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ABSTRACT

Background: Many stroke survivors do not perform their daily living activity in
community after stroke. Because stroke affects the person’s ability to perform those. It

restricts their activity participation and also has a great impact on their quality of life.

Objective: The study identified participation level in the community settings in the
perspective of occupational area of stroke survivors, association between demographic
factor and different occupational area and the participation barrier in the aspect of

different functional area.

Methodology: The study was conducted through cross-sectional design in quantitative
study among 83 stroke survivors who were selected from Dhaka district. Participants
were selected by using purposive sampling process. Data were collected by conducting
face to face interview and used the “Impact on Participation and Autonomy

Questionnaire” (IPAQ).

Result: Participation level in the community settings in the perspective of occupational
area of stroke survivors were fair according to (IPAQ) questionnaire. Perceived
restrictions in participation were most prevalent in the domain of activity in and around
the house (10.10£4.283), paid or voluntary work (9.03+4.294), social life and
relationships (7.40+£3.670), (7.00+£3.071) and self-care 6.60£2.991). There was
significant association between participation domain and stroke duration like as self-
care (p<.043) and looking after your own money (p< .018). On the other hand there is
seen significant association between participation domain and rehabilitation month and

it was looking after own money (p<039).

Conclusion: The result of the study will be helpful to know about activity
participation among all stroke survivors in different circumstances. It is very essential to
address their participation restriction and activity experiences during rehabilitation
period. It hampers their level of participation in community if the restrictions are not
addressed properly.

Key words: Stroke, Participation level in community, Occupational therapy.
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Chapter 01 Introduction

1.1 Introduction

Bangladesh (BD) is a developing country situated in South Asia.* Bangladesh has a
population of 164-3 million people, 35.6% of them live in urban areas and the majority
(65.4%) live in rural areas.? This population spans an area of 147,570 km?, resulting in a
population density of 1108 people per km?2. The ratio of male and female in Bangladesh
is 1-026:1.3. The Gross Domestic Product (GDP) per capita in Bangladesh was last
recorded at 972.88 US dollars in 2015. * 3.5% of the GDP is spent on health care

system, *

which resulted in marked improvement of public health in BD over the past
decades. Life expectancy of birth is approximately 70 years, which is just above the
world health organization’s world average age. Following the statistics of WHO the
world average age is now 69 years. Now a day in BD non-communicable diseases like
as cardiovascular diseases, chronic diseases, cancer, diabetes and chronic respiratory
diseases are increasing day by day”. Stroke is one of the first leading causes of death
and disability among the NCDs.® For this reason stroke is a very major concern and

important issue in BD at present.

Stroke is a neurological condition which affects the normal well-being of a person.
Significant changes are seen after having the stroke. The physical, cognitive and
psychological impairments resulting from stroke can lead to a large range of activity
limitations and participation restrictions.” As a result stroke patients cannot perform
their daily living activities like as bathing, eating, dressing, toileting, and bladder and
bowel control, mobility, transfers and the ability to climb stairs.® Besides they need
assistance in other activities like as washing clothes, shopping and house work.2® As
well as travelling by public transport.® In a population-based study conducted in New
Zealand, found that one third of the stroke population required assistance with at least
one activity of daily living with a gender differential.'® Walker'! reported that in
Tanzania the number of people needing assistance with at least one activity of daily
living was 60%. In a South African study, 66% of stroke survivors needed assistance.
Without assistance patient with stroke faces different types of difficulties in their daily

life. They become more anxious to complete their daily living activity. Due to poor
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mental and emotional control they remain so much depressed. Ultimately the patient
can’t fulfill their role. It hampers their participation as well their occupation. As like
Bangladesh there is no study about level of participation of stroke patient in community
therefore the better treatment of rehabilitation service we need to find out this statistic

about level of participation of stroke patient in community.

1.2 Background

Center for the Rehabilitation of the Paralysed (CRP) is a unique and specialised
rehabilitation center in Bangladesh for people with stroke.** The researcher completed
clinical placement in the Neurological Unit at CRP, and also completed Community
Based Rehabilitation (CBR) placement in Sylhet. Researcher observed that stroke
patients continues to struggle a lot in their life for integration in own community. Every
year the number of patients with stroke is increasing in the world. Bangladesh is no
exception than other countries. According to The World Health Organization (2011)
estimates those 85% deaths of developing countries cause due to stroke. Stroke death
rates per 100000 people are in Nigeria 122, Tanzania 118, India 100, China 96, Pakistan
84 and Brazil 82.® The WHO ranks Bangladesh’s mortality rate due to stroke as
number 84 in the world.** The prevalence of stroke has been estimated from a
community study involving 15627 participants aged 40 years and older. Stroke
prevalence were reported as 0-20%, 0-30%, 0-20%, 1:00%, and 1-00% for the age
groups 40-49 years, 50-59 years, 60-69 years, 7079 years, and 80 years and above,
respectively.’ The overall prevalence for stroke was 0-30%, and the ratio of male and
female patients were 3-44:2-41."® Stroke may affect the person’s ability to perform their
daily living activity. It restricts their activity participation and also has a great impact on
their quality of life.'” Return to previous activities and well-being of living often seen as
a goal of rehabilitation.” The proper rehabilitation helps the affected people to achieve
their fullest independence in functioning, mobility and psychosocial adjustment. In
order to ensure the proper rehabilitation and community reintegration of the affected
individual, CRP is working with both the Multi-Disciplinary Team (MDT) and Inter-
Disciplinary Team (IDT) approach to promote the most possible independence to their

community after getting discharge from the hospital setting.*® The concept of full



participation and employment in society is becoming important issue for stroke
survivors after completing rehabilitation service.”® Having a job presents visible
evidence to society that a person has value.”®?! Productive work include social contact
and status and structure in one’s life so returning to work provides a boost in confidence
and self-esteem for stroke survivors,? that’s why it is very important issue for stroke

survivors to engage and participate in their daily living activity.

Participation is very sensitive issue in our socio-cultural aspect. Person with a stroke
needs proper guidance about their activity participation during rehabilitation time.
Therapists concentrate on this issue in order to improve quality of life. Large numbers
of international studies have been done about participation after stroke but in
Bangladesh there is no related studies and resources available about participation in a
Bangladeshi context at all. So it is very important issue to conduct the study about the
level of participation after stroke. That’s why researcher was interested to find out the
actual participation level of stroke survivors in community when they complete their

total rehabilitation process in Bangladesh.

1.3 Rationale of the study
Participate in everyday occupations is an important issue of individual stroke survivor.?
Participation is a concept in the International Classification of Functioning, Disability

and Health (ICF), defined as “involvement in a life situation”.?*

As stroke survivors participation in community is restricted after stroke, so to increase
their participation in community Occupational Therapy is an important part of stroke
rehabilitation program. Recently a study was completed that stroke patients who had
received occupational therapy service after stroke they were more independent to
perform their personal activities of daily living. The Occupational Therapist’s role is to
help stroke patients to have maximum independence in their life as much as possible.?
An occupational therapist assist the stroke patients by facilitating symmetric motor
function, improving functional use of the affected side, and restoring the patient to his
or her maximal level of independence as much as possible. The goals of occupational
therapy for stroke patient are to improve the deformities, achievement of maximal

physical and facilitation of maximal independence in self-maintenance.?® Therapists
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educate patient with stroke about how to regain lost performance and compensatory
technique. The main focus of occupational therapy treatment is to train of self-care,
productivity and leisure activities. Occupational therapist also educates and shares
information about patient’s condition to family and caregivers.?’ The result of study will
be helpful for occupational therapist to prepare appropriate treatment plan and provide
better intervention. Therapist will be provided information and education to client and

caregiver about the importance of participation.

Caregiver is very important for a patient with stroke. Many patients depend on their
caregiver to perform activity. Caregiver takes part in caring of stroke survivors. The
caregiver is primarily involved in helping the stroke survivors to live independently at
home.?® Bangladeshi caregivers are not well known about post stroke participation.
They also not have clear idea about the importance of participation. This study will be
beneficial for client and caregiver. This study will help to create more awareness among

patients and caregivers about the importance of active participation.

This study is very important for others health professionals like as Physiotherapists and
Speech and Language Therapists. The focus is on improving activity participation in
community for people with stroke in their everyday life. It may assist in the
development of other professionals such as social worker and counselor knowledge on
this topic.

Researcher feels very much interested in this area as a student of occupational therapy.
It is hoped that further resource will be developed in this area after completing this
study. Patient with stroke, health professionals and also occupational therapist may have

more knowledge about the importance of participation after stroke.

Finally, from this study patients may benefit following holistic rehabilitation from a

practitioner who has gained knowledge from the study.



1.4 Aim of the study
To find out the level of participation of stroke survivors in community of Bangladesh

after receiving occupational therapy service.

1.5 Objectives of the study

I. To find out participation level in the community setting in the perspective of
occupational area of stroke survivors.

ii. To find out association between demographic factor and different occupational area.

iii. To identify the participation barrier in the aspect of different functional area.



Chapter 02 Literature Review

2.1 Stroke

People can affect by stroke in any age. Stroke may occur as a result of loss of blood
circulation in brain. Stroke has a major contribution to increase disabilities in the world.
Stroke occurs in every half second to a person in world. Every year approximately 5
million people achieve disability by stroke in the world.?® Bangladesh is no exception of
them.

WHO (2014) defines stroke as- “A stroke or Cerebral vascular accident (CVA) 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. The most common symptom of a stroke is sudden
weakness or numbness of the face, arm or leg, most often on side of the body. Other
symptoms include: confusion, difficulty speaking or understanding speech, difficulty
seeing with one or both eyes, difficulty walking, dizziness, loss of balance or

coordination, severe headache with no known cause, fainting or unconsciousness”.

Stroke causes damage to the brain. The total body function including motor function is
maintained by brain. Body functions and motor function become impair due to stroke.
Patient’s ability to perform ADLs becomes impaired after stroke. Their activity
participation is also restricted after stroke due to depression and low cognitive
function.®*32 After stroke the rehabilitation outcome and activity participation are

depend on the type of stroke.

2.2 Types of stroke

There are mainly 2 types of stroke. Those are: Hemorrhagic and Ischemic stroke

2.2.1 Hemorrhagic stroke

Hemorrhagic stroke can be defined as the sudden onset of a neurologic deficit

associated with brain.*

Atchison et al. described that hemorrhagic strokes occur by breaking or rupturing blood

vessel and bleeding into or nearby brain tissue. The rate of hemorrhagic stroke is nearby
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20% of total stroke. There are two types of hemorrhagic strokes. Those are: intra
cerebral hemorrhage and subarachnoid hemorrhage. The directly bleeding in brain is
intra cerebral hemorrhage. A subarachnoid hemorrhage happens when blood pressure
increase in artery and bleeding occurs at soft membrane of brain. Fatality rate of
hemorrhagic stroke is severe than ischemic stroke but the recovery rate is better than
ischemic stroke. Young people faces hemorrhagic stroke more than the other type. The
survivors of hemorrhagic stroke have a greater chance for recovering function than

those who suffer ischemic stroke.®*

2.2.2 Ischemic stroke
An ischemic stroke is death of brain tissue due to interruption of blood flow to a region
of the brain caused by occlusion of a cerebral or cervical artery or, less likely, a

cerebral vein.*®

Atchison et al. mentioned that, ischemic stroke is most common types of stroke.
Approximately 80% of strokes are ischemic stroke. Three types of ischemic stroke are
thrombotic, lacunar and embolic stroke. Cerebral thrombosis happens at one blood
vessel of brain and blood flow gets hampered. Lacunar stroke occur when a small
branch of great cerebral arteries is blocked. Prognosis is not so good in lacunar stroke.
Patients with lacunar stroke have experienced abnormality in movement or sensation.
Cerebral embolism refers to a clot has formed in a location of brain artery. The clot
circulates through artery and blocks the artery. The prognosis is not so good in ischemic

stroke. Patient also experiences weakness in body part, abnormalities in movement.

In a case-control study, hemorrhagic stroke patients showed functional gains somewhat
faster than ischemic patients, *® where as others found that those with ischemic strokes
exhibited greater functional impairment and improvement more slowly than

hemorrhagic stroke.>” %

All types of stroke may have some impact in survivor’s body and some changes occur

among patient’s body as a consequence of stroke.



2.3 Consequences of stroke

Stroke affects the person’s whole life. The changes depend on location of obstruction
and extend of brain tissue affected. Sensory, motor, perceptual, and cognitive deficit can
occur on patient body. Sensory disorders include tactile, position sense or
proprioception, object identification or stereognosis and auditory. Perceptual disorders
include inability to define right position of body or body scheme disorders, tactile
perception, deficit in motor plan or apraxia, unilateral neglect, inability to attend
visually element in environment or problem in visual attention, inability to recognize
the relationship between one form and self in spatial area or problem in spatial
relationships, figure ground perception, vertical visual perception and inability to
recognize familiar object from environment or agnosia. Patient also has cognitive
dysfunction. Cognitive dysfunctions include problem in memory, judgment, abstract
thinking, maintaining sequence and problem solving. A patient with stroke faces
different physical complications such as weakness of body part, numbness, change in

muscle strength and tone.*

After the discharge from the hospital to their home, stroke patients face challenge to
engage different type of participation in community and also experience various activity

limitations due to depression and cognitive impairment or emotional change.*°

2.4 Participation

The International Classification of Functioning, Disability and Health (ICF), defines
participation as “involvement in a life situation”.*’ Assessing someone’s level of
participation is seen as essential to understand the social impact of a disability on a
person’s life.*” The definition of participation and participation restriction found in the
ICF has been described as “intuitively satisfying” but “difficult to measure”. People
viewed participation is an expression of their values. Several themes related to core
participation values and these are: (i) active and meaningful engagement/being a part
of, (ii) choice and control, (iii) access and opportunity (iv) personal and societal
responsibilities, (v) having an impact and supporting others, and (vi) social

connection.**As patient activity participation is restricted after post stroke, so they



cannot express their values and activity limitation which are mainly responsible for

participation restriction.

2.5 Activity limitation post stroke

Activity limitations are defined in different ways. One common definition is whether a

person is not able to perform physical tasks (e.g., walking up ten steps, standing for two

hours, carrying a ten pound object), or engaging in social activities and recreation (e.g.,

going shopping, visiting friends, sewing, reading) without the assistance of another

person or using special equipment is called activity limitation.** According to WHO,

2001 activity limitation is a difficulty encountered by an individual in executing a task

or action.®

2.6 Relation between stroke, activity limitation and participation®

cooking, washing

clothes and

cleaning the house.

domestic life

activities

Condition Activity Participation Compensatory
limitation technique
Limitations in Mobility Patients are using
walking limitations wheelchair or a stick
to move around their
homes or walk
within the
community
Limitation in Dependency in self- | They need care giver
bathing, eating, care activities support and
going to toilet, and assistance to carry
Stroke dressing out the self-care
activities
Limitation in Dependency in They need care giver

support and
assistance to
complete domestic

life activities




They visit nobody. | Decreased social They just sit in the
They cannot reach | interactions house till somebody
where others are. comes to see them
They become
separated from the
family and
neighbors

Table -01: Relationships between stroke, activity limitation and

participation

2.7 Community based participation

2.7.1 Community

A group of members who live in a certain locality and interact with one another while

sharing common interests or goals is called community.*®

2.7.2 Community based participation

The term community-based participation refers to “the extent of participation in
religious, social, recreational, vocational, political and other organisational community
groups and activities”.*” Community participation is essential to gain some insight after
stroke. This will help to provide an indication of the effectiveness of post stroke
interventions in the community and identify areas which need community
strengthening.*® Community participation develops the managerial and organisational
capacity to increase control over the decision of one individual life so it is very

important for post stroke survivor after rehabilitation.*

2.8 Importance of community based participation

e Community based participation facilitate the patient to be actively involved in all
daily living activity and increase active participation.*

e Community participation teaches the patient how to resolve conflict.>

e Learning is promoted and patient will be able to help themselves by community
participation.>

10



e Community based participation increase capacities of individuals to mobilise and
help themselves to minimise dependency on the state and leads to a bottom-up
approach.>

e Community base participation helps the patient be able to assess their own situation,
organize themselves as a powerful group and work creatively towards changing
society and building up a new world.™

However some factor which is responsible for creating barrier to community

participation after stroke.
2.9 Influencing factors of participation after stroke
Health condition

Stroke
First ever/pre)ﬁious stroke

v v v

Body functions and structures Activity Participation
(Impairments) (limitations) (restrictions)
Cognltl\{e functions RN Self-_c:ftre c Con_1mun|_ca}t|_on
Depressive symptoms Mobility Social activities

0 T i\
v L

Environmental factors Personal factors
Discharge planning Age

Relatives Gender.

Length of stay in hospital Education

Living arrangements

Figure-01: Influencing factors of participation after stroke™

2.9.1 Body functions
Body functions are the physiological functions of body systems (including

psychological functions). Both visible and invisible symptoms such as paralysis,
paresis, behavioral changes, fatigue, depression, cognitive impairment or emotional
changes affect the body function due to the stroke.’® Earlier research among patients
with stroke found that functional impairment affect the ability to perform activities that

are associated with low health related quality of life (HRQoL).>*
11



2.9.2 Depression or depressive symptoms
Depressive symptoms occur frequently after a stroke. In a review of different studies, it

was concluded that one third of all patients suffering from stroke experience depressive
illness or depressive symptoms sometime after the incident. Chemerinski et al. showed
that reduction of post stroke depression, both minor and major, was related to greater

recovery in ADL functions over the first few months after stroke.>

2.9.3 Activity and participation
Stroke impacts on the patient’s activities and participation in the community and may

also influence their relative’s life situation.>® The patient’s goals are the recovery of the
previous roles and habits as before stroke™ and the most important aspect of recovery is

the return to meaningful activities.

2.9.4 Personal factors
The patient’s personal factors, such as age, gender and education were also associated

with HRQoL. This may be due to the fact that stroke occurs suddenly and unexpectedly.
Middle-aged patients do not learn coping strategies for their new life situation and daily
activities so soon after discharge. Older patients are more likely to have had previous
illnesses, which might have required the development of coping strategies. There have
also gender differences in the HRQoL, as the females had lower HRQoL than males.*’
Educational level is a better socioeconomic variable which facilitate income and

occupation for stroke patient.*®

2.9.5 Environmental factors
Environmental factors make up the physical, social and attitudinal environment in

which people live and conduct their lives. Environmental factors such as stroke unit, the
professionals employed in health care and community care, professional’s attitudes,
laws, regulations, guidelines and routines could be seen as barriers or facilitators for

stroke patient.*

The sake of reducing this factor occupational therapy plays a vital role for increase post

stroke participation in community.

12



2.10 Occupational therapy role in post stroke participation

Solet® discusses that Occupational Therapy (OT) is a holistic health care profession
that evaluates and treats the patient in regards to their activities of daily living. They
will use purposeful activity to promote the restoration of function and to maximize
participation in meaningful activities, i.e. occupations of self-care, domestic, social and

work roles.
Role of Occupational therapy in post stroke participation includes:

Reduce post-stroke depression and anxiety

e Provides patient education, counseling, social support to reduces post stroke
depression and anxiety. Because these hamper the post stroke participation in

community and rehabilitation outcome.®

Daily living activity practice
e Engaging patient to perform self-care, productivity and leisure activity in

treatment session to increase their participation in all activity and decrease the

dependency in community.®

Cognitive therapy:

e The participation restriction is minimised among patient with stroke who has

cognitive deficit by engaging cognitive therapy.®®

Reduce Sensory Impairments

e Sensory impairments are directly linked to activity limitations and participation
restrictions after stroke. OT applies inhibition and facilitation technique to

reduce sensory impairment.®

Reduce spasticity

e Spasticity is correlated with activity limitations associated with hygiene,
dressing, and pain. OT acts a great role to reduce spasticity and facilitate activity
participation.®

13



Balance practice:

e Impaired balance makes it difficult to safely complete activities of daily living,
move around the home and community, and live independently. OT provides
postural training, task-oriented therapy, assistive device or orthosis to improve

balance.%!

Assistive device:

e Occupational therapists prescribe different types of assistive device for stroke

patient to reduce participation restriction.®*

Exercise:

e Therapist engage patient to different types of exercise which helps to improve

body status and minimise participation restriction among people with stroke.**

Social skills training:

e Occupational therapists work with patient with stroke who have problem in
social skills.**

Education:

e Therapists provide different types of education which helps the patient with

stroke to perform and complete activity easily and safely.®®
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Chapter 03 Methodology

3.1 Study design

The researcher had chosen the design as the way of using large numbers of sample and
then collecting data accurately. Cross sectional study is known as a universal and
conversant study design to conclude great populations at an exact point of time.®® Cross-
sectional studies are present a situation over a short period of time. This types study
usually conducts to find out the prevalence of a case from sample. It is an easy way to
collect information among the large number of population in a short time. For this

reason, researcher used this method for this study.

In this study, researcher used gquantitative research design. A quantitative method is an
appropriate method to know the subject well-known, comparatively simple and clear.®
Quantitative method is an easy way to collect information among large participant. The
study was conducted by non-experimental cross-sectional survey research design.
Researcher used this method to fulfill the aim and objectives of the study. The aim of
this study is to identify the level of participation of stroke survivors in community of
Bangladesh after receiving occupational therapy service.

3.2 Sampling selection
3.2.1 Study area

The study conducted in occupational therapy outpatient unit and stroke rehabilitation
unit of CRP-Savar and CRP-Mirpur which is situated under the Dhaka district. CRP is a
non-government organisation (NGO) and work for rehabilitation in Bangladesh. Patient
with stroke gets proper treatment and rehabilitation service from CRP. In CRP-Savar
and CRP-Mirpur there has an Occupational Therapy outpatient unit and stroke

rehabilitation unit which deliver treatment for stroke survivors.*?

3.2.2 Sampling

Sampling is important part of a survey research and it is an approach more
systematically in relation to the specific aims, purposes or hypothesis of the research.

Sampling is a process or procedure that helps a researcher to select sample.®” The
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researcher selected 89 stroke survivors as sample of study by using purposive sampling.
Purposive sampling is a non-random sampling technique. The purposive sampling can
use on survey based research. By purposive sampling, sample knows about the purpose
of study and provides information about question from their knowledge. Researcher
used purposive sampling to get more accurate data from participant. Researcher
collected data from patient with stroke on the base of inclusion and exclusion criteria.®®

For this reason purposive sampling was selected in this study.

3.2.3 Sample size selection

Sample size estimated according to following criteria: 50% prevalence of patient with
stroke because researcher had no accurate data about the prevalence of stroke in
Bangladesh. The confidence interval was 95% and 5% error level.®® The formulation of
sample size determination:

22xpxq

(n) =

r2

Here,

z= 1.96 (confidence interval 95%)

r=0.05 (error level 5%)

p= 0.5 (50% prevalence)

g=(1-0.5) =0.5(1-p)

The total sample required 384 to conduct study. However researcher selected 89 people
to conduct the study due to limited time for this study. The samples were selected based

on inclusion and exclusion criteria.

3.3 Inclusion criteria

e Medical diagnosis of patient with stroke was only included in this study and others
neurological condition were excluded from the study.*’

e Male and female both stroke survivors were included in this study.

e Stroke survivors age were between 18 and 75 years old with a first-ever stroke
experienced with in 6 or more months because stroke survivors reached full

independence physically by 6 months post stroke.”
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e Stroke survivors who were living in their own community were included in this
study
e Care giver were participated in this study and provided information when the patient

had speech difficulty and cognitive deficit.”

3.4 Variable identification

Conceptual framework

Independent variable

Dependent variable

Socio-demography
Age, Sex, Education, Occupations.

Health related information
Physical problem, Satisfaction about

health, Pain impact and health services

ACCPSS
. ) Activity
Esycholo_glcal and emotional related limitation
information And
Negative feeling " L
Participation
Social relationship related information restriction

Impact on social relationship, Interaction
with community, Community support
and friends or neighbor help

Home and neighborhood related
information

Living condition, Local shop and
services, get pleasure on home and find
neighbor friendly

Financial circumstances related
information
Have enough money to meet need,

afford to buy thing

Figure-02: Conceptual framework
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3.5 Field test

A field test was conducted with five stroke participants. Before beginning the final data
collection, it was necessary to carry out a field test to help the researcher refine the data
collection plan and cultural validation. During the interview, researcher informed the
participants about the aim and objectives of the study. From the field test the researcher
became aware about which parts the participants found difficult to understand. It helped
to make a plan that how the data collection procedure can be carried out, sorting out the
difficulties during questioning, making a basic plan of questioning and if there is needed
any modification of the questionnaire. The questionnaires for the field test firstly
transcribed from the English to Bengali. Then the transcription copy was translated
again Bengali to English. And finally the transcription copy was corrected by the
expertise person. The field test helped the researcher to make the plan on how the ways
can be for collecting data, how a question can be asked on different ways and what
could be the probing question to find out the participant’s actual response on the event.
Finally the questionnaire was developed both in Bangla {APPENDIX-(V)} and in
English {APPENDIX-(1V)}.

3.6 Ethical consideration

Ethical considerations implemented to avoid ethical problem. The researcher granted
permission from research supervisor and head of the department {APPENDIX-I (a)}
from the department of Occupational Therapy of Bangladesh Health Professions
Institute (BHPI), an academic institute of CRP to conduct the study. Researcher got
permission from head of Occupational Therapy department in both CRP-Savar and
CRP-Mirpur for data collection. Information sheet and consent form were provided to
each participants. Aim and objectives were clearly described in information sheet and
consent form. Researcher informed verbally about the topic and purpose of the study to
participant. The researcher assured them that confidentiality of personal information
will be strictly maintained in future. The researcher ensured that the service of patient
will not be hampered from their participation in this study. Participant had full right to
withdraw their participation from this study at any time. The researcher also committed

not to share the information given with others except the research supervisor. As the
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participants were informed by the information sheet about the study, so they provided
their consent by the consent form. The information gathered from the participants
anonymously. The researcher was available to answer any study related questions or
inquiries from the participants. All sources cited and acknowledged appropriately. The

field notes and answer sheet not shared or discussed with others.

3.7 Data collection instrument
To fulfill the aim and objective of the study researcher use the following tools during
data collection period:

e Information sheet and consent form.

e Impact on Participation and Autonomy Questionnaire (IPAQ)

e Paper, pen, pencil and eraser.
3.7.1 Information sheet
Information sheet is an important for the participants that make sure the participant to
participate the research.”?An information sheet is necessary to inform the participant
about identity of researcher, institute affiliation, research related information such as
title, aim, period, duties and privileges of participants. To provide information about
researcher and subjects, researcher developed an information sheet in Bangla
{APPENDIX- Il (b)} and English {APPENDIX- Il (a)}. Researcher was make sure
about maintain confidentiality about their identity in this study by the information sheet.
Data not shared to other person except research supervisor who was coordinating this
study. The information sheet included that the participation was voluntary and this

study was not any harm for the participant.

3.7.2 Consent form

Consent form is an essential part where the person consents to do something.”> A
consent form is necessary for a study and it is a standard way to get clearance or
agreement of participation legally which is important before initial the collect data of
any kind of research. To take consent from subjects, researcher developed a consent
form in Bangla {APPENDIX- 11l (b)} and English {APPENDIX- Il (a)}. Researcher
was set printed consent form for participants to confirm the level of accepting of the

information sheet, awareness about the potential benefits and risks as participant of the
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study. Researcher was taken permission from every single participant with signature on
a written consent form. Volunteer participation of participants was permitted by

signing.

3.7.3 Impact on Participation and Autonomy (1PA)

“Impact on Participation and Autonomy (IPA)” scale is using word wide to quantify
limitation in participation and autonomy. IPA was acceptable validity and reliability
that was analyzed in different studies. This scale had 7 items of autonomy indoor, 7
items of family role, 5 items of autonomy outdoors, 7 items of social life and
relationships & 6 items of work and education. Each of these 32 items has identical
response options, ranging from zero to four with higher scores representing poorer
participation and autonomy. Response options (scoring) O=very good, 1=good, 2=fair,
3=poor, 4=very poor.”

The IPA also examines the extent to which these limitations are experienced as
problematic. This is evaluated with nine questions, which cover nine different aspects of
participation and autonomy. Each of these 9 items has identical response options,
ranging from zero to two with higher scores representing greater problem experience.

Response options (scoring) 0=no problem, 1=minor problem, 2=major problem."

As a part of questionnaire validation researcher took permission from the author
(appendix-VI) for use this scale. Researcher translated this questionnaire into Bengali

because this is easier for the participant to better understand and fill-up questionnaire.

3.8 Data collection

3.8.1 Data collection technique

The researcher fixed a date and time with the participant, according to his/her available
time. At first, the researcher informed the participants about the contents of the consent
form. Researcher used IPA questionnaire to collect data. Researcher collected data
through face to face interview process in this study. In a face to face interview,
participant can give information accurately and get clarification about any unclear

question®®. By using the questionnaire researcher got information about the level of
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participation among stroke patient, the details about actual situation of participation

level and the ultimate result of participation restriction.

3.8.2 Data collection procedure

At first the researcher took permission from the head of the Occupational Therapy
Department in CRP-Savar and CRP-Mirpur to collect data from outpatient unit and
Stroke Rehabilitation Unit {APPENDIX- | (b)}. Researcher reviewed the schedule with
patients with stroke from unit in-charge and then makes a daily potential participant list
to check the inclusion criteria. Before collecting data, researcher provided information
sheets and consent forms to participant. Then, researcher spent some time to build
rapport with the participant. The interviewer explained the title and aim of the study to
gain the trust of the participants. During an interview, trust is a very important element
because if the participants feel uneasy to discuss sensitive issues then they may hide the
truth. The questionnaire was based on to find out the participation of patient with stroke.
Interview was conducted in Bangla, so that participants could easily understand. Then
the researcher collected the data from the participants by a face to face conversation and
others trained volunteer who helped researcher to collect data also followed this
procedure. Through this process researcher and others volunteer asked question and
filled up questionnaire or participant completed questionnaire. The participant usually
took 20 minutes to fill up the questionnaire. The interviewer helped the interviewee by
changing some word of same meaning to understand the questionnaire and when

participant confused in some answer.”

3.8.3 Data analysis procedure

There are many statistical methods that might be useful but the researcher used
descriptive statistics. Descriptive statistics are those that describe, organise and
summarise the data and include think as frequencies, percentages, and description of
central tendency and descriptive of relative relation.” Data was analysed through data
entry, and analysis was performed using the Statistical Package for Social Science
(SPSS) wversion 20, by using descriptive statistic method and Microsoft excels
spreadsheet. The presentation of data was organised in SPSS and in Microsoft Office

Word. All data input were given within the variable of SPSS. Specific findings were
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described in bar, graph, pie chart and in different tables which were easily

understandable for reader.

3.9 Rigor

The researcher conducted the study in a rigor manner. All of the steps of research
process supervised by an experienced supervisor. During the interview and analysis of
data, researcher did not try to influence the process by his biases, value or own
perspectives. During the interview the researcher did not interrupt the participants
during answering questions. Similarly during data analysis, researcher did not submit
according to own perspectives. Data were collected carefully and researcher accepted
the answers of participant whether negative or positive without giving them any
impression. The researcher checked all data for avoiding mistake any information.
Notes were handled with confidentiality. In the result section, the researcher did not

influence the outcome by showing any personal interpretation.
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Chapter 04 Results

This section provides statistical analysis in a systematic way and interpretation of
analysed findings following the objectives of the study. The aim of this study was to
find out the participation level in community of patient with stroke in Bangladesh after
receiving occupational therapy service. The objectives of the study were also to find out
participation level in the community settings in the perspective of occupational area of
patient with stroke, association between demographic factor and different occupational
area like as (i.e., mobility, self-care, activity in and around the house, looking after
your own money, leisure, social life and relationships, helping and supporting others,
paid or voluntary others ,education and training), to identify the participation barrier in
the aspect of different functional area. Eighty nine (89) populations were selected for
this study. The findings of the study have been analysed and represented by using bar

graph and pie charts in a systematic way.

Socio-demographic characteristics of the respondents

4.1 Age group

The study showed that major numbers of person with stroke are older. The bar 01
shows, out of 89 respondents a significant number of stroke patients 49.40% (n=44)
years old and 23.60 % (n=21) respondents were 33-47 years old, 21.30% (n=19) were
63-77 years old and finally 5.60% (n=5) were 18 -32 years old.

Age Group

44

m 18-32 years
m 33-47 years

m 48-62 years
m 63-77 years

g

.
18-32 years 33-47 years 48-62 years 63-77 years

Figure-03: Age of the respondents
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4.2 Gender of the respondents

The study had counted both males and females according to subject matter of study.
The figure 02 represents that out of 89 respondents 65.2% (n=58) were males and
34.8% (n=31) were females. The numbers of male respondents were higher than

females.

Gender of the respondents

= Male

m Female

Figure-04: Gender of the respondents
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4.3 Level of education of the respondents

Education is an important component for improving the respondent’s quality of life
standard. Education may have impacted on all aspect of human life. The figure 03 found
out that higher rate of person with stroke 28.80% (n=29) were Graduate, more than
21.30% (n=21) were SSC pass, 12.70% (n=13) respondents were HSC pass, 11.40%
(n=11) were high school level, 9.20% (n=9) were illiterate and small number 5.60%

(n=6) respondents had primary education.

Education of the respondents

B Graduation

m SSC

mHSC

® High school

u Illiterate
I I B Primary

Graduatlon HSC ngh school Iliterate Prlmary

Figure-05: Educational level of the respondents
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4.4 Occupation of the respondents

The study exposed that significant number of respondents 47.1% (n=42) were service

holder, nearly 25.80% (n=23) were housewife, 15.70% (n=14) respondent were

businessmen. Employment depends on the physical capabilities and level of education.

The rest of respondents 5.60% (n=5) were daily labor, while nearly 3.40% (n=3) were

involved in agriculture and 2.20% (n=2) were students. Patient with stroke are deprived

from employment opportunity due to their physical capabilities, stigma, prejudice and

discrimination.

Daily Labour

Student

Businessmen

Service holder

Agriculture

House wife

Occupation of the respondents

-

m House wife

m Agriculture

m Service holder
® Businessmen
® Student

m Daily Labour

Figure-06: Occupation of the respondents
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4.5 Marital status of the respondents

This study displayed that out of 89 respondents 97.8% (n=87) were married and 2.2%
(n=2) were unmarried in this study.

Maritial status of the respondent

Unmarried
2%

= Unmarried = Married

Figure-07: Marital status of the respondents
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4.6 Family type of the respondents
The study explained that significant number of respondents 66.30% (n=59) were living
with nuclear family, nearly 32.60% (n=29) were living with extended family and small

number 1.10% (n=1) was staying alone.

Family type

1
e
Living with Living with nuclear staying alone
extended Family Family

® Living with extended Family m Living with nuclear Family = staying alone

Figure-08: Family types of the respondents
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4.7 Stroke type of the respondents
The study showed that significant number of respondents 66.3% (n=59) had Ischemic

stroke, while nearly 33.7% (n=30) had Hemorrhagic stroke.

Stroke type of the respondent

® Ischemic
® Hemorrhagic

Figure-09: Stroke types of the respondents
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4.8 Affected body part of the respondents
The study represented that significant number of respondents 51.7% (n=46) were left

side affected and nearly 48.3% (n=43) were right side affected.

Affected side of the respondents

® Right affected side
Left affected side

Right affected side Left affected side

Figure-10: Affected body part of the respondents
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4.9 level of Participation in community after stroke

According to IPA questionnaire, table 01 mentioned that here typical very good level
score range was (0), good level score range was (1-2759), fair level score range was
between (2760-5518), poor level score range was (5519-8277) and finally very poor
level score range was (8278-11036) for 89 stroke survivors. In this study, after
calculating total score by using SPSS 20 software researcher had got 4140 score from
89 stroke survivors which were under the (2760-5518) range and mentioned that their

participation level was fair in community after stroke.

Score Participation level
0 Very good
1-2759 Good
2760-5518 Fair
5519-8277 Poor
8278-11036 Very poor

Table-02: Score and participation level of 89 stroke survivors according to

IPA questionnaire

4.10 The source of perceived restriction in participation and autonomy

of the respondents of the different functional areas
The following tables showed that the source of perceived restriction in participation and
autonomy after receiving occupational therapy service by using the questionnaire of

IPA. The scale has 29 items. These 29 items are categorized by 9 factors.

4.10.1 The source of perceived restriction in participation and autonomy of the
respondents of the functional area of mobility

The study explained that source of participation restriction for Mobility was 6.60+2.991
which included 4 items that were 1.49+.854 respondents had my chances of getting
around in my house where | want to are, 1.56+.852 had my chances of getting around in

my house when | want to are, 1.80+£.932 had my chances of visiting relatives and
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friends when | want to are, 1.75%.945 had my chances of going on the sort of trips and

holidays | want to are.

Functional area Mean + SD

Mobility 6.60+£2.991
la. My chances of getting around in my house where | want to are 1.49+.854
1b. My chances of getting around in my house when | want to are 1.56+.852
1c. My chances of visiting relatives and friends when | want to are 1.80+.932
1d. My chances of going on the sort of trips and holidays | want to are 1.75+.945

Table-3.1: The source of perceived restriction in participation and
autonomy of the respondents of the functional area of mobility

4.10.2 The source of perceived restriction in participation and autonomy

of the respondents of the functional area of self-care

The study represented that source of participation restriction for Self-care was 7.00+3.071
which include 5 items that were 1.53+.867 had my chances of getting washed and dressed
the way | wish are, 1.53+.854 had my chances of getting washed and dressed when | want
to are, 1.25+.679 had my chances of getting up and going to bed when | want to are,
1.47+.841 had my chances of going to the toilet when | wish and need to are and

1.21+.630 had my chances of eating and drinking when | want to are.

Functional area Mean = SD

Self-care 7.00+3.071

2a. My chances of getting washed and dressed the way | wish are 1.53+.867
2b.My chances of getting washed and dressed when | want to are 1.53+.854
2¢. My chances of getting up and going to bed when | want to are 1.25+.679
2d. My chances of going to the toilet when I wish and need to are 1.47+.841
2e. My chances of eating and drinking when | want to are 1.21+.630

Table-3.2: The source of perceived restriction in participation and autonomyof

the respondents of the functional area of self-care
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4.10.3 The source of perceived restriction in participation and autonomy
of the respondents of the functional area of Activities in and around the
house.

The study mentioned that the source of participation restriction for activity in and

around the house was 10.10+4.283 which include 1.97+1.038 respondents had my chances
of contributing to looking after my home the way | want to are, 1.47+.906 my chances of
getting light tasks done around the house (e.g. making tea or coffee),either by myself or
by others, the way | want them done are, 1.70£.993 had my chances of getting heavy

tasks done around the house (e.g. cleaning), either by myself or by others, the way | want
them done are, 1.55+.905 had my chances of getting housework done, either by myself or
by others, when | want them done are, 1.56+.878 had my chances of getting minor

repairs and maintenance work done in my house and garden, either by myself or by others,
the way | want them done are and 1.85+.924 had my chances of fulfilling my role at home

as | would like are.

Functional area Mean + SD

Activities in and around the house 10.10+4.283

3a. My chances of contributing to looking after my home the way 1.97+1.038
| want to are

3b. My chances of getting light tasks done around the house 1.47+.906

(e.g. making tea or coffee), either by myself or by others, the way
| want them done are
3c. My chances of getting heavy tasks done around the house 1.70+.993
(e.g. cleaning), either by myself or by others, the way | want
them done are
3d. My chances of getting housework done, either by myself or by 1.55+.905
others, when | want them done are
3e. My chances of getting minor repairs and maintenance work done 1.56+.878
in my house and garden, either by myself or by others, the way

I want them done are

3f. My chances of fulfilling my role at home as | would like are 1.85+.924
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Table-3.3: The source of perceived restriction in participation and autonomy
of the respondents of the functional area of Activities in and around the

house.

4.10.4 The source of perceived restriction in participation and autonomy

of the respondents of the functional area of Looking after your money
The finding explained that the source of participation restriction for looking after own
money was 1.54+1.129

Functional area Mean + SD
Looking after your money 1.54+1.129
4a. My chances of choosing how | spend my own money are 1.54+1.129

Table-3.4: The source of perceived restriction in participation and Autonomy of

the respondents of the functional area of Looking after your money

4.10.5 The source of perceived restriction in participation and autonomy

of the respondents of the functional area of Leisure

The table 3.5 found that the source of participation restriction for leisure was 1.52+.918.

Functional area Mean + SD
Leisure 1.52+.918
5a. My chances of using leisure time the way | want to are 1.52+.918

Table-3.5: The source of perceived restriction in participation and Autonomy

of the respondents of the functional area of Leisure

4.10.6 The source of perceived restriction in participation and autonomy

of the respondents of the functional area of Social life and relationships

The study table 3.6 explained the source of participation restriction for social life and
relationships was 7.40£3.670 which include 1.18+.873 had my chances of talking to
people close to me on equal terms are, .89 +.714 had the quality of my relationships
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with people who are close to me, .83+.727 had the respect | receive from people who
are close to me is score: for office use only, .83+.644 had my relationships with
acquaintances are, .79+.730 had the respect I receive from acquaintances is, 1.48+.918
had my chances of having an intimate relationship are and 1.57+1.010 had my chances

of seeing people as often as | want are.

Functional area Mean + SD
Social life and relationships 7.40£3.670
6a. My chances of talking to people close to me on equal terms are 1.18+.873
6b. The quality of my relationships with people who are close to me .89+.714
6¢. The respect I receive from people who are close to me is Score: .83+.727

for office use only

6d. My relationships with acquaintances are .83+.644
6e. The respect | receive from acquaintances is .79£.730
6f. My chances of having an intimate relationship are 1.48+.918
69. My chances of seeing people as often as | want are 1.57+1.010

Table-3.6: The source of perceived restriction in participation and Autonomy

of the respondents of the functional area of Social life and relationships

4.10.7 The source of perceived restriction in participation and autonomy
of the respondents of the functional area of Helping and supporting

other people

The study result mentioned that the source of participation restriction for Helping

and supporting others was 1.84+1.117.

Functional area Mean = SD
Helping and supporting other people 1.84+1.117
7a. My chances of helping or supporting people in any way are 1.84+1.117

Table-3.7: The source of perceived restriction in participation and autonomy

of the respondents of the functional area of Helping and supporting other people
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4.10.8 The source of perceived restriction in participation and autonomy

of the respondents of the functional area of Paid or voluntary work
The study represented that Paid or voluntary work was 9.03+4.294 which includes 5
items that are 2.00£1.028 had my chances of getting or keeping a paid or voluntary job
that | would like to do are, 2.13+.945 had my chances of doing my paid or voluntary
work the way | want to are, 1.49+ .894 had my contacts with other people at my paid or
voluntary work are, 2.22+.892 had my chances of achieving or keeping the position that
| want, in my paid or voluntary work are and 2.21+.858 had my chances of getting
different paid or voluntary work are.

Functional area Mean + SD
Paid or voluntary work 9.03+£4.294
8a. My chances of getting or keeping a paid or voluntary job 2.00£1.028

that | would like to do are

8b. My chances of doing my paid or voluntary work 2.13£.945
the way | want to are

8c. My contacts with other people at my paid or 1.49+.894
voluntary work are

8d. My chances of achieving or keeping the position that 2.22+.892
| want, in my paid or voluntary work are

8e. My chances of getting different paid or 2.21+.858

voluntary work are

Table-3.8:The source of perceived restriction in participation and autonomy of

the respondents of the functional area of Paid or voluntary work
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4.10.9 The source of perceived restriction in participation and autonomy

of the respondents of the functional area of Education and training
The study showed that the source of participation restriction for Education and training

was 1.75+.945.

Functional area Mean = SD
Education and training 1.75+.945
9a. My chances of getting the education or training | want are 1.75+.945

Table-3.9: The source of perceived restriction in participation and
autonomy of the respondents of the functional area of Education and

training
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4.10.10 Standardised mean score in perceived restriction in

participation and autonomy

The study figure 11 explained that out of all participation domains the activity in and
around the house domain was the higher source of participation restriction than the than
the paid or voluntary work, social life and relationship, self-care, mobility, leisure,
helping and supporting others and education and training and looking after own money

domain after receiving occupational therapy service.

This figure 11 mentioned that the domain of participation restriction activity in and
around the house was 10.10+4.283, paid or voluntary work was 9.03+4.294, social life
and relationships was 7.40£3.670, self-care was 7.00+3.071, mobility was 6.60+2.991,
helping and supporting others was 1.84+1.117, education and training was 1.75+.945,

looking after own money was 1.54 +1.129 and leisure was 1.52+.918.

Mean

Leisure
Looking after your own money
Education and training

Helping and supporting others

Mobility
Self-care

Social life and relationships

Paid or voluntary work

Activity in and around the

house 10.1

12

Figure-11: Standardised mean score in perceived restriction in participation

and autonomy
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4.11 The association between demographic factor (age, stroke duration

& rehabilitation months) and occupational area

The study found that the association between demographic factor (age, stroke duration
and rehabilitation months) and occupational area. A patient’s Chi-square test was

performed to show association between these variables.

4.11.1 The association between age and occupational area

Occupational Age Total |\ value | P-value
area n =89

18-32 | 33-47 | 48-62 | 63-77
(years) | (years) | (years) | (years)

Mobility 5.6% |23.6% [49.4% |[213% [100% |48.147 |.150
) (21) | (44) | (19) (89)
Self-care 56% |23.6% [49.4% |[213% [100% |40.460 |.664

(5) 21) (44 |(19) (89)

Activityinand | 5.6% | 23.6% |49.4% |21.3% |100% | 34.282 878

around the (5) (21) (44) (19) (89)

house

looking after 56% |23.6% |494% |21.3% |100% |5.108 .954
your own (5) (21) (44) (19) (89)

money

leisure 56% |23.6% |[49.4% |21.3% |100% |6.903 .864

) 1) (44 | (19) (89)

Social lifeand | 5.6% | 23.6% |49.4% |21.3% |100% | 46.487 411
relationships (5) (21) (44) (19) (89)

Helping and 5.6% 23.6% | 49.4% |21.3% 100% | 9.436 .665
supporting (5) (21) (44) (19) (89)
others

Paid or 56% |23.6% |49.4% |21.3% |100% |61.850 .086
voluntary work | (5) (21) (44) (19) (89)

Education and | 5.6% 23.6% |49.4% | 21.3% 100% | 19.351 .080
training (5) (21) (44) (19) (89)

Table-04: The association between age and occupational area

Table 04 showed that there was no strong association between age and participation
component like as paid or voluntary work was (n= 89, *=61.850, p<.086 ), education

and training was (n=89, x*=19.351, p<.080), mobility was (n=89, *=48.147, p<.150),
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self-care was (n=89, *=40.460, p<.664), activity in and around the house was (n=89, v’

=34.282, p<.878), looking after your own money was (n=89, \*=18.033, p<.453), leisure

was (n=89, *=9.415, p<.949), social life and relationships was (n=89, \*=46.487,

p<.411) and helping and supporting others was (n=89, \'=9.436, p<.086).

4.11.2 The association between stroke duration and occupational area

Occupational Stroke duration Total | P-
area n=89 | value | value
6-12 1318 19-24 Above
(months) | (months) | (months) | 24
(months)
Mobility 68.5% 10.1% 9.0% (8) | 12.4% 100% | 35.759 | .619
(61) 9) (11) (89)
Self-care 68.5% 10.1% 9.0% (8) | 12.4% 100% | 62.545 | .043
(61) 9) (11) (89)
Activity in 68.5% 10.1% 9.0% (8) | 12.4% 100% | 46.075 | .428
and around (61) 9) (11) (89)
the house
looking after | 68.5% 10.1% 9.0% (8) | 12.4% 100% | 24.463 | .018
your own (61) 9) (11) (89)
money
leisure 68.5% 10.1% 9.0% (8) | 12.4% 100% | 8.691 |.729
(61) 9) (11) (89)
Social life 68.5% 10.1% 9.0% (8) | 12.4% 100% | 58.555 | .085
and (61) 9) (112) (89)
relationships
Helpingand | 68.5% 10.1% 9.0% (8) | 12.4% 100% | 10.864 | .541
supporting (61) 9) (12) (89)
others
Paid or 68.5% 10.1% 9.0% (8) | 12.4% 100% | 35.016 | .919
voluntary (61) 9) (12) (89)
work
Education 68.5% 10.1% 9.0% (8) | 12.4% 100% | 13.315 | .347
and training (61) 9) (11) (89)

Table -05: The association between stroke duration and occupational area

The study represented that there was some strong association between stroke duration

and occupational component like as self-care and looking after your own money. (n=
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89, \'=62.545, p<.043 ) for self-care and (n=89, x* =24.463, p<.0.18) for looking after
your own money and rest occupational components had no strong association between
stroke duration like as mobility (n=89, 1*=35.759, p<.619), activity in and around the
house (n=89, *=46.075, p<.428), leisure (n=89, \"=8.691, p<.729), social life and
relationships (n=89, ¥’=58.555, p<.085), helping and supporting others (n=89, ¥’
=10.864, p<.541), paid or voluntary work (n=89, *=35.016, p<.919) and education and
training ( n=89, *=13.315, p <.347).

Here figure 12 showed that 68.50% (n=61) were 6-12 months, 12.40% (n=11) were
above 24(months), 10.10% (n=9) were 13-18 months and 9.00% (n=8) were 19-24

months.

Stroke duration of the respondents

® 6-12 (months)
13-18 (months)
m 19-24 (months)
® Above 24 (months)

9 8|
6-12 (months) 13-18 (months) 19-24 (months) Above 24
(months)

Figure-12: Stroke duration of the respondent.
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4.11.3 The association between rehabilitation months and occupational
area.

Occupational Occupational therapy Rehabilitation Total |y’ P-
area months n =89 | value | value
1-6 7-12 13-18 Above
(months) | (months) | (months) | 24
(months)
Mobility 79.8% 15.7% 1.1% (1) | 3.4% (3) | 100% | 29.53 | .864
(71) (14) (89) 2
Self-care 79.8% 15.7% 1.1% (1) | 3.4% (3) | 100% | 48.95 | .317
(71) (14) (89) 8
Activity in 79.8% 15.7% 1.1% (1) | 3.4% (3) | 100% | 33.56 | .895
and around (71) (14) (89) 5
the house
looking after | 79.8% 15.7% 1.1% (1) | 3.4% (3) | 100% | 29.84 | .039
your own (71) (14) (89) 1
money
leisure 79.8% | 15.7% | 1.1% (1) | 3.4% (3) | 100% | 24.25 | .147
(72) (14) (89) 5
Social life 79.8% 15.7% 1.1% (1) | 3.4% (3) | 100% | 34.22 | .879
and (72) (14) (89) 7
relationships
Helpingand | 79.8% 15.7% 1.1% (1) | 3.4% (3) | 100% | 10.07 | .609
supporting (71) (14) (89) 9
others
Paid or 798% | 15.7% | 1.1% (1) | 3.4% (3) | 100% | 48.79 | .441
voluntary (71) (14) (89) 1
work
Education 798% | 15.7% | 1.1% (1) | 3.4% (3) | 100% | 4.574 | .971
and training (71) (14) (89)

Table-06: The association between rehabilitation months and occupational

area.

The study result mentioned that there was one strong association between rehabilitation
months and occupational area. It was looking after your own money (n= 89, \'=29.841,

p<.039) and rest occupational areas there had no strong association between

rehabilitation months like as mobility (n=89, \*=29.532, p<.864), self-care and (n=89, v’
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=48.958, p<.0317), activity in and around the house (n=89, *=33.565, p<.895), leisure
(n=89, 1'=24.255, p<.147), social life and relationships (n=89, \*=34.277, p<.879),
helping and supporting others (=89, 1*=10.079, p<.609), paid or voluntary work (n=89,
'=48.791, p<.441) and education and training ( n=89, \*=4.574, p <.971).

Here figure 11 explained that 79.80% (n=71) were 1-6months, 15.70% (n=14) were 7-
12 months. 3.40% (n=3) were above 24(months) and 1.10% (n=1) were 13-18 months.

Duration of rehabilitation months

m 1-6 (months)

m 7-12 (months)

m 13-18 (months)

3
1
= o
1-6 7-12 13-18 Above 24
(months) (months) (months) (months)

Figure-13: Duration of rehabilitation months of the respondents
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Chapter 05 Discussion

5.1 Socio-demographic characteristics of stroke survivors

The study found that among 89 patients with stroke, maximum participant (49.4%) were
48-62 years old and minimum participant (5.6%) were 18-32 years old. Amosum et al.
identified that 44.5 % of stroke occur among the patient with 49-58 years old in
Ghana,'” Ugur et al. also disclosed a study where the maximum patient with stroke were
between 55-69 years old. The age is an important factor for stroke. Older age people are

more vulnerable to be affected by stroke.”

The study consisted of both male 65% and female 35%. In our society, there is strong
imbalance in male in female to get opportunity including health opportunity. Amosum
et al. disclosed a study on stroke survivors where 52.5% were male patient with stroke
and 47.5% were female, '” Belgen et al. also reported that 62% participants were male

and 38% were female.”’

In total study population, highest number of participants 47.10% were service holder,
25.8% were housewife, 15.7% were businessman, 5.6% were daily labor, 3.4% were
agriculture and 2.2% were student. Hossain et al. dig up a study where among total
stroke survivor, 28% were service holder, 17% were businessman, 16% were
housewife, 9% were farmer, 21% were retired person, and 9% were from others

profession.’

Marital status is an important component of demographic factor. The result showed that
among total participant, 98% were married and 2% were unmarried. Amosum et al.
investigated a study on stroke survivor where 68.5% were married.!” In cultural
perspective, marriage is common among Bangladeshi people rather than European and
American country. In Bangladeshi culture, early marriage is common in rural area. In
this report Hog™® noted that in different division in Bangladesh most of the women got

married under 15 years old. Among them, maximum were Muslim.

This study exposed that most number of participants (28.80%) were Graduate and small
number (5.60%) respondents had primary education. Amosum et al identified that in
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Ghana maximum number of participants (28.5%) were graduate and minimum (20.5%)

had primary education in Ghana.'’

Among the total participant of study, 66.3% were living with nuclear family, 32.6%
were living with extended family and 1.1% was staying alone. Amosum et al
investigated a study 54.0% were live with nuclear family, 44.0% were living with
extended family and 2% were staying alone.'” In Bangladeshi culture, maximum people
live with family. A study found that Bangladeshi families are mainly nuclear and joint.
Family consists of father, mother, son, daughter, husband, wife, brother, and sister.*

From total participant, 66.3% were ischemic stroke and 33.7% were hemorrhagic
stroke. Hossain et al guided a study where 61% of participants were ischemic stroke
and 39% were hemorrhagic stroke.”® In south Asian country, ischemic stroke occur
among patient with stroke due to hypertension, diabetic, and embolism. Patient with
ischemic stroke gets poor improvement in 23%, good improvement in 50%, and
excellent improvement in 27% time.®! Ultimately ischemic patient with stroke gains less
improvement among Bangladeshi patient. There are different results in some study like
as a study reported that where 82% of participants were diagnosed with ischemic stroke

and 13% were diagnosed by hemorrhagic stroke.®?

The result of this study exposed that left side affected patient were 51.7% and right side
affected patient were 48.3%. Belgen et al. revealed that right side hemiplegic patient

were 36% and left side hemiplegic patient were 64% among total participant.”’

Long term stroke duration gives the potentially negative impact in physical, social, and
emotional aspects of stroke patients. These factors are associated with some bad
outcomes like as death, recurrence and moderate-to-severe disability.?* According to
this report in this study highest number of participant’s (68.5%) stroke duration was 6-
12 months, 10.1% werel3-18 months, 9% were 19-24 months and 12.4% were above
24 months. Amosum et al. uncovered a study where 32.5% were 3-6 months, 28% were
7-12 months, 10% were 13-18 months, 11.5% were 19-24 months and 18% were above

24 months.’
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Among the total participants of the study, 79.8% were taking rehabilitation service 1-6
months, 15.7% were taking rehabilitation service 7-12 months,1.1% were taking
rehabilitation service 13-18 months and 3.4% were taking rehabilitation service above
24 months. Amosum et al. conducted a study on stroke survivor where 39.5% were
taking rehabilitation service 1-6 monts,27.5% were taking rehabilitation service 7-12
months,10% were taking rehabilitation service 13-18 months,11% were taking
rehabilitation service 19-24 months and 12% were taking rehabilitation service above
24 months.’” Rehabilitation acts a vital role for stroke survivors after stroke. It helps
stroke survivors become as independent as possible and to attain the best possible
quality of life. It also facilitated stroke survivors relearn their skills which are lost when

part of the brain is damaged.®

5.2 The source of perceived restriction in participation and autonomy

of the respondents of the different functional areas

Participation restriction relates to the social impact of disability in terms of an
individual’s levels of participation in different activity domains. The study found that
the survivors perceived they would encounter restrictions in participation and autonomy
in each of all domains, with the highest proportion of survivors faced restriction in
activity in and around the house (10.10+4.283) domain, then (9.03£4.294) was in Paid
or voluntary work, (7.40+3.670) was in Social life and relationships domain,
(7.00+£3.071) was in Self-care domain, (6.60+2.991) was in Mobility domain,
(1.84£1.117) was in Helping and supporting others domain, (1.75+.945) was in
Education & training domain, (1.54+1.129) was in looking after own money domain
and (1.52+.918) was in leisure domain. A study on stroke survivor propounded 2013 by
Amosum et al. conducted a study where the most participation restriction was
(3.46£.79) in education and training domain, (2.68+.89) in paid or voluntary work
domain, (2.20+.82) in helping and supporting others domain, (2.12+.79) in mobility
domain, (1.72+.65) in activity in and around the house domain, (1.67+.79) in looking
after own money domain, (1.39£.56) in social life and relationships domain and

(1.27+.52) in self-care domain.*’
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5.3 Participation level of the respondents after stroke in community
according to IPAQ

The study found that participation level of patients with stroke in community after
receiving occupational therapy service was fair. A study on stroke survivor which is
conducted by Amosum et al. where the participation level was relatively good among

those who had received rehabilitation service after stroke.*’

5.4.1 The association between age and occupational area

In this study there was no strong association between age and occupational area like as
paid or voluntary work was (=61.850,p<.086 ),education and training was (x'=19.351,
p<.080), mobility was (x’=48.147, p<.150), self-care was (’=40.460, p<.664), activity
in and around the house was (\'=34.282, p<.878), looking after your own money was
(+*=18.033, p<.453), leisure was ('=9.415, p<.949), social life and relationships was
(\*=46.487, p<.411) and helping and supporting others was (=9.436, p<.086). A study
on stroke survivor conducted by Johanne et al. founded that there was a strong
association between age and social role where including interpersonal relationships was

more significant with age (p=0.01).%

5.4.2 The association between stroke duration and occupational area

In this study there was some strong association between stroke duration and
occupational component like as self-care and looking after your own money. (\’
=62.545, p<.043) for self-care and ('=24.463, p<.0.18) for looking after your own
money and rest occupational components had no strong association between stroke
duration like as mobility (¥*=35.759, p < .619), activity in and around the house (V'
=46.075, p<.428), leisure ('=8.691, p<.729), social life and relationships (*=58.555,
p<.085), helping and supporting others ('=10.864, p<.541), paid or voluntary work (’
=35.016, p<.919) and education and training (x*=13.315, p <.347).Yi Ti et al. reported
that there was strong association between stroke duration and leisure activity
(p=0.008).%°
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5.4.3 The association between rehabilitation month and occupational
area

In this study there was one strong association between rehabilitation months and
occupational area. It was looking after your own money (x'=29.841, p<.039) and rest
occupational areas there had no strong association between rehabilitation months like as
mobility (¥'=29.532, p< .864), self-care and (’=48.958, p<.0317), activity in and
around the house (1*=33.565, p<.895), leisure (1*=24.255, p<.147), social life and
relationships  (*=34.277, p<.879), helping and supporting others (x*=10.079, p<.609),
paid or voluntary work ('=48.791, p<.441) and education and training (\*=4.574, p
<.971). Amosun et al. exposed that there was a strong association between rehabilitation

month and two occupational domain like as mobility where (p<0.02) and helping and

supporting others (p< 0.01)."’
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Chapter 06 Limitations

The researcher chose just 89 samples due to time limitation which is very small
to generalize the result in all over the Bangladesh.

There are few literatures found about activity participation of stroke patients in
the world.

There is no related study found activity participation of Bangladesh. Thus it is
difficult to compare the study with the other research.

In this study only Savar and Mirpur CRP were the study area to generalise for
wider population.

The questionnaire was developed only through searching sufficient literature but
considering the context of the demography of the population a pilot study would

substantial before developing questionnaire.

There are some limitations that should be kept in mind during conducting the study. The

researcher always tried to consider these limitations. The following limitations have

been identified during conducting the study.

In this study purposive sampling was used to select the respondents. A small
sample size is preferred when in-depth information is required. The findings of
this study cannot be generalised to all person with stroke. Because the sample
size was small.

Interview was conducted in Bangla. However the study is presented in English.
Researcher had to translate interview information from Bengali to English.
Sometimes it may difficult to discover actual meaning of some information from
the data translation. But researcher tried heart and soul to give the actual
information of the data in the study.

There were limited resources and information available about participation

because it is a new study within a Bangladeshi context.
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Chapter 07 Recommendations

Recommendations for Occupational Therapists in Bangladesh

Occupational Therapists (OTs) should adopt a broader role and holistic
treatment techniques on the fact of participation for people with stroke.

OTs need to update their knowledge in this area.

OTs should motivate patients and their family to engage in activity participation
in their own community after stroke and also provide counseling about
importance of activity participation. OTs needs to concentrate more on this issue

during the rehabilitation period.

Recommendations for further research

The researcher’s recommendation is that OTS needs to study this topic in depth. This

may involve:

A survey to discover a person with a stroke satisfaction about their active
participation after stroke.

Experiences of men with stroke to adjust to their previous participation in their
own community after stroke.

Find out the value of qualified Occupational Therapists and Occupational
Therapy students’ practicing purposeful activity during rehabilitation period
Researcher also recommends that OTs need to study on activity participation in
different areas like as SCI and head injury. To discover the current status of
activity participation in SCI patients.

Further research should be conducted with a large numbers of participants on
this study design. If researcher conducts the study with large samples then it will

be easy to generalise the result.
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Chapter 08 Conclusion

Stroke is a leading cause of disability in older adults.®’ It is a long term health condition
with ongoing needs for the individual and implications for health care resources. The
onset of disability after stroke can severely affect participation in meaningful
occupations and life satisfaction. ® 8 It is a challenge for an individual to adapt their
previous occupational area in their own community after stroke. They face lots of
problems to participate in community due to inaccessible community environment. So
their participation level does not remain good when they come back community after
stroke. The findings of the study indicated that the participation level of the respondents
after stroke in their community is fair. If every place will be enhanced accessible for
stroke patients like as toilet setting, around in and out their living area, well
transportation system and community and family member receive them positively and

help them then their participation rate will be increased in community after stroke.

Participation level of stroke patients in community also depends on their stroke duration
and how much time they have taken rehabilitation after stroke. We know that long term
stroke duration gives the potentially negative impact in physical, social, and emotional
aspects of stroke patients which are responsible for reduce their participation in
community.®® On the other hand proper rehabilitation is very necessary for stroke
survivors after stroke. It helps stroke survivors become as independent as possible and
to attain the best possible quality of life and increase their participation in community.®*
The findings of the study identified that there is a significant association between
participation and stroke duration and rehabilitation. However it should be considered
that it is necessary to provide more information during the rehabilitation period. It is
recommended that occupational therapist involved in the rehabilitation of stroke
survivors in Bangladesh should pay greater attention to the perceive and experienced
restrictions in participation and be skilled to assist stroke survivors and their family
members to identify and overcome these participation restrictions. If we increase
awareness among the community people to enhance accessibility and well
transportation system for the respondents which helps them to increase participation
level in community and then this study will be helpful for the person with stroke.
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Approval Letter for conducting study
Approval letter

22" December, 2016

The Head of the Department

Department of Occupational Therapy

CRP, Chapain, Savar, Dhaka-1343

Subject: An application for seeking permission for collecting the data to conduct the research.

Dear Sir,

With due respect and humble submission to state that I am Tonuj Dhor, student of 4™ year B.Sc. in Occupational
Therapy at Bangladesh Health Professions Institute ( BHPI); the academic institute of Centre for the Rehabilitation
of the Paralysed (CRP). I am sincerely seeking permission for collecting the data from the outpatient unit and stroke
rehabilitation unit of CRP-Savar and CRP-Mirpur to conduct my research as the part of fulfillment of the
requirements of degree of B.Sc. in Occupational Therapy. The title of my research is, “Level of participation of
stroke patient in community after receving occupational therapy service.”

The aim of the study is “To find out the actual participation level of stroke patient in community after receiving
occupational therapy service.”

I, therefore, pray & hope that you would be kind enough to grant my application & give me permission of collecting
the data from the outpatient unit and stroke rehabilitation unit of CRP-Savar and CRP-Mirpur and will help me to
complete a successful study as a part of my course.

Sincerely yours

Tonuj Dhor

Roll: 22, Session: 2012-2013

4" year, B.Sc. in Occupational Therapy,
Bangladesh Health Professions Institute (BHPI).
CRP-Chapain, Savar, Dhaka-1343
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Bangladesh Health Professions Institute (BHPI), CRP- 241220l
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Information sheet (English)

The name of the researcher is Tonuj Dhor. He is a student of 4th year, Department of
Occupational Therapy, Bangladesh Health Professions Institute (BHPI). As a part of his
academic issues he has to conduct a dissertation in this academic year. So researcher
would like to invite you to participate in this study. The title of the study is “Level of
participation of patient with stroke in community after receiving Occupational Therapy

service in Bangladesh”.

Your participation is voluntary in the study. You can withdraw your participation in
anytime. There is not the facility to get any pay by this participation. The study will
never be any harm to you but it will help the service user to know your experience,

which is very important for the service provider to plan for the future activities.

Confidentiality of all records will be highly maintained. The gathered information from
you will not be disclose anywhere except this study and supervisor. The study will

certainly never reveal the name of participant

If you have any query regarding the study, please feel free to ask to the contact

information stated below:

Tonuj Dhor

Student of 4th year

B. Sc. in Occupational Therapy

Department of Occupational Therapy

Bangladesh Health Professions Institute

Centre for the Rehabilitation of the Paralysed (CRP)
Chapain, Savar, Dhaka-1343
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Consent form (English)

This research is the part of Occupational Therapy course and name of the researcher is
Tonuj Dhor. He is a student of Bangladesh Health Professions Institute in B. Sc. in
occupational therapy in 4th year. The study is entitled as “level of participation of
patient with stroke in community after receiving Occupational Therapy service in
Bangladesh”.

In this study T am .........cooiiiiiiiie a participant and I have
been clearly informed about the purpose of the study. | have the right to refuse
participation any time and any stage of the study. I will not be bound to answer to
anybody. | understand that at present or future there will be no impact of treatment

receiving for participate the study

| am also informed that all the information collects from me that is used in this study
would be kept safe and maintain confidentiality. The researcher and the supervisor will
be eligible to access in the information for his publication of the research result. My

name and address will not published anywhere in this study.

| am also informed that all the information collects from me which is used in this study
would be kept safe and maintain confidentiality. The researcher and the supervisor will
be eligible to access in the information for his publication of the research result. My
name and address will not published anywhere in this study.

Signature/Finger print of the Participant: Date:

Signature of the Researcher: Date:

Signature/Finger print of the witness: Date:
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{APPENDIX- (IV)}

Questionnaire

Complete items before starting each interview

Interviwee identity number

Interviwer identy number

Interview date Day Month Year
Interviwee mobile number
Socio-economic & Demographic
Sl
No Questions Coding Categories Code
1. How old are you? | .o, Years
2. Sex Male =1
Female =2
Illetarate =1
Primary pass = 2
What is your High school pass = 3
educational status? SSC =4
3. HSC =5
Graduate = 6
House wife = 1
Agriculture = 2
A What is your Service =3
occupation? Buissiness = 4
Student =5
Daily Labour = 6

Vil




Unnmarried = 1

Married = 2
5. Marital status Seperated =3
Divorced =4
Widowed/Widowerd =5
Reluctant to answer = 6
6. Household Living with extended Family =1
Living with nuclear Family = 2
Staying alone = 3
7. What type of stroke Ischemic =1
occurred? Hemorrhagic = 2
8. Which side of your Right =1
body had been Left=2
affected? Both =3
9. Duration of stroke 6-12 (months) = 1
(months) 13-18 (months) = 2
19-24 (months) = 3
Above 24 (months) = 4
10. Rehabilitation 1-6 (months) =1

(months)

7-12 (months) = 2
13-18 (months) = 3
Above 18 (months) =4

viii




THE IPA: Impact on participation and autonomy
A questionnaire on choice and participation of daily living

Introduction: this questionnaire has some questions about your daily living activities
which we are wanting to know your health condition or disability whether effect on
your ability of your daily living activities. We also want to know, what types of choice
you have is, how you take part in work and how much it is important to you which give

us perception /idea about your participation.

When you answer this question, then you think about your own opinion and perception.

Here is no correct or incorrect answer.
It is very important to give answer with keeping balance of your condition or situation

At first please read the information they give right sign on boxes. As example if you can

go to the prioritized place of your home you would answer it

My possibility of getting around my house where | want to are
= Very good
= Good
» Fair
= poor
= Very poor

If you try to answer all these questions it will be very benefitted. Although any
questions can be seen difficult, irrelevant or unimportant to you yet please which you

think best applicable to you, sign in that box.

At the end of each question if you have further comments you can tell that.

In case of your all answers there will be maintained a strong/enough confidentiality
You will be given 20 minutes to fill the form

For giving your valuable time and help you are cordially thanked.



Impact on participation and Autonomy (IPA)

Mobility: where and when you want to (with or without aids or assistance)

At first we will ask you some questions about your mobility: your chance of getting

around where and when you want to go. We are interested whether you can decide

yourself where and when you went to go.

1a.My possibility of getting in and around of my house where | want to go:

O

O

o

o

O

Very good
Good

Fair

Poor
Very poor

1b.My possibility of getting in and around of my house when | want to go:

o

o

O

o

o

Very good
Good

Fair

Poor
Very poor

1c.My possibility of going in my relatives and friends house when | want to go:

O

O

o

O

O

Very good
Good

Fair

Poor
Very poor

1d.My possibility of going a short of trips and holy days where | want to go:

O

o

O

o

O

Very good
Good

Fair

Poor

Very poor

A W N B, O

A W N L, O




le.if your health or disability effect on you, where and when you want to go, and then
what to extent can cause problems?
o No problem 0
o Minor problem 1

o Major problem 2

Space for if you have further comments on your control of your life. Space for if you

have further comments about mobility:

Self-care: (with or without aids or assistance)
Next questions are related about your personal care. When you will answer these
questions ,then you will decide about thinking yourself that when and how you want to

do these activities, even you get help of others.

2a.My chances of getting washed and dressed myself as my wish are:
o Very good
o Good
o Fair

o Poor

A W N L O

o Very poor

2b.My chances of getting washed and dressed when | want to are:
o Very good
o Good
o Fair
o Poor

A W N B, O

o Very poor
2¢.My chances of getting up and down from bed when | want to are:

o Very good

o Good

o Fair

o Poor

A W NN -, O

o Very poor

Xi




2d.My chances of going to toilet and according to my need to are:

2e.My chances of eating and drinking water when | want to are:

o

Very good
Good

Fair

Poor

Very poor

Very good
Good

Fair

Poor

Very poor

A w NN O

A W N -, O

2f. If your health or your disability effect on yourself care, then you face what types of

problems:

o No problem

0

o Minor problem 1

o Major problem 2

Space for if you have further comments about yourself care:

Activities in and around of your house (with or without aids or assistance)

Next questions are in house what types of activities and responsibilities you have and

these impact of your health or disability. We would like to know whether you can

decide when and how you will do, even if do not perform these activities yourself.

3a.My chances of contribution and looking after my family when | want to:

O

Very good

o Good

o Fair

o Poor

O

xii

Very poor

A W NN -, O




3b. my chances of doing light work around my house (for example: making tea or

coffee) how | want to do myself or others.

o Verygood O
o Good 1
o Fair 2
o Poor 3
o Verypoor 4

3c My chances of doing heaving work (e.g. Cleaning) how | want to do myself or
others:

o Verygood O

o Good 1

o Fair 2

o Poor 3

4

o Very poor

3d. My chances of doing household activities when | want to do myself and others:
o Verygood O

o Good 1

o Fair 2

o Poor 3

4

o Very poor

3e. My chances of doing minimal repair and maintenance when | want to do myself or

others:
o Verygood O
o Good 1
o Fair 2
o Poor 3
o Verypoor 4
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3f. My chances of completing my work in house how | want to:

o Verygood O
o Good 1
o Fair 2
o Poor 3
o Verypoor 4

3g. If your health or your disability effect on your activities in and around of your
house. Then what to extent can cause problems:
o No problem 0
o Minor problem 1

o Major problem 2

Space for if you have further comments about in around of your house activities

Looking after of your money(with or without aids or assistance)
Next questions about depend on the result of your health or disability whether you have

control of spending more money.

4a.My chances of choosing how I spending my money as my wish

o Verygood O
o Good 1
o Fair 2
o Poor 3
o Verypoor 4

4b. If your health or your disability effect on spending of your own money, Then what
to extent can cause problems?
o No problem 0
o Minor problem 1

o Major problem 2

Space for if you have further comments about controlling of more financial status:

Xiv




Leisure (with or without aids or assistance)

Next questions are about whether you can decide how you will spend your leisure time.

5a.My chances of spending my leisure time how | want to are:

o Verygood O
o Good 1
o Fair 2
o Poor 3
o Verypoor 4

5b. If your health or your disability effect on how you spend your leisure time, the what
types of problem you face?
o No problem 0
o Minor problem 1

o Major problem 2

Space for if you have further comments about spending of your leisure time

Social life and relationship: Next questions are about the quality and frequency of your
social life and relationship. We would like to know about whether is any effect of your
health problem or disability?

6a.My chances of talking to people and close equally:
o Verygood O

o Good 1

o Fair 2

o Poor 3

4

o Very poor

XV




6b.the skills of maintaining relationship with close people:

6¢.The respect | get from the closest people is:

6d.My relationships with known person are:

6e.The respects | get from my known person are:

6f.My chances of making close relationship are:

XVi

Very good
Good

Fair

Poor

Very poor

Very good
Good

Fair

Poor

Very poor

Very good
Good
Fair
Poor

Very poor

Very good
Good

Fair

Poor
Very poor

Very good
Good

Fair

Poor

Very poor

A W N P O A W N P O

A wWw NN -2 O



6g.my chances of often meeting with people whom | want are:
o Verygood O

o Good 1

o Fair 2

o Poor 3

4

o Very poor

6h. If your health or your disability effect on your social life and relationship, then what
types of problem you face?
o No problem 0
o Minor problem 1

o Major problem 2

Space for if you have further comments about your social life and relationship:

Help and support to other people (with or without aids or assistance)
Next questions are about on you have any opportunity to help and support people such

as family,neighbours,friend or any club member

7a.My chances of helping or supporting people in any way are:

o Verygood O
o Good 1
o Fair 2
o Poor 3
o Verypoor 4

7b. if your health or your disability effect In case of helping other people, then what
types of problems you face?
o No problem 0
o Minor problem 1
o Major problem 2

Space for if you have further comments about helping or supporting other people:
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Exchange or volunteer work(with or without aids or assistance)

Next questions are about exchange or volunteer work; we would like to know whether

you have opportunity to find out exchange or volunteer work, even if it can be not

suitable with your present situation.

8a.My chances of finding out or holding exchange or volunteer work as | choose:

O

@)

O

o

o

Very good
Good

Fair

Poor
Very poor

Please only answer questions from 8b — 8f if you have any exchange or volunteer work,

even if you due to illness you do not any work at the moment, please answer 9 no

question

8b.My chances of doing exchange or volunteer as | wish:

@)
O

o

Very good
Good

Fair

Poor

o Very poor

8c.My connections of other people with my exchange or volunteer work are:

@)
O
O

o

XViii

Very good
Good
Fair

Poor

Very poor

A wWw NN -, O

A W NN -2 O




8d.my skill of achieving designation of exchange or volunteer work as | wish:
o Very good
o Good
o Fair

o Poor

A w NN -, O

o Very poor

8e.My chances of performing different exchange or volunteer work as | wish:
o Very good
o Good
o Fair

o Poor

A W N -, O

o Very poor

8f. if your health or your disability affects on your exchange or volunteer work, then
what types of problems you face?
o No problem 0
o Minor problem 1

o Major problem 2

Space for if you have further comments about exchange or volunteer work

Education and training (with or without aids or assistance)
Next questions are about your health condition or disability effect yours education or
training what you want. If in future you do not have wish to study or any other course

suitable then sign mark in this box not applicable.

9a.My chances of getting education or training as | wish /want:
o Verygood O

o Good 1

o Fair 2

o Poor 3

4

o Very poor

XiX




9b. if your health problem or disability effect on your education or training then what to

extent can cause problem:

o No problem 0
o Minor problem 1

o Major problem 2

Space for if you have further comments related to education or training

IPA questionnaire of last part

In this questionnaire you have answered that questions those are related with the result
of your health or disability (personal and social life) consider all this things, in general
can you tell whether you have enough control on your life?

10. My chances of leading life as my wish | want to are:

o Verygood O
o Good 1
o Fair 2
o Poor 3
o Verypoor 4

Thank you for giving yours valuable time and answer all these questions.

XX
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Questionnaire (Bangla)
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Appendix VI

Author permission for IPAQ scale
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