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ABSTRACT

Purpose: To evaluate the quality of life and coping strategies for stroke patients in a
specialized rehabilitation center. Objectives: The goal of this study was to assess the
quality of life of stroke patients through evaluate their physical, psychological, social,
and environmental health, as well as their problem-focused, emotion-focused, and
avoidant coping strategies. Methodology: The study design was cross-sectional. A
total 207 samples were selected conveniently for this study from Centre for the
rehabilitation of the paralyzed (CRP), Neurology unit, at Savar. Data was collected by
using of questionnaire and quality of life (QoL) and coping strategies were assessed
by the WHOQOL BREEF and COPE BREEF questionnaire. The study was
conducted by using quantitative descriptive analysis through using SPSS software
20.0 version. Results: Among 207 stroke patients evaluate, 8% (16) participants were
30-39 years, 21% (43) participants were 40-49 years, 45% (94) were 50-59 years,
26% (54) participants were 60-70 year, 67% (140) were male and 33% (67) were
female where 81% were ischemic and 19% were hemorrhagic. The study found that
quality of life (QoL) and coping strategies for ischemic and haemorrhagic
participants. Association also found among socio-demographic information,
WHOQOL domain, and COPING domain. Association also found between
WHOQOL domain and COPING domain. It was found that the individual with stroke
had a poor QoL. Conclusion: Stroke is a devastating condition that reduces a person's
quality of life. The stroke patients reported low scores on all of the WHOQOL scales,
which indicate poor overall quality of life (QOL). The study found that stroke has a
significant impact on one's quality of life. Using coping strategies, it is necessary to
take steps to improve QoL, particularly in the areas of physical, psychological, social,
and environmental with stroke. As a result, their quality of life will improve in the

long run.

Key words: Quality of life (QOL), Coping Strategy, Stroke



CHAPTER-I INTRODUCTION

1.1 Background

In the last few decades, the global burden of disease has shifted from infectious and
nutritional disorders to non-communicable diseases. One of them, Stroke is an
enormous public health issue. Worldwide, stroke is the second biggest cause of
mortality, with rates especially high in Asia and Eastern Europe (Chandratheva et al.,
2010). In United States, a stroke occurs every 53 seconds, and 150,000 people die
from stroke each year (Miah et al., 2012). Due to a lack of knowledge, it has become
a big health-care issue in third-world countries, and the general incidence is expected
to rise in the future days (Zaman et al., 2015). Over the next two decades, the number
of stroke-related burdens is expected to rise, but there has been a significant
advancement in stroke medical management (Langhorne et al., 2011). In Bangladesh
stroke is the third highest cause of mortality, around 5.71% of all deaths, and the fifth
leading cause of disability, accounting for 2.55% of all cases. The World Health
Organization (WHO) ranks 84% of mortality rate due to stroke in Bangladesh and

overall prevalence for stroke is 0-30% (Islam et al., 2013).

The WHO definition of stroke was used: “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). More
people are disabled as a result of a stroke than die. Stroke is a critical problem in Asia,
which is more than 60% of the world’s population and many “developing” economics
(Feigin et al., 2014). In Bangladesh, the prevalence of stroke has been assessed from a
population where the research participants aged 40 years and older. For the age
categories 40-49 years, 50-59 years, 60-69 years, 70-79 years, and 80 years and
beyond, stroke prevalences were reported as 0.2%, 0.3%, 0.2%, 1.00% and 1.00%
respectively (Mohammad et al., 2011). A bulk of the stroke burden was found in
developing countries, accounted for 75.2% of all stroke-related deaths and 81.0% of
the stroke related DALYS lost (Feigin et al., 2015).



In Pakistan, there is a female stroke is an especially serious problem in Asia, which
has more than 60% of the world’s population, and many of its countries are
“developing” economies. Except in a few nations, such as Japan, stroke mortality in
higher in Asia than in Western Europe, the Amaricas, or Australasia (Feigin et al.,
2014). The World Health Organization (WHO) developed a worldwide categorization
of impairments, disabilities, and handicaps in 1980. The number of deaths is 76
percent, impairment is 76 percent, disability is 42 percent, and handicap is only 2
percent, according to the results of 174 rigorous stroke examinations (Roth et al.,
2015).

In Caucasian populations, ischemic stroke accounts for about 80% of all strokes, with
10%-15% intracerebral hemorrhage, 5% subarachnoid hemorrhage, and the balance
due to other causes of stroke. Ischemic stroke has a distinct pathogenesis than
hemorrhagic stroke, and the clinical variables are not the same. A research in east
China found that out of 692 patients, 78% were ischemic and 22% were hemorrhagic.
In this area, the rate of ischemic stroke was clearly higher than the rate of

hemorrhagic stroke (Sergeev, 2015).

In Western countries, 70% of stroke survivors regain functional independence but 15-
30% are, chronically handicapped, and 20% require institutional care at 3 months
after start. Upper limb disability affects 85 percent of stroke patients, and it lasts for
three months. 5 years after a stroke, 55-70% of people are still disabled. Six months
after a stroke, 50% of patients had some hemiparesis, 30% were unable to walk
without assistance, 26% were ADL dependent, 19% had aphasia, 35% had depressive
symptoms, and 26% were institutionalized in a nursing home (Venketasubramanian et
al., 2017).

Every year, 200,000 individuals in Germany have their first stroke, and another
60,000 have a stroke after one or more of the pre-stroke symptoms; practically
everyone can have a stroke at any moment during their lives in less than five years.
Ischemic stroke accounts for about 80% of all strokes, while hemorrhagic stroke
accounts for 20%. More than one-fourth of stroke patients are under the age of 65. For
the underlying stroke of vascular illnesses, risk factors (hypertension, smoking, lack
of exercise, weights, and other risk factors) are critical. Medicines and a healthy

lifestyle can help you make the necessary changes (Knecht et al., 2011).



In Singapore stroke injury affects 4.03% of population of 1.8 / 1000 individuals over
the age of 50. Struggling with stroke will increase our rapidly growing population in
Singapore, and stroke will raise the number of survivors even more. Nearly 40% of
stroke survivors suffer from severe impairments, which have a significant impact on
social and health-related well-being. Following a stroke of rehabilitation, the
multidisciplinary team improves functional results, with the likelihood of

institutionalization and a reduction in death (Ng et al., 2013).

Stroke is the third leading cause of mortality in Thailand. Many of the effects of
stroke have worsened for survivors, despite initial resistance to progress: In daily life,
around half of 12-month stroke survivors rely on others for self-care and personal
activities. Through hospital readmissions, community support needs, and
rehabilitation groups, it maintains a substantial demand for healthcare. Stroke
sufferers must deal not just with the physical effects of their strokes, but also with

their functional limitations and limited social relationships (Van der et al., 2015).

There is insufficient data on the incidence and mortality of stroke in Bangladesh. In
the western world, ischemic infraction accounts for 85 percent to 90 percent of
strokes, while cerebral hemorrhages account for 15 percent to 10%. In Asia,
hemorrhages account for a higher number of strokes. Irreversible or non-modifiable
factors such as age, sex, and heart disease, as well as modifiable ones such as
hypertension, heart disease, diabetes mellitus, hyperlipidemia, smoking, excessive
drinking, polycythaemia, and oral contraceptives, are all risk factors for stroke.
Cerebrovascular disease morbidity and mortality have decreased in recent years,
owing to improved identification and treatment of underlying arterial and heart
disease, particularly hypertension. In the treatment of stroke, there is no cure. Early
detection and reduction of modifiable risk factors for stroke can help avoid stroke.
This is critical in the context of our country, where medical facilities and resources

are scarce and the majority of the population lives in poverty (Hossain et al., 2011).

In the last few decades, the mortality rate has steadily decreased, and residual
impairments and disabilities have increased and decreased functional outcome and
quality of life. For stroke patients at home, family caregivers (spouses, partners, etc.)

may play an important role in patients’ aid, care, and life satisfaction (LS). Family



caregiver’ LS is thus important. Cerebrovascular disease is an important family issue,

particularly for spouses (Ferring and Boll, 2010).

Depression, anxiety and reduced QoL as well as other psychosocial maladies are
common following a stroke (Ayerbe et Al., 2013). In fact, recent systematic reviews
(Mitchell et al., 2017) estimate that one-third of stroke survivors experience
depression, whilst a further 25% experience clinical anxiety (Chun et al., 2018).
Evidence suggests that psychosocial outcomes such as depression, anxiety and QoL
affect each other (Tang et al., 2013). Although these relationships are not well
understood, evidence suggests that depression is linked to poor QoL. Meanwhile, self-

efficacy has been shown to affect QoL and depression (Zhang et al., 2017).

The present study aimed at assessing, one month after stroke onset, effects on
patients’ life satisfaction of socioeconomic factors, impaired functions (motor, visual,
sensory, language, and memory), quality of life and their coping strategies (via
Whoqol bref which measures physical, psychological, environment, and social
relationship domains and via cope bref which measures problem focused coping,
emotion focused coping and avoidant coping ) in Luxembourg. The survey further
evaluated the effects of these factors on the family caregivers’ life satisfaction (Bucki

etal., 2012).

Anxiety has the greatest impact on the quality of life of stroke patients. Post-stroke
depression (PSD) is one of the most common emotional complaints among stroke
patients (Srivastava et al., 2010). Most studies in South Asia have found a high rate of
hemorrhagic stroke when compared to Western countries (19-46% ). This finding
could be linked to the high prevalence of high blood pressure in South Asia, as well as
its poor control. ICH is more common in younger stroke victims (15-45 years old)
(32-43%). There are a lot of ICH cases in Bangladesh (31-33% ). Cardio embolic

stroke is less common in South Asia than in Western countries (Wasay et al., 2014).

It affects not only the QoL and mental health of patients but also those of their close
relatives. Compared to controls, stroke survivors commonly have lower QoL, higher
prevalence of psychological distress, a greater economic burden, and an
impoverishment of their social lives (Mackenbach, 2012). The “Helsingborg
Declaration 2006 on European Stroke Strategies™ highlights the importance of stroke

management in several areas in which family caregivers should play an essential role.
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In Sweden, an amendment in 2009 has recognised repercussions for informal
caregivers, and recommends to minimise their physical and psychological strains and
burden (Owolabi, 2010). But, caregiver an important problem concerns stroke-related
QoL domains. In the literature, patient’” QoL has been assessed using various generic
measures including health-related QoL, Sickness Impact Profile, and Nottingham
Health Profile. Most of these measures fail to cover important stroke concerns such as
communication, concentration, and memory. A recent review of the literature
involving informal caregivers of stroke survivors (with and without aphasia) reported

that all instruments used were generic (Kerr et al., 2011).

The conceptual framework for this study was based on Lazarus and Folkman's theory,
as well as a review of stress related to caring for a stroke survivor with functional
dependency. Personal characteristics of caregivers (age, gender, educational level,
number of chronic conditions, relationship to stroke survivor, and monthly family
income) were predictive factors, as were functional dependence in stroke survivor's
activities of daily living (ADLSs), caregiving contextual factors (duration of caregiving
and hours of care per day), social support, and coping strategies. The conceptualized
outcome variable was perceived HRQoL. This study recommends that quality of life
of stroke survivors with chronic diseases, low education, and severe physical
restrictions should get emotional and informational support. The findings also suggest
that healthcare practitioners should assess stroke survivor’s ' physical and mental
health and provide appropriate interventions, such as social support and teaching
positive coping skills, in order to improve stroke survivors ' health and quality of life
(Yu et al., 2013). Furthermore, the number of people who survive a stroke and live
with the repercussions is rising (Tramonti et al., 2014). Knowing how a stroke affects
HRQOL is critical for developing and evaluating therapeutic and psychological
rehabilitation therapies after a stroke. Long-term intervention studies with stroke
patients should be conducted in the future to see if changing maladaptive coping
methods will indeed enhance HRQoL (Lo Buono et al., 2017).



1.2 Rationale

Stroke is the most life threatening health issue all over the world and which affects the
quality of life of an individuals. In general population, stroke and it’s complications
are very common, affecting up to 25.7 million stroke survivors, 6.5 million deaths due
to stroke, 113 million disability per year worldwide (Feigin et al., 2015). The word
quality of life needs to be explained here because the quality of life is an important
consideration of medical care. Stroke causes disability and affects patient’s mobility,
self-care, physical functioning, and social functioning, as well as mental status also
which is find out by using WHOQOL BREEF and coping strategies. In relation with
various studies in different countries, they mentioned the relationship between quality

of life and stroke. This study is limited in Bangladeshi perspective.

In Centre for the rehabilitation of the paralysed a large number of people attend to get
physiotherapy treatment due to stroke but the aim of the treatment does not succeed
always due to patient’s Quality of life because they do not follow coping strategy.
This information help to set up treatment plan according to patient needs. As a health
professional, it will improve our knowledge. From this study, we can find out about
their physical, psychological, social, environmental and overall quality of life
separately and problem focused coping, emotion focused coping and avoidant coping
after this terrible incident and this review was conducted on studies investigating
whether the levels of quality of life were influenced by the coping strategies used by

stroke patients in Bangladeshi perspective.



1.3 Research Question

What is the quality of life and coping strategy for the post stroke patient?



1.4 Aim of the study

The aim of the study is to know that, to find out the quality of life and coping
strategies after post stroke patient.



1.5 Objectives

1.5.1 General Objectives

To identify the quality of life and coping strategies for the post stroke patient.
1.5.2 Specific Objectives

1. To identify the socio-demographic factors of the participants.

2. To identify physical health, psychological health, social health, environmental
health and overall quality of life of ischemic and hemorrhagic participants from
WHOQOL.

3. To explore problem focused coping, emotion focused coping and avoidant coping.

4. To find out the association between socio-demographic profile, WHOQOL
domain, and coping domain.

5. To explore the association between WHOQOL domain and COPING

domain.



1.6 Conceptual framework

Independent variables

Socio-demographic
variable: age, sex, living area,
education level, occupation

Clinical variable: Stroke type,
stroke time, smoking history

Quality of life

Coping strategies

10

Dependent variable

Stroke




1.7 Operational Definition

Stroke

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

apparent cause other than a vascular origin.

Quiality of Life

Quality of life (QoL) is defined as ‘individuals’ perceptions of their position in life in
the context of the culture and value systems in which they live and in relation to their

goals, expectations, standards and concerns .

Coping Strategy

Coping strategies refers to a person’s perception of mental and physical health is

related to the ways he or she evaluates and copes with the stresses of living.
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CHAPTER-II LITERATURE REVIEW

Stroke is a disabling condition that necessitates long-term rehabilitation in order for
survivors to reclaim their independence. It has an effect on both the patient and the
family. Survivors who are discharged from the hospital require the assistance of
family and relatives to carry out daily care activities. It is estimated that about half of
stroke survivors who are discharged with one or more disabilities will require
assistance in the rehabilitation phase of their lives (Kumar et al., 2017). According to
statistics, there were roughly 25.7 million stroke survivors, 6.5 million stroke
fatalities, 113 million disability-adjusted life-years (DALYS) lost due to stroke, and
10.3 million new instances of stroke in 2013. (Feigin et al., 2015). Patients and their
families are frequently caught off guard when a stroke occurs. Physical impairment
has an impact on activities of daily living (ADLs), which require the most assistance
from the caregiver, such as eating, bathing, dressing, toileting, and transferring
(Carod-Artal, 2009). Psychological impairment includes cognitive, communicative,

and behavioral abnormalities, as well as emotional issues (Din et al., 2008)).

Ischemic or hemorrhagic disturbances of the cerebral blood circulation may be the
pathological background for stroke. An ischemic stroke, also known as a cerebral
infarct, is caused by a blockage or reduction in blood flow in a cerebral artery (which
accounts for 80% of all strokes). They are caused by either a clot (thrombus) blocking
the blood vessel or plaque buildup within the arteries, often due to cholesterol,
narrowing the vessel and resulting in a loss of blood flow (Jameson, 2018).
Hemorrhagic stroke: Spontaneous intracerebral hemorrhages (as opposed to traumatic
ones) are primarily caused by arteriolar hypertension, with coagulation disorders,
vascular malformation in the brain, and diet being less common causes (such as high
alcohol consumption, low blood cholesterol concentration, high blood pressure, etc.).
The rate of occurrence increases dramatically with age, and in many developing
countries, it is due to the adoption of a less healthy lifestyle (Tennakoon et al., 2013).

12



Stroke rehabilitation is generally effective at improving functional recovery and
health-related quality of life (HRQOL). In most South Asian studies, a higher
percentage of haemorrhagic stroke (19-46%) was reported compared to Western
countries. This finding could be linked to a higher prevalence of hypertension in
South Asia, as well as poor control of the condition. Intracerebral haemorrhage (ICH)
is more common in younger patients (15-45 years old) who have had a stroke (32—
43%) (Siddique et al., 2009). In South Asia, small-vessel disease plays a much larger
role in ischaemic stroke than in other parts of the world. The high prevalence of
small-vessel disease (for example, 50% according to INTERSTROKE data from
India) is most likely due to an equally high prevalence of undiagnosed, untreated, and

poorly treated hypertension (Roth et al., 2015).

In one study, researchers compared the frequency of different types of strokes in
diabetic and non-diabetic patients and discovered that non-diabetic patients had a
much higher rate of haemorrhagic stroke (42 percent) than diabetic patients (12
percent). Several studies have identified the "South Asian pattern” of vascular disease,
which includes intracranial atherosclerosis and large-vessel extracranial disease, with
regional variations. The most common cause of stroke in Asians is intracranial
stenosis, which has a poor prognosis and a high recurrence rate (Wasay et al., 2014).
However, improvements in function may not translate into improvements in HRQOL
(Isaac et al., 2011) and many studies have found that stroke survivors have poor
HRQOL in the long run (Kamel et al., 2010). To improve the HRQOL of stroke
patients in the short and long term, it is necessary to understand the dynamic
relationship between psychosocial factors and disability. Post-stroke depression has
previously been shown to be an important independent cause of poor HRQOL (Kwok
etal., 2011).

Studies have shown that stroke patients have a lower quality of life (QoL) than
healthy people (Franzen-Dahlin et al. 2008). Physical limitations have been identified
as a determinant of QoL, as measured by impaired daily activities, medical problems,
and motor impairment (Chuluunbaatar et al. 2016). Psychosocial processes, on the
other hand, are increasingly recognized as a factor in determining QoL (Reverte-
Villarroya et al., 2020). A difference in coping has been suggested as a contributing
factor because a proportion of patients with only a minor physical impairment still

have a significantly reduced QoL (Suner-Soler et al., 2020).
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Quality of life, according to the World Health Organization Quality of Life Group
(1998), is an individual's perception of their own place in life in relation to culture, the
value of where they live, and their goals, expectations, and standard. Because health is
one of the domains in quality of life, terminology related to health can also be used to
describe quality of life (Odetunde et al., 2017).

It's a broad concept influenced by a person's physical health, psychological state,
personal beliefs, social relationships, and relationship to key features of their
environment in a complex way." (Schiavolin et al., 2014). The type of stroke the
location of the brain lesion gender race, stroke duration, age, and educational level of
the patient are the main factors that can influence HRQOL (Lo Buono et al., 2017). In
a clinical setting, quality of life assessment usually focuses on HRQoL, or how a
disease or its treatment affects physical, emotional, and social well-being. Although
HRQoL is a multidimensional construct with different aspects varying from study to
study, measures are commonly used to assess physical functioning, psychological
well-being, and social functioning. HRQoL is a subjective metric based on how a
person perceives the impact of disease and/or treatment on their health. HRQOL is
defined as an individual's satisfaction or prosperity in a domain of life that is affected
or affected by health (Snaphaan et al., 2009).

HRQOL is defined as the perception of physical and mental health, functional status,
social support, economic status, health situation, and risk, according to the United
States Disease Control and Prevention Center (Visser et al., 2016). When compared to
quality of life, HRQOL is more specific and appropriate for the medical field because
it refers to the measurement or assessment of patients' own health in comparison to
what they expect of ideal health (Wolters et al., 2010). HRQoL is defined as a
personal self-assessed ability to function in the physical, psychological, emotional,
and social domains of day-to-day life and reflects an individual's overall satisfaction
with life, as measured by self-reported questionnaires (Liu et al., 2009). Patients'
quality of life (QoL) assessment provides new and important information that
clinicians, researchers, and patients can use to guide treatment decisions and
prognosis (Godwin et al., 2013). HRQoL data can also help researchers better
understand new treatments, not just in terms of traditional endpoints like survival, but

also in terms of what that extra survival means to each patient (Visser et al., 2016).
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Following a stroke, physical, social, and cognitive impairment can pose a serious
threat to one's quality of life (QoL). In fact, about 25% of patients reported a decrease
in QoL in the first three months after a stroke, which was linked to a decrease in
overall health and vitality (Leach et al., 2011). QoL refers to a person's physical well-
being, psychological state, level of independence, social relationships, personal
beliefs, and relationship with the environment (Kwok et al., 2011). Health-related
quality of life (HRQoL) assesses how disease, disability, or disorder may affect an
individual's well-being over time (Centers for Disease Control and Prevention, 2000).
As a result, HRQoL is the study of QoL in relation to health disease, which is defined
by complex subjective indicators related to perceived well-being. Individuals' coping
style, which they use to deal with their disease state, is an important psychosocial
factor that influences QoL after a stroke. In the developed world, factors influencing
HRQoL in stroke caregivers have gotten a lot of attention in recent years. Stroke
caregivers have lower HRQoL than the general population, according to studies,
particularly in the areas of mental health, vitality, and general health (Lo Buono et al.,
2017).

Furthermore, caregivers' HRQoL has been shown to be influenced by social support
and coping strategies (Rodriguez-Perez et al., 2017). Age, gender, educational level,
health status, family income, relationship to stroke survivor, caregiving duration,
hours of care per day, and the stroke survivor's functional status are all personal and
contextual factors that influence HRQoL. (Yang et al., 2012). A person under stress,
according to Lazarus and Folkman (1984), first assesses the severity of the stressor's
consequences (primary assessment), then assesses the available resources (e.g. social
support) and possible coping strategies (secondary assessment). The amount of stress
experienced is determined by the interaction of primary and secondary assessments.
Finally, a person's coping strategy is referred to as the coping process (active or
passive). The effectiveness of coping strategies has an impact on a person's social

functioning, mental well-being, and physical health (Thompson and Ryan, 2009).

The goal of this research was to see if incorporating a problem-solving skills module
into post-acute stroke rehabilitation would improve coping strategies and HRQoL.
Coping can be classified as functional (adaptation) or dysfunctional (abuse)
depending on the outcome of this process (increased stress). Coping is a dynamic

process characterized by a series of reciprocal responses in which the individual and
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the environment mutually influence each other (Bucki et al., 2012). Coping strategies,
which are associated with a better HRQoL (Yu et al., 2013), have two major
functions: dealing with the problem that is causing the distress (problem-focused
coping) and regulating emotion (emotion-focused coping). After a stroke, patients use
insufficient active problem-focused coping strategies (Dewilde et al., 2019). Coping
skills may be considered the key psychological resources necessary to rebuild the
lives of patients disrupted by the residual deficits caused by a stroke. The possibility
of adapting coping strategies that patients can use after a stroke could facilitate the
design of better and more effective intervention strategies for these patients (Reverte-
Villarroya et al., 2020).

Coping strategies are defined in a variety of ways in the literature. There are several
types of coping styles, including (a) emotional-focused coping, which refers to the
ability to control negative emotions; (b) cognitive-focused coping, which refers to the
ability to think rationally; and (c) behavioral-focused coping, which refers to the
ability to (b) problem-focused coping, which includes strategies and actions aimed at
reducing the negative impact of a situation through external change; (c) active coping,
which is targeted at the source of stress; (d) avoidant coping, which involves avoiding
emotional and cognitive events (McGrath et al., 2009). Personal style and cognitive
appraisal of the stressful event determine the predominance of one type of strategy
over another (Post et al., 2011). Even though research on QoL and coping is still
lacking, coping strategies are determinant on HRQoL after stroke because they affect
both recovery and adaptation to disability. In addition to functional outcomes, studies
on stroke have only recently begun to pay attention to psychological outcomes such as
QoL and subjective wellbeing in survivors. This review looked at studies that looked
into which coping strategies patients used after a stroke and how they affected their
quality of life (Lo Buono et al., 2017)

There have been a few studies on the relationship between coping and quality of life
in informal care, and even fewer studies on the relationship between coping and
quality of life in informal care of the frail dependent elderly (Kershaw et al., 2008).
When searching PubMed for "caregivers AND Coping AND quality of life" with no
time limit, only two articles on the dependent elderly and four articles on dependent
adults including the elderly (Kate et al., 2014). Furthermore, studies on informal care
coping and quality of life have yielded mixed results. As a result, some authors have
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linked avoidance coping strategies to a lower quality of life, while others have linked
them to a higher quality of life. Similarly, some authors have linked active-type
strategies to a lower quality of life while others have linked them to a higher quality
of life (van et al., 2011). The failure to control for potential confounders is a flaw in
many studies on the relationship between coping and quality of life. Various
characteristics of caregivers, such as older age female sex lower perceived care
burden and better perceived health status [28], have been linked to an improved
quality of life. A higher caregiver quality of life has been linked to a higher functional
status of the care recipient (Chronister et al., 2010). A better understanding of the
relationship between coping and quality of life is required to support and promote the

development of interventions to improve the lives of caregivers (Meyers et al., 2011).

As a result, the goal of this study was to look into the relationship between coping
strategies and quality of life dimensions in primary caregivers of dependent elderly
relatives, while controlling for age, sex, caregiver's perceived health and burden, and
the care receiver's functional capacity. Despite their conceptual differences, both
problem-focused and emotion-focused coping can reduce psychological distress and
are used in the majority of stressful situations (Cheng et al., 2014). Close friends and
sitters to help them recover (spouses, adult children, and siblings) (Yu et al., 2013).
Caring for a stroke survivor is extremely stressful, and it can have a negative impact
on the caregivers' physical and mental health (Darlington et al. 2009). Stroke
caregivers have more somatic symptoms (fatigue, headaches, etc.), depressive
symptoms, sleep disorders, and social isolation than non-caregivers, and they have a
lower quality of life (Spruit-van Eijk et al., 2010). Individuals' perceptions of their
position in life in the context of the culture and value systems in which they live, as
well as their goals, expectations, standards, and concerns, are defined as quality of life
(QoL). HRQoL refers to health-related aspects of overall quality of life, such as a
person's perceived physical and mental health. HRQoL can be used to identify
subgroups with poor physical or mental health, which can then be used to guide

policies or interventions to improve their health (Visser et al. 2014 ).
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The effectiveness of coping strategies has an impact on a person’s social functioning,
mental well-being, and physical health. Coping strategies are intended to help people
cope with stressful situations and manage the emotional distress that comes with them
(Visser et al. 2014). A person's perception of mental and physical health is linked to
how he or she evaluates and copes with life's stresses, according to Folkman and
Lazarus (1988). Positive coping strategies (such as seeking social support and
confronting) have been shown to reduce distress and depression while increasing
vitality and mental health (Visser-Meily et al., 2009). Also, among informal
caregivers aged 75 and up, self-sustaining coping strategies (e.g., maintaining
interests outside of the caring situation) predicted better HRQoL (De Ryck et al.,
2014). Passive avoidant coping strategies, on the other hand, can have negative
emotional and psychological consequences for stroke caregivers (Baumann et al.,
2012). Passive coping was found to be the most important negative predictor of
spouses' quality of life one year after a stroke in one study (Visser et al., 2015). When
environmental demands exceed an individual's ability to manage or cope with stress,
social support can help to mitigate the negative effects of stress on one's health
(Lazarus & Folkman 1984). Caregivers who are satisfied with their social support
report less stress, better mental well-being, and greater vitality than those who are not
(van der et al. 2015). At three months and one year after a stroke, caregivers' HRQoL
was predicted by family support (Abd-Allah et al., 2014). In addition, several
randomized controlled trials have found that support interventions delivered by their
healthcare system improve family caregivers' psychological health and HRQoL
(McPherson et al., 2011).
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CHAPTER-III METHODOLOGY

3.1 Study Design

In a cross-sectional descriptive study, structured questionnaires were used, and
interviews with stroke survivors were conducted. The objectives were easily
determined using this study design. The data was gathered in one shot or over a short

period of time.
3.2 Study site

The data was gathered at CRP Neurology unit in Savar, Dhaka, by the researcher. At
this facility, stroke patients were treated. The stroke patients provided no difficulty in

providing information to the researcher.
3.3 Study Population

A population is the total group, set of events, or totality of the observation on which a
study is conducted. It is the group in which the researcher is interested and with whom
the researcher wishes to generalize the findings of the study. The study's sample
population was chosen from stroke patients receiving treatment at CRP. A total of 207

samples were chosen for this study.
3.4 Sampling technique

The researchers chose CRP participants because they were readily available.
Convenient sampling is a technique for identifying and contacting a specific group of

people. The samples were chosen using a set of inclusion and exclusion criteria.
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3.5 Sample size
When the sample frame is finite,

The equation of finite population correction in case of cross sectional study is:

Z%pq
d2

n=—

_ (1.96)%x0.3%x0.7
(0.05)2

=323
Here,
Z (confidence interval) = 1.96
P (prevalence) =0.3 (Islam et al., 2013)
d (margin of error) = 0.05
And, g= (1-p)
= (1-0.3)
=0.7
The actual sample size was, n= 323
As it is academic thesis, self-funding and data was collected from a single specialized
hospital by considering the feasibility and time limitation 207 sample were selected

conveniently.
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3.6 Inclusion criteria

All the patients who are diagnosed with stroke according to the standard diagnostic

criteria (Han et al., 2013) and confirm with computed tomography or magnetic

resonance imagining. Patients will be enrolled if they meet the following criteria:

1.

Both ischemic and hemorrhagic stroke patient with neurological deficit and
with the confirmed diagnosis by the neurologist (Harris et al., 2009).

Age of patient ranging from 30 to 70 years (Islam et al., 2013).

At least 4 weeks of post stroke (Visser et al., 2016).

Ability to walk 10 m independently or using an aid or orthotic with or without
supervision or aid (Kim et al., 2012).

Able to tolerate the duration of interventions and evaluation (Han et al., 2013).
First or second stroke resulting in right or left sided hemiparesis ((Mudge et
al., 2009).

Both male and female will be included (Moon et al., 2018).

Patient has the ability to provide informed consent (Blennerhassett and Dite,
2004).

3.7 Exclusion criteria

Patient suffering from unstable cardiac condition, uncontrolled hypertension
or congestive heart failure ((Mudge et al., 2009).

Participants were excluded if they had progressive neurologic disease and
other significant health problems that adversely affected walking ability
(Mudge et al., 2009).

Participant with aphasia, cardiac arrhythmias and any such conditions for
which exercise are contraindicated (Frimpong et al., 2016).

Perceptual, apraxic or major cognitive deficits (Michaelsen et al., 2006).
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3.8 Data collection Method

The study aims, objectives, and study procedures were explained to participants
before data was collected using a questionnaire. They were given the opportunity to
ask questions and then asked to sign the written consent form once they were
satisfied. The researcher completed the WHOQOL-BREF along with the demographic
data after they signed the consent form. Data was collected from the 01-07-2021 to
30-09-2021. For data collection, researchers went to each participant's home,
workplace, and training institute. During this stage, the researcher enlisted the
assistance of the training institute's director and participants in the study. In some
cases, the person being evaluated may be unable to complete the questionnaire (e, g,
due to expressive or receptive language deficits, memory impairment, post traumatic
distress etc.). In these cases, the form could be completed by someone who knew the
person being assessed, as long as the person being assessed was present when the

form was completed.

3.9 Data collection tools

The study required a Bengali Consent Form and Questionnaire, as well as other
materials such as a pen, pencil, eraser, clip board, white paper, and note book.
Demographic data was gathered based on a literature review and the study objectives.
Caregivers were asked about their age, gender, educational level, monthly family

income, relationship to the stroke survivor, and number of chronic conditions.
Measurement tools

WHOQOL Scale

A quality of life profile is generated by the WHOQOL-BREF (Field Trial Version). It
is a comprehensive list of 26 items to assess the quality of life regarding physical,
social, psychological and environmental aspects of the caregivers. Scale consists 4
parts namely; physical (7 items), psychological (6 items), social relationship (3 items),
and environment (8 items). The initial two items (Items 1 and 2) measure the overall
quality of life and satisfaction to heath respectively. There are four domain scores that

can be calculated. Separately, two items are examined: question 1 concerns an
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individual's overall perception of quality of life, and question 2 concerns an
individual's overall perception of health. The four domain scores represent a person's
perception of their quality of life in each of the four domains. The domain scores are
scaled from high to low in a positive direction (i.e. higher scores denote higher quality
of life). The domain score is calculated using the mean score of items within each
domain. To make domain scores comparable to those used in the WHOQOL-100,
mean scores are multiplied by four. The first method converts scores to a range of 4-
20, which is comparable to the WHOQOL-100. The second transformation method is
to scale domain scores from 0 to 100 (WHOQOL, 1996).

COPE scale

Carver (1997) developed the Brief COPE Inventory (BCI) to assess ways of coping
that might be used to deal with stressful events. There are 28 items and 14 subscales
in this self-report questionnaire that assess different ways of coping (two items per
scale). The BCI employs a four-point Likert-type scale with ratings ranging from 1 to
4 ('l haven't done this at all' to 'l have done this a lot"). Each coping strategy receives a
score of 2-8. (Carver 1997). Cronbach's alpha for the subscales ranged from 0.50
(venting) to 0.90, according to Carver (1997). (substance use). Carver (1997) also
cited evidence in support of the BCI's factorial validity (Carver, 1997).

3.10 Data Analysis

Data was entered into an excel spreadsheet and the Statistical Package for Social
Science (SPSS) software version 20. SPSS software was also used to analyze the data.
The demographic factors such as age, gender, occupation, marital status, and so on
were analyzed and discussed using the WHOQOL-BREF and Demographic
questionnaire. The physical, psychological, social relationship, and environmental
health of quality of life were also discussed using the WHOQOL-BREF
questionnaire. There are 26 questions in WHOQOL-BREF. The overall quality of life
and level of health satisfaction are graded on a scale of 1-5 (very poor-very good).
The domains were rated 1,2,3, and 4 on a scale of 1 to 4. BREEF COPING was also
discussed in this study, which has three domains. This survey produced cross-
sectional data as a result. A great deal of data is gathered as a result of this survey. All

of the findings provided useful information about the characteristics of various
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complaints among stroke patients. Chi-Square analysis was used to determine the

relationship between the various variables.
Chi-Square (x°) test

Chi square (x%) Test is the most popular discrete data hypothesis testing method. It is a
non-parametric test of statistical significance for bivibrate tabular analysis with a
contingency table. In this study Chi square (x?) test was done to measure the
associations between two variables. It was used to test the statistical significance of

results reported in bivariate tables.
Assumption

Different and Independent variable
Variables were gquantitative
Normal Distribution of the variable
Formula: the test statistics follow
X2%=yk (0 - E)’E

Here, x* = Chi square value

> = The sum of

O = Observed count

E = Expected count

Chi square is the sum of the squared differences between observed (O) and the

expected (E) data divided by expected (E) data in all possible categories
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3.11 Informed Concent

All participants were given written consent prior to completing the questionnaire
(appendix). The researcher explained to the participants his or her role in the study, as
well as the study's goal and objective. The researcher received a written consent form
from each participant. As a result, the participants said they were aware of the consent
process and that their participation was completely voluntary. The participants were
told that their personal information would be kept private. The researchers assured the
participants that taking part in the study would not harm them. According to the
explanation, while the study may not provide immediate benefits to the participants, it
may provide benefits in the future for cases similar to theirs. Participants had the
option to withdraw their consent and stop participating at any time, with no impact on
their current or future care at CRP's Neurology unit. Data from this study was coded
anonymously to ensure confidentiality, and no personal information was included in

any publication containing the study's findings.

3.12 Ethical consideration

The proposal was approved by the Institutional Review Board (IRB) and the
Bangladesh Health Profession Institute (BHPI). The research followed guidelines set
forth by the World Health Organization (WHO) and the Bangladesh Medical
Research Council (BMRC). Participants gave their written or verbal consent before
any data was collected. The participants in the study had signed consent forms, and
the purpose of the study and the consent form had been explained to them verbally
throughout the research. Their jobs were not harmed as a result of the research. They
were told that their participation in the study was completely voluntary and that they
had the right to withdraw or stop at any time. They were also assured that their
personal information would be kept private. The participant should be assured that his
or her name and address will not be used. The participants were also told that the

study's findings would not harm them.
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3.13 Rigor of the study

The study was carried out in a meticulous manner. The research was carried out in a
systematic and orderly manner. It was ensured that participants were not influenced
by their previous experiences during the data collection. Whether they had a negative
or positive impression, the answer was accepted. There were no leading questions
asked, and no significant questions were avoided. To ensure that there were no errors,
the supervisor double-checked the participant information. The information was kept
completely confidential. In the result section, displaying any personal interpretation
had no effect on the outcome. Every section of the study was double- and triple-

checked by the research supervisor.
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CHAPTER-IV RESULT

Socio-demographic information

This was a cross sectional study. The objective of the study was to explore the
demographic profile of stroke patients attended at CRP. Purposive sampling was done
to select samples. Total 207 data were collected from the neurology unit of CRP,
Savar, Dhaka. Data were numerically coded and captured in Microsoft Excel, using
an SPSS 20.0 version software program. The investigator collected the descriptive
data and calculated as percentages which were presented in different bar diagrams, pie
charts and tables. Here is also showed association with WHOQOL domain, coping

domain and socio-demographic profile in different tables.
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4.1 Age Groups

A total of 207 stroke patients were participants among them 8% (n=16) participants
were 30-39 years, 21% (n=43) participants were 40-49 years, 45% (n=94) were 50-59
years, 26% (n=54) participants were 60-70 year.

@30-39
years

m40-49
years

050-59
years

m60-70
years

Figure-4.1: Age groups of the participants
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4.2 Marital status, Sex and Educational status

Total participants 207 among them 95% (n=197) participants were married, 3% (n=7)
participants were single, 1% (n=2) participants were divorce and 1% (n=1)
participants were widow. Among them most of the participants 67% (n=140) were
male and 33% (n=67) female. In Educational level, 15% (n=30) participants had no
formal education, 29% (n=61) participants had primary education, 34% (n=70)
participants had secondary education and 22% (n=46) participants had bachelor

degree.

Table-4.2: Marital status, Sex and Educational status

Variables Categories Number of the percentage
participants

Marital status Married 197 95%
Single 7 3%
Divorce 2 1%
widow 1 1%

Sex Male 140 67%
Female 67 33%

Educational status | No formal education 30 15%
Primary education 61 29%
Secondary education 70 34%
Bachelor degree or 46 22%
above
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4.3 Living area of the participants

The study was conducted on 207 participants. Among the participants 56% (n=117)
were lived in rural area, 34% (n=70) were lived in urban area and 10% (n=20) were

lived in semi-urban area.

Living area rural Urban Semi-rural

Figure-4.3: Living area of the participants
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4.4 Occupation of the participants

207 participants were used for this survey. Among them 8% (n=16) were farmer, 27%
(n=57) were service holder, 3% (n=4) were day laborer, 8% (n=4) were garments
worker, 2% (n=4) were driver, 20% (n=43) were businessman, 3% (n=6) were

teacher, 29% (n=61) were housewife and 4% (n=8) were others.

Table-4.4: Occupation of the participants

Occupation Number of the participants Percentage
Farmer 16 8%
Service holder 57 27%

Day laborer 4 3%
Garments worker 8 4%

Driver 4 2%
Businessman 43 20%
Teacher 6 3%
Housewife 61 29%
Other 8 4%
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4.5 Monthly Income

The bar chart showed that among the 207 participants it was found that 47% (n= 101)
were maintain 10000-250000tk, 51% (n=102) were maintain 26000-40000tk, 2%
(n=4) were maintain 41000-60000tk.

@10000-
25000tk

@26000-
40000tk

041000-
60000tk

Figure-4.5: Monthly income of the participants
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4.6 General Health

This pie chart showed that among the 207 participants it was found that 63% (n=128)
were lead good health status, 21% (n=45) were lead fair health status, 16% (n=34)

were lead poor health status.

@ Good

W Fair

@ Poor

Figure-4.6: General Health of the participants
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4.7 Smoking history, Cigarette number, Smoking after stroke and alcohol

history

The maximum of the participants near about 34% (n=71) were habituated with

smoking before stroke and 66% (n=136) were not habituated with smoking before

stroke. From them 27% (n=56) were intake 1-10 number of cigarette and 4% (n=7)

were intake 11-20 number of cigarette. After stroke, 13% (n=26) participants were

intake smoke, 87% (n=181) were not intake smoke. From the participants 4% (n=9)

were intake alcohol and 198% (n=96) were not intake alcohol in lifespan.

Table-4.7: Smoking history, Cigarette number, Smoking after stroke and alcohol

history .

Variables

Smoking History

Cigarette number

Smoking after
stroke

Alcohol history

Categories

Yes
No

1-10
11-20

Yes

No

Yes
No

Number of the
participants

71
136

144
56

26

181

198

Percentage

34%
66%

69%
27%

4%

13%

87%

4%
96%
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4.8 Stroke time of the participants

This column chart showed that among the 207 participants it was found that 35%
(n=73) participants were got stroke before 4-20 weeks ago, 44% (n=91) participants
were got stroke 21-40 weeks ago and 21% (n=43) participants were got stroke before

41weeks or above.

Stroke time
4-20 weeks
21-40 weeks

41 weeks or
above

Figure-4.8: Stroke time of the participants
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4.9 Stroke Type

This pie chart showed that among the 207 participants it was found that the maximum
of the participants near about 71% (n=146) were ischemic stroke, 29% (n=60) were
hemorrhagic stroke patients.

B Ischemic

@ Hemorrhagic

Figure-4.9: Stroke type of the participants
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4.10 Have any disease

From 207 participants 22% (n=47) were affected in diabetes, 2% (n=3) were heart
disease, 40% (n=83) were hypertension and 36% (n=74) were affected in both
diabetes and high blood pressure.

®m Diabetes

B Heart disease

B Hypertension

B Diabetes and high
pressure

Figure-4.10: Have any disease of the participants
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4.11 WHOQOL (Quality of Life) for Ischemic patient:

Domain number Mean Std. Deviation
Physical health domain 23.07 0.426
Psychological health domain | 17.68 0.286
Social relationship domain 8.98 0.134
Environmental domain 26.62 0.269
Overall quality of life 81.75 1.081

Above table 4.11 shows that the mean+SD of physical health domain is
23.07£0.0426. The meanzSD of psychological health domain is 17.68+0.286. The
meanzSD social relationship domain is 8.98+0.134. The mean£SD of environmental
health domain is 26.62+0.269. The meanSD of overall quality of life is 81.75+1.081.

38



4.12 WHOQOL (Quality of life) for Hemorrhagic patient:

Domain number Mean Std. Deviation
Physical health domain 25.62 0.583
Psychological health 18.98 0.544

domain

Social relationship domain | 9.48 0.206
Environmental domain 27.38 0.489

Overall quality of life 88.18 1.81

Above table 4.12 shows that the mean+SD of physical health domain is 25.62+0.583.
The mean+SD of psychological health domain is 18.98+0.544. The mean+SD social
relationship domain is 9.48+0.206. The mean+SD of environmental health domain is
27.38+0.0489. The meanxSD of overall quality of life is 88.18+1.81.
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4.13 Coping analysis for ischemic participants

Coping domain Mean Std. Deviation

Problem focused coping | 22.39 0.382

(Domain one)

Emotion focused coping | 27.78 0.410

(Domain two)

Avoidant coping (Domain three) | 13.57 0.336

Above table 4.13 shows that the meantSD of problem focused domain is
22.39+0.382. The meantSD of emotion focused domain is 27.78+0.410. The
meanzSD of avoidant coping is 13.57+0.336.
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4.14 Coping analysis for hemorrhagic participants

Coping domain Mean Std. Deviation

Problem focused coping | 24.07 0.495

(Domain one)

Emotion focused coping | 30.16 0.650

(Domain two)

Avoidant coping (Domain three) | 13.85 0.409

Above table 4.13 shows that the meantSD of problem focused domain is
24.07+0.495. The meantSD of emotion focused domain is 30.16+0.650. The
meanzSD of avoidant coping is 13.85+£0.4009.
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4.15 Subscales of coping strategies for Ischemic and hemorrhagic

participants

Subscales Ischemic participants Hemorrhagic participants
(Mean£SD) (Mean£SD)
Active coping 5.38+1.284 5.79+1.368
Informational support 6.86+1.227 7.31+£1.025
Positive reframing 3.72+2.977 3.87£1.617
Planning 6.44+1.310 7.1+£1.287
Emotional support 6.14+1.402 6.64+1.506
Venting 4.12+1.535 4.64+1.495
Humor 2.27+0.628 2.44+1.842
Acceptance 6.07+1.842 6.79+1.898
Religion 6.55+1.273 6.90+1.363
Self-blame 2.63+0.969 2.75+1.12
Self-distraction 4.73+1.601 4.73+1.6
Denial 3.15+2.181 3.31+1.467
Substance use 2.16+0.563 2.33+0.724
Behavioral disengagement | 3.05+1.033 3.34+1.328

Above table: 4.15 shows that for ischemic participants, the mean+SD of active coping
is 5.38+£1.284. The mean+SD of informational support is 6.86+1.227. The mean+SD
of positive reframing is 3.72+2.977. The mean+SD of planning is 6.44+1.310. The
meantSD of emotional support is 6.14+1.402. The meantSD of venting is
4.12+1.535. The mean£SD of humor is 2.27+0.628. The meanzSD of acceptance is
6.07+1.842. The mean£SD of religion is 6.55+1.273. The mean£SD of self-blame is
2.63£0.969. The mean+SD of self-distraction is 4.73+1.601. The mean£SD of denial
is 3.15+£2.181. The mean+SD of substance use is 2.16+0.563. The mean+SD of
behavioral disengagement is 3.05+1.033.
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For hemorrhagic participants, the mean+SD of active coping is 5.79+1.368. The
mean+SD of informational support is 7.31£1.025. The meantSD of positive
reframing is 3.87£1.617. The mean+SD of planning is 7.1+1.287. The meanzSD of
emotional support is 6.64+1.506. The meantSD of venting is 4.64+1.495. The
meanxSD of humor is 2.44+1.842. The mean+SD of acceptance is 6.79+1.898. The
meanxSD of religion is 6.90+£1.363. The meantSD of self-blame is 2.75+1.12. The
meanzSD of self-distraction is 4.73£1.6. The mean£SD of denial is 3.31£1.467. The
meanzSD of substance use is 2.33+0.724. The mean+SD of behavioral disengagement
is 3.34+1.328.
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4.16 Distribution of the respondents association in between socio-

demographic profile, WHOQOL domain, and coping domain:

Association Chi-Square (x*) | P value Sig.
value
Age of the patient and | 193.75 0.006 Significant

overall quality of life

Age of the patient and | 93.69 0.01 Significant
emotion focused

coping

Sex of the patient and | 34.76 0.004 Significant

avoidant coping

Marital status of the | 75.44 0.04 Significant
patient and

psychological health

domain

Marital status of the | 191.38 0.008 Significant
patient and overall

quality of life

Educational 78.07 0.01 Significant

qualification of the
patient and

environment domain

Educational 183.09 0.02 Significant
qualification of the

patient and overall

quality of life
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Monthly income of

the family and | 54.34 0.04 Significant
psychological health

domain

Monthly income of | 69.95 0.001 Significant
the  family  and

environmental

domain

Monthly income of | 158.79 0.00 Significant
the family and overall

quality of life

General health and Significant
physical health | 73.84 0.002

domain

General health and | 64.32 0.005 Significant
psychological health

domain

General health and | 42.80 0.002 Significant
social health domain

General health and | 52.58 0.003 Significant
environmental

domain

General health and | 123.83 0.04 Significant

overall quality of life
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Cigarette number and
overall quality of life

142.38

0.002

Significant

Cigarette number and
emotion focused

coping

75.73

0.002

Significant

Smoke after stroke
and social health

domain

20.39

0.02

Significant

Smoke after stroke
and overall quality of
life

72.69

0.016

Significant

Type of stroke and

overall quality of life

65.41

0.04

Significant

Type of stroke and
problem focused

coping

31.61

0.04

Significant

Type of stroke and
emotion focused

coping

33.83

0.04

Significant

Secondary  disease
and problem focused

domain

80.87

0.03

Significant

46




Above table 4.14 shows that the association found between age of the patient and
overall quality of life where p value is 0.006 (P<0.05) and x* value is 193.75 which
was statistically significant. Association also found between age of the patient and
emotion focused coping where p value is 0.01 (P<0.05) and x* value is 93.69 which
was statistically significant. Association also found between sex of the patient and
avoidant coping where p value is 0.004 (P<0.05) and x* value is 34.76 which was
statistically significant Association also found between marital status of the patient
and psychological health domain where p value is 0.04 (P< 0.05) and x* value is 75.44
which was statistically significant. Association also found between marital status of
the patient and overall quality of life where p value is 0.008 (P< 0.05) and x° value is
191.38 which was statistically significant. Association also found between
educational qualification of the patient and environment domain where p value is 0.01
(P< 0.05) and x* value is 78.07 which was statistically significant. Association also
found between educational qualification of the patient and overall quality of life
where p value is 0.02 (P< 0.05) and x* value is 183.09 which was statistically
significant. Association also found between monthly income of the family and
psychological health domain where p value is 0.04 (P< 0.05) and x? value is 54.34
which was statistically significant. Association also found between monthly income
of the family and environmental domain where p value is 0.004 (P< 0.05) and x?
value is 69.95 which was statistically significant. Association also found between
monthly income of the family and overall quality of life where p value is 0.00 (P<
0.05) and x* value is 158.79 which was statistically significant. Association also found
between general health and physical health domain where p value is 0.002 (P< 0.05)
and x° value is 73.84 which was statistically significant. Association also found
between general health and psychological health domain where p value is 0.005 (P<
0.05) and x? value is 64.32 which was statistically significant. Association also found
between General health and social health domain where p value is 0.002 (P< 0.05)
and x° value is 42.80 which was statistically significant. Association also found
between general health and environmental domain where p value is 0.003 (P< 0.05)
and x* value is 52.58 which was statistically significant. Association also found
between General health and overall quality of life where p value is 0.04 (P< 0.05) and
x* value is 123.83 which was statistically significant. Association also found between
cigarette number and overall quality of life where p value is 0.002 (P< 0.05) and x*
value is 142.38 which was statistically significant. Association also found between
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cigarette number and emotion focused coping where p value is 0.002 (P< 0.05) and x*
value is 75.73 which was statistically significant. Association also found between
smoke after stroke and social health domain where p value is 0.02 (P< 0.05) and x?
value is 20.39 which was statistically significant. Association also found between
smoke after stroke and overall quality of life where p value is 0.016 (P< 0.05) and x?
value is 72.79 which was statistically significant. Association also found between type
of stroke and overall quality of life where p value is 0.04 (P< 0.05) and x* value is
65.41 which was statistically significant. Association also found between type of
stroke and problem focused coping where p value is 0.04 (P< 0.05) and x* value is
31.61 which was statistically significant. Association also found between type of
stroke and emotion focused coping where p value is 0.04 (P< 0.05) and x* value is
33.83 which was statistically significant. Association also found between Secondary
disease and problem focused domain where p value is 0.03 (P< 0.05) and x* value is

80.87 which was statistically significant.
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4.17 Distribution of the respondents of association between WHOQOL
domain and COPING domain:

Association Chi-Square (x?) | P value Sig.
value
Physical health 480.29 0.02 Significant
domain and problem
focused coping
domain
Physical health | 518.75 0.03 Significant
domain and emotion
focused coping
domain
Physical health | 397.81 0.01 Significant
domain and
avoidant coping
domain
Psychological health | 383.22 0.44 Not Significant
domain and problem
focused coping
domain
Psychological health | 514.54 0.001 Significant
domain and emotion
focused coping
domain
Psychological health | 337.33 0.09 Not Significant
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domain and

avoidant domain

Social health
domain and problem

focused domain

281.41

0.00

Significant

Social health
domain and emotion
focused coping

domain

332.16

0.00

Significant

Social health
domain and
avoidant coping

domain

186.68

0.07

Not Significant

Environment
domain and problem

focused domain

393.72

0.11

Not Significant

Environment
domain and emotion
focused coping

domain

753.21

0.00

Significant

Environment
domain and
avoidant coping

domain

482.4

0.00

Significant
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Overall quality of 1032.69 0.12 Not significant
life and problem

focused domain

Overall quality of 1318.41 0.00 Significant
life and emotion

focused domain

Overall quality of | 963.67 0.00 Significant
life and avoidant

domain

Above table 4.15 shows that association found between physical health domain and
problem focused coping domain where p value is 0.02 (P< 0.05) and x* value is
480.29 which was statistically significant. Association found between physical health
domain and emotion focused coping domain where p value is 0.03 (P< 0.05) and x>
value is 518.75 which was statistically significant. Association found between
physical health domain and avoidant coping domain where p value is 0.01 (P< 0.05)
and x* value is 397.81 which was statistically significant. On the other hand
association not found between psychological health coping and problem focused
coping domain where p value is 0.44 (P> 0.05) and x* value is 383.22 which was
statistically not significant. Association found between psychological health domain
and emotion focused coping domain where p value is 0.001 (P< 0.05) and x? value is
514.54 which was statistically significant. On the other hand association not found
between psychological health domain and avoidant domain where p value is 0.09 (P>
0.05) and x? value is 337.33 which was statistically not significant. Association found
between social health domain and problem focused domain where p value is 0.00 (P<
0.05) and x* value is 281.41 which was statistically highly significant. Association
found between social health domain and emotion focused coping domain where p
value is 0.00 (P< 0.05) and x* value is 332.16 which was statistically highly
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significant. On the other hand association not found between social health domain and
avoidant coping domain where p value is 0.07 (P> 0.05) and x* value is 514.54 which
was not statistically significant. Association also not found between environment
domain and problem focused domain where p value is 0.11 (P> 0.05) and x? value is
393.72 which was statistically highly significant. Association found between
environment domain and emotion focused coping domain where p value is 0.00 (P<
0.05) and x* value is 753.21 which was statistically highly significant. Association
found between environment domain and avoidant coping domain where p value is
0.00 (P< 0.05) and x* value is 482.4 which was statistically highly significant.
Association found between overall quality of life and problem focused domain where
p value is 0.00 (P< 0.05) and x* value is 1032.69 which was statistically highly
significant. Association found between overall quality of life and emotion focused
domain where p value is 0.00 (P< 0.05) and x* value is 1318.41 which was
statistically highly significant. Association found between overall quality of life and
avoidant domain where p value is 0.00 (P< 0.05) and x? value is 963.67 which was
statistically highly significant.
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CHAPTER-V DISCUSSION

Now-a-days the quality of life has become a major topic of research in the area of
health and the findings contribute to the definition and approval of treatments and
evaluation of cost benefits of the Stroke patients. The study was done under the cross
sectional survey design. The aim of this study was to find out the quality of life and
coping strategies for post stroke patient. The QOL of patient with stroke was
measured by the WHOQOL and results showed a greater impact on the physical
health domain, mental health domain, social health domain and environmental health

domain and also showed association between WHOQOL domain and coping domain.

The mean age of the respondents was 45.4+0.874 years. By sex, 67% (140) were
males and 33% (67) were females with a ratio of 2.1: 1. Out of 207 patients, highest
94 (45%) patients belonged to 50-59 age group followed by 54 (26%) were in 60-70
age group and 43 (21%) patients were in 40-49 age group. The least number 16(8%)
of patients belonged to 30-39 years age group. The average age of the respondents in
a similar study was 50.1+£14.8 years. Males made up 73.6% (98), while females made
up 26.4% (35) for a 2.7: 1 ratio. The 41-50 age group had the highest percentage
(24.8%) of the 133 patients, followed by 28 (21.1%) in the 51-60 age group, and 26
(19.5%) in the 31-40 age group (Miah et al., 2012).

In this study educational level, 15% (n=30) participants had no formal education, 29%
(n=61) participants had primary education, 34% (n=70) participants had secondary
education and 22% (n=46) participants had bachelor degree. Like this researchers
discovered that 31% of literate patients received schooling, 19% received college
education, and only 13% attended a university or similar institution in a similar study
(Hossain et al., 2011).

Based on extracted data from CRP records, the investigator had observed that the
subtypes of the cerebrovascular disease represented 81% ischemic and 19%
hemorrhagic. Arterial hypertension was the most frequent risk factor (40%). Nearly
22% suffered from diabetes, and 36% were suffered from both diabetes and
hypertension, 2% of the patients presented with a known heart disease. The similar

results were noted that patients with ischemic heart disease made up 66.4% of the
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total, while those with hemorrhagic heart disease made up 33.2%. Arterial
hypertension was the most common risk factor (80.8% vs. 75.3% haemorrhagic).
Almost all of the patients had neurological problems, and more than half of them had
difficulty speaking. Nearly 40% of the patients had dyslipidemia, 22.7% of the

patients had diabetes, and 20.9% of the patients were obese (Baumann et al., 2012).

In this study table 4.11 shows that for the ischemic participants, the meantSD of
physical health domain is 23.07+0.0426. The meantSD of psychological health
domain is 17.68+0.286. The mean+SD social relationship domain is 8.98+0.134. The
mean=SD of environmental health domain is 26.62+0.269. The mean+SD of overall
quality of life is 81.75+1.081. For hemorrhagic participants, the meanzSD of physical
health domain is 25.62+0.583. The meantSD of psychological health domain is
18.98+0.544. The mean+SD social relationship domain is 9.48+0.206. The mean+SD
of environmental health domain is 27.38+0.0489. The mean+SD of overall quality of
life is 88.18+£1.81. On WHOQOL BREF, caregivers of stroke survivors had similar
results in the physical, psychological, social, and environmental quality of life
domains. The highest quality of life score (61.45+26.96) was in the social domain,
followed by psychological (53.05+17.59), environment (51.23+£24.53), and physical
(51.23+£24.53), (51.23+24.53), (49.14+14.40) (Kumar et al., 2015).

In this study, table 4.15 shows that for ischemic participants, the mean+SD of active
coping is 5.38+£1.284. The mean+SD of informational support is 6.86+1.227. The
meanzSD of positive reframing is 3.72+2.977. The meantSD of planning is
6.44+1.310. The meantSD of emotional support is 6.14+1.402. The meantSD of
venting is 4.12+1.535. The mean+SD of humor is 2.27+0.628. The meanzSD of
acceptance is 6.07+1.842. The meanSD of religion is 6.55+1.273. The mean+SD of
self-blame is 2.63+£0.969. The meanzSD of self-distraction is 4.73+1.601. The
meanxSD of denial is 3.15£2.181. The meanSD of substance use is 2.16+0.563. The
meantSD of behavioral disengagement is 3.05+1.033 and for hemorrhagic
participants, the meantSD of active coping is 5.79+1.368. The meanzSD of
informational support is 7.31+1.025. The meantSD of positive reframing is
3.87£1.617. The meantSD of planning is 7.1£1.287. The meantSD of emotional
support is 6.64+1.506. The mean+SD of venting is 4.64+1.495. The meantSD of
humor is 2.44+1.842. The meant£SD of acceptance is 6.79+£1.898. The mean+SD of
religion is 6.90£1.363. The meantSD of self-blame is 2.75+£1.12. The meanzSD of
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self-distraction is 4.73£1.6. The mean+SD of denial is 3.31+£1.467. The mean£SD of
substance use is 2.33+0.724. The mean+SD of behavioral disengagement is
3.34+£1.328. Similar study also found that, Acceptance (6.28, SD = 1.31), active
coping (5.5, SD = 1.317), positive reframing (3.75, SD = 2.634), and planning (6.63,
SD = 1.344) were the four most common coping strategies used by stroke caregivers,

according to a study conducted in China. (Yu et al., 2013).

In this study table 4.14 shows that the association found between age of the patient
and overall quality of life where p value is 0.006 (P<0.05) and x* value is 193.75
which was statistically significant. Association also found between age of the patient
and emotion focused coping where p value is 0.01 (P<0.05) and x* value is 93.69
which was statistically significant. Association also found between sex of the patient
and avoidant coping where p value is 0.004 (P<0.05) and x? value is 34.76 which was
statistically significant Association also found between marital status of the patient
and psychological health domain where p value is 0.04 (P< 0.05) and x? value is 75.44
which was statistically significant. Association also found between marital status of
the patient and overall quality of life where p value is 0.008 (P< 0.05) and x° value is
191.38 which was statistically significant. Similar study found that among the stroke
patients, the predictors of QoL that reached significance were older age, the female
gender, being single, and the disability level. Older patients had lower overall QoL (j
= —0.21, p < 0.05), and single patients experienced significant decreases in all four
domains (p =-12.27, p <0.001 in physical; = -8.03, p < 0.05 in psychological; = -
13.75, p < 0.001 in social; and B = -5.57, p < 0.05 in environmental) comparing to
married patients. Female patients had higher overall QoL compared with that of male
patients (B = 6.50, p < 0.05) comparing to male patients. Patients who had become
more independent had higher QoL scores (f = 14.84, p < 0.001 in physical; § = 10.20,
p < 0.05 in social relationship, and B = 6.14, p < 0.05 in environmental aspects)
compared with those who became less independent according to the Bl score
(Chuluunbaatar et al., 2016).
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5.1 Limitations

There were a number of limitations and barriers in this research project which had
affect the accuracy of the study, these are as follow: The samples were collected only
from the CRP at Savar and the sample size was small, so the result of the study could
not be generalized to the whole population of Stroke in Bangladesh. There was little
evidence to support the result of this project in the context to Bangladesh. A
convenience sampling was used that was not reflecting the wider population under
study. The research project was done by an undergraduate student and it was first
research project for her . So the researcher had limited experience with techniques and
strategies in terms of the practical aspects of research. As it was the first survey of the
researcher so might be there were some mistakes that overlooked by the supervisor
and the honorable teacher.
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CHAPTER-VI CONCLUSION & RECOMMENDATION

6.1 Conclusion

Despite the small sample size and the study's limitations, this study provides valuable
insight into the quality of life for people who have had a stroke. According to the
findings, people who have had a stroke have a significantly lower quality of life and

coping strategies.

Quality of life is a term that is used to assess an individual's well-being in a variety of
situations. Achieving a satisfactory QoL for stroke patients is a primary goal of
treatment and rehabilitation with coping strategies. In order to improve the quality of
life of people who have had a stroke, necessary steps should be taken to improve their
physical, mental, social, and environmental health, in addition to coping strategies,

increased awareness, and proper counseling.

The WHOQOL-BREEF and COPE BREEF questionnaires, which are patient-
measured and validated in terms of reliability and reproducibility, were used to assess
QoL in stroke patients. This research could result in policy changes that provide them
with more support and access to the equipment or lifestyle interventions that they
need. Future longitudinal studies with a larger sample size and the evaluation of

additional variables will be needed to assess the patient's quality of life after a stroke.

However, despite a growing body of literature over the last decade, quality of life
among people who have had a stroke is a complex issue that is still poorly understood.
Individuals' expectations and values, and thus their markers with which they judge
their quality of life, are thought to change after a stroke.As a result, there have been
an increasing number of calls for the use of measures that capture the subjective QoL

and coping strategy of stroke patients.

57



6.2 Recommendations

The study's goal was to evaluate stroke patients' quality of life and coping strategies.
Despite the study's limitations, the investigators identified some additional steps that
could be taken to improve the success of future research. The following are the main

suggestions:

In order to increase the power of generalization, the random sampling technique

rather than the convenience sampling technique would be chosen.

Because the study was short in duration, it will be conducted over a longer period of

time in the future.

The sample size for this study was 207 participants, but the sample size will be

increased in the future.

In this study, the investigator only used participants from one hospital in Savar as a
sample for the study. As a result, the investigators strongly recommended that future
studies include stroke patients from all over Bangladesh to ensure the study's

generalizability.
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Appendix- I: English Verbal Consent Form

(Please read out to the participants)
Greeting!

My name is Jannatul Ferdoushi. | am 4™ year student of B.Sc. in Physiotherapy
program at Bangladesh Health Professions Institute (BHPI). For my study purpose |
am conducting a study on stroke patients and my study title is “Quality of life and
coping strategies for thepost stroke patient. I would like to know about some personal
and other related information regarding stroke. This will take approximately
30minutes. This is an academic study and will not be used for any other purpose.
Your participation in the research will have no impact on your present or future
treatment in neurology unit. Researcher will maintain confidentiality of all
procedures. Your data will never be used without your permission. Your participation
in this study is voluntary and you may withdraw yourself at any time during this
study.

If you have any query about the study or your right as a participant, you may contact
with me or my supervisor Farjana Sharmin, Junior consultant & out-Patient In charge,
Lecturer of BHPI, CRP, Savar, Dhaka.

So, may | have your consent to proceed with the interview or work?

Yes No
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Research Questionnaire

Quiality of life and coping strategies for the post stroke patient attended at
CRP

Patient’s name:
Patient’s ID:

Patient’s address:

Part-1:Patient’s Socio-Demographic Information

[Use tick(V) to mark the correct answer]

QN | Question Response

1.1 | Age Year

1.2 | Sex 1=Male2=Female

1.3 | Marital status 1=Married 2=Single

3=Widow 4=Divorced

1.4 | Educational status 1=No formal education
2=Primary education
3=Secondary education

4=Bachelor degree or above

1.5 | Usually reside 1=Rural 2=Urban
3=semi urban
1.6 | Occupation 1=Farmer 2= Service holder

3= Day laborer 4=Garments/ Factory worker
5=Driver  6=Rickshaw puller
7=Businessman 8=Unemployed 9= Teacher
10= Housewifell=0ther............ccccceruuu..

1.7 | Monthly income of the | .,
family.

1.8 | Status of self reported general | 1=Good2=Fair
health. 3=Poor
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Part-2: Lifestyle Data

ON Question Response
2.1 | Did you ever smoke in your life? | ..
2.2 | If smoke number of cigarettes per Per Day
day/year.
2.3 | Did you smoke after stroke? 1=Yes 2=No
2.4 | Have you ever consumed a drink that 1=Yes 2=No
contains alcohol?
2.5 | How long youslept? | Hours
Part-3: Co-morbid conditions Data
ON Question Response
3.1 | How many weeks ago did you have | ... weeks
stroke?
3.2 | Which type of stroke do you have? 1= Ischemic 2=Hemorrhagic
3.3 | Have you ever been diagnosed with any | 1=Diabetes mellitus

of the following conditions? (more than

one answer possible)

2=Heart disease
3=Hypertension

4=Lung disease

5=Diabetes and hypertension

6=0thers
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Part-4: Quality of life was measured by WHOQOL-BREF

This questionnaire asks how you feel about your quality of life, health, or other areas of your life.
Please answer all the questions. If you are unsure about which response to give to a question,
please choose the one that appears most appropriate. This can often be your first response. Please
keep in mind your standards, hopes, pleasures and concerns. We ask that you think about your life

in the last two weeks. For example, thinking about the last two weeks, a question might ask:

Please read each question, assess your feelings, and tick()the number on the scale that gives the

best answer for you for each question.

Very Neither
. Very
Question poor | poor | poor nor | Good q
00
good .
4.1 | How would you rate your quality of
Y your quattty 1 2 3 4 5
life?
Neither
Very | Diss | satisfied ) Very
o ] Satisf )
dissati | atisf nor i ed satisf
i-e
sfied | ied | dissatisfi ied
ed
4.2 | How satisfied are you with your heath? 1 2 3 4 5

The following questions ask about how much you have experienced certain things in the

last two weeks.

An
A Ver
extre
Notat | A moderat |y
) me
all little e muc
amou
amount | h
nt
4.3 | To what extent do you feel that physical
pain prevents you from doing what you 1 2 3 4 5

need to do?
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4.4 | How much do you need any medical . ) 3 A .
treatment to function in your daily life?
iov life?
4.5 | How much do you enjoy life? 1 5 3 4 5
4.6 | To what extent do you feel your life to
_ 1 2 3 4 5
be meaningful?
Ver
] A Extre
Not at | Slig y
moderat mely
all htly muc
e amount
h
4.7 | How well are you able to concentrate? 1 2 3 4 5
4.8 | How safe do you feel in your daily life? 1 2 3 4 5
4.9 | How healthy is your physical
) YIS yourpny 1 2 3 4 5
environment?
The following questions ask about how completely you experience or were able to do
certain things in the last two weeks
Not | A Moderat | Mo | Comp
atall | little | -ely stly | let-ely
410 | Do you have enough energy for
Y _ : i 1 2 3 4 5
everyday life?
4.11 | Are you able to accept your bodil
Y Pty Y 1 2 3 4 5
appearance?
4.12 | Have you enough money to meet your
Y J Y Y 1 2 3 4 5
needs?
413 | How available to vyou is the
information that you need in your day- 1 2 3 4 5
to-day life?
414 | To what extent do you have the
) _ o 1 2 3 4 5
opportunity for leisure activities?
Neither
Very Wel | Very
Poor poor
poor I well
nor well
4.15 | How well are you able to get around? 1 2 3 4 5
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The following questions ask you to say how good or satisfied you have felt about various

aspects of your life over the last two weeks.

Neithe
r
Very ) o o Very
| Dissat | satisfi | Satisfie )
dissatis | satisf
_ isfied | ed nor d _
fied o ied
dissati
sfied
4.16 | How satisfied are you with your
1 2 3 4 5
sleep?
4.17 | How satisfied are you with your
ability to perform your daily living 1 2 3 4 5
activities?
4.18 | How satisfied are you with your
) 1 2 3 4 5
capacity for work?
4.19 | How satisfied are you with
1 2 3 4 5
yourself?
4.20 | How satisfied are you with your
personal relationships? 1 2 3 4 5
4.21 | How satisfied are you with your sex
_ 1 2 3 4 5
life?
4.22 | How satisfied are you with the
) 1 2 3 4 5
support you get from your friends?
4.23 | How satisfied are you with the
- o 1 2 3 4 5
conditions of your living place?
4.24 | How satisfied are you with your
_ 1 2 3 4 5
access to health services?
4.25 | How satisfied are you with your
1 2 3 4 5

mode of transportation?
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Seldo | Quite | Very Alway
Never
m often | often S
4.26 | How often do you have negative
feelings, such as blue mood,
despair, 1 2 3 4 5

anxiety, depression?

Part-5:Coping Strateqy Related Information

According to COPE Scale: Carver used this scale to assess different coping strategies

in response to stress in stroke patient.

Please read each question, assess your feelings, and tick(\)the number on the scale

that gives the best answer for you for each question.

Question Answer Answer Answer Answer
1=1 have 4=I have
] 3=A
not been | 2=A little ) been
) ) ) medium ) _
doing this bit doing this
amount
at all a lot
5.1 | I have been turning to
work or other activities to 1 2 3 4
take my mind off things.
5.2 | I have been concentrating
my efforts on doin
Y ) : 1 2 3 4
something about the
situation I am in.
5.3 | I have been saying to
. 1 2 3 4
myself ,this is not real
5.4 | | have been using alcohol 1 2 3 4
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or other drugs to make

myself feel better.

5.5 | I have been getting
emotional supports from 1
others.

5.6 | I have been giving up .
trying to deal with it

5.7 | I have been taking action
to try to make the situation 1
better.

5.8 | I have been refusing to
believe that it has 1
happened

5.9 | I have been saying that
things to let my unpleasant 1
feelings escape

5.10 | I have been getting help
and advice from other
people. :

5.11 | I have been using alcohol
or other drugs to help me 1
get through it

5.12 | I have been trying to see it
in a different light , to .
make it seem more
positive

5.13 | I have been criticizing .
myself

5.14 | | have been trying to come
up with a strategy about 1
what to do

5.15 | I have been getting 1
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comfort and understanding

from someone

5.16

I have been giving up the

attempt to cope

5.17

I have been looking for
something good in what is
happening

5.18

I have making jokes about
it.

5.19

I have been doing
something to think about it
less, such as going to,
movies watching tv,
reading, sleeping or
shopping.

5.20

I have been accepting the
reality of the fact that it
has happened.

5.21

| have been expressing my

negative feelings

5.22

I have been trying to find
comfort in my religion or

spiritual beliefs.

5.23

I have been trying to get
advice or help from other

people about what.

5.24

I have been learning to live
with it.

5.25

I have been taking hard

about what steps to take

5.26

I have been blaming
myself for things that
happened.
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5.27 | | have been praying or
meditating

5.28 | | have been making fun of

the situation
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Permission Letter

Date: cusannnns

Head

Department of Physiotherapy

Centre for the Rehabilitation of the Paralysed (CRP)
Chapain, Savar, Dhaka-1343.

Through: Head, Department of Physiotherapy, BHPI.

Subject: Prayer for seeking permission to collect date for conducting research project.

Sir,

With due respect and humble submission to state that I am Jannatul Ferdoushi, a student of
4™ year B.Sc in Physiotherapy at Bangladesh Health Profession Institute (BHPI). The Ethical
committee has approved my research project “Coping Strategies and Health Related
Quality of life after Stroke” under the supervision of Farjana Sharmin, Junior consultant
and outpatient in charge, Lecturer of BHPI. I want to collect data for my research project
from the Department of Physiotherapy at CRP. So, I need permission for data collection from
Neurology unit of Physiotherapy Department at CRP (CRP, Savar, Dhaka-1343). I would like
to assure that anything of the study will not be harmful for the participants.

1, therefore pray and hope that your honor would be kind enough to grant my application and

give me permission for data collection and oblige thereby.

Your Faithfully,

Jannatul ‘Q’J‘LAOU&H

Jannatul Ferdoushi
4™ year
B.Sc. in Physiotherapy

ek
Class Roll: 07, Session: 2015-16 A\)?WV -

Bangladesh Health Professions Institute (BHPI) ./‘S'
(An academic Institution of CRP) \o\ \ 2\
0%

CRP-Chapain, Savar, Dhaka-1343.
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IREATH (TR T3 BAPBHEs (RTPeg)
Bangladesh Health Professions Institute (BHPI)

(The Academic Institute of CRP)

CRP/BHPV/IRB/12/2020/427
23/12/2020

To

Jannatul Ferdoushi

4™Year B.Sc. in Physiotherapy

Session: 2015-2016, Student’s ID:112150278
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Subject: Approval of the thesis proposal “Quality of life and Coping Strategies for the post stroke
patient attended at Centre for the Rehabilitation of the Paralysed (CRP)” by ethics committee.

Dear Jannatul Ferdoushi,

Congratulations.

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

Sr.No. Name of the Documents

1 Dissertation/thesis/research Proposal
2 Questionnaire (English & / or Bengali version)
3 Information sheet & consent form.

The purpose of the study is to screen the quality of life and coping strategies for the post stroke patient
attended at (CRP). The study involves use of the questionnaire that may take 10 to 15 minutes to answer
and there is no likelihood of any harm to the participants. The members of the Ethics committee have
approved the study to be conducted in the presented form at the meeting held at 10:00 AM on 1* March,
2020 at BHPI 23" IRB Meeting.

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

Best regards,

Muhammad Millat Hossain

Assistant Professor, Dept. of Rehabilitation Science
Member Secretary, Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

CRP-Chapain, Savar, Dhaka-1343, Tel : 7745464-5, 7741404
E-mail : principal-bhpi@crp-bangladesh.org, Web: bhpi.edu.bd, www.crp-bangladesh.org
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