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Abstract

Introduction. Ischemic stroke, as a sudden onset of a syndrome is the first cause of a varying degree of disability
that results in lower quality of life.

Aim. The aim of the study is to analyze the quality of life of people after ischemic stroke in terms of their perfor-
mance in basic areas of life.

Material and Methods. Evaluation of the quality of life was carried out, studying a 50-person group of patients
aged 42-91 years who had an ischemic stroke within a period longer than 6 months. Their subjective evaluation
of the quality of life was acesessed by our own survey and the SF-36 questionnaire in the Polish version. The col-
lected data, including the biopsychosocial sphere of the respondents were used to analyze the quality of life in eight
key areas and were used to determine the significance of the impact of socio-demographic factors on the assessment
of the quality of life.

Results. Since both quality of life and its assessment are subject to constant change, and the current measurement
is really only at time of the study, it has been shown however, that the quality of life in patients after stroke was
significantly reduced. This is particularly evident in the area of physical functioning and felt in connection with the
constraints resulting from physical health. Such a condition triggers consequences associated with the mental sphere,
including the reduction of functioning. Moreover, there has been examined the impact of socio-demographic factors
on the quality of life of patients after ischemic stroke and it has been found that they affect only as a set of depen-
dencies. Although being in isolation they are not significantly dependent, however, for an individual they may not
be indifferent, and when occurring in appropriate configurations they might affect one’s quality of life.
Conclusions. In order to improve the quality of life of patients after ischemic stroke, the accessibility of post-stroke
education is recommended for the patients after stroke, and what is salso important for their families, which has
a significantly positive impact on the quality of life of both parties. If however, society can be persuaded to chang-
es in the functioning and will prefer a healthy lifestyle through active life and healthy diet, then it will probably be
possible to reduce the number of stroke incidents which in an aging society is particularly desirable. (JNNN
2016;5(2):58-68)
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Streszczenie

Wstep. Udar niedokrwienny mézgu, jako nagle pojawiajacy si¢ zesp6t chorobowy jest pierwsza przyczyna réznego
stopnia niesprawnosci, ktdry skutkuje obnizeniem jakosci zycia.

Cel. Celem pracy jest analiza, jakosci zycia 0séb po udarze niedokrwiennym mézgu pod katem ich funkcjonowania
w podstawowych dziedzinach zycia.

Material i metody. Oceng jakosci zycia podjeto badajac 50-osobowa grupe 0séb w wieku 42-91 lat, ktdre przeby-
ty udar niedokrwienny mézgu w okresie dtuzszym niz 6 miesigcy. Ich subiektywnej oceny jakosci zycia dokonano
za pomoca ankiety wlasnej oraz kwestionariusza SF-36 w wersji polskiej. Zebrane dane, obejmujace sfer¢ biopsy-
chospoteczng tychze 0séb, postuzyty do analizy jakosci ich zycia w podstawowych oémiu sferach oraz zostaly uzyte
do okreslenia istotnosci wptywu czynnikéw spoteczno-demograficznych na oceng jakosci zycia.
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Wyniki. Jako, ze zaréwno jakos¢ zycia jak i jego ocena podlegaja ciaglym zmianom, a pomiar aktualny jest tak
naprawde jedynie w momencie badania, wykazano jednakze, iz jako$¢ zycia u 0séb po przebytym udarze mézgu ule-
gla istotnemu obnizeniu. Szczegdlnie widoczne jest to w sferze funkcjonowania fizycznego i odczuwane w zwiazku
z ograniczeniami z powodu zdrowia fizycznego. Taki stan rzeczy ponosi za soba konsekwencje zwiazane ze sfera men-
talng, w tym obnizeniem funkcjonowania. Zbadano ponadto wplyw czynnikéw spoteczno-demograficznych, na ja-
ko$¢ zycia 0séb po udarze niedokrwiennym mézgu i stwierdzono, iz maja one wplyw jedynie, jako zbidr zaleznosci.
Cho¢ w izolagji nie sg istotnie zalezne, to jednak dla jednostki moga by¢ nieobojetne, a zaistniate w odpowiednich
konfiguracjach wplywac na jej jako$¢ zycia.

Whioski. W celu podniesienia jakosci zycia os6b po udarze niedokrwiennym mdzgu, zalecana jest powszechnos¢
edukacji poudarowej wéréd oséb po udarze mézgu i co wazne ich rodzin, co ma znaczaco korzystny wplyw na jakos¢
zycia obu stron. Jesli natomiast spoleczeristwo da si¢ przekonaé do zmian w funkcjonowaniu i preferowa¢ bedzie zdro-
wy styl zycia poprzez aktywny tryb zycia i zdrowy styl zywienia, zapewnie mozliwe bedzie zmniejszenie ilosci incy-

dentéw udarowych, co w starzejacym sie spoleczeristwie jest szczegélnie pozadane. (PNN 2016;5(2):58-68)

Stowa kluczowe: udar niedokrwienny, jako$¢ zycia

Introduction

Ischemic stroke, a disease which is one of the main
causes of death is also alternatively a threat to the efli-
ciency of patients after the stroke. There is a huge prob-
ability that the patients will live with significant symp-
toms of neurological and functional deficit, resulting in
the acquisition of various degrees of psychomotor dis-
ability disorder, which has a significant impact on their
quality of life.

The functioning ability of patients after ischemic
stroke is limited both in terms of physical, psychologi-
cal as well as social speres.

Assessing the quality of life of patients after stroke in
the dimension of their psychological well-being, the au-
thors of many studies have observed that the quality of
life after stroke, compared to that from period before
the illness, has decreased [1]. The first study of the qual-
ity of life after a stroke was published in world literature
in the journal “Age and Ageing” in 1979. Viitanen et al.,
using a 6-step scale of satisfaction reported the largest
decrease in satisfaction in self-service, forms of leisure
and in sex life [2]. Also, in the functional dimension “all
previous studies indicate a significant deterioration in
the quality of life of patients compared with those who
had not suffered a stroke. (...) It was stated that the great-
est limitations in functioning related to body hygiene,
household management, moving and speaking” [3].

Since the elderly are the group who most often suf-
fer from ischemic brain stroke, therefore its course due
to frequent problems related to circulatory incapacity is
different and associated with a plurality of complications.
A high rate of age also favours the existence of other
illnesses, which makes pharmacological treatment more
difhicult. In addition, generally with age human overall
functional condition decreases, which, combined with
the stroke experienced, results in a significant deterio-
ration in functioning and in the necessity of constant
care [4]. In this situation, the quality of life of patients
after ischemic stroke is steadily deteriorating with age.

Monitoring the quality of life of patients after isch-
emic stroke may be useful both in the modification of
treatment, physical rehabilitation as well as in the im-
provement of forms of psychosocial influence in relation
to patients and their families.

Due to the fact that there is a general need for the
quality of life assessment, it should be assumed that
there should be adopted, even only in the case of chron-
ic diseases, a uniform definition, and therefore the same
research tools should be applied allowing for reliable
interpretation. There are a lot of terms for the quality of
life concepts and exploratory research in this area is be-
ing continually carried out.

For the measurement of the quality of life there is a
variety of research techniques applied and their evalu-
ation is multidimensional. They could be studies of a
qualitative nature, the final result of which can be point
indicators, being an element of the quantitive assessment.
This type of research requires a lot of research tools,
therefore it is very laborious.

For the evaluation of the quality of life questionnaires
are widely applied, which results in a quantitative as-
sessment based on the number of points on the scale. They
have a form of a global, non-specific and specific qual-
ity of life assessment [5].

Global scales (global) usually refer to one or more
dimensions of the quality of life in general, the questions
are asked in the verbal or graphic form, and also have a
general nature. They take into account both their over-
all well-being, as well as their experience with the disease.
It can be exemplified by Cantrill ladder or the Quality
of Life Index (QOL Quality of Life) by Ferrans and
Powers in the version of 1992. Cantrill ladder has a
ten-point scale, where 0 means the worst situation in
life, whereas 10 stands for the best one. It allows to
assess life satisfaction before the disease occurred, current
life and the future one, thus it constitutes an indicator
of the patient’s hope for his future.

In contrast, non-specific scales (general) most fre-
quently refer to a few dimensions of the quality of life

59



Krzeminska et al./INNN 2016;5(2):58-68

and they can be applied to evaluate and compare the
quality of life of various groups of respondents or larg-
er populations obtaining a global or partial measurement
on this scale, it is also possible to measure the impact
of patients’ condition related to adisease on their welfare.
Its advantage is as the term itself suggests globality and
breadth of the measurement of the tested area in both
the sphere of life as well as functioning of the respon-
dents, whereas the disadvantage is low sensitivity in the
study of the specificity of changes of a specific disease
unit [5].

The non-specific scales include: Sickness Impact
Profile 136 (SIP), Short Form Health Survey (SF-36),
Quality of Life Index (QOL) Ferrans and Powers in
generic version or WHO Quality of Life Instrument
(WHOQOL) [5].

For example, Sickness Impact Profile 136 (SIP) allows
to self-assess health condition, as well as determines the
effect of the disease on physical and psychosocial func-
tioning and on independent activities. On the other
hand, the Short Form Survey (SF-36) allows to study
the global quality of life, including the assessment of
physical and mental condition.

A characteristic feature of specific scales (disease or
dimention specific) is the ability to assess with their use
the quality of life of people with a specific disease unit,
where these scales can be used in the study of the course
of various diseases. They are mostly applied to monitor
the patients who have taken up treatment as well as to
evaluate its effectiveness and the possibility of applying
alternative therapies. Specific scales unlike the aforemen-
tioned (non-specific) ones are very sensitive to changes,
it is more difficult however, to indicate, with their use,
the quality of life evaluations. For the assessment of the
quality of life after stroke the Sickness Impact Profile
136 (SIP), Short Form Health Survey (SF-36), the Qual-
ity of Life After a Stroke Scale, as well as the Frenchay
Activities Index are most commonly applied.

For the evaluation of the quality of life various ques-
tionnaires are used and adopted to current needs of their
modification, and therefore the assessments also vary

(5].

The aim of the study was to analyse the impact of
the disease on the biopsychosocial condition of the re-
spondents in order to isolate these domains of life, which
are perceived by the respondents as particularly project-
ing on the change of their quality of life so that an att-
mpt could be made to look for the reasons for such a
situation and for solutions, allowing to make significant
changes in this respect.

Therefore, there have been selected the main research
problems:

1. How is the quality of life assessed by respodents

after ischemic stroke in the global aspect in func-
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tioning in fundamental areas of life — the effect
of the disease on their quality of life?

2. What is the relationship between the global as-
sessment of the quality of life of patients after isch-
emic stroke and the physical, mental and social
condition experienced by them?

3. How has the disease affected changes in these
people’s lives from the point of view of satisfaction
ezperienced by them in selected areas of life?

4. Is the post-stroke education commonly carried
out with the patients after stroke?

To assess the research material, the following vari-
ables were applied: quality of life (global, quality of life
scales), physical condition — paralysis side, basic dis-
eases determining ischemic stroke, socio-demographic
factors (age, gender, level of education, place of resi-
dence, marital status and occupational status).

Material and Methods

The surveys were anonymous and referred to sub-
jective evaluation of life from the perspective of patients
after ischemic stroke.

The original questionnaire consisted of three open-
-ended questions and 25 closed questions, including 5
questions of an alternative nature, 10 disjunctive, where-
as the remaining 10 are conjunctive questions. The
survey included questions regarding patients’ neurolog-
ical, functional, emotional condition as well as socio-de-
mographic data. It includes, among others, information
concerning the time and the frequency of stroke occur-
rence in them, the side of paralysis and other post-stroke
deficits, secondary education, and the overwhelming
number of questions relates to the subjective assessment
of the changes that have occurred in biopsychosocial
spheres of life that person from the perspective of the
experienced stroke and various problems related to it.

The second research tool applied is a Polish version
of the SF-36 (Short Form Health Survery) that allows
to make a self-assessment of health condition in the eight
spheres of human life and refers to the measurement of
health condition within a six-month period preceding
the survey. Here are 11 questions containing 36 state-
ments, allowing for the evaluation of the quality of life
in the following categories/scales:

1. Physical functioning — allows for the assessment
of limitations in functioning caused by health
restrictions (question 3).

2. Restrictions arising from physical health — allows
for the assessment of the limitations in physical ac-
tivity arising from health problems (question 4).

. Social functioning (questions 6,10).
. Pain perception (questions 7,8).

5. Mental health (questions 9 b, ¢, d, £, h).

1SNV
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6. Emotional functioning (question 5).

7. Vitality (questions 9 a, e, g, i).

8. General health status (questions 1,2,11).

The evaluation of the physical dimension of the qual-
ity of life in the aforementioned questionnaire is the
sum of scales 1, 2, 4 and 8 (maximum 103 pts), where-
as and mental dimension is expressed by the sum of the
other categories (maximum 68 pts). The index of qual-
ity of life is the sum of points obtained from the evalu-
ation of both dimensions, the evaluation of all eight
categories. Answers to each question are appropriately
scored. Having been summed up, the results are referred
to the quality of life in the range from 0 to 171 pts. Ac-
cording to the Polish version of the questionnaire the
highest point value means the lowest level in the qual-
ity of life assessment and vice versa, at the lowest point
value, the quality of life is the highest [6].

The measurement covered the period of 6 months
from August 2013 to January 2014. Font size was adapt-
ed to the needs of the elderly.

The data obtained were subjected to statistical anal-
ysis using Microsoft Office Excel 2007, the STATISTI-
CA programme. Statistical description was carried out
by calculating the arithmetic mean. Qualitative data
(nominal scale) are expressed as the mean value using
percentages or the indicator of quality of life in points.
The comparison of the two variables was performed
using Student’s t test.

The research was carried out in Lubuskie (Zielona
Géra) and Lower Silesia (Wroctaw) province.

In Zielona Gora the research was carried out in the
following places:

— in the Rehabilitation Ward with the the Neuro-
logical Rehabilitation Unit, located at the Regio-
nal Hospital — Independent Public Healthcare
named after Karol Marcinkowski,

— in the Neurological Rehabilitation Ward of the
Independent Public Health Care Unit the of
Ministry of Internal Affairs,

— in the Nursing Home for Veterans named after
Jan Lembas,

— in the home environment.

Whereas in the area of Wroclaw the survey covered

home environment.

The study included 51 randomly selected patients
after ischemic stroke according to the following eligi-
bility: recognized stroke (in the home environment
— submitting an extract from the hospital certifying
the ischemic stroke experienced, the other — on the
basis of information obtained from the ward nurse), at
least a six-month period after the stroke, lack of other
diseases that could affect the functional sphere, for ex-
ample. Previously acquired physical disability, possible
verbal and logical contact and the consent of the re-
spondent to participate in the study. One person was

excluded from the study, because during the completion
of the questionnaire there appeared indications that the
person did not fully understand the questions, hence
the total number of the participants was 50.

The respondents meeting the aforementioned con-
ditions were informed about the purpose and manner
of conducting the study. Under the research they filled
out the questionnaire of the survey on their own. The
research was anonymous and was performed better in
home environment.

Results

The group of respondents included 27 women and
23 men after ischemic stroke aged 42-90 years.

The female respondents constituted 54% of patients
participating in the research, whereas the remaining
46% of the surveyed were men. The participation of
women and men in the study is quite balanced consid-
ering the fact that in Poland in the population over 60
years of age quantitatively women are in majority.

The respondents were numerically prevailed by peo-
ple aged between 6170 years, whereas the gender was
dominated in that group by men — 26%, and by wom-
en aged up to 60 years — 20%. Among the respondents,
aged over 70 the vast majority are women, and in the
group aged over 80 the were no men which complies
with the statistics on life expectancy of the two genders.
The average age of the study group of patients after
ischemic stroke is 64 years.

Significant parts of the study group are persons re-
siding in the city — amounting for 70% of the group,
whereas 30% of them are from rural areas. However,
considering the size of the urban area, 28% of those
residing in the urban areas come from cities with the
population ranging from 100 to 500 thousand residents,
22% from the cities with the population smaller than
100 thousand, and 20% are residents from large ag-
glomerations with the number of residents exceeding
500 thousand.

The largest group of respondents, approximately
37% consisted of those with secondary education, and
the lowest — 16% of respondents with primary educa-
tion. There were 20% of patients with higher education,
whereas the group of patients with vocational education
amounted for 27%.

The largest group in the research consisted of married
respondents — 58%, and the smallest group consisted
of those unmarried — 16%. 26% of the respondents
are widowed.

More than half of the respondents are people whose
source of income are pension benefits (56%), which is
obvious, taking into consideration the average age of
the group — 64 years. 21% receive pension benefits,
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whereas for 18% of the surveyed professional work is
the main source of their income, of which 10% of the
overall number of respondents returned to work per-
formed before the stroke incident. 6% of respondents
receive social benefits, none of the respondents, howev-
er is left without financial resources.

In the group of respondents there were much more
patients in whom the ischemic stroke occurred for the
first time, which amounts for 78% of all respondents.
The occurrence of the second and also the fourth stroke
occurred in 10% of patients included in the research.

Among the respondents, the highest percentage re-
gard people who had an ischemic stroke within the 6
months (and slightly earlier), which represents 44% of
respondents, whereas another 22% had ischemic stroke
within the period exceeding 5 years.

Among the study group as a result of ischemic stroke
there occurred various deficits (Table 1), among which
dominated: paresis in 90% of the patients, gait disorders
in 62%, in 56% speech disorders, sensory disturbances
in 48%, and 46% had problems with keeping balance.
Also, there occurred less severe vision problems, depres-
sion, cardiac, swallowing and breathing disorders, loss
of sphincter control as well as disorders referring to the
cognitive function.

Table 1. Deficits occurring as a result of ischemic stroke in
the study group of patients

Type of deficit Percentage
Paresis 90%
Gait disorders 62%
Speech disorders 56%
Sensory disturbances (numbness) 48%
Balance disorders 46%
Sight disorders 26%
Depression 24%
Cardiac disorders 22%
Dysphagia 22%
Breathing disorders 20%
Dysfunction of the sphincter 16%
Cognitive disorders 8%

In the respondents there strongly dominated mani-
festation of the left-sided paralysis — 66% of the group,
whereas in 30% of patients there appeared right-sided
paresis. Only 4% of people in the study group did not
experience paralysis.

In the group of patients after ischemic stroke 48%
of respondents declared significant activity in the treat-
ment process, 34% — the average, and only 2% of re-
spondents did not manifest any activity in the process
of recovery.
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There were carried out comparative studies on the
prevalence of diseases belonging to the modifiable risk
factors for stroke before and after ischemic stroke incy-
dent — Table 2. The percentage changes presented
indicate activity on the part of many patients or those
who care for them, aimed at the improvement of health
probably by applying appropriate pharmacology and by
activity in the pursuit of health.

Table 2. Modifiable risk factors for stroke in the study group

Modifiable risk factors ~ Before stroke  After stroke
for stroke incident incidence
Hypertension 86% 47%
Diabetes 41% 24%
Atherosclerosis 35% 35%
Obesity 41% 22%
Ischemic heart disease 47% 38%

64% of respondents said they had not been educat-
ed in the field of stroke secondary prevention. 90% of
patients after stroke in the field of rehabilitation, 70%
of whom on the stationary rehabilitation (ward/reha-
bilitation holiday), 32% of patients were rehabilitated
at home, whereas 22% of respondents were treated as
outpatients, wherein in the case of some patients two
forms of rehabilitation were applied.

In connection with the incident of ischemic stroke
in 66% of the respondents, it was necessary to adapt
housing to meet their needs, which included the elim-
ination of architectural barriers.

The analysis of the study group of patients after
ischemic stroke in the scope of self-service activities be-
fore and after the stroke (Table 3) indicates visible neg-
ative changes in each of the activity examined. The
general independence in self-service activities before the
stroke was declared on average by 91% of respondents,
whereas in the period following the stroke the percent-
age of independent patients decreased on average to
42% of the study group.

The respondents were also assigned to assess their
physical fitness in the period before and after the stroke
(in the present tense). Spearman correlation coefhicient
is negative (-0.7529), indicating a negative correlation.
Before the stroke the respondents showed good physical
condition, whereas after the stroke their fitness dramat-
ically decreased. It arises from Table 4 that in the group
there was a significant deterioration in the physical
condition: no condition was declared by 2% — 24%
of the respondents, poor condition by 10% — 40% or
the good condition by 40% — 10%.

The survey also included questions regarding the
status of sexual activity before and after ischemic stroke.
Before the stroke 36% of respondents were satisfied with
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Table 3. Operations in the field of self-service activities

44% of them did not observe negative relationships

Lack

in this regard. In the case of the remaining 56% of
the respondents the disease adversely affected family

and professional life, the most common cause being
— according to 40% of respondents the inability to
leave their homes because of physical condition and
in 28% of the surveyed there occurred problems in
communicating. In contrast, 22% of the patients felt

Activities of independence Independence

'y Mobility 70% 30%
g Having meals 38% 62%
5 Change of underwear 62% 38%
(%
3 Body hygiene 62% 38%
o Mobility 16% 84%
2
£ Having meals 6% 94%
% Change of underwear 4% 96%

Body hygiene 10% 90%

loneliness or isolation (16%), and 12% of the re-
spondents felt being rejected. There a was possibili-
ty of multitude of answers.

Analyzing the results of research on problems in
communicating with the environment (Table 5) it
can be observed that in the post stroke period there

Table 4. Assessment of physical fitness in the study group

occurred deficits associated with speech disorder in
the form of slurred speech and its slowdown (in 54%

of patients) and problems with the pronunciation of

Activities Before stroke After stroke
No conditio 2% 24%
Poor conditio 10% 40%
Moderate conditio 18% 20%
Good conditio 40% 10%
Very good conditio 30% 6%

words (52% respondents). Undeniably, the discom-
fort caused by impaired manner of communicating
in the group of patients affected inhibiting both
family as well as social life.

For the need of the study, the survey included
questions about the degree of satisfaction from dif-

Table 5. Problems with communicating in the study group

ferent aspects of life, affecting their quality of life.
Questions were of comparative nature and the results
show the level of satisfaction experienced by the

respondents in various spheres of life — retrospec-

tively and current.

100% of respondents before the disease were sat-
isfied with their performance of self-service activities,
including 82% of the satisfied and 18% of respon-
dents who were medium satisfied, whereas after the
incidence of stroke satisfaction was drastically reduced

Problems with communnicating Yes No
Problems in pronouncing words 52%  30%
% Problems in understanding words 10%  62%
; Speech slowing down 54%  38%
:§ Hypoacusia 30% 38%
Slurred speech 54% -
Problems in pronouncing words 16%  84%
%, Problems in understanding words 6%  94%
% Speech slowing down 4%  96%
';% Hypoacusia 10%  90%
Slurred speech - -

(10%), with an average satisfaction of 33% of the re-
spondents, and there appeared higher dissatisfaction
(total 57%).

The second highest assessment regarded the man-
ner of organizing free time before the stroke — 74%
of the respondents were satisfied and 23% medium
satisfied, which was subject to a considerable change

their sexual lives, and currently after the stroke only
10%, lack of sexual activity before the stroke was declared
by 34%, and after the stroke by up to 62%, whereas
16% of the study group did not respond.

Certainly, considering the age range of the study
group, it should be assumed that not only the stroke
incidence affected respondents’ sexual realm, but also
natural aging processes play a significant role in this
mater, the disease contributed to the acceleration of
those changes. Furthermore, according to previous anal-
yses lack of sexual activity may result from the concern
that another stroke incident might follow.

As far as the impact of stroke on family and profes-
sional life is concerned, according to the respondents

to 22% and 37% respectively, whereas dissatisfaction
increased. Before the incidence of stroke, 69% of the
respondents were satisfied with social contacts, and there
were 22% of the medium satisfied, which also deterio-
rated in the opinion of respondents among whom 31%
were satisfied in the period following the stroke.

As regards family life, the respondents do not feel a
big change, although there was a small group of very
unhappy with this sphere of life (8%) who felt a big
difference in reference to family life in the period fol-
lowing the stroke.

It should be also noted that there were changes in
the assessment of satisfaction of the quality of life —
96% of the respondents assessed the quality of life before

the occurrence of stroke as satisfactory (58%) or medi-
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um satisfactory (38%), whereas currently 52%, where-
in 8% of the respondents assessed it as satisfactory where-
as 46% were medium satisfied, and there also appeared
a group of those very unhappy with the quality of life
after stroke (from 0% to 12%).

According to the respondents, there were minor
changes in marriage relationships where 53% of respon-
dents were satisfied (out of 69%), although at the same
time there are more patients who are very dissatisfied
(3% — 13%) with these relationships.

As for the financial status, the degree of satisfaction
decreased from 39% of those satisfied to 13% in the
study group, while the percentage of dissatisfied respon-
dents increased (8% — 29%). As far as the profession-
al status after a stroke is concerned, there was a slight de-
crease in the degree of satisfaction and contentment was
declared by 21% of respondents (before the stroke —
37%), whereas the degree of a dissatisfaction mong the
respondents increased (7% — 26%).

It has been noted that in each of the spheres of life
in the surveyed there occurred a decline in satisfaction,
and in most areas there also appeared (from 0% or 1%
to 13%) a condition defined as very unsatisfactory.
However, it should be noted that the satisfaction with
basic areas of life before the stroke was evaluated quite
high and although it has been reduced, it still remains
at a good level.

In the study group, 44% of the respondents experi-
enced ischemic stroke approximately 6 months before
the survey, therefore, it should be noticed that compared
to the entire study group they similarly assessed their
current satisfaction with the quality of life, however,
there is a noticeable lack of highest assessed response
— satisfactory (Table 6).

Table 6. Life satisfaction assessment

mutually emotionally closer to the family, whereas 20%
felt the opposite situation — isolation. There was a
multitude of answers.

A comparison of the phenomenon of depression in
the period before the stroke and in the current situation
was made. As many as 90% of respondents had not felt
depression before the stroke, whereas after the stroke
the percentage of those patients decreased to 46%. In
the study group one can observe a significant effect of
the disease on the occurrence of depressive conditions.

These data present a retrospective and current bio-
psychosocial situation of the study group of patients af-
ter ischemic stroke and are the basis to review the qual-
ity of life in the basic areas of its functioning (scales).

Based on the SF-36 questionnaire a subjective as-
sessment of health status has been made and on this
basis the average assessment of the quality of life for the
study group of patients after ischemic stroke was deter-
mined in correlation with the factors that may have an
impact on the quality of their lives.

The highest score value — a QoL indicator (quality
of life) — 171 pts — means the lowest assessment of
the quality of life, and the lowest score value stands for
the highest level of the quality of life, wherein the max-
imum score value in the physical dimension is 103 pts,
whereas in the mental dimension it is 68 pts.

The study shows that the average global quality of
life in the study group is 101 pts (Table 7) out of 171
possible to score, of which in the physical sphere the
research group achieved on average 69.64 pts out of 103
pts possible, whereas in the mental sphere the average
value of QoL is 31.44 pts out of 68 pts possible. It should
be noted that significantly lower quality of life is perceived
in the physical dimension.

Table 7. Average quality of life after stroke

Life satisfaction assessment of patients

Average quality of life of patients

who experienced stroke 6 months before after stroke Points
Satisfactory - Global quality of life 101.08
Medium satisfactory 59% of life in the physical sphere 69.64
Non-satisfactory 27% Quality of life in the mental sphere 31.44
Very unsatisfactory 14%

There were observed patients’ health conditions re-
sulting from ischemic stroke and it turned out that 44%
of respondents had felt discouragement associated with
having too little physical activity, 38% had felt disorder
of concentration, whereas 26% of the patients experi-
enced a feeling of being burden for the family/close
ones. Only 8% of respondents complained about apathy,
and the aforementioned conditions had not been expe-
rienced by 24% of the respondents. As a result of having
an incident of stroke, 18% of the respondents became
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Below, there is a figure presented, which shows the
average quality of life of patients after ischemic stroke,
divided into eight indicators/scales.

In the study group, in each area there were achieved
the following (average) results:

1. physical functioning QoL index was 35.42 pts/
max 50 pts possible to score — the higher the
index, the worse quality of life,

2. restrictions due to the physical health — 15.08,

. social functioning — 5 pts/8 pts,

4. pain perception — 4 pts/9 pts,

[N
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5. mental health — 10.94 pts/25 pts, 40+

6. emotional functioning — 5.9 pts/15 pts,

7. vitality — 9.6 pts/20 pts, »7

8. general feeling of health — 14.18 pts 30 +
124 pts. 25

Respondents after ischemic stroke felt very
a low quality of life in the area of physical
functioning and limitations due to physical
health, which is inextricably linked with each
other, and therefore had the impact on the
negative assessment of general health percep-
tion (Figure 1).

5.00

o
N
B

The study also attempted to determine
whether the participation of the respondents
in the post-stroke education affects their qual-
ity of life. Although there is no statistically

Physical
functioning

Pain

Social
perception

arising from
functioning
Mental
health
Emotional
functioning
Vitality
General
health status

Restrictions
physical health

significant relationship between the quality
of life and post-stroke education (p=0.0892),

Figure 1. Global quality of life of patients after stroke according to scales

it can be noted that in the study group the

40 1
educated respondents assessed their quality
of life higher — the average rate of QoL was 7
85 pts, whereas in the case of the non-edu- 30 +
cated patients the average rate of the quality 2
of life reached 102 pts, which means that the
educated respondents assessed their quality 20 ¢

of life higher.

Following the impact of post-stroke edu-
cation on the quality of life after the stroke it

—O— Yes
—=— No

11.15

can be noted that non-educated respondents 51 -

worse assessed the physical dimension of life, 500

and this dependence is visible in the first two R s —w cs | oy T - I y |
QoL scales. The respondents who participat- éié 23 E T i3 §§ E E
ed in the post-stroke education, which ac- E H E 2 A5 E

counts for 24% of all respondents, far better

assessed their QoL in the physical function-
ing — 29.41 pts and in the sphere of limita-
tions due to physical health — 10.83 pts, whereas those
non-educated (64% of the study group) achieved sig-
nificantly higher rates (respectively 35.12 and — 17.5
pts), which indicates a much lower assessment in the
aforementioned spheres of life (Figure 2).

An analysis aimed at clarifying whether there is a
relationship between carrying out post-stroke education
for patients after ischemic stroke and the incidence of
stroke, and it turned out that among the respondents
who had more than one stroke up to 82% had not
educated. In addition, statistical calculations show that
there is a significant statistical relationship between
post-stroke education, and the next occurrence of stroke
(p=0.0482). The aforementioned test results, obtained
for the purposes of this study indicate that the incydent
of stroke affected in a fundamental way further life as
well as biopsychosocial functioning of the respondents.
They felt the consequences of the disease by reduction
of the quality of their lives in many areas, mainly due

Figure 2. Post-stroke education and quality of life scales

to the changes in functional capacity and not without
effect on the psychosocial sphere.

Discussion

Experiencing ischemic stroke is a huge experience
for both the patient and their close environment. Con-
sequences entailed by the incydent of stroke, which is
most commonly life-threatening condition, and certain-
ly health threatening are described in the second chap-
ter of the work. The aforementioned effects change the
situation of patients in different areas of their lives and
have a substantial impact on the widely understood
quality of life.

It arises from the analysis of the research that the
quality of life of patients after ischemic stroke has de-
teriorated in most areas of life. The global quality of life
in the study group has been assessed at a relatively low
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level, which does not differ from the results of other au-
thors, including Jaracz/Kozubski, Jarostawska/Btasz-
czyk or Jucha [6-8]. Assessing the quality of life accord-
ing to domains, the results obtained indicate a low
quality of life in the functional dimension, whereas in
the mental dimension it is more favourable.

The largest decrease in the quality of life of respon-
dents was observed in the following areas: physical
functioning, limitation due to physical health and gen-
eral sense of health.

Comparing the results of other authors it can be con-
cluded that at these levels they are similar [7,8]. This is
justified, as the patients with functional limitations,
problems with self-service and mobility have a poorer
quality of life [9-11].

The first Polish studies assessing the quality of life of
patients after ischemic stroke by means of the SF-12
were carried out by Jarostawska/Blaszczyk (in English).
The results obtained by these authors as well as those in
this study are similar in the physical realm as well as in
each of its components with the exception of the realm
of pain perception, where our research showed a much
higher quality of life of respondents in this sphere.

According to our research, the patients aged 71-80
years assessed their own physical health as the worst,
whereas in the case of Jarostawska/Blaszczyk research it
was assessed as the worst by patients aged 45-64 years.
Low assessment in the physical realm made by these
people is justified, because apart from the health con-
sequences resulting from, a stroke, elderly patients are
faced also with other burdens [11].

Independence in the performance of self-service
activities is essential for the ischemic stroke patients,
and it is here that negative changes occurred and result-
ed in a low assessment of physical functioning and
limitation due to physical health. Similar to the analy-
sis of our research, other authors also showed low scores
in this area [7,8,12], where mobility problems occurred
in 2/3 of patients in the studies carried out by Jaro-
stawska/Btaszczyk [8] and in those by Rosiiczuk-Tonde-
rys et al. [12]. Also, in the case of self-service, approxi-
mately half of the respondents had problems, which
is also consistent with the results obtained by other
authors.

The analysis of sexual activity in turn, indicates neg-
ative changes in this sphere of life, which is confirmed
both in the studies by Viitanen et al. as well as by King
[13,14]. According to our research as many as 62% (out
of 36%) of the respondents declared a lack of this ac-
tivity, and 16% did not respond, whereas in the studies
by Rosificzuk-Tonderys et al., it was a an irritable ques-
tion for 58% of the respondents, and 30% of them had
experienced a change in this matter.

Physical problems have a negative effect on func-
tioning both in the family and in society. Worsened
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physical functioning and the limitations resulting from
it had a negative impact on active leisure time spending.

The quality of life in the psychosocial dimension
turned out to be higher than in the physical realm, which
is consistent with the results of other authors [13]. As
far as mental health of patients after ischemic stroke is
concerned, there also occurs deterioration of the qual-
ity of life in this area, however it is much better assessed
— 31.44 pts, out of 68 pts possible. Comparable results
in mental dimension were obtained by Jarostawska/
Blaszczyk [8], although there is a noticeable difference
in the results of research in each of the spheres. In this
study we achieved slightly higher results. The reason for
slightly higher scores in our studies may have resulted
from the fact that in the study group examined by Ja-
rostawska/Blaszczyk up to 94% of the patients (out of
172 participants) were after their first ischemic stroke,
and when there was a breakthrough in the disease, and
their physical functioning improved, psychosocial prob-
lems, as suggested by Jaracz/Kozubski [7] come to the
fore.

In the assessment of social functioning lower scores
were obtained in our studies than in those by Jarostaw-
ska Blaszczyk. Comparing the retrospective studies and
the changes that have occurred in various areas of re-
spondents’ lives, there is a visible negative impact of the
disease on social functioning.

When analyzing the quality of life of patients after
ischemic stroke in the dimension of mental, the analy-
sis of our research indicates a clear decrease in the qual-
ity of life in the area of vitality (VT) which is also con-
sistent with the results of the research carried out by
Bejer et al. [15]. Fatigue, which often accompanies pa-
tients with a history of ischemic stroke, is associated by
many authors with depressive states, which accompany
it [16].

Bejer et al. in their studies indicated a strong corre-
lation between fatigue and depression. Our research
showed a significant increase of post-stroke depression,
which occurred in 54% of the respondents (from10%
before the stroke), wherein “the so called different cal-
iber weight” was perceived by 88% of respondents,
whereas in the studies by Jarostawska/Blaszczyk [8] as
many as 2/3 of respondents felt anxiety/depression. That
had a significant impact on the assessment of the qual-
ity of life of these people in both the physical and men-
tal sphere, which is confirmed in the research by Jaracz/
Kozubski [3]. At the same time these authors associate
the coexistence of depression and paralysis as a factor
lowering the quality of life [17].

Although the average quality of life index in the
mental sphere came at the secondary level, however, the
low assessment can be observed on the scale regard-
ing emotional functioning, so important for everyone,
and for the patient in particular. Emotional disorders
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intensify the feeling of discomfort. Moreover, low mo-
bility triggers negative emotions, which in turn generate
a decrease of the quality of life. Indicators, slightly high-
er than in our study, were obtained by Jarostawska/
Blaszczyk in their studies [8].

Although the assessment of the global quality of life
in the study group was quite low, as it reached a high
rate of 101/171 maximum points, however in the men-
tal dimension the quality of life reached the rate of 31.44
pts on 68 pts possible, therefore it was at an average
level. This is reflected in the assessment of the degree of
general satisfaction with the quality of life as a whole.
In our study, the mental dimension extracted from the
result of the global quality of life was assessed slightly
higher than that indicated in the literature, whereas our
retrospective studies have shown that satisfaction has
been subject to a decisive decrease in almost all the areas
of life surveyed.

The study shows that 54% of the respondents felt
satisfaction, which in comparison with 24% of those
satisfied in a 25-person group of Tasiemski et al. [18] is
a much more favorable result. However, in the Israeli
study by Hartman—Maeir et al. [19] in a numerically
comparable group (56 patients), 39% of the respon-
dents were satisfied with life, which also represents a
lower percentage than that obtained in this work.

Despite relatively high results of the satisfaction
evaluation, but also noticeable negative changes in their
assessment it can be assumed that patients after stroke
experience a decline of satisfaction in various areas of
life.

Our study however, points to the unfavorable change
in the quality of life and low assessment of QoL in each
domain of respondents’ lives. Undoubtedly, the incident
of stroke affects the biopsychosocial sphere of the pa-
tiens who have been affected by this problem, which is
confirmed also in the comparative retrospective and
current scores of the respondents in the context of the
global quality of life. At the same time, according to
some authors, these seemingly incompliances are a reg-
ularity because high satisfaction with various aspects of
life experienced by patients can coexist with the low
quality of life.

Post-stroke education is very important for the im-
provement of the quality of life of patients after ischemic
stroke. Our study has shown that non-educated patients
assessed their quality of life slightly lower both in phys-
ical functioning, as well as on the scale regarding restric-
tion of physical health, therefore the two domains that
have the greatest impact on the quality of life of these
people. It was also examined that 82% of patients who
had experienced a stroke again and had not been in-
cluded in the post-stroke education.

Therefore, there arise conclusions to improve the
secondary post-stroke prevention for these people. At

the same time Jaracz/Kozubski [20] noted that it is im-
portant to educate both patients and their caretakers,
wherein educating the latter has a more favorable impact
on the quality of life after stroke. They are the ones who
can observe whether the recommendations of the sec-
ondary stroke education are being followed.

In our study it is the family, then the physiotherapist
and the doctor that were pointed out as the persons who
most favourably affected their recovery. Therefore, there
should be taken the advantage of the potential of the
next, supported by appropriate knowledge on the im-
provement of the quality of life of patients — the peo-
ple who survived the ischemic stroke.

If the society however, can be persuaded to imple-
ment changes in the functioning and prefer a healthy
lifestyle by living actively and applying healthy diet, it
will probably be possible to reduce the number of stroke
incidents, which is particularly desirable in an aging
society.

The results presented, which were developed based
on the research material gathered for the needs of this
study, in fact, do not differ from the information con-
tained in medical literature.

The problems faced by patients after ischemic stroke
affect their quality of life, if they are not left alone with
their problems, they have a chance for a decent life in
the society.

Conclusions

The quality of life in itself, as well as in patients after
ischemic stroke is a dynamic state, and its assessment is
subject to many influences and is constantly changing
in time and space, therefore one should look for solutions
so that the man, despite various constraints, could sus-
tain their dignity and satisfaction.

1. The quality of life in patients after ischemic stroke

is reduced particularly in the functional field.

2. Reduced quality of life in the physical sphere does
not exclude achieving satisfaction in many areas
of life.

3. Appropriate socio-emotional support may favour-
ably affect the quality of life, including an increase
of satisfaction with different aspects of life.

4. Socio-demographic factors only as a set of inter-
dependencies affect the quality of life of patients
after ischemic stroke.

5. Commonness of post-stroke education is recom-
mended with patients after stroke and, what is im-
portant with their families, which has a significant
impact on the quality of life of both parties.
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Implications for Nursing Practice

The article presents issues related to the quality of
life of patients after ischemic stroke. Important infor-
mation for nursing practice is that functioning in phys-
ical and mental spheres deteriorate, which affects the
overall quality of life in these patients. In order to improve
the quality of life of patients after ischemic stroke, com-
monness of post-stroke education is reccommended with
patients after stroke and their families, which has a
significant favourable impact on the quality of life of
both parties.
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