




























































































































































































with moderate stroke were more followed by minor and severe stroke as assessed by NIHSS. Almost
all the participants who completed the HADS showed normal symptoms of anxiety and depression
with very few of them had minor and moderate symptoms on admission, which improved at dis-
charge. A significant improvement was noted in functional level from admission to two months as
measured by Barthel Index. A significant correlation was found between Age, Functional level at
admission and Severity at admission with Functional outcome at discharge. At two months, Age
and Severity at admission were found to be most significant factors for functional outcome. The

discussion of these results will follow in the proceeding chapter.
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S5 DISCUSSION

5.1 Introduction

The aim of this study was to identify factors influencing functional outcome of stroke patients ad-
mitted to a tertiary hospital. The findings of the study are discussed in this chapter and are presented
in four sections: demographic factors, comorbid medical factors, psychological factors and factors
influencing functional outcome of stroke. Each factor has been discussed along with the existing
literature. The researcher tries to highlight the implications of the study findings to improve further

management of stroke patients.

5.2 Demographic factors

The mean age of the participants in the study was 59.83 years. Similar results found by De Villers,
et al. (2006) where a mean age of participants with stroke was 59.6 years. Hospital-based studies
suggest a higher age-specific stroke incidence in young age (35-54 years) group in South Africa than
high-income countries (Matenga, 1997). These findings are quite similar to the present study, in
which acute stroke unit is a common factor. The findings suggest that patients receiving inpatients re-
habilitation are considerably younger than those receiving outpatient rehabilitation. Younger patients
are known to have better outcomes than older ones (Sturm, Donnan, Dewey, Macdonell, Gilligan, et
al. 2004). It is not clear from the literature why the mean age of stroke survivors is so much lower
in sub-Saharan African countries than in other countries. Stroke in young age has financial as well
as social impact. However, these impacts are not focused in the present study. Activity restriction is
correlated significantly with symptoms of depression post stroke (Landreville, Desrosiers, Vincent,

Verreault and Boudreault, 2009).

In South African studies, it was documented that the patients receiving outpatient rehabilitation at
community health centers (CHCs) were older than those admitted to inpatient rehabilitation facilities
in Western Cape. This can be explained by the studies of Ruillard (2006) and Bryer (2009) that

reported the age of stroke patients admitted to the Western Cape Rehabilitation Center (WCRC) and
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in acute stroke unit as 51.3 years and 59 years respectively. Similarly, considerably older age stroke
incidence was recorded between 65 years to 84 years in a community-based South African study
conducted in Limpopo province (Southern Africa Stroke Prevention Initiative, 2004). In the CERISE
study also the patients were noticeably older than the present study. In that study, the mean age of the
patients admitted to rehabilitation centres in the United Kingdom was 72 years and in Switzerland

71.7 years (De Wit, et al. 2000).

Females were slightly more (51%) than males (49%) in the present study. This may be due to a
response bias as the convenience sampling method was used to obtain the samples. Almost similar
results were found by Hoffman (2000) where female to male ratio was equal in young stroke clients
in a South African study. A recent age related study reported that men consistently have higher hos-
pitalization rates than women aged 45-64 years in United States (Towfighi, Markovic and Ovbiagele,
2011). Various international studies of Bonita, Broad and Beaglehole (1997); Bonita (1992); Bruno
and Engin (2000) and Stewart (1999) recorded slightly higher incidence in males than in females.
This higher incidence in males is due to the fact that they involve more in smoking and alcohol
use, which predispose to occurrence of stroke. The findings of current study also suggests that rate
of hospitalization in both the sexes were almost similar. It is known that lifetime risk for stroke
was found higher in women than men (Seshadri, et al. 2006). A longer life expectency in women
could be the explanation for this finding. A number of studies found that functional outcome and
quality of life after stroke are consistently poorer in women than men (Reeves, Bushnell, Howard,
Gargano, Duncan, et al. 2008; Wyller, Sgdring, Sveen, Ljunggren and Bautz-Holter, 1997; Petrea,
et al. 2009). Thus, the lifetyme risk of stroke, post stroke disability and institutionalization could
influence new gender-specific stroke prevention and rehabilitation strategies, targetting women for
enrolment in stroke preventive clinical trials. A better understanding of social and medical factors
explaining gender-specific disability related issues in people with stroke could help reduce stroke

related declines in quality of life (Petrea, et al. 2009).
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5.3 Comorbid medical factors

Hypertension (79%) was the most prevalent risk factor followed by smoking (46%) and cardiac con-
ditions (33%). Similar findings were suggested in previous studies conducted in Western Cape by
Rhoda and Hendry (2003) and Rouillard (2006) where hypertension and smoking were found as two
most prevalent risk factors for stroke. The present findings concur with the most prevalent comorbid
risk factors of stroke in Western Cape. This might be attributed to a younger age samples, which is
evident by a lower mean age. Bogoshi, Stewart, Hale and Fritz (2003) found that the knowledge of
risk factors of stroke was inadequate among the high-risk groups in South African population. Vibo,
Korv and Roose (2007) found that patients with untreated hypertension had more severe stroke and
tend to have unfavorable outcome than those who were on treatment. It was found that the knowl-
edge of stroke risk factors was inadequate among South African population (Bogoshi, et al. 2003).
The low prevalence of awareness, treatment, and control of hypertension poses a serious challenge in
sub-Saharan African countries (Lemogoum, Degaute and Bovet, 2005). Improving the management
of hypertension at the population level will result in optimum brain protection. Therefore, adequate
amount of primary and secondary prevention and management of hypertension, as being the most
prevelant risk factor, is essential. Efforts have to be made to educate the people about the adequate
knowledge of stroke and its consequences. Pre-stroke treatment of hypertension was, however, not

investigated in the present study.

5.4 Rehabilitation

The services received by participants and the influence of rehabilitation on functional outcome is

discussed in this section.

5.4.1 Services received

A wide range of services are provided at the tertiary hospital that include medical services, physio-
therapy, occupational therapy, speech therapy, dietician, social work and psychological counseling.

Almost similar number of patients received physiotherapy and occupational therapy while the fre-
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quency of physiotherapy sessions was slightly more. Similar results were found in a study of Jimenez,
de Pedro-Cuesta, Almazan and Widen Holmgqvist (2000), which noted that physiotherapy was used
more than occupational and speech therapy. This is because participant restriction may not be the
prior goal of the stroke patient while admitted to hospital which is fulfilled by occupational therapy.
The attainment of movement and prevention of structural damage to muscles is the objective while
patients are in hospital which is to be achieved by physiotherapy.

The use or provision of services is based on primary goals and outcome of the patients in a tertiary
hospital. Acute stage of stroke is more impairment-based where physiotherapy fulfils the primary
aims of motor and functional recovery more than occupational therapy that aims to work more on

participation restriction (De Wit, et al. 2006).

5.4.2 Influence of rehabilitation on functional outcome

The rehabilitation included number of sessions provided during hospital stay of the participants. In
the present study, total rehabilitation session was not found to be a significant factor at discharge
and at two months. Almost equal number of participants received physiotherapy and occupational
therapy, while number of session provided were more in physiotherapy. It is well documented in
the literature that rehabilitation plays an important role in functional recovery of stroke survivors,
providing considerable benefits beyond natural recovery that occur without any therapy (Ottenbacher
and Jannell, 1993; Cifu and Steward, 1999). More intensive physiotherapy input may enhance the
rate of recovery (Langhorne, Wagenaar and Partridge, 1996). Similarly, a systematic review of total
151 studies found strong evidence for task-orientated exercise training, particularly when applied
intensely and early after stroke onset (Van Peppen, et al. 2004). The intensity of rehabilitation
was not included in the present study that could be the explained. Also sessions and intensity of
rehabilitation after discharge were unknown. In acute care tertiary hospital, due to shorter length of
stay, rehabilitation provided may not be adequate enough to bring a noticeable change in functional

outcome.

It is found that functional recovery, as measured by Barthel scores, is not only greater but also sig-

nificantly more rapid on a stroke rehabilitation unit compared with general wards (Kalra, 1994). The
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possibility of more organized aspect of patient care in stroke unit that results into better coordination

and early discharge is supported. Faster rate of recovery has also been noted in the study.

5.5 Factors influencing functional outcome of stroke

Factors such as age, severity of stroke and functional level at admission and discharge were found
significant for functional outcome. All these factors are discussed with other studies and where

necessary, implications are provided in this section.

5.5.1 Age

Increasing age was found to be significantly associated with poor functional outcome (p<0.0001) at
discharge and two months. A number of studies found age as a potential predictor for functional
outcome after stroke (Ween, Alaxander, D’Esposito and Roberts, 1996; Black-Schaffer and Winston,
2004; Bagg, Pombo and Hopman, 2002 and Nakayama, Jorgensen, Raaschou and Olsen 1994). The
reason behind this is explained by additional disabilities and comorbidities, which are associated with
increased age (Ween, et al. 1996). Along with these factors, advanced age itself could be associated
with lower functional outcome because of lower functional recovery and limited physical tolerance
to intense rehabilitation. Nakayama, et al. (1994) stated that age independently influences stroke
outcome in ADL-related aspect but not in neurological aspect. It means that in elderly patients there
is poor compensatory ability. It is recommended by the Copenhagan Stroke Study (Nakayama, et
al. 1994) that rehabilitation of elderly patients should focus more on task oriented activities and
compensation rather than on recovery of neurological status.

The younger stroke patients being admitted to inpatient facilities in Western Cape could be the rea-
son as in developing countries resources are limited and younger patients are admitted for intense
rehabilitation as they have better outcomes than older ones (Sturm, et al. 2004). Stroke in younger
age has a financial implication. The disability grant needs to be provided to those who would be seen
as economically active. The participants who are potentially active economically and do not receive

any grant from states should be classified. Stroke places an increased financial burden on the state
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as managing the health costs that involve diseases are high (Fritz, 2006b). State should also provide
grants to those who are disabled as a result of the disease. The South African government provides a
disability grant to the persons with disability along with the grants to old people as an old age pension

(Woolard, 2003).

The occurance of stroke in younger age has also implication on psychological state. The family
needs are more fulfilled by younger population than older stroke population. Inability to return to
employment places a state of depression or anxiety (Teasall, et al. 2000). Moreover, difficulty in

caring for family as before increases the psychological stress.

5.5.2 Severity of stroke

Severity of stroke was found to be a significant factor affecting functional outcome at discharge and
two months. The National Institute of Health Stroke Scale (NIHSS) was used as a tool to measure
severity of stroke. On admission and at discharge the majority of participants i.e. 52% and 45.7%
respectively, were having moderate stroke, scoring between 5 and 15 on NIHSS. Severity of stroke
plays a major role that the outcome could mainly determined by initial severity and other comorbid
factors (Vibo, Korv and Roose, 2007). It is also studied in literature that initial stroke severity,
measured by National Institute of Health Stroke Scale (NIHSS), predicts three-month mortality and
outcome (Yano, Popper, Kagan, Chyon and Grove, 1994). Weimer, Ziegler, Konig and Diener (2002)
aimed to develop prognostic model for functional outcome and death after 100 days of ischemic
stroke. The researchers identified that NIHSS at admission was a predicting factor for functional
outcome as well as for mortality along with other factors. Therefore, initial severity helps clinicians
anticipate functional outcome with the help of rehabilitation. Neverthless, this should not be used as
a selection criteria for admission to stroke rehabilitation (Lin, Hsio, Chang, Huang and Liu, 2000).
Some of the participants in the study scored zero on NIHSS. However, score zero does not mean
absence of stroke (Martin-Schild, et al. 2011). This means that the person has no impairments

identified by NIHSS.
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5.5.3 Functional level at admission and discharge

Stroke patients face a major challenge in limitations in activities (Mayo, Wood-Dauhinee, Ahmed,
Gordon, Higgins, et al. 1999). The Barthel Index was used to measure the participants’ ability
to perform functional activities of daily living. In the present study majority of participants were
dependent in daily activities, scoring between 0 and 55 on Barthel Index at the time of admission
(Granger, Dewis, Peters, Sherwood and Barret, 1979). Although dependent, the individual item
performed by majority of patients was feeding. None of them was able to independently perform
mobility and stair climbing. In acute stage the dependent state does not always mean inability of the
patients to perform activities of daily living. This can be inferred in two ways. One is because of the
acute stage of stroke that the medical professionals made the patient bedridden. Second is the severity
of stroke that patient is unable to perform any activity. The current study finds the functional level
at admission to be a potential factor (p<0.0001) which influences functional outcome at discharge.
Although it was not a significant factor at two months. A study of Nakao, et al. (2010) states
that Barthel Index scores determined at approximately three weeks were reliable predictors of ADL

disabilities at six months.

At discharge also majority of the participants were still dependent. The reason for this is the shorter
length of stay (mean length of stay 10.4 days) of participants as the study was conducted in a tertiary
hospital. The discharge is not related to the level of function but the medical stability and the patients
were referred elsewhere for rehabilitation. So major change in their functional status cannot be
expected in every case. However, increased number of participants was shown to be able to perform
activities like dressing, toileting, transfer in and out of bed, mobility and stair climbing with or
without support. This implies that at discharge many of the participants needed moderate or minimal
assistance for functional activities of daily living. However, it is evident that stroke unit model of care
reduces mortality and dependency after stroke in developed countries (Rudd, Hoffman, Irwin, Lowe
and Pearson, 2005). Similarly, de Villers, et al. (2009) reported that multidisciplinary stroke unit
model of care improves early outcome in an under resourced rehabilitation settings in urban South

Africa. In the current study, limitations to perform activities independently like bathing, dressing
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and toileting could be because of the hospital environment and nursing assistance that might have
prevented them to perform up to their ability.

At two months, a significant improvement was noted for individual items on Barthel Index between
discharge and two months. There were participants who were independent in all basic activities of
daily living. However, still majority of participants needed maximum assistance, Barthel Index scores
of 0/100 to 55/100 (Granger, et al. 1979). This implies that they need caring and assistance. Inability
of participants to perform bathing or stair climbing could be because of environmental barriers at
home. It is also important to understand patients’ abilities to perform basic activities so that they
can be encouraged more. There is also a concern that early benefits achieved by an acute stroke unit
rehabilitation could be eroded by a lack of adequate rehabilitation after discharge (De Villers, et al.
2009).

The two-month follow up of Barthel Index scores was done telephonically. Previous literature finds
a telephonic interview of Barthel Index almost as reliable as direct interview (Korner-Bitensky and
Wood-Dauphinee, 1995). Although the telephonic interviews are reliable, the results of the present

study could have been influenced by a large drop out of 34% due to inability to contact telephonically.

5.6 Limitations of the study

1. The rehabilitation as one of the factors was limited only to total number of sessions provided
during hospital stay. The frequency, intensity and process of rehabilitation were not included
in the study as the aim of the study was to identify various factors that influence functional
outcome. This might have limited the potentiality of rehabilitation factor that could influence
functional outcome of stroke patients. Moreover, rehabilitation provided after discharge was

also unknown which could be considered at two months.

2. The study had a high drop out rate of 34% at two months. In this case the inferences should be

made with caution. The researcher did intention-to-treat analysis to address this condition.

3. The researcher conducted telephonic interview at two months to obtain data through Barthel
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Index. Due to telephonic interviews at two months, the researcher could not actually get the
information of rehabilitation sessions received after discharge. This is due to the fact that at
two months the participants or caregiver may not be expected to give precise information about
total number of rehabilitation sessions provided after discharge. The information that could be

expected was whether rehabilitation provided or not and for how long.

5.7 Summary of the chapter

In this chapter, the researcher discussed the findings of the study in relevance to the research ques-
tion. Each factor was discussed and compared with worldwide literature. The results of the current
study are similar to the literature that increasing age and severity of stroke are associated with poor
functional outcome. The findings about two-month functional level were somewhat differing with the
previous literature. However, as the number of obtained data were less at two-months, this could be
justified. Influence of rehabilitation on functional outcome was in contrast with the existing literature.

Further conclusion and recommendations are presented in the following chapter.
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6 SUMMARY, CONCLUSION, SIGNIFICANCE AND RECOM-

MENDATIONS

6.1 Introduction

In this chapter, the researcher provides a summary of the study, concludes the findings of the study
and provides recommendations that arose from the study. The significance and limitations of the

study are also highlighted.

6.2 Summary

Paucity of information was available in South Africa on functional outcome of stroke patients ad-
mitted to a tertiary hospital and in acute stage. Stroke as one of the leading causes of death and
disability necessitated identifying factors influencing functional outcome. For a stroke victim func-
tional recovery holds a prior objective. Early identification of factors influencing functional outcome
for stroke patients is important to establish effective management. This study aimed to identify the

factors influencing functional outcome of stroke patients admitted to a tertiary hospital.

The researcher was motivated to conduct the study after reviewing literature that very little infor-
mation is available concerning factors influencing functional outcome of stroke in South Africa. All
types of stroke patients benefit from treatment and rehabilitation in the stroke unit. The South African
Stroke Society (SASS) and the SASS writing committee (Bryer, et al. 2010) has recommended every
stroke patient to be admitted in a stroke unit. Conversely, no such research has done that is based in
tertiary care hospital in Western Cape.

The Barthel Index was a tool used to determine the functional outcome. Various factors influencing
functional outcome were measured using different tools such as National Institute of Health Stroke
Scale (NIHSS), Hospital Anxiety and Depression Scale (HADS) and a socio-demographic and med-
ical profile data form. A longitudinal, quantitative, observational study assessed the functional out-

come of the participants at discharge and two months post-stroke.

The study found the following factors to be potential in influencing functional outcome at two dif-

61



ferent points of time: age, severity of stroke, functional level at admission and rehabilitation. Age,
severity of stroke and functional level at admission were found to be influencing functional outcome
significantly at discharge. While at two months the factors influencing functional outcome were only
age and severity of stroke. Both these factors were associated with poor functional outcome. Total
number of rehabilitation sessions was not significant at either discharge or two months. During the
two months period, significant improvement was observed in the individual basic activities of daily
living of Barthel Index including total independence. However, majority of them were living with
maximal assistance at discharge and two months. Hypertension and smoking were most common

risk factors among participants.

6.3 Conclusion

The study revealed that age and severity of stroke are the two factors that affect functional outcome
at discharge and two months post stroke. The findings indicate that increasing age and severe stroke
are associated with decreased functional outcome. Functional level at admission was influencing
functional level at discharge from hospital. The higher the functional level at admission, more the
functional outcome at discharge post stroke. Also hypertension and smoking were the two most
common risk factors associated with stroke. The study found younger stroke patients admitted to a
tertiary set up. In addition, number of rehabilitation sessions was not found significant for functional
outcome at discharge or two months post stroke.

It can therefore be concluded that in an acute stage of stroke, age and severity of stroke at onset
are the two major factors to be given importance for the concern of later functional outcome. Study
on rehabilitation factors such as intensity, duration and different types of rehabilitation need to be
elaborated for better outcomes. This will provide rehabilitation professionals to be more attentive
towards the above-mentioned factors to achieve better outcome. The study emphasizes to promote
stroke unit admissions and care for stroke patients and development of awareness among population

about stroke and associated factors.
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6.4 Significance of the study findings

The results from the study suggest that age should be used in combination with severity of stroke to
anticipate functional outcome after receiving rehabilitation. This will also assist the health care team
in referring the patients to appropriate rehabilitation facility after earlier rehabilitation. Much of the
South African population is rapidly undergoing epidemiological transition with increase exposure to
stroke risk factors. This will result in to increase in the burden of stroke. At this point, identifying
such factors that influence functional outcome will prove beneficial to prevent a long-term burden of

stroke among population.

6.5 Recommendations
6.5.1 Recommendations to the rehabilitation professionals

The mean age was found to be low in the study population. The researcher would like to recommend
the rehabilitation professionals to set up a health promotion intervention that aims to increase aware-
ness about the risk factors of stroke and its outcome. The individuals who have suffered a stroke
should be encouraged about the control of hypertension and refrain from smoking and alcohol. This

would help preventing long-term burden of stroke in young victims.

6.5.2 Recommendations for further research

The questions arose from the current study could be considered in further studies. Further research
should be conducted to study the intensity, frequency and process of different rehabilitation therapies
provided in a tertiary hospital and their effect on functional outcome of stroke patients. At the same
time, follow up study could be conducted to gain knowledge or keep track of patients’ rehabilitation
after discharge. The outcome is required to be studied in a broader aspect of sensory, motor and

cognitive recovery.

There is a need to identify the influence of psychological factors after acute stage of stroke is over,

which might provide better idea on how these factors actually affect lifestyle behavior and what

63



implementations are required to address them.

It is recommended by the researcher that the same study should be replicated in other provinces
of South Africa to have a generalized view about the factors and functional outcome of stroke and

provision of rehabilitation over the country.
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You are hereby granted permission to proceed with your research.
Please note the following:-

a) Your research may not interfere with normal patient care.
) Hospital staff may not be asked to assist in the research.

c) No hospital consumables and stationery may be used.
d) Please introduce yourself to the person in charge of an area before commencing.

I would like to wish you every success with your project.
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DR B PATEL
SENTOR MEDICAL SUPERINTENDENT

BP/em 12/08/2010
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UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-959, Fax: 27 21-959

E-mail:

CONSENT FORM

Title of Research Project:

The study has been described to me in language that | understand and | freely and voluntarily
agree to participate. My questions about the study have been answered. | understand that my
identity will not be disclosed and that | may withdraw from the study without giving a reason at

any time and this will not negatively affect me in any way.

Participant's name...........cccoiiicviiinnnne L B

Should you have any questions regarding this study or wish to report any problems you have

experienced related to the study, please contact the study coordinator:
Study Coordinator's Name: Anthea Rhoda

University of the Western Cape

Private Bag X17, Belville 7535

Telephone: (021)959- 2543

Email: arhoda@uwc.ac.za

Students name: PAREKH ISHITA

University of the Western Cape



Private Bag X17, Belville 7535
Telephone: (021)959- 2543
Cell: 0786452608

Email: iparekh87@gmail.com
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APPENDIX D
UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

Tel: +27 21-959, Fax: 27 21-959
E-mail: arhoda@uwc.ac.za

INFORMATION SHEET

Hnstructions: This template can be used to assist you in preparing your information sheet. Please
ensure that your information sheet addresses any of the ethical issues that you feel participants of your
study should be aware of. Bolded, italicized text found throughout this document offers guidance and
suggestions. Replace this text with the appropriate wording for your study.|

Project Title: The factors influencing functional outcome of stroke patients admitted
to a Tertiary hospital

What is this study about?
This is a research project being conducted by PAREKH ISHITA at the University of the Western Cape.

We are inviting you to participate in this research project because you have a stroke and you are admitted
to a Groote Schuur Tertiary Hospital. The purpose of this research project is to determine the factors

influencing functional outcome of the stroke patient.

What will I be asked to do if I agree to participate?

You will be asked to answer some questionnaires related to describe your feelings, your daily life
activities and your vision, speech and attention. You will have to answer those questions truly. For some
questions, you will be given options. You will have to choose any one of them which you feel is matching
your condition. This study will be conducted at Groote Schuur Tertiary Hospital in stroke unit and medical
ward. The first questionnaire will take around 10-15 minutes. The second one will take 20-30 minutes.
The third one will be of around 5 minutes. The last questionnaire will be asked to you or your caregiver or
some of the information will be obtained from your folder. The questions will be about your education,
socio economic status, your satisfaction and home environment. The whole duration of questionnaire
would be of around 3040 minutes.

Would my participation in this study be kept confidential?

We will do our best to keep your personal information confidential. To help protect your confidentiality, |
will keep the data in a password protected computer files and you will be recognised by code and not
names. Only | will be having an access to the identification key.

If we write a report or article about this research project, your identity will be protected to the maximum
extent possible. Audiotapes will be used for the ease of verification of your answers. You are free to deny
if you are not agreeing for audiotape.

What are the risks of this research?
There are no known risks from participating in this research study.



What are the benefits of this research?
The research might not benefit you directly. But the results could be used to improve the services provided
to stroke patients admitted to Groote Schuur Hospital.

Do I have to be in this research and may I stop participating at any time?

Your participation in this research is completely voluntary. You may choose not to take part at all. If you
decide to participate in this research, you may stop participating at any time. If you decide not to
participate in this study or if you stop participating at any time, you will not be penalized or lose any
benefits to which you otherwise qualify. Your decision to participate or not participate in this research
project will not affect your treatment at the hospital in any way

Is any assistance available if I am negatively affected by participating in this study?
If you are Non-English speaking then you will be asked questions in your home language.

What if I have questions?

This research is being conducted by PAREKH ISHITA, Department of Physiotherapy at the University
of the Western Cape. If you have any questions about the research study itself, please contact PAREKH
ISHITA at: Cell No.0786 254 608.

My email id is iparekh87@gmail.com.

Should you have any questions regarding this study and your rights as a research participant or if you wish
to report any problems you have experienced related to the study, please contact:

Prof. A Rhoda

University of the Western Cape
Private Bag X17

Bellville 7535

Email: arhoda@uwc.ac.za

This research has been approved by the University of the Western Cape’s Senate Research Committee and
Ethics Committee.
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Socio-demographic and medical data form
Patient Code:

Folder Mo.
DEMOGRAPHIC DATA
Name
Age Gender Male=1
Female=2
DOB:
MEDICAL DATA
DOA:
Date of Stroke Onset:
Conciousness on Admission (GCS)
Side of Lesion Left=1
Right=2
both=3
Side of Impairment Left=1
Right=2
both=3
Diagnosis based on CT=1
MRI=2
Clinical Assessmeni=3
Both=4
Location of lesion
Type of Stroke Ischemic=1

Hemorrhagic=2
Indeterminate=3

CT or MRI Results:



Patient Code:
Folder No.

RISK FACTORS

NO=0 YES=1

Hypertention

(systolic bolood pressure > 160 mmHg and/or diastolic
blood pressure > 95 mmHg based on several
measurements or on a 24-hours registration)

Diabetes Mellitus

(repeated fasting glucose level of more than 7.8 mmol/L
according to wHO diagnostic criteria or a recorded
history o diabetes treated or untreated

Heart disease | |

Hyperlipidemia | |
(WHO-def cholesterol > 200mg/100ml )
Oral Contraception | |
(Only current use is documented )

Peripheral vascular disease | |

Previous thrombosis | |

CO-EXISTING ILLNESSES
1. Pulmonary disease

Specify

2. Musculoskeletal disorder

Specify

3. Other
Specify:

HIV/AIDS STATUS (CD4 count)

1 = Documented Positive |
2 = Documented Negative
3 = Unknown (not documented in medical records)




Patient Code:
Folder No.

QUESTIONNAIRE COMPLETED AT DISCHARGE

Education level:

Employment:

Smoking NO=0 YES=1

Alcohol NO=0 YES=1

Language English=1
Afrikaans = 2
Isi-Xhosa =3

Address

Treatment given MEDICAL
P[] ot[ ] sut| | PSYCHOLOGICAL COUNSELLING [ ]

Treatment sessions per day (frequency)

Length of stay

THE FOLLOWING QUESTIONS ARE RELATED TO THE REFERRAL:
REFERRAL AGENCY:

Tertiary Hospital

Secondary Hospital

Local CHC

Other CHC

Community based organisation
NGO

Other CHC

No b wWwN R

Specify other

Name of referral Institution

DATE OF REFERRAL TO COMMUNITY HEALTH CENTRE




Patient Code:

QUESTIONNAIRE COMPLETED ON ADMISSION TO CHC

GENERAL DEMOGRAPHIC DATA

STRICTLY CONFIDENTIAL !!!!

PATIENT NAME:

GENDER:

ADDRESS:

TELEPHONE NUMBER:

DATE OF BIRTH:

DATE OF STROKE:

DATE OF INTAKE AT CHC:




APPENDIX F
N I H Patient ldentification, - .
ST R o KE Pt.DateofBith /|

Hospital R S

SCALE DeteotEram __1___|__

Interval: [] Baseline [] 2 hours posttreatment [] 24 hours post onset of symptoms 20 minutes [ ]7-10 days
[13 months [] Other

Time: _  : [lam []pm

Person Administering Scale

Administer stroke scale items in the order listed. Record performance in each category after each subscale exam. Do not ¢
back and change scores. Follow directions provided for each exam technique. Scores should reflect what the patient does, n
what the clinician thinks the patient can do. The clinician should record answers while administering the exam and work quick
Except where indicated, the patient should not be coached (i.e., repeated requests to patient to make a special effort).

Instructions Scale Definition Score

1a. Level of Consclousness: The investigator must choose a 0= Alert; keenly responsive.
response if a full evaluation is prevented by such cbstacles as an 1= HNotalert; butarcusable by minor stimulation to cbey,

endotracheal tube, language barrer, orotracheal travmalbandages. A answer, or respond.
3 is scored only if the patient makes no movement (other than reflexie 2= HNotalert, requires repeated stimulation to attend, or is
postuning) in response to noxious stimulation. obtunded and requires strang or painful stimulaticn to

make movements (not sterectyped).
3= Responds only with reflex motor or autonomic effects or
totally unresponsive, flaccd, and areflexic.

1b. LOC Questions: The patient iz asked the month and hisfher age. | 0= Answers both questions comectly:
The answer must be comect - there is no partial credit for baing closea.
Aphasic and stuporous pafients who do not comprehend the questions 1=  Answers one guestion cornecthy.
will score 2. Patients unable to speak because of endotracheal
intubation, orotracheal trauma, severe dysarhria from any cause, | 2= Answers neither question cornectly.
language bamier, or any other problem not secondary to aphasia are
given a 1. Itis important that only the initial answer be graded and that
the examiner not "help® the patient with verbal or non-verbal cues.

1c. LOC Commands: The patient is asked to open and close the | 0= Performs both tasks cormecthy.
eyes and then to grip and mrelease the non-paretic hand. Subsiitute
another cne step command if the hands cannol be used. Credit is 1= Performs one task comectly.
given i an unequivocal attempt is made but not completed due to
weakness:. |f the patient does not respond to command, the task | 2= Performs neither task comecthy.
should be demonstrated to him or her (pantomime), and the result
scored (e, follows none, one or two commands) Patients with
trauma, amputation, or other physical impediments should be given
suitable cne-step commands. Only the first attempt is scomed.

2. Best Gare: Only horizontal eye movements will be tested. | 0= Normal
Voluntary or reflexive (oculocephalic) eve movements will be scored,
but caloric testing is not done. [f the patient has a conjugate 1= Partial gaze palsy; gaze is abnomal in cne or both eves,
deviation of the eyes that can be overcome by voluntary or reflexive but foroed deviation or tolal gaze paresis is not present.
activity, the score will be 1. If a patient has an isolated perpheral
nerve paresis  (CN L IV or V1), score a 1. Garze is testable in all | 2 = Forced deviation, or total gaze pamsis not overcome by the
aphasic patients. Patients with ocular frauma, bandages, pre-existing oculocephalic maneauwer,

blindness, or other disorder of visual acuity or fields should be tested
with meflexive movements, and a choice made by the investigator.
Establishing eve contact and then moving about the patient from side
to side will cccasionally clarify the presence of a partial gaze palsy.

Rev 10/1/2003



Patient Identification. - -

N | H
STROKE
SCALE

Hospital

Date of Exam / /

Interval: []Baseline []2 hours post treatment [] 24 hours post onset of symptoms +20 minutes [] 7-10 days

[13 months [] Other

( )

3. Visual: Visual fields (upper and lower quadrants) are tested by
confrontation, using finger counting or visual threat, as appropriate.
Patients may be encouraged, but if they look at the side of the
moving fingers appropriately, this can be scored as normal. If there is
unilateral blindness or enucleation, visual fields in the remaining eye
are scored. Score 1 only if a clear-cut asymmetry, including
quadrantanopia, is found. If patient is blind from any cause, score 3.
Double simultaneous stimulation is performed at this point. If there is
extinction, patient receives a 1, and the results are used to respond to
item 11.

0 = No visual loss.
1 = Partial hemianopia.
2 = Complete hemianopia.

3 = Bilateral hemianopia (blind including cortical blindness).

4. Facial Palsy: Ask — or use pantomime to encourage — the patient
to show teeth or raise eyebrows and close eyes. Score symmetry of
grimace in response to noxious stimuli in the poorly responsive or
non-comprehending patient. If facial trauma/bandages, orotracheal
tube, tape or other physical barriers obscure the face, these should
be removed to the extent possible.

0 = Normal symmetrical movements.

1 = Minor paralysis (flattened nasolabial fold, asymmetry on
smiling).

2 = Partial paralysis (total or near-total paralysis of lower
face).

3 = Complete paralysis of one or both sides (absence of
facial movement in the upper and lower face).

5. Motor Arm: The limb is placed in the appropriate position: extend
the arms (palms down) 90 degrees (if sitting) or 45 degrees (if
supine). Drift is scored if the arm falls before 10 seconds. The
aphasic patient is encouraged using urgency in the voice and
pantomime, but not noxious stimulation. Each limb is tested in turn,
beginning with the non-paretic arm. Only in the case of amputation or
joint fusion at the shoulder, the examiner should record the score as
untestable (UN), and clearly write the explanation for this choice.

0 = No drift; limb holds 90 (or 45) degrees for full 10 seconds.
1 = Drift; limb holds 90 (or 45) degrees, but drifts down before
full 10 seconds; does not hit bed or other support.

2 = Some effort against gravity; limb cannot get to or
maintain (if cued) 90 (or 45) degrees, drifts down to bed,
but has some effort against gravity.

3 = No effort against gravity; limb falls.

4 = No movement.

UN = Amputation or joint fusion, explain:

5a. Left Arm

5b. Right Arm

6. Motor Leg: The limb is placed in the appropriate position: hold
the leg at 30 degrees (always tested supine). Drift is scored if the leg
falls before 5 seconds. The aphasic patient is encouraged using
urgency in the voice and pantomime, but not noxious stimulation.
Each limb is tested in turn, beginning with the non-paretic leg. Only
in the case of amputation or joint fusion at the hip, the examiner
should record the score as untestable (UN), and clearly write the
explanation for this choice.

0 = No drift; leg holds 30-degree position for full 5 seconds.

1 = Drift; leg falls by the end of the 5-second period but does
not hit bed.

2 = Some effort against gravity; leg falls to bed by 5
seconds, but has some effort against gravity.

3 = No effort against gravity; leg falls to bed immediately.

4 = No movement.

UN = Amputation or joint fusion, explain:

6a. Left Leg

6b. Right Leg

Rev 10/1/2003




Patient Identification. - -

N | H

STROKE
SCALE

Hospital

Date of Exam /

Interval: []Baseline []2 hours post treatment [] 24 hours post onset of symptoms +20 minutes [] 7-10 days
[13 months [] Other ( )
7. Limb Ataxia: This item is aimed at finding evidence of a unilateral | 0= Absent.

cerebellar lesion. Test with eyes open. In case of visual defect,
ensure testing is done in intact visual field. The finger-nose-finger
and heel-shin tests are performed on both sides, and ataxia is scored
only if present out of proportion to weakness. Ataxia is absent in the
patient who cannot understand or is paralyzed. Only in the case of
amputation or joint fusion, the examiner should record the score as
untestable (UN), and clearly write the explanation for this choice. In
case of blindness, test by having the patient touch nose from
extended arm position.

1 = Present in one limb.
2 = Present in two limbs.

UN = Amputation or joint fusion, explain:

8. Sensory: Sensation or grimace to pinprick when tested, or
withdrawal from noxious stimulus in the obtunded or aphasic patient.
Only sensory loss attributed to stroke is scored as abnormal and the
examiner should test as many body areas (arms [not hands], legs,
trunk, face) as needed to accurately check for hemisensory loss. A
score of 2, “severe or total sensory loss,” should only be given when
a severe or total loss of sensation can be clearly demonstrated.
Stuporous and aphasic patients will, therefore, probably score 1 or 0.
The patient with brainstem stroke who has bilateral loss of sensation
is scored 2. If the patient does not respond and is quadriplegic, score
2. Patients in a coma (item 1a=3) are automatically given a 2 on this
item.

0 = Normal; no sensory loss.

1 = Mild-to-moderate sensory loss; patient feels pinprick is
less sharp or is dull on the affected side; or there is a
loss of superficial pain with pinprick, but patient is aware
of being touched.

2 = Severe to total sensory loss; patient is not aware of
being touched in the face, arm, and leg.

9. Best Language: A great deal of information about comprehension
will be obtained during the preceding sections of the examination.
For this scale item, the patient is asked to describe what is happening
in the attached picture, to name the items on the attached naming
sheet and to read from the attached Ilist of sentences.
Comprehension is judged from responses here, as well as to all of
the commands in the preceding general neurological exam. If visual
loss interferes with the tests, ask the patient to identify objects placed
in the hand, repeat, and produce speech. The intubated patient
should be asked to write. The patient in a coma (item 1a=3) will
automatically score 3 on this item. The examiner must choose a
score for the patient with stupor or limited cooperation, but a score of
3 should be used only if the patient is mute and follows no one-step
commands.

0 = No aphasia; normal.

1 = Mild-to-moderate aphasia; some obvious loss of fluency
or facility of comprehension, without significant
limitation on ideas expressed or form of expression.
Reduction of speech and/or comprehension, however,
makes conversation about provided materials difficult
or impossible. For example, in conversation about
provided materials, examiner can identify picture or
naming card content from patient’s response.

2 = Severe aphasia; all communication is through fragmentary
expression; great need for inference, questioning, and guessing
by the listener. Range of information that can be exchanged is
limited; listener carries burden of communication. Examiner
cannot identify materials provided from patient response.

3 = Mute, global aphasia; no usable speech or auditory
comprehension.

10. Dysarthria: If patient is thought to be normal, an adequate
sample of speech must be obtained by asking patient to read or
repeat words from the attached list. If the patient has severe
aphasia, the clarity of articulation of spontaneous speech can be
rated. Only if the patient is intubated or has other physical barriers to
producing speech, the examiner should record the score as
untestable (UN), and clearly write an explanation for this choice. Do
not tell the patient why he or she is being tested.

0 = Normal.

1 = Mild-to-moderate dysarthria; patient slurs at least some
words and, at worst, can be understood with some
difficulty.

2 = Severe dysarthria; patient's speech is so slurred as to be
unintelligible in the absence of or out of proportion to
any dysphasia, or is mute/anarthric.

UN = Intubated or other physical barrier,
explain:

Rev 10/1/2003




N | H
STROKE
SCALE

Patient Identification. - -

Hospital (. -

Date of Exam / /

Interval: []Baseline []2 hours post treatment [] 24 hours post onset of symptoms +20 minutes [] 7-10 days

( )

[13 months [] Other

11. Extinction and Inattention (formerly Neglect): Sufficient
information to identify neglect may be obtained during the prior
testing. If the patient has a severe visual loss preventing visual
double simultaneous stimulation, and the cutaneous stimuli are
normal, the score is normal. If the patient has aphasia but does
appear to attend to both sides, the score is normal. The presence of
visual spatial neglect or anosagnosia may also be taken as evidence
of abnormality. Since the abnormality is scored only if present, the
item is never untestable.

0 = No abnormality.

1 = Visual, tactile, auditory, spatial, or personal inattention
or extinction to bilateral simultaneous stimulation in one
of the sensory modalities.

2 = Profound hemi-inattention or extinction to more than
one modality; does not recognize own hand or orients
to only one side of space.

Rev 10/1/2003
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APPENDIX G

Hospital Anxiety and Depression Score (HADS)

This questionnaire helps your physician to know how you are feeling. Read every sentence.
Place an “X" on the answer that best describes how you have been feeling during the LAST
WEEK. You do not have to think too much to answer. In this questionnaire, spontaneous

answers are more important

A | feel tense or ‘wound up': I feel as if | am slowed down:
Most of the time 3 MNearly all the time 3
A lot of the time 2 Very often 2
From time to time (occ.) 1 Sometimes 1
Mot at all 0 | Mot at all | O
D | Istill enjoy the things | used to | | get a sort of frightened feeling like
enjoy: "butterflies” in the stomach:
Definitely as much (1] Mot at all 0
Mot quite as much 1 Occasional ly 1
Only a little 2 Quite often 2
| Hardlyatal 3] | Veryoften | 3
A | | getasort of frightened feeling as | I have lost interest in my |
if something awful is about to appearance:
happen: f Definitely 3
Very definitely and quite badly 3 | don't take as much care asl should | 2
Yes, but not too badly 2| | may not take quite as much care 1
Alittle, but it doesn't worry me 1 | take just as much care 0
Not at all 0 | feel restless as | have to be onthe |
D | can laugh and see the funny side i move:
of things: Very much indeed 3
As much as | always could 0 J Quite a lot 2
Mot quite so much now 11| Mot very much 1
Definitely not so much now 2 Mot at all 10
Not at all 3| | 1look forward with enjoyment to '
A | Worrying thoughts go throughmy | | things:
mind: As much as | ever did 1]
A great deal of the time 3 Rather less than | used to 1
Alot of the time 2 Definitely less than | used to 2
From time to time, but not often 1 Hardly at all | 2
Only occasionally 0 | | get sudden feelings of panic: |
D | feel cheerful: Very often indeed 3
Mot at all 3 Quite often 2
Mot often 2 Mot very often 1
Sometimes 1 | Mot at all o ___|o
. Most of the time 1 0] I can enjoy a good book or radio/TV
A | can sit at ease and feel relaxed: | program:
Definitely 1] Often 0
Usually i Sometimes 1
Mot often 2 Mot often 2
Mot at all 3 Very seldom 3




APPENDIX H

HOSPITAAL ONGERUSTHEID EN DEPRESSIESKAAL

(HOSPITAL ANXIETY AND DEPRESSION SCALE)

Dit word erken dat emosies ‘n groot rol in die meeste siektes speel. Die doel van hierdie
vraelys is om vas te stel hoe jy voel. Lees elke vraag en maak 'n kruisie langs die
blokkie wat die naaste beskryf hoe jy in die laaste week gevoel het. Moenie te lank dink
voordat jy antwoord nie; dit gaan oor jou eie indruk. Daar is geen verkeerde antwoorde
nie; elke antwoord is korrek, so lank dit jou eie mening beskryf.

A. Ek voel gespanne en opgewen:

D., Ek voel asof ek stadiger is:

(3) Die meeste van die tyd (3) Amper altyd

(2) Baie kere (2) Baie

(1) Van tyd tot tyd {1) Soms

{0) Glad nie (0) Glad nie

D. Ek geniet nog steeds die dinge A. Ek kry ‘n tipe van bang gevoel
wat my genot verskaf het: soos skoenlappers in my maag
(0) Definitief (0) Glad nie

(1) Nie so baie nie (1) Soms

(2) Net 'n bietjie (2) Gewoonlik

(3) Byna nooit nie (3) Baie

A. EK voel soms bang, asof iets
verskrikliks gaan gebeur:

D. Ek stel nie meer belang in my
voorkoms nie:

(3) Definitief, en baie erg

(2) Ja, maar nie erg nie

(1) 'n Bietjie, maar dit pla my nie
(0) Nooit nie

(3) Definitief

{2) Ek sorg nie so veel soos ek
moet nie

{1) Ek neem nie so veel sorg nie

(0) Ek stel net so veel belang soos

altyd
D. Ek kan lag en die snaakse sy van A. Ek voel rusteloos asof ek
die lewe sien: gedurig aan die beweeg moet bly:
{0) Soos gewoonlik (3) Baie definitief
{1) Nie meer so baie nie (2) Baie dikwels
{2) Definitief nie meer nie (1) Nie baie nie
{3) Glad nie {0} Amper nooit nie

A. Kommerwekkende gedagtes gaan
deur my verstand:

D. Ek sien met genot uit na dinge:

{3) Die meeste van die tyd

{2) Baie kere

{1) Van tyd tot tyd, maar nie baie nie
{0) Net soms

(0) Soos altyd van tevore

(1) Minder as gewoonlik

(2} Definitief minder as gewoonlik
(3} Nooit nie

D. Ek voel opgewek:

A. Ek voel skielik paniekbevange:

(3) Glad nie .(3) Beslis baie dikwels

{2) Nie baie nie {(2) Dikwels

{1) Soms (1)} Nie dikwels nie

{0) Die meeste van die tyd (0} Glad nie

A. Ek kan rustig sit en voel D. Ek geniet ‘'n goeie boek of TV/
ontspanne: radioprogram:

(0) Definitief (0) Dikwels

{1) Gewoonlik (1) Soms

{2) Nie gewoonlik nie {2) Nie dikwels nie

(3) Glad nie (3) Baie min
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APPENDIX )

THE Patient Name:
BARTHEL Rater Name:
INDEX Date:

Activity

FEEDING
() = unable
5 = needs help cutting, spreading butter, ele., or requires modified diet
10} = mdependent

BATHING
() = dependent
5 = mdependent (or in shower)

GROOMING

0 = peeds to help with personal care

5 = independent face/hairtee th/shaving (implements provided)
DRESSING

() = dependent

5 = npeeds help but can do about half ynawded

10 = independent (including buttons, zips, laces, ele.)

BOWELS
(} = meontinent (or needs to be given cnemas)
5 = oecasonal accident
L0 = continent

BLADDER
() = incontinent, or catheterized and unable w manage alone
5 = occaswonal accident
L) = continent
TOILET USE
() = dependent
5 = peceds some help, but can do something alone
10} = independent (on and off, dressing, wiping)

TRANSFERS (BED TO CHAIR AND BACK)
() = unable, no sitting balance
5 = major help {one or two people, physical), can sit
10 = minor help (verbal or physical)
15 = independent

MOBILITY (ON LEVEL SURFACES)

{1 = immobile or < 50 yards

5 = wheelchair inde pendent, including corners, = 50 yards

L0 = walks with help of one person { verbal or physical) > 50 yards

15 = independent (but may use any aid; for example, stick) = 50 yards
STAIRS

) = unable

5 = needs help (verbal, physical, camrying aid)

L0 = independent

TOTAL (0-100):

Provided by the Internet Stroke Center — www.strokecenter, org



APPENDIX K

Riglyne vir die gebruik van die Barthel-Indeks (Voor beroerte)

1.

Hierdie indeks moet gebruik word as 'n rekord van wat 'n pasiént wel gedoen het, nie
as n rekord van wat 'n pasiént sou kon doen nie.

Die hoofdoel is om die mate van afhanklikheid van hulp vas te stel, fisies of verbaal,
hoe gering ook al en om watter rede ook al.

Die behoefte aan toesig laat 'n pasiént nie onafhanklik nie.

'n Pasiént se vermo& moet bepaal word deur gebruik te maak van die beste beskikbare
getuienis. Die pasiént, vriende, familie en verpleeghundiges kan gewoonlik ondervra
word, maar direkie waarneming en gesonde verstand is ook belangrik. Direkte
toetsing is egter nie nodig nie.

5. Middelkategorie impliseer dat die pasiént meer as 50 persent van die poging bydra.
6. Die gebruik van hulpmiddele om onafhanklik te wees word toegelaat.
(Wade, "92)
Barthel
1. Stoelgang (maagwerk)
0 = inkontinent (of benodig n lawement)
5 = toevallige ongelukke (een keer per week)
10= kontinent
2. Blaas
0 inkontinent, of gekateriseer en kan nie alleen oor die weg kom nie
5 = toevallige ongelukke (maksimum een maal per 24 uur)
10 kontinent
3. Selfversorging
0 = benodig hulp met persmn.hke versorging
5 = onafhanklik met gesig, hare, tande, skeer (gebruiksartikels vo-:rrsmn}
4, Toiletgebruik
0 afhanklik
5 = benodig hulp, maar kan iets self doen
10 onafhanklik (op en af, aantrek, afvee)
5. Eet
0 = kannie
5 = benodig hulp met sny, botter smeer, ens.
10= onafhanklik

— e L D oEN
Lh & -

Veplasing (van bed na stoel en terug)

kan nie, geen balans sittend -

benodig baie hulp (een of twee persone, ﬁsms}, kan sit
benodig min hulp (verbaal of fisies)
= onathanklik



. Beweeglikheid

onbeweeglik

onathanklik met rolstoel, ook om draaie
0= loop met hulp van een persoon (verbaal of fisies)
5

onafhanklik (kan enige hulpmiddel gebruik, bv, kierie)

r——l)—lU‘IO:-J
il

Aantrek #
athanklik ‘

benodig hulp maar kan omtrent helfte self doen
0= onathanklik (insluitend knope, ritssluiters, veters)

Il

—h O
ft

Trappe klim

kan nie

benodig hulp (verbaal, fisies, dra van hulpmiddels)
0= onafhanklik

I

g el
[

10. Bad
= athanklik
5 = onafhanklik

o
!

TOTAAL




APPENDIX L

Isalathr.sﬂ sika-barth
Amathumbu

{} = Akakwazi ukuzibamba {(okanye needs to be given enema)

5 = Uyazenzela ngamanye amaxesha (kanye ngeveki)

10= uyakwazi ukuzibamba

2. Isinyi

0 = Akakwazi ukuzibamba okanye ufuna uncedo ukuze akwazi ukuzilawula

5 = Uyaphulukwa ngamnye amaxesha {ubumnz: kanye ngeeyure ezinggama-24)

10 = Uyakwazi ukuzibamba

3. Grooming

0 = Udinga uncedo ukuzeakkwazi ukuzicoca

5 = Uyaukuzihoya: ukucoca ubuso/ukukama iinwele/ukuhlamba amazinyo/
ukucheba amazinyo/ukucheba iindevu (xa ethe wanikwa izixhobo zokuzicoca
ngomnye umntu

4. Ukusebenzisa igummbi langasese

0 = Ufuna vkucediswa

5 = Ufuna uncedo kodwa unakho ukuzenzela eyedwa

10= Uyakwazi engancedisawanga (ukuzikhulula nokuzinxibisa,nokuzosula akuggiba

ukuzinceda)

5. Ukuzityisa

0 = akakwazi

5 = ufuna uncekusikeni nasekugabeni ibhotolo,njl njl.

10= Uyakwazi ukuzenzela

6. Ukutshintsha indawo yokuhlnlﬂ (ukusuka ebhedini ukuya esitulweni
Nokuphinda abuye)

0 = akakwaz, ngenxa yokungakwazi ukuzihlalela/ukuchopha

5 = Ufunauncedo olumandla (anediswe ngumtu omnye okanye ababini)

10 = Utuna uncedo olungephi {ukuyalelwa ukuba enzeni okanye afunqulwe)

15=  Uyakwazi ukuzitshintshela ngokwakhe

7. Ukuhamba

0 = Akakwazi ukuhambe

5 = ﬁkaxhomekekanga kwisitulo sokuncedlsa ukuhmba esinamavili
independent,including corners

10= Uyahamba ngocedu lomnnye umnin (ngokuthi afunqulwe okanye ayalelwe

amakakwenze)

15 =Uyakwazi ukuzihambela (kodwa angasebenzisa uncedo, olufana nolwentoga
youkusimelela)



8. Ukunxiba

0 = uxhomekeke kuncedo lomnye umntu

5 = Utfuna uncedo kodwa uyakwazi ukuzinxibisa azinye izinto engancediswanga
10= Akaxhomekekanga mntwini (kuquka ukukhulula nokughobosha amaghosa,
ukuvala nokuvula iziphu, ukughobosha nokuulula imitya, njl njl.

9. Izitepsi #
0 = Akakwazi ukunyuka nokwehla

Utfuna uncedo (ngokuthi ayalelwe okanye afunqulwe)
10= Akaxhomekekanga mntwini

10. Ukuzihiamba

0 = Uxhomekeke

5 = Akaxhomekekanga mntwini

TOTAAL
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