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Factors Associated with the Frequency of
Doing Domestic Chores After Mild to Moderate Stroke

Kohei Kusuda', Rumi Tanemura’

' Kyoto Min-Iren Asukai Hospital
? Kobe University

Abstract: Background: While many studies research factors that affect Instrumental Activities of Daily Living after
stroke, few studies research factors that affect domestic chores after stroke. This study aims to investigate factors that
affect domestic chores after stroke.

Methods: In this cohort study, 29 stroke patients were followed from the time they entered the rehabilitation ward to
one month after discharge. Participants were included if they had been independently doing domestic chores before
stroke onset and were independently walking inside the hospital after stroke onset. Variables were selected from de-
mographics, physical function, cognitive function, psychological function, and functioning. The Spearman correlation
between the domestic chores score of the Frenchay Activities Index (FAI) after stroke and variables was calculated.
Results: The Timed Up and Go test (» = 0.41, p = 0.03), the Stroke Self-Efficacy Questionnaire (» = 0.54, p <0.01) and
the Functional Independence Measure motor domain (r = 0.57, p < 0.01) were significantly associated with the domes-
tic chores domain of the FAI. Unlike previous studies, cognitive function and depression also didn’t show a statistical
relationship with domestic chores after stroke.

Conclusion: Our results show that stroke patients should improve their self-efficacy to resume domestic chores after
stroke, in addition to physical and cognitive functions. The results are also consistent with previous studies about the
research relationship between self-efficacy and functioning.
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1. Introduction

Stroke is a main cause of mortality [1] and the lead-
ing cause of adult long-term disability in industrialized
countries [2]. Despite the decreasing incidence rate,
better survival rates are expected to lead to increased
prevalence rate and the need for efficient rehabilitation
and healthcare policies for patients with stroke [3].

In describing activities of daily living (ADL) as a
measure of long-term outcome of stroke, it is important
to distinguish between basic ADL (BADL) and instru-
mental ADL (IADL) [4]. BADL are self-maintenance
skills, such as bathing, dressing, and toileting. In this
study, IADL refer to more complex activities, including
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domestic chores, social activities, and gainful work [5].
Because IADL are activities that typically must be
performed by the stroke survivor to continue living in
the community [6], it will be difficult to predict whether
patients can resume IADL or domestic chores while
they are hospitalized. Among IADL, “domestic chores™
is the area where occupational therapy support is needed
for independent living [7]. Walsh et al. [8] found that
two-thirds of stroke survivors need help with domestic
chores up to five years after stroke. Besides, domestic
chores are affected by various factors such as mobility,
cognitive function, family support, and lifestyle [9], and
stroke patients may be unable to resume the domestic
chores that they performed before.

The International Classification of Functioning,
Disability, and Health (ICF) defined preparing meals
and doing housework as domestic chores [10]. Studies
in Japan have defined preparing meals, cleaning, wash-
ing clothes, and shopping as items of domestic chores
because these activities support living [11]. According
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to the Statistics Bureau of Japan 2017 [12], these are the
following characteristics regarding the implementation
time for housework among Japanese individuals; women
spend more time doing housework than men in all ages;
women spend less time doing housework after 65 years
of age, while men spend more time doing housework
after 65 years of age; people living with a partner spend
more time doing housework than people living alone.

There are two types of IADL assessment tool. One
assesses the patient’s ability to perform IADL, e.g., the
Lawton scale, and the other assesses the frequency at
which IADL is performed, e.g., the Frenchay Activities
Index (FAI). We chose FAI as the assessment tool for
IADL and domestic chores as it assesses the frequency
at which patients perform IADL, which provides a
motr correct reflection of daily living than the tool that
assesses the patient’s ability to perform IADL.

IADL generally require higher physical functions,
such as walking abilities [3, 9, 13], balance abilities [13],
cognitive functions such as memory [14], executive
function [9, 15], and psychological function such as
self-efficacy [13, 16]. Conversely, IADL is negatively
affected by paralyzed limb function [17], cognitive dys-
function [15], and depression [15, 18]. As stated, while
several studies analyzed factors that affect IADL after
stroke, only few studies evaluated the factors affecting
domestic chores after stroke. Moreover, these studies
use tools that assess the patient’s ability to perform
IADL, and few studies use the tools that assess the fre-
quency at which patients perform IADL. Therefore, this
study aimed to clarify the factors that affect frequency
of doing domestic chores after stroke. In this study, do-
mestic chores include preparing meals, washing dishes,
washing clothes, cleaning, and shopping.

2 Materials and Methods

2.1 Participants

The dataset utilized in this study was acquired be-
tween 2015 and 2018 from the rehabilitation ward. All
participants were patients with first-time stroke (cerebral
infraction, cerebral hemorrhage, or subarachnoid hem-
orrhage). Other inclusion criteria were as follows: First,
the patients were independent in walking in the hospital.
In the current study, this was defined by an FIM score of
6 or 7 in the walking domain, indicating that participants
were included if they used a stick or orthosis. Second,
they had been independent in domestic chores before
stroke onset. In the current study, this was defined by
FAI score of 15 in the domestic chores domain, indicat-
ing that they had usually done preparing meals, washing
dishes, washing clothes, cleaning, and shopping before
stroke onset. Patients were excluded if they had severe

hyper-brain dysfunction, such as aphasia, apraxia, and
unilateral spatial neglect, or other serious conditions
other than stroke that could affect the study outcome.

All participants underwent a 60—180-min supervised
rehabilitation program daily while they were in the reha-
bilitation ward. The program consisted of physical and
occupational therapies for all participants and speech
therapy if needed. In addition to individual rehabilita-
tion, they underwent walking practice that was tailored
to individual abilities with a nurse or caregiver. After
hospital discharge, they used a home help service or
rehabilitation as needed.

2.2 Procedure

The researcher approached individuals who met the
inclusion criteria during hospitalization and we included
them as the participants. A written informed consent was
obtained from the participants. Demographic data and
clinical characteristics were collected from the medical
records of our hospital. Other outcome measures except
for post-stroke FAI, including the subscale of domestic
chores, were assessed during the hospitalization. The
assessment time of these outcome measures were the
final assessment before they were discharged from
the hospital. Pre-stroke FAI and subscale of domestic
chores were assessed by retrospectively recalling the
performance of domestic chores and other IADL before
stroke onset. Post-stroke FAI and subscale of domestic
chores were assessed by face-to-face interviews at their
residence post discharge (1 month) from the hospital.
Ethical approval was provided by the researchers’ host
university and written consent was obtained from all

participants.

2.3 Outcome measures
2.3.1 Functioning
2.3.1.1 Basic activities of daily living

BADL was assessed using the Functional Indepen-
dence Measure (FIM) [19]. FIM is an 18-item, 7-level
scale that was developed to assess the functional inde-
pendence of patients with neurological impairments.
FIM consists of the motor domain (FIM-M) and cogni-
tive domain (FIM-C). FIM-M includes 13 items related
to ADL, and the total score is 91 points. Moreover,
FIM-C includes § items associated with communication
and socialization.

2.3.1.2 Instrumental activities of daily living

TADL was measured using FAI [20]. It comprises
15 items (preparing meals, washing dishes and clothes,
cleaning, local shopping, heavy housework, social
outings, walking outdoors, active hobby, driving a car/
traveling on bus, outing/car rides, gardening, household
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and/or car maintenance, reading books, gainful work),
and each item was scored from 0 to 3. In the FAI, the
frequency of each activity is assessed; the higher the
frequency of the item, the higher is the score. The FAI
consists of a single summary score, ranging from 0
(inactive) to 45 (highly active). Previous studies showed
that the FAI is a valid, reliable, and sensitive measure
of social activity and IADL in patients with stroke [21,
22]. The FAI was developed to provide information on
the level of activities observed before and after stroke
[21]. Pre- and post-stroke FAI were assessed to show
the levels of premorbid and post-stroke activities. Pre-
stroke FAI and both pre- and post- stroke performance
of domestic chores in the FAI were used as variables.

2.3.1.3 Domestic chores

In this study, we defined preparing meals, washing
dishes, washing clothes, cleaning, and local shopping as
domestic chores in the items of the FAI Preparing meals
and washing clothes are scored three points if performed
most days in a week, and the other items are scored
three points if performed at least weekly.

2.3.2 Demographic data and clinical characteristics of
stroke
Information on sex, age, and number of family
members was obtained as demographic data. For clinical
characteristics of stroke, data on the etiology, stroke
type, and affected hemisphere were collected.

2.3.3 Physical function

Balance ability was assessed using the Berg Bal-
ance Scale (BBS) and Timed Up and Go (TUG) test.
The BBS is a 14-item measure of balance and risk for
falls in older adults through direct observation on a scale
of 0 (inability to complete the task) to 4 (independent
task completion) [23]. The TUG test was developed to
evaluate functional mobility of frail elderly individuals
and measure mobility speed [24]. The participants sat
down in a chair and then were timed with a stopwatch
to determine how quickly they could stand up and walk
3 m, turn a corner, walk back, and sit down again. The
severity of paralysis was assessed using the Stroke
Impairment Assessment Set — motor function (SIAS-M).
The SIAS includes 22 items based on nine types of
dysfunction. Each item could be scored as 3 or 5 points.
SIAS-M includes 5 items that assess abilities of affected
arms and legs, with a total score 25 points.

2.3.4 Cogpnitive function

Attention was assessed using the Trail Making Test
parts A and B (TMT-A and TMT-B, respectively) and
WAIS-III subtest of the symbol digit substitution test
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(SDMT). In TMT-A, the respondent is instructed to con-
nect randomly arranged circles containing numbers from
1 to 25 following the number sequence and perform it as
quickly as possible. The task in TMT-B is similar to that
in TMT-A, but the respondent has to alternate numbers
and letters. In the SDMT, a coding key showed nine
abstract symbols, each paired with a number. Below
the key, a series of symbols were presented, and the
participants were asked to write down the corresponding
numbers as quickly as possible. The number of correct
substitutions in a 120-s interval was used as the score.
Executive function was assessed using the Tower of
Hanoi (TOH) and Behavioral Assessment of the Dysex-
ecutive Syndrome Dysexecutive Questionnaire (BADS-
DEX). The TOH consists of a wooden structure with a
rectangular base with three evenly spaced pegs and sev-
eral wooden discs. BADS-DEX includes a 20-item ques-
tionnaire on executive-type behavioral problems. Each
item is scored on a scale of 0 (not at all) to 4 (always),
and the maximum score is 80 points. The higher the
score, the stronger the trend of dysexecutive function.
Memory was assessed using the Rivermead Behavioral
Memory Test (RBMT). The RBMT is designed to tap
the participant’s memory in performing daily tasks. The
RBMT assesses different types of memory, such as as-
sociative memory, prospective memory, visual memory,
verbal memory, topographic memory, control, and rec-
ognition strategies [25]. RBMT produces a global score
from 0 to 24 points.

2.3.5 Psychological function

Depression was assessed using the self-rated, 15-
item, Geriatric Depression Scale (GDS). The GDS in-
cludes 15 items on depression, asked over several weeks.
Subjects answer each question with “Yes” or “No,” and
scores on the GDS range from 0 to 15. A score < 5
indicates no depression, a score from 5 to 10 indicates
suspected depression, and a score > 10 indicates prob-
able depression. The GDS is a reliable and valid self-
rating depression screening scale for older individuals
and stroke survivors [26]. Self-efficacy was assessed
using the 13-item Stroke Self-Efficacy Questionnaire
(SSEQ). SSEQ was developed by Jones et al. [27]. This
self-report questionnaire comprises 13 items regarding
common functional tasks (e.g., getting comfortable
in bed, walking, and dressing) and self-management
(e.g., coping with frustration of the consequences of
stroke). Subjects answer each question between 0 (not
at all confident) and 10 (extremely confident), and total
scores range from 0 to 130. The SSEQ has face validity,
excellent internal consistency (Cronbach alpha, .90),
and criterion validity with the Falls Efficacy Scale [28]
(Table 1).
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Table 1 List of outcome measures
Demographics Age, Sex, Family
a

Clinical characteristics Stroke type, Affected hemisphere,

severity of paralysis Stroke Impairment Assessment Set (SIAS-M)
Physical function

balance ability Berg Balance Scale (BBS), Timed up and Go Test (TUG)

sleation Trail Making Test A and B (TMT-A and TMT-B)

— Symbol Digit Substitution Test (SDMT)

Cognitive function Tower of Hanoi (ToH),

executive function

Dysexecutive Syndrome Dysexecutive Questionnaire (BADS-DEX) b

memory Revermed Behaviral Memory Test (RBMT)
depression Geriatric Depression Scale-15 (GDS-15)
Pshychological function
self efficacy Stroke Self Efficacy Questionnaire (SSEQ)
ADL Functional Independence Measure (FIM)
Functioning
IADL Frenchay Activities Index (FAI) c

a; collected from the medical records of our hospital, b; assessed during the participants were in the hospital, c; Pre-stroke FAI was
assessed by retrospectively recalling the performance before stroke onset. Post-stroke FAI was assessed by face-to-face interviews in

their home 1 month after discharge from the hospital.

2.4 Statistical analyses

All analyses of data were conducted using R 3-5-0
software. A significance level of .05 was established.

Descriptive statistics were used to describe the de-
mographic data of age, sex, and family. The stroke char-
acteristics included stroke type, affected hemisphere,
score in the National Institute of Health Stroke Scale
(NIHSS) at onset, assessment time from onset, function-
ing, and other outcomes. The post-stroke FAI score of
each item of the domestic chores domain was presented.
To investigate the relationship between post-stroke
scores of domestic chores domain and other variables,
the Spearman’s rank-order correlation was used.

3 Results

Twenty-nine participants were enrolled in this
study. The mean age of participants was 72.5 + 7.8
years, ranging from 57 to 86 years. Seven participants
(24.1%) were male. Moreover, 16 participants (55.2%)
had cerebral infarction, 10 (34.5%) had cerebral hemor-
rhage, and 3 (10.3%) had subarachnoid hemorrhage. The
right hemisphere was affected in 12 participants (41.4%),
while the left hemisphere was affected in 16 participants
(55.2%). The median NIHSS score at stroke onset was
5.5 (3-11.3), and the FIM summary score upon hospital
discharge was 121 (117-123). This indicated that partic-
ipants were mild to moderate stroke survivors, and their
independence rate of ADL was relatively high (Table 2).

The proportion of participants rating themselves at
the highest level of actual participation was 58.6% for

Table 2 Description of demographic data, stroke characteristics and
pre- and post- stroke FAI summary score of participants (n =

29)
Demographic data
Age (years) 725+78
Sex - Male (n) 7 (24.1%)
Family - Living alone (n) 22 (75.9%)
Stroke characteristics
Stroke type - Cerebral Infarction (n) 16 (55.2%)
- Cerebral Hemorrhage (n) 10 (34.5%)
- Subarachnoid Hemorrhage (n) 3(10.3%)
Affected hemisphere - Right (n) 12 (41.4%)
- Left (n) 16 (55.2%)
- Middle (n) 1( 3.4%)
NIHSS score at stroke onset 5.5(3-11.3)
Assessment time from stroke onset (days) 121.6 = 62.3
Functioning
FIM summary score at discharge from the hospital 121 (117-123)
FIM-M score at discharege from the hospital 88 (85-90)
FIM-C score at discharge from the hospital 33 (31-35)
pre-stroke FAI summary score 32(29-34.3)
post-stroke FAI summary score 23 (15.5-27)

Values given as mean + SD for ratio scale and median (Q1-Q3) for
ordinal scale and n (%) for normal data NIHSS, National Institute of
Health Stroke Scale; FIM, Functional Independence Measure; FIM-M,
FIM motor domain; FIM-C, FIM cognitive domain; FAI, Frenchay
Activities Index

preparing meals, 65.5% for local shopping, 69.0% for
cleaning, and 82.8% for washing dishes and clothes. In
contrast, the proportion of participants who never partic-
ipated in these activities was 27.6% for preparing meals,
24.1% for cleaning and local shopping, and 13.8% for
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Table 3 The post-stroke score of each item of the domestic chores domain of the FAI (n = 29)

Median (Q1-Q3): 13 (9-15)

min-max: 015

Never Under once weekly 1-2 times a week Most days
Preparing meals 8 (27.6%) 2 (6.9%) 2 (6.9%) 17 (58.6%)
Washing dishes 4 (13.8%) 0(0.0%) 1(3.4%) 24 (82.8%)

Never 1-2 times in 3months 3-12 times in 3months At least weekly
Washing clothes 4 (13.8%) 1 (3.4%) 0 (0.0%) 24 (82.8%)
Cleaning 7 (24.1%) 2 (6.9%) 0 (0.0%) 20 (69.0%)
Local Shopping 7 (24.1%) 2 (6.9%) 1(3.4%) 19 (65.5%)

Values given as n (%)

washing dishes and clothes (Table 3).

The average SIAS-M score was 22.9 + 4.2. The
FIM-M score was 86.9 + 3.9, and pre-stroke FAI score
was 31.5 + 3.7. The TUG test (r = 0.41, p = 0.03), SSES
(r = 0.54, p < 0.01), and FIM-M (r = 0.57, p < 0.01)
results were significantly associated with the domestic
chores domain of the FAI. The SIAS-M (r = 0.36, p =
0.06), TMT-B (r = —0.34, p = 0.07), TOH (r = 0.35,
p =0.08), BADS-DEX (r =-0.37, p = 0.07), and RBMT
(r = 0.37, p = 0.06) scores had a mild but insignificant
association the domain (|7| > 0.3). Other outcome mea-
sures were not significantly associated with the domestic
chores domain of the FAI (Table 4). Of the 29 partici-
pants, two were missing data for TUG, one for SDMT,
three for ToH, four for BADS-dex, three for RBMT, one
for GDS-15, and one for SSEQ.

4 Discussion

The current study investigated post-stroke frequen-
cy of domestic chores using the FAL By using a criterion
of pre-stroke score of domestic chores domains on FAI
was the maximum. We also investigated the participant’s
demographics, clinical characteristics, physical function,
cognitive function, psychological function, and pre- and
post-stroke functioning and their relationship to the fre-
quency of post-stroke domestic chores. The strengths of
our study are as follows: First, because our participants
had been independent of domestic chores before stroke
onset, we could analyze the impact of stroke on domes-
tic chores purely. Second, it is easy, accurate, or precise
to consider the influence of each factor by focusing on
“domestic chores” in various IADL.

Blomgren et al. [4] investigated IADL in 237 young
and middle-aged stroke survivors using FAI, with the
proportion of participants rating themselves at the high-
est level of actual participation from a low of 43.9% for
preparing meals to a high of 81.9% for local shopping.
Our sample shows a similar trend for preparing meals.

This implies that preparing meals was the most difficult
to resume for patients with stroke in the domestic chores
domain. This is because preparing meals is a complex
activity that needs high cognitive functions, such as ex-
ecutive function [14] and practical balance ability, com-
pared to washing dishes, washing clothes, and cleaning.
Clearly, preparing meals is important for independent
living [29] and an individual’s sense of life satisfaction
[30]. In contrast, washing dishes and washing clothes
were activities that can be resumed after stroke. This im-
plies that interventions for washing dishes and washing
clothes are relatively easy to improve the independence
of domestic chores after stroke.

The median FIM-M score of our sample was 88,
but pre- and post-stroke median FAI scores were 32 and
23, respectively. This indicates that [ADL can decrease
despite full independence in BADL, as measured by the
FIM. In a previous study, Edwards et al. [31] investigat-
ed stroke-related symptoms in patients with mild stroke.
The results showed that, although 95% of participants
had FIM scores of 110, approximately 40% and 35%
reported problems on social integration and household
management, respectively. There are several studies that
showed similar results on ADL and IADL of patients
with stroke [32]. Despite the difference in the assess-
ment tools between this and previous studies, our results
highlight the importance of assessment of IADL in
patients with stroke, particularly those who can perform
ADL independently.

The results of this study showed that the TUG test
(r =-0.41, p < 0.01), SSEQ (r = 0.54, p < 0.01), and
FIM-M (r = 0.57, p < 0.01) scores were significantly
associated with frequency of domestic chores. The
TUG test evaluates gait and balance performance [33].
Because the TUG test can be performed easily, it can be
used as a screening tool for reflecting domestic chores
after stroke. The concept of self-efficacy is described
as the confidence in one’s ability to perform a task or
specific behavior. Thus, the strongest way of influencing
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Table 4 Descriptive statisitics and spearman’s correlation with the domain of domestic chores of FAI after

stroke (n =29)
n average or Median Spearman’s Correlation p-value
Demographics
sex - Male 29 7 (24.1%) 0 1
age 29 72.5(7.8) —0.13 0.49
family - Living Alone 29 22 (75.9%) -0.23 0.22
Physical function
SIAS-M (min-max: 0-25) 29 25 (23-25) 0.36 0.06
BBS (min-max: 0-56) 29 53 (50-55) 0.29 0.13
TUG (second) 27 11.9 (8.4) —0.41 0.03*
Cognitive function
attention
TMT-A (second) 29 193.3 (126.8) —0.22 0.26
TMT-B (second) 29 239.1(129.8) -0.34 0.07
SDMT (min-max: 0-133) 28 39 (32-51) 0.3 0.12
executive function
ToH (min-max: 0-9) 26 4.5 (2-6) 0.35 0.08
BADS-DEX (min-max: 0-80) 25 17 (9-24) -0.37 0.07
memory
RBMT (min-max: 0-24) 26 18 (15-20) 0.37 0.06
Psychological function
GDS-15 (min-max: 0-15) 28 5(3-8) -0.07 0.73
SSEQ (min-max: 0—130) 28 105 (83.3-117) 0.54 <0.01*
Functioning
FIM-M (min-max: 13-91) 29 88 (85-90) 0.57 <0.01*
pre-stroke FAI (min-max: 0-45) 29 32(29-34.3) 0.21 0.28

*p < 0.05. Values given as mean (SD) for ratio scale and median (Q1-Q3) for ordinal scale and n (%) for normal

data

SIAS-M, the Stroke Impairment Assessment Set Motor function; BBS, the Berg Balance Scale; TUG, the Timed
Up and Go test; TMT-A and TMT-B, the Trail-Making Test part A and B; SDMT, the symbol digit substitution
test; ToH, the Tower of Hanoi; BADS-DEX, the Behavioral Assessment of the Dysexecutive Syndrome Dysex-
ecutive Questionnaire; RBMT, the Rivermead Behavioral Memory Test; GDS-15, the self-rated 15-item Geriatric
Depression Scale; SSEQ, the 13-item Stroke Self-Efficacy Questionnaire; FIM-M, the Functional Independence
Measure Motor function; FAI, the Frenchay Activities Index

self-efficacy is a mastery experience through successful
performance of a task [34]. These results imply that
patients with stroke should improve not only physical
or cognitive function but also self-efficacy to resume
domestic chores after stroke. While participants of this
study had a high independence rate of BADL with a
high FIM-M score, it is still significantly correlated with
domestic chores. This suggests that ADL is the basis of
domestic chores, and it is important to evaluate BADL
to reflect IADL.

Blomgren et al. showed that stroke survivors who
are older, men, and living with a partner report low
frequencies of performing IADL using FAI. However,
in our study, age, sex, and living alone were not asso-
ciated with domestic chores. This is possibly because
participants of the current study had been independent
in domestic chores before the onset of stroke compared
to those in other studies. Adjustment for pre-stroke
functioning should provide a better insight into possible

mechanisms for such age and sex differences [35].
Unlike previous studies, cognitive function did not
show a statistical relationship with domestic chores after
stroke. Our study found similar trends with those of
previous studies [36] that executive function or memory,
rather than attention, with the more complex tests
(TMT-B rather than TMT-A) had associations with
domestic chores, while there were no significant associ-
ations between cognitive functions and domestic chores.
In previous studies that examined the patient’s ability to
perform IADL, cognitive assessments were performed in
the acute phase [14, 15] and the pre-morbid performance
of IADL was not considered [14-16]. In the current
study, cognitive assessments were performed in the sub-
acute phase where the pre-morbid frequency at which
patients performed IADL was considered in participants
who were mild to moderate stroke patients and had been
independent of domestic chores before the stroke. For
these reasons, the cognitive function of our participants
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did not affect the frequency of domestic chores strongly.

While most previous studies that examined the pa-
tient’s ability to perform IADL showed a significant rela-
tionship between post-stroke depression and functioning
[15, 18], depression was not related to the frequency at
which patients performed domestic chores in this study.
LeBrasseur et al [18] demonstrated that the GDS score
of chronic stroke participants living in the community
was significantly associated with the management role
domain (the organization and management of socially)
and without the instrumental role domain (the ability to
perform activities in the home and in the community).
The instrumental role domain in their study is similar to
the role of domestic chores in our study. Unlike previous
studies, assessment time of depression and performance
of domestic chores was slightly different in our study.
Besides, our samples showed relatively low median
GDS score of 5 points and the GDS is a dichotomous
measure and was not sufficiently sensitive. Moreover,
we investigated the frequency at which patients perform
domestic chores, while previous studies have investigat-
ed the patient’s ability to perform domestic chores. As
stated, it is possible that depression was not related to
domestic chores in this study.

4.1 Study limitations

The current study has several potential limitations.
Samples were included if they were independent of
walking after stroke and did not have severe hyper-brain
dysfunction. These inclusion criteria resulted in selec-
tion of only patients with mild stroke (FIM-M median
score, 85) without severe hyper-brain dysfunction. The
sample size was relatively small, and the term from the
stroke onset was not consistent. Given the small sample
size, the results from this study provide a preliminary
overview of the relationship between the different pos-
sible factors influencing the frequency at which patients
perform domestic chores. Besides the small sample size
made it difficult to use predictive or multivariate models
for assessing the relationship between the possible fac-
tors for domestic chores and predictive power of those
factors.

Future studies should include more participants and
use predictive or multivariate models to look for factors
predicting the frequency at which patients perform
domestic chores after stroke. Besides, future studies
should collect acute, sub-acute, and chronic phase data
of stroke patients and conduct longitudinal research to
improve the prediction accuracy.

4.2 Conclusion
We found that balance ability, basic ADL, and
self-efficacy were statistically associated with post-
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stroke frequency of domestic chores. Our study extends
these findings to include the domestic chores domain.
Our results imply that stroke patients should improve
not only physical or cognitive function but also self-
efficacy to resume domestic chores.
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