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ABSTRACT

Senior Occupational therapist, Keetmanshoop Hospital, Ministry of Health and Social Services, Namibia.

Background: Stroke is a leading cause of disability in Zimbabwe. Hemiplegic shoulder pain (HSP), a secondary complication of
stroke, impedes the functional recovery of the upper limb and occupational engagement. Occupational therapy intervention, comprising
assessment and treatment, seeks to promote health and well-being through facilitating improvement in occupational engagement.
There is a lack of documented evidence on occupational therapy intervention practices (i.e., assessment and treatment) of HSP in the
context of Harare, Zimbabwe. To allow for an increased understanding of HSP management, this study explored occupational therapists’
assessment and treatment practices of post-stroke HSP in Harare, Zimbabwe.
Method: This explorative study included six experienced occupational therapists from three public hospitals in Harare, Zimbabwe.
Data were collected through semi–structured interviews and analysed using qualitative content analysis.
Results: Data analysis revealed three themes, i.e., assessment of post-stroke HSP is all encompassing; key components of post-stroke
HSP treatment practice and challenges in occupational therapy practice of post-stroke HSP in Harare.
Conclusion: Occupational therapy intervention practice for post-stroke HSP in Harare includes an eclectic approach, with preventative
practices as a key component of treatment. Intervention should strive to be occupation-based and holistic encompassing considerations
of environmental factors and the indicators of HSP.
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BACKGROUND AND LITERATURE REVIEW

in muscle tone, rotator cuff injuries, frozen shoulder, altered sensation, central post-stroke pain and pre-existing pathological conditions
including but not limited to, arthritis7. The presence of post-stroke
HSP can restrict the individual’s execution of activities such as eating,
grooming, dressing, transfers and rolling in bed. In addition, it can
disturb sleep which negatively impacts quality of life8. Post-stroke HSP
has been associated with poor rehabilitation outcomes, prolonged
hospital stay and delayed functional recovery9.
Occupational therapy intervention for stroke survivors improves
participation in roles, tasks and daily activities that are meaningful
to the individual10. A core assumption in occupational therapy is the
belief that the participation of individuals in desired meaningful daily
activities promotes health and well-being11. As post-stroke HSP has
the potential to limit the individuals’ participation and engagement
in functional and enabling activities, intervention aims to restore and
remediate occupational performance deficits through appropriate
positioning, facilitating movement through therapeutic activities
and increasing passive range of movement and the use of external
support7. The occupational therapist’s interventions comprise
both assessment and treatment practices. Initially the occupational
therapist assesses the impact of the HSP on the individual’s occupa-

Globally stroke is a leading cause of death and disability-adjusted
life years1,2. Feigin et al. highlighted that the incidence of stroke in
low to middle-income countries more than doubled considering
data from 56 population-based studies between 1970 and 2008
in their systematic review, which also highlighted a 42% decrease
in stroke incidence in high-income countries3. Stroke is one of the
leading non-communicable diseases causing premature death and
disability in Zimbabwe4. Matenga2 estimated the stroke incidence
rate in the capital city Harare to be at a standardised rate of 68 per
100 000. This number may be far higher than the prevailing rate
due to the rise of non-communicable diseases’ prevalence rates and
neurological complications which follow HIV infection4,5.
Secondary complications of a stroke, such as hemiplegic shoulder
pain (HSP), interfere significantly with the return of limb voluntary
movement and control, and the engagement of the affected extremities in daily occupations6. Gilmore et al. reported that diagnosing HSP
is complex and should be done clinically based on signs and symptoms.
Pain and loss of range of motion are key indicators7. The main causes
and presentation of HSP have shown to be multifactorial and can
include shoulder subluxation, shoulder-hand syndrome, abnormalities
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Table I: Participant demographic profile.
Participant

P1

P2

P3

P4

P5

P6

Gender

F

M

M

M

F

M

Age

30

32

29

31

25

30

Designation

Senior OT

Senior OT

Senior OT

Senior OT

Senior OT

Senior OT

Highest
qualification

B.Sc. (Hons) OT

Masters of OT

B.Sc. (Hons) OT

B.Sc. (Hons) OT

B.Sc. (Hons) OT

B.Sc. (Hons) OT

Number of
years in service

5

6

2

5

2

5

Number of
years in stroke
rehabilitation

3

2

2

4

2

2

F=Female; M=Male; OT=Occupational Therapist; B.Sc.=Bachelor of Science; Hons=Honours

Purposive sampling was used, with snowballing as a recruitment
strategy14. After permission was granted by the participating health
institutions administration, potential participants were recruited
through discussions held with the heads of departments. Those
who consented to participate helped identify additional participants.
The final sample included six participants. Descriptive information
regarding participants can be seen in Table I (above).

tional performance and engagement10. A client-centred, goal-driven
occupational therapy treatment programme is then formulated to
facilitate improvement in limitations in occupational performance
and engagement10. Existing guidelines are from high-income
contexts and may not apply as a result of constraints in resources
and infrastructure in low to middle-income countries12,13. The occupational therapy assessment and treatment practices offered to
adult post-stroke survivors with HSP in Zimbabwe is unknown. We
found no documented evidence on intervention practices which
highlight how occupational therapists are, or should be, addressing post-stroke HSP in the context of Harare. Anecdotal evidence
from the public service context of Zimbabwe assumes that persons
with post stroke HSP is not appropriately assessed in terms of the
cause and the effect on occupational performance. When clients
do present with pain, it is accepted to be part of the treatment
process and not necessarily considered a potential symptom of HSP.
Undertaking research in this field could highlight current practice
towards a better understanding and improved rehabilitation outcomes by potentially reflecting current needs for further education
and training in the Zimbabwean context.

Data collection
The third author completed data collection after written informed
consent was obtained. Semi-structured interviews, with the use
of an interview guide, were conducted with all six participants.
The interview guide was developed based on current literature
and aligned with the objectives of the study. Each interview was
audio-recorded and took place at the participants’ workplace.
Rigour and trustworthiness were upheld by strategies of credibility
and confirmability, achieved through member checking following
data analysis, whereby provisional categories and themes were
sent to participants to verify. Structural coherence was upheld
by reflecting on the research objectives throughout the process,
reflexivity through reflective journaling and peer debriefing through
consultation with qualitative researchers. Transferability and dependability were strengthened by thick descriptions and verbatim
transcriptions15.

Research question
What are the current intervention practices (i.e. assessment and
treatment) used by occupational therapists working in Harare
public hospitals in the management of clients with post-stroke HSP?

Data analysis

METHOD

Qualitative content analyses were done deductively as it allowed the
use of concepts, identified from existing theory on post-stroke HSP
management, as initial categories for coding16. With this approach,
existing theory is used as a foundation for coding, but it allows for
new categories to emerge from the data. The following steps were
taken to categorise the data:
1. Verbatim transcription of the audio-recorded data. To reduce
transcription errors, recordings were replayed once after
transcription and compared with the transcripts.
2. Initial categories were selected from literature that described
occupational therapy assessment and treatment practices for
patients with post-stroke HSP.
3. Each transcript was read line by line, and phrases that either
described assessment or treatment practices were highlighted.
4. Highlighted phrases were then coded into pre-determined
categories. New categories were formulated for text that did
not fall into pre-determined categories.
5. Subcategories were identified by further identifying the details
provided within each highlighted phrase.

Research design
The research was performed by means of a qualitative exploratory
study within an interpretivist paradigm as this design allows researchers to make sense of human experience, towards exploring
and understanding the personal meaning that participants attribute
to the research phenomenon14. Semi-structured interviews were
conducted with those participants who consented.

Participants
Harare province has three major public health facilities where
occupational therapy services are offered. These are Harare and
Chitungwiza central hospitals and Parirenyatwa group hospital.
Participants were recruited from all three health institutions. The
study population (N = 16) included occupational therapists registered with the Health Professions Council of Zimbabwe, who
had two or more years of experience in stroke rehabilitation and
worked at one of the three central hospitals in Harare province.
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Figure 1: Themes and Categories.

Ethical considerations

of information from different sources” [P3]

Permission to carry out the study was sought and obtained from
the following prior to sampling and data collection: The Health
Research Ethics Committee (HREC) of Stellenbosch University
(Ethics reference number: S14/06/131); The Ministry of Health
and Child Care Zimbabwe Permanent Secretary; Harare Central
hospital ethics committee (Reference number: HCHEC271014/73);
Parirenyatwa and Chitungwiza central hospitals’ clinical directors;
and The Medical Research Council of Zimbabwe (Reference:
MRCZ/B/770). Written consent to participate was obtained from
interested participants. Interview dates and venues were negotiated with each participant. Confidentiality was upheld by using
pseudonyms and a password-protected computer.

Category 1: Background information
Participants highlighted that the assessment of post-stroke HSP
commenced with a comprehensive client medical, occupational,
and social history. Gathering information on a client’s life roles and
interests, allowed for client centred treatment planning.
“There is need for a comprehensive history for one to come up with
a well- informed assessment of the patient.” [P2]
“…even we have to use the role check list and the interest checklist
in trying to understand the client better… So, you generally use
the eclectic approach but first of all you take the history of the
client then you write the presenting complaints and so forth “[P3]
“We want to know what the patient was doing before the present
condition. Was he a manager, was he a gardener, etc.?” [P4]

FINDINGS
From the data analysis, three themes emerged, namely: Assessment of post-stroke HSP is all-encompassing; Key components of
post stroke HSP treatment practice and Current challenges facing
occupational therapy practice of post stroke HSP in Harare, Zimbabwe. (see Figure 1 above).

“I would do a holistic assessment of this patient…I assess what kind of activities they are interested in… so that
I can incorporate all those activities in my treatment” [P5]

Theme 1: Assessment of post-stroke HSP is all encompassing

Category 2: Assessment of the structural integrity and
functional state of the shoulder complex

This theme is subdivided into three categories and reflects occupational therapy assessment of clients with post-stroke HSP. This
included a comprehensive history taking, a physical examination
of the structure and functioning of the shoulder complex and
obtaining information on the client’s daily lived experience of post
stroke HSP. Participants refer to the use of an “eclectic approach
to assessment”, which encompasses the use of multiple sources
and methods of assessment as is reflected by P3:

Participants shared the importance of assessing the functional and
structural integrity of the shoulder complex as changes in body
function and structure caused by the stroke could result in HSP.
This assessment has to consider both biomechanical and neurological aspects as structural changes in the shoulder could be due
to pre-morbid orthopaedic conditions, unrelated to the stroke.
Findings reflect the formal and informal assessment of the performance components affected in person with HSP and included:
an assessment of muscle tone; range of motion; muscle strength;
shoulder pain (i.e., location, intensity, and quality); observation of

“As occupational therapists we try to use what we call the eclectic
approach where we mix quite a lot of assessments. We take a lot
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the remediation practices. Specific remediation approaches to
practice mentioned by the participants were Rood, Bobath and
Brunnstrom17. The selection of treatment practices was influenced
by the participants’ professional education and the availability of
treatment equipment at their workplaces. Participants highlighted
that they applied knowledge from literature. Adaptation practices
included: bilateral hand activities during grooming; dressing without
triggering pain; energy conservation during activities of daily living
and one-handed techniques.

the client’s posture in a seated or standing position; examination
for subluxation; examination of the upper limb for oedema and
the assessment of sensation. Participants explicated that pain was
assessed with visual analogue pain scales and x-rays were used to
inform their assessment of severe cases of HSP.
“There are so many factors that cause pain, and you want to look
at all of them. Is it a muscle tear? Is it arthritis?” [P2]
“I would want to know the aggravating factors and under what
circumstances does the pain disappear. I use the visual analogue
scale and it depends on the level of education of the patient. I then
assess subluxation, oedema, muscle tone, voluntary movement and
activities of daily living.” [P4]

“Treatment of this patient is multi-faceted.” [P2]

Category 1: Post stroke HSP prevention practices
Participants reported that prevention was the preferred treatment
practice for clients post stroke HSP.
Education of clients and their caregivers (both formal and informal), coupled with the correct therapeutic handling skills were
stated as an important risk-reducing component of post stroke HSP.
Clients and caregivers were taught to “respect pain by working within
a pain-free shoulder range’’ of movement. Caregivers were strongly
discouraged from pulling the affected arm. Client and caregiver
education included knowledge and skills pertaining to proper sleep
and seating positions; correct transfer and grooming techniques;
the use of assistive devices and daily exercise. Amongst the assistive
devices mentioned for positioning, slings were commonly prescribed
specifically where clients presented with a subluxed shoulder joint.
Other positioning devices included pillows, lap-trays for wheelchair
users, figure-of-8 bandaging and shoulder cuffs.

“We are looking at whether there is a dislocation or not, that’s
a subluxation, that’s the key factor which we look at on an x-ray
especially for the shoulder joint.” [P6]

Category 3: Assessment of the impact on occupational
performance
Findings show that the impact of post-stroke HSP on occupational
performance should be noted. This was deemed important, as
the impact of post-stroke HSP on occupational performance is
the primary concern of the client and a core focus of occupational
therapy as a profession. Participants mentioned the need for the
assessment to highlight the impact of psycho-social aspects on occupational performance.

“Actually, I have realised that the caregivers are the major reason
for shoulder pain in clinical stroke patients…We always make sure
we work within the pain limit of the (glenohumeral) joint because
we don't want to injure the joint. We also teach the patient and
the caregiver’s joint protection techniques so that they don't aggravate the problem.” [P4]

“… everything bottles down to activities of daily living. Whatever we
do, ultimately has to result in some form of occupation. Particularly
looking at all the relevant activities of daily living depending on the
level of function of the patient” [P2].
“.. it is mostly about ADLs…how is it (HSP) affecting their work,
schooling, their hobbies or family roles. Of course, you wouldn't
forget their cognitive and perceptual aspects…” [P1]

“So whatever activity that you are going to use to work on their
range of motion and at the same time taking consideration of their
pain” [P1]

“They won't even tell you about sensation but about what they
can't do” [P3]

“I think early intervention and proper education to the client
(especially from an occupational therapist) can - prevent shoulder
pain…” [P6]

“Generally, I would do a holistic assessment of my patient. Considering the psychosocial factors as they contribute to my patient's
progress. If there is any stress associated with their motivation…. I
assess what kind of activities they are interested in… so that I can
incorporate all those activities in my treatment.” [P5]

“We position our patients’ well, when sleeping, seating, using slings
during transfers, pillows when seating or sleeping. When using a
wheelchair, you can use the lap board so that they can rest their
arm on the elbow joint” [P2]

Theme 2: Key components of post stroke HSP treatment practice

Category 2: Post-stroke HSP remediation practices

This theme reflects participants’ views on the key components
that should comprise treatment practices of post-stroke HSP, i.e.
prevention, remediation, and occupational adaptation practices.
The current study found that all participants mentioned that they
applied a combination of the above three practices in treating clients
with post stroke HSP. Prevention practices included: education of
both the client and caregiver; use of assistive devices for external
support, positioning/stabilisation, and daily exercise. Remediation
practices included: the use of physical agents such as heat and ice;
transcutaneous electrical nerve stimulation (TENS) and therapeutic
activities. Hands-on techniques such as scapula mobilisation, range
of motion exercises and massage were also mentioned as part of

Assessment results inform remediation practices. Treatment
practices were targeted either directly to reduce pain or to remediate neurological impairments of HSP post stroke through the
application of various neuro physiological approaches. Heat, ice
and transcutaneous electrical nerve stimulation (TENS) were the
common physical agents used in preparation for activity participation. Clients were taught to do passive range of motion exercises.
Activities towards addressing performance components, including
skateboards, sanding, shoulder wheels, stacking cones and solitaire,
were the most used and reflects a bottom-up approach. There
were mixed reporting regarding the use of overhead pulleys. Some
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based approaches during the management of post stroke HSP.

participants mentioned the use of prior occupations as a treatment
method (a top-down approach).

Category 1: Limited accessibility and applicability of
assessment instruments

“Most of them they have high tone or low tone, we need to normalise the tone through weight bearing, icing, brushing, massage
and the likes for tone normalisation then after that we need to
engage the patient in active range of motion exercises because we
usually do cone stacking, solitaire, where the affected limb is not
functional we usually use bilateral movements with those patients,
then we also there is also need for us where there is pain we also
need to use hot packs on the shoulder to manage the pain first
after managing the tone we manage the pain through hot packs
as an occupational therapist. When the pain persists we usually
refer to the doctor for medication so that we can accomplish our
activity without pain.” [P6]

Participants reported that within public hospital settings the choice
of assessment methods and sources are restricted due to lack of
available assessment instruments. As a result, therapists rely more
on readily accessible and affordable assessment methods such
as observation. Assessment instruments supported by literature
were in some cases perceived to lack cross cultural validity which
impacts utility.
“We use observations because it is quite administrative in nature
because at such public hospitals you may want to have standard
assessment tools but to have them photocopied or what, it is quite
a challenge. So those are some of the challenges and you end up
doing what is most convenient” [P3]

“...so there are different approaches e.g. the Rood sensory technique, Brunnstrom technique, the Bobath approach…Just depending on what you are prioritising or what you are working on first or
you can use them together” [P1]

“… but unfortunately, we don't have a goniometer, so we just estimate …. We also assess sensation whenever necessary because
some of our patients might have paraesthesia … We don't have
a standardised tool for assessing sensation …because of limited
resources we use our hands” [P2]

“With resources available I prefer using TENS. We don't have it but
some guys bring it and we use it and it’s helpful…” [P2]
“We use pulleys, skateboards, the shoulder wheel” [P4]

“We don't have it for now. We used to have it and now we don't
have the full tool but an adapted tool. The tool was devised in one
of the western countries, so we now need to adapt it to suit our
situation and (to be) applicable to our patients” [P4]

“We try to incorporate the patient's normal activities prior to the
injury (HSP) so that the treatment method can be meaningful to
the patient…” [P4]

“I use an adapted Barthel Index scale because we don't have the
real one… [P5]

Category 3: Post stroke HSP adaptation practices
Participants reported that in cases of severe post stroke HSP, there
were specific adaptive or compensatory practices they taught clients
and caregivers to use so as to improve occupational performance;
including energy conservation, bilateral upper limb activities, onehanded techniques and joint protection techniques to execute daily
activities efficiently.

We just use the visual analogue scale. Even though Zimbabwe is a
literate nation, some of the elderly might still not be able to give you
a reliable response, so we break it down to the local languages” [P1]

Category 2: Limited access to applicable therapeutic
activities within the practice setting
Participants reported financial constraints contributing to the limited
use of activities during occupational therapy treatment, resulting
in the application of hands-on therapy approaches only (refer to
Theme 2 above), instead of also engaging in activities as part of
treatment. Participants reported the lack of financial resources
hindering the procurement of requirements for occupation-based
treatment, within the client’s interest and frame of reference.

“…sometimes we give them slings for positioning and also to support the subluxed shoulder and this also allows the shoulder to be
in a normal neutral position… [P1]
There is the shoulder cuff… it helps fixate the shoulder usually
during task performance because usually pain comes when there
is movement of the shoulder”. [P6]

“In our department we have limited equipment…” [P5].

“For instance, grooming, we advise the patients to do hand over
hand. So which ever activities of daily living that are relevant to the
patient we would advise to have them done” [P2]

“… like we don’t have much of the equipment for use for proper
care for the patient, so we end up using hands-on modalities which
do not require any other external equipment. So, in selecting our
activities we usually look at what’s available, then we look at the
client’s age then the severity of the CVA, gender and the likes. [P6]

“We teach them how to don and doff let’s say a shirt or a pair of
trousers with less pain…if the patient complains of great pain, then
we teach them one-handed techniques and other compensatory
movements for them to be independent in ADLs...” [P1]

But the challenge is that we don't have proper tools for the workshop
except for the work bench and the materials.” [P3]

Theme 3: Challenges in occupational therapy practice
of post stroke HSP in Harare, Zimbabwe

DISCUSSION

This theme reflects the challenges facing occupational therapists
when providing intervention for clients with post stroke HSP. The
challenges include limited access to and the contextual irrelevancy
of assessments and limitation in the implementation of occupation-

The current study sought to explore the current occupational
therapy assessment and treatment practices for post-stroke HSP in
the Zimbabwean context. The findings were similar to those from
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As occupational engagement occurs within the preferred and
usual context (environment) of persons with post stroke HSP, it should
be noted that the environment either supports or limits occupational
performance and therefore should be an important consideration of
occupational therapy interventions32. The importance of the assessment of the environment is further supported by ecological theories
of movement that have emphasised the influence of the environment
on the motor performance of individuals with hemiplegia27. However,
within the present study, participants did not report to routinely assess environmental factors.
The findings of the study revealed a general limitation in the availability and use of formal assessments. Assessments further were not
always contextually relevant and lacked evidence of cross-cultural
validity. This finding is common in developing contexts and calls for
research that aims to validate assessments for contexts other than
those where the assessment were developed33.
Participants from the current study considered prevention as
the best intervention method for post stroke HSP, this is supported
by Dyer et al.34 and Gilmore et al7. Consistent with the results of
other studies, patient and carer education with regards to correct
positioning, correct handling skills and maintaining passive range of
movement was pivotal in the management of post stroke HSP6.
Proper positioning assists with maintaining optimal joint alignment6.
Passive range of motion exercises have been proven to play a role
in preventing contractures, maintain pain-free joint motion and
to prevent secondary complications associated with pain18. Study
participants employed several handling techniques during therapy
and patients and caregivers were instructed on how to apply these
at home. In line with literature, the following handling techniques
were found to be in used: avoiding traction or forceful movements,
avoiding pulling the hemiplegic arm, always supporting the arm during
movement, working within a pain free range, avoiding shoulder movements of more than 90 degrees active/passive flexion and abduction
during therapy, and ensuring that there was external rotation during
passive movement18,35.
Participants employed several types of remediation methods
which included physical agents, external supports, mobilisation,
enabling activities and referral. The use of physical agents including
electrical stimulation, especially in preparation for purposeful activity
is supported in literature18,36,37. The commonly used physical agents
were ice and heat. Heat was applied in the form of hot packs38. Evidence is available to support the use of heat to decrease pain, joint
stiffness, and increase the extensibility of soft tissue38. Ice packs can
be used to relieve pain, oedema, and spasticity all of which are associated with post stroke HSP38. Only one of the three participants
using TENS was formally trained in its use, which contradicts some
practice guidelines which state that there must be some form of
documented evidence to show if the therapist possesses knowledge
and skills to administer such physical agents38.
In contrast to the evidence on treatment practices for post stroke
HSP, there was no evidence in the findings of this study on the use
of Functional Electrical Stimulation (FES)18,39,40, vibration36, point
stimulation36, Carr and Shepherd’s positional stretching program41
or strapping40,42. Slings were the common external supports which
were prescribed by therapists, although there is little research evidence which support their effectiveness18,42. The types of mobilisation which were found to be in use were scapula mobilization and
passive/ active range of motion exercises. Literature supports the
use of scapular mobilisation to improve the scapulohumeral rhythm
which is a prerequisite for good arm function7,18,35.
Participants reported use of the following commonly utilised

a review of the evidence for management of shoulder pain poststoke i.e. an eclectic approach to assessment and treatment18. A key
finding from the current study is that post-stroke HSP management
necessitates comprehensive and holistic assessment. Participants
believed the starting point of the assessment should include collecting information on the client, their occupations and the environment
in which this occurs (top–down approach to assessment). Similarly,
Mattingly19 highlights that occupational therapists need to collect
information on a client’s occupational goals as a means to understand
occupational performance limitations, thereby facilitating treatment
that is relevant and responsive.
The present study found that therapists assessed the functional
and structural integrity of the shoulder complex. The physical examination of the structural integrity and the functional state of the
shoulder complex is important in establishing the cause of post stroke
HSP18. In addition, authors have stated that the shoulder complex,
the neck and the elbow should also be assessed, given that pain can
be transferred to the shoulder from diseases in these areas20. The
present study did not explore whether therapists assessed the scapula
position, scapula alignment and scapula-humeral rhythm as part of
routine assessment of post-stroke HSP. However, research shows
that scapular alignment plays an important role in the functional use
of the upper limb21. Optimal scapulohumeral rhythm has been shown
to be important as a pre-requisite for reach and its role in preventing
subacromial impingement which may cause shoulder pain21.
The findings from the present study support the notion of Byrne
and Ridgeway22 that the orthopaedic and the neurological systems
are interrelated and therefore, both systems should be considered
during assessment of a painful shoulder. Participants in this study
explicated that their physical assessment included: shoulder pain
intensity/severity, sensation, muscle tone, muscle strength, range of
motion, posture, and oedema. They however did not report on the
assessment of the trunk which is understood to be important in the
evaluation of the upper limb in post stroke HSP6. Participants stated
that their assessment of pain included the use of a visual analogue
scale. Harrison and Field23 however, caution that whilst there are
various pain scales, such as visual analogue scales, none are suitable
for the assessment of post- stroke pain. Furthermore, given the range
of impairments that stroke patients may present with, therapists
need to ensure that the choice of pain scale matches the client’s
abilities as some impairments of stroke may impact on the client’s
ability to report pain (such as cognitive or perceptual impairments)24.
Participants reported having assessed the impact of shoulder pain on
the client’s daily occupational performance in addition to pain and
range of motion7. This focus is in agreement with those authors who
recommend that the assessment of shoulder pain should include the
impact thereof on occupational performance25,26 . Study participants
used the Barthel index to assess limitations experienced in executing
self-care activities, which is in line with current practice trends25,26.
Study findings revealed that psycho-social factors including client’s motivation and stress were considered during assessment.
Assessment of psycho-social factors in persons with post- stroke HSP
provides a benchmark for progress or deterioration in pain management. Some authors propose that it is essential to address both the
underlying cause of pain and the associated psycho-social factors
that could impact effective pain management27,28. Gilmore supports
the psychological management in persons with post stroke HSP7.
Instruments used to assess psychological aspects include The Beck
Depression Inventory29, The Geriatric Depression Scale30 and The
Hospital Anxiety and Depression Scale31. None of these instruments
have, however been validated for use in the Zimbabwean context.
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coupled with other contextual factors, necessitate that occupational
therapists in Harare seek more cost-effective evidenced-based
modes of service delivery such as functional groups or the provision
of interventions within clients’ contexts.

treatment techniques namely Roodt, Brunnstrom and Bobath. They
however did not report on Task-oriented training approaches (TOT)
that include: Constraint Induced Movement Therapy (CIMT), the
Occupational therapy task oriented approach or augmented TOT approaches such as mirror therapy, action observation, mental practice,
virtual reality and robotics43. The benefit and effectiveness of these
approaches is an ongoing debate in literature and research on this
topic and beyond the scope of this article. A recent study however
suggests some evidence that the use of CIMT may be superior in
improving hand function in persons following stroke. This has to be
viewed with caution as the sample included only 30 patients, all with
a high functioning affected side44.
In the current study, the challenges in occupational therapy
practice for persons with post-stroke HSP was identified to be a
lack of applicable and accessible assessment instruments as well as
suitable therapeutic activities. An essential requirement for effective
occupational therapy intervention is a comprehensive assessment.
Assessment instruments, however, have to be accessible and available
in the practice context. Furthermore, therapists must be familiar with
their use and the measures must be contextually relevant. Authors
from South Africa highlighted similar challenges to assessment (in
an attempt to introduce contextually relevant occupation based
approaches) as those reported by their Zimbabwean colleagues45.
Participants further reported the use of activities towards improving performance components which can promote movement, alter
mood and divert the mind from the pain36,40. These findings reflect
that a bottom-up approach which concentrates on the remediation of
individual performance components was preferred to the top- down
approach, which focuses on the level of occupational performance
of the stroke survivor. Authors have criticised using a bottom-up
approach as it lacks value and meaning to the patient’s occupational
life6,12. In contrast, the top-down approach is thought to be more
client-centred as it is more likely to address what is relevant and
important to the client, particularly when occupational participation
occurs in context6. Occupational therapists in Zimbabwe should consider following a top-down or mixed approach (i.e., both bottom-up
and top-down) instead of the sole use of a bottom-up approach. The
International Classification of functioning, disability and Health (ICF)46
is an example of a framework that allows therapy intervention to include a mixed approach. Given current demands on the Zimbabwean
health system, service provision within group settings could increase
service delivery coverage. Group interventions such as the functional
group model, an occupation-based version of group intervention, may
be a suitable consideration47. The use of occupation-based practice
within the clients’ context may further seek to address the challenge
of financial constraints that hinders the acquisition of appropriate
therapeutic activities within the practice setting.

LIMITATIONS OF THE STUDY
The study findings did not highlight the clinical reasoning that underpins choice of assessment and treatment approaches for post stroke
HSP. The study’s small sample and location within Harare does not
make these findings generalizable. However, the purpose of the
study was to provide a deeper understanding of the phenomenon
rather than to generalise the results.
Future Research could seek to explore this topic in other provinces in Zimbabwe which could allow for increased transferability of
the findings which could then be used in combination with evidencebased practice to develop national guidelines for the management of
post-stroke HSP in Zimbabwe. Further research could be conducted
to explore the lived experience or the coping strategies of adults with
post-stroke HSP. This may help elucidate the environmental factors
that impact on the recovery path of clients.
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