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Abstract

Purpose: To identify outcome of stroke survivors using kgampact scale for the
patient attended at CRBPbjective: To identify the variables that could predict the
outcomeof stroke, toinvestigate how the physical strength, hand fumctroobility,
activities of daily living, memory anthinking, communication and emotion,
social participation whiclnfluence the outcome of stroke survivokéethodology: A
guantitative (cross sectional) research model énféinm of a prospective type survey
design is carried out in this study. Total 30 sasplvere selected by purposive
sampling from inpatient of neurology departmenCeintre for the Rehabilitation of
the paralyzed (CRP). Data were collected by mixggbet questionnaire.
Confidentiality of the information was strictly nmé@ined. The investigator filled out
the questionnaire after having face to face inewiData were numerically coded
and captured in SPSS 16.0 version software and/zethlin terms of percentages,
displayed through bar charts using Microsoft exddle investigator targeted to
measure the outcome of stroke survivors using stnolpact scale and identified the
level of physical strength, hand function, mobilitghysical andinstrumental
activities of daily living, memory and irtking, communicationand emotion,
social participationResult: The finding of the research shows thistale (80%) are
more affected than female (20%), the incidencetmmike is more frequent over the
age of 58 year which is (36.60%). The percentageeaforrhagic stroke (76.70%) is
more than ischemic stroke (23.30%), most partidpafY3.30%) didn’'t report
incontinence, 26.70% participants felt little diffity about sitting balance, 20%
participants had very difficulty in transferringoin bed to wheelchair, 30%
participants has no limitation in religious actie#, most of the time participants
(40%) felt sad, and 26.70% participants have hadwery about 40%Conclusion:
This study findings demonstrated a crucial outcarsiag stroke impact scale among
stroke survivor. However, psychological supporyrseling, motivation and effective
communication are cornerstone for their successhibilitation and to be addressed
by health care professionals.

Key words. Outcome, Stroke survivors, Stroke Impact Scale.
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CHAPTER-I INTRODUCTION

1.1 Background

Stroke is one of the major chronic illnesses wevlde that health-care organizations
will need to address for the next several decableats why it can affect virtually all
human functions and unlike other disabling condsiothe onset of stroke is sudden,
leaving the individual and the family are not weltepared to deal with its
squeal(Patel, 2007). Stroke remains the leadingecatiserious, long-term neurologic
impairment and functional disability. Stroke isesfta catastrophic event affecting all
aspects of an individual’'s lif§Deborah, 2005). The impact of stroke on a patient

usually unanticipated and often devastating, réggimajor adjustment in lifestyle

and psychology of stroke survivorBan, 2008). Current stroke outcome assessments

are limited to the resulting neurological impairmentdarfunctional disability,
neglecting to evaluate the total influence of theeré on a patient’s well-being
(Deborah, 2005).

The Stroke Impact Scale (SIS) has been developdoeta more comprehensive
measure of health outcomes for stroke populati@sng¢an, 1999). In 1999, the
Stroke Impact Scale (SIS) emerged as a tool to uneashese important
multidimensional consequences of stroke. This diagnspecific measure considers
the perspective of the patient in multiple domanasging from hand function and
activities of daily living to memory and social paipation (Deborah, 2005). The SIS
incorporates meaningful dimensions of function hedlth-related quality of life into

1 self-report questionnaire. The SIS Version 2€luides 64 items and assesses 8
domains [strength, hand function, activities andependent activities of daily living
(ADL/IADL), mobility, communication, emotion, mempr and thinking, and

participation/role function.



1.2 Rationale

Stroke is the leading cause of disability worldwitteunder developed countries like
Bangladesh stroke also causes death where heafiporsusystem including

rehabilitation is not available. For proper rehigiion of stroke patient, it needs
multi disciplinary treatment. In this condition, lpnmedical management is not
enough rather than the therapeutic managementsengasl for the management of
stroke.

The stroke impact scale is the measurement of mécoontaining strength, hand
function, mobility, and activities of daily livinggmotion, memory, communication
and social participation. The first three domaiss physical domains that are
commonly seen after treatment. There is also rekBeabout functional activity or
recovery of physical activity after stroke in Bamggsh. Life is influenced by
emotion, psychological motivation, depression efdter stroke there is significant
change in emotion, memory, communication, sociatigpation etc. These factors
influenced the quality of life of stroke survivorA. stroke patient cannot back to
his/her fulfilment of his life purpose, because H@s memory problem,

communication problem. For that reason, he thinkséalf burden in family, society.

The magnitude of stroke patient’'s depression lesxlptional status and problem in
communication is remaining unknown by the healtre garovider. After completion
of the study we will find the evidence about depi@s, physical function, emotion

and communication.

It is very important to find out the outcome whaeghysiotherapy management team
does work towards the improvement or the recovdrgutcome of stroke patient,
otherwise the outcome of stroke survivors is nagnificant. Effectiveness of
physiotherapy practice is essential to promote@ute of stroke patient. So that, this
research will give ideas about the outcome aftkintaphysiotherapy and by this
result we take appropriate measures to improvemaaebme. This study also helps to
provide important platform for physiotherapists.eThhysiotherapists can explain

these factors to the family members and to thespati



1.3 Resear ch question

What is the outcome of stroke survivors in strak@act scale for the patient attended
at CRP?

1.4 Aim of the study

The aim of the study is to assemstcome of stroke survivors in stroke impact scale
for the patient attended at CRP.

1.5 Objectives
1.5.1 General objective

* To assess outcome of Stroke Survivors Measurethdystroke Impact Scale

to estimate the impact of individual charactersstic

1.5.2 Specific Objectives
* To identify the variableghat could predict the outconmé stroke.
 To investigate how the strength, hand function, mopiliphysical and
instrumental activities of daily living, memory &hinking, communication
and emotion, social participation whicinfluence the outcome of stroke

survivors.



1.6 Operational Definition
Stroke
A stroke is a cerebrovascular accident, is thedrigss of brain function due to the

disturbance of blood supply in the brain.

Outcome
Means the improvement of function during perforgoal directed task and it helps to

involve activities of daily living.

Stroke impact scale

The Stroke impact scale is an measurement scalénttiades 64 items and assess 8
domains (strength, hand function, activities artitpendent activities of daily living
(ADL/IADL), mobility, communication, emotionmemory and thinking and

participation/role function.



CHAPTER-II LITERATUR REVIEW

The sudden death of some brain cells due to adhokygen when the blood flow to
the brain is impaired by blockage or rupture ofagtery to the brain. A stroke is also
called a cerebrovascular accident or, for shoi§VA. Stoke is synonymous with
cerebrovascular accident (CVA) and is a clinicafirdigon. The world health
organizationof stroke is ‘a rapidly developed dali sign of focal disturbances of
cerebral function of presumed vascular origin ahanore than 24 hour duration’.
This definition does not include ‘transcient iscamée attack’. Haemiplegia is the
paralysis of muscle on one side of the body, ctateeal to the side of the brain in
which the CVA occured (Durward et al, 1998).

A Stroke is an acute medical emergency. Strokeo (a#dled "Brain Attack”) is a
disease of the circulatory system caused by theinmg or the blockage of an artery.
In middle aged and older women, approximately 70%trmkes are thromboembolic
(caused by a blockage from a blood clot), 15%sstrof intracerebral hemorrhage, a
nd 10% of subarachnoid hemorrhage. Depending orrenttee rupture or blocked
artery leads, this part of the brain does not gggen. This can result in permanent
brain damage, disability and sometimes death.

When a section of the brain is deprived of oxygeerological symptoms result,
such as loss of vision in one eye (or other visabranges), confusion, vertigo,
inability to speak, numbness or weakness of one sfdthe body, severe headache
and asymmetrical drooping of the face. These symgteequire immediate attention

by emergency room doctors.

According to American stroke association (2002),steoke occurs when a blood
vessel bringing oxygen and nutrients of the bhairst or is clogged by blood clot or
some others particles. Because of this rupturdamkbge , part of the brain does not
get the flow of blood according to its demandsepfive of oxygen nerves cells in
the affected areas of the brain cannot functiondiadvithin minute, as a result nerve

cells cannot function. The part of the body is colleéd by this cell cannot function



either . The devastating effects of stroke arenoftecause death cells are not

replacing ’(Impact of Stroke 2002).

Cerebral ischaemia and infarction are caused bylesudcclusion of an artery
supplying the brain or less often , by low flowtdigo an already occluded or highly
stenosis can be the result of disease of the artemll; embolism from heart

hematological disorderand various rare but sometimes treatable condnioch are

proportionately more common in young stroke patigviiere degenerative arterial
disease is unusual) can still be a cause of strokthe elderly. Venous infarction is
considered later ischaemia due to head injury, mradéis and othres global

encephalopathy condition (Walton, 1993)

Ischemic stroke occurs when an artery to the beablocked. The brain depends on
its arteries to bring fresh blood from the heard éungs. The blood carries oxygen
and nutrients to the brain, and takes away carboxid® and cellular waste. If an

artery is blocked, the brain cells (neurons) cammake enough energy and will
eventually stop working. If the artery remains lided for more than a few minutes,
the brain cells may die. This is why immediate mabireatment is critical (TISC,

2012).

Strokes caused by the breakage or "blowout" obadhessel in the brain are called
hemorrhagic strokes. The medical word for this tyjfebreakage is hemorrhage.
Hemorrhages can be caused by a number of disondech affect the blood vessels,

including long-standing high blood pressure aneloeal aneurysms. An aneurysm is
a weak or thin spot on a blood vessel wall. Thesaknspots are usually present at
birth. Aneurisms develop over a number of years asuhlly don't cause detectable
problems until they break. There are two types erhbrrhagic stroke subarachnoid
and intracerebraln an intracerebral hemorrhage, bleeding occumn fressels within the

brain itself. Hypertension (high blood pressure}i®e primary cause of this type of

hemorrhage.

In a subarachnoid hemorrhage (SAH), an aneurisrstdur a large artery on or near

the thin, delicate membrane surrounding the bfalood spills into the area around



the brain which is filled with a protective fluicuasing the brain to be surrounded by
blood-contaminated fluid (NSA, 2012 ).

The ability to define the world and our place idigtinguishes our humanity. Stroke
or brain attack forever alters this world-makingaeity. The stroke patient's world,
once comprehensible and manageable, is transform@d confusing, intimidating
and hostile environment. The skills of intelleansation, perception and movement,
which are honed over the course of a lifetime ahcwso characterize our humanity
are the very abilities most compromised by str@teoke can rob people of the most
basic methods of interacting with the world (DraR@Q5)

The specific abilities that will be lost or affedtby stroke depend on the extent of the
brain damage and most importantly where in thenbifae stroke occurred. The brain
is an incredibly complex organ, and each area withé brain has responsibility for a
particular function or ability. The brain is dividento four primary parts: the right
hemisphere (or half), the left hemisphere, the lmdhem and the brain stem (NSA,
2012).

‘A stroke may result in a severe dramatic change person’s life. It can be very hard
to accept this and may result in unrealistic exqtemh and depression. People often
feel a great physical and mental tiredness. Movésnane not as autonomic and
smooth as before the stroke. So people who hambkestise much more energy than
someone aho has not. In relation with movemenfuhetional activities of the stroke
patient become dependent. It influences in all etspef daily living at home such as
dressing, toileting, bathing. Each stroke diffeepehding upon the brain injury, the
severity of the injury, and the person’s generallthe(Mondol, 2004).

Stroke Rehabilitation Information (2012) has desadi the following effects of brain
attack —

Weakness (hemi paresis) or paralysis (hemiplegicdre side of the body that may
affect the whole side or just the arm or leg. Treakness or paralysis is on the side of
the body opposite the side of the brain affectedhaystroke Spasticity, stiffness in
muscles, painful muscle spasri®soblems with balance and/or coordinajiBnoblems
using language, including having difficulty undarsing speech or writing (aphasia);
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and knowing the right words but having trouble sgythem clearly (dysarthria)
Being unaware of or ignoring sensations on one efdine body (bodily neglect or
inattention) Pain, numbness or odd sensatioRsoblems with memory, thinking,
attention or learningBeing unaware of the effects of a stroHeouble swallowing
(dysphagia) Problems with bowel or bladder contrélatigue Difficulty controlling
emotions (emotional liability) Depression Difficulties with daily tasks (NINDS,
2012).

The most important modifiable risk factors for &&oare high blood pressure and
atrial fibrillation (although magnitude of this efft is small: the evidence from the
Medical Research Council trials is that 833 patidmve to be treated for 1 year to
prevent one stroke). Other modifiable risk factorsnclude high
blood cholesterol levels, diabetes, cigarette snpkactive and passive), heavy alcoh
ol consumption and drug use, lack of physical @&gtiwbesity, processed red meat co
nsumption and unhealthy diet. Alcohol use coulddmose to ischemic stroke, and
intracerebral and subarachnoid hemorrhage viaipfeiiinechanisms (for example via
hypertension, atrial fibrilation, rebound thrombtasis and platelet aggregation and cl
otting disturbances). The drugs most commonly aasatwith stroke are cocaine, am
phetamines causing hemorrhagic stroke, but alsptbeecounter cough and cold
drugs containing sympathomimetics

The stroke centre (2012) has described the follgwitsk factors of stroke-
Manageable or Preventable Risk Factors: Diet & iNaoir, physical inactivity,
smoking, substance/alcohol abuse, certain medimadlitons, including:-Abnormal
blood vessel connections (arteriovenous malformatiand arteriovenous fistulas),
cerebral aneurysms (unruptured), cholesterol I¢vigih levels of “bad” cholesterol
and/or low levels of *“good” cholesterol), diabetémrdening of the arteries
(atherosclerosis/arteriosclerosis), heart (cardioutar) disease, high blood pressure
(hypertension), obesity, transient ischemic atta@dés). Unalterable Risk Factors:
Age, ethnicity, heredity/family history of strokgender (TSC,2012)

Strokes are usually diagnosed by studying imagehefborain (brain imaging) and
carrying out physical test®octor may check for the causes of stroke by takiood

tests to determine cholesterol and blood sugaidechecking pulse for an irregular
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heartbeat and taking a blood pressure measurefest. if the physical symptoms of
a stroke are obvious, brain imaging should alsadeied out to determine: if the
stroke has been caused by a blocked artery or blostl vessel, which part of the
brain has been affected, how severe the stroktéhasrisk of a transient ischaemic
attack (TIA). Different treatment is required for each type abls¢ so a rapid

diagnosis will make treatment more straightforward.

Two common methods used for brain imaging are gpten tomography (CT)
scan and a magnetic resonance imaging (MRI) scanCTAscan is like an X-
ray but uses multiple images to build up a moreaitkst, three-dimensional (3D)
picture of your brain. An MRI scan uses a stronggnadic field and radio waves to
produce a detailed picture of the inside of youhbo

The type of scan you may have in hospital depemdsyaur symptoms. If it is
suspected you had a major stroke, a CT scan igiguff to identify whether the
stroke is due to bleeding or clotting. It's quickean an MRI scan and improves the
chances of rapidly delivering treatments such astalisting drugs (thrombolytic) that
might be used in appropriate cases but which are-limited and require the results

of the scan before the treatment can be givenysafel

For people with more complex symptoms, where tthiergor location of the damage
is unknown, and in patients who have recovered faomansient ischaemic attack, an
MRI scan is more appropriate. This will provide a@ex detail of brain tissue,
allowing smaller or more unusually located strot@®e identified. All patients with
suspected stroke should receive a brain scan wathimours. Some patients should be
scanned within the hour, especially those who migeanefit from clot-busting

drugs (thrombolysis) such as alteplase or earlig@ajulant treatment.

After the injection of a dye into an arm vein, b@fi and MRI can be used to take

pictures of the blood vessels in the brain, as alihe blood vessels in the neck that
take blood to the brain from the heart. This isknas CT or MR angiography and is

often done immediately after taking pictures of tinain itself.



A swallow test is essential for anybody who has aadroke. Swallowing problems
affect over a third of people after a stroke. Wheperson cannot swallow properly,
there is a risk that food and drink may get inte Windpipe and then into the lungs
(called aspiration), which can lead to chest infexs and pneumonia.

The test is simple. The person is given a few teasp of water to drink. If they can
swallow this without choking and coughing they via# asked to swallow half a glass
of water. If they have any difficulty swallowingyay will be referred to the speech
and language therapist for a more detailed assessiiteey will usually be kept ‘nil
by mouth’ until they have seen the therapist ang tharefore need to have fluids or
food given directly into an arm vein (intravenougpyl or through the nose using a
nasogastric tube.

An ultrasound scan uses high frequency sound wavgwoduce an image of the
inside of your body. Your doctor may use a waneé-ljxobe (transducer) to send
high-frequency sound waves into your neck. Thess parough the tissue creating
images on a screen that will show if there is aagrawing or clotting in the arteries
leading to your brain. This type of ultrasound ssometimes known as a doppler
scan or a duplex scan. Where carotid ultrasonbdgrap needed, it should happen
within 48 hours. Dye is injected into your carotidvertebral artery via a tube called
a catheter. This gives a detailed view of yourrasethan can be obtained using

ultrasound, CT angiography or MR angiography.

In some cases an echocardiogram may be used tagaratiages of your heart using
an ultrasound probe placed on your chest (transtimechocardiogram). In addition,
transoesophageal echocardiography (TOE) may alsaideel. This involves an
ultrasonic probe which is passed down the foodgdgesophagus), usually under
sedation. Because it's directly behind the hetgpraduces a clear image of blood
clots and other abnormalities that may not get guckup by the transthoracic

echocardiogram.

Definitive therapy is aimed at removing the blookagy breaking the clot down
(thrombolytic), or by removing it mechanically (@mbectomy). The more rapidly

blood flow is restored to the brain, the fewer braklls die (Saver, 2006).Tight
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control of blood sugars in the first few hours does$ improve outcomes and may
cause harm (Bellolio et al, 2011). High blood puesds also not typically lowered as

this has not been found to be helpful.

Thrombolysis with recombinant tissue plasminogenivator (RTPA) in acute
ischemic stroke, when given before three hoursymiggom onset increases the risk of
death in the short term but in the long term impothe rate of independence and late
mortality; the increase in long term mortality stisignificant. When broken down by
time to treatment it increases the chance of balivg and living independently by
9% in those treated within three hours, howeverbiefit for those treated between
three and six hours is not significant. These henefr lack of benefits occurred
regardless of the age of the person treated (Warellal, 2012).

It use is endorsed by the American Heart Associatiod the American Academy of
Neurology as the recommended treatment for actd&estvithin three hours of onset
of symptoms as long as there are not other coulitons (such as abnormal lab
values, high blood pressure, or recent surgeryis pbsition for TPA is based upon
the findings of two studies by one group of invgators (The National institute of
Neurological Disorders And Stroke RT-PA Stroke $tu@roup, 1995), which
showed that tPA improves the chances for a goodofegical outcome. When
administered within the first three hours thromls@dyimproves functional outcome
without affecting mortality (Wardlaw, 2009). 6.4% people with large strokes
developed substantial brain hemorrhage as a coatipiicfrom being given TPA thus
part of the reason for increased short term maytéDubinsky, 2006). Additionally, it
is the position of the American Academy of Emergemacedicine that objective
evidence regarding the efficacy, safety, and applity of TPA for acute ischemic
stroke is insufficient to warrant its classificati@as standard of care. Intra-arterial
fibrnolysis, where a catheter is passed up anyairiéw the brain and the medication is
injected at the site of thrombosis, has been fdanthprove outcomes in people with

acute ischemic stroke (Lee et al, 2010).

Removal of the clot may be attempted in those witepecurs within a large blood
vessel and may be an option for those who either rent eligible for or do not

improve with intravenous thrombolytics (Tenserle2@11). Significant complication
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occur in about 7%. A randomized control trial ogsk procedures has not been done
as of 2011 (Grunwald et al, 2011).

Large territory strokes can cause significant edefthe brain with secondary brain
injury in surrounding tissue. This phenomenon isntyaencountered in strokes of the
middle cerebral artery territory, and is also ahllenalignant cerebral infaction”

because it carries a dismal prognosis. Relief efgressure may be attempted with
medication, but some require hemicraniectomy, ¢ingporary surgical removal of the
skull on one side of the head. This decreasesiskeof death, although some more

people survive with disability who would otherwisave died (Simard et al, 2011).

People with intracerebral hemorrhage require neugisal evaluation to detect and

treat the cause of the bleeding, although many moayheed surgery. Anticoagulants

and antithrombotics, key in treating ischemic stsadan make bleeding worse. People
are monitored for changes in the level of consaiess, and their blood pressure,
blood sugar, and oxygenation are kept at optimwelse

Ideally, people who have had a stroke are admiited "stroke unit", a ward or

dedicated area in hospital staffed by nurses aedpiists with experience in stroke
treatment. It has been shown that people admitted stroke unit have a higher
chance of surviving than those admitted elsewhetgospital, even if they are being
cared for by doctors without experience in strdRer(nan et al, 2008). When an acute
stroke is suspected by history and physical exammathe goal of early assessment
is to determine the cause. Treatment varies agupitdi the underlying cause of the

stroke, thromboembolic (ischemic) or hemorrhagic.

Stroke rehabilitation is the process by which these disabling strokes undergo
treatment to help them return to normal life as mas possible by regaining and
relearning the skills of everyday living. It alsong to help the survivor understand
and adapt to difficulties, prevent secondary coospions and educate family
members to play a supporting role. A rehabilitatieam is usually multidisciplinary
as it involves staff with different skills workinpgether to help the person. These
include nursing staff, physiotherapy, occupatiottadrapy, speech and language

therapy, and usually a physician trained in reliatibn medicine. Some teams may
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also include psychologists, social workers, andplaaists since at least one third of
the people manifest post stroke depression. Vadlatstruments such as the Barthel
scale may be used to assess the likelihood ob&espratient being able to manage at
home with or without support subsequent to disahdrgm hospital. Good nursing
care is fundamental in maintaining skin care, fiegdihydration, positioning, and
monitoring vital signs such as temperature, pulsed blood pressure. Stroke

rehabilitation begins almost immediately.

For most people with stroke, physical therapy (FoEgupational therapy (OT) and
speech-language pathology (SLP) are the cornerstohéhe rehabilitation process.
Often, assistive technology such as a wheelchailkexs, canes, and orthosis may be
beneficial. PT and OT have overlapping areas okdige, however PT focuses on
joint range of motion and strength by performingreises and re-learning functional
tasks such as bed mobility, transferring, walkimgl ather gross motor functions.
Physiotherapists can also work with patients toroup awareness and use of the
hemiplegic side. Rehabilitation involves working tdme ability to produce strong
movements or the ability to perform tasks usingmmadrpatterns. Emphasis is often
concentrated on functional tasks and patient’'s goahe example physiotherapists
employ to promote motor learning involves constramduced movement therapy.
Through continuous practice the patient relearnsseoand adapt the hemiplegic limb
during functional activities to create lasting pamant changes (O’Sullivan, 2007).
OT is involved in training to help relearn everydastivities known as the Activities
of daily living (ADLS) such as eating, drinking,esdsing, bathing, cooking, reading
and writing, and toileting. Speech and languageathe is appropriate for patients
with the speech production disorders: dysarthrid apraxia of speech, aphasia,
cognitive-communication impairments and/or dyspadggroblems with swallowing).
Patients may have particular problems, such as hdyga, which can cause
swallowed material to pass into the lungs and caas@ration pneumonia. The
condition may improve with time, but in the intefimm nasogastric tube may be
inserted, enabling liquid food to be given diredtiyo the stomach. If swallowing is
still deemed unsafe, then a percutaneous endosgastrostomy (PEG) tube is

passed and this can remain indefinitely.
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Treatment of spasticity related to stroke ofterolags early mobilisations, commonly
performed by a physiotherapist, combined with e#tiogp of spastic muscles and
sustained stretching through various positioningun@g initial improvements in
range of motion is often achieved through rhythmtational patterns associated with
the affected limb. After full range has been achiby the therapist, the limb should
be positioned in the lengthened positions to preagainst further contractures, skin
breakdown, and disuse of the limb with the usepbhts or other tools to stabilize the
joint. Cold in the form of ice wraps or ice packavh been proven to briefly reduce
spasticity by temporarily dampening neural firirdess. Electrical stimulation to the
antagonist muscles or vibrations has also been wibdsome success (O’Sullivan,
2007).

Stroke rehabilitation should be started as qui@dypossible and can last anywhere
from a few days to over a year. Most return of fiorcis seen in the first few months,
and then improvement falls off with the "window"nsidered officially by U.S. state
rehabilitation units and others to be closed a$igr months, with little chance of
further improvement. However, patients have beeswknto continue to improve for
years, regaining and strengthening abilities likatimg, walking, running, and
talking. Daily rehabilitation exercises should dooe to be part of the stroke patient's
routine. Complete recovery is unusual but not inspge and most patients will
improve to some extent: proper diet and exercigekaown to help the brain to

recover.

Some current and future therapy methods includeusieeof virtual reality and video
games for rehabilitation. These forms of rehatibta offer potential for motivating
patients to perform specific therapy tasks thatymather forms do not. Many clinics
and hospitals are adopting the use of these offtiedf devices for exercise, social
interaction and rehabilitation because they arerdéible, accessible and can be used

within the clinic and home (Lange et al, 2009).

Other novel non-invasive rehabilitation methods ewerently being developed to
augment physical therapy to improve motor functmistroke patients, such as
transcranial magnetic stimulation (TMS) and traas@l direct-current stimulation
(tDCS) (Fregni, 2007) and robotic therapies (Bataamanian et al, 2010).
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CHAPTER-III METHODOLOGY

3.1. Study design:

The research is conducted with an intention to foiodl the answer of the question
“What is the outcome among the stroke survivons’oider to achieve the goal on the
selected study, it had chosen the guantitive methidis was the best method to

answer this question because quantitative reseasimeasurable.

For that, a quantitive methodology was selectedqéantative research was suitable
for exploring a new area and understanding indiads attitudes and behaviours
(Bailey, 1997).

3.2 Study site

The study was conducted in Neurology Departme@eofter for the Rehabilitation of
the Paralyzed (CRP). It is a non-government orgdinza working for the
development of health care delivery system of Bashggh through providing
Physiotherapy, Occupational therapy, Speech andyuage therapy services in

indoor and outdoor programs.

3.3 Sample

A group of individuals or items that share one arencharacteristics from which data
can be gathered and analyzed is known as popul@tmks, 2000). In this study
population was stroke patient of Neurology Departhué CRP.

3.4 Study Sample

A sample is a smaller group was taken from the |adjonm. Sample size may be big
or small, depending on the population and the chtaratics of the study. As this
research is in course curriculum, there are vaseatf limitation e.g. Time length. Due

to time limitation 30 sample was selected for thuglg.
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3.5 Samplesize

The equation of sample size calculation are givedov-

. {2(1—%)}2 X pq
Here,

Z(1-2)=1.96

P=0.25 (Here P=Prevalence and P=25%)

q=1-p

=1-0.25

=0.75

d=0.05
According to this equation the sample should beentiban 288 people but due to lack
of opportunity the study was conducted with 30 @& attending at physiotherapy
department selected randomly

3.6 Sampling procedure

Finding the appropriate number and type of peoplake part in the study is called
sampling (Hicks, 2000)Sample was taken by using purposive sampling metued
to time limitation and as it is the one of the eaticheapest and quicker method of

sample selection.

3.7 Inclusion Criteria
* Medically stable
* Age between 40-6%ears
» Both sexes
* Onset of stroke froniiL-12) month

» Both ischemic antiemorrhagic stroke
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3.8 Exclusion Criteria
* Medically unstable.
* Age range <45 or >65 years
* Onset<l1l month or >12 month
» Have other type of neurological disorder.
* Pusher syndrome.
» Any deformity, contracture surgical condition imer limb.
* Any spinal deformity.
» Cognitive, visual, hearing problem.
» Patient who do not take regular treatment.
» Patient and caregiver who are not voluntarily agrée participate in the

study.

3.9 Method of data collection

All patients who diagnosed as stroke by the Phgsiaind came at CRP for first time
or continuing their Physiotherapy treatment will dsked to participate in the study.
There was a developed structured questionnairerafteewing literature for asking to

the participants. In the questionnaire, there vaatig@pant’'s demographic information

including age, sex, onset, type and site of strakd,then stroke impact scale.

3.10 Materialsfor the research project

To conduct the study the researcher collected tataigh using different types of
data collection tools. The researcher organizedrthterials to successfully complete
the interview session. The organized material wasstjonnaires, consent forms, a
pen & a pencil. SPSS (Statistical Package for tbeigb Sciences) software-16

version and Computer used to analyze data.

3.11 Ethical consideration

For conducting this research ethics committee ltheeked the proposal and allowed
to carry out the research project. The formal pssion was taken from the head of
the physiotherapy department to collect the datatalrollection was started and
complete within the allocated time frame. All thatal was reviewed in strict secure
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and maintained confidentiality. The assessmers fifere strictly secured and it was

not open in front others without researcher.

3.12 Infor med Consent

Written consent (appendix) was given to all papeits prior to completion of the
guestionnaire. The researcher explained to thécygats about his or her role in this
study. The researcher received a written conseam fvery participants including
signature. So the participant assured that theydcooderstand about the consent
form and their participation was on voluntary ba3ike participants were informed
clearly that their information would be kept comidial. The researcher assured the
participants that the study would not be harmfuthem. The participants had the
rights to withdraw consent and discontinue paréitigm at any time without prejudice

to present or future treatment at the neurologydepent of CRP.

3.13 Rigor

During the data collection and data analysis thbaualways tried not to influence
the process by his own perspectives, values arsediaNo leading questions was
asked and judgments were avoided. When condudtiegtudy the researcher took
help from the supervisor when needed. The othexarebers can use the results in

their related area.

3.14 Limitation of the study

The amount of participants was very small for thedg. There were only 30

participants involved in this study. Small numbdr samples inclusion may be

affected by external validity of the study and thsults might not be representative of

the population.
The recent literature especially the recently idsjoeirnals were not accessible. For

this reason some of the latest information wasabt¢ to be included in the literature

part.
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This research project was a part Bfyear physiotherapy course and this type of work
is first at this level, so there may have some larol in techniques and short out in

term of practical aspect.
Time and resources were limited which have a gteat of impact on the study such

as literature relevant to this topic, data collactitime and financial support for

conducting the research project.
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CHAPTER -1V RESULTS

The main objective of the study was to explore dhality of life among the strok
survivors. Convenience sampling was done to sedaniples. Total 30 data we
collected from the stroke patic of CRP. The reseehner analyze age, sex, onset,
type, affected side, strength, memory, emotion, mamcation, activities of dalil
living, mobility, hand function, participation ofhé stroke patient. Data we
numerically coded and captured in SPSSO version software program .T
investigator collected the data by interview anttdated as percentages, using
charts by Microsoft exce

Agegroup

Age of the participants were 5 (16.70%) in between 4R2years,n=9 (30%) in
between 45-48years=5 (16.70%) in between 50-58years ard 1 (36.60%) more
than 58 years. Here mean age is 5 (£8.939), mode is 45.

40%

35%

30%

25%
20%

Percentages

15%
10%
5%

0% T T ] 1
40-42yrs 45-48yrs 50-58trs >58yrs

Figure-1: Age of the participant.
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Gender

Gender of the participants, n=24 (80%) were | and n=620%) were femal

Gender

Figure-2: Sex of the participants.
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Onset

About onset of stroke, 17 (23.30%) participants wergetween -4 months, n= 8
(26.10%) participants were betwee-6 months, n= 6 (20%n 7 months anin= 9
(30%) weren more than 7 month. Here mean is ( (£2.255).

30%

30% - 26.70%

23.30%
25% 1 20%

20% -

15% -

Percentages

10% -

5% -

0% T T T 1
3-4month 5-6month 7month >7month

Figure-3: Onset of stroke.
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Typeof stroke

In type of strike, n23 (76.70%) participants wer@ hemorrhagi stroke and n=7
(23.30%) participants were ischemic stroke.

Typeof stroke

Figure-4: Type of stroke.
Affected side

In stroke, n24(46.70%) participan wereright sided hemiplegic arn=16 (53.30%)
participants weréeft sided hemiplegic

Sideof stroke

Figure-5: Side of stroke.
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In stroke impact scale there are 8 dor-strength, memory, emotion, communicati

activities of daily living, moility, hand function, participation.

Strength

About strength of the participar in the arm n=13 (43.30%)ad little strengthn=5
(6.70%)had lot of strength in hand gripping an=5 (16.70%)hadlot of strength in

ankle.
45%
40%
35%
s 30%
)
8 25%
[=
S 20%
()]
a 15%
10%
5%
0%
no strength little some quite a bit lot of
strength strength strength strength
arm 26.70% 43.30% 20% 3.30% 6.70%
grip 40% 36.70% 13.30% 3.30% 6.70%
leg 16.70% 26.70% 33.30% 6.70% 16.70%
foot/ankle 26.70% 26.70% 26.70% 3.30% 16.70%

Figure-6: Strength.
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Memory and thinking

About memory of the participan n=5 (16.70%) had extremly difficulties i
concentration, n=413.30%) had a little difficult to thik quickly and n=7 (23.309
had very difficult to solve everyday proble

35%
30%
b 25%
b0
3 20%
c
S 15%
()]
o 10%
5%
0% S S T E
People | Happe | Todo | Dayof | Concen | Think Solve
just ned things the tration | quickly | every
told | the day work day
before proble
ms
Extremly difficult 6.70% | 3.30% 10% | 26.70% | 16.70% | 16.70% | 26.70%
Very difficult 23.30% 20% 13.30% | 23.30% 20% 33.30% | 23.30%
Somewhat difficult | 13.30% | 13.30% | 26.70% | 16.70% 20% 16.70% 20%
A little difficult 30% 30% 20% | 13.30% | 23.30% | 13.30% | 10%
Not difficult at all 26.70% | 33.30% 30% 20% 20% 20% 20%

Figure-7: Memory and thinking
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Emotion

About emotion of the stroke patient, n=13.30%) participantgelt sac all time, n=14
(46.70%) participanttelt nervous most of the time e n=12 @0%) participants smile

a little of the time.

60% -
50%
4 40%
oo
i)
S 30%
2
a 20%
10%
0%
Feel | Feel | Burd | nothi | Blam | Enjoy | Nerv | wort | smile
sad | nobo | ento | ng | eself | thing | ous h
dy | other | loook | for s living
close s forwa | mista
rd to ke
All of the time 13.30%| 3.30%| O 0 |6.70%| 10% |13.30%|6.70% | 3.30%

Most of the time | 40% | 40% |46.70%|53.30%(33.30%| 43% |46.70%|43.30%|16.70%
Some of the time |23.30%(33.30%|26.70%/26.70%| 30% |30.00%(33.30%|33.30%/26.70%
Alittle of the time| 20% | 20% |23.30%| 20% |26.70%| 17% |6.70% |13.30%| 40%

None of the time |3.30% | 3.30% | 3.30% | 0.00% | 3.30% | 0.00% | 0.00% | 3.30% |13.30%

Figure- 8: Emotion
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Communication

In this study, n=7 Z3.30%) participants felt extremely difficult to answer &
question, n=6 (20%participant felt very difficult to participate in @nversion ani
n=3 (10%)participants felt a little difficult to talk in phne

50% -
45%
40%
a 35%
8 30%
S 25%
g 20%
a 15%
10%
5%
0%
Name | Unders | Reply | Correct | Partici | Conver | Dial to
a tandin to ly patein | sionin | person
person a questio | name | conver | teleph
conver n object sion one
sion
Extremely difficult | 23.30% | 13.30% | 23.30% | 10% | 13.30% | 20% | 26.70%
Very difficult 3.30% | 13.30% | 6.70% | 6.70% 20% | 13.30% | 10%
Somewhat difficult | 16.70% | 16.70% | 20% | 26.70% | 16.70% | 13.30% | 6.70%
A little difficult 16.70% | 23.30% | 10% | 16.70% | 16.70% | 10% 10%
Not difficult at all 40% | 33.30% | 40% 40% | 33.30% | 43.30% | 46.70%

Figure-9: Communication.
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Activitiesin daily living
In activities of daily living n=5 (16.70%)participants felt very difficult to dress u

n=1 (3.30%)participants felt a little difficult to go to toil@ndn=6 (20%) participants
felt very difficult to go for shopping

90%
80%
70%
o 60%
EP 50%
@
o 40%
& 30%
20%
10%
0%
Cut |dress| bath | cut |goto |contr|contr| hous | shop | houl
food | up e toe |toilet| ol ol | ehol | ping | dhol
nails blad | bow d d
der el task work
Could not do at all | 70.00(66.70|66.70|86.70|53.30|10.00| 10% |73.30|63.30(90.00
Very difficult 13% [16.70| 20% |6.70%|16.70| 10% |6.70%|10.00 | 20.00 |6.70%
Somewhat difficult | 10.00|3.30%| 0 |3.30%| 10% [3.30%(6.70%|10.00 |3.30%|0.00%
A little difficult 3.30%| 10% |3.30%|0.00%(3.30%3.30%3.30%|3.30%|3.30%|0.00%
Not difficult at all |3.30%(3.30%| 10% |3.30%|16.70(73.30|73.30/3.30%|10.00 (3.30%

Figure-10: Activities in daily living.
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M obility

About mobility of the stroke patie, n=8 (26.70%)articipants felt a little difficult ir
sitting in a bed, n=620%) participants felt very difficult in transferringdm bed tc

wheelchair and n=516.70%) participant felt somewhat difficult for climbingasts.

70% -
60%
" 50%
8
s 40%
S
o 30%
&
20%
10%
0%
sittin | stand | walki | bed | walk | walk | climb | climb | get
g ing ng to on fast ing ing | infou
balan | balan | balan | chair | block stairs | sever | tcar
ce ce ce el
stairs
Could not do at all | 3.30% [26.70%| 30% |26.70%|46.70%|63.30%(40.00%|43.30%| 40%
Very difficult 23.30%| 20% (23.30%| 20% |13.30%| 23% (23.30%| 27% |36.70%
Somewhat difficult| 10% [13.30%| 20% |13.30%|16.70%| 0.00% (23.30%|16.70%|10.00%
A little difficult 26.70%|23.30%| 10% |23.30%/10.00%| 0.00% | 0.00% | 0.00% | 0.00%
Not difficult at all {36.70%)|16.70%|16.70%|16.70%|13.30%|13.00%|13.30%|13.30%|13.30%

Figure-11: Mobility
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Hand function

In hand functionn=26 86.70%)participants could not carry heavy objen=2
(6.70%)participants felt very difficult to open a j

100% -
90% -
80% -
n 70% -
()
= 60% -
§ 50:/0 .
5 40% -
o 30% -
20% -
10% -
0%
cary turn open ajar tie pick up a
heavy doorknob shoelace dime
object
Could not do at all 86.70% 76.70% 90% 96.70% 93.30%
Very difficult 6.70% 16.70% 6.70% 0.00% 3.30%
Somewhat difficult 0% 0.00% 0% 0% 0%
A little difficult 3.30% 3.30% 0% 0% 0%
Not difficult at all 3.30% 3.30% 3.30% 3.30% 3.30%

Figure-12: Hand function.
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Participation

After analysis researcher found tt n=10 (33.40%)participants had limitation i

quite recreation in most of the tinrn=9 (30%)participants had no limitatic time in

religious activities.

60% -
50%
« 40%
8
S
S 30%
o
()]
e 20%
10%
0%
Work Social Quiet Active | Rolein | Religiou | Control Help
activitie | recreati | recreati | family s wish others
S on on activity
All of the time 56.70% | 6.70% 10% 13.30% | 3.30% | 36.70% 10% 26.70%
Most of the time | 6.70% 40% 33.30% 30% 30% 16.70% | 36.70% 40%
Some of the time | 6.70% | 33.30% | 26.70% | 36.70% | 36.70% | 13.30% | 43.30% | 13.30%
Alittle of the time| 3.30% | 13.30% 20% 13.30% | 26.70% | 3.30% 6.70% | 13.30%
None of the time | 26.70% | 6.70% 10% 6.70% 3.30% 30% 3.30% 6.70%

Figure-13: Participation
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Strokerecovery
According tostroke recovery scale, n ( 26.70%) partcipantaere recovery abot

40% and n=13.30%) participants were recovery about 8¢

30% - 26.70%

23.30%
25% -
20%
20% -
10% 1 6.70%
l > 3.30%

0%

Percentages

10scale 20scale 30 scale 40 scale 50 scale 70 scale 85 scale

Figure-14: Stroke recovery.
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CHAPTER-V DISCUSSION

The heterogeneity of stroke severity and symptoassdneated many challenges to the
assessment of stroke outcomes. Stroke impacts migtphysical function but also
emotion, memory and thinking, communication aneé fahction (social participation)
(Duncan, 1999).

In this study, researcher used SIS Version 2.0ss@ss outcome in 30 patients with
stroke. The validity of the SIS domains was supmbity the analysis of convergent
and discriminative analysis. In the current studiie SIS was sensitive in
discriminating differences in health status betwpatients with varying severity of
stroke.

From bar chart 1 shown that, stroke occurrenceisabégh in more than 58 years of
age and it is about 36.60%. Literature shows #tatke occurs rarely in children, and
the causes are different from those in adults (Gadral, 2002). Stroke is generally
considered to be a condition that occurs in eldedjviduals. For every 5 individuals

who experience stroke 1 is under the age of 65sy@raham et al, 2011). From bar
chart 2 shown that, male are more affected tharalenfrom Arteraine Medical,

Men’s stroke incidence rates are greater than wanBased on studies from Western
Europe, showed that stroke incidence was about B@¥er in men than in women

(Appelros et al, 2009).

In the bar chart 4, percentages of hemorrhagi&stwere 76.70% and ischemic stroke
was 23.30% but it could not reach a significanele¥rom Arterian Medical, all of
strokes, 87% are ischemic, 10% are intracranianioadage and 3% are subarachnoid
haemorrhage. From International Task Force for gamégn of coronary heart Diease,
the the population from Europe, Australia and thaitédl States compared in the
International Stroke Incidence Collaboration (3.Bliom person years, 5575 strokes)
most strokes were of ischemic origin.

In the current study, we found that patients ar@engmg significantly in all
dimensions except memory, emotion and hand funcamcan et al. found that the

changing in their patients were in all dimiens of SIS except emotions.
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Williams et al. demonstrated that SS-QOL domaingeweesponsive to patient-
reported change between 1 and 3 months excephviimain. Hopman and Verner
using SF-36 HRQOL in 85 stroke patients, found thiér one month there were
improvements in all 8 domains of the SF-36, witht&ining statistical significance,
and after 6 months, 4 domains continued to imprew#) one attaining significant
level. Lastly, QOL was assessed using the SIS ist@ike patients with therapeutic
exercise, Studenski et al (2005) found that théeptt with interventional exercise
demonstrated improved more than usual care ingittieemotion, social participation,

and physical function.

In this study, researcher found that, 40% strokevigors were depressed, which
affects quality of life. S. A. Abubakarl, S. A. zs® found that about (29%) of stroke
survivors was depressed using Zung Depressionr&aify Scale at 3 months. On the
other hand, Hacket et al, found tha®% stroke survivors were depressed. Consistent
with affection of QOL with depression, Moon etfalund that depression symptoms in
acute phase of stroke were of importance in priegjdow QOL 2 months after stroke.
Furthermore, Haache et al. demonstrated that polststdepression predicted the
outcomes of HRQOL. In support, Jonsson et al. eated that intervention targeting

mood might improve QOL regardless of physical digsb

Maintenance of healthy social relationships mayohe of the most important and
salient influence of stroke on QOL. For patientsenbes that related to social
relationships include social support; especialbklaf support from significant others,
feelings of frustration resulting from increasegeledence on others, and difficulty
communicating. In the present study, we found $iggmt correlations between social
role participation and communication. In the preésstudy, we found that 40%
survivors have most limitation on social activitiend 20% survivors have
communication difficulties. Sue-Min Lai et al, fadinthat 37% survivors had

difficulties in social activities.
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CHAPTER-VI CONCLUSION

The needs of rehabilitation after having impairmare yet to be recognized by the
mainstream health care strategies in Bangladesty. &feen, successful rehabilitation
is excluded from the overall management of strakéept. However the situation has
been much more improving due to improving publi@ltte communication, raise
health education through newspaper and electroeian Information was obtained
from those stroke survivors who attended at CRRvéder, the main outcome of the
research reveals that the physical strength otigiper limb is poor than lower limb,
lack of concentration in ADL’s. They are often degsed due to poor health and other
social circumstances. They face challenges in ®ffeccommunication. Their
personal hygiene status is not satisfactory thdaglng less problem over bowel and
bladder control, standing balance is good than wglkalance, transferring level was

also poor and hand function is not satisfactory.

People in our country think physiotherapy treatmsrgome form of exercise. But it
plays a great role in medical sector and many gebptome disable due to lack of
awareness of physiotherapy. Physiotherapy is cermidas an important treatment
process in the developed countries. Stroke is ameause of disability, and there is a
need to identify effective physiotherapy interventiThe main aim of this study is to
find out outcome of stroke survivors in stroke iropacale for the patients attend at
CRP. Without proper physiotherapy treatment thep@raecovery of stroke patient
cannot achieve. Physiotherapy provides opportwifad an individual to regain

optimal skilled performance to functional actionscrease level of strength and

effective to improve functional independency.
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VERBAL CONSENT STATEMENT
(Please read out to the participant)

Assalamualaikum/Namasker, my name is Md. Raihanljldlam a student of 4th year , B
Sc in physiotherapy at BHPI,Savar ,Dhaka. Accaydmthe course curriculum , | have to
conduct a research , titled “Outcome of stroke isore¢ in stroke impact scale for the
patient attended at CRP” to partial fulfilment afglee .To accomplish the objective of the

research , the participant have to fill up the ¢tjoeare .

I would like to inform you that this is a purelgademic study and will not be used for any
other purpose. The researcher is not directly edlatith this area (Neurology), so your
participation in the research will have no impactyour present or future treatment in this
area (Neurology). All information provided by youlivbe treated as confidential and in the
event of any report or publication it will be ensdirthat the source of information remains
anonymous. Your participation in this study is vahry and you may withdraw yourself at
any time during this study without any negative sElquences. You also have the right not
to answer a particular question that you don't lde do not want to answer during

interview.

If you have any query about the study or your righta participant, you may contact with
Md. Raihan Habib, 4th year , BHPI, CRP, Savar, @hhR43.

Do you have any questions before | start?

So may | have your consent to proceed with theviege?

YES

NO

Signature of the Interviewer
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Questionnaire

Title: Outcome of stroke survivors in stroke impacéle for the patient attended at CRP.

Code No: Date:

Name:

Age:

Sex: (1) Male (2)Female

Onset of stroke:

Type of stroke: (1) Hemorrhagic (2) Ischemic
Affected Site:  (1)Right (2) Left

Address:
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Stroke Impact Scale

These questions are about the physical problems which may have occurred as a

result of your stroke.

Linthepast week, ho | Alotof | Quitea Some A little No strength
w would you ratethe strengt bit of strength strength at all
strength of your h strength
a. Arm that was most 5 4 3 2 1
affected by your stroke?
b. Grip of your hand that 5 4 3 2 1
was most affected by
your stroke?
c. Leg that was most 5 4 3 2 1
affected by your stroke?
d. Foot/ankle that was 5 4 3 2 1
most affected by your
stroke?

These questions are about your memory and thinking.
2. In the past week, Not A little | Somewhat Very Extremely
how difficult wasit difficult | difficult difficult difficult difficult
for you to... at all
a. Remember things 5 4 3 2 1
that people just told
you?
b. Remember things 5 4 3 2 1
that happened the day
before?
c. Remember to do 5 4 3 2 1
things (e.g. keep
scheduled
appointments or take
medi cation)?
d. Remember the day 5 4 3 2 1
of the week?
e. Concentrate? 5 4 3 2 1
f. Think quickly? 5 4 3 2 1
g. Solve everyday 5 4 3 2 1
problems?
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These questions are about how you feel, about changes in your mood and about
your ability to control your emotions since your stroke.

3. In the past week, Noneof | Alittleof | Some of Most of | All of the
how often did you... thetime | thetime thetime thetime time
a Fed sad? 5 4 3 2 1
b. Feel that thereis 5 4 3 2 1
nobody you are close to?

c. Fed that you area 5 4 3 2 1
burden to others?

d. Fed that you have 5 4 3 2 1
nothing to look forward

to?

e. Blame yourself for 5 4 3 2 1
mistakes that you made?

f. Enjoy things as much 5 4 3 2 1
asever?

g. Feel quite nervous? 5 4 3 2 1
h. Feel that life isworth 5 4 3 2 1
living?

I. Smile and laugh at 5 4 3 2 1
least once aday?

Thefollowing questions are about your ability to communicate with other
people, aswell asyour ability to understand what you read and what you hear in

a conversation.

4. In the past week, how Not A little | Somewhat Very Extrem

difficult wasit to... difficult | difficult | difficult difficult ely
at all difficul

t

a. Say the name of someone 5 4 3 2

who was in front of you?

b. Understand what was being 5 4 3 2 1

said to you in a conversation?

c. Reply to questions? 5 3 2 1

d. Correctly name objects? 5 3 2 1

e. Participatein a 5 4 3 2 1

conversation with a group of

people?

f. Have a conversation on the 5 4 3 2 1

telephone?

g. Call another person on the 5 4 3 2 1

telephone, including selecting

the correct phone number and

dialing?
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Thefollowing questions ask about activities you might do during a typical day.

5.1n the past 2 weeks, Not A little Somewhat Very Could not
how difficult wasit difficul | difficult difficult difficult do at all
to... t at all

a. Cut your food with a 5 4 3 2 1
knife and fork?

b. Dress the top part of 5 4 3 2 1
your body?

c. Bathe yourself? 5 4 3 2 1
d. Clip your toenails? 5 4 3 2 1
e. Get to thetoilet on 5 4 3 2 1
time?

f. Control your bladder 5 4 3 2 1
(not have an accident)?

g. Control your bowels 5 4 3 2 1
(not have an accident)?

h. Do light household 5 4 3 2 1
tasks/chores (e.g. dust,

make a bed, take out

garbage, do the

dishes)?

i. Go shopping? 5 3 2 1
j. Do heavy household 5 3 2 1
chores (e.g. vacuum,

laundry or yard work)?

The following questions are about your ability to be mobile, at home and in the

community.

6. In the past 2 weeks, Not A little | Somewh Very Could not
how difficult wasit to... | difficul | difficult at difficult do at all
t at all difficult
a. Stay sitting without 5 4 3 2 1

losing your balance?

b. Stay standing without 5 4 3 2 1
losing your balance?

c. Wak without losing 5 4 3 2 1
your balance?

d. Movefromabed to a 5 4 3 2 1
chair?

e. Walk one block? 5 4 3 2 1
f. Walk fast? 5 4 3 2 1
g. Climb one flight of 5 4 3 2 1
stairs?

h. Climb severa flights 5 4 3 2 1
of stairs?

I. Get in and out of acar? 5 4 3 2 1
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The following questions are about your ability to use your hand that was most

affected by your stroke.

7.Inthe past 2
weeks, how difficult
wasit to useyour
hand that was most
affected by your
stroketo...

Not
difficult
at all

A little
difficult

Somewhat
difficult

Very
difficult

Could not
do at all

a. Carry heavy objects
(e.g. bag of groceries)?
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b. Turn adoorknob?

c. Openacanorjar?

d. Tieashoelace?

e. Pick up adime?
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The following questions are about how stroke has affected your ability to
participatein the activitiesthat you usually do, things that are meaningful to you

and help you to find purposein life.

8. Duringthe past 4
weeks, how much of
the time have you
been limited in...

None of
thetime

A little of
thetime

Some of the
time

M ost of
thetime

All of
the
time

a. Your work (paid,
voluntary or other)

1

b. Your socia
activities?

1

c. Quiet recreation
(crafts, reading)?

d. Active recreation
(sports, outings,
travel)?

e. Your role asafamily
member and/or friend?

f. Your participation in
spiritual or religious
activities?

g. Your ability to
control your life as you
wish?

h. Y our ability to help
others?
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9. Stroke Recovery

On a scale of 0to 100, with 100 representing full recovery and O representing no
recovery, how much have you recovered from your stroke?

100 Full Recovery
90
80
70
60
50
40
30
20
10

0 No Recovery
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Permission letter

To Date: 23.06.12
The Head of Department,
CRP, Savar,Dhaka.

Subject: Prayer for permission of data collection for research.

Sir,

I beg most respectfully to state that I am a student of 4™ year, B Sc in Physiotherapy. I am
doing research on ‘“Outcome of stroke survivors in stroke impact scale for the patient attended at
CRP>’ as part of our course curriculum, under supervision of Nasirul Islam, Assisstant
Professor, BHPL. I want to collect data from outdoor Neurology Department of CRP.

I therefore, pray and hope that you would be kind enough to grant me and thus oblige
thereby.

Sincerely yours,
Md- Rouhen Habib
Md, Raihan Habib
4™ year, Roll-14,
Department of Physiotherapy,

BHPIL,CRP,Savar,Dhaka.
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