
and other studies'" involving women who undergo
termination of pregnancy. Thus to complement the
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future, using a methodology which permits the collec-
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Abstract
Objective-Comparison of day hospital atten-

dance and home physiotherapy for stroke patients
leaving hospital to determine which service pro-
duces greater functional and social improvement for
the patient, reduces emotional stress for the care
giver, and lessens the need for community support.

Design-Stratified, randomised trial of stroke
patients attending day hospital two days a week or
receiving home treatment from a community physio-
therapist. The six month assessment results are
reported in this paper.

Subjects-Patients over 60 years old resident
within the Bradford metropolitan district discharged
home after a new stroke with residual disability.
Setting-Four day hospitals in two health authori-

ties and domiciliary work undertaken by experienced
community physiotherapists.
Main outcome measures-Barthel index, func-

tional ambulatory categories, Motor Club assess-
ment, Frenchay activities index, and Nottingham
health profile were used. Carers' stress was indicated
by the general health questionnaire. Treatment given
and community care provided were recorded.
Results-Of 124 patients recruited, 108 were avail-

able for reassessment at six months. Both treatment
groups had significantly improved in functional
abilities between discharge and six months. The

improvements were significantly greater for patients
treated at home (Mann-Whitney test; Barthel index,
median difference 2 (95% confidence interval 0 to 3)
p= 0-01; Motor Club assessment, median difference 2
(I to 5), p=O Ol). The home treated patients received
less treatment (median difference 16 (11 to 21)
treatments, p<O001). More than a third ofpatients in
both groups showed depressed mood, and a quarter
of care givers were emotionally distressed.
Conclusions-Home physiotherapy seems to be

slightly more effective and more resource efficient
than day hospital attendance and should be the
preferred rehabilitation method for aftercare of
stroke patients. New strategies are needed to address
psychosocial function for both patients and care
givers.

Introduction
Discharge from hospital can be a time of stress for

stroke patients and their families. Feelings of despair
and rejection' may be compounded by poor liaison
between hospital and community services. The provi-
sion of aftercare to support the patient after hospital
discharge is therefore an important component of
stroke management and aims to ameliorate the long
term adverse effects of stroke that have been reported
for patients and their main carers.2 3
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Such aftercare can be provided in several ways;
geriatric day hospital attendance or home physio-
therapy are two common approaches. The advantages
and disadvantages of the two approaches are finely
balanced.45 A recent randomised trial in Canada involv-
ing day hospital patients with mixed conditions found
no significant advantage for the day hospital group over
patients in a control group who received continued
treatment as an inpatient, were seen regularly in the
geriatric outpatient clinic, or were given appropriate
community follow up services.6 A similar randomised
day hospital trial in New Zealand again showed no
improvement in activities of daily living, but there was
a significant long lasting enhancement of mood.'
Day hospital and home physiotherapy for stroke

patients are established services in Bradford, and the
opportunity therefore existed to organise a randomised
trial to compare the two treatments for stroke patients
discharged from hospital. The findings after eight
weeks' treatment, which have been reported pre-
viously, were that either rehabilitation method was
associated with a small further improvement in physical
function but the patients in the home treated group had
become more able on stairs and walking outside and
slightly more socially active.8 Neither treatment had a
significant effect on patients' depression or carers'
stress. This report describes the outcome for the two
groups of patients at six month follow up from hospital
discharge.

Method
The aims and methodology of the trial have been

described in detail.9 Patients were eligible if they were
over 60 years old and about to be discharged home after
a new stroke episode that had caused persisting dis-
ability. They were recruited into the trial if, after a full
explanation of trial procedures, the patient and his or
her consultant consented. When possible, patients
were recruited a few days before discharge, but
sometimes patients were recruited on the day of
discharge. Once recruited, patients were stratified by
time interval between stroke onset and discharge and
by disability at discharge (Barthel index'0 categories)
and then randomised (with four length random per-
muted blocks'") to attend one of four geriatric day
hospitals twice a week or to be treated at home by one
of five experienced community physiotherapists.
Patients were assessed at time ofdischarge (in hospital),
eight weeks from the start of treatment (at home), and
at six months from discharge (at home) by the research
physiotherapist (AF), who was not involved with the
randomisation procedure or organising and carrying
out treatment.

Several assessment instruments were selected to
encompass the various dimensions of stroke outcome.

TABLE I-Clinical features of two groups of stroke patients given
phAysiotherapy in day hospital and at home

No (%) of No(%)of
day hospital home physiotherapy

patients (n=6l) patients (n=63)

Men 31 (51) 38 (60)
Women 30 (49) 25 (40)
Type of stroke:

Right hemiplegia 26 (43). 27 (43)
Left hemiplegia 31 (51) 34 (54)
Other 4.(7) 2 (3)

Previous stroke 18 (30) 18 (29)
Lived alone 18 (30) 18 (29)
Median (range) age (years) 72 (60-88) 70 (60-89)
Median (range) Barthel index

score at discharge 15 (4-19) 16 (1-19)
Stroke-discharge interval:
<4 weeks 10 (16) 13 (21)
4-7 weeks 20 (33) 23 (36)
8-11 weeks 14 (23) 12 ( 19)
> 12 weeks 17 (28) 15 (24)

The amount of assistance the patients needed for
walking was recorded by placing the patients in one of
six functional ambulation categories. 1 Performance of
activities of daily living was assessed by the Barthel
index and functional movement by the Motor Club
assessment.'0 Social activities were measured by the
Frenchay activities index. ' Perceived health status of
the patient was assessed by part 1 of the Nottingham
health profile, excluding the mobility section,'5 and
emotional distress of the main carers was examined
with the shortened version of the general health
questionnaire (GHQ-28)." Assessments were com-
pleted by direct observation (Motor Club assessment)
and self report or carer report. The amount of
rehabilitation treatment and community services pro-
vided to each patient was also recorded by the staff
involved.

SAMPLE SIZE

Consideration was given to trial size to ensure that
the sample was neither too small to have sufficient
power to detect clinically important effects nor too
large, recruiting more subjects than necessary. An
empirical decision was taken that an important end
point of the trial would be to detect a two point change
in the Barthel index. This would represent a meaning-
ful clinical improvement reflecting, for example, that a
patient dependent for transfers and needing assistance
for walking had become independent. The sample size
was then estimated with Altman's nomogram'" on the
basis of the standardised difference derived from the
two point difference and the standard deviation for
change in the Barthel index at eight weeks after
discharge for the first 20 patients recruited to the trial.
The result indicated that 80 or 110 patients would be
necessary for significance levels of 5% or 1% respec-
tively with a trial power of 95%.

ANALYSIS

Analysis was performed with the statistical package
for the social sciences (SPSS) and Minitab. Within
group significance was determined by the Wilcoxon
signed rank test, between group differences by the
Mann-Whitney and X2 tests. In keeping with the non-
parametric tests, median values are reported with
confidence intervals. '9 The assessments were cate-
gorised in accordance with previous published informa-
tion on the Barthel index and Frenchay activities
index,. Nottingham health profile,'6 and general health
questionnaire.2'

Results
A total of 124 patients were recruited to the trial; 61

were randomised to day hospital attendance and 63 to
home physiotherapy. The two patient groups were well
matched for side of stroke, previous stroke, stroke
impairments, age, and presence of a care giver (table I).
By six months 16 patients were lost to follow up (day

hospital, 9; home physiotherapy, 7), with most with-
drawals occurring during the first eight weeks (figure).
A further five patients changed treatments during the
first eight weeks but were available for the reassess-
ments.
The analysis encompasses the 108 patients available

for reassessment at six months (day hospital, 52; home
physiotherapy, 56) and includes the five patients who
changed treatment, who have been included in their
original randomised treatment group. The trial
methodology controlled for a possible imbalance in
disability between the two treatment groups by using
the Barthel index score at discharge as a stratification
factor before randomisation. The patients who with-
drew did not significantly distort the disability charac-
teristics of the two groups as they had similar types of
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I In=52| 6 Months I n=56 I I-
Flow?chart indicating patients who changed treatment or 'ithdrew during six months of trial

TABLE iI-Median (interquartile ratnge) scores offunction of stroke patients six months after discharge from
hospital

Day hospital Home physiotherapy Mediani of the
patients patients p Value differences (95%

Index (range of scores) (n= 5 2) (n =56) (M\ann-Whitney) confidence intervals)

Barthel index(0-20) 15 (12-18) 17 (15-19) 0-01 2 (0 to 3)
MotorClubassessment(0-45) 39(32-43)* 41 (37-44) 0 01 2(1 to5)
Frenchav activities indcx (0-45) 5(3-11) 9(3-16) 0-07 2(0-5)
Nottingham health profile (100-0) 21 (9-38)t 15 (5-40)4 0-32 -3 (-10 to 4)
General health questionnaire

(carers) (28-0) 3 (0-7)Y( 1 (0-5)l 0 22 -I (-3 to 0)

*Two patients not fit cnough to be reasscsscd at six months.
tSix patients had compreheinsion difficulties and wsere theiefore uinable to complete profile.
t Five patients had comprehension difficulties and wvere therefore unablc to complctc profile.
536 Patients had carcrs, of whom 3 were unable to complete questionnaire.
140 Patients had carers, of whom 10 were unable to complete quiestionnaire.

disability (median Barthel index: day hospital with-
drawals, 14; home physiotherapy withdrawals, 16;
p=0 79).

PHYSICAL ABILITIES

Patients in both groups showed an improvement in
Barthel index and Motor Club assessment scores
between hospital discharge and reassessment at six
months (Barthel index, median difference: day hospital
group, 1 0, p=0 003; home physiotherapy group 2 0,
p<0001; Motor Club assessment, day hospital group,
3, p<0001; home physiotherapy group, 4, p<0001).
At the six month reassessment there was a significant
difference between the two groups for the Barthel
index and the Motor Club assessment scores (table II).
Analysis of the individual items of the Barthel index
showed that the home physiotherapy group had a
significantly greater improvement in ability to climb
stairs (p=0 04). Significant differences in scores were
also found in the category analysis (table III). Twenty
two (42%) patients in the day hospital group improved
by two points or more between discharge and six
months compared with 30 (54%) patients in the home
physiotherapy group (2 =0-96, p=0-33).

Analysis of the functional ambulatory categories
scores showed significantly more patients in the home
treated group were in category 5, able to walk outside
on uneven ground and slopes (day hospital group 23%;
home physiotherapy 45%; y =4 65, p=003).

SOCIAL FACTORS AND CARER STRESS

When individual patients' scores for the Frenchay
activities index were examined there was a trend
towards patients in the home physiotherapy group
being more socially active (table II). This trend
occurred mostly because home treated patients
reported "walking outside" more frequently (p=0 01).
However, most patients in both groups had Frenchay
activities index scores of 10 or less, indicating low
levels of social activity (table III).

There was no significant difference between the two
groups for perceived health status as determined by the
Nottingham health profile or for stress on carers as
indicated by the general health questionnaire (table II).
Both groups contained more than a third of patients
with considerable distress (Nottingham health profile
score of 3301%) and more than a quarter of care givers
were "stressed" (GHQ-28 score :se5) (table III). Neither
treatment was associated with changes in place of
residence, which was remarkably stable with only one
patient transferring to residential care during the trial.

TREATMENT

At six months, 27 (52%h) of the day hospital patients
were still receiving treatment compared with only 12
(21%) of the patients in the home physiotherapy group
(x2=9-59, p=0002). The patients initially assigned to
the day hospital group attended the day hospital a
median of 31 times over the six months compared with
a median of 15 visits received by patients in the home
physiotherapy group (median difference 16 (11 to 21);
p<O-OO1). This difference in the number of treatment
opportunities, and the fact that only 10 of the home
treated patients received occupational therapy, com-
bined to cause a difference between the two groups in
the amount of therapy time given to the patients, with
the home treated group receiving substantially less
(table IV).
The home physiotherapists provided active, hands

on treatment, but for 60% of their patients they also
undertook other activities such as liaising with com-
munity staff and organising appropriate disability
equipment. Such other activities were undertaken for
only 36% of the day hospital group. Ten patients in the
day hospital group and nine patients in the home
physiotherapy group also received speech therapy.

COMMUNITY SUPPORT

The pattern for both groups was for the district
nursing support to be gradually reduced over time such
that by six months 31 (60%) of the day hospital patients
and 35 (63%) patients in the home physiotherapy
group were no longer being seen by the district nurses.
There was no significant difference between the district

TABLE III-Category analvsis comparison of stroke patients six months
after discharge from hospital

No "O) of No ("%) of
day hospital home physiotherapy

patients patients
Index (range of scores) (n=52) (n=- 56) y pValue

Bartltel index:
0-14 21 (40) 12 (21) 1
15-19 27 (52) 33 (59) 6-18 005
20 (Independent) 4 (8 11 (20)

MNotor club assessment:
0-35 16 (32)* 11 (20)
36-40 18 (36) 13 (23) 6-75 0-03
41-45 (Independcnt) 16 (32) 32 (57)

Frenchav activities indcx:
0-10 (Little social

activitsv) 39 (75) 34 (61) 1 90 017
11-45 13 (25) 22)39)

Functional ambulation
category:
0-4 40 (77) 31(55) 4-65 0-03
5dndependent) 142 ('2 3) 25 (45)

Nottingham health profile:
30-100 (Considerable

distress) 19 (41 )t 20 (39)4 0 099
0-29 2759) 31 (61)

General health
questioninaire (carers):
5-28 (Stressed) 14 542)8) 8 (27)1 1-09 030
0-4 19 (58) 22 (73)

10 -3

*Two patients not fit enough to be reassessed at six mottths.
tSix patients had comprehension difficulties and were therefore urtable to
complete profile.
t Five patients had comprchension difficulties and were therefore unable to
complete profile.
(36 Patienits had carers, of whom 3 were uinable to complete questionnaire.
(40 Patients had carers, of whom 10 were unable to complete questionnaire.
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TABLE Iv-Number of hours of therapy received by stroke patients over six months. Values are medians
(interquartile ranges)

Day hospital Home physiotherapy
patients patients
(n = 52) (n=56)

Physiotherapy 15.0 (7 0-24 0) 6-5 (3-5-12 0)
Individual 9-5 (6-5-15-0) 6 5 (3 5-12 0)
Group 4-5 (0-115)

Occupational therapy* 15-0 (5-0-27-5) 10-0 (1-0-48 0)

* Occupational therapy records for four patients in the day hospital group were incomplete; these patients have been
excluded. Only 10 of the home physiotherapy group received occupational therapy.

nursing support to the patients in the two groups at six
months.

In contrast to the district nursing service, there was
little reduction in the home care service during the six
months. There was no significant difference between
the two groups for home care support. One patient in
the day hospital group and three in the home physio-
therapy group attended a day centre. The elderly
sitting service, available to all patients in Bradford
metropolitan district, was used by only one patient.

Discussion
In this randomised comparison trial of day hospital

attendance and home physiotherapy for stroke patients
leaving hospital, both groups showed a significant
improvement in functional ability in the six months
after discharge. About half the patients in both groups
improved by two points or more on the Barthel index,
indicating a useful further clinical improvement. This
supports the eight week results8 but is of greater
relevance because ofthe known difficulties in sustaining
early physical improvement22 and the need for a longer
term perspective in judging stroke outcome.

There were indications that home physiotherapy
was more effective than day hospital care. The patients
treated at home scored significantly better on the
Barthel index and Motor Club assessment at six
months, indicating greater competence with activities
of daily living and functional movements. Moreover,
significantly more of the home treated patients had
achieved independent walking and more could manage
stairs, and these patients were undertaking slightly
more social activities. Although the differences between
the two groups were modest, they were of a type likely
to be relevant to the patient and carer in limiting stroke
handicap.
A key suggested advantage for home physiotherapy

is its flexibility, making it easier to maintain irregular
contact with patients, provide therapy only when
appropriate, and facilitate access to relevant community
services.23 24 This aspect may explain why outcome of
rehabilitation was slightly better in the home physio-
therapy group even though most patients received 15
or fewer treatments and only a minority of patients in
that group (2 1%) were still receiving physiotherapy
when reassessed at six months in comparison to over
half (52%) of the patients in the day hospital group.
Day hospital attendance seemed to be a more prescrip-
tive form of treatment and it seems to have been
difficult to reduce attendances. This may be because
the more remote nature of rehabilitation in a day
hospital makes the individual needs of the patient and
carer more difficult to discern and respond to. It may
also be because patients become dependent on the day
hospital, using it as a social outlet rather than actively
seeking social opportunities from within their own
community.
The advantages of home treatment for the patient

and the health service are considerable. The patient's
journey to the day hospital may be uncomfortable25 and
is tiring: travel time may amount to 1½2 hours26 in
addition to 51/2hours attendance time.4 The favourable

findings in terms of rehabilitation resources for home
physiotherapy at eight weeks are confirmed8 as, even if
travel time for the home physiotherapist is considered
(estimated at 8% of the working day23), the day hospital
group received more physiotherapy and substantially
more occupational therapy than the home group. This
again raises the question of the need for routine
involvement of a multidisciplinary therapy team in this
aspect of care of stroke patients.
There was no evidence that a programme of home

based rehabilitation had increased the burden of
community care as both groups received similar levels
of support from the district nursing and home care
services. Nor was there any measurable increase in
stress on carers in the home physiotherapy group: the
trend was in the opposite direction, with the main care
givers of the day hospital patients showing higher
emotional distress.

Although the home physiotherapy group was
slightly more physically capable, most patients in both
groups undertook little social activity and neither
treatment had an effect on perceived health status or
stress on carers. Over a quarter of the carers in both
groups had assessment scores indicating emotional
distress, and over a third of patients had depressed
mood. As physical recovery is not necessarily linked
with quality of life or social activity after stroke,27 28 it is
disappointing that neither rehabilitation method had a
greater impact on these important domains of stroke
outcome. One reason may have been failure of access to
the full range of the community services available. Few
patients were referred to a day centre or the sitter
service, and none of the patients attended the Bradford
stroke club. It would seem that there is still too much
emphasis on the "therapy model" of care, which
concentrates on recovery of physical function, with
little post-stroke counselling offered to either the
patient or the carer. A new approach is required to help
stroke patients in the longer term, with a move away
from the "medical/therapy" model towards one focus-
ing on improving psychosocial functioning. Given the
choice between day hospital attendance or a home
physiotherapy service for stroke aftercare, however,
home physiotherapy should be preferred as being
slightly more effective and more resource efficient.
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Jerwood, and Dr Colin Mason of the University of Bradford.
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Abstract
Objective-To determine the reliability of judg-

ments about the likelihood of child sexual abuse
based only on video recorded interviews.
Design-Blinded rating of likelihood of abuse by

seven professional groups and comparison with
consensus rating.
Setting-Child and adolescent psychiatry centre.
Subjects-Four people from each of seven pro-

fessional disciplines: specialist psychiatrists, general
psychiatrists, experimental psychologists, trainee
social workers, trainee clinical psychologists,
lawyers, and police.
Main outcome measure-Rating of 12 recorded

interviews.
Results-Agreement between the consensus panel

and professional groups was 83% (151/183) for high
likelihood cases (seven cases) and 89% (118/132) for
low likelihood cases (five). Specialist psychiatrists
and the police were better able to identify high
likelihood cases than were other groups with less
experience of interviewing sexually abused children
(91% (48/53) v 79% (102/129); p=0-05).
Conclusions-Raters could accurately distinguish

children with low likelihood of abuse on interview
evidence alone, but those with more experience of
dealing with sexual abuse were better at identifying
high likelihood cases.

Introduction
In the mid-1980s the courts and the Butler-Sloss

inquiry' criticised methods used for interviewing
children suspected of being sexually abused. These
criticisms suggested that such interviews were con-
ducted poorly and used hypothetical and leading
questions and that the information elicited from
children and a subsequent interpretation of this video-
recorded material by clinicians were unreliable as
evidence.

Anatomical dolls and other play adjuncts were used
in the recorded interviews, and the play, non-verbal,
and verbal responses of the child were subsequently
scrutinised for evidential meaning by lawyers in court.
Research into children's memory and suggestibility
indicates that very young children can recall events of
central importance as accurately as older children but
that younger children can give less detailed accounts
of such events and are more easily pressured into

compliant responses by suggestible or leading interview
techniques.2 Studies comparing the effects of anatom-
ically correct dolls on the play of abused and non-
abused children show that sexually abused children
may show both sexualised and agressive play with the
dolls whereas non-abused children's play is unremark-
able.3 There is no convincing evidence to suggest any
sexualising effect of such dolls on young children's
play, and sometime after the Cleveland report' Westcott
et al stated that "there seems no good reason to
immediately remove the dolls from use in diagnostic
therapeutic interviews with suspected child abuse
victims.",
We used anatomical dolls in video recorded inter-

views with children suspected ofbeing sexually abused.
The interviews were then assessed by blinded raters
from five disciplines, including lawyers, to test the
reliability oftheir professional perceptions. The experi-
mental design in some ways reflected the artificiality of
the court situation in the mid-1980s, when there was
often an over emphasis on the video recorded interview
and the use of antomical dolls.

Subjects and methods
Twelve children aged between 3 and 9 years were

included in the study. They had all been referred to
child psychiatry teams specialising in the management
and treatment of child sexual abuse to investigate the
possibility of sexual abuse.

All the children were interviewed by clinicians
experienced in dealing with sexual abuse by using a
semistructured interview.5 The interviews were
primarily clinical, responding to the needs of the
children, and as such were not pure research interviews.
Although the interviews were not chosen at random,
the children were representative of those referred to
the teams and the interviews were typical of those
conducted by the teams. The interviews were chosen
on the basis of the age of the child, the technical quality
of the video recording of the interview, and the degree
to which the interview conformed to the semistructured
format. In addition we ensured that the interviews
included children who were thought to have a high
likelihood as well as a low likelihood of having been
abused.
We rated the non-interview data on the children

derived from information obtained at the time of the
referral, including physical findings, emotional and
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