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Abstract  

 

Purpose: The purpose of the study was to find out the overall functional and disability 

status of the persons with stroke. Objectives: To assess the Socio-demographic 

information, existing functional ability after stroke, level of difficulties of understanding 

and communicating with others, level of difficulties in mobility, self-care, socialization, 

life activities, and social participation, the association between different socio-

demographic features, stroke parameters, and functional and disability status. 

Methodology: It was a cross-sectional study. 121 samples were conveniently selected 

from Neurology OPU of CRP, Savar, and Dhaka. The interviewer-administered Bengali 

version of The World Health Organization Disability Assessment Scale 2.0 (WHODAS 

2.0) 36 items was applied to people with stroke. Data were analyzed through descriptive 

and inferential statistics. The Chi-square test for independence and Pearson correlation 

coefficient test were applied. Results: In this study age of the participants (mean ± SD) 

was 50.05±9.008 years. Among them 74% (n=89) was male and 26% (n=32) was female. 

According to FIM scoring among all gross motor functional activities of the participants, 

most of those were modified independent and were need moderate assistance. The 

domains mostly affected with severe difficulty were household activities (49%), mobility 

(44%) and self-care (45%). Getting along with others was the domain that most (44%) of 

the participants had no difficulty with. Strong and weak significant association of age and 

stages of stroke with gross motor function category and significant positive and medium 

correlation found in every domain individual score and subtotal score with age. Here, 

cognition (r=.331, p=.0002*), mobility (r=.388, p=.00001*), self care activities (r=.374, 

p=.00002*), getting along with people (r=.379, p=.00002*), life activities (r=.455, 

p=.0001*), participation (r=.378, p=.00002*) and WHODAS subtotal (r=.460, p=.0001*). 

Conclusion: This study is explained the overall functional and disability status of the 

stroke survivors. In future, clinicians can take help from this study for knowing the 

existing functional and disability status so that they can make their appropriate 

rehabilitation program according to the difficulties of the stroke survivors. 

Keyword: Stroke, Functional status, Disability status, Rehabilitation. 
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CHAPTER – I                                                                INTRODUCTION                                                  

 

1.1 Background 

Stroke is a world healthcare problem that is common, serious, and disabling. In most 

countries, stroke is the second or third most common cause of death and one of the 

foremost causes of acquired adult disability (Langhorne et al., 2011). “The word stroke 

used to be possibly first introduced into medicine through William Cole in 1689 in a 

physico-medical article regarding the late frequencies of apoplexies”. Before Cole, the 

most popular phrase used to describe acute non-traumatic brain damage used to be 

apoplexy. It was used by Hippocrates circa 400 BC for more than 2000 years (Alharbi et 

al., 2019). 

The world health organization (WHO) defines stroke as” rapidly developing clinical sign 

of focal/global disturbance of cerebral functions with symptoms lasting for 24 hours or 

longer or leading to death with no apparent cause different than vascular origin”. 

Published studies have shown that 80% of strokes are ischemic and 20% of strokes are 

hemorrhagic. Nearly twenty million human beings every year will suffer from stroke and 

of those five million will die. Death due to stroke is no longer in the developed world. In 

developing countries, 85.5% of total stroke death occurs. The morbidity of stroke in 

developing countries used to be about seven times that in developed countries. Stroke is a 

common reason for emergency admission which is related to increased mortality, 

morbidity, and poor quality of life. In the elderly, stroke is the third most common reason 

of death after coronary artery sickness and cancer (Kumar et al., 2019). 

The Risk factors of stroke are divided into non-modifiable and modifiable factors. Non-

modifiable risk factors cannot be modified by way of lifestyle changes or clinical therapy 

such as gender, race and ethnicity, family history, preceding stroke, sex, and Transient 

Ischemic Attack (TIA). Modifiable risk factors can be modified via lifestyle 

modifications or clinical treatment. It is divided into Medical Conditions and Lifestyle 

Factors. Medical conditions include heart disorder (myocardial infarction, and atrial 

fibrillation), hypertension, carotid stenosis (asymptomatic) and diabetes mellitus, and 
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hyperlipidemia. Lifestyles include obesity, excessive alcohol use, bodily inactivity, and 

cigarette smoking (Alharbi et al., 2019). The outcome of stroke is influenced by using a 

variety of factors which include severity, type of stroke, predisposing factors, and 

associated problems and care facilities (Kumar et al., 2019). 

Published studies have reported that the incidence of stroke disease increases with age, in 

both men and women with approximately 50% of all strokes occurring in people over age 

75 and 30% over age 85. Studies also suggest that Stroke is among the top leading causes 

of disability and reduced quality of life (Lui &Nguyen, 2018).  

Universally, stroke is the main motive of mortality and disability and there are significant 

financial costs for post-stroke care. Results from the 2015 cycle of the Global Burden of 

Diseases, Injuries, and Risk Factors Study (GBD) showed that even though the age-

standardized death rates and prevalence of stroke have decreased over time, the entire 

burden of stroke has remained high (Johnson et al., 2019). 

In Bangladesh, stroke has been positioned as the third driving reason for death after 

coronary illness and infectious sicknesses, for example, influenza and pneumonia. The 

death rate of stroke expanded from 6·00% (in 2006) to 8·57%, (in 2011) with an age-

changed death rate of 108·31 per 100 000 individuals (in 2011). The World Health 

Organization (WHO) positions mortality because of stroke in Bangladesh as number 84 

on the planet. The untreated death rate per 1000 individuals in Bangladesh is accounted 

for at 5·8%; the female and male futures are accounted for as 64·4 years old and 65·1 

years old, respectively (Islam et al., 2013). 

For some, survivors, stroke applies a negative impact on their lives by influencing 

numerous capacities, including speech, swallowing, vision, ambulation, coordination, and 

cognition, hampering their capacity to perform regular activities (Luengo-Fernandez et 

al., 2013). After the stroke, most stroke survivors experience some disturbance of 

cognitive functioning, and many have enduring difficulties in unique cognitive domains, 

such as attention and concentration; memory; spatial awareness; perception; 6 praxis; and 

executive functioning. Although it is feasible to have a deficit in one cognitive domain 

only, generally stroke survivors experience deficits across various domains. Cognitive 
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impairment has a substantial impact on Activities of Daily Living (ADL) and self-rated 

quality of life, and it is among the most challenging losses to manage, with high ranges of 

unmet need (Gillespie et al., 2015).  

Restricted mobility, depressive symptomatology, apathy, cognitive impairment, fatigue, 

absence of social association, and absence of self-adequacy for engagement all act to 

restrict participation (Mayo et al., 2015). Rehabilitation for stroke patients underlined 

self-care activities and can discharge from hospital to home with no efforts for 

preparation to work rehabilitation or social involvement. Self-care is wide-ranging; it 

demonstrates individual accountabilities for healthy lifestyle activities required for their 

improvement and activities, for example dealing with health circumstances. The 

conception of self-care is associated with independence, self-rule, and individual tasks for 

healthy performance, as well as for the improvement of activities needed to observe and 

control health cases (AL-Abedi and Hanza, 2016).    

Stroke caries emergency to patients and families because of sudden changes in health 

status, functional capability, and degraded quality of life (QOL). Social consequences of 

stroke include a negative impact on family relationships, crumbling in sexual life and 

leisure activities, and economic difficulties (Lee et al., 2015). 

The persons with stroke have difficulties with social cooperation in social activities and 

activities of daily living (ADL) because of different limitations such as physical and 

mental problems, diminished quality of life and functioning, and communication 

impairment (Yoon et al., 2015). Recovery after stroke is influenced by different 

components, including initial disability, the volume of the infarct or hemorrhage, the 

anatomic area, pre-stroke functional status, conjugal status, and a social support network, 

and access to rehabilitation services (Willey et al., 2010).  

As it was found from existing literature that globally stroke survivors have a profound 

negative impact on functional and disability status. Therefore, this study was conducted 

to find out the functional and disability status of Bangladeshi stroke survivors of a 

selected rehabilitation center. 
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1.2 Justification 

Stroke is one of the most common neurological conditions that result from the 

interruption of the cerebral vascular flow, with the ischemic or hemorrhagic origin, and is 

characterized by histopathological changes in certain brain areas that lead to neuronal 

death. Physical, cognitive, and behavioral impairment depends on the affected brain areas.  

 

In Bangladesh, we have very few Rehabilitation centers where a person with stroke finds 

their appropriate physiotherapy treatment. According to existing studies, Physiotherapy 

treatment and rehabilitation play a significant role to improve the functional and mental 

ability of the patient, improve their quality of life, and better reintegration into their 

community. Knowing the existing Quality of life can guide the rehabilitation professional 

to devise their treatment and rehabilitation strategies in more scientific ways. From the 

different studies, it is evident that Functional status is a significant part of the 

rehabilitation of a person with a stroke. It is very important to find out the functional and 

disability status while a physiotherapy management team does work towards the 

improvement or the recovery of the functional and disability status of stroke patients; 

otherwise, the outcome of physiotherapy is not significant. 

From the literature review, it is also evident that there is lacking literature regarding the 

functional and disability status of the person with stroke. Very few studies have been 

found regarding this area. In Bangladesh, no study has been found in this area. The 

individual functional and disability status may be varied according to age, gender, type of 

stroke, phases of the stroke, and chronicity of stroke. This study will give valuable 

information about the functional and disability status of stroke survivors. The results of 

the study may help to guide the physiotherapists which will be beneficial for both stroke 

survivors and for developing the platform of the physiotherapy profession.  
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1.3 Research Question 

What is the Functional and Disability status of persons with Stroke in a Specialized 

Rehabilitation Centre?  

1.4 Study Objectives 

1.4.1 General Objectives 

To determine the overall functional and disability status of the persons with stroke.  

1.4.2 Specific objectives 

1. To evaluate the socio-demographic information of the persons with stroke. 

2. To explore their existing functional ability after stroke.  

3. To identify their level of difficulties of understanding and communicating with 

others.  

4. To detect their level of difficulties in mobility, self-care, socialization, life 

activities, and social participation.  

5. To find out the association between different socio-demographic features, 

stroke parameters, and functional and disability status.  
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1.5 Conceptual Framework 

 

                

                    

 

 

  

     Treatment related 

• The Time between 

stroke and start of 

rehabilitation 

• Duration of 

rehabilitation 

      

                   

      Independent variables 

    Socio demographic factor 

 Age 

 Sex 

 Occupation 

 Living area 

 Economical status 

 Educational status 

      

 

Functional status 

Disability status 

     Stroke related  

 Type of stroke 

 Stages of stroke 

 Affected side of 

stroke 

         Dependent variables 



7 
 

1.6 Operational definition 

Stroke 

The World Health Organization (WHO) definition of stroke is: “rapidly developing 

clinical signs of focal (or global) disturbance of cerebral function, with symptoms lasting 

24 hours or longer or leading to death, with no apparent cause other than of vascular 

origin”. 

Stroke Rehabilitation 

Stroke Rehabilitation is a progressive, dynamic, goal-orientated process aimed at 

enabling a person with impairment to reach their optimal physical, cognitive, 

emotional, communicative, and social functional level. 

 

Functional status  

It typically refers to the ability to physically perform activities such as self-care, being 

mobile, and independence at home or in the community. 

 

Disability status 

It is a physical or mental impairment that has a real and long-term adverse effect on 

the person’s ability to carry out normal day-to-day activities. 

 

Functional Independent Measurement scale (FIM) 

The FIM instrument refers to a scale that is used to measure one's ability to function with 

independence. The FIM is used worldwide in medical rehabilitation units. The FIM score 

is collected within 72 hours after admission to the rehabilitation unit. The FIM score 

ranges from 1 to 7 with 1 (Total Assistance) being the lowest possible score and 7 

(Complete Independence) being the best possible score.   
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World Health Organization Disability Assessment Schedule (WHODAS) 2.0-36-item 

version, interviewer-administered 

The World Health Organization Disability Assessment Schedule (WHODAS 2.0) is a 

generic assessment instrument developed by WHO to provide a standardized method for 

measuring health and disability across cultures. It was developed from a comprehensive 

set of International Classification of Functioning, Disability, and Health (ICF) items that 

are sufficiently reliable and sensitive to measure the difference made by a given 

intervention. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



9 
 

CHAPTER – II                                                   LITERATURE REVIEW    

 

An extensive literature review was conducted through the use of the keywords of the title 

and the associated area of interest. Google, Google Scholar, PubMed, PEDro, Hinari, and 

BHPI library were the sources of the information. The literature was taken from the 

different scholarly articles and general scientific articles from 2010 to 2020. The review 

results are as follows: 

2.1 Stroke 

In 1970, the World Health Organization defined stroke as ‘rapidly developed clinical 

signs of focal (or global) disturbance of cerebral function, lasting more than 24 hours or 

leading to death, with no apparent cause other than of vascular origin’ (Coupland et al., 

2017). 

In 2013, there is an update regarding the definition of stroke by the American Heart 

Association/American Stroke Association they have added the silent pathology of stroke 

along with the traditional clinical definition, and this definition was mainly determined 

by radiological demonstration (infarction/hemorrhage) (Coupland et al., 2017). 

In the new definition of American Heart Association/American Stroke Association, 

ischemic stroke is defined on the foundation of clinical and tissue criteria as brain, spinal 

cord, or retinal cell death attributable to ischemia, based totally on neuropathological, 

neuroimaging, and scientific proof of permanent injury and intracerebral hemorrhage is 

described as rapidly creating clinical signs and symptoms of neurological dysfunction 

attributable to a focal collection of blood within the brain parenchyma or ventricular 

system that is not caused with the aid of trauma; and subarachnoid hemorrhage as rapid 

symptoms of neurological dysfunction and headache due to the fact of bleeding into the 

subarachnoid space (the space between the arachnoid membrane and pia mater of the 

brain or spinal cord), which is not induced through trauma (Feigin et al., 2018). 

According to the World Health Organization (WHO) International Classification of 

Disease (ICD)-11 definition of stroke requires the presence of acute neurological 

dysfunction and encompasses the entities cerebral ischemic stroke, intracerebral 
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hemorrhage, subarachnoid hemorrhage, and stroke not acknowledged to be ischemic or 

hemorrhagic (Feigin et al., 2018). 

2.2 Prevalence 

According to Global Burden of Disease (GBD) 2013, among adults aged 20-64 years, the 

worldwide prevalence of hemorrhagic stroke (HS) in 2013 was 3,725,085 and the 

prevalence of ischemic stroke (IS) was 7,258,216. The worldwide prevalence rates were 

90.3 and 176 per 100,000 for hemorrhagic stroke and ischemic stroke, respectively. In 

2013, the prevalence rate of ischemic and hemorrhagic stroke were considerably higher 

in developed countries in contrast to that in developing countries (Krishnamurthi et al., 

2015). 

In Global Burden of Disease (GBD) 2016, there were 80.1 million prevalent cases of 

stroke: 41.1 million prevalent cases in females and 39.0 million prevalent cases in males. 

Of the total quantity of prevalent strokes, 84.4% were ischemic. In 2016, there were 13.7 

million new stroke cases. In East Asia, the highest age-standardized incidences of stroke 

were found, particularly in China 354 per 100 000 person-years, accompanied through 

Eastern Europe, ranging from 200 per 100 000 person-years in Estonia to 335 per 100 

000 person-years in Latvia. Age-specific stroke incidence was similar between males and 

females younger than 55 years but notably greater for males than females at ages 55–75 

years (Johnson et al., 2019). 

From 1990 to 2016, Age-standardized incidence declined from globally (–8.1%), in all 

SDI groups without the middle SDI group, and in most regions. In age-standardized 

stroke incidence, the area with the greatest decrease was once southern Latin America (–

33.3%), and the region with the greatest enlargement was once East Asia (4.9%). The 

greatest decrease was in southern Latin America (–38.0%), and the greatest increase used 

to be in East Asia (17.5%), for ischemic stroke. In all regions, hemorrhagic stroke 

incidence diminished. In the high-income Asia Pacific, the largest decrease was (–

32.5%), and in southern sub-Saharan Africa, the smallest decrease was (–5.1%) (Johnson 

et al., 2019). 
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From Global Burden of Disease (GBD) 2017, the global crude number of new stroke 

occasions has increased by way of 76% from 6.8 million new occasions in 1990 to 11.9 

million in 2017. The global rate of age-standardized stroke prevalence has increased by 

3% from 1990 to 2017 to attain 1300.6 per 100,000 in 2017; mainly in UMICs (Upper 

Middle-Income Countries). Contrarily, both LICs (Lower-Income Countries) and HICs 

(Higher Income Countries) have exhibited a respective 3% and 8% minimize in the age-

standardized rates of stroke prevalent cases by 2017. Of note, in contrast to ischemic 

strokes, the age-standardized rates of hemorrhagic strokes have extensively reduced 

global from 1990 to 2017 (Avan et al., 2019). 

In India, based totally upon an annual incidence of stroke of 135 to 145 per 100,000, and 

early case fatality of between 27% and 41%, it has been estimated that 1.5 million human 

beings experience a stroke every year, and similarly, 500,000 human beings survive with 

stroke-related disability. The long-term impacts of stroke on families in India, mainly in 

rural areas, are likely to be significant (Lindley et al., 2017). 

In Pakistan, there was once a crude age and sex-adjusted stroke incidence of 95 per 

100,000 people per year for the following Years 2000 to 2016, with the highest incidence 

being 584,000 of 650,000, stated among men and women aged 75 to 85 (Khan et al.,         

2019). 

In Bangladesh, Stroke prevalence’s were accounted for as 0·20%, 0·30%, 0·20%, 1·00%, 

and 1·00% for the age bunches 40–49 years, 50–59 years, 60–69 years,70–79 years, and 

80 years or more, separately. The general prevalence for stroke was 0·30%, and the 

proportion of male: female participants was 3·44: 2·41 (Islam et al., 2013). 

 

2.3 Clinical features 

Depending on the affected region of the brain, common symptoms of stroke in the left 

hemisphere include aphasia, right hemiparesis, and right hemianopia, and in the right 

hemisphere, left hemispatial neglect, left hemiparesis, and left hemianopia. The majority 

(90%) of strokes is supratentorial; as such, the public can be taught to recognize and act 
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upon stroke using the acronym FAST, for facial droop, arm drop, speech disturbance, and 

time. Posterior circulation or infratentorial stroke has a multitude of additional symptoms, 

including diplopia, bulbar palsies, dysphagia, unilateral dysmetria, and incoordination, as 

well as reduced levels of consciousness. Although headache or head, facial, or neck pain 

may be an ancillary symptom, stroke is typically painless. The most important historical 

feature of stroke is the suddenness of its onset (Musuka et al., 2015). 

2.4 Rehabilitation 

A recently published study has defined Stroke Rehabilitation as a progressive, dynamic, 

goal-orientated process that aims at enabling stroke survivors to reach their optimal 

physical, cognitive, emotional, communicative, social, and functional activity levels. 

When the stroke survivor is medically stable and can identify goals for rehabilitation and 

recovery, it begins after the initial stroke event as soon as possible. specially trained 

rehabilitation team members are consist of physicians, physiotherapists, occupational 

therapists, speech-language therapists, and nurses who assist the stroke survivors by 

using different types of rehabilitation interventions to recovery from their post-stroke 

distress (Hebert et al., 2016). 

To assist the stroke survivors in reducing complications and residual post-stroke 

functional disabilities, Rehabilitation initiated early after a stroke has been shown. By 

reducing functional disability and incidence of complications, it helps to increase the 

quality of life for stroke survivors and a decrease in potentially expensive long-term care 

costs (Whitehead & Baalbergen, 2019). 

There are 3 types of therapeutic disciplines traditionally involved in post-stroke 

rehabilitation such as physiotherapy, occupational therapy, and speech and language 

therapy. Often the roles of a physiotherapist and an occupational therapist seem to 

overlap. Even though both disciplines work predominantly with the motor impairments of 

stroke survivors, their approaches to and focus on the impairments differ. In hemiplegic 

stroke survivors, Physiotherapists focus on the correct positioning, early mobilization, 

and mobility, on the contrary, an occupational therapist focuses on the resumption of 

activities of daily living as grooming and dressing, often incorporating the use of assistive 
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devices. Speech and language therapists are highly trained to manage and treat cognitive, 

communicative, and swallowing impairments (Whitehead & Baalbergen, 2019). 

After being discharged from the hospital, many of the stroke survivors experience 

permanent problems. The stroke survivors have suffered from muscle weakness, 

balance disorder, cognitive impairment, immobility, and dependence on activities of 

daily living. To deal with these problems, stroke survivors are referred to 

physiotherapy and rehabilitation programs (Demir et al., 2015). 

Published studies have reported that Rehabilitation is a team effort. During the 

rehabilitation stage of the stroke, three parties or groups have to work together. The 

first part comprises the stroke survivors, who suffer from functional deficits. The 

second part is the family member who stays with the stroke survivor in the course of 

the life changes and the third party is the physiotherapist who plays a key role in the 

rehabilitation programs (Demir et al., 2015).  

 

Recent evidence suggests that exercise therapy is the main component of Stroke 

rehabilitation. Exercises carried out after stroke may vary with regards to their goals such 

as goal-directed, task-oriented, repetitive task training, or their technical traits as 

duration, training load, and kind of feedback. To guide sufferers through the starting and 

ending of intended tasks, the Bobath treatment aims at the normalizing tone and 

facilitating volitional movement through dealing with specific points such as trunk, 

pelvis, shoulders, hands, and feet. During the treatment, both the affected person and the 

therapist need to participate actively (Hatem et al., 2016). 

 

For the paretic arm, Muscle strengthening techniques are progressive active exercises in 

opposition to resistance. These exercises can be performed in opposition to a manual 

resistance exerted by the therapist. For years, the prevention of a range of joint motion 

loss, highly due to spasticity, has led to the application of arms stretch positioning during 

regular physiotherapy. Stretching may additionally be performed by hands-on physical 

therapy or with the aid of the application of devices such as cast, splint, and taping. 

Bilateral training can be carried out with or without the assistance of an external device, 
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the therapist instructs the stroke survivors to move the impaired upper extremity 

concurrently or alternating. In stroke rehabilitation, Constraint-induced movement 

therapy (CIMT) is a therapeutic approach that applies motor skill learning principles. It is 

a specialized task-oriented training approach (Hatem et al., 2016). 

Published studies have found that the Swiss ball (physio ball) is widely used for recreational 

and rehabilitation training programs. By reducing impaired balance & coordination by 

maintaining interaction between the nervous system, musculoskeletal system & contextual 

effects, Swiss exercises facilitate postural control, trunk control, sitting & dynamic balance 

control. By maintaining the synergy between groups of muscles, Swiss ball exercises are 

effective in improving functional mobility, Trunk control, in promoting anticipatory 

activation. Stretching and flexibility are facilitated by Exercise. It improves proprioception, 

visual sensory feedback and thus, restores function after stroke and helps to create 

significant body awareness and sense of symmetry and it also improves equilibrium 

reaction, strength, and endurance of weak muscles (Muniyar & Darade, 2018). 

Evidence suggests that conventional physiotherapy was also used with Swiss ball training 

which included Gait training, stretching, strengthening, icing or Cryotherapy, passive 

movements, and (Proprioceptive Neuro-muscular Facilitation Techniques) PNF techniques 

(Muniyar & Darade, 2018). 

Some researchers have mentioned that core stability training could improve not only 

trunk function but also balance and mobility. Core stability training in an upright, anti-

gravity position is more effective than that in a lying position and used to be safe and 

easy to implement in a clinical setting (Haruyama et al., 2017). 

Published studies have shown that gait performance is an indicator of mobility 

impairment and disability after stroke. They added that it predicts mortality, morbidity, 

and risk of future stroke. After the stroke, proximal lower limb control plays a key role in 

improving gait speed and walking performance. For gait restoration after stroke, body 

weight supported treadmill training (BWSTT) is a task-oriented technique (Mao et al., 

2015).  

 



15 
 

2.5 Disability 

According to the International Classification of Functioning, Disability and Health (ICF) 

of the World Health Organization (WHO, 2001), defining disability is a complex concept 

with multiple dimensions. Disability is “the umbrella term for impairments, activity 

limitations, and participation restrictions, referring to the negative aspects of the 

interaction between an individual (with a health condition) and that individual’s 

contextual factors (environmental and personal factors)” (Vornholt et al., 2018). 

Another definition of disability, according to the U.N. (United Nations) Convention on 

the Rights of Persons with Disabilities, “persons with disabilities include those who have 

long-term physical, mental, intellectual or sensory impairments which in interaction with 

various barriers may hinder their full and effective participation in society on an equal 

basis with others" (Vornholt et al., 2018). In the elderly population, Cerebrovascular 

accident (CVA) is the third most common cause of death worldwide, and one of the most 

common causes of disability. In addition, stroke survivors undergo lifelong disabilities 

about 15 to 30% and return to work only 13% (Rayegani et al., 2016). 

Published studies have shown that in hemiplegic stroke survivors, the level of disability 

and likelihood of institutionalization is determined by walking ability and ambulatory 

independence. Evidence suggests that the degree to which gait can be restored after 

stroke is associated with both the initial impairment in walking ability and the severity 

of lower extremity paresis. They also added that early intervention with physical 

therapy to restore walking after stroke was recommended to improve motor function 

and decrease disability (Mao et al., 2015). The estimation of the 2011 World Health 

Organization (WHO) reports more than 1 billion people were living with some form of 

disability worldwide, and they added that nearly 200 million facing considerable 

difficulties in functioning and a significant proportion of them reside in developing 

countries. The available estimation suggests that the world prevalence (15%) of 

disability is expected to increase with the growing aging population, as disability is 

consistently associated with older age (Islam et al., 2016). 
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According to the age and sex-adjusted prevalence of disability in Lower Middle-Income 

Countries (LMICs) was 15.1% which was significantly higher than that observed in 

higher-income countries (10.8%). Followed by India (24.9%), the highest prevalence of 

disability was reported in Bangladesh (32%). It is noticeable that the prevalence of 

disability in most LMICs is higher in rural areas than in urban areas. In Bangladesh, they 

added that there are different estimates of the prevalence of disability, and the reported 

prevalence ranges from a minimum of 0.5% to a maximum of 31.9%. They also added 

that older age, lower socioeconomic status, and lower level of education are consistently 

associated with a higher prevalence of disability in Bangladesh (Islam et al., 2016). 

Published studies have reported, in Bangladesh, the prevalence rate of stroke equals 0.3%, 

and disability-adjusted life-years are lost due to stroke approximately 485 per 10000. 

Besides, in terms of disability, the majority (80%) of stroke survivors live with either minor 

or major physical, emotional, and cognitive disabilities (Shaikhul et al., 2020). 

2.6 Functional limitation 

Published studies have shown that Stroke is a leading cause of disability and is 

often associated with impaired motor function. They added that not only motor 

impairment but also people who have had a stroke often experience sensory, 

cognitive, and visual impairment impacting on their ability to perform activities of 

daily living, for example, self-care tasks and participation in work and leisure roles. 

They also added that Stroke has some effects resulting in reduced postural 

stability and gait imbalance. Depending on the disease severity, the influences in 

the upper extremities lead to dependence on self-care activities (Simnek & Cekok,  

2016). 

 

Trunk function disorders are most common in stroke survivors. Previous studies have 

mentioned that muscle weakness and delayed activity of the trunk muscles,
 
significant 

error of trunk position sense, the inadequate center of pressure control when sitting, that 

decreased trunk performance, and produced trunk asymmetry during gait. In stroke 

survivors, trunk function is associated with balance and walking ability and has also been 

found to offer a useful indicator of balance and walking ability and activities of daily 
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living (ADL) outcomes (Haruyama et al., 2017). 

Recently published studies have reported that impairment of balance regulation is the 

major disability of stroke survivors that occurs due to neural injury. In addition to 

balance impairment, there is muscular weakness, shortening of muscle with loss of Range 

of Motion (ROM), abnormal muscle tone, and stiffness. They added that there will be 

sensory and motor impairments. As a result, there will be reduced functional mobility in 

stroke sufferers (Muniyar & Darade, 2018). 

In Hemiplegic stroke sufferers frequently suffer from balance & mobility 

abnormalities and they are diagnosed with poor balance and falls. With the hemiplegic limb 

muscles, the trunk muscles also get impaired which affects the core muscle stability of 

the body. Stroke patients show disturbances in gait patterns. They show kinematic 

deviations which affect the daily functional activities. They suffer from reduced 

walking speed, inability to walk independently, reduced cadence, endurance, stride 

length & symmetry leading to pro- longed stance duration on the non-paretic side & 

reduced step length on the paretic side (Muniyar & Darade, 2018). 

Stroke survivors have compromised functions approximately 90%. For reducing this 

impact of stroke survivors, it is essential for healthcare professionals, that includes 

physiotherapists, for recover their health and functionality, they provide adequate follow-

up and assistance to patients and thereby they also prevent further diseases and disability, 

and promote health and functionality (Carvalho-Pinto & Faria, 2016). 

A recently published study indicates that age, sex, stroke severity, type of stroke, baseline 

status, mood, and social risk appear to influence functional status as measured by scores 

on the Barthel Index. On the other hand comorbid conditions, socioeconomic level, and 

area of residence did not seem to affect patients’ functional status (Lopez-Espuela et al., 

2016). 
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2.7 FIM Scale 

18 items are included by the FIM scale, of which physical domains are 13 objects and 

cognition domains are 5 objects. Self-care, sphincter control, locomotion, and transfer 

are measured by Motor items. Cognitive ones evaluate the subject’s conversation and 

social cognition. Based on the stage of independence, every item is scored from 1 to 7, 

where 1 suggests complete dependence and 7 represents complete independence. 

Possible scores range from 18 to 126. Obtaining a higher score means more 

independence in ADL (Rayegani et al., 2016). 

 

The reliability and validity for the measurement properties of FIM have been well 

established in adults with various neurological conditions and stroke (Naghdi et al., 

2016). For the FIM approach, clinically appropriate validity and reliability have been 

reported. Such as, interrater reliability, test-retest reliability, and internal consistency 

(Cronbach’s alpha coefficient) were reported eligible. For FIM, a high internal 

coefficient correlation (ICC), that indicates a strong agreement among group scores and 

an agreement between evaluators (kappa coefficient) was found. The predictive validity 

of motor FIM has been confirmed by several studies. The independence in cognitive 

functioning to the possible rate is included from the cognitive dimension of FIM 

(Dehnadi-Moghadam et al., 2017). 

 

2.8 WORLD HEALTH ORGANIZATION DISABILITY ASSESSMENT 

SCHEDULE (WHODAS) 2.0 (36-item version, interviewer-administered)  

The World Health Organization was developed the WHODAS 2.0 and for disability, 

which is used widely as an assessment tool (Arowoiya et al., 2017). At the population 

level or in clinical practice, WHODAS 2.0 is a practical, generic assessment instrument 

that can measure health and disability. In terms of functioning, it presents a common 

metric of the impact of any health condition. Being a generic measure, the instrument 

does not target a specific disease, it can for that reason be used to compare disability due 

to different diseases (Ustin et al., 2010). There are 6 domains of functioning, such as 

cognition, mobility, self-care, interpersonal relationships, life activities, and participation 
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in society are assessed disability by the instrument (Arowoiya et al., 2017). WHODAS 

2.0 was developed by the 3 versions as a 36-item, 12-item, and 12+24-item version. The 

full version has been made by 36 questions and the short version has been made by 12 

questions. 81% of the variance of the more detailed 36-item version is explained by the 

12-item. Within the three versions, the 36-item version of WHODAS 2.0 is the most 

detailed. It allows users to generate scores for the six domains of functioning and to 

calculate an overall functioning score. The 36-item version is available in three different 

forms such as interviewer-administered, self-administered, and proxy-administered. The 

average interview time for the interviewer-administered 36-item version is 20 minutes 

(Ustin et al., 2010). 

A demographic component consists of this instrument, where participants are required to 

think of the past 30 days only when attempting to answer followed by 36 questions. From 

the recommendations of the instrument, with any given task participants are asked how 

much difficulty they have, and based on a 5-point Likert scale(1-5) requested to rate each 

item, where 1 indicates no difficulty and 5 indicates extreme difficulty (Arowoiya et al., 

2017).  

In WHODAS 2.0 interviewer versions, two flashcards are used. The purpose of the 

flashcards is to provide a visual cue or reminder to the respondent about important 

portions of information to remember whilst answering questions. In the interview, 

flashcard #1 and flashcard #2 is the second card to be used. WHODAS 2.0 has 

outstanding psychometric properties. Test-retest research of the 36-item scale in nations 

(Ustin et al., 2010). Both the reliability (intra-class correlation coefficient: 0.98) and 

validity (Cronbach’s alpha, α 0.86) with the high internal consistency of the WHODAS 

2.0 has been found (Arowoiya et al., 2017). 

There are two simple selections for computing the summary scores for the WHODAS 2.0 

short and full versions – simple and complex. In “simple scoring”, the ratings assigned to 

each of the items– “none” (1), “mild” (2), “moderate” (3), “severe” (4), and “extreme” 

(5) – are summed. This technique is referred to as easy scoring due to the fact the ratings 

from each of the objects are added up except recoding or collapsing of response 

categories; thus, there is no weighting of personal items. This method is practical to use 
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as a hand scoring approach, and may also be the strategy of preference in busy medical 

settings or paper-pencil interview situations. The psychometric properties of WHODAS 

2.0 permit this additive calculation. The more complex method of scoring is referred to as 

“item-response-theory” (IRT) based scoring; it takes into account multiple stages of a 

challenge for each WHODAS 2.0 item. This variety of scoring for WHODAS 2.0 allows 

for greater fine-grained analyses that make use of the full records of the response classes 

for comparative contrast during populations or subpopulations. In WHODAS 2.0 in each 

domain and total scores, converting the summary score into a metric ranging from 0 to 

100 (where 0 = no disability; 100 = full disability) (Ustin et al., 2010). 
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  CHAPTER – III                                                            METHODOLOGY                                                                         

 

3.1 Study design 

A cross-sectional study was chosen to conduct the study and as it was found to be an 

appropriate design to find out the objectives. Cross-sectional studies measure 

simultaneously the exposure and health outcome in a given population and in a given 

geographical area at a certain time.  

This study included the maximum proportion of the population who came for receiving 

treatment at the Neurology OPU of CRP from July to September 2021. Moreover, this 

design was cost and time-effective for the researcher compared to an experimental study. 

According to Hemed and Tanzania (2015) stated that cross-sectional study is relatively 

cheap among the observational studies and can be conducted in a short time.  

 

3.2 Study site and study area 

The researcher collected data from the Neurology OPU of Centre for the Rehabilitation 

of the Paralysed (CRP), Savar and Dhaka. 

3.3 Study Population 

The study populations were stroke patients who came to receive treatment at CRP 

neurology OPU from July to September 2021. 

3.4 Sampling technique 

A convenient sampling technique was selected by the researcher to draw out the sample 

from the population and as it is one of the easiest, cheapest and quicker methods of 

sample selection. It is a type of nonprobality or nonrandom sampling where members of 

the target population that meet certain practical criteria, such as easy accessibility, 

geographical proximity, availability at a given time, or the willingness to participate are 

included in the study (Etikan et al., 2016). 
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3.5   Sample size Calculation (Cross-sectional): (Hannan, 2016) 

Sampling procedure for a cross-sectional study done by the following equation-  

           = 
    

   

Where 

 d is the precision  

 p is the expected prevalence 

q is 1-p 

If p = 0.3 now let’s say we want 95% confidence, and at least 5% plus or minus 

precision.  

A 95% confidence level gives us Z values of 1.96, per the normal tables,  

Sample size 

  =

    

   

  =

               

        
 

    = 322.56 

    =323 

 

According to this equation, the sample should be 323 people. Due to the pandemic 

situation, the academic activities were closed and interrupted for a few months. The 

unavailability of the patients, lack of opportunity, and the interruption during the data 

collection period caused in reduction of the sample size, therefore only 121 patients were 

selected. 
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3.6 Selection Criteria 

3.6.1 Inclusion criteria 

1. Age more than 18 years as WHODAS 2.0 is not administered below 18 years of 

age (Ustun et al., 2010). 

2. First incidence of stroke at least 1 month due to instruction of WHODAS 2.0. 

3. Both male and female. 

4. All types of stroke. 

 

3.6.2 Exclusion criteria 

1. Mentally ill and medically unstable participants. 

2. Lack of interest to participate in research activities.   

 

 

3.7 Outcome measurement Tool  

 FIM scoring 

 WHODAS 2.0 -36-item version, interviewer-administered  

3.8 Data collection 

3.8.1 Data collection tool  

• A consent form. 

• Questionnaire (Bangla) containing personal, socio-demographic 

information, FIM scoring, and the original version of WHODAS 2.0-

36-item version.  

• In that time some other necessary materials are used like pen, pencil, 

and white paper, and clip board. 

 

3.8.2 Data collection period: July to September 2021 
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3.8.3 Procedure of data collection 

 
Written consent was taken from the participants. A Questionnaire was used to accumulate 

data by face-to-face conversation. Before collecting data, the researcher clarified to all 

data collectors about the Procedure of data collection. Every questionnaire was rechecked 

by the researcher for missing or unclear information. According to WHODAS 

instruction, two flashcards are used in WHODAS 2.0 -36-items interviewer versions. The 

purpose of the flashcards is to provide a visual cue or reminder to the respondent about 

important pieces of information to remember while answering questions. Data collectors 

showed the flashcards to the participants before every question's answer during the data 

collection period (Ustin et al., 2010). 

3.8.4 Data analysis 

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

the missing or unclear information. Then data were analyzed through the Statistical 

package of social science (SPSS) Version 20.  Microsoft Excel worksheet 16 was used to 

create most of the graphs and charts. Then data were analyzed through descriptive and 

interferential statistics. In the descriptive part, in the case of parametric data, the central 

tendency and the measure of dispersion were presented through mean and standard 

deviation. The categorical data were presented as frequency and percentage of proportion 

through different visualization tools such as pie charts, bar graphs. To find out the 

relationship between sociodemographic, stroke parameters, and functional and disability 

status, the Chi-square test for independence and Pearson correlation coefficient test was 

applied. In the case of two categorical variables, Pearson chi-square test and two 

continuous variables Pearson correlation coefficient tests were applied. 
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3.9 Ethical consideration 

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

Medical Research Council (BMRC) guidelines, Institution Review Board (IRB), and 

World Health Organization (WHO) Research guidelines. The proposal of the 

dissertation including methodology was approved by Institutional Review Board and 

obtained permission from the concerned authority of the ethical committee of 

Bangladesh Health Professions Institute (BHPI). Informed consent was used to take 

permission from all participants. Participants’ rights and privileges were ensured. All 

the participants were aware of the aim and objectives of the study. Findings of the 

study were disseminated with the approval of regarding authority. The researcher 

strictly maintained the confidentiality regarding participant’s condition and treatment. 

 

3.10 Rigor of the study  

A rigorous manner was maintained to conduct the study. The study was conducted 

cleanly and systemically. During the data collection, it was ensured participants were 

not influenced by experience. The answer was accepted whether they were in a 

negative or positive impression. No leading questions were asked or no important 

questions were avoided. The participant information was coded accurately and 

checked by the supervisor to eliminate any possible errors. The entire information was 

handled with confidentiality. In the result section, the outcome was not influenced by 

showing any personal interpretation. Every  section  of  the  study  was  checked  and  

rechecked  by  the research supervisor. 
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CHAPTER- IV                                                                             RESULTS                                         

 

Variables Categories Frequency 

(n=121) 

Percentage 

Age Range 30-40 years 18 

 

15 

 41-50 years 

 

31 26 

 51-60 years 

 

41 34 

 61-70 years 31 26 

    

Gender  Male 89 74 

 Female 32 26 

    

Living area  Rural 65 54 

 Semi urban 31 26 

 Urban 25 21 

    
Educational status No formal education 9 75 

 Primary education 33 27 

 Secondary education 40 33 

 Higher secondary 13 11 

 Bachelor degree or above 26 22 

    

Occupation Businessman 54 45 

 Housewife 27 22 

 Teacher 6 5 

 Banker 3 3 

 Doctor 2 2 

 Day labor 5 4 

 Immigrant 9 7 

 Employee 15 12 

    
Marital status Married 120 99 

 Unmarried 0 0 

 Widow 1 1 

    
                              

               Table-1: Baseline characteristics of the sample (socio-demographic) 
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A descriptive and inferential statistics were conducted to find out the result. In the 

descriptive section, the categorical variables were measured in percentage and had been 

shown in different pie charts, bar graphs, and tables. The continuous variable’s central 

tendency and measure of dispersion were calculated through mean and standard 

deviation. In the inferential section, the Pearson chi-square test for independence and 

Pearson correlation coefficient test were conducted to find out the association between 

different dependent and independent variables. 

Socio-demographical information   

4.1 Age range  

The study was conducted on 121 participants of had a stroke. In the study, the minimum 

age of a participant was 35 and the maximum age of a participant was 70. Their mean age 

was 50.05 and the standard deviation was 9.008. Participants in between 30-40 years 

18%,  participants in between 41-50  years 31%, participants in between 51-60 years 41% 

and 31% participants in between 61-70 years. 

 

 

                                   Figure-1: Age range of the participants 
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28 
 

4.2 Gender of the participants: Among the 121 participants 74% (n=89) were male and 

26% (n=32) were female. 

 

                                Figure-2: Gender of the participants  

4.3 Comorbidity status of the participants: Among the 121 participants, it was found 

that 21% (n=25) had no comorbidity, 32% (n=39) had Single comorbidity and 47% 

(n=57) had multiple comorbidities (Hypertension, Diabetes mellitus, Heart disease, Lung 

Disease, and Kidney disease). 

 

                              Figure-3: Comorbidity status of the participants 
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4.4 Stroke related physiological information 

4.4.1 Type of stroke: Among 121 participants of stroke patients, 77% (n=93) were 

ischemic stroke and 23% (n=28) were hemorrhagic stroke. 

 

                                             Figure-4: Type of stroke 

4.4.2 Affected side of the participants: Among 121 of the participants, 43% (n= 52) 

were left-sided hemiplegic (LSH), 57% (n=69) were right-sided hemiplegic (RSH). 

 

                         Figure-5: Affected side of the participants 
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4.4.3 Stages of stroke 

Among 121 participants, 58% (n=70) were sub acute stages and 42% (n=51) were 

chronic stages. 

Categories Frequency(n=121) Percentage 

Sub acute 70 58 

Chronic 51 42 

                                         

                                           Table-2: Stages of stroke 

 

4.5 Rehabilitation related information 

Among 121 of the participants, the time between stroke and start of rehabilitation where 

19% (n=23), 43% (n=52), 9% (n=11) and 29% (n=35) were 1 month, 2-6 month, above 6 

month and above 1 year. Duration of Rehabilitation where 48% (n=58) were 2 weeks, 

19% (n=23) were 4 weeks, 14% (n=17) were 8 weeks and 19% (n=23) were 12 weeks. 

Variables Categories Frequency 

(n=121) 

Percentage 

The time between stroke 

and start of rehabilitation 

1 month 23 19 

 2-6 month 52 43 

 Above 6 month 11 9 

 Above 1 year 35 29 

    

Duration of Rehabilitation 2 weeks 58 48 

 4 weeks 23 19 

 8 weeks 17 14 

 12 weeks 23 19 

                                 

                                  Table-3: Rehabilitation related information 
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4.6 Gross Motor Functional Activities (according to FIM scoring) 

4.6.1 Rolling right to left and Rolling left to right 

The study found that 2% (n=2) were independent, 40% (n=48) were modified 

independent, 20% (n=25) were need minimal assistance and 38% (n=46) were need 

moderate assistance in rolling right to left. 3% (n=4) were completely independent, 36% 

(n=43) were modified independent, 39% (n=47) were need moderate assistance, 21% 

(n=26) needed minimal assistance and 1% (n=1) were need total assistance in rolling left 

to right. 

 

FIM Scoring Rolling right to left Rolling left to right 

 

 Frequency 

  (n=121) 
% Frequency 

 (n=121) 
% 

Total Assistance (1)            0   0            1   1 

Maximum Assistance (2)            0   0            0   0 

Moderate Assistance (3)           46   38           47   39 

Minimal Assistance (4)           25   20           26   21 

    Supervision (5)            0    0            0    0 

Modified Independent (6)           48    40           43   36 

Complete independent (7)             2     2            4    3 

              Total             121    100            121   100 

 

                      Table-4: Rolling right to left and Rolling left to right 
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4.6.2 Bridging 

Among the 121 participants, 1% (n=1) were need total assistance, 43% (n=52) were need 

moderate assistance, 17% (n=20) were need minimal assistance, 1% (n=1) were need 

supervision, 36% (n=45) were modified independent and 2% (n=2) were complete 

independent. 

 

                    Bridging 

 

        Frequency 

        (n=121) 

      Percentage 

Total Assistance 1 1 

Maximum Assistance 0 0 

Moderate Assistance 52 43 

Minimal Assistance 20 17 

Supervision 1 1 

Modified Independent 45 36 

Complete independent 2 2 

Total 121 100 

 

 

                                                Table-5: Bridging 
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4.6.3 Supine to sit and Sit to supine 

The study showed that out of these 121 participants, 2% (n=2) were completely 

independent, 35% (n=42) were modified independent, 41% (n=50) needed moderate 

assistance, 22% (n=27) needed minimal assistance in Supine to sit. In Sit to supine, 2% 

(n=2) were completely independent, 36% (n=44) were modified independent, 41% 

(n=49) were need moderate assistance, 20% (n=25) needed minimal assistance. 

 

FIM Scoring Supine to sit Sit to supine 

 Frequency 

  (n=121) 
% Frequency 

 (n=121) 
% 

Total Assistance (1)            0   0           0    0 

Maximum Assistance (2)            0   0            0   0 

Moderate Assistance (3)           50   41           49   41 

Minimal Assistance (4)           27   22           25   20 

    Supervision (5)            0    0            1    1 

Modified Independent (6)           42    35           44   36 

Complete independent (7)             2     2            2    2 

              Total             121    100            121   100 

 

 

                                  Table-6: Supine to sit and Sit to supine 
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4.6.4 Sitting static balance and Sitting dynamic balance 

Among 121 participants, 3% (n=3) and 60% (n=73) were completely independent and 

modified independent, 22% (n=27), 13% (n=16) and 1% (n=1) were need moderate 

assistance, minimal assistance, supervision and maximum assistance in Sitting static 

balance. In Sitting dynamic balance, 3% (n=4), 20% (n=24), 13% (n=16) and 2% (n=2) 

were need total assistance, moderate assistance, minimal assistance and supervision, 61% 

(n=74) and 1% (n=1) were modified independent and complete independent. 

FIM Scoring Sitting static balance Sitting dynamic balance 

 Frequency 

  (n=121) 
% Frequency 

 (n=121) 
% 

Total Assistance (1)            0   0           4   3 

Maximum Assistance (2)            1   1            0   0 

Moderate Assistance (3)           27   22           24   20 

Minimal Assistance (4)           16   13           16   13 

    Supervision (5)            1    1            2    2 

Modified Independent (6)           73    60           74   61 

Complete independent (7)             3     3            1    1 

              Total             121    100            121   100 

 

                   Table-7:  Sitting static balance and Sitting dynamic balance 
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4.6.5 Standing static balance and Standing dynamic balance 

3% (n=4), 2% (n=2), 42% (n=51) and 17% (n=20) were need total assistance, maximal 

assistance, moderate assistance and minimal assistance, 34% (n=41) and 2% (n=3) were 

modified independent and complete independent in Standing static balance. In Standing 

dynamic balance, 32% (n=39) were modified independent, 3% (n=4), 2% (n=2), 44% 

(n=53) and 19% (n=23) needed total assistance, maximum assistance, moderate 

assistance and minimal assistance. 

 

FIM Scoring Standing static balance Standing dynamic balance 

 Frequency 

  (n=121) 
% Frequency 

 (n=121) 
% 

Total Assistance (1)            4   3           4   3 

Maximum Assistance (2)            2   2            2   2 

Moderate Assistance (3)           51   42           53   44 

Minimal Assistance (4)           20   17           23   19 

    Supervision (5)           0    0            0    0 

Modified Independent (6)           41    34           39   32 

Complete independent (7)            3     2            0    0 

              Total             121    100            121   100 

 

 

                Table-8:  Standing static balance and Standing dynamic balance 
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4.6.6 Transfer bed wheelchair and Gait 

Among the 121 participants, 6% (n=7), 7% (n=9), 38% (n=46) and 12% (n=15) were 

need total assistance, maximal assistance, moderate assistance and minimal assistance, 

32% (n=38) and 5% (n=6) were modified independent and complete independent in 

Transfer bed wheelchair. In Gait, 14% (n=17), 2% (n=2), 36% (n=43) and 18% (n=22) 

were need total assistance, maximal assistance, moderate assistance and minimal 

assistance, and 30% (n=37) were modified independent.  

FIM Scoring Transfer bed wheelchair              Gait 

 Frequency 

  (n=121) 
% Frequency 

 (n=121) 
% 

Total Assistance (1)            7   6           17   14 

Maximum Assistance (2)            9   7            2   2 

Moderate Assistance (3)           46   38           43   36 

Minimal Assistance (4)           15   12           22   18 

    Supervision (5)           0    0            0    0 

Modified Independent (6)           38    32           37   30 

Complete independent (7)            6     5            0   0 

              Total             121    100            121   100 

 

                             Table-9:  Transfer bed wheelchair and Gait 
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Descriptive analysis of WHODAS 2.0  

5. Cognition 

5.1 Concentrating on doing something for ten minutes 

Among 121 participants, 30%, 12%, 47%, 10% and 1% were no problem, mild problem, 

moderate problem, severe problem and extreme problem to concentrate about 10 minutes.   

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 36 30 

Mild problem 14 12 

Moderate problem 57 47 

Severe problem 13 10 

Extreme or cannot do 1 1 

 

                     Table-10: Concentrating on doing something for ten minutes 

5.2 Remember to do important things  

The study found that 30%, 13%, 46%, 5% and 6% were no problem, mild problem, 

moderate problem, severe problem and extreme problem to remember to do important. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 36 30 

Mild problem 16 13 

Moderate problem 56 46 

Severe problem 6 5 

Extreme or cannot do 7 6 

 

                             Table-11: Remember to do important things 
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5.3 Finding solutions to solving problems in daily life  

Study showed that 12%, 22%, 53%, 10% and 3% were no problem, mild problem, 

moderate problem, severe problem and were extreme problem to find out the solution to 

solve their daily problem. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 15 12 

Mild problem 26 22 

Moderate problem 64 53 

Severe problem 12 10 

Extreme or cannot do 4 3 

 

                Table-12: Finding solutions to solving problems in daily life  

 

 

5.4 Learning a new task  

Study found that 17%, 33%, 41% and 9% participants were no problem, mild problem, 

moderate problem and severe problem to learning a new task.  

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 21 17 

Mild problem 40 33 

Moderate problem 50 41 

Severe problem 10 9 

Extreme or cannot do 0 0 

 

                                        Table-13: Learning a new task  
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5.5 Understanding what people say  

Study showed that 59%, 31%, 6%, 3% and 1% participants were no problem, mild, 

moderate, severe and extreme problem with understanding.  

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 71 59 

Mild problem 38 31 

Moderate problem 7 6 

Severe problem 4 3 

Extreme or cannot do 1 1 

 

                                Table-14: Understanding what people say  

 

5.6 Starting & maintaining a conversation 

Study found that 12%, 23%, 55%, 7% and 3% participants were no problem, mild 

problem, moderate problem, severe problem and extreme problem with starting and 

maintaining a conversation. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 14 12 

Mild problem 28 23 

Moderate problem 66 55 

Severe problem 9 7 

Extreme or cannot do 4 3 

 

                             Table-15:  Starting & maintaining a conversation 
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6. Mobility 

6.1 Standing for long periods such as 30 minutes 

Among 121 participants, 6%, 12%, 13%, 47% and 22% participants were no problem, 

mild problem, moderate problem, severe problem and extreme problem with Standing for 

long period. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 7 6 

Mild problem 15 12 

Moderate problem 15 13 

Severe problem 57 47 

Extreme or cannot do 27 22 

 

                      Table-16: Standing for long periods such as 30 minutes 

 

6.2 Standing up from sitting down 

Study found that 21%, 22%, 26%, 30% and 1% participants were no problem, mild 

problem moderate, severe and extreme problem with Standing up. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 26 21 

Mild problem 27 22 

Moderate problem 31 26 

Severe problem 36 30 

Extreme or cannot do 1 1 

 

                                   Table-17: Standing up from sitting down 
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6.3 Moving around inside home: Study showed that 16%, 13%, 12%, 55% and 4% were 

no problem, mild problem, moderate problem, severe and extreme problem with moving 

insight their home. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 19 16 

Mild problem 16 13 

Moderate problem 15 12 

Severe problem 66 55 

Extreme or cannot do 5 4 

 

                                              Table-18: Moving around inside home 

6.4 Getting out of home: 12%, 16%, 11%, 42% and 19% participants were no problem, 

mild problem, moderate problem, severe problem and were extreme problem with 

Getting out of home.  

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 15 12 

Mild problem 19 16 

Moderate problem 13 11 

Severe problem 51 42 

Extreme or cannot do 23 19 

 

                                         Table-19: Getting out of home  

6.5 Walking a long distance: 4% participants were no problem, 6% were mild problem, 

16% were moderate problem, 48% were severe problem and 26% were extreme problem 

with walking a long distance.   

Level of difficulty Frequency 

(n=121) 
Percentages 

No problem 5 4 

Mild problem 8 6 

Moderate problem 19 16 

Severe problem 58 48 

Extreme or cannot do 31 26 

                                    

                                           Table-20: Walking a long distance  
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7. Self-care activities 

7.1 Washing whole body: Study found that 9%, 5%, 27%, 51% and 8% participants 

were no problem, mild problem, moderate problem, severe problem and extreme problem 

with washing their own body.  

 

                                     Figure-6: Washing the whole body  

 

7.2 Getting dressed: 7% participants were no problem and mild problem, 28% were 

moderate problem, 50% were severe problem and 8% were extreme problem with 

Getting dressed.    

 

                                                     Figure-7: Getting dressed 

9% 
5% 

27% 

51% 

8% 

None Mild Moderate Severe Extreme or 

cannot do 

Washing whole body 

7% 
7% 

28% 50% 

8% 

Getting dressed 

None Mild Moderate Severe Extreme or cannot do 
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7.3 Eating: Study showed that 22% participants were no problem, 6% were mild 

problem, 37% were moderate problem, 31% were severe and 4% were extreme problem 

with eating. 

 

                                                  Figure-8: Eating  

7.4 Staying by self for a few days: 8% participants were no problem, 4% were mild 

problem, 5% were moderate problem, 49% were severe and 34% extreme problem with 

staying along. 

 

                                             Figure-9: Staying by self for a few days 
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8. Getting along with people  

8.1 Dealing with people 

Study found that 61% participants were no problem, 28% were mild problem, 10% were 

moderate problem and 1% was severe problem with Dealing with people 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 74 61 

Mild problem 34 28 

Moderate problem 12 10 

Severe problem 1 1 

Extreme or cannot do 0 0 

 

                                              Table-21: Dealing with people 

 

 

8.2 Maintaining a friendship 

Study showed that 37% participants were no problem, 36% were mild problem, 22% 

were moderate problem and 5% were severe problem with maintaining friendship. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 45 37 

Mild problem 44 36 

Moderate problem 26 22 

Severe problem 6 5 

Extreme or cannot do 0 0 

 

                                             Table-22:  Maintaining a friendship 
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8.3 Getting along with people who are close:  88% participants were no problem and 

12% were mild problem with getting along with people. 

 

                            Figure-10:  Getting along with people who are close  

 

8.4 Making new friends: 31% participants were no problem, 35% were mild problem, 

28% were moderate problem and 6% were severe problem with making new friends. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 38 31 

Mild problem 42 35 

Moderate problem 34 28 

Severe problem 7 6 

Extreme or cannot do 0 0 

 

                                             Table-23:  Making new friends 
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8.5 Sexual activities 

Study found that 3% participants were moderate problem and 27% were severe and 70% 

were extreme problem with Sexual activities.   

 

 

                                            Figure-11:  Sexual activities 
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9. Household activities  

9.1 Taking care of household responsibilities: In this study, 3% participants were no 

problem, 6% were mild problem, 14% were moderate problem and 47% were severe and 

30% were extreme problem with Taking care of household responsibilities.   

 

                                Figure-12:  Taking care of household responsibilities 

9.2 Doing most important household task: Study found that 8% were mild problem, 

13% were moderate problem, 46% were severe and 33% were extreme problem with 

done most important household task.   

 

                                 Figure-13:  Doing most important household task 
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9.3 Getting all the household work: 9% were mild problem, 12% were moderate 

problem, 55% were severe problem and 24% were extreme problem with getting all the 

household work.  

 

                                     Figure-14:  Getting all the household work 

9.4 Household work done as quickly: 6% were mild problem, 13% were moderate 

problem, 49% were severe problem and 32% were extreme problem with Household 

work done as quickly. 

 

                                   Figure-15:  Household work done as quickly 
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10. Participation  

10.1 Problem to joining in community activities  

Study found that 16% were mild problem, 17% were moderate problem, 47% were 

severe and 20% were extreme Problem to joining in community activities.  

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 19 16 

Mild problem 21 17 

Moderate problem 57 47 

Severe problem 24 20 

Extreme or cannot do 0 0 

 

                             Table-24:  Problem to joining in community activities  

10.2 Problem because of barriers: 11% participants were no problem, 18% were mild 

problem, 19% were moderate problem, 40% were severe problem and 12% were extreme 

problem with Problem because of barrier. 

 

                                    Figure-16:  Problem because of barriers  
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10.3 Problem to living with dignity cause of attitude: Study found that 7% participants 

were no problem, 61% were mild problem 18% were moderate problem and 14% were 

severe problem with Dealing with people Problem to living with dignity cause of attitude. 

 

                        Figure-17:  Problem to living with dignity cause of attitude  

 

10.4 Time spends on health condition: Study showed that 1% was mild problem, 31% 

were moderate problem, 61% were severe problem and 7% were extreme problem with 

Time spends on health condition. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 1 1 

Mild problem 36 31 

Moderate problem 74 61 

Severe problem 9 7 

Extreme or cannot do 0 0 

 

                                             Table-25: Time spends on health condition 
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10.5 Emotionally depressed: 1% was no problem, 7% were mild problem, 8% were 

moderate problem, and 84% were severe problem to affecting emotionally depressed.   

 

                                      Figure-18: Emotionally Depressed 

 

10.6 Problem with financial resources of family  

2% participant showed that mild problem, 10% were moderate problem, 86% participants 

were severe and other 2% were extreme problem with financial resources of family. 

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 0 0 

Mild problem 3 2 

Moderate problem 12 10 

Severe problem 104 86 

Extreme or cannot do 2 2 

 

                            Table-26: Problem with financial resources of family 
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10.7 Problem with family: 3% and 11% participants were mild and moderate problem, 

84% were severe Problem and 2% were extreme problem because of them, their families 

were facing trouble. 

 

                                               Figure-19: Problem with family  

 

10.8 Time for relaxation of pleasure: The study showed that 7% of participants were no 

problem, 47% were mild problem, 28% were moderate problem, 17% were severe and 

1% was an extreme problem with them to time for relaxation of pleasure.   

Level of difficulty Frequency 

(n=121) 
Percentage 

No problem 8 7 

Mild problem 57 47 

Moderate problem 34 28 

Severe problem 21 17 

Extreme or cannot do 1 1 

 

                                           Table-27: Time for relaxation of pleasure 
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Inferential statistical analysis 

11.1 Association between Age category and Gross motor function category 

(according to FIM scoring). 

Table-28 shows the statistical comparison between Age category and the gross motor 

function category. 

Null Hypothesis (H0): There is no Association between Age category and Gross motor 

function category. 

Alternative Hypothesis (HA): There is Association between Age category and Gross 

motor function category. 

Test assumptions:  

1. Two categorical variables including two or more subcategories. 

2. 0.0% of cells have an expected count of less than 5. 

 

Level of significance (P value < .05) 

 

                      Association between Age category and Gross motor function category 

 

 FIM category Total Pearson 

Chi-

square 

Value (χ
2
) 

P-Value 

Moderate to total 

assistance (poor 

physical activity) 

Minimal to 

complete 

independent(Good 

physical activity) 

Age 

category 

Above 50 
N 52 23 75 

39.113 

 

.000* 

 

%  69% 31% 100% 

Below 50 
N 5 41 46 

%  11% 89% 100% 

Total 
N 57 64 121 

 %  47% 53% 100% 

     

     Alpha value= .05       *Significant  

       

  Table-28:  Association between Age category and Gross motor function category 
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Figure-20: Association between Age category and Gross motor function category 

 

In this study, there was a significant association between Age category and Gross motor 

function category in the chi-square test. The corresponding p-value (.000) of the chi-

square value is less than the alpha value (.05). Therefore the null hypothesis was rejected. 

The phi (φ) coefficient of .569, indicating a large association. The Bar chart also showed 

that those who were below 50 had better physical activity than those who were above 50. 

So, for these consequences, it could be said that this Gross motor function category was 

strongly associated with the age category of the participants.   
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11.2 Association between Stages of stroke and Gross motor function category 

Table 29 shows the statistical comparison between Stages of stroke and the Gross motor 

function category. 

Null Hypothesis (H0): There is no Association between Stages of stroke and Gross motor 

function category. 

Alternative Hypothesis (HA): There is an Association between Stages of stroke and 

Gross motor function category. 

Test assumption:  

1. Two categorical variables including two or more subcategories. 

2. 0.0% of cells have an expected count of less than 5. 

 

Level of significance (P value < .05) 

 

 

                   Association between Stages of stroke and Gross motor function category 

 

 Gross motor function category Total Pearson 

Chi-square 

Value (χ
2
) 

P-Value 

Moderate to total 

assistance (poor 

physical activity) 

Minimal to 

complete 

independent (Good 

physical activity) 

Stages of stroke 

Subacute 
N              41 29 70 

8.760 .003* 

%  59% 41% 100% 

Chronic 
N 16 35 51 

%  31%              69% 100% 

Total 
N 57 64 121 

%  47% 53% 100% 

 

  Alpha value=.05   *Significant  

 

 Table-29:  Association between Stages of stroke and Gross motor function category 

 

 

 

 



56 
 

 

 
 

 

 

Figure-21: Association between Stages of stroke and Gross motor function category 

 

There was a significant association between Stages of stroke and Gross motor function 

category in the chi-square test. The corresponding p-value (.003) of the chi-square value 

is less than the alpha value (.05). Therefore the null hypothesis was rejected. The phi (φ) 

coefficient of .269, indicating a weak association. The Bar chart also showed that those 

who were in chronic stages had better physical activity than those who were in the sub 

acute stage. For these consequences, it could be said that this Gross motor function 

category was associated with Stages of stroke of the participants.  
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11.3 Association between Type of stroke and Gross motor function category 

Table 30 shows the statistical comparison between type of stroke and Gross motor 

function category. 

Null Hypothesis (H0): There is no Association between Type of stroke and Gross motor 

function category. 

Alternative Hypothesis (HA): There is an Association between Type of stroke and Gross 

motor function category. 

Test assumptions:  

1. Two categorical variables including two or more subcategories. 

2.  0.0% of cells have an expected count of less than 5. 

 

Level of significance (P value < .05) 

 

               Association between Type of stroke and Gross motor function category 

 

 FIM category Total Pearson 

Chi-

square 

Value 

(χ
2
) 

P-Value 

Moderate to 

total assistance 

(poor physical 

activity) 

Minimal to 

complete 

independent 

(Good 

physical 

activity) 

Type of 

stroke 

Ischemic 
  N 45 48 93 

.717 
.517(Not 

significant) 

%  48% 52% 100% 

Hemorrhagic 
  N 11 17 28 

%  39% 61% 100% 

Total 

 N 56           65 121 

 %  46% 54% 100% 

   

 Table-30: Association between Type of stroke and Gross motor function category 
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Figure-22: Association between Type of stroke and Gross motor function category 

 

There was no association found between the type of stroke and the Gross motor function 

category in the chi-square test. The corresponding p-value of the chi-square value is less 

than the alpha value (.05). So, the null hypothesis was accepted. So, for these 

consequences, it could be said that this Gross motor function category was not associated 

with the type of stroke of the participants. Therefore, the alternative hypothesis was 

rejected. The Bar chart showed a similar pattern. So, the type of stroke and Gross motor 

function category could not influence each other. For That Reason, they were 

independent and had no association. 
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11.4 Association between Gender of the participants and Gross motor function 

category 

Table 31 shows the statistical comparison between the Gender of the participants and the 

Gross motor function category. 

Null Hypothesis (H0): There is no Association between the Gender of the participants 

and the Gross motor function category. 

Alternative Hypothesis (HA): There is an Association between the Gender of the 

participants and the Gross motor function category. 

Test assumptions:  

1. Two categorical variables including two or more subcategories. 

2. 0.0% of cells have an expected count of less than 5. 

Level of significance (P value < .05) 

        Association between Gender of the participants and Gross motor function category 

 

 FIM category Total Pearson 

Chi-

square 

Value 

(χ
2
) 

P-Value 

Moderate to 

total assistance 

(poor physical 

activity) 

Minimal to 

complete 

independent 

(Good physical 

activity) 

Gender of the 

participants 

Male 
N 43 46 89 

.560 
.537(Not 

significant) 

 %  48% 52% 100% 

Female 
 N 13 19 32 

%  41% 59% 100% 

Total 
N 56 65 121 

%  46% 54% 100% 

     

Table-31: Association between Gender of the participants and Gross motor function 

category 

There was no association found between the Gender of the participants and the Gross 

motor function category in the chi-square test. The corresponding p-value of the chi-

square value is less than the alpha value (.05). So, the null hypothesis was accepted. So, 

for these consequences, it could be said that this Gross motor function category was not 

associated with the Gender of the participants. So in that case alternative hypothesis was 

rejected. 
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11.5 Correlation between actual Age count with 6 Domains of WHODAS 36 

Individual score and the subtotal score. 

Null Hypothesis (H0): There is no correlation between actual Age count with 6 Domains 

of WHODAS 36 Individual score and the subtotal score. 

Alternative Hypothesis (HA): There is a correlation between actual Age count with 6 

Domains of WHODAS 36 Individual score and the subtotal score. 

Test assumptions:   

                       

1. Two continuous variable 

2. Normally distributed 

3. Presence of linear association 

Level of significance (P-value< .05) 

Table-32: Correlation between actual Age count with 6 Domains of WHODAS 36 

Individual score and the subtotal score. 

Variables Pearson correlation 

coefficient (r) 

Significant level 

(p= < .05) 

Comment 

Age and cognition  .331 .0002** Significant 

Positive medium 

Correlation 

Age and  mobility  .388 .00001** Significant 

Positive medium 

Correlation 

Age and self care  .374 .00002** Significant 

Positive medium 

Correlation 

Age and getting along 

with people 

.379 .00002** Significant 

Positive medium 

Correlation 

Age and life activities .443 .0001** Significant 

Positive medium 

Correlation 

Age and participation .378 .00002** Significant 

Positive medium 

Correlation 

Age and WHODAS 

subtotal score 

.460 .0001** Significant 

Positive medium 

Correlation 
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          23(E)                                                                              23(F) 

 

 

                       23(G) 

 

 

Figure-23: 23(A, B, C, D, E, F&G) indicate Scatter plots of WHODAS individual 

and subtotal score with age. 
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Table 32 found that there is a significant positive and medium correlation between Age 

with every domain individual score and all domains subtotal score. Every domain's P-

value is found less than the significant level (p= <.05), therefore the null hypothesis is 

rejected. Here, cognition (r=.331, p=.0002**), mobility (r=.388, p=.00001**), self care 

activities (r=.374, p=.00002**), getting along with people (r=.379, p=.00002**), life 

activities (r=.443, p=.0001**), participation (r=.378, p=.00002**) and WHODAS 

subtotal (r=.460, p=.0001**). The scatter plots had been added. 
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CHAPTER – V                                                                       DISCUSSION                                  

 

The analysis and discussion are about identifying published papers & determining the 

relevance with the acquired data. In this chapter, the results of the study are discussed in 

relation to the research questions and objectives of the study.  

In this study, the minimum age of a participant was 35 and the maximum age of a 

participant was 70. Their mean was 50.05 and the standard deviation is 9.008. 18% 

participants in between 30-40 years, 31% participants in between 41-50 years, 41% 

participants in between 51-60 years, and 31% participants in between 61-70 years. In this 

study, 74% (n=89) were male and 26% (n=32) were female. Approximately similar 

findings have been reported in the study of Mondol et al. (2012) as the frequency of 

stroke increased after the age of 40 years (84.3%), the most common being in the 51-60 

years age group (31.1%). But the occurrence of stroke somewhat decreased after sixty 

(23.7%). They also stated that males were 73.4% and females were 26.6%. A study by 

Hossain et al. (2011) in Bangladesh found that peak incidence was between 51 to 70 

years. 

The present study showed that 77% (n=93) were ischemic stroke and 23% (n=28) were 

hemorrhagic stroke. This finding was almost similar to the study of Nayeem et al. (2010) 

in Bangabandhu Sheikh Mujib Medical University (BSMMU), Dhaka found that 87% 

were ischemic and 13% were hemorrhagic stroke among participants. But this study 

contradicted with the study of Hossain et al. (2011) which was done at Faridpur medical 

college, Bangladesh stated that 61% were ischemic and 39% were hemorrhagic stroke. 

Another study by Aydin et al. (2016) in Turkey found that 91% (n=131) were ischemic 

and 9% (n=13) were hemorrhagic stroke among participants.  

The result of the study showed that 43% (n= 52) were left-sided hemiplegic (LSH), 57% 

(n=69) were right-sided hemiplegic (RSH). In a study, they took 144 stroke survivors. 

The majority were men (62.5%). Their mean age was 65.10 ±11.56 years. 85 (59%) and 

59 (41%) stroke survivors had hemiparesis on the right and left sides, respectively (Aydin 

et al., 2016). 



65 
 

In this study, 21% (n=25) had no comorbidity, 32% (n=39) had Single comorbidity and 

47% (57) had multiple comorbidities (Hypertension, Diabetes mellitus, Heart Disease, 

Lung Disease, and Kidney Disease). In Swedish, A cohort study was conducted by 11775 

participants and reported that the proportion of participants without comorbidity was 

24.8%; 31.8% had low comorbidity; 33.5% had moderate comorbidity and 9.9% had high 

comorbidity. At 12months, the proportion of poor outcome was 24.8% (no comorbidity), 

34.7% (low), 45.2% (moderate) and 59.4% (high). At five years, these proportions were 

37.7%, 50.3%, 64.3%, and 81.7%, respectively (Sennfalt et al., 2020). 

The result showed that the time between stroke and start of rehabilitation where 19% 

(n=23), 43% (n=52), 9% (n=11) and 29% (n=35) were 1 month, 2-6 month, above 6 

month and above 1 year. Duration of Rehabilitation where 48% (n=58) were 2 weeks, 

19% (n=23) were 4 weeks, 14% (n=17) were 8 weeks and 19% (n=23) were 12 weeks. 

Population-based studies of stroke recovery have shown that the time is taken to achieve 

the best functional performance for mild, moderate, and severe strokes average 8, 13, and 

17 weeks respectively. The times vary considerably between individual stroke survivors, 

but these averages provide a useful guide for the duration of rehabilitation contact time 

(Young and Forster, 2007). 

In this study among all parts of the gross motor functional activities of the participants, 

majority of the participants were need moderate to minimal assistance and were modified 

independence in the rolling right to left (46% moderate assistance, 25% minimal 

assistance and 48% modified independent), rolling left to right (47% moderate assistance, 

26% minimal assistance and 43% modified independent), Bridging (52% moderate 

assistance, 20% minimal assistance and 45% modified independence), supine to sit (50% 

moderate assistance, 27% minimal assistance and 42% modified independent),  sit to 

supine (49% moderate assistance, 25% minimal assistance and 44% modified 

independent), sitting static balance (27% moderate assistance, 16% minimal assistance 

and 73% modified independent), sitting dynamic balance (24% moderate assistance, 16% 

minimal assistance and 74% modified independent), standing static balance (51% 

moderate assistance, 20% minimal assistance and 41% modified independent), standing 

dynamic balance (53% moderate assistance, 23% minimal assistance and 39% modified 
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independent), Transferring (46% moderate assistance, 15% minimal assistance and 38% 

modified independent). In Japan, A study was conducted by Uchida et al. (2020) reported 

that the estimated total FIM-motor scores that corresponded to supervision or setup levels 

for eating, grooming, and bowel and bladder management ranged from 30 to 55, 

indicating that these were relatively easy items. In contrast, the estimated values for 

dressing the upper body, locomotion, transfer to the tub/ shower, and stair climbing 

exceeded a total FIM-motor score of 70, suggesting that these items were relatively 

difficult. The remaining five items (toileting, dressing the lower body, transfer to 

bed/chair/wheelchair, transfer to the toilet, and bathing) were estimated to be of 

intermediate difficulty.  

The present study showed that the majority of the participants needed total, moderate, 

and minimal assistance and were modified independence in the Gait as a part of gross 

motor functional activities (17% need total assistance, 43% moderate assistance, 22% 

minimal assistance and 37% modified independent). In Israel, A study took 104 

participants and their functional activities and functional walking activities were assessed 

with the Barthel index and Functional ambulation category (FAC). Among 104 

participants, 50 were able to stand independently and 54 participants could not stand 

independently (Laufer et al., 2003). 

Participants in this study experienced mild to moderate impairments in the domains of 

cognition and getting along with people, especially in the domain’s component of 

remembering an important thing (13% mild and 36% moderate), tasks involving 

concentration (33% mild and 41% moderate), problem-solving (22% mild and 53% 

moderate), interacting with friends (36% mild and 22% moderate) and unknown people 

(28% mild and 10% moderate), maintaining relationships (36% mild and 22% moderate) 

and the majority of participants (27% severe and 70% extreme) reported severe to 

extreme difficulties with sexual activities. According to Elloker et al. (2017), stated that 

in the domains of cognition and getting along with people, the largest percentages of 

participants reported no difficulty with activities. However, smaller percentages reported 

mild to moderate difficulties with tasks involving concentration (34.1%), remembering 

important things (39.8%), problem-solving (34.9%), interacting with friends (16.4%) and 
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unknown people (25.7%), as well as maintaining relationships (22.1%). It is noted that 

the majority of participants (44.1%) reported severe to extreme difficulties with sexual 

activities. 

The result of the study showed that in the domain of mobility and self-care activities, the 

majority of participants reported severe to extreme difficulties with standing for long 

periods (47% and 22%) and walking a long distance (48% and 26%). Participants were 

restricted in self-care activities such as staying on their own for a few days (49% and 

34%) and washing their entire body (51%). A cross-sectional study design conveniently 

selected 226 stroke patients living within community settings and showed that in the 

domain of mobility, the majority of participants reported severe to extreme difficulties 

with standing for long periods (55.8%) and walking a long distance (64.5%), such as a 

kilometer, 12 months post-stroke. Participants were restricted in self-care activities such 

as staying on their own for a few days (50.9%) and washing their entire body (40.8%), as 

they found this to be extremely difficult (Elloker et al., 2017). 

The present study showed that in the domain of life activities and participation, the 

majority of participants reported severe to extreme difficulties with household tasks 

(47%) and participants were not involved in any work or school activities because of their 

health condition and indicated problems with participation in life situations, such as 

joining in community activities (47%), barriers affecting community participation (40%), 

emotionally depressed (84%), financial strain (86%), increased burden on family (84%), 

and leisure and relaxation dysfunction (17%). In South Africa, A study was conducted by 

Elloker et al. (2017) reported that the largest proportion of participants, a total of 120 

(57.2%), were reported to have severe to extreme difficulties with household tasks 

(40.2%) and aspects related to these activities. The majority of participants were not 

involved in any work or school activities because of their health condition and indicated 

problems with participation in life situations, such as joining in community activities 

(34.5%), barriers affecting community participation (39.4%), emotional instability 

(53.5%), financial strain (48.2%), increased burden on family (37.2%), and leisure and 

relaxation dysfunction (39.4%). 
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The result of the study showed that a strong significant association of age category with 

gross motor function category and a weak significant association of stages of stroke with 

gross motor function category and a significant positive and medium correlation found in 

every domain individual score and all domains subtotal score with age. A similar result 

was found in the study of  Med & Subramaniam (2016)  reported that age was positively 

correlated with severity in disability scores, with participants aged 85 years and above 

reporting higher levels of disability compared to those in the age groups of 60 to 74 and 

75 to 84 years. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



69 
 

Limitation of the Study 

Complete accuracy will not be possible in any research so that some limitations may 

exist. Regarding this study, there were some limitations to consider the result of the study 

as below: 

Data collection procedure was interrupted due to pandemic situation of COVID 19 and 

was taken only 121 samples. Sufficient budget was limited for increasing data collection 

area. The researcher wanted to apply a hospital-based random sampling technique but it 

was not possible due to the interruption. As the study was conducted at Centre for the 

Rehabilitation of the Paralysed (CRP) which may not represent the whole country. This 

study has provided for the first time data on the functional and disability status of stroke 

survivors in Bangladesh. No research has been done before on this topic. So there was 

little evidence to support the result of this project in the context of Bangladesh. The 

research project was done by an undergraduate student and it was the 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 some mistakes overlooked by the supervisor and the honorable teacher. 
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CHAPTER – VI                CONCLUSION AND RECOMMENDATION     

 

6.1 Conclusion 

Stroke is one of the leading causes of morbidity, mortality, and socioeconomic challenge. 

The study revealed that stroke patients have limited functional restoration, even after 

several months post-stroke, and this impeded heavily on functional, environmental, 

societal, and leisure activities. The increased burden on family, the emotional stress, the 

feeling of low self-esteem, increased depressive mood, reduced social gathering because 

of aphasia, loss of memory, mobility difficulty, self-care difficulty, maintaining a 

friendship, low libido in sexual activities, reduced household activities, and increased 

financial strain, had profound effects on functional restoration and participation in 

society. The study also revealed that had a strong significant relationship between 

disability and functional status with the age of the participants. Finally, the study showed 

that disability had been increased with the increase of age. On the other side, Functional 

status had been decreased with the increase of age.  
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6.2 Recommendations 

 

The following recommendations are- 

 

 It will be better to take more samples for generating the result and make it 

more valid and reliable. 

 It will be better to take more samples for the pilot study to establish the 

accuracy of the questionnaire. 

 It will be better to collect samples from the community, different hospitals, 

clinics, institutes, and organizations in different districts of Bangladesh to 

generalize the result. 

 

There was some limitation of this study mentioned in the relevant section; it is 

recommended to overcome those limitations during the further study. So for further 

study, it is strongly recommended to increase sample size with adequate time to 

generalize the result in all of the stroke survivors in Bangladesh for better results and 

perspectives. 
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                                                          CONSENT FORM   

                                                       (Please read out to the participants)   

     Adab/Namasker, my name is Eti Rani Shil. I am 4th year student of B.Sc. in Physiotherapy 

program at Bangladesh Health Professions Institute (BHPI). For my study purpose I am 

conducting a study on stroke patients and my study title is “Functional and Disability status of 

persons with Stroke in a Specialized Rehabilitation Center”.   

I would like to know about some personal and other related information regarding stroke. This 

will take approximately 20 minutes. This is an academic study and will not be used for any other 

purpose. The researcher is not directly related to neurology unit, so 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 

Asma Islam, Assistant Professor, Department of Physiotherapy, BHPI, CRP, Savar, Dhaka.  

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

              Yes                                                                                                         No                                                            

             Signature of the Participant                                           Date   

 

             Signature of the Interviewer                                          Date   
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                                           Questionnaire (English) 

                                                                                                                 Code number: 

SECTION-1: Personal Details 

      Identification number:  

      Name of respondents:  

      Address: 

      Contact number:  

      Date of interview:  

SECTION-2: Socio-demographic information 

    Q. N QUESTION RESPONSE 

2.1 Age                                          years 

2.2 Gender  1= Male 

2=Female 

2.3 Living area 1=Rural 

2=Semi Urban 

3=Urban 

2.4 Educational Status 1=No formal education 

2=Primary education 

3=Secondary education 

4= Higher secondary 

5=Bachelor degree or above 

2.5 Occupation  

2.6 Marital status 1 =Married 

2=Unmarried  

3 =Divorced  

 4= Widow 

2.7 Loss of occupation due to stroke Yes/No 

2.8 Financial  status  Lower class 

Lower middle class 

Middle class 

Upper middle class 

Upper class 

2.9 Identity of caregiver Relative 

Non relative 

3.0 Family history of Stroke 

 

1=Yes 

2=No 

3.1 Comorbidity 1=Hypertension 

2=Diabetes mellitus 

3= Heart disease 

4=Lung disease 

5=Other 
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SECTION-3: Stroke and Treatment related information 

3.1 Date of stroke  
3.2 Type of stroke 1=ischemic 

2=Hemorrhagic 

3.3 Stages of stroke 1=Sub acute 

2=Chronic 

3.4 Affected side 1=Right 

2=Left 

3.5 Time between stroke and starting of 

rehabilitation (day/months/year) 

 

3.6 Time of rehabilitation 

Duration of Rehabilitation 

(Day/Week/months /year) 

 

3.7 Referred for Rehabilitation  by  whom Self 

Physician 

Physiotherapist 

Other 

 

 

SECTION-4: Gross motor functional activities: (According to FIM score) 

Q.N Functions Achieved 

score 
4.1 Rolling right to left  
4.2 Rolling left to right  
4.3 Bridging  
4.4 Supine to sit  
4.5 Sit to supine  
4.6 Sitting static balance  
4.7 Sitting dynamic balance  
4.8 Standing static balance  
4.9 Standing dynamic balance  
4.10 Transfer bed wheel chair  
4.11 Gait  

                                                   Total FIM Score  

7=complete Independent (timely, safely)  

6=Modified Independent (Extra time, Device) 

5=Supervision (Cuing. Coaxing, prompting) 

4=Minimal Assist (performs 75% of more of task) 

3=Moderate Assist (performs 50% to 74% of task) 

2=Maximum Assist (performs 25% to 49% of task) 

1=Total Assist (performs less than 25% of task) 
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SECTION-5: WORLD HEALTH ORGANIZATION DISABILITY ASSESSMENT 

SCHEDULE (WHO DAS) 2.0: (Interviewer administered 36 version) 

Domain 1: Cognition 

I am now going to ask some questions about understanding and communicating. 

Show flashcards #1 and #2 to respondent 

In the past 30 days, how much 

difficulty did you have in: 

None Mild Moderate Severe Extreme or 

cannot do 

D1.1 Concentrating on doing 

something for ten minutes? 

1 2 3 4 5 

D1.2 Remembering to do 

important things? 

1 2 3 4 5 

D1.3 Analysing and finding 

solutions to problems in 

day-to-day life? 

1 2 3 4 5 

D1.4 Learning a new task, for 

example, learning how to 

get to a new place? 

1 2 3 4 5 

D1.5 Generally understanding 

what people say? 

1 2 3 4 5 

D1.6 Starting and maintaining a 

conversation? 

1 2 3 4 5 
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Domain 2: Mobility 

I am now going to ask you about difficulties in getting around. 

Show flashcards #1 and #2 to respondent 

In the past 30 days, how much 

difficulty did you have in: 

None Mild Moderate Severe         Extreme or 

cannot do 

D2.1 Standing for long periods 

such as 30 minutes? 

1 2 3 4 5 

D2.2 Standing up from sitting 

down? 

1 2 3 4 5 

D2.3 Moving around inside your 

home? 

1 2 3 4 5 

D2.4 Getting out of your home? 1 2 3 4 5 

D2.5 Walking a long distance such 

as a kilometre [or 

equivalent]? 

1 2 3 4 5 

 
 

 

Domain 3: Self-care 

I am now going to ask you about difficulties in taking care of yourself. 

Show flashcards #1 and #2 to respondent 

In the past 30 days, how much 

difficulty did you have in: 

None Mild Moderate Severe Extreme or 

cannot do 

D3.1 Washing your whole body?                         1 2 3 4 5 

D3.2 Getting dressed? 1 2 3 4 5 

D3.3 Eating? 1 2 3 4 5 

D3.4 Staying by yourself for a few 

days? 

1 2 3 4 5 
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Domain 4: Getting along with people 

I am now going to ask you about difficulties in getting along with people. Please 

remember that I am asking only about difficulties that are due to health problems. By this 

I mean diseases or illnesses, injuries, mental or emotional problems and problems with 

alcohol or drugs. 

 Show flashcards #1 and #2 to respondent 

In the past 30 days, how much 

difficulty did you have in: 

None Mild Moderate Severe Extreme 

or cannot 

do 

D4.1 Dealing with people you do 

not know? 

1 2 3 4 5 

D4.2 Maintaining a friendship? 1 2 3 4 5 

D4.3 Getting along with people 

who are close to you? 

1 2 3 4 5 

D4.4 Making new friends? 1 2 3 4 5 

D4.5 Sexual activities? 1 2 3 4 5 

 
 

Domain 5: Life activities 

5(1) Household activities  

I am now going to ask you about activities involved in maintaining your household, and 

in caring for the people who you live with or are close to. These activities include 

cooking, cleaning, shopping, caring for others and caring for your belongings. 

 Show flashcards #1 and #2 to respondent 

Because of your health condition, in 

the past 30 days, how much 

difficulty did you have in: 

None Mild Moderate Severe Extreme or 

cannot do 

D5.1 Taking care of your 

household responsibilities? 

1 2 3 4 5 

D5.2 Doing your most important 

household tasks well? 

1 2 3 4 5 

D5.3 Getting all the household 

work done that you needed 

to do? 

1 2 3 4 5 

D5.4 Getting your household work 

done as quickly as needed? 

1 2 3 4 5 
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If any of D5.5–D5.8 are rated greater than none (coded as “1”), ask: 

D5.01 In the past 30 days, on how many days did 

you reduce or completely miss household 

work because of your health condition? 

 

Record number of days    

 

If respondent works (paid, non-paid, self-employed) or goes to school, complete 

questions D5.5–D5.10 on the next page. Otherwise, skip to D6.1 on the following page. 

5(2) Work or school activities  

Now I will ask some questions about your work or school activities. 

 

Show flashcards #1 and #2 

 

Because of your health condition, in 

the past 30 days how much 

difficulty did you have in: 

None Mild Moderate Sev

ere 

Extreme or 

cannot do 

D5.5 Your day-to-day 

work/school? 

1 2 3 4 5 

D5.6 Doing your most important 

work/school tasks well? 

1 2 3 4 5 

D5.7 Getting all the work done 

that you need to do? 

1 2 3 4 5 

D5.8 Getting your work done as 

quickly as needed? 

1 2 3 4 5 

D5.9 Have you had to work at a lower level because of a health 

condition? 

No 1 

Yes 2 

D5.10 Did you earn less money as the result of a health condition? No 1 

Yes 2 

 

If any of D5.5–D5.8 are rated greater than none (coded as “1”), ask: 

 

D5.02 In the past 30 days, on how many days did 

you miss work for half a day or more 

because of your health condition? 

 

Record number of days    
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Domain 6: Participation  

Now, I am going to ask you about your participation in society and the impact of your 

health problems on you and your family. Some of these questions may involve problems 

that go beyond the past 30 days, however in answering, please focus on the past 30 days. 

Again, I remind you to answer these questions while thinking about health problems: 

physical, mental or emotional, alcohol or drug related. 

Show flashcards #1 and #2 

In the past 30 days: None Mild Moderate Severe Extreme or 

cannot do 

D6.1 How much of a problem did 

you have joining in 

community activities (for 

example, festivities, 

religious or other activities) 

in the same way as anyone 

else can? 

1 2 3 4 5 

D6.2 How much of a problem did 

you have because of barriers 

or hindrances in the world 

around you? 

1 2 3 4 5 

D6.3 How much of a problem did 

you have living with dignity 

because of the attitudes and 

actions of others? 

1 2 3 4 5 

D6.4 How much have you been 

emotionally affected by your 

health condition? 

1 2 3 4 5 

D6.5 How much has your health 

been a drain on the financial 

resources of you or your 

family? 

1 2 3 4 5 

D6.6 How much has your health 

been a drain on the financial 

resources of you or your 

family? 

1 2 3 4 5 

D6.7 How much of a problem did 

your family have because of 

your health problems? 

1 2 3 4 5 

D6.8 How much of a problem did 

you have in doing things by 

1 2 3 4 5 
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yourself for relaxation or 

pleasure? 

 

H1 Overall, in the past 30 days, were these 

difficulties present? 

 

Record number of days    

H2 In the past 30 days, for how many days 

were you totally unable to carry out your 

usual activities or work because of any 

health condition? 

 

Record number of days    

H3 In the past 30 days, not counting the days 

that you were totally unable, for how many 

days did you cut back or reduce your usual 

activities or work because of any health 

condition? 

 

Record number of days    

 

             This concludes the interview. Thank you for participating. 
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                                                                               WHODAS 2.0 

              WORLD HEALTH ORGANIZATION DISABILITY ASSESSMENT SCHEDULE 2.0 

 

 

                                                                                                                                                                           Flashcard 1 

 

                                                                                                                                                                          

 Health conditions:                                                 

•  Diseases, illnesses or other health problems 

• Injuries 

• Mental or emotional problems 

• Problems with alcohol 

• Problems with drugs 

 

                                                                                      

 

Having difficulty with an activity means: 

 

• Increased effort 

• Discomfort or pain 

• Slowness 

• Changes in the way you do the activity 

 

 

Think about the past 30 days only. 
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WHODAS 2.0 

 WORLD HEALTH ORGANIZATION DISABILITY ASSESSMENT SCHEDULE 2.0 

                                                                                                                                                                    Flashcard 2 

 

 

 

   None                        Mild                 Moderate                 Severe              Extreme or               

                                                                                                                       Cannot do 
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                                                                  । 

 

                                                                                                                                  : 

                                                                       

     -১:              

             : 

             : 

      : 

  

         : 

                 : 

    -২:                      

                 

২.১                
২.২      ১=প    

২=      
২.২         এ     ১=    

২= প    
৩=    

২.৪             ১=                        
২=            
৩=             
৪=                
৫=        /         

২.৫  প    

২.৬              ১         
২          
৩             
৪=     /  প    

২.৭               প            /   
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২.৮ আ           ১=         
২=                
৩=            
৪=               
৫=        

২.৯           প  চ  ১=আ    
২=       

৩.০ প                     
 

১=     
২=   

৩.০১            ১=      চ প 
২=            
৩=       
৪=              
৫=       

 

   -৩:                            

৩.১               

 ৩.২            ১=   চ    
২=           

   ৩.৩          প ১=           
২=     

   ৩.৪       প   ১=    
২=    

   ৩.৫      এ   প                   
   (   /   /   ) 

 

   ৩.৬ প               (   /    /   /   )  

 ৩.৭              প                                 
 চ      
          প  
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   -৪:         ট                 : (                ) 

   
   

              
     

 ৪.১       -আ   প            প     

 ৪.২        -     প       আ   প     

 ৪.৩         

  ৪.৪   চ                      

  ৪.৫             চ             

  ৪.৬                         

  ৪.৭                         

  ৪.৮                              

  ৪.৯                             

  ৪.১০             চ        চ     

  ৪.১১         

                                                                            

 

৭           (          প  ) 

৬                                

৫                        চ  ) 

৪              ৭৫         প   ) 

৩    প         ৫০    ৭৪        প   ) 

২               ২৫     ৪৯        প   ) 

 ১=           (২৫%এ    চ       প   ) 
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   -৫:                                 ২.০ (৩৬                        
            ) 

    ১:         

আ   এ                                              । 

                       ০১ এ           ০২      । 

     ৩০      আপ                
প       

     
      
    

       
      

       
      

    
      

 চ  
         
       

        
প    

০১.১                ১০       
              প    ? 

১ ২ ৩ ৪ ৫ 

০১.২    প                  
        ? 

১ ২ ৩ ৪ ৫ 

০১.৩                       
                     
প    ? 

১ ২ ৩ ৪ ৫ 

০১.৪                      
                      
       ? 

১ ২ ৩ ৪ ৫ 

০১.৫  চ  চ                   
      প    ? 

১ ২ ৩ ৪ ৫ 

০১.৬            আ   চ      
       চ           
প    ? 

১ ২ ৩ ৪ ৫ 
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    ২:         

এ   আ   চ                            চ     । 

                       ০১ এ           ০২      । 

     ৩০      আপ                
প       

     
      
    

       
      

       
      

    
              

 চ  
         
       

        
প    

০২.১ এ      ৩০               
      প    ? 

১ ২ ৩ ৪ ৫ 

০২.২                  প    ? ১ ২ ৩ ৪ ৫ 
০২.৩            চ            

প    ? 

১ ২ ৩ ৪ ৫ 

০২.৪                      
প    ? 

১ ২ ৩ ৪ ৫ 

০২.৫ এ      এ                    
প    ? 

১ ২ ৩ ৪ ৫ 

    ৩:          

আ   এ   আপ               চ     -                  প         । 

                       ০১ এ          ০২      । 

     ৩০      আপ                
প       

     
      
    

       
      

           
      

    
              

 চ        
          
        
প    

০৩.১                      
প    ?                         

১ ২ ৩ ৪ ৫ 

০৩.২             প  প    
প    ? 

১ ২ ৩ ৪ ৫ 

০৩.৩                প    ? ১ ২ ৩ ৪ ৫ 
০৩.৪          এ         

প    ? 

১ ২ ৩ ৪ ৫ 

 



95 
 

    ৪:                         

                      প                                এ   আ   আপ     
          ।     প                                                    
                ।এ      আ                         ,আ   ,          
আ              এ      প             । 

                       ০১ এ          ০২      । 

     ৩০      আপ                
প       

     
      
    

       
      

           
      

    
              

    চ  
         
       

        
প    

০৪.১  প   চ             
আচ   ? 

১ ২ ৩ ৪ ৫ 

০৪.২              ? ১ ২ ৩ ৪ ৫ 
০৪.৩ প   চ                   ? ১ ২ ৩ ৪ ৫ 

০৪.৪                ? ১ ২ ৩ ৪ ৫ 
০৪.৫             প? ১ ২ ৩ ৪ ৫ 

 

    ৫:                

৫(১)                   

এ   আ   আপ                      প               ।আপ    আপ          
     আপ                  আপ             ।এ                       
     -        ,প     ,প      ,     ,         এ              প       আ   
   । 

            ০১ এ          ০২       - 
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     ৩০                   আপ   
             প       

     
      
    

       
      

           
      

    
              

 চ  
         
       

        
প    

০৫.১                   প    
     প    ? 

১ ২ ৩ ৪ ৫ 

০৫.২    চ      প            
                     
প    ? 

১ ২ ৩ ৪ ৫ 

০৫.৩                      
                  
প    ? 

১ ২ ৩ ৪ ৫ 

০৫.৪                         
        প    ? 

১ ২ ৩ ৪ ৫ 

 

    ০৫.২-০৫.৫ এ      ‘             ’  ১)এ                         - 

০৫.০১      ৩০                               
                        প    প        

    ? 

                              

 

                 চ         (        ,       ,         )             , 
      প     প     ০৫.৫-০৫.১০ এ                ।      ০৬.১ এ চ        
প    । 

৫(২)                       -  

এ   আ   আ প     প                                চ   । 

           ০১ এ          ০২       - 
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আপ                             
৩০                         

প       

     
      
    

       
      

           
      

    
              

    চ        
               

   প    
০৫.৫ আপ                    

        ? 

১ ২ ৩ ৪ ৫ 

০৫.৬ আপ     প              
                     
    ? 

১ ২ ৩ ৪ ৫ 

০৫.৭ আপ                 
            ? 

১ ২ ৩ ৪ ৫ 

০৫.৮ আপ                   
                    
             ? 

১ ২ ৩ ৪ ৫ 

০৫.৯                     আপ        আপ            
চ                       ? 

   ১ 

     ২ 

০৫.১০                         প              ?    ১ 
     ২ 

 

    ০৫.৫-০৫.৮ এ      ‘              ’ ১) এ   চ                       
     

 

০৫.২      ৩০                  আপ   
                        আপ    
                             
   প           ? 
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    ৬:        

এ   আ   আপ                     আপ           এ   আপ            
প         প  আপ                             ।            প         ৩০ 
    আ    আপ               ।                   প          ৩০       
 প  আ    প        । আ      আ   আপ                    চ     ,এ  
                         ,          আ     ,   প                       
         । 

             ০১ এ           ০২       - 

 
     ৩০     :      

      
    

       
      

           
      

    
              

    চ        
          

        প    
০৬.১                      

                      
                ) 
                 
                        
                ? 

১ ২ ৩ ৪ ৫ 

০৬.২ আপ    প   প          -
                       
প     ? 

১ ২ ৩ ৪ ৫ 

০৬.৩                       
      আপ         প    
      প                
প     ? 

১ ২ ৩ ৪ ৫ 

০৬.৪ আপ                    
এ                      
                  
    ? 

১ ২ ৩ ৪ ৫ 

০৬.৫                      
            আ          
  ? 

১ ২ ৩ ৪ ৫ 
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০৬.৬ আপ                   
      আপ       
প           প      
আ           চ ? 

১ ২ ৩ ৪ ৫ 

০৬.৭ আপ                   
      আপ    প      
              ? 

১ ২ ৩ ৪ ৫ 

০৬.৮                        
               আপ   
             প     ? 

১ ২ ৩ ৪ ৫ 

 

১              ৩০                 
 প                    ? 

                      

২      ৩০                  আপ   
আপ                       প    
     ? 

 

                     

৩      ৩০                           
                        ? 

 

                         

 

           এ         ।আপ           । 
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                                                                     ২.০                                                                                                                                                                                                                                                                                                                                                        

                                                                                                                                                                                                                           

                                                                                                   ০১ 

 

            : 

•     ,                                 

• আ         

•           আ            

•    প              

•                 

                                : 

 

•          চ             

•                       

•                   

•             চ  ,               প    
 

 

              ৩০                । 
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                                                       ২.০                                            
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            ১                             ২                        ৩                       ৪                          ৫ 

                                                                      চ                      
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