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____________________________________________________________________ 

 

Stroke is a third leading cause of death in Finland (Soinila, Kaste & Somer 2006, 271).  

The damages of stroke are individual and can have an effect on person’s physical, 

mental and social capacity in many ways. Post stroke patients might develop chronic 

pain due to the possible permanent changes of the neural pathways after stroke.  

 

Physiotherapy has a big role in stroke rehabilitation. The aim of physical management 

is to achieve patient’s functional capacity and independence as much as possible and 

therefore minimize complications. Stroke rehabilitation is involved in all stages: acute, 

sub-acute and long-term phase to return patient’s mobility. Home rehabilitation offers 

experiences of safety, independence and capability due to learning how to cope with 

daily activities. 

 

The aim of the thesis was to make a self-management package for stroke patients with 

chronic pain for the use of Laitilan Terveyskoti. The objective was to make a clear 

datafile including information of chronic pain among stroke patients to help them to 

manage with it at home and to understand chronic pain. The package was done through 

a literature review and by interviewing a stroke patient’s relation.  
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1 INTRODUCTION 

In our country altogether 25 000 people have a stroke annually, of which approxi-

mately 18 000 are ischemic and 1 800 are hemorrhagic. About 4 500 of the cases lead 

to death and approximately 2 500 of those having ischemic stroke will relapse in a 

year. (Website of Aivoliitto 2017.)  

 

The need and duration of rehabilitation after stroke is individual and varies a lot. Ap-

proximately 40 % of stroke patients need a long-term rehabilitation. It has been found 

that rehabilitation started in the early phase leads to the best results. Rehabilitation is 

performed by a multidisciplinary team. (Website of Aivoliitto 2017.) Physiotherapy is 

a significant part of rehabilitation. A physiotherapist investigates the person’s func-

tional capacity and locomotion. The examination is guided by International Classifi-

cation of Functioning, Disability and Health (ICF) which is used between different 

professionals in health sector. (Website of Suomen Fysioterapeutit 2017.) After three 

months approximately 50-70 % of the stroke patients have recovered independent in 

their daily activities, 15-30 % have permanent disabilities and 20 % need institutional 

care (Website of Aivoliitto 2017).  

 

Home rehabilitation has been shown to offer positive effects in coping with daily ac-

tivities. In addition to that it increases active participation of individuals and helps 

them in returning to work and social life. (Reunanen 2017, 72.) For this reason, the 

aim of the thesis project is to help stroke patients with chronic pain to understand the 

pain and give tools to them for pain management at home.  
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2 THE AIM AND OBJECTIVE OF THE THESIS 

 

The aim of the thesis is to make a self-management package for stroke patients with 

chronic pain for the use of Laitilan Terveyskoti. The objective is to make a clear data-

file including information of chronic pain among stroke patients to help them to un-

derstand chronic pain and how to cope with it at home. 
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3 STROKE 

 

Stroke is a cerebrovascular accident which occurs when oxygen supply to the brain 

fails. Stroke is classified into two main categories: ischemic and hemorrhagic stroke. 

(Gillen & Burkhardt 2004, 2.) An ischemic stroke is the most common stroke, and is 

caused by a blocked blood vessel which leads to obstructed blood supply to the brain 

tissue. Lack of blood supply and oxygen causes a necrosis in that area of the brain 

where the vessel is blocked. (Website of Aivoliitto 2017.) An ischemic stroke can be 

caused by a thrombosis where a contraction of the artery wall leads to local obstruc-

tion, or by an embolism which means a clot originated from elsewhere of the body 

producing a blockage to the brain artery (Salmenperä, Tuli & Virta 2002, 27). In a 

transient ischemic attack (TIA) the symptoms are similar to ischemic stroke but last 

only minutes or hours. Therefore TIA is sometimes called a mini-stroke. (Stokes & 

Stack 2012, 10.) The risk of an ischemic stroke increases after having a TIA (Website 

of Aivoliitto 2017). 

 

A hemorrhagic stroke occurs when a blood vessel is ruptured and causes a blood leak-

age to the brain. In an intracerebral hemorrhagic stroke the bleeding occurs directly in 

the brain tissue, whereas an intracranial hemorrhage is a result of leakage somewhere 

between the skull and the brain. (Stokes & Stack 2012, 10-11.) In a subarachnoidal 

hemorrhage the bleeding appears in the space under the arachnoid membrane (Sal-

menperä et al. 2002, 28). 

 

The most important risk factor is elevated blood pressure which contributes the for-

mation of an ischemic or hemorrhagic stroke. Smoking, obesity, lack of physical ac-

tivity and plentiful use of alcohol are also increasing the risk of stroke. As a matter of 

fact, the risk is from three to five times higher among smokers. The risk is also in-

creased if there are multiple risk factors effecting simultaneously. (Salmenperä et al. 

2002, 32-33.) 

 

Applying hospital care fast and initiating the treatment immediately are essential for 

patient’s care and recovery. The acute care should focus to the units where are enough 

specialists and a possibility to examine and begin a patient treatment quickly 24 hours 
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a day. (Salmenperä et al. 2002, 29.)  Majority of acute stroke cases can be recognized 

by the symptoms of facial weakness, unilateral limb weakness and troubles in speech. 

The FAST (face, arm, speech) test can be used as a screening tool for acute stroke 

patients, although in some cases there might occur some other symptoms and therefore 

a stroke cannot be defined with the FAST test. (Royal College of Physicians 2016, 34.) 

 

Subacute stage covers the period from three to six months post stroke. Evaluation of 

patient’s need for physical, cognitive and psychosocial rehabilitation is done in one 

week after the stroke if possible. Rehabilitation plan is composed in cooperation with 

the patient, his or her relation, the caring department and multidisciplinary team. Mul-

tidisciplinary team consists of a doctor, a nurse, a physiotherapist, an occupational 

therapist, a speech therapist, a neuropsychologist and a social worker. If necessary, 

occupational health care, Kela and insurance companies can be involved in estimating 

patient’s ability to work. (Website of Käypä hoito 2017) 

4 EFFECTS OF STROKE ACCORDING TO ICF 

 

International Classification of Functioning, Disability and Health (ICF) represents 

functional capacity and limitations in function as a multidimensional, interactive and 

dynamic condition which consists of the synergy of health, individual and environ-

ment. ICF gives a possibility to describe functional capacity as an integrated phenom-

enon, and hereby to use it as a common language among different professions. Fur-

thermore, it serves an opportunity to follow the changes in functional capacity of a 

person. ICF describes functional capacity in the perspectives of body structures and 

functions, activities and participation. ICF Core Sets consist of descriptions that are 

suitable in certain situations or conditions. The Core Sets include a minimum amount 

of the descriptions that are needed to get a perception of person’s functional capacity 

as a result of a certain disease. (Website of Terveyden ja hyvinvoinnin laitos 2017.) 
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Figure 1 – ICF framework in rehabilitation. (Website of Physiopedia 2017.) 

4.1 Body functions and structure 

Body functions and structures describe the physical and psychological functions of 

body systems or body’s anatomical parts (Website of Terveyden ja hyvinvoinnin laitos 

2017). Usually a stroke leads to long-term or permanent disturbances in functional 

capacity and the impact to patients’ quality of life is massive (Salmenperä et al. 2002, 

28). The effects of stroke are individual and depend on the size of the affected area 

and in which part of the brain it occurs. Most commonly stroke leads to partial paral-

ysis (hemiparesis) or total paralysis (hemiplegia) of one side of the body. (Soinila, 

Kaste & Somer 2006, 272.) The symptoms manifest usually on the opposite side of 

the damaged brain area because the neural pathways travel mainly to the opposite side 

of the body (Salmenperä et al. 2002, 34). 

 

Other post stroke symptoms related to functional capacity are weakness one side or 

both sides of the body, excessive activation of healthy side of the body, increased or 

decreased muscle tone, disturbances in sensation, speech impairment, visual disturb-

ance, swallowing disorders. Also memory and coordination problems, vertigo, impair-

ment of perception, neglect (inability to notice or react to stimuli on the contrary side 

of the damage) and apraxia. (Salmenperä et al. 2002, 34, 37, 38.) Apraxia means trou-

ble in performing volitional movements and it usually leads to problems with activities 

of daily living. Apraxia is commonly related with left cerebral hemisphere damage, 
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and it should be observed with standardized tools to determine person’s capability. 

(Royal College of Physicians 2016, 60-61.) 

4.2 Activity and participation 

Activity and participation include the important areas in life, such as learning, com-

munication, locomotion, domesticity and interpersonal relations (Website of Tervey-

den ja hyvinvoinnin laitos 2017). Cognitive impairments occur commonly in the early 

post-stroke stage and are related to long hospital stay and decreased independence after 

stroke. Disturbance in alertness is common after a stroke and may occur particularly 

between the first days and weeks post stroke. The effects may be specific and seen for 

example in focusing or sustaining attention, or they can be more general and cause 

usual slowness. Difficulties with problem solving, planning and organizing are also 

common consequences of stroke. (Royal College of Physicians 2016, 60.) Also agno-

sia (trouble in recognizing objects), difficulty of learning new things, and problems in 

orientation and attentiveness might occur after stroke (Salmenperä et al. 2002, 38). 

4.3 Environmental and personal factors 

Environmental factors consist of the external factors that effect on the person posi-

tively or negatively, and can be seen on the individual’s activities, participation, body 

functions or structure (Website of ICF e-learning 2017). The environmental factors 

include products and technologies, natural environment, changes in environment, sup-

port and relations, attitudes, services, management and politics. Personal factors are 

for example age, gender, lifestyle, education and profession. (Website of Terveyden ja 

hyvinvoinnin laitos 2017.) 
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5 STROKE REHABILITATION 

 

Rehabilitation is planned and diverse, usually persistent functioning which aims to 

improve person’s functional capacity, self-management, wellbeing, employment and 

ability to participate. The client or patient should be actively participating in the reha-

bilitation process. (Website of Suomen Fysioterapeutit 2017.) Usually stroke patients 

need many kinds of rehabilitation due to the diverse symptoms after stroke (Soinila et 

al. 2006, 327). Rehabilitation can be arranged in institutes that are specialized in reha-

bilitation, outpatient clinics or health-care centers. A rehabilitation period can be or-

ganized in a rehabilitation department if the patient is not able to manage daily activi-

ties at home. (Salmenperä et al. 2002, 31.) 

 

Physiotherapy has a big role in stroke rehabilitation. A physiotherapist examines the 

person, his/her functional capacity and mobility both extensively and in detail. (Web-

site of Suomen Fysioterapeutit 2017.) Stroke rehabilitation is involved in acute, sub-

acute and long-term phase. During the whole rehabilitation period the purpose is to 

encourage the patient to participate actively. (Stokes & Stack 2012, 15.) 

 

It is necessary to clarify that the patient is medically stable before initiating physio-

therapy. At the early stage the focus is on controlling mobility, skin care and normal 

respiration. A physiotherapist needs to assess patient’s ability to control movements 

and the need of help in mobility and transfers, and investigate whether the patient is 

able to follow commands. In the later stage many assessments have been already done 

and the emphasis is on restoring patient’s functional capacity as much as possible with 

active participation of the patient. The baseline of patient’s functional ability should 

be determined to be able to measure the effectiveness of physiotherapy. (Stokes & 

Stack 2012, 16.) It is important that the patient does not compensate the paralyzed side 

of the body with the healthy one (Soinila et al. 2006, 328). 

 

After the intensive rehabilitation period the emphasis is in maintaining the achieved 

functional capacity (Soinila et al. 2006, 329). In this stage the rehabilitation should 

also focus on helping the patient to adapt into the new situation, role and identity. 

Discharging from the hospital to home or a care home and finishing the physiotherapy 
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program are the two most challenging and critical points for stroke patients, where-

upon it can cause stress and confusion for them. (Stokes & Stack 2012, 17.) 

5.1 Post stroke therapeutic exercise 

It is known that people learn to perform actions by practicing themselves. In addition, 

it is essential to have a possibility to make mistakes as well. In an early post stroke 

phase patients have problems to perform movements and daily activities. To relearn to 

perform them, they have to practice repetitively. Repetitive practicing is important to 

increase muscle strength and coordination and to develop the skill. Repetitions facili-

tate the muscle activation and improve the performance. As patients’ strength and con-

trol improve they can pay more attention to the goal because less focus is needed on 

performing the task. (Carr & Shepherd 2003, 14-15, 23.) 

 

Rehabilitation can be organized also in a group, for example as a circuit class. Circuit 

training can be planned in a way that the participants are working in pairs. Practicing 

together with someone can improve stroke patient’s motivation. Also observing an-

other person and helping each other have beneficial effects. Different tasks and exer-

cises in circuit training increase persons’ alertness and eagerness. It has been found 

that patients’ problem-solving skills may benefit from giving them some control in the 

practice situations. (Carr & Shepherd 2003, 10, 13.)  

 

It has been studied that both task-oriented exercise therapy and cognitive exercise ther-

apy have notable improvement in upper limb function, quality of life and activities of 

daily living in chronic stroke patients. In fact, the study of Lee et al. showed that after 

eight weeks of training for five times per week and sixty minutes each time, cognitive 

exercise therapy was considerably more effective on upper limb function and quality 

of life in chronic stroke patients. (Lee, Bae, Jeon & Kim 2015, 2787, 2789.) 

5.1.1 Balance 

Balance disturbances, especially putting weight over the base of support, are needed 

in activities of daily living and are very critical parts in motor control. For this reason 
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balance training may play a key role in stroke rehabilitation. Balance involves the abil-

ity to adapt movements to internal and external changes. Intensive strengthening exer-

cises of the lower limb muscles have to be included in rehabilitation if they are too 

weak to support, shift, and balance the body mass. (Carr & Shepherd 2003, 35, 37, 48.) 

 

According to the study of Park & Kim closed kinetic chain exercises are improving 

stroke patients’ balance and lower extremity muscle activation more than open kinetic 

chain exercises, although both had significant improvement on them. EMG-

biofeedback system was used with both kinetic chain exercises because it has been 

found to be useful in rehabilitation of musculoskeletal and neurological diseases by 

reducing pain and increasing muscle strength. The effects of EMG-biofeedback inter-

vention on dynamic balance has been studied by Tsaih et al. and on muscle activation 

by Dogan-Asla et al. and both of them showed significant improvements. (Park & Kim 

2017, 1390-1392.) 

 

Standing up and sitting down are important abilities to manage independently. Stand-

ing up requires balance, lower limb muscle strength and bigger range of motion of the 

knee than walking. Inability to stand up may lead to decreases in muscle strength and 

physical condition. It is essential to train standing up and sitting down to increase mo-

bility and independence. Loading the paretic limb during standing up or sitting down 

can improve person’s performance in other daily activities. (Carr & Shepherd 2003, 

129, 145-146.) 

5.1.2 Body weight supported treadmill training 

Stroke can have a big effect on gait ability and the recovery of it depends on the se-

verity of lower extremity paresis after stroke. Multiple cortical areas of brain are 

needed in controlling gait. Stroke patients usually have reorganized cortical areas 

which leads to different disturbances in gait. The studies have proven that control of 

the proximal lower extremity is important in increasing speed and performance of gait 

after stroke. (Mao et al. 2015, 1-2.) 
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Body weight supported treadmill training is used in stroke patients to restore gait and 

it has been shown to be more effective in increasing gait speed and improving balance 

than conventional physiotherapy in many studies. The study of Mao et al. investigated 

the effects of body weight supported treadmill training on balance, gait recovery and 

motor function of lower extremity in subacute stroke patients. After a three weeks 

training period body weight supported treadmill training as well as conventional over-

ground gait training improved balance and lower extremity function without notable 

difference between the methods, indicating that both of the training techniques could 

be used in rehabilitation of subacute stroke patients. (Mao et al. 2015, 1-2, 4.) 

 

Based on the results of the study, body weight supported treadmill training was re-

markably more effective on cadence and speed of gait than conventional training. In 

addition, the results showed that treadmill training with supported body weight im-

proved hip extension. These findings lead to the conclusion that body weight supported 

treadmill training can improve the quality of gait in subacute stroke patients. (Mao et 

al. 2015, 1, 4, 7.) 

 

Middleton et al. studied the effects of an intensive therapy period of body weight sup-

ported treadmill training on gait, balance and mobility compared to overground gait 

training in chronic stroke patients. The results indicated that after 10 days of intensive 

training there were no remarkable differences between the effects of treadmill training 

with supported body weight and overground gait training. However, the study showed 

that both of them had moderate effects on gait, balance and mobility. (Middleton et al. 

2014, 462, 467, 468.) 

5.1.3 Mirror therapy 

Mirror therapy has been used in many studies and it has been proven to be effective 

within six months after stroke. Mirror therapy is a method where the person sees 

his/her unaffected extremity’s reflection in the mirror, which gives visual feedback to 

the person. This facilitates the primary somatosensory cortex to provoke movement of 

the affected side. Mirror therapy bases on the mirror neuron system. (Yeldan, 

Huseyinsinoglu, Akinci, Tarakci, Baybas & Ozdincler 2015, 3519.)  
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The studies of Altschuler et al. and Yavuzer et al. indicate that the mirror therapy has 

more beneficial effects on upper extremity’s functional recovery comparing to the con-

ventional therapy. A study by Lim et al. was performed to see the effects of mirror 

therapy containing functional tasks in subacute stroke patients. The results of this study 

showed that after four weeks mirror therapy had significant improvements on upper 

extremity function and activities of daily living. (Lim, Lee, Yoo, Yun & Hwang 2016, 

629-635.)  

 

However, Yeldan et al. studied the effects of very early mirror therapy on the upper 

extremity function in acute stroke patients. The subjects were divided into two groups: 

mirror therapy group and neurodevelopmental treatment group. The results indicated 

that mirror therapy performed very early does not improve the function of upper ex-

tremity in acute stroke patients. In addition to that Yeldan et al. found out that neuro-

developmental treatment does not have beneficial effects on upper limb function in the 

very early phase. (Yeldan et al. 2015, 3519, 3523.) 

5.1.4 Constraint-induced movement therapy 

Constraint-induced movement therapy is a method used for recovery of upper extrem-

ity function in post stroke patients who have a possibility to recover. It has been drawn 

attention over 15 years and has been seen as an effective technique in rehabilitation of 

upper extremity. It means a forced use of the hemiparetic arm instead of the healthy 

arm in exercises and daily activities. The earlier Cochrane review performed in 2009 

showed positive effects of constraint-induced movement therapy on motor function of 

upper extremity in post stroke patients. A new study was executed in 2010 to update 

the results and to compensate the deficiencies. The results of the updated study indicate 

that constraint-induced movement therapy is ineffectual in terms of disability but has 

moderate effects on upper extremity function. (Corbetta, Sirtori, Moja & Gatti 2010, 

537-542.)  
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6 PAIN 

 

Feeling pain is essential because it can warn us about a damage in our body which 

already exists or is going to occur. There are sensors in the nerve cells that respond to 

different kinds of stimuli, all around the nervous system. (Butler & Moseley 2013, 8, 

30.) Experiencing pain due to a tissue damage is called nociceptive pain and it can be 

separated into four categories: transduction, transmission, modulation and perception. 

In transduction the energy (chemical, mechanical or thermal) of the stimuli causing 

tissue damage leads to the activation of nociceptors. The second phase is called trans-

mission, where the peripheral sensory nerves forward the impulses to the brain through 

the spinal cord. Modulation means modifying pain in the nervous system. The last 

phase is perception which means a subjective response to pain. During that pathway 

the signal activates systems that are building up the nociception and also systems that 

are decreasing it. The balance between these two systems determines how intensively 

the pain is experienced. (Kalso & Vainio 2002, 50, 88, 96.) 

 

Experiencing pain is typically unpleasant. In addition to pain itself, the unpleasantness 

of pain consists of the immediate will of getting rid of it, avoiding the cause of pain, 

counteracting pain, denying it or coping with it. These reactions can be hard to separate 

from the actual pain and they can be more harrowing than the original pain perception. 

This kind of instant pain experience is related to our own evaluation of its effects on 

our body and state of mind. (Kalso & Vainio 2002, 93.) 

6.1 Chronic pain 

Acute and chronic pain are separated from each other by the duration of the pain. Pain 

is considered to be chronic when it lasts more than 3 months or when pain is experi-

enced for a longer time than the expected time of tissue healing takes. (Kalso & Vainio 

2002, 87.) In contrast to acute pain, chronic pain does not protect the body from dam-

ages. Actually in chronic pain the brain itself can provoke sensation of pain, without 

any effects of outer factors. (Ojala 2015, 16, 18.) 
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An intense, long-term pain shapes the function of the central nervous system. Contin-

uous pain sensation leads for example to contraction of functional content of the grey 

matter in the areas which are used in pain processing. Also new neural nets are appear-

ing to the brain which is increasing the development of chronic pain. Most of the 

changes in the central nervous system can recover by removing the tissue damage to-

tally. However, for some patients, removing the factor causing pain does not effect in 

the recovery of brain function anymore. In chronic pain treatment the concentration is 

usually in decreasing pain, as well as blocking and managing ramifications such as 

insomnia, anxiety, depression and cognitive disorders. (Expert Group on Management 

of Chronic Pain and Cancer Pain 2017, 10.) 

6.2 Post stroke pain 

A stroke can cause permanent changes to the neural pathway leading nerve cells to 

react to stimuli more sensitively. This kind of pain is called neuropathic pain or central 

post stroke pain. (Royal College of Physicians 2016, 79; Kalso & Vainio 2002, 97.) 

There can be a long period of time between the pathological process and the beginning 

of pain. Also the nature of pain can change in the long run. A normal touch can be very 

painful for the patient as a result of neuropathic pain. Usually after a stroke the pain 

develops to the paralyzed side of the body but it can also be localized for example 

either in upper or lower limb. Post stroke pain is typically continuing, harrowing, ach-

ing and burning, and also most commonly sensation of temperature is decreased as 

well. Early neuropathic pain treatment in the acute phase may prevent the formation 

of chronic pain. The longer the pain lasts the more new synaptic connections root to 

the central nervous system which makes the pain reduction harder. Increasing and ac-

tivating patient’s survival management and attitude is important. (Kalso & Vainio 

2002, 98, 262.) 

 

Approximately 70% of post stroke patients have shoulder pain at some point 

(Forsbom, Kärki, Leppänen & Sairanen 2001, 37). Shoulder pain after stroke can be 

related to spasticity or subluxation of the joint (Royal College of Physicians 2016, 81). 

Shoulder pain disturbs and delays rehabilitation significantly. If every movement in-

creases shoulder pain and the pain occurs even when being still the person may become 
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unwilling to do any actions. Independent functional ability decreases if for example 

showering and dressing are increasing pain. The pain might also disrupt focusing and 

learning. It is important to clarify the factor which is causing pain to prevent its exac-

erbation. (Forsbom et al. 2001, 37.) Careful positioning of the affected arm and sup-

porting the weight of it are decreasing the risk of shoulder pain. Manigandan et al. 

(2014) showed that the evidence of electrical stimulation of the long head of biceps in 

shoulder subluxation is inadequate. Singh and Fitzgerald (2010) found out that local 

injections of botulinum toxin had some positive effects in decreasing pain and improv-

ing shoulder function. In addition, there is slight evidence that shoulder strapping pre-

vents shoulder subluxation. (Royal College of Physicians 2016, 81.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



18 

7 MOTIVATION AND SELF-EFFICACY 

 

Experiences and understanding of self-efficacy play the key roles in person’s agency. 

Self-efficacy effects on person’s adaptation and attitudes to changes in life. It deter-

mines person’s ability, effort and tolerance in challenging situations. Understanding 

of self-efficacy is guiding the person to relate either optimistically or pessimistically 

to challenges. Person’s own opinion of self-efficacy is essential in regulation of moti-

vation because they effect on the choices a person makes in life, the challenges a per-

son takes and the amount and duration a person is able to tolerate. (Reunanen 2017, 

20.) 

 

Understanding of self-efficacy can be increased during the rehabilitation period by 

producing experiences of success. Also observing and modelling other patients’ per-

forming some tasks or actions which require effort is strengthening the understanding 

of self-efficacy. Thirdly, encouragement of close relatives, peers or professionals is 

also improving the understanding of self-efficacy by making the person to receive 

tasks that feel almost impossible. Also monitoring and interpreting the internal feed-

back from the tasks may increase the person’s understanding of self-efficacy. The ef-

fects of self-efficacy in rehabilitation of stroke patients has been studied by Jones and 

Riatzi (2011). They found that self-efficacy was related to quality of life, depression, 

management of daily activities and also more or less physical functional ability of 

stroke patients. (Reunanen 2017, 22, 25.)  

 

Volz et al. (2016) studied the effects of self-efficacy on depression six months post 

stroke. The scholars found out that depressive symptoms in the early post stroke phase 

often led to post stroke depression later. Also decreased self-efficacy was noticed to 

be related to depression. The researchers state that dissatisfaction and negative expe-

riences during rehabilitation can decrease self-efficacy and increase depressiveness. In 

the study they also manifested that post stroke social support prevented later post 

stroke depression. (Volz, Möbus, Letsch & Werheid 2016, 253-254.) 
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Person’s agency and self-efficacy are closely related to coping. Factors related to per-

sonal resources, health and environment effect on disease controlling. Personal re-

sources are for example those opinions of self-efficacy that effect on person’s trust in 

his or her own role in rehabilitation. Health factors are for example the severity of 

disease and its consequences as well as threats of the future. Environmental factors are 

social connections and the possible obstacles of physical environment. (Reunanen 

2017, 25.)  

 

A person learns to cope in a new situation where he or she estimates the threats related 

to the disease and his or her own coping possibilities. The resources of control deter-

mine how the person adapts to a new situation, how the person gets motivated and 

retains opinions of self-efficacy which are improving the ability to cope and create a 

new identity after a severe disease. Furthermore, also those resources are needed which 

help to deal with feelings, to learn new things related to the disease and to control the 

changes related to social relations and roles. (Reunanen 2017, 26.) 

 

It has been studied that during the recent years empowerment and self-efficacy have 

become more important in rehabilitation and self-management after stroke. According 

to Jones et al. (2013) physiotherapists should approach the stroke client in a way that 

enhances his or her ability to set goals, solve problems and make his or her own deci-

sions. Post stroke rehabilitation requires determined, ascending and long-term training 

which makes the client’s confidence in his or her own potentials and self-efficacy es-

sential. (Reunanen 2017, 34-35.)  

 

The interview of stroke patient’s relation showed that in her opinion motivation and 

attitude play the key role after stroke. She emphasized the importance of keeping up 

the hope and not giving up, and that it should always be kept on both the patient’s and 

the relative’s mind.  

 

“Alussa on tärkeää muistaa, että elämä ei lopu tähän, vaikka siltä saattaa 

tuntuakin.” (=In the beginning it is important to keep in mind that life 

does not end here even though it can feel like it.)  
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“Positiivisuus ja motivaatio, sekä valmius kuntoutukseen ovat todella 

tärkeitä. Jos ei ole motivaatiota, ei tule kehitystäkään.” (=Positivity and 

motivation as well as readiness for rehabilitation are essential. If there is 

no motivation, there will not be progression.)  

 

She adds: “Kuntoutuksessa on valtava määrä työtä, joten täytyy olla mo-

tivoitunut kuntoutumaan. Jatkuvuus on tärkeää kuntoutuksessa.” (=Re-

habilitation requires a huge amount of work so motivation is needed. The 

continuity is important in rehabilitation.)  

 

“On myös tärkeää osata ja ymmärtää hakea apua, koska sitä ei tule ku-

kaan tarjoamaan kotiin.” (=It is also important to be able and understand 

to seek help because nobody will come to your house and offer it.)  

 

In the end of the interview she summarized that maintaining hope is overall the most 

important thing after stroke. (Stroke patient’s relation, personal communication on 

6.10.2017.) 
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8 THESIS PROCESS 

 

The thesis process started in December 2016 during my clinical practice in Laitilan 

Terveyskoti by roughly agreeing on the topic and cooperation for the thesis. After the 

topic was decided, the method of the thesis was discussed. It was determined to use an 

interview of one stroke client’s relation of Laitilan Terveyskoti in the thesis. The client 

and the relative were both already familiar with me from the practice.  

 

The thesis consists of a written part and a practical part which in this case is the self-

management package for the use of Laitilan Terveyskoti. The method of the package 

was discussed with Laitilan Terveyskoti in the early phase of the thesis process and it 

was decided to be a clear datafile concerning stroke patients with chronic pain. After-

wards the form and content of the package was considered more precisely with a phys-

iotherapist of Terveyskoti, leading to the result that it would be a PowerPoint presen-

tation which they will print out in Terveyskoti and give for the suitable patients. During 

the thesis process quite many parts of the schedule changed and delayed from the orig-

inal plan. The overall goal of the thesis process was to finish the thesis in November 

2017. Here is the final thesis schedule. 

 

 

Table 1 – Thesis schedule. 

December 2016 Deciding the topic. 

February 2017 Writing the agreements and presenting the thesis plan. 

September 2017 Reading and writing theory. 

October 2017 Reading and writing theory, performing the interview and start-

ing the implementation of practical part. 

November 2017 Finishing the practical part. Finishing and presenting the thesis. 

 

 

 

 

 



22 

9 THE PACKAGE FOR STROKE PATIENTS WITH CHRONIC 

PAIN 

 

Rehabilitation should base on the client’s participation and everyday life. Home reha-

bilitation helps to manage with activities of daily living and supports client’s mood 

and participation. Rehabilitation professionals think that home rehabilitation allow the 

client to compare his or her earlier capability and self-efficacy which is encouraging 

to make his or her own decisions. Home rehabilitation has been shown to offer expe-

riences of safety, independence and capability due to learning how to cope with daily 

activities. (Reunanen 2017, 35, 72.) The self-management package for stroke patients 

aims to help them to manage with chronic pain at home. The package is produced for 

Laitilan Terveyskoti.  

 

Laitilan Terveyskoti offers a wide selection of wellness and rehabilitation services for 

people of all ages. The personnel consists of a multiprofessional team and altogether 

there are approximately 70 employees. Terveyskoti offers diverse physiotherapy, oc-

cupational therapy and psychotherapy. In addition, it enables institutional care periods 

and housing services. Physiotherapy services cover many different areas of expertise, 

such as gerontology, musculoskeletal physiotherapy, adult and pediatric neurology, 

occupational physiotherapy, sports physiotherapy, lymphatic therapy and incontinence 

therapy. (Website of Terveyskoti 2017.) 

9.1 Interview 

After the theory part was completed, the interview of a stroke client’s relation was 

carried out. The telephone interview was performed by using several open-ended ques-

tions and a lot of natural conversation. The questions of the interview were: 

 

1) Which things are important to include to the self-management package in your opin-

ion? 

2) How big should the role of patients’ relations or close ones be in the package? 

3) What do you think about including some instructions/exercises to the package? 

4) What is the most important thing for the package? 
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The purpose of these questions was to evoke conversation about the certain topic and 

hear the interviewee’s opinion and experience on those things. The aim of the inter-

view was to find out what would be important to include to the self-management pack-

age from the relation’s point of view. The interview started by explaining the idea of 

the self-management package and the aim of it to the interviewee. After that the inter-

view continued by asking one question at a time, having time for discussion about the 

topic and letting the interviewee tell her opinion in her own words.  

 

For the first question she answered that at least general information about stroke and 

importance of patient’s own motivation and attitude towards rehabilitation would be 

important to include to the package. About the relations and close ones her opinion 

was that they could be included to the package as well because also they have to be 

motivated in the rehabilitation process and they need to encourage the patient. She 

thinks that physiotherapy has a very big role in stroke rehabilitation and due to her 

experience it has had massive effects on the patient’s functional ability. Because of 

that she said that it would be a good idea to add some instructions for patients to control 

and decrease chronic pain. She also stated that the continuity in rehabilitation is im-

portant which makes it beneficial for the patient to be able to do some exercises at 

home. From her point of view the most important thing is to remember that there is 

always hope. Due to the practical experience of stroke and chronic pain she had a lot 

of good points and knowledge. The main words that she clearly emphasized during the 

whole interview were hope, attitude and motivation.  

9.2 PowerPoint presentation 

The instructions of a physiotherapist in Laitilan Terveyskoti for the stroke patients’ 

self-management package were that it should be compact and consist of essential in-

formation about stroke and chronic pain, including instructions for stroke patients to 

decrease and manage with chronic pain. Her wish was that there would be an even 

number of the pages to make it easier to print for example two or four slides on the 

same page. 
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In order to achieve a clear self-management package for stroke patients, it was neces-

sary to consider the target group all the time during the making of it. Factors that were 

taken into account in the self-management package were limitation of the information, 

structure of sentences, diction, word order, text font, font size, font color and color of 

background. These points were considered because some stroke patients might have 

for example visual disturbances, and problems with memory, perception and focusing. 

They might also have difficulties in learning new things. 

 

To make the package easy to read, the aim was to summarize each subject of the pack-

age quite roughly and to form as simple and short sentences as possible. Pictures were 

applied to make it more pleasant to read and to draw reader’s attention and interest. 

By utilizing dashes in the sentences the text became spacious which makes the sen-

tences to stand out beneficially and also makes it easier to read. The pictures that are 

included are positive and associated with rehabilitation in order to motivate and en-

courage the reader. 

 

In the beginning of the package there are general information about stroke classifica-

tion and the effects of stroke, shortly explained. Second, the package explains rehabil-

itation, the role of physiotherapy in it and the importance of motivation in rehabilita-

tion. The third, main subject of the package is chronic pain. It contains definition of 

chronic pain, the relation of stroke in chronic pain and information about chronic 

shoulder pain. In the end of the package there are tools given for stroke patients to 

understand, control and decrease chronic pain to manage with it at home. The aim of 

the tools are to introduce easy and understandable ways to control pain and make it 

easy for the patients to implement them. The PowerPoint slides are presented in Ap-

pendix 1.  

 

The package was sent to the physiotherapist in Laitilan Terveyskoti to get feedback 

from her and to be able to make possible changes on time if needed. She said that the 

information in the package is clear and it nicely emphasizes the physical rehabilitation 

aspect. About the pain management instructions she stated that they are easy for the 

patients to understand and implement. Based on the feedback few little changes were 

made: one word was changed because it was not the best possible diction and sounded 
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unfamiliar to her, and a picture of Lokomat therapy was added to the rehabilitation 

slide. 

10  DISCUSSION 

 

A stroke can cause permanent changes to the neural pathway leading to chronic pain. 

Also many of the post stroke patients have shoulder pain at some point. Self-efficacy 

and motivation have a big role in self-management of chronic pain. In the chronic pain 

cases, in addition to returning patients’ functional capacity physiotherapy also focuses 

on chronic pain treatment which aims to decrease pain and prevent other distractions, 

such as insomnia and depressive symptoms. There are many different ways to treat 

chronic pain in physiotherapy but the aspect I was having in this thesis project was: 

how do post stroke patients treat and manage with chronic pain at home? Based on this 

question I wanted to give pain management tools that are easy to implement for post 

stroke patients to be able to decrease and control chronic pain at home environment. 

By understanding and controlling chronic pain as well as learning to cope with it in 

everyday life post stroke patients can affect their own health and life.  

 

Although the thesis topic was not related to ICF, it was included to the thesis by intro-

ducing the effects of stroke by making use of ICF. ICF framework is published by 

WHO and it aims to use a neutral and mutual language which takes many health factors 

into account. Introduction of ICF has proceeded quite slowly in Finland and the use of 

it is still pretty minor. A challenge in introducing ICF is that changing a custom re-

quires time and patience. 

 

The original plan was to interview a stroke patient himself in addition to his relation 

to receive both perspectives to the thesis project but it came out that it was too chal-

lenging for the patient to answer to the interview questions. Of course including the 

stroke patient’s own point of view would have been advantageous but also the rela-

tion’s aspect is beneficial for the thesis. The interview was performed via phone due 

to the distance between me and the interviewee. It would have been helpful to send the 
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questions to her beforehand so that she could have thought about them for a longer 

time and more extensively. She might have more some important facts and experiences 

concerning the questions which did not come to her mind during the telephone inter-

view. 

 

During the making of self-management package the challenge was to produce a Pow-

erPoint presentation suitable for the target group. Thinking of the diverse cognitive 

effects stroke might have on patients it is quite difficult to think a common and suitable 

conclusion for post stroke patients in general. This also made the limitation of infor-

mation in the package challenging since the aim was to make it compact but still in-

clude a lot of essential information about stroke and chronic pain. In my own opinion 

and based on the feedback of the physiotherapist in Terveyskoti the package manages 

to give post stroke patients with chronic pain an understanding of the importance of 

rehabilitation, self-efficacy and motivation. Moreover, it offers crucial information 

about chronic pain, ways to control it and gives an understanding how controlling it at 

home affects beneficially their everyday life. 

 

The thesis project could have contained a follow-up observation. It would have been 

interesting to see through the observations whether the package was helpful for stroke 

patients in controlling chronic pain at home. This would have made it possible for me 

to modify the package based on the patients’ feedback. For future studies, the follow-

up observation concerning the self-management package and its effects on stroke pa-

tients with chronic pain could be carried out. 
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