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ABSTRACT

Aim: Self-efficacy and quality of life affect each other positively.
However, level of self-efficacy and quality of life and their relation to
recovery of stroke patients are unclear. The study was designed as a
methodological and randomized controlled experimental study to analyze
self-efficacy and quality of life of stroke patients.

Methods: The population of the study included stroke patients who
received outpatient care at an acute stroke center between March —
November, 2016. The study was performed with 72 patients. The patients
in the experimental group received educational booklet and were included
in a 3-month follow-up. The data for the study were collect using a
Questionnaire Form, Quality of Life Scale for Stroke Patients, SSEQ and
Monthly Follow-up Form. Standard tests, Tukey test, and regression and
correlation analyses were used to analyze the data.

Results: It was determined that the experimental group given the
educational booklet and monthly follow-up had higher scores in both self-
efficacy and quality of life than the patients in control group. In the
experimental group, the analysis between total scores from SSEQ and SS-
QOL demonstrated increased correlation coefficient for the second visit
compared with the first visit. Self-efficacy was positively correlated with
the mobility, upper extremity function and self-care domains, and was
negatively correlated with the language domain.

Conclusion: As a result, it was determined that education and follow-up
in stroke patients are effective and has positive impact on self-efficacy
and quality of life.

Key words: Nursing Intervention, Quality of Life, Patient Education,
Self-Efficacy, Stroke

OZET

Amag: Oz yeterlilik ve yasam kalitesi birbirini olumlu ydnde etkiler.
Bununla birlikte, 6z-etkililik ve yasam kalitesi diizeyleri ve bunlarin inme
hastalarinin iyilesmesiyle iliskisi belirsizdir. Calisma, inme hastalarinin
oz-etkililigini ve yasam kalitesini analiz etmek icin metodolojik ve
randomize kontrollii deneysel bir ¢aligma olarak tasarlanmustir.
Yontem: Arastirmanin evrenini, Mart-Kasim 2016 tarihleri arasinda akut
inme merkezinde ayakta tedavi géren inme hastalar1 olusturdu. Calisma
deney ve kontrol toplam 72 hasta ile yapildi. Deney grubundaki hastalara
egitim kitapcig1 ve 3 aylik takip girisimi uygulandi. Calismanin verileri
Anket Formu, inmeli Hastalar icin Yasam Kalitesi Olcegi, SSEQ ve
Aylik Takip Formu kullanilarak toplandi. Verilerin analizinde standart
testler, Tukey testi ve regresyon ve korelasyon analizleri kullanildi.

Bulgular: Egitim kitapgig1 ve aylik izlem uygulanan deney grubundaki
hastalarda 6z yeterlik ve yagam kalitesi puanlarinin daha yiiksek oldugu
belirlendi. Deney grubunda, SSEQ ve SS-QOL'den alinan toplam puanlar
arasindaki korelasyona bakildiginda, ilk goriismeye kiyasla ikinci
goriismede artis oldugu goriildii. Oz-yeterlik, hareketlilik, iist ekstremite
islevi ve 6z bakim alanlan ile pozitif, dil alani ile negatif korelasyon
gosterdi.

Sonug¢: Sonug olarak inmeli hastalarda egitim ve aylik takibin, 6z-
yeterlilik ve yasam kalitesi {izerinde olumlu etkisi oldugu belirlendi.

Anahtar Kelimeler: Hasta Egitimi, Hemsire Miidahalesi, Inme, Oz-
Etkililik, Yasam Kalitesi
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INTRODUCTION

Stroke is a medical condition associated with ischemic
and hemorrhagic disruption of cerebral blood flow and is
characterized by impairments of the cognitive, affective, motor
and emotional functions of the central nervous system
(Mozaffarian et al., 2015). The American Heart Association
predicts an increased incidence of stroke in the coming years
(Mozaffarian et al., 2015). The World Stroke Organization;
signaled that more than 13 million new cases of stroke are
diagnosis annually worldwide (Lindsay et al., 2019) Stroke is
a major cause of disability and has a high rate of mortality
(Harvey, Macko, Stein, Winstein, & Zorowitz, 2008).
Following stroke, patients experience abrupt and dramatically
changes in their daily living activities such as self-care and
standing up, and they require substantial support from others in
their daily care which affects their quality of life and self-
efficacy (Korpershoek, van der Bijl, & Hafsteinsdottir, 2011;
Topgu & Oguz, 2017). Quality of life is a complex concept as
it is influenced by individuals' physical health, psychological
state, level of independence, social relationships, beliefs and
plans for the future. Self-efficacy is another factor that affects
quality of life and recovery process of stroke patients (Topcu
& Oguz, 2017). Self-efficacy indicates patients' self-
confidence and how successful they may be in overcoming the
difficulties they will possibly experience in the future. Self-
efficacy is influenced by success performance, verbal
persuasion and physiological state of the individual as well as
similar individuals' experiences (Bandura, 1982).

Dorothea E. Orem described in her theory that patients
with poor self-care fail to meet their biological, physiological,
developmental and social needs (Orem, Taylor, & Renpenning,
1995). Sister Callista Roy, another nursing theorist, suggests
that the physiological needs, roles and health-related change
components of self-efficacy can be managed through
accordance and adaptation to the disease (Roy & Andrews,
1999). Supportive of nursing theorists, recent studies report a
positive impact of higher levels of self-efficacy on patients'
recovery processes (Jones, Partridge, & Reid, 2008;
Korpershoek et al.,, 2011). Most stroke patients require
guidance to adapt to the disease and achieve self-efficacy.
Thanks to the recent advances in home-care services, patients
can now receive as much support at home following discharge
as they canin a hospital setting (Kirkevold, 2010). Nurses have
many responsibilities in increasing quality of life and self-
efficacy levels of stroke patients monitored at hospitals or at
home. Patients may develop physical, sensorial and emotional
problems following stroke. These problems have significant
impact on patients' self-efficacy and quality of life levels
(Mauk, 2012). Problems may lead to significant changes in
patients' lives and may force them to acquire new skills (Jones
& Riazi, 2011), at which stage nurses step in to manage
patients' care and treatment, increase functional capability,
offer solutions to the difficulties and problems encountered in

the process, adapt to new circumstances, and involve the family
and more importantly the patient to the process of care
(Kirkevold, 2010). The objective of the nurse in this context is
to maximize patients' capability and confidence, hence their
self-efficacy and quality of life. It is known that success
performance increases and self-efficacy levels are positively
affected in patients who perform their self-care and receive
positive feedback from their nurses. Methods to improve self-
efficacy levels employed by nurses encourage stroke patients
to perform their self-care (Robinson-Smith & Pizzi, 2003) also
translate into improved levels of daily activities, easier coping
and reduced levels of depression (Bandura, 1982; Jones &
Riazi, 2011; Korpershoek et al., 2011; Johnston, & Allen,
2000).

Identifying patients' problems following stroke and
finding, implementing and evaluating specific solutions to
these problems are the responsibilities of the nurses.
Furthermore, nurses manage several other variables including
maintenance of activities of daily living, increasing success
performance, adapting to changes, involving the family and/or
social support mechanisms to the process, encouraging the
patient and filling information gaps. Education on disease
management given by nurses following stroke have favorable
effects on quality of life, self-efficacy and recovery. Planning
patients' educational needs require objective measurements to
identify the current state and their needs (Lev et al., 2001;
Robinson-Smith & Pizzi, 2003). The "Stroke Self-Efficacy
Questionnaire™ and "Stroke-specific Quality of Life Scale”,
which will be used for this study, are believed to offer benefits
in determining stroke patients' self-efficacy and quality of life
levels and provide guidance for nurses, who care for stroke
patients as part of their practice, when they are planning
education.

METHODS
Type of Research

The aim of the study was to analyze self-efficacy and
quality of life of stroke patients. The study was design as a
methodological and randomized controlled experimental
study. Seventy-two patients receiving inpatient care in a stroke
center and meeting the inclusion criteria were simple randomly
assigned to the experimental and control groups. Random
numbers table was utilized to ensure randomization. Sequence
numbers given to patients at their presentation to the stroke
outpatient clinic and bed numbers of hospitalized patients were
used to form the experimental and control groups according to
the randomized numbers. Patients were assigned to
experimental and control groups by patients list which are
prepared daily for use in the stroke center. Before the first visit,
each patient included in the sample was described the aim and
importance of the study. Visits were scheduled for patients in
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both groups when they came to the outpatient clinic for month
one checks.

Place of Research

It was done at the stroke patients who received
outpatient care at an acute stroke center between March 1 and
November 12, 2016.

Population and Sample of the Research

The study was performed with 72 patients (36 in the
experimental, 36 in the control group) who met the inclusion
criteria of the study. The inclusion criteria of the study were
patients who are able to communicate in Turkish, have a
Barthel Index score of 62 and above, with no more than one
month passed since the stroke event, who had experienced the
first stroke, had no significant problems with sight and hearing
and were open to communication and cooperation. Patients
experiencing an acute event that may negatively affect self-
efficacy and quality of life during the course of data collection
and those who had a second stroke over this period were
excluded from the study.

Data Collection Tools

Data collecting tools were administered by the
investigator to the experimental group patients attending the
visits. The data were collected during face-to-face visits in an
education room. Patients’ educational needs were prioritized
by the help of the scales utilized. Educations guided by the
educational booklets developed by the investigators were given
to patients and their relatives. The parts corresponding to the
answers concerning the problems experienced by the patients
following stroke were marked within the booklet. The patients
were asked to read the marked parts first, then the whole
booklet, at home. The patients in the experimental group were
contacted with through telephone calls one and two months
after the first visit. The questions the patients had about the
booklet, treatment plan, interim follow-up times, things that
can be done against the side effects of the medicines, and the
health problems apart from stroke they experience were
answered. In the third month after the first visit, the "Stroke
Self-Efficacy Questionnaire” and "Stroke-specific Quality of
Life Scale” were administered again to the patients in the
experimental group through telephone calls and they were
informed that data collecting phase has been completed.
Patients in the experimental group were communicated with
twice face-to-face and once through telephone calls.

The scales were administered to the control group
patients who were scheduled visits after the first visit and
returned to the outpatient clinic for the first month follow-up.
Following data collection, the patients were informed that they
will be called again after three months. The investigators
performed no intervention to the control group patients during
this three-month period. They were called at the end of three
months and the scales were administered again. Patients in the

control group were communicated with twice face-to-face and
once through telephone calls.

The reason why we preferred the method of providing
education using a booklet was that it was an educational
approach that can be applied in the home setting, given the
facts that the patients were restricted in their movement due to
physical problems that develop following stroke, they are
unable to come to the stroke center alone, and had
transportation difficulties associated with living in a big city
with heavy traffic, as well as the added material and non-
material burden to caregivers.

The tools used for collecting the data were:

Questionnaire: It includes a total of 10 questions on age,
sex, marital status, level of education, profession, stroke type,
date at diagnosis, people the patient lives with, people assisting
care and diagnosed chronic conditions.

The Stroke Specific Quality of Life scale (SS-QOL): The scale
includes a total of 49 items and includes self-care, language,
vision, mobility, work/productivity, upper extremity function,
thinking, personality, mood, family roles, social roles and
energy domains. Higher scores from the scale indicate good
quality of life, whereas lower scores from the scale indicate
poor quality of life (Williams, Weinberger, Harris, Clark, &
Biller, 1999). The scale was adapted into Turkish by
Hakverdioglu and Khorshid in 2009. The total Cronbach’s
alpha value of the Turkish version of the scale was 0.97 (
Hakverdioglu & Khorshid, 2012).

The Stroke Self Efficacy Questionnaire (SSEQ): The scale,
validity and reliability of which were established by Topgu and
Oguz is used to determine patients' self-efficacy in functions
including walking, dressing, in-bed comfort following stroke.
The total Cronbach’s alpha value of the Turkish version of the
scale was 0.93 (Topgu & Oguz 2018). Including 13 questions
in total, higher scores from the scale indicate good self-
efficacy, whereas lower scores from the scale indicate poor
self-efficacy (Jones et al., 2008).

Education Booklet for Patients with Stroke: Results of
national and international studies on the education needs of
stroke patients and their relatives were reviewed when
planning the content of the book. Previous studies have
reported an information gap regarding the psychosocial,
emotional and behavioral problems of stroke patients and their
relatives. International studies describe educational needs for
functional changes, movement, nutrition, stress management,
coping with emotional changes, symptom management,
preventing stroke signs and potential complications, cause of
stroke, its prevention, treatment and involvement in social
activities (Denny, Vahidy, Vu, Sharrief, & Savitz, 2017;
Kapucu, Tirrkan, & Fesci, 2009), although the order of
importance varies. Studies in our country also report that
patient relatives experienced problems in ensuring hygiene and
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assuming the whole care of the patient following stroke and
defined patient transfer, raising the patients, communication,
bladder care, medications, emptying problems and personal
care as the most problematic topics (Kapucu et al., 2009).
Based on the literature, the content of our booklet was
developed to include the definition of stroke and the causes for
its occurrence, activities of daily living (breathing, nutrition,
movement, emptying, sleep, personal care, dressing, pain
management, drug use, sexual life); problems that may arise
following stroke (aphasia, dysarthria, visual problems,
depression, mood swings, cognitive difficulties, negligence on
one part, returning to work, social life, driving, entertainment);
lifestyle changes; things to do in emergencies and guidance for
caregivers. The developed educational booklet was submitted
for expert opinion before it was finalized. The booklet with a
total of 43 pages was designed so that patients may read and
understand it easily.

Evaluation of Data

The One-Sample Kolmogorov-Smirnov Test indicated
that self-efficacy demonstrated normal distribution however
quality of life variable did not. Therefore, parametric tests (t-
test, one-way ANOVA) were used for self-efficacy and non-
parametric tests (Mann-Whitney U Analysis, Kruskal-Wallis
Test, Tukey Analysis) were used for quality of life. Correlation
and multiple regression analyses were used to determine which
of the quality of life domains were predicted by self-efficacy.

Ethical considerations

Ethics board of an Institute of Medical Sciences of a
public hospital granted consent (protocol no. 124) for this study
on 30.11.2015. Each patient participating in the study were
provided with information on the purpose and duration of the
study and what investigators expected of them. Informed
consent forms that were prepared separately for the
experimental and control groups, confirmation that the text was
read by or for the patient, and written permissions were
received. The patients were assured that they could withdraw
from the study anytime, that their details would not be shared
with any other party, and that they would not be charged any
fee for the booklet or telephone calls. Following completion of
the data collection phase, the patients in the control group were
offered the booklet and those who wanted to receive a booklet
were provided with one.

RESULTS

Of the patients in the control group, 33.3% were 55 to
64 years old, while 27.8% of the patients in the experimental
group were 65 to 74 years old, with 27.8% of them being over
75 years of age. Male patients comprised 61.1% of the sample.
Of the patients in the experimental and control groups, 97.2%
were being treated for ischemic stroke. Seventy-five percent of
the patients in the experimental group and 80.6% in the control

group were married, care of 41.7% of the patients in the
experimental group was undertaken by patients' spouses, while
41.7% of the patients in the control group performed their own
care. Both in the experimental and control groups, 72.2% of the
patients had a chronic condition; 33.3% of the patients in the
experimental group had hypertension and diabetes mellitus,
while 36.1%in the control group had hypertension. Based on
the Barthel scores the patients received, 88.9% in the
experimental group and 86.1% in the control group were
moderately dependent. The experimental and control groups
were not significantly different with respect to sex, stroke
diagnosis, marital status, education, profession and person who
helped after the stroke (p> .05).

When SS-QOL and SSEQ mean scores of the
experimental and control groups were examined, the mean self-
efficacy score of the experimental group in the first visit was
21.56+7.62 compared with 25.50+8.28 in the control group.
Control group having a higher self-efficacy score in the first
visit (p< .05). In the visit at the end of the third month, the
experimental group had a higher self-efficacy score than the
control group (p< .001) (Table 1). The experimental and
control groups did not differ significantly in mean quality of
life scores (p> .05). In the same visit, the experimental group
has a quality of life score of 233.0+27.40 compared with
193.5+44.52 in the control group, demonstrating a better
quality of life for the experimental group compared with the
control group at the end of the third month (p< .001) (Table 1).

Table 1. Comparison of experimental and control groups SSEQ and $8-QOL total score (n=72)

Interview 1$SEQ 155-0L
Experimental  Control Experimental - Control (1=36) MWa p
(1=36) (1=36) (n=36)

st M+5D M:SD' 1483343333 [6382:4418 L4 0297
256:762 255828 Median 34 Median:39

Pnd [67584 3L066TY 2330142740 193544452 330 <0001

Median44 ~ Median:28
IStroke Self Efficacy Questionnaire, “Stroke Specific Quality of Life,
First inferview, "Fiual inferview, Mann Whitney Utesty,* f=-2.10, p= 03, "t=+3.88 p= 001

The analysis to test the differences between mean scores
received from SSEQ and SS-QOL before and after the
experimental group was provided with educational booklet
demonstrated a mean difference of 84.68 for SS-QOL at the
end of the third month compared with 29.72 for the control
group. For the other variable, SSEQ, the mean difference was
14.11 for the experimental group compared with 5.56 in the
control group. The first and second visits were significantly
different in the experimental group for both variables (p<.001)
(Table 2).
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Table 2. The difference among SSEQ and §S-QOL mean Scores (n=72)

Variable M£SD Mean t p
Differences
Experimental
ISSEQ st "nd
21,56 £7,62 35,67 +-5,84 -14.11 -1346°  0.00
185-QOL ,
148,33+33,3 2230142741 -84.68 -16.10 0.00
Control
SSEQ 25,50+8,28 31,06+-6,79 -5.56 -1.59" 0.00
SS-QOL 163,82+44,18 193,54+-4452  -29.72 -7.00* 0.00

IStroke Self Efficacy Questionnaire, *Stroke Specific Quality of Life, First interview, *Final interview, ‘p< 001

When the domains of SS-QOL were examined, the

correlation coefficient for the “mobility” domain was lower for
the second visit compared with the first visit (Table 4).

In the second visit, a multiple regression analysis was
run to predict SSEQ total score from “mobility, upper arm
function, language and self-care”. All variables were revealed
in the multiple regression analysis as significantly associated
with the SSEQ total score. Mobility, upper arm function and
self-care variables correlated positively, language variable
correlated negatively with SSEQ and accounted for 91% of the
variance in the scale (Table 5).

Table 5. Experiment group association between 'SSEQ and SS-QOL sub-groups (n=36)

education given to the experimental group and the three-month Firs ]“tem""“,; Fiual Interview
follow-up resulted significantly higher mean scores from self- Subgroups [ S(bi ! p F o ! :
P S19 y-higher m : SSEQ 17 328 04 068 530 341 13 0
care, vision, _moblllty, Wc_Jrk/productlwt_y, upper - extremity Moblity 077 017 46 000 078 016 4% 000
function, thinking, personality, mood, family roles, social roles Upper
and energy (p<.001) domains than the control group (Table 3). extremity  -031 031 100 033 032 013 243 002"
function
Table 3. Comparison of the final interviews SS-QOL’s subscales score between Language 001 012 084 040 H30 012 263 001"
experimental and control groups (n=72) SelfCare 085 036 235 003" 042 019 219 004"
185-QOL Experimental (n=36)  Control (n=36) 7 P Multiple Modal R : %4736 Fiest: 2,58 “Modal R : %913 F ftest ; 81,37
M=SD (median) MzSD (median) regression  p <0,05 <008
§troke Self Efficacy Questionnaire, *Stroke Speeific Quality of Life *Standardised Regression Coefficients,
Self Care 21.77+4.01 (44, 29) 18.4045.22 (28.7 1) 321 0.000°* "Standart Error of Regression Coefficient, :R Squared, 'p < .05
Vision 147520.76 (40.93)  13.61+2.22(3207)  -247  0.01%
Language 23.55£2.79(39.24)  21.72+4451(33.24)  -1.60  0.110
Mobility 28.05£3.80 (43.08)  23.86£627(29.92) -2.87  0.004" DISCUSSION
Work/Productivity ~ 13.61£2.33 (43.61)  11.66£3.05(29.39)  -3.07  0.002”
Upper Extremi i i isti
Flllﬂcptfgnx enuty 664T0(@260)  18755.80(3040) -85 0.009% _ When the_ §00|ode_mograph|c charactens‘qcs o_f the
o ) ( patients who participated in the study were examined, it was
Thinking 13.61£2.85 (44.07 11.2743.67(28.93)  -3.25  0.000°" . .
Persouality BTG WD) LSR8 250 00T seen that th_e experlme_nta_l and control gro_ups_ consisted mostly
Mood NGB0 (@) 19805490 (924 302 0000 of male patients. The incidence of stroke is higher among men
Family Roles 1375£1.94(43.40)  11.724337(2960) -3.01  0.002% worldwide, although the incidence among women is rising
Social Roles 2236:3.12(43.61)  18.524573(2939) 2.9 0.003° rapidly relative to men (Mozaffarian et al., 2015). When the
Energy 1347.62(4139)  1216832203161) 217 003" age distribution of the experimental and control groups was

'Stroke Specific Quality of Life, "Mann-Whitney U, "< .03, "p< .01, ™'p<.001

In the experimental group, the correlation analysis for
SSEQ and SS-QOL total and domain scores show an increased
coefficient for the second visit compared with the first visit.
With SSEQ, the results of the first and second visits were
similar for “vision and language” domains, whereas the

Table 4. Correlation between SS-QOL Sub-groups and self efficacy in the experiment

group (n=36)

1SS-QOL Sub-groups First p Final P
interview (1) interview (r)

SS-QOL total score 0.70 0.00° 0.88 0.00°
Self Care 0.78 0.00° 0.86 0.00°
Energy 0.42 0.01° 0.74 0.00°
Social Roles 043 0.01° 0.74 0.00"
Upper Extremity Function 0.70 0.00" 0.88 0.00°
Family Roles 0.29 0.09 0.77 0.00°
Mood 0.30 0.08 0.71 0.00°
Personality 0.00 0.99 0.68 0.00°
Thinking 0.18 0.29 0.65 0.00°
Work/Productivity 0.82 0.00° 0.83 0.00°
Mobility 0.83 0.00° 0.78 0.00°
Vision 0.23 0.17 0.14 0.42
Language 0.09 0.61 0.23 0.17

IStroke Specific Quality of Life, ‘p< .03,

examined, patients aged 65 years and older represented more
than half of the total number of patients in both groups.
Advanced age is an unmodifiable risk factor for stroke (Mauk,
2012), with ischemic stroke being especially more frequent in
individuals aged 65 years and higher (Mozaffarianetal., 2015).
Most of the participants in our sample were married. Published
guidelines on stroke do not describe marital status as a risk
factor for stroke, with no statements as to whether marital
status increases or decreases stroke (Benjamin et al., 2017;
Mozaffarian et al., 2015). In the control group, the majority of
the patients performed their own care, whereas most patients in
the experimental group received the support of their spouses
for their care. No studies pointing out a link between stroke
prevalence and profession and people assisting care were found
in the literature (Mauk, 2012). Sociodemographic
characteristics of the experimental and control groups were
consistent with the literature.

Preventing occurrence of stroke and should it occur,
making life easier for the patient are top priorities for nurses,
regardless of sex, chronic conditions, etc. of the patient.
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Effective outcomes are achieved with the education offered by
nurses as part of disease management following stroke. There
are reports in the literature that education programs lead to
substantial improvements in patients’ self-efficacy, played an
important role in successfully managing the disease
(Hafsteinsdottir, Vergunst, Lindeman, & Schuurmans, 2011),
decreased patients’ distress and depressive symptoms (Lev et
al., 2001; Lii, Tsay, & Wang, 2007) and hence provided cost-
efficacy (Lii et al., 2007). Similarly, education given by nurses
following stroke had a positive impact on patients’ functional,
psychosocial and emotional wellbeing (Nir, Zolotogorsky, &
Sugarman, 2004) and increased their level of knowledge on the
risk factors for stroke, level of self-efficacy and social
involvement (Denny et al., 2017; Wang, Chen, Liao, & Hsiao,
2013). Nurses’ interventions to enhance patients’ self-efficacy
following stroke are known to function as motivators for the
patients in performing their selfcare efficiently. A direct link
between high self-efficacy and favorable health outcomes has
also been shown (Robinson-Smith & Pizzi, 2003). Likewise,
education given by nurses following stroke has been shown to
encourage healthy life behaviors, had positive impact on health
perception and body image (Nir et al., 2004) and improved
quality of life (Lev et al., 2001; Lii et al., 2007). In our study,
consistent with the above reports, self-efficacy and quality of
life of patients in the experimental group increased to a higher
extent than the patients in the control group after the education
and monthly follow-ups (Table 1). The test to determine
whether this improvement was significant demonstrated a
significant difference between the variables over the three-
month follow-up (Table 2).

When the experimental and control groups’ mean scores
from SS-QOL domains after the three-month follow-up were
examined, the score the experimental group had in the
“language” domain was higher compared with the control
group, but without a significant difference. Apart from
language, mean scores from the other domains, i.e. self-care,
vision, mobility, work/productivity, upper extremity function,
thinking, personality, mood, family roles, social roles and
energy were higher in the experimental group than in the
control group (Table 3). About one-third of the patients
experienced language difficulties after stroke. However, these
problems may resolve in a short time and spontaneously in
most patients experiencing language difficulties. Previous
studies have described that recovery may occur in two months
to one year in patients with persisting problems, adding that
speech impediment may even be permanent in some patients.
Thus, patients with speech impediment following stroke are
reported to have poor quality of life (Glize et al., 2017). Speech
therapists have a more prevalent role than nurses in treating
speech impediment that develops post-stroke (Langhorne,
Bernhardt, & Kwakkel, 2011). Because the patients in the
experimental and control groups did not have the opportunity
to receive speech therapy routinely and were not expected to

have their speech impediment resolved in a short time, we did
not expect to observe any changes in the language domain of
quality of life with education and after three-month of follow-
up when planning the study. The literature states that nurses’
interventions lead to improvements in daily activities involving
physical functioning such as mobility, self-care, upper
extremity function, return to work, improved psychological
and emotional functions including personality traits,
temperament, thinking, social and familial roles (Kirkevold,
2010; Nir et al., 2004), energy (Westergren, Hallberg, &
Ohlsson, 1999), and had an important role in planning daily life
for patients with visual problems (Cacchione, 2007). The
results of our study demonstrated that nursing interventions
resulted in improvements in all domains of quality of life other
than language in the experimental group compared with the
control group, which was consistent with the literature (Table
3).

The correlation coefficient of quality of life and self-
efficacy increased significantly after the education with the
booklet given to the experimental group between the first and
second visits. Similarly, the correlation coefficient between
self-efficacy and self-care, energy, social roles, upper
extremity function, family roles, mood, personality, thinking,
work/productivity, domains indicate a very strong relationship.
The effect of providing patients with education and a booklet
on vision, mobility and language domains is constant (Table
4). This result supports that nursing interventions and nurses'
training positive impact of quality of life and self-efficacy (Lev
et al., 2001; Robinson-Smith et al., 2000; Robinson-Smith &
Pizzi, 2003).

Multiple regression analysis also demonstrated that the
variability in SSEQ total mean scores independently correlated
with mobility, upper extremity function, language and self-
care. The link connecting SSEQ score variability with those
variables is indefinite in Turkish literature (Table 5). This is the
first study showing the relationships between SSEQ and SS-
QOL score. There are reports in the literature that the positive
relationship between mobility and self efficacy and low self
efficacy negative effect on daily living activities (Korpershoek
et al., 2011). A study with patients who have hemiplegia,
nursing interventions resulted in improvements patients' upper
extremity functions (Kang, 2006). Similarly, high self efficacy
affected to self-care, mobility and language (Kendall et al.,
2007). Hence, it is important to investigate and explain the link
connecting the two scales in further research.

CONCLUSION

Patients’ self-efficacy and quality of life improved
following three months of follow-up in the experimental group.
All domains of quality of life expect the language domain was
improved when compared with the control group.
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When the relationship between quality of life domains
and self-efficacy was examined, it was seen that the mobility,
upper extremity function and self-care domains affected self-
efficacy positively and the language domain affected self-
efficacy negatively.

In conclusion, education and follow-up given to patients
following stroke was effective and favorably affected patients’
self-efficacy and quality of life.

Limitation

Research is limited to only stroke patients.
Discontinuing patient education after three months and not
being able to perform the first and second month follow-up
visits face to face with the patients were the limitations of the
study. In addition, short life expectancy for stroke patients and
high risk of having a second stroke were considered as another
limitation for the study.

Impact statement

Self-efficacy and quality of life affect each other
positively. High self-efficacy and good quality of life is
influential in the recovery of stroke patients. There is a need to
incorporate the educational booklet into the stroke
rehabilitation program by the nurses. In the rehabilitation
program, improvements should be achieved in the relevant
domains of quality of life so that patients’ self-efficacy may be
improved.
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