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Introduction: The aim of this study was to analyse the level of illness and disability 
acceptance in stroke patients undergoing regular rehabilitation at two time points, before 
rehabilitation and after 3 weeks, and to answer the following questions: What is the 
functional and emotional status of stroke patients, characterized by a lower and higher 
level of illness acceptance before and after the 3-week rehabilitation period? What factors, 
including clinical, sociodemographic, functional and emotional, are associated with the 
degree of illness acceptance in patients who have suffered a first stroke?
Sample and Methods: The study included 64 patients after first stroke, aged 50–87 years. 
The following tests were used: Acceptance of Illness Scale, Geriatric Depression Scale, 
Rivermead Mobility Index and Barthel Index. Tests were conducted at two time points, the 
first before rehabilitation and the second after 3 weeks of regular rehabilitation.
Results: The study group had an average level of acceptance of their illness and disability, 
both before and after 3 weeks of rehabilitation. After rehabilitation process, statistically 
significant improvements were achieved in acceptance of illness, mood disorders, functional 
status, mobility and locomotion. Low levels of illness acceptance were observed in stroke 
patients with a poorer functional condition, with mood disorders, with primary and voca-
tional education.
Conclusion: The results suggest that the level of illness acceptance may be an important 
factor in the rehabilitation of stroke patients; however, further studies are necessary.
Keywords: stroke, older adults, rehabilitation, acceptance of illness, symptoms of 
depression, functional status

Introduction
Studies conducted to date have confirmed that the level of self-acceptance of illness 
and disability is an important factor in the rehabilitation and recovery of patients of 
different ages and illnesses.1–6 According to Painter, self-acceptance of the illness 
may be the element that activates the patient. Moreover, improvement in functional 
status and sustained physical activity are conducive to better illness acceptance.7–9 

Therefore, this factor may influence the effectiveness of rehabilitation, which, 
according to the holistic model, should care for the patient not only physically 
but also mentally. This is extremely important, especially for people suffering from 
illnesses involving a disability and loss of independence. Unfortunately, the studies 
carried out so far indicate that the older the patient and the poorer their functional 
condition, the lower the degree of acceptance.10,11 This applies to residents of 
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nursing homes, among others.1,11 The lowest degree of 
illness acceptance has been observed in stroke patients.1,8 

This is also indicated by other studies, although only a few 
have focussed on this particular group of patients.12–14 

The clinical symptoms, complications and consequences 
of the underlying disease lead to a partial or total reduc-
tion in the patient’s fitness and independence. The major-
ity of patients who have suffered a stroke experience 
difficulty in adapting to their surrounding social environ-
ment, living conditions, everyday life and, above all, dif-
ficulty in accepting the sudden onset of their new 
disability.12

The relationship between functional status and the 
level of illness acceptance is multidirectional, as proposed 
in previous studies, and acceptance plays an important role 
in the process of early and comprehensive rehabilitation of 
stroke patients. The ability to function independently facil-
itates the acceptance of the consequences of stroke, while 
the acceptance of one’s own illness and disability at 
a given time forms the basis for adopting a proactive 
attitude during the rehabilitation process.13,15 Therefore, 
the aim of this study was to analyse the level of illness and 
disability acceptance in stroke patients undergoing regular 
rehabilitation at two time points, before rehabilitation (T1) 
and after 3 weeks (T2), using the data and factors that 
were already known at the time of admission to the post- 
stroke rehabilitation ward, ie, sociodemographic, clinical 
(eg, effected hemisphere, type of stroke, and time since 
stroke), as well as functional and emotional status of the 
patients. Taking into account the above factors, the follow-
ing research questions were put forward: What is the 
functional and emotional state of patients following 
a stroke, characterized by a lower and higher level of 
illness acceptance before and after the 3-week rehabilita-
tion period? What clinical, sociodemographic, functional 
and emotional factors are associated with the degree of 
illness acceptance in patients who have suffered a first 
stroke?

Sample and Methods
Studied Group
This observational study was conducted at the 
Neurological Rehabilitation Unit of the Department of 
Rehabilitation of the University Hospital in Zielona 
Góra, Poland, with the consent of the head of the depart-
ment and under the ethical and legal supervision of the 
Department of Physiotherapy of the University School of 

Physical Education (6/11/2006). This study was conducted 
in accordance with the Declaration of Helsinki.

The study group consisted of patients who were succes-
sively admitted to the rehabilitation ward in the period from 
July 2017 to February 2018, who satisfied the following 
criteria for inclusion: written informed consent to partici-
pate in the study, first stroke incident, patients admitted up 
to 2 weeks following a discharge from the hospital, satis-
factory cognitive function (no dementia, Mini Mental State 
Examination, MMSE >23). Exclusion criteria were also 
established: occurrence of aphasia, refusal to participate at 
any stage of the study, and the presence of serious mental 
disorders (eg, consciousness disorders or mental disorders) 
in the medical records or at the time of the study.

The data used for statistical analysis were only from 
subjects who after meeting the inclusion criteria, were 
regularly involved in rehabilitation for a period of 3 
weeks (Figure 1).

Finally, the analysed data covered 64 patients aged 
50–87 years, with a mean age of 68.5 (±8.7) years, of 
whom 29 were women and 35 were men. The majority of 
patients in the studied group had suffered ischaemic stroke 
(80%). Detailed patient characteristics are presented in 
Table 1.

Measurement Tools
Patients who were included in the study were assessed 
using the following measurement scales: Acceptance of 
Illness Scale (AIS), Geriatric Depression Scale (GDS), 
Rivermead Mobility Index (RMI), and Barthel Index 
(BI). Additionally, a patient’s medical file was completed, 
containing sociodemographic and clinical data, collected 
on the basis of an interview and their previous medical 
records.

The AIS examines the degree of acceptance of illness 
and disability. It consists of eight statements that describe 
the difficulties and limitations that are subjectively experi-
enced by the patient due to their illness. The scale of 
disease acceptance ranges from 8 to 40 points. The higher 
the final score (after adding up the points), the better the 
patient’s acceptance of their own illness. The following 
interpretation of the results was adopted: 8–19 low, 20–30 
average and 31–40 high level of illness acceptance.16 The 
Cronbach’s reliability index was determined to be 0.85 for 
studies that use the Polish version.17

The GDS-15 is a screening tool to assess the preva-
lence of depressive symptoms in older people. It is also 
recommended for the examination of people who have 
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suffered a stroke.18 The patient responds to questions 
regarding the past 2 weeks of their life with “yes” or 
“no” answers. A score between 0 and 5 points indicates 
no depression, while a score of 6 points or higher indicates 
depression of increasing severity. The Cronbach’s reliabil-
ity coefficient of the GDS is 0.94, and the sensitivity and 
specificity are 84% and 95%, respectively.19

The Rivermead Mobility Index (RMI) is used to assess 
mobility and locomotion. The respondent performs 13 
tasks (from very simple ones, such as sitting down without 
the use of support, to more complex ones, such as jumping 
on a paretic limb, repeated five times). For each correctly 
performed task, the patient receives 1 point, with 
a possible total score of 13 points. The higher the score, 
the better the functional status of the patient.20

The Barthel Index (BI) assesses the patient’s perfor-
mance of 10 basic everyday activities. The maximum 
a patient can obtain is 100 points. Scores from 0 to 21 
indicate a severe condition, 21–85 a medium-heavy con-
dition, and between 86 and 100 the patient’s condition is 
described as mild. The psychometric properties of the BI 
scale are considered very good.21

The above tests were performed at two measurement 
points: T1, the initial assessment prior to the commencement 
of rehabilitation, on the first day of patient admission to the 
ward; T2, the final assessment after 3 weeks of regular reha-
bilitation. The rehabilitation programme was carried out in 
accordance with doctor’s instructions with a specified fre-
quency and duration, performed from Monday to Friday for 
about 150 minutes per day and 90 minutes on Saturday. This 
programme was dependent on the functional status of the 
patient and included individual exercises with 
a physiotherapist (120 minutes) and activities with the aim of 
learning and improving gait (30 minutes, eg, walking on a flat 
and uneven surface, walking on a special learning track and 
learning to walk up and down stairs).

Prior to admission to the rehabilitation ward, all 
patients were subjected to early poststroke rehabilitation 
at the hospital ward.

Data Analysis
Descriptive statistics were generated, including the mean, 
standard deviation, minimum and maximum values, numbers 
and percentages. The Kolmogorov–Smirnov test was used to 

Figure 1 Recruitment process for the study group.
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check for normal distribution of the data. Following confir-
mation of a normal distribution, the following parametric 
tests were performed: Student’s t-test to compare two depen-
dent groups and Student’s t-test to compare two independent 
groups. In the case of Student’s t-test, the Bonferroni correc-
tion was applied. For comparison of more than two groups, 
one-way ANOVA was used. In the case of qualitative vari-
ables, a chi-square (χ2) test was used. The Pearson’s 

correlation analysis for selected pairs of variables was used. 
Statistical tests were performed at a significance level of p < 
0.05 and p<0.025 in the case of Student’s t-test results with 
Bonferroni correction.

Results
The mean illness acceptance score in the initial assessment 
(AIS1) was 23.6 (±8.7). On admission to the ward, more 
than 34% (n = 22) of patients had a low level of illness 
acceptance, 41% (n = 26) had an average level, and 25% 
(n = 16) had a high level of acceptance of their illness.

The initial functional status of the respondents was 
measured using the BI and RMI scales, with mean values 
of 56.8 (±29.5) and 5.6 (±3.2), respectively, while the 
mean GDS score was 5.4 (±3.9). Twenty-eight patients 
(44%) had depressive symptoms (GDS >5).

The lowest level of illness acceptance at the com-
mencement of the study (AIS1) and after 3 weeks of 
rehabilitation (AIS2) was found in patients with mood 
disorders and in those with primary and vocational educa-
tion. There were no statistically significant differences in 
terms of gender, marital status, economic situation, place 
of residence, type of stroke, lesion location and initial 
functional status (Table 2).

A comparative analysis of two groups of stroke 
patients with a low (AIS1 scores 8–19) and high (AIS1 
scores 31–40) levels of acceptance of illness at T1 
showed statistically significant differences for the fol-
lowing variables: RMI1, RMI2, BI2, GDS1, GDS2, 
AIS2, and time elapsed since the stroke. Thus, the 
group of patients with a low AIS1 score had a worse 
functional status, symptoms of depression, longer time 
elapsed since the stroke and a low level of illness accep-
tance after rehabilitation. With the application of 
Bonferroni correction to the Student’s t-test, statistical 
significance was observed in the following: RMI 2, GDS 
1, GDS 2 and AIS 2 (Table 3). In this group of patients, 
significantly more cases of depressive disorders were 
reported than in the group with a high level of illness 
acceptance before rehabilitation (14 vs 2; χ2 test, p = 
0.0016).

After 3 weeks of rehabilitation, statistically significant 
improvements were achieved in whole study group in the 
following: acceptance of illness (AIS), mood disorders 
(GDS), functional status (BI), and mobility and locomo-
tion (RMI) (Table 4). The number of patients with depres-
sive symptoms decreased to 28% following 3 weeks of 
rehabilitation. The number of stroke patients with a low 

Table 1 Characteristics of Patients (n = 64)

Baseline Characteristics n (%)

Gender
Female 29 (45)

Male 35 (55)

Age

Mean (SD) 68.5 (8.7)
Range 50–87

BMI
Mean (SD) 26.7 (4.2)

Range 16.8–42.9

Place of residence

Town 42 (66)

Village 22 (34)

Type of stroke

Ischemic 51 (80)
Haemorrhagic 13 (20)

Lesion location
Left hemispheric stroke 20 (31)

Right hemispheric stroke 44 (69)

Number of comorbidities

Mean (SD) 2.0 (1.6)

Range 0–7

Admitted from

Home 17 (27)
Hospital 47 (73)

Time elapsed since stroke (weeks):
Mean (SD) 3.6 (1.5)

Range 2–8

Education

Primary and vocational 32 (50)

Secondary and higher 32 (50)

Economic situation

Pension, retired 49 (76)
Employed 15 (24)

Marital status
Married 38 (59)

Single (widow(er), unmarried) 26 (41)
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level of acceptance of illness also decreased to 20% 
(n = 13).

It is worth emphasizing, that patients with low AIS 1 
significantly improved their functional as well as emotional 
status following 3 weeks of rehabilitation. Nevertheless, the 
mean GDS remained at 6.1± 3.8, which indicates the pre-
sence of depressive symptoms. Statistically, the level of ill-
ness acceptance in this group of patients also increased 
significantly; however, it was in the lower values of the 
average level of illness acceptance (20.1± 7.3) (Table 5).

A comparative analysis of two groups of stroke 
patients with low (AIS2 scores 8–19) and high (AIS2 
scores 31–40) levels of acceptance of illness at T2 showed 
statistically significant differences for the following vari-
ables: RMI1, RMI2, BI1, BI2, GDS1, GDS2, and AIS1. 
Thus, the group of patients with a low AIS2 score after 
rehabilitation had a poorer functional status, symptoms of 
depression and a low level of illness acceptance before the 
rehabilitation (Table 6). Significantly more cases of 
depressive disorders were observed in this group of 

Table 2 The Level of Illness Acceptance by Patients at the Initial and Final Assessments (Student’s t-Test for Independent Groups and 
One-Way ANOVA)

AIS Results

n AIS 1 p AIS 2 p

Mean (SD) Mean (SD)

Gender

Female 29 24.2 (9.3) 0.3111 26.3 (9.2) 0.3191
Male 35 23.1 (8.3) 27.4 (8.7)

Education
Primary/vocational 32 21.1 (8.8) 0.0117* 24.4 (9.1) 0.0121*
Secondary/higher 32 26.1 (8.0) 29.4 (8.0)

Marital status

Single (widow(er), unmarried) 26 24.1 (9.4) 0.3523 26.5 (9.3) 0.3978
Married 38 23.3 (8.4) 27.1 (8.7)

Economic situation

Pension, retired 49 23.4 (8.6) 0.3460 26.9 (8.1) 0.4916
Employed 15 24.4 (9.5) 26.9 (11.3)

Place of residence

Town 42 24.1 (8.9) 0.2520 27.2 (9.1) 0.3453
Village 22 22.6 (8.4) 26.3 (8.6)

Stroke type

Haemorrhagic 51 23.7 (8.9) 0.3247 26.7 (9.5) 0.3594
Ischaemic 13 22.6 (8.3) 27.7 (6.3)

Lesion location

Left hemispheric stroke 20 22.2 (8.7) 0.1942 27.1 (8.8) 0.4501
Right hemispheric stroke 44 24.2 (8.8) 27.8 (9.0)

Mood (GDS 1)

No depression GDS≤5 36 27.2 (7.5) 0.00003* 30.6 (7.1) 0.00003*
Depression GDS>5 28 18.9 (8.1) 22.1 (8.8)

Initial functional status (BI 1)

Severe (0–20) 12 20.7 (9.4) 0.4589 22.7 (7.6) 0.1769
Moderate (21–85) 41 24.2 (8.1) 27.5 (9.0)

Slight 11 24.4 (10.4) 29.1 (9.0)

Note: *p<0.025 statistical significance after Bonferroni correction. 
Abbreviations: AIS1, Acceptance of Illness Scale before rehabilitation; AIS2, Acceptance of Illness Scale after 3 weeks; GDS1, Geriatric Depression Scale before 
rehabilitation.
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patients than in the group with a high level of illness 
acceptance before rehabilitation (9 vs 1; χ2 test, p = 
0.00002). Patients with high and secondary education 
had a higher level of illness acceptance than those with 
primary and vocational education (χ2 test, p = 0.0219).

There were no statistically significant differences 
between groups for the remaining variables (gender, age, 
BMI, number of comorbidities, marital status, time since 
stroke, type of stroke and lesion location) at both T1 and T2.

Correlation analyses showed a statistically significant 
positive relationship of AIS with BI and RMI scores and 
a significant negative relationship between AIS and GDS 
scores (Table 7).

Discussion
Among the many factors influencing the effectiveness of 
rehabilitation are those of psychological nature, one of 
which is the level of acceptance of one’s own illness.

In the present study, similar to research by Kobylańska 
et al and Kowalska et al, the study group was described as 
having an average level of illness acceptance at the time of 
admission to the ward.8,9 An average level of illness 
acceptance was also observed by Kurpas et al in patients 
with chronic diseases, in a study by Chrobak-Bień et al 
that looked at patients with Leśniewski-Crohn’s disease, 

Table 3 Comparison of Selected Factors Between Patients with a Low or High Level of Illness Acceptance Before Rehabilitation 
(Student’s t-Test for Independent Groups)

Variables AIS Results Before Rehabilitation (AIS1)

Low (8–19 Points) High (31–40 Points) Student’s t-Test

n Mean SD n Mean SD t p

RMI 1 22 5.2 3.3 16 7.2 3.9 1.7 0.0505

RMI 2 22 6.9 2.9 16 9.2 2.9 −2.5 0.0091*
BI 1 22 54.5 31.6 16 65.6 28.8 −1.1 0.1378

BI 2 22 70.0 28.0 16 83.7 19.9 −1.7 0.0511

Change in BI (BI 2-BI 1) 22 15.4 17.6 16 18.1 10.9 −0.5 0.2983
GDS 1 22 7.9 4.3 16 2.2 1.8 4.9 <0.00001*

GDS 2 22 6.1 3.8 16 1.6 1.8 4.3 0.00005*

AIS 2 22 20.1 6.7 16 36.1 5.0 −7.9 <0.00001*
Age 22 67.2 7.9 16 69.8 10.1 −0.9 0.1869

BMI 22 25.6 5.5 16 27.2 3.9 0.1 0.4612

Number of comorbidities 22 1.7 1.9 16 2.5 1.7 −1.4 0.0814
Time elapsed since stroke (weeks) 22 3.9 1.6 16 2.9 1.5 1.9 0.0309

Note: *p<0.025 statistical significance after Bonferroni correction. 
Abbreviations: RMI1, Rivermead Mobility Index before rehabilitation; RMI2, Rivermead Mobility Index after 3 weeks; BI1, Barthel Index before rehabilitation; BI2, Barthel 
Index after 3 weeks; GDS1, Geriatric Depression Scale before rehabilitation; GDS2, Geriatric Depression Scale after 3 weeks; AIS2, Acceptance of Illness Scale after 2 
weeks.

Table 4 Mean Values for the Tested Parameters in the Initial and 
Final Assessments in Whole Study Group (Student’s t-Test for 
Dependent Groups)

Initial 
Assessment

Final 
Assessment

Student’s t-Test

Mean SD Mean SD t p

AIS 23.6 8.7 26.9 8.9 3.9 0.00018*

RMI 5.6 3.2 8.0 2.7 10.7 <0.00001*
BI 56.8 29.5 75.6 24.4 10.1 <0.00001*

GDS 5.4 3.9 3.6 3.4 −5.8 <0.00001*

Note: *p<0.025 statistical significance after Bonferroni correction. 
Abbreviations: RMI, Rivermead Mobility Index; BI, Barthel Index; GDS, Geriatric 
Depression Scale; AIS, Acceptance of Illness Scale.

Table 5 Mean Values in the Initial and Final Assessments in 
Group of Patients with Low Level of Illness Acceptance Before 
Rehabilitation (Student’s t-Test for Dependent Groups)

Group of Patients After Stroke with Low Level of AIS 
Before Rehabilitation (8–19 Points), n=22

Initial Data 
(T1)

Final Data 
(T2)

Student’s t-Test

Mean SD Mean SD t p

AIS 14.2 4.1 20.1 7.3 4.4 0.00023*
RMI 5.2 3.3 6.9 2.9 5.5 0.00002*

BI 54.5 31.6 70.0 28.0 4.1 0.00050*

GDS 7.9 4.3 6.1 3.8 −3.1 0.00502*

Note: *p<0.025 statistical significance after Bonferroni correction. 
Abbreviations: RMI, Rivermead Mobility Index; BI, Barthel Index; GDS, Geriatric 
Depression Scale; AIS, Acceptance of Illness Scale.
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and also in patients with colorectal cancer undergoing 
chemotherapy in studies by Kapela et al.22–24 Different 
research results were recorded by Kowalska et al in 2016 
and 2019, in which stroke patients had a low level of 
illness acceptance.1,14 Divergent results in this group 

may be associated with the disease course and differences 
in the functional status of patients, often associated with 
a loss of independence, and thus, difficulties in accepting 
the disease and its implications. However, the limited 
number of studies focused on stroke patients makes it 
difficult to compare our results to those of other authors.

The findings presented here reveal that the lowest 
values of illness acceptance after a stroke in the whole 
study group both before and after rehabilitation were 
recorded in patients with depressive symptoms and in 
those with primary and vocational education. This is also 
confirmed by the correlation results, which indicate 
a strong link between the level of illness acceptance and 
the mood of stroke patients, as well as the comparative 
analysis of groups of patients with low and high AIS 
scores before and after the 3-week rehabilitation pro-
gramme. Based on these results, it can be seen that before 
commencing rehabilitation, the group of stroke patients 
with low AIS included those individuals in a poorer func-
tional and emotional condition and those who began reha-
bilitation a longer period of time after the onset of the 
disease. This group also achieved significantly lower AIS 
values after 3 weeks of rehabilitation compared to the 
group of patients with higher initial AIS levels. Similar 
relationships between AIS and functional status have been 
reported in previous studies. The relationship between the 
level of illness acceptance and mood is also evident, as 

Table 6 Comparison of Selected Factors Between Patients with a Low or High Level of Illness Acceptance After 3 Weeks of 
Rehabilitation (Student’s t-Test for Independent Groups)

Variables AIS Results After 3 Weeks (AIS2)

Low (8–19 Points) High (31–40 Points) Student’s t-Test

n Mean SD n Mean SD t p

RMI 1 13 5.4 3.6 24 7.6 2.9 2.0 0.0260

RMI 2 13 6.9 3.5 24 9.9 1.9 −3.3 0.0010*
BI 1 13 51.1 29.9 24 71.9 22.1 2.4 0.0108*

BI 2 13 61.5 28.9 24 88.5 14.8 −3.7 0.0003*

Change in BI (BI2-BI1) 13 10.4 11.4 24 16.7 12.3 1.5 0.0690
GDS 1 13 8.3 3.9 24 3.2 2.8 4.6 0.00002*

GDS 2 13 7.8 3.6 24 1.5 1.8 −6.9 <0.00001*

AIS 1 13 16.4 6.7 24 31.1 6.3 −6.6 <0.00001*
Age 13 71.2 9.9 24 67.7 9.4 1.1 0.1466

BMI 13 27.4 3.3 24 27.4 3.7 1.1 0.1357

Number of comorbidities 13 2.4 2.0 24 2.1 1.6 0.5 0.3099
Time elapsed since stroke (weeks) 13 3.7 2.0 24 3.6 1.8 −0.2 0.4344

Note: *p<0.025 statistical significance after Bonferroni correction. 
Abbreviations: RMI1, Rivermead Mobility Index before rehabilitation; RMI2, Rivermead Mobility Index after 3 weeks; BI1, Barthel Index before rehabilitation; BI2, Barthel 
Index after 3 weeks; GDS1, Geriatric Depression Scale before rehabilitation; GDS2, Geriatric Depression Scale after 3 weeks; AIS1, Acceptance of Illness Scale before 
rehabilitation.

Table 7 Results of Pearson’s Correlation Analysis for Selected 
Pairs of Variables in the Study Group

R p

AIS1 & BI1 0.19 0.1149
AIS1 & BI2 0.26 0.0380

AIS1 & RMI1 0.286 0.0219

AIS1 & RMI2 0.401 0.0010
AIS1 & GDS1 −0.656 <0.00001

AIS1 & GDS2 −0.593 <0.00001

AIS2 & BI1 0.307 0.0136
AIS2 & BI2 0.425 0.0005

AIS2 & RMI1 0.339 0.0061
AIS2 & RMI2 0.451 0.0002

AIS2 & GDS1 −0.536 <0.00001

AIS2 & GDS2 −0.687 <0.00001
AIS1 & time elapsed since stroke (weeks) −0.133 0.2948

AIS2 & time elapsed since stroke (weeks) −0.09 0.4794

AIS1 & number of comorbidities 0.142 0.2630
AIS2 & number of comorbidities −0.044 0.7299

Abbreviations: RMI1, Rivermead Mobility Index before rehabilitation; RMI2, 
Rivermead Mobility Index after 3 weeks; BI1, Barthel Index before rehabilitation; 
BI2, Barthel Index after 3 weeks; GDS1, Geriatric Depression Scale before rehabi-
litation; GDS2, Geriatric Depression Scale after 3 weeks; AIS1, Acceptance of 
Illness Scale before rehabilitation; AIS2, Acceptance of Illness Scale after 3 weeks.
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previously confirmed by Kobylańska et al, Kowalska et al, 
and Uchmanowicz et al.1,9,25 From these results, it is 
suggested that the worse the mood and severity of depres-
sion symptoms, the lower the level of acceptance of one’s 
illness and disability.

After 3 weeks of systematic rehabilitation, the func-
tional and emotional status and level of illness acceptance 
in stroke patients were improved, indicating the effective-
ness of the therapy. The patients were described as having 
an average degree of illness acceptance, as in the initial 
assessment. However, 20% of the group still had a low 
level of illness acceptance. A comparative analysis of the 
final results showed that the group of patients with a low 
level of AIS included subjects in a worse functional and 
emotional status, with primary and vocational education, 
and those who had lower AIS values at the beginning of 
rehabilitation.

The additional analysis of initial and final results in the 
group of patients with low AIS at the beginning of reha-
bilitation indicates a significant improvement of both func-
tional and emotional state, however, the final results still 
indicate the presence of depressive symptoms and low 
values of average illness acceptance level.

Therefore, it is this group of stroke patients that should 
be monitored and subjected to prophylactic interventions 
to help them adapt to the implications of their disease, so 
that they gain independence and autonomy during the 
rehabilitation process. This is necessary to increase the 
effectiveness of rehabilitation and for patients to adapt 
more quickly to the physical and psychosocial conse-
quences of disease and disability.26

There were no significant correlations between AIS 
values and gender, stroke type, brain hemisphere affected, 
number of coexisting diseases, marital status, economic 
situation and place of residence. Similar results have been 
reported by other researchers,11,27,28 in contrast to the results 
of Kobylańska et al, who observed lower AIS values in 
patients who were single and who had suffered 
a haemorrhagic stroke, or the results of studies by 
Kazimierska-Zając et al, in which women showed poorer 
acceptance of their illness than men.9,29 On the other hand, 
in a study by Majda and Józefowska on patients with chronic 
obstructive pulmonary disease, women achieved a higher 
rate of acceptance of their illness compared to men.30

The above results indicate that the level of illness 
acceptance is an important factor in the rehabilitation 
process of stroke patients. Therefore, in addition to stan-
dard examinations performed in the ward, it is advisable to 

also include tests concerning illness acceptance in order to 
help the patient adapt to the psychophysical effects of 
stroke at the earliest possible stage of the disease.

It appears interesting, that in patients with low AIS 1 
(before rehabilitation) were subjects who had longer time 
since stroke compared to those with high AIS1. However, 
this result was not confirmed by the Bonferroni correction 
or the additionally performed correlation analysis. The 
period of 3 weeks is a period of intensive changes, as 
demonstrated by the results, however, too short to confirm 
a correlation between the time since stroke and the level of 
illness acceptance. This is a limitation of the study, as 
recognized by the authors. Clinical observations show 
that the functional status of stroke patients stabilizes over 
time and the effects of rehabilitation are not always so 
spectacular. This can affect the assessment and acceptance 
of the disease by the patient. This research requires con-
tinuation and duration extension.

Some further limitations of this study need to be 
addressed. The tests performed, especially those on depres-
sive disorders, are screening in nature and the results are not 
equivalent to making a diagnosis. The tests were performed 
in one rehabilitation unit; therefore, the results presented 
should not be generalised. We emphasize that the group 
did not belong to the geriatric population only and the 
assessment concerned only a narrowed group of stroke 
patients without dementia (MMSE>23). However, there is 
a need to continue the studies on a larger number of stroke 
patients in order to confirm or rule out the relationships 
presented here. Taking into account the numerous factors 
influencing the level of illness acceptance, the observation 
period should probably be extended, as 3 weeks is quite 
a short time to adapt to new conditions of staying in 
a rehabilitation ward and too short a time for patients to 
fully accept their constantly changing functional status. 
Nevertheless, this is a good time for providing specific 
support to stroke patients with low level of illness accep-
tance, who are starting rehabilitation.

Conclusions
1. The studied stroke patients had an average level of 

acceptance of their illness and disability, both 
before and after 3 weeks of rehabilitation.

2. Low levels of illness acceptance were observed in 
stroke patients with a poorer functional condition, 
with mood disorders, with primary and vocational 
education and with a longer time elapsed since the 
stroke when they began rehabilitation.
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3. A significant relationship was observed between the 
level of illness acceptance upon admission to the 
post-stroke rehabilitation unit and the functional and 
emotional status of stroke patients.

4. The level of illness acceptance may be an important 
factor in the rehabilitation of stroke patients; how-
ever, further studies are necessary.
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