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used to be, where becoming what they used to be included resuming life activities that
mattered to them (Benz, 2000). In a one year follow-up of the original study, Benz (2003)
reaffirmed and extended earlier findings concluding that health care providers intended
to help patients regain functional status through assessment of rehabilitation activities
and patients were concerned about functional status but they were more focused on daily
living from a broader perspective which included their loss of control, their fear of
another stroke and the emotional effects of managing with limited function. So, the
differences in how health care providers and stroke patients approach the recovery
process, persists for up to one year. If health care providers want to optimize care for
people who have had a stroke, the patient’s voice about what matters must be part of care
planning during the first year of recovering from stroke.

One way to access patient voice is through phenomenological study which
gueries the meaning of experience. Recent phenomenological studies that address the
health experience for stroke patients have been done in the United States (Secrest &
Thomas, 1999; Hilton, 2002), England (Burton, 2000) and Canada (Clarke, 2003). Eaves
(2000) studied rural African-American elders using narrative analysis methods, which
are another approach for pursuing the story of stroke. Each of these studies access
patient voice and each will be systematically reviewed to evaluate the base for continuing
study. Even without evaluation, it is apparent that a study of Japanese elders who have
had a stroke could substantially broaden the scope of stroke patient voice from a cultural
perspective.

Table 1 provides a framework for evaluating the studies which access the voice of
stroke patients about their health. Generally, in keeping with qualitative methods, the
number of participants was small (N =5 to N = 14) and most were females. Twelve of the
39 participants studied were male participants. Phenomenological methods were most
frequently used but one study cited the use of phenomenological philosophy and
grounded theory methods (Burton, 2000). Table 1 provides detail about the findings.
Across all five studies, findings suggest a sense of loss, effort to adjust to current
uncertain health situation, and spirit to move forward. This literature base provides a
foundation for the study of Japanese elders who have had a stroke. The purpose of this
study was to explore the meaning of health for Japanese elders who have had a stroke.

Methods

This was a secondary analysis of an existing data set, in which participants
talked for four minutes about the meaning of health. The researcher (CN) who engaged
the participants to talk was a Japanese female, educated in the discipline of psychology.
She first asked the participants to talk about general ideas related to health including
what health means and how they know they're healthy or not healthy. Each
researcher-participant dialogue progressed with these core ideas, but the actual talking
content was directed by health issues raised by the participants. The language used for
the dialogues was Japanese, the first language for both the researcher and the
participants. Dialogues were audiotaped, transcribed and translated by the researcher
who collected them. Transcriptions written in English were reviewed while listening to
the audiotapes by two researchers (RT and CN) fluent in both languages. Adjustments in
transcriptions were made when necessary until both researchers agreed that the English
translation of the transcript accurately reflected the meaning expressed by the
participant.

Analysis
An adaptation of the van Kaam approach for phenomenological analysis was used
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for this study. The van Kaam approach allows for the collection a short description from a
larger sample than is usually used for qualitative study (van Kaam, 1969). Data analysis
occurred as a collaborative effort between researchers in Japan and the United States.
Most phases of data analysis occurred through email communication (Liehr, Takahashi,
Liu, Nishimura, Ito & Summers, In press). The phases of data analysis are outlined in
Table 2. Generally, the Japanese team and the United States team conducted each phase
of analysis independently, articulating interpretations of data, and sharing them through
email. Then, discussion about team interpretations ensued through email until all
researchers were satisfied that the spirit of the participant was captured in descriptive
expressions, themes and definitions. Analysis was conducted over an 18-month period,
during which researchers from both countries came together in person twice to move the
synthesis along toward identifying the structural definition of health for Japanese elders
who have had a stroke.

Table 3 provides an example dialogue with a stroke participant and Table 4
provides the descriptive expressions (Table 2, Phase 1) for this dialogue. Identification of
the descriptive expressions occurred as a result of the email communication previously
described. There were a total 103 descriptive expressions for all research participants.
Reducing the descriptive expressions through synthesis (Table 2, Phase 2) was done in a
face-to-face meeting of the Japanese and American researchers. The themes (Table 5)
which were a final product of this phase of analysis led to the development of a
hypothetical definition (Table 2, Phase 3) and then, the verification process outlined in
phase 4 and finally determination of the structural definition, described in phase 5 (Table
2).

Participants and setting

The local review board approved the study prior to beginning data collection.
Twenty-four Japanese elders, whose average age was 76 (+ 7.2) participated in this study
after providing informed consent. The majority were male (n = 13) inpatients @ =17) ina
large elder care setting in metropolitan Tokyo. All participants had experienced a stroke
within 12 months prior to participation. Whether inpatient or outpatient, elders talked
about what health meant to them with one researcher (CN) in a single room in a hospital
clinic area.

Results

Seven themes described the meaning of health for Japanese elders who had a
stroke: smooth thinking and moving; fundamental valuable gift; trying to adjust to the
present circumstance; past experience defining the present experience; noticing everyday
markers of usual life; judging how they are doing and expressing feelings through their
judgments; and, considering dimensions of everyday living from a new perspective. Table
5 lists the themes with examples of descriptive expressions associated with each theme.
For Japanese elders who have had a stroke, health is:

a fundamental valuable gift recognized as they try to adjust to their

present circumstance, defined by their past experience. Everyday markers

of usual life, like a good appetite and easy breathing and smooth thinking

and moving let them know how they are doing. Feelings about how they

are doing are expressed as judgments about their situation as they

consider dimensions of everyday living from a new perspective.
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Discussion

The seven themes are in some ways consistent with results from previous
gualitative studies. In other ways, the themes are distinct from previous results, perhaps
related to the unique cultural perspective and an older age of the participants compared
to those usually studied. Each of the study themes will be evaluated in relation to the
literature with the intent of understanding the uniqueness and the commonality of these
stroke participants’ experience of health.

“Trying to adjust the present circumstance” and “considering everyday living
from a new perspective” are ideas occurring in other studies which identified the struggle
associated with life change occurring with stroke. Burton (2000) addressed loss,
adaptation and restructuring; Bendz (2000, 2003) found a fear of relapse and also
reported efforts to reconstruct life. Hilton, (2002) reported transition and transformation
and Secrest & Thomas (1999) identified a need for control, connection and independence
in the midst of feeling out of control, disconnected and dependent. The literature reports
a general sense that the "kind of life you're looking at is gone” (Clarke, 2003, p.181)
and "survivors return to valued self-defining activities in order to maintain a positive
sense of well-being---walk to the television and turn on a golf game instead play a golf”
(Clarke, 2003, p.185). Stroke survivors try to avoid a recurrence, think about the next
step and work at getting back to a desirable life as they adjust to their present
circumstance with a new perspective.

Physical and cognitive function is impaired in stroke survivors in striking contrast
to many other chronic conditions. The impact of this impairment is immense, particularly
in Western countries where independence and functional ability is highly valued. The
continuity and reality of self was disrupted beginning with the day of stroke onset, and
survivors doubt that the eye and the “I” saw the same thing (Easton, 1999). Doolittle
(1992) discussed this idea as “split self’. “The individuals spoke of their brains “talking”
to their bodies, and their bodies “talking back”...A limb frequently was referred to as “it”,
rather than “my arm” or “my leg.” (Doolittle, 1992, p.122) ”. The theme, smooth thinking
and moving, most directly represents fluent communication or steady action. However, as
the examples of descriptive expressions indicate, it also implies “thinking and moving
without consciousness or intention”. This theme articulates the participant’s desire to
transcend their limitations and be whole.

It is possible that the smooth thinking and moving theme is a unique expression of
reforming self in the midst of the stroke experience. Movement or action in daily living
does not normally require attention. However, careful action becomes compulsory for
stroke survivors to assure safety. Every daily activity demands unusual attention.
Unwanted self-consciousness is inevitable. For most healthy people, the stream of
thinking is continuous and self-directed, if not disrupted by others or objects. For stroke
survivors it takes great effort to keep concentration and manage their stream of thinking.
They are aware of themselves as disabled. (Hilton, 2002) and at the same time, it is
difficult for them to imagine themselves as disabled. They expect their reliable self but
are confronted with dependence on others. One question, which may arise from these
interpretations, is why the “self’ is not explicitly expressed as it is, for instance, in the
Hilton study (2002), where self-focused themes like loss, helplessness and regret are
reported. This might be explained by the Japanese cultural context where the “concept of
self is defined on the lines of interdependent relationship in contrast with Western
society”, (Ohnuki, 1985, p.310) and self or consciousness of myself as unity predicates
how the world is experienced (Nishida, 1926, 1965) and in this case, how health is
experienced.

Participants described being shocked when they were admitted to the hospital
with a stroke, and they survived the acute phase. This story of shock was more readily
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accessed through a research approach relying on dialogue. The predominant research
approach for studying stroke survivors has routinely examined health indicators,
focusing on specific health parameters from the acute to the rehabilitative period of
recovery. When dialogue is the research approach, focus on health assumes broader
meaning, contributing to understanding “noticing everyday markers of usual life” as a
central theme for the participants. Other research has emphasized stroke patients’
emotional concerns about daily living (Benz, 2003) but not this habit of using appetite
and sleep quality to indicate health. Good appetite and good sleep might be a universally
common expectation for people who are recovering from illness. These participants saw
these common expectations as promising markers that they were getting better. On the
other hand, the theme, “a fundamental valuable gift“ seems to be related to faith and to
put absolute value on health, expressed as a gift from Buddha or heaven. However,
health and sickness are not opposite ends of a continuum but rather compatible
simultaneously occurring experiences for Japanese people. Health-sickness balance or
relativity is a mirror of how we are dealing with life difficulties by regarding life events as
out of human control but dimensions of destiny (Ohnuki, p.105, 1985). A precious gift is a
symbol of the most preferable destiny.

Potential implications related to the theme, “past experience defining present
experience” may emerge from the fact that all the participants of this study consisted of
elders aged 60 years and over with an average age of 76 years. In Clarke’s study (2003),
the central importance of physical activity for stroke survivors differed in terms of subject
age. One sixty-year-old man stated “I used to curl for years and years....now look. Not so
good” (Clarke, 2003, p. 181). However, six of the seven survivors aged 62 to 89 years
“found a way to return to their salient roles and activities, even in a modified form, in
order to maintain their sense of subjective well-being” (Clarke, 2003, p.182).

Recently, resolution of psychosocial development in early old age and later old age
was described as the ninth stage in Erikson’s developmental theory (Brown & Lowis,
2003). Joan Erikson, wife of Erik Erikson, as she experienced aging and witnessed her
husband’s later years (Erikson, 1998; Brown & Lowis, 2003) added a new ninth stage to
extend her husband’s original work (Erikson, 1982). In discussing the ninth stage, Joan
Erikson referred to Tornstam’s definition of the word “Gerotranscendence” (Tornstam,
1993) where there is a new feeling of cosmic connection which redefines time, space, life
and death, and self. In adding a ninth stage Erikson noted that “Time is circumscribed to
now, or maybe next week....Space has slowly decreasing dimensions within the radius of
our physical capabilities...One’s sense of self expands to include a wider range of
interrelated others” (Erikson, 1998, p.124). With the explanations of Erikson’s ninth
stage of development, “past experience defining present experience” might imply a
convergence of time, namely, expressions of the remembered past create meaning for the
knowing-feeling-willing present moment (Takahashi & Liehr, 2004; Liehr, et al., 2002).

“Judging how they are doing and expressing feelings through their judgments”
seems to be interpreted by a concept of “I” as a third person. For example, “A feeling of
gladness that fills her up when a therapist tells her she is doing good”(Table 5) is the
expression that a feeling comes out through judging she is doing along the lines required
by a therapist. Personal feeling is not a direct response to others but rather a response to
the situation formulated by “I” and others. This theme has affinity for the Japanese
cultural context as did the “smooth thinking and moving” theme. “Experience of
ego-focused emotions, either positive or negative, is readily accompanied, at least in
Japanese culture, by felt disturbance of a relationship and, thus, by a strong need to
restore harmony” (Markus & Kitayama, 1991, p.239). Although expressing feelings as
judgments may seem like a uniquely Japanese view, a very similar observation can be
found in data from one Western stroke survivor’s statement: I consider myself very lucky
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in many ways” (Clarke, 2003, p.182). This survivor’s eye sees how lucky she is through
interrelated others’ eyes. Our cross-cultural work often concludes with an understanding
of how people on opposite sides of the world are more often alike than different (Liehr &
Takahashi, 2000; Liehr et al., 2002). These glimpses of likeness provide a compelling
reason for continued collaboration with expansion of investigation to enable comparison
of people from different cultures in a single study, conducted simultaneously at multiple
geographically distant sites.

In conclusion, for stroke survivors, functional improvement is only one part of the
health picture. Although it is the most frequently studied dimension of health it fails to
account for the unresolved psychosocial burden often experienced by stroke survivors.
Like the voice of stroke patients heard in previous research, these patients talked about
loss, efforts to adjust, and their spirit to move forward. They also placed unique emphasis
on the importance of everyday usual activities, as indicators to judge how they were
progressing. To provide meaningful care for people who have survived stroke and are
living everyday with its consequences, it is essential for health care providers to listen to
their voice, hearing how they are unique, related to factors such as culture and age, but
also how they are alike, sharing common experiences with people from diverse cultures
and age groups.
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Table 2: van Kaam analysis adaptation
Phase 1. Identify descriptive expressions A descriptive expression is a statement that
shares an idea about a human experience. Read and re-read each participant’s
description. Identify the descriptive expressions, succinctly articulating them in the
words of the participant.
Phase 2. Reduction through synthesis This step has two parts. These parts occur
consecutively after step one is completed. First, examine the descriptive expressions
and group ones with a like idea together. Then, “reduce the concrete, vague, intricate
and overlapping expressions” (van Kaam, 1968, p. 326) to identify the theme of each
group of descriptive expressions. The theme is stated in the words of the researcher. The
theme will appear explicitly or implicitly in most expressions and be compatible with
all.
Phase 3. Formulate a hypothetical definition of the phenomenon The themes, which
have been synthesized in the previous step are used to create a definition of the
phenomenon
Phase 4. Apply the hypothetical definition to each participant’s description The fit
between the hypothetical definition and the participant’s description is evaluated. The
fit does not have to be perfect but correspondence is expected between the definition and
what each individual described. Lack of correspondence is noted and is a source of
further dialogue.
Phase 5. Formulate the structural definition The structural definition integrates

dialogue regarding lack of correspondence with the hypothetical definition.
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Table 3: Example dialogue about health

What does it mean to be healthy? Until this April tenth, my way of keeping my health
had been to swim for a thousand meters. It used to be my health.

You are a swimmer? Yes, I am a champion in senior masters on butterfly. I hold a
Japanese record. Swimming was my health. Along with that, I thought T had been
paying attention to what I eat, though paying attention had not been very useful.
Regardless of that, your stroke happened? Yes, and on 10th, it must have had
something with what I ate too, but there were three things that kept me pretty busy, 1
couldn’t sleep, I didn’t know that I could get such a big illness and even when it
happened I didn’t realize it would be such a big illness. After then, about for two months,
I was always crying on my bed. I didn’t think about being healthy at all. Finally, about
this last month, I became to be able to move my feet a bit, and my hand, just a little,
became to be able to move, the thought of being healthy came back to my head.

You think about health? Yes, eating, is the most important thing I think. I am feeling I
have to be aware of eating. To me health right now is not to snack and to be very careful
with what I eat. And I am afraid of lots of spice and salt....soy sauce. I used to eat large
quantity, may be too much. So I try to eat small portion. Health is what I am doing, now
it’s walking. I am thinking that I have to convert my swimming to walking.

Convert swimming to walking? Yes, walking...and from now, how well my left hand gets.
I am thinking my hand would not be cured completely...these days...first, until I figure
out how long it would take with my right hand I decided not to do anything with my left
hand...I was a head ache for therapists, but now a days, ha ha ha, I am becoming to do

everything with my left hand.
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Table 4: Descriptive expressions for example dialogue.
- Thinking about converting from champion swimming to walking. .
- Paying attention to what she eats.
- Awareness that things kept her busy and unable to sleep before her stroke.

- Increasing ability to use her left hand.

29
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Table 5: Themes with example descriptive expressions

Smooth thinking and moving

- Using both hands smoothly to cut sew and knit.
- Being able to move just the way he images without consciously imaging.
- Communicating smoothly with business partners to avoid wrong decisions.

- Awareness that his action is slow and dull.

- Being able to immediately do what she wants and needs without feeling reluctant and

with concentration.

Fundamental valuable gift

- Thanking Buddha for inherited strong body and family that gets along well.
- The most precious gift from heaven and nothing in the world replaces its value.

- A fundamental energy to live.

Trying to adjust to the present circumstance
- Trying to get back to a normal life, dealing with his bad left hand while emphasizing

readiness to hustle.

- Paying attention to what she eats.
- Having no choice but to quit smoking and reduce salt as a matter of survival.

- Persuading himself that he shouldn’t be angry.

Past experience defining the present

- Surviving the troubles of war to open a pickle shop.

- Being able to work and do almost anything, like when in the military he was able to

keep walking even with an open wound.
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Table 5 (continued): Themes with examples of descriptive expressions

- Though she usually prayed at temple with other believers, her role in early morning
temple activities has been replaced by her daughter now.

- Working hard as a housewife with no regret about it if she died.

Noticing everyday markers of usual life

- When a meal and sake tastes good.
- Waking up feeling good.

- Feeling no pain or even an itch anywhere.

Judging how they are doing (through other’s eyes) and expressing feelings through

that judgment

- Feeling like he has given up while waiting for muscles to get stronger.

- A feeling of gladness fills her up when a therapist tells her she is doing good.

- Thinking he cannot talk about health since he is not really healthy.

Considering dimensions of everyday living from a new perspective

- Thinking about converting from champion in swimming to walking.

- Doing what the doctor says whether she likes it or not to avoid repeating this all over
again.

- Being limited by the wheelchair and facing concerns about getting around his house,
getting on the train and doing steps.

- Consideration of retirement with an idea that it’s not good being not healthy when

you are the top of the health care products company.
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RATEE A 2

Trying to adjust to the present health circumstances (BREDRFIREEIZE D
TLDET5)

Being able to do things in the way he wants (flSEHPD/ZNWLIITTE
%)

Trying to get back to a normal life, dealing with his bad left hand while
emphasizing readiness to hustle (H73 & TR 7223 S BV WET: 2 1
D TIDEIFBITRAD &7 5)

Paying attention to what she eats (BEX#ITKZE DT 5)

Balance in walking, eating and daily living itself GEEfSRE., EFEON
FUAEED)

Being able to accomplish everyday things like working so his body
doesn’t become lazy ((EH/R EBH OHZFE EE S 2 ENTEIUTEISELS
73%)

Never having a major illness until 85 years old (85 EIZ/R D FE TAIFZ L
Te T EDTRN)

Persuading himself that he shouldn’t be angry (R->7&0D LWL SHS
CEWHNED)

Her husband becoming sick because of her sickness and being taken care
of by her sons instead of her taking care of them (H4% DD 7zDRM
HKFZRL, BFEbOHEAZALDOTIIR<HBEZATHSD)

Having no choice but to quit smoking and reduce salt as a matter of
survival (BEET 372012135/ 200EOBEZR 5 LM/ W)
Living with his wife who has aphasia by stroke (J¥2aH D7z 9 KRFEIEIZ/R
D EEEEEZETNAL)

To do laundry and cook like other people (JKFVLEZMDODAEF UL DI
%)
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—7. BHEAEBRLTWSHE® Neglect ITBIZ2R D Z &M TERNEEZR
L TW5, CBS-J id, Neglect IZk 2 AEMERE & 2ORMEHMT5HHRZR
ETHD, (BS-] OIGHAIREME & UTHEBMIIL. Neglect {TEIZFHEHL . BHD
WEEmN, FOEIEET B HEEIVRE I N7z,

(25 B 8]

e B E OIER RN SR U BRE - K713, BEOHEETREIERT
DA DHEBERT, UNEUTF—2a PHOET,. UNDICOEEREBEET
HBH, ULNL, BIEONETIE, £KiBIZL D ETEEETMRERAEICHET 51
DRLAIEIR I N TWRW, RFKO B, RKiE - RITEH T SR OLKRKE
ERIBIS MR R BB 200 41T, the Catherine Bergego Scale Japanese version (PA
T, CBS-1) & AW 2 TR 2 50T U, CBS-] O AMEZRET 5,

(W5 75 1E]

MU IR BRI ABE L 72 INEE R BB E D D B, #)3E, Kk - RITEH T 5 HAM
ABRIB BN 2R R 2 0PI, BB 1 4 A R HERE R, CBS—T IC K B 17BN
2, MEREZEMBL, HehOEREEFNC 3 BER O 2R L 7=,

1. X
AR PN i i A IS P IR B IS ABE U 72, #0368, A KINEERIBEINZ AP EEDS B
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PR EEMRA D, AEA =L, RENMESNZ 0 L2 /HBE LT,
2. PAELE - BT

BB 1| ARRCEARMEE L 72, FAEEEE, B dRNREMEOZRNIC
WA - RifTOME, Wb OEEE (AT, EEEE)IZ The National
Institutes of Health Stroke Scale (NIHSS). H % V& Bi{E#E/71C Barthel
Index BI) ZHH Wy, CBS - J IZ K AITENEER & G b EHE 2LEL =,

3. DNTHE

FAARF D NIHSS B mick ORtg% 3 BICHEL. SEMICBI28E85D
BEZREN Uz, MNP OEEEEMNEE L., (BS-J -5, (BS-J -
HCEHili%5 5. CBS-J -Anosognosia &, BI. MMSE & ICDWT, —Jthl@ED
AT (o< 05) ICX BRI LLB%, T, Scheffe DLEHIEBMEZB Z
o T, WEHEMTIZ SPSS 11.5 T for Windows & fAWN/=,
4. {mHEMEE

FEFRRIC BT A RENGHEEBEEZ B S OKRZ 2T, PHEEEN UFgeo B/,
HiE T ITAN—ORE HTOHRZHAL, AEBICELEETERBL =,

(HZEHE R ]
1. B

KA, 20 44 (BEZE 16 44, i 4 44 5B 16 44, 22t 4 44 F354F e 70.4£8. 13
ji%) . NIHSS 1349 9. 145, 1 AUT, BREERE 6 44, WPAEERE 104, BEER 4L
I Nz,

2. 3 BEOMEES X OHEH L D
1) 3BOBMICET M- 7=,

Efh, MR, FERIEEIRIC 3 B TER o7z, HU, HEMTIIEY
FERRAMD 2 BED b Em <, —F., FBERERIL. BEFTIIFEY 6.0 BT
HO., D LEEL0BERNWETIZH > T2,

2) CBS-J 5

CBS-J-HZ 15 s, HIEEREH W E Neglect FFEINNE M- 7= (P=0.000),
CBS-1-H T Al #5 s11C 3 BEILITK < BERNC 217 o 7. CBS-J-Anosognosia 1%
A FEEEDNE W SR o 72 (P=0.000) . CBS - J10 B H @ Cronbach
o VX, BERER. BOHMES A, Anosognosia 513 40.98, 0.88, 0.97 T
HoTz,

3) ADL fE
BEEENE W E B HAME L, ADL BES1 B o 72 (P=0.000),
4) EMRPRAIEE S
HEREDE W & MMSE B s MR <. 2 REFRAIEE 1 MEN o 72 (P=0. 005) ,
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1) CBS-] OF| FH v Bk

CBS-J @ 10 TEEA ADL ICHIU/=IHE T, BEEHELUEFICEMT2IET
HETE BEENDEHRRETH S,

2) CBS-J &fpizsrp B BRI A TG e

CBS-I-#15275 . CBS-J-Anosognosia &SN MEErh DEFEE & OEN 5, &
ERICE D Neglect fTEINIRL . BHFEHHOH X DEFICBIT 2 BEVRHEAN
DBBNRETH S ERLUT NS, PEERTIE, 2RWRBABEINE < F
ZNTNTH, BED Neglect fTEIZK DO ZEMNTERWEHEZIMEL 155
TEERFBLTNDS, (BS-T 12k, EIEEITIE U/ Neglect BYE o 4% R A
FETE. 5. Neglect fTEIDFME S B#ES 7 O MM ZREHT 5 Z &0%A]
fELins,

(i am

CBS-J( the Catherine Bergego Scale HAFEMR) 2T Neglect 2HT 3
FIFEA R ER N2 BB 2E O BEE R R 21T o T s R, LR OERES N,
1. CBS-T \3MMzarh EAEREIZIG UC. Neglect 178y, FRIBEBNM< /25,

2. MEHPOEEENTEE - BEOCEEHFL. BHO Neglect T78INH S
bbb 59, BTEMENTERWN, Hb, BHEORBERICB I3 EER
K[IOL T ENTERVWEEEZE TSI &,

CBS-J 1. Neglect IZk B AEIGEELZORBENMITHEHBRETH 5,
CBS-J DI ATREM: & LT, Bi&MiIL. Neglect fTEIZFHME L. BHZE DR ZM
W, FOEIZFEETHLEEIRB I N,
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1.
2.
2.
x1.
2.
7=3.

&%

SHEDCBSEIEG A « Blgkfa M - B MBS A - Anosgnosiafs il
SHED B A
SHEDLHMMESH A
SROEE
iz ep D B BE 2 BN K 2 ST DA
Jbi 2 Hh BEE B 7| CBS-J 453 B HE O ELig
— B A, BOAMfS A, Anosognosia 5 —
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#&1. WROBEM N=20 &THEHZx

1% Al B 14:6
FE R 70.44-8.1(49~83)
] WE-Hm 16-4
5%3"‘ ®B# (R 2.1+0.1(1~8)
Dk fTOHES
Neglect 19
EG%kER 1
BErR 2
fRAE L ER 7
BHRKIT 1
MiZEhEREE  NIHSS" 9.24+52(1~19)
Neglect {TBScale:the Catherine Bergego Scale H A& &
CBS gHEe? 17.04£2.4(0~19)
CBS B oY 4.0+0.8(0~12)
CBS Anosgnosia® 13.242.3(0~28)
EZKH’]ADL BI¥ 55.6=£5.5(15~100)
£ RHEEEAE) MMSE® 24.0+1.4(15~30)

1) NIHSS: the National Institutes of Health Stroke Scale (0~42
2) CBS :0~305/%

3) Anosgnosiaf® /5 : (15218 15) - (& 5418 &)

4) BI :Barthel Index (0~ 1005)

5) MMSE :Mini-mental state examination (0~ 30)

T+ REREGEEHE)
#2. WNEDBEEESEICKIDIFOHE N=20
BEREEY thEREE BHEEH P i
M(SD) M(SD) M(SD)
51 H.4 5+1 7-3 2:2 0.637
EH5 ) 70.0 (46) 694 (9.4) 740 (68) 0573
g FEE-thm  5-1 8+2 2:2 0.472
REZBE(7A) 1.0 (0.0) 27 (20) 23 (1.3) 0.168
KEB-RITOESE
Neglect 5 10 4
EG%E — 1 -
BiREEE — 1 1
RRBARERR - 4 3
BIREKAT 1 — -
IMZEh EREE NIHSS 30 (22) 96 (20) 170 (1.6) .000%
Neglect 178} Scale : the Catherine Bergego Scale B A<EEhK
ke 47 (5.9) 200 (6.0) 278 (1.1) 0.000°
CBS ER=E 32 (32) 51 (40) 25 (29) 0445
Anosognosia 1.5 (0.7) 149 (8.1) 253 (2.6) 0.000°
HEAMADL BI 825 (15.2) 485 (16.6) 325 (10.3) 0.000°
2HRRIFRSIEEH MMSE 28.7 (1.4) 248 (44) 153 (20) o0.000°

—REBSHSN FEK#E <05
a:BEEMLMEEYN BENLEER v EEEXSRENLEEYN, hEENLEER
M(SD): -1y (FRERZE)
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