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‘Psychological and emotional issues after stroke’ explores these symptoms 

in great detail.  These symptoms are common, disabling, and and increase 

the costs of healthcare care. Psychological conditions can occur at any age, 

and a person’s age is just one of many factors to be considered when 

assessing, formulating, and treating these complications. The commonest 

and most salient psychological conditions after stroke are anxiety, 

depression, fatigue, and emotionalism. Other more subtle presentations 

include low self-esteem, low confidence, reduced self-efficacy, altered 

identity, and and post-traumatic stress. In approaching psychological 

conditions, it is important to be mindful that most are not limited to the 

acute phase. The delivery of psychological care is not necessarily the 

domain of specialists alone; service models such as stepped care may 

engage a range of staff in helping with less severe presentations. The 

ubiquitous nature of psychological conditions requires approaches that 

enable large numbers to be assessed and treated cost-effectively. Group-

based approaches and self-management are particularly important additions 

to resource-intensive one–to-one therapy. 

stroke; cerebrovascular disease; older people; psychological conditions; 

anxiety; depression; emotional disorders; management 
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Ageism, stigma, and pessimism 

The focus of this book is stroke in older adults. The psychological, mental 

health, and social care needs of older people may, on average, exceed those 

of younger adults in numbers and complexity. But while the perception of 

psychological well-being and the expectations of psychological health care 

may be partly shaped by age and experience, psychological adjustment, and 

perspectives are immensely variable and flexible. Moreover, few, if any, 

psychological conditions are the exclusive preserve of one age-group. Age-

blindness in practitioners would be counter-productive, but above all, 

psychological care requires consideration of unique individual 

characteristics and needs, of which age-related needs and attributes form 

but one dimension. We should also exercise caution in assuming that 

outcomes and experiences following stroke are necessarily different in 

younger and older stroke survivors. Older and younger survivors share 

many of the same needs and issues.[1]. In one study, age predicted 

functional scores at discharge, but the effect of age alone on improvement 

in functioning, after adjustment for initial level on admission, was small 

and accounted for less than 2% of variation. [2]. 

There is relatively little research into age differences in 

psychological conditions after stroke, but most people who have strokes are 
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over 65 and consequently most research is conducted with typical stroke 

patients. Therefore, most of the evidence presented below next will 

necessarily apply to older stroke patients. Where specific evidence about 

age difference is available it will be discussed, especially where it has 

implications for treatment. 

Overview of psychological conditions 

This chapter covers a selection of common psychological conditions after 

stroke, fatigue, cognitive problems, and apathy being covered in other 

chapters. Psychological conditions such as anxiety, depression, and fatigue 

are the most commonly -reported problems following stroke in patients and 

carers, [3,4], being seen in around two-thirds of patients and in carers. [5]. 

They hinder functional recovery [6] and present substantial additional costs 

to health services. [7,8]. However, psychological conditions frequently go 

unrecognizedsed and untreated [3,9] ;and in the United KingdomK specialist 

psychologists to assess and treat psychological conditions remain limited in 

hospitals and are even more scarce in the community settings. [10,11,–12]. 

Common psychological conditions following stroke 

The first three conditions described next will be familiar to all those 

working in stroke services, including those working in hospital services 

with patients soon after stroke. While emotionalism is usually a feature of 
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the first few weeks or months, depression and anxiety can emerge at any 

stage, even up to 10 years or more after the stroke event. 

Depression 

Depression is common after stroke and is found in around one-third of 

stroke patients at any one time. [13]. Moreover, the risk of depression 

remains constant in the years after stroke and 55% of stroke patients 

experience it at some stage. [14]. The prevalence of depression has not 

declined over the past 20 years, [15], despite increased awareness and 

therapeutic attention. Depression is a significant factor for all age groups 

but is more common in those under 65. [16,17]. 

Depression after stroke predisposes to poor outcome. It is associated 

with poorer functional recovery [18] and lower quality of life. [19]. It also 

impacts on the use of services, including impaired engagement in 

rehabilitation [20]; increased outpatient visits after discharge [21]; increased 

rate of re-hospitalisation [22]; greater risk of 

institutionalisationinstitutionalization. [23]. 

To avoid such negative outcomes, it is vital that depression is 

identified soon after it occurs and that patients are offered appropriate 

treatment. It is not sufficient to screen only in the early stages of recovery; 

screening must be repeated at intervals over the succeeding years. This is 

best accomplished using a brief validated self-rating instrument such as the 
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PHQ-9, [24], or, when there is communication impairment, an appropriate 

version of the carer-completed SADQ. [25]. These screening instruments 

can be used by staff without specialist training. They can then refer on for 

specialist assessment and treatment where necessary, according to a 

screening protocol about which all relevant staff have received training 

from a psychologist. 

In the United KingdomK, evidence-based guidelines for depression 

in the mental health context emphasiseemphasize stepped care and 

cognitive behaviour therapy (CBT). [26]. However, extrapolation from 

general mental health to the stroke population requires caution. To date 

there is no evidence for the effectiveness of CBT or stepped care after 

stroke, but brief psychological interventions, such as acceptance and 

commitment therapy, motivational interviewing or behaviour therapy may 

be helpful. [xx0,add1,add2, 27,28]. There is evidence that selective serotonin 

reuptake inhibitors (SSRIs) can reduce depression [29,30] and combining 

psychological treatment with antidepressant drug treatment may have some 

advantages. [31]. But evidence for pharmacological therapy in the 

prevention of depression after stroke is equivocal. [32,33]. 

There is a self-management text, Rebuilding your Life After Stroke,34 

based on acceptance and commitment therapy that includes advice and 

practical exercises to manage depression after stroke. In England it is 
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available free through the books on prescription scheme, available at 

https://reading-well.org.uk/books/books-on-prescription. 

Anxiety 

Anxiety prevalence estimates after stroke range from 18% to -38% [354] and 

during the first 10 years after stroke the cumulative incidence is 57%. [365]. 

Anxiety is persistent, [376], more so than depression. [387]. Anxiety is 

associated with poor social functioning, [398] lower quality of life, [3940] and 

poorer functional ability [.410]. 

Anxiety can be screened with the self-report anxiety scale of the 

Hospital Anxiety and Depression Scale [421] or the Geriatric Anxiety 

Inventory, [432] or the General Anxiety Disorder 7 Item measure. [443]. 

Where there are communication problems an alternative screen is the 

Behavioural Outcomes of Anxiety scale [443] which uses carer ratings. 

Psychological interventions and/or drug treatments (SSRI or 

buspirone hydrochloride) may be useful in treating anxiety. [29,454,29]. 

SSRIs reduce anxiety, but no one SSRI is superior to any other. [29]. Small 

randomizedsed trials of a self-help relaxation CD [43,465,43] have 

demonstrated benefit for anxiety after stroke, but further research is needed 

with a large representative sample.47. 

For people with anxiety after stroke approaches to self-management 

may be found in the book, ‘Rebuilding your Life After Stroke’. [34xx1]. 
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Emotionalism 

Emotional lability, or ‘emotionalism’, is excessive crying, or sometimes 

laughing, disproportionate to the emotional stimulus. It often occurs at the 

mention of personally significant people or events, or when family 

members visit. It affects about 20–% to 25% of patients in the first 6 

months after stroke but declines in frequency and severity so that by 12 

months only around 10–% to 15% of patients are affected. [487]. A small 

number continue to experience symptoms beyond 12 months. But many of 

those affected at 12 months will not have experienced it for the whole year 

after stroke; few have persistent and severe problems. Emotionalism is 

distressing and embarrassing for patients and their families, and can 

interfere with rehabilitation and result in avoidance of social situations. 

There are no specific assessments for emotionalism, and perhaps the 

most important indicator of severity and impact is the extent to which it 

produces distress for the individual and their immediate family. 

Antidepressant drugs may reduce emotionalism, but the evidence is 

not conclusive and there is no basis to recommend choice of antidepressant.

48 The UK’s Clinical Guidelines for stroke make recommendations for 

emotionalism based on consensus opinion. These propose specialist 

assessment (e.g. by a psychologist) and distraction from provoking stimuli 

with antidepressant treatment only if emotionalism is severe and 
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enduring. [498]. Patients with emotionalism, and their families, can be 

helped psychologically by explaining that it is a neurological consequence 

of the stroke and does not signify distress in the same way as ‘normal’ 

crying. This can help to alleviate distress and embarrassment. In addition, 

clinical experience suggests that training in controlled, regular breathing 

may be helpful in cases where severe bouts of crying persisted over several 

months. This may achieve its effect through distraction from the provoking 

event, or because controlled breathing is incompatible with crying. 

However, to date there have been no studies of psychological treatments for 

post-stroke emotionalism and controlled research trials are needed. As for 

anxiety and depression, the self-management book ‘Rebuilding your Life 

After Stroke’ 34[xx1], offers guidance on how to manage emotionalism. 

 

We will now consider some less well-delineated and researched 

areas that are nevertheless important aspects of psychological adjustment 

following stroke and have been identified by stroke survivors as areas 

particularly requiring assistance and support [.5049]. 

Low self-efficacy, self-esteem, and confidence 

Self-efficacy, self-esteem, and confidence are perceived as closely 

related by stroke survivors.51 Self-efficacy has been defined as 

confidence in one’s ability to perform a task or specific behaviour.52 
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Self-esteem on the other hand is a person’s sense of self-worth [532] and 

confidence has been defined as the belief one has in one’s ability to do the 

things one tries to do. [510]. Self-esteem has been shown to be impaired 

after stroke. [543]. Although there is a validated measure of self-esteem after 

stroke, [554], at the time of writing there is no satisfactory measure of 

confidence after stroke, but Horne et al. [510] have identified its constituents 

in preparation for developing a measure. 

Self-efficacy has been found to be positively associated with 

mobility, activities of daily living, and quality of life, and negatively 

associated with depression after a stroke.56 Self-efficacy assumes 

importance due to its link with self-management which is a key approach 

for long-term conditions57: self-efficacy is a crucial element in the 

success of programmes that support self-management. Self-efficacy in 

stroke patients can be measured by the Stroke Self-efficacy Questionnaire

55 or the daily living self-efficacy scale.58 It can be increased by 

interventions enabling people to challenge assumptions about threat and 

failure, identifying and challenging self-defeating strategies for 

compensating for poor self-esteem, and combating self-criticisms and 

enhancing self-acceptance by fostering a more positive self-percept. 

Furnishing examples of success and encouragement to strive to achieve 

goas are also helpful. Many useful techniques for building self-esteem and 

confidence are outline in self-help text, Overcoming Low Self-Esteem.
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[598]. The self-management text ‘Rebuilding your Life After Stroke’34 [xx1] 

offers guidance on valued-based living which is a key factor in the 

development of a positive self-image. 

Altered self-identity or self-concept 

Horne et al. (2014) [501]  found that confidence, self-efficacy, self-esteem, 

and identity are closely associated constructs in the minds of stroke 

survivors. All are certainly aspects of the perception of self. However, 

identity is more closely aligned with global perceptions of personality and 

values than the other three constructs which are more concerned with 

capabilities and performance. 

Reports of change or ‘loss’ of identity following brain injury, 

including stroke, are common60,61 and the experience may persist over 

many years.62 Identity change is the ‘subjective discontinuity in their 

felt, embodied or social experience of who they are’.63 Following 

stroke, it has been described as ‘loss of me’ and feeling distanced from the 

new self, which is perceived as strange and unfamiliar.60 The self is 

often viewed more negatively after stroke to a degree unrelated to physical 

impairment.61 Identity change crucially concerns brain injury survivors

64 and their families.65 It engenders discomfort, grieving for the lost 

identity, and a striving to construct a new identity66 which can be 

experienced as a struggle67 that distracts from rehabilitation.68 Change 
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in identity, like identity itself, is associated with emotional problems, [68,69–

,7071] social isolation, [721], pessimism about the future, and poorer quality of 

life. [687]. Conversely, maintenance of social identity predicts well-being 

[732] and higher quality of life following brain injury. [743]. 

Identity after stroke can be assessed with Head Injury Semantic 

Differential Scale–III.75 And change in identity can be gauged by 

asking patients to complete the scale as they were before stroke and 

comparing this with how they complete it for after their stroke. 

Interventions such as mindfulness based cognitive therapy76 may be 

helpful in reducing discrepancies between current and prestroke self. 

Vickery et al. (2005)74 described a self-concept group intervention for 

people with brain injury which produced significant overall improvement in 

self-concept. Narrative therapy approaches are yet unproven but have been 

proposed as an approach to issues of identity after stroke. For example, a 

person might be encouraged to construct their life story while 

highlighting valued aspects of themselves that are preserved following 

stroke,77 or they might be helped to develop new self-narratives that 

emphasize positive aspects of their identity after stroke.78,79 

Throughout the goal should be to rebuild a sense of identity based on new 

possibilities, rather than to restore the preinjury self.80 These 

approaches seem intuitively plausible, but caution should be exercised in 
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the absence of evidence of effectiveness. More research into these 

important aspects of adjustment after stroke is required. 

Post-traumatic stress and post-traumatic growth 

No account of psychological adjustment to stroke would be complete 

without some reference to post-traumatic stress and the somewhat 

paradoxical related phenomenon of post-traumatic growth. 

Stroke bears the hallmarks of a traumatic event, being unexpected, 

uncontrollable, and potentially life-threatening [810] and 10–-31% of stroke 

survivors experience post-traumatic stress symptoms after stroke. [81,82–

,8384]. Post-traumatic stress reactions can be debilitating and include: re-

experiencing (spontaneous memories of the traumatic event, recurrent 

dreams related to it, flashbacks); avoidance (distressing memories, 

thoughts, feelings, or external reminders of the event); negative cognitions 

and mood (persistent and distorted sense of blame of self or others, 

estrangement from others, diminished interest in activities, inability to 

remember the event); arousal (aggressive, reckless, or or self-destructive 

behaviour, sleep disturbances, hyper-vigilance). [854]. Post-traumatic stress 

can be assessed with the post-traumatic diagnostic scale (PDS). [856]. 

It is important to be aware of post-traumatic stress since it has been 

related to non-adherence to medication and adverse clinical outcomes in 

heart disease.87 Merriman et al. (2007)83 found that symptoms 
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decreased naturally over time and therefore NICE guidance suggests that it 

is prudent to wait to determine if post-traumatic stress symptoms resolve 

before intervening. [887]. However, in cases where symptoms persist this 

NICE guidance recommends a course of trauma-focussed cognitive 

behavioural therapy or eye movement desensitization and reprocessing. 

The other side of the post-traumatic stress coin is the paradoxical 

but robust finding that posttraumatic growth (PTG) commonly follows 

trauma [88,89,90] and can create ‘an increased appreciation for life in general, 

more meaningful interpersonal relationships, an increased sense of personal 

strength, changed priorities, and a richer existential and spiritual life’. [910]. 

It represents an experience of profound positive change which goes beyond 

pretrauma-trauma levels of psychological functioning [91,920]  and is 

commonly found following illnesses including stroke. [92,93–,954]. It can be 

assessed with the post-traumatic growth inventory. [965]. 

The literature on positive psychology suggests that the kinds of 

positive emotions found in PTG confer benefits other than just ‘feeling 

good’, and include improved health, success, and social engagement.97 It 

has been suggested that PTG should be considered in clinical practice,98 

through increasing awareness of the potential for PTG, listening out for 

news of growth when working with stroke survivors, and using reflective 

listening skills to focus on narratives of PTG during therapy. There is also 
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emerging evidence to suggest that peer support, for example, through peer 

support groups, can facilitate the development of PTG after illness. [998]. 

Delivery of psychological care 

When to assess psychological factors 

Stroke services, with their emphasis on rapid response and early 

intervention for physiological damage, can facilitate a similar approach to 

psychological problems. But,  while there are undoubtedly psychological 

conditions that are a direct and immediate consequence of stroke, such as 

communication and cognitive impairments, most psychological conditions 

are secondary consequences of the impact of stroke on a person’s 

experience, relationships, and life. As such they do not necessarily require 

the same emphasis on early assessment and intervention and can emerge at 

any stage after stroke. For example: 

• Depression/absence of depression early on does not predict 

later depression (between one 1 and three 3 months after 

stroke). [10099]. 

• Anxiety occurs at different times after stroke [354]; 40% of 

those who experience anxiety at some time in 10 years are 

not anxious at three 3 months. [365]. 

• Cognitive function does not remain stable after stroke. 

[1010]. 
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• Patients often report that psychological problems start after 

discharge. [1021]. 

Indeed, in the case of cognitive impairment as well as mood, early 

assessment may not be predictive of subsequent psychological status and 

early screening may be counter-productive [1032,1043] and watchful 

monitoring of psychological state may be the optimal strategy. 

Models of psychological care 

There are several models for the delivery of psychological care: 

• Sstratified or matched care is hierarchical, moving from 

low- to high-intensity interventions, but patients’ needs 

determine the initial intervention level. 

• cCollaborative care has four key elements: collaborative 

patient and professional identification of problems; 

collaborative goal-planning; self-management training and 

support to facilitate the success of interventions, behaviour 

change, and and emotional coping; active follow-up. 

• Sstepped care-care involves all individuals starting treatment 

with the lowest intensity interventions (‘least intervention 

first’). The system allows individuals to be ‘stepped up-up’ 

to more intensive or comprehensive interventions if they do 

not respond to lower intensity interventions. 
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Stepped-careStepped care has been recommended for stroke. [49,1054,48]. In 

practice, stepped care requires a levelLevel 1 in which the whole stroke 

team, including ancillary staff, are trained in the management of basic 

psychological reactions. At levelLevel 2 assistant psychologists or other 

therapists in the stroke team, trained in specific psychological therapies, 

work under the supervision of a psychologist to deliver therapies for those 

patients who require more than levelLevel 1 support. Finally, at levelLevel 

3 a psychologist or psychiatrist manages the more complex cases who do 

not respond at levelLevel 2. However, no stroke-specific evidence for the 

model exists. Although evidence from general mental health suggests that 

stepped-carestepped care may be effective, even in this context the 

evidence is limited and inconclusive. [1065,1076]. 

Moreover, it has been suggested that stepped -care is: 

• Ooverly rigid and prescriptive and does not allow patient 

choice about treatment. 

• Ppsychologically harmful for those with more complex 

problems through the demoralizingsing experience of failure 

at the lower levels before being ‘stepped up’. 

• Impracticable to implement in stroke services unless there 

is funding for: (a) psychological therapist training and time 

at level 2; and (b) for specialist psychology input at the 

higher level—which is only available at all in around 
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60% of stroke units in the United KingdomK, and even then, 

is usually part-time. [10,11]. 

Approaches to meeting demand for psychological care 

The issue of providing psychological care to meet the immense level of 

demand amongamongst stroke patients [5] and to reduce the social and 

economic impact of psychological morbidity [7,8] is challenging. 

Clearly an initial step is to ensure that the guidelines for the 

inclusion of psychologists in the stroke team are followed. [498,1087]. The 

British Psychological Society recommend one consultant and one junior 

psychologist and one assistant psychologist post dedicated to stroke in each 

typical general hospital catchment of 500 ,000. [1098]. With these levels of 

staffing, a psychology service would deliver a net saving of around 

£39, 000 to the NHS and adult social care over two 2 years. [8]. This 

equates to a saving of around £10 million over two 2 years for the NHS and 

social care across the United KingdomK, whilest improving services. 

In planning the services that psychology provides, it is important to 

consider the very high level of need and demand. Based on a stroke 

prevalence rate of 2% and an annual incidence rate of 135 per 100 ,000 

with 75% of patients surviving stroke and 60% having a carer, we can 

make some predictions for a catchment area of 500 ,000. There will be: 
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• 16 ,000 people affected by stroke (10, 000 patients and 

6,000 carers). 

• 800 carers and survivors will be adjusting to a recent stroke 

(within one 1 year). 

Based on the prevalence figures available, within the 10 ,000 stroke 

survivors: 

• 3,300 will have clinical depression at any one time [13] and 

5,000 at some point after stroke. [14]. 

• 2,000 will experience clinical anxiety at any one time [34] 

and 5,800 at some time after stroke. [365]. 

• 3,800 will have other emotional problems (e.g. anger and 

frustration). [3]. 

• 5000-–6,000 will have fatigue; about 1,900 will need help 

with it. [3,11009]. 

• 4,000 will have significant cognitive problems. [3]. 

Even allowing for multiple problems in the same individuals, we can 

expect around 5,000 to have psychological problems at any one time. 

If only 20% of the 6,000 carers have psychological problems at any 

time [4] there will be 1,200 carers with psychological problems. So, in total 

there will be 6,200 people affected by stroke with psychological problems 

at any one time. 
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Service demands of this magnitude require innovative approaches, 

and it is arguable whether one-to-one therapy, except in the most serious 

cases, is a good use of psychologist’s time. In England government funding 

has been forthcoming for a scheme called ‘Improvingncrease Access to 

Psychological Therapies’ (IAPT). This uses a stepped-care approach (with 

elements of matched care for more serious conditions) and most treatment 

is provided by graduates who have been trained in low or high-intensity 

intensity therapies based on the cognitive behavioural approach. It has been 

successful in several mental health contexts, [1110], and it may be 

appropriate to refer some less severe stroke patients with less severe 

psychological problems into such schemes. However, the practitioners will 

have training in general mental health, principally in treating depression 

and anxiety with cognitive behavioural therapy and will not have 

knowledge of how to adapt approaches to the needs of the stroke 

population. 

Another strategy is for psychologists to train and supervise other 

stroke team staff in the delivery of psychological care. This is the approach 

used in stepped care for stroke105 and has potential for the management 

of milder psychological problems at level 1 of stepped care. It may also be 

possible to develop level 2 of stepped care for more serious psychological 

problems that do not respond at level 1. But unless there is additional 
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funding for this it would deplete other functions of the stroke team if, for 

example, physiotherapists or nurses delivered psychological therapy.  

Alternatively, psychologists may develop psychoeducation and 

therapy programmes that can be delivered in a cost-effective group format. 

Controlled studies have shown that group interventions after stroke can be 

both effective in terms of outcomes and reduced costs.112,113 In the 

current climate of economic stringency in healthcare, there is increasing 

interest in group delivery and it is finding application in areas other than 

psychology (e.g. physiotherapy). A promising therapy that can be delivered 

in groups is acceptance and commitment therapy,114 which is a 

transdiagnostic approach that can help both patients and carers with a range 

of different symptoms such as anxiety, depression, emotionalism, or low 

self-esteem. Acceptance and commitment therapy teaches patients 

that acceptance is sometimes a better strategy than struggling to ‘fix’ 

symptoms or to get back to how they were before the stroke. It helps them 

to combat thinking errors that make life seem bleak and empty and distorts 

their experience and mood. It teaches techniques such as mindfulness for 

dealing with stress and anger, as well as helping patients and 

their carers to identify their core values and translate these into goals for 

recovery and life after stroke. Variants of acceptance and commitment 

therapy have been shown to be beneficial in other health conditions, 

including epilepsy115,116 and for dementia carers,117 and can be 
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delivered in a cost-effective group format [1187] and it has now been 

demonstrated to be effective in improving mood in a stroke population 

[xx0].34 Add1 

Recently, forms of self-management for stroke, that require only 

limited staff time, have become popular and may encompass; goal setting, 

skills training, action planning, and monitoring, and educational 

programmes with follow-up and support. Self-management has been 

defined as; 

“The actions individuals and carers take for themselves, 

their children, their families, and others to stay fit and 

maintain good physical and mental health . . . ….and 

maintain health and wellbeing after an acute illness or 

discharge from hospital.” [1198].  

Such programmes empower stroke survivors and carers to improve 

outcomes, quality of life, and experience through education or training to 

improve skills, knowledge, attitudes, and access to resources. Self-

management has a growing evidence-base in stroke.120–122 

Interventions aimed at promoting self-management may take several forms 

and encompass aspects of many current intervention programmes such as 

education and provision of support workers. De Silva (2011)57 identified 

four key targets that self-management programmes should address; 

information provision, development of skills, promotion of self-efficacy, 
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and and support for behaviour change. Lorig and& Holman [1232] have 

complemented these proposals by identifying five key elements that 

facilitate self-management: problem solving; decision- making; resource 

utilizationsation; forming partnership with healthcare providers; and taking 

necessary actions. Bolstering self-efficacy or confidence, is a core 

component of any programme designed to promote self-management. 

One highly cost-effective self-management approach is book 

prescription or ‘bibliotherapy’. [1243]. As noted aboveearlier, there is a now 

a self-management book [xx0]34 based on acceptance and commitment 

therapy specifically designed for stroke survivors and carers that is 

available through the books on prescription scheme in England 

https://reading-well.org.uk/books/books-on-prescription/long-term-

conditions/stroke/16840135. In addition, there are over a dozen books 

written by stroke patients or carers providing accounts of recovery from 

stroke. Many of those affected by stroke find reading these engenders hope 

and offers practical tips for dealing with the aftermath of stroke. National 

stroke charities in the United KingdomK and elsewhere publish inspiring 

patients’ and carers’ stories on their websites and may also provide 

booklists including stroke patients’ and carers’ books which are also 

available on their websites (e.g. The Stroke Association). 

Other promising general approaches include the use of peer 

support; former stroke patients and carers join groups of more recent 
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stroke patients to offer psychological and practical support. In this way the 

experiential knowledge of the former patients, sometimes referred to as 

‘experts by experience’, is harnessed in helping more recent patients to 

address their own psychological issues. Initial qualitative results suggest 

this is a feasible and helpful strategy, [124, 125,126], but properly controlled 

clinical trials are required as well as a greater theoretical understanding of 

the mechanisms and principles by which peer support achieves its benefits. 

Summary 

This selective overview has covered some of the most common 

psychological conditions after stroke. Others such as fatigue and cognitive 

problems are covered in other chapters. A range of screening and 

assessment tools exist for each of the conditions, as well as several 

approaches to treatment. Treatments for anxiety and depression have the 

best evidence -base, whereas treatments for other conditions tend to be 

based on expert opinion. When considering psychological conditions, it is 

important to realizese that many develop some time after stroke. In 

addition, the high prevalence rate requires psychological treatments that 

can be delivered in a cost-effective manner. 

References 

C26.S14 

C26.P64 

C26.S15 



1. Pringle J, Hendry C, and & McLafferty E. (2008). A review of the 

early discharge experiences of stroke survivors and their carers. 

Journal of Clinical Nursing, 2008;17,:2384–2397. 

2. Bagg S, Pombo A P, and & Hopman W. (2002). Effect of age on 

functional outcomes after stroke rehabilitation. Stroke, 2002; 33,: 

179–185. 

3. McKevitt C, Fudge N, Redfern J, et al. (2010).. The Stroke 

Association UK Stroke Survivor Needs Survey. London, UK: The 

Stroke Association, 2010. 

4. Low JT, Payne S, & Roderick P. (1999). The impact of stroke on 

informal carers: a literature review. Social Science and Medicine, 

1999;49,: 711–725. 

5. The Stroke Association (2013). Feeling Overwhelmed: The 

Emotional Impact oOf Stroke. London, UK: The Stroke 

Association, 2013. 

6. West R, Hill K, Hewison J, et al. (2010). Psychological disorders 

after stroke are an important influence on functional outcomes: a 

prospective cohort study. Stroke,  2010;41,: 1723–1727. 

7. Naylor C, Parsonage M, McDaid D, et al. (2012). Long-Tterm 

Conditions aAnd Mental Health: The Cost oOf Co-mMorbidities. 

London, UK: The King’s Fund. 

C26.P65 

C26.P66 

C26.P67 

C26.P68 

C26.P69 

C26.P70 

C26.P71 



8. Gillham S, Carpenter M, & Leathley M. (2012). Psychological Care 

After Stroke: Economic Modelling of a Clinical Psychology Led 

Team Approach. Leicester, UK: NHS Improvement. 

9. The Comptroller and Auditor General/The National Audit Office. 

(2010). Progress in Improving Stroke Care. Norwich, UK: The 

National Audit Office, 2010. 

10. Royal College of Physicians. (2014). Sentinel Stroke National Audit 

Programme: Acute Organisational Audit Report 2014. London, 

UK: Royal College of Physician, 2014. 

11. Royal College of Physicians. (2015). Sentinel Stroke National Audit 

Programme: Post-acute Organisational Audit Report 2015. 

London, UK: Royal College of Physician, 2015. 

12. Care Quality Commission. (2011). Supporting Life After Stroke. A 

Review Oof Services for People Who Have Had Aa Stroke and Their 

Carers. London, UK: Care Quality Commission, 2011. 

13. Hackett ML, Yapa C, Parag V, & Anderson CS. (2005). Frequency 

of depression after stroke: a systematic review of observational 

studies. Stroke 2005,;36,: 1330–1340. 

14. Ayerbe L, Ayis S, Crichton S, Wolfe CD, & Rudd AG. (2013). The 

natural history of depression up to 15 years after stroke: tThe South 

London Stroke Register. Stroke,  2013;44,: 1105–1110. 

C26.P72 

C26.P73 

C26.P74 

C26.P75 

C26.P76 

C26.P77 

C26.P78 



15. Hackett, ML and & Pickles, K. (2014). Part I: frequency of 

depression after stroke: an updated systematic review and meta-

analysis of observational studies. Int ernational J ournal of Stroke, 

2014; 9,: 1017–1025. 

16. McCarthy MJ, Sucharew HJ, Alwell K, Moomaw CJ, Woo D, 

Flaherty ML, P Khatri P, Ferioli S, Adeoye O. et al. (2016). Age, 

subjective stress, and depression after ischemic stroke. Journal of 

Behav ioral Med 2016icine,; 39,: 55–64. 

17. Broomfield NM, Quinn TJ, Abdul-RahimEmail AH, Walters MR, 

and & Evans JJ. (2014). Depression and anxiety symptoms post-

stroke/TIA: prevalence and associations in cross-sectional data from 

a regional stroke registry. BMC Neurology, 2014 ;14,: 198. 

18. Morris PLP, Raphael B, and & Robinson R G (1992). Clinical 

depression is associated with impaired recovery from stroke. The 

Medical Journal of  Australia 1992;, 157,: 239–242. 

19. Bays C L (2001) . Quality of life of stroke survivors: a research 

synthesis. Journal of Neuroscience Nursing, 2001; 33,: 310–316. 

20. Gillen R, Tennen H, McKee TE, Gernert-Dott P, and & Affleck G. 

(2001). Depressive symptoms and history of depression predict 

rehabilitation efficiency in stroke patients. Arch ives of Physical 

Med icine and Rehabilitation 2001,; 82,: 1645–1649. 

C26.P79 

C26.P80 

C26.P81 

C26.P82 

C26.P83 

C26.P84 



21. Jia, H, Damush TM, Qin H, Ried L D, Wang X, Young L J, et al. 

(2006). The impact of poststroke depression on healthcare use by 

veterans with acute stroke. Stroke 2006,; 37,: 2796–2801. 

22. Ghose SS, Williams LS., and & Swindle R W (2005). Depression 

and other mental health diagnoses after stroke increase inpatient and 

outpatient medical utilization three years poststroke. Medical Care, 

2005;43,: 1259–1264. 

23. Kotila M, Numminen H, Waltimo O, and & Kaste M. (1999). Post-

stroke depression and functional recovery in a population-based 

stroke register: Tthe Finnstroke study. European J ournal of 

Neurology, 1999; 6,: 309–312. 

24. Meader N, Moe-Byrne T, Llewellyn, A, & Mitchell AJ. (2014). 

Screening for poststroke major depression: a meta-analysis of 

diagnostic validity studies. Journal of Neurology, Neurosurgery and 

Psychiatry, 2014; 85,: 198–206. 

25. Sutcliffe L M and & Lincoln NB. (1998). The assessment of 

depression in aphasic stroke patients: Tthe development of the 

Stroke Aphasic Depression Questionnaire. Clinical Rehabilitation, 

1998;12,: 506–513. 

26. National Institute for Health and Clinical Excellence (NICE). 

Depression in Adults with Chronic Physical Health 

Problem: Recognition and Management. Clinical 

C26.P85 

C26.P86 

C26.P87 

C26.P88 

C26.P89 

C26.P90 



Practice Guideline [CG91]. (2009). Leicester, UK: NICE, 2009. 

Available from: https://www.nice.org.uk/guidance/cg91 [Accessed: 

1 August 2019]. 

[xx1] Majumdar, S. & Morris R. (2019). The efficacy of and ACT-based 

group for stroke survivors. British Journal of Clinical Psychology, 

58, 70–90. 

28. Thomas SA, Walker MF, Macniven JA, Haworth H, & Lincoln NB. 

(2103). Communication and low mood (CALM): a randomized 

controlled trial of behavioural therapy for stroke patients with 

aphasia. Clinical Rehabilitation ,2013; 27,: 398–408. 

29. Mead GE, Hsieh CF, Lee R, et al. Kutlubaev MA, Claxton A, 

Hankey GJ, Hackett ML. Selective serotonin reuptake inhibitors 

(SSRIs) for stroke recovery. Cochrane Database of Systematic 

Reviews 2012,;( Issue 11):. Art. No.: CD009286. 

30. Hackett, ML, Anderson CS, House A, & Xia J. 

Interventions for treating depression after stroke. Cochrane 

Database Syst Rev 2008;(4):CD003437. 

31. Mitchell, PH., Veith, RC., Becker, KJ., et alBuzaitis, A., Cain KC., 

Fruin, M., Tirschwell, D., & Teri, L. (2009). Brief psychosocial–

behavioral intervention with antidepressant reduces poststroke 

depression significantly more than usual care with antidepressant. 

C26.P91 

C26.P93 

C26.P94 

C26.P95 

C26.P96 



Living well with stroke: randomized, controlled trial. Stroke 

2009;40:3073–8. 

32. Hackett ML, Anderson CS, House A, et al. (2008b). Interventions 

for preventing depression after stroke. Cochrane Database 

Systematic Review, 2008;(3):CD003689. 

33. Tsai, C-S., Wu, C-L., Chou, S-Y., Tsang, H-Y., Hung, T-H., & Su, 

J-A. (2011). Prevention of poststroke depression with milnacipran 

in patients with acute ischemic stroke: a double-blind randomized 

placebo-controlled trial. International Clinical 

Psychopharmacology, 2011; 26,: 263–267. 

34.Xx1  Morris R, Falck M, Miles T, Wilcox J, & Fisher-Hicks, S. 

(2017). Rebuilding Your Life After Stroke: Positive Steps tTo 

Wellbeing. London, UK: Jessica Kingsley, 2017. 

35. Campbell Burton CA, Murray J, Holmes J, Astin F, Greenwood D, 

& Knapp P. Frequency of anxiety after stroke: a 

systematic review and meta-analysis of observational studies. Int J 

Stroke 2013;8:545–59. 

365. Ayerbe L, Ayis S, Crichton S, Wolfe CD, & Rudd AG. (2013). 

Natural history, predictors and associated outcomes of anxiety up to 

10 years after stroke: tThe South London Stroke Register. Age and 

Ageing, 2013; 43,: 542–547. 

C26.P97 

C26.P98 

C26.P99 

C26.P100 

C26.P101 



37. Astrom M. Generalised anxiety disorder in stroke patients: a 3-year 

longitudinal study. Stroke 1996;27:270–5. 

387. Morrison V, Pollard B, Johnston M, & MacWalter R. (2005). 

Anxiety and depression 3 years following stroke: Ddemographic, 

clinical, and psychological predictors. Journal  Psychosomsomatic 

Research, 2005; 59,: 209–213. 

398. Shimoda K & Robinson RG. (1998). Effects of anxiety disorder on 

impairment and recovery from stroke. Journal of Neuropsychiatry 

and Clinical Neurology, 1998:10,: 34–40. 

4039. Jeong BO, Kang HJ, Bae KY, Kim SW, Kim JM, Shin IS, et al. 

(2102). Determinants of quality of life in the acute stage following 

stroke. Psychiatry Investigation, 2012; 9,:127–133. 

410. D’Alisa S, Baido S, Mauro A, & Miscio G. (2005). How does 

stroke restrict participation in long term post-stroke patients? Acta 

Neurologica Scandinavica ,2005; 112,:157–162. 

42. Zigmond AS & Snaith RP. Hospital anxiety and depression scale. 

Acta Psychiatrica Scandinavica 1983;67:361–70. 

432. Kneebone, II, Fife-Schaw, C., Lincoln, NB, & Harder, H. (2016). A 

study of the validity and the reliability of the Geriatric Anxiety 

Inventory in screening for anxiety after stroke in older inpatients. 

Clinical Rehabil itation,2016; 30,: 1220–1228. 

C26.P102 

C26.P103 

C26.P104 

C26.P105 

C26.P106 

C26.P107 

C26.P108 



44. Eccles A, Morris R, & Kneebone I. Psychometric properties of the 

behavioural outcomes of anxiety questionnaire in stroke patients 

with aphasia. Clin Rehabil 2017;31:369–78. 

454. Campbell Burton CA, Holmes J, Murray J, et alGillespie D, 

Lightbody CE, Watkins CL, Knapp P. (2011). Interventions for 

treating anxiety after stroke. Cochrane Database of Systematic Rev 

iews,2011;( Issue 12). Art. No.: :CD008860. 

465. Golding K, Kneebone I, and & Fife-Schaw C. (2015). Self-help 

relaxation for post-stroke anxiety: Aa randomised, controlled pilot 

study. Clinical Rehabilitation, 2015; 30,: 174–180. 

476. Willson R & Veale D. (2009). Overcoming Health Anxiety: A Self-

help Guide Using Cognitive Behavioural Techniques. London, UK: 

Robinson, 2009. 

48. Hackett ML, Yang M, Anderson CS, Horrocks JA, & House A. 

Pharmaceutical interventions for emotionalism after stroke. 

Cochrane Database Syst Rev 2010;(2):CD003690. 

498. Intercollegiate Stroke Working Party. (2016). National Clinical 

Guidelines for Stroke., 5th edition. London, UK: Royal College of 

Physicians, 2016. 

5049. Pollock, A., St George, B., Fenton, M., & Firkins. L. (2012). Top 

ten research priorities relating to life after stroke. The Lancet 

Neurology, 2012; 11,: 209. 

C26.P109 

C26.P110 

C26.P111 

C26.P112 

C26.P113 

C26.P114 

C26.P115 



51. Horne J, Lincoln NB, Preston J, & Logan P. What does confidence 

mean to people who have had a stroke?—a qualitative interview 

study. Clin Rehabil 2014;28:1125–35. 

521. Bandura A. (1994). Self-efficacy. In: Ramachaudran VS (ed.) 

Encyclopedia of Human Behavior , Vol. 4, pp. 71–81. 

(Ramachaudran V.S., ed.). Academic Press, New York, NY: 

Academic Press, 1994., pp. 71–81. (Reprinted in H. Friedman H 

([Eed.]), Encyclopedia of Mental Health. San Diego, CA: Academic 

Press, 1998). 

532. Rosenberg M. Conceiving the Self. (1979). Malabar, FL: Krieger 

Publishing, (1979).. 

543. Keppel CC ,& Crowe SF. Changes to body image and self-esteem 

following stroke in young adults. Neuropsychological 

Rehabilitation, 2000;10,: 15–31. 

55. Jones F, Partridge C, & Reid F. The Stroke Self-Efficacy 

Questionnaire: measuring individual confidence in functional 

performance after stroke. J Clin Nurs 2008;17:244–52. 

565. Korpershoek C., Van Der Bijl J., & Hafsteinsdóttir 

TBHafsteinsdottir. (2011). Self-efficacy and its influence on 

recovery of patients with stroke: a systematic review. Journal of 

Adv anced Nurs 2011;ing 67,: 1876–1894. 

C26.P116 

C26.P117 

C26.P118 

C26.P119 

C26.P120 

C26.P121 



57. De Silva D. Helping People Help Themselves: A Review of the 

Evidence Considering Whether it is Worthwhile to Support Self-

Management. London, UK: The Health Foundation, 2011. 

587. Maujean A, Davis P, Kendall E, Casey L, and & Loxton N. The 

daily living self-efficacy scale: a new measure for assessing self-

efficacy in stroke survivors. Disability and Rehabilitation 2014;36: 

504–511. 

598. Fennel, MJV. (2009). Overcoming Low Self-Esteem: A Self-Help 

Guide Using Cognitive Behavioural Techniques. London, UK;: 

Robinson, 2009. 

5960. Murray C, & Harrison B. (2004). The meaning and experience of 

being a stroke survivor: an interpretative phenomenological 

analysis. Disability and Rehabilitation , 2004;26,: 808–816. 

61. Ellis-Hill CS & Horn S. Change in identity and self-concept: a new 

theoretical approach to recovery following a stroke. Clin Rehabil 

2000;14:279–87. 

621. Pallesen, H. (2014). Body, coping and self-identity: a qualitative 5-

year follow-up study of stroke. Disabil ity and Rehabilitation. 2014; 

36,: 232–241. 

632. Yeates GN, Gracey F, McGrath JC. (2008). A biopsychosocial 

deconstruction of ‘personality change’ following acquired brain 

injury. Neuropsychological Rehabilitation, 2008; 18,: 566–589. 

C26.P122 

C26.P123 

C26.P124 

C26.P125 

C26.P126 

C26.P127 

C26.P128 



64. Ben-Yishay Y. Foreword. Neuropsychol Rehabil 2008;18:513–21. 

654. Landau J, & Hissett J. (2008). Mild traumatic brain injury: impact 

on identity and ambiguous loss in the family. Family Systems and 

Health, 2008; 26,: 69–85. 

665. Moldover JE, Goldberg KB, & Prout MF. (2004). Depression after 

traumatic brain injury: a review of evidence for clinical 

heterogeneity. Neuropsychology Review, 2004; 14,: 43–154. 

676. Morris D. (2004). Rebuilding identity through narrative following 

traumatic brain injury. J ournal of Cognitive Rehabilitation, 2004; 

22,:15–21. 

68. Cloute K, Mitchell A, & Yates P. Traumatic brain injury and the 

construction of identity: a discursive approach. Neuropsychol 

Rehabil 2008;18:651–70. 

698. Cantor JB, Ashman TA, Schwartz ME, Gordon WA, Hibbard MR, 

Brown M, et al. (2005). The role of self‐discrepancy theory in 

understanding post–traumatic brain injury affective disorders: a 

pilot study. J ournal of Head Trauma Rehabilitation ,2005; 20,: 

527–543. 

7069. Carroll E ,& Coetzer R. (2011). Identity, grief and self-awareness 

after traumatic brain injury. Neuropsychological Rehabilitation 

,2011; 21,: 289–305. 

C26.P129 

C26.P130 

C26.P131 

C26.P132 

C26.P133 

C26.P134 

C26.P135 



71. Wright JC & Telford R. Psychological problems following minor 

head injury: a prospective study. Br J Clin Psychol 1996;35:399–

412. 

721. Engberg AW, & Teasdale TW. (2004).  Psychosocial outcome 

following traumatic brain injury in adults: a long-term population-

based follow-up. Brain Injury, 2004;18,: 533–545. 

732. Haslam C, Holme A, Haslam SA, Iyer A, Jetten J, & Williams WH. 

(2008). Maintaining group memberships: social identity continuity 

predicts wellbeing after stroke. Neuropsychological Rehabilitation, 

2008; 18,: 671–691. 

74. Vickery CD, Gontkovsky ST, & Caroselli JS. Self-concept and 

quality of life following acquired brain injury: a pilot investigation. 

Brain Injury 2005;19:657–65. 

754. Tyerman, A. & Humphrey, M. (1984). Changes in self-concept 

following severe head injury. International J ournal of 

Rehabilitation Research, 1984; 7,: 11–23. 

765. Crane, C., Barnhofer, T., Duggan, D. S., Hepburn, S., Fennell, M., 

& Williams, M. G. (2008). Mindfulness-based cognitive therapy 

and self-discrepancy in recovered depressed patients with a history 

of depression and suicidality. Cognitive Therapy Research ,2008; 

32,: 775–787. 

C26.P136 

C26.P137 

C26.P138 

C26.P139 

C26.P140 

C26.P141 



77. Hinojosa R, Boylstein C, Rittman M, Hinojosa MS, & Faircloth 

CA. Constructions of continuity after stroke. Symbolic Interaction 

2008;31:205–24. 

787. Ellis-Hill, C., Payne, S., & Ward, C. (2007). Using stroke to explore 

the life thread model: aAn alternative approach to understanding 

rehabilitation following an acquired disability. Disability and 

Rehabilitation, 2007; 30(2),:150–159. 

798. Nochi, M. (2000). Reconstructing self-narratives in coping with 

traumatic brain injury. Social Sci ence and Medicine, 2000; 51,: 

1795–1804. 

80. Hill H. Traumatic brain injury: a view from the inside. Brain Injury 

1999;13(11):839–44. 

810. Field , E. L., Norman, P,. & Barton, J. (2008). Cross-sectional and 

prospective associations between cognitive appraisals and 

posttraumatic stress disorder symptoms following stroke. Behaviour 

Rresearch and tTherapy, 2008; 46(1),: 62–70. 

821. Bruggimann, L., Annoni, J. M., Staub, F., Von Steinbüchel, N., Van 

der Linden, M., & Bogousslavsky, J. (2006). Chronic posttraumatic 

stress symptoms after nonsevere stroke. Neurology, 2006;66(4),: 

513–516. 

C26.P142 

C26.P143 

C26.P144 

C26.P145 

C26.P146 

C26.P147 



83. Merriman C, Norman P, & Barton J. Psychological correlates of 

PTSD symptoms following stroke. Psychol Health Med 

2007;12(5):592–602. 

843. Sembi, S., Tarrier, N., O’Neill, P., Burns, A., & Faragher, B. 

(1998). Does post‐traumatic stress disorder occur after stroke: a 

preliminary study. International journal of J gGeriatric, 1998 

;13(5),: 315–322. 

854. American Psychiatric Association. (2013). Diagnostic and 

Statistical Manual Ofof Mental Disorders,  (5th edition.). 

Washington, DC: APA, 2013. 

86. Foa EB, Cashman L, Jaycox L, & Perry K. The 

validation of a self-report measure of post-traumatic stress disorder. 

The post-traumatic diagnostic scale. Psychol Assess 1997;9:445–51. 

876. Shemesh, E., Yehuda, R., Milo, O., et al. Dinur, I., Rudnick, A., 

Vered, Z, Cotter, G. (2004). Posttraumatic stress, non-adherence 

and adverse outcomes in survivors of a myocardial infarction. 

Psychosomatic Medicine, 2004; 66,: 521–526. 

887. National Institute for Health and Care Excellence (NICE). NICE 

Guidelines (CG26). (2005). Post-traumatic Stress Disorder: 

Management: Clinical Guideline NICE Guidelines ([CG26].). ( 

2005).. [Available from: https://www.nice.org.uk/guidance/cg26 

[Accessed: 1 August 2019] [This guidance has been updated and 

C26.P148 

C26.P149 

C26.P150 

C26.P151 

C26.P152 

C26.P153 



replaced by NICE guideline NG116.] 

898. Tedeschi, R. G. & Calhoun, L. G. (1995). Trauma and 

Transformation: Growing in the Aftermath of Suffering. 

USThousand Oaks, CA: : Sage Publications, 1995. 

9089. Park, C.L., & Helgeson, V. (2006). Introduction to the special 

section: growth following highly stressful life events--current status 

and future directions. J ournal of cConsulting and Cclinical 

pPsychology, 2006;74(5),: 791–796. 

91. Tedeschi RG & Calhoun LG. Posttraumatic growth: conceptual 

foundations and empirical evidence. Psychological Inquiry 

2004;15(1):1–18. 

921. Schaefer, J.A. & Moos, R.H. (1992). Life crises and personal 

growth. In: Carpenter , B. N.  (eEd.), Personal Coping: Theory, 

Research and Application, (pp. 149–170). USWestport, CT: 

Greenwood Publishing, 1992. 

932. Gangstad, B., Norman, P,. & Barton, J. (2009). Cognitive 

processing and posttraumatic growth after stroke. Rehabilitation 

Psychol ogy,2009; 54(1),: 69–75. 

943. Gillen, G. (2005). Positive consequences of surviving a stroke. The 

American J ournal of Occupational Therapy, 2005; 59(3),: 346–

350. 

C26.P154 

C26.P155 

C26.P156 

C26.P157 

C26.P158 

C26.P159 



95. Kuenemund A, Zwick S, Rief W, & Exner C. (Re-) defining the 

self–enhanced posttraumatic growth and event centrality in stroke 

survivors: a mixed-method approach and control comparison study. 

J Health Psychol 2014;21:679–89. 

965. Tedeschi, R.G. & Calhoun, L.G. (1996). The posttraumatic growth 

inventory: measuring the positive legacy of trauma. J ournal of 

tTraumatic sStress, 1996; 9(3),: 455–471. 

97. Lyubomirsky S, King L, & Diener E. The benefits of frequent 

positive affect: does happiness lead to success? Psychol Bull 

2005;131(6):803–55. 

987. Joseph, S., & Linley, P.A. (2006). Growth following adversity: 

theoretical perspectives and implications for clinical practice. 

Clinical Psychology Review, 2006; 26,: 1041–1053. 

998. Morris, B. A., Campbell, M., Dwyer, M., Dunn, J., & Chambers, S. 

K. (2011). Survivor identity and post‐traumatic growth after 

participating in challenge‐based peer‐support programmes. British J 

journal of hHealth pPsychology, 2011; 16(3), 660–674. 

10099. Townend, BS., Whyte, S., Desborough, T., et alCrimmins, D., 

Markus, R., C. Levi, C., Sturm, JW. (2007). Longitudinal 

prevalence and determinants of early mood disorder post-stroke. J 

ournal of Clinical Neuroscience, 2007; 14,: 429–434. 

C26.P160 

C26.P161 

C26.P162 

C26.P163 

C26.P164 

C26.P165 



101. Hurford R, Charidimou A, Fox Z, Cipolotti L, & Werring DJ. 

Domain-specific trends in cognitive impairment after acute 

ischaemic stroke. J Neurol 2013;260:237–41. 

1021. Lincoln NB, Kneebone II, Macniven J, & Morris R. (2012). The 

Psychological Management Oof Stroke. Chichester (UK): Wiley 

International, 2012,. (Chapter 1). 

103. Lees R & Broomfield NM. Post-stroke cognitive screening: the 

good, the bad and the unknown. Int J Ther Rehabil 2014;21:8–9. 

1043. Lees, R., Stott, DJ, Terence, J., Quinn, TJ, Niall, M., & Broomfield, 

NM (2014). Feasibility and diagnostic accuracy of early mood 

screening to diagnose persisting clinical depression/anxiety disorder 

after stroke. Cerebrovasccular Diseases, 2014; 37,: 323–329. 

1054. Gillham S ,& Clarke L. (2011). Psychological Care After Stroke—

Improving Stroke Services Ffor People Wwith Cognitive Aand 

Mood Disorders. Leicester, UK: NHS Improvement, 2011. 

1065. Frith, N, Barkham, M, & Kellett, S. (2015). The clinical 

effectiveness of stepped care systems for depression in working age 

adults: aA systematic review. Journal of Affective Disorders, 2015; 

170,: 119–130. 

1076. van Straten, A., Hill, J., Richards DA., & Cuijpers, P. (2015). 

Stepped care treatment delivery for depression: a systematic review 

and meta-analysis. Psychological Medicine, 2015; 45,: 231–246. 

C26.P166 

C26.P167 

C26.P168 

C26.P169 

C26.P170 

C26.P171 

C26.P172 



108. Department of Health. National Stroke Strategy. London, UK: 

Department of Health, 2007. 

109. Division of Neuropsychology/Division of Clinical Psychology

. Psychological Services for Stroke Survivors and their 

Families Briefing Paper 19. Leicester, UK: British Psychological 

Society, 2009. 

11009. Duncan, F., Wub, S., & Mead, GE. (2012). Frequency and natural 

history of fatigue after stroke: aA systematic review of longitudinal 

studies. J ournal of Psychosomsomatic Research, 2012; 73,: 18–27. 

1110. Fonagy, P & Clarke, D. (2015). Update on the improving access to 

psychological therapies programme in England. British Journal of 

Psychiatry Bulletin, October 2015.;39:248–51 DOI: 

10.1192/pb.bp.115.052282. 

1121. Johansson, B., Bjuhr, H., & Ronnback, I. (2012). Mindfulness-

based stress reduction (MBSR) improves long-term mental fatigue 

after stroke or traumatic brain injury. Brain Injury, 2012; 26,: 1621–

1628. 

1132. Harrington, R., Taylor, G., Hollinghurst, S., Reed, M., Kay, H., & 

Wood, VA. (2010). A community-based exercise and education 

scheme for stroke survivors: a randomized controlled trial and 

economic evaluation. Clinical Rehabilitation, 2010; 24,: 3–15. 

C26.P173 

C26.P174 

C26.P175 

C26.P176 

C26.P177 

C26.P178 



114. Hayes SC. Acceptance and Commitment Therapy: An Experiential 

Approach to Behavior Change. New York & London: Guilford 

Press, 1999. 

115. Lundgren T, Dahl J, Melin L, & Kies B. Evaluation of 

acceptance and commitment therapy for drug refractory epilepsy: a 

randomized controlled trial in South Africa—a pilot study. 

Epilepsia 2006;47:2173–9. 

1165. Lundgren, T., Dahl, J., Yardi, N., & Melin, L. (2008). Acceptance 

and commitment therapy and yoga for drug-refractory epilepsy: a 

randomized controlled trial. Epilepsy & Behavior, 2008; 13,: 102–

108. 

117. Losada A, Marquez-Gonzalez M, Romero-Moreno1 R, 

et al. 

Cognitive behavioral therapy (CBT) versus acceptance and 

commitment therapy (ACT) for dementia family caregivers with 

significant depressive symptoms: results of a randomized clinical 

trial. J Consult Clin Psychol

 2015;83:760–72. 

118. Luciano JV, Guallar JA, Aguado J, et al. Effectiveness of group 

acceptance and commitment therapy for fibromyalgia: a 6-month 

randomized controlled trial (EFFIGACT study). Pain 2014;155:

693–702. 

C26.P179 

C26.P180 

C26.P181 

C26.P182 

C26.P183 

Field Code Changed

Field Code Changed

Field Code Changed



119. Department of Health. Self-care—A Real Choice. London, UK: 

Department of Health, 2005. 

120. Parke HL, Epiphaniou E, Pearce G, 

et al. Self-management support interventions for stroke 

survivors: a systematic meta-review. PLoS One 

2015;10(7):e0131448. 

1210. Lennon, S., McKenna, S., & Jones, F. (2013). Self-management 

programmes for people post stroke: a systematic review. Clinical 

Rehabilitation, 2013; 27,: 867–878. 

1221. Warner, G., Packer, T., Villeneuve, M., Audulv A., & Versnel, J. 

(2015). A systematic review of the effectiveness of stroke self-

management programs for improving function and participation 

outcomes: self-management programs for stroke survivors. Disabil 

ity and Rehabilitation, 2015; 37,: 2141–2163. 

1232. Lorig, KR. & Holman HR. (2003). Self-management education: 

Hhistory, definition, outcomes, and mechanisms. Ann als of 

Behavioral Medicine, 2003; 26, 1–7. 

1243. Fanner, D., & Urquhart, C. (2008). Bibliotherapy for mental health 

service users pPart 1: a systematic review. Health Information and 

Libraries Journal, 2008; 25,: 237–252. 

C26.P184 

C26.P185 

C26.P186 

C26.P187 

C26.P188 

C26.P189 



125. Morris R. & Morris P. Participants’ experiences of hospital-based 

peer support groups for stroke patients and carers. Disabil Rehabil 

2012;34:347–54. 

1265.  Dorning H, Davies M, Ariti C, Allen K, and & Georghiou T. 

(2016). Knowing You’re Not Alone: Understanding Peer Support 

for Stroke Survivors. London, UK: Nuffield Trust, 2016. 

C26.P190 

C26.P191 


