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ABSTRACT 

 

 

Purpose: The purpose of the study was to the quality of life experience of stroke survivors   

among stroke patients at CRR Objectives: The objectives are to find out the life experience 

of stroke servivors, to find out the socio-demographic information of the patients and 

caregivers. Methodology: The study was conducted by using of Qualitative method. 20 

participants were selected and this qualitative study conducted in the Neurology Unit in 

CRP, which is a nongovernment organization, located in Savar Participants were selected 

by purposive convenience sampling. All data collected through face-to face interview by 

using a semi-structured research question and given freedom to explain their feelings in 

their own words. They also received opportunity to talk and described the feelings and real 

facts or incidents. The entire interviews were recorded by the audio recorder and 

transcribed the interview in Bangla. Finally, Bangla data were been translated into English 

and then the researcher coding and themes were made from the participants answer. 

Results: This study was found that male participants about 65% and 35% were female. 

Males were been affected than female. The most vulnerable age range is 30 to 90 years. 

Seven theme are the results Prior about knowledge, Staying at hospital,  Access to 

Rehabilitation Including (Physiotherapy, Occupational Therapy and Speech and Language 

Therapy), Level of Independence Post Stroke, Rehab services at community, The 

Challenges of Returning Home and The Challenges Experienced by Caregivers. 

Conclusion: Speech problem, movement problems, cooking problem, bed mobility, 

communication problems, lonely life and others problems, are life experience of stroke 

survivors awareness and take steps to reduce the risk of developing.  

 

Keywords:  Stroke, caregivers, stroke survivors, rehabilitation 
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1.1 Background 

  

Stroke is defined by WHO as “Rapidly developed clinical signs of focal disturbance of 

cerebral function lasting for more than 24 hours or leading to death without any apparent 

cause other than vascular origin (Hossain et al., 2011).  

Stroke is the second leading cause of death (Lozano et al, 2012) and third leading cause 

of disability (Murray et al, 2012) worldwide. In Asia, which holds 60% of the world’s 

population (Venketasubramanian et al, 2017), stroke mortality is higher when compared 

to Western Europe, the Americas and Australasia (Feigin et al 2014).  

Stroke is expected that as the control of infectious diseases improves, life expectancy in 

Bangladesh will increase. In turn, this may result in a higher exposure to risk factors 

associated with stroke and therefore higher incidence of stroke, if modifiable risk factors 

are not managed. Limited availability of healthcare may result in higher mortality rates 

and greater numbers of disabled survivors (Venketasubramanian et al., 2017).  

In addition to the physical impairment caused by stroke, the emotional, social and 

economic impacts of stroke can be overwhelming stroke survivors and their families 

(Walsh et al., 2015). Post stroke depression (PSD) thought to be affect about one third of 

persons with chronic stroke, this condition is difficult to diagnose and therefore remains 

unrecognized and undertreated (Srivastava et al., 2010). PSD, along with factors such as 

social isolation, age and decreased function have been associated with a reduction in 

participation (Sturm et al 2004 and Chau et al., 2009). The majority of stroke survivors 

living at home 6 months after stroke reported a lack of social, recreational or meaningful 

activity (Mayo et al., 2002). 

 Caregivers have an important role supporting stroke survivors through these challenges. 

Therefore it is critical that we not only consider the effects of stroke on the patient but also 

those experienced by the caregiver, especially given the nature of sudden onset and 

unexpected change to lifestyle that is required to adapt to this situation. Balancing the dual 

responsibility of caring for the stroke survivor, whilst maintaining the necessary 

adjustments in their lifestyle, is challenging for caregivers (Bhattacharjee et al., 2012).  
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Understandably, this can result in chronic stress, compromising the caregiver’s physical 

health (Schulz and Sherwood 2008), subjective well-being and self-efficacy (Pinquart and 

Sörensen, 2003). Although the effects of stroke on survivors and caregivers has been well 

documented, little we known about how these findings compare to a Bangladeshi 

population given the limited provision of rehabilitation services available to stroke 

survivors (Mamin et al., 2017).  

While the relationship between physical functioning, disability and self-perceptions of 

health among stroke survivors is complex and strongly mediated by context and individual 

factors. Their impact on disability might be diminish and experiences of health enhanced 

by assessing self-perceptions in individual patients and tailoring rehabilitation. A simple 

question of ‘how would you rate your health?’ followed by a range of options (for example, 

poor, fair, good or excellent), can give a wealth of information to the healthcare 

professional, and aid in the targeting of interventions (Bergina et al., 2016). Worldwide, 

stroke is the second leading cause of death, responsible for at least 4.4 million (9%) of total 

50.5 million deaths each year (Sudlow & Warlow, 2009). 

Currently, Stroke is the second leading cause of death in the western world ranking after 

heart diseases and before cancer and causes 10% of deaths worldwide (Braunwald et al., 

2006). According to the World Health Organization, 15 million people suffer stroke 

worldwide each year. 5 million die and another 5 million are permanently disabled 

(Engstrom et al., 2011).  

Interventions that potentially enhance subjective health experiences after stroke, such as 

those that modify the social circumstances of stroke survivors, and those that focus on 

enhancing psychological outlook and resilience. Enabling .stroke survivors to cope with 

the stressors of rehabilitation and take control of their recovery are likely to be important 

to improving the overall health status of stroke survivors (Bergina et al., 2016). 

The brain is an exciting area in neurology as it is complex in anatomy and in function. 

With the advancement of age in addition to decay, the brain becomes more prone to get 

many complicated life threatening diseases, these will need appropriate attention in time. 

Stroke is one of such condition, which is the burning topic in this new millennium, since 
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it is not only a major killer, but also a cause of disability in the world as well as in 

Bangladesh (Mohammad, 2011).  

Stroke is one of the major chronic illnesses worldwide that health-care organizations will 

need to address for the next several decades. The nerve cells are responsible for controlling 

various parts and processes within the body. If the cells cannot function properly, the body 

parts they are responsible for controlling also cannot functioning properly. About a third 

of all strokes are precede by transient ischemic attacks (TIA), or mini-strokes, that 

temporarily interrupt blood flow to the brain. While TIAs cause similar symptoms (such 

as sudden vision loss, or temporary weakness in a limb), they abate much more quickly 

than full flexed strokes, usually within a few hours, sometimes as quickly as a few minutes 

(Bruno, 2008).   

 

Stroke can affected by the following effects of brain attacks like weakness or paralysis on 

one side of the body that may affect the whole side or just arm or leg and the weakness or 

paralysis is on the side of the body opposite the side of the brain. Stroke causes spasticity, 

stiffness in the muscles, painful muscles spasms, problems with balance or coordination, 

problems using language, having difficulty to understand the speech or writing (aphasia); 

and knowing the right words but having trouble saying them clearly (dysarthria). Being 

unaware of or ignoring sensations on one side of the body , pain, numbness or odd 

sensations problem with memory, thinking, attention or stroke, being unaware of the 

effects of a stroke, trouble swallowing (dysphasia), problem with bowel or bladder 

control, fatigue, difficulty controlling emotion, depression and difficulties with daily tasks 

(Murie-Fernandez et al.,2012).  

 

There are some modifiable or preventable risk factors for stroke. These are -diet and 

nutrition, physical inability, smoking, substance/alcohol abuse, certain medical condition 

including: abnormal blood vessel connections, cerebral aneurysms, low cholesterol level, 

diabetes, hardening of the arteries, heart disease, high blood pressure, obesity, Transient 

Ischemic Attacks(TIA) And some non-modifiable risk factors are age, ethnicity, 

heredity/family history of stroke and gender (Maria, 2008). 
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1.2 Rationale  

 

Stroke is a catastrophic event and one of the most common causes of severe disability 

following neurological damage. Stroke is an important health problem in Bangladesh due 

to high morbidity and Mortality rate. It is the one of the significant causes of physical 

Disability in our country. The number of affecting people is increasing day by day due to 

lack of awareness. It is affecting a large number of individual that creates devastating 

effect on a family a society as well as in whole country. It is be explained by broadly about 

the life experience of stroke survivors of the stroke patients and this is the most common 

scenery in the Bangladesh. The world health organization statistics that is, about 10% of 

the population are disabled by stroke large number of Populations suffer from stroke. Life 

experience of stroke survivors arise, due to lack of awareness of patients and family. 

Therefore, everyone about the life experience of stroke should know it. If enough 

knowledge about the life experience after stroke. It will be easy to prevent the further 

complication. The aim of the study is to find the out the life experience of stroke survivors. 

So it is help for our society and country in both socially and economically. This is very 

important for the stroke patients focusing on preventing the survivors and improving 

quality of life for people with stroke. Finally, for this study, participants may be beneficial 

and practitioner will gain knowledge from this study.  
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1.3 Research question  

 What are the life experience of stroke survivors and caregivers? 
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1.4 Aims  

The aim of the study was to find the life experience of stroke survivors and caregivers. 

 

1.5 Objectives  

  

1.5.1 General objective 

To identify the of life experience of stroke survivors and caregivers. 

 

1.5.2 Specific objectives  

1. To find out the prevalence of life experience of stroke survivors and caregivers .  

2. To identify the male female ratio. 

3. To identify the more affected age group.  

4. To find the occupation of patients with stroke.  

5. To identify the patients influencing demographic factors for such exposure group in 

relation to name, age, sex, occupation, education, type of stroke, living area, etc. 

6. To identify the caregivers influence demographic factors for such exposure group in 

relation to name, age, sex, occupation, education etc. 
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1.6 List of variables  

 

Independent Variables                                                             

1. Socio Demographic factors, for example: Name, Age, Sex, Education, and Occupation.  

2. Types of Diagnosis  

3. Types of Treatment  

4. Behavioral risk factor. 

5. Physical inactivity  

 

Dependent variables   

Life experience of stroke survivors and caregivers. 
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1.6 Operational definition Stroke  

The world Health Organization the stroke as: A rapidly developed clinical sign of focal 

disturbance of cerebral function of presumed vascular origin and of more than 24 hours 

duration.  

 

1.6 Survivors 

 A person who survives, especially a person remaining alive after an event in which others 

have   died. "He was the sole survivor of the massacre" the remainder of a group of people 

or things." A survivor from last year's team" A person who copes well with difficulties in 

their life. "She is a born survivor" 
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CHAPTER-II                                                                   LITERATURE REVIEW 

 

 

The stroke usually refers to the patients who have had Cerebrovascular Accident (CVA) 

as the results in circulatory defects in which the symptoms have continued for more than 

24 hours and it is due to a lesion affecting the opposite side of the cerebrum (Carr & 

Shepherd, 2006). 

 

Stroke is characterized as a neurological deficit attributed to an acute focal injury of the 

central nervous system by a vascular cause, including cerebral infarction, intracerebral 

hemorrhage, and subarachnoid hemorrhage and is a major cause of disability and death 

worldwide. Despite its global impact, the term “stroke” is not defined in clinical practice, 

in clinical research, or in assessments of the public health. Advances in basic science, 

neuropathology, and neuro imaging have improved the understanding of ischemia, 

infarction, and hemorrhage in the central nervous system (Sacco et al., 2013).  

 

A Stroke is an acute medical emergency. Stroke (also called "Brain Attack") is disease of 

the circulatory system caused by the rupturing or the blockage of an artery. In middle age 

older women, approximately 70% of strokes are thromboembolic (caused by a blockage 

from a blood clot), 15% consist of intracerebral hemorrhage, and 10% of subarachnoid 

hemorrhage. Depending on where the rupture or blocked artery leads, this part of the brain 

does not get oxygen. This can result in permanent brain damage, disability and sometimes 

death (Harari et al., 2008).  

 

Cerebral vascular accident (CVA) or stroke is the most common disabling neurological 

disease of adulthood (Pedretti, 2007). It may be defined as an interruption in the blood 

flow so that an adequate supply of oxygen and nutrients faith reach portion of the brain. 

Medical practitioners use the term, often abbreviated as CVA, for stroke. A stroke can 

occur in any part of the brain the cerebral hemispheres, the cerebellum or the brainstem 

(Bierman, 2009). A cerebrovascular accident is a rapidly developed clinical sign of a   

focal disturbance of cerebral function of presumed vascular origin and o more than 24 
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hours duration (WHO, Foster, and Johnson, 2006). Clinical signs of stroke developed 

suddenly due to interruption of blood flow to the brain and lasts more than 24 hours. 

Warlow (2010) defined as the stroke or CVA as rapidly developing clinical symptoms and 

or signs of focal time‘s global loss of cerebral function with symptoms lasting more than 

24 hours leading to death with no apparent cause other than that vascular origin. World 

health Organization (WHO) supports this definition of CVA. When the severity of stroke 

last less than 24 hours, it is known as transient ischemic attack (TIA).It is not a stroke but 

a warning for a fourth-coming stroke. In TIA no symptoms are found (Pedretti, 2007) 

 

The most common type of stroke and it is responsible for about 80% of all first ever in a 

lifetime stroke. This takes place when a clot blocks blood vessels or become too narrow 

for blood to flow within the brain due to reduction in blood supply, brain cells die from 

lack of oxygen (Nayan, 2009).  

 

The most important modifiable risk factors for stroke are high blood pressure and atrial 

fibrillation (although magnitude of this effect is small: the evidence from the Medical 

Research Council trials is that 833 patients have to be treated for 1year to prevent one 

stroke). Other modifiable risk factors include high blood cholesterol levels, diabetes, 

cigarette smoking (active and passive), heavy alcohol consumption and drug use, lack of 

physical activity, obesity, processed red meat consumption and unhealthy diet. Alcohol 

use could predispose to ischemic stroke and intracerebral and subarachnoid hemorrhage 

via multiple mechanisms (for example via hypertension, atrial fibrilation, rebound 

thrombocytosis and platelet aggregation and clotting disturbances). The drugs most 

commonly associated with stroke are cocaine, amphetamines causing hemorrhagic stroke, 

but also over-the-counter cough and cold drugs containing sympathomimetic (NINDS, 

2005).  

 

The stroke Centre (2012) has described the following risk factors of stroke are manageable 

or preventable. Risk Factors: Diet & Nutrition, physical inactivity, smoking, 

substance/alcohol abuse, certain medical conditions, including abnormal blood vessel 

connections (arteriovenous malformations and arteriovenous fistulas), cerebral aneurysms 
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(enraptured), cholesterol level (high levels of bad cholesterol and/or low levels of good‖ 

cholesterol), diabetes hardening of the arteries (atherosclerosis/arteriosclerosis), heart 

(cardiovascular) disease, high blood pressure (hypertension), obesity, transient ischemic 

attacks (TIAs). Unalterable Risk Factors: Age, ethnicity, heredity/family history of stroke, 

gender (TSC, 2012)  

 

Stroke are be diagnosed by studying images of the brain (brain imaging) and carrying out 

physical tests. Doctor may check for the causes of stroke by taking blood tests to determine 

cholesterol and blood sugar levels, checking pulse for an irregular heartbeat and taking a 

blood pressure measurement. Even if the physical symptoms of a stroke are obvious, brain 

imaging should also be carried out to determine, if the stroke has been caused by a blocked 

artery or burst blood vessel, which part of the brain has been affected, how severe the 

stroke is, the risk of a transient ischemic attack (TIA). Different treatment is required for 

each type of stroke so a rapid diagnosis will make treatment more straight forward (Jakson 

et al., 2006).  

 

The ability to define the world and our place in it distinguishes our humanity. Stroke or 

brain attack forever alters this world-making capacity. The stroke patient's world, once 

comprehensible and manageable, is be transformed into a confusing, intimidating and 

hostile environment. The skills of intellect, sensation, perception and movement, which 

are be honed over the course of a lifetime and which so characterize our humanity are the 

very abilities most compromised by stroke. Stroke can rob people of the most basic 

methods of interacting with the world. The specific abilities that will be lost or affected 

by stroke depend on the extent of therein damage and most importance where in the brain 

the stroke occurred. The brain is an incredibly complex organ, and each area within the 

brain has responsibility for particular function or ability. The brain is be divided into four 

primary parts: the right hemisphere (or half), the left hemisphere, the cerebellum and the 

brain stem (Drake, 2005). A stroke may result in a severe dramatic change to a person‘s 

life. It can be very hard to accept this and may result in unrealistic expectation and 

depression. People often feel a great physical and mental tiredness. Movements are not as 

autonomic and smooth as before the stroke.  People who had a stroke use much more 
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energy than someone who has not. In relation with movement, the functional activities of 

the stroke patient become dependent. It influences in all aspects of daily living at home 

such addressing, toileting, bathing. Each stroke differs depending upon the brain injury, 

the severity of the injury, and the person‘s general health (Mondol, 2005).  

 

Stroke is often followed by survivors, which add to the detrimental effect that loss of 

motor, sensory and autonomic function have on a person‘s health, social participation and 

quality of life Stroke typically induces devastating damages leading to a permanent loss 

of sensory and voluntary motor functions. In recent years, associated conditions or called 

secondary complications have received increasing attention from clinicians 'and scientists. 

It is generally recognized that many stroke patients will develop important and often life-

threatening complications several months to several years post-trauma. For instance, 

muscle wasting, osteoporosis, cardiovascular problems, Immune deficiencies, hormonal 

imbalance, skin ulcers, anemia and urinary urgency are among the problems typically 

encountered by chronic ischemic individuals (Robert et al., 2013). 

   

The incidence rates are  reported to be between 29-67% in acute stroke patients. Some of 

the variability is be related to differences in the timing and method of swallowing 

assessment. The presence of dysphasia can be identified on the basis of clinical or 

radiographic examinations, or both patients (Martino et al., 2005). The most occurring 

voiding abnormalities associated with stroke have been identified as urinary frequency, 

urge incontinence and urinary retention (Marinkovic & Badlani 2011). There have been 

reports that 21%-47% of stroke patients experience urinary retention. The commonality 

and the importance/necessity for clinicians to address and manage these complications 

have been highlighted by three recent review articles on overactive bladder, urinary 

incontinence, and voiding dysfunctions in stroke patients, respectively (Linsenmeyer 

2012; McKenzie & Badlani 2012; Mehdi et al., 2013).  

 

A variety of risk factors for fecal incontinence has been identified by total anterior 

infarction (Barrett 2012). It identified problems with toilet access and constipating drugs 

as modifiable risk factors post stroke; however, the most powerful predictor of fecal 
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incontinence in the first few days following stroke appears to be the initial level of 

consciousness. These are followed Bladder distention spasms and catheter irrigation are 

the primary causes of autonomic dysreflexia. These are be followed by bowel impaction 

and rectal stimulation (Umphred, 2007).  

 

The clinical diagnosis of pulmonary emboli is unreliable, being both insensitive and 

nonspecific. Many cases are clinically silent with only 30% having the clinical features of 

a DVT and only 70% demonstrating a DVT on demography. Patients with a massive 

pulmonary embolus who suffer compromise of more than 60% of the pulmonary 

circulation are critically ill. Right heart failure may progress to cardiovascular collapse 

with hypertension, coma and death. A submissive pulmonary embolus presents with 

tachycardia, tachypnea and signs of pulmonary infarction with consolidation, riles, 

hemoptysis, pleuritic chest pain, pleural friction rub, pleural effusion and fever. In most 

cases there are usually only a few clinical findings and the presentation may be nonspecific 

with the major clinical complaints malaise and a fever (Jensen & Lenz, 2005).  

 

Post stroke seizures may occur soon after stroke or be delayed each appears to be 

associated with differing pathogeneses. Most seizures are single, either partial or 

generalized (Ferro & Pinto 2008). Wiebe and Butler (2008) noted that, Seizures are the 

clinical expression of excessive, hyper synchronous discharge of neurons in the cerebral 

cortex."Whether seizures worsen outcome remains unclear. Vernon et al., (2009) reported 

new-onset seizure among patients with ischemic stroke was an independent risk factor for 

mortality. However, the authors did not control for the confounding effects of stroke 

severity or co morbidity. Similarly, higher mortality risk at 30 days and 1 year was seen 

in patients with early seizures but the risk disappeared after adjusting for stroke severity 

and other confounding factors (Hamidou et al., 2013). reported to be between 4% and 

15%, with the majority of fractures occurring on the both side. Moreover, Watanabe 

(2005) found that 40% of patients admitted for inpatient stroke rehabilitation already had 

osteoporosis. About one hundred years ago, a couple French neurologists described an 

abnormal pain disorder occurring subsequent to stroke (Segatore 2006).  
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Central post stroke pain (CPSP) is a syndrome characterized by sensory disturbances and 

neuropathic pain. The condition has received a significant amount of attention recently. 

One study reported that as many as 8% of all stroke patients had some form of CPSP. 

However, given the multitude of clinical impairments/disabilities suffered by stroke 

patients it is not unusual for pain to be ignored or given a lower priority. In 4060% of 

CPSP patients, the onset of central pain occurs more than one month following the stroke 

and may cause delays in diagnosis and treatment if the primary care providers are no 

longer actively involved in the patents‘care at this point (Hansson 2005). 

 

Although fatigue following stroke is common and may negatively affect progress during 

inpatient rehabilitation, it has not been well studied. Fatigue is a subjective term and there 

is no valid and accepted definition of fatigue (Choi-Kwon & Kim 2011; Van Eijsden et 

al., 2012). Abnormal, or pathological fatigue has been defined as a state of general 

tiredness characterized and shoulder hand syndrome by weariness unrelated to precious 

exertion levels and is usually not ameliorated by rest (De Groot et al., 2009).When people 

sustain Stroke they need prolonged meticulous care that starts with hospitalization and 

extend long after discharge. In stroke, the goals of rehabilitation include, optimizing 

physical function, facilitating social independence, minimizing medical complications, 

enhancing emotional adaptation, and promoting reintegration into the community. 

Rehabilitation involves the combined & coordinated use of medical, socials, educational 

& vocational measures for training & retraining the individuals to the highest possible 

level of functional activity.  Rehabilitation has been  defined by the World Health 

Organization as a progressive, dynamic, goal oriented and often time limited process, 

which enables an individual with an impairment to identify and reach his/her optimal 

mental, physical, cognitive and social functional level (Zeyda, 2009). Patients need to be 

transferred to specialist units for Stroke at the earliest opportunity so that they can achieve 

the greatest degree of functional independence possible, for it appears that delay causes 

more medical complications prolonging rehabilitation Concluded that optimal 

rehabilitation care,with regard to the prevention of complications during the acute phase, 

entails early admission to a specialized multidisciplinary facility (Roy et al., 2014).                                                                                                              
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CHAPTER-III                                                                                     METHODOLOGY    

 

3.1 Study design  

It was used a qualitative research model to extract the life experience of stroke survivors. 

A qualitative research design was used so that there would use large number of participants 

and therefore to collect data. The qualitative study carried out among patients who are 

suffering from life experience of stroke survivors Centre for the Rehabilitation of the 

Paralyzed (CRP) at Neurological unit.  

 

3.2 Study site  

Data were collect from the Neurological unit of Centre for the Rehabilitation of the 

Paralyzed (CRP), which was the largest rehabilitation centre for the Stroke patients in the 

Bangladesh. It was a nonprofit organization, which is providing comprehensive 

rehabilitation of people with spinal cord injury in Bangladesh. CRP the person‘s 

impairment alone. CRP focuses on a holistic approach to rehabilitation, recognizing that 

all aspects were important for it success Physical rehabilitation, psychological 

rehabilitation, economic rehabilitation and planned discharge. Support was be extended 

once the person goes back to a live in the community. CRP also launch stroke rehabilitation 

of stroke patients. Approximately 20 stroke patients per day are receiving services from 

CRP as inpatient and outpatient. For that, reason CRP was consider as a study place.  

 

3.3 Study sampling and population  

The study populations were 20 stroke patients 20 caregivers who admitted in CRP for 

treatment. The sample was be chosen by convenience sampling. There was developed a 

semi structural type questionnaire for identifying the life experience of stroke survivors.  
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3.4 Inclusion criteria  

 1. Both male and female patients would include.  

 2. Patient age range was between 30-90 years.  

 3. In caregivers:- 

       -Both male and female. 

       -Caregivers age range 16-75 years. 

       -Full primary care. 

 

3.5 Exclusion criteria  

 1.  Patients who would medically unstable.  

 2.  Participants who had not speaking problem.  

 3.  Patients who had cognitive problem.  

 4.  Patients who were not able to communicate. 

 

3.6 Sample size  

 Due to limited set of time the number of the sample of the study was 20. For this study 

small sample size was taken. So, the researcher could analyze the data from the participant 

deeply & easily. Only 20 participants was have been chosen as sample until data saturation 

point was reached. Small numbers of potential study participants are appropriate for a 

qualitative methodology. They selected according to the researcher purpose and their 

willingness and accessibility for interview. 

 

3.7 Sampling technique  

Data were collect from Neurological unit of CRP. Data is collected data from the patients 

who are admitted at CRP to take physiotherapy treatment or continuing their treatment. 

Sampling procedure was purposive convenience sampling technique. According to this 

sampling process, the researcher had the ability to select the sample towards the study 

purpose. By using this sampling procedure could make a judgment about sample & able to 

collect in depth data from participant according to research needs. Those who meets 

inclusion and exclusion criteria were select as the participants. 
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3.8 Questionnaire  

The questionnaire was structural type for collecting the date for the findings of the study.  

 

3.9 Data collection method  

 

A study population was been selected by using the convenience sampling method. A small 

number of participants were appropriate for our qualitative study method, of those, twenty 

participants were sufficient to reach data saturation point. In addition to the inclusion and 

exclusion criteria, participants were select according to the researcher purpose and their 

willingness and accessibility for interview. CRP was one of the largest providers of stroke 

rehabilitation in Bangladesh. A semi-structured questionnaire was developed to guide 

researchers in their data collection during the interview. All socio-demographic 

information were collect and questionnaires completed during face-to-face interviews led 

by a final year physiotherapy student supported by academic and clinical physiotherapists. 

All interviews were carried out in Bengali and recorded on audiotape for later analysis and 

translation. Data was stored in the form of transcripts and voice recordings; any 

information with patient identifiable information was kept safe in a locked office.  

 

3.10 Data collection procedure    

 

There is a questionnaire for acquiring the participant‘s demographic information 

including age, sex, marital status, educational status, occupation, history including 

types of occupation, disease condition related information such as neurological 

related, and others information. The questionnaire is provided to responsible 

physiotherapists for patients and also direct to the patients for finding the answers 

to the questions given in the questionnaire.  

 

3.11 Data collection tools 

1. Pen 

2. Paper 

3. Pencil 

4. Android phone 
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3.12 Data Analysis 

 

Researchers began by transcribing the interviews in Bengali from the audio tape recorder. 

These transcriptions were reviewed multiple times and a qualitative content analysis was 

used to verify the data and decipher common themes. Information was then translated into 

English. 

 

 

3.13 Ethical Consideration  

 

The research proposal was submitted to the Institutional Review Board (IRB) of  

Bangladesh  Health Professions Institute (BHPI) & approval was obtained from  the  board. 

The whole process of this research project was been done by following the Bangladesh 

Medical Research Council (BMRC) guidelines and World Health Organization (WHO) 

Research guidelines. Verbal and written inform consent was taken from every participants 

and ensure every participants that they can leave any time during data collection, & it was 

ensured that participants were not influenced by data collector. The researcher strictly 

maintained the confidentiality regarding participant’s condition. The study was been 

conducted in a clean and systematic way. Every subject had the opportunity to discuss their 

problem with the senior authority or administration of CRP and have any questioned 

answer to their satisfaction. 

 

3.14 Rigor  

 

This study was conducted in systemic way. All the steps of research would followed by a 

sequent during data collection and analysis there was avoided influencing the whole 

process by own perspectives values and biases. When conducting the study it took help 

from the supervisors and physiotherapists. There was never influenced the participants by 

personal perception during data collection. A trustful relationship with participants was 

always maintained and the documents were kept confidential. During data analysis 

biasness was avoided.  
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    CHAPTE- IV                                                                                              RESULTS  

 

 

The aim of the study is to find out perception about group therapy among the stroke 

patients. Results and discussion are carried out at the same time and presented together. 

The participant in this study offered some important insight on the perspective about group 

therapy. Participants responds according to their perception. There were 20 patients and 

caregivers from stroke rehabilitation unit from Stroke Rehabilitation Unit (SRU) of 

Neurology Department of Centre for the Rehabilitation of the Paralyzed (CRP).  

 

Socio-demographic information at a glance 

 

20 patients and their caregivers participated in this study. Our sample represents patients 

from 30 to 90years old. (See Table 1) A majority of our study population were male (65%), 

living in urban areas (50%) and employed (70%). Most of the participants received some 

form of education, with only 5% having no formal education. All participants were married 

and described themselves as Muslim Each participant had a caregiver who supported them 

at home and in the community with various daily tasks. The Caregivers were aged between 

16 and 75 years old. The youngest caregiver was a student and the daughter of the 

participant. A majority of the caregivers were female (70%) and were housewives (50%) 

 

Table-1: Patients and Caregivers Socio-demographic Information 

 

Socio-demographic 

Information 

Participants Caregivers 

Age 

11-20 0 (0%) 1 (5%) 

21-30 0 (0%) 5 (25%) 

31-40 5 (25%) 1 (5%) 

41-50 6 (30%) 7 (35%) 
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51-60 4 (20%) 2 (10%) 

61-70 3 (15%) 2 (10%) 

71-80 1 (5%) 2 (10%) 

81-90 1 (5%) 0 (0%) 

Sex 

Male 13 (65%) 6 (30%) 

Female 7 (35%) 14 (70%) 

Residential area 

Rural 7 (35%) 7 (35%) 

Semirural 3 (15%) 3 (15%) 

Urban 10 (50%) 10 (50%) 

Occupation 

Housewife 6 (30%) 10 (50%) 

Self Employed  2 (10%) 0 (0%) 

Employed(Public and Private 

Sector) 

12 (60%) 9 (45%) 

Student 0 (0%) 1 (5%) 

Educational status 

No formal education 1 (5%) 2 (10%) 

Primary School Certificate 2 (10%) 3 (15%) 

Junior School Certificate 3 (15%) 2 (10%) 

Secondary School Certificate 5 (25%) 7 (35%) 

Higher School Certificate 3 (15%) 2 (10%) 

Bachelor degree 6 (30%) 4 (20%) 
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Findings at a glance: 

Theme 1: Prior about knowledge  

 

Theme 2: Staying at hospital  

 

Theme 3: Access to Rehabilitation Including Physiotherapy, Occupational Therapy and 

Speech and Language Therapy 

 

Theme 4:  Level of Independence Post Stroke 

Theme 5: Rehab services at community 

Theme 6:  The Challenges of Returning Home 

Theme 7: The Challenges Experienced by Caregivers 

 

Seven themes were deciphered following analysis of the data collected from the interviews. 

  

Theme 1 - Prior Knowledge of Stroke 

Within our study population the awareness of stroke was poor, with only one participant 

reporting any insight into stroke and some of its associated risk factors prior to the event. 

This following statement was provided by this participant: “I know that hypertension, 

depression, fatty food, heart attack can cause a stroke.” All participants were unaware they 

had had a stroke until this diagnosis was confirmed by a doctor. The majority of 

participants were found unconscious, while some reported that symptoms of weakness 

resulted in them seeking medical assistance. One stroke survivor described the following 

symptoms: “I was talking to my wife. Then suddenly my right hand started to feel heavy. 

I could not raise my arm. I could not speak. My wife helped me to lie down and poured 

water on my head.” 
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Theme 2 - Hospitalization Post Stroke 

Following the onset of stroke all patients attended hospital, 75% of which were supported 

by their spouse and the remainder receiving support from other family members such as 

their sons and brothers. One participant reflects on their experience of the event. “I was 

confused. I did not understand what was going on. My husband and my son took me to 

hospital.” Participants were asked about their length of stay in hospital and to comment on 

their experience during their hospital admission. Participants’ hospital admissions varied 

from 1 to 30 days, with an average length of stay of 12 days. For example: “In hospital, I 

gained consciousness. I was just lying in bed. During my stay, about 16 days, I did not 

move myself out of bed. I did everything in bed. I slept a lot. I was just on medication. I 

did not receive any rehabilitation services.” None of the participants received therapy input 

(including physiotherapy, occupational therapy and speech and language therapy) during 

their initial hospital admission. When commenting on their experience whilst in hospital, 

50% of participants reported no improvement in their physical, psychological or social 

well-being, whereas 40% of participants reported some improvement, specifically relating 

to their level of consciousness. Only 5% of participants reported an improvement in their 

well-being. The final 5% reported receiving solely medical treatment for their stroke, 

showing no physical improvement. One participant recalled their experience of hospital: 

“They treated my brain. I did a lot of tests and had medicine. I could not move my left arm 

and left leg. There were no improvements in my movement during my hospital stay.  I 

asked doctors and nurses about my recovery, they assured me I would be able to walk 

again. No one advised me or helped me to move. All of them told me to lie down on the 

bed and not move.” 

 

Theme 3 - Access to Rehabilitation Including Physiotherapy, Occupational Therapy 

and Speech and Language Therapy 

 

The participants heard about CRP from different sources, 45% were recommended CRP 

by relatives and 40% of participants were referred by a doctor. The remaining 15% of 

participants were encouraged to attend by friends and neighbors who had previously 

received treatment from CRP. One participant described how they found out about 
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rehabilitation: “On discharge, no one from the hospital told me about rehabilitation 

services. They told me to do some exercise at home. One of my relatives informed me that 

he knew someone who had been to CRP after their stroke. That patient received therapy 

and regained his mobility. He encouraged me to go to CRP for therapy.” All participants 

received physiotherapy intervention at CRP, with 60% receiving occupational therapy in 

addition to physiotherapy. 35% of participants received speech and language therapy 

alongside their physiotherapy and occupational therapy intervention. A participant reflects 

on their therapy: “As I had problems with my mobility, managing daily activities and my 

speech, I received physiotherapy, occupational therapy and speech therapy. All therapies 

were useful, particularly physiotherapy which helped me to walk again. When I initially 

came to CRP, I need help from 2 or 3 people to transfer myself from my wheelchair to the 

bed. I could not sit alone. My wife helped me with feeding, dressing and for everything. 

After one month of therapy, my situation improved a lot. I was able to sit and stand alone 

for a long time. I only required minimal help from someone during walking. All therapists 

helped me to gain this outcome.” 

 

Theme 4 - Level of Independence Post Stroke 

All patients sought a full recovery from their stroke. However, on reporting functional level 

achieved at least 1 year post discharge from CRP, 18 participants reported being able to 

transfer from lying to sitting independently, 14 of these participants reported independence 

with some Activities of Daily Living. 8 participants reported the ability to mobilize unaided 

and 4 of these participants reported improvements in their mood. 1 participant reported 

regaining the movement only in his fingers and 1 participant reported no improvement in 

his function. One participant describes the positive outcome following therapy: “I gained 

about 80% of my mobility back after receiving physiotherapy at CRP. When I went back 

to my community, I did my daily activities; I did my cooking, washing and some other 

activities. It was a new life for me. I did not believe I could walk again or do something 

for my family.” In contrast, another participant describes their negative experience: “I was 

fully dependent on my family.  I started my therapy at CRP, 9 months after my stroke and 

I did not achieve much improvement. I always need someone to help me. At home my wife 

did all my activities. I was not able to go back to my job. I was not able to even visit the 
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nearby shop from my home. I felt like a prisoner. I could not go outside and meet people 

to speak to.” 

 

Theme 5 –Satisfaction with the Health care System Post-Stroke 

Participants asked about their experience using the healthcare system in Bangladesh. 90% 

of participants reported poor perceptions about the health services however were unable to 

identify how the system could be improved. 10% of participants reported they had a good 

experience when using the healthcare system. One of these participants reported that 

having a CRP center in every district in Bangladesh would improve the healthcare system, 

and another felt the healthcare system needed to be more developed in order to provide 

better care. One participant describes their experience of the healthcare system: “My family 

and I had no idea what to do after stroke. I initially went to our nearby local hospital but 

they did not provide any treatment. They sent me to a bigger hospital in Dhaka. It took 

around 4 hours to get to Dhaka. I had to do lots of tests. No one explained to me or my 

family what to do. I was just lying in bed. After a week they discharged me but they did 

not tell me what I needed to do next. I could not move the right side of my body and I had 

some problems speaking. I did not have any information about rehabilitation services after 

stroke. I did not even receive any therapy during my stay at hospital. If therapy services 

were available at hospital I could get more benefits. When the hospital discharged me, I 

went back to my home. I was just lying down at home as I did in hospital. One of my family 

friends suggested I go to CRP, but CRP was far from my home. So my children brought 

me here. If therapy services were available at my nearby government hospital it would be 

better. I had to spend lots of money for therapy and staying near to CRP. A service near 

my home or in the community will definitely reduce my suffering and the cost.” 

 

Theme 6 –The Challenges of Returning Home  

All participants require some support from their caregivers as a result of their stroke. 80% 

of the participants were unable to access therapy once discharged home. For example: 

“When I went home from CRP, I still needed therapy. Unfortunately there was no facility 

for therapy in my community. In my nearby town there was a therapy centre and I went 

there only once. That centre was run by a non-qualified therapist. Once he was a patient 
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caregiver and claimed he had some short training. But he only treated me with some 

electrical devices. He used red light (Infrared Radiation). I did not continue treatment 

there.” 10% were able to gain access to therapy treatment by attending a private therapy 

centre. One participant illustrates their experience of private physiotherapy: “At the town 

in my district I found one therapy centre run by a physiotherapist. I went there several 

times. It was far from my home and travelling to that centre was very difficult. I could not 

use public transport comfortably. I needed to hire private transport that was expensive. The 

quality of the therapy service was satisfactory but not as good as CRP.” The remaining 

10% continued to stay near CRP and seek treatment. For example: “CRP discharged me 

from its regular therapy services but I did not go back to my home, as I could not walk. So 

what would I do if I go back to home? I rented a house near by CRP and took extra therapy 

services from various therapy center around CRP.” Participants were asked about how their 

stroke had affected their personal life. Some participants reported various restrictions to 

participation, including: “I cannot eat with my hand, cook or walk by myself”. “I am not 

able to talk clearly and I cannot walk”. “I cannot move. I stay in bed.” Following their 

stroke, 70% of participants were unable to return to work and their previous household 

role, due to the physical, mental and social implications of their stroke. One participant 

describes her upsetting experience following her stroke: “I was a housewife. I used to do 

all sorts of activities at my home including cooking, washing and cleaning. After the stroke, 

I can’t do anything. Now I am useless. I am a burden on my family. My husband, son, 

daughter always spend time with me. Most days my daughter cannot go to her college. My 

husband is depressed. He already spent enough money on me. Now our financial situation 

is bad. I do not know if I will be able to work again or not. I am always thinking and 

depressed. What is the future of my family? I cannot visit anywhere. No social activity. I 

have to depend on others for my washing and bathing. This is so frustrating and 

humiliating.” The remainder of the population returned to work and their previous role in 

the household. For example: “I am lucky that I recovered very well. Though it is not 100%, 

I can do all of my work. Very occasionally I need help from someone. I returned to my 

work. I work for a private company. If I could not go back to my job my family would be 

in big trouble. Now my son and daughter are able to continue their study.” All participants 

reported that their stroke had a negative impact on their household income. 65% reported 
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that they had lost money due to their stroke. The financial burden of stroke as described by 

one participant: “Treatment for stroke is costly. I had to spend lots of money in hospital 

after the stroke. The cost of different tests and medication was very expensive. Taking 

therapy services is also expensive. The cost for therapy is not so expensive but staying 

around CRP is much more expensive. The house rent is too much around CRP with the 

cost of food and travelling included. I am not currently involved in any work. I have no 

income. I have to spend extra money for the stroke. I already spent all my savings and now 

I have to borrow money from others.” 35% felt they would get more treatment if they had 

more financial resources. For example: “Continuing therapy is expensive. I spent all of my 

savings and borrowed some money. Therapy not provided by CRP is not satisfactory. But 

living around CRP and having therapy is expensive. In my community no therapy service 

is available. If I had enough money I could continue my treatment here at CRP.” 

Participants reported common challenges they experienced following their stroke, 

including financial problems: “I have lost a lot of money and now I have more problems 

in my family life”. Social isolation: “I am lonely because my wife and children have given 

up on me”. And some communication difficulties: “I have some communication problems 

which has led to me losing money and having issues with social participation”. 

 

Theme 7 - The Challenges Experienced by Caregivers 

Caregivers were be asked by a series of questions about the impact of their relative’s stroke 

on their life. Common challenges faced by caregivers included financial struggles and a 

lack of time for their social, educational and personal needs. One caregiver described the 

effects of the care giving role on her education: “I had to look after my mum. My mum 

could not do much for herself. I have to help her with her daily activities. I also need to 

cook, do washing and other activities for my family. I have little time for studying and to 

go to school. I have already dropped a year. I don’t know what will happen next year.” 

Another caregivers discussed the following financial challenges: “My father was the only 

member of our family earning. He did a small private job. After his stroke he is not able to 

go back to his job. He is not earning any more. We have already spent all of our savings 

and borrowed money from our relatives. We don’t have enough land or any other sources 

of income. I am in the middle of my study. I am not sure if I will get a job or not. In 
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addition, I need to spend a lot of time with my father. My mother’s health is also not good. 

So I always feel helpless.” When asked about how their health had been affected, only 10% 

reported having no physical problems. 55% of caregivers reported they have developed 

back pain with a further 25% of careers reporting neck pain from caring for their relative. 

10% of caregivers reported upper limb paresthesia. One caregiver comments on the 

negative impact on her health: “My husband is dependent on me.  I help him doing all basic 

activities. I help him doing exercises as the therapist instructed. I need to give a lot of 

physical effort. I am always busy doing something. I have very little time for rest. Initially 

I did not know how to move my husband; I use a lot of effort to move him. Now I have 

developed pain in my back. I am not feeling well. I have no rest in the day. I cannot sleep 

well as my husband wakes up in the middle of the night, so I have to wake up as well.” 

When caregivers were asked how the healthcare system could be improved, most were 

unaware. However some felt that more preventative and rehabilitative care for caregivers 

should be more easily accessible. “Treating and taking care of stroke patients is really 

difficult. If an integrated health system was more established, it would be good and reduce 

the burden of patients on families. We need to develop facilities for stroke treatment in our 

nearby hospital. Travelling to Dhaka or big cities is not good. We have big problems with 

therapy services. We do not have facilities in our community to receive therapy services. 

We need to come to CRP. This is too far and staying here for a long time is expensive and 

difficult. As I have seen all stroke patients need care and therapy services for a long time. 

Two of my family members are always busy with my patient. We actually cannot do any 

other work. If therapy services were available in Upzila (sub district) Hospital or in the 

community it would be good for us.  Therapy services must be provided in government 

hospitals then we can get this service for free or low cost. Private therapy services are 

expensive. 
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Comprehensive table-2: 

  

 

Theme 

                                                Participants 

P
1
 

P
2
 

P
3
 

P
4
 

P
5
 

P
6
 

P
7
 

P
8
 

P
9
 

P
1
0
 

P
1
1
 

P
1
2
 

P
1
3
 

P
1
4
 

P
1
5
 

P
1
6
 

P
1
7
 

P
1
8
 

P
1
9
 

P
2
0
 

 Prior about Knowledge  

Yes √                    

No  √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ 

Hospitalization  

Yes √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ 

No                     

Access  Rehabilitation 

Improvement  √ √ √ √ √ √    √ √ √ √ √  √ √ √ √ 

No 

improvement 

       √ √ √      √     

Level independence post stroke 

Independent  √ √ √ √ √ √ √    √ √ √ √ √  √ √ √ √ 

Dependent         √ √ √      √     

 Rehab service Community 

PT √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ 

OT √ √ √    √   √  √  √ √  √ √ √ √ 

SLT    √   √    √    √     √ 

Return to work 

Yes √    √      √   √   √   √ 

No  √ √ √  √ √ √ √ √  √ √  √ √  √ √  

Challenges Experienced caregivers 

Problem in 

body function 

√ √ √ √ √ √ √   √ √ √ √ √ √  √ √ √ √ 
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Problem in 

social 

participation 

√ √ √  √   √ √ √  √  √  √    √ 
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CHAPTER-V                                                                      DISCUSSION                                                                       

 

 

Our study found that knowledge of stroke and its associated risk factors amongst 

participants prior to their stroke was poor. In 2013 stroke resulted in 6.5 million deaths, 

with approximately 25.7 million stroke survivors, resulting in 113 million disability 

adjusted life years (Feign et al, 2017). With such poor awareness of the risk factors 

associated with stroke, it is likely that very few understand the importance of seeking 

medical advice to manage any modifiable risk factors. Many of the strokes occurring could 

potentially be preventable if these risk factors are better managed. Previous research has 

shown that use of mass media and public education campaigns are effective for increasing 

awareness of stroke and its risk factors (Müller-Nordhorn et al., 2006 and Becker et al., 

2001).  

 

There are a number of barriers in Bangladesh that may affect how easy it is to disseminate 

information via media sources including low literacy levels (Bangladesh Bureau of 

Statistics, 2008) and difficulty accessing internet particularly in rural areas (Islam and Hoq, 

2010). As stated previously by it is vital that government and health professionals work 

closely to educate the public to reduce this growing epidemic. (Venketasubramanian et 

al.,2017). Despite varying lengths of stay (1-30 days), none of our participants received 

any form of rehabilitation during their acute hospital admission. A previous review found 

that patients with acute stroke who receive multidisciplinary stroke rehabilitation were 

more likely to survive, regain independence and return home (Stroke Unit Trialists’ 

Collaboration, 2013).  

 

Greater functional outcomes on discharge and follow-up were associated with higher initial 

functioning following the stroke and early initiation of multidisciplinary stroke 

rehabilitation (Cifu and Stewart, 1999). Stroke describes the importance of rehabilitation 

professionals assessing stroke patients as soon as possible post-admission. This is 

supported by who found greater functional gain and shorter length of stay in hospital with 

patients who received stroke rehabilitation within 30 days of their first stroke (Salter et 
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al.,2006). The National Institute for Health and Care Excellence (2013) also suggests that 

health and social care professionals should work together to promptly assess patients prior 

to discharge from hospital. This guideline recommends that people with disability 

following stroke should receive a multidisciplinary approach to rehabilitation, including 

being offered 45 minutes of each relevant therapy for a minimum of 5 days a week in a 

stroke unit. Furthermore, rehabilitation should be continued once in the community by a 

specialist stroke team. The lack of provision of any form of rehabilitation whilst in hospital 

and lack of advice to seek rehabilitation on discharge, may have contributed to the patients’ 

poor satisfaction level with the healthcare system. (Hebert et al,. 2016) 

 

In addition to the lack of rehabilitation whilst in hospital, there are several other factors 

feed into the delay of initiating rehabilitation. These include the inconsistent advice and 

low rate of onward referrals from medical professionals (40%) to commence rehabilitation 

and absence of a pathway linking patients into rehabilitation facilities on discharge. For 

instance, one participant did not receive any rehabilitation until 9 months post-stroke. This 

time delay results in an increased risk of secondary complications occurring without 

therapy intervention (Brandstater and Shutter, 2002). Studies have found that significant 

improvements are made in rehabilitation in the first 3 months following stroke, with the 

recovery rate decreasing between 3 and 6 months (Verheyden et al, 2008 and Lee et al,. 

2015).  

 

The life changing effects of stroke on patients, understandably results in challenges to 

readjust upon returning home. The personal, social and economic impact on stroke 

survivors has been well documented (Daniel et al, 2009 and Walsh et al,. 2015). Common 

challenges in this study included financial problems, social isolation and difficulties 

walking. We found the most common challenge among participants and caregivers was the 

financial burden of stroke supported similar findings in their review. (Mishra et al,. (2016).   

 

Previous research has shown that return to work was influenced by the ability to walk, 

cognitive function and occupation. Those who were able to return to work were more likely 

to achieve high subjective well-being and life satisfaction (Vestling et al,. 2003). In our 
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study only 30% of participants returned to work or previous responsibilities. Similarly, 

Walsh et al 2015) found that less than a quarter of their participants returned to work 

following a stroke, however those that did, had to reduce their hours, adjust their roles or 

were unable to sustain employment. (Walsh et al,. 2015). Although we did not investigate 

this issue in detail, possible challenges to returning to work may include the manual nature 

of work in Bangladesh (Kibri, 2012), the lack of accessible transport for people with 

disabilities (Abir and Hoque, 2011) and potential lack of workplace adjustments. 

 

In addition to the financial problems caused by stroke, Walsh et al (2015) found that 

participation in social and psychosocial barriers and lack of transport affected leisure 

activities. Likewise, we found that the burden of supporting the stroke survivor through 

barriers such as these may have caused a shift in the relationship between caregiver and 

stroke survivor, with one caregiver referring to their affected family member as “my 

patient”. 

 

The main challenges faced by the caregivers in this study included financial struggles and 

a lack of time for their social, educational and personal needs. Although care giving can 

improve careers’ self-efficacy, enable them to learn new skills and may strengthen family 

relationships, it often results in chronic stress, which in turn has a negative impact on the 

caregivers’ physical and psychosocial health (Schulz and Sherwood, 2008). One example 

from the study is of a young caregiver having to take on the role of supporting both her 

mother and the rest of the family, resulting in her having no time to continue in education. 

Amongst the caregivers interviewed for the study a majority experienced some physical 

health problems as a result of caring for the stroke survivor. Back pain and neck pain were 

the most common complaints for our caregivers, indicating the need for further support 

and training in adapting to this new role. 

 

These caregivers suggested that preventative and rehabilitative care should be available for 

caregivers in order to improve the healthcare system. This is supported by Cheng et al  

(2014) who suggested that caregivers should be supported throughout the stroke and this 

psychosocial intervention should focus on skills such as problem solving and stress coping. 
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Bhattacharjee et al (2012) concluded that it would be beneficial to provide caregivers with 

practical nursing training and counselling sessions in order to reduce caregiver burden.  
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Limitation 

Each and every thesis paper has some limitations and some limitations may exist. 

Regarding this study, there we some limitations or barriers to consider the result of the 

study as listed below: The first limitation of this study is sample size. It is taken20 samples. 

There is a few research completed in Bangladesh, so there is little evidence to support    the 

result of this project. Another major limitation is time. The period is very limited to conduct 

the research project on this topic. As the study period short so the adequate number of 

sample could not arrange for the study. As the study is conducted at Centre for the 

Rehabilitation of the paralyzed (CRP) which may not represent the whole country.  
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Conclusion  

The awareness of stroke and its risk factors is low in Bangladesh. This highlights the 

importance of educating the population about this topic to reduce the incidence of stroke. 

The government should work closely with healthcare professionals to achieve a better 

public awareness of stroke. Delays in accessing rehabilitation were common due to an 

absence of therapy in hospital and a lack of referrals made to rehabilitation services by 

medical professionals. For these reason it is also likely that many do not receive any 

rehabilitation following their stroke. Implementation of a stroke pathway that increases 

awareness of the rehabilitation services available and encourages referrals onto 

rehabilitation should be considered to improve access and reduce these delays, thereby 

improving possible outcomes for stroke survivors and potentially reducing caregiver 

burden. It is important to recognize the socio-economic, psychological and physical strains 

caregivers experience when caring for stroke survivors. Support and training should be 

available to all caregivers throughout their journey of care to reduce and where possible 

prevent these strains. Future research should broaden its investigation of the challenges 

faced by stroke survivors and their caregivers focusing on those who are unable to access 

rehabilitation. This would help to identify areas for development in the provision of 

healthcare and rehabilitation whilst working towards Bangladesh achieving its Sustainable 

Development Goals.   
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Recommendation   

The recommendation evolves out of the content in which the study was conducted. 

Therefore main recommendation would be made. Further research of the different 

perspectives emerged from the study, is recommended: In Bangladesh, as a new profession 

physiotherapy practice should be strong evidenced based so that can develop a 

interrelationship with other professionals standard in comparison with the support of the 

global evidence of rigorous. This type of study should be considered that need to be 

collected adequate resources that knowledge on this area could be extended and later result 

can obtain to generalize to the population. During further research it is recommended to 

take more samples with adequate time to solve the recent problems areas for better result 

and perspectives.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

45 

 

                                                          Reference 

 

Abir, A.K.M. and Hoque, M.S. (2011). A study on mobility problem of disabled people 

in Dhaka city. 4th Annual Paper Meet and 1st Civil Engineering Congress, December 22-

24, 2011, Dhaka, Bangladesh   ISBN: 978-984-33-4363-5 Accessed on 28 October 201  

 

Becker, K.J., Fruin, M.S., Gooding, T.D., Tirschwell, D.L., Love, P.J. and Mankowski, 

T.M. (2001). Community-Based Education Improves Stroke Knowledge. Cerebrovascular 

Diseases; 11:34-43 

 

Bhattacharjee, M., Vairale, J., Gawali, K. and Dalal, P.M. (2012). Factors affecting burden 

on caregivers of stroke survivors: Population-based study in Mumbai (India). Annals of 

Indian Academy of Neurology.15(2): 113-9. DOI:10.4103/0972-2327.94994 

 

Brandstater, M.E. and Shutter, L.A. (2002). Rehabilitation Interventions During Acute 

Care of Stroke Patients. Top Stroke Rehabilitation. 2002; 9(2): 48-56 Barrett, J.A., (2012). 

Bladder and bowel problems after stroke. Reviews in Clinical Gerontology, 12(3):253-

267. 

 

Bierman, S.N., (2009). Cerebrovascular accident in Hansen, R.A and Atchison, B. (eds.) 

Conditions in Occupational Therapy: Effect on Occupational performance. Williams & 

Wilkins. 

 

Birschel, P., Ellul, J., and Barer, D., (2014). Progressing stroke: towardsan internationally 

agreed definition. Cerebrovasc Disease, 17(2-3):242-52. 

 

Blanes, L., Lourenco, L., Carmagnani, M.S., and Ferreira, L.M., (2009). Clinical and socio 

demographic characteristics of persons with stroke living in saopaulo, brazil. Arquivos De 

Neuropsiquiatria, 67(2):388-90. 

 



 

46 

 

Bruno, A.A., (2008). Motor Recovery in Stroke, Health on the Net Foundation, available: 

http://www.emedicine.com/pmr/topic234.htm, [Retrieved September 30 2015]. 

 

Chau, J.P.C., Thompson, D.R., Twin, S., Chang, A.M. and Woo, J. (2009). Determinants 

of participation restriction among community dwelling stroke survivors: A path analysis. 

BMC Neurology, 9:49, doi:10.1186/1471-2377-9-49 

 

Cheng, H.Y., Chair, S.K. and Chau, J.P.C. (2014). The effectiveness of psychosocial 

interventions for stroke family caregivers and stroke survivors: A systematic review and 

meta-analysis. Patient Education and Counselling. 95: 30–44 

 

Cifu, D.X. and Stewart, D.G. (1999) Factors Affecting Functional Outcome After Stroke: 

A Critical Review of Rehabilitation Interventions. Archives of Physical Medicine and 

Rehabilitation. 80(5 Suppl 1):S35-9. 

 

Carr, J., and Shepherd, R., (2006). Stroke Rehabilitation: Guidelines for Exercise and 

Training to Optimize Motor Skill, Butterworth Heinemann, Oxford. 

 

Choi-Kwon, S., & Kim, J. S., (2011). Post stroke fatigue: an emerging, critical issue in 

stroke medicine. International Journal of Stroke, 6(4): 328-336. 

 

Daniel, K., Wolfe, C.D., Busch, M.A. and McKevitt, C. (2009). What are the social 

consequences of stroke for working-aged adults? A systematic review. Stroke. 

40(6):e431-40. DOI: 10.1161/STROKEAHA.108.534487. 

 

De Groot, M. H., Phillips, S. J., and Eskes, G. A., (2009). Fatigue associated with stroke 

and other neurologic conditions: Implications for stroke rehabilitation. Archives of 

Physical and Medical Rehabilitation, 84(11):1714-1720. 

 



 

47 

 

Desmukh, M., Bisignani, M., Landau, P., and Orchard, T.J., (2011). Deep vein thrombosis 

in rehabilitating stroke patients. Incidence, risk factors and prophylaxis. American Journal 

of Physical Medicine and Rehabilitation, 70(6):313-316. 

 

 Engström, G., Jerntorp, I., Pessah-Rasmussen, H., Hedblad, B.,Berglund, G., and Janzon, 

L., (2011). Geographic distribution of stroke incidence within an urban population - 

Relations to socioeconomic circumstances and prevalence of cardiovascular risk factors. 

Stroke, 32:1098-1100. 

 

Feigin, V.L., Norrving, B. And Mensah, G.A. (2017) Global Burden of Stroke. Circulation 

Research. 2017; 120:439-448.DOI: 10.1161/CIRCRESAHA.116.308413 

 

Ferro, J.M., and Pinto, F., (2008). Post stroke epilepsy: epidemiology, pathophysiology 

and management. Drugs Aging, 21(10):639-653. 

 

Hebert, D., Lindsay, M. P., McIntyre, A., et al. (2016). Canadian stroke best practice 

recommendations: Stroke rehabilitation practice guidelines, update 2015. International 

Journal of Stroke. 11(4):459–484. DOI: 10.1177/1747493016643553. 

 

Hamidou, B., Aboa-Eboulé, C., Durier, J., Jacquin, A., Lemesle-Martin, M., Giroud, M., 

and Béjot, Y., (2013). Prognostic Value of Early Epileptic Seizures on Mortality and 

Functional Disability in Acute Stroke: The Dijon Stroke Registry (1985-2010). Journal of 

Neurology, 260(4):1043-1051. 

 

Hansson, P., (2005). Post-stroke pain case study: clinical characteristics, therapeutic 

options and long-term follow-up. Europian Journal of Neurology, 11(1):22-30. 

 

Harari, D., Coshall, C., Rudd, A.G., and Wolfe, C.D., (2008). New-onset fecal 

incontinence after stroke: prevalence, natural history, risk factors, and impact. Stroke, 

34(1):144-150. 



 

48 

 

 

Hossain, A.M., Ahmed, N.U., Rahman, M., Islam, M.R., Sadhya, G., and Fatema, A., 

(2011). Analysis of Sociodemographic and Clinical Factors Associated with Hospitalized 

Stroke Patients of Bangladesh. Faridpur Medical College Journal, 6(1):19-22. 

 

Islam, A. and Hoq, K.M.G. (2010). Community Internet Access in Rural Areas: A study 

on Community Information Centres in Bangladesh. Malaysian Journal of Library and 

Information Science. 15(2): 109-124 

 

Jakson, H.F., Jorgensen, H.S., and Nakayama, H., (2006). Shoulder pain after stroke. 

International Journal of Rehabilitation Research, 18:273–6. 

Kibri, A. (2012). Occupational Inequality in Bangladesh Society: A Quantitative Analysis. 

University of Information Technology and Sciences Journal. 1(2): 7-21 

Lee, K.B., Lim, S,H., Kim, K.H., Kim, K.J., Kim, Y.R., Chang, W.N., Yeom, J.W., Kim, 

Y.D. and Hwang, B.Y. (2015) Six-month functional recovery of stroke patients: a multi-

time-point study. International Journal of Rehabilitation Research. 38:173–180. DOI: 

10.1097/MRR.0000000000000108 

Lozano, R., Naghavi, M., Foreman, K., Lim, S., Shibuya, K., Aboyans, V., et al. (2012). 

Global and regional mortality from 235 causes of death for 20 age groups in 1990 and 

2010: a systematic analysis for the Global Burden of Disease Study 2010. Lancet. 

380:2095–128. 

 

Linsenmeyer, T.A., (2012). Post-CVA voiding dysfunctions: Clinical insights and 

literature review. Neuro Rehabilitation, 30(1):1-7. 

 

Lkmes, N., (2006). National Stroke Association, Newzeland: NSA publication. Central 

post-stroke pain: a challenge for the scientist and the clinician. Pain, 61(2):161-165 

 



 

49 

 

Maria, P., (2008). Neurological Physiotherapy, Mosby, London, Philadelphia. Shoulder 

pain after stroke. International Journal of Rehabilitation Research, 18:273–6  

 

Mamin, F.A., Islam, M.S., Rumana, F.S. and Faruqui, F. (2017). Profile of stroke patients 

treated at a rehabilitation centre in Bangladesh. BioMed Central Research Notes. 10: 520. 

DOI: 10.1186/s13104-017-2844-x 

 

Mayo, N., Wood-Dauphine, S., Cote, R., Durcan, L., and Carlton, J. (2002).Activity, 

participation, and quality of life 6 months post stroke. Archives of Physical Medicine and 

Rehabilitation. 83(8):1035-42. DOI:10.1053/apmr.2002.33984. 

 

Mishra, A.K., Mishra, N. and Gajjar, K. (2016). Financial burden of stroke on family and 

caregiver in India: a literature review. International Journal of Research in Medical 

Sciences. 4(9): 3675-3678. 

 

Müller-Nordhorn, J., Nolte, C.H., Rossnagel, K., Jungehülsing, G.J. Reich, A., Roll, S., 

Villringer, A. and Willich, S.N. (2006). Knowledge About Risk Factors for Stroke. A 

Population-Based Survey With 28 090 Participants. Stroke. 37:946-950. 

 

Murray, C.J.L., Vos, T., Lozano, R., Naghavi, M., Flaxman, A.D., Michaud, C., et al. 

(2012) Disability-adjusted life years (DALYs) for 291 diseases and injuries in 21 regions, 

1990-2010: a systematic analysis for the Global Burden of Disease Study 2010. Lancet 

2012; 380: 2197–223.  

 

Marinkovic, S.P., and Badlani, G., (2011). Voiding and sexual dysfunction after 

cerebrovascular accidents. Journal of Urology, 165(2):359-370. 

 

Martino, R., Foley, N., Bhogal, S., Diamant, N., Speechley, M., and Teasell, R. (2005). 

Dysphagia after stroke: incidence, diagnosis, and pulmonary complications. Stroke, 

36(12):2756-2763. 

 



 

50 

 

Matthews, T., and Gallo H., (2007). Management of Stroke: Issues of Debate. Indian 

Journal of Neurotrauma, 4(1):15-19. 

 

Mohammad, Q.D., (2011). Stroke: prevention and treatment in the new millennium. 1st 

National Conference and scientific seminar, 1st Dhaka Sheraton Hotel, Bangladesh, 4th 

May. Society of Neurologist of Bangladesh. 

 

Mondol, D., (2005). Factors influencing to achieve the independence of the stroke patients 

in activities of daily living, BHPI, CRP, Savar, Dhaka. 

 

Murie-Fernández, M., Iragui, M.C., Gnanakumar, V., M. Meyer, Foley, N., and Teasell, 

R., (2012). Painful hemiplegic shoulder in stroke patients: Causes and Management. 

Neurología, 27:234-44. 

 

National Institute for Health and Care Excellence (2013). Stroke rehabilitation in adults 

(NICE Guideline 162). Available at: https://www.nice.org.uk/guidance/cg162 [Accessed 

28 October 2018]. 

 

National Institute of Neurological Disorders and Stroke (NINDS), 2005, Stroke: Hope 

Through Research, available: http://www.ninds.nih.gov/disorders/stroke/stroke.html, 

[Retrieved July 11, 2015]. 

 

Nayan, S., (2003). Stroke, Textbook of Rehabilitation, New Delhi, India. Jaypee Brothers 

Medical Publishers (P) Ltd. 

 

Pinquart, M. and Sörensen, S. (2003) Differences Between Caregivers and Non-caregivers 

in Psychological Health and Physical Health: A Meta-Analysis. Psychology and Aging. 

18(2):250-267. 

 

https://www.nice.org.uk/guidance/cg162
http://www.ninds.nih.gov/disorders/stroke/stroke


 

51 

 

Pedretti, L.W., Smith, J.A., and Pendleton, H.M., (2007) Cerebral Vascular accident in 

Pedretti, L.W. (ed.) Occupational therapy: Practice Skill for Physical Dysfuntion. 

 

Robert, T., Norine, F., Katherine, S., Norhayati, S., Ricardo, V., and Nerissa, C., 

(2013).Medical Complication Post Stroke, 801 Commissioners Road East, London, 

Ontario, Canada, N6C 5J1 

 

Roy, C.W., Sands, M.R., and Hill, L.D., (2014). Shoulder pain in acutely admitted 

hemiplegics. Clinical Rehabilitation, 8:334-40. 

 

Salter, K., Jutai, J., Hartley, M., Foley, N., Bhogal, S., Bayona, N. and Teasell, R. (2006). 

Impact of Early vs Delayed Admission to Rehabilitation on Functional Outcomes in 

Persons with Stroke. Journal of Rehabilitation Medicine. 38: 113-117. DOI: 

10.1080/16501970500314350 

 

Srivastava, A., Taly, A.B., Gupta, A. and Murali, T. (2010). Post-stroke depression: 

Prevalence and relationship with disability in chronic stroke survivors. Annals of Indian 

Academy of Neurology.  13(2): 123 – 127. 

 

Sturm, J.W., Donnan, G.A., Dewey, H.M., MacDonnell, R.A., Gilligan, A.K. and Thrift, 

A.G. (2004).  Determinants of handicap after stroke: the North East Melbourne Stroke 

Incidence Study (NEMESIS). Stroke. 35(3): 715-20. 

 

Schulz, R. and Shewood, P.R. (2008). Physical and Mental Health Effects of Family 

Caregiving. American Journal of Nursing. 108(9):23–27. 

DOI:10.1097/01.NAJ.0000336406.45248.4c 

 

Stroke Unit Trialists’ Collaboration (2013). Organised inpatient (stroke unit) care for 

stroke. Cochrane Database of Systematic Reviews. 2013, Issue 9. Art. No.: CD000197. 

DOI: 10.1002/14651858.CD000197.pub3 



 

52 

 

 

Saverino, A., Del, S.M., Conti, M., Ermirio, D., Ricca, M., Rovetta, G., and Gandolfo, C., 

(2006). Hyperechoic plaque: an ultrasound marker for osteoporosis in acute stroke patients 

with carotid disease. Europian Neurology, 55(1):31-36. 

 

The Stroke Center (2012). Mayo Foundation for Medical Education and Research, 

available: http://www.mayoclinic.com/health/stroke/DS00150/DSECTION=9, [Retrieved 

[December 02]. 

 

TSC, (2012), Risk Factors for Stroke, avialable: http://www.theuniversityhospital.com, 

[viewed from 22 August] 

 

 Forster, M., and Johnson, S.E., (2006). Physical Therapy and Physical                        

Dysfunction: Principles, Skills and Practice, 4th ed. Churchill Livingstone, New York. 

Umphred, D.A., (2007). Neurological rehabilitation, Christian Medical College, Vellore, 

India. 

 

Verheyden, G., Nieuwboer, A., De Wit, L., Thijs, V., Dobbelaere, J., Devos, H., Severijns, 

D., Vanbeveren, S. and De Weerdt, W. (2008). Time course of trunk, arm, leg, and 

functional recovery after ischemic stroke. Neurorehabilitation and Neural Repair. 22(2): 

173-9. 

 

Vestling, M., Tufvesson, B. and Iwarsson, S. (2003) Indicators for return to work after 

stroke and the importance of work for subjective well-being and life satisfaction. Journal 

of Rehabilitation Medicine. 35: 127-131. 

 

Venketasubramanian, N., Yoon, B.W., Pandian, J. and Navarrod, J.C. (2017). Stroke 

Epidemiology in South, East, and South-East Asia: A Review. Journal of Stroke. 19(3): 

286–294. DOI:10.5853/jos.2017.00234 

http://www.theuniversityhospital.com/
http://www.theuniversityhospital.com/


 

53 

 

 

Vernino, S., Brown, R.D., Sejvar, J.J., Sicks, J.D., Petty, G.W., and O'Fallon, W.M., 

(2009). Cause-specific mortality after first cerebral infarction: a population-based study. 

Stroke, 34(8): 

 

Wolfenden, B. and Grace, M. (2009). Returning to work after stroke: a review. 

International Journal of Rehabilitation Research. 32(2):93–97. DOI: 

10.1097/MRR.0b013e328325a358. 

  

 

  

 

 

 

 

                                   

                                                       

 

 

                                                       

 

 

 

 

 



 

54 

 

     



 

55 

 

                  CONSENT STATEMENT 

 

Assalamualaikum, 

I am Ummul Khayer Fatema student of physiotherapy department affiliated to university 

of Dhaka. I am conducting this study for 4th professional B.sc in Physiotherapy project 

study dissertation titled “Life experience of stroke survivors and caregivers” To fulfil 

my research project, I need to some information from you to collect data. So, you can be a 

respected participant of this research and the conversation time will be approximately 15-

20 minutes. I would like to inform you that this is a purely academic study and will not be 

used for any other purpose. Your participation in the research will have no impact on your 

present workplace. All information provided by you will be treated as confidential and in 

the event of any report or publication it will be ensured that the source of information 

remains anonymous. Your participation in this study is voluntary and honorarium will not 

be provided for this purpose. I am conducting a study on Experience after stroke: survivors 

and caregivers perspectives. Participation in this study is completely voluntary and you can 

withdraw yourself at any time. Your participation in this study will not affect your 

treatment or any other services. If you want to know more please contact with us. 

Information collected from you will be used solely for research purpose. I will not disclose 

your information to others and all information will be kept confidential and stored safely. 

I am happy to answer any of your inquiry. Please do not hesitate to ask any question during 

at any time of your during interview 

 

If you have any query about the study or your right as a participant, you may contact with 

me at Physiotherapy Department, BHPI, CRP, Savar, Dhaka-1343. 

Do you have any questions before I start?  

So, may I have your consent to proceed with the interview? 

 

 

Name of participant……………………...........sig…………………………………… 

 Name of participant…………………………………..sig……………………………. 

 Name of interviewer……………………………………………… 
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                                                       Questionnaire 

 

Experience after stroke: survivors and caregivers perspectives 

Part I: Socio-demographic information of patients and caregivers 

 

Patients information   

Gender  

Age  

Types of stroke  

Hemiplegia  

Date of stroke  

Occupation before stroke  

Occupation after stroke  

Level of education   

Residence (address/rural/ semi urban/ urban  

Caregivers relation   

Care givers information   

Gender   

Age  

Education   

Occupation   

 

P II: (Open questions) 

 

Domain 1( Health care delivery ) 

1. Did  you know what was stroke prior to this incidence 

2. Did you know what the risk factors of stroke were prior to incidence 

3. How did you recognized it was a stroke 

4. what did you do immediately after the onset 

5. what was the first profession you approach to help 

6. How long did you stay at hospital? What is your experience during stay at hospital? 

7. Who advised you to seek rehab 
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8. Why did you take rehabilitation (therapy) services? What rehabilitation services did 

you take? 

9. What was your expectation of rehab 

10. Overall experience of Bangladesh health care system for stroke 

11. How do you think the health system can be improved  

 

 

 

 

Domain 2: After discharge from rehab service  (Home environment) 

12. How did you mange at home after discharge from rehab service 

13. Did you access any medical or rehabilitation services 

Domain 3: personal life 

 1.  How has stroke affected your personal life? 

 2. How has stroke affected your occupation  

 3. Has your stroke affected household income 

 4. What challenges are you facing now? 

 

If resource and finance were not an issue would could improve the situation.  

 

Domain 4: Caregivers specific questions 

1. How has stroke of your relative affected your life?  

2. How has your health been affected?  

3. How accessible did you find the health care and rehabilitation services 

4. How do you think the health system can be improved  

5. If resource and finance were not an issue would could improve the situation.  
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‡mUªv‡Ki c‡ii AwfÁZv : †e‡Pu _vKv Ges hZœkxj „̀wó‡KvY 

 ‡ivMxi Ges †mev`vbKvixi mvgvwRK-RbmsL¨vi Z_¨ 

 

‡ivMxi Z_¨ :- 

1. ‡ivMxi bvg 

2. eqm 

3. wj½ 

4. ‡÷ªv‡Ki aiY 

5. KZ Zvwi‡L †mUªvK n‡q‡Q 

6. ‡÷ªv‡Ki Av‡Mi †ckv 

7. ‡÷ªv‡Ki c‡ii †ckv 

8. wkÿvi mÍi 

9. wVKvbv:- Mªvg/kni 

†mev`vbKvixi Z_¨:- 

1. †mev`vbKvixi bvg 

2. eqm 

3. wj½  

4. wkÿv 

5. †ckv 

 

 †Wv‡gb-1 (m¦v¯’¨†mev cª`vb) 

1. ‡÷ªvK wK? Avcwb wK Av‡M ‡÷ªvK m¤ú‡K© Rvb‡Zb? 

2. Avcwb wK ‡÷ªvK nIqvi KviY ¸‡jv Av‡M Rvb‡Zb? 

3. Avcwb wKfv‡e eyS‡jb Avcbvi ‡÷ªvK n‡q‡Q? 

4. ‡÷ªvK nIqvi mv‡_ mv‡_ Avcwb wK Ki‡jb? 
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5. ‡K cÖ_g Avcbv‡K nvmcvZv‡j Avm‡Z mvnvh¨ K‡iwQj? 

6. nvmcvZv‡j _vKvi mgq Avcwb KZUzKz fvj n‡qwQj? 

7. Kviv Avcbv‡K †_ivcx †mev m¤ú‡K©  civgk© w`‡qwQj? 

8. Avcwb †Kvb †_ivcx †mev MÖnY Ki‡Qb? 

9. Avcbvi †_ivcx †mevi cÖZ¨vkv wK? 

10.Avcwb wK Rv‡bb m¦v¯’¨ †mevi DbœwZ wKfv‡e Kiv hvq? 

11.  ‡÷ªv‡Ki Rb¨ evsjv‡`‡k †h  m¦v¯’¨ †mev †`Iqv nq †m m¤ú‡K©   Avcwb wK Rv‡bb? 

 

    ‡Wv‡gb-2: †_ivcx †mev †_‡K evwo‡Z hvIqvi ci (N‡ii cwi‡ek)  

1. Avcwb †_ivcx wb‡q evwo‡Z hvIqvi ci wKfv‡e Pj‡Qb? 

2. Avcwb  evwo‡Z †Kvb †_ivcx †mev MªnY Ki‡Qb? 

 

     ‡Wv‡gb-3 (e¨w³MZ Rxeb) 

1.  ‡÷ªv‡Ki d‡j Avcbvi Rxe‡b wK wK mgm¨v n‡q‡Q? 

2. ‡÷ªv‡Ki d‡j Avcbvi †ckvi wK ÿwZ n‡qQ? 

3.‡÷ªv‡Ki d‡j Avcbvi cwiev‡ii Av‡qi †Kvb mgm¨v n‡q‡Q? 

4. Avcwb wK wK mgm¨v mggLxb? 

     ‡Wv‡gb-4 (‡mev`vbKvixi wbw ©̀ó cÖkœ) 

1. Avcbvi AvZ¥x‡qi ‡mUªvK Avcbvi Rxe‡b wK wK mgm¨v ‰Zwi K‡i‡Q? 

2. Avcbvi m¦v†¯’̈ i Dci †Kgb cÖfve ‡d‡j‡Q? 

3. Avcwb wK †Kvb †_ivcx †mev wb‡Qb? 

4. Avcbvi m¦v ’̄¨  wKfv‡e fvj ivLv hvq e‡j Avcwb g‡b K‡ib? 

5. evsjv‡`‡ki  m¦v ’̄¨ †mev KZUzKz DbœwZ Kiv cÖ‡qvRb e‡j Avcwb g‡b K‡ib? 
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