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= Abstract

Abstract

Cerebrovascular stroke is one of the most common diseases. It is
ranks as the third leading cause of death, behind heart disease and cancer
with 4.5 million survivors of stroke, two thirds of whom are permanently
disabled. The present study aimed to assess the physical and psychosocial
needs for patients with chronic cerebrovascular stroke. Data were
collected from two settings, the neurology clinic and physiotherapy clinic
in Ain Shams University Hospital. The study was conducted on all the
available patients who visited the out patient clinics within a period of six
months and meet the selective criteria such as 1-Both sex, 2- Diagnosed
with cerebovascular stroke excluded comatosed patients according to
glasco coma scale., 3- The patient in the chronic phase of stroke. Data
were collected through :(1) An interviewing questionnaire sheet for
assessing the socio-demographic characteristics and the activities of daily
living scales for assessing physical needs. (2) Geriatrics depression scale
and Taylar scale of anxiety for assessing psychological needs. (3) social
dysfunction rating scale for assessing social needs. Results of this study
concluded that, there is lack of physical condition which affect on
psychological and social conditions. The study recommended the
establishment of specialized stroke rehabilitation units that deal with all
types of rehabilitation (physical, psychological, occupational and speech
therapy). Follow up care should be available for patients with disability
due to cerebrovascular stroke through phone call, home health visits and
clinic visits to pin-point problems and solve them. Counseling for
patients and their families to improve the physical and psychosocial
conditions.

Key words: stroke, physical needs, psychosocial needs, disability.
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Introduction & Aim of the Study

Introduction

Cerebrovascular accidents, the third leading cause of
death in the United States, occur as brain ischemia or brain
hemorrhage. In brain ischemia there is an inadequate supply of
blood to areas of the brain due to blockage of blood vessels or
general circulatory failure. Brain hemorrhage, either
subarachnoid hemorrhage or intracerebral hemorrhage, is less
common than brain ischemia. Risk factors for cerebrovascular
accidents include hypertension, hyperlipidemia, diabetes
mellitus, history of transient ischemic attacks, and family
history of cardiovascular disease (Potter & Perry, 2001).

Every year, millions of people survive a stroke and suffer
brain damage with varying degrees of continuing mental and
physical disability (WHO, cited in Mohamed, 2003). Although
14% of stroke survivors achieve a full recovery in physical
function, between 25% and 50% require at least some
assistance with activities of daily living, and half experience
severe long-term effects such as partial paralysis. Consequently,
activity intolerance is common among stroke survivors
especially in the elderly (Gordon, et al., 2004).

Stroke continues to have a devastating impact on public
health (Easton, 1998). It is often considered a disease of the
older adults because approximately 60% to 75% of all strokes
occur in persons over 65 years of age. Therefore, it is
considered as one of the leading causes of death and severe
disability in most countries (Walsh 1997, WHO, cited in
Mohamed, 2003).

1-



Introduction & Aim of the Study

According to Abdul Ghani (2003) in a multicenter study,
prevalence of stroke has been found to be 4.6/1000 in urban
areas, 5.6/1000 in rural areas and 4.6/1000 in suburban areas
with a mean 4.5/1000. Ischemia constituted 78% of all strokes.
Middle cerebral artery (MCA) was the main vessel involved
(73.7%) followed by vertebro-basilar system (15.8%).

Need is a state of want, or a condition arising from a
deficiency status (Nevid et al., 1998). Needs assessment is the
systemic appraisal of the type, depth, and nature of health
needs/problems as perceived by clients, health providers, or
both in a given community (Hitchcock et al., 2003). Needs
assessment used to determine the programs requiring attention
and the way to best meet theses needs (Stanhope & Lancaster,
2002).

The biopsychosocial model uses systems approach in
attempting to integrate biological, psychological, and social
aspects of the patient's condition. This approach inherently
validates the potential importance of biogenetic, psychological,
social and environmental factors in the diagnosis and treatment
of the patient (Stoudemire, 1998).

The advanced practice nurse (APN) plays an important
role in patient care for those with chronic illness. Health care
visits may be frequent and require the services of APN skilled
assessment of the changing condition and response to therapy,

2



Introduction & Aim of the Study

support during diagnostic evaluation, education about
medications and complex treatment plans also co-ordination of
home care therapies and referral services and communication
between all members of the health care team including patient
and family. The involvement of the nurse in the initial and
ongoing educational process is beneficial for the physician,
patient and family. The nurse can present a formal educational
plan and schedule appointment to review the various aspects of
self-management and reinforce their importance (Nettina,
2001).

Significance of the study:

Stroke is a major health problem, not only due to its
fatality, but also due to large number of survivors with
disability and dependency, which is considered an enormous
economic burden especially with aging population. The patient
with disability after stroke is faced with physical, psychological
and social needs, which must be assessed.
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Aim of the Study

This study is aiming to:

1- Assess the physical needs for patients with
chronic cerebrovascular stroke.

2- Assess the psychosocial needs for patients with
chronic cerebrovascular stroke.

Research questions:

1- What are the physical needs for patients with
chronic cerebrovascular stroke?

2- What are the psychosocial needs for patients with
chronic cerebrovascular stroke?
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PART I: AN OVERVIEW OF
CEREBROVASCULAR STROKE

Cerebrovascular stroke
Introduction

The brain is the body's center of thinking, feeling and
physical function. A continuous blood supply is essential to
maintain function in the brain. A cerebrovascular accident is an
interruption of blood flow to part of the brain. Without normal
blood flow, the affected area is deprived of oxygen, and cell
death begins to occur in as little as 4 minutes. The effects of
oxygen deprivation vary depending on the area of the brain
involved and the length of time the brain is deprived of oxygen
(Linton et al., 2000).

Stroke is the sudden appearance of neurological
symptoms when severe interruption of blood flow to the brain
cell necrosis. Stroke is a serious and common illness that occurs
approximately every minute in the United States. This rate of
occurrence produces about 500.000 new stroke victims in the
United States every year (Kolb and Whishaw, 2001).
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Anatomy and Physiology of the Brain

The brain represents approximately 2% of the total body
weight; it weighs approximately 1400g in an average young
adult. In the elderly, the average brain weighs approximately
1200g. The brain is divided into three major areas: the
cerebrum, the brain stem, and cerebellum. The cerebrum is
composed of two hemispheres, the thalamus, the hypothalamus,
and the basal ganglia. Additionally, connections for the
olfactory (cranial nerve 1) and optic (cranial nerve Ill) nerves
are found in the cerebrum. The brain stem includes the mid
brain, pons, medulla, and connections for cranial nerves Il and
IV through XII. The cerebellum is located under the cerebrum
and behind the brain stem (Smeltzer and Bare, 2000).

Cerebral hemisphere

Fornix Thalamus Epithalamus
< - -

Corpus \

Cerebellum callosum S\ K .
N Posterior

Anterior ; -~ commissure

COmmIssure e e

U

'll \ Hypothulumus»—A,_:‘v %

\ |l B -

W —-
\ Opfic chiasm —"

— Pineal gland

__Superior B
colliculus

. Inferior

Pitvitary gland colliculus

l/l.

\ 1 /

\ Mamillary bedy  Subthalamus

Fig. (1): A Major divisions of the central nervous system (CNS).
B, Diencephalon thalamus and hypothalamus. Adopted from
(Phipps et al., 2003).
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A- Cerebrum

The cerebrum consists of two hemispheres that are
incompletely separated by the great longitudinal fissure. This
sulcus separates the cerebrum into the right and left
hemispheres. The two hemispheres are joined at the lower
portion of the fissure by the corpus callosum. The surface of the
hemispheres has a wrinkled appearance that is the result of
many folded layers or convolutions called gyri, which provide
a tremendous increase in the surface area of the brain. The
external or outer portion of the cerebrum (the cerebral cortex) is
made up of gray matter approximately 2 to 5 mm in depth; it
contains billions of neurons/cell bodies, giving it a gray
appearance. White matter makes up the inner most layer and is
composed of nerve fibers and neuroglia (support tissue) that
form tracts or pathways connecting various parts of the brain
with one another (transverse and association pathways) and the
cortex to lower portions of the brain and spinal cord (projection
fibers). The cerebral hemispheres are divided into pairs of
frontal, parietal, temporal, and occipital lobes (Lewis et al.,
1996 & Smeltzer and Bare, 2000).

a- Thalami

The thalami are a pair of egg-shaped masses of grey
matter at the base of each hemisphere. Each mass is referred to
a thalamus and forms part of the lateral walls of the third
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ventricle. The thalami form the main relay centre for sensory
impulses and cerebellar and basal ganglia projections to the
cerebral cortex (Clochesy et al., 1996 and Walsh, 1997).

b. Hypothalamus

This is an important grey mass that lies beneath the
thalamus. It forms the floor and part of the wall of the third
ventricle. It contains nuclei of the autonomic nervous system
for the control of most of the body's involuntary functions as
well as many aspects of emotional behaviour. There are
neuronal links between the hypothalamus and the posterior
pituitary gland. The hypothalamus is also concerned with
gastrointestinal and feeding regulation. Hunger centres and a
satiety centre have been identified in this grey mass. In
addition, it activates feeding reflexes such as licking the lips
and swallowing. It is also known to affect responses such as
pleasure and fear (Seely et al., 2002 and Walsh, 2002).

c- Basal ganglia

The basal ganglia are gray nuclei located deep within the
white matter of each cerebral hemisphere. They consist of the
paired anatomic structures of the lenticular nucleus, caudate
nucleus, amygdaloid body, and claustrum. The lenticular and
caudate nuclei together are called the corpus striatum.
Functions include motor control of fine body movements,
particularly in the hands and lower extremities (Walsh, 1997).

8-
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The internal capsule, located in the thalamic-
hypothalamic area, is a massive bundle of white matter. It
consists of afferent and efferent fiber tracts that transmit
impulses from the cerebrum to the brainstem and spinal cord
(Thompson et al., 1997).

B- Brainstem

The brainstem is located deep in the center of the
hemispheres and is not visible when the intact brain is viewed.
It includes a series of sections that make connections with the
spinal cord at the level of the medulla, and it contains all nerve
fibers passing from the hemispheres and the spinal cord.
Twelve cranial nerves connect to the undersurface of the brain,
mostly on the brainstem (Saladin and Porth, 1998).

The brainstem is made up of several structures that
include the midbrain, pones, and medulla oblongata. Of special
importance is the core of tissue that extends throughout the
entire brainstem called the reticular activating system. This
interconnected network of cells contains important integrating
centers for respiration, cardiovascular function, afferent and
motor systems and state of consciousness. Increased stimulation
leads to wakefulness, and decreased stimulation results in
sleepiness (Phipps et al., 2003).




Review of Literature

C- Cerebellum

The cerebellum is located below the posterior part of the
cerebrum and is separated from it by a fold of dura mater. It
consists of two hemispheres separated by a narrow strip called
the "vermis". The cortex of the cerebellum consists of gray
matter which has many folds to increase its surface area. The
interior comprises white matter presented in a branching
configuration termed "tree of life". There are three connections,
called the cerebellar peduncles', which link the cerebellum to
the rest of the brain and spinal cord. These allow the cerebellum
to receive sensory information and thereby to maintain
equilibrium and modify voluntary movement, making it smooth
and coordinated (Alexander et al., 2000).

Definitions

Stroke or cerebrovascular accident is the onset and
persistence of neurologic dysfunction lasting longer than 24
hours and resulting from disruption of blood supply to the brain
and indicates infarction rather than ischemia. Strokes are
classified as ischemic or hemorrhagic. Stroke is the third
leading cause of death in the United States (Nettina, 2001).

-10-
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A sudden or gradual interruption of blood supply to
a vital center in the brain is a cerebrovascular accident, which
may cause complete or partial paralysis or death. In the United
States, thousands of people die every year following CVA
(Rosdahl, 1999).

The World Health Organization defines stroke as
"rapidly developed clinical signs of focal (or global)
disturbance of cerebral function, lasting more than 24 hours or
leading to death, with no apparent cause other than of vascular
origin" (Barker, 1994).

Classification of Cerebrovascular Stroke

Cerebrovascular accidents are commonly called strokes.
There are two types of CVAs, ischemic and hemorrhagic. They
are further classified as transient ischemic attack, reversible
ischemic neurologic deficit, completed stroke, and stroke in
evolution. All types of CVAs share common signs and
symptoms. There are differences, however, among the types of
CVAs in relation to duration and progression of symptoms
(Linton et al., 2000).

-11-
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B c

Thrombotic stroke. Cerebral Embolic stroke. An embolus is a Hemorrhagic stroke. A burst

thrombesis is a narrowing of the hlood clot or ather debris circulating b|ooc! vessel moy allow blood ta
arfery by fatty deposifs colled in the bleod. When it reaches an seap ‘?tq(md domage br[um fissues
plogue. Plaque can cause a clot to arfery in the brain thet is too narrow  unfil clotiing shuts off the leak

Form, which blocks the passage of o pass through, It lodges there ond

hiood through the artery blacks the flow of bload:

Fig. (2): Classification of cerebrovascular stroke.
Adopted from (Lewis et al., 2004).

A- Ischemic stroke

Ischemic strokes result from inadequate blood flow to the
brain from partial or complete occlusion of an artery and
account for approximately 85% of all strokes. Ischemic strokes
are further divided into thrombotic and embolic (Lewis et al.,
2004).

The extent of the stroke depends on rapidity of onset, the
size of the lesion, and the presence of collateral circulation.
Most patients with ischemic stroke do not have a decreased
level of consciousness in the first 24 hours, unless it is due to
a brainstem stroke or other conditions such as seizures,
increased intracranial pressure, or hemorrhage. Ischemic stroke
symptoms may progress in the first 72 hours as infarction and
cerebral oedema increase (Thompson et al., 2002).

-12-
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a- Thrombotic stroke:

Thrombosis occurs in relation to injury to a blood vessel
wall and formation of a blood clot. The lumen of the blood
vessel becomes narrowed, and if it becomes occluded,
infarction occurs. Thrombosis develops readily where
atherosclerotic plaques have already narrowed blood vessels.
Thrombotic stroke, which is the result of thrombosis or
narrowing of the blood vessel, is the most common cause of
stroke, accounting for 61% of strokes. Two thirds of thrombotic
strokes are associated with hypertension or diabetes mellitus,
both of which accelerate atherosclerosis. Thrombotic strokes in
30% to 50% of individuals have been preceded by a transient
ischaemic attack (Lindsay and Bone, 1997).

A lacunar stroke

It is a stroke from occlusion of a small penetrating artery
with development of a cavity in the place of the infarcted brain
tissue. This most commonly occurs in the basal ganglia,
thalamus, internal capsule, or pons (Gilroy, 2000).

b- Embolic stroke

Embolic stroke occurs when an embolus lodges in and
occludes a cerebral artery, resulting in infarction and edema of
the area supplied by the involved vessel. Embolism is the
second most common cause of stroke, accounting for about
24% of stroke (Barnett et al., 1998). The majority of emboli
originate in the endocardial (inside) layer of the heart, with
plaque breaking off from the endocardium and entering the

-13-
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circulation. The embolus travels upward to the cerebral
circulation and lodges where a vessel narrows or bifurcates.
Heart conditions associated with emboli include atrial
fibrillation, myocardial infarction, infective endocarditis,
rheumatic heart disease, valvular prostheses, and atrial septal
defects, less common causes of emboli include air and fat from
long bone (femur) fractures (Hudak et al., 1998).

B- Hemorrhagic stroke

Hemorrhagic stroke accounts for approximately 15% of
all strokes and results from bleeding into the brain tissue itself
(intracerebral or intraparenchymal hemorrhage) or into the
subarachnoid space or ventricles (subarachnoid hemorrhage or
intraventricular hemorrhage) (Kidd and Wagner, 2001).

a- Intracerebral hemorrhage

Intracerebral hemorrhage is bleeding within the brain
caused by a rupture of a vessel. Hypertension is the most
Important cause of intracerebral hemorrhage. Other causes
include cerebral amyloid angiopathy, vascular malformation,
coagulation disorders, anticoagulant and thrombolytic drugs,
trauma, brain tumors, and ruptured aneurysms (Lewis et al.,
1996). Hemorrhage commonly occurs during periods of
activity. There is most often a sudden onset of symptoms, with
progression over minutes to hours because of ongoing bleeding.
Symptoms include neurologic deficits, headache, nausea,
vomiting, decreased level of consciousness (in about 50% of
patients), and hypertension. The extent of the symptoms varies

-14-
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depending on the amount and duration of the bleeding. A blood
clot within the closed skull can result in a mass that causes
pressure on brain tissue, displaces brain tissue, and decreases
cerebral blood flow, leading to ischemia and infarction (Haslett
etal., 1999).

According to Broderick, (1999) the prognosis of patients
with intracerebral hemorrhage is poor, with over 50% of
patients dying soon after the hemorrhage occurs and only about
20% being functionally independent at 6 months.

b- Subarachnoid hemorrhage

Subarachnoid hemorrhage occurs when there is
intracranial bleeding into the cerebrospinal fluid filled space
between the arachnoid and pia mater membranes on the surface
of the brain. Subarachnoid hemorrhage is commonly caused by
rupture of a cerebral aneurysm (congenital or acquired
weakness and balloning of vessels). Aneurysms may be
saccular or berry aneurysms ranging from a few millimeters to
20 to 30mm in size or fusiform atherosclerotic aneurysms. The
majority of aneurysms are in the circle of Willis. Other causes
of  subarachnoid hemorrhage include arteriovenous
malformations (AVMs), trauma, and illicit drug (cocaine) abuse
(Clochesy et al., 1996). The annual incidence of subarachnoid
hemorrhage caused by ruptured aneurysm is 6 to 16 per
100,000. The incidence increases with age and is higher in
women than men (Greener and Langhorne, 2002).
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Incidence and prevalence

There are more than 3 million stroke survivors in the
United States. Approximately 730,000 strokes occur each year,
and more than 150,000 deaths. Strokes tend to occur more often
in the southern United States (stroke belt), which is probably
related to the geographic distribution of the older population,
an increased use of tobacco, increased obesity, and a diet
higher in fats (Ignatavicius and Workman, 2002).

About 72% of all strokes occur in persons over 65 years
of age. The remaining 28% affect younger persons. Strokes are
slightly more common in men than in women (Phipps et al.,
2003). African Americans are affected by stroke more often
than other groups, possibly as a result of the high frequency of
hypertension and diabetes in this group (Ignatavicius and
Workman, 2002).

According to The Ministry of Health and Population
Statistics (2004) the incidence of cerebrovascular stroke in
Egypt was 500 persons in 2001, while it was 498 persons in
2002, to 266 persons in 2003. This is 10% random sample.
However Abdul Ghani (1994) revealed that the annual
incidence of stroke in Egypt is about 2.1 per one thousand per
year.
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Pathophysiology of cerebrovascular stroke

The region of the brain served by the occluded or
ruptured vessel is deprived of its normal perfusion. This
perfusion deficit may develop immediately (e.g., in the case of
emboli or hemorrhage) or over a few days (e.g., in the case of
thrombotic strokes). Thrombotic stroke, the most common type
Is often preceded by focal neurologic deficits that simulate the
manifestations of stroke but that last less than 24 hours. These
transient ischemic attacks (TI1As) may result from spasm at sites
of plague or from miniemboli composed of plaque fragments or
blood clots. TIAs signal impending stroke by atherosclerotic
and thrombotic occlusion (Hansen, 1998 & Price and Wilson,
2003).

If ischemic stroke occurs, glucose and oxygen to brain
cells are reduced. The reduced glucose quickly depletes the
stores of adenosine triphosphate (ATP), resulting in anaerobic
cellular metabolism and the accumulation of toxic by products
such as lactic acid. Although some brain cells die from anoxia,
the lack of oxygen destroys additional brain cells by
a secondary mechanism. Oxygen depletion triggers the release
of glutamate, an excitatory neurotransmitter that activates
neuronal receptors known as N-methyl-D-aspartate (NMDA)
receptors. The receptors allow large amounts of calcium
followed by glutamate to enter the cells. Once glutamate is
inside the brain cells, it literally overexcites them, causing
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disordered enzyme activities that release toxic free radicals,
which destroy the cells. This secondary assault extends the zone
of cerebral infarction (death of brain tissue) (Timby and Smith,
2007).

Hemorrhagic stroke depends on the cause and type of
cerebrovascular disorder. Symptoms are produced when
an aneurysm or arteriovenous malformation (AVM) enlarges
and presses on nearby cranial nerves or brain tissue or, more
dramatically, when an aneurysm or AVM ruptures, causing
subarachnoid hemorrhage (hemorrhage into the cranial
subarachnoid space). Normal brain metabolism is disrupted by
the brain being exposed to blood; by an increase in intracranial
pressure (ICP) resulting from the sudden entry of blood into the
subarachnoid space, which compresses and injures brain tissue,
or by secondary ischemia of the brain resulting from the
reduced perfusion pressure and vasospasm that frequently
accompany subarachnoid hemorrhage but in the intracerebral
hemorrhage, or bleeding into the brain substance because
degenerative changes from these diseases cause rupture of the
vessel (Smelzter and Bare, 2004).

Factors precipitating of stroke

The risk factors most closely associated with stroke can
be divided into two categories: non-modifiable and potentially
modifiable. Risk of stroke increases for persons with more than
risk factor (Ezekowitz et al., 2003).
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The non-modifiable risk factors include gender, age,
race, and hereditary. The overall incidence of stroke greatly
increases with advancing age (Wagner et al., 2006). But the
risk factors that are potentially modifiable include hypertension,
cardiac disease, diabetes mellitus, blood lipid abnormalities,
and certain lifestyle habits. The most important risk factor
associated with stroke is hypertension (Lewis et al., 2004).
There is, however, little agreement about the effects of the other
potentially alterable risk factors on stroke proneness. Most of
the lifestyle risk factors associated with coronary artery disease
are not as clearly linked to stroke. These risk factors include
obesity, cigarette smoking, alcohol use, a diet high is saturated
fats and cholesterol, salt intake and stress (Polaski and Tatro,
1996).

Clinical manifestations

A stroke may produce different signs and symptoms,
depending on the type, location, and extent of brain injury.
Symptoms of a hemorrhagic stroke generally occur suddenly
and may include severe headache, stiff neck, and loss of
consciousness. Vomiting and seizures may also occur (Linton
et al., 2000).

Symptoms of an embolic stroke also often appear without
warning. The specific symptoms depend on the area of the brain
affected by the lack of blood supply. One or more of the
following signs and symptoms may be noted: one-sided

(unilateral) weakness, numbness, visual problems, confusion
-19-
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and memory lapses, headache, dysphagia (difficulty
swallowing), and language problems. Language problems may
be in the form of difficulty understanding speaking, or both.
Reading and writing may also be affected (Monahan and
Neighbors, 1998).

The signs and symptoms of a thrombotic stroke may be
the same as those of an embolic stroke. Because the obstruction
forms in the same area in which it causes the occlusion,
however the symptoms tend to develop more gradually (Linton
and Maebius, 2003).

Regardless of the type of stroke, symptoms can be
devastating. Some symptoms may improve with time and
therapy, but others may be permanent. Long-term effects that
require special attention are aphasia, dysarthria, dysphagia,
dyspraxia, hemiplegia, homonymous hemianopsia, personality
change, emotional lability, impaired cognition, and bladder
dysfunction. Some signs and symptoms are dependent on
whether the right or the left side of the brain is affected (Lewis
et al., 2004).
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Right-brain damage Left-brain damage

Fig. (3) : Manifestations of right brain damage and left brain damage.

Adopt from (Lewis et al., 2004)
1- Aphasia

If the stroke has affected the left hemisphere of the brain
(right hemiplegia), damage to the speech center may occur,
resulting in aphasia. Aphasia is described as receptive or
expressive, with receptive aphasia, the patient has difficulty
understanding the written or spoken word, whereas with
expressive aphasia, the patient has difficulty speaking and
writing. Sometimes, the patient is able to sing simple songs,
count, or recite the alphabet and make statements such as
"Good morning” or "How are you"? but is unable to
communicate effectively. This phenomenon is called automatic

or primitive speech. Several guidelines are useful when taking
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with the patient with aphasia. When the patient is stable, a
referral to a speech therapist is made (Gall and Judith, 1996).

2- Dysarthria

Dysarthria is defined as the inability to speak clearly. It is
caused by neurologic damage that prevents normal control of
muscles used in speech. Dysarthric patients are difficult to
understand, but they understand what is said and have no
difficulty putting together their thoughts. They only have
problems using the muscles of speech to form words (Linton et
al., 2000).

3- Dysphagia

Patients with dysarthria are also likely to have dysphagia
(swallowing difficulty), which requires lengthy periods of
rehabilitation. This is a very serious problem because of the risk
of aspiration and because it can interfere with adequate
nutrition. Dysphagia can be especially discouraging for the
patient when attempts to eat resulting in choking, frustration,
and fear. Gastrostomy tubes may be inserted for long-term
feeding purposes. Rehabilitation may include therapy to treat
dysphagia. Speech therapists are trained to help patients with
dysphagia (Travers, 1999).
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4- Dyspraxia

Dyspraxia is the partial inability to initiate coordinated
voluntary motor acts. Any part of the body with motor function
may be affected. For instance, the patient may not be able to
stand or walk or transfer to a chair without assistance even
though the patient is not paralyzed. Dyspraxic patients may be
able to spontaneously perform a motor act, yet be unable to
initiate such an act willfully. This contradictory behavior can
lead to uninformed family, friends, or caretakers to assume the
person is being "difficult”. The difficulty initiating motor
actions seen in dyspraxia is quite different from the inability to
perform motor acts due to hemiplegia. The person who has
apraxia can move the affected parts but cannot perform specific
purposeful actions such as walking or dressing (Lindsay and
Bone, 1997).

5- Hemiplegia

Hemiplegia is defined as paralysis of one side of the
body. The affected side is opposite from the side of the brain in
which the stroke occurred because nerve fibers in the brain
Cross over as they pass into the spinal cord. Initially, hemiplegia
is characterized by flaccidity (decreased muscle tone) of the
affected area. Eventually, flaccidity is replaced by spasticity
(increased muscle tone). Recovery from hemiplegia is a gradual
process, and the extent of improvement varies widely (Barker,
1994 & Hudak et al., 1998).
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6- Sensory loss

Sensory losses from stroke may take the form of slight
impairment of touch or may be more severe, with loss of
proprioception (ability to perceive position and emotion of
body parts) as well as difficulty in interpreting visual, tactile
and auditory stimuli (Smeltzer and Bare, 2000).

7- Unilateral neglect

Patients may experience what is called unilateral neglect,
in which they do not recognize one side of their body as
belonging to them. Unilateral neglect is most common with
right hemisphere damage and results in failure to attend to the
left side of the body. The condition often resolves after about 3
months (Linton and Maebius, 2003).

8- Homonymous hemianopia

Homonymous hemianopia is a perceptual problem that
involves loss of one side of the field of vision. Homonymous
hemianopia translates to a half-blinded field of vision that
occurs on the same side in both eyes. At mealtime, the patient
may leave half the plate untouched, the half on the affected
side, or the patient may shave his face completely on one side
and leave the whiskers untouched on his affected side (Smelzter
and Bare, 2004).
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9- Elimination disturbances
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In the acute phase of stroke, and sometimes into the
rehabilitation phase, the patient may experience a neurogenic
bladder. A neurogenic bladder is further classified depending
on the type of symptoms identified. A flaccid bladder (one
without muscle tone) cannot empty completely. In some cases,
the coordination to be able to store urine in the bladder or wait
once the urge to void felt is lost (dyssynergia), which also leads
to incontinence (Linton and Maebius, 2003). Bowel
incontinence is rarely a physiologic consequence of stroke.
However, confusion, disorientation, and immobility may
contribute to incontinent episodes and to chronic constipation
(Linton et al., 2000).

10- Cognitive impairment:

There may be changes in the patient’s intellectual
function. This may affect memory, judgment, and problem
solving abilities (Hegner et al., 2005).

11- Intellectual and emotional effects

Many patients experience emotional changes after
a stroke, to the point of personality change from prestroke
behavior. Emotional liability is a frequent problem after
a stroke. The patient may be laughing and seemingly happy and
suddenly burst into tears for no apparent reason. Angry
outbursts, childlike behavior, and inappropriate sexual behavior
may occur. Emotional changes such as these are thought to be
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caused by neurochemical imbalances in the brain or by loss of
the brain's ability to inhibit inappropriate behavior. It has also
been found that cognitive processes are slowed after a stroke
even without readily apparent deficits in thinking and responses
(Phipps et al., 2003).

Diagnostic studies

When symptoms of a stroke occur, diagnostic studies are
done to confirm that it is a stroke and not another brain lesion,
such as a subdural hematoma, and identify the likely cause of
the stroke. Tests also guide decisions about therapy to prevent
a secondary stroke (Lewis et al., 2004).

A computed tomography (CT) scan is the primary
diagnostic test used after a stroke. CT can indicate the size and
location of the lesion and differentiate between ischemic and
hemorrhagic stroke. CT angiography (CTA) provides
visualization of vasculature and can be performed at the same
times as the CT scan. CTA allows detection of intracranial or
extracranial occlusive disease. Serial CT scans may be used to
assess the effectiveness of treatment and to evaluate recovery
(Lewis et al., 1996 and Hudak et al., 1998).

Magnetic resonance imaging (MRI) is used to determine
the extent of brain injury. MRI has greater specificity compared
with CT. Diffusion-weighted MRI is more sensitive. MRI that
better delineates ischemic brain injury early after a stroke when

-27-



Review of Literature

CT and standard MRI may appear normal. Use of MRI may be
restricted in patients with claustrophobia or with devices such
as pacemakers that would be affected by the magnetic field.
Magnetic resonance angiography (MRA) is a noninvasive
method of assessing vascular occlusive disease in the head or
neck, similar to CTA (Tierney et al., 2003).

Other tests used to diagnose stroke and assess the extent
of tissue damage include positron emission tomography (PET),
magnetic resonance spectroscopy (MRS), xenon CT, single
photon emission computed tomography (SPECT), and cerebral
angiography. PET shows the metabolic activity of the brain and
provides a depiction of the extent of tissue damage after
a stroke. Less active or diseased tissue appears darker than
healthy active cells. MRS detects biochemical changes that may
be present before physical changes are apparent. Its value in the
clinical evaluation of stroke remains to be determined
(Thompson et al., 2002).

Angiography is the gold standard for imaging the carotid
arteries. Angiography can identify cervical and cerebrovascular
occlusion, atherosclerotic plaques, and malformation of vessels.
Intra-arterial digital subtraction angiography (DSA) reduces the
dose of contrast material, uses smaller catheters, and shortens
the length of the procedure compared with conventional
angiography. DSA involves the injection of a contrast agent to
visualize blood vessels in the neck and the large vessels of the

circle of Willis. It is considered safer than cerebral angiography
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because less vascular manipulation is required. Risks of
angiography include dislodging an embolus, vasospasm,
inducing further hemorrhage, and allergic reaction to contrast
media (Phipps et al., 2003 and Swearingen, 2003).

Transcranial Doppler (TCD) ultrasonography is
a noninvasive study that measures the velocity of blood flow in
the major cerebral arteries. TCD has been shown to be effective
in  detecting  microemboli and  vasospasm.  Other
neurodiagnostic tests such as skull X-rays, brain scan, and
electroencephalogram (EEG) are currently used much less in
the diagnosis of stroke. A skull X-ray result is usually normal
after a stroke, but there may be a pineal gland shift with
a massive infarction (Clochesy, 2004).

A lumbar puncture may be done to look for evidence of
red blood cells in the cerebrospinal fluid if a subarachnoid
hemorrhage is suspected but the CT does not show hemorrhage.
A lumbar puncture is avoided if there are signs of increased
intra-cranial pressure (ICP) because of the danger of herniation
of the brain downward leading to pressure on cardiac and
respiratory centers in the brain stem and potentially death. An
EEG may show low-voltage, slow-wave activity suggestive of
ischemic infarction. If the stroke is due to a hemorrhage, the
EEG may show high-voltage slow waves (Thompson et al.,
2002). If the suspected cause of the stroke includes emboli from
the heart, diagnostic cardiac tests should be done such as an
electrocardiogram (ECG), a Holter monitor test, cardiac
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enzymes evaluation, and an echocardiogram (Lewis et al.,
2004).

Routine blood studies, including a complete blood count
and platelet count (to evaluate for polycythemia,
thrombocytosis, bacterial endocarditis, and severe anemia).
Blood should be taken to evaluate glucose, prothrombin time,
partial thromboplastin time; and a lipid profile. In the elderly,
determination of the erythrocyte sedimentation rate should be
preformed urgently to exclude giant cell arteritis; in the young,
the presence of antiphospholipid antibodies helps to identify
immune-related disease processes predisposing to stroke. Other
blood tests (e.g., protein C, protein S, measurements of
viscosity or platelet function, and tests for collagen vascular
diseases) may be indicated in younger patients who lack
obvious causes for their strokes. Tests of renal function and
serum electrolyte measurements help to establish systemic
ilinesses as well as the milieu in which subsequent diagnostic
tests (e.g. contrast injection) and treatments might be offered
(Bennett and Plum, 1996 and Swearingen, 2003).

Prevention

Primary prevention of stroke is the best approach. Stroke
risk screenings are an ideal opportunity to lower stroke risk by
identifying high-risk individuals or groups and educating the
patients and the community about recognition and prevention of
stroke (Lindsey, 2000 and Manzella & Galante, 2000).
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Modifiable risk factors for stroke include hypertension,
cardiovascular disease, high cholesterol, obesity, smoking and
diabetes. For people at high risk, interventions that alter
modifiable factors, such as treating hypertension and
hyperglycemia,  stopping  smoking, limiting alcohol
consumption and weight control, will reduce stroke risk. Many
health promotion efforts involve encouraging a healthy
lifestyle, including eating a low-fat, low-cholesterol diet and
increasing exercise. Recent evidence suggests that eating fish
two or more times per week reduces the risk thrombotic stroke
for women (Smeltzer and Bare, 2004).

Several methods of preventing recurrent or secondary
stroke have been identified for patients with transient ischemic
attacks T1As or mild ischemic stroke. Patients with moderate to
severe carotid stenosis are treated with carotid endarterectomy
(Haslett et al, 2002). In patients with atrial fibrillation, which
increases the risk of emboli, administration of warfarin
(Coumadin), an anticoagulant that inhibits clot formation, may
prevent both thrombotic and embolic strokes (Krenzer, 1999).

Complications

The list of possible complications of stroke is almost
endless. Stroke may result in death or profound neurologic
injury. With less severe strokes, the initial acute period may be
complicated by respiratory problems related to aspiration and
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atelectasis (Smeltzer and Bare, 2000). Other disuse-related
complications include skin breakdown, deep vein thrombosis,
muscle atrophy, and joint contractures. Urinary tract infections
often result from the use of Foley catheters, and both
constipation and impaction may result from immobility
(Davenport and Dennis, 2000).

Stroke patients are at high risk for environmental injury
from a variety of physical and cognitive impairments, and the
consequences of communication impairments can isolate the
patient from full and active participation in the world.
Furthermore, for each complication the patient experiences,
there is the very real possibility that additional problems will
develop for the family and support network (Phipps et al.,
2003).

Stroke, also known as a cerebrovascular accident or brain
attack, is a sudden impairment of cerebral circulation in one or
more blood vessels. A stroke interrupts or diminishes oxygen
supply and commonly causes serious damage or necrosis in the
brain tissues (Clochesy, 2004).

Rebleeding is a major complication that may occur at any
time with an unclipped aneurysm. Rebleeding commonly
occurs within the first few days after hemorrhage, but may
occur any time over the first few months if the aneurysm is
unclipped (Black and Jacobs, 1997).
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Prognosis

The prognosis for survival after cerebral infarction is
better than after cerebral or subarachnoid hemorrhage (Tierney
et al., 2003). About 20% of all patients with strokes due to
cerebral infarction die within the first month, and the long-term
death rate is about 5-10% per annum. However, the mortality of
hemorrhage remains high. Approximately 40% of patients die
as a direct result of a first hemorrhage, 10% of these before
reaching hospital. Of those that are admitted alive, mortality is
about 25% at the end of the first week, 50% at 2 months and
70% at 5 years. If the aneurysm cannot be safely clipped, the
overall risk of subsequent recurrent haemorrhage is about 35%
in the first year and 3% per year thereafter (Souhami and
Moxham, 2002).

The critical variables that affect recovery are the patient's
condition before the stroke, the length of time between the
occurrence of stroke and the diagnosis, the support for the
patient in the acute phase (usually the first 48 hours), the
severity of the patient's symptoms, and access to rehabilitative
therapy. A stroke patient who is comatose for more than 36
hours has a poor chance of recovery. Most recovery from stroke
takes place in the first 3 months. After that time, improvement
is usually slight (Monahan and Neighbors, 1998).
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The long-term recovery of the stroke patient may well
depend on the care received immediately after the stroke.
Therefore, the nurse's role in attending stroke patients is a vital
one (Linton and Maebius, 2003).

Treatment

After a complete stroke, management is aimed at
minimizing the volume of brain that is irreversibly infarcted,
preventing complications, reducing the patient's disability and
handicap through rehabilitation, and preventing recurrent
episodes. Patients with subarachnoid haemorrhage should be
referred urgently to a neurosurgical center, since these patients
require investigation for, and surgical treatment of, the berry
aneurysm which may be the cause (Haslett et al., 1999).

Medical treatment

Approaches in stroke are very wide because of the huge
variety of presentations. They will depend on: the site of the
occlusion or aneurysmal rupture, the degree and extent of the
ischemia or hemorrhage, the effectiveness of medical and
nursing intervention and the patient's response (Alexander et
al., 2000).
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Oxygen therapy

Oxygenation is a priority immediately after a stroke,
especially if the patient is unconscious. Oxygen therapy may be
ordered. For patients who are comatose, a tracheostomy is
sometimes necessary to maintain an airway. Intubation and
mechanical ventilation may be necessary to combat inadequate
ventilatory effort. Respiratory exercises, including incentive
spirometry, may be ordered for the alert patient (Linton et al.,
2000).

Drug therapy

Antiplatelet drugs are usually the chosen treatment to
prevent further stroke in patients who have had a TIA related to
atherosclerosis. Aspirin is the most frequently used antiplatelet
agent, commonly at a dose of 50 to 325 mg per day (Lewis et
al., 2004). When some patients are unable to tolerate the long-
term use of aspirin, and its use increases the risk of peptic ulcer
disease, several alternative antiplatelet drugs, including
ticlopidine (ticlid), clopidogrel (plavix), and dipyridamole
(persantine), have been shown to be effective for secondary
stroke prevention, but these agents are more costly than aspirin,
and patients must be monitored for drug-specific side effects
(Phipps et al., 2003).
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According to Haslett et al. (2002) intravenously
delivered thrombolysis with urokinase, streptokinase or
recombinant tissue plasminogen activator (rt-pA) increases the
risk of haemorrhagic conversion of the cerebral infarct with
potentially fatal results. However, this risk may be offest by an
improvement in overall outcome if thrombolysis is given within
six hours of onset of an ischaemic stroke, in the absence of
hypertension, when the CT does not show extensive low
density.

Intravenous anticoagulation may be used during acute-
stage management of a progressing ischemic or embolic stroke.
Authorities do not agree about the appropriateness of
anticoagulant use in acute stroke management because of the
significant risk of bleeding that may follow ischemic damage to
brain tissue and because of the lack of conclusive evidence that
acute anticoagulation therapy improves patient outcomes
(Phipps et al., 2003).

Cerebral emboli occurring during the course of acute
bacterial endocarditis or subacute endocarditis are usually
considered to be a contraindication to anticoagulants: this is
because of the high risk of haemorrhage from mycotic
aneurysms, which are formed from the spread of infection from
the embolus into the vessel wall (Souhami and Moxham,
2002).
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The calcium channel blocker nimodipine (Nimotop) is
given to patients with subarachnoid hemorrhage to decrease the
effects of vasospasm and minimize cerebral damage (Lewis et
al, 2004). Antiepileptic drugs (AEDs), such as phenytoin
(Dilantin), gabapentin (Neurontin), or topiramate (Topamax),
are given to treat seizures if they occur (lgnatavicius and
Workman, 2002).

A raised blood sugar after a stroke increases infarct size
and adversely affects functional outcome. This is probably
because hyperglycaemia exacerbates the anaerobic production
of lactic acid in the ischaemic penumbra. Hence, blood sugar
should be normalized within insulin (Haslett et al., 1999).

There is some evidence that reducing cerebral oedema
with dexamethasone may enable some patients to survive.
However, life-threatening cerebral oedema is associated with
large infarcts, so that the quality of survival in the few patients
who may be saved in this way is poor (Souhami and Moxham,
2002). Cerebrospinal fluid drainage may be used in some
patients to reduce intracranial pressure (ICP). Diuretic drugs,
such as mannitol (Osmitrol) and furosemide (Lasix), may be
used to decrease cerebral edema (Lewis et al., 2004).

Elevated blood pressure is common immediately after
a stroke and may be a protective response to maintain cerebral
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perfusion. Immediately following ischemic stroke, use of drugs
to lower blood pressure is recommended only if blood pressure
Is markedly increased (mean arterial pressure > 130 mmHg or
systolic pressure > 220 mmHg). Oral antihypertensive drugs are
generally preferred (Hudak et al., 1998).

Hypervolemia and hyperdilution can be achieved by the
administration of saline and perhaps albumin. This treatment
arguably supports a sustained blood pressure and promotes
vasodilation of the cerebral vessels, theoretically maximizing
perfusion to the brain. Hypervolemic-hyperdilution therapy has
been successfully used to treat vasospasm after subarachnoid
hemorrhage, but its efficacy in acute ischemic stroke is
unproven (Phipps et al., 2003).

Fluid and nutrition therapy

An order for intravenous fluids will probably be given
for the stroke patient in the acute phase. This route provides
fluids, electrolytes, and some calories and provides access for
the intravenous administration of drugs. The dietary ordered is
based on the patient's nutritional requirements and ability to eat.
Food may be regular, soft, or pureed, depending on how well
the patient can chew and swallow. Vitamins and electrolytes
supplementation may also be ordered (Haslett et al., 2002).

Total parenteral nutrition may be ordered for the
malnourished patient. Sometimes a nasogastric tube is inserted
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for feeding purposes. If long-term feeding are indicated,
a gastrostomy tube may be placed (Moore and Trifiletti, 1994).

Urine elimination

Sometimes an indwelling catheter is ordered to manage
urinary incontinence. Intermittent catheterization is a method of
controlling incontinence caused by a flaccid bladder that is less
likely to lead to infection. Intermittent catheterization is done
every 4 to 6 hours as ordered. The frequency of catheterization
Is based on the amount of urine obtained each time (Kelly,
1995).

Surgical treatment

Carotid endarterectomy is the primary surgical
intervention used in stroke management. It is a targeted stroke
prevention primarily for patients with symptomatic carotid
stenosis. Endarterectomy carefully removes the plague after the
artery has been clamped both above and below the obstruction.
Circulation to the brain on the affected side is maintained
through the vertebrobasilar arterial system with supplemental
flow through a temporary bypass shunt (Phipps et al., 2003).
During the first 24 hours after surgery, fluctuating blood
pressure can occur. The most common fluctuation is
hypotension with bradycardia, which might require treatment
with a vasopressor agent. Hypertension has also been associated
with cerebral hemorrhage. Embolization of plague and
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microthrombi resulting from the surgical manipulation increase
the risk of additional strokes and are the primary postoperative
concerns. Other complications from this surgery are neck
hematoma and myocardial infarction (Hartshorn and Sole
1997).

Transluminal angioplasty is the insertion of a balloon to
open a stenosed artery and improve blood flow. Stenting
involves intravascular placement of a stent in an attempt to
maintain patency of the artery. These procedures are still being
evaluated as options to a carotid endarterectomy (Lewis et al.,
2004).

Extracranial-intracranial bypass involves anastomosing
(surgical connecting) a branch of an extracranial artery to an
intracranial artery (most commonly, superficial temporal to
middle cerebral artery) beyond an area of obstruction with the
goal of increasing cerebral perfusion. This procedure is
generally reserved for those patients who do not benefit from
other forms of therapy. Further study is needed to determine the
benefit of this therapy over medical therapy (Nussbaum and
Erickson, 2000).
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PART II: BIOPSYCHOSOCIAL NEEDS OF PATIENTS
WITH CHRONIC CEREBROVASCULAR STROKE AND
NURSING MANAGEMENT

Need is necessary or required for optimum functioning
(Ellis and Nowlis, 1994). A need assessment is the process of
collecting and analyzing information to develop an
understanding of the issues, resources, and constraints of the
target population, as related to the development of the health
promotion program. The assessment's purpose is to determine
whether the needs of the people are being met (McKenzie et al.,
2002). The data gathered from needs assessment, as well as an
assets assessment, should be the basis and rationale for program
planning. It is important to understand the process involved in
needs assessment and the different types of needs (Hitchcock et
al., 2003).

According to McKenzie et al. (2002), there are two basic
ways of examining the needs. The first is through the eyes of
the health professionals, which are services needs. Services
needs are the needs that health professionals believe the target
population must have met in order to resolve a health problem.
The second way of examining the needs is through the eyes of
those in the target population. Both types of needs are important
and both must be identified in order for the true needs of the
target population to be identified.
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Certain needs are basic to all people and require
satisfaction accordingly. Such needs are addressed on the basis
of priority, meaning that some needs are more pressing than
others. Once an essential need is met, a person experiences
a need on a higher level. Approaching needs according to
priority reflects Maslow's hierarchy of needs. Maslow ranked
human needs as follows: physiologic needs; safety and security;
belongingness and affection; esteem and self-respect; and self-
actualization, which includes self-fulfillment, desire to know
and understand, and aesthetic needs. Lower-level needs always
remain, but a person's pursuit of higher-level needs indicates
that he or she is moving toward psychological health and well-
being (Smeltzer and Bare, 2000).

Physiological needs, the most basic in the hierarchy of
needs, are the most essential to life and therefore have the
highest priority. Physiological needs: oxygen, water, food,
temperature, elimination, sexuality, physical activity, and rest
must be met at least minimally to maintain life. Physiologic
needs are often a major part of the nursing care plan for
disabled and ill people who require assistance in meeting them
(Taylor et al., 2001).

The second major need is emotional safety and security
which involve trusting others and being free of fear, anxiety,
and apprehension. Patients entering the health care system often
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fear the unknown and may have significant emotional security
needs. Nurses can help meet such needs by encouraging
spiritual practices that are a source of strength and support, by
allowing as much independent decision making and control as
possible, and by carefully explaining new and unfamiliar
procedures and treatments (Taylor et al., 2001).

The third major need is that of love and belonging, being
with bonding between the infant and mother at birth and must
continue throughout life for a person to meet needs at this level.
All people need to feel that they have meaningful relationships
with others and that they belong to a group. People need the
acceptance of their families and friends (Rosdahl, 1999).

According to Maslow, there are two types of esteem
needs: esteem derived from others and self-esteem. People need
to know that others think well of, admire, and respect them.
Self-esteem is a person's sense of his or her own adequacy and
worth. To be genuine, it must be firmly grounded in a realistic
appraisal of one's strengths and weaknesses. If esteem needs go
unmet, the person faces a life characterized by self-doubt and
feelings of helplessness and worthlessness. What others value
in a person and what that person values in himself or herself
may differ and are influenced by cultural social and
psychological variables (Craven and Hirnle, 2000).
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According to Maslow, the need for self-actualization is
the innate need to realize fully all of one's abilities and
qualities, that is, to maximize one's potential. Maslow sees this
process as never-ending. Although early life experiences affect
self-actualization, people have the capacity to change and to
reach a state of optimal psychological health as they strive for it
(Craven and Hirnle, 2000).

According to Taylor et al. (2001), the nurse identifies
and carries out interventions to help meet patient's needs, it is
important to remember that this is only a framework or
guideline and that, in actuality, each individual sets priorities
for meeting needs on levels most important to that person.
Additionally, basic human needs are interrelated and may
require nursing actions at more than one level at a given time.

Feelings of anxiety, frustration, irritability, bitterness,
and guilt may be expressed by some chronically ill persons who
face unending pain and loss of economic and social security.
Some persons become obsessed with their health problems and
spend much of each day thinking about what will happen and
what to do. Guilt may result from being unable to work and
support oneself or from the belief, as a result of a search for
some purpose or reason for the affliction, that one must deserve
the suffering (Phipps et al., 2003).
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Anxiety is a normal reaction to stress and threat. It is an
emotional reaction to the perception of danger, psychologically,
and behaviorally. Anxiety and fear are a specific threat, anxiety
to a non-specific one. A person experiencing anxiety may feel
uneasy and apprehensive and may have a vague sense of dread.
Nursing in almost all areas is a profession that deals
continuously with anxiety. The intimate association with life,
death and all the stages in between arouse within the nurse
continuous and unconscious fears about own vulnerability.
There are emotional night-risk situations in nursing such as
intensive care unite and the emergency department, in which
the nurse's understanding and management of her own anxiety
as well as threat of patients and their families are vital
(Schrefer and Rogers, 2002).

As for grief and mourning, grief is the subjective
emotional response that evolves from a sense of loss. Mourning
Is the process through which grief is faced and ultimately
resolved or altered over time. Mourning occurs when a person
Is forced to relinquish original hopes. The process of mourning
prepares the individual to reappraise values and to accept
substitutions for hope. Individuals experiencing grief may be
under a great deal of stress, and stress may make them even
more vulnerable to disease. They may become irritable and
difficult to get along with. Sometimes they may experience a
sense of guilt. Some people blame themselves for whatever
they lost. They may perceive their illness and subsequent loss
as a punishment from God for not having been a better person,
a better parent, or a better spouse (Linton et al., 2000). Nursing
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intervention to help patients and families with the experience of
grief and mourning include anticipating reactions to loss.
Supporting the usual coping mechanisms, and allowing the
expression of feelings are essential (Garrity and Klein, 1999).

The major nursing responsibilities associated with
assisting a client to cope with and adapt to stress include
assessing the client's ability to cope with the stressors in the
environment; identifying risk factors that could lead to
ineffective coping; promoting effective coping and stress
management; and implementing nursing interventions to
manage ineffective coping when it occurs. In addition, nurses
must recognize and cope effectively with stress in their own
lives (Craven and Hirnle, 1996).

Hope is a complex human experience that has
a relationship to health. It is a mixture of feelings and thoughts
that center on the fundamental belief that there are solutions to
significant needs and problems. Loss of hope leads to giving-up
behavior, which leads to physical and emotional disequilibrium.
To help patients and families maintain or restore hope, nurses
contribute to a hopeful atmosphere that comes from themselves,
other the staff members, patients and the physical environment
(Pollock, 2000).

When people get sick, their role identifies often changes.

This affects the ways in which others interact with them and

related to them; relationships with family and friends must be
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reestablished and maintained, persons with chronic illness
struggle with the role of being impaired. They want to be
normal as possible, yet sometimes the conditions of illness
interfere with this to a large degree (Garrity and Klein, 1999).
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PART III: NURSING MANAGEMENT FOR
PHYSIOLOGICAL NEEDS OF PATIENTS WITH
CHRONIC CEREBROVASCULAR STROKE

Stroke is the third most common cause of death in North
America. Approximately 550,000 strokes occur per year in the
United States, and about 150,000 of these individuals do not
survive. According to the National Stroke Association, stroke is
one of the leading causes of permanent disability in adults. Of
long-term stroke survivors, 15% require institutional care, 30%
are dependent in activities of daily living, and 60% have
decreased socialization out-side the home (Hudak et al., 1998).

Nursing management of the previously discussed
cerebrovascular diseases requires that the nurse have a thorough
knowledge of the pathophysiology of the disease, as well as
a good understanding of the treatment plan. Accurate, detailed
assessment is essential. Frequently, the first sign of clinical
deterioration is evidenced through subtle changes discovered in
the neurologic examination (Thelan et al., 1994).

The nursing process includes five steps: assessment,
nursing diagnosis, planning, implementation, and evaluation. It
Is a dynamic, continuous process as the client's needs change.
The use of the nursing process promotes individualized nursing
care and assists the nurse in responding to patient needs in a
timely and reasonable manner to improve or maintain the

patient’s level of health (Potter and Perry, 2001).
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Application of nursing process in caring of patient with
cerebrovascular stroke is important. It includes the following
steps:

1. Assessment:

Nursing assessment is the process of gathering
information about a patient’s health status to identify concerns
and needs that can be treated or managed by nursing care. The
information gathered may also be known as data. It comprises
subjective and objective information about the patient. Data
collection marks the beginning of the nursing process and
continues throughout the process. As data collection, it is
classified into meaningful clusters that describe the problems to
be treated. Thus, assessment involves analyzing data to identify

a patient’s problems and arrive at appropriate nursing diagnosis
(Harkreader, 2000).

Assessment of the needs of the new nursing system or the
current one is the first step in designing. It is the continuous
process of data collection, analysis, synthesis and diagnosis.
Nursing task force was convened to design the nursing system.
The task force gathered information on nursing system through
many channels. Based on this information, knowledge of the
existing nursing system, and philosophy of nursing department,
the task force developed recommendations for nursing system
(Mohamed, 2004).
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Health history

Assessment data to be collected as part of the health
history of a patient with a stroke include: Baseline level of
function, history of hypertension and its management, coronary
artery disease, diabetes, and history of transient ischemic attack
(TIA) (symptoms, frequency, workup, and treatment) and/or
previous stroke, medications in use: prescription, over the
counter drugs, herbal preparations, smoking history, and history
of alcohol or other drug use. Assessment includes also
circumstances surrounding the stroke, onset, nature, severity,
and duration of symptoms, presence of headache: nature and
location, visual ability: acuity, diplopia, blurred vision, field
cuts, ability to concentrate and follow commands, memory,
emotional/affective response and family and social support
network, current living situation, financial and insurance status
(Phipps et al., 2003).

Physical examination

The findings on neurologic assessment depend on the
area of the brain that is injured. The patient may have focal or
global signs and symptoms. Stroke patients' level of
consciousness may range from alert and oriented to coma states.
After establishing a baseline, the nurse conducts the neurologic
assessment every 2 hours (Barker, 1994).
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The nurse must assess vital signs (quality and rates of
pulse and respiration; arterial blood gases values as indicated,
body temperature, and arterial pressure), level of consciousness
(Glasgow coma scale), orientation, and response to tactile
stimuli, motor strength: presence and severity of paresis or
paralysis, ability to communicate (speak and understand
speech), stiffness or flaccidity of the neck, presence or absence
of voluntary or involuntary movements of the extremities;
muscle tone; body posture; and position of the head, seizures or
signs and symptoms of hydrocephalus resulting from
hemorrhage, eye opening, comparative size of pupils and
pupillary reactions of light, and ocular position, color of the
face and extremities; temperature and moisture of the skin,
coordination: gait, balance, cranial nerve function, including
gag and swallowing reflexes, facial movement, tongue
movement, eye blink, eye movement, and papillary response,
volume of fluids ingested or administered; volume of urine
excreted each 24 hours, presence of bleeding, maintenance of
blood pressure within the desired parameters, and bowl and
bladder function (Smeltzer and Bare, 2000 & Phipps et al.,
2003).

Ongoing nursing assessment continues to focus on the
impairment of function in the patient's daily activities, because
the quality of life after stroke is closely related to the patient's
functional status (Phipps et al., 2003).
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2- Nursing Diagnosis

Nursing diagnosis defined as a clinical judgment about
individual, family, or community responses to actual or
potential health problems/life processes. Nursing diagnosis
provides the basis for selection of nursing intervention to
achieve outcomes for which the nurse is accountable
(Carpenito, 2000).

Nursing diagnosis for the patient who has experienced
a cerebrovascular accident commonly include the following: (1)
Risk of injury related to weakness, paralysis, confusion,
decreased consciousness, or dysphagia. (2) Impaired physical
mobility related to weakness or paralysis. (3) Altered nutrition
that is less than body requirements, related to impaired
swallowing and hemiparesis or hemiplegia. (4) Self-care deficit
related to inability to perform activities of daily living (feeding,
bathing, grooming and toileting) without assistance. (5) Urinary
incontinence related neurological deficits. (6) Bowel
incontinence or colonic constipation related to impaired
mobility and neurological impairment. (7) Risk for impaired
skin integrity related to decreased mobility, paresis, or
paralysis. (8) Impaired verbal communication related to
inability to clearly verbalize or inability to comprehend
communication. (9) Pain (painful shoulder) related to
hemiplegia and disuse. (10) Altered thought processes related to
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brain damage, confusion and inability to follow instructions.
(11) Sexual dysfunction related to neurologic deficits or fear of
failure. (12) Interrupted family processes related to catastrophic
illness and caregiving burdens. (13) Knowledge deficit:
medication use, rehabilitation, and long-term care for CVA
related to lack of experience/exposure (Dewit, 1998, &
Smeltzer and Bare, 2004).

Also, Ackley and Ladwing (2002) reported that the
patient with stroke had the following nursing diagnosis
including disturbed sensory perception: visual, tactile,
Kinesthetic related to neurological deficit, chronic confusion
related to neurological changes, impaired memory related to
neurological disturbances, caregiver role strain related to
cognitive problems of care receiver need for significant home
care, disturbed body image related to chronic illness, paralysis,
ineffective coping related to disability, anxiety related to
situational crisis, change in physical or emotional condition and
unilateral neglect related to disturbed perception form
neurological damage.

3- Planning

According to Harkreader (2000), planning is the phase
of the nursing process during which the nurse will identify the
goals of nursing care and the actions to attain those goals. The
result of the planning process is a guide for health care that
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identifies patient problems in need of nursing care (specified by
nursing diagnosis) predict, outcomes that are sensitive to
nursing care, and lists interventions that will result in the
expected outcomes or a nursing care plan.

The patient, family, and nurse establish the goals of
nursing care in a cooperative manner. Typical goals are that the
patient will (1) maintain a stable or improved level of
consciousness, (2) attain maximum physical functioning, (3)
attain maximum self-care abilities and skills, (4) maintain stable
body functions (e.g., bladder control), (5) maximize
communication abilities, (6) maintain adequate nutrition, (7)
avoid complications of stroke, and (8) maintain effective
personal and family coping (Lewis et al., 2004).

4- Implementation

Nursing intervention is the action phase of the nursing
process in which nursing care is provided. It is the actual
initiation of the plan and recording of nursing actions. Its
purpose is to provide technical and therapeutic nursing care
required to help the patient achieve an optimal level of health
(Craven and Hirnle, 2000).

As regards a patient having a risk of injury, nursing
management should include, assessment of the patient sensation
and vision changes. When sensation is diminished, the patient
must learn to assess the area frequently for signs of pressure

and protect it from injury. In addition to teaching the patient
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how to avoid pressure, advise the patient not to apply heat or
cold to that area. Caregivers must also remember not to pull on
the affected side or use it to move or support the patient. When
the patient has homonymous hemianopia, care is shifted to
more challenging mode to promote the patient's adaptation to
the disability, place objects in the field of the visual deficit, and
remind and encourage the patient to scan the affected visual
field, especially when walking, wheeling, and eating. The
patient forms new habits of observation through constant
practice (Linton et al., 2000).

Considering a patient having an impaired physical
mobility, nursing management should include regular physical
therapy as occupational therapy promotes optimal return of
motor function. Regular exercise can cause a dramatic return of
function for some stroke patients. Therefore, affected arms and
legs need to be used to maintain muscular function and
circulation and until neurologic ability is recovered. In the
meantime, assistance is needed with motor activities. When the
patient is moving, assess gait (if applicable), strength in arms
and legs, and balance. When the patient has dyspraxia, to help
the patient remember to initiate voluntary responses, provide
verbal cues. Teach family members, about dyspraxia and advise
them of the need for patience and cues to induce the desired
motor performance. Remind the patient who has unilateral
neglect to use and support the affected side (Linton and
Maebius, 2003).
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Concerning a patient having an altered nutrition that is
less than body requirements, nursing management should
include; (1) Help patient relearn swallowing sequence using
compensatory techniques such as a) Place ice on tongue, and
encourage sucking. b) Progress to popsicle and soft foods. c)
Make sure mechanical soft or pureed diet is provided, based on
ability to chew. (2) Encourage small, frequent meals, and allow
plenty of time to chew and swallow. (3) Remind patient to
chew on unaffected side. (4) Encourage patient to drink small
sips from a straw with chin tucked to the chest, strengthening
effort to swallow while chin is tucked down. (5) Inspect mouth
for food collection and pocketing before entry of each new
bolus of food, and teach patient compensatory techniques for
safe swallowing. (6) Encourage frequent oral hygiene (Nettina,
2001).

Regarding to a patient who has a urinary and bowel
incontinence or colonic constipation, nursing management
should include establishing the cause first. Typically, the
patient who has had a stroke can relearn both bowel and bladder
control. To begin a bladder training program, the nurse places
the patient on the bedpan or the commode or offers the urinal
every 2 hours. The nurse encourages the patient to have a total
fluid intake of 2000ml or more per day unless contraindicated.
Intermittent catheterization to check for residual urine may be
done by the nurse in the early part of the bladder retraining
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program to ensure that the patient is emptying the bladder.
Retained urine can lead to a wurinary tract infection
(Ignatavicius et al., 1995). The nurse determines the patient’s
normal time for bowel elimination and any routine that helps to
ensure an acceptable evacuation. This routine is followed if
possible, and the patient is placed on the bedpan or commode at
the same time as the previous schedule at home. The nurse
collaborates with the dietitian to provide a diet high in bulk and
fiber. The nurse encourages the patient to drink apple or prune
juice to help promote bowel elimination (lgnatavicius and
Workman, 2002).

As for a patient who has an impaired skin integrity,
nursing management should include, (1) Pressure relief by
position changes, special mattresses, or wheelchair cushions;
(2) Good skin hygiene; (3) Emollients applied to dry skin; and
(4) Early mobility. The ideal position change schedule is side-
back-side with a maximum duration of 2 hours for any position.
The nurse should position the patient on the weak or paralyzed
side for only 30 minutes. If an area of redness develops and
does not return to normal color within 15 minutes of pressure
relief, the epidermis and dermis are damaged. The damaged
area should not be massaged because this may cause additional
damage. Pillows can be used under lower extremities to reduce
pressure on the heels (Lewis et al., 2004).
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As regards a patient who has an impaired verbal
communication, nursing management should include: The nurse
collaborates with the speech-language pathologist (SLP) in
working with the patient who has aphasia or dysarthria. The
aphasic patient requires repetitive directions to understand or
complete a task. Each task should be broken down into
component parts and given one step at a time. The nurse faces
the patient and speaks slowly and clearly. The patient should be
given sufficient time to understand and process the information
and to respond. The nurse encourages the patient to
communicate and reinforces this behavior positively. Facial
muscle exercises may be performed to strengthen the muscles
used for speech (Ignatavicius et al., 1995).

Regarding to a patient who has a sexual dysfunction,
nursing management should include, education on (1) optional
positioning of partners, (2) timing for peak energy times, and
(3) patient and partner counseling (Lewis et al., 2004).

As for a patient who has a unilateral neglect, nursing
management should include, teaching the patient to touch and
use both sides of the body. For example, the nurse or assistive
nursing personnel encourages the patient to wash both the
affected and unaffected sides of the body. When dressing, the
nurse reminds the patient to dress the affected side first. If
hemianopia is present, the nurse also teaches the patient to turn
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his or her head from side to side to expand the visual field. This
scanning technique is also useful when the patient is eating or
ambulating (Ignatavicius and Workman, 2002).

As regards a patient who has an altered thought
processes, nursing management should be supportive. The
nurse reviews the results of neuropsychological testing,
observes the patient's performance and progress, gives positive
feedback and most importantly conveys an attitude of
confidence and hope (Smeltzer and Bare, 2004).

Considering a patient who has a self-care deficit, nursing
management  should include, encouraging maximum
independence within limitations imposed by an impaired
physical mobility, implementing measures to facilitate patient’s
ability to perform self-care activities. With patient, the nurse
develops a realistic plan for meeting daily physical needs,
schedule care at a time when patient is most likely to be able to
participate, consult occupational therapist about assistive
devices available, reinforce use of these devices if indicated,
allow adequate time for accomplishment of self-care activities
(Ulrich et al., 2001).

Concerning a patient who has anxiety and ineffective
coping, nursing management should include, providing a calm,
restful environment, encouraging verbalization of fear and
anxiety, reinforcing physician's explanations and clarifying
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miss-conceptions, explaining all diagnostic tests, instructing the
patient above relaxation techniques and encouraging
participation in diversional activities, assisting patient to
identify specific stressors and ways to cope with them,
administering antianxiety agents if ordered, consulting
physician if actions fail to control fear and anxiety (Robinson
and Kish, 2001).

Regarding to a patient who has interrupted family
processes, nursing management should include, providing
support by telling family members what is happening, what is
being done, and how they can help the patient. If necessary, a
referral may be made to a social worker, mental health
specialist, or spiritual counselor (Linton et al., 2000).

Concerning a patient who has a self-concept disturbance,
nursing management should include; implementing measures to
assist patient to increase self-esteem as giving positive feedback
about accomplishment, assisting patient to identify and utilize
coping techniques that have been helpful in the past, assisting
patient with usual grooming, reinforcing measures that can help
patient improve his/her activity tolerance. Implementing
measures to reduce patient's feelings of powerlessness,
assessing for and supporting behaviors suggesting positive
adaptation to change that have occurred, assisting patient's and
significant other's adjustment by listening, facilitating
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communication, and providing information. Consulting
physician about psychological counseling if needed is also a
nurse responsibility (Robinson and Kish, 2001).

As regards a patient who has a knowledge deficit,
nursing management should include; offering information only
as the patient requests it in the acute stage, when fear of death
and recurrence of stroke are primary concerns. Accurate, simple
explanations help set the stage for more detailed teaching at a
later time when the patient is better able to learn. The nurse
should immediately give information about community
resources to help the patient prepare for the return home, or
should suggest placement options. Discharge planning requires
careful consideration of alternatives to be effective. The nurse
should discuss living options, home service agencies, payment
options for home care, and volunteer resources such as stroke
clubs, churches, or community groups for support and services
(Barker, 1994).

5) Evaluation

The nurse must evaluate the success of nursing care and
need to alter care plan, by comparing the patient's behavioral
outcomes to the expected outcomes to determine to what extent
goals have been achieved. If the outcomes are not met, the
nurse should reassess the patient and revise the plan and
interventions to meet patient's needs (Nettina, 2001).
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Evaluation is a systemic and ongoing process of
examining whether expected outcomes have been achieved and
whether nursing care has been effective. However, evaluation
must also examine the quality of nursing care delivery and link
positive patient outcomes to quality care (Harkreader, 2000).

Evaluation of expected outcomes may include; achieving
improved mobility, having no complaints of shoulder pain,
achieving self-care; performing hygienic care, using adaptive
equipment, turning head to see people or objects, demonstrating
improved swallowing ability, achieving normal and bladder
elimination, participating in cognitive improvement program,
demonstrating improved communication, maintaining intact
skin without breakdown. Nurse’s evaluation considers also
whether family members demonstrate a positive attitude and
coping mechanism and have positive attitude regarding
alternative approaches to sexual expression (Smeltzer and
Bare, 2000).
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Subjects and Methods

Aim of the study

The aim of this study is to assess the biopsychosocial
needs for patients with chronic cerebrovascular stroke.

Research questions

- What are the physical needs for patients with
chronic cerebrovascular stroke?

- What are the psychosocial needs for patients with
chronic cerebrovascular stroke?

The present study is a descriptive survey study utilized to
meet the aim of this study.

I- Technical Design

The technical design includes, the setting, subjects and
tools used in the study.

A- Setting:

The present study was conducted in the out patient clinics
(Neurology & Physiotherapy Clinics) at Ain Shams University
Hospital. This setting choose because the patients with chronic
cerebrovascular stroke followed rehabilitation course in the
physiotherapy clinic.
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B- Subjects

Convenience sample who visited the out patient clinics
within a period of six months and met the selective criteria were
included in the study sample.

In this period, the researcher met sixty patients (39 males
and 21 females), who were included in the study according to
the criteria for selection.

Criteria for selection:
- Both sexes.
- Diagnosed with cereborvascular stroke.

- Patients in the chronic phase of stroke, whose irreversible
illness caused permanent physical impairment and
requires long-term health care (Taylor et al., 2001).
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C- Tools of data collection
Data were collected using the following tools:
I- An interviewing questionnaire sheet, divided into two parts:

1- The socio-demographic characteristics of the study
sample.

2- Activities of Daily Living Scales.
I1- Geriatric Depression Scale and Taylor Anxiety Scale.
I11-  Social Dysfunction Rating Scale.

I- Aninterviewing questionnaire sheet: (Appendix 1):
An Arabic questionnaire, suitable to the study sample,
was filled by the researcher.

This questionnaire sheet is divided into two parts:

(1) Thesocio-demographic characteristics of the study
samples such as name, age, sex, address, marital
status, occupation, and level of education.

(2) The activities of daily living scales:

Using the two activities of daily living scales; Katz
Scale of basic activity of daily living “ADLs” and Lawton
scale of Instrumental Activities of Daily Living Scale
“IADLs”. Which modified from the comprehensive
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geriatric assessment sheet used by the geriatric department
at Ain Shams University Hospital and also depending on
the previous master thesis in medical surgical department o
Faculty of Nursing at Ain Shams University (Mohamed,
2001).

I- It was developed by Katz et al. (1963). Katz Scale of
basic activities of daily living “ADLs”, this is a
commonly used measure of functional status to assess
six basic functions of independent living (bathing,
dressing, toileting, transfers, continence, and feeding).

Scoring system:
In ADLs each function is rated on a three point scale.

- 0 = Completely dependent.
- 1 = Partially dependent.
- 2 =Independent.
The total score for ADLs ranges from 0 to 12. The patient’s
scores were collected and ranged as follows:
- 0-5 =Completely dependent.
- 6-9 = Partially dependent.
- 10-12= Independent.
Ii- It was developed by Lawton and Brody (1969). Lawton
scale of instrumental activities of daily living “IADLs”
includes the more complex activities that are essential to

community living situation. It is commonly used to
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measure functional status to assess eight instrumental
activities of daily living (use of a telephone, shopping,
meal preparation, housekeeping, laundry, transportation,
ability to correctly take medications, and financial
management.

Scoring system:

In IADLSs each function is rated on a three-point scale
- 0 = Completely dependent.
- 1 = Partially dependent.
- 2 =Independent.
The total score for IADLs ranges from O to 16. The

patient’s scores were collected and ranged as follows:

- 0-7 = Completely dependent.
- 8-12 = Partially dependent.
- 13-16 = Independent.

I1- Geriatric Depression Scale and Taylor Anxiety Scale
(Appendix 11):

(1) Geriatric Depression Scale (short form):

The Geriatric Depression Scale (GDS) was conducted
to assess the mood state of patients. It was designed
originally by Yesarage and Brink, (1983) and translated
and validated on Egyptian population by Metwally,
(1998). And depending on the previous master of Faculty
of Nursing at Ain Shams University (Mohamed, 2001)
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Scoring system:

The Geriatric Depression Scale included 15 items, in
all items Yes =1 & No=0 except for five positive items in
which Yes = 0 & No=I1. The patient’s scores were
collected and ranged as follows:

- >5 = Normal.

- 5-7 = Mild depressed.

- 8-10 = Moderate depressed.
- 11-15 = Severe depressed.

(2) Taylor Anxiety Scale:

Taylor Anxiety Scale was designed by Janet Taylor to
measure a generalized tendency to experience anxiety in
the face of stress. It borrowed items from the Minnesota
Multiphasic Personality Inventory (1989), which is an
empirically based test of adult psychopathology designed
to assess the major symptoms and signs of social and
personal maladjustment commonly indicative of
disabling psychological dysfunction.

Scoring system:

Taylor Anxiety Scale, consists of 50 statements that have

an answer of “Yes” or “No”, the answer of yes is scored 1.

When items were summed, raw scores for each scale
showed that:
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Score below 16 referred to non to minimal anxiety level.
Score from 16 to 25 referred to mild anxiety level.
Score from 26 to 35 referred to moderate anxiety level.
Score above 35 referred to severe anxiety level.

It was carried out as an interview questionnaire.

I11- Social Dysfunction Rating Scale (Appendix I11):

The social dysfunction rating scale measures the

dysfunction aspect of adjustment. Effective coping problem
solving and adaptive behavior are integral part to healthy
social functioning (Matteson et al., 1997).

Scoring system:

Each item is ranged from 0-5, classified as following:
0 Very severe.

1 Severe.

2 Moderate.

3 Mild.

4 Very mild

5 No.

The total score (100) is divided as following;

0 - <20 : Very high level of social dysfunction.
20 - < 40: High level of social dysfunction.
40 - < 60: Moderate level of social dysfunction.
60 - < 80: Mild level of social dysfunction.

80 - <100 : No social dysfunction
(Ahmed, 2006)
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I1- Operational Design:

The operational design included preparatory phase, pilot
study, field work, and limitation of the study.

|. Preparatory phase:

A review of the current and past available literature and
theoretical knowledge covering the various aspects of the
problem were done using books, articles, periodicals, and
magazines to choose the study tools for data collection.

I1. Pilot study

A pilot study was applied on 6 patients with chronic
cerebrovascular stroke (those patients were excluded from the
study sample) for testing clarity, arrangement, and content
applicability, validity and reliability of items and time
consuming. Based on the finding of the pilot study, no changes
were needed on the tools.

1. Field work
Data collection of this study was carried out through six
months, in the period from the beginning of January, 2005 till

the end of June, 2005.

The researcher visited the selected settings six days per
week from 9.00 a.m. to 1.00 p.m. as Monday and Thursday in
the Neurology Clinic and other days in the Physiotherapy Clinic

because it was the day off of the Neurology Clinic.
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It was necessary for the researcher to introduce herself
and explain the purpose of the study for the subjects included in
the study. The researcher assured them that the data collected
and information will be confidential and would be used only to
improve their health.

In every visit, the researcher met from 1-2 patients and
some day don't met any patient, the data were collected after
insuring that they fit the criteria for selection either before or
after the physician visit. The researcher filled in interviewing
guestionnaire and the time needed was from 20 to 30 minutes to
be completed, and filled it through asking the patients about its
items.

Limitations

Some patients refused to share in the research and others
refused to complete the assessment so they were excluded from
the study sample.

I11- Administrative Design

To carry out the study. An official letter was issued from
the Faculty of Nursing explaining the aim of the study to obtain
permission for the collection of data. The necessary approval
was obtained from the Hospital Director of Ain Shams
University Hospital. An oral consent was taken from patients in
order to participate in research process.
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I\VV- Statistical Design

Analysis of data was done by an IBM computer using

(SPSS) Statistical Program for Social Science as follows:

. Description of quantitative variables as mean , SD and
range

. Description_of qualitative variables as number and
percentage

. Chi- square test was used to compare qualitative
variables

. Correlation co-efficient test was used to rank different
variables against each others either positively or inversely .

P >0.05 Non significant
P<0.05 Significant
P<0.01 Highly significant
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Results
The results will be presented in the following sequence:

Part I:
Represents socio-demographic characteristics of the
studied sample (table 1 and figure 1).

Part I1:
It is concerned with the activities of daily living scales
ADLs and IADLs [tables (2-5)].

Part I11:

Deals with psychological needs by Geriatric Depression
Scale and Taylor Anxiety Scale [tables (6-9)] and correlation
between different scores versus each other among chronic
cerebrovascular stroke cases [table (10) and figures (2-6)].

Part IV:

Deals with social needs by Social Dysfunction Rating
Scale [table (11)] and correlation between Social Dysfunction
Rating Scale versus ADL, IADL, GDS and Taylor Anxiety
Scale [tables (12-14) and figures (7-10)].
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Part I: Socio-demographic Characteristics of Patients with
Chronic Cerebrovascular Stroke

Table (1): Socio-demographic characteristics of chronic
cerebrovascular stroke among study group as
regards age, occupation, educational level and
marital status

Socio-demographic Females

Data N=21 %
Age (yrs)
<40
40-49
50-59
60-69
>70

Mean age + SD

Occupation
Manual worker

Clerk worker

Housewife

Education level
Iliterate

Read and write
Primary school
Prep school
Secondary school

University

Marital status

Single
Married

Divorced
Widowed
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Table (1): This table shows, socio-demographic characteristics
of the male and female subjects, it reveals that, the mean age
of the males was 49.5 + 12, while that of the females was 52.9
+17.

Regarding to occupation, results reveal that, (59%) were
manual workers in the male group, while (57.8%) were
housewives.

Concerning educational level, results reveal that, (36%)
were illiterate in males, while in females there were (57.1%).

This same table reveals also that, the majority of
patients in both sexes (males & females) were married (94.9%,
85.7% respectively).
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35%

O Males
B Females

\—65%

Fig. (1): Percentage distribution of cerebrovascular stroke between males
and females.

As regards chronic cerebrovascular stroke, the above
figure illustrates that slightly less than two thirds of patients
(65%) were males, while slightly more than one third of them
(35%) were females.
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Part II: Physical Needs of Patients with Chronic
Cerebrovascular Stroke

Table (2): Basic activities of daily living in relation to gender
of chronic cerebrovascular stroke cases

Basic Activities of Daily Living Scale (ADLS)

Gender Independent Partially dependant Completely dependant

No % No % No %

Males 23 59 15 . 1 2.6
n=39

Females

n=21

Total

Significance

Table (2): Regarding to basic activities of daily living,
the above table reveals that (59%) of males were independent,
(38.5) were partially dependent, while only (2.6%) were
completely dependant. Among females there were (57.1%) of
them were independent, (38.1%) were partially dependent and
only (4.8%) were completely dependent.

Statistically there was no significant difference between
males and females (X? = 0.91 and p-value > 0.05).
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Table (3): Relation between socio-demographic characteri-
stics of chronic cerebrovascular stroke and ADLs

Saocio- Independent Partially Completely

demographic Dependant Dependant

Data % N % N %

Age (yrs
<40
40-49
50-59
60-69
>70

Occupation
Manual worker

Clerk worker

Housewife

Education level
Iliterate

Read and write
Primary school
Prep school
Secondary school

University

Marital status
Single

Married
Divorced
Widowed

Table (3): This table shows that slightly more than three quarters
(76.5%) of clerk workers and more than two thirds (66.7%) of
housewife are independent, representing the highest percentages
with significant association between occupation and ADLs. On the
other hand, no statistically significant relations were detected
between other sociodemographic data and ADLs by chi square test
(p > 0.05).
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Table (4): Instrumental activities of daily living in relation to
gender of chronic cerebrovascular stroke cases.

I Instrumental Activities of Daily Living scale (IADLS) I

Gender Independent Partially Dependant | Completely Dependant

No % No % No %

Males 0 0 21 18
n=239

Females

n=21

Total

Significance

Table (4): Regarding to instrumental activities of daily
living scale, (53.8%) of males were partially dependent, while
(46.2%) were completely dependent. However, among
females, (52.4%) of them were partially dependent and
(47.6%) were completely dependent.

Statistically, there was no significant difference between
males and females (X? = 0.11 at P-value > 0.05).
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Table (5): Relation between socio-demographic charac-
teristics of chronic cerebrovascular stroke and 1ADLSs

Saocio- Independent Partially Completely
demographic Dependant Dependant
Data No % No % No %
Age (yrs)
<40
40-49
50-59
60-69
>70

Occupation
Manual Worker

Clerk worker

House wife

Education level
Iliterate

Read and write
Primary school
Prep school

Secondary school

University

Marital status
Single

Married
Divorced
Widowed

Table (5): This table shows that the highest percentage of clerk
workers and housewives are independent, with a statistically
significant association between occupation and IADLs. On the
other hand, no statistically significant relations between other
sociodemographic data and IADLs were found by chi square test
(p>0.05.)
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Part 1ll: Psychological Needs of Patients with Chronic
Cerebrovascular Stroke

Table (6): Geriatric Depression Scale in relation to gender of
chronic cerebrovascular stroke cases

Geriatric Depression Scale (GDS)

Mild Moderate Severe Depression

No % No %

15

Females

n=21

Total

Significance

Table (6): Using the Geriatric Depression Scale,
table (6) reveals that (12.8%) of males were normal, (25.6%)
showed mild depression, (23.1%) showed moderate depression
and (38.5%) showed severe depression, while in females
(19%) were normal, (14.3%) showed mild depression, and an
equal percentage of (33.3%) showed either moderate or severe
depression.

Statistically there was no significant difference between
males and females (X? = 1.8 at p-value > 0.05).
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Table (7): Relation between socio-demographic characteri-
stics of chronic cerebrovascular stroke and GDS

Socio-demographic Moderate Severe
data No % No

Occupation
Manual worker

Clerk worker

Housewife

Education level
Iliterate

Read and write
Primary school
Prep school

Secondary school

University

Marital status
Single

Married
Divorced
Widowed

Table (7): This table shows that no statistically significant
relations  could be  detected between  different
sociodemographic data and GDS by chi square test (p > 0.05).
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Table (8): Taylor Anxiety Scale in relation to gender of
chronic cerebrovascular stroke cases

Taylor Anxiety Scale

Gender Normal Mild Moderate Severe Anxiety

% No % %

2.6 . 17 . 2.6

Females

n=21

Total

Significance

Table (8): Using Taylor Anxiety Scale, the previous
table shows that (2.6%) of males were normal, (52.6%)
showed mild anxiety, (43..6%) showed moderate anxiety, and
(2.6%) showed severe anxiety. However in females, (42.9%)
were mild anxiety, (52.4%) showed moderate anxiety and only
(4.8%) showed severe anxiety.

Statistically no significant difference between males and
females was detected (X2 = 1.62 at P value > 0.05).
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Table (9): Relation between Socio-demographic
characteristics of chronic cerebrovascular
stroke and Taylor Anxiety Scale

Socio-demographic Data Moderate Severe

No % No %

Age (yrs)

<40

40-49

50-59

60-69

>70
Occupation
Manual worker

Clerk worker

Housewife

Education level
Iliterate

Read and write
Primary school

Prep school

Secondary school

University

Marital status
Single

Married
Divorced
Widowed

Table (9): This table shows that no statistically significant
relations could be detected between different
socio-demographic data and Taylor Anxiety Scale
by chi square test (p > 0.05).
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Table (10): Correlation between different scores versus each
other among chronic cerebrovascular stroke cases

Variables

GDS

ADL

IADL

Values in the table (r) and p values represent either:
* Significant p <0.05
* * Highly significant p < 0.01

No stars not significant p > 0.05

Table (10): This table shows highly statistically
significant positive correlation between GDS versus Taylor
Anxiety Scale and ADL versus IADL by correlation co-
efficient test (r) (p < 0.01). On the other hand, there was a
statistically significant inverse correlation between ADL and
Taylor Anxiety Scale by the same test. Otherwise no
statistically significant correlations could be detected between
different scales by correlation coefficient test.
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A D] |

1
Fig. (2): Correlation between ADL and IADL.
There is a highly statistically significant positive correlation
between ADL versus IADL (p = 0.52**) .

GDS
[
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Fig. (3): Correlation between GDS and Taylor Anxiety Scale.

There is a highly statistically significant positive correlation
between GDS versus Taylor Anxiety Scale. (p=0.63"")
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Taylor's

0 4 O Q

A D] |
Fig. (4): Correlation between ADL and Taylor Anxiety Scale.

There is a statistically significant inverse correlation between
ADLs and Taylor Anxiety Scale (p = -0.25%).

1 6

GDS
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A N |
Fig. (5): Correlation between GDS and ADL.
There is a statistically insignificant inverse correlation between

GDS and ADL. (p =-0.12).
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Fig. (6): Correlation between GDS and IADL

There is a statistically insignificant inverse correlation between
GDS and IADL. (p =-0.22) .
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Part IV: Social Needs of Patients with Chronic
Cerebrovascular Stroke

Table (11): Social Dysfunction Rating Scale in relation to
gender of chronic cerebrovascular stroke cases

Gender

Social Dysfunction Rating Scale Male (39) | Female (21)

No. % No. %

No social dysfunction 0 0 0

Mild social dysfunction 19

High level social dysfunction

I Very high social dysfunction

0
4
Moderate social dysfunction 9
6
2
P

Significance

Table (11): Using Social Dysfunction Rating Scale,
(12.8%) of males were mild, (56.4%) showed a moderate, one
(28.2%) showed high, and (2.6%) showed very high social
dysfunction, while in females, (19%) were mild social
dysfunction, (42.9%) showed moderate, (28.6%) showed high,
and (9.5%) showed very high social dysfunction.

Statistically there was a statistically insignificant
difference between males and females (X? = 2.6 at p >0.05).
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Table (12) Correlation between Social Dysfunction Rating
Scale versus ADL, IADL , GDS and Taylor
Anxiety scale

Variables P

ADL <0.01**
>0.05
GDS <0.01**

Taylor Anxiety scale <0.01**

Table (12): This table shows a highly statistically
significant positive correlation between Social Dysfunction
Rating Scale, ADL, (r = 0.36; p < 0.01**) and highly
statistically significant inverse correlation between Social
Dysfunction Rating Scale and GDS (r=-0.59; p<0.0**1) and
between Social Dysfunction Rating Scale and Taylor Anxiety
Scale by wusing correlation co- efficient test (r=-0.56;
p< 0.01**).
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Table (13): Correlation between Social Dysfunction Rating
Scale versus ADL, IADL, GDS and Taylor
Anxiety Scale among males

Variables P
ADL <0.05*

IADL >0.05
GDS <0.01**
Taylor Anxiety scale <0.01**

Table (13): This table shows a statistically significant
positive correlation between Social Dysfunction Rating Scale
and ADL (r = 0.29; p < 0.05*), and highly statistically
significant inverse correlation between Social Dysfunction
Rating Scale and GDS as well as Taylor Anxiety Scale by
using correlation co-efficient test (r = - 0.74 and r = - 0.63
respectively; p < 0.01**)
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Table (14): Correlation between Social Dysfunction Rating
scale versus ADL, IADL, GDS and Taylor Anxiety
scale among females

Variables

ADL
IADL
GDS

Taylor Anxiety scale

Table (14): This table shows a highly statistically
significant positive correlation between social dysfunction
rating scale and ADL (r= 0.49; p < 0.01**), and a significant
inverse correlation versus Taylor Anxiety Scale by using
correlation co-efficient test (r=- 0.46; P< 0.05%).
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ADL
N

LO N D O ®

Fig. (7): Correlation between Social Dysfunction Rating Scale and ADL
among males and females.

There is a significant positive correlation between
SDRS versus ADLs among males by using r test (r= 0.29;
p<0.05*) and a highly statistically positive correlation among
females by using r-test (r=0.49; p<0.01**)
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Fig. (8): Correlation between Social Dysfunction Rating Scale and IADL
among males and females.

There is no statistically significant correlation between
SDRS versus IADLs among males and females by using r-test
(r=0.27; p > 0.05) in males and (r=0.07; p > 0.05) in females.
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GDS
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Fig. (9): Correlation between Social Dysfunction Rating Scale and GDS

among males and females.

There is a highly statistically significant inverse
correlation between SDRS and GDS among males by using r-
test (r=-0.74; P < 0.01**).

On the other hand no statistically significant inverse
correlation was detected between SDRS and GDS among
females by using r-test (r=- 0.25; P> 0.05).
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Taylor's scale

Fig. (10): Correlation between Social Dysfunction Rating Scale and

Taylor Anxiety Scale among males and females.

There is a highly statistically significant inverse
correlation between SDRS and Taylor Anxiety Scale among
males by using r-test (r=-0.63; p < 0.01**). On the other hand,
a statistically significant inverse correlation between SDRS
and Taylor Anxiety Scale among females by using r-test
(r=-0.46; P < 0.05%).
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Discussion

Cerebrovascular stroke is one of the most common
diseases. In the United States, annual stroke incidence has
increased from 500.000 new cases to more than 750.000. This
stroke ranks as the third leading cause of death, behind heart
disease and cancer. With 4.5 million survivors of stroke, two
thirds of whom are permanently disabled. In term of medical
care of economic losses, the annual direct and indirect costs
for stroke care total are about 40$ billion (Dressman and
Hunter, 2002 & Maulden et al., 2005).

So, stroke is a major cause of death and disability and
accounts for 10-20% of all annual deaths in industrialized
countries (Martino et al., 2000).

In Egypt, at Ain Shams Specialized Hospital, stroke
patients who were admitted in 1999 at the Emergency and
Neuro-surgery units represented 30% of all the patients who
were admitted to these units (Medical Records at Ain Shams
Specialized Hospital, cited in Saad, 2003).

The study was aiming to assess the biopsychosocial
needs for patients with chronic cerebrovascular stroke.




Discussion

The research guestions:
(1) What are the physical needs for patients with chronic

cerebrovascular stroke?
(2) What are the psychosocial needs for patients with
chronic cerebrovascular stroke?

Discussion of the findings will cover four main areas:
first, socio-demographic characteristics of the study group;
second, assessment of physical needs of study group; third,
assessment of psychological needs of study group; and fourth,
assessment of social needs or conditions of study group.

I- Socio-demographic Characteristics of the Study Group:

Regarding to age, stroke was found to be more common
among those between 50 and 70 years of age, being the least
common before 30 and after 70 years of age as reported by El-
Tamawy and Abdul EI-Ghani, (2002). In this respect,
Martinson et al. (2002), found that at age 55 years, stroke
incidence rates double with every decade of life. In another
study done by Kannoon (2002), on acute and chronic stroke
patients in Cairo University Hospitals, the researcher found
that patients with stroke were more than 45 years old
accounting for 70% of the total study subjects. On the same
line, Ahmed (2006), in this thesis stated that more than two
fifths of the stroke subjects in the study group and half of the
control subjects were among the age group of fifty to sixty
years old.




Discussion

In this study, the mean age of the males was 49.5 +12,
while that of the females was 52.9 +17. In accordance with this
study findings Lai et al. (2005), mentioned that female patients
in their study were older than male patients, with a mean age
of 71 years for women and 69 years for men.

The present study revealed that, the mean age among the
whole sample of patients was 50.5 +13.5. which is consistent
with Mohamed (2003), as the mean age among her studied
patients was 55 years, with a range from 27 to 73.

This study result revealed that the range of age of
cerebrovascular stroke was between 40 to 70 years and that the
mean age of the males were less than that of females.

Regarding to sex, approximately two thirds of the
subjects were males while one third of them were females. On
the same line, Abd EI-Ghani and El-Tamawy (2001), found
that stroke in Egypt was more common in males (59.5%) than
in females (40.5%). In a study carried out by Kannoon (2002),
males constitute about 52% of CVS patients. On the other
hand, The American Heart Association (2002), mentioned
that, the overall incidence and prevalence of stroke were
almost equal for men and women but women die more often
from stroke than men. The Internet Stroke Center (2005),
stated that each year, about 40.000 more women than men
have stroke. Recently, Ahmed (2006), stated that
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approximately three quarters of the study group and two thirds
of the control group were females.

As regards occupation, in the present study, slightly less
than three fifths of males were manual workers, and a near
percentage of females were housewives. In her thesis, Ahmed
(2006), findings revealed that, two thirds of the subjects in the
study group and half of the subjects in the control group were
housewives. This finding could be attributed to that the
majority of the study and control groups were females.

Concerning educational level, in this study, the result
revealed that more than one third of males were illiterate.
while among females, more than half were illiterate
Considering the total sample, more than two fifths of subjects
of both males and females were illiterate, which explains
ignorance with precipitating factors of stroke.

According to Ahmed (2006), three fifths of the subjects
in her study group and slightly less in the control group were
only able to read and write. On the same line, Ross et al.
(1997), concluded that, the educational level was strongly
inversely associated with fatal stroke, there was now an even
more distinct gradient of decreasing risk with increasing level
of education.

-100-



Discussion

Regarding to marital status in this study, the result
revealed that, most of males were married and more than four
fifths of females were married. On the same line Hamed,
(2003) and Mohamed, (2003) revealed that the majority of
their subjects were married.

I1- Assessment of Physical Needs of the Study Group

The present study revealed that, regarding to ADL,
slightly less than three fifths of males were independent, while
less than three fifths of females were independent with no
statistically significant difference between both males and
females.

In a similar study, Abd El Ghany (2000), reported that,
the bulk of recovery of physical ability in self care appeared to
occur over the first six months, however among the very stroke
disabled, almost half of the study group showed improvements
between six months and one year. These results were
supported by Hamed (2003), who found that through analysis
of results, six months post discharging from rehabilitation
centers, the main elements of self dependency activities were
self care activities related to feeding, personal hygiene,
bathing, toileting dressing, mobility, elimination and
ambulation.

On the other hand Van de Port et al. (2006) in a recent
study revealed that, mobility decline is an essential concern in
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chronic stroke patients, especially because it might lead to
dependence in activities of daily living, which affects social
reintegration. This result is in agreement with Ahmed (2006),
who recently revealed that, all patients of the study and control
groups, preprogram intervention, were totally dependent in
bathing, walking, grooming, and ascending and descending
stairs. Almost three quarters of them were totally dependent in
dressing and toileting while around three fifths of subjects
were totally dependent in feeding self and transfer. These
findings were also in agreement with Martinson et al. (2002),
who stated that 47% of patients surviving a stroke will be
physically dependent on others. The previous results were also
supported by Kauko (2000), who emphasized that 40% of his
study group and 45% of his control group viewed their
disabilities in daily living activities as a major problem
encountered in living at home.

The present study revealed a relation between socio-
demongraphic data and ADL, as slightly more than three
guarters of clerk workers and two thirds of housewives are
independent compared to the other occupations with a
statistically significant association between occupation and
ADL.

On the same line, Hamed (2003), denoted statistically
insignificant difference between self-care dependency and

patient’s age, and inconsistency as regards to educational level
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of the patients and all self-care dependency activities. There
were highly statistically significant difference .

The previous findings are in agreement with Lin and
Change (2000), who found that, a large proportion of the
unexplained variance in rehabilitation efficiency and
effectiveness was due to non medical factors, but to
demographic characteristics as age, occupation, educational
level and marital status. However, the present study showed a
statistically significant difference between occupation and
ADL.

The present study results revealed that, regarding to
IADLs, more than half of males were partially dependent,
while less than half of them were completely dependent.
However, among females, more than half of them were
partially dependent and less than half were completely
dependent. Statistically, a non-significant difference between
both males and females was detected. In a thesis of, Ahmed
(2006), she concluded that about half of the study males and
the majority of control males were dependent in performing
IADLs, while most of females in the study and control groups
were dependent in their function of IADLSs preprogram.

The present study revealed that as regards the relation
between socio-demographic data and IADLs, more than three
quarters of clerk workers and more than two thirds of
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housewives are independent compared to the other patients
with different occupations, with a statistically significant
association between occupation and IADLs. On the other
hand, no statistically significant relations were found between
age, educational level, marital status and IADLSs.

I11- Assessment of Psychological Needs of the Study
Group:

The present study revealed that more than four fifths of
male patients were depressed, more than one third of them had
severe depression, less than one quarter had moderate
depression and more than one quarter had mild depression. As
well, more than four fifths of female patients were depressed,
however an equal percentage of one third of them had either
sever or moderate depression and more than one tenth of
them had mild depression, with no statistically significant
difference between both males and females.

Ahmed (2006), concluded in her thesis that, more than
three fifths of patients in the study group and more than three
guarters of subjects in the control group were severely
depressed. On the same line, Fogel et al. (2000), stated that in
a longitudinal study on depression, investigators found about
two thirds of post-stroke depression, and patients continue to
be depressed by 8 to 9 months after the initial evaluation. By
the one-year follow-up, the major depressive episodes have
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mostly resolved. Those patients with minor depression have a
less favorable prognosis, with only 30% having recovered by 2
years after the stroke. However, this finding was inconsistent
with Abu-Zeid (1999), who concluded that only 10% of his
sample had depression distributed as 26.5% with severe
depression, 60% with moderate depression and only 6.6% with
mild depression. In the same context, Li et al. (2003),
emphasized that 27.4% of stroke survivors had mild
depression and only 7.5% had moderate to severe depression.

The present study finding revealed that regarding to
relation between socio-demographic data and GDS there were
no statistically significant relationships between age,
occupation, educational level and marital status with geriatric
depression scale.

The current study results revealed that approximately
half of males had mild anxiety, more than two fifths of them
had moderate anxiety and the minority had severe anxiety. As
for females, more than two fifths had mild anxiety, more than
half had moderate anxiety and only the minority of them had
severe anxiety. There was no statistically significant difference
between both males and females.

In a similar study, Burvill et al. (1995) revealed that one
third of the men and half of the women with post-stroke
anxiety disorders showed evidence of either depression or an
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anxiety disorder at the time of the stroke. They added that
through 12 months follow up of the 49 patients with
agoraphobia by a non-hierarchic approach, 51% had
recovered, and equal proportions of the remainder had died or
still had agoraphobia.

This finding was explained by El-Shafiey et al., (2000)
stating that many people who survive a stroke feel fear,
anxiety, frustration, anger, sadness, and a sense of grief for
their physical and mental losses. They clarified that these
feelings are a natural response to the psychological trauma of
stroke.

The present study revealed that regarding to relation
between socio-demographic data and Taylor Anxiety Scale
there were no statistically significant differences between age,
occupation, educational level and marital status with Taylor
Anxiety Scale.

The present study revealed, highly statistically
significant positive correlation between GDS versus Taylor
Anxiety Scale and ADL versus IADL. On the other hand, there
was a statistically significant inverse correlation between ADL
versus Taylor Anxiety Scale. Otherwise insignificant inverse
correlation between GDS and ADL, GDS and IADL, and
IADL and Taylor Anxiety Scale by correlation co-efficient
test.
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IV- Assessment of Social Needs of the Study Group:

Social functioning is an integral part of assessing
recovery after stroke (Lai et al., 2003). The present study
revealed that, in males more than one tenth had mild social
dysfunction, less than three fifths had moderate social
dysfunction, less than one third had high level social
dysfunction and the minority of them had very high social
dysfunction. However in females, slightly less than one fifth
had mild social dysfunction, more than two fifths had
moderate social dysfunction, more than one quarter had high
level social dysfunction and slightly less than one tenth had
very high social dysfunction, with no statistically significant
difference between both males and females.

This result is in agreement with Ahmed (2006), who
mentioned in her thesis that more than half of study and
control groups, in the pre-program phase, had moderate level
of social dysfunction and that one fifth of the study group had
high level of social dysfunction. These results were also
supported by Dowswell (2000), who reported that, most of the
stroke survivors identified profound ways in which their lives
had been affected. Feeling of helplessness and frustration were
frequently expressed in relation to enforced changes in social
role. The majority of respondents described deterioration in
their social lives following stroke not just as a consequence of
physical obstacles, but also because of negative responses to
perceptions of physical disability.
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The present study finding revealed, a highly statistically
significant positive correlation between social dysfunction
rating scale and ADL, a highly statistically significant inverse
correlation between social dysfunction rating scale and both
GDS and Taylor Anxiety Scale, and an insignificant positive
correlation between social dysfunction rating scale and IADL.
The social dysfunction of patients post stroke, in this study
may be due to the physical disability that led to social isolation
and lack of confidence with others.

On the same line, Gordon et al. (2004), found that
because of difficulty with mobility, perceived social stigma
related to physical or cognitive deficits or depression, many
stroke patients become socially isolated. Social isolation is
also strongly correlated with post stroke depression.

This study results revealed the presence of a statistically
significant positive correlation between social dysfunction
rating scale and ADL, a highly significant inverse correlation
between social dysfunction rating scale and both GDS and
Taylor Anxiety Scale, and a non significant positive
correlation between social dysfunction rating scale and IADL
among males .

The current study findings indicated, a highly
statistically significant positive correlation between social
dysfunction rating scale and ADL and a significant inverse
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correlation between social dysfunction rating scale and Taylor
Anxiety Scale. On the other hand, there were a non-significant
positive correlation between social dysfunction rating scale
and IADLs and a non-significant inverse correlation between
social dysfunction rating scale and GDS among females.

To summarize, the present study results documenting
that patients with disability and defect of physical condition in
the chronic phase of stroke that affected their psychological
(depression and anxiety status) and social conditions answer
the research questions that, those patients have physical and
psychosocial needs.
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Conclusion

The present study concluded that:

Patients with cerebrovascular stroke, representing
approximately three fifths of males as well as of females, were
independent in basic activities of daily living.

Regarding to instrumental activities of daily living, in
this study, both males and females accounting for
approximately half of the study group were partially
dependent, while slightly less than half of them were
completely dependent.

Considering psychological needs, more than four fifths
of males, and females are depressed. The majority of males
and all females suffered from anxiety.

Investigating the social needs, all patients of the study
group have social dysfunction. Patients were in need for social
interaction, solving problems with work due to illness,
financial support, emotional support from others, maintaining
social role, coping effectively with illness, reassurance and
encouragement, and improvement of body image.
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Recommendations

Based on the findings of this study the following
recommendations can be suggested:

In services:

1- Continuous in service educational programs should be held
for all the health team working in rehabilitation units
regarding nursing care for patients with disability such as
hemiplegia or paraplegia to revise, acquire and develop
knowledge, performance and attitude needed to deal with
such a group of patients.

2- Counselling for patients and their families is highly
recommended to improve the physical and psychosocial
conditions.

3- Cooperation of multidisciplinary health team members as
well as levels of involvement of both patients and family
members in home care is essential to maintain continuity
of patient care.

4- A network, such as the internet stroke center for Egyptian
stroke patients, as a communication tool and support group
should be developed.
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In researches:

5- Further research is needed to study the rehabilitation
programs that would help the hemiplegic patients after
cerebrovascular stroke to adapt with their physical
disabilities, social dysfunction and psychological
breakdown.

6- Further research is required to study the effect of
implementing the developed self care guide on such a
group of patients.
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Summary

A stroke is a sudden onset of non-traumatic focal
neurological defect of a vascular etiology, that either causes
death or lasts more than 24 hours (Kendall et al., 2005). The
majority of all stroke affect the older population (Phipps et al.,
2003). Stroke is a major health problem, not only due to its
fatality, but also due to a large number of survivals with
disability and dependency (Abdel-Gawad, 2005). A disability
Is physical or mental impairment that substantially limits one
or more major life activities (Swanson and Nies, 1997).

Aim of the study:

This study was aiming to:
(1) Assess the physical needs for patients with
chronic cerebrovascular stroke.
(2) Assess the psychosocial needs for patients with
chronic cerebrovascular stroke.

Research questions:
This study was based on answering the following
guestions:

(1) What are the physical needs for patients with
chronic cerebrovasuclar stroke?

(2) What are the psychosocial needs for patients
with chronic cerebrovascular stroke?
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Subjects and Methods:

Research setting:

This study was conducted in the out patient clinics
(Neurology & Physiotherapy Clinics) at Ain Shams University
Hospital.

Subjects:

The subjects of the present study consisted of sixty
patients with chronic cerebrovascular stroke from both sexes,
(21) females and (39) males.

Tools for data collection:
(1)  Aninterviewing questionnaire sheet:

The questionnaire sheet consisted of two parts:

- The socio-demographic characteristics

of subjects (name, age, address,

marital status, occupation, and level of
education).

- The activities of daily living scales
(Basic activity of daily living scale
and Instrumental activity of daily
living scale) to assess physical needs.

(2) Geriatric Depression Scale, and Taylor Anxiety
Scale to assess psychological needs.
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(3) Social Dysfunction Rating Scale to assess social
needs.

Results:

The important findings that were obtained from the study
can be surmmarized as follows.

= As regards physical needs of patients with chronic
cerebrovascular stroke:

o Basic activities of daily living, (59%) of males were
independent, (38.5) were partially dependent, while
(2.6%) were completely dependant. Among females,
there were (57.1%) of them independent, (38.1%) were
partially dependent and only (4.8%) were completely
dependent.

o Instrumental activities of daily living, (53.8%) of
males were partially dependent, while (46.2%) were
completely dependent and among females there were
(52.4%) of them partially dependent and (47.6%) were
completely dependent.

= As regards psychological needs of patients with
chronic cerebrovascular stroke:

o Geriatric Depression Scale, (12.8%) of males without
depression, (25.6%) showed mild depression, (23.1%)
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showed moderate depression and (38.5%) showed
severe depression, while in females (19%) of them
without depression, (14.3%) with mild depression,
(33.3%) with moderate depression and (33.3%) with
severe depression.

0 Taylor Anxiety Scale, (2.6%) of males without
anxiety, (52.6%) with mild anxiety, (43.6%) with moderate
anxiety and (2.6%) with severe anxiety, while in females
(42.9%) were mild anxiety, (52.4%) with moderate anxiety
and only (4.8%) with severe anxiety.

. As regards social needs of patients with chronic
cerebrovascular stroke:

o Social Dysfunction Rating Scale, (12.8%) of males
were mild social dysfunction, (56.4%) with moderate
social dysfunction, (28.2%) with high social
dysfunction, and (2.6%) with very high social
dysfunction, while in females (19%) were mild social
dysfunction, (42.9%) with moderate social dysfunction,
(28.6%) with high social dysfunction and (9.5%) with
very high social dysfunction.
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Conclusion

The study concluded that:

Patients with cerebrovascular stroke, representing
approximately three fifths of males as well as of females, were
independent in basic activities of daily living.

Regarding to instrumental activities of daily living in
this study, both males and females accounting for
approximately half of the study group were partially
dependent, while slightly less than half of them were
completely dependent.

Considering psychological needs, more than four fifths
of males, and females are depressed. The majority of males
and all females suffered from anxiety.

Investigating the social needs, all patients of the study
group have social dysfunction.
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Recommendations
The study recommended:

1- Continuous in service educational programs should be
held for all the health team working in rehabilitation
units regarding nursing care for patients with disability
such as hemiplegia or paraplegia to revise, acquire and
develop knowledge, performance and attitude needed to
deal with such a group of patients.

Counselling for patients and their families is highly
recommended to improve the physical and psychosocial
conditions.

3- Further research is required to study the effect of
implementing the developed self care guide on such a
group of patients.
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