guilty

Frustrated
Angry
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NEUGPsychological Asses
anErEognitive Renabilitation’

[ LONNED ire the extent and'nature of cognitive deficits
c ardlsed psychometrically: valid instruments and
il cchange In cognitive functioning.

1l neler m |dent|fy the ty Pes of difficulties an individual will
en o _L‘ ~|n day -to-day life and in rehab.
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- Process includes:

= nt and carer, informed consent, completion of cognitive
. e.g. ACE- R), tailored neuropsych assessment

f cognitive deficit in depth, feedback to client, family

ppropriate.
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REsioKation of lost function vs. compensatory rehabilitation.
O\;' _!I m IS to Improve functioning and patient quality of life.

-

—_-,. = VIdence for effectiveness of cognitive rehabilitation specifically in

= Stroke is limited.
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=~ _ Recent systematic reviews of cognitive rehab in broader context
- - of Acquired Brain Injury (including stroke and TBI) indicate
further research required.
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'-'-~ stired, previously active, treasurer of local
club
eir 1 Morrison’s café in Easterhouse
lded weakness
*};f;bsr. memory to new verbal information and slowed
_= jSpeed of processing
- *Word finding problems / intact comprehension
- *Low mood and motivation (HADS Depression 16)
*Highly anxious in social situations (HADS Anxiety
(K)
*Highly irritable with wife — slapped on 2 occasions
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ForsltEIEln)
ATIXIELY ASSOCIALEW WILH Tl O FEPEdLSLToRE and LEIIEY” tat ot
Wenlarthinkshimistupidibecause of his poor memory and Speec

s

.

rlic)s) Tlib‘f}irritab_ility directed at wife because she tended to
SpPeakeguickly and interrupt and speak for him.
Low.E associated with loss of role, hobbies and poor memory

= o

= Poor memory for conversation contributed to social anxiety

= Wife reporting difficulty coping generally and with husband in
= house all day

= =
i
i —

_——— Not complying with physio exercise programme due to low mood

_—

s
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o feel Jess: anxious by gradually Increasing the amount of
Ume: spent outdoors, in particular in supermarket and Fort
Jno,})s Ing centre

yas o get round poor memory by

(€) Ask ihg people to slow down when they are talking to me
8@ Writing important points down in my diary

== ,_,.- ‘ertlng the things I need to do in the “to do” section of

—

= —ﬁ.;_,n. ~  my diary as soon as I think of them

= | LLooking at my diary over breakfast every day
-~ 3. Tofeelless irritated by my wife by:

: (@) “reminding” her not to interrupt or speak for me
- - (b) Telling her how I am feeling (don't bottle up)
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o) eI [ depressed by:
rJ)(“r 1g  to Stroke Group and the drop in at

nI?n Street Resource Centre twice a
Nee

}Gomg back to bowling club committee as
~an ordinary member

= - To improve my arm and leg strengths by
= ; ~ practising my exercises twice a day
: (before breakfast and bed)
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OULCOME .

r\Jle 6 shop at Morrlson S with his wife without
afXIE] &y (HADS Anxiety 6)

Fofe etting fewer important tasks — using diary to
"goi ﬁ effect

3 eelmg less depressed (HADS Depression 10)

“e Carer reporting feeling more aware of jumping in /
~ fewer arguments over last month — no further

—= -."-;{a__ Slapping

- o Regularly practising exercises and pleased at
improved strength in arm and leg.
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e Complete re’e ral formr and prtt S*ax / € -mail
or

e Refer directly when psychologist.at 147
or

e Contact by phone

e If in doubt about whether a referral is
appropriate, please just ask...

Dr. Joanne Robertson
N141 214 A8A3
C7€17 5 2 45
Joanne.Robertson2@nhs.net
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