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ABSTRACT 

The present study was carried Ollt to examine the impact C!ffamily support and 

fClll1i lyattitllde on improvement o/ lleump.sychological impairment q/stroke patients. The 

stlldy also investigated the extellt qf relati ve improvement in the nellropsychological 

impairment C!f stroke patients of d!iferent sex, age, edllcational qllallf/cations and socio­

economic levels. The study was carried out in two phases, phase i including two sllb 

studies (i. e., slll'vey & p ilot stlldy) and phase 2(i.e., main stlldy). In phase J, a sllrvey was 

condllcted on a sample C!f 30 stl'Oke inpatienfs or visiting the hospital as out door 

patients, and their 30 care gil'ers to ident!/j; the area q/ problems related to stroke 

patients, type C!/SIlPPOl't and attitllde extended by theil' family members. interviews with 

nellro-physicians, physiothempists and related litemtllre review also help ed in 

establishing the dimensions of the scales. In the pilot stlldy three indigenous scales 

including Neurop.sychological Impairment Scale (NSI) , Family SlIpport Scale (FS) , and 

Family Attitude Scale (FA) II 'ere de veloped to assess physical, cognitive and 

p.sychological pl'Oblemsfaced by the stmke patients alld attitude atld slIpport extended by 

the fami ly members. Psychometric pl'Operties C!f these scales were tested on a random 

sample C!f -10 stroke inpatients and their caregivers (both male & female stl'Oke patients 

were taken / i'om civil & mi/itCllY h().\jJitals qfRawalpilldi, Lahore & PeshawCll)' 

Phase 2 sample consisted (d' 50 patients randomly drawn /i'om the pop1llation qf 

admitted (male &female) stroke patients in civil and militClly ho.spitals C!fRawalpindi. A 

sample C!f 50family members (?/ the stmke patients were inclllded to assess their attitude 

towards the patient. 

In the main study the neul'Opsychological impairment C!/ stroke patients and 

fam ily support and attitude were assessed with the help q/ these scales. The re.m lts 

indicated nellropsychological illlpairment qfstroke patients on theflrst administration in 

the hospital and an observable imlJ/'(}\Jement [[fiel' one month stay at home on the second 

administration q/ Ne lll'Op::;ych%gi<.;ol Impairment Scale. The l'esllits indicated thatfamily 

sllpport was a cm cial factor ill the improvement q/ the patient, whereas, the fam ily 



attitllde shOlved no effect, whereas, fam ily slIpport alldfamily attit//de l·vere positively 

related The resllits also indicated that higher socio-econol17ic stat liS and edllcational 

level of the patients lfiere of cOllsidemble sign!ficallce ill the ovemll impl'Ovement of the 

patient, but they had no relatiullship to family slIpport alldfal17ily attitllde. The resllits 

showed l'io gender differences 'illfamily slIpport andfamily altitllde. However, older age 

\Vas negatively related with illlp/'()\!ement as \IIell as wilh family slIpport and fam ily 

attitllde as compared to YOllnger age. 



Chapter I 

INT RODUCTION 

"We can not li ve for our selves alone, our lives are connected by a thousand 

invisibl e threads" 

(Herbert Mellvile) 

We as human beings are social creatures by birth, we live in a society and our 

surv iva l is based on it. Students of social psychology are always impressed by the fact 

that human character develops only in a society and the prime fact of any society are the 

institution of marriage, kinship, property, religion and social organizations (Asch. 1987). 

ror all his culture, man before the Neolithic revolution was a terrestriaL diurnaL 

hunting and foraging primate who 's social organization was largely based on four 

biologicall y rooted principles: age, gender, mating and kin relatedness. Based on 

centuri es of hi storical data it has become evident that all human societies are organized 

in kin related groupS (Christenson, 1971). Human kinship is self conscious and 1110st of 

its ru les, regulations, customs and taboos are cultured in nature. Another established 

factor is that all human societies have family systems which are explicitly organized and 

developed on cognitive models of social structure around kin categories and rules of 

marriage (Heider. 1958). Kin organizations have long been recognized as ax iomatic 

(Chri stenson & Johnson, 1971). 



In all human beings kinship is the greatest adhering of a society. The family as a 

system of interrelations is strikingly hierarchical where adults dominate children and men 

dominate women (Elias, 1954). 

The elementary component of any society is home, and it is the only place where we 

feel protected, esteemed and fostered from outer agonies. In a home, family exerts like an 

assemblage which has separate constituencies with diversified functions, but all work 

together for a desired outcome. The consummated relationships amongst family members 

are radically powerful and account for considerable degree of human behaviour, 

emotions, values and attitudes (Russel , 1957). Each member contributes in one way or 

the other and is influenced, in turn by behaviour of other members. Any problem to one 

person of the fam ily can affect all the members adversely . Particularly those situations 

are more grave where anyone member of the family undergoes an abrupt and life 

alarming outbreak of a disease. 

It is imperative to understand working of a family as a system because the problems 

faced by a family in different situations, like life threatening ailments, it's perception and 

taking appropriate measures to cope with the situation varies from culture to culture 

according to different backgrounds (Hoffman, 1981). 

Family System 

In any structure whether it is antecedent or contemporary, since Adam and Eve, 

when a child is born, he is looked after by his mother, father, siblings and other members 

2 



of the fa mil y. A fami ly is like a household in which the behaviour of one person is at ~ II 

times, a representation of behaviour of all other members. It means that change in the 

behaviour of anyone person affects all the other people in a meaningful way. Here 

meaningful stands for tangible changes in the behaviour (Wincott, 1985). 

Through out life one stays in varying degrees of contingence with the family. His 

over all personality reflects his nurturing process and the values instilled in him by the 

parents . He is shaped by others and influences family around him. He is affected by their 

attitude and in turn transforms other's by his attitude (Allport, 1935). His attitudinal 

dimensions toward others and objects is determined by the characteristic and peculiarity 

of his famil y. In times of crises family is the first expedient he turns to . 

A family is a system, which is based on certain principles of a System Theory: 

(a) Wholeness, Organization and Circularity, which represents an open system. 

Similarly a family is a complex but integrated and an organized patterns of 

interaction among its members. 

(b) The interdependence of System Elements maintains that elements (people in this 

case) in a system are necessarily interdependent, contributing to the formation of 

patterns of an organization by their participation in those patterns. 

(c) Homeostasis and Change 111 the family systems maintain the stability of their 
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patterns, but they are recurrently perturbed by developmental or other less 

predictable events, which trigger a period of exploration, a necessary reorganization 

of patterns. These patterns stay stable till they contain its adaptive value, which is 

revised only in the case of new challenges. 

(d) Subsystems, Boundaries and Interactions; these are relativity complex systems, 

which are composed of subsystems. These subsystems have their own integrity, 

defined metaphorically by the boundaries between them. The interaction between 

subsystems are governed by implicit rules and patterns (Mark & Enic, 1983). 

According to Andrews and Kandel (1979) a system is defined as "entities standing 

111 interaction" . This means that any group of entities makes a system of change in 

behaviour which is the sum of the behaviour of all other members of a group. 

Furthermore families have constructive characteristics, rather than summative ones. 

There are two fundamental processes of a family system which include: 

(a) Progressive Segregation is the process through which a generation is built up 

out of a uniform whole, by differentiation of parts increasingly independent of 

one another. It is known as progressive modernization and is manifested in 

processes such as aging and fragmentation. When a couple starts a household 

and housekeeping, more specific and independent functions come into being. 

Addition of kids brings the differential roles of the parents and like any other 

system, aging occurs by fragmentation, as the children grow, they become more 

4 



autonomous and split off to form new families. As they specialize, they become 

less regular and more interactive with other system (such a peer group, work 

groups). In case of a crisis suffered by the family such as an ai ling chi ld or 

seni le oldster, the family can not regulate itself or re-establish it's balance. 

(b) Centralization: Like segregation it is a time dependent process. Here leading 

parts are formed in such a way, that small changes in the leading or dominant 

parts produce large changes in other parts. These are the principles of initiative 

causality, (i.e. small energy changes can produce large results). This whole 

process leads from individualization to centralization, which means that the 

subordinate parts are no more autonomous and can not be distinguished 

functionally from the dominant part. Under any type of pressure the families 

respond with all strength available to the current need. 

According to Norman (1984) progreSSIve centralization and progressIve 

segregation are complementary processes. They occur simultaneously and are both 

aspects of growth in a society. 

Another important factor in understanding families and its relations depends upon 

the type of culture the family belongs to . Cross-cultural psychology has contributed in 

identifying the limitations of main stream social psychology and suggesting alternative 

methods for its solution. According to Triandis (1989), "cultures differ in the kinds of 

information they sample from the environment. He differentiated between two types of 

differences found in different cultures. One type of culture is identified as individualist 

5 



(e.g., Western, cultures mostly sampled on personal and internal attributes). The second 

type is co llectivist (e.g., Eastern cultures who sample mostly relationships, roles, duties & 

obligations). Any culture can be constituted of both the types completely or partially. 

Triandis proposed four definin g attributes as universal dimensions of individualism 

and collectivism: (I) co llectivists view the self as interdependent with others, and like 

fami ly system the resources are shared among each other, whereas, self is viewed as an 

autonomous and independent from groups by the individualist (Triandis, 1989). 

Moreover individualists are mostly concerned with their own success, contrary to 

collectivists who regard the success of the group. (2) Collectivists keep the individual 

goals compatible with in-group goals (Schwartz, 1990, 1992, 1994; Wagner & Moch, 

1986). (3) Social behaviour is determined by (a) norms, duties and obligations and (b) 

attitudes, and personal needs by the collectivists, whereas, individuali sts determine social 

behavoiur by attitudes, personal needs, perceived rights, and contracts (Davidson, 

Jaccard , Triandis, Morales, & Diaz-Guerrero 1976; Miller 1994). (4) unconditional 

relatedness is emphasized by collectivists in contrast to individualists who exercise 

"rationality". 

Relatedness means glvmg priority to relationships, and taking into account the 

needs of others, even when such relationships are not advantageous to the individual. 

Eastern soc ieties are known to be much more tolerant of inconsistency than are Western 

samples (Bharati , 1985). 

6 



Events that give rise to emotions are more interpersonal in Eastern society which reflects 

that significant others have an impact that shape these events to a great extent (Mesquita, 

rrijda, & Sherer 1997). 

Family System in Pakistan 

Pakistan being an Eastern country is a collectivist by description. The family 

system is a close intertwined one, where all the members living under one roof are 

exclusively or partially dependent upon each other. A family in Pakistan is unlike 

American or European families in innumerable countenances, such as culture, ways of 

living, regard for elders, combined family system and a remoter and stronger contact with 

each other, are the trade marks of this society (Mohsin, 1990) 

The roots of joint family lie deep in the soil of Indo Pak Subcontinent. Usually a 

joint family means that brothers as they grow to manhood, instead of living separately in 

separate houses, combine together and occupy the different rooms of a single house and 

pool their resources together along with their children and children's chi ldren. The 

daughters of the family leave their parents home after their marriage and become 

members of the joint family to which their husbands belong. In a joint family a close link 

is maintained between brothers, unGles, cousins, nephews etc, who often live together and 

who own the immovable property of the line in common. The father is head of the house 

and administrator of the joint property. Such a family includes parents, children, 

grandchildren, uncles and their descendents and various collaterals on the male side 

(Hafiz, 1992) 
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In such system, the family rather than the individual is looked upon as a unity of the 

social system. The bonds of the family are strong enough to blur the relationships within 

a group. For instance the distinction between brother and parental cousin is not made 

clearly, or a son holds as strong a value as nephew. The head of the family is not usually 

an arbitrary tyrant and his powers are some what limited by law and custom. It means 

that though the head of the family maintains discipline, he does not maintain a common 

purse. Both the father and the married sons may live under the same roof and at the same 

time have different kitchens. 

An unavoidable separation takes place if the mother-in-law and daughters in law do 

not share good relations. However even after separation, the son undertakes the 

responsibility of providing support to his parents. The father has the right to distribute his 

property among legal heirs during his life according to religion or to his own wishes but 

not against Quranic injunctions. According to Islamic law the boys inherit 2/3 of the 

amount or size of property as that of the girl which is 1/3. Sons are looked on as great 

blessings. Daughters are considered incapable of helping their parents for financial needs 

in later age. Parent's house is assumed to be a transitory station for girls, till they get 

married. The necessity of providing them with doweries (material goods given by the 

parent of the girl at the time of her marriage) also lessens their desirability (Hafiz, 1992). 

In a joint family due to gender discrimination usually the girls are unwanted and the 

family stays heavily weighted in favour of the male. Selection of life partner for the boys 
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and girls is made by parents and accepted by the youth as a desirable custom of the 

society. A typical Muslim woman in Pakistan plays the daughter and "wife-and-mother" 

role and not the companion role. This role gives her the right to be supported financially 

with certain amount of domestic authority and provided with alimony in case if she is 

divorced. Her obligations include the performance of household work and bearing and 

rearing of chi ldren . It is also expected that a wife will accept a dependant social and 

economic status usually with a limited range of interests and activities. Lower class 

women do manual jobs in great numbers, working as semi-skilled or unskilled laborers in 

fields and factories or jobs such as street vendors or nursery maids. Aside from a few 

who enter clerical or professional occupations, middle and upper class families (even in 

large cities where urbanization has begun to channel the activities of women into 

occupational roles) generally follow traditional family roles, even if not by personal 

choice. The desire to have chi ldren plays a major role in establishing marital adjustment 

in a typical Pakistani family. 

A family in Pakistan is formed through marriage and has the support of the society. 

The family is given its due weightage and respect. The roles are assigned and acted upon 

with modesty and adherence. The men are usually the procuring hands and responsible 

for outdoor jobs. They are generally the decision makers and do not really need to consult 

others for their actions. They are given the privilege in every sphere of life. Females are 

supposed to do the house holds, including raising the kids, cooking, sweeping, washing 

etc. Although they are the main decision makers theoretically, but it is the man who acts 

them out. Because from going to the market and purchase of trivial items to the decision 

9 



about the bride selected for the son is done by the house wi fe even in the remotest rural 

vi ll age of this country. The kids are supposed to be more of a puppet dancing to the 

orders of the parents with no cho ice of their own. But now the principle is changing, 

educated parents are more susceptible and adaptive to their children, though the most 

crucial and important decisions are still taken by parents and expected to be obeyed. 

In a joint family system the persons who break away from the parent family and 

start their own separate residence and kitchen for a number of varied reasons do not 

necessarily sever their link with the parent family, the members of different constituent 

families meet on various occasions, such as marriages, feasts, Eids, celebration of holy 

days, festivals , birthday of a chi ld etc. The participation involves not only sharing the joy 

of the occasion, but also monetary obligations. On the occasion of a death in the family, 

there is not on ly common sharing of grief but there are common obligations, both 

economic and re ligio-social. Members are also brought together on the occasion of 

serious illness . This functional relationship strengthens the sentiments of a joint family . 

In Pakistani society family by law (Islamic Jurisprudence, 1942) is the joint family 

system. Where the mother-in-law, father, brothers and sister-in-law are considered the 

family. The grandparents take the role of original parents and from naming of the new 

born to the decision of what should be cooked is taken by the mother in law. The 

maternal in laws play their roles as well. Some times in such circumstances instead of 

harmony and kinship, frustration and anxiety takes place and the whole system in 

sabotaged rather than facilitated (Norman, 1984). 
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A further distinction of joint family system is made in terms of socioeconomic 

status of the family (Sears & David, 1988). In Pakistan one finds a sharp contrast in 

families on the one hand belonging to very high and on the other belonging to very low 

socioeconomic status, whereas, middle classes are comparatively similar to each other. 

Accordingly educational qualifications, nature of service adopted by the head of the 

family. cast and sect play vital role in establishing the system of the family and its 

standard, which affects the quality of life and relation amongst its members (Rober & 

Joan, 1988). 

A family with high income live in comfort mandatory for a healthy living, whereas, 

low income families are denied the access even to basic necessities of life. Instead of 

educating their chi ldren they resort to child labour anticipating an increase in income to 

feed hungry mouths, thus depriving the child of education. It keeps the poverty mill going 

on into a vicious circle. The middle income group are mostly educated with some decent 

government or private job and moderate way of living. Joint family system is more 

prevalent in the first two groups as compared to middle one. The reason could be that in 

higher income group the family can afford to live together and it becomes a necessity if 

the property or business is common amongst the brothers and cousins. In lower income 

groups a joint family system could be a compulsion "due to economic constraints. Over 

the time it is observed that middle-level families have dispersed into a single unit family 

of parents and their own children, and in some cases paternal grand parents are included 

as well. 

II 



Further categorization of fami ly systems in Pakistan is dependent on its rural and 

urban location. In rural areas the economic status of a family is less sharp. Most of the 

famili es belong to agricultural background with similar ways of living, eating etc. On the 

other hand families in urban areas have more pronounced contrasting features . 

Accordingly variations in socio-economic status bring changes in value system of the 

families, e.g., a joint family living . in rural area, even if poor, usually gets a chance to 

live in a big mud house, where as in an urban area scarcity of space leads to frustration 

and an unhealthy environment within the family . Moreover life in city is far more 

expensive and complicated as compared to a village, where the living is cheaper and 

simple. 

Over the last two to three decades many changes have been brought in. Some of 

these changes are positive and some are negative. Particularly excessive urbanization and 

overseas money has changed the scenario. It has affected the value system of the joint 

family system. The bonding of close knitted family has weakened over time. Values once 

considered important to run a family system have out lived their life. Single unit family 

with emphasis on materialistic approach towards life is considered appropriate for a 

successful life. 

Earl ier a misfortune occurred to any member of a family was given a collective 

effort which is now becoming an individual 's problem. Relatives judge each other 

according to their economic status. This has led to selfishness and ' decreased contact of 

the family members among each other. But the dilemma does not stop here. A series of 
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psychosocial problems are manifested in dai ly living of this society. Although 

modernization, urbanization, socioeconomic pressures, cybernetic information influx etc 

has made these changes unavoidable, but breaking away from centuries old system of 

families and its benefits has created guilt among the members resulting in frustration and 

unease among the new generation (Hafiz,1992). 

Where earlier a disaster to any member of the family would be shared by all the 

near and distant relatives, it has now become a source of stress to the affected and 

immediate family only. It gives way to anxiety and tension and due to lack of proper 

resources, the family may adopt unorthodox means and ways to solve the problem at 

hand. The positive aspect of this change is awareness regarding education and open­

mindedness of the middle generation towards the younger ones. 

Although the blood relations are the oldest and most permanent form of family 

where the parents, children and grand parents form the family, lately due to different 

types of relations and inter-relation of each . member there is always a subliminal self 

change in the family system. Usually family originates and lives in a milieu of its own. 

The type or essence of that particular environment results in a certain effect on its 

members, but the most affected are the children. The family environment if pleasant and 

positive will inculcate the positive attitude in its members (Choudry, 1984). 

Motivation, perception, sense of achievement, confidence and concept of a 

dignified self for future role of its members depends on these factors. These are 
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considered the mam milestones in one's life, which forms the basis for an affective 

member of the society. If the fami ly environment is not conducive, one's capabi lities and 

personnel characteristi cs will not develop. Instead 0'[ being a beneficial member of a 

family, he will in turn produce another problematic family (Sajjad, 1993). 

Affect of an Ailment on Family Relations 

There are a number of physical and psychological stress factors, which not only 

affect individuals but also have negative impact on his/her family, specially in term of 

attitudes, perception and interpersonal relations (Cohen, 1988). Particularly an ailment 

which has a disabling effect on the patient gives rise to threats and challenges (Bandura, 

1986). These stresses can have a positive or negative affect on the patient and the family 

depending on the whole process by which one is trained to appraise and respond to 

events. A positive effect can be described in terms of arousing and motivating the 

involved persons to overcome problems through practical measures, whereas, a negative 

effect can cause mental and physical harm, development of negative attitude towards the 

victim or denial of the situation (Myers, 1990). 

An unpleasant or distressing event becomes less stressful if one enjoys the support of 

sLlstained close relationships of kin or close-knitted family organizations (Cohen, & 

I-Iollse, 1988). Family relations if positive will provide aid in evaluating and overcoming 

the consequences of the stressful event especially the ailment. It also provides an 

opportunity to the affected individual to confide painful feelings, sense of rejection, fear 

of future etc (Aserinsk y, 1988). Ai the same time negative impacts of the ailment can be 
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buffered by a relaxed , healthy, posi tive attitude and by the comfort and aid provided by 

supportive friends and family members . 

One of the common life stresses is any life threatening disease, which causes 

diversi fled physical and psychological problems for · the sufferer and the family alike, 

such as cerebro-vascular diseases. Among these Stroke is the most common one. It is a 

sudden onset of a brain disease, which affects the neurological and psychological aspects 

of the patient. The psychological deficits can be the result of an organic brain disorder as 

we ll as a reaction to physical disability. In both cases the physical and psychological 

impairment after stroke are an established fact , and the level of disability is dependent 

upon the degree of stroke suffered by the patient (Black, !990). As compared to 

developed countries in Pakistan lack of care taking establishments in such cases is a 

paramount factor towards the ensuing problems of a family, which has suffered from 

such an exigency. 

Since human beings are physical entities and they respond and display emotions 

accordi ng to the demand of the situation, a healthy physique and an active mind are the 

pre-requisite for normal functioning. A normal human behaviour results from a 

complicated intervening of the forces within man's own body and others relating to his 

environmental and social setting. The mind and body are in a state of continuous 

interaction. (Springer & Deutsch, 1987). Any dishannony in any area can engender an 

abnormal behaviour, but almost all the brain disorders, give rise to a change in human 

conduct making both the patient and the family members suffer in aggregate. 
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To relate the biological and psychological processes Watkins (1984) determined 

that "interactions between persons and environment are both contemporary and 

developmental perspectives, and they are related by interactions between systems within 

the individual". According to this description, neuropsychopathology is the result of a 

multitude of mutually interacting causal factors. Some of them are inherently predisposed 

in the individual. The authors summarized that neuropsychopathology is the 

consummation of interactions between "genetic diatheses and formative environmental 

events". Episodes of neuropsychological disorder follow a behavioural encounter of the 

vulnerable personality with triggering environmental causes. 

Human behaviour is multifaceted; however there are four distinct, yet interrelated, 

general categories or levels of behaviour. These categories are: 

a. Drives and survival instincts 

b. Consciousness and basic arousal (perception, information processing, cognitive 

functions etc). 

c. Intellectual behaviour. 

d. Social behaviour and personality. 

The first is basic drives and survival instincts. Largely unlearnt, this basic force 

leads one to eat when hungry, sleep when tired, fight when attacked, flee when 

frightened, and procreate to preserve the species. These functions are largely the domain 

of the hypothalamus and other related structures in the limbic system. Emotion, an 

internal state in which the person responds with conscious feelings to events within the 
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environment or within the person' s own mind or body, is closely associated with 

inst inctual behavio ur. Emoti onal experiences are also primari ly limhic functions. A fi nal 

and critical function under limbic control is the ability to facilitate the storage and 

retri eval of experiences, a function known as new learning, recent memory, or simply " 

memorization" (Coletta, & Murphy, 1994). 

The second level of behaviour consists of consciousness and basic arousal. Simply 

defined, consciousness is one's state of awareness of both the environment and internal 

thought processes. Humans must be capable of maintaining a wakeful and alert condition 

to receive environmental stimulation and to initiate any meaningful mental or physical 

activity. Without such capacity, disorientation or sleep will occur. This rudimentary 

function is governed by the ascending reticular activating system, which consists of the 

brai n stem reticul ar fo rmation and its widespread projections to the thalamus, li mbic 

system, and cortex . A corollary of consciousness is selective attention, a function relying 

not only on the ascending activating system but also on the modulating effect of 

reciprocal descending input from cortex, limbic system, and thalamus, which focuses and 

controls attention (Myers, 1994). 

The third major category of human behaviour is intellectual behaviour, a complex 

and highly human quality that includes the high-level processes of verbal reasoning, 

calculating, abstract thought, language and perception. The cerebral cortex is the 

principal structure responsible for these high-level functions. 
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The fourth category of behaviour is social behaviour and personality which is an 

extremely complex level of behav iour involving the interaction of all levels of behaviour 

and integration of all systems of the brain. Development of an individual ' s life style, 

planning of a career, selecting a mate, vocation, aptitude towards a specific job, social 

work, attitude toward others and establishing a family are all examples of this level of 

behaviour (Sears & Davis 1988). 

Ncuropsychopathology of Brain (Strol{c) 

Unfortunately professionals in Pakistan associated with neurology and resultant 

neuropsychopathology have not maintained a statistical data base available to researchers 

as compared to other developed countries. However incidence of cerebrovascular 

diseases outnumbers other neurological disorders. Stroke is the third commonest cause of 

death in the developed countries. The incidence is 1-2 per 1000 population per year in 

USA and Europe but even higher in Afro-Caribbean population. It is relatively 

uncommon below 40 years of age, but it is commoner in males as compared to females 

(Walsh, 1978). Incidence of stroke multiplies rapidly each decade after age 60. 

Stroke is a focal neurological deficit resulting from any of a number of vascular 

abnormalities. It is usually of rapid onset and by the definition, lasts longer than 24 hours 

if the patient survives. Categorically stroke is classified into four major categories, which 

includes : (a) A Completed Stroke transpires when the neurological deficit has reached its 

maximum, usually within 6 hours of onset, (b) a Stroke In-Evolution happens when 

symptoms and signs are getting worse, usually within 24 hours of onset, (c) Minor Stroke 

18 



is a form of stroke in which patients recover without a significant deficit usually within 

one week and (d) Transient /schaell1ic A//(fck is a focal deficit lasting less than 24 hours. 

There is a complete clini cal recovery and the attack is lIsually of sudden onset (I Iamid. & 

Rafiq, 1994). 

There are a number of factots that may predispose a person to stroke. These are 

called risk factors. These include: (a) Hypertension, (b) Diabetes Mellitus, (c) Obesity, 

(d) Family History, (e) Cigarette Smoking, (f) Hyperlipidemia (g) Oral contraceptives, 

(h) Alcohol and (i) Aging. The other miscellaneous factors are Hyperviscosity of the 

blood, Trauma and Bleeding Disorders. There are a number of other associated 

psychological factors e.g., (stress, anxiety. depression etc) along with physical factors 

which may cause an onset of stroke (Black, 1990). Studies have shown that depressed 

hypertensives experience 3 x the rate of strokes compared to non-depressed hypertensives 

(Medline. 1994. 1998). A stroke caused by any of these factors niay result in the long 

term or permanent physical, neurological or psychological disability of the individual. 

While it is transparent that stroke damages the brain, the resulting alteration in 

mental function varies from mild to severe. In general cerebro-vascular diseases and. in 

specific. stroke should be given due consideration for the multiplicity and variety of 

complexities encountered by the stroke patient. All aspects of life such as, physical , 

psychological , emotional, social , marital and vocational may be affected due to stroke. 

Grave abnormalities are related to physical and psychological aspects after onset of 

stroke and due to neuropsychopathology (Hoffman, 1981). 
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Apart from the physical disability (difficulty in walking, talking, eating, cognitive 

impairment , attention, problems in constructional ability, reproduction of memory, 

geographic orientation, reading spelling, arithmetic solutions, motor strength and 

coordination), the psychological factors (behaviour, mood, personality, social 

functioning, marital relationship etc), warrant equal significance in consideration of a 

stroke patient (Bishop,Briede, Cavazos, grotzinger & Mc-Mahon,1987). The acute 

change in life patterns and potentials, inevitably yields psychic trauma and disturbance in 

adaptation. A mixture of psychological, organic and mental difficulties are customary 

following a stroke, producing numerous psycho-social problems (Ruckdeschel-Hibbard, 

Gordon & Diller 1986,) 

A stroke whether transient or complete, left sided or right sided is li kely to give rise 

to a variety of physical disabilities. Though some stroke condition causes small focal 

hemorrhage, it may not have an immediate symptom. This disability can be temporary 

or permanent. It can result in inability to walk or talk or both. It caI'1 incapacitate normal 

functioning of any part of the body (Korchin, 1986). In physical problems it can lead to 

weakness in limbs, inconsistency in toilet control , loss of visual , auditory, sensory, 

olfactory or touch sensation, headache, body aches and loss of balance (Reitan, 1959). 

Stroke may lead to psychological problems such as depression, anxiety, mood 

disorders, sense of loss , sense of worthlessness, frustration, worries, irritability, anger, 

fear, suicidal tendencies and denial. Cognit ive defi cits can give rise to loss of memory, 
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lack of concentration. inability to read and write, absent mindedness, inability to solve 

mathematical problems and forgetfulness (Viglione, Donald, Perry & William 1991). 

Organic and mental factors are interdependent. Organic disturbances in mental 

function involve paucity or aberration in (a) memory, (b) judgment, (c) perception, (d) 

thinking, (e) motivation and (d) emotions. They are manifested by psychological 

symptoms such as insecurity, anxiety, depression, mood swings and difficulty in 

synthesizing daily routine (William, 1994). These psychological factors have an interplay 

in prognosis of the disease, treatment, management and rehabilitation. 

Anxiety is a common reaction to stroke, characterized by increased emotional 

tension and feelings of impending distress or disaster. The patient remains tense and 

thinks about the worst and gives in to anticipatory anxiety. He gets convinced that some 

thing bad has happened to him and worst is in the offing (Bower, 1981). 

feelings of insecurity and helplessness due to the permanent damage gives rise to 

anger. The question "Why Me" keeps his mind diffused and agitated, so that he is unable 

to interpret clues' including interpersonal relations, . warmth etc. . Anger or resulted 

aggression is difficult to manage, because they tend to provoke retaliatory behaviour 

(Berkowitz, 1989; Bower, 1987). Frequently aggravated by frustrations of dependency or 

disability, anger is often directed towards the family members. 

Anger leads to frustration manifested 111 frequent temper tantrums 111 latent or 
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manifest or acting out tendencies. such as. grumbling, yel ling, screaming or crying due 

to helplessness, self pity and low self esteem (Dawes, 1980). Anger directed towards self, 

resulting in depression is usual too . Fo llowi ng a stroke crying spell s are a common 

response in many patients. In such organic disorders crying has an explosive character. 

The patient may deny being depressed, however, will admit that he can not control his 

behaviour (Starkstein. Cohen, Fedroff, Parikh, Price & Robinson, 1990). In case of lack 

of family support or negative atti tude of care givers, the patients may develop regression, 

apathy. weak will-power and distorted or disfiguring body image. Suicidal tendencies can 

be detected if the patient manifests with repeated dreams of death, mutilation and 

funerals , hopelessness, agitation, poor appetite and insomnia (Grimm & Bleiberg, 1986). 

Percolate disturbances are the difficulties faced by a stroke patient in organizing 

environmental stimuli of both psychological and physical origin. Thinking disturbances, 

such as inability to account for thought and actions, tendency to shift from one aspect of a 

situation to another, failure to keep in mind all aspects of a task or to grasp the essentials 

of a problem as a whole, failure to consider the future, focusing attention, withdrawal 

from reality, inability to grasp conceptual symbols or to identify common properties in 

diverse settings become evident after stroke (Anderson, 1990). The stroke patients may 

even have distorted concepts of them-selves and their bodies, which can cause serious 

emotional reactions (Black, 1990). 

Patients with right sided stroke may show denial either of the illness itself or even 

fail to acknowledge the resu ltant disability including refusal to think of it's consequences 
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in future . Most individuals with stroke develop some degree of regression, which is an 

immature form of adaptation (Agrell & Dehlin, 1994). 

Family support is a crucial factor in the improvement of the neuropsychological 

problems of the stroke patients that deserves a lot more attention by the psychologists 

than what it receives. In the developed countries this dominion and its dimensions are 

given due consideration, but unfortunately in Pakistal'l it is still considered as a medical 

problem and is left to the care of the medical doctors. Neuropsychological ailments which 

are causing psychopathology have more serious problems such as diagnosis, treatment, 

and rehabilitation. General manifestations of neuropsychological problems and their 

support system is different in different countries (Parsons, 1970). 

Since stroke patients are impaired by their physical and emotional problems, their 

families have to playa consequential and supportive role to improve their condi tion and 

to bring them back to near normalcy (Fend rich & Michael, 1990). The support should be 

adequate and well focussed towards problem areas. Such a help can be physical, for 

example feeding, clothing, bathing, walking etc, or emotional support, such as giving 

hope, caring for needs, making the patient feel as a useful member of the family, 

providing recreation, maintaining personal hygiene or taking him for regular exercises 

and medical check-up etc (Dohrenwend, Levav, Shrout Link, Skodol & Martin, 1987). 

Studies have proven that socially isolated patient may be at particular risk for poor 

outcome. and that social support could be an important prognostic factor in recovery from 

23 



stroke (Evans. Griffi th , lIaselkorn, Hendricks, Baldwin & Bishop, 1992; Friedl and & Mc . 

Coli , 1992: I-louse, Dennis, Mogridge, Hawton, & Warlow, 1990). 

A stroke patient needs special handling by the nursing staff or the care gIVIng 

members of the family to help him/her restore their near to normal routine lifc. To 

overcome these problems the caregiver has to cater for the patient ' s medication, hygiene. 

recognition. physiotherapy, recreation, financial and moral support (Wellwood & Dennis, 

1994). Pakistan, being an underdeveloped country lacks the privilege of having peculiar 

rehabilitation centers or nursing homes particularly designed for handling such serious 

situations. In the dearth of these facilities the family of the patient is left with no choice 

but to take the patient home and bear the burden of having a handicapped person till 

he/she is largely cured or dies . 

Analogously the improvement of the stroke patient is conditional upon the degree 

of stroke suffered by the patient and other variables such as quality and timing of 

medicine, presence of other illnesses or disabilities, family support, type of attitude. age 

of the patient, socio~economic status, gender; educational level and methods of support 

extended to them. According to cultural values of our society if a member of a family 

falls ill. he/she is looked after by rest of the family as a moral and cultural obligation 

(Khokhar, 1997). There is no concept of leaving the patient in the hospital for a longer 

period, and since there are no community-based nursing homes or government 

rehabilitation centers, the question of another option does not arise anyway. 
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This scenario does not mean that this is a happy situation. Lack of faci li ties in such 

crises where knowledge about the situation at hand is circumscribed and the family is 

responsible for a disabled person, can give rise to frustration, anxiety and negative 

attitudes towards the patient. This in turn adversely affects the patient's health care and 

prognosis. The dilemma ranges from preoccupation with the acute condition to concern 

for long-range management and prognosis. 

Sudden onset of a disease causes different response in different cultures . In Asian 

societies, mostly due to lack of adequate knowledge, superstitious causes are considered 

to be underlying reasons for an ailment. However in . developed countries stroke and its 

resultant deficits have been stlidied from different angles mostly by medical personnel, 

sometimes by psychologists and occasionally by social workers (Gazzaniga, 1983). 

An in-depth review of literature spanning over a period of last ten years indicates a 

ga ll1 of momentum in research on stroke, its after affects on the physical , cognitive, 

neurological and psychological aspects of the patient and a relation between them. Many 

demographic variables such as, age at the onset of the disease, sex, socio-economic 

status, race and educational level of patients and their relation with stroke have been 

given due consideration. We would report the studies conducted on different aftermath of 

stroke. 
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Researches on Post Stroke Neurological and Cognitive Deficits: 

Stroke is a neurological disorder involving patient ' s mental and physical aspects in 

various incapacitating forms, depending upon the type of stroke, area involved in the 

brain and age at the onset of the illness. (Oder, Hufgard, Binder, Zeiler, & Deceke, 199 J), 

conducted a study to establish the relationship between persistent expressive aphasia 

(inability to talk) and the extent of overall disability in the long term outcome following 

left hemispherical ischaemic stroke. Regarding motor and sensory functions, a correlation 

between the presence of aphasia and the severity of other associated deficits could be 

established. With respect to activities of daily living, a significantly larger number of 

aphasic stroke victims had to rely on help by others. Furthermore, the persistence of 

aphasia also negatively influenced the subsequent occupational capacity. With regard to 

social participation and leisure activities, a significant reduction was found in aphasic 

long-term stroke survivors as compared to non-aphasics. Concerning quality of life, both 

groups reported a marked decline at the end of the observation periods. The presence of 

aphasia had an additional negative affect on the patient. On the basis of their results it 

was concluded that the presence of aphasia in left-hemispheric ischaemic stroke survivors 

indicated a more severe stroke, resulting in greater physical disability and social handicap 

in the long-term outcome. 

A year later Lebedey, & Gapeeva, (1992), studied social and adaptation 

potentialities of 56 patients with a history of ischaemic stroke, who were examined for 

attention and associative memory (AM). Neuropsychological techniques were used to 
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assess the deficits. The patients manifested deceleration and instability of all the time 

parameters of the process of attention and a decrease in level of active attention. This 

ev idence restricted potential i ties of post stroke recovery in patients. 

Adaptation potential of an individual is dependent on his functional cognitive 

ability. To study cognitive functioning after stroke David, Desmond. Thomas, Tatemichi , 

Stern and Marsano (1992), did a control case study in which the researchers administered 

a Neuropsychological Test Battery (Halstead-Reitan Battery, 1981) to 148 acute stroke 

patients who had no prior history of stroke and 24 1 stroke-free non demented control 

subjects. The results were analyzed in three domains. Cognitive deficits were noted in 

one domain in 19.7%, in two domains in 17.0% and in three or more domains In 15.7%, 

with 47 .6% exhibiting no deficits . In contrast; 81.6% of the control group exhibited no 

deficits. It was concluded that cognitive dysfunction is common feature of acute onset of 

stroke and freq uently multiple cognitive domains are affected. Memory, orientation and 

attention may be especially sensitive to the effects of stroke and may be useful in the 
. . 

diagnosis of stroke re lated dementia. 

Unfortunately patients suffering from brain damage show a slow recovery of their 

problems (Strub & Black, 1985). During post stroke phase; when a patient is suffering 

from neuro logical and cognitive deficits, he is bound to undergo certain incapacitating 

physical handicaps, which markedly influences his daily routine in every manner, such as 

looking after his hygiene, going to work for earning his livelihood, marital relations etc . 
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Segal and Schall (1994) investi gated functional/health status and its relation to 

disabi lity in stroke survivors. They tried to determine the functional health status of 

stroke survivors who posed special difficulties post stroke because of cognitive 

impairments. A possible means of assessing the status of survivors who are cognitively 

impaired is getting proxy responses from family members or other caregivers. Proxy 

agreement was evaluated for two measures of functional/health status, the frenchay 

Activit ies Index (F AI , 1993) and the Health Status Questionnaires (Randt, 1993 a 

measure of disability). The measures were administered to thirty eight stroke survivors at 

follow-up (median time since the stroke 6 months). Caregivers were instructed to answer 

as proxies for the stI'oke survivors in their care. Demographic variables such as age, sex, 

race, marital status, educational level , side of lesion, and relation of stroke survivor to 

caregiver were collected. The results showed that proxy agreement was excellent for the 

f AI (.85), however it was poor for the HSQ (.17). Although correlation between the 

measures were fairly high for both stroke survivors and proxy respondents, the 

corre lation of scores was substantially weaker when the group had less severely impaired 

survivors (this may be due to a statistical artifact: limitation of range). 

Stroke can be right sided or left sided. Post stroke proficiency in personal care in 

relation to the affected side of brain was studied by Stone, Wilson, Wroot, Halligan, 

Lange, Marshall, and Greenwood (1991). They studied forty-four patients with acute 

unilateral hemispheric stroke and forty seven elderly controls who had no past history of 

a neurological disease. The sample was assessed for self neglect variable. Neglect was 

found to be equally common in frequency but not severity, in patients, w ith right 
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hemi sphere and left hemisphere stroke three days after the stroke. The results at a 6 

months follow-up showed that neglect was more severe in those wi th a right hemisphere 

stroke and resolved more frequently in those with a left hemisphere stroke. 

Researching on similar lines Elwan, Hashem, Helmy, Tamawy, Abdel-Naseer, 

Elwan. Madkour, Abdel Kader, and Tatawy (1994), studied global and specific cognitive 

functions in 57 patients with ischaemic strokes. The patients were subjected to clinical 

neuropsychiatric, psychometric, electrophysiological and cranial topographic evaluation. 

The results showed that out of the specific cognitive functions, attention and 

psychomotor performance were most significantly impaired in acute stroke patients when 

compared to normal controls. The impairment in global cognitive functions, attention and 

psychomotor performance was more evident in chronic than acute cases. Increasing age 

correlated positively to the deterioration in psychomotor performance and perception. 

Cranial topographic size of infarction was significantly related to global cognitive as well 

as memory impairment. 

Researches 011 POSI Stroke P.\ych%gica/ Impairment: 

It is a common observation that any illness which confines an individual to 

hospita l bed or home, particu larly if he is dependent upon others is likely to resul t in 

psychological problems (Kelly, 1976). The most common are anxiety, depression, anger, 

self pity and frustration (Dohrenwend at. aI., 1987). Anxiety is displayed in the form of a 

patient being continually tense and jittery, apprehensive and worrying about bad things 

that might happen and experiencing all the symptoms of autonomic nervous system 
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arousa l (racing heart. clammy hands. "butternies" in the stomach) or apparent symptoms 

such as twitching eyelids, fidgeting or restlessness (Sweeney, Anderson & Bailey, 1986). 

An obvious characteristic of anxiety is lack of identification of the causes of anxiety. For 

no apparent reason the anxiety is free-floating which may at times result into a terrifying 

panic attacks sometimes accompanied by chest pain, choking, trembling or even fainting 

(Myers, 1990). Usually anxiety is considered to be a response to helplessness. Mood 

disorders are characterized by emotional extremes which come in two principal forms: 

(a) Depression, in which the person experiences sadness, hopelessness, and lethargy for a 

prolonged period; and (b) Bipolar Disorder, in which the person alternates between 

depression and mania. an over excited and hyperactive state (Beck, 1982). Depression is 

manifested in symptoms like feeling deeply discouraged about the future. sorrowful about 

life, isolation from social gatherings, lacking energy, inability to concentrate, eat or sleep 

normally or even thinking of death as the last solution. Mostly known as "Common 

Cold" of psychological disorders, depression is one of the most common factors suffered 

by a stroke patient (Seligman, 1975; 1988). 

Review of literature indicates that quite a number of studies have been conducted to 

sec the psychological impact of stroke. One of the classical studies in this regard was 

conducted by Anderson, Vestergaard. Riis, and Lauritzen (1994). They investigated the 

incidence of post-stroke depression during the first year on a randomly selected large 

sample of stroke patients (n = 285). A matched group of285 non stroke persons with no 

history of cerebral pathology was included for comparison. Psychiatric assessment with 

the Hamilton Depression Rating Scale (HAM-D Hamilton 1960) was used for the 
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evaluation of post sti·oke depression in the clinical group. Cut off criteria for depression 

symptoms was calculated as a score of 13 or more on HAM-D. Post-stroke depression 

among the 209 survivors able to communicate after one month was 41 %. Even more 

cases developed depression within the first four months following stroke raising the 

incidence to 79%. Most of these depressive episodes remitted, leaving the prevalence of 

post- stroke depression at one year at only 5%, a level comparable to that in the control 

group. 

An extended research study on depression was conducted by Downhill and 

Robinson (1994) who carried out a longitudinal assessment of depression and cognitive 

impairment in stroke patients. The study evaluated to see the longitudinal course of 

cognitive impairment related to depression in stroke patients. A group of 309 patients was 

evaluated following an acute stroke, using a structured psychiatric interview and the 

Mini-Mental State Examination (MMSE, Folstien, 1975). Longitudinal evaluations were 

obtained at the intervals of 3, 6, 12 and 24 months follow-up in a subset of patients. The 

results showed that during the initial hospital evaluation, the frequency and severity of 

cognitive impairment was significantly greater in patients with major depression 

compared with non depressed patients. The findings showed that cognitive impairment 

occurred predominantly in patients with major depression following left hemispheric 

stroke. The correlation between depression and cognitive impairment was highest during 

the initial evaluation and was present for up to one year. The year long effect of 

depression with left hemispheric stroke patients is very high as compared to right 

hemispheric stroke patients. The findings also revealed that patients with both depress ion 
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and cognitive impairment had greater duration of depression as compared to patients who 

did not show any cognitive impairment. Significant clinical features of one type of stroke 

patient seem to be a phenomenon produced by left hemisphere lesion. This suggests that 

left hemi sphere stroke may produce depression through a different mechanism than 

lesion in other locations in the brain. In addition, the fact that the strongest influence of 

depression on cognitive functions was seen during the initial evaluation suggests that this 

phenomenon may be mediated by an acute or sub-acute physiological effect of lesion. 

Here the researchers differentiated the types of depression at the onset of stroke as 

compared to the longer post stroke period . 

Hence the study conducted by Downhill and Robinson (1994) focused to see the 

relationship between psychological and pathological aspects of depression, Tiller's 

(1992). research is in another dimension which measures association bctween physical 

disability and loss of function in 30 stroke patients. His findings revealed that the severity 

of depression correlates significantly with proximity of the lesion to the left anterior 

frontal pole, while right hemisphere lesions show the reverse trend. He found out that 

post stroke dcpression may last more than 7-8 months without treatment and which is 

hi ghl y correlated wi th a failure to resume pre-morbid social and physical activities in 

stroke patients. 

Another similar study in the same direction is conducted by Beckson and 

Cummings (1991). They found out that quite a number of neuro-psychiatric disorders are 

common after the incidence of stroke. They reported that pathoiogical involvement of 
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specific regIons 111 brain or functional system result mainly in the form of certain 

hehavioral syndromes which in many respects are simi lar to idiopathic psychiatric 

syndromes. These findings revealed that depression occurs in up-to 50% of all stroke 

patients and is most frequently associated with left anterior cortical and sub-cortical 

infarctions . 

In another study which focused to find a relationship between intellectual 

impairment and mood disorder in stroke patients by House, Dennis, Warlow, Hawton, 

and Molynex (1990) revealed that low scores on the screening test were associated with 

greater age, physical disability before the stroke and larger stroke lesion volume as 

measured on C.T Scan. But there was a negative correlation between scores on the Mini­

Mental State Examination (MMSE Folstien, 1975) and symptom levels on two measures 

of mood disorder. However there was no evidence of a specific relationship between 

major depression and low scores on the Mini -Mental State Examination. The results 

revea led that aging, physical disability before stroke and the volume of stroke are mainly 

instrumenta l for the intellectual impairment and mood disorders in stroke patients. For 

the assessment of intellectual impairment MMSE was used along with the other measures 

of mood disorders. 

Researching in a related field Ebrahim, Barer and Nouri (1987), studied affective 

illness after stroke. The findings revealed that age, sex, marital status, living alone and 

the history of previous stroke showed no association with affective illness. However a 

strong relationship between the degree of physical disability and the likelihood of a high 
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affect ive illness was found. The results showed that patients with greater physical 

disability had positive correlat ion with high degree of mood impairment. It suggests that 

stroke severity and mood disturbance are strongly related. 

Another study in this dimension carried out by Eastwood, Rifat, Nobbs and 

Ruderman ' s (1989) aimed to find out mood disorders following stroke. A sample of 

patients with depression and without depression were compared on demographic, 

psychiatric including cognition and depression, radiological and functional measures. 

Three measures were used for the assessment which included Mini Mental State 

Examination (MMSE, Folstein, 1975), the Schedule for Affective Disorders and 

Schizophrenia (SADS, Spitzer, 1975) and the Hamilton Rating Scale for Depression 

(IIRSD. Hamilton. 1960). Site and size of lesion were determined from medical records. 

Results revealed that a total of 47 subjects were identified as having affective disorder on 

these measures. whereas, 32 subjects were found low on the rating for affective disorder. 

The results also revealed that amongst these 47 subjects having affective disorder the 

most common disorder was depression which was almost 50% of the whole sample. In 

these depressive patients high and low depression were found to be associated with the 

side of lesion that is the affect of specific site of lesion is more prominent in patients with 

the left hemisphere stroke than the right sided stroke. For patients with right hemisphere 

lesion , the effect of time since stroke and initial functional disability appear to be more 

important. 

A similar study to see the relationship of mood disorders in stroke patients was 

conducted by I-louse, Dennis, Mogridge, Warlow, Hawton and Jones (1991). The aim of 
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their study was to determine the range of psychiatric problems experienced by the patient 

after the first stroke, their frequency , severity and their course over the first year. The 

results showed that agoraphobia and pathological emotionalism, or non-specific 

symptoms such as lack of energy and tension were commonly found in all the patients 

who had suffered stroke. 

Shima, Kitagawa, Kitamur, Jinawa and Watanaba (1994) investigated the mood 

state in sixty eight patients with stroke. They found out that nearly 50 % of patients were 

having depression according to Diagnostic and Statistic Manual of Mental Disorders( 

DSM-lII ; American Psychiatric association, 1987) criteria. A significant relationship was 

found between mood state on the one hand and daily living activities and type-A behavior 

pattern on the other hand . 

In an attempt to find OLlt the relationship between anxiety disorders and depressive 

disorders in patients with stroke, Starkstein, Cohen, Fedoroff, Parikh, Price and Robinson 

(1990) carried an in-depth classical study of 24 patients who met the criteria for major 

depression only. They were compared with 6 patients, who met the criteria for both major 

depression and genera li zed anxiety disorder and 45 patients who did not meet the criteria 

for either major depression or generalized anxiety disorder. Among patients with positive 

CT scans. the anxious depressed group showed a significantly higher frequency of 

cortical lesion. While patients with major depression only, had a significantly higher 

frequency of sub-cortical strokes. No significant between group difference was found in 

demographic vari ables, familial and personal history of psychiatric di sorders and 
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neurological deficits. These findings suggest that low socio-economic-status of the 

patients and cortical versus sub-cortical lesion location, may play an important role in 

determining whether severe anxiety occurs or not, in patients with post-stroke major 

depression. 

In a comparable investigation to study generalized anxiety disorder, Castillo, 

Starkstein, Fedoroff, Price and Robinson (1993) examined 809 stroke inpatients for the 

presence of anxiety symptoms. Patients were diagnosed with DSM-III-R criteria for 

Generalized Anx iety Symptoms. They were divided into group of no anxiety (59.2 %), 

worried but not fulfilling GAD criteria (13.9 %) whereas, (26.9 %) were fulfilling GAD. 

These groups were matched on their background characteristics, family, personal and 

psychiatric history, social support and the severity of physical impairment. The results 

showed that anxiety along with depression was associated with left cortical lesions, 

whereas, anxiety alone was associated with right hemisphere lesions. Patients who 

remained worried had anterior and patients with GAD had posterior right hemisphere 

lesions. These findings suggest that anxiety disorder independent of depression is not 

re lated to background characteristics or to severity of impairment but is, in part, 

influenced by the brain structures that are injured. The researchers also concluded that 

apathy is a frequent finding among patients with acute stroke lesion and may coexist with 

emotional and cognitive post-stroke disturbances. 

A three years longitudinal prospective study designed to examine the contributions 

of neurobiological , functional and psychosocial factors to major depression after stroke 
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was carried out by I\strom, I\dolfsson and Asplund, (1993). Major depression, functional 

ab ility and social network were assessed repeatedly for a period of three years in a 

population- based chart of 80 patients with acute stroke (mean age, 73 years) . The results 

showed that the prevalence of major depression was 25% at the acute stage and 

approximately the same at three months (31 %). Post stroke depression decreased to 16% 

at 12 months, was 19% at two years, however it increased to 29% after three years of 

stroke. Among the psychological factors of stroke patients the most important predictors 

of immediate major depression were left anterior brain lesion, dysphasia, and living 

alone . Dependence in routine activities was the most important predictor at three months. 

From 12 months onwards, the patients having few social contacts outside the immediate 

family had high depress ion along with cerebral atrophy. The findings also revealed that 

60% of the patients with early depression had recovered. It was also found out that those 

patients who had not recovered at the end of the fo llow-up had a hi gh risk of developing 

chronic depression. The study provided evidence of a difference of factors likely to be 

implicated in the development o/" depression after stroke based on the period of time since 

the stroke event. 

In another stud y Morris, Robinson, Andrzejewski. Samules and Price (1993) 

studied association of depression with ten years post stroke mortality. It was assumed that 

depression has been linked higher with mortality due to stroke as compared to expected 

mortality from natural causes, particularly amongst elderly patients with physical illness. 

The authors examined the effect of depression on mortality among a group of stroke 

patients followed up for ten years. A sample of 103 patients was assessed for major and 

37 



m1l10r depression approximately two week after stroke with the use of a Structured 

Mental Status Examination and OSM-III diagnostic criteria COSM III 1987). Patients 

with diagnoses of ei ther major or minor depression were 3.4 times more likely to have 

died during the follow-up period than were non depressed patients, and this relationship 

was independent of other measured risk factors such as age, sex, social class. type of 

stroke, lesion location, and level of social functioning. The mortality rate among 

depressed patients with few social contacts was especially high and over 90 % of the 

sample had died during these ten years. These results indicate that depressed mood 

following stroke is associated with an increased risk of subsequent mortality. The study 

. suggested that those stroke patients who are depressed and socially isolated seem to be 

particularly vulnerable to ri sks . 

Morris. ct.al, (1993) investigated 66 diagnosed inpatients for the effects of stroke 

on emotional liability. Other associated variables such as demographic, clinical. 

psychiatric and stroke lesion characteristics of these patients were also analyzed. It was 

found that emotional liability was present in 12 out of 66 patients. Emotional liability 

occurred independent of post-stroke depression. Single lesions located in anterior regions 

of the cerebral hemispheres had four times the odds of emotional liability than lesions 

located anywhere else. It was inferred that emotional liability is a common emotional 

behavioral syndrome following stroke and is probably a separate condition from post­

stroke depression. The etiology of this condition is possibly related to the consequences 

of injury to anterior regions of the cerebral hemisphere. 
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To study the relationship between depression and long term stroke survival Sharpe, 

Hawton. Seaagroatt, Bamford, House, Molyneux, Sandercock and Warlow (1994) 

conducted a longitudinal study of 60 stroke patients. They also studied the effect of 

demographic and social factors on depression after stroke. Criteria for selection of 

patients was a C.T Scan, performed shortly after the initial stroke which showed a single 

lesion. Each patient was interviewed after a median of 44 months post stroke period, 

along with an informant usually a close relative. All the cases were assessed for affective 

disorders (OSM-III-R, 1987) on Cognitive Function Impairment (MMSE Folstien, 1975) 

and patients ability to perform basic activities (Barthel Mahoney & Barthel Index, 1965). 

The sample comprised of patients mostly married and living with spouse. The study 

revealed that 25% of the patients were severely impaired and functionally dependent and 

they had a direct causal link between stroke and later depression . 

Post stroke depression in Americans is studied by Rancisco (1993) who presented 

an overview of post-stroke depression. He found out that depression occurs in 22% to 

60% of the Americans affected each year by stroke, and the prevalence and severity of 

depression for these patients is highest between six months to two years post-stroke. His 

findings revealed that mortality rate after an acute onset of stroke is more important than 

the consequences faced by the patient . After the stroke the patient is more worried about 

his survival rather than rehabilitation. But once the fear of death has lessened the patient 

gets involved in the neuropsychological problems faced by him/her. Their inability to 

cope with Ii fe as they could before the onset of stroke results in anxiety and depression as 

time passes by. 
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Sufficient amount of research is available to demonstrate that any amount of defi ci t 

In neurological or cognitive function of a stroke patient will depend upon the type of 

lI1Jury 111 the brain and the area involved. Agrell , and Dehlin (1994) investigated 

depression in stroke patients with left and right hemisphere lesion. The aim of this study 

was to analyze possible di fferences in depression rate and symptomatology in stroke 

patients wi th left and right hemisphere lesion. A sample comprising of 93 stroke patients 

in psychiatric rehabilitation wards with a mean age of 76 years was selected. A clinical 

psychiatric examination was used together with two depression rating scales. Pindings 

showed that prevalence of manifestation of depression was 46 % and there was no 

difference between the patients with left and right hemispheric lesion. Besides mean 

depression scores in two rating scales showed no significant difference regarding location 

of lesion . 

Confirming earlier researches, Gatapano and Galderisi (1990) found out that 

severe and long lasting depression is a common and unrecognized component usually 

associated with stroke survivors. The researchers examined various aspects of post-stroke 

depression. Their findings were in line with previous researches that depression is an 

important clinical feature of stroke. 

In a study coriducted by Khokhar (1994) on pbst stroke psychiatric morbidity in 

Pakistan. it was concluded that a definite psychiatric morbidity exists in the recovery 

phase of acute cerebral stroke and significant number of patients suffer from a psychiatric 
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disorder in post-stroke period . The commonest forms of psychiatric disorders following 

stroke were fo und to be depression and anxiety. The study assumed that maximum cases 

develop anxiety and depression in earl y post-stroke period and physically disabl ed post­

stroke patients developed more psychiatric morbidity, as well as vulnerable personality 

traits, recent stressful life events and lack of leisure activity are associated with it. 

Regarding the left sided strokes, particularly those involving sub-cortical brain tissues, 

they are associated with more depression, where as individuals better trained to bear 

stress sllch as military people, develop relatively less psychiatric morbidity. The author 

also revealed that joint family system of our society may be a protective factor against the 

development of psychiatric morbidity. 

Behavioural psychologists suggest that anxiety IS a response to learned 

helplessness. A stroke patient can be an ideal victim of such a situation. To confirm this 

hypothesis, anxiety disorders in stroke patients were investigated by Burvill. Johnson, 

Jamrozik, Nderson, Stewart and Chakera (1995). The objective of the study was two fold . 

(1) To describe the pattern of anxiety disorders in patients surviving four months after 

stroke. (2) To report the outcome at 12 months after stroke, in all those patients who were 

diagnosed as having anxiety four months post-stroke. In total 294 patients including 164 

males and 130 females were studied. The diagnosis was based on DSM-IIl (American 

Psychiatric association, 1987) diagnostic criteria. Results showed that 5 % of men and 19 

% of women showed symptoms of anxiety after four months from stroke. The great 

majority of these were cases of agoraphobia with prevalence of 4 % in men and 17 % in 

women. There were oniy five cases of Generalized Anxiety Disorder and Non Specific 
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Pan ic Disorder. The prevalence of anxiety disorder was greater among patients wi th first ­

ever stroke. but the difference was not significant. The high prevalence of agoraphobia 

among female patients applied to all age groups except for women 80 years and above. In 

five cases. generali zed anxiety disorder occurred in patients aged 70 years or more. The 

prevalence of anxiety disorder (5 %) in male survivors of stroke was the same as in the 

community control s (5 %). In women the prevalence of agoraphobia (\ 7 %) was twice 

that in the community controls (8 %). Agoraphobia with and without depression, can be 

very disturbing in restricting patients life outside the home and thus decreasing quality of 

life. 

In a simi lar study Burvi ll , et. aI., (\ 995) investigated the prevalence of post-stroke 

depression in 294 subjects and difference in prevalence of depression between patients 

with first ever and recurrent stroke. By using DSM-III (APA, 1987) criteria. the 

prevalence of depression 4 months after stroke was found out to be 23%. There was no 

significant gender difference in the prevalence of depression and between patients with 

first ever and recurrent stroke. The study showed that 58% of men and 30% of women 

who had depression at 4 months post-stroke, were showing depression at 12 months. 

In another research Herrmann, Bertel, Schumacher, and Willesch (1995) 

investigated post stroke depression with the aim to clarify any pathanatomic correlate for 

depression in the acute post-stroke period. The sample comprised of 104 stroke patients. 

A subgroup of 47 patients with single demarcated unilateral lesion was selected. In 

addition to a detailed clinical examination neuro-radiological (CT Scan) examination and 
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psychiatric assessment were performed within a two month period after the acute stroke. 

The patients were examined on CT scan for lesion location. lesion volume, and ventricle­

to-hrain ratio . It was observed that lesions in the vicinity of the left hemisphere basal 

ganglia tend to playa crucial role in the development of major depression after the acute 

stage of stroke. 

Depression may not be confined only to the stroke patients but may also be 

ex perienced by the care takers of the stroke patients. Including the family members in a 

research on stroke patients and depression Kotila, Numminen, Waktimo and Kaste (1998) 

compared the incidence and severity of depression at three and twelve months after 

stroke in patients and their chief caregivers (spouses, 63%; children, 37%) in four 

districts of finland , two with and two without after-hospital -discharge interventional 

programs. !\ total of 594 strokes patients were selected. They were assessed on Beck's 

Depression Inventory (BDI , Beck, 1982). A score of 10 was used as the cutoff criteria for 

assessment of depression. The results showed that at three months, fewer patients in the 

districts with active programs (41 %) were depressed than in the control districts (54%) 

and the difference was maintained at twelve months (42% versus 55%). Univariate risk 

factors for depression at three months were female sex and severe prognostic score at the 

onset of stroke. The result showed that only stroke and age emerged as significant 

independent contributors to depression on both linear and logistic multivariate analyses. 

There was no signi ficant difference in the depression rate of caregivers between districts 

with active programs (42%) and those without such programs (41 %) at three months. The 

results were the same at twelve months (39% in districts with active programs versus 

43 



42% in those without such programs). However, at twelve months there were 

significantl y more severely depressed caregivers in districts without active programs than 

in districts \,,,i th such programs. It was concluded that depression was common among 

stroke survivors and among their caregivers at three months and its rate did not decrease 

at one year follow-up. These findings suggest that outdoor patient's rehabilitation and 

support programs for the stroke patients and care givers is affective in decreasing the rate 

of depression for both patients and caregivers. 

Stroke is a slow healing process, and a patient is likely to sustain a longer time in 

gaining normalcy, but most of the clinical and research attention in stroke care has been 

on managing acute stage of recovery and on evaluating the effectiveness of relatively 

short term measures. In an altered attempt Astrom, Asplund and Astrom (1992) carried 

out a study designed to see the role of psychological problems and associated social 

factors after stroke. A major aim of this study was to identify those mental, functional, 

and social factors which are associated with dissatisfaction in stroke patients. These 

factors included social network, functional disability leisure-time activities, experience of 

ill health, major depression, and life satisfaction which were assessed repeatedly over 

three years on a sample of 50 long- term stroke survivors (mean age 71.4 years). These 

stroke patients were compared with a general elderly population. The results showed that 

psychiatric symptoms were more pronounced in patients with three years post stroke 

history than the normal elderly group. The stroke patients had lower functional ability, 

and reduced life satisfaction. Contacts with children were maintained over the three years 

follow-up period . whereas. social contacts and warmth with friends and neighbors 
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declined early after stroke and remained lower as compared to general elderly population. 

When time dependency was analyzed, after three months from stroke, there was little 

change in daily living activities and somatic/neurological symptoms whereas, later on 

there were changes in psychiatric symptoms. Between three and twelve months post 

stroke, the prevalence of major depression decreased, leisure time activities and social 

contacts were partly resumed, and life satisfaction improved. Once good life satisfaction 

was restored, it was maintained but poor life satisfaction at one year remained poor for 

the entire three years. It is concluded that after stroke, some long term survivors develop 

major depression , functional disabiiity and an impaired social network, which combined 

reduces their life satisfaction. 

Apathy is another associated feature of stroke resulting in feelings of indifference 

and passiveness with lack of interest in daily life routine matters (Bigler, 1984). Research 

conducted in this field has examined apathy and depression in stroke patients. Starkstein, 

Fedoroff. Price and Robinson (1993) examined the frequency and correlates of apathy in 

a sample of 80 stroke patients. Their criteria for selection of stroke patients was ten days 

history of a stroke lesion. Patients were examined with a Comprehensive 

Neuropsychiatric Battery ( CNB, Swiercinsky, 1982) that also included apathy scale. 

Results showed that 38 patients were classified as having apathy and depression. On the 

other hand 42 patients showed symptoms of only depression. The findings suggest that 

depression and apathy may exist independent of each other, however major depression 

was associated with an increased frequency of apathy. Findings also suggested that 

apathy was also sign ificantly associated with oider age, cognitive impairment and deficits 
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in activities of da il y liv ing. Apathy was fo und to be recurrent feat ure of stroke patients 

which coexist with important emotional and cognitive post-stroke disturbances. 

The same group of researchers Starkstein, Fedoroff, Price and Robinson (1993) 

investigated catastrophic reaction and depression in stroke patients. They examined the 

frequency and correlation of the catastrophic reaction in 52 patients with an acute stroke 

lesion . The catastrophic reaction was significantly associated with depression. a personal 

and family history of psychiatric disorder and sub-cortical lesion, which were mostly 

located in the basal ganglia. Patients, with and without a negative reaction, were matched 

for the presence and type of depression. They differed onl y in that catastrophic patients 

had significantly more anterior lesion and a significantly higher frequency of sub-cortical 

damage. Results showed that catastrophic reaction is significantly associated with post 

stroke depress ion and may be a specific manifestation of certain types of post stroke 

depression. 

Researches 011 Demographic Variahles Related /0 Stroke: 

A number of personal attributes such as age, socioeconomic status, educational 

leve l and gender have been found to be re lated to the stroke and management later on. 

(Findley & cooper, 1983; Fozard & Popkin, 1978; Gerrard, 1987). Stroke at different age 

leve ls has different impact on patient ' s psyche. In the case of young age variables that 

can affect stroke other than age are the gender, educational level, socioeconomic status, 

side of the brain involved etc (Black. 1990). I-Iuman beings are energetic and youthful at 

the young age. They are agil e, spurty and emotionall y well equipped to take hardships of 
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life. Mostly finished with educational burdens, they are in the process of selecting a job 

or had already acquired one. Settling in matrimonial matters they are at thc pcak of 

enjoying life . At such a stage if an illness like stroke attacks the individual , his whole 

world would crumble down for a while at least. Somewhere flying high he/she suddenly 

finds their wings chopped off, leaving them incapacitated and almost totally dependent 

upon others. The phase may turn out to be a temporary one but the initial shock 

accompanied with fear of unknown and a picture of a bleak future triggers various 

unpleasant emotions and reactions. Older age has its own positive and negative side 

effects. Due to restricted mobility in older age stroke may not hamper much of an 

individual's physical movement, but he/she will be taken as an added burden on the 

family, thus giving rise to negative feelings on both the sides, the one who has suffered 

stroke, and the family members who are compelled to look after them (Craik, 1977). 

Educational level of the patient as well as the family may play a vital role in 

reaction towards the illness and subsequently improvement of the patient. A better 

educated patient will understand the true reality of the disease and react towards it in a 

mature manner (Findley & Cooper, 1983), whereas, an educated family of the patient will 

be capable of understanding the instructions and adopt corrective measure to improve the 

situation in a better manner. 

Stroke treatment is expensive. For improvement the patient needs good hygiene and 

rehabilitation equipment, which is a financial burden on the patient and the family. 

Socioeconomic status of the patient as well as the family, is iikely to be directly related to 
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educati onal leve l. i.e .. hi gher the education of an individual, better the chances of them 

earn ing a decent li ving, and more capabi lity of tackling a situation with better fin ancial 

resources. thi s \,vill have a positive affect on the patient. 

Another factor related to stroke is gender of the patient. Even if stroke as a factor is 

not directly related biologically to the gender of the patient, the reaction by the patient as 

we ll as their family members towards the disease may affect the process of improvement, 

particularly in Pakistan where males are given more importance. This is because males 

are usuall y the earn ing hands, and in case of stroke to a male member not only the 

earning terminates but a mouth is added for feeding as well. The burden of looking after 

him is increased. In the case of a female falling victim to stroke, her duty as a mother, 

wife or helping hand becomes restrained giving way to negative fee lings from rest of the 

family members . 

Rehabilitation is an important aspect in bringing stroke patients back to life and 

normalcy. Researches conducted in this fi eld have shown some linkage between 

demographic variables and rehabilitation outcomes. Psychologists such as Milgram 

(1974) suggested that a mature and well adjusted personality is likely to be more 

accepti ng of disabled persons, while the person who has negative feelings towards one 

type of disability is likely to reject most of the disadvantaged groups in a society. 

However, there was little evidence of correlation between age, intelligence or attitude and 

feelings of acceptance. Correlation between education, socioeconomic status and gender 

difference was mi xed. Regarding attitude towards disability, femal es had less negative 
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attitude as compared to men. Where the likelihood of a disabled person living or working 

nearby was increased, it gave way to prejudice. This study concluded that handicap in 

children aroused less negative reaction than in adults. 

Thomas (1975) indicated an improvement in attitude towards disabled as socio­

economic conditions improved. The Pakistan scenario presents a disregard, fear, 

avoidance or ridicule by the general public with shame, embarrassment and concealment 

on the part of the family. Mainly religious and superstitious reasons shroud the thinking 

and attitude of people. A disability is seen as an invasion of evil spirit, curse or a 

punishment from God for some sin 'committed by the family or the individual in the past. 

According to Miles (1980a, 1982) and Shah (1982) disabled persons have not yet 

achieved much publicity within Pakistan nor have their opinions been given due 

consideration. 

Anderson (1990) found that although rehabilitation measures indicate better 

prognosis, they relate to behavioral outcomes rather than cure of neurologic difficulties. 

Survival studies have shown that stroke patients who live through the acute phase of 

stroke survive long enough to warrant rehabilitation. The most important conclusion from 

these studies (Astrom, Asplund & Astrom, 1992; Boles, 1995; Farzan, 1991; Hom & 

Reitan, 1990; Lyden &Lau, 1991; Morris et. aI., 1991 etc) of predictors of stroke 

rehabilitation outcome is that the identified predictors were not accurate enough to 

predict gains in the rehabilitation process or the disposition of the individuals after 

discharge from the hospital. Instead, these predictors can only be used in a statistical 
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sample to describe the general criteria of those patients who would tend to do better 

versus those who would tend to do worse in rehabilitation. These general indicators 

include some that seem to have great effect on rehabilitation outcomes e.g., age. sex, 

amount of paralysis, .side of brain involved and area of residence at the time of the stroke. 

To determine if social support intervention would improve the support experience 

by stroke survivors and if improvement would result in better psychosocial outcome 

Friedland and McColl (1992) reported the findings of strategies for special support 

intervention. Subjects were drawn from a community based sample that had received 

rehabilitation services in the hospital and at home. The sample included 48 subjects in 

experimental group and 40 in control group. The subjects were assessed twice, the 

measures were taken at entry into the study, immediately after intervention (or at a 

comparable time for the control group) , and secondly three months later. No significant 

differences were found between groups either on social support measures or psychosocial 

outcomes. The findings of the results also showed that there were positive relationships 

between support and subject's gender, living situation, marital and employment status. 

In a study to assess the high need for control as a psychological risk in women 

suffering from ischaemic stroke, Goetz, Alder, and Weber (1992) measured dimensions 

of a coping pattern · which underlies several components of type A behavior. It was 

hypothesized that women scoring high are at increased risk of ischaemic cerebrovascular 

diseases. Out of 38 admitted patients to medical wards, 19 with ischaemic 

cerebrovascular disease, were compared with 19 patients with no arteriovascular disease 
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and 19 healthy fe males doing volunteer hospital work. These groups were assessed on 

Type A personality measure. The findings showed that the dimensions "works 

commitment", "hard driving", "perfectionism", "need for making plans" and " inability to 

withdraw from work obligations" differentiated the three groups in the expected 

direction. Variables such as, effects of age, current smoking and coronary artery disease 

(CAD) were controlled in the study. The results suggested that high "type A personality" 

is a psychological condition in women suffering from ischaemic stroke. However, one 

criticism on this research could be that these personality characteristics do not always 

precede the stroke, but may develop only afterwards. Therefore one needs to have a post 

stroke data to show a "causal" relation. 

In an investigation to explore the infl uence of depression, social activity and family 

stress on functional outcome after stroke Angeleri , Ange leri , Foschi , Giaquinto, and 

Nolfe (1993) conducted a two fold study. It was designed (1) to assess the quality of life 

after an active post stroke period of rehabilitation and (2) to investigate the possibility of 

a return to [the] work [environment] for those still of working age. The researchers found 

out that depression negatively affected social activity and functional outcome of the 

stroke patients. It was revealed that depression and amount of disability had an adverse 

affect on patient's return to work again. The study also found a significant difference 

between men and women for depression and social activities, with the women scoring 

worse as compared to men. 

Rosa. Crum . Thony and Folstein (1994) investigated the effect of age and education 
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on stroke patients using Mini-Mental State .Examination (Folstien, 1994). The results 

showed that the decline in the scores of MMSE was an effect of age and gender. It was 

also found that MMSE score also varied with educational level. With increasing levels of 

educational achievement, the MMSE score increased. Individuals with no formal 

schooling had lowest scores. These general patterns of distribution in the MMSE score 

persisted when the age and education distributions were combined. 

Researches on Family Support in Rehabilitation of Stroke Patients: 

Family is the basic unit where an individual lives with his/her relatives or next of 

kin in a functional relationship. Fami ly, whether in form of single unit or extended in 

nature, is based on a hierarchical system, where every member of the family is assigned a 

role accord ing to his/her age, gender and capability. A congenial atmosphere will always 

facilitate healthy relations providing a physical and moral support among the segments of 

the whole family unit (Cohen, 1988). A health crisis like stroke can disrupt this regularity 

and balance of the family. In sllch crises, a member becomes dependent upon significant 

others in almost every respect and needs constant assistance and support from his family. 

The support can range from taking the patient to the· hospital to looking after his basic 

needs and care. Assistance in this task can prove to be intensely cumbersome and 

demanding for the family members, who are bound to help, irrespective of their 

willingness and avai lability at that time. 

It is a well established fact that support extended by the family is of crucial 

importance to improve the situation of the stroke patient (Unsworth, 1996); Whitelaw, 
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Meyer, Bawa & Jenn ings 1994; W illiams, 1994). It means that the patient's better 

prognosis is dependent upon the amount of care and social support given by the family. 

In the developed countries such patients are extended community and social support, 

which lessens the impediment ordeal from family shoulders. But in Pakistan the 

circumstances are different. Lack of helping institutions leaves the family with the burden 

of all the ordeal to be carried out independently. In-depth studies conducted to explore 

the importance of support variable have demonstrated that absence of social support 

induces a number of psychological problems like depression, learned helplessness and 

low quality of life etc. 

Morris, Robinson, Raphael and Bishop (1991) studied the relationship between the 

perception of social support and post stroke depression in 76 hospitalized patients in 

Australia. Social support or the perception of its lack, particularly from a spouse care­

giver, was associated significantly with both the presence and severity of depressive 

disorder. furthermore. depressed patients who perceived their support to be inadequate 

had a longer duration of depressive illness than depressed patients who perceived their 

support in a more favorable light. They concluded that in stroke patients, perception of 

social support from key relationship may mediate the emotional response to this life 

CrIS IS. 

A record of three years of admitted patients to a rehabilitation unit in a somatic 

nursing home was studied by Nygaard and Birkedal (1992) The patients were interviewed 

approximately 19 months after discharge. They were assessed on their overall functioning 
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at home along with their quality of life. Information regarding demographic variables, 

differential diagnosis and patient's leve l of functioning at the time of admission and 

discharge were co llected from the hospital records. The sample comprised of 134 stroke 

inpatients. Among these a sample of 99 patients was selected, who were discharged from 

the hospital and were living at their homes. Whereas, another sample of 20 included those 

stroke patients who were transferred to long term care units. The findings showed that the 

leve l of functioning improved for those patients who were living at home during period 

of treatment, but in case of stroke patients, living at care units, it had deteriorated with the 

passage of time. The results revealed that unmarried, widowed and demented patients 

were more liable to be placed in an institution as compared to those who had family 

support and care. They concluded that family contact and patient's capability to eat 

without help were significant factors for being able to live at home. 

In another study Young and Forster (1992) compared two samples of stroke 

inpatients and patients receiving physiotherapy at home. Their purpose was to determine 

which type of care helped functional and social improvement for the patient, i.e. , 

reduction of emotional stress for the care giver and lessening the need for community 

support. Both treatment groups had significantly improved in functional abilities after 

discharge from the hospital and treatment at home. The findings revealed that different 

treatment environment of stroke patients produces different results, specially emotional 

stress of the care giver and community support is more important for the patient treated at 

home as compared to the patient at the hospital. 
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Another study focused on exploring the role of family support and its importance 

in improvement of stroke patient was conducted by Soderback and Ekholm (1992). They 

studied 188 stroke patients three years after their stroke. The patients were assessed on 

eleven areas of behavior related to family support variables and patient's prognosis. 

Information regarding diagnosis and locations of lesions was ascertained from hospital 

records. The findings revealed that impairment and disability increases in elderly stroke 

patients as compared to young stroke patients. The results showed that decreased life 

satisfaction along with changed intellectual functions, personal · care and domestic, 

housework and gardening activities was associated with inability to organize their time. 

The stroke patients who had resumed work, though on different tasks/jobs and had family 

support showed changes in emotional and sensory-motor function. 

10ngbloed (1994) quite differently explored the psychological phenomenon of 

stroke. His findings are based on an in-depth study of a stroke experience of one couple. 

He reported that general treatment of stroke primarily focuses on the patient's physical 

problems/disability which are perceived of greater importance whereas, the psychological 

impact of stroke along with family and environmental influences and of course 

behavioural adaptations are relatively ignored. His findings are based upon the content of 

five in-depth clinical interviews conducted over the period of two years with a female 

stroke patient and her husband and analyzed with the help of ethnographic research 

methods. The analysis revealed that a stroke cannot be understood as an individual 

phenomenon as the life pattern of both the woman and her husband were profoundly 

affec.:ted by it. The man 's roles as family member, caregiver, home maintainer, and 
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hobbyist required change after his wife's stroke. The woman's experience of her changed 

body, dependence and altered homemaking role were influenced not only by her 

husband's attitudes but also by societal values. The findings suggest that clinicians and 

researchers must pay greater attention to those living with the person who experienced a 

stroke and to the ways in which the person's social, cultural and economic environments 

influence adaptation to disability . 

Apart from the support which is given by to close family members, friends, 

neighbors and co-workers, other patients of the same category can help a stroke patient to 

improve various dominions of life. To test this hypothesis Lewinter and Mikkelsen 

(1995) studied patients experiences and feelings of rehabilitation after stroke. A group of 

patients were interviewed concerning their experiences of rehabilitation in an 

experimental stroke unit. In the interview patients considered the healing impact of 

living with other stroke patients as they were sharing common problems and they showed 

positive prognostic signs. The patients felt that they have benefited from more 

rehabilitation, even though they were hospitalized for a longer time. Although the 

patients felt that living in such group did not necessarily resolve all the psychological 

problems related to stroke, nevertheless they found it useful for their improvement in 

physical rehabilitation. Patients felt that there were important psychological problems in 

connection with their rehabilitation, and sufficient attention was not given to these. 

Patients underlined the positive effects of rehabilitation process which helped them to 

organize and plan for readjustment of their future . 
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King (1996) studied long-term stroke survivors in order to identify variables which 

could predict the pattern of life quality after stroke. He used a cross-sectional, descriptive 

correlational design. Subjects were 86 stroke survivors who were interviewed for a period 

of 1-3 years after stroke. The variable quality of life was measured with an instrument 

which assesses life satisfaction an'd importance in four domains including health and 

functioning, socioeconomic factors , role of family and psychological versus spiritual 

help, respectively. Other associated variables were age, social class, aphasia, functional 

status, motor impairment, depression, co-morbidity and perceived social support. The 

resu lts showed that thirty percent of subjects were psychologically depressed. The mean 

overall quality of life score was relatively high. Quality of life was highest for those 

stroke patients who had the family domain and it was the lowest for those who were 

dealing with health and functioning problems independently. The findings revealed that 

depression. perceived social support, and functional status were found to be strong 

correlates of patient's quality of life. These findings showed that identifying these 

variables and their significance in the patient's quality of life would certainly help in 

assisting stroke survivors in coping, maintaining and strengthening their support systems. 

Unsworth (1996) studied the perception of older stroke patients concerning their 

decisions regarding discharge from the hospital. For this purpose a sample of older stroke 

patients was taken during their rehabilitation stage. The study explored the relationship of 

patient's locus of control with (I) their perception of role of rehabilitation team, (2) role 

of family for decision regarding discharge from the hospital and (3) Perception of their 

daily living activities and skills. The study revealed interesting results. Majority of the 
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patients showed their desire to go home irrespective of the opinion of rehabil itation team 

or the family that they stay for rehabilitation program. It was recommended that 

discussions with patient's consultants/clinicians concerning accommodation options may 

lead to a smoother transition from the hospital to long term housing for patients after 

stroke. 

The need to educate stroke patients and their families is stressed by Van 

Veenendaal, Grinspun and Adruaabse (1996) who found it useful for management as well 

as better prognosis of the stroke patient. In their study they identified psychological needs 

of stroke survivors and their family members. The sample of the study comprised of 35 

stroke survivors, 39 family members and 43 health professionals. The results showed that 

stroke survivors and family members indicated a desire for learning maximum 

information regarding relapse from a new stroke. Gaps of information regarding reducing 

the chance of a new stroke and coping with stress were rated high by the stroke survivors, 

whereas, major gaps of information, possible sources of help, strategies to perform 

activities of daily living and reducing the chance of a new stroke were rated high by the 

fam ily members. Stroke survivors and their fami ly members considered the 

doctors/health professionals as the most desired source of information regarding the 

patient's condit ion. The findings also revealed that the health professionals expressed a 

high level of concern about the amount of information the stroke survivors and family 

members were receiving. They also expressed substantial amount of need for giving 

information on all health related issues to both patients and family members. Findings 

also disclosed that out of a number of psychological needs which are recognized by 
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health professionals, patients and their family members, very few are met in a real sense. 

Family members of those stroke survivors who suffered from a relapse seemed to appear 

more knowledgeable and well informed regarding stroke and its management. The study 

also indicated that educated stroke patients showed a higher desire for information 

regarding stroke as compared to the less educated stroke survivors. 

Angeleri, Angeleri, Foschi , Giaquinto and Nolfe (1993) carried out a longitudinal 

study ranging from 12-196 months to assess the quality of life as an effect of post stroke 

rehabilitation program. Family stress, social activity and depression were studied as 

influencing the functionaloutptlt of the patients. They also focus~ed on exploring the 

possibility of patients returning to work. Criteria for the selection of these patients were 

that only those patients who had a one-year history of discharge from the hospital and 

were diagnosed as handicapped were included in the study. The sample of 180 stroke 

patients consisted of 65 % men and 35 % women patients with a mean age of 65 .29 

years . The information on interview questionnaire included general and personal 

information regarding the individuals, their socioeconomic position and scales for daily 

activity, depression, social activity and stress produced in the family. The control group 

consisted of 167 age-matched subjects who had no history of stroke. Results indicated 

that there was not much of a difference in perception of stroke patients on the variables of 

depression, social activity and stress experienced by the family members as an effect of 

length of discharge from the hospital. The scores of all the patients on all the tests were 

significantly poorer than those for control subjects. This implied that depression was high 

in the sample with weaker social activity and whose families experienced more stress as 
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compared to the control group. With reference to post stroke daily life routine 70% of 

pre-stroke activities were resumed on average after rehabilitation . 

The results showed that the daily activity score at the time of the interview was also 

strongl y influenced by the discharge score. A majority of stroke patients were retired. 

Only 20.64 % of the total sample (N = 180) returned to their work but not always to the 

same joh and they often had to make re-adaptation to new conditions. The study also 

demonstrated that the main disturbing element for job readjustment was the ability to 

speak a comprehendible language. The patients were often criticized by their colleagues. 

The criticisms most often raised concerned mainly the patient's apathy, irritability, and 

self-centeredness. The findings also disclosed that sexual activity was also decreased 

remarkably in almost all cases. On these variables the findings indicated gender 

differences between male and female patients depression and social activities, with the 

women stroke patients emerging worse on the scoring. 

Researches on Attitude o(Care Givers Towards Stroke Patients 

Although the neuropsychological problems preceded by stroke are painful, 

agonizing and unmanageable for the stroke patient, the encumbrance and hardships of the 

patients are shared by the whole . family. Out of all the three stages i.e., prognosis, 

immediate care, management and rehabilitation, the process of improvement in a stroke 

patient is always gradual and painstaking. The lingering process of improvement can 

induce pessimistic or negative sentiments in caregivers, i.e., the patient's immediate 

family. Display of these emotions wi ll have a direct effect on the patient and his/her 
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condition. It is a well researched fact that positive attitude of the family expedites 

improvement in patient's condition (Anderson, Vestergaard, Riis & Lauritzen 1994; 

Angeleri, Angeleri, Foschi, Giaquinto & Nolfe 1993; Bronstein 1991; Evans, et. aI., 

1990), whereas negative attitude is found to be detrimental for the patient's prognosis. 

One such study is conducted by Tompkins ai1d Connie (1990) In this study forty 

caregivers of stroke patients (usually a spouse) were interviewed after an average of nine 

months post-stroke. Purpose of this study was to determine the level of improvement in 

stroke patients and its association with positive attitude of the family toward patient's 

adjustment. The researcher identified four classes of variables which were expected to be 

related to depression in the family of the stroke patient which included: (1) level of 

functioning of the patient, (2) perceptions of the family regarding increased work and 

burden due to the stroke, (3) the quality of the patient-family relationship and (4) family's 

interpretations of this situation. Results showed a high correlation of these variables with 

depression. Study also demonstrated that depression of the family was positively 

associated with the amount of physical impairment in the patient. In these cases family 

of the patient reported more disharmony in their family which was associated with low 

hope for patient's prognosis. The findings showed that such family members of stroke 

patients themselves were not functioning well. Besides poor psychological functioning 

was positively correlated with poor physical functioning in the family of stroke patients. 

These family members perceived their support to the patient to be more of a burden when 

family relationships were poorer. They had more negative interpretations of their 

situation and patient ' s condition. 
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In another study which investigated the attitude of family members going through 

the experience of looking after a stroke patient, Kim (1994) reported feelings of 

emotional crisis in the family as a result of sudden onset of stroke, such as, physical 

discomforts during hospitalization and the period when patients needed an assistance for 

toilet, bathing and eating etc. Stroke patient is gradually isolated from the society, this 

social isolation usually begins immediately after the discharge from the hospital, and is 

generally followed by depression and hopelessness. Besides the family members of 

stroke survivors reported excessive anxiety regarding the relapse of stroke and patient's 

prognosis which intensified with the patient's discharge to home. Negative feelings of 

well -being of the stroke patient were positively related to the family member's perceived 

feelings of inadequacy. The results of the study showed that the family which perceived 

that the patient's recovery was poor, felt more anxiety. Besides daughters-in-law feel the 

care giving experiences to be more negative, than do spouses or adult- children, 

unmarried adult-children. Daughters in law also feel socially isolated. More cases of 

depression and hopelessness were found among faniily members when the period of care 

giving lasted longer. Those stroke patients who were self-supporting, received more 

positive family support and perceived the care giving experiences more positively. 

Assessment of Psychopathology and P.';ycho-Social Variahles 

Assessment of psychological disorders, neuropathological handicap, and 

psychosocial variables requires measurement instruments. During the last couple of 

decades a large variety of scales . and tests have been developed for these purposes. 
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However, majority of these scales are based upon the li fe sty les and circumstances 

characteristics of the Western countries. They may pose various problems if used with the 

people from the developing countries without adaptation or modification. In some cases 

the specific nature of the problem demands either adaptation of the available instrument 

or the development of a new one. 

Nellrop.~ychological Impairment Assessment scales 

Traditionally speaking the very first problem which leads to the development of a 

psychological test is the identification of mental retardation. Detection of intellectual 

deficit is however, these days, just one application of psychological test among a variety 

of its uses. As with the advancement in the field of psychometry, need and use of 

measurement has enormously widely spread. It is to be noted that an increasing use of 

psychological tests in clinical psychology fo r the detection of psychological problems 

and above all , the neuropsychological assessment has given psychometry an edge over 

other fellow disciplines. Information about mental functioning, mental processes and 

behavioural manifestations are considered as integral part of treatment and prognosis of a 

number of neuropsychological disorders including stroke. 

In recent years there is a growlllg stress on development of such screenlllg 

instruments which disseminate reliable and valid information not only to the 

psychologist, but the psychiatrists, neurophysicians and neurosurgeons. A number of 

cases tend to rely on this information only on their inter-disciplinary approach. These 

tests are currently being employed in a wide range of problems (Anastasi, 1988). 
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A large number of tests have been specially designed as clinical instruments for 

assessment of neuropsychological impairment. For example Schedule for Affective 

Disorders and Schitzophrenia (SADS, Spitzer, 1975), HAM-I) (Hamilton, 1960), 

Frenchay Activities Index (FAI , 1984), Health Status Questionnaire (Randt, 1993), Mini 

Mental State Examination (MMSE, Folstien, 1975), Diagnostic and Statistical Manual for 

Mental Disorders (DSM III , American Psychological Association, 1986), Halstead­

Reitan Battery (Halstead, 1947; Reitan, 1959-85), Luria Nebraska Neuropsychologic 

Battery (Luria, 1980), Peabody Picture Vocabulary Test (Dunn & Dunn, 1981), Boston 

Naming Test (Kaplan Goodglass & Weintraub, 1983), Verbal Fluency Test (Benton & 

Hamsher, 1978), The Boston Diagnostic Aphasia Examination (Goodglass & Kaplan, 

1972), Randt Memo~y Test (Randt: Brown & Osborn; 1993), Den~an Neuropsychology 

Memory Scale (Denman, 1984), Benton Visual Retention Test ( Benton, 1978), Raven's 

Progressive Matrices (Raven, 1977), Wisconsin Card Sorting Test (Berg, 1948), 

Minnesota Multiphasic Personality Inventory (MMPI, Dickmen & Reitan, 1977). 

These tests are often designated as indicators of organic brain damage. However 

there is a need for adequate understanding of these tests, their underlying theory and 

above all the psychometric properties including the indexes of reliability and validity for 

special groups. Because of the complexity and diversity of organic brain dysfunctions 

and their associated behaviour deficits, it is generally recommended that single test of 

organicity is not reliable and adequate for screening brain damage. Clinicians frequently 

make use of combination of these psychological tests or batteries for diagnostic and 
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assessment purposes. As discussed earlier, stroke as a neuropsychological impairment 

causes a major damage in brain, resulting in physical disabili ty associated with a number 

of psychological problems. Besides, the perception of patients regarding the family 

support and care, is also needed to be addressed in evaluation. Thus, the issue of 

neuropsychological assessment seems quite sensitive and delicate, which requires lot of 

care in selection and use of these instruments. 

An interesting study which attempts to focus this issue is conducted by De-Haan, 

Horn, Limburg, Yen Def, Meulen and Bossuyt (1993). Researchers explained the 

appropriateness of assessing tools used for stroke impairment. The sample included 87 

stroke patients. Those stroke patients were selected for the study who had six months 

history of stroke. Impairments was assessed through: (l) National Institutes of Health 

Scale (Adams, Davis, Tomer, Grimsmen and Berg !994), (2) Mathew Scale (Mathew, 

1982) and (3) Barthel Index ( Barthel, Mahoney & Barthel, 1965). The findings showed 

that all the stroke scales were highly correlated with each other. 

Two tests commonly used for neuropsychological assessment include Mini -Mental 

State Examination (MMSE; Folstein, 1975) and Hamilton Rating Depression Scale 

(HAM-D; Hamilton 1960). A study usmg these tests was conducted by Santus, 

Ranzenigo. Caregnato and Inzoli (1990). They interviewed 120 elderly stroke patients 

after one year of their acute stroke. The sample comprised of 76 patients, these tests 

detected that 12% had significant cognitive impairment, whereas, 35.5% showed 

depressive symptoms. The researchers concluded that MMSE is a reliable test for 

detection of neuropsychological problems of stroke patients. 
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Certain major screening instruments focus on the physical problems resulting from 

stroke which usually involve specific areas of motor and cognitive deficits. However, 

problems such as inability to talk, time consumed in recovery, relationship between 

subjective and objective memory, self neglect and loss of function have been taken as 

topics for analysis by most of the researchers assessing neuropsychological impairment 

of the stroke patients (Abodun, 1994; Baggerly, 1991; Black, 1990; Coletta, 1991; De­

Hann, Horn-Ven-Def, Meulen & Bossuyt, 1993; Lyden & Lau, 1991; Robinson, Parikh, 

Lipsey, Starksein & price, 1993; Stone.et al.. 1991 ; Towle, Deborah, Lincoln & Nadina, 

1991; Wyller, Sveen & Bautz, 1996). 

As regards psychological problems associated with stroke, interestingly it was 

found that maximum number of researches were revolving around the assessment of 

anxiety and depression which is caused due to stroke. Efforts were made to establish a 

relationship between depression and intellectual impairment, side of the brain involved 

and volume of the lesion through neurosychological assessment both in short or long 

term survivors of stroke. Results of most of these studies are indicative of a link between 

left hemispheric stroke showing depression as a major symptom. The results of these 

assessments have also shown that apart from the side of brain involvement, depression is 

associated with: (1) recurrence of the stroke, (2) duration of disabilty, (3) age of onset 

and (4) likelihood of dying (Goetz, et. aI., (1992 ; Angeleri, et. aI., 1993 ; & Burvill, et. aI. , 

1995). 
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Not surprisingly most of the researches on stroke survivors have been conducted on 

older patients having a mean age of 69 and above. This is because stroke is rare under age 

60 and increases by nearly tenfold each decade thereafter. In these studies patients socio-

economic status and educational level as associated variables have not been given 

adequate attention. 

Neuropsychological assessment of stroke survIvors shows that apart from the 

significance of social support which is extended by a number of government agencies and 

community, family support is the most important factor in improvement of 

neuropsychological problems of stroke patients. Researches conducted in developed . .' . 

countries into rehabilitation after stroke and recovery of patient have an altogether 

different scenario as compared to underdeveloped countries, where social support seems 

to be totally absent (Anderson 1995; Bergman, et.al., 1991; Castillo, et. aI., 1997; Evans, 

et. al.. etc). Rehabilitation institutes like nursing homes and community centers are not 

available in less developed countries. In developed countries both government backed 

institutions and private nursing homes are specially trained to handle stroke rehabilitation 

and patients after discharge from the hospital can join group self-help groups receive 

physiotherapy, or even have trained nursing staff for home visits. This could be a reason 

for less research on family support as compared to the social support, as fewer studies 

relating to the role of family in the recovery of stroke patient have been conducted in 

industrialized countries. 
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In the developing countries li ke Pakistan lack of services providing social support 

results in overburdening the family , causing physical, emotional as well as psychosocial 

burden. When outside social support is available for the ailing person, the family is less 

burdened with problems generated by the presence of a stroke patient. Accordingly the 

attitude of the family members would be more positive towards the patient's care. Here in 

our society the health care choices in rehabilitation seem few. Here family is compelled 

to look after the patient. Chances are there that in these cases attitude of family members 

would be adversely affected by perception gravity of patient's condition and problems 

apart from the imposed burden. Thus there is a need to explore into the role of family 

support lattitude towards the neuropsychological problems, specifically the problems of 

stroke survivors. 

The techniques used to assess neuropsychological impairment are growmg m a 

mushroom pattern. Scales such as Mini-Mental Examination Scale (MMSE, Folstein, 

1975), Hamilton Anxiety Depression Scale (Hamilton,1960), French Activities Index 

(FAI , 1993) and Health Status Questionnaire (I-ISQ, Randt, 1993) are commonly used to 

assess and quantify neurological and psychological impairment of stroke patients in other 

countries. For any foreign developed test , problem of culture specificity always comes 

into question. A number of constructs used in the test are alien for other cultures, so it is 

not safe to use these tests without making necessary modifications. It is also to be noted 

that contextual meanings of a number of objective type questionnaires were found to be 

different in different cultures. Besides patterns of behaviour for psychological problems 

are assumed to vary across cultures. Critical review of these frequentiy used tests, for 

68 



example, Luria Nebraska etc, suggest a possible handicap in using these tests in our 

culture for neuropsychological assessment. These apprehensions generated the idea of 

indi genous scales with the objective to meet the required criteria laid down for the 

present research . Emotional measures (depression, anxiety, fatigue) are more tied to 

cu lture than the more neurological tests, such as Reitan, Trai lmaking, Short-term 

Memory, Copying Simple Figures. (Bender Gestalt, 1968). 

The discussion so far has clearly shown that cultural variation does exist in such 

behaviours, as care, nUrturance and support attributed to the type of family system and its 

bonds, which obviously are different in societies of West and East. Growing 

industrialization and moving toward cybernetic explosion has no doubt changed the 

scenario from subjective to mechanical feelings . It's common that with the breaking of 

family system, growing incidence of single family units has increased. In this scenario 

any serious ailment causes dependency mostly to the government sponsored institutions 

and nursing homes, which is called the social support system in tile West. Whereas, in the 

Eastern society this situation is almost reverse. Here patients get most of the support from 

the family-care givers, whose role in the recovery of patient is very important. We see the 

active participation of the family in the management, treatment and rehabilitation stages 

of the patient. 

Like other health related problems stroke causes a lot of problems to the family and 

care givers. In order to have better understanding of the family support variable for stroke 

patients we need to study specificall y attitudes. As extending help and support to some 
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one who is directly or indirectly related, is in fact mariifested in the form of attitudes and 

can only be measured through some attitude scale. 

Attitudes 

In the history of social psychology, the single most important concept has been that 

of attitudes, ... "Attitudes are beliefs and feelings that predispose our reactions to objects, 

people and events". In one of the earliest uses of the word, attitude meant a physical 

posture or body positions. In early experiments on reaction time, attitude was referred as 

a subject's readiness to respond" to the onset of the stimulus (Himelfarb & Eagly, 1974). 

With the passage of time the term shifted to mental state of an individual , thus limiting 

attitudes as abstract constructs which can not be observed directly, but which can 

represent internal structures and processes (Deaux, Dane, Wrightsman & Sigel man, 

1993). Later many other definitions were proposed by psychologists since its first use of 

the term "attitude" by Herbert Spencer in 1862 (Allport, 1935). The basic concept of 

attitude advanced by Thurstone (1931) regards att itude as a latent construct that is 

expressed as an evaluation of any object. This is the most practicable and operational 

definition of attitude. It reflects a particular theoretical positions that are accepted by 

majority of the earli er and contemporary psychologists but rejected by some (Pratkins & 

Greenwald 1989). 

The denotation and philosophy of attitude has gone through numerous alterations 

during the past five to six decades. Every traditional definition of attitude gives us a 
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slightly different conception of what an attitude is or emphasizes a somewhat different 

aspect of it. These explications conceptualized attitudes as a dynamic internal state that is 

inferred from the behaviour and actions of the individual. 

In latest research cognitive aspects of attitude have been included, whereas, earlier 

Allport (1935) defined attitude as "a mental and neural state of readiness, organized 

through experience, exerting a directive or dynamic influence, upon the individual's 

response to all object and subjects with which it is related". According to this definition 

he explained that experiences of an individual contribute to formation of one's attitude 

towards other individuals that are linked with their behaviour. Bogardus (1931) regarded 

an "attitude as a tendency to act towards or against something in the environment, which 

becomes thereby a positive or negative value". 

Crutchfield (1948) ... viewed "attitude as an enduring organization of emotional 

and perceptual experiences playing an important role in forming attitude". He gave due 

weight to behavioural implications. Oskamp (1977) i1Iustrated the term attitude as a 

"person's bodily position or posture", which is related to one's stale of mind. 

Fundamentally it was Osgood's Semantic Differential (1957) which established the 

general aspect of attitudes i.e., an attitude was generally seen as a disposition to respond 

in a favorable or unfavorable manner. Whereas, Bern (1970) limited himself by defining 

attitude simply as " likes and dislikes". In contrast Doob (1947) talked about intrinsic 

aspect of attitudes, which he called as instinctual drive responsible for producing a 

particular response and these responses could be seen on a continuum just like we see the 
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mot ivat ional vari ables. He also emphas ized the variations of these instinctual drives in 

terms of their strength. This seems to be in line with the dimensions of favourability and 

unfavouability of attitudes . 

Most persuasive definitions imply that changes in attitude relate to changes in 

behaviour. However a respectable number of studies carried out in 1960s and 1970s 

challenged this idea. (Meyer, 1990). Moreover studies regarding the relationships of 

people ' s atti tude and behaviours for different religion and racial minorities (Sears & 

Davis, 1988) showed the dominance of attitudinal components in forming a number of 

behaviours including prejudices, stereotypes etc. Later social psychologists started a 

series of follow up studies during 1970s and 1980s. These studies revealed that most of 

our actions would be guided specially by social pressures which in turn would alter our 

attitudes under certain circumstances. It was .concluded that these out side' 

influences/pressures would change or affect our attitudes. Outside influences upon what 

one says and does are minimized, and these social pressures certainly influence both how 

we express our attitude and how we act, thus illustrating underlying connection between 

an attitude and action. Besides, attitude is not necessarily related to one's behaviour. 

People easi ly advocate general attitudes, which are inconsistent with their behaviour. 

Attitudes which are focused towards some direction are closely linked with action 

depending on social environmental conditions. A self-conscious and self-aware person 

has better understanding of his/her attitude ( Festinger, 1990; LaPiere, 1936; Wicker, 

1969; Myers, 1990; Zimbardo, 1972). 
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Attitudes of people towards different objects and persons are considered as 

indicators of their likes and dislikes in daily life. Attitudes are regarded as expressions of 

one's inner feelings which are converted into attitudinal observable behaviours. Attitudes 

are characterized by the evaluative content as well as intensity. Upmeyer, Roth and Shah 

(1987) called such a behaviour (possessing any of these both aspects) a response 

modality. Named as expressive function of attitude, the theory explains that expression of 

attitudes is not restricted to a particular behavioural form only. Rather an attitude can be 

expressed in more than one physically defined response modality. The theory is based on 

the fact that individuals are motivated to express and communicate their likes and dislikes 

in everyday situations. Researches have proven that attitudes are expressed not only on 

attitude scales but also in other socially accepted modalities, such as mimic responses, 

playing behaviour and freely performed speech. A strong correspondence of evaluative 

contents was found across different modalities of expression (Upmeyer, 1985). 

The above mentioned attitudinal definitions reveal that different social 

psychologists have understood attitudes differently. Some emphasized the process of 

attitude formation (e.g., Fishbein & Ajzen, 1975) whereas, others talk about attitude in 

terms of behavioural tendencies (e.g., Eagly & Chohan, 1993). For some, attitudes are 

behavioural dispositions (e.g., Campbell , 1963). 

The dominant characteristics of attitude is that these are generally favourable or 

unfavourable, which could always be assessed on a multi-point rating scale in term of 

highly favourable to highly unfavourable attitude. Interestingly very few people would 
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rate themselves as indecisive on these attitudinal dimensions (Ajzen, 1984; Chein, 1948; 

Davis & Ostrom, 1984; Campbell , (I 963). 

Since its first use as a concept, attitude has been considered as a hypothetical 

construct or latent variable which can not be observed directly. Earlier it was stated that 

the formation of an attitude requires the cognitive activity of assigning evaluative 

meaning (Zanna & Rempel 1984; 1988). This would result in development of an attitude 

by the individual , which is an internal state that endures for at least a short period of time 

to energize and direct a behaviour. Later researchers advocate a growing evidence of 

existence of attitudes at the level of cognitive and. physiological processes, suggesting 

more weightage to be given to Allport's claim that an attitude is a "mental and neural 

state of readiness". 

Eagly and Chaiken (1984) described the term attitude from three schools of 

thought's point of view. One defined attitude as a combination of affective, behavioural 

and cognitive reaction to an object (Breckler, 1984; Rajecki, 1989). According to this 

approach an attitude is (I) a positive or negative, or mixed, affective reaction consisting 

of our feelings about an object; (2) a behavioural predisposition, or tendency to act in a 

certain manner toward an object; and (3) a cognitive reaction, as our evaluation of an 

object is based on relevant believes, images and memories (Judd, Drake, Downing & 

Kronnik, 1991). 
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Within each of the three categories (cognition, affect and behaviour) Rosenberg and 

I-lowland (1960) separated verbal from non verbal reactions. According to their analysis 

the "cognitive category contains perceptions of and information about the attitude object. 

Cognitive indicators of attitude thus involve verbal expressions of beliefs on non­

conceivable reactions. Affective responses include verbal expressions of feelings towards 

the attitude object, as well as physiological reactions, facial expressions as well as non 

verbal indicators of positive or negative feelings . Finally, responses of a cognitive nature 

are behavioural inclinations, plans, intentions and commitments, as well as various overt 

motor acts involving the attitude object". However, recent theorists have questioned the 

utility of the three component view of attitudes (Fazio, 1990; Pratkins & Greenwald 

(1989) ; Tesser & Shaffer, 1990; Zanna & Rempel , 1988). These theorists consider 

behaviour to be separate from attitude and include the proposition that behaviour itself 

may be an attitudinal object. Affect, too, has been considered separately, primarily 

because the role it plays in behaviour depends on the situational context (Miller & Tesser, 

1986) and on the particular object of the attitude (Breckler & Wiggins, 1989; Burke & 

Ede ll , 1989). 

Attitudes, being pre-dispositions to respond to social objects. events and people, 

possess some general characteristics. Shaw and Wright (1967) have summed up the 

common characteristics of attitudes in the following fines. These include evaluative and 

affective reactions and have varied quality and intensity (Anderson and Fishbein 1965; 

Doob 1947; Osgood' et al. , 1957; Krech, 1962; Newcomb, Turner and converse, 1965), 

these are learned (Sherif and Sherif 1956) and have specific social reference (Sherif and 
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Sheri f, 1956; Newcomb et al. , 1965). Besides, att itudes possess varying degrees of inter­

relatedness to one another (Krech et ai, 1962) and these are relatively stable and 

enduring. (Newecomb et aI. , 1965; Sherif and Sherif 1956). 

It is a common observation that much of the research in attitude reflects Euro­

American concerns of limited generality. Most of the efforts were devoted to attitude 

theories related to consistency, cognitive dissonance and balance. (Abelson, Aronson, Mc 

Guire, Newcomb, Rosenberg, & Tannenbaum, 1968). According to Triandis, (1975) the 

emphasis on consistency is not universal (Fiske, Kitayama, Markus, & Nisbett, 1998). He 

further emphasized that "many of the key findings of social psychology are culture 

bound". 

Measurement of Attitude 

Like other psychological components . attitudes are measured with the help of 

attitude scales. It was Thurstone (1931) who claimed for the first time that "attitudes can 

be measured". Attitudes are expressed in different ways in our interaction with others, 

mostly in the form of verbal expressions that vary in force or strength. Measurement is 

defined as assigning numbers to objects and events according to set standards or 

objectives (Campbell, 1940 & Stevens, 1951). 

There IS a general agreement among researchers about attitude measurement 

techniques, I.e. , Attitude Rating · Scales, which "aim at measuring the subjective 

evaluation of persons, obj ects or events". As attitude IS regarded as a hypothetical 
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construct and not observable directly, it can either be inferred from a person 's gestures 

postures and behaviour or detected through his/her verbal response (Feldman, 1998). The 

measurement of attitude requires a judgmental dimension , with the help of which it is 

possible to measure or estimate the magnitude of attitude. Attitude rating scales are well 

structured and theoretically and methodologically articulated measurement techniques 

that provide a sound judgmental dimension for the measurement of attitude. 

An attitude measurement is done by assigning a number of statements (positive or 

negative) to persons. These direct measurements involve translating an abstract attitude 

into some sort of numerical scale (O'Neal & Chissom, 1994). In common practice these 

statements consist of an individual's response to a set of situations about the attitudinal 

object, responded by the individual through a set of specified response categories which 

have assigned values of different intensit ies. The values assigned to each response to a 

given item are scored and the sum of these scores from an individual represents his 

position on the latent attitudinal variable. The intensity of displayed attitude creates an 

isomorphism between the assigned numeral and the person's attitude towards the object. 

In the field of measurement, attitude assessment has been broadly influenced by 

two traditions known as 'psychophysical scaling' and 'psychometric scaling'. Developed 

in the nineteenth century psychophysical scaling examines the relationships between the 

attributes of physical stimuli and the psychological sensation they produce. Whereas 

psychometric scaling originated from mental and psychological testing methods, in which 

the individual responds to a series of items, each of which is designed to assess the 
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common underlying attribute that the test is created to measure. An average or sum of the 

scores of items gives a fair indication of where the person stands on the attribute. 

Psychometric techniques locate individuals directly o~ the attribtite based upon their total 

score on a set of items. 

There are different attitudinal measurement techniques used in past and present 

with different methods dependent on the need and approach of the researcher, but their 

broad categories can be identified, which includes: (1) self report measures and scales, 

(2) indirect verbal measures and (3) non verbal measures which include physiological 

and behavioural measures. The two main assumptions underlying all self report measures 

are that: (a) the person knows about his attitudes and (b) he is prepared to report them 

openly and without bias. Based on these two assumptions a number of attitude scaling 

methods were developed in 1920s and 1930s. (Sears & Davis, 1988). 

Some of these scales are Louis Leon Thurstone's Method of Equal- Appearing 

Intervals (1928), Guttman's Scalogram Analysis (1944), Osgood's Semantic Differential 

(1957) and Likert's Method of Summated Ratings (1932). In our study Likert's Method 

of Summated ratings was used to construct Family Attitude Scale. In the following 

Likert's method of attitude scale construction will be discussed. 

Likert's Method of Summated Ratings 

Probably the most direct and simplest way to measure attitudes is through Likert 

scale (Feldman, 1998). Rensis Likert (1932) proposed this method of attitude scale 
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construction which did not require the use of judges to rate the item's favourability as 

was done by Thurstone (1931). Likert's goal was to develop a simpler method of scaling 

that would match Thurstone ' s method of equal appearing interval scale in reliability and 

va lidity. Although the first step is common for Thurstone's and Likert's scales, the 

latter' s method is a general scaling technique that may be applied to any of the three 

classes of attitudinal responding. It involves collection of a large number of statements 

wh ich are either favourable or unfavourable towards the object or issue of concern. The 

degree of favourability or unfavourabilty is ignored. Likert's scale does not require any 

judges, rather the investigator depends primarily on his own judgement for the 

appropriateness of the statements. This method was called as 'method of summated 

ratings ' . This means that all the responses of the subjects are summed to obtain a mean 

score that defines his/her attitude. 

Likert's scaling technique requires a large number of statements, i.e., items having 

the characteristics that the more favourable the individual's attitude towards the attitude 

object, the higher his expected score for the item. These items are given to a sample of 

the target population and the respondents indicate their reaction to the items by means of 

a five-category rating system i.e. 'Strongly approve', 'Approve' , 'Undecided', 

'Disapprove' or 'Strongly disapprove', or parallel series to assess " like me-Not like me", 

"Pleasure-Pain", "Good-Bad", or other dimensions. Respondents choose the alternative 

that best represents their degree of agreement with the item. Each of the item on the scale 

receives a score from 1 to 5 depending on the respondents degree of disagreement or 

agreement with it. This method uses only those items that are clearly positive or negative 
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towards the attitude object. The scoring is reversed for negatively worded items. 

In order to constitute a Likert scale, the initial pool of items must be tested on a 

group of respondents to eliminate ambiguous and undiscriminating items. Items scores 

are then correlated with the total score (item total correlation) the items that correlate 

highly with the total score are selected for the final scale. A good item will have a 

positive item-total score correlation. Items with low or no correlation are discarded. The 

inter-correlations of the items are attributed to a single underlying common factor to 

which all the items are mutually related (Greenwald, 1954; Shaw & Write, 1962). The 

item score is assumed to be the weighted sum of this common factor. The common factor 

w ill be the general attitude variable that a researcher tries to measure, whereas, the item 

independent of the measurement is considered as an error. The items in a Likert scale 

have to satisfy Likert's criterion of internal consistency. The scoring procedure is 

justified through the argument that the linear correlation of total score with the general 

attitude factor approaches unity with the increment of number of items. The five point 

rating scale is used by the respondent to respond to the items in the final scale and his 

score is computed as the sum of his individual item scores. 

Another way of evaluating the items for the scale is to compare the groups of 

respondents scoring highest on the total pool of items with the group scoring lowest, thus 

eliminating the middle group whose attitudes may be less clear, less consistent, less 

strong or less well informed. If a particular item does not discriminate significantly 

between these groups i.e., it does not have significantly different mean scores for the top 
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and bottom groups it is clear that it is measuring some other dimension rather than the 

general atti tude involved in the scale. 

Likert's method of attitude measurement was developed due to excessive time 

consumption by other scales but still a careful pre-testing of items, item analysis and 

psychometric property of items is necessary . The help of computers has made the task 

much easier and quicker. The procedure of Likert type scale construction gives us reI iable 

scales, but the validity of these scales is tested by other methods. Usually lesser attempts 

are made to ensure equality of units of the scale. Whereas, uni-dimensionality IS 

sometimes inferred from high item correlation with the total score. 
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OBJECTIVES OF THE STUDY 

The aim of this research is to investigate neuropsychological impairment in stroke 

patients and its improvement as a function of family support and attitude toward the 

stroke patient. The study also intends to examine the nature and the extent of 

neuropsychological impairment and its improvement related to the demographic variables 

such as age, socioeconomic status, education and gender of the stroke patients. 

In order to achieve the above mentioned objectives the study undertakes to develop 

instruments with the help of which neuropsychological impairment, family attitude and 

support could be assessed. 

Hypotheses 

Following hypotheses have been formulated for the study: 

The stroke patients supported by their families will show more improvement than 

those getting less support from their families. 

2. The stroke patients, whose family's attitude is positive toward them will improve 

more as compared to ones whose family'S attitude is not positive towards them. 

3. The stroke patients of higher socio-economic status will show better improvement as 

compared to lower socio-economic status. 

4. The higher the educational level of the stroke patients, the more will be improvement 

in their neuropsychological impairment. 

5. The male stroke patients will receive more support from their families than the female 
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stroke patients. 

6. The family attitude wi ll be more favo urable towards the male stroke patients. 

7. The male stroke patients will show more improvement as compared to fema le stroke 

patients. 

8. The greater the age of the stroke patient, the less will be the improvement in their 

condition. 
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Chapter II 

METHOD 

This study was done in two stages, a pilot study and a main study. In the pilot study 

three instruments were developed that were used in the main study. 

Phase I (Pilot Study) 

In this study following three scales were developed for the measurement of 

neuropsychological problems, family support and family attitude. 

(i) Neuropsychological Impairment Scale 

(ii) Family Support Scale 

(iii) Family Attitude Scale 

Samples 

The pilot study was conducted on two samples. 

Sample 1 

This sample was primarily used to generate the items for the development of above 

mentioned scales. The sample consisted of 30 patients (20 males & 10 females) with a mean 

age of 36.7 (range from 36 to 52 years) who had suffered one or the other form of handicap 

. due to cerebro vasculardiseases. These patients were selected from different civil and 

military Rawalpindi and Islamabad hospitals, who were either admitted in that hospital or 

were visiting it as out-patients. They were asked to report all the problems faced by them 

related to the disabilities due to stroke. Another sub sample of 30 family members (17 males 

& 13 females) accompanying these patients either during their stay at the hospital or on an 
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out-patients visit, was interviewed about the type of care they were extending to these 

patients and the problems they faced with such situations. 

Responses of these two samples (first & second) was used to generate items for the 

scales used in our study. A number of dimensions for neuropsychological impairment were 

determined. Interviews with the concerned medical members, psychiatrists, physiotherapists 

and neurophysicians were sought to identify the related areas and associated problems of 

stroke patients. Literature review related to neuropsychological problems also helped in item 

generation of the scales used in this study. The initial interviews with the stroke patients and 

their caregivers focused on questions on a priori dimensions of post stroke 

neuropsychological impairment, such as problems related to emotions, learning, sensory and 

motor problems physical, cognitive, memory, behaviour, moods, language, learning, 

sensory/motor, concentration, and mental and physical coordination. 

As a result 86 (Annexure I) items related to neurological and physical problems of 

stroke patients were generated. 

Sample 2 

The second sample in the pilot study included two sub samples: a sample of stroke 

patients and a sample of their relatives. The stroke patients sample consisted of 17 females 

and 23 males. Age of the sample of stroke patients was in the range of 20-50 years with the 

mean age of 37.15, SD= 7.64. The income of these stroke patients was from no income at 

all to Rs. 4500/ and above (median = 2800 Rs). The stroke patients included ranged from 

illiterate to university graduates. 
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The sample of relatives were 40 caregivers of stroke patients staying with them most 

of the time. This sample included 20 males and 30 females in the age range of 28 to 60 

years . Income of the care givers ranged from no income at all to Rs. 7000/ and above, 

whereas the educational level was between illiterate to post graduation. These patients and 

their relatives vo lunteered themselves for the study. 

Procedure 

The Neuropsychological Impairment Scale and Family Support Scale was developed 

using the first sample of stroke patients whereas the Family Attitude Scale was developed on 

the second sample of caregivers of the patient. 

Development of Neuropsychological Impairment Scale (NIS) 

Non-availability of an indigenous scale to assess physical and psychological problems 

of a stroke patient (in Urdu) highlighted the need for the development of a 

Neuropsychological Impairment Scale. 

The items generated earlier were written in form of statements pertaining to five 

dimensions determined earlier. All these items were compi led into a questionnaire 

containing instructions and were administered to a new sample of 40 stroke inpatients 

admitted in different military and civil hospitals of Islamabad, Rawalpindi and Peshawar. 
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These items were arranged on a 4-point Likert type scale, usmg the response 

categories and corresponding values of "never"( I), "sometimes"(2), "most of the times" (3) 

and "all the time"( 4). 

Instructions (in Urdu) for administration of neuropsychological impairment items were 

prepared and printed on the top of the questionnaire. Some general instructions were also 

prepared for the subjects, where they were given assurance of confidentiality regarding their 

identity. A bio-data form was also attached to collect information regarding respondent's 

name, sex, age, educational level , marital status, and gross monthly income. 

The stroke patients were first told about the utility of the study as development of a 

scale to understand the neuropsychological problems faced by a stroke patient. Then they 

were given the following instructions. 

"National Institute of Psychology, Quaid-i-Azam University conducts vanous 

researches for academic purposes. Present study is also a part of these researches. Purpose of 

this study is to understand the problems faced by patients after stroke and to prepare some 

guidelines for these patients to manage their problems efficiently. We will give you a 

questionnaire, in which problems faced by the stroke patients have been listed. Instructions 

and examples about the questionnaire are given also. The problems are stated in the form of 

statements. You are requested to read each statement carefully and tell us to which extent 

these statements are applicable to you. For example, if you have headache: if the headache is 

all the time, then mark (I) in the box of "all the time", if you have never had headache, then 

mark (I) in the box "never", if you have headache some times or all the time, then mark the 
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appropriate boxes. You are requested to read all the statements one by one without skipping 

any item and till in the entire questionnaire" (Annexure III). 

Those stroke patients who were illiterate or had difficulty in reading, were helped by 

the researcher by reading the statements and marking the appropriate response for them. 

Scoring of the responses of Neuropsychological Impairment Scale was done by giving 

to response category of "never", score 2 to "some times", score 3 to "most of the time" 

and score 4 to "all the time". Sum of these scores was considered to be the amount of 

neuropsychological impairment suffered by the stroke patient. The range of the scores was 

from 86 to 344. 

Results 

The data were analyzed for item-total correlation to determine the suitability and 

relevance of the items to the scale. Table 1 indicates the item-total correlation of 86 items of 

NlS Scale ranging from .08 to .92 based on the responses of 40 respondents of sample 2. 

Table 1 

Item Total Correlation/or Neuropsychological Impairment Scale based on patients 

responses (items = 86) (N=40) 

Item No Correlation Item No Correlation 

Nl .50 N44 .89 

N2 .58 N45 .80 

N3 .64 N46 .90 

N4 .33 N47 .91 
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Item No Correlation Item No Correlation 
N5 .40 N48 .59 

N6 .46 N49 .88 

N7 .69 N50 .80 

N8 .81 N5l .79 

N9 .81 N52 .80 

NIO .50 N53 .92 

NIl .40 N54 .90 

N12 .75 N55 .87 

N13 .50 N56 .74 

NI4 .62 N57 .56 

NI5 .45 N58 .86 

N16 .53 N59 .53 

NI7 .58 N60 .87 

NI8 .48 N61 .77 

N19 .68 N62 .78 

N20 .47 N63 .80 

N2 1 .65 N64 .83 

N22 .81 N65 .78 

N23 .71 N66 .82 
N24 .58 N67 .73 

N25 .72 N68 .75 

N26 .78 N69 .17 

N27 .78 N70 .21 

N28 .52 N71 .17 

N29 .69 N72 .16 

N30 .58 N73 .74 

N31 .80 N74 .67 

N32 .56 N75 .73 

N33 .54 N76 .66 

N34 .80 N77 .15 

N35 .89 N78 .47 
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Item No Correlation Item No Correlation 
N36 .90 N79 .64 

N37 .82 N80 .58 

N38 .86 N81 .55 

N39 .29 N82 .37 

N40 .36 N83 .3 1 

N41 .22 N84 .55 

N42 .49 N85 .67 

N43 .32 N86 .08 

p<.OOI 

Table reports correlation of each item (86) with total scale. It shows that 11 items, i.e., 

item numbers 4, 39, 41, 43, 69, 70, 71, 72, 77, 83 and 86 were not significantly related with the 

total scale. High p value of the items should also be seen in relation with sample size in this 

case. High item-total correlation on a number of items may be attributed to heterogeneity of the 

items included in the scale. 

Mter excessive deliberation it was decided to keep 34 items and drop the rest of them. 

The items were grouped and named according to the represented dimensions. A group of five 

dimensions was named as emotional problems, problems with learning ability, problems related 

to sensory and motor impairment mental and physical in-eo-ordination . In addition to these five 

dimensions another dimension was added by including 12 items derived from Siddiqui and Shah 

Depression Scale (SSDI 1997). Items selected from SSDI pertained to four dimensions. 

However, these items were randomly included in our Neurophysychological. 
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Impairment Scale with our own numbers. Finally a total of 46 items with 6 dimensions 

constituted the Neuropsychological Impairment Scale (NIS). 

Reliability of Neuropsychological Impairment Scale 

To test the reliability of 46 items of Neuropsychological Impairment Scale 

coefficient alpha was computed. A coefficient alpha of 0.95 indicated a significant high 

reliability of the scale. 

Development of Family Support Scale (FS) 

In order to measure the support given by the family to the stroke patients, items were 

constructed in the form of statements regarding family support. These items were derived 

from literature review, and researches 'available in this field and the interviews conducted 

with caregivers of the stroke patients of sample 1. 

A total of 50 (mostly positive and some negative) items (Annexure IV) pertaining to 

different dimensions of family support to the stroke patient, such as help in physical 

activities, hygiene, cognition (mental state), recreation and moral support were constructed 

and were arranged on a 4-point Likert type scale. The categories of this scale were 

"never"( 1), "some times"(2), "most of the time"(3), and "all the time"( 4). 

The following instructions were prepared for the items of family support. The stroke 

patients were first told about the utility of the study as pertaining to the development of a 

scale to understand the neuropsychological problems faced by a stroke patient and the role 
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of family support in the improvement of their problems. Then they were instructed to read 

the given instructions. 

"Purpose of this study is to understand the problems of stroke patients and prepare 

guidelines for the family to help the stroke patient and improve their condition while they 

are staying at home. In this regard we have prepared a questionnaire, which aims at knowing 

the type of support and assistance you got during your one-month stay at home. 

The questionnaire contains a number of statements. You are requested to read each 

statement carefully and tell us to which extent these statements are applicable to you. For 

example, if your family members help you in getting up or lying down all the time: mark (I) 

in the box "all the time", If they never help you in getting up or lying down, mark (I) in the 

box "never". If they help you some times or most of the time, mark the appropriate boxes. 

You are requested to read each statement carefully one by one without skipping any item, 

and tell us to which extent these statements are applicable to you. Please fill the entire 

questionnaire". These instructions were in Urdu and were printed on the title page of the 

questionnaire (Annexure VI) . 

Those stroke patients or their family members who were illiterate or had difficulty in 

reading, were helped by the researcher by reading the statements and marking the 

appropriate response for them. 
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The score of 1 was assigned to "never", 2 to "some times", 3 to "most of the time" and 

4 to "all the time". The scoring for negative items was reversed. The range for the scores 

was from 50 to 200. 

Resu lts 

The data for family support items were analyzed for item total correlation to find out the 

appropriateness of the items for the scale. 

Table 2 

Item Total Correlationfor items of Family Support items based on patinets responses. (N = 
40)(items=50) 

Item No Correlation P 

FI .18 .257 

F2 .26 .098 

F3 .42 .005 

F4 .33 .032 

F5 .29 .059 

F6 .3 1 .049 

F7 .34 .029 

F8 .29 .068 

F9 .47 .002 

F lO .28 .072 

FII .19 .232 

F I2 .05 .742 

F I3 .29 .060 

FI4 .49 .001 
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Item No Correlation P 

F15 .69 .000 

F16 .65 .000 

F17 .59 .000 

F18 .74 .000 

F19 .82 .000 

F20 .54 .000 

F21 .76 .000 

F22 .50 .001 

F23 .78 .000 

F24 .74 .000 

F25 .81 .000 

F26 .87 .000 

F27 .74 .000 

F28 .76 .000 

F29 .75 .000 

-30 .88 .000 

F31 .85 .000 

F32 .80 .000 

F33 .82 .000 

F34 .68 .000 

F35 .86 .000 

F36 .85 .000 

F37 .90 .000 

F38 .91 .000 

F39 .81 .000 

F40 .89 .000 

f'41 .45 .003 

F42 .91 .000 

F43 .74 .000 

F44 .88 .000 
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Item No Correlation P 

F45 .84 .000 

F46 .83 .000 

F47 .91 .000 

F48 .78 .000 

F49 .85 .000 

F50 .71 .000 

p<.05 
Table 2 shows item total correlation of items of family support. 

Based on information gathered from the interviews with the professionals in 

neurological and medical field along with the data collected from stroke patients during the 

initial survey, 29 highly significant items pertaining to support in physical help, 

psychological and moral support and assistance in daily routine were included in the final 

Family Support Scale. 

Reliability of Family Support Scale 

To test the reli abi lity of 29 items of family support scale coefficient alpha was 

computed. A coefficient alpha of 0.97 indicate a high reliability of the scale. 

Development of Family Attitude Scale 

Fami ly attitude scale was developed to assess the attitude of the family towards the 

patient while he/she was staying at home. The items generated during the initial survey of 

the study from the family members of the stroke patients and taken from the literature and 

researches were used. 
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A set of 56 negative and positive items (Annexure VII) (each item was in form of a 

statement) was developed. These statements reflected the attitude of fami ly members 

towards the stroke patient during their stay at home after family such as importance of the 

patient's life for the family, difficulty in managing his/her personal hygiene, difficulties in 

taking the patient to the doctor regularly, financial burden due to expensive treatment, 

helping the patient to regain mental and physical strength, attitude towards physical 

disability, induced stress due to the situation, sense of shame attached to the disability, 

emotional problems, problems in providing physiotherapy, preparing special diet, 

medication, and financial and moral support. These items were arranged on 5-point Likert 

type scale using the response categories and corresponding value of "absolutely wrong" (1), 

"wrong"(2),"neither wrong nor right"(3), "right"( 4) and "absolutely right"(5). 

Instructions were prepared for the family members of the patients. The criteria for the 

selection of the relat ives were based on (I) who had the maximum contact with himiher 

during their ailment at the hospital or (2) during their stay at home. The family members 

were appraised about the study and its utility in helping stroke patients and their families and 

having better understanding of the problems associated with stroke. The set of items was 

given to the relatives of the patients and was asked to read the instructions carefully. The 

instructions were as follows: 

"National Institute of Psychology, Quaid-i-Azam University conducts vanous 

researches for acade~ic purposes. Present study is also a part of these researches. Purpose of 

this study is to understand the problems of stroke and prepare guidelines for the family to 

help the stroke patient improve while they are staying at home. Moreover we also want to 
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know about the problems of the relatives of the stroke patients and how they cope with 

them. We have prepared a questionnaire, which aims at knowing the problems faced by 

family members of stroke patients and ways and means adopted by them to tackle these 

problems. 

The questionnaire contains a number of statements. You are requested to read each 

statement carefully and tell us to which extent these statements are applicable to you. For 

example, if you always pray for the patient: mark (I) in the box of "absolutely right", If you 

never pray, mark (I) in the box "absolutely wrong", if you pray some times or most of the 

time. then mark the appropriate boxes. If you feel indecisive, mark (I) the box "neither 

wrong nor right". You are requested to read all the statements one by one without skipping 

any item, and fill the entire scale". These general instructions were (in Urdu) and were 

printed on the title page of the questionnaire (Annexure VIII). 

For the scoring of responses I was assigned to "absolutely wrong", 2 to "wrong", 3 to 

"neither wrong, nor right", 4 to "right", and 5 to "absolutely right" . In case of negative 

items the scoring was reversed. Sum of the scores was taken as the attitude shown by the 

family towards stroke patient. The range of the score was between 56 and 280. 

The data were analyzed for the item-total corre lation to find out the appropriateness 

of the items for the family attitude scale. 

97 



Table 3 

Item Total Correlation tata! items of Family Altitude Scale (items = 56)(N =40) 

Item No Correlation P 

Al 047 .002 

A2 .09 .557 

A3 .39 .01 2 

A4 .69 .000 

A5 .83 .000 

A6 .57 .000 

A7 .51 .001 

A8 .15 .352 

A9 .65 .000 

Ala .63 .000 

A II .50 .001 

A I2 .72 .000 

Al3 .08 .611 

A l 4 .83 .000 

AI 5 .66 .000 

Al6 .53 .000 

AI7 .64 .000 

AI8 .75 .000 

A19 049 .001 

A20 045 .004 

A21 Al .008 

A22 .67 .000 

A23 042 .006 

A24 .72 .000 

A25 .74 .000 

A26 Al .009 

A27 045 .004 
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Item No Correlation P 

A28 .50 .001 

A29 .20 .219 

A30 .56 .000 

A31 .11 0489 

A32 .66 .000 

A33 .8 1 .000 

A34 .67 .000 

A35 049 .001 

A36 .59 .000 

A37 .80 .000 

A38 .79 .000 

A39 .68 .000 

A40 048 .002 

A41 .12 0436 

A42 Al .009 

A43 .57 .000 

A44 040 .011 

A45 .54 .000 

A46 .66 .001 

A47 044 .005 

A48 .62 .000 

A49 .58 .000 

A50 .69 .000 

A51 .50 .001 

A52 AS .003 

A53 .64 .000 

A54 .69 .000 

ASS 046 .003 

A56 .28 .077 

p< .05 . 
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Table 3 shows item total correlation of total items of family attitude. It indicates that 

out of 56 items seven items did not show a significant item total correlation. A set of 24 

significant items (12 negative &12 positive) was selected for the final Family Attitude Scale 

used in the main study. The criteria for the selection of these 24 items of Family Support 

Scale was: (1) Those 24 items wi ll be selected which are more related to the family attitude 

(having high face validity) and (2) The items who had the p value of more than .35. These 

24 items pertained to the type of attitude the family members had regarding the patient's 

utility as a family member, the shame and guilt associated with having/carrying a disabled 

person with them and the disruption or management of their routine life due to the situation 

at hand . The items selected wereriumbers 5,9, 10,12,14,16, 17, 18,21 ,22,24,27,30,33, 

36,38,39,40,45,46,50,53,54, and 55. 

Rel'ability of Fam'ly Att'tude Scale 

Coefficient alpha was performed on the 24 selected items offamily attitude scale to 

determine the reliability of the scale. An alpha of 0.94 showed a high reliability of the scale, 

Table 4 

Coefficient Alpha Reliahility for Neuropsychological Impairment Scale, Family Support 

Scale and Family Altitude scale 

Scales 

NIS 

FS 

FA 

100 

Alpha 

.95 

.97 

.94 



Main Study 

The main study was conducted to investigate the role of family support and family 

attitude in the improvement of neuropsychological problems of stroke patients. Moreover, 

the main study examined the differences in the improvement of stroke patients of different 

gender, age, socio-economic level , and educational qualification. 

Sample 

The subjects were 50 stroke patients admitted in the Combined Military Hospital and 

Military Hospital of Rawalpindi and Pakistan institute of Medical Sciences Islamabad. The 

sample included only the stroke patients who could understand and respond. They included 

21 female and 29 male patients in the age range of 20-50 years. These subjects were selected 

after they and their relatives agreed to participate in the study after being approached and 

requested by the researcher. The education of the subjects ranged from illiterate to post 

graduation. The income of the subjects ranged between nil income to Rs. 4500/- and above 

per month. 

The patients were assessed twice. The first assessment was done during their stay in 

the hospital and the second was one month after the discharge from the hospital. 

Another sample of 50 subjects including 32 males and 28 females was included in this 

study who comprised of one member of the family belonging to each of the 50 patients who 

had been looking after the patients in the hospital and at home and also accompanied the 

patient during their out-patient visit at the hospital. 
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Instruments 

The Following three instruments developed in the pilot study were used. 

(I) Neuropsychological Impairment ScaOle 

(2) Family Support Scale 

(3) Fami ly Attitude Scale. 

A Biodata form was also used to get information regarding age, sex, educational level 

and monthly income. 

Neuropsychological Impairment Scale (NIS) 

The Neuropsychological Impairment Scale used in the main study comprised of 46 

items which were grouped in five dimensions and a sixth dimension of items pertaining to 

depression derived from Siddiqui and Shah Depression Scale, SSDS (1997). The dimensions 

and the items are as follow: 

(1) Emotional problems (10 items) item numbers = 19, 20, 21, 26, 27 and 30, 31, 32, 33 & 

34 

(2) Learning problems (6 items) : item numbers = 4, 5, 7, 13 , 15 and 16 

(3) Sensory and motor problems (6 items): item numbers = 14,38,40,44, 45 and 46 

(4) Concentration problems (8 items): item numbers = 2, 3, 6, 8,9, 10, 11 and12 

(5) Mental and physical in-coordination (4 items): item numbers = 1, 17, 18 and 39 

Items from Siddiqui-Shah (1977) Depression Scale, SSD (12 items): item numbers 22, 23, 

24,28,29,35,36,37,41,42,43 and 44 (Annexure X). 
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Family Support Scale 

The Family Support Scale used in the main study comprised of 29 items, 27 positive 

and two negative items (number 12 and 13) pertaining to support in physical, mental, and 

financial help of the patient. Items focused on dimensions related to help in learning, 

maintaining positive relations, hygiene and cleanliness of the patient, as we ll as providing 

them with assistance in physiotherapy and regular visits to the doctor were included in this 

scale (Annexure XIII). 

Family Attitude Scale 

Family Attitude Scale used in the main study consisted of 24 items. Out of these 24 

items 12 items: item numbers = 1,3,4,5,7,8,10,14,15, 20,21 and 23 were negative and 

item numbers = 2, 6, 9, 11 , 12, 13 ,16, 17, 18, 19,22 and 24 were positive items. 

Dimensions related to the stroke patients presence in the fami ly and their effect on the home 

environment. sense of shame attached to having a disabled person at home, mental and 

financial burden due to the patient, keeping the hopes alive of the patient, including him/her 

in daily routine, and looking after the patient's hygiene and well being. 

Pr"ocedure 

The stroke patients admitted in the three above mentioned hospitals and their relatives 

were approached and were informed about the research . They were invited to participate in 

the research. The patients and relatives who agreed to participate in the research were 

included. The patients and the relatives were assured of the anonymity of the data. First the 

patient was briefed about the purpose of the study and then the questionnaire along with bio-
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data sheet was handed over to him/her. They were instructed to read the general instructions 

of the test battery and then fill their bio-data form. The instructions are as follows: 

"National Institute of Psychology, Quaid-i-Azam University conducts vanous 

researches for academic purposes. Present study is also a part of these researches. Purpose of 

this study is to understand the problems faced by people after stroke and to prepare some 

guidelines for the families to manage these problems efficiently. We will give you a 

questionnaire in which problems faced by the stroke patients have been listed. Instructions 

and examples about the questionnaire are given also. You are requested to read each 

statement carefully and tell us to which extent these statements are applicable to you. For 

example, If you have headache, and the headache is all the time, then mark (I) in the box of 

"all the time", If you have never had headache, then mark (/) in the box "never", if you have 

headache some times or all the time, then mark the appropriate boxes. You are requested to 

read all the statements one by one without skipping any item and fill in the entire 

questionnaire". 

The instructions were in Urdu and were printed on the title page of the questionnaire. 

In the case of the patients who could not read due to illiteracy or neurological deficit, the 

researcher stayed with the subject and read out each statement to the patient and checked in 

the appropriate box according to the appropriate answer. The time to fill in the scale was 20-

30 minutes. This was the first administration of Neuropsychological Impairment Scale called 

as NIS I. After the completion of the bio-data form and the Neuropsychological Impairment 

Scale the researcher thanked the patients for their cooperation. The patients then were told 

about their participation in the study one month after their discharge from the hospital. They 
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were told that the researcher will remain in contact with the doctor and the administration of 

the hospital and will note down the date of their discharge from the hospital. For the follow 

lip of these patients their date of discharge from the hospital was secured. Their addresses 

were maintained by the researcher for future references and the treating neuro-physician was 

requested to call every patient as an out-patient for re-check-up exactly one month after 

his/her discharge from the hospital along with the family member. Once they reported to the 

hospital after the specified period they were again given the Neuropsychological Impairment 

Scale. 

The second administration of Neuropsychological Impairment Scale was labeled as 

NIS2. The purpose of the second administration was to assess the improvement in 

neuropsychological problems of the patient's after one month stay at home with the family. 

After completing the NIS2, the patients, were requested to respond to another 

questionnaire, named as Family Support Scale. They were told that the purpose of this 

questionnaire was to know what type of assistance they had received from the family 

members during one month stay at home. The instruction to complete this scale is as 

follows: 

"Purpose of this study is to understand the problems of stroke patients and to prepare 

guidelines for the family how to help the stroke patient while they are staying at home. In 

this regard we have prepared a questionnaire, which aims at knowing the type of support and 

assistance you got during your one month stay at home. 
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The questionnaire contains a number of statements. You are requested to read each 

statement carefully and tell us to which extent these statements are applicable to you. For 

example, if your fami ly members help you in getting up or lying down all the time: mark (I) 

in the box "all the time", If they never help you in getting up or lying down, mark (I) in the 

box "never". If they help you some times or most of the time, mark the appropriate boxes. 

You are requested to read each statement one by one carefully without skipping any item and 

to tell us to which extent these statements are applicable to you. Please fill the entire 

questionnaire". These instructions were in Urdu and were printed on the title page of the 

questionnaire. 

After this the family member of the patient attending them was requested to fill in a 

questionnaire containing the following instructions. 

"National Institute of Psychology, Quaid-i-Azam University conducts vanous 

researches for academic purposes. Present study is also a part of these researches. Purpose of 

this study is to understand the problems of stroke and prepare guidelines for the family to 

help the stroke patient improve while they are staying at home. Moreover we also want to 

know about the problems of the relatives of the stroke patients and how they cope with them. 

We have prepared a questionnaire, which aims at knowing the problems faced by the family 

members of the stroke patients and ways and means adopted by them to tackle these 

problems. The questionnaire contains a number of statements. You are requested to read 

each statement carefully and tell us to which extent these statements are applicable to you. 

For example, if you always pray for the patient: mark (I) in the box of "right", If you never 

pray. mark (I) in the box "wrong", if you pray some times or most of the time, then mark the 
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appropriate boxes. If you fee l indecisive, mark (I) the box "neither wrong nor right" . You 

are requested to read all the statements one by one without skipping any item and fi ll the 

entire scale". These general instructions were in Urdu and were printed on the title page of 

the questionnaire. 

Scor ing of the scales 

(1) Neuropsychological Impairment scale 1 (NIS 1) and 2 (NIS2) 

Neuropsychological Impairment Scale (NIS) was scored on 4-point Likert Type Scale, 

giving the score of 1 to "never", 2 to "some times", 3 to "most of the time" and 4 to "all the 

time". Sum of the scores was obtained as overall neuropsychological impairment suffered by 

the stroke patient. Range of scores ofNIS was between 46-184. 

(2) Family Support Scale 

Fami ly Support Scale was also scored on 4-point Likert Type scale, with allocation of 

scores of I to "never", 2 to "some times", 3 to "most of the time" and 4 to "all the time". For 

two items which were negative the scoring was reversed from 4- 1. Sum of the scores was 

obtained as an overall support shown by the family to its patient during his/her stay at home. 

Range of scores of Family Support Scale was between 29-116. 

(3) Family Attitude Scale 

Family Attitude Scale was scored on a 5-point Likert Type scale, with the allocation of 

= "absolutely wrong", 2 = "wrong", 3 = "neither wrong nor right", 4 = "right" and 5 = 

"absolutely right". For negative items the scoring was reversed. Sum of the scores was 

obtained as overall support shown by the family to their stroke patient during his/her stay at 

home. Range of scores of Family Support Scale was between 24-120. 
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Results 

The purpose of the analyses performed was to see the neuropsychological 

improvement in stroke patients because of family support and attitude . The analyses 

performed included the difference between first and second administration of NIS 1 and 

NIS2. The difference was obtained by subtracting NIS2 from NIS 1. Low and high groups 

were constituted on the basis of scores on NIS and were examined for improvement in 

neuropsychological impairment. Further low and high groups were formed on family support 

and family attitude and compared for their neuropsychological impairment scores. Moreover, 

correlational and regressional analyses were also performed. 

The subjects were classified into different groups on the demographic variables of 

Age, education and income. 

Table 1 
Freq uencies and percentage of Age, Education and Income for all the stroke subjects 

Variable N Percentage 

20-29 Years 

30-39 " 

40-S0 " 

Education: 

O-Sth grade 

8th and ninth grade 

10th grade 

College and above 

Income: 

Nil income 

Up to Rs.l S001-

Rs.lS0 1/-4S001-

Rs.4S01/- & above 

9 

21 

20 

4 

18 

10 

18 

S 

13 

IS 

17 
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18% 

42% 

40% 

8% 

36% 

20% 

36% 

10% 

26% 

30% 

34% 



Table I shows the frequencies and percentage of demographic variables of the stroke 

patients. The age of the subjects was between 20-50 years. Age was categorized in three 

groups. Nine subjects (18%) had an age ranging between 20-29 years, twenty one subjects 

(42 %) were in the age group between 30-39 and 20 (40 %) were in the age group between 

40-50 years. 

Education of the patients was categorized in four groups. Out of 50, four subjects 

(8%) were either illiterate or educated up to fifth grade. Eighteen patients (36 %) had an 

education up to middle level. Ten subjects (20 %) were matriculates and eighteen subjects 

(36 %) had education from college or had a qualification above college. 

Income of the subj ects ranged from those who had no income to income up to Rs 

14000/- per month. The patients were divided into four income groups. Five subjects (10%) 

had no income at all. Thirteen subjects (26 %) had an income up to Rs 1500/- per month. 

Fifteen subjects (30 %) had an income ranging between Rs 1500-4500/- per month. 

Seventeen subjects (34 %) had an income of more than Rs 4500/- per month. 

Frequencies and percentages were computed for the low and high groups on 

neuropsychological impairment score on first time and second time independently. The 

subjects were divided on the basis of their total scores on NIS 1 and NIS2. The range of the 

scores on NIS is 46-184. Hence the score of 91 and above was categorized as high group. 

The low group indicated less neuropsychological problems, whereas the high group 

indicated more neuropsychological problems. 
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Table 2 

Individual protocols of all the suhjects f or Gender, Age, Education, Income, 

Neuropsychological Impairment Scale's I st and 2nd application, D({{erence between the 

two, Family A ((itude and Family Support. 

SNo Gender Age EDUC Income NIS-J NIS-2 NISD Family Family 
Altitude Sup.lzort 

I 2 2 4 3 108 83 25 100 84 
2 2 2 3 3 120 96 24 103 61 
3 1 3 1 1 60 53 7 102 90 
4' I 3 I 2 74 89 15 88 49 
5 I 3 1 2 62 48 14 100 86 
6 I 2 0 1 106 91 15 102 83 
7 1 1 2 3 121 57 64 96 83 
8 2 2 3 102 59 43 93 84 
9 1 1 2 90 53 37 108 93 
10 I 2 2 120 70 50 110 83 
II 2 4 3 121 59 62 98 86 
12 3 3 2 82 48 34 100 84 
13 1 3 1 63 46 17 98 92 
14 2 2 I 73 52 21 117 85 
15 2 2 1 75 54 21 11 6 94 
16 2 3 I 11 7 109 8 94 86 
17 2 2 0 0 71 56 15 11 2 95 
18 2 2 1 106 92 14 103 89 
19 2 3 1 49 46 3 108 89 
20 2 3 0 101 129 28 65 50 
21 2 3 1 94 88 6 92 79 
22 2 3 1 0 83 60 23 95 86 
23 2 3 0 0 101 113 12 74 54 
24 2 3 1 1 117 127 10 59 51 
25 2 2 3 3 87 56 31 102 83 
26 2 3 3 2 141 51 90 91 79 
27 2 I 3 2 104 47 57 85 82 
28 I 3 4 3 85 61 24 107 84 
29 I 3 I I 62 114 52 70 49 
30 I 2 3 3 120 54 66 94 85 
31 2 2 2 129 46 83 98 75 
32 2 3 3 81 117 36 74 50 
33 3 3 83 53 30 94 87 
34 2 I 2 106 86 20 81 83 
35 3 I 2 80 57 23 95 84 
36 1 2 2 85 52 33 85 75 
37 2 3 3 87 55 32 98 85 
38 2 2 2 1 11 51 60 116 88 
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SNo 

39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 

Gender 

2 
2 
2 
2 
I 
1 

1 
1 
2 
1 
1 

Age 

2 
1 
2 
2 
1 
2 
2 
3 
2 
3 
3 
3 

EDUC Income 

3 3 
2 3 
3 3 
2 3 
3 2 
4 3 
3 2 
1 1 
2 2 
o 0 
2 2 
4 3 

NIS-I NIS-2 NISD 

125 
106 
124 
121 
90 
116 
109 
117 
110 
108 
95 
89 

53 
51 
83 
53 
58 
60 
56 
97 
57 
121 
55 
77 

72 
55 
41 
68 
32 
56 
53 
20 
53 
13 
40 
12 

Family 
Altitude 
101 
95 
101 
89 
101 
96 
86 
102 
95 
82 
97 
104 

Family 
Support 
82 
82 
79 
80 
85 
82 
83 
88 
83 
56 
83 
87 

The above table shows a positive difference between the scores of 

Neuropsychological Impairment Scale 1 st application and Neuropsychological Impairment 

2nd application for 43 subjects . 7 Subjects i.e. 4,20,23,24,29 , 32 and 48 had a negative 

difference indicating deterioration in their neuropsychological make up rather than any 

improvement. The highest positive difference was 90.00 and the lowest was 3.00. The 

highest negative difference obtained was -52 and the lowest was - 10. 

Table 3 

Frequencies. Percentages. means and SD of low and high scorers obtained by the patients 

on Neuropsychological Impairment Scale during hospitalization (first administration) 

Neuropsychological Impairment 
Scale first Administration N Score range M " l SD 
Low Group (Fewer problems) 21 (42%) 90 & below 74 .33 13.90 

High Group (More problems) 29 (58%) 91 & above 112.69 10.89 

Total 50(1 00%) 46-184 

Table 3 shows that 2 1 patients (42%) were in the low group whereas 29 patients 

(58%) were in the high group during their stay in the hospital at first administration of the 

Neuropsychological scale. 
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Table 4 

Frequencies, Percentages, means and SD of low and high scorers obtained by the patients 

on Neuropsychological Impairment Scale after staying home for one month after discharge 

from the hospital (second administration NIS-2) 

Neuropsychological Impairment 
Scale second administration(NIS2) N Score range M SD 

Low Group (Fewer problems) 39 (78%) 90 & below 58.79 11.94 

High Group (More problems) 11 (22%) 91 & above 109.64 13.12 

Total 46- 129 

Table 4 shows 39 patients (78%) in the healthier group of NIS2, whereas 11 patients 

(22%) were in the more impaired group after their one month stay at home after discharge 

from the hospital. 

Table 5 

High and low scores and changes of NIS groups during home care 

NIS 2 (Healthier) 

NIS 2 (Impaired) 

Total 

Score < 90 
(Healthier) 

19 

2 

21 

NIS 1 

Score> 90 
(Impaired) 

20 

9 

29 

Total 

39 

11 

50 

A comparison of frequencies and percentages of low and high groups in table 5 

indicate an improvement in neuropsychological impairment of the patients after one month 

of discharge from the hospital. Out of 21 healthier patients 19 patients stayed healthy after 
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one month stay at home after discharge from the hospital, whereas, 2 patients were more 

impaired during this period. Out of 29 patients who were impaired during hospitalization, 20 

had improved during their stay at home and 9 showed lesser improvement during this period. 

Patients were divided in low and high groups on the basis of their scores on Family 

Support Scale. A score of 83 and below was taken as low group and a score of 84 and 

above was taken as high group. Frequencies and percentages were computed for the low and 

high groups to see the extent of support given by the family members of the patient. 

Table 6 

Frequencies, percentages, means and SD of low and high groups of patients on Family 

Support 

Family Support N 

Low Group 26 (52%) 

High Group 24 (48%) 

Total 50(100%) 

Score range 

83 & below 

84 & above 

29-116 

M SD 

112.14 14.88 

59.63 19.26 

Results in table 6 shows that in family support sub groups 26 subjects had low score 

and 24 had high. The maximum score in low group was 83 and the maximum score in high 

group was 94. 

Caregivers of the stroke patients were divided in low and high groups on the basis of 

their scores on Family Attitude Scale. The cut off score for the low and high groups was 

taken at 50% of the total score. The caregivers scoring a total score of 97 and below were 
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grouped as low group and those scoring 98 and above were categorized as high group. 

Frequencies and percentages were computed for the low and high groups to see the type of 

attitude shown by the family members of the patient. 

Table 7 

Frequencies, percentages, means and SD of low and high groups of family members on 

Family Allitude 

Family Attitude N Score range M SD 
Low Group 25 (50%) 97 & below 118.25 7.36 

High Group 25 (50%) 98 & above 60.53 20.54 

Total 50 24- 120 

Table 7 shows 25 caregivers (50%) had low score on Family Attitude Scale whereas 

25 subjects (50%) had high score. The range of scores in two groups shows a scatter of 

scores which is 73 for the low group, whereas it is 18 for the high group indicating that the 

persons who have negative attitude towards the patients (low group) not only show their 

extreme dissatisfaction for their role as caregivers, and this wide scatter of their score can 

also be taken as an indicator of emotional instability and the amount of stress on the family 

members. Whereas for the high scoring group the low scatter of score shows not only the 

positive attitude towards the patient care, but also indicates their positive role identification 

as a care giver. 

In order to find out improvement in the patients a difference score (NISD) was 

calculated by subtracting the scores of the patients on the second administration of the 
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Neuropsychological Impairment Scale (after one month of discharge from the hospital) from 

the scores on the first administration of the scale during hospitalization. The difference was 

called as NIS-D that indicated the extent of improvement. If the difference was big, then it 

indicated a lot of improvement in the patient. If the difference was small, it indicated low 

improvement and a negative difference indicated deterioration in the condition of the patient. 

Based on these differences three groups of patients were built called as negative, low and 

high groups. 

Table 8 

Frequencies and percentages oj high, low and negative groups on the difference between 

Neuropsychologicallmpairmenl Scale 's/irst and second administration 

Difference scores of NIS 1 and NIS2 (NISD) N Score range 

High Group 20 (40%) 33 & above 

Low Group 23 (46%) 32 & below 

Negative Group 7 (14%) - 1 & below 

Total 50 100% 

Table 8 shows that high group had 20 patients (40%), which implies that 40% of the 

patients showed considerable improvement one month after they were discharged from the 

hospital, whereas 23 patients (46%) had a low score indicating less improvement in their 

case one month after discharge from the hospital. Negative group (negative score) had 7 

patients (14%) whose condition had deteriorated after one month after discharge from the 

hospital. 
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Table 9 

One way ANOVA for three groups of difference score of Neuropsychological Impairment 

Scale. 

Source df Sum of squares Mean Square F 

Between 2 24944.08 12472.04 96.96 

Within 47 6045.60 128.63 

P<.OOOI 

The result in table 9 shows a very significant F(96.96, df2 ,47 p<.OOOI) indicating a 

positive difference between the three groups of scores on NISD. 

Figure 1 

Scatter Diagram 0/NIS1 and NIS2 scores for each patient 
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This Scatter Diagram shows the level of improvement and impairment of each patient 

on first and second administration of Neuropsychological Impairment Scale. It shows that 

patients scoring high on first administration scored lower on second adminstration, 
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showing a marked improvement during their stay at home. The diagram shows 7 patients 

who had deteriorated during their stay at home. 

The mean difference scores on different dimensions of Neuropsychological 

Impairment Scale (NISD) were also taken to see the difference in the improvement of 

neuropsychological impairmebt of stroke patients on the six dimensions. Due to difference 

in number of items in each dimension, they were converted into percentages for comparison 

with the total score of NISD. The results indicated that maximum improvement (68%) was 

shown in mental and phys ical in-coordination, followed by improvement in emotional 

problems and depression (60%). Problems related to learning improved 57%, concentration 

problems 56%, whereas, sensory and motor problems improved 55%. 

To find out the differences between the neuropsychological impairment of the patients 

during their stay at the hospital and one month after discharge from the hospital t-test for 

dependent groups was computed on the scores of patients on Neuropsychological 

Impairment Scales administered during hospitalization and one month after the discharge 

from the hospital. 

Table 10 

Mean, standard deviations and t-values of firsl and second administration of 

Neuropsychological Impairment Scale 

Neuropsychological Impairment Scale (NIS) 

First administration (NIS-1) 

Second administration(NIS-2) 

df= 49, P< .0001. 
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97.74 

69.98 

SD 

2 1.12 

24.59 
6.57 



The results in table 10 indicate a highly significant difference between the 

neuropsychological impairment scale of the patients on two occasions (t (49) = 6.57, 

p<. 000 1). The mean neuropsychological impairment score of the patients on first 

administration was 97.74, (SD = 2 1.12), where as it was 69.98 (SD = 24.59) on the second 

administration. This indicates that the mean score of the patients on the Neuropsychological 

Impairment Scale one month after discharge from the hospital indicated an overall 

improvement of the patients. 

In order to find out whether there was a difference in the improvement of 

neuropsychological impairment of stroke patients because · dt support of their family 

members a t-test for independent samples was performed between the low family support 

and high family support groups of stroke patients on their scores of second administration of 

neuropsychological impairment scale (NJS2). 

Ta ble II 

Means, standard deviations and I-valve of low and high Family Support groups on the 

scores of second administration of Neuropsychological Impairment Scale (NIS2) one month 

after discharge fi'om the hospital 

Neuropsychological Impairment Scale (NIS-2) 

Family Support N M SD 

Low group 26 77.61 28.16 

2.40 
High group 24 61.70 16.99 

((f = 48, p<.02 
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The results in table 11 indicate a significant difference between the low family support 

and high family support groups (t (48) = 2.40, p <.02). The mean of NIS-2 on high family 

support group was 61.70, (SD = 16.99), whereas the mean impairment score of low group 

was 77.61 and (SD = 28.16). The lower NIS-2 mean score of high family support group 

indicates family support to the stroke patients after one month discharge from the hospital. 

To see the effect of family support and family attitude on improvement of stroke 

patients a Scatter Diagram for individual patients was made. 

Figure 2 

Scatter Diagram/or individual scores a/Family Support Scale andfamily Attitude scale. 
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The Diagram shows that higher the family support more positive is the family attitude. 
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For further analysis three groups of NISD scores group 1 (showing over all 

improvement) and group 2; negative group, (who had low improvement during their stay at 

home) and group 3; (who deteriorated during stay at home) were found. In order to see and 

compare the impact of family support on the negative and positive groups, the mean score of 

the family support total scale was taken as the reference point and was compared with the 

mean family support scores of the negative and positive groups. The results showed that the 

mean score of Family Support was 74.38. The negative group (N=7) had a mean score of 

50.42, which is much lower than the mean score of the total scale. Positive group (N=20) 

which had shown improvement had a mean score of 78.27 which is higher than the mean 

score of the total Family Support Scale showing a positive role of family support in 

improvement of neuropsychological impairment of the stroke patients. The results also 

indicate that the deterioration in the negative group can be attributed to low family support 

of the stroke patients, whereas improvement in the neuropsychological impairment can be 

the result of higher support extended by the family during the patient's stay at home. 

Table 12 

Mean and standard deviation 0.( negative, low and high groups of the d(r(erence bet"veen J sl 

and 2nd application of Neuropsychological Impairment Scale (NISD) on the scores 0.( 

Family Support. I 

Family Negative low High 
Support (n=23) 

M SD M SD M SD 

51.28 2.69 85.43 6.50 82.55 4.03 
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Negative group of the NISD on scores of Family Support had a mean score of M = 

51.28, SD = 2.69. Low group had M = 85.43, SD = 6.50. The high group had M = 82.55, 

SD = 4.03. It shows a highly negative difference between the two groups. 

T-test for independent groups was computed between the less positive family attitude 

(low group) and high positive family attitude (high group) groups of stroke patients on their 

scores of second administration of Neuropsychological Impairment Scale (NIS2). The aim of 

this analysis was to determine the effect of family member's attitude towards the patients in 

their improvement of neuropsychological problems. It should be noted that family attitude 

scale was administered to the relatives of the patients mostly attending them. 

Table 13 

Mean, standard deviations and t-value of low and high family altitude grollps on the scores 

of second administration of Neuropsychological Impairment Scale (NIS2) one month (~fter 

discharge from the hospital 

Neuropsychological Impairment Scale (NIS-2) 

Family Attitude N M SD 

Low group (Negative) 25 75.50 29.08 

High group (Positive) 25 64.01 17.24 
1.68 

df = 48, P = .n.s. 

The results 111 table 13 indicates no significant difference between the 

neuropsychological impairment scores of low family attitude and high family attitude 

groups (t (48) = 1.68, p = .n.s). The mean Neuropsychological Impairment Score of low 

family attitude group was 75 .50, ( SD = 29.08), whereas the mean impairment score of high 
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group was 64.01 , (SD = 17.24) respectively. Although, the mean impairment score of high 

famil y attitude group is lower than the low family attitude group indicating improvement, 

but it is not stati stically significant. These fi ndings indicate that the family's positive attitude 

towards patient's prognosis (improving neuropsychological functioning) is not significantly 

related to improvement in their neuropsychological functioning . 

Table 14 

Means and standard deviations Jar fOllr groups of income on the d({rerence scores olfirst 

and second administration oj Neuropsychological Impairment Scale (NISD). 

Variable 

NISD 

M 

Nil 

(N= 5) 

SD 

3.00 21.24 

Income 

Upto 1500 

. (N=13) 

M SD 

6.46 19.59 

1500-4500 

(N=15) 

M SD 

43.33 25.60 

4500 and above 

(N=17) 

M SD 

39.35 26.89 

In table 14 NISD scores of the first group (stroke patients with no income) indicated a 

Mean score = 3.00.Group 2 (patients with income ofRs. niH to 15001-) had a mean score = 

6.46 , group 3 (patients with income ranging between 15001-45001-) had a mean score = 

43.33 , whereas group 4 (patients with income of 45001- and above) had a mean score = 

39.35. The results indicate that group 3 had the highest mean score indicating an 

improvement followed by group 4. The mean score of group I shows that patients with no 

income improved the least. 

The above mentioned results are supported by comparison of mean scores of the 

income of the patients who had deteriorated with those who had shown improvement in the 
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neuropsychological impairment during their post stroke one month stay at home. The mean 

income of the two groups was 3602.00, the group of patients who had deteriorated had a 

mean score of 1857. 14, whereas the group who had shown improvement had a mean score 

of 3886.05. The results indicate a positive role played by income of the patient in 

improvement of the stroke patient, whereas the low income may be involved in deterioration 

of stroke patient. 

One Way Analysis of Variance (ANOVA) was performed for four categories of 

income on the difference scores i.e., NISD to see the difference in the improvement of 

patients belonging to different socioeconomic groups. 

Table 15 

One Way Analysis o.fVariance (ANOVAJ forfour groups o.fincome on the d([ference scores 

he/ween the first and the second administration of Neuropsychological Impairment Scale 

(NISDJ 

Sources of Variance Sum o.fsquares c{f A1ean square F 

Main Effect 16550.67 3 5516.89 9.34 

Residual 27164 46 590.53 

Total 43715.12 49 92.14 
d.f=49, p<.OI 

The resu lts of ANOV A in table 15 indicate a highly significant effect F (3,46) == 9.34, 

p<.O I, for different income groups on the difference score of first and second administration 

of Neuropsychological Impairment Scale (NISD). This indicates a positive relation between 

the four income groups of stroke patients and their improvement after one month of stay at 

home since their discharge from the hospital. 
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T able 16 

Means and standard deviations for fO llr groups of income on the d(ffe rence Family 

SlIpport. 

Variable 

Family 

Support 

M 

68.20 

Nil 

SD 

20.71 

Income 

Upto 1500 

M SD 

81.61 14.55 

1500-4500 4500 and above 

M SD M SD 

80.6 9.8 80.23 9.75 

One Way Analysis of Variance (ANOV A) was performed for four groups of income of 

the stroke patient on the scores of Family Support Scale. The aim of this analysis was to find 

out whether there was any di fference in family support to the stroke patients belonging to 

different socioeconomic statuses. 

Table 17 

One Way Analysis of Variance (ANO VA) offour groups of income of the stroke patient 011 

the Family Support Scale 

Sources of Variation S1I111 o.j'sqllares qf Mean square F 

Main Effect 723 .96 3 41.32 1.55 

Residual 7126.53 46 154.92 

Total 7850.50 49 160.21 

c(f=49, p = n.s 

The results in table 16 and 17 show a non significant difference in family support for 

patients of different socioeconomic statuses, F(3,46) = 1.55, p = n.s. This means that family 
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support in our sample was not contingent upon the income level of the patient and families 

of different socioeconomic status gives an equal amount of support to their stroke patients. 

Table 18 

Means and standard deviations for four groups of income on the scores of Family 

Altitude. 

Income 

Variable Nil Up to 1500 1500-4500 4500 and above 

(N=5) (N=13) (N=15) (N=17) 

M SD M SD M SD M SD 
Fami ly 85 .60 18.42 97.15 16.35 95.73 10.5 96.76 7.43 

Attitude 

One Way Analysis of Variance (ANOVA) was performed for four groups of income of 

the stroke patients on the scores of family attitude. Purpose of this analysis was to find out 

the difference in the attitude of the family members of the patients belonging to different 

Income groups. 

Table 19 

One Way Analysis of Variance (ANOVA) offour groups of income of the stroke 

patient and the family attitude shown by the family to the patient 

Sources of Variation Slim ofsquares 4f Mean square F 

Main Effect 553.43 3 184.47 1.23 

Residual 6894.88 46 149.88 

Total 7448.32 49 152.00 
4l= 49, p = n.s 
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The results in table 18 and 19 indicate least difference in mean scores and SD for the 

four income groups and family attitude and a non-significant F(3,46) = 1.23, p = n.s. These 

findings suggest that the attitude of the family members of stroke patients is not influenced 

by the income of the patient. 

Table 20 

Mean and standard deviations for four groups of education on the scores of d({ference of 

first and second administration of Neurop!Jychologicallmpairment Scale 

. Education 

Variable 0_5th grade 6-8grade loth grade College & above 

(N=8) (N=14) (N=ll ) (N=IO) 

M SD M SD M SD M SD 

NIS-D 9.87 14.66 3.00 22.04 53.27 14.94 40.05 28.26 

The NISD scores indicates the highest improvement score of M = 53.27, (SD = 

14.94) for the group with college qualification (category 3), followed by the mean scores of 

40.05, (SD = 28.26) for the post graduate group (category 4). The least improvement is 

indicated in the case of patients with primary and secondary level qualifications mean = 

3.00, (SD = 22 .04). The mean score of the uneducated patients was 9.87, (SD = 14.66). 

One Way Analysis of Variance (ANOVA) was performed for four categories of 

education on the scores ofNISD. The aim of this analysis was to assess the difference in the 

improvement of neuropsychological impairment of stroke patients with different educational 

qualifications. 
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Table 2 t 

One Way Analysis (?f Variance (A NO VA) for education on the d({ference scores C?f.tirst and 

second administration of Nellropsychological Impairment Scale (NISD) on fOllr categories 

of edllcation 

Sources of Variance Slim of squares «( Mean square F 

Main Effect 20873.1 2 3 69575.70 14.01 

Residual 22841 .99 46 496.56 

Total 73715.12 49 892.14 

c(f=49, p<O.OO 1 

The results in table 20 and 21 show a highly significant main effect F (3 ,46) = 14.01, 

p<O.OO 1, for education on NISD. 

Table 22 

Mean and standard deviations for four groups (?( education on the scores of Family 

Support. 

Education 

l'ariable o -,), I -) groc e 6-8grade 10'), I grace College & above 

(n =8) (n =14) (n =11) (n =10) 

M SD M SD M SD M SD 

FS 76.75 16.95 78.07 17.57 82.63 5.12 81.05 8.46 

One Way Analysis of Variance (ANOVA) was performed for four categories of 

education on the scores of family support. The purpose of this analysis was to determine 

whether the patients with different educational qualifications receive different family 

support. 
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Table 23 

One Way Analysis of Variance (ANOVA) for Jour categories oj education of the stroke 

patient on the scores of Fam;!y Support Scale 

Sources of Variance Sum oj squares dJ Mean Square F 

Main Effect 217.86 3 72.62 .55 

Residual 602l.91 46 130.91 

Total 6239.78 49 127.34 

df=49 , p = n.s 

Table 22 and 23 shows the results of ANOV A on the scores of family support for 

patients belonging to four educational categories. Results show a non- significant effect F 

(3,46) = .55, P = n.s. Patients education is not associated with how their families support 

them. However the ineans scares of third and fourth group are higher than first and second 

group showing more effect of higher education on fami ly support. 

Table 24 

Mean and standard deviations forfour gl'Oups (?ledllcafio/1 0/1 the scores of Family 

Attitude 

Education 

Variable 0-5'11 grade 6-8grade 10'11 grade College & above 

(n ';'8) (n =14) (n =ll) (n =10) 

M SD M SD M SD M SD 

FA 100.0 15.75 89.85 15.36 98.36 9.29 96.00 8.19 
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The educational category 1 i.e., families of patients ranging between illiterates to 

education upto 5th grade had the highest mean attitudinal score of 100.00, (SD = 15.75), 

followed by educational category 3 with a mean score of 98.36, (SD = 9.29). The mean score 

of category 2 was 89.85, (SD = 15.36) and for fourth category of educational qualification 

the mean score was 96.00, (SD = 8.19). This shows that family attitude was least favourable 

toward patients who had only basic qualification. 

One Way Analysis of Variance was performed for four educational categories on the 

scores of family attitude. This analysis was done to find out the difference in the attitude of 

family members toward the patients with different educational qualifications. 

Table 25 

One Way Analysis 0/ Variance (A NO VA) /or/ollr categories 0/ education of the stroke 

patient on the scores oj Family Affitude. 

Sources of Variance Sum o/squares elf Mean Square F 

Main Effect 293.31 3 97.62 4.21 

Residual 1068.36 46 23.22 

Total 1361.68 49 27.78 

df=49, p<.OI 

The results in table 24 and 25 show a highly significant difference in the attitude of the 

family members towards the patients of varying educational qualifications, F (3,46) = 4.21, 

p<.O 1 which implies that the attitude of the family members of the patients was different 

toward the patients with different educational qualifications. The comparison of mean 
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attitudinal scores toward the patients of different educational qualifications are, however, 

against our expectations. 

Table 26 

Mean and standard deviatiol7s of 3 categories of age of patients on the d!fference score of 

first and second administration of Neuropsychological Impairment Scale. 

Age in Years 

Variahle 20-29 Year 30-39 Year 40-50 Year 
(n=9) (n=21) (n=20) 

M SD M SD M SD 

NSI-O 42.44 14.20 38.8 27.37 9.55 29.00 

Subject with age group ranging between 20-29 years had a mean score = 42.44, SD = 

14.20 for NISD. Subjects with age group ranging between 30-39 years had a mean score = 

38 .8 . SD = 27. 37, whereas, Subjects with age group ranging between 39-40 years -had a 

mean score = 9.55 and SD = 29. 

One Way Analysis of Yariance (ANOY A) was performed for three categories of age 

on the scores of NISD. The purpose of this analysis was to find out the extent of 

improvement in the neuropsychological impairment of patients of different age groups. 

Table 27 

One Way Analysis of Variance (ANOVA) for three categories of age of the stroke 

patient on the d!f{erence scores offirst and second administration of Neuropsychological 

Impairment Scale (NISD) 
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Sources ofYariance Sum of squares df Mean score F 

Main Effect 11136.71 2 5568.35 8.03 

Residual 32578.41 47 693.15 

Total 43715 .12 49 892.14 

df=49, p<O.OOl. 

The results in table 27 shows a highly significant difference in the NISD scores of 

patients of different age groups F (2.47) = 8.03, p<.OOI. The mean scores of youngest age 

group was 42.44 showing maximum improvement followed by second category of age with 

a mean score of 38.8. The least improvement was shown by the oldest age group (41-50 

years) with a mean score of9.55. . 

One Way Analysis of Variance (AN OVA) was performed for three categories of age 

on the scores of Family Support Scale to find out if the support of family members of stroke 

patients is different towards the patients belonging to different age groups. 

Table 28 

One Way Analysis (~r Variance (A NO VA) for three categories of age of the stroke patient on 

the scores of Family Support 

Sources of Variation Sum ofsquares df Mean Square F 

Main Effect 602.93 2 301.46 1.95 

Residual 72427.56 47 154.20 

Total 7850.50 49 160.21 
df=49 , p = n.s 

Results in table 28 show a non significant difference between the three categories of 

age group on the family support scores, F (2,49) = 1.95, p = n.s. 
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In order to find out the difference in the attitude of family members toward stroke 

patients in different age categories One Way Analysis of Variance (ANOVA) was performed 

for three categories of age on the scores of family attitude. 

Table 29 

One Way Analysis of Variance (A NO VA) for three categories of age of the stroke patient on 

the scores of Family Attitude. 

Sources of Variance Sum of squares eff Mean Square F 
Main Effect 622.88 2 311.44 2.14 

Residual 6825.43 47 145.22 

Total 7448.32 49 152.00 

c«(=49, p = n.s 

The results in table 29 show a non significant effect F (2,47) = 2.14, p = n.s This 

means that the attitude of the family members was not different toward the patient of 

different age. 

A t-test for independent groups on NISD scores of the patients was performed to find 

out if male and female patients differed in the improvement of neuropsychological problems. 
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Table 30 

Means. standard deviations and I-value of male and female slroke patients on d{r{erence 

scores o/first and second administration of Neuropsychological Impairment Scale (NISD) 

Difference scores between first 
& second administration of 

Neuropsychological Impairment Scale 
(NlSD) 

N 
Men 29 

Women 21 

c!/'48 , p = n.s 

M SD 
31.10 24.04 

.82 

29.40 30.99 

The results in table 30 indicate that there was no significant difference in the NISD 

scores of men and women stroke patients I (48) = .82, p = n.s. This means that male and 

female patients did not differ in the improvement of neuropsychological problems after 

stroke. However, the improvement mean score of male patients was higher ( M = 31.10) than 

the female patients ( M = 24.04). 

Results regarding difference in improvement of neuropsychological problems in 

gender was also supported also by comparison of the percentage of male and female stroke 

patients who had improved with those patients who had shown deterioration during their 

stay at home. The results showed that 43% of male stroke patients had shown deterioration 

as compared to 57 % of females, whereas 60.5% of males had improved compared to 39.5 % 

of females stroke patients. 
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T -test for independent samples was performed between the men and women stroke 

patients on the scores of Family Support Scale to see whether the family support was gender 

specific. 

Table 31 

Means, standard deviations and t-vallle of male andfemale stroke patients 011 the scores of 

Family Support Scale (one month qfter discharge from the hospital) 

Family Support Scale 

N M SD 

Men 29 81.00 77.42 
.98 

Women 29 11.58 14.02 

err 48, p ::: n.s 

The results in table 31 indicate that there was no significant difference between the 

Family Support Scores of men and women stroke patients t ::: (48) ::: .98, p ::: n.s). It implies 

that family members of the stroke patients extend support to their patients irrespective of 

their gender. The fact of non-significance means that the true difference between male and 

female may likely be zero. 

In order to determine whether there is any difference in the attitudes of family 

members toward the male and female stroke patients. I-test for independent samples was 

performed on the scores of Family Attitude Scale of male and female stroke patients. 
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Table 32 

Means, standard deviations and t-vaille o.f male and Jemale stroke patients on the scores oj 

family af/ilude reported by the careKivers o.f the stroke patients (one month after discharge 

from the hospital 

Men 

Women 

t!f 48, p = n.s 

Family Support Scale 

N M 

29 

21 

96.13 

94.47 

SD 

9.99 

15. 19 

t 

.47 

The results in table 32 indicate a non significant difference in the attitude of family 

members toward men and women stroke patients. (t = (48) = .47, p = n.s.). The mean score 

for male patients on family attitude was 96.13, whereas mean score for female patients on 

family attitude was 94.47. 

Multiple Variable Analysis 

Multiple Regressional Analys is was performed to determine the importance of 

different variables in the improvement of stroke patients. The variables of the study i.e. , age, 

income, education, family attitude, family support and gender were regressed on the 

difference score of first and second administration of Neuropsychological Impairment Scale 

(NISD) as dependent criterion. 
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Table 33 

Multiple Regression for Age, Income, Gender, Education, Family Support and Family 

Alfitude on the d(fference scores offirst and second administration of Neuropsychological 

Impairment Scale (NISD) 

Multiple R = 

R square = 

.80288 

.6446 1 

Adjusted R square == .58538 

Standard error = 19.30978 

Analysis of variance df 

Regression 

Residual 

7 

42 

Sum a/squares 

28405 .57385 

15660.44615 

F = 10.88 Significance of F = .0001 

Variables B SEB 

Income 13 .75 6.69 

Gender 6.88 7.46 

Age -.63 .48 

Education 2.10 4.48 

FS 1.22 .35 

Mean square 

4057.93912 

372.86777 

Beta 

.40 

. 11 

-. 15 

.08 

.51 

T sig T 

2.04 .04 

.92 .36 

-1.31 .19 

.47 .64 

3.45 .001 

The analysis in table 33 shows a highly significant F value for the multiple regression 

F(7,42) = 10.88, p<.OOOl. The anaiysis shows that beta weights for income (beta = 0.40, 

17<.04) and family support (beta=0 .5 1, 17<.001) were significantly related to the dependent 

variable i.e., the difference score Of first and second administration of Neuropsychological 

Impairment Scale (NISO). The beta weights of all other variables were non significant. This 

indicates that family support and socio-economic status of patients was the most 
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contributing factors in the improvement of neuropsychological problems of stroke patients. 

While income and education reflect pre-stroke status, family support was measured 

simultaneously with NIS2 and hence we don 't know its true sequence. 

Inter correlations were computed between the difference scores of first and second 

administration of neuropsychological impairment scale (NISD) and family support, family 

attitude, age of the patients, education of patients and income of the patients. The aim of 

these correlational analyses was to find out the extent of relationship among the variables, 

especially between the improvement (NISD) and other variables. 

Table 34 

Correlation between d([ference scores of first and second administration of 

Neuropsychological Impairment Scale (NISD), Family Support and Family Altitude, age, 

education and income of the stroke 

Variables FS FA Age Education Income 

NISD .55** ** .10 -.56* *** .46** .46** 

FS .77**** -.32* .11 .1 0 

FA -.26* .08 .10 

Age -.29* -.35 ** 

*p<.05 , **p <.OI , ***p<.OOI , ****p<.OOOI 

Results in table 34 show a highly significant positive relationship between the 

difference scores of first and second administration of Neuropsychological Impairment Scale 

(NISD) and family support, r = 0.55 , p<.OOOl. These findings show that family support 
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variable is directly related to the patient's improvement. The more the support was extended 

by the family to the patient the more was the improvement in the condition of the patient. 

There was a positive and a highly significant correlation between NISD and education 

of the patients, r = .46, 17<.01. These findings suggest that educated patients show greater 

improvement. 

There was a highly signi {jcant correlation r = .46, 17<.01, between NISD and income 

of the patients. These findings suggest that more the income of the patients the greater was 

the improvement in the neuropsychological impairment. 

Findings also suggest a highly significant positive correlation between family attitude 

and family support, r (48) = 0.77,17 = .0001. This shows that if the attitude of the family 

members is positive towards the patients, then they give every possible support to the 

patient. 

There were also some negative correlations between different variables. A non 

significant correlation was found between NISD and the attitude of the family, r = .10, P = 

n.s. This suggests that attitude of the family members towards a patient and 

neuropsychological improvement of the patient are not related. 

The results indicate a highly significant negative correlation between the difference 

scores ofNISD and the age of the patients, r (48) = -0.56,p = .0001. This implies that in the 

older patients had lesser improvement in their neuropsychological impairment especially 
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after the age of 40 years. There was also a significant negative correlation between the 

age of the patients and the family support, r (48) = -.32, P = .02. This suggests that more 

the age of the stroke patients, the lesser was the support extended to them by their family 

members. All other correlations were not significant. 
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Chapter III 

DISCUSSION 

The major aim of the study was to find out the role of family support and attitude of 

the famil y members in the improvement of neuropsychological problems of the stroke 

patients. Moreover the study investigated the differences and the extent of improvement in 

male and female stroke patients with different educational qualifications and belonging to 

different socio- economic statuses and age groups. 

It was hypothesized that stroke patients supported by the families in the management 

of their problems will show more improvement than those supported by their families to a 

lesser extent. It was also hypothesized that more the favourable attitude of family members 

toward the patient the more will be the improvement. It was further assumed that educated 

patients andlor with higher income will manage their problems better and will show more 

improvement. It was expected that male patients will show more improvement than female 

patients. 

The results indicated an overall improvement in our sample of stroke patients. Out of 

the total sample, 86 % improved i.e. , showed improvement in the neuropsychological 

problems, Whereas, 14% deteriorated. However, majority of the stroke patients showed 

improvement with healthy prognostic signs. 

The main hypothesis of our study regarding the improvement of patients associated 

wi th support of the family members was confirmed. The results indicated considerable 
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improvement in the neuropsychological problems of the patients who received more support 

from their family members as compared to the patients receiving less support from them. 

The support included medical, physical and personal hygiene care of the patients as well as 

moral and psychological support. The data indicates that the salient dimensions of the 

support included support in problems related to "emotions", "learning", "sensory and motor 

area", "concentration" , "mental and physical in-coordination" and "depression". 

The maximum improvement 111 the stroke patients was indicated when they were 

supported in problems related to mental and physical in-coordination, endorsing statements 

like "my family consults me in financial matters", "my fami ly helps me in recognizing 

others", " my family read the newspaper for me". My family takes me out for recreation 

regularly" . The second maximum support shown by the family members of the stroke 

patients was helping the patient in overcoming their emotional problems and depression. 

These two dimensions were equal in response to improvement. Statements such as, "my 

family 's attitude has not changed towards me", "my family gives importance to my view 

point", "my family is not ashamed of introducing me to the guests", "my family is worried 

about me", "my family gives me special attention", "my family keeps my hopes alive", and 

"my family tries to keep me happy" were related to problems of mental-physical in­

coordination and emotional dimensions. 

Improvement in learning, followed by concentration and sensory and motor problems 

respectively. were the next dimensions which showed improvement. Statements such as, 

"my famiiy heips me in recognizing others", "my famiiy heips me in eating food, my family 
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prepares special food for me", "my family provides me medication on time". "my family 

takes me out for a walk" etc reflected these factors. 

These findings highlight the fact that the above mentioned aspects are highly important 

in the improvement of stroke patients. The importance of the role of family is manifested in 

that maximum improvement is associated with their support towards the mental and physical 

help along with providing assistance in mobilizing the patient in order to attain normal 

functioning. As one can understand, these factors are important for a speedy recovery of the 

patient. It also highlights the significance of due and proper care to the stroke patients by 

their fami Iy members. Since a stroke patient is likely to suffer depression and lack of interest 

in daily life because of his physical and psychological problems, support by the family will 

raise his morale and develop his interest in the life that may help him to improve and to 

adjusted to the environment. Moreover, the family's care and support in timely medication, 

visits to the treating doctor and physiotherapy can help the patient to regain normalcy and to 

fight against the ailment effectively. 

Salience of these findings seem highly important from our cultural perspective. 

Pakistan, as a developing nation, is deprived of most of the government and community 

post stroke help and care in the form of rehabilitation centers or community setups. We 

should also keep in mind that in case of organic and psychiatric ailments of a family 

member, we as a nation have the tendency to extend family and friend support to the 

patient's condition or improvement. This could be attributed to numerous cultural factors. 

There is a strong need to emphasize the role of caregivers/family in the improvement of 

patients. It starts from the stage of sudden onset of stroke, its management, and. of course 

142 



prolonged process of hope and despair. Family needs to understandlrealize how their care 

and support brings major changes in patient's general health conditions. Even mere gestures 

of verbal empathy and acceptance of presence of a stroke patient in the family helps bring 

positive changes in the patient 's physical and psychological condition. 

The regressIOn analysis performed to determine the importance of the variables 

contributing towards improvement of stroke patients show a predominant role of family 

support, followed by the income of the patient, in the improvement of neuropsychological 

impairment of the patients. The highest beta weight for Fami ly Support Scale is indicative of 

family support in the improvement of the patient. This finding is supportive of our 

hypotheses and prior research. 

The proposed rationale for this result is that support was expected to involve practical 

measures taken by the family in helping the patient in areas such as recognition, 

physiotherapy, physical and personal hygiene, moral support, financial help, recreation, 

medication, special diet and moral support. Studies have indicated that these were the best 

interventions which can help improve a stroke patient and enable him/her to recover 

speedily. 

Hypothesis concerning role of positive family support in the improvement of stroke 

patients is supported by other researches as well. Eastwood, et. aI., (1989) studied the 

duration of hospitalization and the role of family support in the improvement of stroke. They 

found that patients staying at the hospital for a longer time had greater functional disability 

as compared to patients who stayed at home. Morris, et. aI., (1991) found a positive relation 
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between the perception of stroke and post stroke depression in hospitalized patients. They 

concluded that perception of social support can mediate the emotional response to stroke. 

Nygaared and Birkedal (1992) interviewed patients with stroke who were admitted to a 

rehabilitation unit in a somatic nursing home with respect to how they function in the unit 

and their quality of life. It was concluded that family contact and the ability to eat without 

help were significant for the quality of Ii fe. 

Stroke is sometimes fatal and those who survive may be handicapped for a long 

duration. Because of their condition they suffer many psychological and psychiatric 

problems, and hence they need maximum support from the family to help in their 

improvement of psychological impairment. That the family system of Pakistani society is a 

protective factor against psychiatric morbidity after stroke was pointed out by Khokhar 

(1994) on a sample of stroke patients at a Combined Military Hospital Rawalpindi. Young 

and Forster (1992) made a comparison of role of family support for the day hospital 

attendance and for the patients seeking home physiotherapy. The purpose of this research 

was to determine which service procedure had a high functional utility and improvement for 

the patient. After six months assessment it was found that home physiotherapy seems to be 

slightly more effective and more resource efficient than day hospital attendance. The 

improvement could be attributed to family support. Other studies (Soderback & Ekholm, 

1992) also reported simi lar results. 

The above results are in line with our hypothesis that family support is a practical 

approach to help the stroke victim recover from his/her disability. The correlational results 
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too indicate a very highly significant relationship between improvement III 

Neuropsychological Impairment Scale (NISD) scores of the patient and family support. 

In lieu of lack of other helping institutions, all the encumbrance related to a 

handicapped patient lies on the shoulders of the family, and an intrinsic consequence of such 

an event could be a negative change in attitude towards the patient. This can playa vital role 

in providing the patient the required assistance leading to improvement in his/her symptoms 

(Argyl 1983). However there was no evidence of such attitudinal affect in our study. The 

results concernlllg the hypothesis regarding attitude of the family members towards the 

patients and their improvement, indicated a lack of significant difference between the 

patients enjoying favourable and those facing unfavourable attitudes of their family 

members, However there is a strong relation between the attitude and the support of the 

family members for the stroke patients. This means that the family members who have a 

positive attitude toward the stroke patient also extend their support to them. Nevertheless a 

non significant effect of family attitude on improvement of the stroke patients suggests that 

fami Iy atti tude may not in fl L1ence a direct affect on improvement of stroke symptoms as 

compared to the family support. However, family attitude might effect the type of support 

extended by the family to the stroke patient. 

One can understand this inconsistency between attitude and behaviour in the context 

of Eastern societies. These findings are supported by Trifimow & Finlay (1996) who found 

that the beta weights (regarding helping their ailing family members) of Eastern societies 

(such as japan. India, China etc) (collectivists) were equal for norms and attitudes, While the 
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beta weights of European Societies (Individualists) are much higher for attitudes than for 

norms. 

The attitude of the family towards the patient could be either positive or negative. The 

attitude can be shown in many ways such as irritability of the family, seriousness of the 

situation, sense of helplessness, difficulty in managing patient's hygiene, toilet, exercises, 

medication and recreation. Attitude towards financial problems, guests, sense of shame and 

gui lt due to an obnoxious situation and most importantly utility of the patient for the family 

are vital areas of concern. A family with a positive attitude towards the patient is likely to 

extend a better support to the patient at home as compared to the family members of the 

stroke patient who have developed a negative attitude towards the patient. Attitudes alone do 

not include practical measures adopted by the family of the patient to improve his/her 

condition. So it can be concluded that although a positive attitude of the family member of 

the stroke patient can give rise to positive support extended to the patient by the family 

members, attitude in itself does not play an independent role in the improvement of the 

stroke patient. 

The results pertaining to the hypothesis about the improvement of stroke patients 

belonging to different socioeconomic statuses show a significantly greater improvement of 

neuropsychological problems of patients belonging to higher income levels (see table 14) . 

The least improvement was shown by patients in the lowest socioeconomic category. 

These findings are consistent with our hypothesis that more the income of the patients 

the more will be the improvement. The results of the regressional analysis performed to 
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determine the importance of the variables contributing towards improvement of stroke 

patients are also supportive of our hypothesis. Income of the patient had the second highest 

dominant role in the improvement of the neuropsychological impairment of the patients after 

the family support and age. The correlation between income and improvement in 

Neuropsychological Impairment Scale scores also indicate a positive relation between 

income of the stroke patient and his/her improvement. 

The socioeconomic status of the patient is quite helpful to improve the condition of 

the patients in many ways. The patients having sufficient money can afford expensive drugs 

as well as other necessary aids that may contribute towards the recovery of the patients. 

Treatment of stroke is an expensive affair and it needs better financial situation, patients 

with better income resources are able to afford the expenses needed for better medical 

facilit ies, food and physiotherapy. Such privi leged patients are likely to improve more as 

compared to those patients who lack these faci lities due to lesser income. An extra 

advantage IS that rich patients may be able to hire the services of professionals for 

themselves which would help improve their condition and, moreover, teach them how to 

cope with their problems. 

The findings related to difference in family support and family attitude toward the 

patient of different income level do not show any evidence of differential treatment. This 

indicates that, the attitude and the support of the family members of the stroke patient was 

not contingent upon the income of the patient. The differential improvement in the case of 

patients with different income, however, suggests that the avaiiabiiity of money may help in 

getting the required facilities meant to the management of neuropsychological problems. In 
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addition, the population at higher income levels has lower mortality rates and lower 

prevalence of disabilities. This suggests that most of such people are generally healthier and 

better nourished before health crises like stroke occur. Therefore, their recoveries are usually 

faster. even without unusual post-stroke technology. 

These findings underscore the dominant characteristics and group dynamics of East 

Asian cultures, in which families are tied in close knitted systems striving for a common 

goal. Rehabilitation of a stroke patient is considered as an important task for the family 

which is supposed to rely on their own meager resources and facilities. If the patient is 

wealthy and resourceful, he/she is likely to benefit out of the resources at hand, but the 

family, whether poor or rich is expected to exercise all possible methods to help the patient. 

It should be noted that the most responded items of family support and family attitude 

pertained to the practical involvement of family members with the patients rather than the 

expensive technical, medical or rehabilitational support. However, a component of family 

support may include financial elements such as, providing nutritious food, better hygiene, 

and appropriate medication. Nevertheless, it was overall physical, moral and psychological 

help that played the crucial role in the improvement of the patients. They also typically have 

higher income and resources. 

It was further hypothesized that educated stroke patients will show greater improvement 

in the neuropsychological problems. The results of the study confirmed our assumption that 

higher educational level of the patient is positively related with the improvement. The 

analysis of the results indicated that educated patients are learned enough to understand the 
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details of the disease, and accord ingly understand the instructions by their doctors and take 

medicine regularly. 

The inferences drawn from these results that an educated patient is more likely to have 

an educated family which can understand instructions better, take medicine on time, look 

after the patient so as to affect his situation positively. Some researchers such as Rosa et. al .. 

(1994) have found that the scores of Mini Mental State Examination Test for stroke patients 

(MMSE, Folstien, 1947) increased with the levels of educational achievements. They 

concluded that patients with no formal schooling had lowest scores on MMSE. The median 

MMSE score was high for those with at least nine years of schooling, it was average for 

those with five to eight years of schooling and the least score was obtained by those wi th nil 

to four years of schooling. This shows that higher level of education was a major factor in 

improvement of neuropsychological problems of stroke patients. 

Aging is one of those processess which affects everyone differently. Response to aging 

is usually slow and pains taking (Fozard & Popkin, 1978). Physical decline begins at early 

adulthood, but it is late in life when people become aware of it. Many sensory abilities such 

as visual acuity, auditory accuracy, muscle strength, reaction time and stamina diminish 

gradua ll y. In the o ld age the onset of a threatening ai lment, like stroke, may have an adverse 

impact on the sufferer as well as the family. The old age may be detrimental to the 

improvement of stroke patients, and they may take a longer time to recover either partially or 

completely. 
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It was hypothesized that older age will be negatively related to the improvement in 

neuropsychological impairment after stroke. Even though our study no one overage 50, the 

results confirmed our hypothesis. Least improvement ocured in the neuropsychological 

problems of the stroke patients in age group of 40 to 50 years. The most improvement was 

in the age group of 20 to 29 years. The results also indicated that neuropsychological 

improvement was higher in younger patients as compared to older patients. 

An inferential analysis of reasons regarding old age and slow improvement in 

neuropsychological impairment of stroke patients suggests that aging itself is associated with 

many maladjustments after onset of stroke (Berk, 1998). Old age is associated with physical 

decline, but the onset of this decline may be anywhere from age 50 to age 80, depending on 

personal health habits. Compared to younger age the automatic nervous system, involved in 

many life support functions, often perform less in middle and old age. Aggravated by a 

stroke the neuropsychological system is likely to suffer badly. Another important factor 

associated with stroke and greater age is the higher mortality rate due to stroke in older age 

(Larson, 1996). This knowledge can cause fear and associated depression in older age stroke 

patients, thus lessening the chances of their improvement. However, the degree of 

depression is more powerful than the number of calendar years. 

In the majority of the world societies males are gIven preference over females 

(Gerrard, 1987). In the ancient times and even nowadays men are usually the bread winner 

of the family. This gives them an edge over women. A boy is always welcomed by the 

family, whereas birth of a girl is mostly disliked. In Asian societies these traditions are even 

more pronounced. Pakistan is no exception, where men playa pivotal role in earning the 
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livelihood for the entire family and carry the family heritage to the next generation. Although 

education and modernization has somewhat changed the scenario, still the gender biases are 

very much prevalent in our social setup. 

In the context of Pakistani society where males are preferred over femal es, it was 

assumed that male stroke patients wi ll show greater improvement compared to female stroke 

patients in their neuropsychological impairment after the stroke. It was also hypothesized 

that male stroke patients will be extended more support by their family members as 

compared to females . Also the attitude of the family members was expected to be more 

positive toward male than the female patients. The results of the study did not support our 

hypotheses. We found a non-significant difference in improvement of neuropsychological 

impairment of the male and female stroke patients. Although the mean score of male stroke 

patients was s lightly greater than females the difference was not significant, whereas. other 

studies showed greater differences. Goetz et. al.. (1992) concluded that compared to men 

emotional problems are high in women suffering from stroke. Moreover, the results showed 

that women scored worse emotional pattern than men in a study conducted by Angeleri et. 

al. . (1993) to investigate the influence of depression, social activity and family stress on 

functional outcome after stroke .. 

Our findings also revealed that gender of the patient was not an important factor in 

either attaining the support of the family or positive attitude of the family members. Both 

male and female patients were treated in the same manner by the family members. This 

could be a reason for the lack of difference in neuropsychological improvement of male and 

femal e stroke patients . 
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Lack of significant difference in the family support and attitude between male and 

female stroke patients may be due to the reason that in our society a sick person is not 

considered a burden, and everybody in the house tries to help the patient by showing a 

positive attitude towards him/her, irrespective of his/her gender. 

Surprisingly, contrary to our findings. certain studies conducted in the Western 

countries indicate gender bias in family support. Friedland and McColl, (1992) reported 

significant differences in family support experienced by the men as compared to women 

stroke patients. The results revealed that men and women were given discriminatory support 

by the family due to the difference in their gender, and men were treated better. 

The correlational analysis performed also supported our findings related to our 

hypotheses and provided some additional information regarding the variables of our study. 

In majority of the cultures one finds that education and socioeconomic status are closely 

related to each other. In our culture this factor is even more pronounced r = .46. The same is 

applicable in the case of our stroke sample. It was interesting to note that education was 

positively associated with neuropsychological improvement and socio-economic status, but 

had no significant relation with the family support and family attitude. It was indicated that 

improvement was more prominent among highly educated as compared to lesser educated 

patients. This improvement could not be attributed to factors such as family support and 

family attitude as indicated by the correlational analysis. Our argument is supported by a 

positive relation between income and education r = .46. Educated patients are more likeiy 
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to have good jobs, which will again directly or indirectly affect the quality of improvement. 

Income had greater impact on improvement. 

Regressional analysis as well as correlational analysis regarding age indicated a 

significantly negative correlation between the age of the patient and the improvement of the 

neuropsychological impairment of the stroke patients. 

It also revealed a negative relationship between age and family support. It showed that 

patients who suffered stroke at a young age were given a higher family support as compared 

to patients who suffered stroke at an older age. It could be due to the reason that people 

become more demanding, less mobile and less accommodative to other people as they grow 

in age. Their perspective about themselves, the physical decline and the loss of neural 

processes due to age factor becomes a compounded problem if they suffer stroke. Their 

condition is likely to make them behave in a demanding manner, which may put the family 

members under stress or may irritate them, resulting in lesser support. Because of lesser 

family support the improvement of the older stroke patients may be slow and less. 

The results showed a negative relation between age and family attitude also. Patients 

who suffered stroke at an older age were exposed to a more negative attitude of their family 

members during their stay at home as compared to patients who suffered stroke at a younger 

age. A number of the studies in this field conducted abroad that relate to old age and illness 

have similar results. 
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There may be some reasons for lesser family support and less favourable attitude of 

the family member toward the older stroke patients. The young patients may have alive 

parents or a young spouse to attend to him/her. On the contrary older patients may not have 

parents to look after them, and due to an old spouse and children's settlement in their own 

life, no one can look after them at home. In our Eastern society the family system is mostly 

joint in nature. The parents live with the sons, while the daughters form new households 

after their marriage and live with the parents of their husbands. Costomarily in most of the 

cases the relations between the parents and daughter in law are not very healthy, which is 

likely to worsen in case of stroke to an elder. Due to an increase in the responsibilities the 

sons and daughter in laws may develop negative attitude, which is displayed in form of 

lesser support, causing lesser improvement of neuropsychological impairment of the old age 

patients . The situation can worsen in case of lower socio-economic status, where due to lack 

of other resources all the responsibility of looking after the old patients lies on the shoulders 

of their children, thus effecting the quality of the required support and attitude for the 

improvement of stroke patients. 

The correlational analyses revealed that the most significant highest relationship was 

found between family support and family attitude (r == .77). This supports our contention that 

if the attitude of the family members of the stroke patient is positive they will extend more 

support to the patient. 

As discussed earlier our hypothesis regarding the role of family support in the 

improvement of stroke patients was confirmed, where as family attitude was found noi be 

relevant. This may be because of a number of reasons. Firstly, the family support was 
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responded by the patient him/herself as they perceived it. while the family attitude was 

reported by the relatives of the patients. Secondly, family support comprised of dimensions 

which were fundamental to practical help in improving or caring for the neurological, 

physical and psychological problems faced by the patient, such as hygiene, physiotherapy, 

medication, cleanliness, comprehension, cognition, rehabilitation, recreation etc. Family 

support also included dimensions such as taking the patients to the doctor, helping them 

operate in daily routine, such as walking, eating, changing their clothes, looking after their 

personal and physical hygiene, providing them with physiotherapy, appropriate and timely 

food and medication, help in concentration exercises, such as recognizing objects and 

people, or moral support, such as keeping their hope alive and giving their view point due 

importance. 

It is quite obvious that stroke results in physical and psychological impairment and its 

improvement depends greatly upon the physical, psychological and medical care of the 

patients, any such measures taken by the family member would have positive impact upon 

the patient. However, in Eastern societies the attitude of the family members toward their 

ailing relatives and family members is mostly positive and favourable, it does not mean that 

they would extend the patient practical help under every circumstances. The Eastern value 

system demands that one should be positive in expressing one's feeling toward others. 

According to Kashmina, Siegel, Tanaka and Kashmina (1992) Eastern societies see less of a 

link between attitudes and behaviour compared to Western societies who are more 

individualistic in nature. Suh, Diener, Oishi, & Triandis (1998) reported that well being for 

Eastern cultures depends on having good relationships with the close ones and paying close 

attention to the norms of the society. This theory supports our findings that irrespective of 
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the family member's positive or a negative attitude toward the stroke patient. the family is 

likely to show a supportive behaviour to the patient. Clark, Ouellette, Powell, and Milberg 

(1987) reported that Easterns sample the needs of others and the loyalty associated with the 

relationship. Our data seem to agree with Triandis (1999), who reported unconditional 

relatedness by Eastern people, which means giving priority to relationships and taking into 

account the needs of others, even when such relationships are not advantagious to the 

individual. 

Another rational for lack of attitude effectiveness in stroke aptient's improvment was 

given by Yamaguchi (1998) . He reasoned that Eastern culture accepts "dependence" as a 

positive concept. The concept also includes the idea that even if a member of the group or 

family cannot contribute much to the family'S well-being, the others will accept the 

dependent person. 

General Discussion 

The study we have conducted was related to identify areas of neuropsychological 

impairment faced by stroke patients and role of family support and attitude in improvement 

of their problems. The findings revealed that the patients suffered a certain amount of 

neuropsychological impairment after stroke and they showed improvement during their stay 

at home after discharge from the hospital. The findings also showed that the role of family 

support was the major correlate of their improvement. Attitude was not a contributing factor 

in improvement of stroke problems was not supported in our study. 
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Problems related to emotions, depression and physical and mental in-coordination 

were the subset of stroke symptoms that showed the most improvement during the patient's 

first month at home. Problems re lated to learning and sensory and motor impairment were 

the slowest to improve. 

The results also showed significant relation between greater income of the stroke 

patient and improvement of neuropsychological problems. However, income was not an 

effective factor in influencing the type of support and attitude extended by the family of the 

patient. Higher educational level of the stroke patient also had a significant relation with 

improvement of the patient, whereas, it did not influence the support extended by the family. 

Interestingly attitude of the care givers had correlated with recovery in young patients but 

not older ones. Another important finding in our research was that older patients showed less 

neuropsychological improvement. Caregivers also showed slightly more favourable attitude 

towards their young patients as compared to older patients. However, age of the patient did 

not affect the family support. 

Contrary to our hypothesis, preferential support and attitude of the family for males 

and its resulting neuropsychological improvement, was not observed. Despite the above 

empirical findings and our discussion of these in our socio-cultural context, there are 

numerous factors and considerations in this research that need to be mentioned. One must be 

cautious when doing research in a society with limited literacy and technically less 

developed as compared to developed countries and societies. Since most of the attitude 

scales are verba! in nature, according to Shah and Van del' Flier (1999), the main problem 

with this kind of instrument is the inability of people to read and to understand the 
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instructions. Firstly, even the semi-literate or literate people in the developing countries may 

not he able to respond properly to the verbal items of the scales because of their 

unfamiliarity with this type of response mode and high readability levels of such measures 

(Kreb, 1993; Shah, 1997). 

One way of solving the literacy problem is to read out the instructions, as we did in the 

case of our illiterate subjects, but Shah (1997) indicated that reading out the statements to 

the respondents and asking them to indicate the degree of agreement/disagreement with the 

statements may be too artificial and unreliable (Shah, 1997). He attributed unreliability of 

the data to the active involvement of the investigator, the investigator's presence and the 

reactive nature of the testing situation in data with social desirability variance. In addition to 

these problems he indicated memory problems, where reading out of the statements may lead 

to distortions in responses. Moreover, one should consider the problems of use of Western 

scales in the Eastern countries if they are not properly translated and adapted (Shah, 1997). 

;\s cultural adaptation of Western scales require excessive efforts, we preferred to develop 

our own indigenous scales for the study, however, the usual validity studies of items and 

scales could not be done. 

However, some researchers are of different opinion. They contend that because of 

many common factors, scales developed in the West tend to obtain the same kind of 

responses when given in Eastern societies (Trafimow, Triandis & Goto 1991; Triandis & 

Gelfand, 1998). These researchers suggest that care and caution is to be exercised while 

analyzing the results and making genemlizations, as some elements of culture specificity 

may ex ist in the response pattern of a culture where the test was not developed. Therefore a 
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researcher categorically should see the cultural relevance of a foreign developed test before 

using it for his/her purpose. As different things are perceived differently by the people 

belonging to diverse cultural and sub-cultural backgrounds, the responses of the subjects on 

a particular scale or a questionnaire and variations in response pattern need to be interpreted 

with reference to the specific cultural background for psychological needs and background 

of the subjects (Triandis, Shanmugam & Tanaka, 1999). 

The problems of research in the eastern societies also pertain to the selection of a topic 

for research, and the instrument development. The first step in this regard is the item 

generation which is the most crucial part in scale construction because of the profound 

differences in the rural and urban areas of Eastern societies. What is accepted as normal in 

an urban area may be taken as an indicator of deviation in the far-fetched village of the same 

province. Therefore, selecting a set of items for the measurement of one ' s attitude is a hard 

task . 

Though the effect of sex and age in every culture have an effect, however in the 

Eastern societies which are male dominated one, the sex of the subjects in a research may 

give quite different findings. If we relate this fact to the outcomes of our study, it appears 

that the variables of family support and family attitude are different, as well as their 

correaltions with NIS improvement. In addition there was no gender discrimination in the 

family support and attitude of our sample. 

As in the West, patients and the family may be supported by a number of government 

and community aid centers in the form of rehabilitation institutes, special nursing homes and 
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community centers etc. In addition, various organizations offer health facilities for those 

patients who are in rehabilitation stage. Moreover, the facilities of trained physiotherapists 

and availability of nursing staff is available in some locations, but not others (e.g., rural 

USA). Unfortunately in the Eastern non-developed societies the tradition of social support 

by the government or community is not common. The family has to bear the burden of 

patient's physical, psychological and economical needs as well as assisting him in 

mobilizing and providing self-assisted physiotherapy. This of course, is not a substitute for 

trained nursing assistance. Apart from non availability of aiding institutions for stroke 

patients, our society being Eastern is collectivist in nature (Triandis, 1999), people almost 

always give preference to their family member's comfort over their own. Another important 

factor is that Eastern societies are much more tolerant of inconsistency than are Western 

societies (Bharati , 1985). This could be an important factor to explain the lack of any 

positive relation between family attitude and improvement of stroke patients in our sample 

of the study. However, the findings may mean that attitudes in family members minds do not 

affect anything. Only behaviours such as support or help, have any impact. In this 

perspective role of family care in the patient's management becomes all the more important 

and crucial. One could still explore a number of factors instrumental in the positive and 

negative family support of seriously ill patients, like the group of stroke survivors. 

Due to lack of availability of indigenous testing material there could be problems 

regarding the availability of relevant literature and scales for assessment of the 

neuropsychological problems. Lack of empirical studies and public funded researches pose 

many probiems for any new research underiaking. Even in the West family support and 

family attitude is less investigated as a contributing factor in the improvement of 
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neuropsychological problems of stroke patients. This lack of emphasis in the Western 

societies may be because of their own cultural and societal circumstances despite the 

availability of an institutionalized infrastructure for the care of stroke and other disabilities. 

This study may help in giving an insight into identifying problems related to a difficult 

situation, such as stroke, and may help in the development of physical management 

strategies of stroke patients. It may also provide insight to establ ish techniques and specific 

remedial methods and measures for the rehabilitation of the brain damaged patients so that 

they can become useful members of the society again. 

Conclusion and Suggestions 

The present study has identified several dimensions related to neuropsychological 

impairment suffered by stroke patients. Among them the prominent ones were psychological 

and physical or combination of both. The psychological impairment was related to problems 

in emotions, mood and depression, whereas, physical problems were related to learning new 

skills, concentration and sensory and motor impairment, and mental and physical in­

coordination. 

In line with the main hypothesis of our study, role of family support was the most 

contributing factor in improvement of stroke patients, whereas, contrary to our assumption, 

scores for attitude of the family had no relation with the improvement of the stroke patient, 

although family support and family atti tude were highly correlated. Apart from family role 

some other variables such as, higher socio-economic status of the patient and educational 
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level were high lighted as positively contributing to the improvement of their 

neuropsychological impairment, whereas, gender was had no discriminatory effect on the 

improvement. Also as predicted greater age was associated with lesser improvement. 

Contrary to our assumptions most of the variables, such as, educational level. 

socioeconomic status and gender of the patient did not effect the family support and family 

attitude. whereas, older patients received less support than younger ones and had lesser 

improvement compared to young stroke patients. 

An accidental finding of our research is the confirmation of Eastern societal tradition 

and their relevance in family crises situation. It reinforces upon the need of the time to have 

stronger familial relations and an insight into understanding the problems of such ill-fated 

families. These problems should be treated at a higher level in the government and 

organizational level. A need for informational programs on electronic media. regarding 

stroke and its management is felt strongly. Most important is the implementation of stroke 

prevention program for general public. 

Apart from the above findings, the present study also has a number of other 

implications in areas related to stroke. It is suggested that more researches should be carried 

out on other variables such as rural/urban population and different provinces of Pakistan 

with reference to stroke and its improvement. A larger sample belonging to different areas of 

Pakistan may give a better insight into stroke and its related problems. A broad based 

awareness of stroke and its resultant neurological and psychological problems shouid be 

given a higher priority for maximum benefit to the stroke patients. 
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The present findings suggest the need for more researches to be carried out on larger 

samples to analyze the difference between actual and perceived attitude of the family of the 

patient. Another imp0l1ant factor is to view and identify the stroke patient's social 

perspective in order to highlight the salience of positive attitudinal factors for the 

management and prognosis of disability caused by stroke. 

The research showed that attitudinal variables gave no significant positive findings at 

all. This indicates a need for research on role of family support and income as effecting 

variables in improvement of stroke patients. Another area which needs research is the 

relation of age and education with stroke improvement. It may be worth trying to control age 

statistically for education and see which of these two variables has a stronger correlation 

with improvement. 
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Annextnre - j 

Neuropychological Impairment Scale for Pilot Study 

1. I coll ide with things. 

2. my mind works slowly. 

3. My words getjutnb ledup . 

4. I repeatedl y judge Ill y every acti on. 

5. I have serious mental problems. 

6. I face difficulty in getting organized. 

7. I forget while talking. 

8 My thoughts get blocked. 

9. 1 have forgotten many events of my chi Idhood. 

10. 1 face difficu lty in learn ing new ski ll s. 

11 . 1 have forgotten many things I learned at school. 

12. I fa ce difficulty in making decisions. 

13. 1 face dim cult y in spelling. 

14. I face di fficulty in remembering the names of others. 

15. My wri ting has wurscllcc! now. 

16. 1 face dim culty in remembering importa nt events. 

17. 1 find it difficult to concentrate. 

18. 1 fa ce diffi cult y in recogni zing people. 

19. 1 fo rget where I keep things. 

20. I f111d it difficult to solve finan cial matt ers. 

2 1. My mind does not sti ck to one thing 

22. I forget what I read . 

23. Simple cal culation is al so diffi cult for me. 

24 . I forget names of dail :v items. 

25. I cannot understand what I ha ve read. 

26. I Hlce climculty in giving directions. 

27 . I get tired easil y. 

28. I am always ,,,torried. 



29. I am very untid y. 

30. I am usually absent-m inded. 

31. I am usually unwell. 

32. My thoughts become scattered. 

33. I stay perturbed. 

34. For me every task is a struggle. 

35 . I stay under pressure. 

36. ] remain scared and ft-ightened. 

37. 1 cannot stand mental pressure. 

38 . I flare up easi ly. 

39. 1 get irked easily. 

40. I remain happy. 

41 . I cannot tolerate people around me. 

42. I am always right. 

43 . I have become ill tempered . 

44. 1 get irritated easily. 

45. 1 get into debate easi ly. 

46. I desire for destroying and breaking the thi ngs. 

47. I get disappointed to see healthy people. 

48 . I am not happy with the doctors. 

49 . I feel disgusted . 

50. I stay depressed . 

5 1. I stay unhappy . 

52. I stay happy . 

53. 1 see the dark side of the picture. 

54. I feel disappointment. 

55 . My life is on the wrong traclc 

56. I feel like crying all patty thillgs. 

57. I like my all acquaintances . 

58 . I want to be left alone. 

59. I am happy in ol11pany. 

60. I think about myself. 

61 . I think about my ramil y. 



62. I think about my job. 

63. I think about my spouse and children . 

64 . I am worried about my friends. 

65 . I am worried abou t reassllming the job . 

66. I am worried about my fi nancial matters. 

67 . I am worried about my children' s futu re . 

68 . I am worried about other's behavior. 

69. ! can not walk without support. 

70 . I can not do my work independently. 

7] . The problem is wit h my left/right pali of the body. 

72. A part of my body can not move. 

73. some times I tend to fa ll down . 

74 . My muscles twitch . 

75. My hands trembl e. 

76. A part of my body remains numb. 

77 . My muscles are weak . 

78 . My reflexes are slow. 

79. I face difficulty ill speaki ng. 

80. I get severe headache. 

81. I have awe full pains . 

82. I lose consciollsness. 

83 . My auditory capab iliti es are weaken ing 

84. Things drop from my hands. 

85 . My vision is deteriorating. 

86. J work very slowly. 
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Annexture 111 

IMPAIRMENT SCALE 
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Ancxturc - IV 

Family Support Scale for Pilot Study 

I. My famil y makes fun of me. 

2. Now less noi se is produced because of me. 

3. My fami ly shares with me past events and experiences. 

4. My famil y is helprul to me. 

5. My family helps me in getti ng in and out orbed. 

6. My famil y takes ca re of Illy moods . 

7. My family seeks my help in managing linancial matters. 

8. My family gives attention to clea nliness of my room. 

9. My family puts ex tra effort to keep me happy. 

10 My family is wo rri ed about me. 

I I. My fami ly helps me in changing the clothes. 

12. My wi fe spend s most or her time with me. 

13. My family gives me meal on time. 

14. My famil y provides me with regu lar physiotherapy. 

15 . My famil y takes me out for a wa lle 

16. I have been given special care. 

17. My famil y gives me Ill edicines on tim e. 

18. My family helps me in moving around. 

19. My fami ly takes care of the cleanliness of my things. 

20. My famil y gives Ill e pocket money regularl y. 

2 1. My fami ly encourages me. 

22. T. V has been placed in my 1'00111 . 

23 . My fami ly feels ashamed whil e introducing me to guests. 

24. Now my famil y gets irritated easily . 

25 . My t~1mil y helps 1l1 e ill ta king a bath . 

26 . My sleeping and awaking hours are fi xed. 

27. My parents spend most of the tim e with me. 

28. My famil y spends a lot 011 my treatment. 



29. My family introduces me with guests. 

30. My family helps me in recogn izing the th ings. 

31 . My family takes care of my physical hygiene. 

32. My family prepares special food for me. 

33. My family provides me clean clothes. 

34. Children spend most of the time with me 

35. My family helps me in eati ng. 

36. My brothers and sisters spend a lot of lime with me. 

37. My family inquires me about date and time. 

38 . My family buys special fl-uit for me. 

39. My fami ly helps me ill recogni zing others . 

40. My famil y takes Illy advice on dail y matters. 

41 . 1 find my children an asset in my illness. 

42. My famil y keeps me hopeful. 

43. My family helps me to sit in the car. 

44. My family gives importance to my opinion . 

45 . My relatives give me enough time. 

46. I have been provided with special equipment for exercises. 

47 . My family members read newspaper to me. 

48. I find no difference in1ll y fam il y's att itude due to my illness. 

49. My famil y inquires about my health every day. 

50. My family helps me to climb the stairs. 
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AhnextUYe VI 

FAMIL Y SUPPORT 
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Family Attitude Scale for Pilot Study 

I. We love the patient as before. 

2. It is difficult to observe silence due to the patient 

3. We give full attention to patient. 

4. The patient smell s bad . 

5. We can not bear the irritation of the pat ient 

6. To look after the patient is a tiresome job. 

7. We make sure that the patient pat1icipates in our gatherings . 

8. We keep the patient busy. 

9. The patient has the same importance for us as before. 

10. We are vexed du e to the patient. 

1]. It is a big problem to take the patient to an y funct ion . 

12. We can't keep the patient sanctified 

13. We laugh at some of the patient ' s actions. 

14. The patient irritates us . 

15. The patient's latest condition is painful for all. 

16. We take serious notice of patients ' need s. 

17. It is difficult to tak e the patient to the doctor regularly . 

18 . Our daily routine gets disturbed because or the patient 

19. We give importance to patient 's opinion 

20. We keep the patient happy. 

21. We stay in close contact with the patient 

22. The patient is never sat isfied by any service. 

23. We get worried if the patient feels sick . 

Annexure - VII 

24. We try to maintain keep silence in home because orthe pat ient. 

25. It is difficult to prepare special food for the patient. 

26. We regularly tak e t he patient to doctor 

27. We join the patient in dail y routine wo rk s. 

28. The patient's illness is a mental fatigu e 



29. We try to all eviate the patient ' s anxiety 

30. We regularly take the patient for physiotherapy. 

31 . We encourage the patient. 

32. We have accommodClted ourselves accordillg to the patient 's requirements 

33 . The patient is a fillancial burden on us . 

34. It is difficult to ca rry the patient to toi let. 

35. We play games with the patient. 

36. We feel hesitat ion to take out the patient to function/Marriage. 

37. The pat ient has made LI S il11 pa ti ent. 

38 . We introduce the pa ti ent with guests. 

39. We keep ray of hope ali ve in the patient. 

40. We try to keep the pati ent happy. 

41. We are worried for the pati ent. 

42 . We avoid to go to the patient. 

43. We look after the pati cnt' s needs. 

44. We behave very we ll with the patient 

45 . The patient's life is a blessing for us . 

46. The patient has bccome intolerable. 

47. We consider the patient as an important member orthe family . 

48. We have given up our hope regarding the pat ient. 

49. We put ourselves to inconveni ence to CO 111 fort the patient. 

50. We are sick of looking after the pati ent 

51. We are irritant because of the patient . 

52. The visitors of the patient are a problem for us. 

53. We take out the patient fo r a wall<. 

54. It is diffi cult to comply with obstinacy of the patient. 

55. We give moral support to the patient. 

56. We want to get rid of the patient. 
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A nnexture IX 

. FAMIL Y ATTITUDE 
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A nnexUI"e - x 

Neuropsychological Impairment Scale (Main Study) 

I. I coll ide with things. 
2. My mind works slowl y. 
3. My words get jumbled up . 
4. I forget while talking. 
5. My thoughts get blocked. 
6. 1 have forgotten many events of my chi ldhood . 
7. I face difficulty ill lea rning new sk ill s. 

8. I face difficulty ill remembering the nam es of others. 
9. I face difficulty in rememberi ng impol1ant events. 
10. I face difficulty in concentration. 
11 . I forget where I keep things. 
'1 2. My mind cannot concentrate on one thing. 
13. Simple calculation is al so difficult for me. 
14. I forget names of daily items. 
15. I cannot understand what the writt en nHlt erial. 

16. I am always worri ed. 
17. I am usuall y absent-minded . 
18. I mind wand ers. 
19. I stay di sturbed. 
20. I stay under presslll'c. 
21 . I get irked easi ly. 
22 . I am very unluck y. 

23. My prayers are never an swered. 
24. My appetite has fi ni shed . 
25 . People always critici ze me. 

26. I get irked eas il y. 
27 . I get into a debate easil y. 
28. My heart beat increases suddenl y. 

29. My life is about to end . 
30. I stay depressed. 
31 . I stay sad and unhappy. 

32. I feel disappointed . 
33. I feel like crying on petty matters. 

34. I want to be len alone. 
35 . I fee! vvorthless. 

36. Other people over im pose them sclves 0 11 me. 
37 . I hate my life. 



38. My hands tremb le. 
39. A part of my body stay numb. 

40. Mostly things drop from my hands. 
41. I have lost all the interest in life. 
42 . I am a detestable person . 
43. I wish for death earnestly . 
44 . My eye sight has weakened. 
45 . I feel difficulty in talking. 
46. I have severe headache. 



Annexure - XI 

Instructions for Neuropsychological Impairment Scale (Main Study) 

"National Inst itute of Psychology, Quaid ·· i-Azam Univers ity conducts 

various researches for academic purposes. Present study is also a part of these 

researches. Purpose of thi s study is to understand the problems faced by people 

after stroke and to prepare some guidelines for the families to manage these 

problems efficientl y. We will give you a questionnaire, in which problems faced 

by the stroke patients have been listed . Instructions and examples about the 

questionnaire are given also. The problems are stated in the form of statements. 

You are requested to read each statement carefull y and tell us to which extent 

these statements are app li cab le to you. For example, Jf you have headache, and the 

headache is all the time, then mark (I) in the box of "all the time", If you have 

never had headache, then mark (I) in the box "never", if you have headache some 

times or all the time, then mark the appropriate boxes. You are requested to read 

all the statements one by one without skipping any item ane! fill in the entire 

questionnaire". 
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;\lIl1exttJn~ - XIII 

Family Support Scale (Main Study) 

I . My family shares with me past events and experiences. 

2. My family helps in and out of bed. 

3. My family seeks Ill y help in managing the financial matters. 

4. My family gives allenlion to cieanli ness or my room. 

S. My family puts e:\t ra errort to keep nlC Iwppy. 

6. My family provides IllC with regular ph ys iotherap y. 

7. My fa mil y takes Ille out for walking regularly. 

8. My fa mil y gives me med icines on time 

9. I have been given special care. 

10. My family gives me pocket money regularly. 

I J. My family encourages me. 

12. My fam il y is ashamed whil e introducing Ille to guests. 

13. Now my family gets irritated eas il y. 

14. My famil y helps me in taking a bath . 

15. My sleeping and awak ing hOLirs are fi xed. 

16. My parents spend most of th e time with me. 

17 . My family introduces me to guests. 

18. My family helps Ill e in recogni zing things. 

19. My fami ly takes ca re or my phys ical hygiene. 

20. My famil y prepares special diet for me. 

2 1. My family provid es Ille with clean clothes. 

22 . My family helps me in eating. 

23. My family buys special fru it for me. 

24. My famil y helps Ill e in recogni zing others. 

25 . My family gives me hope. 

26. My family helps Ill C to sit in the car. 

27. My famil y gives importance to l11y opi ni on. 

28. My famil y members read newspaper for Ille. 

29. The behavior of my ramily is unchanged even arrer Ill y illness. 



An nexure - XIV 

Instructions for Family Support Scale (Main Study) 

"Purpose of this stud y is to understand the problems of strok e patients and to 

prepare guidelines for the famil y how to help the stroke pat ient whi le they are 

staying at home. In thi s rega rd we have prepared a questionnaire, wh ich aims at 

knowing the type of supporl and ass istance you got during your one 1110nth stay at 

home. 

The questionnaire contains a number of statements. You are requested to 

read each statement care full y and tell us to whi ch extent these statements are 

app li cab le to you. For exam pl e, if your famil y members help you in getti ng up or 

lying down all the tim e mark (I) in the box "a ll the time", If they never help you 

in getti ng up or I yi ng down, mark (I) in the box "never". I f they hel p YO ll some 

times or most of the time, mark the appropriate boxes. You are requested to read 

each statement one by one carefully without sk ipping any item and to tell us to 

which extent these statements are app li cab le to you. Please fill the entire 

questionnaire" . 
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Anexture - X VI 

Fam ily Attitude Scale (Main Study) 

I. We can ' t bear the irritation du e to the pat ient. 

2. The patient has the same importance for us as earlier. 

3. We are vexed due to the patient 

4. We can ' t keep the patient sanctified . 

5. The patient troub les us . 

6. We take serious not ice of patient's needs. 

7. It is difficult to take the patient to the doctor regularly . 

8. Our daily routine gets disturbed because of the patient. 

9. We keep a close contact with the patient. 

10. The patient never gets sat istied by any service. 

I I. We try to keep sil ence at home becau se of the patient. 

12. We jo in the patient in our cl ai Iy routine works . 

13. We regularly take the patient for physiotherapy. 

14. The patient is a fin ancial burden on us. 

15 . We hesitate to take the out patient out to function/Marriage. 

16. We introduce the patient to guests. 

17. We keep the patient ' s hopes ali ve. 

18. We try to keep the pati ent happy. 

19. The patient ' s life is a blessing for us. 

20 . The patient has become intol erab le. 

21 . We are sick or louking alter the pati ent. 

22. We take out the patient l'or a wa lle 

23. It is difficult to provide every thing to the patient. 

24. We keep on encouraging the patient. 



Annexure - XVII 

Instructions for Family Attitude Scale (Main Study) 

"National Institute or Psychology, Quaid -i-Aza lll University cond ucts 

various researches for academic purposes. Presen t study is also a part of these 

researches. Purpose or this study is to understand the problems of stroke and 

prepare guidelines for the 1 ~\Il1i1y to help the stroke patient improve while they are 

staying at home. Moreover we also want to know about the problems or the 

relatives or the strokc pati cllt s and how they cope with them . We have prepared a 

questionnaire, wh ich aims at knowing the problems faced by the family members 

of the stroke patients and ways and mea ns adopted by them to tackle these 

problems. The questionnaire contains a number of statements. You are requested 

to read each statement ca rel'ull y and tell us to which extent these statements are 

applicable to you. For example, if you always pray for the patient: mark (/) in the 

box of "absolutely right ", I r you never pray, nwrk (I) in thc box "abso lutely 

wrong", if you pray so nle times or most of the time, then mark the appropriate 

boxes. If you feel indecis ive, mark (/) the box "neither wrong nor right". You are 

requested to read all the statements one by one without skipping any item and fill 

the entire scale". 
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Annextu,oe - XiX 

Salma Shah Depression Scale (SSDS) 

I. I am very unlucky . 

2. l'vly prayers Clre never answered 

3. I have almost lost my appetite 

4 People always object to me. 

5. My heart rate sudd enl y increases. 

6. My life is abo ut to Gnd . 

7. I fee l worth less. 

8. I have lost hope in li ve. 

9. I feel li ke crying O il pctt y matters. 

10. I am a hate-ab le person. 

II. I wish for death ea rnestl y. 

12. I stay depressed 
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