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Abstract

Introduction: Stroke is the second leading cause of global death including Southeast
Asia region. Most of the stroke patients affected between 6-9 months and 5 years after
stroke have been suffering with disability which could be prevented by appropriate
rehabilitation procedure. Objective: To assess the functional outcome of stroke patients
after two weeks physiotherapy management. Methodology: A hospital based cross-
sectional study was conducted at IBN SINA hospital, Dhaka. Total 105 patients were
recruited for this study followed by purposive sampling technique. Data was collected by
using a structured questionnaire and functional independence measurement scale
followed by face to face interview and observation of the activities of the patients.
Results: Study shows that minimum age of the respondents were 32 years and maximum
were 79 years. Among the total respondents 48.60% were male and female counter part
were 51.40%. Comparing the sex distribution of the respondents, the proportion was
higher for female (51.40%) than male (48.60%). Residential distribution of the
respondents shows that proportion were higher from urban area (53.30%) than rural area
(46.70%). According to classification of stroke, 70% were under ischemic and 30% were
hemorrhagic stroke. Majority (91.4) of the respondents were attending 6 to 10
physiotherapy session. Functional outcomes of the patients were measured
followed by different indicators. Among those significant (p < 0.05) association
was found on bed mobility, lying to sitting and transferred for bed to wheel chair.

Conclusion: The result of this cross sectional study have identified the functional
outcome of after 2 weeks physiotherapy treatment & provide association between some
factors and functional outcome which will be helpful to facilitate in rehabilitation and

enhance functional activities.

Key words: Functional Outcome, Physiotherapy Management.
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CHAPTER-I: INTRODUCTION

1.1 Background

Stroke is one of the most important causes of death, along with harmful tumors and
disease of the heart and blood vessels; however stroke is an avoidable and curable disease
(Aydin et al., 2016). Among the chief public health problems, stroke is the most common
(Srivastava et al., 2010). It is the vital reason for grown-up handicap and the second

driving reason for death (Van et al., 2015).

According to the World Health Organization, every year 15 million people suffer from
stroke, of which 5 million expire and 5 million become completely disable (Aydin et al.,
2016). The occurrence of disability among stroke survivor is between 24-54%
(Srivastava et al., 2010). In developing countries, over two-third of stroke patients die
(Liu et al., 2007). The number of stroke-related burdens is expected to increase
worldwide over the next two decades, but there is an impressive development in the
medical management of stroke to combat the situation (Langhorne et al., 2011). Within
2050 year, there is a possibility of huge increase of stroke patients, of which 50 %
patients will need special help for their daily living activity within 12 months (Van et al.,

2015).

Stroke in the UK is also a major cause of disease and death. About 110,000 strokes occur
in England.In two studies between 2002-2004, incidence was reported as 1.36 / 1000 /
year and 1.62 / 1000 /year (Lee et al., 2011).In Singapore, the incidence of stroke is
1.8/1000 person per year with a prevalence 4.03% in residents above the age of 50

(Venketasubramanian& Chen, 2008).Approximately 40% of stroke survivors had
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moderate to severe disability with a corresponding huge impact on societal and healthcare

burdens (Ng et al., 2013).

In Bangladesh there are 162-2 million people, 26% live in urban areas and the majority
(74%) lives in rural areas. In Bangladesh, stroke has been ranked as the third leading
cause of death after coronary heart disease and infectious diseases. The mortality rate of
stroke has increased from 6-00% (in 2006) to 8-57% (in 2011) with an age-adjusted

mortality rate of 108-31 per 100,000 people (in 2011) (Islam et al., 2013).

In most stroke patients, between 6-9 months and 5 years after stroke, disability is
stabilized. In Framingham studies, the following obstructions occurred among the elderly
patients within 6 months after stroke: 50% had some hemiparesis, 30% could not walk
without some assistance, 26% were dependent on ADL, 19% had aphasia, 35% had

depression symptoms and 26% were existing in a nursing home (Carod and Egido, 2009).

Multidisciplinary early inpatient rehabilitation improves functional outcomes following a
stroke, with reduced likelihood of institutionalization and mortality (Katherine et al.,
2006). The most frequent diagnosis among patients treated by rehabilitation therapists is
stroke. There are 2 main types of stroke- Ischemic & Hemorrhagic. An important long
term problem of post stroke is presence of motor and sensory deficits that are directly
associated with balance impairment. Balance problems are very common after stroke, and
it is related with the poor recovery of activities of daily living (ADL) and mobility and an
increased risk of falls(Tyson et al., 2006).

Evaluation of the severity of the stroke measuring balance is important for clinicians for
giving the most appropriate therapy and assessing treatment outcome for people with

stroke (Chien et al., 2007). Reduction of balance among stroke patients includes
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lessening of postural stability, lessening inequality of weight distribution in standing and
lessening in dynamic standing balance. In addition, stroke patients also decrease their
range of stability, which is defined as the maximum distance that a person can transfer his
weight to his weight without balancing. After the results of stroke, the risk of fall
increased and in decreased functional independence due to inadequate balance or postural

control (Tung et al., 2010).

Outcome in patients with ischemic stroke has improved, but mortality and morbidity
remain high. The individual outcome depends on age, gender, stroke severity and
comorbidity (Kwan & Hand, 2007). Infections such as urinary tract infection and
especially pneumonia are serious complications after stroke (Ersoz et al., 2007).

After stroke for the recovery of stroke patients a variety of therapeutic methods have been
invented. The most common is neurophysiological method, which increase motor
functions and orthopedic procedures which increase the performance of the affected limb
strength and motor relearning system (Chan et al., 2006). Several systemic reviews have
shown that the recovery is improved for high-intensity therapies. Although there is no
clear guidance at the best stage of the practice, the importance of increasing the training
of knowledge is widely accepted. Rehabilitation should begin as soon as possible after
stroke. After the formal rehabilitation period, recovery may continue for months or even
years after stroke. In recent years there has been increased focus on improved outcomes
after acute stroke. This interest is inspired by advances in knowledge of the mechanisms
of recovery and the role of neuronal plasticity (Van et al., 2015).Optimal rehabilitation of
stroke is based on the analysis of factors influencing the rehabilitation potential of the

patient. These factors include the extent of disablement, other diseases, the level of
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cognitive functions, limitation of daily life activities, barriers in the neighborhood, and

social integration (Tarasova et al., 2008).

The results of the patient's progress and rehabilitation are evaluated by various functional
status steps; The FIM (Effective Independent Measurement) score among them is the
most common. These scores can be managed easily for a reliable measurement and
periodic evaluation of patient performance changes (Appelros et al., 2009). FIM was
developed in collaboration with American Congress rehabilitation and American
Academy of Physical Medicine and Rehabilitation in 1983 lead by Carl Ganger and
Byron Hamilton (Aydin et al., 2016).1t was developed more than 20 years ago, and has
been widely used since today because of its applicability in multiple diseases, including
stroke, severe brain injury, cancer, and back injury. Physical rehabilitation, including
physical therapy, occupational therapy and speech therapy, was shown to improve the

effective results of patients who had stroke (Douglas et al., 2010).
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1.2 Rationale

Stroke is a serious condition, which creates disturbance in functional activities. Literature
suggests that changes in sensation, co-ordination problems, weakness, altered
muscle power, changes in muscle tone and hand dysfunction is very common in stroke
which can interfere with the person’s ability to function at work & recreation and
imposes a financial cost on the community. So it is very important to manage the cases
with stroke properly in time. In Bangladesh, stroke represents a challenge to the clinician,
because considering the context of our country patients often struggle to follow the
evidence based treatment recommended for stroke.Stroke rehabilitation is not available in
Bangladesh like other developed countries. Most of the patients taking only medical
treatment. But rehabilitation is important for stroke patient to improve their life style. It is
important to know that after rehabilitation how much it improves their functional ability,
balance and quality of life. Stroke rehabilitation mainly completed by multi-disciplinary
team. Physiotherapy is a significant part of this multi-disciplinary team and
Physiotherapy is the best treatment protocol for stroke rehabilitation and prevention of
complications associated with stroke. As the physiotherapy intervention is newly
introduced in Bangladesh, many people are not aware of its purpose. But it is an
important part of health care to prevent complications as well as to improve or maximize
independence in people with disabilities. There were many research articles published
about stroke rehabilitation for stroke but functional outcome after physiotherapy
treatment is not so focused among them.Therefore, physiotherapy can play an absolute
role in the management of the people with stroke. There are many physical therapy

techniques exist for the treatment and rehabilitation of stroke and some researchers
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suggest that functional status is necessary for the rehabilitation of stroke patient. The
purpose of this study is to find out thefunctional outcome of stroke patients after two
weeks physiotherapy management at a selected hospital. The results of the study may
help to guide the physiotherapists which will be beneficial for both stroke patients and for

developing the field of physiotherapy profession.
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1.3 Research Question

What is the functional outcome of stroke patients after two weeks physiotherapy

management at a selected hospital?
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1.4 Objectives

General objectives:

» To find out the functional outcome of stroke patients after two weeks

physiotherapy management at a selected hospital.

Specific objectives:

> To explore functional outcome of the stroke patients after physiotherapy in terms
of rolling, bridging, supine to sit, sit to supine, sitting static balance, sitting
dynamic balance, standing static balance, standing dynamic balance, transfer
bed/chair/wheel chair and gait.

» To find out factors affecting outcome of the patients.

> To state the socio-demography status of the respondents
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1.5 List of Variables

Dependent variable

-Function outcomes of stroke patients

Independent variables

-Sociodemographic: age, sex, occupation, education

-Medical presentation: type of stroke, duration, affected side
-Co-morbidities: medical, musculoskeletal and neurological complications
-Initiation and duration of physiotherapy treatments

Conceptual framework

Medical presentation
like Type of stroke,
Duration, Affected side

: 1

Co-morbidities Functional outcomes of Inltla}tlon and duration of
the stroke patients physiotherapy treatment

i |

Socio-demographic &
Socio-economic status

(Age,Sex,Education,Income)
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1.6 Operational definitions

Stroke

Stroke is a clinical syndrome consisting of rapidly developing clinical signs of focal
disturbance of cerebral lasting more than 24 hours or leading to death with no apparent

cause other than a vascular origin.
Stroke Rehabilitation

Stroke Rehabilitation is a progressive, dynamic, goal orientated process aimed at
enabling a person with impairment to reach their optimal physical, cognitive, emotional,

communicative, and social functional level.
Functional Outcomes of stroke patients

Functional outcome is a measurable goal in rehabilitation therapy that helps a patient
performs specific activities of daily living. | started out functional outcome initial and
after taking two weeks of physiotherapy by use FLM scale.The FIM score ranges from 1
to 7 with 1 (Total Assistance) being the lowest possible score and 7 (Complete

Independence) being the best possible score.
Ischemic stroke

This type of stroke occurs as a result of an obstruction within a blood vessel supplying

blood to the brain. It accounts for 87 percent of all stroke cases.
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Haemorrhagic Stroke

A hemorrhagic stroke occurs when a blood vessel that carries oxygen and nutrients to the
brain burst and spills blood into the brain. When this happens, a portion of the brain

becomes deprived of oxygen and will stop functioning.
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CHAPTER-II LIERATURE REVIEW

2.1 Stroke

Stroke is the main cause of long-term disability in Western countries, and functional
results depend on the severity of the stroke. The number of stroke survivors with
estimated incomplete recovery is estimated to be 460 / 100,000 and one-third will take
care of at least one of the daily living (ADL) activities. Between 50 and 70% stroke
survive functional independence regain, but 15-30% are permanently disabled, and 20%
begin attaining institutional care after 3 months. 85% of stroke patients have upper limb

function loss at the start of stroke (Carod&Egido, 2009).

The father of Western Medicine Hippocrates, more than 2400 years ago was first
described stroke is a neurological condition which characterized by the sudden onset of
paralysis muscle on one side or both side of the body.Stroke is defined by the World
Health Organization as ‘a clinical syndrome consisting of rapidly developing clinical
signs of focal disturbance of cerebral lasting more than 24 hours or leading to death with
no apparent cause other than a vascular origin.” (Hossain et al., 2011). Stroke is one of
the leading vital of death and disability worldwide and more so in backward Countries
like, where expected treatment is available including rehabilitation The primary initiative
of the rehabilitation approach may be able to make a return on the nervous function and

improve long-term results and quality of life (Hossain et al., 2011).

Risk factors of stroke can be divided into two factors. They are modifiable or reversible

and non-modifiable or irreversible factor. Non- modifiable factors are; age, gender (male
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> female except in the very young and very old) previous vascular event, e.g. myocardial
infarction, stroke or peripheral embolism, (Hossain et al., 2011) high fibrinogen, race
(Afro-Caribean> Asian > European), heredity, (Boon et al., 2004). Modifiable factors
like hypertension, diabetes mellitus, heart disease (atrial fibrillation, heart failure, and
endocarditis), hyperlipidaemia, smoking, excessive alcohol drinking, polycythaemia and
oral contraceptive (Hossain et al., 2011). Major risk factors for stroke are cigarette
smoking and alcohol drinking which have long been recognized. Their
pathophysiological effects are multifactorial, involving both systemic vasculature and

blood rheology (Zhang et al., 2011).

2.2 Prevalence of stroke

Early stroke case fatality has decreased in high, low, and middle-income countries.
Despite increased stroke incidence, reduced mortality rates have led to an increase in
people living with disabilities. Therefore, stroke constitutes the leading cause of serious,
complex, and long-term adult disability. According to the World Health Organization, 15
million people suffer stroke worldwide annually. Of these, five million die and another
five million are permanently disabled (Luvizutto et al., 2015).

WHO estimates for 2001 indicate that death from stroke in low-income and middle-
income countries accounted for 85.5% of stroke deaths worldwide, and the disability
adjusted life years (DALYS) lost in these countries was almost seven times those lost in
high-income countries (Mathers et al., 2006). Evidence from developed countries
suggests that one in 20 adults (aged >14 years) is affected by stroke, including clinically
covert strokes (Hachinski, 2007) and the incidence of acute cerebrovascular events

(stroke and transient ischaemic attack combined) currently exceeds the incidence of acute
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coronary heart disease (Rothwell et al., 2005). Although rates of stroke mortality and
burden vary greatly among countries, low-income countries are the most affected.
Current measures of the prevalence of cardiovascular risk factors at the population level
poorly predict overall stroke mortality and burden and do not explain the greater burden

in low-income countries (Johnston et al., 2009).

Stroke is a major cause of death in the United States, third for female and fourth for men.
Stroke rates are slightly higher in man, but women's higher stroke death rates are overall
(68 vs 44 per 100 000 in 2002) due to high average age of women. Many studies have
found that women who have stroke have less positive results than male patients. Women
have more physical impairments and limitations in activities of daily living (ADL), or
basic components of self-care. Women face more mental impairment, depression, and
fatigue and lower overall quality of life (QOL) than men after stroke (Gargano et al.,

2007).

Cerebrovascular accidents (CVAs), or strokes, remain a major healthcare problem in
terms of their human and economic toll. There are more than 700,000 strokes in the
United States every year, resulting in more than 4.8 million stroke survivors today due to
more than 160,000 deaths a year. From 1988 to 1997, the age-adjusted stroke hospital
increased by 18.6 percent, the total stroke hospital increased by 38.6 percent. In 2004,
stroke prices were estimated at $ 53.6 billion, with an average life expectancy of $
140,048. Because stroke is also a leading cause of functional impairments, 3 months and
15 to 30 percent of the organisms need organisms after being permanently disabled 20

percent (Douglas et al., 2010).

Page 14 of 110



Every year, 200,000 people in Germany maintain their first stroke, and another 60,000
strokes after one or more of the pre-stroke; in almost five years almost a person can get a
stroke at any time of his or her life. About 80% of stroke is ischemic and 20% is
hemorrhagic. Under the age of 65 more than one-fourth of stroke patients are below Risk
factors (Hypertension, smoking, lack of exercise, weights and other risk factors) are
essential for the underlying stroke of vascular diseases. Medicines, and Lifestyle help
with the necessary changes. Regular mortality statistics indicate that there are several
differences in stroke deaths among European countries, which are much lower than most
east European countries. European region's projections are 65-year-old population ratio,
which can lead to most stroke incidents, up to 35% in 2050 from 20% to 2000, and

middle-aged between 2000 to 37.7 years to 47.7 years in 2050 (Truelsen et al., 2006).

In Thailand, stroke is the third major cause of death. Despite the initial resistance to
progress, many consequences of stroke have deteriorated for survivors: About 50% of the
12-month stroke survivors depend on others for self-care and personal activity in daily
life. 1t keeps a significant demand for healthcare through hospital readmissions,
community support needs and rehabilitation organizations. Stroke patient’s lives with not
only the problem of strokes, but also their functional impairments and their reduced

social interactions (Van et al., 2015).

The estimated number of stroke outbreaks in India is 44 to 843 per 100,000 populations.
Most of Pakistan's data come from hospital based case series. Annual stroke incidence in
Pakistan is 250 per 100,000 populations, which is projected in a guess of 350,000 new
cases every year. A recent study conducted in Karachi's urban slum estimates the

prevalence of life expectancy of 21.8% of stroke and transient ischemic attack among
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people 35 years and older. Another population-based study showed 4.8% stroke outbreak
using interviews with an elected ethnic group in northwestern Pakistan and Afghanistan,
the average age of 45 years of stroke. In Pakistan, there is a female stroke of stroke, and
the age of stroke in the stroke than the male is even smaller. In these two demographic
studies, very high trends in stroke can be confusing and confusing due to case-specific
problems. With the population of nearly 20 million people, the proportion of stroke in Sri
Lanka, 9% of every 1000 population. Limited information is available in Bangladesh
with stroke prevalence: A study shows a total outbreak of 3 people per 1,000 people. The
estimated stroke of stroke shows slight changes across all South Asian countries. No
information is available from Afghanistan, Nepal, Bhutan and Maldives (Bhowmik et al.,

2016).

According to World Health Organization estimates, 86% of worldwide stroke deaths
occur in developing countries globally. South Asia is considered to be the largest
contributor to stroke deaths in the world, possibly accounting for more than 40% of world
stroke deaths. In this region, heart disease may be higher for stroke, and stroke and heart
disease are affected more than 10 years before the rest of the world. South Asian
countries have a very large stroke population and on the other hand, limited by human
resources (neuroscientists and stroke specialists) and financial resources (Bhowmik et al.,

2016).

In Bangladesh the occurrence of stroke has been estimated 0-20%, 0-30%, 0-20%,
1-00%, and 1-00% for the age groups 40-49 years, 50-59 years, 60-69 years, 70-79
years, and 80 years and above, respectively. The overall prevalence for stroke was

0-30%, and the ratio of male: female patients was 3-44: 2-41 (Islam et al., 2013).
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Patients with chronic stroke are hospitalized during the acute or sub-acute phase, and then
receive rehabilitation treatment. However, after their discharge, they often do not receive
continuous rehabilitation treatment in their community. The number of stroke survivors
using community-based public health rehabilitation services is also low (Yi et al.,
2015).The mortality rate progressively decreases in the last few decades, and residual
impairments and disabilities are subsequent increase and decrease functional outcome
and quality of life. The strongest impact of poor quality of life among stroke patients is
Depression. Post-stroke depression (PSD) is one of the common emotional complaints

affecting stroke patient (Srivastava et al., 2010).
2.3 Hemorrhagic & Ischemic Stroke

Due to multifarious anatomy of the brain and its vasculature the clinical manifestations of
stroke are highly variable (Boon et al., 1999). There are 2 main types of stroke-lschemic
stroke are the most common type of stroke and it is responsible for about 80% of all first
ever in a life time stroke. This occurs due to reduction in blood supply; brain cells die
from lack of oxygen results a clot blocks blood vessels or become too narrow for blood to
flow within the brain. Haemorrhagic stroke are due to the rupture of an artery within the
brain triggering an intracerebralhaemorrhage about 15% of strokes or to the rupture of
aneurysm or AVM entailing subarachnoid haemorrhage about 5% of strokes. The main
pathological types of stroke are cerebral infarction, primary intra-cerebral haemorrhage
and subarachnoid haemorrhage (Amanullah et al., 2009). Ischemic stroke is different
from that of hemorrhagic stroke due to pathogenesis and their clinical factors would not
be the same and incidence rate of ischemic stroke in East China was obviously higher

than that of hemorrhagic stroke (Zhang et al., 2011). Infarction from hemorrhage can be

Page 17 of 110



differentiated by the pathophysiological terms. About 80% of all stroke patients suffer
from an infraction, and it is most common, whereas 20% of all stroke patients are struck
by a hemorrhage. According to the location and the size of the brain lesion, clinical
presentation varies from minor neurological symptoms to severe deficits (Hendricks,

2003).

Comparisons between hemorrhagic (HS) and ischemic stroke (IS) in respect to prognostic
determinants are hampered by the disproportionate distribution of the 2 types of stroke,
with IS being 10-times more frequent than HS in Western countries. HS are considered to
have a higher mortality risk than IS (Andersen et al., 2009).Some risk factors are
common for both HS and IS (Ferro, 2006). The association of atrial fibrillation, ischemic
heart disease, and diabetes with 1S seems well-established in comparative studies, but the
relative role of risk factors such as hypertension, smoking, and alcohol consumption
remains controversial (Liu &Bogousslavsky, 2005).Most South Asian studies compared
to Western countries have reported a high percentage of hemorrhagic stroke (19-46%).
This discovery may be related to the high prevalence of high blood pressure in South
Asia and poor control. The prevalence of intracerebral hemorrhage (ICH) is particularly
high in younger patients (15-45 years of age) with stroke (32-43%). The high frequency
of ICH reported in Bangladesh (31-33%). Cardio embolic Stroke is less common in South
Asia compared to Western countries (Bhowmik et al., 2016).

2.4 Complications after stroke

Medical complications are frequent among individuals who have had a stroke, increasing
the length of hospitalization as well as the costs of care. These complications are a major

cause of death in the acute and sub-acute stroke phases (Hong et al., 2008). Pre-existing

Page 18 of 110



medical conditions, advanced age, and pre-stroke disability can affect an individual’s risk
for developing these events. Patients with severe, disabling strokes are particularly
vulnerable (Hong et al., 2008).Medical complications can hinder functional recovery and
are associated with poorer functional outcome after adjusting for stroke severity and age
The explanation for this association is unclear but these events probably interfere with
rehabilitative therapies. Furthermore, fever, hyperglycaemia, systemic inflammatory
response, hypoxia, or medications used to treat some of these complications might have a
directly damaging physiological effect on an injured brain or might compromise its
capability for plastic change (Kumar et al., 2010).

Most medical complications develop within the first few weeks of stroke (Indredavik et
al., 2008). Some events, such as cardiac abnormalities, dysphagia, and pneumonia, are
often apparent early after stroke onset whereas others, such as bed sores, venous
thrombosis, and falls, can occur after several days. Many complications are preventable
or, when this is not possible, early recognition and treatment can be effective in
ameliorating these events early in their course. Therapeutic dilemmas can arise when
treatment of a systemic complication poses a potentially harmful effect on the stroke-
injured brain. These situations require appropriate tailoring of management strategies
after considering the risks and benefits of different treatment approaches (Kumar et al.,
2010).

Among the most common medical complications are infections, including pneumonia
and urinary tract infection (UTI) (Poisson et al., 2010). UTIs occur frequently after
stroke and are associated with poorer outcomes with increased odds of decline in

neurological status during hospitalization, death or disability at 3 months as well as
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increased length of hospital stay (Kumar et al., 2010). UTI is a common cause of
morbidity in the general medical population, but patients with stroke are at an even
higher risk of infection than other patients and may have more significant consequences
resulting from infection. Foley catheters are a well-described risk factor for health care-
associated UTI, and their inappropriate use may be more common in patients with stroke,
thereby further increasing the risk of UTI. Most UTI studies have involved general
medical populations, so the incidence of UTI and its relationship to the use of Foley
catheters after stroke is not clear. This may be an area in which easily implemented
modifications of standard post stroke hospital care could improve stroke outcomes and
substantially reduce cost (Poisson et al., 2010).

Factors claimed to predict increased risk of UTI include stroke severity, depressed
conscious level increased post-void residual urine volume and diabetes mellitus. UTI is
associated with morbidity and as a consequence may interfere with rehabilitation. It has
been claimed that there is an independent association between UTI and poor stroke
outcome.4 Therefore, prevention and prompt treatment of UTI in stroke patients might
improve outcome (Kumar et al., 2010).

Infections complicating acute ischemic stroke contribute to mortality and poor functional
outcome after stroke in most clinical studies (Hong et al., 2008). Pneumonia occurs in 5—
22% and is the most common cause of death in stroke patients (Sellars et al., 2007). The
risk of infection is highest in the acute phase after stroke which may be attributed to
stroke-induced immunodepression syndrome (SIDS). SIDS is characterized by loss of
lymphocytes through apoptosis, shift of T-helper cell 1 to 2 cytokine production,

decreased monocyte count and function, and interferon y deficiency which begins a few
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hours after ischemia and lasts for several weeks. These effects are associated with
infection after stroke (Dirnagl et al., 2007). Biomarkers may facilitate an early diagnosis
of infection in patients with acute ischemic stroke (Wartenberg et al., 2011).

Stroke is a serious disease. The quality of life in stroke is given not only by local
neurological symptoms, such as motor and sensory deficits of neurological functions and
aphasia, but also by the presence of negativity, depression, fatigue, vascular dementia,

and frequent falls with injuries and bone fractures (Tarasova et al., 2008).

After a CVA individual may show sensitive and cognitive impairments, the motor
impairments such as muscular weakness, hypertonia, abnormal movement patterns and
physical deconditioning are the most common. Individuals with CVA have some
musculoskeletal disorders which are considered as important impairments and usually
determine limitations in performing functional activities and activities of daily living like

gait, stair ascent and descent (Nascimento et al., 2012).

At onset of stroke other deficits may be present such as loss of consciousness,
dysfunction of the cranial nerves, postural imbalance, coordination disorders and loss of
sphincter control. In the sub-acute and chronic phase some complications secondary to
the initial neurological deficits may develop. These consist of shoulder-hand syndrome
due to multiple traumatizations in patients with paralysis of the upper extremity and hemi

neglect or contractures resulting from severe spasticity (Hendricks, 2003).

Depending on the part of the brain injured the severity of the injury and the person’s
general health consequence of stroke may differ from man to man. One of the most
prominent features in the acute phase is hemiparesis (Flansbjer et al., 2005) which is

occurs in 80-90% of all stroke patients and may be accompanied by hemi hyperesthesia.
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Other remarkable features are represented by cognitive deficits such as aphasia, apraxia
and hemi neglect (Hendricks, 2003). Motor impairment is the most common and widely
recognized impairment following stroke and mostly focus of stroke rehabilitation is on
the recovery of impaired movements and related functions (Galvin et al., 2012). Muscle
weakness, pain, spasticity and poor balance can lead to a reduced tolerance to activity and
further sedentary lifestyle which occurs due to impairments resulting from stroke.
Community-dwelling individuals with stroke undertake extremely low levels of physical

activity (Eng& Tang, 2007).

Hemiparesis is the most frequent neurological deficit after stroke (Oliveira et al., 2008).
Hemiparetic stroke patients frequently present balance abnormalities. Balance
impairments increase fall risk, resulting in high economic costs and social problems
(Belgen et al., 2006). Tailoring efficient therapeutic approaches depends on appropriate
evaluation of specific needs, but the best tools for balance evaluation in patients with
stroke are still under debate (Geurts et al., 2005).

Depression is considered as the strongest predictor of poor quality of life among stroke
survivors (Srivastava et al., 2010). Post-stroke depression (PSD) is one of the common
emotional disorders afflicting stroke survivors. Previous studies have reported prevalence
rates that have ranged from 18% to 61%, depending upon patient selection and criteria
used (Kong & Yang, 2006). Diagnosis of PSD is challenging; therefore, it often remains
unrecognized and/or undertreated. PSD is associated with cognitive impairment,
increased mortality and risk of falls, increased disability, and worse rehabilitation

outcome (Srivastava et al., 2010).
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Although the importance of post stroke psychiatric comorbidity is currently well
documented, it had been previously underestimated (Carson, 2012). In the 1970s, the
identification of mood disorders, especially depression, as specific complications
following stroke introduced the concept that clinical depression after stroke could be an
organic consequence of the brain damage rather than an understandable psychological
reaction to motor disability (Bartoli, et al., 2013).

Shoulder pain is a common problem after stroke and estimated rates of prevalence vary
from 5 to 84%. The onset of hemiplegia can adversely affect the normal mechanics of the
shoulder complex through three mechanisms including loss of motor control and the
development of abnormal movement patterns, secondary changes to surrounding soft
tissue and glenohumeral joint subluxation. These changes affect the stability of the
shoulder complex and place joints at risk. A number of disorders have been proposed in
the literature as being major causes of hemiplegic shoulder pain (HSP). These include
glenohumeral subluxation, spasticity of shoulder muscles, impingement syndrome,
complex regional pain syndrome-type | (CRPS-I), adhesive capsulitis and rotator cuff
tears (Barlak et al., 2009).Chronic HSP may develop over time and is thought to be due
to treatment-resistant structural injury, abnormal posture of the hemiplegic shoulder that
damages the  surrounding  tissues  or  periarticular  muscle  spasticity
(Kalichman&Ratmansky, 2011).

Stroke may also resulting activity limitations which sometimes referred to as disabilities
are manifested by reduced ability to perform daily functions, such as dressing, bathing or
walking. The level of activity limitation is generally related to but not completely

dependent on the level of body impairment such as severity of stroke (Gordon et al.,
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2004). Balance disturbances may occurs due to decreased muscle strength, range of
movement, abnormal muscle tone, motor coordination, sensory organization, cognition

and multisensory integration (Oliviera et al., 2008).

2.5 Diagnosis of Stroke

A detailed history and thorough clinical examination is compulsory to make a diagnosis
of stroke. Computerized tomography (CT) scan of the brain is an uncomplicated, non-
invasive and accurate investigation in distinguishing cerebral infarction from
hemorrhage. CT scan is most preferable to magnetic resonance imaging (MRI) in the
acute stage because MRI does not easily identify intracranial haemorrhage within the first

48 hours after a bleeding episode (Amanullah et al., 2009).

An emergency requiring imperative investigation and treatment are needed for stroke
(Amanullah et al., 2009). There is no cure in management of stroke. By early detection
and reducing the modifiable risk factors prevention of stroke is possible. This is very
much important in the concept of our country where medical facilities and resources are
limited and most of the people lives below poverty level (Hossain et al., 2011). A variety
of biological and environmental factors are responsible for recovery after stroke and
recovery profiles shows a high inter individual variability (Hendricks, 2003).Adjustment
of multiple risk factors throughout a combination of inclusive lifestyle interventions and
proper pharmacological therapy is now accepted as the keystone of initiatives aimed at
the avoidance of frequent stroke and acute cardiac events in stroke survivors (Gordon et
al., 2004). The physical management process aims to maximize functional ability and
prevent secondary complications to enable the patient to resume all aspects of life in his

or her own environment. After stroke restoring functions is a complex process involving
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spontaneous recovery and the effects of therapeutic interventions. Actually, some
interaction between the stage of motor recovery and the therapeutic intervention must be

noticed (Belda-Lois et al., 2011).

2.6 Rehabilitation of Stroke Patients

Stroke rehabilitation usually involves a cyclical process by evaluation, patient
identification and measurement; setting goals, setting real and progressive goals for
improvement; intervention, help achieve goals; and reassessment, to assess progress
against agreed goals. The most recognizable frustration caused by the motor impairment,
in which the function muscle movement is restricted. Other common weaknesses include
speech and language, swearing, sight, sensation, and consciousness (Langhorne et al.,

2011).

The objective of rehabilitations to return the patient to home and to exploit recovery by
providing a safe, progressive treatment which is appropriate to the individual patient and
suggesting that physical therapy can employ unused neural pathways. Rehabilitation of
stroke patient include the comprehensive assessment of medical problems, impairments
and disabilities, active physiological management, early mobilization and avoidance of
bed rest, skilled nursing care, early setting of rehabilitation plans involving carers and
early assessment and planning for discharge needs (Van et al.,2004). To deliver
rehabilitation effectively, predictions need to be made about the patients’ expected degree
of recovery to set suitable therapeutic goals, develop effective treatment plans and
facilitate discharge planning (Carson, 2012).

Our brains cannot grow new cells to replace the ones that have been damaged after a

stroke, so recovery depends on brain’s ability to reorganize its undamaged cells and make
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up for what has been lost. This is called neuroplasticity. Physiotherapy can give an expert
practical guidance to prevent this condition. Physiotherapists are frequently work with
other members of the stroke team to make sure that they can help with the range of
problems that stroke can cause. The team may consist of occupational therapists, speech
and language therapists, doctors, nurses and social workers and also other specialists.
This team is called the multidisciplinary stroke rehabilitation team (Stroke association,
2012). Usually, concepts of physiotherapy were focused on restoring and reduced motor

control of the affected limb as well as postural control (Outermans et al., 2010).

Early accurate prediction of outcome for stroke is essential in order to establish realistic
rehabilitation goals, to facilitate proper discharge planning and to anticipate the need for
home arrangements and community support. Recent data from the literature have
identified many important factors useful to predict outcome even early after stroke.
Among them, stroke severity and trunk movements are by far the most important
predictors for outcome (Gialanella et al., 2011).

However, as most patients with stroke survive the initial injury, the biggest effect on
patients and families is usually through long-term impairment, limitation of activities
(disability), and reduced participation (handicap). The most common and widely
recognised impairment caused by stroke is motor impairment, which can be regarded as a
loss or limitation of function in muscle control or movement or a limitation in mobility.
Motor impairment after stroke typically affects the control of movement of the face, arm,
and leg of one side of the bodyl and affects about 80% of patients. Therefore, much of
the focus of stroke rehabilitation, and in particular the work of physiotherapists and

occupational therapists, is on the recovery of impaired movement and the associated
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functions. There seems to be a direct relation between motor impairment and function;
for example, independence in walking (function) has been correlated with lower-limb
strength (impairment) ((Langhorne et al., 2011).

Motor impairment can be caused by ischaemic or haemorrhagic injury to the motor
cortex, premotor cortex, motor tracts, or associated pathways in the cerebrum or
cerebellum. Such impairments affect an individual’s ability to complete everyday
activities (disability) and affect participation in everyday life situations (Warlow et al.,
2008).Stroke recovery is heterogeneous in terms of outcome, and it is estimated that 25%
to 74% of the 50 million stroke survivors worldwide require some assistance or are fully
dependent on caregivers for activities of daily living (ADL) after stroke. In addition to
medical management after acute stroke to prevent further cerebral damage, stroke
rehabilitation is initiated early with the ultimate goal of achieving better recovery in the
first months after stroke and reducing disability during the years that follow (Hachinsk et
al., 2010). The current trend to shorten the length of stay in hospital stroke units and the
increasing demand for efficiency in the continuum of stroke care imply that knowledge
about the prognosis for outcome in terms of basic ADL, such as dressing, mobility, and
bathing is crucial to optimize stroke management in the first months (Kwakke et al.,
2006).The functional recovery of the upper extremity in hemiplegic patients is crucial for
safe balance (sitting and standing), for transfer activities in the use of a wheelchair and
self-care activities. After the onset of HSP, functional gains and timely discharge after
stroke may be compromised (McKenna, 2001). Patients with HSP remain hospitalized
longer, and the shoulder pain complicates the rehabilitation process (Barlak et al., 2009).

In a study performed by Roy et al. (1994), it was identified that HSP affected stroke
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outcome in a negative way. They showed that the presence of HSP is strongly associated
with prolonged hospital stay and poor recovery of the arm function in the first 12 weeks
after stroke. Another study, however, showed no relationship between shoulder pain and
the Barthel Index scores (Gamble et al., 2002).

With such a variety of possible etiologies, it is no surprise that interventions are equally
varied. Current management includes physiotherapy, massage therapy, strapping, slings
and other supports to minimize glenohumeral subluxation, intraarticular or subacromial
corticosteroid injections, suprascapular nerve blocks, percutaneous or superficial
electrical muscle stimulation, and botulinum toxin type A (BTx-A) intramuscular
injections. Early management focuses on prevention with proper positioning and range of
motion activities or on treatment in the acute or sub-acute stages post stroke (Viana et al.,
2012).Impaired motor control of the upper extremity is one of the most frequent
consequences of stroke. Only 13% of the subjects examined in the first two weeks did not
suffer arm paralysis and six months after the injury, severe motor deficits remain in 30%—
66% of stroke survivors. In order to improve arm function, standard therapeutic
interventions are used, such as Bobath therapy, constraint-induced therapy and task
specific motor relearning program (Mangold et al., 2009).

After suffering a stroke, the patients show spasticity, cognitive dysfunction, impaired
balance and sensorimotor deficit, also insufficiency of strength or tone in trunk muscles
may be present (Oliveira et al., 2011). The trunk muscle weakness and the loss of
proprioception concerning the affected side can interfere with balance, stability, and
functional disability and may reduce ability to control posture (Geurts et al., 2005). These

patients have an increased risk of falling toward the paretic side and limited functional
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abilities (Benson, 2016)). Ability to distribute body weight evenly (postural symmetry)
and to shift weight according to the task requirements, is essential to normal balance.
This ability is commonly disturbed in individuals with stroke. They frequently show an
increased posture sway, a decreased dynamic stability, and impaired weight-shifting
ability onto the paretic lower limb both when sitting and standing (Cabanas et al., 2013).
As a consequence, all these effects can bring to difficulties in leading an independent life
(Shumway-Cook et al., 2007). Balance impairment in sitting and poor sitting ability are
common clinical problems after stroke (Cabanas et al., 2013). The stroke patients show a
significantly reduced level of trunk performance compared to healthy individuals of the
same age and sex, and a remarkable asymmetry of the trunk and pelvis (Verheyden et al.,
2005). Sitting involves the ability to reach for a variety of objects located both within and
beyond arm’s length as personal daily tasks; it also entails activities such as showering,
toileting and dressing. Self-triggered arm movements were associated with anticipatory
postural adjustments in muscles of the trunk and lower limbs, indicating that postural
adjustments always precede active movement (Cabanas et al., 2013). Anticipatory control
might be disturbed in stroke subjects. Trunk seems particularly important for balance as it
stabilizes the pelvis and the spinal column (Behm et al., 2010). Several authors assert the
importance of assessing trunk function in order to predict the functional status at
discharge of the patients (Verheyden et al., 2005). The variance reported of functional
recovery after stroke explained by trunk control ranges from 45% to 71%. The recovery
of sitting balance is commonly assumed to be essential to obtain independence in other
vital functions such as reaching, rising to stand, and sitting down (Mandi'c&Ran"ci’c,

2010). Some studies have demonstrated that, in general, any kind of exercise can improve
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mobility (Ada et al., 2006) and functional balance (Pang et al., 2005) in adults with
chronic stroke, but it is unclear what the advantages of specific and focused exercise
programs are and the mechanisms that underlie the improvements in patient’s conditions.
Kim reported that trunk stabilizing exercises, using appropriate proprioceptive
neuromuscular facilitation (PNF), is effective in improving the implementation of tasks in
the daily life of stroke patients (Kim et al., 2012). Furthermore, Dean showed that sitting
balance is effectively improved by the task of reaching while sitting. There is some
evidence that well-designed exercise programs can enhance functional abilities after
stroke (Rose et al., 2011) but the influence of trunk training exercises is still not well
documented. In addition, the relationship between balance impairment and asymmetry of
weight distribution is still unclear (Van Peppen et al., 2006).

Postural disturbances in patients with hemiplegia are common and limit the recovery of
gait and functional independence (Veerbeek et al., 2011). Many approaches include
balance training using visual feedback, task-oriented exercises and treadmill training6 to
retrain postural control because a key to successful rehabilitation includes regaining
adaptive truncal stability. Relationship between trunk performance and measures of
balance, gait, and functional ability after stroke. Muscles of the trunk have a supportive
role both during bilateral stance and when seated. They stabilize proximal body segments
during voluntary movements of the extremities (Saeys et al., 2012).

During daily living, an individual must change various postures while reacting to external
disturbance to maintain balance. Balance is defined as postural stability and viewed as the
ability of maintaining the center of mass within the base of support. Symmetry,

steadiness and dynamic stability are three elements of postural control. Decreasing
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balance ability in stroke patients includes decrease in postural stability, asymmetry of
weight-bearing distribution in standing and decrease in dynamic standing balance. In
addition, stroke patients also have a reduction in their limits of stability, which is defined
as the maximal distance that an individual can shift his or her weight in any direction
without losing balance. Insufficient balance or postural control after stroke results in
decreased functional independence and increased risk of falls. Sit-to-stand is the most
commonly performed functional activity in daily life and consists of transferring the
center of mass from a low position centered within a support base to a high position over
a shallow support base. Such a move requires postural control abilities and extensor
strength in the lower limbs. The time taken to perform sit-to-stand activity is moderately
correlated with symmetry in standing, postural sway and directional control. The
directional control is a measure of how smoothly one can shift weight towards a certain
direction without losing balance. A shorter duration of time taken to perform sit-to-stand
indicated better symmetry of standing position, less postural sway and better directional
control. Previous studies have also noted that stroke patients are slower in performing sit-
to-stand tasks than age-matched controls. Impaired postural control often occurs
following stroke and leads to asymmetrical weight bearing during functional tasks such
as sit-to-stand. Stroke patients who had a history of falls put less weight on their paretic
limb during sit-to-stand than those with stroke that did not have a fall history. With
regard to sit-to-stand training, Stroke patients demonstrated better symmetrical weight
bearing on both legs during sit to-stand after sit-to-stand training. Subjects move their
center of mass less during sit-to stand after receiving regular physical therapy combined

with sit-to-stand training (Tung et al., 2010).
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Stroke is a major cause of long-term neurological disability in adults, with approximately
half of all stroke survivors left with severe functional problems in the acute stage of
stroke. Prevalence rates vary depending on the cohort studied, but up to 20% of people
with initial impairment have no functional use of the arm at 6 months and 15% are unable
to walk independently indoors. Only 18% regain unrestricted walking ability. Exercise
programmes in which movement related to functional activity is directly trained (referred
to as task-related training) have shown better results than impairment-
focussedprogrammes. More intensive therapy has been shown to improve the rate of
recovery in activities of daily living (ADL), particularly if a functional approach is
adopted. One way of increasing intensity is to include task repetition. Repetitive task
training (RTT) therefore combines elements of both relevance to functional activity, and
intensity of practice (French et al., 2010).

2.7Functional Independence Measure

Effective Independence measurement (FIM) was designed to provide a consistent data
collection tool compared to the rehabilitation results in continued health care. In addition,
an FIM attempts to establish a way to collectively rehabilitate information. Designers
were designed to do FIM so that they could track the effectiveness of their patients
through rehabilitation care and follow-up. FIM result management equipment is widely
used in such nursing facilities as settings; acute, sub-acute, and rehabilitation hospitals
(Douglas et al., 2010).18 items of FIM assess patient's degree and care burden. 13 items
disqualify the motor function and set restrictions on 5 cognitive functions. Each item is
rated on a 7-point scale, 1 = Total Support (<25% independence) and 7 = Total

independence (100% independence). Ratings are deposited across all items and are used
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to determine the degree required to complete the patient's original, routine daily work.
The degree of dependency from a helper depends on the dependency of a helper. The
FIM is regularly measured first at admission to the rehabilitative care and then at

discharge from the care (Douglas et al., 2010).
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CHAPTER-III METHODOLOGY

3.1 Study design
Cross-sectional hospital based study.

3.2 Study place

Ibn sina Hospital, Dhaka was selected as study place where stroke patient was admitted
and received physiotherapy management. Ibn sina Hospital, Dhanmondi is 312 bed
modern Hospital. There are stroke ICU and 150 beds for stroke patients. Stroke patients

are admitted to the hospital until the medical stable.

3.3 Study population

Stroke patients from indoor settingsin Ibn sina Hospital were recruited as study

population.

3.4 Sample size

Total 105 stroke patients were employed for this study. This sample size was

determined due time constraint of the researcher.

3.5 Sampling technique

Purposive sampling technique was followed to select the sample.
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3.6 Inclusion criteria

» Stroke patients who were admitted in IBN SINA hospital
» Voluntary participation.
» Both ischemic and hemorrhagic types of stroke were included.

» Age not more than 80 years

3.7 Exclusion criteria
» Duration of stroke more than 3 months.
» Who had history of previous stroke
» Who had any psychiatric disorders

» Unconscious patients.

3.8 Data collection tools

A pre-tested structured questionnaire and a recognized standard scale-FLM scale were

used as data collection instrument.

3.9 Data processing and analysis

Data were processed and analyzed by using SPSS version 20. Data were cleaned edited
by running frequency, cross tabulation and logical checks. Data processing was done by
coding, sorting and computing etc. Both descriptive and inferential statistical analysis

was followed for analyzed the data.

3.10 Data collection technique
Data were collected before and after intervention by using structured questionnaire and

FLM scale.
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3.11 Ethical considerations

The whole process of this research project was done by following the Bangladesh
Medical Research Council (BMRC) guidelines, Institution Review Board (IRB) and
World Health Organization (WHO) Research guidelines. The proposal of the dissertation
including methodology was approved by Institutional Review Board and obtained
permission from the concerned authority of ethical committee of Bangladesh Health
Professions Institute (BHPI). Again before the beginning of the data collection, the
researcher obtained the permission ensuring the safety of the participants from the
concerned authorities of the clinical setting and was allotted with a witness from the
authority for the verification of the collected data. The researcher strictly maintained the

confidentiality regarding participant’s condition and treatment.
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CHAPTER-IV RESULTS

4.1 Socio demographic characteristics of the respondents
4.1.1 Distribution of the respondents by their age

In this study the minimum age of a participant was 32 year and maximum age was 79
year. The maximum numbers of patients (35/33.30%) were in age group 60-69 year and

minimum numbers were in age group 30-39 years (5/4.8%).

35.00% 35/33.30% 34/32.40%

30.00%
25.00%
21/20%

20.00%
15.00%
10.00% 10/9.50%

5.00% 5/4.8%

.00%

30-39 years 40-49 years 50-59 years 60-69 years 70-79 years

Figure-4.1: Distribution of the respondents by their age
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4.1.2 Distribution of the respondents by their sex

Among the total respondents female were higher 54 (51.40%) than male 51 (48.60%).

® Male EFemale

Figure-4.2: Distribution of the respondents by their age
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4.1.3 Distribution of the respondents by BMI

The figure shows that majority of the respondents were in normal (75.20%) according to

BMI classification. Very few respondents were in underweight (1.90%).

80.00% 75.20%
70.00%

60.00%

50.00%

40.00%

30.00% 92 90%
20.00%

10.00% L.90%

0.00% —
Underweight Normal Overweight

Figure-4.3: Distribution of the respondents by BMI
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4.1.4 Distribution of the respondents according to their level of education
Figure (4.4) shows that about31% of the respondents were under the category of below

S.S.C level education where as the second highest (25.7) level was graduated.

35.00%
30.50%

30.00% —
25 00% 23.80% bl

20.00%

15.00%
11.40%

10.00% 8.60%
5.00% l
0.00%

No BelowS.S.C S.S.C H.S.C Graduate
Schooling

Figure-4.4: Distribution of the respondents according to their level of

education
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4.1.5 Distribution of the respondents by their occupations

Study shows that (fig 4.5) among the total respondents 36.20, were housewives and only

about 2% were bay laborer.

40.00% 36.20%
35.00%
30.00%
25.00%
20.00%
15.00%
10.00%

25.70%

20%
16.20%

5.00% 1.90%

0.00% =

Day Laborer  Service Businessman Unemployed Housewife
Holder

Figure-4.5: Distribution of the respondents by their occupatons
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4.1.6 Distribution of the respondents by their residence
The respondents were come from both urban and rural settings. More than fifty percent

(53.30%) of the respondents were resided in urban area.

Rural, 46.7,
%

an, 53.30
%

Figure-4.6: Distribution of the respondents by their residence
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4.2 Information related to stroke

4.2.1 Distribution of the respondents according to duration of attack by

stroke

The respondents were categorized by the duration of attack by stroke. Among the total

respondents 78.10% were under the category of 1 to 7 days.

90.00%

80.00%

70.00%

60.00%

50.00%

40.00%

30.00%

20.00% 15.20%

10.00% - 6.70%

0.00% ]
1-7 days 8th day-14th day  15th day-3month

78.10%

Figure-4.7: Distribution of the respondents according to duration of attack by

stroke
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4.2.2 Distribution of the respondents by type of stroke they were diagnosed

Among the total respondents 51.40% (n=54) were attacked by ischemic stroke and48.60

%( n=51) were attacked by haemorrhagic stroke.

48.60%

51.40%

@ Ischemic B@Haemorrhagic

Figure-4.8: Distribution of the respondents by type of stroke they were

diagnosed
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4.2.3 Distribution of the respondents by the pattern of hemiplegic side

Among 69% of the respondents were under left side hemiplegic and 31% were right side

hemiplegic.

ERight @Left

Figure-4.9: Distribution of the respondents by the pattern of hemiplegic side
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4.2.4 Distribution of the respondents by their complications during initial

assessment

The respondents were suffered by different types of complications. Among those urine

retention was highest (23%).
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Figure-4.10:

Distribution of the respondents by their complications during initial

assessment
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4.2.5 Distribution of the respondents by history of physical exercise before

stroke

Among the participants 73.30% (n= 28) had past history of physical exercise and 26.7%

(n=77) had no past history of physical exercise.

26.70%

OYes @No

Figure-4.11: Distribution of the respondents by history of physical exercise

before stroke
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4.2.6 Treatment before coming IBN SINA

Among the participants 66.7% (n= 70) took treatment before coming IBN SINA and

33.3% (n=35) took no treatment before coming IBN SINA.

Table I: Treatment before coming IBN SINA

Treatment Number Percentage
Yes 70 66.7
No 35 33.3

4.2.7 Type of Intervention

Among the participants 50.5% (n= 53) took traditional intervention and 49.5% (n=52)

took modern intervention.

Table Il Type of Intervention

Intervention Number Percentage
Traditional 53 50.5
Modern 52 49.5
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4.2.8 Distribution of the respondents by attending physiotherapy session

The respondents were attending different number of physiotherapy session. Majority of

the respondents (91.4) were attended 6 to 10 session.

Table I11: Received Physiotherapy Session

Physiotherapy Session Number Percentage
1-5 Session 4 3.8
6-10 Session 96 914
11-15 Session 5 4.8
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4.3 Information related to functional outcome

Table IV Functional Outcome Related Information

Functional Initial After 2 Weeks

Outcome

N % Mean SD N % Mean SD

Rolling
affected
Side to 221 +1.13 4.01 +1.22
Unaffected

side

Complete

Independent

Modified

Independent

Supervision 2 1.9 21 | 20.0

Minimal
3 2.9 33 314
Assist

Moderate
19 18.1 35 33.3
Assist

Maximum 55 52.4 6 5.7
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Assist

Total Assist | 23 | 21.9 - -
Rolling
Unaffected
side to 2.91 +1.30 4.86 +1.21
affected
Side
Complete
3 2.9 9 8.6
Independent
Modified
4 3.8 27 25.7
Independent
Supervision 3 2.9 25 | 23.8
Minimal
13 | 124 28 26.7
Assist
Moderate
38 | 36.2 16 15.2
Assist
Maximum - -
36 | 34.3
Assist
Total Assist 8 7.6 - -
Bridging 2.47 +.98 453 +1.20
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Complete

1 1.0 6 5.7
Independent
Modified - -

18 17.1

Independent
Supervision 2 1.9 27 | 25.7
Minimal

9 8.6 30 | 28.6
Assist
Moderate

32 | 305 23 | 219
Assist
Maximum

49 | 46.7 1 1.0
Assist
Total Assist | 12 | 114 - -
Supine to sit 2.17 +.89 4.10 +1.16
Complete - -

5 4.8

Independent
Modified

1 1.0 8 7.6
Independent
Supervision 20 | 19.0
Minimal 5 4.8 33 | 314
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Assist

Moderate
27 | 25.7 37 35.2
Assist
Maximum
49 | 46.7 2 1.9
Assist
Total Assist | 23 | 21.9 - -
Sit to supine +.97 4.89 +1.15
Complete - -
10 9.5
Independent
Modified
2 1.9 22 21.0
Independent
Supervision 2 1.9 30 | 28.6
Minimal
14 | 13.3 33 314
Assist
Moderate
45 | 429 9 8.6
Assist
Maximum
34 | 324 1 1.0
Assist
Total Assist 8 7.6 - -
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Sitting static

balance

2.59 +1.00

4.86

+1.18

Complete

Independent

1.0

12

114

Modified

Independent

1.0

17

16.2

Supervision

2.9

33

31.4

Minimal

Assist

6.7

31

29.5

Moderate

Assist

38

36.2

11

10.5

Maximum

Assist

47

44.8

1.0

Total Assist

7.6

Sitting
dynamic

balance

2.06 +.79

3.79

+1.06

Complete

Independent

2.9

Modified

3.8
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Independent

Supervision

1.9

14

13.3

Minimal

Assist

1.9

37

35.2

Moderate

Assist

18

17.1

41

39.0

Maximum

Assist

61

58.1

5.7

Total Assist

22

21.0

Standing
static

balance

2.04 +.73

3.78

Complete

Independent

2.9

Modified

Independent

1.0

2.9

Supervision

11

10.5

Minimal

Assist

1.0

43

41.0
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Moderate

17 16.2 41 39.0
Assist
Maximum
67 | 63.8 4 3.8
Assist
Total Assist | 19 18.1 - -
Standing
dynamic 1.71 +.73 3.17 +1.04
balance
Complete - -
2 1.9
Independent
Modified - -
2 1.9
Independent
Supervision 1 1.0 5 4.8
Minimal - -
19 18.1
Assist
Moderate
11 | 105 53 50.5
Assist
Maximum
49 | 46.7 23 21.9
Assist
Total Assist 44 41.9 1 1.0
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Transfer
bed, chair 2.11 +.71 3.87 +.98
w/c
Complete - -
2 1.9
Independent
Modified - -
3 2.9
Independent
Supervision 2 1.9 17 | 16.2
Minimal
1 1.0 45 | 429
Assist
Moderate
18 | 171 34 | 324
Assist
Maximum
70 | 66.7 3 2.9
Assist
Total Assist | 14 | 13.3 1 1.0
Gait 1.26 +.51 2.66 +1.01
Complete - -
1 1.0
Independent
Modified - -
1 1.0
Independent
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Supervision - - 3 2.9
Minimal - -
9 8.6
Assist
Moderate
4 3.8 38 36.2
Assist
Maximum
19 18.1 45 42.9
Assist
Total Assist | 82 78.1 7 6.7

Page 58 of 110




4.3.1 Distribution of the respondents by association between age and

functional outcomes after 2 weeks Physiotherapy Session

Table V Distribution of the respondents by association between age and

functional outcomes after 2 weeks Physiotherapy Session

Functions Chi-Square Significant Level
Rolling affected Side to Unaffected side 31.19 .05*
Rolling Unaffected side to affected Side 30.00 01*
Bridging 28.73 .09
Supine to sit 23.87 24
Sit to supine 31.86 .04*
Sitting static balance 25.05 19
Sitting dynamic balance 30.21 .06
Standing static balance 23.54 .26
Standing dynamic balance 33.64 .09
Transfer bed, chair ,w/c 26.65 .32
Gait 49.78 .00*

*Significant
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In rolling affected side to unaffected side the calculated x> was 31.19 at 5% level of
significant p=.05 which was significantly associated with age of the stroke patients.In
rolling unaffected side to affected side the calculated x? was 30.00 at 5% level of
significant p=.01 which was significantly associated with age of the stroke patients. In sit
to supine the calculated x? was 31.86 at 5% level of significant p=.04 which was
significantly associated with age of the stroke patients. In gait the calculated x? was
49.78 at 5% level of significant p=.00 which was significantly associated with age of the

stroke patients.
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4.3.2 Distribution of the respondents by association between Duration of

stroke and functional outcomes after 2 weeks Physiotherapy Session

Table VIDistribution of the respondents by association between Duration of

stroke and functional outcomes after 2 weeks Physiotherapy Session

Functions Chi-Square Significant Level
Rolling affected Side to Unaffected side 24.89 .05*
Rolling Unaffected side to affected Side 27.69 .00*
Bridging 8.83 .88
Supine to sit 26.92 .02*
Sit to supine 40.51 .00*
Sitting static balance 18.49 23
Sitting dynamic balance 21.74 A1
Standing static balance 19.97 17
Standing dynamic balance 24.48 14
Transfer bed, chair ,w/c 56.98 .00*
Gait 45.93 .00*

*Significant
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In rolling affected side to unaffected side the calculated x> was 24.89 at 5% level of
significant p=.05 which was significantly associated with duration of stroke.In rolling
unaffected side to affected side the calculated x? was 27.69 at 5% level of significant
p=.00 which was significantly associated with duration of stroke. In supine to sit the
calculated x? was 26.92 at 5% level of significant p=.02 which was significantly
associated with duration of stroke.In sit to supine the calculated x> was 40.51 at 5% level
of significant p=.00 which was significantly associated with duration of the stroke.In
transfer bed, chair, w/c the calculated x? was 56.98 at 5% level of significant p=.00
which was significantly associated with duration of the stroke.In gait the calculated x?
was 45.93 at 5% level of significant p=.00 which was significantly associated with

duration of the stroke.
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4.3.3Distribution of the respondents by association between Type of stroke

and functional outcomes after 2 weeks Physiotherapy Session

Table VIIDistribution of the respondents by association between Type of

stroke and functional outcomes after 2 weeks Physiotherapy Session

Functions Chi-Square Significant Level

Rolling affected Side to Unaffected side 7.87 .16
Rolling Unaffected side to affected Side 10.89 02*
Bridging 9.62 .08
Supine to sit 5.29 .38
Sit to supine 2.58 .76

Sitting static balance 2.19 .82
Sitting dynamic balance 8.25 14

Standing static balance 2.49 a7
Standing dynamic balance 9.85 13
Transfer bed, chair ,w/c 11.22 .08
Gait 11.16 .08

*Significant

In rolling unaffected side to affected side the calculated x? was 10.89 at 5% level of

significant p=.02 which was significantly associated with type of stroke.
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4.3.4Distribution of the respondents by association between affected side and

functional outcomes after 2 weeks Physiotherapy Session

Table VIIIDistribution of the respondents by association between affected

side and functional outcomes after 2 weeks Physiotherapy Session

Functions Chi-Square Significant Level
Rolling affected Side to Unaffected side 11.42 .04*
Rolling Unaffected side to affected Side 2.29 .68
Bridging 8.26 14
Supine to sit 7.81 .16
Sit to supine 5.38 37
Sitting static balance 4.32 .50
Sitting dynamic balance 4.45 A48
Standing static balance 2.28 .80
Standing dynamic balance 3.14 .79
Transfer bed, chair ,w/c 1.37 .96
Gait 2.29 .89

*Significant

In rolling affected side to unaffected side the calculated x? was 11.42 at 5% level of

significant p=.04 which was significantly associated with affected side.
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4.3.5Distribution of the respondents by association between medical,
musculoskeletal and neurological complications of the participants and

functional outcomes after 2 weeks Physiotherapy Session

Table IXDistribution of the respondents by association between medical,
musculoskeletal and neurological complications of the participants and

functional outcomes after 2 weeks Physiotherapy Session

Functions Chi-Square | Significant Level
Rolling affected Side to Unaffected side 65.13 .07
Rolling Unaffected side to affected Side 60.59 01*
Bridging 69.15 .03*
Supine to sit 79.73 .00*
Sit to supine 72.76 01*
Sitting static balance 80.32 .00*
Sitting dynamic balance 90.88 .00*
Standing static balance 100.23 .00*
Standing dynamic balance 122.74 .00*
Transfer bed, chair ,w/c 109.13 .00*
Gait 142.71 .00*

*Significant
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In rolling unaffected side to affected side the calculated x? was 60.59 at 5% level of
significant p=.01 which was significantly associated with medical, musculoskeletal and
neurological complications. In bridging the calculated x? was 69.15 at 5% level of
significant p=.03 which was significantly associated with medical, musculoskeletal and
neurological complications. In supine to sit the calculated x? was 79.73 at 5% level of
significant p=.00 which was significantly associated with medical, musculoskeletal and
neurological complications. In sit to supine the calculated x? was 72.76 at 5% level of
significant p=.01 which was significantly associated with medical, musculoskeletal and
neurological complications. In sitting static balance the calculated x? was 80.32 at 5%
level of significant p=.00 which was significantly associated with medical,
musculoskeletal and neurological complications. In sitting dynamic balance the
calculated x? was 90.88 at 5% level of significant p=.00 which was significantly
associated with medical, musculoskeletal and neurological complications.In standing
static balance the calculated x? was 100.23 at 5% level of significant p=.00 which was
significantly associated with medical, musculoskeletal and neurological complications. In
standing dynamic balance the calculated x? was 122.74 at 5% level of significant p=.00
which was significantly associated with medical, musculoskeletal and neurological
complications.In transfer bed, chair, w/c the calculated x? was 109.13 at 5% level of
significant p=.00 which was significantly associated with medical, musculoskeletal and
neurological complications.In gait the calculated x? was 142.71 at 5% level of significant
p=.00 which was significantly associated with medical, musculoskeletal and neurological

complications.
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4.4 Two-Way ANOVA test

4.4.1 Gender

Table XUnivariate Tests

Dependent Variable: Outcome

Sum of df Mean Square F Sig. Partial Eta
Squares Squared
Contrast 22.11 1 22.11 37 54 .00
Error 12089.04 206 58.68
4.4.2 Time
Table XlUnivariate Tests
Dependent Variable: Outcome
Sum of df Mean Square F Sig. Partial Eta
Squares Squared
Contrast | 20422.08 1 20422.08 347.10 .00 .628
Error 12089.04 206 58.69
%

Tims
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4.4.3 Age

Table XllUnivariate Tests

Dependent Variable: Outcome

Sum of df Mean Square F Sig. Partial Eta
Squares Squared
Contrast 94.58 1 94.58 2.59 11 .02
Error 3690.52 101 36.54
4.4.4 Affected Side of the Participants
Table XIl1Univariate Tests
Dependent Variable: Outcome
Sum of df Mean Square F Sig. Partial Eta
Squares Squared
Contrast .20 1 .20 .01 94 .00
Error 3690.52 101 36.54

Estimated Marglinal Means of Outcoms

Estimated Marginal Means

2 ght

| eft

Affected side of the participants
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CHAPTER-V DISCUSSION

The aim of this study was to find out the functional outcome of stroke patient after two
weeks physiotherapy management at a selected hospital. The examiner took 105 samples

and tried to find out functional outcome of stroke patients.

Age is one of variable in this study. In this study the minimum age of a participant was
32 year, maximum age was 79 year and mean age was 55 year. The maximum numbers
of patients (35/33.30%) were in age group 60-69 year and minimum numbers were in age
group 30-39 years (5/4.8%). Other study in France mean age was 53.3 with SD 13.7
(Pradon et al., 2013). In Brazil (Sousa et al., 2011) showed that mean age 53.2 (SD, 7.52)

and mean age was 58 (x6.4) in Sweden (Flansbjer et al., 2005),

In this study, male participants were 51/48.60%% and female participants were
54/51.40%. In Bangladesh, another study showed that, male was 74% and female were
25% (Hossain et al., 2011). In Sweden, study showed that male 76% and female 24%
(Flansbjer et al., 2005), in Netherland male 77.78% and female 22.22% (Wevers et al.,
2011), in Brazil male participants were 71.42% and female 28.57% (Nascioment et al.,
2011).

Study showed that 53.30% participants were from urban and 46.70% participants were
from rural area. In Bangladesh, another study showed that 54% urban patient and 46%
rural patient (Hossain et al., 2011). Another study (Sergeev, 2011) 85.6% were from

urban and 14.4% were from rural, in this study also reported that rural stroke increased
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with age. In China, 53.65% lived in urban and 46.34% lived in rural, in India, 50.15%
were urban and 49.85% were from rural (Ferri et al., 2011).

In this study, (36.30%) were housewife followed by businessmen (25.70%), Unemployed
were (20%), Service holder were (16.20%), and Day laborer were (1.90%). In
Bangladesh, another study showed that, Service holder 28%, businessman 17%, housewife
16%, retired 21%, agriculture 9%, others 9% (Hossain et al., 2011). In India, 2% were
students, 34% were housewife, and 32% were farmer / laborer, 16.5% were retired, 15.5%
were service holder/ businessmen (Dev & Joshi, 2012).

In this study, educational level of the participants were shown Maximum (30.50%) were
below S.S.C level and minimum (8.60%) were no schooling. In Cuba, none 2.5%, minimal
22.3%, primary 33.3%, secondary 24.8%, tertiary 17%, in Dominican Republic, none 19.6%,
minimal 51.3%, primary 18.5%, secondary 6.3%, tertiary 3.6% (Ferri et al., 2011). In India,
Primary (standard | to X) were 66% and Higher (standard XI and higher) were 34% (Das et
al., 2007).

In this study among the participants 68.60% were affected in left side and 31.40% were
affected in right side. In Netherland, 12 were left sided hemiplegia, 13 were right sided
hemiplegia and 2 were bilateral stroke (Wevers et al., 2011). In Brazil, side of
hemiparesis, right 43% and left 57% (Nascimento et al., 2011). Lesion said left 55.35%

and right 44.64% (Peurala et al., 2009) in Finland.

This study showed 51.40% were ischaemic and 48.60% were haemorrhagic stroke among
participants. Other study (Zhang et al., 2011) in East China showed that 78% ischemic
and 22% hemorrhagic stroke. In USA, participants of stroke survivors categorized as
89% ischemic and 11% hemorrhagic (O’ Brien et al., 2011) and another study in

Netherland reported that 24 ischemic and 3 hemorrhagic (Wevers et al., 2011). In France,
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(Pradon et al., 2013) indicated 75% ischemic and 25% hemorrhagic.In Naigeria (38%)
had ischemic type stroke and (62%) had hemorrhagic type of stroke (Olagun et al., 2011).
In USA, participants of stroke survivors categorized as 89% ischemic and 11%
hemorrhagic (O’ Brien et al., 2011).

In this study among the participants 1% were chest infection, 23% were urine retention,
16% were depression, 15% were seizure, 9% were anxiety, 12% were confusion, 4.80%
were deep venous thrombosis, 1.90% were rheumatoid arthritis, 13.30% were electrolyte

imbalance, 4.80% were shoulder pain& 11.40% were other complications.

In this study among the participants 3.8% were received 1-5 session and 91.4% were
received 6-10 session & 4.8 % were received 11-15 session. In UK, another study
showed that among stroke patient received physiotherapy session on average 13.6 days,
average number of physical therapy session per day was 1.5 and average time of per

session was 38.1 minutes (Jette et al, 2005).

In this study among the participants initial score of rolling affected side to unaffected side
on FIM scale was mean 2.21 with SD 1.13, among them 1.9% was complete independent,
1% was modified independent, 1.9% need supervision, 2.9% need minimal assist, 18.1%
need moderate assist, 52.4% need maximum assist & 21.9% need total assist. After 2
weeks the score of rolling affected side to unaffected side on FIM scale was mean 4.01
with SD 1.22, among them 6.7% was complete independent, 2.9% was modified
independent, 20% need supervision, 31.4% need minimal assist, 33.3% need moderate

assist, 5.7% need maximum assist.

In this study among the participants initial score of rolling unaffected side to affected side

on FIM scale was mean 2.91 with SD 1.30, among them 2.9% was complete independent,
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3.% was modified independent, 2.9% need supervision, 12.4% need minimal assist,
36.2% need moderate assist, 34.3% need maximum assist & 7.6% need total assist. After
2 weeks the score of rolling affected side to unaffected side on FIM scale was mean 4.86
with SD 1.21, among them 8.6% was complete independent, 25.7% was modified
independent, 23.4% need supervision, 26.7% need minimal assist, 15.2% need moderate

assist.

In this study among the participants initial score of bridging on FIM scale was mean 2.47
with SD .98, among them 1% was complete independent, 1.9% need supervision, 8.6%
need minimal assist, 30.5% need moderate assist, 46.7% need maximum assist & 11.4%
need total assist. After 2 weeks the score of bridging on FIM scale was mean 4.53 with
SD 1.20, among them 5.7% was complete independent, 17.1% was modified
independent, 25.7% need supervision, 28.6% need minimal assist, 21.9% need moderate

assist, 1% need maximum assist.

In this study among the participants initial score of supine to sit on FIM scale was mean
2.17 with SD .89, among them 1% was modified independent, 4.8% need minimal assist,
25.7% need moderate assist, 46.7% need maximum assist & 21.9% need total assist.
After 2 weeks the score of supine to sit on FIM scale was mean 4.10 with SD 1.16,
among them 4.8% was complete independent, 7.6% was modified independent, 19%
need supervision, 31.4% need minimal assist, 35.2% need moderate assist, 1.9% need

maximum assist.

In this study among the participants initial score of sit to supine on FIM scale was mean
2.75 with SD .97, among them 1.9% was modified independent, 1.9% need supervision,

13.3% need minimal assist, 42.9% need moderate assist, 32.4% need maximum assist
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&7.6% need total assist. After 2 weeks the score of sit to supine on FIM scale was mean
4.89 with SD 1.15, among them 9.5% was complete independent, 21.% was modified
independent, 28.6% need supervision, 31.4% need minimal assist, 8.6% need moderate

assist, 1% need maximum assist.

In this study among the participants initial score of sitting static balance on FIM scale
was mean 2.59 with SD 1, among them 1% was complete independent, 1% was modified
independent, 2.9% need supervision, 6.9% need minimal assist, 36.2% need moderate
assist, 44.8% need maximum assist & 7.6% need total assist. After 2 weeks the score of
sitting static balance on FIM scale was mean 4.86 with SD 1.18, among them 11.4% was
complete independent, 16.2% was modified independent, 31.4% need supervision, 29.5%

need minimal assist, 10.5% need moderate assist, 1% need maximum assist.

In this study among the participants initial score of sitting dynamic balance on FIM scale
was mean 2.06 with SD .79, among them, 1.9% need supervision, 1.9% need minimal
assist, 17.1% need moderate assist, 58.1% need maximum assist & 21.0% need total
assist. After 2 weeks the score of sitting dynamic balance on FIM scale was mean 3.79
with SD 1.06, among them 2.9% was complete independent, 3.8% was modified
independent, 13.3% need supervision, 35.2% need minimal assist, 39% need moderate

assist, 5.7% need maximum assist.

In this study among the participants initial score of standing static balance on FIM scale
was mean 2.04 with SD .73, among them 1% was modified independent, 1% need
minimal assist, 16.2% need moderate assist, 63.8 need maximum assist & 18.1% need
total assist. After 2 weeks the score of standing static balance on FIM scale was mean

3.78 with SD .99, among them 2.9% was complete independent, 2.9% was modified
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independent, 10.5% need supervision, 41% need minimal assist, 39% need moderate

assist, 3.8% need maximum assist.

In this study among the participants initial score of standing dynamic balance on FIM
scale was mean 1.71 with SD .73, among them 1% need supervision, 10.5% need
moderate assist, 46.7% need maximum assist & 41.9% need total assist. After 2 weeks
the score of standing dynamic balance on FIM scale was mean 3.17 with SD 1.04, among
them 1.9% was complete independent, 1.9% was modified independent, 4.8% need
supervision, 18.1% need minimal assist, 50.5% need moderate assist, 21.9% need

maximum assist & 1% need total assist.

In this study among the participants initial score of transfer bed, chair, w/c on FIM scale
was mean 2.11 with SD .71, among them 1.9% need supervision, 1% need minimal
assist, 17.1% need moderate assist, 66.7% need maximum assist & 13.3% need total
assist. After 2 weeks the score of transfer bed, chair, w/c on FIM scale was mean 3.87
with SD .98, among them 1.9% was complete independent, 2.9% was modified
independent, 16.2% need supervision, 42.9% need minimal assist, 32.4% need moderate

assist, 2.9% need maximum assist & 1% need total assist.

In this study among the participants initial score of gait on FIM scale was mean 1.26 with
SD .51, among them 3.8% need moderate assist, 18.1% need maximum assist & 78.1%
need total assist. After 2 weeks the score of gait on FIM scale was mean 2.66 with SD
1.01, among them 1% was complete independent, 1% was modified independent, 2.9%
need supervision, 8.6% need minimal assist, 36.2% need moderate assist, 42.9% need

maximum assist & 6.7% need total assist.
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This study shown association between some factors & functional outcomes. In
association between age & rolling affected side to unaffected side calculated was 31.19 &
P= .05 (at 5% level of significant). In association between age & rolling unaffected side
to affected side the calculated was 30.00 & P=.01(at 5% level of significant). In
association between age & sit to supine the calculated was 31.86 & P=.04 (at 5% level of
significant). In association between age & gait the calculated was 49.78 & P=.00 (at 5%

level of significant).

In this study the association between duration of stroke & rolling affected side to
unaffected side calculated was 24.89 & P= .05 (at 5% level of significant). In association
between duration of stroke & rolling unaffected side to affected side calculated was 27.69
& P=.00 (at 5% level of significant). In association between duration of stroke & supine
to sit calculated was 26.92 & P= .02 (at 5% level of significant). In association between
duration of stroke & sit to supine calculated was 40.51 & P= .00 (at 5% level of
significant). The association between duration of stroke & transfer bed, chair, wi/c
calculated was 56.98 & P= .00 (at 5% level of significant). In association between

duration of stroke & gait calculated was 45.93 & P= .00 (at 5% level of significant).

In this study the association between type of stroke & rolling unaffected side to affected

side calculated was 10.89 & P= .02 (at 5% level of significant).

In this study the association between affected side of the stroke & rolling affected side to

unaffected side calculated was 11.42 & P= .04 (at 5% level of significant).

In this study the association between medical, musculoskeletal and neurological

complications & rolling unaffected side to affected side calculated was 60.59 & P= .01
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(at 5% level of significant). In association between medical, musculoskeletal and
neurological complications & bridging calculated was 69.15 & P= .03 (at 5% level of
significant). In association between medical, musculoskeletal and neurological
complications & supine to sit calculated was 79.73 & P=.00 (at 5% level of significant).
In association between medical, musculoskeletal and neurological complications & sit to
supine calculated was 72.76 & P=.01 (at 5% level of significant). In association between
medical, musculoskeletal and neurological complications & sitting static balance
calculated was 80.32 & P=.00 (at 5% level of significant). In association between
medical, musculoskeletal and neurological complications & sitting dynamic balance
calculated was 90.88 & P=.00 (at 5% level of significant). In association between
medical, musculoskeletal and neurological complications & standing static balance
calculated was 100.23 & P=.00 (at 5% level of significant). In association between
medical, musculoskeletal and neurological complications & standing dynamic balance
calculated was 122.74 & P= .00 (at 5% level of significant). In association between
medical, musculoskeletal and neurological complications & transfer bed, chair, w/c
calculated was 109.13 & P= .00 (at 5% level of significant). In association between
medical, musculoskeletal and neurological complications & gait calculated was 142.71 &

P=".00 (at 5% level of significant).

In two-way ANOVA test for gender calculated F = 0.37 & p<.54 at 5% level of
significant that means the gender were not significant for functional outcome after 2
weeks physiotherapy treatment. For time calculated F = 347.10 & p<.00 at 5% level of
significant that means time was significant for functional outcome after 2 weeks

physiotherapy treatment. In age calculated F = 2.59 & p<.11 at 5% level of significant
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that means age was not significant for functional outcome after 2 weeks physiotherapy
treatment. In affected side of the participants calculated F = 0.01 & p<.94 at 5% level of
significant that means affected side of the participants was not significant for functional

outcome after 2 weeks physiotherapy treatment.
Limitations:

e Short duration of study
e Short course of treatment

e Small size of samples
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CHAPTER VI CONCLUSION

Stroke is the second leading cause of global death and also leading causes of disability
among adult, which can be minimized by appropriate physiotherapy management. The
result of this cross sectional study have identified the functional outcomes after 2 weeks
physiotherapy treatment & provide association between some factors and functional
outcome which will be helpful to facilitate in rehabilitation and enhance functional

activities.
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CHAPTER VI RECOMENDATION

This study tries to assess the efficacy of physiotherapy management on functional
outcome of stroke patients. Results were quite encouraging. Based on study findings it is
recommended that:

o To identify the functional outcome in stroke patients more clearly after
physiotherapy intervention, should have a long term study where outcome should
be assessed after 2 weeks, 4 weeks, 3 months and 6 months in same patients with
same module of physiotherapy.

o To improve functional outcomes of stroke patients, every patient should receive
physiotherapy management which helps to reduce their residual disability.

o A large scale interventional study should carried out with appropriate sample size.
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APPENDICES

Consent Form

Assalamu-alaikum/ Namasker,

| amParvin Sultana Shilpy, student of Part-1 M.Sc in Rehabilitation Scienceat Bangladesh

Health Profession s Institute , under faculty of medicine, University of Dhaka. I am

conducting a research and the title is- “Functional Outcome of Stroke Patients after Two

Weeks Physiotherapy Management at a Selected Hospital”which is included my course.
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For that I'm asking you to answer some questions, which will take 20-25 minutes. It also

ensures that the information you provide will be kept confidential.

Participation here depends on your own will. If you want, you can skip your name from
the list of participants at any time. In addition, if you have any questions as a participant
in this study or if there is any problem, you can contactthe researcherParvin Sultana

Shilpyor my Supervisor.
Do you have any questions before starting the research?

Can | start this interview with your permission?

Yes: |:| No: |:|

Signature of the participant & Date................c.coovvieininn..
Signature of the researcher & Date....................ccooiiiini

Signature of the witness & Date...............ccoiiviiiiiiininnn.n

MRS ]
SRS, S R RIS A SEIC
QAT LT #HRAB B UEGREIMDIELIRtES

N ISR A SRR Gl o P e P SRR SR PRI R (G DI Pl
¢ G HACAI SRS S 2 P e R AT R I RN s {3 , (BT

R REEUCRNIU B RCI R o N S E ( E T [ R ICICE L B AR | -3 CIGICOMRCBRO-
N R BRI R S DI R ACE IR K D R R f N DR S DI [ SRR e |
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SIS TSNS S O SATTF I P FHFACSAI?
g [ r L1
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English Questionnaire

Part- I: Personal details

ID no: Reg no:
1.1. Name of participant.............cccoviiiiiiiiiiiiiinienannnnn.

1.2. Address:
Village/house no.............coeevviinn.n. Post office................o.o.il.
Police Station.............coviiiiiiiiiii District........oovviiiiiiiin.

1.3. Contact number..............coeviiiiiininnnnn...

1.4. Date of Admission on Hospital...........................

1.5. Date of occurrence of stroke interview...........................
1.6. Date of first interview..............ovviiiiieinnennn..

1.7. Date of interview after 2 weeks of Physiotherapy..........................

Part- 11: Socio-demographic Information

2.1 Age e e ebreenrae e years

2.2 Sex 1= Male 2= Female

2.3 Body Weight | ... kg

2.4 Heightin Meter | .................. ( 1 foot =.3048 meter)

2.5 Body Type 1=Underweight 2=Acceptable 3 = Overweight
4 = QObese

2.6 Marital Status 1 =Married 2=Unmarried 3 =Divorced 4 =Separate
5= Widow

2.7 | Educational level |1 =No schooling 2= Below S.S.C 3=S.S.C 4=H.S.C 5=
Graduate/Post Graduate

2.8 Occupation 1= Day laborer 2= Service holder 3= Businessman 4=

Unemployed 5= Housewife 6= Student

2.9 Living area 1= Urban
2= Rural

*BMI below 18.5 = Underweight
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* BMI 18.5-24.9 = Normal/Acceptable
* BMI 25.0-29.9 = Overweight
* BMI 30.0 and above = Obese

Part-111: Condition related information

3.1

Duration of stroke?

3.2

Type of stroke?

1= Ischemic
2= Hemorrhagic

3.3

Affected side?

1= Right
2 = Left

3.4

History of previous stroke?

1=Yes
2= No

3.5

Medical, musculoskeletal and

neurological complications?

1=Deep venous thrombosis
2=Urinary tract infection
3=Chest infection
4=Urine retention
5=DVT

6= Osteoarthritis
7=Rheumatoid arthritis
8= Hand pain

9= Other pain
10=Depression
11=Seizure

12=Anxiety
13=Confusion
14=Shoulder pain
15=Electrolyte imbalance

3.6

Past history of physical exercise?

1=Yes 2= No

3.7

Treatment before coming to IBN SINA?

1=Yes 2=No

3.8

Type of intervention have you taken?

1=Traditional 2= Modern

3.9

Received physiotherapy session/time?
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session/ month

Part-1V: Functional Outcome related information

Q.N Functions FIM Scale Score Initial | After
Wezeks
4.1 | Rolling affected 7=complete Independent(timely, safely)
::gg to unaffected 6=Modified Independent(Extra time,
Device)
5=Supervision (Cuing. Coaxing,
prompting)
4=Minimal Assist(performs 75% of
more of task)
3=Moderate Assist(performs 50% to
74% of task)
2=Maximum Assist(performs 25% to
49% of task)
1=Total Assist(performs less than 25%
of task)
4.2 | Rolling unaffected | 7=complete Independent(timely, safely)

side to affected side

6=Modified Independent(Extra time,
Device)

5=Supervision (Cuing. Coaxing,
prompting)

4=Minimal Assist(performs 75% of
more of task)

3=Moderate Assist(performs 50% to
74% of task)

2=Maximum Assist(performs 25% to
49% of task)

1=Total Assist(performs less than 25%
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of task)

4.3 | Bridging 7=complete Independent(timely, safely)
6=Modified Independent(Extra time,
Device)
5=Supervision (Cuing. Coaxing,
prompting)
4=Minimal Assist(performs 75% of
more of task)
3=Moderate Assist(performs 50% to
74% of task)
2=Maximum Assist(performs 25% to
49% of task)
1=Total Assist(performs less than 25%
of task)

4.4 | Supine to sit 7=complete Independent(timely, safely)
6=Modified Independent(Extra time,
Device)
5=Supervision (Cuing. Coaxing,
prompting)
4=Minimal Assist(performs 75% of
more of task)
3=Moderate Assist(performs 50% to
74% of task)
2=Maximum Assist(performs 25% to
49% of task)
1=Total Assist(performs less than 25%
of task)

4.5 | Sit to supine 7=complete Independent(timely, safely)

6=Modified Independent(Extra time,
Device)

5=Supervision (Cuing. Coaxing,
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prompting)

4=Minimal Assist(performs 75% of
more of task)

3=Moderate Assist(performs 50% to
74% of task)

2=Maximum Assist(performs 25% to
49% of task)

1=Total Assist(performs less than 25%
of task)

4.6 | Sitting static 7=complete Independent(timely, safely)
balance 6=Modified Independent(Extra time,

Device)
5=Supervision (Cuing. Coaxing,
prompting)
4=Minimal Assist(performs 75% of
more of task)
3=Moderate Assist(performs 50% to
74% of task)
2=Maximum Assist(performs 25% to
49% of task)
1=Total Assist(performs less than 25%
of task)

4.7 | Sitting dynamic 7=complete Independent(timely, safely)

balance

6=Modified Independent(Extra time,
Device)

5=Supervision (Cuing. Coaxing,
prompting)

4=Minimal Assist(performs 75% of
more of task)

3=Moderate Assist(performs 50% to
74% of task)
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2=Maximum Assist(performs 25% to
49% of task)

1=Total Assist(performs less than 25%
of task)

4.8 | Standing static 7=complete Independent(timely, safely)
balance 6=Modified Independent(Extra time,

Device)
5=Supervision (Cuing. Coaxing,
prompting)
4=Minimal Assist(performs 75% of
more of task)
3=Moderate Assist(performs 50% to
74% of task)
2=Maximum Assist(performs 25% to
49% of task)
1=Total Assist(performs less than 25%
of task)

4.9 | Standing dynamic | 7=complete Independent(timely, safely)

balance 6=Modified Independent(Extra time,

Device)
5=Supervision (Cuing. Coaxing,
prompting)
4=Minimal Assist(performs 75% of
more of task)
3=Moderate Assist(performs 50% to
74% of task)
2=Maximum Assist(performs 25% to
49% of task)
1=Total Assist(performs less than 25%
of task)

4.10 | Transfer bed, chair | 7=complete Independent(timely, safely)
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wic

6=Modified Independent(Extra time,
Device)

5=Supervision (Cuing. Coaxing,
prompting)

4=Minimal Assist(performs 75% of
more of task)

3=Moderate Assist(performs 50% to
74% of task)

2=Maximum Assist(performs 25% to
49% of task)

1=Total Assist(performs less than 25%
of task)

411

Gait

7=complete Independent(timely, safely)
6=Modified Independent(Extra time,
Device)

5=Supervision (Cuing. Coaxing,
prompting)

4=Minimal Assist(performs 75% of
more of task)

3=Moderate Assist(performs 50% to
74% of task)

2=Maximum Assist(performs 25% to
49% of task)

1=Total Assist(performs less than 25%
of task)

Total
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Bangladesh Health Professions Ingtitute (BHPI))

BANGLADESH HEALTH
PROFESSIONS INSTITUTE
(The Academic institute of CRP)

Date:.
CRP-BHPVIRB/03/18/204 re: 24 r{%/@’g

To

Parvin sultana shilpy

Part-11, M.SC in Rehabilitation Science

Session 2016-17, student ID-181160052

BHPT, CRP, Chapain, savar, Dhaka-1343, Bangladesh

Sub: Approval of thesis proposal «Functional outcome of stroke patients after two weeks
physiotherapy management at a selected hospital” by ethics committee.

Dear Parvin Sultana Shilpy,

Congratulations,

The Institution Review Board (IRB) of BHPI has reviewed and discussed your application to
conduct the above mentioned thesis, with yourself, as the Principal Investigator. The following
documents have been reviewed and approved:

SN, | Name of Documents
Thesis Proposal
uestionnaire(En

lish an g
3. | Information sheet & consent for

Since the study involves use of a self-administered questionnaire to identify levels of functional
outcomes achieved by stroke patients after two weeks physiotherapy management that may take
20 to 25 minutes and have no likelihood of any harm to the participants, the members of the
ethical committee have approved the study to be conducted in the presented form at the meeting
held at 09:00 AM on May08, 2017 at RBHPIL

This institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in the protocol and patient information
of informed consent and ask to be provided a copy of the final report. This Ethics committee 1S
working is working accordance to Nuremberg code 1947, world Medical Association
Declaration of Helsinki, 1964-2013 and other applicable regulation.

Best regards,

Muhammad Millat Hossain

Assistant Professor, Dept. of Rehabilitation Science
Member Secretary, institutional Review Board (IBR)
BHPL, CRP, savar, Dhaka-1343. Bangladesh

:RP-C‘I]?;[]&!H, Sﬁ B.I, Dh k ’!. = - . {@ Ip" ) . |



T (R ST SAFHHEE (Rugphres)

Bangladesh Health Professions Institute (BHPI)

BANGLADESH HEALTH
PROFESSIONS ENST”UZ’ (The Academic Institute of CRP)

CRP-BHPI/MRS/03/18/109

To Whom It May Concern

This is to certify that Parvin Sultana Shilpy, a student of M.Sc in Rehabilitation Science at
B;Jtngladesh Health Institute (BHPI) under the faculty of Medicine, University of Dhaka has to
conduct a research for fulfillment of her Master’s degree. Her title is” Functional outcome of
stroke patients after two weeks physiotherapy management at a selected hospital”, which is a self
funded study. The research proposal has been approved by institutional Review Board (IRB) of
this institute. To accomplish research objectives, she will need to collect data from indoor
Neurological department of IBNSINA Hospital, Dhanmondi, Dhaka. We request you to provide

her necessary support from your department.

I'wish her for every success in order to accomplish her research.

Best regards

meu
Muhammad Millat Hossain
Assistant Professor, Bangladesh Health Profession Institute (BHPI)
Project & Course coordinator, M.Sc in Rehabilitation Science
BHPI, CRP, Savar, Dhaka-1343, Bangladesh.

 FromPLbIeIR, TSI, TR Se8e, AT, (P § 198¢8Y8-¢, 1985808 TH £ 198¢0Ls
CRP-Chapain, Savar, Dhaka-1343, Tel : 7745464-5, 7741404, Fax : 7745069, E-mail contact@crp-bangladesh.org, www.crp-bangladesh.org




February 27, 2008

The chairman

institutional Review Board (IR}

Rangladesh Health Professions Institute (BHPI)
CRP-Savar, Dhaka 1343, Bangladesh

Subject: Application for review and ethical approval.
Sir,

thh due respect | would like to draw your kind attention that | am a student of Masters of Science in
thabﬂftatton Science at Bangladesh Health Profession Institute(BHPI) under the faculty of Medicine of
University of Dhaka(DU). For the requirement of my course curriculum | have to conduct a research
entitled” Functional outcome of stroke patients after two weeks physiotherapy management ata
selacted hospital” that will be supervised by Professor Dr.KM Shahidul Islam, Head of department
Microbiology .The purpose of the study is Lo evaluate what levels functional outcomes are achieved by
stroke patients after two weeks physiotherapy management? Self developed Questionnaire will be used
by face to face and observational interview. That will take about 20-30 minutes. Related information will

be collected data will he kept confidential.

Therefore, I look forward to having your kind approval for the research proposal and to start data
coilection, | also assure you that | will maintain all the requirements for study.

Sismﬁ\reiy VOUrs

Patvin Sultana Shilpy

Session: 2016-2017

Student 11: 181160052

Student of M.Sc. in Rehabilitation Science
BHPT, CRP, savar, Dhaka-1343, Bangladesh
Recommendation from the thesis supervisor:
Professor Dr.K M Shahidul Islam

Head of department Microbiology

Bardem General Hospital



“ aaeuuonsanb | ] . . |
wnoge ssnasig | 00°€  magwis | steovz! . 1T |
UORDNPOIIU} UOIP31IC) 00°€ N3CYIS 8T-Z0-€1 | 01
SoAIDaIGO UO22110D 00T N3QYI8 81-20-€ | 6 Iw_
sidol “
mau Jnoge ssnosid o0t w3ayid 81-10-LC 8
uoIssSnosSIp paie|al . :
sj003 uo123}0d eled : 00’ N3adig 81-10-0¢ i
UOISSNISIp
pa38}3 UOI3||03 B1ed 00t n3ayid 8T-T0-L 9
alleyuonssnb
10 uonezIjeuld 00°€ wagyig | - LITTIE S
asieuuonsanb : i
uoi123.10) 00'¢" W3aYid IT-TT-LY 4
aseuuonsanb
ajdwes aiedaid 00t | - IN3CYld LI-T1-9C €
sjuswWnIop
Aessadau 192(j0D 00T | waayig LT-11-92 |
S analqo 2sedasd . . :
Xv S pue R Inogqe ssnasid | - 00°€ | -1eudsoH YNISNGL LTO0C-0 :
. 2injeusis | e T (seanuiu et i ou
s josyuadng sisayy | 9injeusis SAUSPNIS uswwo) | ‘sinoy) uoneing ade|d ajeq | jusunuioddy

“ASoj01qo1YA Jo wuawireds ‘peeH
npiyeys W Q) Joid :10s1A10dNg SIS2Y ], 9} JO UOIBUSISIP 79 SWEN
Adjiys euejng UlAled - Juopn3s Jo SureN

PI0D5T SoUepIns pue (308] 03 30eJ) JO'IU0 TUSPMIS-IOSIAISANG SISY T,
(stseqL) IIX Foded
30USTOG UONEN[IGeURY Ul OGN
(YD 10 JIMIUSUI OIWSPEdE UY)
(1aria) 23n1nsu] SyoIsssjold yije2H ysapejsueyg



(sisay]) I1X Jaded ul >iom oA Jo uoien(eas ul Juguiodwl L19A ST pIONISIYL L
- (7epus|ed Jl1WIPEDE
505 aseajd) asusjop 10] uolsstuqns sissi] [eul}, oK JO UOISSIGNS SulINp pi0d3l pajedwod sty nwqns 03 anmbal [ nox 9
‘patinbai i JUSWWOD 10 193Ys ojeredas asn asesd|d 'S
-p10231 ayeedas alinbal [[im 10s1A13d0S SIS2Y) SUIES Y} JO JUSPIUS Yoeg ‘¥
-paiinbai J1 siequinu weunuiodde 10] safed aiow apnjoul Ise3|d "W Sui||aARI 9pnjouj JoU op ased[d ¢
“AOU [LUn s1ostazadns sisay] 1ok yiim sjusunurodde snotAaid Inok apnjoul 0} 12810j Jou o] T
-s10s1A19dns SISAY) Y} Y3ias JOBIUOD 308] 0 308} J0) Aquo ajqeorjdde ‘s1oy (6 JO [£10] B ISE3] JB J2A0D [[IM Jaquind jusunuioddy  °|
190N
uonI31I0D
- Jeip 1siYy |Bul 00'€ W3ayIg 81-50-61 1Z
UoISSNasIp ” _
pue 1jnsa1 Jo SupPaY) | 00 W3ayig 81-S0-¢T
.. oy ] ol Al
UOISSNISIP UOIIIALIOD e ) . - i v
pue Bupjaayd 00°€ W3aylg 81506 | 6l
1jnsai pue : o
ydeis noge ssnIsig 00°E N3quig 8T-V0-8¢ 81
jnsas
g1ep ua1 Supayd 00t . N3gHId 8T-¥0-T¢ LT
eiep jo sisAjeuy 00'¢ waadid 8T-+0-¥T 91
Uon23[j02
elep Sunpayd 00'¢ W3aYig 8T-¥0-L St
azijeuyy 31BULOHS3ND 00't A3aYIg 81-€0-¥C vl
Uol103LI0d
AS0|0pPOYISIN 00'€ waayig g1-€0-1z| €1
uon32.1100 AZ0|
-pOYIBUIR UOHINPOIY| 00'€ N3Q¥Ig gT-€08| I |




	Parvin Sultana Shilpy. supurvisor signature page & 106-110 missing..pdf
	s last.pdf
	106.pdf
	107.pdf
	108.pdf
	109.pdf
	110.pdf


