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Abstract 

Background Stroke is a neurological disorder resulting from a sudden decline in blood flow to a localized area of the 
brain. It is the second most common cause of death and the third most common cause of disability worldwide. Qual-
ity of life (QOL) is increasingly being used as an outcome measure designed to evaluate the quality of care for patients 
with stroke.

Objective The study aims to assess the quality of life of cerebrovascular stroke patients in Alexandria, Egypt.

Methods A descriptive crossover study was held on 80 adult cerebrovascular stroke patients admitted to the stroke 
unit at (Elhadra) University Hospital, Neuropsychiatry Department, and the outpatient clinics at the Main University 
Hospital.

Result The main result of study revealed that there was a highly significant relation between socio-demographic 
characteristics and the patient’s quality of life (QOL), especially age, employment status, and the monthly income, the 
overall QOL (P < 0.05).

Recommendation The study recommended that design health education program to raise stroke patient QOL, 
design program to improve care giver attitude toward stroke patient, collaborative efforts among the governmental 
agencies to improve the educational level of the citizens, further studies to examine QOL on larger group of patients 
to generalize the results.
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Introduction
QOL is an important aspect of health outcome, along 
with duration of life, and it is of interest as a determinant 
of outcome as well. Reduction of life quality was reported 

even in patients with minimal consequences of stroke [1, 
2].

Primary stroke prevention is focused mainly on control 
of the blood pressure (hypertension) as high blood pres-
sure is a major stroke risk factor if left untreated. Also, 
smoking, and high cholesterol levels double the risk of 
stroke as it damages blood vessel walls, speed up artery 
clogging and raise blood pressure. Stroke risk could be 
increased by 500% because of atrial fibrillation (AF) [3, 
4]. Reducing alcohol consumption, obesity as well as reg-
ular physical exercise are recommended both for preven-
tion and in the recovery in the post stroke period [5, 6].

The role of the health care provider, especially the 
nursing team, is to be aware that stroke may lead to 
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limitations in mobility such as requiring a wheelchair, 
communication difficulties, or functional disability to 
perform the activities of daily living, including self-care. 
Individually, the physical and social dimensions of stroke 
are central to the production of individuals’ suffering [7].

Nurses usually outnumber other health professionals 
and play a critical role in providing health care not only 
in traditional settings such as hospitals and long-term 
care institutions, but also increasingly in home care set-
tings and primary care especially for the chronically 
ill [8]. Therefore, there is a felt need to assess QOL of 
patients with cerebrovascular stroke. This study aimed at 
assessing QOL and observing the impact of stroke on the 
self-care, mobility, upper extremity function, language, 
vision, work/productivity, thinking, family roles, social 
roles, personality, mood, and energy of stroke patients. 
As of this day, we could not find any study describing the 
quality of life of stroke patients in Alexandria stroke unit.

Aim of the study
To assess the quality of life of cerebrovascular stroke 
patients in Alexandria, Egypt.

Methods
Setting
The study was conducted at the stroke unit of EL-Hadra 
University Hospital, Neuropsychiatry Department, and 
the outpatient clinics in the Main University Hospital, in 
Alexandria governorate. The study site is chosen because 
the majority of stroke patients who are diagnosed are 
referred to this clinic for follow-up.

A convenience sample of 80 adult patients who attend 
the previously mentioned setting and meet the following 
criteria: age group (21–60) years old, able to communi-
cate verbally, willing to participate, and first visit to the 
outpatient clinic after the stroke.

Tool of the study
Stroke-specific quality of life scale (SS-QOL). This tool 
was developed by Williams and Weinberger, (1999) to 
measure health-related quality of life (HRQOL) and was 
adopted by the researcher as a translated and validated 
version to suit the language of the study sample [9, 10]. It 
is a five Likert scale, and consists of 12 domains, ranging 
from total help to could not do it at all. The 12 domains 
consist of 49 items related to: self-care, mobility, upper 
extremity function, language, vision, work/productivity, 
thinking, social roles, personality, mood, and energy.

Preparation of study tools
The study tool was adopted and translated into Arabic to 
suit the language of the study subjects. The tool’s content 
validity was examined by a jury composed of five experts 

in the field of medical surgical nursing and then modi-
fications were made accordingly, and the examination 
revealed that the tool was valid. Reliability of the tool was 
done on 15 patients by using Cronbach’s alpha, which 
proved it to be reliable (r = 0.931).

A pilot study was carried out on 10% of the subject of 
study (8 patients) to test the feasibility and applicabil-
ity of the tool and to identify the obstacles that may be 
faced during data collection. The result of the pilot study 
revealed that the tool was clear and applicable. The pilot 
study subjects were excluded from the sample for testing.

Full clinical interview was carried out in the clinic in 
addition to using the Stroke Specific Quality of Life Scale 
(SS-QOL) tool for related quality of life. All data col-
lected were revised, coded, and fed to statistical software 
SPSS version 16.

The following statistical tests were used:

1. Descriptive statistics: including mean with standard 
deviation and percent to describe the scale and cat-
egorical data, respectively, while median was used for 
skewed data.

2. Analysis of categorical data (Monte Carlo exact test 
and Fisher’s exact test): they are alternatives for the 
Pearson’s Chi-square test if there were many, small, 
expected values.

Results
With regard to age, 72.5% of the studied patients’ age 
ranged from 50 to 60 years old, 21.3% were aged from 40 
to less than 50 years, 3.8% were aged between 30 and less 
than 40 years, while the least population were 2.5% aged 
from 21 to less than 30 years. Regarding gender, 68.8% of 
patients were males. 70% of our population were mar-
ried. The rest were 15% widowed, and 15% were either 
divorced or single equally.

As for the occupation, only 32.2% were employed 
while the majority were unemployed (without a con-
tract). While 15% were jobless, 41.3% had technical jobs, 
18.8% had clerk jobs, 5% had manual jobs, and 20% were 
housewives.

For the educational level: 20% were illiterate and 23.8% 
could only read and write. 6.3%, 12.4%, 20% had primary, 
preparatory, and secondary school certificates, respec-
tively. Finally, 17.5% had university education. As for 
residence areas, the majority of our sample (70%) lived in 
urban areas (Table 1).

QoL domains showed regarding the physical domains, 
self-care the minimum score was 5 and the maximum 
was 25 scores. As regards mobility, the minimum score 
was 6 and the maximum was 30 scores. For the upper 
extremity function the patients had 5 as minimum and 25 
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as maximum score. The patients’ language was affected 
by 5 as minimum and 25 for maximum scores. Minimum 
scores for vision and work productivity were 3 and maxi-
mum were 15 scores. The overall physical domain was 
36 and 133 scores, respectively. Regarding psychological 
domain, thinking, family role, personality, and energy 
had a 3 for minimum scores and 15 for maximum for 
each. For social roles and mood, they were affected by a 
minimum of 5 scores and 25 scores as maximum.

For the physical QOL domain 38.8% of the study sub-
jects had fair physical activity, while 25% of them had 
poor physical activity. As for psychological QOL domain 
56.3% had a fair psychological state while only 8.8% 
had a good psychological state. The overall status of the 
patients was fair by 53.8% and good by 18.8% (Figure 1).

Table 2 demonstrates the relation between the overall 
QOL and socio-demographic characteristics. Regarding 
age, there was significant difference between the overall 
QOL from good to fair and poor where P = 0.046*.

Regarding employment status, there was significant 
difference between the overall QOL from good to fair 
and poor where P = 0.025*. Regarding occupation there 
was significant difference between the overall QOL 
from good to fair and poor where P = 0.014*. As for the 
monthly income there was significant difference between 
the overall QOL from good to fair and poor where 
P = 0.022*. The same table showed that there was no sta-
tistical difference between the overall QOL, gender, mar-
ital status, educational level, and area of residence.

Discussion
Governments and those responsible for providing health 
care are increasingly aware of the impact that stroke 
has on the health of the population and the cost to the 
community [11]. The current study revealed that the 

Table 1 Distribution of the study subjects according to their 
socio-demographic characteristics

Demographic data No %

Age in years 21– 2 2.5

30– 3 3.8

40– 17 21.3

50–60 58 72.5

Mean ± SD 51.9 ± 15.3

Gender Male 55 68.8

Female 25 31.3

Marital status Single 6 7.5

Married 56 70.0

Widowed 12 15.0

Divorced 6 7.5

Employment status Employed 25 31.3

Unemployed 55 68.8

Occupation Manual work 4 5.0

Clerk work 15 18.8

Technical work 33 41.3

Housewife 16 20.0

Without work 12 15.0

Educational level Illiterate 16 20.0

Read and write 19 23.8

Primary school 5 6.3

Preparatory school 10 12.5

Secondary school 16 20.0

University education 14 17.5

Area of residence Rural 24 30.0

Urban 56 70.0

Monthly income Enough 33 41.3

Less than enough 39 48.8

Not enough 8 10.0

Fig. 1 Distribution of physical and psychological QOL domain by the study subjects
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age of the great majority of the studied group was above 
55 years. The results of this study are in line with Wahab 
et  al. (2011) who reviewed stroke admissions at a ter-
tiary hospital in Nigeria and indicated that stroke inci-
dence increases with age and the chance of having stroke 
approximately doubles for each decade of life after the 
age of 55 [12]. This finding is of special concern where 
more than the half of the subjects were males. In this 

regard, Joanna et  al. (2009) and Morsy (2013) revealed 
that men had higher incidence of CVS than women, even 
after full risk factor adjustment [13, 14]. However, con-
tradicted findings by Wahab et  al. (2011) who showed 
dominance of women experiencing CVS in his sample 
[12].

Regarding educational background, the current study 
revealed illiteracy among fifth of the studied group and 

Table 2 Relation between the study subjects overall QOL levels and their socio-demographic characteristics

MCP Monte Carlo exact probability *P < 0.05 (significant)

Demographic data Overall QOL MCP

Poor Fair Good

No % No % No %

Age in years
 21– 0 0.0 1 50.0 1 50.0 0.046*

 30– 0 0.0 2 66.7 1 33.3

 40– 0 0.0 12 70.6 5 29.4

 50–60 22 37.9 28 48.3 8 13.8

Gender
 Male 15 27.3 28 50.9 12 21.8 0.562

 Female 7 28.0 15 60.0 3 12.0

Marital status
 Single 1 16.7 4 66.7 1 16.7 0.188

 Married 14 25.0 28 50.0 14 25.0

 Widowed 6 50.0 6 50.0 0 0.0

 Divorced 1 16.7 5 83.3 0 0.0

Employment status
 Employed 2 8.0 16 64.0 7 28.0 0.025*

 Unemployed 20 36.4 27 49.1 8 14.5

Occupation
 Manual work 0 0.0 2 50.0 2 50.0 0.014*

 Clerk work 1 6.7 7 46.7 7 46.7

 Technical work 13 39.4 15 45.5 5 15.2

 Housewife 5 31.3 11 68.8 0 0.0

 Without work 3 25.0 8 66.7 1 8.3

Educational level
 Illiterate 9 56.3 7 43.8 0 0.0 0.074

 Read and write 6 31.6 8 42.1 5 26.3

 Primary school 1 20.0 4 80.0 0 0.0

 Preparatory school 2 20.0 7 70.0 1 10.0

 Secondary school 2 12.5 10 62.5 4 25.0

 University education 2 14.3 7 50.0 5 35.7

Area of residence
 Rural 7 29.2 10 41.7 7 29.2 0.229

 Urban 15 26.8 33 58.9 8 14.3

Monthly income
 Enough 4 12.1 20 60.6 9 27.3 0.022*

 Less than enough 16 41.0 20 51.3 3 7.7

 Not enough 2 25.0 3 37.5 3 37.5
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nearly quarter of the subjects knew how to read and 
write, Approximately the same findings were found by 
Leite, Nunes and Correa (2011) who found illiteracy 
among more than one-third of patients with stroke [13, 
15].

With regard to residence, the majority of the stud-
ied group were from urban areas. This is unexpected 
as being from rural areas interferes with the access to 
health care facilities, is associated with lacking aware-
ness of CVS warning signs, and interfere with compli-
ance and follow-up unlike urban residents. This finding 
was in accordance with Tavangar et  al., (2012) where 
they found that urban population had a higher prob-
ability of stroke, hypertension, ischemic heart disease 
and diabetes than rural population [16]. Additionally, 
Ennen (2004) reported the same findings in his study 
on stroke patients [17].

Half of the subjects of the study had low income, where 
their income did not cover their daily needs or their 
treatment. This may be due to their type of occupation as 
they worked manual, clerk work, technical work, or did 
not work altogether. This is aggravated by the expenses 
of health maintenance in chronically ill patients and can 
affect compliance. In this regard, Joanna et  al. (2009) 
revealed that both lower income and wealth are associ-
ated with high incidence of CVS [13]. This is supported 
by Toivanen (2011) who revealed that risk of stroke mor-
tality is high in the low-income group and with poverty 
among both women and men [18].

As for quality of life of stroke patients, the current 
study revealed that approximately a quarter of the sub-
jects had both poor physical and psychological QOL. The 
physical domain was poor in work productivity as they 
could not do daily work around the house as usual and 
could not complete a job they started or do any work they 
used to do. As for vision, they cannot see well as before, 
having trouble seeing the television well enough to enjoy 
a show, having trouble reaching things because of poor 
eyesight and having trouble seeing things off to one side. 
Also, self-care was affected as they became unable to per-
form their daily care as dressing, feeding, or toileting on 
their own that may be due to physical impairment result-
ing from stroke as upper extremity’s daily function, and 
mobility is affected and, in addition, they are unable to 
express their needs. Furthermore, psychological domain 
was found to be poor in family roles as participants with 
family activity, feeling that they are a burden on their 
family and physical condition interfering with personal-
ity life. As for energy, being tired most of the time, tired 
from resting for a long time during the day. As for mental 
disturbance, inability to concentrate, unable to remember 
things to do. As for personality change, being impatient, 
irritable, most of the time with others. This may be due 

to not knowing the importance of follow-up, especially in 
patients with recurrent stroke.

In the present study, the subjects showed a highly sig-
nificant relation between QOL levels and their socio-
demographic characteristics as high age, employment 
status, occupation, and low monthly income. More than 
third of patients above 50 years old (37.9%), scored poor 
results compared none from the groups under 50  years 
This finding was in accordance with Kilkenny et  al., as 
they reported lower VAS score in older patients com-
pared to younger ones [19]. Our data regarding sex dif-
ferences are relatively similar, although it shows a slight 
deterioration in the female quality of life compared to the 
male counterpart. This fact was agreed upon in multiple 
studies as female gender is considered a risk factor for 
poor quality of life after stroke [20–22].

In our sample, married patients have by far the best 
quality score compared to other groups. This was the 
same conclusion of another study by Cenjing Zhu et  al. 
showed deterioration of quality of life in single patients 
compared to married/with partners [23]. Our study 
showed worse quality of life in divorced followed by wid-
owed patients.

36.4% of unemployed patients in our study had poor life 
quality compared to only 8% of our employed patients. 
In contradiction, a study by Singhpoo et  al., showed 
their unemployed population to have a better outcome 
compared to their employed ones [24]. This contradic-
tion could be due to the stress of a daily job on chronic 
patients, while our unemployed patients would suffer 
lower socioeconomic level causing their poor quality of 
life. This is confirmed as patients with higher income in 
our study scored higher quality of life. Finally, regarding 
educational lever, more than half of illiterate patients had 
poor quality of life score while those with higher educa-
tional lever scored higher scores. This was in accordance 
with the results of a study by Zalihić [25].

Conclusion
From the results of this study, it was concluded that there 
was a significant relation between socio-demographic 
characteristics and the patients QOL, especially age, 
employment status, and monthly income, the overall 
QOL (P < 0.05).
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