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Objective: To investigate occupational therapists’, physio-
therapists’ and speech language pathologists’ family-related 
rehabilitation practice post-stroke and its association with 
clinician and environmental variables.
Methods: A Canadian cross-sectional telephone survey was 
conducted on 1755 clinicians. Three case studies describing 
typical patients after stroke receiving acute care, in-patient 
rehabilitation, or community rehabilitation, and including 
specific descriptors regarding family stress and concern, 
were used to elicit information on patient management. 
Results: One-third of the sample identified a family-related 
problem and offered a related intervention, but only 12/1755 
clinicians indicated that they would typically use a standard-
ized assessment of family functioning. Working in the com-
munity out-patient setting was associated (OR 9.16), whereas 
working in a rehabilitation in-patient setting was negatively 
associated (OR 0.58) with being a problem identifier, the ref-
erence group being acute care. Being a PT (OR 0.53) or an 
SLP (OR 0.49) vs an OT was negatively associated with be-
ing a problem identifier, whereas being older (OR 1.02 ) or 
working in Ontario (OR 1.58) was associated with being a 
problem identifier. To work in a community out-patient set-
ting (OR 2.43), being older clinicians (OR 1.02) or not per-
ceiving their work environment being supportive of an on-
going professional learning (OR 1.72) was associated with 
being an intervention user,whereas being a PT (OR 0.50) was 
negatively associated with being a user.
Conclusion: For these 3 disciplines, the prevalence of a fam-
ily-related focus is low post-stroke. Given the increasing evi-
dence regarding the effectiveness of family-related interven-
tions on stroke outcomes, it is imperative that best practice 
is implemented.
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INTRODUCTION
The support of family members acts as a key facilitator of 
stroke recovery (1). Indeed, the regular presence of another per-

son in the home has been identified as a major determinant of 
return home after stroke and prevention of institutionalization 
(2). However, undertaking the supportive role is a difficult one, 
with numerous studies reporting negative effects on the care 
partner including a sense of burden (3, 4), feeling captive (5), 
psychological strain (6) including a fear of stroke recurrence 
(7), and, increased responsibilities and decreased leisure time 
(8). This dual role of families, as providers (9) and needers (10) 
of care, is increasingly addressed in the literature: a search on 
the terms “stroke and family” produced 171 articles in Medline 
from 1980 to 1989 and 918 since the year 2000. According to 
Rodgers et al. (11), 6 main areas of need are associated with 
a caring role: need for information; high prevalence of stress, 
strain and depression; taking on new responsibilities; limited 
time for leisure and social activity contributing to isolation; 
difficulty balancing one’s own needs compared with the person 
who has had a stroke; and financial repercussions. 

While, overall, the results of randomized clinical trials 
(RCT) assessing the effectiveness of rehabilitation interven-
tions directed to families post-stroke (including information 
provision, training and support on an individual level or group 
basis) have been somewhat disappointing, evidence suggest 
that counseling programs obtain the most positive outcomes 
(12). In contrast, there is strong evidence from a systematic 
review published in 2001 suggesting that providing written 
information alone does not impact on mood, perceived health 
status and quality of life of either the patient or the care pro-
vider (13) although both parties value written information (14). 
A recently published high-quality RCT found that training 
caregivers in practical aspects of physical care, reduced carer 
stress and improved quality of life (15).

Despite this limited evidence, in 2002, the UK National 
Clinical Guidelines for Stroke recommended that from early 
post-stroke onset, and throughout the continuum of stroke 
care, it is important to consider the needs of the family with 
regard to information, education and support (16). Guidelines 
from the European Stroke Initiative (17), the US Agency for 
Heath Care Policy and Research (18) and the American Heart 
and Stroke Association (19) provide similar recommendations. 
Best practices are considered the adoption of the best available 
evidence-based assessments and interventions in the context of 
the individual and their needs (20). In line with this definition, 
we defined best practice for families post-stroke, as a clini-
cian identifying a potential family-related problem when one 
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exists, utilizing one or more of the standardized assessments 
related to family functioning or burden, and providing a family- 
related intervention. 

Currently, little is known about what is actually done for 
families across the continuum of stroke rehabilitation. Also, 
no literature has been published regarding clinicians’ desired 
family-related practices and how these are affected by various 
barriers, such as time and resources. Thus, the objectives of 
this study were to identify: (i) the extent to which rehabilitation 
clinicians recognize family-related issues as a problem when 
they exist, (ii) clinicians’ actual use of family-related assess-
ments and interventions, (iii) desired use of family-related 
assessments and interventions in an ideal world and, (iv) the 
clinician and environmental variables associated with being a 
family-related “problem-identifier” or “intervention-user”.

MATERIAL AND METHODS
A cross-sectional Canada-wide survey was undertaken to investigate 
actual and desired practices of occupational therapists (OTs), physi-
otherapists (PTs) and speech language pathologists (SLPs) working 
with patients across the continuum of stroke care, including acute care, 
in-patient rehabilitation and community out-patient services. Clinicians 
were identified through lists provided by the respective provincial pro-
fessional Orders and the Canadian Associations. Inclusion criteria were: 
having worked with an adult stroke clientele in the same setting for at 
least 3 months; treating at least 2 patients with stroke per month; being 
present in the work setting for 6 months in the past year. Prompted by a 
case study (vignette) depicting a typical patient with stroke, clinicians 
were asked to identify problems, assessments and interventions they 
would use for this patient in their actual practices, as well as any other 
assessments or interventions they would wish to use in an ideal world. 
Research ethics approval was provided by the Institutional Review 
Board, Faculty of Medicine, McGill University, in Montreal, Quebec, 
Canada and the Ethics Review Board of the Centre de recherche inter-
disciplinaire en réadaptation du Montréal métropolitain. 

This paper focuses specifically on the family-related findings that 
were operationally defined with the International Classification of 
Functioning, Disability and Health (ICF) (21), specifically referring 
to Environmental Factors, Chapter 3 – Support and Relationships and 
Chapter 4 – Attitudes. 

Measurement instruments
Creation of the stroke vignettes. Using rigorous focus group methodo-
logy (22), 3 vignettes each corresponding to a different phase of stroke 
rehabilitation – acute care, rehabilitation in-patient, and community 
out-patient – were developed by 3 separate groups of stroke clinicians 
and researchers. Focus group participants were instructed to describe a 
typical client with stroke. Vignettes were further validated by experts 
to insure that a typical case had been created, and that the English and 
French language versions were comparable. Cues relating to familial 
concerns included in the vignette were:

For acute care: 
“Prior to the stroke, P. lived with a spouse... Since retirement 2 years 
ago, P. had enjoyed gardening, golf and driving the family car on 
daily outings…Before leaving the room you ask the couple about 
their major concerns. P. points to the right arm and becomes tearful: 
the spouse states that P. is very anxious about the problems caused 
by the stroke and is often tearful. … The spouse is also worried 
about P.’s discharge from the hospital, when it will take place, and 
how they will manage at home.”

For rehabilitation in-patient:
“Prior to the stroke, J was living with a spouse in a 2-storey home 
that they own. The couple shared domestic activities and J enjoyed 
swimming, golfing, socializing and driving to various activities...
J experienced a fall from the wheelchair on the day of admission 
while trying to get up alone... J expresses a desire to get back to 
walking and is anxious to return home, becoming tearful during this 
part of the discussion.”

For community out-patient:
“C lives with a spouse… The couple are very supportive of each 
other and have had an active lifestyle. Among their 4 children, only 
one daughter lives within close proximity and can provide some as-
sistance. C.’s spouse expresses concern about taking on all the added 
responsibilities and does not know where to go for help. The daughter 
seems quite burdened and has had to delay her vacation because she 
felt her parents required her assistance. The daughter accompanies 
her parents on all of their outings and visits them on a daily basis. 
Last week, C. fell while in the bathroom. Although there were no 
injuries, the family is now quite scared to leave C. alone.”

Creation of the data collection questionnaire. The telephone interview 
questionnaire was designed using Dillman’s guidelines (23), reviewed 
for face validity and pre-tested on a convenience sample of 5 clinicians. 
The final English version was translated into French, using a rigorous 
forward and backward translation technique. The questionnaire compo-
nents included: (i) clinician characteristics; (ii) open- and closed-ended 
questions regarding problems identified and actual and desired use of 
assessments (including timing of their use: initial, during the course of 
treatment, discharge or follow up) and of interventions; (iii) environ-
mental characteristics of the work setting (see Table I).

Recruitment and data collection procedures. To accrue a representative 
sample of clinicians working in the 10 Canadian provinces, dispropor-
tional random sampling was performed by discipline. Specific quotas 
in the 10 provinces were targeted according to region (urban/rural) 
and working environment (acute care/rehabilitation in-patient/com-
munity out-patient). Trained telephone recruiters traced potential 
participants. Eligibility was ascertained and those who agreed to 
participate were scheduled for a 25-minute telephone interview. The 
vignette matching the working environment was faxed within 48 
hours of the interview. To avoid potential contamination, respondents 
were asked to refrain from discussing the research with colleagues 
and attempts were made to perform all interviews within a site in 
relatively close succession. 

Sample size. For an anticipated prevalence of 40% use of “best prac-
tices”, and a confidence interval of 95%, a margin of error set at 5%, 
396 clinicians per discipline were required. To enable comparison of 
prevalence across setting and environment, targeted sample size was 
set at 600 participants for OT and PT and 400 for SLP as SLPs working 
in stroke are fewer in number.

Data management and analysis
Two research assistants coded the clinicians’ open-ended responses from 
a list of problem, assessment and intervention terms generated by the first 
author (see below for further clarification). Two authors, AR and NKB, 
verified the accuracy of the coding. Data were entered into a computer-
ized database system using a unique identifier for each clinician. 

Descriptive statistics were used to indicate the prevalence of problem 
identification, assessment, and intervention use, according to discipline 
and vignette. To identify family-specific problems, all 221 problems 
mentioned by clinicians were reviewed and mapped onto the ICF (21). 
Based on the ICF Chapters 3 and 4, 7 terms were family-related: care-
giver burden, social support, family education, respite, dependence on 
spouse, family dynamics and family guilt. A clinician who stated one 
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Table I. Characteristics of respondents and their work environment according to the clinician being a family problem identifier/family intervention 
user (n = 1755). Values in Table are n (%) except for age (mean (SD)).

Family problem identifier Family intervention user

Yes No Yes No

Respondent characteristics
Age (years) 39.8 (9.5)* 38.0 (9.3) 39.7 (9.4)* 38.0 (9.3)
Discipline
Occupational therapist
Physical therapist
Speech language pathologist

256 (38.6)*
201 (30.6)
114 (26.1)

407 (61.4)
455 (69.4)
322 (73.9)

253 (38.2)*
163 (24.8)
169 (38.8)

410 (61.8)
493 (75.2)
267 (61.2)

Degree of professional training‡
Diploma entry-level
Bachelors
Masters
Doctorate

51 (40.8)*
399 (34.4)
118 (25.7)

2 (40.0)

74 (59.2)
760 (65.6)
341 (74.3)
3 (60.0)

50 (40.0)**
360 (31.1)
173 (37.7)

1 (20.0)

75 (60.0)
799 (68.9)
286 (62.3)

4 (80.0)

Stroke clients in a typical day‡
< 2
2–5
6–10
> 10

266 (41.6)*
243 (29.2)
51 (20.0)
10 (38.5)

373 (58.4)
589 (70.8)
204 (80.0)

16 (61.5)

241 (37.7)*
263 (31.6)
70 (27.5)
8 (30.8)

398 (62.3)
569 (68.4)
185 (72.5)
18 (69.2)

Work environment
Work setting
Acute care
Rehabilitation in-patient
Community out-patient

101 (18.4)*
77 (12.3)

393 (67.8)

447 (81.6)
550 (87.7)
187 (32.2)

143 (26.1)*
165 (26.3)
277 (47.8)

405 (73.9)
462 (73.7)
303 (52.2)

Province‡
Ontario
Other provinces

155 (37.9)*
416 (31.0)

254 (62.1)
928 (69.0)

145 (35.5)
439 (32.7)

264 (64.5)
905 (67.3)

New stroke clients per month
0–10
11–20
21–30
31–40
> 40

403 (36.8)*
102 (23.4)
28 (25.0)
12 (37.5)
21 (40.4)

693 (63.2)
333 (76.6)
84 (75.0)
20 (62.5)
31 (59.6)

369 (33.7)**
128 (29.4)
42 (37.5)
16 (50.0)
23 (44.2)

727 (66.3)
307 (70.6)
70 (62.5)
16 (50.0)
29 (55.8)

Average length of stay (days)‡
< 1 
1–5 
6–9 
10–15 
16–25 
> 25 

25 (43.1)*
12 (48.0)
22 (27.5)
34 (19.5)
50 (21.9)

426 (36.2)

33 (56.9)
13 (52.0)
58 (72.5)

140 (80.5)
178 (78.1)
750 (63.8)

20 (34.5)
6 (24.0)

26 (32.5)
57 (32.8)
71 (31.1)

403 (34.3)

38 (65.5)
19 (76.0)
54 (67.5)

117 (67.2)
157 (68.9)
773 (65.7)

Source of funding of setting‡
Private for profit
Private non-profit
Public
Veterans Administration
Other

44 (55.0)*
11 (45.8)

507 (31.0)
4 (44.4)
5 (62.5)

36 (45.0)
13 (54.2)

1126 (69.0)
5 (55.6)
3 (37.5)

34 (42.5)
6 (25.0)

537 (32.9)
4 (44.4)
4 (50.0)

46 (57.5)
18 (75.0)

1096 (67.1)
5 (55.6)
4 (50.0)

Teaching institution‡
Yes
No

337 (29.7)*
234 (37.9)

799 (70.3)
383 (62.1)

367 (32.3)
217 (35.2)

769 (67.7)
400 (64.8)

Stroke research conducted‡
Yes
No
Don’t know

147 (28.5)*
397 (35.0)
27 (25.5)

368 (71.5)
736 (65.0)
79 (74.5)

165 (32.0)
391 (34.5)
29 (27.4)

350 (68.0)
742 (65.5)
77 (72.6)

Same discipline therapists ‡
1 («working alone»)
2–4
5–10
> 10

128 (45.0)*
213 (31.1)
140 (29.4)
89 (32.7)

188 (59.5)
471 (68.9)
336 (70.6)
18. (67.3)

111 (35.1)
243 (35.5)
144 (30.3)
87 (32.0)

205 (64.9)
441 (64.5)
332 (69.7)
185 (68.0)

Multidisciplinary team‡
Yes
No

524 (31.5)*
47 (53.4)

1139 (68.5)
41 (46.6)

546 (32.8)**
39 (44.3)

1117 (67.2)
49 (55.7)
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or more of these words was identified to be a “family-related problem 
identifier”. All 556 assessments mentioned by clinicians were reviewed 
to identify those that had a family-related domain: 9 were identified; 3 
are standardized (24–26) based on published psychometric properties. 
A non-standardized assessment was defined as a family-related tool 
with no or few published procedures for administration, scoring and 
interpretation, and having no or minimal evidence of reliability and 
validity. The non-standardized assessments included: caregiver burden 
(self-report), caregiver need, social assessment, family support, family 
education and family dynamics. Finally, all 379 different interventions 
were reviewed and 7 were deemed family-related: family involvement, 
family education, home care, support group, community resources, 
respite program and support. A clinician indicating one or more was 
classified as a “family-related intervention user”. 

To study the contribution of potential explanatory variables on out-
comes of interest with a sufficiently high prevalence to allow further 
exploration – “family-related problem identifier” and “family-related 
intervention-user”, univariate associations between these 2 outcomes 
and the 28 clinician and environmental variables were explored us-
ing χ2 and t-tests. The threshold for significance was set at 0.01, as 
numerous comparisons were performed. 

Finally, 2 separate logistic regression analyses were performed, 
including all 3 disciplines, to investigate the contribution of the pos-
sible explanatory variables that were associated at p < 0.10 with the 2 
outcomes: being a problem identifier (yes/no) or being an intervention 
user (yes/no). Using stepwise backward elimination, the most parsimo-
nious models were identified. Statistically significant (p < 0.01) odds 
ratios (OR) with their 95% confidence interval (CI) are reported. 

RESULTS 

Actual and desired practices for families after a stroke
Sample description. A total of 5374 rehabilitation specialists 
were randomly sampled. Of these, 258 could not be traced, 
3183 were ineligible primarily because they did not treat indi-
viduals with stroke, or were not required because the sample 
size for their stratum had been reached (n = 544; including 
221 PTs, 241 OTs, 82 SLPs). Of the 1933 eligible clinicians, 
178 (9.2%) refused to participate including 48 OTs, 97 PTs, 

and 33 SLPs. The total sample of 1755 including 663 OTs, 656 
PTs, and 436 SLPs aged between 22 and 72 years (Table I), 
was largely female (91.3%) with 76.6% working in a urban 
or suburban region, 73.0% working full time, 77.0% having 
4 or more years of clinical experience with stroke and more 
than 2-thirds reporting that they spend less than 2 hours treat-
ing stroke daily (69.2%). A minority of respondents taught at 
the university level (12.0%). Nearly one-third had a specialty 
certification (30.3%) and the majority received students for 
fieldwork placements (89.8%). A high proportion of clinicians 
perceived that access to new stroke information was easily 
available at work (72.5%) and 82.7% mentioned that they 
had funds provided to attend continuing education activities. 
However, only 38.8% perceived that they had sufficient time 
allocated at work for learning new information.

Problem identification. Family-related problem identification 
across disciplines was low in acute care (18.4%) and in reha-
bilitation in-patient care (12.3%), but higher in the community 
at 67.9% (Table II).

Assessments (actual and desired). The use of family-related 
standardized assessments was rare, with only 12 of 1755 cli-
nicians indicating use at any time (Table II). Family-related 
assessment use (including non-standardized assessments) was 
mentioned 237 times: 110 at admission, 63 during the course 
of treatment, 56 at discharge and 8 at follow-up. When asked 
about desired assessment practices in an ideal world, 13 clini-
cians mentioned a family-related assessment: only 3 indicating 
a standardized tool (25, 26). 

Interventions (actual and desired). Across disciplines and 
work settings, one third of clinicians would typically offer a 
family-related intervention in their actual practice. The desire 
to offer more family-related interventions was low across 
disciplines (Table II). 

Table I contd.

Family problem identifier Family intervention user

Yes No Yes No

Stroke team
Yes
No

133 (22.9)*
402 (37.3)

447 (77.1)
676 (62.7)

170 (29.3)*
384 (35.6)

410 (70.7)
694 (64.4)

Setting supportive of on-going professional learning‡
Yes
No

496 (31.9)
73 (37.1)

1059 (68.1)
124 (62.9)

496 (31.9)*
87 (44.2)

1059 (68.1)
110 (55.8)

Funds provided to attend continuing education activities‡
Yes
No

454 (31.3) **
113 (37.8)

998 (68.7)
186 (62.2)

463 (31.9)*
120 (40.1)

989 (68.1)
179 (59.9)

Nurses work in setting
Yes
No

407 (28.0)*
164 (54.3)

1046 (72.0)
138 (45.7)

470 (32.3)**
115 (38.1) 

983 (67.7)
187 (61.9)

Social workers work in setting
Yes
No

392 (28.6)*
179 (46.5)

978 (71.4)
206 (53.5)

438 (32.0)**
147 (38.2)

932 (68.0)
238 (61.8)

*p-value < 0.01 and **p-value < 0.10 based on χ2 test or independent sample t-test.
‡n vary slightly because of missing values. 
SD: standard deviation. 
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Best practices overall. Using a definition of family-related best 
practice to include 3 components: identification of a family-
related problem, standardized assessment, and, intervention, 
then best practice was rare at 7/1755 clinicians. This low figure 
is largely related to the low prevalence of standardized assess-
ment use. However, of the 571 respondents who identified a 
problem, only 51.1% would offer an intervention. Conversely, 
24.7% of the 1184 clinicians who did not identify a problem 
indicated an intervention. 

Association between problem-identifiers, intervention-users 
and explanatory variables
Univariately, of the 28 potential explanatory variables, 16 were 
significantly associated (p < 0.01) with being a problem identi-
fier. For the outcome intervention user, 7 obtained a p < 0.01 
(Table I). The logistic regression analyses were performed 
on the 1590 respondents with complete information on all 
explanatory variables. For the outcome problem identifier, 22 
variables with p < 0.10 univariately were included. The most 
parsimonious model that explained 79.4% of the outcome 
was: work setting, discipline, age of clinician and province of 
employment. Working in the community out-patient setting 
was associated (OR 9.16; 95% CI 6.72–12.49; p < 0.001) with 
being a problem identifier, whereas working in a rehabilitation 
in-patient setting was negatively associated (OR 0.58; 95% 
CI 0.41–0.82; p < 0.002) with being a problem identifier, the 
reference group being acute care. Being a PT (OR 0.53; 95% CI 
0.39–0.71; p < 0.001) or an SLP (OR 0.49; 95% CI 0.35–0.69; 
p < 0.001) vs an OT was negatively associated with being a 
problem identifier, whereas being older (OR 1.02; 95% CI 
1.01–1.03; p < 0.009) or working in Ontario (OR 1.58; 95% 
CI 1.17–2.13; p < 0.003) was associated with being a problem 
identifier. There was no interaction between age and discipline 
or age and work setting.

The results of the logistic regression with the outcome in-
tervention user, using the 20 variables with p < 0.10 showed 
that, together, work setting, age, perception of support for 
on-going learning and discipline, explained 67.6% (p < 0.001) 

of the variability. To work in a community out-patient setting 
(OR 2.43; 95% CI 1.85–3.19; p < 0.001), being older clinicians 
(OR 1.02; 95% CI 1.01–1.03; p = 0.001) or not perceiving their 
work environment being supportive of an on-going profes-
sional learning (OR 1.72; 95% CI 1.24–2.37; p = 0.001) was 
associated with being an intervention user, whereas being a 
PT (OR 0.50; 95% CI 0.39–0.65; p < 0.001) was negatively 
associated with being a user.

DISCUSSION

Considering best practice to be family-related problem identi-
fication, along with utilization of standardized assessments and 
interventions, the prevalence of best practice in this sample was 
extremely low. There are a number of potential reasons for this 
finding. Strong evidence on the effectiveness of family inter-
ventions has appeared only recently (27), with 2 of 3 available 
systematic reviews published in 2005 (12, 28), and the study 
from Kalra et al. (15) that reported substantial benefits to car-
egivers, was not included in these reviews. Additionally, in a 
busy healthcare system, clinicians may perceive family-related 
interventions to be of lesser importance than other interven-
tions. Indeed, when asked about their desired assessment and 
intervention practices in an ideal world, few clinicians indicated 
a desire to introduce or increase family-related interventions. 
Also, within the current structure of rehabilitation, clinicians 
typically work a 9-to-5-weekday schedule, reducing the potential 
for interaction with families who are likely to be more readily 
available evenings and weekends. Finally, knowledge translation 
in this area of stroke rehabilitation, as in other areas, requires 
time: only two-fifths of this sample considered that sufficient 
work time was allocated to acquire new knowledge. 

Family-related standardized assessments were rarely used 
yet numerous exist (29) including the Caregiver Strain Index 
(30), and the Family Assessment Device (31, 32) the latter 
being the tool of choice recommended by the US Post-Stroke 
Rehabilitation Guideline Panel (33). Encouraging clinicians 
to adopt these assessments will be especially challenging 

Table II. Prevalence of family-related actual and desired practices by discipline and work setting. Values in the table are  n (%) (95% confidence 
interval)

Acute Rehabilitation in-patient Community out-patient

OT
n = 183

PT
n = 202

SLP
n = 163

OT
n = 253

PT
n = 223

SLP
n = 151

OT
n = 227

PT
n = 231

SLP
n = 122

Problems identified 42 (23.0)
(16.9–29.1)

29 (14.4)
(9.6–19.2)

30 (18.4)
(12.5–24.3)

37 (14.6)
(10.2–19.0)

24 (10.8)
(6.7–14.9)

16 (10.6)
(5.6–15.5)

177 (78.0)
(72.6–83.4)

149 (64.2)
(58.0–70.4)

68 (55.7)
(46.9–64.5)

Standardized 
assessments

0 0 0 0 0 0 11 (4.8)
(2.0–7.6)

0 1 (0.8)
(0–2.4)

Non-standardized 
assessments 

19 (10.4)
(6.0–14.8)

5 (2.5)
(0.3–4.7)

3 (1.8)
(0–3.8)

12 (4.7)
(2.1–7.3)

4 (1.8)
(0.1–3.5)

2 (1.3)
(0–3.1)

29 (12.8)
(8.5–17.1)

20 (8.7)
(5.1–12.3)

13 (10.7)
(5.2–16.2)

Intervention use 52 (28.4)
(21.9–34.9)

36 (17.8)
(12.5–23.1)

55 (33.7)
(26.4–41.0)

67 (26.5)
(21.1–31.9)

49 (22.0)
(16.6–27.4)

49 (32.5)
(25.0–40.0)

134 (59.0)
(52.6–65.4)

78 (33.8)
(27.7–39.9)

65 (53.3)
(44.4–62.2)

Desired 
intervention*

4 (2.2)
(0–4.3)

8 (4.0)
(1.3–6.7)

19 (11.7)
(9.2–14.2)

11 (4.3)
(1.8–6.8)

6 (2.7)
(0.6–4.8)

9 (6.0)
(2.2–9.8)

20 (8.8)
(5.1–12.5)

21 (9.1)
(5.4–12.8)

21 (17.2)
(10.5–23.9)

*Respondents were asked if there were any additional interventions they would wish to use in an ideal world.
OT: occupational therapist; PT: physiotherapist; SLP: speech language pathologist.
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given our findings that the desire for additional family-related 
assessment use was extremely low. The low prevalence of 
intervention use, particularly in acute care, is distressing con-
sidering that nearly half of patients with stroke are discharged 
directly home (34).

Familial issues are most likely to be noticed when meeting 
the client in their own home, in the presence of family mem-
bers, which is supported by our findings regarding the positive 
association with a community work setting. Interestingly, the 
3 focus groups were all given the same instructions when 
developing the vignettes, yet the community group included 
more family-related phrases. This non-equivalence in the cues 
used in each of the 3 vignettes may have contributed in part 
to the differences observed across the 3 settings. The positive 
association with working in Ontario compared with other 
provinces and identifying family-related problems may be a 
positive aspect associated with the Ontario Stroke Strategy 
(www.lhsc.on.ca/rss).

Older clinicians were more likely to offer family-related 
interventions. We would have hypothesized the opposite 
to be true, as recently graduated clinicians should be more 
knowledgeable of emerging evidence on the benefits of fam-
ily interventions. Perhaps experience-based knowledge (tacit 
knowledge) (35, 36) could in part explain this result. It might be 
easier for an experienced clinician to adopt a global view of all 
stroke consequences including those affecting the family. Also, 
older clinicians may be experiencing personal situations where 
illness, for example in aging parents, places burden on them, 
which in turn makes them more sensitive to the impact of ill-
ness on the family. Finally, the positive association with being 
an OT or a SLP (rather than a PT) and being an intervention-
user has intrinsic validity: a large part of the OT curriculum is 
focused on client-centered care (37), which includes a central 
focus on the family. Similarly, SLPs must involve families in 
their interventions as communication between family members 
is a major goal of post-stroke intervention. 

This study focused on 3 rehabilitation disciplines. Conse-
quently, the entire interdisciplinary attention to family-related 
issues was not captured. Nurses and social workers are rec-
ognized as having an important family focus in their practice. 
Also, clinicians typically work in multidisciplinary teams, and 
family-related concerns may come up more easily with the team 
discussion. Another possible concern is the use of case studies 
rather than “real” cases to elicit information. However, previ-
ous work has found case studies to be a valid form of treatment 
ascertainment (38) and there are many advantages related to 
this method including the ability to study variations in practice 
for a specific client (39). Lastly, this study was conducted in 
Canadian settings and rehabilitation for families after stroke 
might differ elsewhere in the world.

In conclusion, there is emerging evidence that best practices 
including family-related interventions reduce family stress, 
illness and institutionalization. Concomitantly, our results 
indicate strong evidence of lack of use. Immediate actions 
are needed to recognize that family-related interventions, 
while less glamorous than other innovations for stroke, are 

as important in changing stroke outcomes and reducing the 
costs of stroke care. It is imperative that healthcare providers 
systematically include assessments and interventions in their 
stroke best practices that consider the family unit, not just the 
individual who has experienced the stroke.

ACKNOWLEDGMENTS

We acknowledge the contribution of Anita Menon-Nair as the research 
coordinator for this study as well as Julie Lamoureux for her assistance 
with statistical analysis. 

This research was funded by the Canadian Stroke Network, the Heart 
and Stroke Foundation of Ontario, FRSQ/REPAR and the CRIR

Conflict of interest: None.

REFERENCES

1. Bhogal SK, Teasell RW, Foley NC, Speechley MR. Community re-
integration after stroke. Top Stroke Rehabil 2003; 10: 107–129.

2. Belanger L, Bolduc M, Noel M. Relative importance of after- 
effects, environment and socio-economic factors on the social inte-
gration of stroke victims. Int J Rehabil Res 1988; 11: 251–260.

3. Kaste M, Fogelholm R, Rissanen A. Economic burden of stroke 
and the evaluation of new therapies. Public Health 1998; 112: 
103–112.

4. Scholte op Reimer WJ, de Haan RJ, Rijnders PT, Limburg M, van 
den Bos GA. The burden of caregiving in partners of long-term 
stroke survivors. Stroke 1998; 29: 1605–1611.

5. Periard ME, Ames BD. Lifestyle changes and coping patterns 
among caregivers of stroke survivors. Public Health Nurs 1993; 
10: 252–256.

6. Blake H, Lincoln NB. Factors associated with strain in co-resi-
dent spouses of patients following stroke. Clin Rehabil 2000; 14: 
307–314.

7. Gilmet K, Burman ME. Stroke perceptions of well laypersons and 
professional caregivers. Rehabil Nurs 2003; 28: 52–56.

8. Grant JS, Glandon GL, Elliott TR, Giger JN, Weaver M. Caregiving 
problems and feelings experienced by family caregivers of stroke 
survivors the first month after discharge. Int J Rehabil Res 2004; 
27: 105–111.

9. van Veenendaal H, Grinspun DR, Adriaanse HP. Educational 
needs of stroke survivors and their family members, as perceived 
by themselves and by health professionals. Patient Educ Couns 
1996; 28: 265–276.

10. Brereton L, Nolan M. ‘Seeking’: a key activity for new family 
carers of stroke survivors. J Clin Nurs 2002; 11: 22–31.

11. Rodgers H, Francis J, Brittain K, Robinson A. Who cares? – caring 
for the carer of stroke patients. Disabil Rehabil 2007; 29: 425-
427.

12. Visser-Meily A, van Heugten C, Post M, Schepers V, Lindeman E. 
Intervention studies for caregivers of stroke survivors: a critical 
review. Patient Educ Couns 2005; 56: 257–267.

13. Forster A, Smith J, Young J, Knapp P, House A, Wright J. Informa-
tion provision for stroke patients and their caregivers. Cochrane 
database Syst Rev 2001: CD001919.

14. Hanger HC, Walker G, Paterson LA, McBride S, Sainsbury R. 
What do patients and their carers want to know about stroke? A 
two-year follow-up study. Clin Rehabil 1998; 12: 45–52.

15. Kalra L, Evans A, Perez I, Melbourn A, Patel A, Knapp M, et al. 
Training carers of stroke patients: randomised controlled trial. 
BMJ 2004; 328: 1099.

16. National Clinical Guidelines for Stroke. London: Royal College 
of Physicians 2004.

J Rehabil Med 39



519Actual vs best practice for families post-stroke

17. Hack W, Kaste M, Bogousslavsky J, Brainin M, Chamorro A, Lees 
K, et al. European Stroke Initiative Recommendations for Stroke 
Management-update 2003. Cerebrovasc Dis 2003; 16: 311–337.

18. Veterans Health Administration, Department of Defense (Va/Dod). 
Clinical Practice Guideline for the Management of Stroke Reha-
bilitation. Washington (DC): Department of Veteran Affairs, USA; 
2002.

19. Duncan PW, Zorowitz R, Bates B, Choi JY, Glasberg JJ, Graham 
GD, et al. Management of adult stroke rehabilitation care: a clinical 
practice guideline. Stroke 2005; 36: e100–143.

20. Canadian Best Practice Recommendations for Stroke Care. Na-
tional working group of the Canadian Stroke Strategy. 2006.

21. WHO. International Classification of Functioning, Disability and 
Health. Geneva: World Health Organization; 2001.

22. Morgan D, Krueger R, editors. The focus group kit. London: SAGE 
Publications; 1998.

23. Dillman D, editor. Mail and internet surveys: the tailored design 
method. New-York: John Wiley; 2000.

24. Elmstahl S, Malmberg B, Annerstedt L. Caregiver’s burden of 
patients 3 years after stroke assessed by a novel caregiver burden 
scale. Arch Phys Med Rehabil 1996; 77: 177–182.

25. Oliver R, Blathwayt J, Brackley C, Tamaki T. Development of the 
Safety Assessment of Function and the Environment for Rehabilita-
tion (SAFER) tool. Can J Occup Ther 1993; 60: 78–82.

26. Zarit SH, Reever KE, Bach-Peterson J. Relatives of the impaired 
elderly: correlates of feelings of burden. Gerontologist. 1980; 20: 
649–655.

27. van Heugten C, Visser-Meily A, Post M, Lindeman E. Care for car-
ers of stroke patients: evidence-based clinical practice guidelines. 
J Rehabil Med 2006; 38: 153–158.

28. Lui MH, Ross FM, Thompson DR. Supporting family caregivers in 
stroke care: a review of the evidence for problem solving. Stroke 

2005; 36: 2514–2522.
29. Visser-Meily JM, Post MW, Riphagen, II, Lindeman E. Measures 

used to assess burden among caregivers of stroke patients: a review. 
Clin Rehabil 2004; 18: 601–623.

30. Robinson BC. Validation of a Caregiver Strain Index. J Gerontol 
1983; 38: 344–348.

31. Epstein N, Baldwin L, Bishop D. The McMaster Family Assess-
ment Device. J Marital Fam Ther 1983; 9: 171–180.

32. Miller I, Epstein N, Bishop D. The McMaster Family Assessment 
Device: reliability and validity. J Marital Fam Ther 1985; 11: 
345–356.

33. Post-stroke rehabilitation: assessment, referral and patient man-
agement. Post-Stroke Rehabilitation Guideline Panel. Agency for 
Health Care Policy and Research. Am Fam Physician 1995; 52: 
461–470.

34. Kapral M, Silver F, Richards J, Lindsay P, Fang J, Shi S, et al., edi-
tors. Registry of the Canadian Stroke Network. Toronto: Institute 
for Clinical and Evaluative Sciences; 2005.

35. Mattingly C. What is clinical reasoning? Am J Occup Ther 1991; 
45: 979–986.

36. Thornton T. Tacit knowledge as the unifying factor in evidence 
based medicine and clinical judgement. Philos Ethics Humanit 
Med 2006; 1: 2.

37. Sumsion T, Law M. A review of evidence on the conceptual ele-
ments informing client-centred practice. Can J Occup Ther 2006; 
73: 153–162.

38. Jones TV, Gerrity MS, Earp J. Written case simulations: do 
they predict physicians’ behavior? J Clin Epidemiol 1990; 43: 
805–815.

39. Langley GR, Tritchler DL, Llewellyn-Thomas HA, Till JE. Use of 
written cases to study factors associated with regional variations 
in referral rates. J Clin Epidemiol 1991; 44: 391–402.

J Rehabil Med 39


