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ABSTRACT 

Background: Guillain-Barre Syndrome is a long-standing disease that needs ongoing 

systemic attention. For many residual issues, it affects a person’s quality of life. However, 

there is a paucity of evidence in Bangladesh and Asia countries.  

Aim: The study aimed to evaluate the quality of life of persons with Guillain-Barre 

Syndrome in the community of Bangladesh. 

Methods: The study followed a cross-sectional quantitative design by conducting a 

telephone survey among 101 participants who were selected purposively for this study. 

Data were collected using the World Health Organization Quality of Life (WHOQOL-

BREF) and a questionnaire with sociodemographic variables and GBS disability score 

(GDS) to know the functional status. The study was conducted using quantitative 

descriptive analysis through Statistical Package for the Social Science (SPSS) software 

25.0 version and Chi-square analysis using a Fisher’s exact test to determine statistically 

significant association. 

Results: The majority were male (82.2%) participants and female (18.8%) with mean 

current age of 36.69, SD (±1.2) years. About (9.9%) of participants were in a healthy state, 

(25.7%) of participants were within minor symptoms and capable of running, (41.6%) of 

participants were able to walk 10m or more without assistance but unable to run, (20.8%) 

participants were able to walk 10m across an open space with help, (2%) participants were 

bedridden or chair bound according to GBS disability score. Most reported their overall 

quality of life (3.09±1.011) and satisfaction about health (3.26±.844) was medium level. 

Their overall satisfaction level of health was better than their overall quality of life. There 
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was a significant association between overall quality of life and occupation (P>.002) and 

their monthly income (P>.039). Furthermore, there was a strong significant (p-value 0.00) 

association between GBS disability score and overall quality of life. Among WHOQOL-

BREF domains, Physical domain (12.91±2.728) and psychological domain (13.45±2.648) 

were the most affected domains than other domains.  

Conclusions: The current rehabilitation practices should be developed, essential for 

developing new treatment strategies. So that they can properly benefit in their post-

rehabilitation lives, they need to implement community advocates for patients in both 

aspects of physical and mental impairment.  

Keywords: Quality of life, Guillain-Barre Syndrome, Person with disability,community. 
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CHAPTER I: INTRODUCTION 

 

1.1Background 

Guillain–Barre syndrome (GBS) is the leading cause of acute paralysis that can potentially 

affect the entire human population (Malek & Salameh, 2019). Guillain–Barre syndrome 

(GBS) is a term used to describe a group of autoimmune disorders (variants) that share a 

common presentation of acute or subacute progressive polyradiculoneuropathy, though 

they may have different pathogenesis (Malek & Salameh, 2019). Guillain-Barre Syndrome 

(GBS) also known as acute inflammatory demyelinating polyneuropathy and Landry’s 

Ascending Paralysis, is often preceded by an infection believed to evoke an immune 

response (van Doorn et al., 2008). 

According to a worldwide epidemiological systematically reviewed, the overall incidence 

of GBS in adults is approximately 1.1 to 1.8 per 100,000 people per year, the incidence of 

GBS is influenced by gender, age and it increases with age after 50 years, from 1.7 per 

100,000 per year to 3.3 per 100,000 per year (McGrogan et al., 2008). In addition, men 

have a significantly higher risk of developing the disease. (Malek & Salameh, 2019; Sulli 

et al., 2021) It can occur at any age but is most frequent between the ages of 30 and 50, 

with a male predominance. It can also affect children and adolescents. (Khan et al., 2010; 

Akanuwe et al., 2020) 

The incidence of GBS in children below 15 years is remarkably high in Bangladesh, 

possibly due to more frequent exposure of the population to infections (Islam et al., 2011; 

Islam et al., 2016). 
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The disease has several variants: acute inflammatory demyelinating 

polyradiculoneuropathy (AIDP), the most common variant in North America and Europe 

(Hughes et al., 2005; Pithadia et al., 2010); acute motor axonal neuropathy (AMAN) more 

prevalent in Asia and South America (Hadden et al., 1998), acute motor sensory axonal 

neuropathy (AMSAN) and the less common atypical Miller Fisher syndrome. (Bondi et 

al., 2021; Malek & Salameh, 2019; Sulli et al., 2021) 

The frequency of the pure motor forms, the Miller Fisher variant and axonal subtypes of 

GBS are higher in Asian countries than in Western countries (Islam et al., 2016). 

In Bangladesh, GBS is associated with high mortality and poor outcome, which may be 

related to the predominance of the axonal subtype, lack of specific treatments and poor 

healthcare facilities (Islam et al., 2016; Ishaque et al., 2017). 12% of GBS patients in 

Bangladesh were dead from GBS within six months of disease onset (Ishaque et al., 2017). 

Despite medical treatment, GBS often remains a severe disease; 3–10% of patients die, and 

20% cannot walk after six months. In addition, many patients have pain and fatigue that 

can persist for months or years (van Doorn et al., 2008). 

Those who experienced GBS may have long-term residual physical health problems such 

as fatigue, memory difficulties, pain, muscle weakness, mobility, sleep disturbance, 

paresthesia, and facial palsy that may limit them in their everyday activities even two years 

after the onset of their illness.( Rudolph et al., 2008, Forsberg et al., 2012,Demi˙r & 

KöseoĞlu.,2008 ;Djordjevic et al., 2019) As a result, they felt they had lost their identity 

as an independent person (Laparidou et al., 2021) 
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They also faced mental health problems such as frustration, guilt, feeling lost, elation, 

anger, gratitude, anxiety, depression, felt helplessness through loss of independence. 

(Forsberg et al., 2014, Laparidou et al., 2021) Emotional problems, anxiety, depression and 

stress are more common in patients after GBS than in the normal population. Both anxiety 

and depression may affect the patient’s well-being, even in complete recovery from GBS 

(Djordjevic et al., 2019). 

Living with GBS made it harder for them to participate in society and restricted their social 

lives (Laparidou et al., 2021). Another area affected by a participant’s condition was their 

work since physical restrictions and residual GBS symptoms affected function or prevented 

them from returning to work. They were worried about their family’s well-being 

(Laparidou et al., 2021). After returning to the community, they faced many difficulties, 

such as social stigma, financial burden, barriers to marriage, and neative impact on marital 

or other relationships which ia impact their quality of life (Djordjevic et al., 2019). 

Women faced double discrimination in many aspects, such as education facilities, 

employment facilities, low priority in society, exclusion from community activities and 

leading more restricted lives associated with low life satisfaction (Demi˙r & KöseoĞlu, 

2008). 

Workplace adaptations and positive attitudes were the main factors facilitating 

participants’ return to work (Akanuwe et al., 2020). Overall, it was evident that living with 

GBS had been a life-changing experience (Laparidou et al., 2021). 

The great majority of patients with Guillain-Barre syndrome were dependent in ADL two 

weeks after onset, but this dependency resolves in most of them during the first six months, 
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regarding the long-term impact of Guillain-Barre´ syndrome on ADL as well as the quality 

of life (Forsberg et al., 2005).In many patients with GBS psychological functioning is still 

seriously affected even when they have physically recovered or show only mild residual 

signs (Bernsen et al., 1997). 

These unusual conditions attracted the student researcher's curiosity to look into the quality 

of life of people with GBS in the Bangladeshi community. 

It is documented that studies regarding GBS were conducted in a limited geographical area. 

Most of the research was conducted in European countries such as Austria, Italy, the 

Netherlands, Serbia, Sweden, and the United Kingdom, so the findings cannot be 

generalised for all GBS populations worldwide. 

Furthermore, as far as the student researcher is aware, Bangladesh has not yet had a study 

done on the QOL of community members who have GBS. This research explored the 

existing QOL of persons with GBS in Bangladesh to determine how it affects the physical, 

psychological, social, and environmental health domains and how their quality of life 

changes after rehabilitation. It is important for rehabilitation to investigate the long-term 

effectiveness of rehabilitation on patients' quality of life. This research will provide new 

insights into the field of GBS in Bangladesh and throughout Asia. 
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1.2Justification of Study 

People with GBS experience many difficulties maintaining their daily life. GBS patients 

go through a variety of physical, emotional, and mental changes that affect their QOL.  

This study provides a realistic and current overview of their health and lives, helping us to 

better understand the impact of this condition on their physical, psychological, and social 

well-being, which is vital for measuring rehabilitation outcomes in the community. 

This study has the potential to provide useful insights into the experiences of individuals 

with GBS, including their views on the condition, treatment, and care. This knowledge can 

be applied to create more patient-centred treatment strategies and enhance patient- 

healthcare provider communication.  

This study can provide evidence-based recommendations for improving care and support 

for pwGBS, such as improving access to healthcare services, rehabilitation programs, 

psychological counselling and developing social support programs. For Bangladesh, 

evidence is needed to support and justify rehabilitation treatment for pwGBS. Because not 

much research has been done in this area. Also, it will help to spread the importance of 

long-term rehabilitation. 

This study can provide valuable information about the economic burden, which can help 

policymakers, patient advocacy groups and healthcare providers identify ways to minimize 

GBS's financial impact and support affected families. 

Moreover, this study will be an important resource for all relevant professions, including 

physicians, psychologists, counsellors, occupational therapists, and physiotherapists, who 

need to know about the QOL of people with GBS. Knowing the current QOL of pwGBS 

can help rehabilitation experts develop more scientific treatment and rehabilitation plans. 
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As a result, future patients will benefit since their healthcare provider will be aware of the 

most recent information concerning their health and quality of life in the community.  

This study is also significant for the researcher since it will provide updated information 

and current knowledge regarding the QOL of pwGBS. So, if any researcher can conduct 

additional research on this topic, this research generates new information.  

Overall, this result will enhance the sustainable Quality of Life for persons with GBS and 

foster better understanding and care within healthcare and society. 
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1.3 Operational Definition 

1.3.1 GBS 

Guillain–Barre syndrome (GBS) is a term used to describe a group of autoimmune 

disorders (variants) that share a common presentation of acute or subacute progressive 

polyradiculoneuropathy, though they may have a different pathogenesis. (Malek & 

Salameh, 2019) 

1.3.2 Quality of Life  

The WHO defines QOL as “an individual’s perception 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” (WHO, 2017). 

1.3.3 Community 

When a group of people interact with another is known as a community. This interaction 

occurs within a geographical boundary territory. They also share interests and values 

(Zachary & Neal,2012). 

 

1.4 Aim of the Study 

The aim of this study to evaluate the quality of life of persons with Guillain-Barre 

Syndrome in the community of Bangladesh. 
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CHAPTER II: LITERATURE REVIEW 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Overview of literature review findings. 
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2.1 GBS Physical health and QOL 

The person with GBS has physical health problems, fatigue, muscle weakness, mobility, 

sleep disturbance, paresthesia, and facial palsy. 

A longitudinal study was conducted in Serbia and surrounding countries to assess the 

quality of life and analyse its association with patients’ disabilities during a six-month 

follow-up period. The study comprised 74 adult patients diagnosed with GBS from seven 

tertiary healthcare centres. Health-related QOL was investigated using the SF-36 

questionnaire and compared with functional disability assessed by the GBS Disability 

Scale (GDS). The study found that although patients were objectively improved according 

to GDS, their illness was still severe from the patient's perspective. Although GDS and SF-

36 scores improved during a six-month follow-up in GBS patients, these changes were not 

parallel. After 28 days, GBS patients' functionality had improved, but their perception of 

their quality of life remained negative (Berisavac et al., 2020).  

Another study location, setting, and participation were the same as above the study. It 

confirmed that the condition is still susceptible to alterations six months after it first 

manifests. Only 23% of GBS patients still had severe impairment at three months, and only 

11% at six months, compared to 77% who had it in the acute period. However, the author 

pointed out a gap in the study GDS generally provides information on lower limb disability 

but not upper limb disability (Djordjevic et al., 2019). 

Similarly, Walgaard et al. (2011) showed that 19% of patients at month 6 and 30% at month 

3 had substantial disability. Moreover, Martic et al. (2018) found that even three years after 

an acute GBS event, 60% of patients still experience sensory symptoms, and 30% have 
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functional limitations (Djordjevic et al., 2019). According to Drory et al. (2012), one-third 

of patients experience persistent pain 1-2 years after disease onset, and up to almost half of 

patients report significant fatigue after 1-20 years of follow-up. Despite a good 

neurological recovery, fatigue can persist and be severe in many people for many years 

following an acute GBS episode (Djordjevic et al., 2019). 

A qualitative study was conducted in the UK to explore people's experiences with GBS. 

Participants were purposefully recruited. The author showed that disease-related factors 

that mainly hindered recovery were identified by participants, including comorbidities, 

residual or late physical problems like peripheral neuropathy, chronic fatigue, and sequelae 

or complications of GBS that affected other body organs like the parathyroid, heart, and 

kidneys (Akanuwe et al., 2020). 

A cross-sectional study was also conducted in the UK using a self-administered online 

questionnaire survey to explore symptoms, care experiences, and recovery in people who 

previously had GBS. They found that although many people with GBS are told they will 

recover, and some do so wholly, many are still affected in the longer term. The findings 

revealed that their limited physical conditions significantly impact GBS patients' quality of 

life (Siriwardena et al., 2021). 

According to Hughes (2020), 8% could not walk, and 7% died in one year, with vast 

international variations in outcome. Previous studies have also shown long-term 

neurological deficits in most patients after a year or beyond. Furthermore, one-third had 

changed jobs or had their functional abilities affected, and half had changed their leisure 

activities (Bernsen et al., 2005; Siriwardena et al., 2021). 
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A study conducted in Brazil systematically reviewed the literature on functional outcome 

domains in which GBS patients experience limitations in the short and long term and 

evaluated determinants of HRQL in GBS patients. Some studies showed similar findings 

that GBS patients experienced physical limitations, even years after the acute phase of the 

disease, while results were inconsistent for perceived pain levels, fatigue, and general 

mental well-being. And it generally showed considerable improvements in HRQL in the 

first year after GBS onset but not after that (Darweesh et al., 2014). 

A study conducted in Sweden prospectively and longitudinally on disability and health-

related quality of life uses the home as the primary site for evaluations. Patients were 

recruited from eight hospitals located in central Sweden. The study revealed an unusual 

view of Guillain-Barré syndrome. At two weeks, one year, and two years after the onset of 

Guillain-Barré syndrome, 76%, 14%, and 12% of patients were dependent on personal 

ADL, and 98%, 28%, and 26% were dependent on instrumental ADL, respectively. At two 

weeks, all patients working before onset could not work owing to Guillain-Barré syndrome; 

at two years, 17% were unable to work (Forsberg et al., 2005). 

Furthermore, two years after beginning, residual motor and sensory deficits were still 

present in 55% of patients, and pain and fatigue were reported by approximately one-third 

of all patients. Because recovery during the second year was primarily in muscle strength, 

impairments may continue beyond this time (Forsberg et al., 2004; Forsberg et al., 2005). 

Studies on Guillain-Barré syndrome have shown that the condition can have a negative 

impact on one's health, ability to work, and personal life up to three years after symptoms 

first appear (Bernsen et al., 1997; Bernsen et al., 2002; Forsberg et al., 2005). 



12 
 

In a Norwegian study, 50 healthy controls and 42 GBS patients were compared at a median 

of 6 years after the onset of the disease. Their objective was to examine the long-term 

effects of Guillain-Barré syndrome (GBS) on quality of life and the correlation between 

clinical factors at the time of the onset of the disease and symptoms at the time of follow-

up for general health status. The study showed a negative long-term impact of GBS on 

patients' physical and functional health profiles, relatively independent from variables at 

the onset of the disease. Additionally, persistent impairment in quality of life was found 

(Rudolph et al., 2008)  

According to Merkies et al., (1999), Interestingly, patients who reported lower functional 

health status and more pain tended to be more fatigued, indicating that fatigue is not a 

relatively independent but a physically dependent entity (Rudolph et al., 2008). 

A previous study supports this theory because physical training has been shown to reduce 

fatigue and improve the quality of life in patients with GBS (Garssen et al., 2004; Rudolph 

et al., 2008). 

Another prospective longitudinal research with 29 participants was undertaken in Sweden. 

The purpose of the study was to describe residual disability ten years following the onset 

of GBS. The study discovered that the facial paralysis reported in 5 people at two years 

was still present at ten years, 11 participants (38%) exhibited paresthesia, 6 (21%) had arm 

restrictions, and 15 (52%) had walking limitations. Lower extremities were more impacted 

than upper extremities. Physical impairment was associated with self-reported severe 

fatigue, higher subjective dysfunction in physical HRQL, and a more significant impact on 

walking ability ten years after GBS onset (Forsberg et al., 2012). 
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Along with physical limitations, some authors revealed a poor health-related quality of life 

(HRQL) and increased fatigue 3-8 years after GBS onset. Subjective HRQL and fatigue 

sensations appear to differ between people with residual symptoms and those fully 

recovered (Rudolph et al., 2008; Davidson et al., 2009; Forsberg et al., 2012).  

In Turkey, a study compared the health-related quality of life (HRQOL) of control people 

and patients with severe Guillain-Barre syndrome (GBS) 6 months after rehabilitation. The 

study indicated that patients despite seeing improvements in impairments and disabilities, 

had little energy, were emotionally upset, and felt socially isolated. Impaired physical 

mobility, pain, and sleep disturbances impacted their life satisfaction (Demi˙r & KöseoĞlu, 

2008).  

2.2 Psychological health & QOL 

A first qualitative study was conducted in the UK to explore people's experiences with 

GBS. The author identified several psychological factors that could support or limit 

recovery from GBS. In this case, a positive attitude is a helpful coping strategy that 

increases an individual's resolution or determination to recover. On the other hand, 

psychological problems, such as anxiety, depression, or sleep difficulties, were perceived 

to impede recovery, whether at the initial or later stages of the illness (Akanuwe et al., 

2020). According to Khan et al. (2010), psychological disorders associated with GBS 

include anxiety, depression, post-traumatic stress disorder, insomnia and other sleep 

disturbances. Also, Rajabally et al. stated that psychological symptoms include experiences 

of sleep disturbance, anxiety or posttraumatic stress disorder, which can affect a person's 

daily life activities, work or social function over the years. (Siriwardena et al., 2021) 
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Several studies found similar findings that Psychological and social dysfunction often 

persist long-term, affecting health‐related quality of life. (Bernsen et al.,1997; Darweesh 

et al., 2014; Siriwardena et al., 2021)  

A prospective study was also conducted in Serbia and included 74 adult patients with GBS, 

which showed that maximal improvement in mental domains was achieved in the first three 

months, while physical domains continued to improve during the whole follow-up period. 

Bernsen et al, (2010) found that psychological distress was higher than normal three 

months after the onset of GBS, but it improved significantly after six months.  

A prospective research of 76 GBS patients in Australia aimed to investigate factors 

influencing long-term health-related outcomes in GBS survivors (GBS). In comparison to 

the normative Australian population (13%), the study found moderate to extreme 

depression (18%), anxiety (22%), and stress (17%). This study also revealed that gender 

and age are factors associated with a higher impact and a lower degree of the current 

function. Moreover, women experienced higher levels of depression, anxiety, and stress, 

tended to stay at home more often, and had more restricted lives. The study emphasized 

clinical implications for GBS survivors' long-term monitoring, education, support, and 

counselling (and their families) (Khan et al., 2010).  

A study conducted in Australia revealed certain critical social adjustment concerns during 

the transition period, such as the patient's perceptions of self-worth and self-image, as well 

as role changes within the family. Families frequently struggle to deal with the new 

demands of increased care needs, the inability to return to driving and work, financial 

restraints, marital stress, and general participation limitations (Khan & Ng, 2009). A cohort 

study conducted in the United Kingdom emphasized the fact that acquired neurological 
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disability can impact certain aspects of communication, cognitive, and psychosocial 

function that may need to be actively addressed during the rehabilitation program, even in 

patients who do not have overt cognitive impairments (Alexandrescu et al., 2014).  

2.3GBS Social relationship and QOL 

According to Bernsen et al. (2006), more than 30% of GBS patients have had to make 

changes in their job, hobbies, or social activities five years after disease onset (Bernsen et 

al., 2002, Bernsen et al., 2005); Akanuwe et al., 2020, Darweesh et al., 2014)   

A qualitative study found that social media, sharing one's GBS experience with others or 

peer support, support from family and friends, support from social care, and so on, 

facilitated recovery, with social support from family and friends also boosting coping, well-

being, and quality of life. Additionally, spiritual practices or beliefs could serve as coping 

strategies for illness recovery. The study also revealed the stigma of using a wheelchair 

and the belief that having GBS has a negative effect on marital or other relationships 

(Akanuwe et al., 2020). Another cross-sectional study found that positive social 

interactions, such as family and peer support and changes at home were connected with 

recovery (Siriwardena et al., 2021). 

A study found that there was a good functional recovery (median motor FIM score 90). 

However, 16% indicated a moderate to severe impact on their capacity to participate in the 

job, family, and social activities, while 22% significantly impacted their life satisfaction, 

mood, confidence, and ability to live independently (Khan et al., 2010).  

The study also reveals that female GBS survivors had significantly lower life satisfaction, 

especially regarding social isolation, physical mobility, and energy level. Most of the 
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female patients were housewives with lower educational backgrounds and led more limited 

lives (Demi˙r & KöseoĞlu, 2008). 

2.4GBS Environment health and QOL 

A qualitative study revealed that, in the experience of GBS patients, supportive employers 

or work colleagues and in-work benefits promoted recovery. Supportive and understanding 

employers and work colleagues could help people return to work after their illness. 

Returning to a supportive working environment helped patients cope and reorder their 

goals, whereas early retirement due to the illness was perceived to further hinder recovery 

(Akanuwe et al., 2020).  

Another study found that 62% of patients could return to their previous jobs after GBS, 

with the remainder requiring job changes to accommodate the physical demands of their 

roles.(Bernsen et al., 2002)Similarly, Forsberg et al. (2005) found that fewer than half 

(17%) of GBS patients returned to work within two years, with some only managing 

reduced hours or part-time employment due to muscle power loss, muscle pain, disrupted 

feeling, and fatigue. (Bernsen et al., 2002; (Akanuwe et al., 2020)  

In a long-term study conducted in the Netherlands, 63% of GBS patients showed one or 

more lasting changes in psychosocial status as assessed 3–6 years after the onset by the 

following five elements: work, housing situation, functioning at home, lasting change for 

partner and leisure activities. Working stability appears to be an essential factor in the 

HRQOL in the GBS population (Demi˙r & KöseoĞlu, 2008). 
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2.5 Key Gaps of Studies 

• Most of the studies have been conducted in developed countries and European 

countries such as Austria, Italy, Netherlands, Serbia, Sweden, and the United 

Kingdom, so the findings cannot be generalised worldwide. 

• Majority of studies have been focused on specific populations, such as adults or 

those with severe GBS.  

• Most studies have followed the same design and relied on clinician-reported 

outcomes rather than patient perspectives, which may not capture the individual's 

subjective experience with GBS. 

• Some studies have focused on physical and psychosocial health, but other important 

aspects of environment and social functioning, such as economic factors, 

employment opportunities, and social support, were not focused appropriately. 

• Many studies have focused on specific lower limb problems rather than upper limb 

disabilities. 

• Most studies have focused on the natural history of the disease rather than 

interventions that can help individuals manage the symptoms of GBS or cope with 

the long-term impact of the disease. 

• There was no detailed information about the rehabilitation of GBS in these studies. 

• In Bangladesh, no study has been conducted regarding the QOL of persons with 

GBS in the community. 
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CHAPTER III: METHODOLOGY 

3.1 Study Question, Aim, Objective 

3.1.1 Study Question 

How is the Quality of Life of persons with Guillain-Barre Syndrome (GBS) in the 

community of Bangladesh? 

3.1.2 Aim 

To evaluate the Quality of Life of persons with Guillain-Barre Syndrome (GBS) in the 

community of Bangladesh 

3.1.3 Objective 

1. To explore socio-demographic characteristics (age, gender, marital status, 

occupation, educational status, living area, monthly income, duration of taking 

rehabilitation) of persons with GBS. 

2. To observe the GBS disability status. 

3. To identify the overall quality of life and overall satisfaction of health level of 

persons with GBS.  

4. To identify the association between social-demographic factors and the overall 

QOL of persons with GBS.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              

5. To identify t the association between the level of disability and overall QOL of 

persons with GBS. 

6. To find out the most affected domain of QOL (physical, psychological, social-

relation & environment) among persons with GBS. 
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3.2 Study Design 

A cross-sectional approach of the quantitative method was used to conduct this study. This 

method aims to show causal explanations and relationships between variables (Bailey, 

1997). Quantitative research is the process of collecting and analyzing numerical data. It 

can find patterns and averages, make predictions, test causal relationships, and generalize 

results to broader populations (Bhandari,2022). 

The student researcher chose this method because this study was conducted on a selected 

population (GBS) at a specific period. student researcher found out the percentage of 

different variables and analysed numerical data of a predetermined population GBS at a 

specific period of a time which is similar to snap short. A cross-sectional involves 

collecting data from populations at a specific point in a time (Cherry,2019). It was found 

to be an appropriate design to determine the objectives. The study was conducted through 

a cross-sectional study design that represents the whole population of GBS who complete 

rehabilitation and return to the community. So the student researcher used this design to 

provide a “snapshot” of the QOL of persons with GBS who return to the community. 

3.3 Study Setting and Period 

3.3.1 Study Setting  

Data was collected from the community of persons with GBS who received rehabilitation 

from CRP, Savar, Dhaka. The student researcher selected different districts in 

Bangladesh as study areas for collecting data. 

3.3.2 Study Period 

The whole study period was between April 2022 to March 2023. However, the student 

researcher got time for collecting data was one month, November 2022. 
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3.4 Study Participant 

3.4.1 Study Population 

The target population of this study was persons with GBS who received rehabilitation 

services at CRP from 2018 to 2021 and lived in the community. 

3.4.2 Sampling Technique 

Purposive sampling technique was used to select the sample of this study by following the 

inclusion criteria and exclusion criteria. Purposive sampling also known as judgmental, 

selective, or subjective sampling, is a form of non-probability sampling in which 

researchers rely on their own judgement when choosing population members to participate 

in their surveys (Jordan, 2021). Purposive sampling helps the researcher reach the selected 

sample, which mainly fulfils the research requirement and is related to the study's objective 

(Crossman,2020). Purposive sampling is also the most time-effective and cost-effective 

technique (Etikanet al.,2016). 

In this study, GBS patients from a particular population were chosen through purposeful 

sampling to identify an individual's level of QOL. Therefore, purposive sampling was the 

best approach for selecting participants for this study.  

 

3.4.3 Inclusion Criteria 

• Participants who have been receiving rehabilitation from CRP and returned to the 

community. 

• Male and female whose ages range 18 years and older  

• GBS disability scale (GDS) score<5   
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3.4.4 Exclusion Criteria  

• Participants who have associated problems, e.g. cognitive or mental impairment. 

• Participants who have hearing and speech impairment restricted meaningful 

conversation over the phone. 

3.4.5 Sample Size 

Sampling procedure for a cross-sectional study done by following equation (Hannan, 

2016). 

𝒏 =
𝒁𝟐𝒑𝒒

𝒅𝟐
 

Here, n = required sample size. Z = confidence level. p = prevalence of person with GBS 

in Bangladesh. q= (1-p) and d= margin of error. 

As there was no data has been found about the prevalence of persons with GBS in 

Bangladesh. The researcher used p= 50% prevalence (0.5) & if 95% confidence interval 

z= 1.96 (confidence level), q= (1-0.5) = 0.5 & d=0.05%. 

According to this formula: 𝒏 =
𝒁𝟐𝒑𝒒

𝒅𝟐
 

                                                = 384 participants 

If the student researcher used this standard measurement to find out the sample size, it 

would be 384. Though it is academic research, the data collection period was one month. 

Within one month, 384 participants' data collection was practically not possible. For this 

reason, the student researcher could collect 101 samples maintataing inclusion and 

exclusion criteria for this study.  
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3.5 Ethical Considerations 

3.5.1Consent Form IRB 

At first ethical clearance has been taken from Institutional Ethical Review Board by 

presenting the purpose of the study through the Department of Occupational Therapy of 

Bangladesh Health Professions Institute (BHPI). After receiving the clearance 

(CRP/BHPI/IRB/09/22/628) from the board, the student researcher continued the process. 

The student researcher also took permission from the Occupational Therapy outpatient 

department of CRP before taking the participant’s information. For using the Bangla 

Version of the WHOQOL-BREF questionnaire, the student researcher also took 

permission from the responsible author. 

3.5.2 Informed Consent  

Before conducting the data collection, the student researcher read out the information sheet 

where the title of the study, aim, objective and purpose are mentioned clearly. After 

understanding the purpose of the study, those who showed a willingness to participate only 

their data were collected. Verbal consent was taken from the participants as they were 

interviewed over the phone. And those who rejected their participation in the study, the 

student researcher thanked them for giving their time. 

3.5.3 Unequal Relationship 

The student researcher did not know those participants personally. So there was no unequal 

or power relationship between the student researcher and the participants. 
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3.5.4 Risk and Beneficence  

The participants did not have any risk and did not get any beneficence from this study. The 

interview session was conducted over the phone, so participants did not need to come 

anywhere. They easily participated in this study by staying at their home. 

3.5.5 Right of Refused to participant or withdraw 

Participants had the right to leave or withdraw from the study whenever they wanted, and 

the student researcher was accountable to the participant to answer any study-related 

question. 

3.5.6 Confidentiality  

The information provided by the participants was confidential. It was used anonymously 

for education, discussion with the supervisor, or publication.  
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3.6 Data Collection  

3.6.1 Participant Recruitment Process 

At first student researcher collected a database of the GBS patients from the CRP out-

patient unit of OT Department. Then listed all discharged GBS patients’ basic information, 

including their name, age, year of discharge, contact numbers. 

 

 

 

 

 

 

 

 

 

 

                

 

 

 

 

                                  Figure 2: Overview of the participants' recruitment process. 

The entire list of initial participants was 231 people who took services from CRP Savar in 

2018 to 2021. Among them, 197 were selected through the initial screening, which was 

based on age level and missing phone numbers from the patients' documents. Then phone 
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call was made. Sixty-five participants did not pick up the phone or their phone numbers 

were invalid. The decision was made after three attempts at the phone call. 13 were not 

matched with inclusion criteria,11 died or went abroad and 7 were not interested in 

participating in the study. Of those 197 GBS patients, 101 were selected as final 

participants for this study. 

 

3.6.2 Data Collection Method 

A telephone survey with a Close-ended questionnaire was used to collect the data from the 

participants. Participants were communicated over the phone because the face-to-face 

interview was not possible for student researcher as the time duration of data collection 

was short and participants were from different districts of Bangladesh. So, a telephone 

survey helped to collect data within a short time from different districts (Toole et al,2008). 

Nowadays, phone-call interviews have become more interesting for collecting information. 

Because by this interview a large number of people can be conducted, information can be 

collected quickly, and mobile phone is available to all. For this, a telephone interview is fit 

for this study from the view of the student researcher. 

At first, the researcher took permission from the Occupational therapy Department and 

Institutional Review Board (IRB) of Bangladesh Health Professions Institute (BHPI) and 

collected the patient’s details. For conducting a telephone interview, at first, the student 

researcher would verbally present the details of the study, such as the study's aim, 

objectives and purpose, then explain the rights, roles, benefits and importance of the written 

consent form descriptively to participants before collecting data. Then they could ask 

questions about the study and whether they were interested in participating. Verbal, 
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recorded consent of the participant was taken as evidence. Once consent was received, the 

student researcher read the instructions of the questionnaires and collected data. The 

interview was conducted in Bengali, and the interview call was taped on a cell phone by 

call recording. The mean time of the interview was 18~25 minutes. 

 

3.6.3 Data collection instrument 

• Basic demographic information form 

• Consent form.  

• Standardized Bangla questionnaire of WHOQOL-BRFE  

• GBS disability score (GDS).  

• Mobile with recorder 

• Airtel sim card 

• Paper, pen and pencil. 

 3.6.3.1 WHOQOL-BREF  

For identifying the quality of life among GBS the person in the community, a valid 

questionnaire called the World Health Organization Quality of Life (WHOQOL-BREF) 

short version of WHOQOL-100 was used by the student researcher. It comprises 26 

questions that contain two items about the overall quality of life and general health, and 

the 24 items contain four domains: Physical health with 7 items, Psychological health with 

6 items, Social relationship with three items, and Environmental health with 8 items. Each 

item of WHOQOL-BREF is scored from 1-5. The mean score of each item is needed to 

calculate the domain score. When we calculate all domain scores by simple algebraic sum, 

we can find the raw score. The raw score is essential because the raw score highlights the 

domain’s findings after getting the raw score, converting the raw score into the transformed 
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score. The first transformation method converts scores to a range between 4-20, 

comparable with the WHOQOL-100, and the second transformation method converts 

domain scores to a 0-100 scale according to guidelines. Domain scores are scaled positively 

(i.e., a higher score denotes higher quality of life). (WHO, Programme on Mental Health: 

WHOQOL user Manual 1998) 

3.6.3.2 GBS disability scale (GDS) 

The Guillain-Barre syndrome disability score (GDS) is a widely accepted scoring system 

to assess the functional status of patients with GBS. It was mainly described by Hughes et 

al. (1978), and since then, various repeating has appeared in the literature. The Criteria 

requires that measure the patient’s level of disability using a scale from 0 to 6. (Van 

Koningsveld et al., 2007). 

3.7 Data Management and Analysis 

After completing the initial data collection, every answer was cross checked to find out 

mistakes or unclear information. Then all data were analysed using Statistical Package for 

the Social Sciences (SPSS) statistics version 25.0. Microsoft Excel worksheet 19 was used 

to create most of the graph and charts. Then Descriptive analysis was used to analyses 

quantitative data. In the descriptive part, in the case of parametric data the central tendency 

and the measure of dispersion was presented through mean and standard deviation. The 

categorical data was presented as frequency and percentage of proportion through different 

visualization tool such as bar graph. 

To show the association between overall QOL and demographic variables, GBS disability 

score (GDS), the Chi-square analysis using Fisher’s exact test was selected as appropriate. 

While conducting chi-squire test more than 20% cells have expected count less than 5 
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therefore the fisher exact significant value was considered. Finally, the student researcher 

fulfilled the objectives and showed the result. 

3.8 Quality Control and Quality Assurance 

The WHOQOL-BREF is a reliable and valid questionnaire. It is good at finding out the 

quality of life in long-lasting diseases or disabilities that affect on person’s everyday life. 

On the other hand, the WHOQOL-BREF questionnaire was not translated manually; the 

authority has shared a ready-made translated Bangla version & previously, this Bangla 

version was used successfully.  

The student researcher conducted the study in a rigorous manner and with trustworthiness. 

Experienced supervisor and teachers supervise all of the steps in the research process. 

During the interview, the student researcher did not try to influence the process by his 

biases but valued their perspectives. Data was collected carefully & the student researcher 

would accept the participants' answers whether they would deliver.  
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CHAPTER IV: RESULT 

This chapter provides statistical analysis in a systematic way and interpretation of analyzed 

findings with the aim and objectives of the study. The chapter contains the study findings 

in tables and figures focusing on the socio-demographic information, GBS disability status, 

the overall of QOL and overall satisfaction of health of persons with GBS, the association 

between socio-demographic factors and overall QOL, GBS disability status. And the 

respondent's QOL domain score (physical, psychological health, social relationship and 

environment health). 

4.1 Socio-demographic Characteristics of GBS 

Table 1 socio-demographic characteristics 

Variable  Category Frequency 

(n=101) 

Percent (%) 

Gender  

Male 

 

82 

 

81.2% 

 Female 19 18.8% 

Age                                               

18-30 

 

36 

 

35.6% 

 

 

 

Mean age 

31-43 33 32.7% 

44-56 25 24.8% 

57-69 

36.69 SD (±1.2) 

7 6.9% 

 

Marital status   

Married 

 

71 

 

70.3% 

 Unmarried 27 26.7% 

Separated 2 2.0% 

Divorced 1 1.0% 

Occupation   

Housewife 

 

12 

 

11.9% 

 Student 21 20.8% 

Service holder 34 33.7% 

Business 19 18.8% 
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Unemployed 13 12.9% 

Others 2 2.0% 

Educational 

background  

 

Illiterate 

 

3 

 

3.0% 

 Primary 12 11.9% 

SSC 20 19.8% 

HSC 23 22.8% 

Bachelor 31 30.7% 

Masters or above 12 11.9% 

Living area   

Rural 

 

34 

 

33.7% 

 Urban 39 38.6% 

Semi-urban 28 27.7% 

Monthly income  

No income 

 

41 

 

40.6% 

 1000-10,000 14 13.9% 

11,000-20,000 18 17.8% 

21,000-50,000 19 18.8% 

More than 50,000 9 8.9% 

Duration of taking 

rehabilitation  

 

1-5months 

 

43 

 

42.6% 

 6-11months 33 32.7% 

More than 1year 25 24.8% 

Total  100 100.0% 

 

Table 1 shows an overview of socio-demographic information of persons with GBS, 

including the participant’s gender, age, marital status, occupation, educational background, 

living area, monthly income, and duration of taking rehabilitation. The total of participants 

in the study was 101; among them, the majority of participants, 81.2% (n=82) were male 

and 18.8% (n=19) were female. These data appoint a significant difference, indicating that 

males are significantly at higher risk than females. The participants were between 18 to 67 

years old and the mean age in the group was 36.69 years. Among them, the majority of 

participants were from the 18 to 30 age group, about 35.6% (n=36) and then the second 
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highest participants were from the 31 to 43 age group about 32.7% (n=33). The other 

participants were from these two ages groups; the 44 to 56 age group, about 24.8% (n=25) 

and the 57 to 69 age group about 6.9% (n=7). 

Among 101 participants, 70.3% (n=71) were married, 26.7% (n=27) were unmarried and 

2% were separated and 1% were divorced. The findings showed that the majority of the 

participants, 33.7% (n=34), were service holders after rehabilitation, the second highest 

participants were students 20.8% (n=21) and continuing their studies, 18.8% (n=19) were 

running their business and 11.9% (n=12) were housewife, 12.9% (n=13) were unemployed, 

and 2% were from other occupations.  

As for education, the majority 30.7% (n=31) were highly educated; they graduated or 

continued their degree, which is a positive finding. About 3% were illiterate, 11.9% (n=12) 

were up to primary completed, 22.8% (n=23) were up to secondary completed and about 

11.9% were continued or completed their Masters. The maximum number of participants, 

38.9% (n=39) lived in urban areas. The remaining participants, 33.7%, lived in rural areas, 

and 27.7% (n=28) lived in semi-urban areas. 

Regarding income, most of the participants, about 40.6% (n=41) had no income, 13.9% 

(n=14) had little income, 17.8% (n=18) had income above 10,000 taka and 18.8% (n=19) 

have income above 20,000 takas; only 8.9% (n=9) has above 50,000taka. Many 

participants were not interested in talking about their income. 

Approximately 42.6 % (n=43) took rehabilitation for almost 1-5 months, 32.7% (n=33) 

participants took 6-11months, and 24.8% (n=25) participants took rehabilitation services 

for more than 1 year. 
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4.2 The Rate of GBS Persons Disability Status According to GBS Disability 

Scale  

 

 

Figure 3: GBS disability Status. 

Figure 3 shows GBS disability status of this study's participants according to GDS, about 

9.9% (n=10) participants were in a healthy state, 25.7% (n=26) participants were within 

minor symptoms and capable running, 41.6% (n=42) participants were within able to walk 

10m or more without assistance but unable to run, 20.8% (n=21) participants were within 

able to walk 10m across an open space with help, 2% (n=2) participants were within 

bedridden or chair bound. This condition needs long-term rehabilitation for physical 

wellbeing, which was indicated here. 
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4.3. Rate of Overall Quality of Life and Overall Health Status  

Table 2 Overall Quality of life and health status of participants 

Variable  Category  Frequency 

(n=101) 

Percent (%) Mean 

score  

Overall QOL Very poor 4 4.0 % 3.09 

Poor 25 24.8% 

Neither poor nor good 40 39.6% 

Good 22 21.8% 

Very good 10 9.9% 

Overall health 

status  

Very dissatisfied 2 2.0% 3.26 

Dissatisfied 15 14.9% 

Neither satisfied nor 

dissatisfied 

44 43.6% 

Satisfied 35 34.7% 

Very satisfied 5 5.0% 

 

Table 2 shows the findings of the overall quality of life and overall health status of the 

persons with GBS in Bangladesh. In the case of overall quality of life majority of the 

participants, 39.6% (n=40) had neither poor nor good QOL. 24.8% (n=25) had poor quality 

of life, 21.8% (n=22) had good quality of life, 9.9% (n=10) had very good quality of life 

and only 4% had very poor QOL. On the other hand, in the overall health status the 

maximum number of participants, 43.6% (n=44) were neither satisfied nor dissatisfied. 

Over 34% were satisfied with their current health condition.14.9% of participants were 

dissatisfied with their health. Only 2% were very dissatisfied and 5% were very satisfied.  

So, the overall QOL was neither poor nor good; the mean score of the overall QOL was 

3.09 indicating that as well as the overall health status of GBS person was also neither poor 

or nor good; the mean score of overall health status was 3.26. According to WHOQOL-

BREF scale instruction, a higher score denotes a higher QOL. The findings showed that 

the overall satisfaction level of health was better than the overall QOL in this group of GBS 

population. 
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4.4 The Association of Overall QOL with Demographic Factors (Age, Gender, 

Education Level, Living Area, Marital Status, Occupation, Monthly Income 

and Duration of Taking Rehabilitation). 

Table 3 Association between overall QOL and demographic factors: 

Demographic 

Variables 

Overall QOL Fisher 

Exact 

Sig. 

value 

 

P-Value 

Very 

poor 

Poor Neither 

poor nor 

good 

Good Very 

good 

 Percent(%)  

Age   

18-30 2.8% 16.7% 50% 19.4% 11.1%   15.520     .214 

31-43 - 30.3% 30.3% 24.2% 15.2% 

44-56 8% 20% 40% 28% 4% 

57-69 14.3% 57.1% 28.6% - - 

Gender   

Male 3.7% 23.2% 40.2% 22% 11% 1.100 .894 

Female 5.3% 31.6% 36.8% 21.1% 5.3% 

Marital status  

Married 2.8% 29.6% 32.4% 25.4% 9.9% 15.507 .170 

Unmarried 3.7% 14.8% 55.6% 14.8% 11.1% 

Separated 50% - 50% - - 

Divorced - - 100% - - 

Occupation   

Housewife - 33.3% 41.7% 16.7% 8.3% 42.468 .002 

Student - 14.3% 61.9% 9.5% 14.3% 

Service holder 2.9% 17.6% 38.2% 32.4% 8.8% 

Business - 21.1% 31.6% 36.8% 10.5% 

Unemployed 23.1% 61.5% 15.4% - - 

Others - - 50% - 50% 

Educational 

background 
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Illiterate - 66.7% 33.3% - - 12.484 .926 

Primary 8.3% 33.3% 41.7% 8.3% 8.3% 

SSC - 20% 40% 30% 10% 

HSC 4.3% 21.7% 39.1% 21.7% 13% 

Bachelor - 22.6% 41.9% 25.8% 9.7% 

Masters or 

above 

16.7% 25% 33.3% 16.7% 8.3% 

Living area  

Rural 5.9% 23.5% 41.2% 20.6% 8.8% 9.836 .248 

Urban 5.1% 12.8% 41% 25.6% 15.4% 

Semi-urban - 42.9% 35.7% 17.9% 3.6% 

Monthly 

income 

 

No income - 36.6% 41.5% 4.9% 7.3% 25.887 .039 

1000-10,000 - 7.1% 50% 28.6% 14.3% 

11,000-20,000 - 27.8% 44.4% 27.8% - 

21,000-50,000 - 15.8% 26.3% 42.1% 15.8% 

More than 

50,000 

- 11.1% 33.3% 33.3% 22.2% 

Duration of 

taking 

rehabilitation 

 

1-5months 2.3% 23.3% 39.5% 18.6% 16.3% 10.615 .224 

6-11months 3% 15.2% 45.5% 27.3% 9.1% 

More than 

1year 

8% 40% 32% 20% - 

Level of significance (p<0.05), * fisher exact significant value 

The association between overall QOL and demographic factors is presented in table 4. 

There is a significant association between QOL and the occupation of the people with GBS 

and the P-value is .002. Additionally, most participants were engaged in different 
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occupations. This is noticeable that participants who engaged in paid occupations (32.4% 

service holders, 36.8% business) have better QOL than unpaid only 16.7% housewives and 

14.3% students. In monthly income, those with a high income lead a good QOL, and who 

have no income, 36.6% have poor and 41.5% lead neither poor nor good QOL. (P>.039) 

indicates that there is a significant association between overall QOL and income. This may 

be because these demographic factors have a greater impact on a person’s QOL. On the 

other hand, there is no association between overall QOL and age (P<.214), yet there is a 

remarkable finding that adult age groups have good QOL than older age groups. In gender 

comparatively, males 22% lead very good QOL than females 21.1% and there has no 

association between gender and overall QOL (P<.894). This table also shows that the 

majority of participants are well educated, but surprisingly maximum of them lead medium 

QOL 40% SSC, 39.1% HSC, 41.9% bachelor, and 33.3% master’s degree completed 

participants have neither poor nor good QOL. And 66.7% of illiterate participants lead poor 

QOL. (P<.926), indicates that educational background and overall QOL have no significant 

association. (P<.170) indicates that there is no significant association between marital 

status and overall QOL.in living area (P<.248) also has no significant association. Duration 

of taking rehabilitation 39.5 % have neither poor nor good QOL who take rehabilitation 1 

to 5 months, 45% have neither poor nor good QOL who take rehabilitation 6 to 11 months, 

surprisingly 40% have poor QOL,32% have neither poor nor good QoL, only 20% has 

good QOL who took rehabilitation more than 1year. (P<.224) indicates that there is no 

association between overall QOL and duration of taking rehabilitation. This result shows 

that age, gender, marital status, educational background, and living area duration of 

rehabilitation have no relation with overall QOL of these participants. 
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4.5 The Association Between Overall Quality of Life and GBS Disability 

Score Category 

Table 4 association between overall QOL and GDS   

GBS disability Score Overall QOL Fisher 

Exact 

Sig. 

value 

 

P-

Value 

Very 

poor 

Poor Neither 

poor 

nor 

good 

Good Very 

good 

  

 Percent (%)  

0=A healthy state                                 -              -               20%          20%          

60% 

   

 

 

 

 

47.346      0.00 

1 = minor symptoms and 

capable of running 

3.8%       3.8%        69.2%      15.4%       

7.7% 

2 = able to walk 10m or 

more without assistance 

but unable to run 

2.4%       28.6%      31%         33.3%       

4.8% 

3 = able to walk 10m 

across an open space 

with help 

4.8%        52.4%      33.3%      9.5%        

- 

4 = bedridden or chair 

bound 

50%          50%          -              -              

- 

*fisher exact significant value 

Table 4 result shows the association between overall QOL and GDS categories. This 

association shows a significant finding that among 101 participants, 10 participants had a 

healthy state; among them 20% had neither poor nor good, 20% had good, and 60% had 

very good QOL. 26 participants experienced minor symptoms and were able to run among 

them 3.8% had very poor and 3.8% had poor, a large proportion about 69.2% had neither 

poor nor good, 15.4% had good and 7.7% had very good QOL. The majority about 42 
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participants, were able to walk10m or more without assistance but unable to run. Among 

them 2.4% had very poor life, 28.6% had poor, 31% had neither poor nor good, 33.3% had 

good and 4.8% had very good QOL.21 participants were able to walk 10m across an open 

space with help among them 4.8% had very poor life, a large number 52.4% had poor QOL, 

33.3% had neither poor nor good, 9.5% had good QOL and among the none had very good 

QOL. Only 2 participants lead bedridden or chair-bound life; 101 participants had very 

poor and poor QOL. These findings indicated that disability status greatly impacts these 

group's quality of Life of these group. The p-value (0.00) indicated a strong relation 

between QOL and GBS disability score category. 
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4.6 Most Affected Domain of QOL Domains (Physical, Psychological, Social 

Relationships, Environmental) among GBS Persons. 

Table 5 Quality of life domains 

Domain Mean  ± SD 

Physical health  12.91 ± 2.728 

Psychological health  13.45 ± 2.648 

Social relationship  14.91 ± 1.924 

Environmental  13.48 ± 1.753 

SD=standard deviation, WHOQOL-BREF mean range 4-20 

Table 5 shows the most affected domain among GBS persons. The WHOQOL-BREF 

domains displayed each domain mean score social relationships domain obtained the 

highest score, 14.91 ± 1.924. The physical health domain acquired the lowest score among 

all the domains, 12.91 ± 2.728. The Environmental domain score is 13.48 ± 1.753, and the 

psychological health obtains 13.45 ± 2.648. The study's overall findings about the quality 

of life of persons with GBS in Bangladesh estimated that patients who lived in the 

community were more satisfied with their social relationships than environmentally, 

psychologically and physically. So, the findings revealed that most GBS persons who 

participated in this study indicated that physical and psychological domains were the most 

affected domains. 
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Figure 4: Most affected domain of QoL among GBS persons. 
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CHAPTER V: DISCUSSION 

This study aimed to identify the Quality of Life of persons with GBS in the community of 

Bangladesh. It was conducted with 101 participants with a self-administered questionnaire. 

It was a telephone survey with a response rate of 51.3%. 

This study shows that male participants were 81.2% and female participants were 18.8%. 

Males were more affected than females which was exactly similar to previous studies. They 

also claimed that men were significantly at higher risk than women. (Malek & Salameh, 

2019; Sulli et al., 2021). In this study, the mean age at interview of the person with GBS 

was 36.69 years which was not matched with previous studies 52.5 years (Djordjevic et al., 

2019) and 50 years (Forsberg et al., 2014). But nearly matched with previous studies where 

other authors found the most affected age range as 30 to 50 years (Khan et al., 2010; 

Akanuwe et al., 2020). It is difficult to explain the reason behind this inconsistency. 

However, it can result from age variation for different geographical locations of the world. 

The maximum number of participants were married about 70%, which is related to age 

because participants were adults, which also matches previous studies (Forsberg et al., 

2004; Khan et al., 2010). Another important socio-demographic characteristic was the 

occupation of pwGBS in this study. Surprisingly more than 33.7% of participants were 

service holders and 18.8% and 20.8% were continuing their business and study, which is 

directly associated with QOL the reason was financial support and self-esteem. Other 

authors also found that occupational factors greatly impacted QOL (Akanuwe et al., 2020) 

and many participants have changed jobs due to GBS (Demi˙r & KöseoĞlu, 2008) which 

was consistent with this study. 
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 Interestingly, in this study most of the participants were educated 30.7% were continuing 

their Bachelor and 11.9% were completed their master’s degrees and this study shows a 

good number of participants’ current occupation is “student”. This finding is also consistent 

with other studies (Forsberg et al., 2005). A possible explanation for this could be a higher 

level of education associated with employment and quality of life (Akanuwe et al., 2020).it 

could be further research on the association between employment and education in 

Bangladesh. In this study, many participants about 41.6% had no personal income. This 

study found that 20.8% were students and 12.9% were unemployed. There was a possibility 

that they had no personal income and depend on family at the same time less social 

participation and low confidence to live independently, which could have negatively 

impacted their QoL. In a previous study,62% of patients could return to their former 

employment post-GBS with alteration of work role or managing reduced hours due to 

fatigue and loss of muscle power (Bernsen et al., 2002) which was consistent with this 

study's findings. Unemployment and retirement resulted in financial burdens. (Akanuwe et 

al., 2020)  

Another socio-demographic characteristic shows that the duration of taking rehabilitation 

of participants about 44.6% took 1 to 5 months most of them not complete their 

rehabilitation due to high cost of treatment, 32.7% took 6 to 11 months and 24.8% took 

more than one year which is consistent with previous study findings as GBS patients had 

the most extended length of stay 80.0 days in the hospital and taking rehabilitation 12.3 

months (Alexandrescu et al., 2014). These findings were according to the first objective 

characteristic of socio-demographic factors. 
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The study's second objective was to observe the GBS disability status pwGBS in the 

community. The study reveals an interesting finding about GBS persons only 9.9% a 

healthy state, and 25% had minor symptoms and were capable of running, the majority of 

participants about 41.6%, were able to walk 10m or more without assistance but were 

unable to run and 21% were able to walk 10m across an open space with help which is not 

matched with a previous study 77% of GBS patients had severe disability (GDS>2) in the 

acute phase and not after that only 19% patients at month 6 (Djordjevic et al., 2019) and 

14% had moderately to severely residual disability at 10 years after onset, define as GDS>2 

and 50% had minor symptoms such as paresthesia. Surprisingly the majority of GBS 

persons including those who stated themselves as healthy claimed that they had calf muscle 

shortening problems in winter the most and in summer at night and also had fatigue in this 

study. In one word, these patients were improved from the physician’s perspective which 

was not confirmed by patients’ own opinion (Djordjevic et al., 2019).   

The third objective of the study was to identify the overall QOL and overall health status. 

This study shows that the mean score of the overall QOL was 3.09 and the mean score of 

overall health status was 3.26. So, the findings indicated that the overall satisfaction level 

of health was better than the overall QOL which was consistent with previous studies that 

found that even after physically recovering their perception of their quality of life remained 

negative (Berisavac et al., 2020; Siriwardena et al., 2021). In this study, the maximum 

participants about 40% of perceptions were neither poor nor good in overall QOL, 21% 

had good perceptions and 24.8% had poor perceptions on. On the other hand, 43.6% are 

neither satisfied nor dissatisfied about health status, 34.7% are satisfied and 14.9% are 

dissatisfied.  
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The fourth objective of this study was to identify the association between overall QOL and 

demographic factors .it was interesting that the quality of life was associated with 

occupation (P=.002) and monthly income (p=.039). 

In this study, occupation shows the association with QOL about 38.2% were service 

holders, 61.9% were students and 41.7% were housewives, 31.6% were continuing their 

business and their QOL was neither poor nor poor. This finding was noticeable that among 

students most of their QOL were poor about 15% and only 9.5% had good QOL. The 

possible reason is that they had a gap in their student life and depend on family financially. 

On the other hand, the businessmen were comparatively happier with their QOL. Among 

homemakers a large number 33.3% lead a poor QOL which was consistent with previous 

studies as women were lead more restricted life than men (Akanuwe et al., 2020, Laparidou 

et al., 2021). On the other hand,12% were unemployment, and most of them 61.5% lead a 

poor QOL and 23.1% lead a very poor life which is also consistent with previous study 

findings (Akanuwe et al., 2020, Laparidou et al., 2021, Demi˙r & KöseoĞlu, 2008). This 

study shows that other socio-demographic factors age, sex, educational background, 

marital status and duration of rehabilitation were not associated with overall quality life, 

which was not consistent with previous studies mentioned association among them. The 

possible reason were maybe different geographical location or different coping strategies.   

The fifth objective of my study was to identify the association between overall quality of 

life and GBS disability score which shows a strong significant association between overall 

QOL and GBS disability score. The QOL was influenced by the level of disability which 

was consistent with previous studies (Berisavac et al., 2020). 
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The last objective of this study is to identify the most affected domain of QOL domains 

among pwGBS. This study shows the findings that the physical health domain acquired the 

least score among all the domains which is 12.91 ± 2.728 which is partially consistent with 

previous studies because they found that GBS person physically recovered but they had 

residual problems and most participants (64%) made a complete functional recovery, while 

others (27%) were independent with only minor limitations in daily activities (Bersano et 

al 2005).The possible reason for this inconsistency is that developed counties have more 

facilities than lower or middle economic countries. The QOL was found poor in the 

psychological health domain which is consistent with previous study as they found anxiety, 

depression, stress, sleep disturbance was associated factors after years and affecting QOL 

(Bernsen et al., 1997; Darweesh et al., 2014; Siriwardena et al., 2021). The social 

relationship domain score was highest compared to other domains, which is inconsistent 

finding from previous studies because those research were conducted in different countries 

and their culture and social aspects are different (Laparidou et al., 2021). And in 

Bangladesh person with disabilities faces many difficulties for their environmental barriers 

and that was very common in our country. This study also found a poor finding in the 

environmental health domain. 

Many factors were not included in this study and many were included but none of these 

factors are significantly correlated in our study as p-values showed that findings. Behind 

many reasons one might be for study design and data collection instruction as according to 

WHOQOL-BREF the participants answered all questions about their immediate last two 

weeks’ feelings and experience. So, if these participants shared their whole experience, the 

result would be more clear and more effective. 
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CHAPTER VI: CONCLUSION 

6.1 Strengths and limitations 

6.1.1 Strengths 

• This study was the first about the Quality of Life among GBS persons in the 

community of Bangladesh, so this study added the current knowledge about 

community persons with GBS. 

• The bangle version of the WHOQOL-BREF tool was already validated, the author 

provided permission to use the tool. 

• The student researcher could have a wide geographical variation of participants, as 

it was a telephone survey. 

• The study was time effective. 

6.1.2 Limitations 

• This study was conducted with a small sample size (n=101), which was insufficient 

to generalise the findings. 

• The student researcher got only 1 month for data collection which was very limited 

for the student researcher. 

• The telephone response rate was low which was 51.3 %. 

• Multiple invalid phone numbers in the database restricted reaching the overall 

population. (n=65) 

• Some participants did not pick up the calls despite multiple attempts made. 

• Building rapport with the participants was difficult as it was a telephone survey. 
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6.2Practice Implication 

Rehabilitation Based 

• Occupational therapists and other practitioners working with GBS patients should 

develop the current rehabilitation practices. Ensuring that individuals have the 

opportunity to access ongoing care, follow-up appointments and long term-

rehabilitation. 

• Healthcare providers should work with individuals to manage their symptoms 

effectively, in a multidisciplinary approach using a combination of medication, 

rehabilitation, and self-management strategies. 

 

 Community Based  

• healthcare providers specially Occupational therapists should be community 

advocates for patients in both aspects of physical and mental impairments. 

Healthcare providers should advocate for policies and programmes that support the 

needs of individuals with GBS and their families. 

• Providing employment support, such as job training, reasonable accommodations, 

and workplace modifications, can help individuals with GBS maintain employment 

and improve their quality of life. 
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6.2.1Recommendations 

• For further research, the number of participants should be increased to represent the 

result as generalized. 

• A telephone survey method was used to collect data from the community as a result, 

all the answers were subjective. So that might influence the findings of the research, 

for further research face-to-face survey method is appropriate. 

• Qualitative study is recommended to explore the depth. 

• It is necessary to give more attention to GBS patients’ anxiety and depression and 

studies focusing on the psychological aspect are required. 

6.3Conclusion  

The purpose of the study was to evaluate the quality of Life of persons with Guillain-Barre 

Syndrome (GBS) in the community of Bangladesh. This is the first study on QOL among 

this population group in the community of Bangladesh. This study contributes to 

understanding this population's socio-demographic characteristics and current status. The 

study has found overall health status among this population is good, but overall QOL is 

poor. The research also found a strong association between physical disability level and 

overall QOL. Also, occupation and monthly income are also associated with overall QOL. 

Maintaining a good score in all four domains is essential for better QOL. So, the 

rehabilitation should focus more on community-based rehabilitation as it has many residual 

problems which seriously affect the QOL. Also, focus on mental health issues should be 

considered among this population.  
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Appendix-4(A) 

 

Information Sheet 

Assalamu Alaikum, 

 I am Lubja Azad Mim, 4th year B.Sc. in Occupational Therapy student in Bangladesh Health 

Professions Institute (BHPI), the academic institute of Centre for the Rehabilitation of the Paralysed 

(CRP). I am conducting this thesis as per the requirement of my study module. The Thesis titled 

“Quality of life of the person with Guillain-Barre Syndrome (GBS) in community of Bangladesh”  

The study aim is to find out the Quality of life of the person with GBS in community of Bangladesh. 

To find out that I need to ask several questions to the participants. The entire session will take 

approximately 30-45 minutes. 

Yours participation in this study is voluntary and you may withdraw yourself at any time during 

this study without any negative questions. You also have the right not to answer a particular 

question that you don’t like or do not want to answer during interview. 

The data which will be gathered from you will be recorded by the audio tape recorder. 

Confidentiality of all records will be highly maintained. The gathered information from 

you will not be disclosed anywhere except the researcher and supervisor. The study will 

never published the name of participant anywhere. 

 

If you have any queries about the study you may contact the person describe below. 

Lubja Azad Mim 

Student of 4th year 

B.Sc. in Occupational Therapy 

Department of Occupational Therapy 

Bangladesh Health Professions Institute (BHPI), 

Centre for the Rehabilitation of the Paralysed (CRP), 

Chaplain, Savar, Dhaka-1343 

 

So, may I have your consent to proceed with the interview?  

Yes / No 
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Appendix -4(B) 

Information Sheet (Bengali) 

তথ্যপত্র  

আসসালামু আলাইকুম, 

আমম লুবজা আজাদ মমম, পক্ষাঘাত পূনব বাসন কেন্দ্র (মস আর মপ) এর অমিনস্থ বাাংলাদদশ কেলথ্ প্রদেশন্স ইনমিটিউদের 

অকুদপশনালদেরামপ মবভাগ এর ৪ে ব বদষ বর ছাত্রী। এই গদবষণা প্রেল্পটি আমার কোস ব এর অমিভুক্ত। আমম ” বাাংলাদদদশর 

সমাদজ গুমলয়ান বামর মসনদরাদম (মজ মব এস)আক্রান্ত বামক্তদদর জীবন যাত্রার মান”  এর উপর গদবষণা েরমছ। 

এই গদবষণার উদেশ্য েদলা বাাংলাদদদশর সমাদজ গুমলয়ান বামর মসনদরাদম (মজ মব এস) আক্রান্ত বামক্তদদর জীবন-যাত্রার মান 

মনণ বয় েরা। আমম এদক্ষদত্র আপনাদে মেছু ব্যমক্তগত,করাদগর ববমশষ্ট্য এবাং সাংমিষ্ট্ মনয়ামদের আনুসামিে মেছু প্রশ্ন েরদত 

চামি। এদত আনুমামনে ৩০-৪৫ মমমনে সময় লাগদব। 

এ অধ্যয়দন আপনার অাংশগ্রেণ কেিা প্রদণামদত এবাং আপমন কযদোদনা সময় এই অধ্যয়ন কেদে কোদনা কনমতবাচে েলােল 

ছাডাই মনদজদে প্রতযাোর েরদত পারদবন। এছাডাও কোন মনমদ বষ্ট্ প্রশ্ন অপছন্দ েদল উত্তর না কদয়া এবাং সাক্ষাৎোদরর সময় 

কোন উত্তর না মদদত চাওয়ার অমিোর ও আপনার আদছ। 

আপনার োছ কেদে প্রাপ্ত তথ্য কেপ করেডার এর মাধ্যদম করেড েরা েদব।আপনার োছ কেদে প্রাপ্ত তথ্যসমূদের সদব বাচ্চ 

কগাপনীয়তা রক্ষা েরা েদব । গদবষে এবাং গদবষনার সমন্বয়োরী ব্যমতত এই তথ্যগুদলা অন্য কোোও প্রোমশত েদব না এবাং 

গদবষণার কোোও অাংশগ্রেনোরীর নাম প্রোশ েরা েদব না । 

এই অধ্যয়দন অাংশগ্রেণোরী মেদসদব যমদ আপনার কোন প্রশ্ন োদে তােদল আপমন মনম্নবমণ বত ব্যমক্তর সাদে কযাগাদযাগ েরদত 

পাদরন। 

লুবজা আজাদ মমম 

৪ে ব বষ ব মব এস মস ইন অকুদপশনাল কেরামপ 

অকুদপশনাল কেরামপ মবভাগ  

বাাংলাদদশ কেলথ্ প্রদেশন্স ইনমিটিউে 

পক্ষাঘাত পূনব বাসন কেন্দ্র (মস আর মপ) 

চাপাইন ,সাভার,ঢাো-১৩৪৩ 

আমম মে আপনার অনুমমত মনদয় সাক্ষাৎোর শুরু েরদত পামর? 

হ্াাঁ / না  
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Appendix-5(A) 
English Verbal Consent Form 

 

This research is part of Occupational Therapy course and the name of the researcher is 

Lubja Azad Mim. She is a student of 4th year B.Sc. in Occupational Therapy in Bangladesh 

Health Professions Institute (BHPI), the academic institute of Centre for the Rehabilitation 

of the Paralysed (CRP). The study was entitled as “Quality of life of the person with 

Guillain-Barre Syndrome (GBS) in community of Bangladesh”. The purpose of the study 

is to know the Quality of life of the person with GBS in community of Bangladesh. 

In this study I am ................................................................ a participant and I have been 

clearly informed about the purpose and aim of the study. I will have the right 

to refuse in taking part any time at any stage of the study. I will not be bound to answer 

toanybody. This study has no connection with me and there will be no impact on my 

treatment at present and in future. 

I am also informed that, all the information collected from the interview will be only used 

for study purpose and would be kept safety and confidentiality will be maintained. My 

name and address will not be published anywhere. Only the researcher and supervisor will 

be eligible to access in the information for his publication of the research result. I have 

been informed about the above-mentioned information and I am willing to participate in 

the study with giving consent. 

 

Participant’s signature_______________________ Date_____________ 

Name (BLOCK LETTER) ____________________________________________ 

Investigators ’s signature________________________ Date_____________  

Name (BLOCK LETTER) _____________________________________________ 
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Appendix -5(B) 

Consent Form (Bangali) 

 

সম্মমতপত্র 

 

এই গদবষণাটি অকুদপশনাল কেরামপর কোদস বর এেটি অাংশ এবাং গদবষণাোরীর নাম লুবজা আজাদ মমম ।দস পক্ষাঘাত 

পূনব বাসন কেন্দ্র (মস আর মপ) এর অমিনস্থ বাাংলাদদশ কেলথ্ প্রদেশন্স ইনমিটিউদের অকুদপশনালদেরামপ মবভাগ এর ৪ে ব 

বদষ বর ছাত্রী। এই গদবষনাটির মশদরানাম  “বাাংলাদদদশর সমাদজ গুমলয়ান বামর মসনদরাদম (মজ মব এস)আক্রান্ত বামক্তদদর 

জীবন যাত্রার মান”  । এই গদবষণার উদেশ্য েল, বাাংলাদদদশর সমাদজ গুমলয়ান বামর মসনদরাদম (মজ মব এস)আক্রান্ত 

বামক্তদদর জীবন-যাত্রার মান সম্পদেব জানা  

এই গদবষনাদত আমম…………………………………………………………এেজন অাংশগ্রেনোরী 

এবাং পমরষ্কারভাদব এই গদবষনার উদেশ্য সম্পদেব অবগত। আমার কয কোন সমদয় এই গদবষনা কেদে মনদজদে প্রতযাোর 

েরার অমিোর আদছ। এজন্য আমম প্রদশ্নর উত্তর প্রদান েরার জন্য েদরা োদছ দায়বদ্ধ না। এই গদবষণাটির সাদে আমার 

কোন সম্পকৃ্ততা কনই । এই গদবষনাটি বত বমাদন এবাং ভমবষ্যদত আমার মচমেৎসার কক্ষদত্র কোন রেম প্রভাব কেলদব না। 

 

আমম আরও অবগত আমছ কয, এই েদোপেেন কেদে কনওয়া সমস্ত তথ্যাবমল মনরাপদদ এবাং কগাপনীয়তার সাদে শুধু মাত্র 

গদবষনার োদজই ব্যবোর েরা েদব। আমার নাম এবাং ঠিোনা কোোও প্রোশ েদব না। শুধু মাত্র গদবষণাোরীর এবাং তার 

গদবষণার সমন্বয়োরীর সাদে এই গদবষণার পদ্ধমত সম্পদেব অেবা কয কোন প্রদশ্নর উত্তর জানার জন্য েো বলদত পারদব। 

 

আমম উপদরাক্ত তথ্যগুদলা ভাদলাভাদব কজদন মনজ ইিায় এই গদবষনায় অাংশগ্রেন েরমছ। 

 

অাংশগ্রেনোরীর োক্ষর এবাং 

তামরখঃ………………………………………………………………………… 

গদবষণাোরীর োক্ষর এবাং 

তামরখঃ…………………………………………………………………………… 
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Appendix 6(A) 

Withdrawal Form 

 

Can you withdraw from this study: 

You can cancel any information collected for this research project at any time. After the 

cancellation, whether the data can be used or not should be mentioned in the participations 

withdrawal form. 

 

 

 

Participants 

Name:……………………………………………………………………………………… 

 

Reason of withdraw: 

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

……………………………………………………………………………… 

 

 

 

Whether the use of previous data will be allowed? 

Yes / No 

 

Participant signature: ………………………….. 

Data :……………………..  

 

 

 



65 
 

Appendix -6(B) 
 

 

গদবষণা কেদে মনদজদে প্রতযাোর েরা যাদব মে ? 

আপমন সম্মমত প্রদান েরা সদেও কয কোন সময় গদবষেদে কোন ব্যাখ্যা প্রদান েরা ছাড়াই মনদজর অাংশগ্রেন প্রতযাোর েরদত পারদবন। 

বামতল েরার পর তথ্যসমূে মে ব্যবোর েরা যাদব মে যাদবনা তার অনুমমত অাংশগ্রেণোরীর প্রতযাোর পদত্র উদেখ েরা োেদব। 

 

অাংশগ্রেনোরীর প্রতযাোর পত্র 

(শুধুমাত্র কেিায় প্রতযাোরোমরর জন্য প্রদযাজয ) 

অাংশগ্রেণোরীর নামঃ………………………………………………………………………………… 

প্রতযাোর েরার োরনঃ 

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

……… 

পূব ববতী তথ্য ব্যবোদরর অনুমমত োেদব মেনা ? 

হ্াাঁ / না  

অাংশগ্রেণোরীর নামঃ……………………… 

তামরখঃ……………… 
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Appendix 7(A) 

Questionnaire (English) 

SECTION-1: Personal Details 

Participant no: 

Name:…………………………………………………………………………………… 

Address:………………………………………………………………………………… 

Contact Number:……………………………………………………………………. 

Date of interview:……………………………………………………………………. 

SECTION-2: Socio-Demographic Information 

This questionnaire is developed to measure the quality of life of GBS patients and this 

section will be filled by an Occupational therapist or investigator using a pen. 

Please give tick (√) mark at the left side box of the best correct answer. 

Question 

Number 

Questions/ Information on Response of the participant 

1. Age (in year): ………..years 

2. Gender: 1) Male    

2) Female 

3. Marital status: 1)Married 

2)Unmarried 

3)Separated  

4)Divorced  

4. Home town:  

 

1) Dhaka 

2) Khulna      

3) Rajshahi       

4) Barisal       

5) Chittagong    

6) Rangpur    

7) Sylhet   

8) Comilla                           

9)Faridpur 

10)Pabna   

11)Mymensingh 

12)Other specify……………… 

5. Living area 1)Rural  

2)Urban  

3)Semi-urban  

4)Hill tracks 

6. Occupation: 

 

1) Housewife 

2) Student  
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3) Service holder  

4) Business  

5) Unemployed  

6) Others…………….. 

7. Educational background:  

 

1) Illiterate        

2)Primary        

3)Secondary school certificate 

(SSC)         4)Higher secondary 

certificat(HSC) 5)Bachelor         

6) Bachelor 

7)Other (Specify)……………… 

8. Monthly income:  

 

1) No income  

2)1000-10000  

3)11000-20000  

4)21000-50000  

5) More than 50000. 

6)Other……………  

9. Disease onset/Symptoms at onset 

 

1)Fever  

2)Cold   

3)Diarrhea   

4)GIT symptoms   

5)Others…………. 

10. Do you have any chronic disease? 

 

1) HTN…………………….  

2) DM……………….  

3) Heart Diseases……………  

4) Immune deficiency disorder  

5) Nutritional disorder  

6) Others……… 

11. How long have you been taken 

therapy or rehabilitation service? 

 

 

Section 3: Guillain-Barre syndrome disability scale 

What is the condition of your physical state now? 

Descriptions Score 

A healthy state 0 

Minor symptoms and capable of running 1 

Able to walk 10m or more without assistance but unable 

to run 

2 

Able to walk 10m across an open space with help 3 

Bedridden or chair bound 4 

Requiring assisted ventilation for at least part of the day 5 

Dead 6 
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Section 4:WHOQOL-BREF English  
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Appendix 7(B) 

Questionnaire - বাাংলা 

পব ব -১ : ব্যমক্তগত মববরণ 

অাংশগ্রেণোরীর সাংখ্যাঃ 

নামঃ………………………………………………………………………………………… 

ঠিোনাঃ………………………………………………………………………………………. 

কযাগাদযাদগর নাম্বার……………………………………………………………………………… 

সাখাতোদরর তামরখঃ…………………………………………………………………………… 

পব ব- ২ : জনসাংখ্যাতামেে তথ্যাবলী 

এই প্রশ্নপত্রটি গুমলয়ান-বামর মসনদরাম (মজমবএস) করাগীদদর জীবনযাত্রার মান মনণ বয় েরার জন্য বতমর েরা েদয়দছ এবাং 

এই পব বটি অকুদপশনাল কেরামপি বা অনুসন্ধানোরী বলদপন ব্যবোর েদর পূরন েরদবন । 

অনুগ্রেপূব বে মনদচর প্রশ্নগুমলর মদধ্য সঠিে উত্তদরর বাম পাদশ টিে (√) মচহ্ন মদন । 

ক্রমমে নাং  প্রশ্নসমুে অাংশগ্রেণোরীর মতামত 

১.১ বয়স (বছর ) ………বছর  

১.২ মলি  ১)পুরুষ 

২) মমেলা  

১.৩ বববামেে অবস্থা  ১)মববামেত  

২)অমববামেত  

৩) আলাদা 

৪) মববাে মবদিদ  
১.৪ স্থায়ী বামড় (মবভাগ) ১) ঢাো  

২) খুলনা  

৩) রাজশােী 

৪)বমরশাল  

৫)চট্রগ্রাম 

৬)রাংপুর  

৭)মসদলে 

৮) কুমমো  

৯) েমরদপুর  

১০)পাবনা  

১১)ময়মানমসাং 

১২)অন্যান্য……. 

১.৫ বসবাদসর স্থান  ১)গ্রাম 

২)শের  

৩)উপশের 

৪)পাব বতয অঞ্চল  

১.৬ কপশা  ১)গৃমেণী 

২)মশক্ষােী 

৩)চাকুরীজীবী 
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৪)ব্যবসায়ী 

৫)কবোর 

৬)অন্যান্য……. 

১.৭ মশক্ষাগত কযাগ্যতা ১)মনরক্ষর 

২)প্রাইমামর 

৩)এস এস মস 

৪)এইস এস মস 

৫)স্নাতে পাস  

৬)স্নাতদোত্তর 

৭)অন্যান্য……. 

১.৮ মামসে আয় ১)কোন আয় নাই  

২)১০০০-১০,০০০ 

৩)১১,০০০-২০,০০০ 

৪)২১,০০০-৫০,০০০ 

৫)৫০,০০০ এর কবমশ  

১.৯ করাদগর সুত্রপাত/প্রােমমে লক্ষণ  ১)জ্বর  

২)সমদ ব 

৩)ডাইমরয়া 

৪)মজ আই টি লক্ষণ 

৫)অন্যান্য……. 

১.১০ আপনার কোন দীঘ বস্থায়ী  ১)উচ্চরক্তচাপ 

২)বহুমূত্র 

৩)হৃদদরাগ 

৪)করাদগর প্রমতদরাি ক্ষমতা েদম যাওয়া 

৫)পুমষ্ট্েীনতা 

৬)অন্যান্য……. 

১.১১ আপমন েতমদন কেরামপ বা পুনব বাসন কসবা মনদয়দছন?  

 

 

পব ব -৩ : গুমলয়ান-বামর মসনদরাম (মজমবএস) মডজামবমলটি কেল 

বত বমাদন আপনার শারীমরে অবস্থা কেমন ? 

বণ বনা কোর 

সদন্তাষ জনে সুস্থতা  ০ 

সল্পলক্ষণ এবাং কদৌড়াদনার সক্ষমতা  ১ 

সোয়তা ছাড়াই ১০ মমোর বা তার কবমশ োাঁেদত সক্ষম তদব কদৌড়াদত অক্ষম  ২ 

সোয়তা মনদয় এেটি কখালা জায়গা জুদড় ১০ মমোর োাঁেদত সক্ষমতা  ৩ 

শয্যাশায়ী অেবা কচয়াদরর উপর মনভ বরশীল ৪ 

মদদনর অন্তত মেছু সমদয়র জন্য শ্বাসপ্রশ্বাস সোয়ে যদের প্রদয়াজনীয়তা ৫ 

মৃত ৬ 
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পব ব-৪ জীবন যাত্রার মান (WHOQOL-BREF)বাাংলা 
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Appendix-8 

 

 

 


