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EXECUTIVE SUMMARY  

 

Stroke is a health problem, it is major cause of mortality and morbidity in the 

developed and developing world and also one of the main cause of adult acquired 

complications including Dysphagia. But, still there is no study in Bangladesh about 

the QOL among dysphagic patients after stroke. This study represents the QOL & 

QOC among post stroke dysphagia which aim is to determine the Dysphagia related 

QOL & QOC after stroke. This is a quantitative type of cross sectional survey study 

where 69 samples were assigned purposively from 2 setting in CRP. The SWAL-QOL 

& SWAL-CARE questionnaire was used for the study. Data was analyzed by using 

descriptive statistical analysis (SPSS= Statistics package for social science) method. 

Among the 69 participants majority of participants were male. The majority of the age 

of the participants 36.2% were in the age range of 51-60 years. Majority of 

participants 71% took longer time at the time of eating. 69.6% patients showed cough 

when they eat and 62.3% chocked at the time of drinking liquids. 71% participants 

faced difficulty to understand meaning and 87% don not go out to eat because of SP. 

In QOC 100% participants were satisfied with the Therapists care. All participants 

declared that SLT gave them all advice which they needed and SLT discussed about 

their treatment strategies with the participants. SLT gave them advice on the food/ 

liquids and the techniques to help get food down & help avoid chocking. 

This study might create a new field for Speech and language therapist to work with 

stroke patient who suffered from swallowing difficulties. By knowing the quality of 

life & quality of care among dysphagia related stroke patients then find out the 

difficulties among their lifestyle and impact on it. This will help to improve treatment 

procedure and patient can take treatment in different aspects which are really needed 

for develop patient condition. 

 

Key words: Dysphagia, QOL, QOC, Stroke 

 

 

 



13 
 

 

  

1.1 Introduction  

Stroke is the second leading cause of death and the leading neurological cause of 

disability (Kim et al., 2015). It affects as many as 5% of the population over 65 years 

old, and this number is growing annually due to the aging population (Altman et al., 

2007). Globally, 70% of strokes and 87% of both stroke-related deaths occur in low- 

and middle-income countries and the stroke incidence is more than doubled in over 

the last four decades (World Health Organization, 2016).  

Stroke is an especially serious problem in Asia, which has more than 60% of the 

world’s population for “developing” economies (Venketasubramanian, Yoon, 

Pandian, & Navarrod, 2017). South Asian countries (India, Pakistan, Bangladesh and 

Sri Lanka) constitute 22% of world’s population and 40% of the developing world, 

and are the most affected regions probably accounting for more than 40% of global 

stroke deaths (Mehndiratta, Khan, Mehndiratta, & Wasay, 2014).  

Stroke is caused by the interruption of the blood supply to the brain, usually because a 

blood vessel bursts or is blocked by a clot. This cuts off the supply of oxygen and 

nutrients, causing damage to the brain tissue. It is also a leading cause of dementia 

and depression (World Health Organization, 2016). A higher burden of risk factor and 

lack of preventive measures are the main cause of higher risk of death and disability. 

Hypertension, antihypertensive treatment, alcohol intake previous stroke are the most 

commonly known risk factors for stroke (Robinson, & Jorge, 2016). Others risk factor 

are  smoking, diabetes, previous coronary heart disease (CHD), electrocardiogram 

(ECG), excessive alcohol intake, and family history of Stroke. The most common 

symptom of a stroke is sudden weakness or numbness of the face, arm or leg, most 

often on one side of the body. Other symptoms include: confusion, difficulty speaking 

or understanding speech. The effects of a stroke depend on which part of the brain is 

injured and how severely it is affected. (World Health Organization, 2016). Because 

of stroke swallowing, speech- Language difficulties, voice problem are occurred.  

Dysphagia, derived from the Greek Phagein, meaning "to eat", which is a common 

disabling issue after acute stroke. Dysphagia affects more than 50% of stroke 

survivors. Within 7 days the majority of these patients recover swallowing function 

Chapter- 1                                                                                        Introduction 
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and only 11-13% remain dysphagia after 6 months. (Fernandez, Ottenstein, Atanelov, 

& Asare, 2013). A significant portion of stroke patients that initially survive are faced 

with the risk of aspiration as well as quality-of-life issues relating to impaired 

communication. Dehydration and malnutrition are also common in dysphagic 

patients especially those who receive thickened liquids or modified diets (Pontes, 

Amaral, Rego, Azevedo, & Silva, 2016). One study reported that 49% of stroke 

survivors admitted to a rehabilitation unit were malnourished, and that malnutrition 

was associated with dysphagia. Approximately 58% of acute stroke survivors with 

dysphagia had signs of dehydration (Fernandez, Ottenstein, Atanelov, & Asare, 

2013).  

Dysphagia not only increases morbidity and mortality after stroke but also 

significantly affects quality of life when it is not possible to share meals with family 

and friends. Patients with dysphagia did not find eating enjoyable and experience 

anxiety or panic during mealtimes. More than 1/3 of patients avoid eating with others 

because of dysphagia (Pontes, Amaral, Rego, Azevedo, & Silva, 2016). According to 

Davis (2007), quality of life related to multiple issues including “physical, spiritual, 

emotional, nutritional and social” aspects of life, which contribute to a patients overall 

quality of life perception. It was found that many post stroke patients have difficulty 

chewing, fear of choking and coughing, and are at risk for aspiration. Many patients 

prefer to eat alone, creating a social isolation. Many patients felt discomfort while 

eating, or never felt fully satisfied after a meal (Kim et al., 2015).  

In order to manage this anxiety, many health professionals attempt to modify the 

client’s diet. Usually, diets are reduced to softened foods due to the risk for choking 

or difficulty chewing, and liquids are thickened because of coughing or risk of 

aspiration (Logemann, 1998). Even with dietary modifications, many potential 

complications can arise when a patient has dysphagia including- aspiration, 

malnutrition, dehydration, and psychological stress or anxiety over eating. Not only 

the patients but also their caregivers need professional attention and support in order 

to maintain their own physical and emotional health and well–being. Stroke is one of 

the area where Speech & Language Therapist can work. As literature suggest that 

Dysphagia is one of the complication of stroke patient but there is no any available 

data in Bangladesh about the quality of life and patient’s satisfaction among post 

stroke dysphagic patients.  
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1.2 Literature Review 

Fernandez, Ottenstein, Atanelov, & Asare, (2013) conducted a study on Dysphagia 

after stroke where they found that the maximum dysphagic patients recover their 

swallowing function during 7 days after stroke. But 11–13 % cannot recover their 

swallowing function even after 6 months. Dysphagia can adversely impact on quality 

of life. Dehydration and malnutrition are frequent in dysphagic patients who take 

modified diets. 45% of patients with dysphagia eat with enjoyment and 41% of 

patients with dysphagia experience anxiety or panic during the time to eat. More than 

1/3 of patients avoid eating with others because of remaining dysphagia.  

Finding of the study of Martino, Martin, & Black, (2012) showed that Patient with 

stroke who admitted in hospital 55% of them suffered in dysphagia. Early 

identification of Dysphagia is needed because the consequences of untreated 

dysphagia could be serious. Dysphagia patient with stroke who had pneumonia they 

are more likely to stay in extended time in hospital and they had the greater possibility 

of having death. Early identification is helpful to minimize the pneumonia and 

manage the symptom of dysphagia. Appropriate management is required for patient 

with dysphagia. We can use some compensatory procedure to reduce the complication 

of dysphagia such as dietary modifications, posturing for feeding, advice on safe 

eating, and oral hygiene, as well as behavioral maneuvers and effortful swallowing.  

Bahceci, Umay, Gundogdu, Gurcay, Ozturk, & Alicura, (2017) conducted a research 

with 72 stroke patients who are mostly diagnosed dysphagia within 30 days after 

stroke and  aged between 50-75 years where 58.3% (42) took modified food (semi 

solid). Complications of dysphagia involve with pneumonia, aspiration and 

malnutrition as well as the psychological and social complication also. Dysphagic 

patient generally did not enjoy eating and they cannot cope up with other environment 

so that they feel insecurity and isolation. They also showed the different studies report 

in their study which represent that they feel anxiety and fear at the time of eating. 

Findings of the study of Chen, Golub, Hapner, & Johns (2009) demonstrated that 

impaired swallowing cause aspiration, which may lead to severe level of pneumonia 

and increased mortality, failure to thrive, upper airway obstruction and numerous 

eating difficulties which may result as social withdrawal. It often results in 

considerable morbidity and mortality and clinical problem. Difficulty in chewing, fear 
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of choking and coughing, and are at risk for aspiration are common after stroke. Many 

patients like to eat lonely which creates a social isolation. Many of them felt 

discomfort during eating, or never felt fully satisfied after taking a meal. They require 

extended time and effort to move food or liquid from mouth to stomach. 

Bays (2001) conducted a study on stroke where he stated that dysphagia needs to be 

detected early and managed effectively because the consequences of untreated could 

be serious.  To manage this anxiety, many health professionals attempt to modify their 

client’s diet. Usually, diets are modified into softened foods due to the risk for 

choking or difficulty chewing, and liquids are thickened because of coughing or risk 

of aspiration. The concept of quality of life is complex and varied. In a review of the 

research on quality of life in stroke survivors, it was suggested that a screening 

utilizing quality of life instruments should evaluate social, mental, and physical 

functioning to achieve the most holistic assessment of quality of life. The study found 

that many patients measure their quality of life on the basis of only to mental, and not 

including physical, health.  

Findings of the study of Vieira, & Antunes (2017) showed that dysphagia not only 

increases morbidity and mortality after stroke but also significantly affects their 

quality of life because it causes limitations or restrictions on activity and participation. 

It leads to functional limitations and major complications and interfere with QOL in 

several aspects such as emotional, physical and sociocultural, spiritual, emotional, 

nutritional and social of life. Davis, (2007) also conducted a research which  

suggested that in order to obtain the highest possible level of quality of life, patients 

should achieve the maximal degree of independence and functionality for activities of 

daily living. Dysphagia, likely a chronic state, has the potential to significantly impact 

quality of life in post-stroke patients with dysphagia. It can impact their diet, social 

activities, level of independence, and emotional well-being. 

Quality of life & Quality of care can be used as a prognostic tool to help predict a 

patient’s mortality. Abnormal quality of life scores can be used to identify physical or 

mental markers for clinically significant abnormalities in pathophysiological and 

psychological function, allowing understanding of patient’s stability. Through this 

study investigator will try to find out the quality of life & quality of care among post 

dysphagia. 
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1.3 Significance of the study 

 

Dysphagia is the result of the stroke which affects various aspects of life such as 

functional, physical, emotional, and communicational which can significantly disrupt 

their quality of life. Speech therapist are allowed to work on this area.  This study will 

inform health professionals to know the health related quality of life. The purpose of 

this study will be to identify the quality of life and quality of care among post stroke 

dysphagia. It will help to speech and language therapist to expand their field and get 

clean and clear idea about their roles, to increase their knowledge and in making 

speech and language therapist awareness about the quality of life & quality of care 

among post stroke patients. Speech and language therapists can use this information 

in their practice and this study will be useful to develop their treatment protocol for 

post stroke patient. Speech and language therapists work in multi-disciplinary team 

and they can use the information in their collaborative team work.  This study will 

present transparent evidence about their quality of life and quality of care among post 

stroke dysphagia. It would be also helpful for different professionals or organizations 

who are working or interested to work with dysphagia patients of stroke. This study 

will help the professional to identify the impact of swallowing patients on their 

quality of life. It will also help the other professionals so that they prepared their 

treatment plan according to impact. The study will make a future prospect of Speech 

& Language Therapy profession in Bangladesh. This study will be helpful to cultivate 

a new field for Speech and language therapist to work with stroke patient who are 

suffering in swallowing difficulties. Lastly this research will provide a stepping stone 

for all further research in the field. 
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1.4 Research Question 

What is the impact on Quality of life & Quality of care among post stroke dysphagia? 

 

1.5 Objectives-   

 

1.5.1 General objective 

To explore the impact of dysphagia on Quality of life & Quality of care among post 

stroke patients. 

 

1.5.2 Specific objectives 

 

 To explore the socio- demographic status of post stroke dysphagic patients. 

 

 To identify the effect on communication & social interaction among post 

stroke dysphagia. 

 

 To identify the effect on mental health among post stroke dysphagia. 

 

 To address the patients satisfaction on SLT care. 
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1.6 Operational definition 

Key words- 

Quality of life, Quality of care, Stroke, Dysphagia 

 

1.6.1 Quality of life 

Quality of life refers to a subjective and multidimensional concept that encapsulates 

the standard of living of a person: their physical wellbeing, psychological wellbeing, 

happiness, desire to attain a goal of their life, wishes and overall expectations of life, 

personal thoughts, religious beliefs and relationship with others around him. In this 

study investigator tried to find out the quality of life (physical health, psychological 

state, personal beliefs, and social relationships) in stroke people with dysphagia. 

 

1.6.2 Quality of care 

Quality care is ensuring safe, affordable, perfect treatment and overall improvement 

in the health and heath care to all the people in the community or society so that 

everyone gets the opportunity to have equal treatment and health related facilities. 

Technical component is the first component of quality care that includes using high 

quality of technical components, machines and the one stands for providing equal 

treatment procedure or therapy across all racial, cultural issues and gender barriers.  

 

1.6.3 Stroke  

Stroke is a syndrome characteristic by the sudden acute onset of a neurologic deficit 

that persists for at least 24 hours and effects the central nervous system. It is the result 

of a disturbance of a sudden loss of blood supply to the brain, which leads to 

permanent damage to the brain tissue, caused by thrombotic, embolic, or hemorrhagic 

events. This cuts off the supply of oxygen and nutrients, causing damage to the brain 

tissue. Common symptom of a stroke are swallowing difficulties, sudden weakness or 

numbness of the face, arm or leg, most often on one side of the body (Robinson, & 

Jorge, 2016).  
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1.6.4 Dysphagia 

Dysphagia is a medical term used to describe a swallowing disorders. It is 

characterized by difficulty moving food from mouth to stomach through all stage of 

swallowing. It also include behavioral and physiological aspects of the process which 

may occur in patients of any age and may be caused by a variety of structural or 

physiological abnormalities. It is the inability to conduct safe and efficient swallows. 

It may result in weight loss, malnutrition and aspiration and its related complications. 

(Logemann, 1998) 
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2.1 Study Design 

In this study the quantitative type of cross sectional survey design was used to identify 

the quality of   life & quality of care among post stroke Dysphagia patients. Because 

quantitative research is used to establish facts (Bailey, 1997) and cross-sectional 

studies examine a phenomenon at one point of time (DePoy, 1998). Stein and Cutler, 

(2000) & Frankel and Wallen, (2000) said that the main function of the survey 

research is to obtain precise objective descriptions from a specific universe of people 

or entities by face to face interview about a particular topic or issue. It was 

prospective studies because here information was collected directly from the people 

studied. Besides these cross sectional survey design is simple to operate, cheaper and 

relatively quicker to carry out (Hicks, 2000). So it was suggested that survey method 

was the most applicable method to conduct the study, for these reason the investigator 

was used cross-sectional prospective survey method. 

 

2.2 Study Place 

This study was conducted in the clinical department of Speech and Language Therapy 

at Centre for the Rehabilitation of the Paralyzed (CRP) in Savar & Mirpur. 

 

2.3 Study Population 

The people who were diagnosed as stroke with dysphagia was selected as study 

population for this study. 

 

2.4 Sample Size 

A sample is a group of subjects that will be selected from the population, who will be 

used in pieces of research. Though a larger sample is more likely to be representative 

of the population in a survey study. But in many situations, it is not possible for the 

researcher both for practical and financial reasons (Hicks, 2000). So the investigator 

Chapter- 2                                                                                      Methodology 
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was used a sampling equation to determine the sample size. The equation is according 

to sample size –

       Where, 

 𝑛 =  
𝑧2×𝑝(1−𝑝)

𝑑2        

     = 
1.962×O.5×(1−O.5)

(.052)
      

      = 384.16 

 

 

 Percentage of population, P= 0.5 

Prevalence, q= 1-P= 1-0.5 = 0.5 

Confidence level, Z= 1.96 at 95% 

(Standard value) 

Degree of accuracy, d = 0.05 

Required sample size, n=?

From this calculation total sample size was 384 but the investigator had found 69 

samples from the 2 places which was Savar & Mirpur, CRP within 2 months. So, the 

sample size was 69. 

 

2.5 Sampling Procedure 

In this study the sample was selected through purposive sampling procedure to 

accomplish the aim and objective. Here purposive sampling was used because the 

investigator could not find out whoever was available, but could use judgment or 

inclusion and exclusion criteria to select a sample (Frankel & Wallen, 2000). Another 

reason for using purposive sampling was that it would be the easiest, cheapest and 

quicker method of sample selection (Bailey, 1997). 

 

2.6.1 Inclusion Criteria 

o The patient who had diagnosed as stroke  

o History of swallowing problem after stroke. 

o Both male and female patients. 

 

2.6.2 Exclusion Criteria 

o Patients with associate neurological deficits except Stroke. 

o History of dysphagia before stroke. 
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2.7 Data Collection Tools 

The SWAL- QOL & SWAL-CARE questionnaire was used as a data collection 

instrument which was developed by McHorney et al. It is a 59-item tool where the 

SWAL-QOL, 44 item tool that asses ten quality of life concepts and the SWAL-

CARE, 15-item tool that asses quality of care and patient satisfaction. Several studies 

have confirmed the reliability and validity of this tools. Each response is rated by the 

patient from 0 to 4 on a Likert scale, with 0 described as  “never” and 4 described as 

“Always” and the advice is rated as “yes/ no”. All Scores are calculated separately for 

each domain. Higher scores for the scales and subscales indicate better quality of life 

& quality of care. The English questionnaire was converted into Bangla & asked the 

participants during the interview (McHorney et al., 2002).  

 

2.8 Data Collection Procedure  

Investigator was collected data from the participants through face to face interview 

and was clarified to all participants about the aim of the study. Investigator took 

permission from each volunteer participant by using a written consent form.  

Investigator requested to the caregiver of illiterate participants to sign in consent form 

and other side literate participants filled up the form by themselves. For the illiterate 

participants, investigator read the questionnaire and filled it up according to their 

response which aimed to elicit information relevant to the research topic (Hicks, 

2000). Data was collected by using SWAL- QOL & SWAL- CARE questionnaire. 

Pen, papers, clipboard & stamp pad were also be used for collecting data. 

  

2.9 Pilot Study 

The investigator had accomplished the pilot study with six participants before starting 

the collection of data. The investigator had informed the participant about the aim and 

objectives of the study during the interview session. It was important to carry out a 

field test before collecting the final data because it helped the investigator to refine the 

data collection plan. 
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2.10 Data Analysis 

Descriptive statistics is described, organize and summarize data (Bailey, 1997) and 

are commonly used for describing the survey data (Hicks, 2000). So investigator was 

used descriptive analysis to analyze the findings of this study as it was a survey.  A 

computer program-“Statistical Package for the Social Sciences, version-22 (SPSS-

22)” was used as a data analysis tool. In another study of Johansson and Kerstin 

(2013), here all statistical analysis was performed in Excel and in SPSS. The variables 

were labeled in a list and the investigator established a computer-based data definition 

record file that consists of a list of variables of order. The investigator put the name of 

the variables in the variable view of SPSS and defined the types, values, decimal, 

label alignment and measurement level of data. The next step was cleaning new data 

files to check the inputted data set to ensure that all data had been accurately 

transcribed from the questionnaire sheet to the SPSS data view. Then the raw data 

was ready for analysis in SPSS. Data was analyzed by descriptive statistics and 

calculated as percentages and presented by using a table, bar graph, and pie charts. At 

last, the result of this survey consisted of quantitative data.  

  

2.11 Ethical Consideration 

Voluntary participation from the participant’s was considered. Participants were 

provided with a written consent form. The Investigator was collected written 

permission to conduct the research from the participants. Participators were informed 

verbally about the aims and objectives of the study and investigators role as well. 

Participants also assured that the study would have no harm to the participants 

physically or mentally because it was a survey study and was not involved any 

experiments. Confidentiality was maintained by the investigator by keeping the name, 

address and personal information of the client confidential and as data was not shared 

with others except the supervisor of the investigator. Participants were also being 

informed that they had full rights to withdraw themselves or refuse to answer any 

question any time during the study. 
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Data were analyzed by descriptive statistics and calculated as a percentages and 

presented by using bar grapes, pie charts and tables.  

 

3.1 Demographic information of the participants 

3.1.1 Gender 

 

                                          Figure 3.1.1: Gender of the Participants 

 

The pie chart showed that the majority of participants 62.3% (43) were male and other 

Participants 37.7 % (26) were female. 
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3.1.2 Age 

 

Figure 3.1.2: Age of the Participants 

 

In this bar graph, the maximum number of participants, 36.2 % (25) were in the age of 

51-60 years. It was found that 11.6% (8) participants those were in the age between 

31-40 years. Also, 27.5% (19) participants found in the age between 41-50 years and 

18.8% (13) participants found in the age between 61-70 % years. Limited parentages 

of participants 4.3% (03) were in the age between 71-80 years. Only 1.4% (01) 

participant was in the age range equal or greater than 81 years. 
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3.1.3: Educational Status                

 

Figure 3.1.3: Educational Status of Participants 

 

The bar graph shows that the majority numbers of participants 24.6 % which were 

equal in illiterate (17) & under SSC (17). Among the participants 15.9% (11) were in 

SSC level, 11.6% (8) were in HSC level, 14.5 % (10) were found completed the 

graduation and 8.7% (6) were masters and above. 
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3.1.4: Occupational Status 

 

Figure 3.1.4: Occupational Status of Participants 

 

This bar graph shows that among the participants, a highest number of respondents 

34.8% (24) were found as house-wife. Besides that 26.1% (18) participants were 

business man. Above bar chart tells that 23.2% (16) were Government Service Holder 

along with 2.9% (2) were private service holder. Among all respondents 13% (9) were 

from other professionals.  
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3.1.5: Living Status 

 

Figure 3.1.5: Living Status of Participants 

 

The pie chart indicates that majority of participants 69.60% (48) were in semi urban 

areas. It was found that 21.70% (15) participants were in urban areas and 8.70% (6) 

were in rural areas. 

 

 

 

 

 

 

 

 

 

8.70%

21.70%

69.60%

Rural

Urban

Semi

Urban



30 
 



31 
 

3.1.6 Onset of Stroke 

 

Figure 3.1.6: Participants Onset of Stroke 

 

In this bar graph, it shows that among all the participants 71% (49) had stroke in 1 

week to 5 months earlier. It was found that 11.6% (8) people had stroke in 6-10 

month. In this graph it also found that 8.7% (6) had onset of stroke in both 11-15 

month & more than 2 years.  
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3.1.7 Recurrent of Stroke 

 

Figure 3.1.7: Participants Recurrent of Stroke 

 

In this bar graph it shows that from the 69 participants majority of them 72.50% (50) 

had stroke at first time, 17.40% (12) participants had stroke at second time, 5.80% (4) 

participants had stroke at third time and 4.30% (3) participants had stroke at 4 times. 

 

 

 

 

 

 

 

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

1st time 2nd time 3rd time 4th time

72.50%

17.40%

5.80%

4.30%



33 
 

3.1.8 Texture of Current Eating Behavior: 

 

Figure 3.1.8: Texture of Current Eating Behavior 

 

The pie chart shows that majority of 58% (40) participants types of foods were 

modified and other 42% (29) participants types of foods were normal. 
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3.1.9 Taking SLT Service  

 

Figure 3.1.9: Taking SLT Service of Participants 

 

The bar graph shows that the majority of 76.80% (53) participants taking SLT service 

in 0-30 days. 15.90% (11) participants were taking SLT service in 31-60 days, 4.3% 

(3) participants taking SLT service in 61-90 days and 2.9% (2) participants taking 

SLT service for more than 3 months. 
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3.2 Level of Quality of Life & Quality of Care 

3.2.1 Level of Burden 

 

Figure 3.2.1: Participants Level of Burden 

 

The graph shows, majority of the participants 62.3% (43) respond that always dealing 

with SP is very difficult to them. Many of the participants 30.4% (21) answered that 

they had often feel difficulty, other 4.3% (3) participants said as sometimes and 2.9% 

(2) participants said that hardly ever faced difficulty when they deal with their SP. 

The highest 63.8% (44) participants answered that always SP is a major distraction in 

their life. Many of the participants were answered 29% (20) as often, 2.9% (2) said 

sometimes and 4.3% (3) participants declared, hardly ever SP is a major distraction in 

their life. 
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3.2.2 Eating Duration  

 

Figure 3.2.2: Eating Duration of Participants 

 

The graph demonstrates that the majority of participants 71% (49) were always took 

longer time to eat rather than other people. Among them 17.4% (12) participants said 

it as often, other 8.7% (6) participants said it as sometimes, and another 1.4% (1) 

participants declared that they did not take longer time to eat than other people. The 

highest 69.6% (48) participants declared always they took forever to eat a meal. 

18.8% (13) declared it as often, 8.7% (6) said it as sometimes, 1.4% (1) said it as 

hardly ever and 1.4% (1) said as never he took forever to eat a meal. 
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3.2.3 Eating Desire  

 

Figure 3.2.3: Participants Eating Desire 

 

In this bar graph, it shows that 50.7% (35) participants always don’t care if they eat or 

not, 31.9% (22) often don’t care about their eating, 15.9% (11) participants sometimes 

don’t care and 1.4% (1) participants hardly ever don’t care if he/ she eat or not. The 

equal number of participants 42% (29) was responds both always and often they did 

not enjoy eating anymore. The least 14.5% (10) participants answered as sometimes 

they did not enjoy eating and another 1.4% (1) said he/ she enjoyed the food what he 

ate. The majority of participants 60.9% (42) declared as always they were rarely 

hungry anymore. Many of them 21.7% (15) participants answered it as often, other 

13% (9) participants declared that sometimes they feel hungry.  
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3.2.4. Table 1: Symptom Frequency 

Symptom Frequency Patients response 

Never Hardly 

ever 

Sometimes Often Always 

Coughing 1.4% 2.9% 1.4% 24.6% 69.6% 

Choking when you eat food 4.3% 4.3% 17.4% 18.8% 55.1% 

Chocking When you take 

liquid 

4.3% 1.4% 10.1% 21.7% 62.3% 

Having thick saliva or phlegm 20.3% 5.8% 13% 14.5% 46.4% 

Gagging  30.4% 7.2% 17.4% 14.5% 30.4% 

Having excess Saliva or 

phlegm 

24.6% 5.8% 13% 8.7% 47.8% 

Having to clear your throat 20.3% 8.7% 21.7% 10.1% 39.1% 

Drooling 30.4% 7.2% 13.0% 5.8% 43.5% 

Problems chewing  4.3% 4.3% 10.1% 23.2% 58.0% 

Food sticking in your throat  1.4% 7.2% 15.9% 27.5% 47.8% 

Food sticking in your mouth  1.4% 8.7% 14.5% 29.0% 46.4% 

Food/liquid dribbling out your 

mouth  

8.7% 2.9% 7.2% 14.5% 66.7% 

Food/liquid coming out your 

nose   

94.2% 2.9% 2.9% 0% 0% 

Coughing food/liquid out your 

mouth when stuck 

2.9% 2.9% 10.1% 26.1% 58.0% 

Table 1: Symptom frequencies of Participants 

 

This table shows that the majority of 69.6% (48) participants had always coughing as 

a symptom frequency, 24.6% (17) participants answered coughing as often. The 

highest participants 55.1% (38) answered as always chocking at the time of eating 

food, 18.8% (13) answered it as often and 17.4% (12) participants reported as 

sometimes chocking occurred at the time of eating food. The highest 62.3% (43) 
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participants declared that they always chocked when they drink liquid, 21.7% (15) 

participants declared they had often chocked when they drink liquid. The majority 

46.4% (32) participants respond as always having thick saliva or phlegm, many of 

them 14.5% (10) participants respond as often and 13% (9) participants respond as 

sometimes having thick saliva or phlegm. Here 30.4% participants declared always 

having gag reflex. The 47.8% (33) participants said they always had excess saliva, 

13% said as sometimes and 24.6% declared they had never excess saliva. The 

majority of 39.1% (27) declared as always having to clear their throat. The other 

21.7% (15) participants declared as sometimes and 20.3% (14) participants declared 

as never they have the tendency to clear their throat. The majority of participants 

43.5% (30) answered they had always drooling as symptom and other 30.4% (21) 

participants answered they did not have drooling as symptom. The highest 

participants 58% (40) declared always food sticking in their throat, other 27.5% (19) 

participants declared as often and 15.9% (11) declared as sometimes. The majority of 

46.4% (32) participants respond as always food sticking in their mouth, 29% (20) 

respond it as often, 14.5% (10) participants respond sometimes food sticking in their 

mouth. 66.7% (46) participants declared as always food / liquid dribbling out from 

their mouth, other 14.5% (10) participants declared as often of this symptom. The 

majority participants 94.2% (65) declared that food /liquid never come through nose, 

the equal number of participants 2.9% declared as hardly ever (2) and sometimes (2) 

food/ liquid come through nose. The 58% (40) respond as always coughing when food 

/liquid stuck in mouth, 26.1 % (18) declared as often and 10.1% (7) declared the 

symptom as sometimes. 
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3.2.5 Selection of Food 

 

Figure 3.2.5: Participants Selection of Food 

 

From the bar graph, the majority of participants 62.3% (43) respond as always 

figuring out what they can eat is a problem for them. The 29% (20) participants 

declared it as often, other 7.2% (5) declared it as sometimes and 1.4% (1) declared 

hardly ever figuring out is a problem what they eat.  The highest participants 50.7% 

(35) declared as always difficult to find foods both like and can eat. The 39.1% (27) 

participants declared it as often, other 8.7% (6) declared as sometimes and 1.4% (1) 

declared as hardly ever difficult to find foods both like and can eat.  
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3.2.6 Communication  

 

Figure 3.2.6: Participants Level of Communication 

 

This bar graph shows that the majority of participants 71% (49) declared as always 

people faced difficulty to understand their meaning. The other 15.90% (11) 

participants declared it as often, 8.7% (6) declared it as sometimes, 2.90% (2) 

declared it as hardly ever and another 1.4% (1) declared as never faced difficulty to 

understand meaning. The highest respondent 68.1% (47) said that always they felt 

difficult to speak clearly. The other 21.7% (15) respondent said it as often, 5.8% (4) 

declared it as sometimes, 2.9% (2) declared as hardly ever and 1.4% (1) declared as 

never felt difficulty to speak clearly.  
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3.2.7 Fear  

 

Figure 3.2.7: Participants Level of Fear 

 

The bar graph shows that the 36.2 % (25) participants always fear of chocking when 

they eat food, another 31.9% (22) participants answered it as often, 14.5% (10) 

answered it as sometimes, 5.8% (4) answered as hardly ever and 11.6% (8) answered 

that they did not fear of chocking when they eat food.  The highest participants 34.8% 

(24) always feared about getting pneumonia, 27.5% (19) 0ften fear about this, 17.4% 

(12) sometimes fear, 8.7% (6) participants hardly ever fear and other 11.6% (8) 

participants answered they never fear to get pneumonia at the time of eating. The next 

majority of participants 39.1% (27) always afraid of chocking when drink liquids, the 

24.6% (17) participants sometimes afraid of it and other 23.2% (16) participants often 

afraid of chocking when they drink liquids. The 40.6% (28) participants declared that 

always they never know when they were going to chock, the equal number of 

participants 23.2% (16) declared that sometimes and often they never know when 

they were going to chock. 
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3.2.8 Mental Health  

 

 

Figure 3.2.8: Participants Mental Health 

 

The bar graph shows that the majority participants 43.5% (30) declared always SP 

depressed them. Many of them 30.4% (21) participants declared it as often, 15.9% 

(11) participants declared it as sometimes, 5.8% (4) declared it as hardly ever and 

other 4.3% (3) declared they never depressed because of their SP. The highest 46.4% 

(32) participants declared always they get impatient with SP and 30.4% (21) 

participants declared it as often. 18.8% (13) participants declared it as sometimes and 

other 2.9% (2) declared they never get impatient with SP. The 49.3% (34) participants 

respond that being so careful at the time of eating or drinking that annoyed them 

always, 24.6% (17) participants respond it as often, 14.50% participants declared as 

sometimes. The highest participants 50.7% (35) said always SP frustrates them and 

24.6% (17) participants said often they frustrates with their SP. The 47.8% (33) 

participants declared they had been discouraged always by SP. The 30.4% (21) 

participants declared it as often and 11.6% (8) participants declared it as sometimes 

and 4.3% () declared they never been discourage by SP. 
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3.2.9 Social  

 

Figure 3.2.9: Participants Social Interaction 

 

The bar graph shows that the highest participants 87% (60) declared they do not go 

out to eat because of their SP, other 13% declared it as often. The 73.9% (51) 

participants declared that their social life was so hard because of their SP, the 21.7% 

(15) participants declared it as often and another 4.3% (3) participants declared 

sometimes their social life was so hard. The 71% (49) participants declared always 

their usual activity had changed for SP, the lowest 24.6% (17) participants declared it 

as often and 4.3% (3) declared as sometimes their usual activity had changed. The 

65.2% (45) participants said that they did not enjoy social gathering and 29% (20) 

participants declared it as often. The 59.4% (41) participants declared that their role in 

the family had been changed in every step, 31.9% (22) participants said that it 

occurred often and another 1.4% (1) participant said his role never changed in his 

family. 
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3.2.10 Fatigue  

 

Figure 3.2.10: Fatigue 

 

The equal number of participants 84.1% (58) declared that always they felt exhausted. 

Other 14.5% (10) declared they felt exhausted as often and 1.4% (1) declared 

sometimes they felt exhausted. The equal number of participants 84.1% (58) declared 

that always they felt weak. Other 14.5% (10) declared they felt weak as often and 

1.4% (1) declared sometimes they felt weak. The percentage was same for feeling 

exhausted and weak. The highest number of participants 85.1% (59) responded that 

they always felt tired and other 14.5% (10) participants respond as sometimes they 

felt tired.  
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3.2.11 Sleeping  

 

Figure 3.2.11: Sleeping 

The bar graph shows that the highest participants 72.5% (50) declared, they always 

had trouble falling asleep. Many of them 7.2% (5) participants declared that 

sometimes or often they had trouble to fall asleep, other 11.6% (8) declared as they 

never fall trouble falling asleep. The major participants 72.50% (50) declared that 

always had trouble staying asleep, other 10.1% (7) participants declared as often and 

11.6% (8) participants declared they had never trouble staying asleep. 
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3.3.1 Table 2: Advice (SWAL-CARE) 

Advice Patients Response 

Yes No 

Food I should eat 100% 0% 

Foods I should avoid 100% 0% 

Liquids I should drink 100% 0% 

Liquids I should avoid 100% 0% 

Techniques to help get food down 100% 0% 

Techniques to help me avoid choking 100% 0% 

When I should contact a swallowing clinician 100% 0% 

My treatment options  100% 0% 

 What to do if I start to choke  100% 0% 

Signs that I am not getting enough to eat or drink  100% 0% 

Goals of the treatment for my SP  100% 0% 

Table 2: Advice (SWAL-CARE) 

 

In the category of therapist’s advice, we can see from the bar graph the 100% (69) 

participants respond positively for the advice of food they should eat & avoid.  The 

100% (69) participants answered “yes” for the advice of liquids they should eat & 

avoid. The 100% (69) participants respond positively for the advice of techniques to 

help get food down & help avoid chocking. The 100% (69) participants respond 

positively for the advice of when they should contact a swallowing clinician. All 

participants 100% (69) answered positively about the therapist’s advice for their 

treatment options and what to do if they start to choke. All participants 100% (69) 

respond positively for the advice of the signs that are not getting enough to eat or 

drink. The 100 % (69) participants respond as yes for the therapists’ advice on the 

treatment for their SP.   
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3.3.2 Patient Satisfaction (SWAL-CARE) 

 

Figure 3.3.2: Patient Satisfaction (SWAL-CARE) 

 

The bar graph shows that the 100% (69) participants answered, always they had 

confidence in their swallowing clinicians. The 100% (69) participants declared that 

their clinicians always explained treatment to them. All participants 100% (69) said 

that swallowing clinicians (SC) always spent enough time with them. The 100% (69) 

participants declared that the SC always put the participants need first. 
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Among 69 patients who had stroke, the majority of participants 62.3% (43) were male 

between the age ranges 51-60 years. On the hand, Hiraga, (2017) conducted a study 

and found that males have the greater possibility to get stroke with increase of the age. 

The result of current study demonstrated that the aged male individuals had greater 

possibility of having stroke with dysphagia. 

In this study, the result of educational level showed that the major group of 

participants (24.60 %) were equal in both illiterate & under SSC. Pontes, Amaral, 

Rego, Azevedo, & Silva, (2016) also found in their study that less educated people 

had the greater possibility to get stroke. So it can be said that the incidence of 

dysphagia after stroke is higher among those who were less educated. In this study, 

maximum number of respondents 34.8% were House-wife and the majority of 

participants 69.60% were from semi urban areas.  

Among total participants 71.00% had stroke in 1 week to 5 months earlier. Bahceci, 

Umay, Gundogdu, Gurcay, Ozturk, & Alicura, (2017) showed in their study that they 

evaluated 72 patients for a mean period of 16.51 ± 8.32 days after stroke and they 

found dysphagia in oral phase 95.8%. These patients also represented the whole 

spectrum of mild to very severe dysphagia. So, the interpretation of the current study 

demonstrated that during early period of getting stroke, there is the greater chances to 

get dysphagia. 

In this study the investigator found that the majority of the participants 72.50% had 

stroke at first time. Yeoh et al. (2018), also revealed in a study that maximum 

participants 81.3% were having first time of stroke and others were having recurrent 

stroke. So, it was a clear indication that Dysphagia occurred in 1st time stroke patients 

more than recurrent. 

Findings of the current study showed that the majority of participants 58% were 

taking modified food. Bahceci, Umay, Gundogdu, Gurcay, Ozturk, & Alicura, (2017) 

described that 95.8% participants had oral phase dysphagia that means they took 

modified food. So most of the patients who had dysphagia took modified food. The 

highest number of respondents 76.80% were taking SLT service within 0-30 days. 

Chapter- 4                                                                                           Discussion 
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In this study found that 62.3% participants faced difficulty in dealing with SP and 

63.8% had major distraction in their life. Leow, Huckabee, Anderson, & Beckert, 

(2010) described in their study that young people (100%) and aged people (98.4%) 

who had Dysphagia declared that SP as a burden in their life. So in this study, it is 

indicated that SP is a burden for post stroke patients. 

The result in the study demonstrated that 71% participants took longer time to eat 

food and 60.9% were rarely hungry anymore. Kraus, Romme, Stoll, Oettinger, Voge, 

& Synofzik, (2018) interpreted in their study that the maximum patients took longer 

duration for eating and the desire of eating is poor than other people. So this study 

found that people with dysphagia’s eating duration is longer than other people and the 

desire of eating is comparatively less than others. 

The result showed that in case of symptom frequencies,  coughing 69.6%, chocking 

when drink liquid 62.3%, excess saliva 47.8%, food sticking in throat 58%, food / 

liquid dribbling out through mouth 66.7%, coughing when food /liquid stuck in mouth 

58%. But 94.2% participants declared never food/liquid coming out their nose. Leow, 

Huckabee, Anderson, & Beckert, (2010) also revealed same symptom frequencies in 

their study. So the study demonstrated that people with SP shows some symptom such 

as coughing, chocking, drooling, excess saliva, food dribbling through the nose. 

In this research, 62.3% figuring out what they can eat is a problem for them and 

50.7% faced difficult to find foods both like and can eat. Kraus, Romme, Stoll, 

Oettinger, Voge, & Synofzik, (2018) interpreted in their study that the maximum 

patients were not able to select their food with the context of like & eat. So the study 

found that people with dysphagia faces difficulty at the time of food selection. 

The study result found that 36.2 % participants fear of chocking when they eat food, 

39.1% afraid of chocking when drink liquids. McHorney, Robbins, Lomax, Rosenbek, 

Chignell, Kramer, & Bricker, (2002) also found that maximum participants who had 

SP also fear at the time of eating.  So in this study demonstrated that people were 

getting fear of choking & pneumonia at the time of eating/ drinking.  

The study result showed that 43.5% participants depressed & 50.7% frustrates with 

their SP. 49.3% being so careful at the time of eating or drinking that annoyed them 

and 47.8% had been discouraged always by SP. Pontes, Amaral, Rego, Azevedo, & 

Silva (2016) described in their study that the majority of stroke patients had found 
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mental health problem. So also in this study I found that the majority of participants 

had shown mental health problem. 

The study result demonstrated that 87% participants do not go out to eat because of 

their SP. The 65.2% did not enjoy social gathering and 71% faced difficulty to 

understand their meaning. 68.1% felt difficult to speak clearly. Sarkar, Halder, Saha, 

& Biswas, (2016) also found that the Dysphagia after stroke patients have 

communication and social functioning difficulties. In this study demonstrated that 

social interaction & communication were difficult because of their SP.  

The study result showed that 84.1% participants felt exhausted & weak, 85.1% felt 

tired and 72.5% had always trouble in falling and/ or staying asleep. But 11.6% had 

never trouble in falling/ or staying asleep. Leow, Huckabee, Anderson, & Beckert, 

(2010) described that Feelings of weakness, tiredness, and exhaustion with trouble 

falling and/or staying asleep were also significantly increased in neurological 

subjects. So the study showed that people with SP have feelings of weakness, 

tiredness, and exhaustion with trouble falling and/or staying asleep. 

The study result showed that all participants 100% declared SLT gave them all advice 

which they need and SLT discussed about their treatment strategies with the 

participants. SLT gave them advice on the food/ liquids and the techniques to help get 

food down & help avoid chocking.  There is no negative answered from the 

participants about the advice from SLT of CRP. The 100% participants declared, they 

had confidence in their SLT. SLT always spent enough time with them and always 

put the participants need first. So, there was no negative review about the SWAL-

CARE of Speech & Language Therapist and patients were satisfied with their SLT 

care. 
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 This study will help Speech and Language therapy service providers to start 

new practice of Dysphagia management and assessment for the patient with 

Dysphagia after stroke.  

 

 This study can be implicated during teaching students that stroke patient may 

have Dysphagia and the percentage of dysphagia among them. 

 

 

 

 In future, this study will influence the policy makers to make policy to refer 

the Stroke patients with Dysphagia to SLTs for Dysphagia management.  

   

Chapter- 5                                                                             Policy Implications 
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6.1 Limitation 

There were some situational limitation and barriers while considering the results of 

study in different aspects. Those are following below- 

 69 participants were selected to conduct the whole study for short period of 

time. It was a small number of participants to conduct a survey to find out the 

QOL & QOC among post stroke Dysphagia.  

 

 The investigator only questioned a small number of subject that was small to 

generalize the results. 

 

 Due to lack of number of participants, the external validity of the study 

reduced. 

 

 Some recently stroke patients were the participants of the study, for this reason 

the caregiver were not generalized the questions about patient difficulties. 

 

 Time was limited that have a great deal of impact of the study. 

  

 

  

Chapter- 6                                                          Limitation & Recommendation 
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6.2 Recommendation 

This is the first primary study on the QOL & QOC among post stroke dysphagia in 

Bangladesh. So there were some limitations and barriers during conducting the study. 

These are- 

 The study was done within a short period of time and only 69 participants were 

selected to conduct the whole study. It was a small number of participants conduct 

a survey to explore the QOL & QOC among Post Stroke Dysphagia due to lack of 

number of the participants. So the external validity of the study decreased and 

further study can be conducted with a wide range and large participant size. 

 

 Purposive sampling was used to select participants and study place. So further 

study can be conducted by simple random sampling. 

 

 Including Speech therapy services in different organization where working in this 

area for their program for delivering Dysphagia management services, also 

include the SLT service as health care service delivery system in Bangladesh. 
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Swallowing difficulty is a life-threatening problems including physical, functional, 

emotional and overall quality of life that can be happened after Stroke. The 

investigator explored to determine the presence of dysphagia on QOL & QOC among 

post stroke patients. In this study, the total respondents were 69 whereas 62.3% (43) 

were male and other 37.7 % (26) were female. 

The result showed that the highest number of participants 36.2 % were in the age of 

51-60 years. The education level of the participants found that the equal number 49.2 

% were illiterate & under SSC. Among the participants a highest number of 

respondents 34.8% were found as house-wife. It showed that living status of 69.60% 

people were in semi urban areas. Among all the participants 71% had stroke in 1 week 

to 5 months earlier.  In the study first time stroke patient were more than others. 

Majority of participants 71% took longer time at the time of eating. 69.6% patients 

showed cough when they eat and 62.3% chocked at the time of drinking liquids. 71% 

participants faced difficulty to understand meaning and 87% don not go out to eat 

because of SP. In QOC 100% participants are satisfied with the Therapists care. All 

participants declared that SLT gave them all advice which they need and SLT 

discussed about their treatment strategies with the participants. SLT gave them advice 

on the food/ liquids and the techniques to help get food down & help avoid chocking. 

Thus, professionals (Doctors, physiotherapists, occupational therapists) working with 

stroke patients need to remain alert to the presence of  Swallowing  and refer to SLTs 

for diagnosis and treatment of swallowing difficulties; which will increase the quality 

of life  and quality of care of people with Stroke and will also decrease morbidity. It 

will also help the SLT professionals to manage the specific diagnosis and treatment 

for Post Stroke Dysphagia patient.  

 

  

Chapter- 7                                                                                         Conclusion 
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Annexure-1 (A) 

DEMOGRAPHIC INFORMATION 

Code no: Date: 

Patient’s name:                                                     

Age: Sex:  

Educational level: Occupation: 

Living Status: Mobile no.: 

Medical Diagnosis: SLT Diagnosis: 

Onset date of stroke: Recurrent Stroke: 

Types of food/liquid: Duration of taking SLT service: 

 

Instructions: These are statements that many people have used to describe their 

dysphagia related QOL & QOC on their lives. Circle the response that indicates how 

frequently you have the same experience. 

0= Never, 1= Hardly ever, 2= Sometimes, 3= Often, 4= Always 

 

Burden (QOL) 

Dealing with my SP is very difficult. 0 1 2 3 4 

SP is a major distraction in my life. 0 1 2 3 4 

Eating Duration  

It takes me longer to eat than other people. 0 1 2 3 4 

It takes me forever to eat a meal. 0 1 2 3 4 
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Eating Desire  

Most days, I don’t care if I eat or not. 0 1 2 3 4 

I don’t enjoy eating anymore. 0 1 2 3 4 

I am rarely hungry anymore. 0 1 2 3 4 

Symptom Frequency  

Coughing 0 1 2 3 4 

Choking when you eat food 0 1 2 3 4 

Chocking When you take liquid. 0 1 2 3 4 

Having thick saliva or phlegm 0 1 2 3 4 

Gagging  0 1 2 3 4 

Having excess Saliva or phlegm 0 1 2 3 4 

Having to clear your throat 0 1 2 3 4 

Drooling 0 1 2 3 4 

Problems chewing  0 1 2 3 4 

 Food sticking in your throat  0 1 2 3 4 

Food sticking in your mouth  0 1 2 3 4 

Food/liquid dribbling out your mouth  0 1 2 3 4 
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Food/liquid coming out your nose   0 1 2 3 4 

Coughing food/liquid out your mouth when stuck 0 1 2 3 4 

Food selection  

Figuring out what I can eat is a problem for me 0 1 2 3 4 

It is difficult to find foods I both like and can eat 0 1 2 3 4 

Communication  

People have a hard time understanding me 0 1 2 3 4 

It has been difficult for me to speak clearly 0 1 2 3 4 

Fear  

I fear I may start chocking when I eat food 0 1 2 3 4 

I worry about getting pneumonia 0 1 2 3 4 

I am afraid of choking when I drink liquids 0 1 2 3 4 

I never know when I am going to choke 0 1 2 3 4 

Mental Health  

My Swallowing Problem depresses me 0 1 2 3 4 

I get impatient dealing with my SP 0 1 2 3 4 

Being so careful when I eat or drink annoys me 0 1 2 3 4 
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My swallowing problem frustrates me 0 1 2 3 4 

I have been discouraged by my SP 0 1 2 3 4 

Social  

I do not go out to eat because of my SP 0 1 2 3 4 

My SP makes it hard to have a social life 0 1 2 3 4 

My usual activities have changed BOM SP 0 1 2 3 4 

Social gatherings aren’t enjoyable BOM my SP 0 1 2 3 4 

My role with family/ friends has changed BOM 

my SP 

0 1 2 3 4 

Fatigue  

Feel Exhausted 0 1 2 3 4 

Feel weak 0 1 2 3 4 

Feel tired 0 1 2 3 4 

Sleep  

Have trouble falling asleep 0 1 2 3 4 

Have trouble staying asleep 0 1 2 3 4 
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Advice (SWAL-CARE) 

Food I should eat Yes No 

Foods I should avoid Yes No 

Liquids I should drink Yes No 

Liquids I should avoid Yes No 

Techniques to help get food down Yes No 

Techniques to help me avoid choking Yes No 

When I should contact a swallowing clinician Yes No 

My treatment options  Yes No 

 What to do if I start to choke  Yes No 

Signs that I am not getting enough to eat or drink  Yes No 

Goals of the treatment for my SP  Yes No 

Patient Satisfaction (SWAL-CARE) 

Had confidence in your swallowing clinicians  0 1 2 3 4 

Swallowing clinicians explained treatment to you  0 1 2 3 4 

Swallowing clinicians spent enough time with 

you   

0 1 2 3 4 

Swallowing clinicians put your needs first  0 1 2 3 4 
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Annexure-1 (B) 

ডেম োগ্রোফিক তথ্য  

ক োড নং : তোরিখ : 

কিোগীি নোম  :                                                  

বয়স  : রিঙ্গ :  

রিক্ষোগত ক োগযতো : কেিো : 

জীবন  োত্রোি মোন:  ক োন নং : 

কমরডক ি ডোয়োগকনোরসস : এস এি টি ডোয়োগকনোরসস : 

 খন করো  হকয়রিি : েুনিোয় করো  : 

  টিন/ তিি খোবোকিি ধিন :   ত রিন ধকি এস এি টি কসবো রনকেন 

: 

রনকিেিনোাঃ  গিধাঃ িকেি সমসযোি জকনয আেনোি জীবন  োত্রোি মোন ও কসবো কনওয়োি 

ধিন ক মন তো রনকেি মোন অনুসোকি প্র োি  রুে-  

০ = নো,          ১ = কখনওই নো,         ২ =  োমে  োমে,          ৩ = প্রোয়ই,        ৪ = 

সবস য় 

SWAL-QOL 

ডবোেো 

আমোি গিধ: িকনি সমসযোি সোকে টিক  েো ো 

খুবই  ষ্টসোধয।  

০ ১ ২ ৩ ৪ 

গিধ: িকনি সমসযো আমোি জীবকনি এ টি 

প্রধোন রবভ্রোরি। 

০ ১ ২ ৩ ৪ 

খোদ্যগ্রহমনর স য় 

অনযকিি তুিনোয় আমোি খোওয়ো িোওয়ো  িকত 

কবরি সময় িোকগ।  

০ ১ ২ ৩ ৪ 
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এ িো খোবোি কখকত আমোি িীর্ ে সমকয়ি প্রকয়োজন 

হয়। 

০ ১ ২ ৩ ৪ 

 

 

খোদ্যোভোমসর ইচ্ছো 

কবরিিভোগ সময়ই আরম খোচ্ছে র  খোচ্ছে নো তো 

আরম গুরুত্ব কিই নো।   

০ ১ ২ ৩ ৪ 

আরম খোওয়োিো উেকভোগ  রি নো। ০ ১ ২ ৩ ৪ 

আরম খুব  ম সময়ই কু্ষধোত ে েোর ।  ০ ১ ২ ৩ ৪ 

লক্ষমের ধরন স ূহ 

 োরি হয়? ০ ১ ২ ৩ ৪ 

 খন খোবোি খোই তখন র  রবষম হয়? ০ ১ ২ ৩ ৪ 

েোরন বো তিি খোবোি গ্রহকনি সময় র  রবষম হয়? ০ ১ ২ ৩ ৪ 

মুকখ আিোকিো  ুক্ত িোিো বো    জকম?  ০ ১ ২ ৩ ৪ 

ওয়ো  আকস?  ০ ১ ২ ৩ ৪ 

আিোকিো িোিো বো    র  অকন  কবরি হয়?  ০ ১ ২ ৩ ৪ 

গিো র  েরিষ্কোি  িকত হয়? ০ ১ ২ ৩ ৪ 

মুখ রিকয় র  িোিো কবি হয়? ০ ১ ২ ৩ ৪ 

রেরবকয় কখকত সমসযো হয়? ০ ১ ২ ৩ ৪ 

খোবোি র  গিোয় আিক   োয়? ০ ১ ২ ৩ ৪ 
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খোবোি র  মুকখ আিক   োয়? ০ ১ ২ ৩ ৪ 

খোবোি বো েোরন র  মুখ কেক  েকে  োয়? ০ ১ ২ ৩ ৪ 

 টিন / তিি খোবোি র  নো  রিকয় কবি হকয় 

আকস?  

০ ১ ২ ৩ ৪ 

 খন  টিন বো তিি জোতীয় খোবোি মুকখ আিক  

 োয় তখন র   োরি হয়?   

০ ১ ২ ৩ ৪ 

খোদ্যোভোস ফনব বোচন  

ক োন খোবোি কখকত েোিব কসিো খুুঁকজ কবি  িো 

 ষ্টসোধয। 

০ ১ ২ ৩ ৪ 

ক োন খোবোি আরম কখকত েিন্দ  রি ও কখকত 

েোরি তো খুুঁকজ কবি  িো  টিন হকয়  োয়।  

০ ১ ২ ৩ ৪ 

ড োগোম োগ 

মোনুকষি আমোি  েো বুঝকত খুব সমসযো হয়। ০ ১ ২ ৩ ৪ 

স্পষ্টভোকব  েো বিো আমোি জকনয খুব  ষ্টসোধয।  ০ ১ ২ ৩ ৪ 

ভয় 

আমোি ভয় হয় হয়কতো আরম খোবোি খোওয়োি সময় 

রবষম খোকবো। 

০ ১ ২ ৩ ৪ 

আরম রনউকমোরনয়োকত আক্রোি হওয়োি ভকয় 

েোর ।  

০ ১ ২ ৩ ৪ 

তিি খোবোি খোওয়োি সময় ভকয় েোর  আরম র  

রবষম খোব।  

০ ১ ২ ৩ ৪ 
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আরম  খনও জোরন নো  খন রবষম খোকবো। ০ ১ ২ ৩ ৪ 

 োনফসক অবস্থো 

আমোি এই গিাঃধ িন সমসযো আমোক  রবষন্ন 

 কি। 

০ ১ ২ ৩ ৪ 

আরম আমোি গিাঃধ িন সমসযো রনকয় অধধ ে 

হকয় েকেরি। 

০ ১ ২ ৩ ৪ 

 টিন / তিি খোবোি খোওয়োি সময় আমোক  সব েিো 

সত ে েো কত হয় ক িো খুবই রবিচ্ছক্ত ি। 

০ ১ ২ ৩ ৪ 

আরম গিাঃধ িন সমসযো রনকয় হতোিোগ্রস্ত।  ০ ১ ২ ৩ ৪ 

গিাঃধ িন সমসযো আমোক  রনরুৎসোরহত  কি। ০ ১ ২ ৩ ৪ 

সো োজিক 

আমোি খোবোি গিধাঃ িকনি সমসযোি জনয আরম 

বোরহকি ক োেোও কখকত ক কত েোরি নো। 

০ ১ ২ ৩ ৪ 

আমোি এই সমসযো আমোি সোমোচ্ছজ  জীবন খুব 

 টিন  কি তুকিকি। 

০ ১ ২ ৩ ৪ 

আমোি রনতয  ো ে িোে এই সমসযোি জনয 

অকন  েরিবতেন হকয় রগকয়কি। 

০ ১ ২ ৩ ৪ 

এই সমসযোি জনয কিো সমোগম উেকভোগ  িকত 

েোরি নো। 

০ ১ ২ ৩ ৪ 

এই সমসযোি জনয েরিবোি এবং বনু্ধকিি মকধয 

আমোি অবস্থোকনি েরিবতেন হকয়কি । 

০ ১ ২ ৩ ৪ 

অবসোদ্ 
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ক্লোরিকবোধ হয়? ০ ১ ২ ৩ ৪ 

িবূ েিতো অনুভব হয়? ০ ১ ২ ৩ ৪ 

েরিশ্রোিকবোধ হয়? ০ ১ ২ ৩ ৪ 

ঘু  

র্ুম আসো  ষ্ট ি ? ০ ১ ২ ৩ ৪ 

র্ুরমকয় েো ো  ষ্ট ি ? ০ ১ ২ ৩ ৪ 

উপমদ্শ (SWAL-CARE)  

ক  খোবোি আমোি খোওয়ো উরেত।  হযো ুঁ  নো 

ক  খোবোি আমোি েরিতযোগ  িো উরেত।  হযো ুঁ নো 

তিি খোবোি ক িো খোওয়ো উরেত। হযো ুঁ নো 

তিি খোবোি ক িো েরিতযোগ  িো উরেত। হযো ুঁ নো 

ক ৌিি ,  ো আমোক  খোবোি রগিকত সোহো য  কি।  হযো ুঁ নো 

রবষম খোওয়ো কেক  েরিত্রোকনি ক ৌিি।  হযো ুঁ নো 

 খন আমোক  এ জন গিাঃধ িকেি রবকিষকেি 

 োকি  োওয়ো উরেৎ । 

হযো ুঁ নো 

আমোি রের ৎসোি ধিেসমূহ । হযো ুঁ নো 

রবষম খোওয়ো আিম্ভ হকি র   িকত হকব?  হযো ুঁ নো 

িক্ষে ক গুকিো কিখকি আরম বুঝকত েোিব আমোি 

খোওয়ো / েোন  িো সমূ্পে ে হকে নো । 

হযো ুঁ নো 
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আমোি এই সমসযোি রের ৎসো বযবস্থোি উকেিয র ? হযো ুঁ নো  

ডরোগীর সন্তুষ্টি (SWAL-CARE) 

আেনোি কেিোরেস্ট এি উেি র  আেনোি আস্থো 

আকি? 

০ ১ ২ ৩ ৪ 

রের ৎস িো র  ভোকিোভোকব রের ৎসোি েদ্ধরত 

বুচ্ছঝকয় বকিন? 

০ ১ ২ ৩ ৪ 

রের ৎসক িো র  আেনোক   কেষ্ট সময় রিকে ও 

েরিে েো  িকি? 

০ ১ ২ ৩ ৪ 

রের ৎস িো র  আেনোি প্রকয়োজনগুকিোক  

গুরুত্ব রিকে? 

০ ১ ২ ৩ ৪ 
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Permission letter 

  



 

 

Annexure- 2 (B) 

Permission Letter 

 

  



 

 

Annexure-3 (A) 

Consent form 

This research is a part of Speech & Language Therapy course and the name of the 

researcher is Mahfuja Zaman Milva. She is a 4th year student of B. Sc in Speech & 

Language Therapy in Bangladesh Health Professions Institute (BHPI). The study will 

entitle as “QUALITY OF LIFE & QUALITY OF CARE AMONG POST 

STROKE DYSPHAGIA.” 

In this study I am ….....…………………………………………........................... a 

participant and I have been clearly informed about the purpose of the study. I am 

willingly participating in this study. I will have the right to withdraw from this study 

at any stage and I will not be bounded to answer to anybody. I understand that there 

will be no impact receiving treatment at present or in the future by participating in this 

study.  

I am also informed that, all the information will collect from the interview that use in 

the study will be kept safe and maintain confidentiality. Only the researcher will be 

eligible to access in the information for his publication of the research result. My 

name and address will not published anywhere in this study. I can consult with the 

researcher and the research supervisor about the research process or get answers to 

any questions regarding the research project. I have been informed about the above-

mentioned information and I am willing to participate in the study with consent. 

 

Signature of the study Participate:    

                                                        

Date: 

Signature of the Researcher:                                                                    

 

Date: 

Signature of the Witness : Date: 

 

Annexure-3 (B) 



 

 

 সম্মফত পত্র 

এই গকবষেো  স্পীে এন্ড িযোঙু্গকয়জ কেিোরে রবভোকগি অধযয়কনি এ টি অংি এবং 

গকবষক ি নোম মোহ ুজো জোমোন রমিভো। রতরন বোংিোকিি কহিে প্রক িনস 

ইন্সটিটিউকিি রব এস রস ইন স্পীে এন্ড িযোঙু্গকয়জ কেিোরে রবভোকগি ৪ে ে বকষ েি 

অধযয়নিত এ জন িোত্রী এবং তোি গকবষেোি রবষয় “Quality of Life & Quality of 

Care among Post Stroke Dysphagia.” 

এই গকবষেোি আরম ----------------------------------------------------- এ জন 

অংিগ্রহে োিী এবং আরম এই  গকবষেোি উকেিয েরিষ্কোি ভোকব জোনকত কেকিরি। 

আরম ক  ক োন সময় এবং গকবষেোি ক  ক োন ে েোকয় আমোি অংি গ্রহে প্রতযোহোি 

 িকত েোরি। এই জনয আরম  োকিো  োকি জবোব রিরহ  িকত বোধয েো ব নো। আরম 

অবগত হকয়রি ক , এই গকবষেোয় অংি গ্রহে  িোি  কি বতেমোন ও ভরবষযকত তো 

আমোি ও  অংি গ্রহে  োিীকিি ক োন প্র োি প্রভোব ক িকব নো। 

এই গকবষনোি সোক্ষোত োকিি স ি তেয ক গুকিো গকবষেোি  োকজ বযবহৃত 

হকব,কসগুকিো সমু্পে েভোকব কগোেনীয় েো কব। শুধুমোত্র গকবষ  এ তেয সমূকহি 

প্রকবিোরধ োি েোকব। গকবষক ি নোম, েরিেয় িোেো হকব নো। 

আরম গকবষেোি েদ্ধরত এবং জটিিতো অেবো সু কিি বযেোকি বো গকবষেো সংক্রোি 

ক ক োকনো প্রকেি উত্তি িোকনি জনয এ গকবষনোি তত্ত্বোবধোয়ক ি সরহত আকিোেনো 

 িকত েোিব। 

আরম উেকিোক্ত স ি তেয গুকিো সম্পক ে জোরন এবং আরম এই গকবষেোয় অংি 

গ্রহকে সম্মরত েোেন  িরি। 

 

অংি গ্রহে োিীি স্বোক্ষি/ টিেসই: 

 

তোরিখ: 

গকবষক ি স্বোক্ষি: 

 

তোরিখ: 



 

 

স্বোক্ষীি স্বোক্ষি: তোরিখ: 

 

     

 

 

 

 

 


