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Abstract

Background: Stroke is the third leading cause of death in Bangladesh. The World Health
Organization ranks Bangladesh’s mortality rate due to stroke as number 124 in the world. The
reported prevalence of stroke in Bangladesh is 6.72%, although no data on stroke incidence have
been recorded. Hospital-based studies conducted in past decades have indicated that
hypertension is the main cause of ischaemic and haemorrhagic stroke in Bangladesh. The high
number of disability-adjusted life-years lost due to stroke (53.59 per 100 000 people) show that
stroke severely impacts Bangladesh’s economy. Purpose: To find out the stress among the
stroke caregivers at the centre for the rehabilitation of the paralyzed (CRP), Bangladesh.
Objectives: The objective of this study was to find out the level of stress of the stroke caregivers
at the Centre for the Rehabilitation of the Paralyzed (CRP), to explore the socio-demographic
status of stroke caregivers, relationship between functional independence level of the patient and
stress among the caregiver. Methodology: A Cross-sectional Study is conducted to determine
the stress among the stroke caregivers at the centre for the rehabilitation of the paralyzed (CRP),
Bangladesh. The data was collected by using a questionnaire and analyzed by descriptive
statistics through using Statistical Package for the Social Science (SPSS) software version 23.0.
Result: Among the 57 participants, most of them were of age range 31 to 40 years, 35.1% was male and
64.9% was female. Most of them was under SSC (6- 10) and the rest was 3.5%, 19.3%, 28.1%, 17.5%,
1.8% was illiterate, primary, SSC, HSC and graduate respectively. Most of the caregiver was housewife
and the percentage was 56.1%. Almost 36.8% participants had family income like 21000 to 30000 taka.
84.2% participants had no sub-caregiver. 66.7% participants were taking care for more than 6 months and

89.5% were taking care for more than 17 hours in a day. 54.4% patient’s functional independence level

was 41 to 60. Among the all participants 87.7% was in moderate stress level (14 to 26).



CHAPTER I: INTRODUCTION

1.1 Introduction
Approximately, every year 15 million people worldwide suffer a stroke. Of these 5

million die and another 5 million are left permanently disable, placing a burden or
stressor on family and community. Stroke is the third leading cause of death in
Bangladesh. The World Health Organization ranks Bangladesh’s mortality rate due to
stroke as number 124 in the world. The reported prevalence of stroke in Bangladesh is
6.72%, although no data on stroke incidence have been recorded. Hospital-based studies
conducted in past decades have indicated that hypertension is the main cause of
ischaemic and haemorrhagic stroke in Bangladesh. The high number of disability-
adjusted life-years lost due to stroke (53.59 per 100 000 people) show that stroke severely
impacts Bangladesh’s economy (WHO 2014). A stroke is caused by the interruption of
the blood supply to the brain, usually because a blood vessel bursts or is blocked by a
clot. This cuts off the supply of oxygen and nutrients, causing damage to the brain tissue

(WHO, 2013).

We generally use the word "stress" when we feel that everything seems to have become
too much - we are overloaded and wonder whether we really can cope with the pressures
placed upon us. Anything that poses a challenge or a threat to our well-being is a stress.
A caregiver is defined as someone who regularly helps and provides care for a person
who is disabled or ill with tasks like dressing, shopping or household tasks, or who offers
other sorts of practical or emotional support. A caregiver may be a family member, a
parent, a spouse, a son, a daughter, or other relatives or friends (Bugge et al., 2000 and

Dewey et al., 2002). Several studies have reported great burden and stress among family



members caring for chronically disabled relatives who have stroke disorders. In addition,
poor health of stroke patients has been associated with the desire by family members to
institutionalize the patients (Visser-Meily et al., 2006).The caregiver's health and
functional ability are recognized as factors that contribute to stress or burden, lower
levels of physical and mental well-being and limit their ability to perform care giving
tasks (Allender & Spradley, 2002). Caregivers across the world, who are often
unrecognized and under-supported, are deeply and personally impacted by the care they
provide. Despite the burdens they shoulder, many caregivers need resources and support
to sustain this loving and valuable care of those with neurological disorders (Pryor,
2008).Families caring for stroke patients are unlike other illness, coping with a
degenerating brain disease which is much different than dealing with physical disability
(May & Thompson, 2005). Familiess members and their providers often accept
responsibility for the care of those with chronic health needs. Typically, they do this for
emotional and economic reasons, because they are proficient and feel comfortable with
the type of care required or accepted to assume the role of caregiver without being feared
for the possible emotional, physical and financial consequences (Ahmed, 2009).
Caregiver stressor is a perception that the care giving responsibilities have negative
effects on the emotional or physical health of the caregiver. The stress of the helping
relationship for the caregiver may lead to a sense of burden, of not being appreciated, or
of being confined to the care giving role. If there is an agreement of the response, such as
the whole family disassociating, caregiver burden may still exist because of the losses
incurred to maintain intense focus on the ill person. Losses could include minimal social

activities, private time, or personal rewards, in addition to the physical or emotional



exhaustion of care giving duties (Kitze et al., 2002 and Kalra et al., 2004). Caring for
someone who cannot perform activities of daily living such as bathing, grooming and
personal care activities; compound with high rates of depressive symptoms and mental
health stress among caregivers, put many caregivers at series risk for physical and mental

health outcomes (Mant et al., 2005).

The stress of providing 24 hours of supervision and intensive assistance with activities of
daily living coupled with the loss of social interaction for the caregiver may last for
several years (Kaufer et al., 2000). In addition, higher levels of burdens may correlate
with increased morbidity and mortality in caregivers, loneliness isolation from family and
friends; feeling of helplessness in the caregiver is high , social isolation and lack of
motivations were identified as the most problematic area of caregivers (Lehman &
Poindexter, 2006). Involving caregivers in training activities is an appropriate way to
increase the intensity of patients’ therapeutic activities and learn them basic skills of
moving and handling, facilitating activities of daily living and conducting simple care
activities (Eldred & Sykes, 2008). Recent research suggests that much of the increased
risk for poor caregiver outcomes is due to the amount of mental or emotional strain
associated with providing care. Caregivers who subjectively reported a high amount of
strain also reported poorer physical functioning, fewer social contacts, and more

emotional distress than other caregivers (Clay et al., 2013).



1.2 Justification of the study

The feeling of stress often experienced as shameful, and stroke people may also fear being
or becoming a burden. Thus, they are reluctant to admit their normal life. In addition, their
caregivers may live in their homes with mental stress and communicate very few contacts
with the social and health care services. This study would strengthen the knowledge base
of stroke people and their caregivers stress and provides new information on community-
dwelling stroke people’s loneliness and depression for its alleviation. It explores the
prevalence of stroke people’s and caregivers stress and loneliness, its subjective causes
and associated characteristics. It also explores the relationship between loneliness, social
isolation and depression by differentiating them from each other. In addition, this study
describes the essential elements of a successful psychosocial intervention for stroke and

caregivers.

The elder or younger people who are faced stroke and their family in our country is the
part and parcel of our family or society or community. Their wellbeing is closely related
to our family. Because, if the senior citizen become stroke or lonely, their illness or
loneliness not to be limited to his/her, definitely it will influence or reflect to the family
or society, that will make a dislocation among us. Their frustration also makes us trouble
and embracing situation. If we can provide them with some sort of productivity will make
them in a cheerful mood, instead of boring or frustration. Moreover, they can contribute
us by giving some valuable suggestions, as they are experienced about family, society
and community. This study will highlight the problems about stress among stroke patient

and caregivers at rehabilitation centers, homes in our society or community.



1.3 Research question
What was the level of stress among the stroke caregivers at the centre for the

rehabilitation of the paralyzed?



1.4 Operational definition

Stroke is defined as a neurological condition that causes problems of physical functioning
that disturbs the overall activities of daily living.

A caregiver (CG) is defined as a person who lives with the patient and is most closely

involved in taking care of him/her.

Stress refers to anything that creates a challenge or a threat to our well-being is a stress.

When we feel that everything seems to have become too much can be considered as

stress.



CHAPTER II: LITERATURE REVIEW

In a study found that most of the stroke survivors stay at home and take domiciliary care,
which in reality is a burden on CGs. Stroke, may also compromise cognition, mood,
functional abilities and quality-of-life of the survivor. It also results in caregiver burden
and economic stress at individual, familial and national levels (Sujata & Kumar, 2013).
Another study in India found that financial difficulties are compounded by limited
employment opportunities for stroke survivors who are aged or only earners in the
family, the possibility of job retrenchment because of disability or long absence or both,
and continuing expenses for medicine and physiotherapy. The financial fears were more
common among slum residents and less educated CG, possibly because of limited
financial capability (Das et al., 2010).

Factors associated with caregiver burden that can lead to caregiver stress include the
relationship quality between caregiver and patient, the patient’s cognitive ability,
behavioral and psychological symptoms displayed by the patient, caregiver gender, and
adverse life events (Campbell et al., 2008).

A study about Assessment of stress among caregivers of the stroke survivors, they found
that female caregivers are more than the male caregivers and the caregivers
predominantly belonged to poor socio-economic status. More than half of the caregivers
(61%) were not literate. There is lack of data in India about the implication of
socioeconomic factors on the caregivers (Rajan et al., 2017).

It was found in a study done on family caregivers of people with dementia that caregivers
face many obstacles as they must balance care-giving with other demands, including

child rearing, career and social relationships. They were at increased burden, stress,



depression, and a variety of other health complications. The effects on caregivers are
diverse and complex, with many factors exacerbating or ameliorating how caregivers
react and feel as a result of their role (Brodaty & Donkin, 2009).

Another study suggests that the perceived stress of stroke survivors is related to
functional independence and depressive symptoms. In a longitudinal study conducted in
Texas on the perceived stress of 159 stroke survivors, it was noticed that the survivors
with lower functional independence had higher stress level. The depressive symptom is
another factor associated with perceived stress of stroke survivors after hospital dis-
charge. Findings are consistent with the results of cross-sectional study that aimed to
identify predictors of perceived stress of 97 stroke survivors immediately after discharge,
which showed that more depressive symptoms were related to higher levels of perceived
stress (Ostwald et al., 2008). Also, a study conducted in the state of Georgia, in the
United States, also found a strong positive correlation between perceived stress and
depressive symptoms in stroke survivors. Most stress faced by the caregivers is due to
untrained care giving, sleep disturbances and disturbances in managing their own family
life (Ain et al., 2014).

In a study spousal caregivers reported higher stress than stroke survivors, and over the
year their stress decreased less. Stress has been associated with a number of factors, the
most common being stroke survivor function, the relationship between the couple,
coping, and social support. Stroke survivor function, was significantly associated with
stress for both stroke survivors and spousal caregivers. In this study stroke survivors who
reported high levels of stress throughout the year were those who had poorer function,

perceived that their health was poor and felt that they were making a poor recovery from



the stroke at the time of discharge. Higher stress in spousal caregivers was also predicted
by poor health, in addition to being female and being younger. However, preparation for
caregiving responsibilities was the strongest predictor of stress in spousal caregivers
(Pierce et al., 2004).

Another study found that the absence of social support has been associated with stress in
stroke survivors and family caregivers. The availability of emotional and informational
support from family and friends was associated with lower stress levels in spousal
caregivers. In addition, caregivers who reported more family and friends to talk also
reported lower levels of stress during the year. Caregivers sometimes lose contact with
their support network because the disabilities associated with stroke make transportation
difficult, the time required to provide care leaves little energy for social interactions, or
because they lose their connection to others, believing that they don’t understand

(Secrest, 2000).



The mean age was 71.2 (SD = 8.4), ranging between 60 and 94 years. There was no dif-
ference between the mean age for men and women (p = 0.225). Most married survivors
(77%) were male. About 90% of stroke survivors lived with someone, being more fre-
quent those living with spouse (22.1%) and spouse and son/ daughter (21.1%). Among
the survivors who had caregivers, 35% received care from their son/daughter and 33.3%
from their spouse. There was no difference between the means of the PSS-10 with
respect to gender (p = 0.134) and residence status (p = 0.08). There was also no
relationship between age and perceived stress (r = -0.02, p = 0.85). Higher perceived
stress level was associated with lower functional independence and more depressive

symptoms. (Santos et al 2015).
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CHAPTER I1l: RESEARCH METHODOLOGY

3.1. Conceptual frameworks

Predictive variables
Age

Sex

Educational level
Occupation

Marital status
Religious belief
Family members
Monthly income
Relation to care recipient
Sub caregiver

Care giving duration

Care giving time

11

Response variables

Stress of stroke caregiver




3.2 Study objectives

3.2.1 General Objective
To find out the level of stress of the stroke caregivers at the Centre for the Rehabilitation

of the Paralyzed (CRP).

3.2.2 Specific objectives
To find out socio-demographic status of stroke caregivers.

To find out the relationship between functional independence level of patient and the

stress of the caregiver.

12



3.3 Study Design

This was a cross-sectional study. Cross-sectional design was used to find out the
quantitative information of different variable of this study. Data was collected once from
the participants to expose the relationship and other variables of interest. Therefore cross
sectional studies provide a picture of related characteristics in a population at a given

point in time.

3.4 Study population
The study was conducted among stroke caregiver who was staying with stroke sufferers
taking rehabilitation services from the Centre for the Rehabilitation of the Paralyzed

(CRP), Savar, Dhaka, Bangladesh.

3.5 Study area

Centre for the Rehabilitation of the Paralyzed is the largest rehabilitation centre in the
Bangladesh, even in South-Asian region. Here the people with disabilities get
opportunity to have multidisciplinary treatment. In this rehabilitation centre, spinal cord
injury unit, pediatric unit and stroke rehabilitation unit are well known all over the

country. However, the study will be conducted in Stroke Rehabilitation Unit.

3.6 Study period

This study was finished within eight months from the date of approval of the proposal.
This study was an academic part of the Masters course that’s why it had to finish
according to academic calendar. However it was started on August 2017 and it was

finished on April 2018.

13



3.7 Sample size

It is very difficult to establishing the best size of sample since this decision depends very
largely on the investigator which is being undertaken. Statistical studies are always better
when they are carefully planned. In the study, sample must be adequate in size, relative to
the goals of the study. Study sample must be “big enough” that an effect of such
magnitude as to be of scientific significance will also be statistically significant.

Formula of one-sample population will be used for calculating sample size
n=——

Here
z= the standard normal deviation usually set at 1.96 which correspondents to 95%
confidence level
p= the proportion of the target population estimated to have a particular characteristics
d=desired decision level usually set0.05
n=desired sample size

The sample size was 369 according to the prevalence of Bangladesh.

14



3.8 Inclusion exclusion criteria

3.8.1 Inclusion criteria
Participants willing to take part in the study.
Both male & female will get equally preference.

The caregiver’s minimum one month of stay with the Stroke patients.

3.8.2 Exclusion criteria

Stroke caregiver who did not give consent.

The caregivers not belonging to family members.

3.9 Sampling technique

A convenience sampling technique was used for sample selection.

3.10 Data collection tools

A structured questionnaire in Bangla was used to collect information on socio-
demographic and family related variables such as, age, sex, religion, marital status,
educational status, working status, family members, earning status. Two standard stress

measurement tools were used to develop the data collection questionnaire.

The Perceived Stress Scale (PSS-10), a 10-item scale, asked stroke survivors and
spousal caregivers to rate the extent to which they have felt their life to be stressful
during the past month. Item scores as rated on a 5-point scale (0 = never to 4 = very

often) range from 0 to 40, with higher scores suggesting higher levels of stress.

15



Functional Independence Measurement (FIM) Scale, an 18-item scale, measures the
degree of independence in the stroke survivor on a 7-point scale (7-Complete
Independence to 1-Total Assistance). The total scores range from 18-126 with higher

scores representing more independent functioning.
3.11 Data collection procedures

First of all, the thesis proposal was approved by the university. Approval was taken from
Institutional Review Board (IRB) of Bangladesh Health Professions Institute (BHPI).
Permission was taken from concerned authority of Center for the Rehabilitation of
Paralysed (CRP), Savar, Dhaka. Then individual informed consent was taken from
selected participants. Questions were asked to participants that were prepared. The data

collected were recorded and entered in SPSS program for analysis.

3.12 Data management and analysis
After completion of data collection, data was stored and quality control check was

performed. Statistical Package for Social Science (SPSS) was used for the analysis.

3.13 Quality control and quality assurance

Before starting the data collection, the researcher was complete a field test with some
selected caregivers for the survey question and face to face interview was conducted to
ensure whether the question were understand by the participants. It was important to
carry out a field test before collecting the final data because it helped the researcher to
improve the data collection plan. This field test was performed to identify any difficulties
that exist in the questionnaires. Then the researcher get chance to rearrange the
guestionnaires to make it more understandable, clear and enough for the participants and

the study.

16



3.14 Ethical consideration

The study was done through collection of data from the respondents through interview.
There was no physical or mental assault to the respondents. So that it was not harmful for
the patient and their caregivers as well as the rehabilitation centers. The study subjects
were also informed about being free to withdraw from the study at any time without
giving any reason. It was maintained privacy of the personal information of each subject.
The researcher was available to answer any study related question or inquiry to the
participants. Consent form was developed for all participants in written form and they
were guided about all rights that they preserve to explore during the study. Investigator
was taken permission to conduct research from the Ethical Review board of Bangladesh
Health Professions Institute as well as from the head of program of the Centre for the
Rehabilitation of the Paralyzed to collect information from the stroke rehabilitation unit.
3.15 Statistical Analysis

Statistical analysis was done by using IBM SPSS 23.0 Percentage values for various
categories in parameters viz. socio-demographic, relationship with the patient, presence
of sub care giver, care giving duration and care giving time in a day were generated and
presented as pie charts and colams.

The association between FIM scale and PSS was determined by cross tabulation followed

by Chi-square test.

17



CHAPTER IV: RESULTS

A total of 57 respondents participated in the study.
Table 1: Distribution of the respondent according to age group (N = 57)

Age (years) n Percentage

<20 2 3.5

21-30 13 22.8

31-40 20 35.1

41 — 50 15 26.3

51-60 4 7.0

6170 1 1.8
>71 2 3.5
Total 57 100.0

Among the 57 participants; approximately 3.5% was of < 20 years, approximately 22.8%
was in 21 to 30 years, 35.1% was in 31 to 40 years, 26.3% was in 41 to 50 years, 7.0%

was in 51 to 60 years, 1.8% was in 61 to 70 years and 3.5% was of > 70 years.

= Male

= Female

Figure 1: Distribution of the respondent according to sex.
Among the 57 participants; approximately 35.1% was male and 64.9% was female.

18




Table 2: Distribution of the respondent according to Educational background (N =

57)
Educational background n Percentage
Iliterate 2 3.5
Primary (0-5) 11 19.3
Under SSC (6-10) 17 29.8
SSC 16 28.1
HSC 10 17.5
Graduate 1 1.8
Total 57 100.0

Among the 57 participants; approximately 3.5% was illiterate, approximately 19.3% was

Primary (0-5), approximately 29.8% was under SSC (6-10), approximately 28.1% was

SSC, approximately 17.5% was HSC, approximately 1.8% was graduate.

60 -

50 -

40 -

20 -

10 -

Service
holder

Business

Housewife

10.5%
A
1.8% . I
— 4 L ¥ ;
Day laborer  Student

Figure 2: Distribution of the respondent according to their occupation.
Among the 57 participants; approximately 8.8% was service holder, approximately

22.8% did business, approximately 56.1% was housewife, approximately 1.8% was day

laborer and approximately 10.5% was student.
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Table 3: Distribution of the respondent according to marital status (N = 57)

Marital status n Percentage
Married 49 86.0
Unmarried 8 14.0
Total 57 100.0

Among the 57 participants; approximately 86.0% was married and 14.0% was unmarried.

Figure 3: Distribution of the respondent according to their religious belief.
Among the 57 participants; approximately 96.5% was Muslim and approximately 3.5%

was Hindu.

Table 4: Distribution of the participants according to family members (N = 57)

Family members n Percentage
<4 9 15.8
5to8 45 78.9
>9 3 5.3
Total 57 100.0

Among the 57 participants; approximately 15.8% have family members < 4,

approximately 78.9% have 5 to 8 and approximately 5.3% have > 9.

20
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Figure 4: Distribution of the respondent according to monthly family income.
Among the 57 participants, approximately 1.8% have family income < 10000 taka,

approximately 22.8% have 11000 to 20000 taka, approximately 36.8% have 21000 to

30000 taka, approximately 14.0% have 31000 to 40000 taka, approximately 17.5% have

41000 to 50000 taka and approximately 7.0% have >51000 taka.

Table 5: Distribution of the respondent according to the relation with the care

recipient (57)

Relation n Percentage
Wife 13 22.8
Husband 22 38.6
Daughter 5 8.8
Son 9 15.8
Sibling 8 14.0
Total 57 100.0

Among the 57 participants; approximately 22.8% was wife of the care recipient,

approximately 38.6% was husband, approximately 8.8% was daughter, approximately

15.8% was son and approximately 14.0% was sibling of the care recipient.
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Figure 5: Distribution of the respondent according to availability of sub-caregiver.
Among the 57 participants; approximately 15.8% have sub-caregiver and approximately

84.2% have no sub-caregiver.

Table 6: Distribution of the respondent according to duration of care giving (N = 57)

Duration n Percentage
< 6 months 38 66.7
7 to 12 months 16 28.1
> 13 months 3 5.3
Total 57 100.0

Among the 57 participants; approximately 66.7% are caring for < 6 months,

approximately 28.1% for 7 to 12 months and approximately 5.3% for > 13 months.
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Table 7: Distribution of the respondent according to care giving time (N = 57)

Time n Percentage
<8 hours 1 1.8
9 to 16 hours 5 8.8
> 17 hours 51 89.5
Total 57 100.0

Among the 57 participants; approximately 1.8% takes care for < 8 hours, approximately

8.8% for 9 to 16 hours and approximately 89.5% for > 17 hours.

Figure 6: Distribution of the respondent according to patient’s independence in

eating

Among the 57 participants; approximately 10.5% need total assistance with helper for

eating, approximately 57.9% need maximal assistance with helper, approximately 3.5%

need moderate assistance with helper, approximately 12.3% need minimal assistance with

helper and approximately 15.8% need supervision or setup with helper.
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Table 8: Distribution of the respondent according to patients independence in
grooming (N = 57)

Grooming n Percentage
Total assistance with helper 13 22.8
Maximal assistance with 30 52.6
helper
Moderate assistance with 5 8.8
helper
Minimal assistance with 2 3.5
helper
Supervision or setup with 7 12.3
helper
Total 57 100.0

Among the 57 participants; approximately 22.8% need total assistance with helper for
grooming, approximately 52.6% need maximal assistance with helper, approximately
8.8% need moderate assistance with helper, approximately 3.5% need minimal assistance

with helper and approximately 12.3% need supervision or setup with helper.

Figure 7: Distribution of the respondent according to patient’s independence in

bathing.
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Among the 57 participants; approximately 43.9% need total assistance with helper for

bathing, approximately 33.3% need maximal assistance with helper, approximately

10.5% need moderate assistance with helper, approximately 5.3% need minimal

assistance with helper and approximately 7.0% need supervision or setup with helper.

Table 9: Distribution of the respondent according to patients independence in

dressing upper body (N = 57)

Dressing upper body n Percentage
Total assistance with helper 14 24.6
Maximal assistance with 27 47.4
helper
Moderate assistance with 6 10.5
helper
Minimal assistance with 4 7.0
helper
Supervision or setup with 6 10.5
helper
Total 57 100.0

Among the 57 participants; approximately 24.6% need total assistance with helper for

dressing upper body, approximately 47.4% need maximal assistance with helper,

approximately 10.5% need moderate assistance with helper, approximately 7.0% need

minimal assistance with helper and approximately 10.5% need supervision or setup with

helper.
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Figure 8: Distribution of the respondent according to patient’s independence in
dressing lower body.

Among the 57 participants; approximately 21.1% need total assistance with helper for
dressing lower body, approximately 38.6% need maximal assistance with helper,
approximately 12.3% need moderate assistance with helper, approximately 8.8% need
minimal assistance with helper and approximately 19.3% need supervision or setup with

helper.
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Table 10: Distribution of the respondent according to patients independence in
toileting (N = 57)

Toileting n Percentage
Total assistance with helper 20 35.1
Maximal assistance with 24 42.1
helper
Moderate assistance with 3 5.3
helper
Minimal assistance with 1 1.8
helper
Supervision or setup with 6 10.5
helper
Modified independence with 3 5.3
no helper
Total 57 100.0

Among the 57 participants; approximately 35.1% need total assistance with helper for
toileting, approximately 42.1% need maximal assistance with helper, approximately 5.3%
need moderate assistance with helper, approximately 1.8% need minimal assistance with
helper, approximately 10.5% need supervision or setup with helper and approximately
5.3% have modified independence with no helper.

Table 11: Distribution of the respondent according to patients independence in
bladder management (N = 57)

Bladder management n Percentage
Total assistance with helper 18 31.6
Maximal assistance with 25 43.9
helper
Moderate assistance with 2 3.5
helper
Minimal assistance with 1 1.8
helper
Supervision or setup with 8 14.0
helper
Modified independence with 3 5.3
no helper
Total 57 100.0
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Among the 57 participants; approximately 31.6% need total assistance with helper for
bladder management, approximately 43.9% need maximal assistance with helper,
approximately 3.5% need moderate assistance with helper, approximately 1.8% need
minimal assistance with helper, approximately 14.0% need supervision or setup with

helper and approximately 5.3% have modified independence with no helper.

Figure 9: Distribution of the respondent according to patients independence in
bowel management.
Among the 57 participants; approximately 28.1% need total assistance with helper for
bowel management, approximately 50.9% need maximal assistance with helper,

approximately 1.8% need moderate assistance with helper, approximately 5.3% need

minimal assistance with helper, approximately 8.8% need supervision or setup with

helper and approximately 5.3% have modified independence with no helper.
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Table 12: Distribution of the respondent according to patients independence in
transfer- bed/chair/wheelchair (N = 57)

Transfer- n Percentage
bed/chair/wheelchair
Total assistance with helper 6 10.5
Maximal assistance with 18 31.6
helper
Moderate assistance with 8 14.0
helper
Minimal assistance with 8 14.0
helper
Supervision or setup with 11 19.3
helper
Modified independence with 4 7.0
no helper
Complete independence with 2 3.5
no helper
Total 57 100.0

Among the 57 participants; approximately 10.5% need total assistance with helper for
transfer- bed/chair/wheelchair, approximately 31.6% need maximal assistance with
helper, approximately 14.0% need moderate assistance with helper, approximately 14.0%
need minimal assistance with helper, approximately 19.3% need supervision or setup
with helper, approximately 7.0% have modified independence with no helper and

approximately 3.5% have complete independence with no helper.
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Table 13: Distribution of the respondent according to patients independence in
transfer- toilet (N = 57).

Transfer- toilet n Percentage
Total assistance with helper 5 8.8
Maximal assistance with 21 36.8
helper
Moderate assistance with 8 14.0
helper
Minimal assistance with 11 19.3
helper
Supervision or setup with 9 15.8
helper
Modified independence with 3 5.3
no helper
Total 57 100.0

Among the 57 participants; approximately 8.8% need total assistance with helper for
transfer- toilet, approximately 36.8% need maximal assistance with helper, approximately
14.0% need moderate assistance with helper, approximately 19.3% need minimal
assistance with helper, approximately 15.8% need supervision or setup with helper and
approximately 5.3% have modified independence with no helper.

Table 14: Distribution of the respondent according to patients independence in
transfer-bath/shower (N = 57)

Transfer-bath/shower n Percentage
Total assistance with helper 12 21.1
Maximal assistance with 20 35.1
helper
Moderate assistance with 6 10.5
helper
Minimal assistance with 8 14.0
helper
Supervision or setup with 8 14.0
helper
Modified independence with 3 5.3
no helper
Total 57 100.0

Among the 57 participants; approximately 21.1% need total assistance with helper for

transfer-bath/shower, approximately 35.1% need maximal assistance with helper,
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approximately 10.5% need moderate assistance with helper, approximately 14.0% need
minimal assistance with helper, approximately 14.0% need supervision or setup with

helper and approximately 5.3% have modified independence with no helper.

Figure 10: Distribution of the respondent according to patients independence in
walk/wheel chair.
Among the 57 participants; approximately 12.3% need total assistance with helper for
walk/wheel chair, approximately 42.1% need maximal assistance with helper,
approximately 12.3% need moderate assistance with helper, approximately 5.3% need

minimal assistance with helper, approximately 22.8% need supervision or setup with

helper and approximately 5.3% have modified independence with no helper.
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Table 15: Distribution of the respondent according to patients independence in stair
(N =57).

Stair n Percentage
Total assistance with helper 30 52.6

Maximal assistance with 19 33.3
helper

Moderate assistance with 2 3.5
helper

Minimal assistance with 4 7.0
helper

Supervision or setup with 2 3.5
helper
Total 57 100.0

Among the 57 participants; approximately 52.6% need total assistance with helper for
stair, approximately 33.3% need maximal assistance with helper, approximately 3.5%

need moderate assistance with helper, approximately 7.0% need minimal assistance with

helper and approximately 3.5% need supervision or setup with helper.

Figure 11: Distribution of the respondent according to patients independence in
comprehension.
Among the 57 participants; approximately 7.0% need maximal assistance with helper for
comprehension, approximately 1.8% need moderate assistance with helper,

approximately 8.8% need minimal assistance with helper, approximately 24.6% need
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supervision or setup with helper, approximately 49.1% need modified independence with

no helper and approximately 8.8% have complete independence with no helper.

Table 16: Distribution of the respondent according to patients independence in
expression (N = 57)

Expression n Percentage
Total assistance with helper 2 3.5
Maximal assistance with 1 1.8
helper
Moderate assistance with 3 5.3
helper
Minimal assistance with 2 3.5
helper
Supervision or setup with 8 14.0
helper
Modified independence with 32 56.1
no helper
Complete independence 9 15.8
with no helper
Total 57 100.0

Among the 57 participants; approximately 3.5% need total assistance with helper for
expression, approximately 1.8% maximal assistance with helper, approximately 5.3%
need moderate assistance with helper, approximately 3.5% need minimal assistance with
helper, approximately 14.0% need supervision or setup with helper, approximately 56.1%
need modified independence with no helper and approximately 15.8% have complete

independence with no helper.
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Table 17: Distribution of the respondent according to patients independence in
social interaction (N = 57)

Social interaction n Percentage
Total assistance with helper 1 1.8
Maximal assistance with 3 5.3
helper
Minimal assistance with 4 7.0
helper
Supervision or setup with 12 21.1
helper
Modified independence with 29 50.9
no helper
Complete independence 8 14.0
with no helper
Total 57 100.0

Among the 57 participants; approximately 1.8% need total assistance with helper for
social interaction, approximately 5.3% maximal assistance with helper, approximately
7.0% need minimal assistance with helper, approximately 21.1% need supervision or
setup with helper, approximately 50.9% need modified independence with no helper and

approximately 14.0% have complete independence with no helper.

Figure 12: Distribution of the respondent according to patients independence in
problem solving.
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Among the 57 participants; approximately 1.8% need total assistance with helper for
problem solving, approximately 5.3% maximal assistance with helper, approximately
1.8% need moderate assistance with helper, approximately 10.5% need minimal
assistance with helper, approximately 29.8% need supervision or setup with helper,
approximately 40.4% need modified independence with no helper and approximately
10.5% have complete independence with no helper.

Table 18: Distribution of the respondent according to patients independence in
memory (N = 57).

Memory n Percentage
Total assistance with helper 1 1.8
Moderate assistance with 1 1.8
helper
Minimal assistance with 2 3.5
helper
Supervision or setup with 3 3.5
assistance
Modified independence with 16 28.1
no helper
Complete independence 34 59.6
with no helper
Total 57 100.0

Among the 57 participants; approximately 1.8% need total assistance with helper in
memory, approximately 1.8% need moderate assistance with helper, approximately 3.5%
need minimal assistance with helper, approximately 3.5% need supervision or setup with
assistance, approximately 28.1% need modified independence with no helper and

approximately 59.6% have complete independence with no helper.
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Figure 13: Distribution of the respondent according to their total score in FIM scale.

Among the 57 participants the highest percentage of FIM scale was of 41 to 60 and the

percentage was 54.4%. After that 61 to 80 was 26.3%, 81 to 100 was 12.3% and 18 to 40

was 7.0%

Table 19: Distribution of the respondent according to how often have the
respondent been upset because of something that happened unexpectedly in the last

month (N = 57)

Upset n Percentage
Never 5 8.8
Almost never 13 22.8
Sometimes 32 56.1
Fairly often 4 7.0
Very often 3 5.3
Total 57 100.0

Among the 57 participants; approximately 8.8% respondent never been upset because of

something that happened unexpectedly in the last month, approximately 22.8% almost

never; approximately 56.1% sometimes, approximately 7.0% fairly often, approximately

5.3% very often.
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Figure 14: Distribution of the respondent according to how often have the
respondent felt he was unable to control the important thing in his life in the last
month.

Among the 57 participants; approximately 7.0% respondent never felt he was unable to

control the important thing in his life in the last month, approximately 35.1% almost
never; approximately 43.9% sometimes, approximately 8.8% fairly often, approximately
5.3% very often.

Table 20: Distribution of the respondent according to how often have the
respondent felt nervous and stressed in the last month (N = 57).

Felt nervous and stressed n Percentage
Never 6 10.5
Almost never 19 33.3
Sometimes 22 38.6
Fairly often 7 12.3
Very often 3 5.3
Total 57 100.0

Among the 57 participants; approximately 10.5% respondent never felt nervous and
stressed in the last month, approximately 33.3% almost never; approximately 38.6%

sometimes, approximately 12.3% fairly often, approximately 5.3% very often.
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Figure 15: Distribution of the respondent according to how often has he felt that
confident about his ability to handle his personal problems.
Among the 57 participants; approximately 8.8% respondent never felt that confident

about his ability to handle his personal problems in the last month, approximately 22.8%

almost never; approximately 42.1% sometimes, approximately 24.6% fairly often,

approximately 1.8% very often.

Table 21: Distribution of the respondent according to how often has he felt that

things were going his way (N = 57)

Things were going his way n Percentage
Never 5 8.8
Almost never 19 33.3
Sometimes 19 33.3
Fairly often 14 24.6
Total 57 100.0

Among the 57 participants; approximately 8.8% respondent never felt that how often has

he felt that things were going his way in the last month, approximately 33.3% almost

never; approximately 33.3% sometimes and approximately 24.6% fairly often.
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Figure 15: Distribution of the respondent according to how often has he found not
that he could not cope with all the things that he had to do.
Among the 57 participants; approximately 5.3% respondent never has found not that he
could not cope with all the things that he had to do in the last month, approximately

33.3% almost never; approximately 54.4% sometimes, approximately 5.3% fairly often

and approximately 1.8% very often.
Table 22: Distribution of the respondent according to how often have he felt been

able to control irritations in his life (N = 57)

he felt been able to control n Percentage
irritations in his life

Never 1 1.8

Almost never 16 28.1
Sometimes 21 36.8

Fairly often 17 29.8
Very often 2 3.5

Total 57 100.0

Among the 57 participants; approximately 1.8% respondent never has felt been able to
control irritations in his life in the last month, approximately 28.1% almost never;
approximately 36.8% sometimes, approximately 29.8% fairly often and approximately

3.5% very often.
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Figure 17: Distribution of the respondent according to how often he felt that he was
on top of things.

Among the 57 participants; approximately 5.3% respondent never has felt that he was on

top of things in the last month, approximately 17.5% almost never; approximately 38.6%

sometimes, approximately 33.3% fairly often and approximately 5.3% very often.
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Table 23: Distribution of the respondent according to how often he been angered
because of things that were outside of his control (N = 57).

Angered because of things n Percentage (%)
that were outside of his
control
Never 5 8.8
Almost never 19 33.3
Sometimes 23 40.4
Fairly often 8 14.0
Very often 2 3.5
Total 57 100.0

Among the 57 participants; approximately 8.8% respondent never been angered because
of things that were outside of his control in the last month, approximately 33.3% almost

never, approximately 40.4% sometimes, approximately 14.0% fairly often and

approximately 3.5% very often.

H Never

E Almost never

H Fairly often

u Very often

Figure 18: Distribution of the respondent according to felt difficulties were pilling
up so high that he could not overcome them.
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Among the 57 participants; approximately 7.0% respondent never felt difficulties were

pilling up so high that he could not overcome them in the last month, approximately

36.8% almost never; approximately 47.4% sometimes, approximately 7.0% fairly often

and approximately 1.8% very often.

Table 24: Distribution of the respondent according to their stress level (PSS). (N =

57)
Score n Percentage
Low stress (0 to 13) 7 12.3
Moderate stress (14 to 26) 50 87.7
Total 57 100.0

Among the 57 participants; most of the percentage of stress level was moderate (14 to 26)

and the percentage is 87.7, rest are of low stress and the percentage is 12.3%.
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Table 25: Association between PSS and socio-demography of the respondent.

Socio-demographic factors P —value
Age 0.155
Sex 0.187
Educational background 0.552
Occupation 0.195
Family members 0.281
Monthly income 0.321
Relation to care recipient 0.169
Presence of sub caregiver 0.278
Care giving duration 0.406
Care giving time in a day 0.625

Socio-demographic factors shows non significant association with PSS.

Table 26: Association between FIM scale and PSS

Variables Total score of PSS P value df Chi-square
Low stress Moderate
(0to 13) stress
(14 to 26)
Total score
of FIM scale
18 to 40 1 3
(14.3%) (6.0%)
41 to 60 1 30
(14.3%) (60.0%) 0.029 3 9.051
61 to 80 2 13
(28.6%) (26.0%)
81 to 100 3 4
(42.9%) (8.0%)
Total 7 50
(100.0%) (100.0%)

Here P value = 0.029 < 0.05, so it shows significant association.
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Table 27: Association between PSS and motor FIM scale

Variables Total score of PSS P value df Chi-square
Low stress Moderate
(0to 13) stress
(14 to 26)
Total score
of motor
FIM scale
131033 2 34
(28.6%) (68.0%)
34 t0 53 2 11 0.042 2 6.351
(28.6%) (22.0%)
54t0 73 3 13
(42.9%) (26.0%)
Total 7 50
(100) (100.0%)
Here P value = 0.042 < 0.05, so it shows significant association.
Table 28: Association between PSS and cognition FIM
Variables Total score of PSS P value df Chi-square
Low stress Moderate
(0to 13) stress
(14 to 26)
Total score
of cognition
FIM scale
51010 0 1
(0.0%) (2.0%)
11to 15 0 1
(0.0%) (2.0%)
16 to 20 1 0
(14.3%) (0.0%) 0.034 5 12.083
21to 25 0 8
(0.0%) (16.0%)
26 to 30 6 25
(85.7%) (50%)
31to 35 0 15
(0.0%) (30.0%)
Total 7 50
(100.0%) (100.0%)

Here P value = 0.034 < 0.05, so it shows significant association.
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LIMITATION

Performance bias: Performance Bias from respondents’ side may have been introduced
during data collection as respondents were aware of what is to be asked to them. They
may have sub consciously changed their choice to make themselves in better view and
opinions of researcher. Key informant may have wished to keep quiet about actual status
about the hospital. They may have altered their views and opinions regarding
rehabilitation during interviews.

Small sample size: Although 57 samples were taken, still the results cannot be
generalized to the whole population of Bangladesh because of small sample size. Due to
time constraint and unavailability of stroke patients in CRP outdoor researcher has been
taken small sample size which was very low comparison to stroke prevalence rate in
Bangladesh.

Lack of prior research with similar type: Lots of research focuses on challenges during

total phase. Very few studies focus on level of stress in PSS among the caregiver.
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CHAPTER V: DISCUSSION

This study should advance the understanding of level of stress among the persons who
are caring stroke patients. In a study found that most of the stroke survivors stay at home
and take domiciliary care, which in reality is a burden on CGs. Stroke, may also
compromise cognition, mood, functional abilities and quality-of-life of the survivor. It
also results in caregiver burden and economic stress at individual, familial and national
levels (Sujata & Kumar, 2013). In this study it shows the stress level among the
caregivers of the patients who are admitted in CRP, Savar, Dhaka.

Another study found that Factors associated with caregiver burden that can lead to
caregiver stress include the relationship quality between caregiver and patient, the
patient’s cognitive ability, behavioral and psychological symptoms displayed by the
patient, caregiver gender, and adverse life events (Campbell et al., 2008). In this study, it
shows 35.1% caregiver was male and 64.9% was female, 12.3% caregiver was in low
stress level and 87.7% was in moderate stress level. Among the moderate stress level
68.0% respondent was female and in low stress level 57.1% was male.

A study about Assessment of stress among caregivers of the stroke survivors, they found
that more than half of the caregivers (61%) were not literate (Rajan et al., 2017). In my
study it shows maximum (29.8%) caregivers were under SSC and among the participants
in moderate stress level 30.0% was under SSC and 30% was SSC completed. In low
stress level 42.9% was HSC completed. The study also shows that the caregivers
predominantly belonged to poor socio-economic status. (Rajan et al., 2017) and this study
shows 36.8% participants have family income in the range of 21000 to 30000 taka and

also shows that in the moderate stress level 40.0% participants was on that range of
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family income, in low stress level 42.9% respondent have their family income in range of
11000 to 20000 taka.

Another study suggests that the perceived stress of stroke survivors is related to
functional independence and depressive symptoms. In a longitudinal study conducted in
Texas on the perceived stress of 159 stroke survivors, it was noticed that the survivors
with lower functional independence had higher stress level (Ostwald et al., 2008). In this
study 54.4% patients functional independence level was 41 to 60 and 87.7% participants
are in moderate stress level according to PSS. In moderate stress level 60.0% patients
functional independence level was 41 to 60. The p value of association between FIM and
PSS is 0.029.

In this study, the finding is- association between PSS and Motor FIM, PSS and cognition
FIM also shows significance (p = 0.042 and 0.034 respectively). Among the respondents
who are in moderate stress level 88.0% caregivers are taking care for more than 17 hours
in a day. 66.0% were taking care for less than 6 months. In moderate stress level 82.0%

respondents have no sub caregiver.
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Recommendation

Further research is need for future research based on a large sample to examine outcomes
that are associated with specific factors. It is also recommended that further study need to
conduct to see the association and correlation between different variables in relation to
community integration. Some variables like understanding between patient and caregiver,
family acceptance of patient, earning member of the patients family should include in
further research. It is also recommended to conduct study in both urban and rural

communities.
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Conclusion

The aim of the study was to find out the stress level among the caregivers of stroke patients
who are admitted at CRP, Savar. A structured questionnaire was used to collect data on: the
caregiver’s demography; how long he is caring the patient, presence of sub caregiver,
independence level of the patient and PSS. A cross-sectional study design using a
qualitative research method was selected for the study. The study sample includes 57
participants who are taking care of stroke patients, taking treatment at CRP. 35.1%
caregiver was male and 64.9% was female, 12.3% caregiver was in low stress level and

87.7% was in moderate stress level. Among the moderate stress level 68.0% respondent was
female and in low stress level 57.1% was male. Maximum (29.8%) caregivers were under SSC
and among the participants in moderate stress level 30.0% was under SSC and 30% was SSC
completed. In low stress level 42.9% was HSC completed. 36.8% participants have family
income in the range of 21000 to 30000 taka and in the moderate stress level 40.0%
participants was on that range of family income, in low stress level 42.9% respondent have
their family income in range of 11000 to 20000 taka. 54.4% patients functional independence
level was 41 to 60 and 87.7% participants are in moderate stress level according to PSS. In
moderate stress level 60.0% patients functional independence level was 41 to 60. The p
value of association between FIM and PSS is 0.029. Association between PSS and Motor
FIM, PSS and cognition FIM also shows significance (p = 0.042 and 0.034 respectively).
Among the respondents who are in moderate stress level 88.0% caregivers are taking care for
more than 17 hours in a day. 66.0% were taking care for less than 6 months. In
moderate stress level 82.0% respondents have no sub caregiver. On finding association
between PSS and FIM scale was significant. Association between PSS and other factors was

not significant.
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ANNEXURE-A
Informed Consent From

RESEARCH TITLE:

“Stress among the Stroke Caregivers at the Centre for the Rehabilitation of the Paralyzed

(CRP), Bangladesh”

ID/SI.NO......
Date............. [oveiiiiii... [oviiiiii..
Assalamualaikum, | am Mr/MIS./MISS. ..o Have been informed

about the questionnaire of the project title,“Stress among the stroke caregivers at the centre for
the rehabilitation of the paralyzed (CRP), Bangladesh.” Conducted by Raju Ahmed Student of
MSc in Rehabilitation Science. | do hereby agree voluntarily to participate as a subject in this
study.

| understand that it is a research including its purpose, duration and procedure to be followed.
Whatever information | provide will be kept strictly confidential and will not be shown to others.
My name will not be published in the study report and will not get any financial benefit for
attending this study. | have been given opportunity to ask the interviewer further questions for

which I may contact research worker.

| understand that | have the right to leave or cancel my consent and withdraw myself from the
study at any time for any reason without any penalty. I certify that | have signed this informed
consent formed willingly to participate in the said research project.

Respondent Signature Interviewer’s Signature
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among the Stroke Caregivers at the Centre for the Rehabilitation of the Paralyzed (CRP),
Bangladesh™.
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Annexure-B

( TNEFAR)
Questionnaire
Title: “Stress among the Stroke Caregivers at the Centre for the Rehabilitation of the
Paralyzed (CRP), Bangladesh”

Name of the Interviewer:

(FTFrSTIR 1)

Date of Interview: Time of Interview:
(TFICSHIC SIfF) (GG 797

Respondent’s Identification (SemieR <)

Name of respondent:
(CemreE =Iw)

Address

()

Mobile No (if possible):
QRISIKEN)

E-Mail (if possible):
(3-Tweat fozrem)

Part A: Socio-Demographic Information’s

TEF GRS O
SL NO Question(&¥) Code
1. Age of the respondent

AN 9 F© ?

2. Sex of the respondent 1=Male (59)
Teawren forer 2=Female (xf=T)




Educational Background of
respondent
[RERICKRIRISE RG]

the

1=llliterate (f~=r=)

2 = Primary (0-5) (amfy=)
3=Under SSC(6-10)«as1«=i= w1
4=SSC («gs1«sfr)

5=HSC («ag5aafT)

6=Graduate (TTe<)

7 =Post graduate and above
(Fretren)

Occupation of the respondent
AR (oM ?

1= Service holder (5F41)
2 = Business (53=)

3 = Housewife (+f&)
4=Day laborer (=fs)
5= Student (2@)

6= Others (S=5177)

Marital status

1=Married (R=ifz®)

(it S 2=Unmarried (Sf&<1zs)
3=Divorced
4=Widowed

Religious belief of the respondent 1 = Muslim (=)

SR (ST g 2 2=Hindu (&%)

3=Christian (¥&")
4=Buddhist (=)
5= Others (S=717)

Family members of the respondent

SR ARG 7 7T F© ? Members
Total monthly family income (BDT) of
the respondent BDT

AR AIRIER T = e 2




Care giving related factors (Igawiv =)

9. Relation to care recipient 1 = Wife (&)
TR ATFIRIT AL T4F 2 = Husband (=7t)
3 = Daughter (ttx)
4 = Daughter in law (2@3Y)
5 =Son (@)
6 = Sibling (?tam=)
7 = Others (S(7197)
10 Availability of sub caregiver 1="Yes (3)
Torowl eI TAfEfe 2 = No ()
11 Care giving duration
TR YA AT
Months (329)
12 Care giving time
TRAVICTT AT
Hour/ day (s51/m)

Functional independence related factors of the patients on care giver

(RGP A @M FwAO! o)
13 Eating 1 = Total assistance with helper (TRRIFRR =5 =zTer)
(o) 2 = Maximal assistance with helper(cirzrifia si<ifee s2rer)

3 = Moderate assistance with helper(FTRRIFHR T3 A=)
4 = Minimal assistance with helper (=== 751 s7=e)

5 = Supervision or setup with helper(FIRFIFR ©RiRHI)

6 = Modified independence with no helper

(TR el AT AETE)
7 = Complete independence with no helper
(RIS =IO 0+ ATTw)
14. Grooming 1 = Total assistance with helper (FTRRIFRRT= A=RI©))
(~rfev) 2 = Maximal assistance with helper(FTrzsRimifT=rTeD)

3 = Moderate assistance with helper(Tr2RrFR<rIIRIT)
4 = Minimal assistance with helper(rRFRREERRITST)

5 = Supervision or setup with helper(GTrRRIFIRReRRLIE)
6 = Modified independence with no helper

(TR GRS ©oTeTae)

7 = Complete independence with no helper




(TRRIFRRGRT T<eTe)

15

Bathing
(=)

1 = Total assistance with helper (FTRFRRT=FH A=)

2 = Maximal assistance with helper(sTrrRyFEfamT=RT)
3 = Moderate assistance with helper(TRRIFRTTIRITS)
4 = Minimal assistance with helper(TrRIFRIEERIRITST)

5 = Supervision or setup with helper(TrRIFRIToRRIE)

6 = Modified independence with no helper

(TR RReHRR CRER)

7 = Complete independence with no helper

(TRAFIRICITH A1)

16

Dressing, Upper
body
(Afa- TE*R17)

1 = Total assistance with helper (RIS A=RI©))

2 = Maximal assistance with helper(FRErFRRIfT=RTe)
3 = Moderate assistance with helper(TRIFRRTTRRTT)
4 = Minimal assistance with helper(rRIFRIzEERRITST)

5 = Supervision or setup with helper(FTRRIFRTOFRLIT)

6 = Modified independence with no helper
(TRTFRRG RIS eIReT)

7 = Complete independence with no helper

(TRIFRRGRT T<eTe)

17

Dressing, Lower
body
(eifRaa- i)

1 = Total assistance with helper (TREFRT= 7=T)

2 = Maximal assistance with helper(FrRRIFRRIHF=RRTS)
3 = Moderate assistance with helper(Tr2RIFRRTTIRITS)
4 = Minimal assistance with helper(iRRIIRIzeERRIIST)

5 = Supervision or setup with helper(TRRIIRTeRRLI)

6 = Modified independence with no helper

(TR GRS ©oTeTa)

7 = Complete independence with no helper

(TRAFIRIGITH F1eree)

18

Toileting
(eTeTTT)

1 = Total assistance with helper (TSR =RM©1)

2 = Maximal assistance with helper(FTREFRRIHTT=wTeT)
3 = Moderate assistance with helper(FRGFRRNGRTS)
4 = Minimal assistance with helper(rRFRREERRITST)

5 = Supervision or setup with helper(FTRRIFIRTOFRLIT)

6 = Modified independence with no helper

(GRS BRIV RMIENICCHISEED))

7 = Complete independence with no helper




(TRRIFRRGRT T<eTe)

19

Bladder
management

(TEETIE)

1 = Total assistance with helper (FTRFRRT=FH A=)

2 = Maximal assistance with helper(sTrrRyFE famT=R)
3 = Moderate assistance with helper(TRRIFRTTIRITS)
4 = Minimal assistance with helper(TrRIFRIEERIRITST)

5 = Supervision or setup with helper(TrRIFRIToRRIE)

6 = Modified independence with no helper

(TR RReHRR CRER)

7 = Complete independence with no helper

(TRAFIRICITH A1)

20

Bowel
management

(QERIEEGD))

1 = Total assistance with helper (RIS A=RI©))

2 = Maximal assistance with helper(FTRERRI4TT=wTeT)
3 = Moderate assistance with helper(TRIFRRTTRRTT)
4 = Minimal assistance with helper(rRIRIzEERRITST)

5 = Supervision or setup with helper(FTRRIFRTOFRLIT)

6 = Modified independence with no helper
(TRTFRRG RIS eIReTT)

7 = Complete independence with no helper

(TRIFRRGRT T<eTe)

21

Transfer-
bed/chair/wheelc
hair

(Zreq- e/
A/ 22T (BFI)

1 = Total assistance with helper (TREFRT= 7=T)

2 = Maximal assistance with helper(FrRRIFRRIHF=RRTS)
3 = Moderate assistance with helper(Tr2RIFRRTTIRITS)
4 = Minimal assistance with helper(FrRRIIIzemERIRIIT)

5 = Supervision or setup with helper(TRRIIRTeRRLI)

6 = Modified independence with no helper

(TR GRS ©oTerae)

7 = Complete independence with no helper

(TRAFIRIGITH F1eree)

22

Transfer- toilet
(B=R- TIFF)

1 = Total assistance with helper (TSR =R©1)

2 = Maximal assistance with helper(FTREFRRIHTT=wTeT)
3 = Moderate assistance with helper(FRGFRRNGRTS)
4 = Minimal assistance with helper(rRFRREERRITST)

5 = Supervision or setup with helper(FTRRIFIRTOFRLIT)

6 = Modified independence with no helper

(GRS BRIV RMIENICCHISEED))

7 = Complete independence with no helper




(TRRIFRRGRT T<eTe)

23

Transfer-
bath/shower
(Zres-
FEWAERD

1 = Total assistance with helper ((TREFRRT=H A=)

2 = Maximal assistance with helper(sTrrRyFE famT=R)
3 = Moderate assistance with helper(TRRIFRTTIRITS)
4 = Minimal assistance with helper(TrRISRIzEERIRITST)

5 = Supervision or setup with helper(TRIFRIToRRIE)

6 = Modified independence with no helper

(TR RReHRR CRER)

7 = Complete independence with no helper

(TRAFIRICITH A1)

24

Walk/wheelchair
(BT / 221 5A)

1 = Total assistance with helper (RIS A=RI©))

2 = Maximal assistance with helper(FTRERRI4TT=wTeT)
3 = Moderate assistance with helper(TRIFRRTTRRTT)
4 = Minimal assistance with helper(rRIFRIzEERRITST)

5 = Supervision or setup with helper(FTRRIFRTOFRLIT)

6 = Modified independence with no helper
(TRTFRRG RIS eIReTT)

7 = Complete independence with no helper

(TRIFRRGRT T<eTe)

25

Stair
(o)

1 = Total assistance with helper (TREFRT= 7=T)

2 = Maximal assistance with helper(FrRRIFRRIHF=RRTS)
3 = Moderate assistance with helper(Tr2RIFRRTTIRITS)
4 = Minimal assistance with helper(iRRIIRIzeERRIIST)

5 = Supervision or setup with helper(TRRIIRTeRRLI)

6 = Modified independence with no helper

(TR GRS ©oTerae)

7 = Complete independence with no helper

(TRAFIRIGITH F1eree)

26

Comprehension
(i)

1 = Total assistance with helper (TSR =RM©1)

2 = Maximal assistance with helper(FTRErFRRIHTT=wTeT)
3 = Moderate assistance with helper(FRGFRRNGRTS)
4 = Minimal assistance with helper(rRFRREERRITST)

5 = Supervision or setup with helper(FTRRIFIRTOFRLIT)

6 = Modified independence with no helper

(GRS BRIV RMIENICCHISEED))

7 = Complete independence with no helper




(TRRIFRRGRT T<eTe)

27

Expression
(vfeafe)

1 = Total assistance with helper (FTRFRRT=FH A=)

2 = Maximal assistance with helper(sTrrRyFE famT=R)
3 = Moderate assistance with helper(TRRIFRTTIRITS)
4 = Minimal assistance with helper(TrRIFRIEERIRITST)

5 = Supervision or setup with helper(TrRIFRIToRRIE)

6 = Modified independence with no helper

(TR RReHRR CRER)

7 = Complete independence with no helper

(TRAFIRICITH A1)

28

Social
interaction
(e i)

1 = Total assistance with helper (RIS A=RI©))

2 = Maximal assistance with helper(FTRERRI4TT=wTeT)
3 = Moderate assistance with helper(TRIFRRTTRRTT)
4 = Minimal assistance with helper(rRIRIzEERRITST)

5 = Supervision or setup with helper(FTRRIFRTOFRLIT)

6 = Modified independence with no helper
(TRTFRRG RIS eIReTT)

7 = Complete independence with no helper

(TRIFRRGRT T<eTe)

29

Problem solving
(TPTTILI)

1 = Total assistance with helper (TREFRT= 7=T)

2 = Maximal assistance with helper(FrRRIFRRIHF=RRTS)
3 = Moderate assistance with helper(Tr2RIFRRTTIRITS)
4 = Minimal assistance with helper(FRRyIRIzeERRIIST)

5 = Supervision or setup with helper(TRRIIRTeRRLI)

6 = Modified independence with no helper

(TR GRS ©oTerae)

7 = Complete independence with no helper

(TRAFIRIGITH F1eree)

30

Memory

(yfe=fe)

1 = Total assistance with helper (TRTFRET= =Te)

2 = Maximal assistance with helper(FTREFRRIHTT=wTeT)
3 = Moderate assistance with helper(FRGFRRNGRTS)
4 = Minimal assistance with helper(rRFRREERRITST)

5 = Supervision or setup with helper(FTRRIFIRTOFRLIT)

6 = Modified independence with no helper
(GIPRISEPIRIERISCHISEED)|

7 = Complete independence with no helper




(TRTFRRIGRT TeT=)

Care givers stress related questions (PSS)(TgFRRbRTFoer)

31

In the last month, how often have you
been upset because of something that
happened unexpectedly?

(e TTaesfI#reeg R
QAR Fo 7 e 2= ?)

0 = Never (F=1241)

1 = Almost never (ARFTTIZAT)
2 = Sometimes (FUTAFT)

3 = Fairly often (21%3)

4 = very often (a=a¥3)

32

In the last month, how often have you felt
that you were unable to control the
important things in your life?
(e WCTSARFEE RS TeIRERET @
EIMIESIMOIRCE O] NEaou
feferrefrfrgasace=imce=r ?)

0 = Never (F=1241)

1 = Almost never (ARFTIZAT)
2 = Sometimes (FUTHFT)

3 = Fairly often (21%3)

4 = very often (2weE)

33

In the last month, how often have you felt
nervous and “stressed”? (1

TS A FS B TR e QLA SIRCACRA ?)

0 = Never (F4=13)

1 = Almost never (2RTFCIZT)
2 = Sometimes (FLTHFT)

3 = Fairly often (21%3)

4 = very often (A7&17R)

34

In the last month, how often have you felt
confident about your ability to handle
your personal problems

(ore RIS CIES eI
TGRIARPENARe SRS
AT SRR ?)

0 = Never (F4=13)

1 = Almost never (2RIFCIZT)
2 = Sometimes (FUTHFTT)

3 = Fairly often (21%3)

4 = very often (AF&7R)

35

In the last month, how often have you felt
that things were going your way

((re  WeTEHfEeErERSTeIRERE @
ST AALTEABCE ?)

0 = Never (Ft=1g)

1 = Almost never (&FFHTIEAT)
2 = Sometimes (FLTAFT)

3 = Fairly often (2i=3)

4 = very often (2weR)

36

In the last month, how often have you
found that you could not cope with all the
things that you had to do?

(fe WA FE  wWE AR @
AR B RS IS FACS AR ?)

0 = Never (F=13)

1 = Almost never (&FFLTIEAT)
2 = Sometimes (FLTAFT)

3 = Fairly often (21%3)

4 = very often (252z3)

37

In the last month, how often have you
been able to control irritations in your
life?

(e MEEEN e ARG Sraet

0 = Never (F=1241)

1 = Almost never (&FFTIEAT)
2 = Sometimes (FUTHFT)

3 = Fairly often (21=3)




fEaFaCe (oI ?)

4 = very often (2z3)

38

In the last month, how often have you felt
that you were on top of things?

(ro WO O ANTAGSIRCACRT &
SATIRS. (AT ?)

0 = Never (F=1241)

1 = Almost never (ARFTTIZAT)
2 = Sometimes (FLTAFT)

3 = Fairly often (21%3)

4 = very often (2w2E)

39

In the last month, how often have you
been angered because of things that were
outside of your control?

(o WoEER e T e
RS AT ST AR TR ISR ?)

0 = Never (F4=13)

1 = Almost never (ARFTTIZAT)
2 = Sometimes (FLTHFT)

3 = Fairly often (21%3)

4 = very often (weE)

40

In the last month, how often have you felt
difficulties were piling up so high that you
could not overcome them?

(re WEEER FO  TFEgeIRERy
SAFIITET i)
S IRSIMICSICICTE EE (CMIE[CETICED)

0 = Never (F4=13)

1 = Almost never (&FFLTTIZAT)
2 = Sometimes (FLTHFT)

3 = Fairly often (21%3)

4 = very often (2weE)




S ETTTY (TR AT SAFBHEE (RusPrens)

ol Bangladesh Health Professions Institute (BHPI)

ROFESSIONS INSTITUTE
(The Academic Institute of CRP)

CRP-BHPI/IRB/03/18/202 : “’e'z‘!'/og‘/‘”" €

To

Raju Ahmed

M.Sc in Rehabilitation Science

Session: 2016-2017, Student ID: 181 160061
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Subject: Approval of thesis proposal “Stress among the stroke caregivers at the centre for
the rehabilitation of the paralyzed (CRP), Bangladesh” by ethics committee.

Dear Raju Ahmed,

Congratulations!

The Institutional Review Board (IRB) of BHPI has reviewed and discussed your to conduct the
above mentioned dissertation with yourself, as the Principal investigator. The Following
documents have been reviewed and approved:

Sr. No. | Name of the Documents

1 Dissertation Proposal

2 Bengali version of the Questionnaire
3 Information sheet & consent form.

Since the study involves exploring stress among the stroke caregivers at the centre for the
rehabilitation of the paralyzed (CRP), Savar, Dhaka through a questionnaire that takes 25 to 30
minutes and have no likelihood of any harm to the participants, the members of the ethics
committee have approved the study to be conducted in the presented form at the meeting held at
9:00 AM on May 06, 2017 at BHPL

The 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
or informed consent and ask to be provided a copy of the final report. This Ethics committee 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 (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh.
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CRP-Chapain, Savar, Dhaka-1343, Tel : 7745464-5, 7741404, Fax : 7745069, E-mail : contact@crp-bangladesh.org, www.crp-bangladesh.org



Date: 03.04.2018

To
The Head of Physiotherapy Department,
CRP. Chapain, Savar, Dhaka- 1343

Subject: Application for permission of data collection for master’s thesis
Dear Sir,

With due respect, I would like to draw your kind attention that I am a student of Masters in
Rehabilitation Science program at Bangladesh Health Professions Institute(BHPI)- an
academic institute of Centre of Rehabilitation Science(CRP) under Faculty of Medicine of
University of Dhaka(DU). This is 2 years full time course under the project of “Regional
Inter-professional Master’s program in Rehabilitation Science” funded by SAARC
Development Fund (SDF). I have to conduct a thesis entitled, “Stress among the stroke
caregivers at the centre for the rehabilitation of the paralyzed (CRP)” honourable
supervisor, Dr. Kamal Ahmed, Associate Professor, Institute of Health Technology,
Mohakhali. The purpose of the study is to evaluate the stress level of the stroke caregivers. The
questionnaire will be used for data collection and related information will be collected from
patients file and it will take about 10 to 15 min and the study have no likelihood of any harm
to the participant. Data collector will receive informed consents from all participants. Any
data collected will be kept confidential. Ethical approval is received from the Institutional
Review Board of Bangladesh Health Professions Institute (BHPI).

Therefore I look forward to having your permission for starting data collection at
musculoskeletal unit of Physiotherapy department. I also assure you that I will maintain all
the requirements for study.

Sincerely Yours,

B e,

Raju Ahmed

Part-II, M.Sc. in Rehabilitation Science (MRS) @ ‘A il W)

Session: 2016-2017, Student ID 181160061
BHPI, CRP-Savar; Dhaka-1343, Bangladesh

A.PM
e
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Mohammad Anwar Hossain
Associate Professor & Head
Physiotherapy Dept., CRP
CRP-Chapain, Savar, Dhaka-1343
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Sl Bangladesh Health Professions Institute (BHPI)

(The Academic Institute of CRP)

Date.&9 /Qg/ 28)- g

CRP-BHPI/MRS/03/18/0108

To Whom It May Concern

This is to certify that Raju Ahmed, a student of M.Sc. in Rehabilitation science at Bangladesh
Health Professions Institute (BHPI) under the faculty of Medicine of the University of Dhaka
(DU). He has to conduct a thesis entitled, “Stress among the stroke caregivers at the centre
for the rehabilitation of the paralyzed (CRP), Savar, Bangladesh” under thesis supervisor, Dr.
Kamal Ahmed, Associate Professor, Institute of Health Technology, Dhaka. The purpose of the
study is to evaluate the stress level among the stroke caregivers. Questionnaire will be used to
collect related information from the participants which will take about 20 to 30 minutes and the
study have no likelihood of any harm to the participant. Data collector will receive informed
consents from all participants. Any data collected will be kept confidential. The research
proposal has been approved by Institutional Review Board (IRB) of this institute. To accomplish

research objectives, He will need to collect data from stroke rehabilitation unite at CRP.

I, therefore, request you to provide her necessary support from the physiotherapy department. |

wish her every success in order to accomplish her research.

Best regards.

lehlborom
Muhammad Millat Hossain
Assistant Professor & Course Coordinator
Dept. of Rehabilitation Science
BHPI, CRP, Savar, Dhaka-1343, Bangladesh
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