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ABSTRACT 

Background: Rehabilitation after stroke in Uganda is limited due to poor infrastructure, inadequate 

number of professionals and the poor socio-economic situation of the people. A sizeable number of 

patients with moderate or severe stroke are admitted to hospitals for initial care, but the majority do 

not receive rehabilitation. There is a lack of knowledge about the rehabilitation needs of people with 

stroke and the lack of culturally adapted assessment instruments to capture the perceptions of the 

impact of stroke on everyday life among those with stroke.  

The overall aim of this thesis was to build knowledge about rehabilitation needs and develop a 

model for family-centred and mobile phone-supported rehabilitation intervention enabling 

participation in Activities of Daily Living (ADL) - among people with stroke and their families 

living in Uganda. 

Method: This thesis comprises four studies using qualitative (Study III) and quantitative methods 

(Studies I, II, IV). In Study I, the Stroke Impact Scale (SIS) was adapted, translated and validated 

during three phases. The data collection involved 25 participants from three expert committees 

(phase 1), four translators (phase 2) and 95 people with stroke (phase 3). Analysis involved reports 

from expert committees and validation through use of a Rasch model. In Study II, in a cross-

sectional study, data on clinical characteristics was collected from 120 persons with stroke in two 

separate samples; acute/sub-acute sample (n=58), and for the chronic sample data from the adapted 

SIS was collected (n=62). Descriptive statics were used to analyse data. In Study III, eleven people 

with stroke and nine family members were interviewed regarding their experiences of mobile phone 

use. Grounded Theory approach was used in data collection and analysis. In Study IV, a pre-post 

design was used, involving an intervention group (n=13) receiving a mobile phone-supported 

family-centred ADL intervention (F@ceTM) and a control group (n=15). The data was analysed 

using descriptive statistics.  

Results: The SIS 3.0 was culturally adapted and translated into SIS 3.0 Uganda version (Luganda). 

In total, 10 out of 59 (17%) items in the eight domains were changed. The Strength and Memory 

domains had all items showing acceptable goodness of fit to the Rasch model. There were more 

than 5% of person misfits in the domains Participation and Emotion. The domain of Hand function 

had the lowest proportion of person misfits. Reliability coefficient in all domains was ≥0.90, except 

the Emotion domain (0.75) (Study I). Stroke in Uganda affects a young population with a mean age 

of 51years. Patients admitted to Mulago Hospital had more severe strokes. In the chronic sample, 

the SIS 3.0 domains Strength, Hand function and Participation were the most impacted (Study II). 

People with stroke and their family members perceived the mobile phone as a ‘‘life line’’ and 

extension of the body enabling reintegration into community, belonging, connection and agency to 

function in and structure a complex everyday life. The mobile phone could be an important tool to 

improve accessibility and affordability and could be an alternative to basic rehabilitation service 

after stroke in Uganda (Study III). Study IV showed differences regarding perceived self-efficacy 

and occupational performance in favour of the intervention group. The F@ceTM model was feasible 

in the context of Uganda, and the effect of F@ceTM needs to be evaluated in a larger study. (Study 

IV). 

 

Conclusion: People with stroke and their family members face a challenging everyday life due to 

the consequences of stroke and a lack of accessible and affordable rehabilitation interventions. In 

this thesis, knowledge was generated on cultural adaptation of an instrument for use in rehabilitation 

after stroke as well as the feasibility of using a mobile phone-supported family-centred ADL 

intervention for people with stroke. The culturally adapted and validated SIS 3.0 Uganda version is 

a contextually appropriate instrument that will provide valid measures of perceived impact of 

stroke. The findings highlight the fact that mobile phones are vital tools, commonly available to 

people, who can connect clients and families to therapists and thereby promote access to 

rehabilitation interventions. The F@ceTM model was contextually adapted and was based on 

personal preferences of daily occupations to regain independence in everyday life which seemed to 

work with minor technical changes.  
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PROLOGUE 

I was one of the pioneer locally trained occupational therapists in Uganda. Throughout my 

training as student, I did not see other occupational therapist working to see how they were 

professionally practicing Occupational Therapy. During field work placements, we were sent 

to mainly physiotherapy departments with guidelines on how we should achieve the 

objectives of the placement, with a focus on occupation and using the Canadian model of 

Occupational Performance (CMOP) and Model of Human Occupation (MOHO) and the fact 

that we should use client-centeredness in the therapy. Throughout the training and while 

working as an occupational therapist, a lot of questions were asked of me to prove how 

valuable my services as an occupational therapist were, deriving from the culture and 

background of a society that had never heard or seen an occupational therapist before and 

having the medical model embedded in them. In order to evaluate my self-worth in the lives 

of those I served, I adapted a strategy to always reflect on how great a contribution I made to 

my client’s quality of life and how I enabled them. I had my own checklist to each and every 

client I worked on as their therapist, though this checklist was not standardized. I realized that 

there is a lot the client expected of me, guided by a medical model that I was not offering and 

there is a lot that I thought I offered which the client could not see as having value to their 

life. 

During data collection for this thesis research, I met a 65 year-old man with stroke in a 

physiotherapy clinic where I used to collect data. His name was Chris and he had travelled 

about 40 km from his home to this clinic with his 23 year-old son as caregiver/family 

member. He had had a stroke for nine months without attending any rehabilitation services 

after he was discharged from the hospital. His reason for not attending rehabilitation services 

was a lack of knowledge about the value of the service and the distance was far from his 

home as well the cost of hiring the vehicle to visit the rehabilitation clinic. I made an 

appointment with him to collect data for the study that evaluated the mobile phone supported 

family-centred ADL intervention (F@ce TM) after stroke in Uganda. He happened to be in the 

intervention group that would get SMS reminders every day and phone calls twice a week for 

eight weeks from the occupation therapist. When we began the assessment, I gave Chris a T-

shirt to put on. He had never tried dressing himself independently since he had the stroke. 

Chris jiggled with dressing himself in a T-shirt and was successful. He became very excited 

at something he thought he could not perform. He was not able to get out of his house, and all 

his everyday routines were to be bathed, dressed, be given food and remain in the confines of 

his house without moving outside. He had paralysis of his dominant right side with the hand 
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not functional at all, and the right leg was better but could hardly move. During goal setting at 

his home as part of the F@ceTM intervention, Chris identified three goals as “gardening, 

praying the Rosary and washing”. Throughout the eight weeks of F@ceTM intervention, he 

was very active, motivated and had a tremendous improvement in the occupational 

performance of his targets. At follow-up, I was amazed at how much improvement he had 

within eight weeks with F@ceTM intervention. He did not do only gardening in the compound 

as we had agreed, but went further in the shamba with his wife. Although the hand paralysis 

was still a big hindrance to functional performance, he had learned to wash simple clothes. 

Nor did he stop at the targeted goals meant for F@ceTM; he went further and achieved other 

personal goals. Chris and his family members were very excited at his improvement in ADL 

performance. He was now confident to talk to the neighbours and started attending church 

services.  

The big lessons I learned from Chris as an occupational therapist from the above background 

were that the core attribute in recovery after stroke are individual factors (spirituality), 

because right from the beginning Chris had intrinsic motivation to improve his level of ADL 

performance. I also believe that he and his family had tried available medical, spiritual and 

other interventions, but they did not make much difference in this functional abilities. Also, 

having purposeful occupations contributed to Chris’s occupational performance and 

engagement. Chris wanted so much to go to his shamba regardless of his limitations, and he 

made sure that he did what it takes to get there. Occupational performance and engagement 

contributed to Chris’s ability to learn skills of interacting with his environment. After his 

successful encounter with his shamba, Chris was very eager to continue going there and was 

pleased to show his neighbours that he had come back to an acceptable life.   

It is with Chris’s story that I reflect back to the checklist I used make as an occupational 

therapist to gauge the value of my services to the clients. After Chris was discharged home, 

the daily use of “medicines” to bring life back failed to bring the quality of life to him and his 

family members. He did not have peace with himself and consequently with other family 

members, since he was totally dependent on them for ADL. He regained his sense of self-

worth after performing and engaging in occupations of his choice.  
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INTRODUCTION 

The main focus of this thesis is a person whose life has been affected by a stroke and the 

family member who has been directly involved in the care and rehabilitation of their relative 

with stroke. This thesis intends to contribute knowledge about the situation and needs of 

rehabilitation for people with stroke in Uganda. Stroke is ranked the second most common 

cause of death and the leading cause of disability among adults worldwide (1). Data about 

stroke and other non-communicable diseases (NCDs) is scarce in most parts of Africa, 

especially in rural Sub-Saharan Africa. Furthermore, low income countries like Uganda more 

often prioritize infectious diseases, hence less resources are allocated to stroke prevention and 

rehabilitation (2, 3). Consequently, there is a critical gap in epidemiological data, policy 

formulation and political will as regards prevention and control of NCDs including stroke.  

Uganda, like any other low-income countries, has limited rehabilitation services for stroke 

because of too few rehabilitation workers, poor infrastructure, low awareness of stroke 

rehabilitation, poor health support systems and the poor socio- economic situation of the 

people. Although there are few rehabilitation centres offering services for those with stroke 

within Kampala, the capital city, the utilization of rehabilitation services is still low since the 

majority of the Ugandan population (84%) live in rural areas where medical rehabilitation is 

almost non-existent (4).  

CONCEPTUAL FRAMEWORK 

The conceptual framework explains the central theories that supported and informed the 

studies in this thesis. This conceptual framework is grounded in models and theories of 

occupational science and occupational therapy. 

Occupation in relation to health and well-being 

This thesis is about persons who have had a stroke living with their family members in 

Uganda and their participation in daily occupations in everyday life. The following 

definition of occupation has been chosen, as it emphasises on the meaning and value in a 

person’s everyday occupations. Furthermore, it acknowledges the importance of 

environmental and cultural aspects on everyday doing. “Occupation refers to groups of 

activities and tasks of everyday life, named, organized, and given value and meaning by 

individuals and a culture. Occupation is everything people do to occupy themselves, 

including looking after themselves (self-care), enjoying life (leisure), and contributing to 

the social and economic fabric of their communities (productivity)” (CAOT, 1997, pp. 34) 
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To understand persons experiences after stroke and its consequences in the context of 

Uganda, the Canadian Model of Occupational Performance and Engagement (CMOP-E) (5) 

and the Model of Human Occupation (6) have been applied. CMOP-E is characterised by a 

particular focus on the client’s active involvement in the occupational therapy process. In 

CMOP-E, Townsend and Polatajko (5) presented six basic assumptions underpinning the 

model, and proposed that “1) humans are occupational beings; 2) occupation has 

therapeutic potential; 3) occupation affects health and well-being; 4) occupation organizes 

time and brings structure to living; 5) occupation brings meaning to life through the 

combination of cultural and individual influences on the creation of meaning, and, as the 

last assumption, 6) occupations are idiosyncratic” in that the specific occupations that 

someone might engage in will vary from person to person. The environment could involve 

physical, institutional, social and cultural components where it could facilitate and hinder 

occupational performance and engagement in everyday life (5). In this thesis, the cultural 

influences will be remarked on specifically later in the introduction.   

 

The occupational perspective was based on the Model of Human Occupation (MOHO) (6), as 

MOHO seeks to explain how occupation is motivated, patterned and performed. According to 

MOHO (6), many of the activities of human life are taken for granted and are characterized 

by the fact that they provide structure and meaning to people, which is a basic condition for 

life itself. The MOHO emphasizes understanding what people do and the meaning of doing in 

their everyday lives. MOHO is used to explain why problems can arise after stroke, and how 

the impairments as well as the environmental factors involved can interrupt occupational 

performance and participation in everyday life. The MOHO has also integrated a client-

centred perspective and the concept of the lived body (7, 8), which is in line with the 

perspective applied in this thesis. 

Enabling participation   

In occupational therapy, enabling participation in everyday life has been identified as key and 

an overall goal in the field of rehabilitation (9, 10). Enabling refers to “concepts of giving 

power, strengthening, providing with the ability or means to do something and with the 

means to do or be something, and making something possible” (5, 11). The concept of 

participation is defined in various ways in the literature. Participation is seen by Mallinson 

and Hammel (12) as the nexus of what a person can do, wants to do and has the opportunity 

to do and is not prevented from doing. This way of framing participation is in line with how 

participation in daily occupations can be viewed and is therefore used in this thesis. 
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Participation is crucial for all humans and has a positive impact on the health as well as well-

being of those living with disabilities (13, 14). Participation naturally occurs in everyday life 

through daily occupations, though it can be experienced differently among individuals within 

different contexts. There is a strong association between individual interests and 

participation (9) that seems to explain various levels of experiences across all ages. 

However, participation can be affected by what persons do every day, how well they do 

it, how much they enjoy their doing, their age, family, communities, environmental 

supports, and disability (9,15, 16, 17). Previous studies suggest that participation 

restrictions should be understood and measured from the perspective of the individual, 

and that autonomy is seen as being an important requirement for participation, since it is 

related to the rights of individuals with disabilities, their empowerment to decide and to 

have control over themselves and their lives (18, 19). Restrictions to participation may be 

within a person or external to the person at the family and community levels. Therefore, 

participation needs to be evaluated continuously during the rehabilitation process, since 

several personal and environmental factors, including skills and abilities, choice of 

occupation, cultural practices, communication, problem-solving, decision-making etc. 

could be affected.  

This thesis focuses of participation on both the kind and the magnitude of involvement in 

everyday life of people with stroke and their family members in order to acquire life 

experiences, connect with others and build communities, and find a purpose and meaning 

in life (9).  

Daily occupations and participation in everyday life 

Townsend, Polatajko together with colleagues have developed a taxonomy (5), where they 

define and clarify the difference between the concepts of occupation and activity. They frame 

occupation as “an activity or a set of activities that is performed with some consistency and 

regularity that brings structure and is given values and meaning by individuals and a culture.” 

In the same taxonomy, activity is defined as, “a set of tasks with a specific end point or 

outcome that is greater than that of any constituent task.” Furthermore, occupation among 

other things gives meaning to life, through helping individuals to learn from the environment, 

master skills and express their individuality (5). Inability to fully participate in daily 

occupations has been shown to affect the individual functioning in everyday life. The 

concept of functioning in everyday life is used in this thesis, and it is in harmony with that of 

the International Classification of Functioning, Disability and Health (ICF) (13). Functioning 

 

 12 

Participation is crucial for all humans and has a positive impact on the health as well as well-

being of those living with disabilities (13, 14). Participation naturally occurs in everyday life 

through daily occupations, though it can be experienced differently among individuals within 

different contexts. There is a strong association between individual interests and 

participation (9) that seems to explain various levels of experiences across all ages. 

However, participation can be affected by what persons do every day, how well they do 

it, how much they enjoy their doing, their age, family, communities, environmental 

supports, and disability (9,15, 16, 17). Previous studies suggest that participation 

restrictions should be understood and measured from the perspective of the individual, 

and that autonomy is seen as being an important requirement for participation, since it is 

related to the rights of individuals with disabilities, their empowerment to decide and to 

have control over themselves and their lives (18, 19). Restrictions to participation may be 

within a person or external to the person at the family and community levels. Therefore, 

participation needs to be evaluated continuously during the rehabilitation process, since 

several personal and environmental factors, including skills and abilities, choice of 

occupation, cultural practices, communication, problem-solving, decision-making etc. 

could be affected.  

This thesis focuses of participation on both the kind and the magnitude of involvement in 

everyday life of people with stroke and their family members in order to acquire life 

experiences, connect with others and build communities, and find a purpose and meaning 

in life (9).  

Daily occupations and participation in everyday life 

Townsend, Polatajko together with colleagues have developed a taxonomy (5), where they 

define and clarify the difference between the concepts of occupation and activity. They frame 

occupation as “an activity or a set of activities that is performed with some consistency and 

regularity that brings structure and is given values and meaning by individuals and a culture.” 

In the same taxonomy, activity is defined as, “a set of tasks with a specific end point or 

outcome that is greater than that of any constituent task.” Furthermore, occupation among 

other things gives meaning to life, through helping individuals to learn from the environment, 

master skills and express their individuality (5). Inability to fully participate in daily 

occupations has been shown to affect the individual functioning in everyday life. The 

concept of functioning in everyday life is used in this thesis, and it is in harmony with that of 

the International Classification of Functioning, Disability and Health (ICF) (13). Functioning 

14



 

 13 

focuses the attention on the positive facets of the interaction between individuals and their 

contexts in everyday life i.e. participation, activities, body function, contextual factors and 

health conditions (13, 14). 

 

Hence, life conditions may be changed through participation in daily occupations, since the 

occupations dynamically integrate the person with the social world (20). Performing daily 

occupations and enabling supportive contexts may promote the use of self-invented 

strategies to change life conditions and in turn result in improved possibilities of 

recapturing occupations in everyday life (21). Occupational therapy “is the art and science of 

enabling engagement in everyday living, though occupation, of enabling people to perform 

the occupations that foster health and well-being, and of enabling a just and inclusive society 

so that all people may participate to their potential in the daily occupations of life” (5). 

 

Agency has been suggested as being an important feature in the performance of daily 

occupations (22), as it involves choice of what to do and the will and power to perform which 

affect a person’s daily routines (23). This is mirrored in the definition by Aarts et al (24) 

expressed as “the feeling that one causes one’s own actions and their outcomes”. Moreover, 

agency can be viewed as a prerequisite for taking part in various occupations in everyday life.  

Occupations in the Ugandan context 

Occupations is greatly influenced by physical, social, institutional and cultural environmental 

demands. Occupational therapy theorists believe that it is through one’s occupation that 

people experience their world in many different ways (25). Occupations and patterns of 

occupations vary between cultural contexts. In Uganda, a rich diversity of traditions and 

cultural activities shape people’s everyday lives. Since the majority of the population (84%) 

live in rural and remote areas (26) a large proportion of the people practice farming, run small 

retail businesses and make crafts. Nonetheless, a lot of attention is paid to the activities of 

daily living (ADL) in the home environment, since most self-care activities are executed 

manually such as washing clothes, bathing using a basin, keeping compounds clear of weeds 

and grass, and sweeping houses. In high income countries, machines and other technological 

devices are used to accelerate activity completion, thereby allowing more time for other 

activities. However, in Uganda the majority of the people are mostly engaged in productivity 

and self-maintenance occupations that fulfil primary physiological, security and belonging 

needs. Leisure occupations that fulfil part of self-esteem needs and self-actualization occupy 

less of their time and motivation and, may have an effect on occupational balance (27). In this 
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thesis, the influence of culture and traditions on the choice of and demands on performing 

occupations are obvious in all the studies.  

Cultural perspectives 

Culture and context are significant aspects in this thesis, since values and customs learned 

within one´s culture affect the beliefs about health and how it is dealt with (25, 28). In 

Uganda and elsewhere in sub-Saharan Africa, the belief is strong that people relate to nature 

and supernatural beings and that there are essential connections between the individual and 

their ancestors’ (29). It is believed that any of these connections can be a source of a health 

problem or disability. Therefore, people will seek health-related help from what they 

perceive to be the source of their health problems. The strong spiritual tradition that 

characterizes some individuals’ motivation in everyday life is to seek for health and well-

being through visiting religious centres or traditional healers’ shrines. According to Hammell, 

culture describes “the knowledge, beliefs, values, assumptions, perspectives, attitudes, norms, 

and customs that people acquire through membership of a particular society or group” (30).  

Individuals participate and engage in occupations that embed cultural meaning in the form of 

values and habits (31). In MOHO, key dimensions of occupational engagement are 

identified and these include experience of satisfaction/enjoyment with the performance of 

occupations, the capacity to exercise skills in performance, the use of old habits shaping the 

performance, the enactment of a role while performing, the meaning of the performance for 

life, and the feeling of competence in the performance of the occupation (6).  

 

One of the important cultural patterns and values in the context of this thesis is respect for 

old people, the significance of the extended family and the way these influence the health 

and well-being of the people (32). For instance, as the young people respect the old people, 

they must, in return, take care of the younger, give advice and a conducive environment to 

the latter to realize their full potential. The young in return must provide care when the 

elder is sick or has limitations in the performance of their daily occupations. The 

transactional relationship is mutual, and does not encourage independence of the 

individual’s participation in everyday occupations, but rather promotes care and 

interdependence. This however, contradicts the occupational therapy values and belief 

which strives to make individuals maximize functional independence in ADL (7). 

Notwithstanding this, this thesis intended to capture occupationally rooted and context-

relevant perspectives in occupational therapy. Thus, this thesis intentionally adapts the 

relevant contextual elements and concepts as much as possible. 
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Impact of stroke on everyday life 

Stroke is one of the medical conditions classified under the Non-Communicable Diseases 

(NCDs) that are non-infectious and non-transmissible among humans (33). Stroke accounts 

for most NCD deaths, followed by cancers, respiratory diseases and diabetes. Noteworthy is 

the fact that Sub-Saharan Africa has 11% of the world’s population, bearing over 24% of 

global disease burden, but only has 3% of the global health workforce. The increasing burden 

of stroke brings further challenges to a limited and poorly organized and distributed 

health care professional. Stroke is defined as “a clinical syndrome characterized by rapidly 

developing clinical symptoms and / or signs of focal, and at times global (applied to patients 

in deep coma and those with subarachnoid haemorrhage) loss of cerebral function, with 

symptoms lasting more than 24 hours or leading to death, with no apparent cause other than 

that of vascular origin” (34).  

The long-term consequences resulting from stroke are always underestimated and 

misunderstood (35). Stroke does not only result in long-term disability, but it can have a 

potential impact on the patient and their family leading to dependency on others for 

assistance with everyday activities (14, 36, 37). Those people with stroke commonly 

experience physical role alteration, emotional problems, cognitive impairment and reduced 

social interaction in the late phases of stroke (38, 39, 40, 41). The impact of stroke might 

result in participation restriction in various occupational domains such as self-maintenance, 

social relationships, productivity and leisure. Due to impairments and restrictions in 

participations, the person with stroke may require permanent or temporary care and help with 

ADL related to independent living in the home and community (42). The impairments that 

are visible to others may result in stigmatising social experiences and further lead to post-

stroke maladaptation, which is a key barrier to optimal post-stroke outcomes (43). However, 

stroke affects individuals differently, in that some recover completely though others may be 

severely affected leading to death or total dependence and still others may have difficulties in 

resuming a normal level of functioning resulting in a poor quality of life (35). 

The impact of stroke can be viewed from various perspectives which overlap: persons with 

stroke, their families and caregivers, health workers, acute hospitals admissions and policy 

makers (44). This thesis however focuses attention on only those with stroke and their family 

members (caregiver). In most cases, researchers, clinicians and others may focus on the 

visible consequences of stroke, such as a problems with walking, blurry speech and limitation 

in performance of ADL. The accompanied emotional changes might be more disabling, and 

such difficulties are exacerbated by being “hidden” to people around them (17). Furthermore, 
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people’s self-esteem and social identity may be worsened by the stigma associated with the 

new status. Contextually, there is evidence that the stigma felt by those with stroke could 

lead to participation limitation in everyday occupations (17). There is, however, a lack of 

empirical research in the area of stroke and especially concerning the consequences of 

stroke and how they impact everyday life in the Ugandan context.  

Family-centeredness 

The client-centred perspective is a term that emanated from Carl Rogers (45). In 1997 the 

Canadian Association of Occupational Therapists defined client-centred practice as 

collaborative approaches aiming at enabling occupation with clients who may be individuals, 

groups, agencies, governments, corporations or others (CAOT, pp 109).  

In Uganda, the extended family system is interdependent i.e. the state of being dependent 

upon one another, and provides a sense of security and belonging as well as socialising the 

individual into the societal system (46, 47, 48, 49). It is difficult to have an individual 

perspective, since the family needs to been seen as a unit. Previous studies have shown that 

individuals in traditional societies tend to rely on members of their group for support with 

psychological, emotional and socioeconomic issues (50). Family cooperation and 

engagement might be one indicator of successful rehabilitation after stroke, since such 

support mitigates the potential negative physical and emotional health consequences. A 
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clarified their expectations and assisted in their setting realistic targets as well as supporting 

the implantation of targets (52). There is no established definition of family, because how a 

family is seen is constantly changing and extends depending on how people view themselves 

and others in relation to what is commonly referred to as a family. Thus, a definition of 

family is based on structure, relationship and residence (53).  

Providing care is always demanding, due to the complex nature of the consequences and 

limited preparation for caregiving tasks in the families resulting in experiences of adverse 

effects on the stroke survivor’s physical and emotional health, social activities, financial 

situation and spiritual functioning (42, 54, 55). For a successful health outcome among those 
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remain living in the community (57). Due to stroke, family members could suffer from 

depression and anxiety, family tensions and financial problems (58, 59). It is imperative that 

the family members access useful information and advice about the care and rehabilitation of 

a person with stroke and receive skills training, emotional support and regular relief. Lack of 

multidisciplinary models of care seem to increase family members’ burdens. In addition, 

family members’ burdens increase when responsible agencies fail to supply promised aids or 

services, and when there is a lack of support groups for patients and their careers (44, 60). It 

is well-known that members in families support one another and take huge responsibilities for 

care when needed. However, knowledge is lacking regarding the family as a unit in 

connection with taking part in rehabilitation after stroke. 

Complex interventions within rehabilitation 

In this thesis, the Medical Research Council (MRC) (61) recommendations in the guidelines 

for developing and evaluating complex interventions has been used. The term complex 

interventions is widely used in the health care service, in public health practice, and in areas 

of rehabilitation. Complex interventions are often described as interventions that contain 

several interacting components, but they also have other characteristics that the evaluators 

need to consider. What makes an intervention complex is i) the number of interacting 

components within the experimental and control interventions, ii) the number and difficulty 

of the behaviours required by those delivering or receiving the intervention, iii) the number of 

groups or organisational levels targeted by the intervention, and finally iv) the number and 

variability of outcomes as well as the degree of flexibility or tailoring of the intervention 

permitted (61, 62). 

 

With permission from Peter Craig Chief Scientist Officer, the MRC guidance document www.mrc.ac.u/complexinterventionsguidance  
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Developing and evaluating a complex intervention is a process with several phases, but 

might not follow a linear sequence. First, the existing evidence and knowledge gaps in the 

area of research need to be clarified and the theoretical framework outlined. In the next 

phase, these theories are applied to serve as a platform for the development of the new 

intervention. In this thesis, the intervention used in Uganda was modelled from the rationale 

and content of the Swedish client-centred ADL (CADL) intervention (63, 64). The CADL 

intervention was mainly based on a series of qualitative research studies aiming to better 

understand the lived experience of everyday life after stroke by using the client’s lived 

experiences as the starting point for the intervention. Finally, in this thesis, a piloting of the 

test of the newly modelled intervention needed to be done (Study IV) before a full-scale 

evaluation with a Randomised Controlled Trial (RCT) and implementation can be 

conducted.  

The health system and the structure of health care delivery in Uganda 

The health care service delivery in Uganda is regulated by the government and supported by 

the private sector (65). The Ministry of Health is responsible for planning and allocation of 

finances to the health units. The private wings of public hospitals and health care at private 

health facilities are financed by out-of-pocket payments from the patients (65). 

Health care services are delivered at specialized tertiary level by the National Referral 

Hospitals (NRHs), and at a secondary level by Regional Referral Hospitals (RRHs) with 

narrower specialisation. Primary services in communities are provided by health centres or 

Village Health Teams. The health centres are graded between one and four depending on the 

level of care provided. The private health care system is responsible for about half of health 

care service delivery, and private providers include private not-for-profit practitioners, as well 

as practitioners from the private health care and those that practice traditional and 

complementary medicine (65). Furthermore, medical rehabilitation services including 

physiotherapy and occupational therapy are to a large extent provided by private for-profit 

practitioners, but also by NRHs, RRHs and non- governmental organisations.  

Despite the fact that a great percentage of the households (72%) live within a radius of five 

kilometres of a health care facility, limited utilisation of these health facilities has been 

reported. This is related to factors such as a lack of transport to the facilities, poor 

infrastructure, shortage of medicines/medical supplies, human resource shortages attributable 

to low wages, lack of accommodation and incentives for the staff (65). So, even if the 
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majority of the population in Uganda live in rural areas, they may not access basic health care 

since there are no health care financing schemes available to them. 

The relationship between being poor and having access to health care services can be seen as 

part of a larger picture, where poverty hinders accessibility and affordability of basic health 

care. Despite the elimination of user-fees by government, in public health care units the out-

of-pocket costs still are high. Therefore, financial accessibility has persisted in being a 

challenge and cannot be managed for the majority of the population. For those with stroke it 

has been a major challenge to access rehabilitation interventions, since the family must 

provide all the required resources without any assistance from anyone. Women continue to 

face the majority of caregiving responsibilities simultaneously for their children and their 

parents. This intergenerational care places increasing pressure on the home care system that 

women anchor. In order to develop relevant rehabilitation interventions, there is a need to 

understand the cultural context as well as the health and social support systems in Uganda.  

Uganda is a member of United Nations and was among the first countries to develop a 

national development plan according to the Sustainable Development Goals’ (SDGs) agenda 

(66). According to SDGs, health and well-being are central concepts, and Goal 3 is 

particularly dedicated to health and aims to “Ensure healthy lives and promote well-being for 

all at all ages”, but also contributes to and benefits from progress on other goals. Health 

targets are therefore distributed across all goals, and the integrated nature of the SDGs 

provides new legitimacy for addressing the wider determinants of health. The SDGs also 

explicitly include disability and are referenced in multiple parts, specifically in the parts 

related to education, growth and employment, inequality, accessibility of human settlements. 

Uganda has well formulated policies especially about the health care system but these 

policies are seldom implemented for the benefit of the people (67). Implementation of these 

policies is needed and also subsequently evaluated in the area of rehabilitation after stroke. 

Rehabilitation after stroke 

In order to develop a relevant intervention for persons with stroke, there is a need to 

understand how effective rehabilitation services should be organised. In 2001, WHO 

described rehabilitation after stroke as a health procedure that “aims to facilitate people with 

stroke who are likely to experience disability to attain optimal functioning in interaction with 

the environment” (68). In other words, it is an umbrella term for several services aimed at 

aiding people with disabilities to improve their physical, psychosocial, and vocational 

potential to alleviate physiological and environmental limitations (69). After stroke, several 
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aspects influence how an individual experiences a life-course disruption. Recovery after 

stroke is often a long and demanding process. However, the stroke rehabilitation programme 

remains an essential component in the recovery, and it is recommended that it should start as 

early as possible to avoid potential complications (70). There are studies that recommend an 

ADL-oriented approach in rehabilitation after stroke rather than a theory-based, impairment-

oriented approach (71). In Scandinavia it is recommended to stay in a stroke unit rather than 

on a general medical ward during the hospital stay to make a good recovery (72). 

Recommended effective rehabilitation interventions after stroke are built on evidence 

obtained for groups with various impairments, on isolated variables, identified as significant 

for recovery. Various approaches may be used in rehabilitation after stroke which may not 

reverse the effects of a stroke, but may help the person to learn strategies to re-establish their 

confidence and abilities (38). The ability to perform daily occupations is often used as a 

measure of functioning after stroke (70). There are, however, no existing clinical guidelines 

for rehabilitation of people with stroke in Uganda. 

A client-centred rehabilitation has been recommended for use in rehabilitation after stroke 

(73) since it empowers the clients to be active and fulfil their vital life goals, as well as 

achieving an optimal degree of social well-being and functioning (74, 75). Family 

cooperation and involvement in the rehabilitation after stroke has been recommended since it 

alleviates potential negative physical and health consequences (49) and the family-centred 

perspective will be used in this research.  

Mobile Technology and Health Systems Strengthening 

In this thesis, mobile phone technology was explored to establish whether it could be an 

affordable and accessible alternative to rehabilitation services after stroke in Uganda. The 

shortages of health care professionals, lack of resources, inadequate knowledge about the 

value of rehabilitation and poor social economic situation of the people hinder the 

performance of health workers. The Ugandan health system faces far-fetched challenges in 

responding to the needs of the population since the majority (84%) of the population lives in 

rural areas (76). However, new ways of providing health care services including 

rehabilitation might create a sustainable solution to tackle part of these problems. Mobile 

phones have been rapidly integrated into everyday life in East African countries (76). In 

2016, there were 420 million unique mobile subscribers in sub-Saharan Africa with a 

penetration rate of 43%, and it is expected to reach a penetration rate of 74% by 2020 (77). In 

this thesis, mobile phones were considered as a part of information and communication 
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technology (ICT) as being “forms of technology that are used to transmit, process, store, 

create, display, share or exchange information by electronic means”(UNESCO)(78).  

The integration of ICT and specifically the use of mobile phones into the daily lives of 

individuals is growing worldwide. The enormous variety of smartphone and tablet 

applications could be used in new innovative ways to support peoples’ everyday lives 

through activities such as communication, gaming and reading newspapers, thus leading to a 

rapidly increasing societal demand for ICT use (79).  

The potential of using different ICT solutions among stroke survivors is supported by 

previous studies (80, 81, 82). For example, some studies conducted in high-income settings 

suggest that ICT can be used as a tool for communication between health care professionals 

and clients in home care, promoting self-care and improving the performance of ADL for 

people with stroke. Therefore, the use of ICT in health care services is seen as having the 

potential to increase accessibility and continuity in service delivery, and can be considered as 

a means of strengthening the health system (83). However, to ensure the efficiency and 

sustainability of ICT based services, these should be integrated into the local context with 

consideration (83). Hence, conducting research in this area was motivated by the knowledge 

gap related to the needed actions, processes and resources enabling a successful integration of 

mobile phone-based health services in Uganda. 

Mobile-phone use in rehabilitation 

In this thesis, the ICT technology used was mobile phones. A mobile phone can be 

understood as a basic simple telephone that one can carry and use to make 

or receive calls wherever you are. After observing that almost every adult person in Uganda 

carried one or two mobile phones and most of the time people were using them to 

communicate with each other, it qualified the assumption that they could be a good 

alternative to use in rehabilitation after stroke in Uganda. Other studies have indicated that 

tele- rehabilitation can provide an equally effective means for rehabilitation compared to 

conventional rehabilitation methods, or can be used as complementary services (84). The 

term ‘tele rehabilitation’ refers to any ICT-supported rehabilitation services provided for 

people in their homes or other environments due to long distances to health care facilities (85, 

86). Furthermore, until today no literature is available on studies of the use of tele 

rehabilitation in stroke care in low-income settings such as Uganda.  
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Mobile phone technology provides both the capacity and an attractive media option to 

support family-centred home-based occupational therapy intervention. The client with 

mobility restrictions, economic challenges and long distances away from occupational 

therapists, can access the rehabilitation interventions at an affordable cost (87, 88). Mobile 

phone devices have the most extraordinary feature and capability to communicate and 

transfer information between both literate and illiterate individuals. This technology has 

accessed a significant proportion of the general public due to the fact that mobile phones 

are cheap to buy and operate. One of the previous studies (89) has showed that mobile 

phone users shared their mobile phones with others who did not have one, hence extending 

their health and connection-related benefits even farther (89). Increasingly, people have 

mobile phones on as a way to assure that they can be safe and secure (90). Mobile phones 

are also handy from the healthcare service provider’s perspective, since they have the 

capacity to distribute multimedia communication and information for feedback to individuals. 

However, to ensure the efficiency and sustainability of mobile-based services within 

rehabilitation, they should be integrated into the local context with consideration (76). 

RATIONALE FOR THIS THESIS  

Non-communicable diseases are increasing in sub-Saharan Africa, of which stroke accounts 

for most deaths. The Ugandan health care system does not prioritize the rehabilitation of 

NCDs. There is a lack of research on stroke rehabilitation and specifically a lack of 

knowledge among rehabilitation practitioners as well as among the families that are affected 

by a stroke. Furthermore, there is a lack of information on the incidence and prevalence of 

stroke and clinical guidelines. Resources in rehabilitation staffing and health care resources in 

general are scarce, which implies a need for developing affordable and available tools already 

embedded in people’s everyday lives. 

 

Research in high-income countries has shown that intervention focusing on ADL is effective, 

but also that the interventions used should be goal-directed and occupation-based built on an 

individual’s own perspectives of what is important to them. In guidelines world-wide, it is 

recommended to begin rehabilitation early, and there is need of rehabilitation even in the long 

term. It is also known that in the cultural context of Africa the family perspective is 

pronounced and the family is involved in the care. Furthermore, the region of Sub-Saharan 

Africa is the fastest growing mobile phone market in the world. The coverage of the mobile 

phone network is extending continuously throughout the whole of Sub-Saharan Africa, and a 
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potential exists for the delivery of health care and rehabilitation interventions by using mobile 

phones.  

 

Accordingly, in this cultural context, there is a knowledge gap regarding the impact of stroke, 

the needs of rehabilitation interventions and how such services should best be organised in 

Uganda in order to meet the needs of those with stroke and their family members. 

Additionally, there is a lack of culturally adapted assessment instruments to assess the impact 

of stroke in the Ugandan context. What is more, knowledge is needed on how mobile-phones, 

as already in use in the majority of families, can be used as a tool in rehabilitation. Moreover, 

there is a need to know whether a client-centred ADL-intervention developed in Sweden can 

be adapted to and be viable in the Ugandan context.  

 

AIMS  

The general aim of this thesis was to build knowledge of the rehabilitation needs and 

develop a model for family-centred and mobile phone supported rehabilitation intervention, 

enabling participation in Activities of Daily Living (ADL) among people with stroke and 

their families living in Uganda. 

The specific aims were 

To culturally adapt the SIS 3.0, translate the SIS 3.0 Uganda version into Luganda, and 

determine the psychometric properties for each domain scale of the culturally adapted SIS 3.0 

Uganda (in English and Luganda) on a small scale. (Study I) 

 

To explore and describe the clinical characteristics and functioning during the acute/subacute 

phase and the chronic phase as well as the impact of stroke on everyday life during the 

chronic phase in stroke survivors in central Uganda. (Study II) 
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potential exists for the delivery of health care and rehabilitation interventions by using mobile 

phones.  
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Uganda in order to meet the needs of those with stroke and their family members. 

Additionally, there is a lack of culturally adapted assessment instruments to assess the impact 

of stroke in the Ugandan context. What is more, knowledge is needed on how mobile-phones, 

as already in use in the majority of families, can be used as a tool in rehabilitation. Moreover, 

there is a need to know whether a client-centred ADL-intervention developed in Sweden can 

be adapted to and be viable in the Ugandan context.  

 

AIMS  

The general aim of this thesis was to build knowledge of the rehabilitation needs and 

develop a model for family-centred and mobile phone supported rehabilitation intervention, 

enabling participation in Activities of Daily Living (ADL) among people with stroke and 

their families living in Uganda. 

The specific aims were 
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determine the psychometric properties for each domain scale of the culturally adapted SIS 3.0 
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phase and the chronic phase as well as the impact of stroke on everyday life during the 

chronic phase in stroke survivors in central Uganda. (Study II) 

 

To describe the experiences and meaning of using mobile phones in everyday life after stroke 
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To evaluate the feasibility of: i) a mobile phone supported family-centred intervention 

(F@ceTM), and ii) the study design for evaluating the effects of the intervention on the 

perceived impact of stroke, perceived participation in everyday life, and self-efficacy in 

everyday activities among persons with stroke and their families in Uganda. (Study IV) 
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METHODS 

STUDY DESIGN 
The research focus in this thesis was, using both qualitative and quantitative methods, to 

develop a rehabilitation intervention for people living with the consequences of stroke in 

Uganda. Therefore, there was a need first to culturally adapt and evaluate SIS 3.0 

instruments in Study I. The instrument was then used to explore the impact of stroke on 

everyday life (Study II). In order to develop a culturally relevant rehabilitation intervention, 

the experiences of the people with stroke and of family members using a mobile phone was 

explored in Study III. The knowledge was further used in Study IV to develop a family-

centred and mobile phone-supported ADL intervention for people living with the 

consequences of stroke and evaluated. An overview of the studies and methods used is 

given in Table 1.  

Table 1. Overview of the studies included in this thesis 

 Study I Study II Study III Study IV 
Design Cross-sectional  Cross-sectional 

descriptive 

Qualitative 

Grounded theory  

 

Controlled pre-post  

Participants N = 95 N =120 N = 20 N= 30 

Data collection   Reports and notes 

from expert 

committees 

Face-face-

interview with self-

reported instrument 

In-depth interviews 

and observation  

Face-face-interview 

with self-reported 

instrument 

 

Analysis Descriptive 

summaries, 

translator reports, 

and Rasch model 

Descriptive 

statistics 

Constant 

comparative 

Grounded Theory 

Descriptive 

statistics  

Mann-Whitney U-

test 

Study context Admission facility, 

Rehabilitation 

facility, 

Participants home 

Admission facility, 

rehabilitation 

facility, 

participants’ home 

Participants home Admission facility, 

Rehabilitation 

facility, Participants 

home 

Focus  Cultural adaptation, 

translation and 

validation 

Clinical 

characteristics and 

perceived impact 

of stroke 

Experiences of 

mobile phone use 

by people with 

stroke and their 

family members 

Feasibility of study 

design and of 

mobile phone- 

supported 

rehabilitation after 

stroke 

 

PARTICIPANTS 

The different study groups are presented in Table 2. 
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Table 2 Overview of the participants’ characteristics in this thesis. 

Variable  Persons with stroke 

 Study I Study II Study III Study IV 

Participants 

with stroke n = 95 n =120 n = 11 n= 28 

Sex 

Male/Female 45/53 51/69 6/5 7/21 

Age, years 

Mean, (range) 52.4 (16 – 75) 50.0 (16 –75)                47.9 (25 – 75) 

                                  

60.0 (38 – 75) 

Recruitment 

sites 

1) Mulago National 

Referral Hospital 

neurology ward 

 2) Mulago 

physiotherapy 

outpatient clinic  

3) Stroke 

rehabilitation centre 

4) Participants’ homes   

1,2,3 same as Study 

1  

Participants’ homes   1, 2, 3 same as Study 1 

 

4) Nagulu Hospital 

outpatient clinic  

5) Participants’ homes 

Inclusion 

criteria 

1) Stroke diagnosis 

recorded in medical 

records confirmed by 

computed 

tomography (CT) 

scan or clinical 

assessment  

2) Absence of 

psychiatric diagnosis 

and symptoms 

identifiable in the 

medical notes  

3) <75 years of age 

4) Ability to express 

self in English or 

Luganda 

5) Living in Kampala 

and surrounding areas 

< 40 km  

6) Needed assistance 

in at least two ADLs 

evaluated by Barthel 

index 

1, 2, 3, 4, 5  

same as Study I   

  

6) Admitted to the 

neurology ward, 

receiving treatment 

for acute stroke 

sample 

 

7) 3 months since 

onset, but less than 

3 years post stroke 

for the chronic 

sample 

1, 2, 3, 4, 5, 6,  

same as Study I   

 

7) More than 2 months 

and less than 3 years 

post-stroke  

 

8) Used and owned a 

mobile phone before 

and after stroke 

 

9) Ugandan citizen 

  

1,2,4,5  

same as Study I  

 

3) >18 years of age 

  

6) Access to and ability 

to use a mobile phone  

  

7) Modified Rankin 

Scale score 2–4 

Other participants 
Other 

participants 

OT-students n= 15  

OT teachers n=4 

OT clinicians n=10 

Translators n=4 

(expert groups) 

 Family members n=9 Family members n=17 

Male/female 23/6 NA 1/8 4/13 

Inclusion 

criteria 

OT-students in the OT 

program,  

OT teachers in the OT 

programme 

Senior OT clinicians  

Professional 

translators   

NA 1) Primary significant 

other living with the 

person with stroke. 

2) Ability to 

understand and 

respond to instructions 

in English or Luganda.  

3) Used and owned a 

mobile phone  

Same as in study III 

NA= not applicable 
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The participants in studies I-IV 

In this thesis, all four studies involved participants with stroke. The sample sizes and 

characteristics are shown in Table 2. However, all participants in Study III were part of 

Study I, and the acute/subacute sample of Study II was selected from study I. All those 

people with stroke in the different studies were recruited from different health units. The 

people with stroke were asked to identify a family member, e.g. a close relative, to 

participate in Study III and IV. All those who were considered and subsequently 

participated in the studies were first asked whether they would like to be involved. Upon 

accepting they were informed verbally and in writing concerning their participation. The 

inclusion criteria for other participants (without stroke) is shown in Table 2 above. 

Planning and modelling the intervention in Study IV  

The planning and modelling of the intervention used in Study IV followed the MRC 

guidelines (61). The process was initiated by a focus group interview with occupational 

therapists (OTs) and physiotherapists in 2014, which explored the possibility of using mobile 

phones for rehabilitation in the Ugandan context. The different steps in the modelling process 

are shown in Figure 1.  

A subsequent series of meetings and workshops for modelling the components from a 

Swedish client-centred activity in the daily living intervention (CADL) (63, 91) model took 

place both in Sweden and Uganda with researchers, OTs and information communication 

technology (ICT) technicians. The intervention was tailored to local concepts, preferences, 

and expressions in order to achieve a good fit with existing practices and values, e.g. family-

centred intervention, cost-free, use of participants’ own ordinary phones, easily accessible, 

low cost, and likely to be sustainable. Thereafter, the local OTs who were to deliver the 

mobile phone supported family-centred ADL intervention (F@ceTM) participated in a 

preparation of eight half days. In the workshops, the OTs discussed and reflected on the 

theory underpinning the intervention together with the three of the researchers, the study 

procedure and the technical modalities of the intervention in relation to the local context.   
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Figure 1. Timeline of modelling and conducting the intervention   

 

 

 

 

 

 

 

  

 

 

 

 

 

 

  

 

•  

•  

Step 1 April Modelled the F@ce
TM

 intervention 

in Stockholm based on data from two Swedish 

cohort qualitative studies   

 

Step 2 April Researchers modelled the F@ceTM 

into the Uganda context first version 

 

Step 3 May Swedish and Ugandan researchers 

held a meeting with the ICT specialists at 

Stockholm University (SU) confirming the 

applicability of F@ce
TM

 in Uganda 

•  

Step 4 September A three-day workshop was 

held in Uganda, involving all the participating 

researchers and five OTs 

 

Step 5 October and November The two Swedish 

researchers conducted five meetings with ICT 

specialists at Stockholm University 

 

 

 

 

 

 
Step 6 February 

Swedish and Ugandan 

researchers plus five 

OTs attended a 

workshop in Kampala, 

Uganda. Tested an 

SMS application 

installed on a tablet 

(ODK collect 

application)  

  

Step7 March The 

Ugandan researcher 

and the trained OTs 

started the intervention 

in Uganda 

 

 

 

 
Step 8 February 

Swedish researchers 

conducted a follow-up 

meeting in Uganda with 

the OTs   

 

Step 9 March The 

Ugandan researcher 

conducted the follow-up 

assessment of the last 

participant  

2015 2016 2017 
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The F@ceTM intervention 

The matrix below defines the term F@ceTM and shows how the step-by-step process of the 

mobile phone-supported family-centred intervention was conducted in Uganda for the 

intervention group (IG). The superscript TM means the trade mark for the model that was 

designed by the research group. 

Figure 2: The Matrix showing the F@ceTM Intervention  

 

 

Ordinary rehabilitation  

The control group (CG) in Study IV did not receive text messages (SMS) and phone calls, but 

received ordinary rehabilitation available in the society.  
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DATA COLLECTION 

The data collection in the four studies took place at different periods as indicated in Figure 3 

and the different recruitment sites are given in Table 2. 

 Figure 3. Data collection timelines  

Study I

March –
December 2011 

Study III

November2012–
December 2013

Study II

Sept 2013- April 
2015

Study I 

August 2014 –
March 2015

Study IV

March 2016-

March 2017

 

Data collection – Study I, II and IV 

In Studies I, II and IV face to face interviews were conducted using developed protocols 

including self -reported instruments (see Table 3). The data collection involving people with 

stroke in Studies I, II and IV used the SIS 3.0 Uganda version that was validated in Study I.  

Study I employed three different phases. Phase One (cultural adaptation) focused on the 

cultural adaptation of SIS 3.0 through instrument review by three different expert committees 

which explored the relationship between the target instrument and the underlying concepts 

(92). The notes made by each committee formed the basis for data collection.  

Phase Two involved the forward–backward translation of SIS 3.0-into the SIS 3.0 Uganda 

version. This phase involved four translators, two who carried out the translation from 

English to Luganda and then two translators who carried out the back translation from 

Luganda to English. The translation reports formed the basis for data collection. The 

instrument was pretested by interviewing five people with stroke so as to determine the 

clarity of the item wording.  

Phase Three (psychometric measurement) involved administering the culturally adapted SIS 

3.0 Uganda (in English and Luganda). 

In Study IV, data collection was performed after screening of plausible participants using 

the Modified Rankin Scale (mRS). Data collection was carried out during a home visit one 

week after meeting the participant at the physiotherapy clinic, or two months after, if the 

participants were first met in the acute neurology ward. Names and mobile phone numbers 
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of participants were made anonymous by assigning them codes. The instruments used in 

Study IV were installed on a tablet in an application called Open Data Kit collect (ODK) 

(https://opendatakit.org/about/full). 

  

Interviews with persons with stroke and family members in Study III 

In Study III, data was collected by using a semi-structured interview guide including open-

ended questions. The interviews were conducted in both English and Luganda in the 

participants’ homes and lasted for 45 minutes to 90 minutes. All interviews were recorded 

digitally and transcribed verbatim. The interview questions focused on how the participants 

experienced the use of mobile phones in their daily life. The participants were asked to 

describe, as concretely and in as much detail as possible, their experiences of using a mobile 

phone during a typical day after stroke. Field notes were taken immediately after the 

interviews and served as the basis for the upcoming interview used in the data analysis (93, 

94). 

Instruments  

Data was collected at baseline and follow-up by instruments validated for people with stroke that 

included: Scandinavian Stroke Scale (SSS), Barthel index (BI), The Stroke Impact Scale 3.0 

(SIS), Canadian Occupational Performance Model (COPM), Self-efficacy scale, and 

Occupational Gaps Questionnaire (OGQ).  

Table 3 An overview of instruments applied in Studies I, II and IV 

Instrument  Study I Study II Study IV 

Modified Rankin Scale (mRS)   x 

Scandinavian Stroke Scale (SSS) x x x 

Canadian Occupational Performance Measure (COPM)   x 

Self- efficacy scale    x 

Stroke Impact Scale (SIS) x x x 

Barthel Index (BI)  x x 

Occupational Gaps Questionnaire (OGQ)   x 

 

Modified Rankin scale (mRS) was used to assess the participation level of those people with 

stroke in order to qualify them for inclusion in Study IV. The mRS assesses the participant’s 

level of disability and dependency in ADL after stroke. The mRs levels= 0) no symptoms, 1) 

no significant disability, despite symptoms  – able to perform all usual duties and activities, 

2) slight disability – unable to perform all previous activities, but able to look after own 

affairs without assistance, 3) moderate disability – requires some help, but able to walk 

without assistance, 4) moderately severe disability – unable to walk without assistance and 
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unable to attend to own bodily needs without assistance, 5) severe disability – bedridden, 

incontinent, and requires constant nursing care and attention, 6) dead.  

Scandinavian Stroke Scale (SSS) was used to collect clinical characteristics, assess 

neurological impairment and define stroke severity in Samples I, II and IV. SSS is used to a 

great extent in clinical trials and has been shown to have high inter-observer reliability (0.93) 

and high concurrent validity (0.94–0.98) especially when performed face-to-face (95). The 

SSS scores range from 0 to 58 points, where 0 is severe and 58 is the total score (96).  

Canadian Occupational Performance Measure (COPM) was used a primary outcome in 

Study IV and measures performance and satisfaction in self-care, productivity and leisure 

from the client’s perspective, using a scale of 1 – 10. COPM relies on the clients being able to 

identify their own areas of difficulty (10). The client is asked 1) to rate performance of the 

specified activities using a 1 to 10 scale, and 2) to score their satisfaction with that 

performance using the same scale. Weighted scores of the chosen activities are added 

separately for performance and satisfaction in order to generate two summative scores. The 

summative scores are then divided by the number of rated activities so as to provide COPM 

scores that can be used to compare performance and satisfaction over time. A change of two 

points in the score is seen as a clinically significant change (97). 

Self-efficacy scale was used as primary outcome in Study IV. Self-efficacy is based on social 

cognitive theory Bandura (98, 99), and evaluates the individuals’ belief in his/ her capability 

to perform activities to realise a desired result. The theory of self-efficacy suggests that the 

stronger person´s efficacy expectations, the more probable it is that they will initiate and 

continue with given activities. To complete the self-efficacy measure, participants were 

instructed to rate how confident they felt about performing each of the 16 everyday activities 
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Uganda version also comprises a stroke recovery-scale on which the client is asked to 

indicate how much they have recovered from 0 (not recovered at all) to 100 (fully recovered); 
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the higher the score, the lower the perceived impact of stroke, i.e. fewer problems in everyday 

life. 

Barthel index (BI) was used in Study II and as a secondary outcome in Study IV. BI assesses 

the level of dependence in ADL in study II and IV (102). The BI has a high level of reliability 

and validity when used with samples of people with stroke (35). The BI has been shown to be 

sensitive enough to detect when someone starts to need assistance, which is of great clinical 

relevance (103). Each item in BI is given a score of 0, 5, 10 or 15, and the item scores are 

summarised to give a range of scores from 0 (totally dependent) to 100 (totally independent). 

ADL abilities were evaluated by identifying the total score of BI and then classified into three 

categories; Independent (91–100), with help (60–90) and dependent (≤59).  

Occupational Gaps Questionnaire Ugandan version (OGQ-U) (104) was a secondary 

outcome in Study IV. OGQ is a self-reported questionnaire measure of the extent an 

individual performs activities they want to perform, and the extent the same individual does 

not perform activities they do not want to perform. It is used to gather information about and 

understand the client’s situation with respect to daily occupations. There were two questions 

connected to each activity. The questions were “Do you perform the activity now”? and “Do 

you want to perform the activity now”? If someone responded “yes” or “no” to both of these 

questions, then there were no occupational gaps, but if the response was “yes” to one of the 

questions and “no” to the other, this was considered to be an occupational gap (15).  

DATA ANALYSIS 

Analyses in Studies I, II and IV. 

Adaptation and translation process of SIS 

Study I involved cultural adaptation and translation of SIS 3.0 into SIS 3.0 Uganda (both 

English and Luganda versions) with permission from Mapi Research Trust, and followed the 

recommended procedure for cross-culture adaptation of self-report measures (105). In Phase 

One, the comparisons were guided by the four principles: experiential equivalent (do the 

words used capture an experience of daily life in the target culture?), conceptual equivalence 

(some words hold different meanings between cultures), semantic equivalence (do the words 

mean the same thing?) and idiomatic equivalence (words that are difficult to translate require 

an item with a similar meaning) (105).   

In Phase Two, the reports from translators with the main components were analysed under 

the themes semantic experiential, idiomatic, and grammatical use of words. Furthermore, the 

SIS 3.0 Uganda version-Luganda was checked for spelling errors. The evaluations from the 
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pre-tested instrument were discussed in order to ensure the expressions and their cultural 

relevance were valid.  

In Phase Three the adapted and translated SIS 3.0 Uganda versions were tested statistically, 

described as followed. 

Statistical Analyses 

Descriptive statistics were used to describe the samples regarding demographic and clinical 

characteristics, functioning and perceived impact of stroke in Studies I, II and IV. 

In Study IV, the calculated differences in scores between baseline and follow-up were 

compared using Mann-Whitney U-test for the ordinal data. The significant level in Study IV 

was P< 0.05, and the analyses were conducted using the Statistical Package for the Social 

Sciences (SPSS).  

 

A Rasch analysis was used in Study I (Phase Three) to test whether the items in the adapted 

and translated SIS 3.0 Uganda version could generate valid measures of the various 

constructs. A Rasch analysis converts the raw item scores from the SIS 3.0 Uganda version 

into equal-interval measures or logits (log-odds probability units) using the WINSTEPS 

software program (version 3.69.1.16). In the Rasch analysis the rating scale functioning, 

internal scale validity and unidimensionality, person response validity, differential item 

functioning (DIF) and person separation index were evaluated for each construct.  

 

In order to meet the essential criteria for the measurement scale, each category average 

measures must advance monotonically for each set of observations and the outfit mean 

square (MnSq) values for each step category should also be less than 2.0 (106).  

Person response validity and internal scale validity were investigated in the dataset using 

the person and item goodness-of-fit statistics and infit MnSq values >1.4 logits. Then the 

associated standardized z ⩾ 2.0 values (107) was a criterion for not demonstrating the 

acceptable goodness of fit. Usually, 5% is acceptable if the persons and items by chance do 

not show the acceptable goodness of fit (108). Further, the scale validity was tested using a 

principal component analysis (PCA) of the residuals (109) and the set criteria for variance 

explained in each of the domain categories were set to 60%.  

 

The stability of the item response patterns in the SIS 3.0 Uganda version considering 

gender, age, civil status, level of education, side of the affected body, and previous work 

status were also assessed. To check for threats to validity, where an item can function 
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differently for certain groups, differential item function (DIF) analyses were performed 

using Mantel–Haenszel for the polytomous test in the WINSTEPS program at a level of 

significance (p < 0.01) (109). Then a criterion for the person-separation reliability index 

was set to ≥ 1.5 to measure the domain that would clinically separate the sample into two or 

more different strata, for instance, lower and higher levels of perceived impact of stroke 

(110). An equivalent measure of Cronbach's alpha using the WINSTEPS program is 

computed which indicates the reliability of the scale. A criterion was set to exceed 0.80 of 

the reliability coefficient.  

Analysis of the interviews in Study III 

Study III followed the guidelines provided by Charmaz (111). All the interviews were 

transcribed verbatim and carefully read line by line, after which analysis followed the 

guideline for the constant comparative method. In this method, concepts and incidences are 

analysed simultaneously. Continuous memo writing was carried out throughout the analysis 

that generated categories. When performing the initial coding, questions, memos of 

reflections, and ideas that emerged during the analysis were written as they occurred. 

Concepts and incidences were analysed in order to gain knowledge of the experiences of how 

persons with stroke used mobile phones in their everyday life after stroke. During the period 

of analysis, categories and memos were discussed amongst the authors in order to improve 

resonance (111).    

RESULTS 

CULTURAL ADAPTATION AND PSYCHOMETRIC EVALUATION OF STROKE 
IMPACT SCALE 3.0 UGANDA VERSION   
                                                                                  
In Study I, cultural adaptation of four of the domains – Strength, Memory and Thinking 

Emotion and Communication were evaluated as having relevant word expressions in the 

Ugandan context. Some items in the domains Participation, Mobility, Hand function and 

ADL/IADL needed to be altered in order to have relevant meanings. Seventeen percent (10 

out of 59) items needed to be culturally adapted.  

The Rasch analysis of the rating scale properties of SIS 3.0 Uganda version indicated good 

rating scale functioning overall except Emotion domain where only 51.5% of its total 

variance in the sample was explained by the first dimension demonstrating an outfit MnSq 

value exceeding 2.0. The analysis of internal scale validity revealed that all items in the 

Strength, Memory and Thinking domains demonstrated acceptable goodness-of-fit but the 

other six domains included at least one item not showing acceptable goodness-of-fit. In total, 
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eight out of 59 items showed misfit to the Rasch model (13.6%). When the items 

demonstrating misfit were deleted from each domain the results of the Principal Component 

Analysis (PCA) were supporting unidimensionality for all domains except for the Emotion 

domain. For the Emotion domain only 51.5% of the total variance with in the sample was 

explained by the first dimension, indicating that unidimensionality for this domain can be 

questioned. For the person response validity, more than 5% persons were demonstrating 

misfit in the domains Participation and Emotion while Communication, Mobility, and Hand 

function domains had the lowest proportions of person misfit. There were also one item in the 

ADL/IADL domain and one item in the Participation domain that demonstrated significant 

differential item functioning (DIF); “dress the top part of the body” demonstrating a DIF in 

relation to body side affected and “limited in social activities” demonstrated DIF in relation to 

marital status. There were no items demonstrating DIF between the different SIS 3.0 Uganda 

language versions across the domains. 

The person-separation index of the domains of Strength, ADL/IADL, Mobility, Hand 

function, and Participation were all above 1.5 indicating that they could separate the sample 

into two or more groups. The domain Emotion had a person separation index of 1.43; 

meaning that it was not able to separate the sample into more than one group. The reliability 

coefficient in the Emotion domain was below the set criterion of 0.80 (0.75) but in all other 

domains the coefficient was equal or higher than 0.90.  

In conclusion, even though findings were mixed, the psychometric evaluation showed that 

SIS 3.0 Uganda version has overall acceptable validity that could measure the perceived 

impact of stroke in Uganda. However, more studies with larger samples are required for 

further adaptation and improvement of the SIS in this context. 

CLINICAL CHARACTERISTICS AND PERCEIVED IMPACT OF STROKE IN 

UGANDA 

In Study II, the clinical characteristics were described in an acute/subacute sample (time since 

stroke onset 2 days to 3 weeks) and a chronic sample (3 months-3 years since onset). The 

mean age of the acute/subacute sample (n=58) was 49 years; 81% had moderate or severe 

stroke and 88% were dependent in ADL. The mean age of the chronic sample (n=62) was 53 

years; 58% had mild stroke and 27% were dependent in ADL.  

 

The SIS 3.0 Uganda version was used to evaluate the perceived impact of stroke in the 

chronic sample in Study II. The Strength, Participation and Hand function were the most 
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impacted domains with mean scores of 44.7, 36.5 and 28.8 respectively. The Hand function 

had the lowest median domain score of 10, indicating problems in everyday occupations. The 

mean scores in Communication and Memory and Thinking were higher, 84.4 and 85.1 

respectively, indicating fewer problems. The self-reported Stroke recovery ranged from 40 to 

90, with a median of 60.  

MOBILE PHONE AS AN ENABLER OF PARTICIPATION IN EVERYDAY LIFE 

In Study III, the experience and meaning of using mobile phones in everyday life after stroke 

was explored and described. The findings supported the mobile phone as a valuable device 

that could enable participation in occupations in everyday life after stroke for someone with 

stroke and their family members. The mobile phone was described as a lifeline that extended 

the body, enabled connection, belonging and agency to act in a complex everyday life 

situation. In the cultural context of the study, belonging is an important facet of quality of life, 

and the mobile phone seemed to facilitate connections with friends and family members. The 

mobile phone was referred to as a “close friend”, and without it ‘‘life would be difficult’’, 

meaning that mobile phones played a crucial role in people’s everyday lives. 

 

Mobile phones enabled persons with stroke to structure their daily routines and ADLs and 

facilitated their economic well-being, since they were perceived by other family members as 

being able persons. Reintegration into community living of persons with stroke was 

facilitated by the mobile phone, as it gave them confidence and reassurance that they could be 

reasonably independent. Mobile phones promoted agency to take part in everyday 

occupations as in leisure and social activities and feelings of control for persons with stroke 

and their family members in their everyday life.   

THE OUTCOMES OF MOBILE PHONES IN REHABILITATION AFTER STROKE 

In Study IV, the feasibility of a mobile phone supported family-centred ADL-intervention 

F@ceTM was evaluated. The feasibility of the methodology of conducting this new 

intervention after stroke in Uganda was found to be viable, although problems of receiving 

and sending text messages were experienced by the majority of the participants. The consent 

rate was good, as well as the interest in receiving the intervention.  

 

The perceived impact of stroke was assessed in the intervention group (n=13) and control 

group (n=15) by using SIS 3.0 Uganda version at baseline and at eight weeks later. The 

domain Hand function and Participation were the most impacted domains; with mean scores 

in IG 5.4 and 12.7 respectively, and for CG 10.7 and 19.8 respectively. The domain scores in 

 

 36 

impacted domains with mean scores of 44.7, 36.5 and 28.8 respectively. The Hand function 

had the lowest median domain score of 10, indicating problems in everyday occupations. The 

mean scores in Communication and Memory and Thinking were higher, 84.4 and 85.1 

respectively, indicating fewer problems. The self-reported Stroke recovery ranged from 40 to 

90, with a median of 60.  

MOBILE PHONE AS AN ENABLER OF PARTICIPATION IN EVERYDAY LIFE 

In Study III, the experience and meaning of using mobile phones in everyday life after stroke 

was explored and described. The findings supported the mobile phone as a valuable device 

that could enable participation in occupations in everyday life after stroke for someone with 

stroke and their family members. The mobile phone was described as a lifeline that extended 

the body, enabled connection, belonging and agency to act in a complex everyday life 

situation. In the cultural context of the study, belonging is an important facet of quality of life, 

and the mobile phone seemed to facilitate connections with friends and family members. The 

mobile phone was referred to as a “close friend”, and without it ‘‘life would be difficult’’, 

meaning that mobile phones played a crucial role in people’s everyday lives. 

 

Mobile phones enabled persons with stroke to structure their daily routines and ADLs and 

facilitated their economic well-being, since they were perceived by other family members as 

being able persons. Reintegration into community living of persons with stroke was 

facilitated by the mobile phone, as it gave them confidence and reassurance that they could be 

reasonably independent. Mobile phones promoted agency to take part in everyday 

occupations as in leisure and social activities and feelings of control for persons with stroke 

and their family members in their everyday life.   

THE OUTCOMES OF MOBILE PHONES IN REHABILITATION AFTER STROKE 

In Study IV, the feasibility of a mobile phone supported family-centred ADL-intervention 

F@ceTM was evaluated. The feasibility of the methodology of conducting this new 

intervention after stroke in Uganda was found to be viable, although problems of receiving 

and sending text messages were experienced by the majority of the participants. The consent 

rate was good, as well as the interest in receiving the intervention.  

 

The perceived impact of stroke was assessed in the intervention group (n=13) and control 

group (n=15) by using SIS 3.0 Uganda version at baseline and at eight weeks later. The 

domain Hand function and Participation were the most impacted domains; with mean scores 

in IG 5.4 and 12.7 respectively, and for CG 10.7 and 19.8 respectively. The domain scores in 

38



 

 37 

Memory and Thinking and Communication were the least impacted, with mean scores of IG 

69.5 and 71.2 respectively, and CG 81.4 and 88.6 respectively.  

 

The perceived participation was assessed by COPM performance and satisfaction 

components and Self-efficacy. The results of the COPM performance component showed a 

significant difference between the IG and the CG in changes overtime between the baseline 

and the follow-up (p=0.050). The COPM satisfaction component did not show significant 

difference between the IG and the CG in changes overtime between the baseline and the 

follow-up (p=0.12). Ten out of 13 participants in the IG showed a two-point clinically 

significant improvement in performance compared to seven out of 15 in the CG.  The 

satisfaction component of the COPM showed that nine participants in the IG that had a two-

point clinically significant improvement compared to five participants in the CG. The Figure 

4 shows the difference in COPM performance and satisfaction components between the IG 

and CG at baseline and after 8 weeks follow-up.  

 

The Self-efficacy scale as a measure of perceived confidence in performing everyday 

occupations showed a significant difference between the IG and the CG in changes overtime 

between the baseline and the follow-up (P=0.038) in favour of IG. The Figure 5 shows the 

differences of confidence in performance in targeted occupations between the IG and CG at 

baseline and after 8 weeks follow-up 

 

The OGQ and BI were used as secondary outcome measures in Study IV. Neither OGQ nor 

BI showed significant differences in outcomes between the IG and CG (p= 0.39) and 

(p=0.06) overtime, but the participants showed consistent improvements in gaps and ADL 

performance respectively after eight weeks of intervention.  
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Figure 4 showing COPM Performance component and Satisfaction component in the two 

groups 

 

   

 

Figure 5 showing the difference in Self efficacy between the IG and CG 

 

  

  

GENERAL DISCUSSION  

There is limited knowledge on how post-stroke rehabilitation can be organized in Uganda, 

and there are limited resources for rehabilitation. Public transport is not reliable; the homes of 

people with stroke are not easily accessible, and rehabilitation specialists are scarce. The 

studies in this thesis are the first to be conducted of the impact of stroke in the Ugandan 

context.  
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In this section, the results of the empirical studies will be discussed in relation to the 

conceptual framework based in occupational therapy. The general discussion will cover the 

results regarding instrument adaptation and validation, the clinical characteristics of stroke, 

the perceived impact of stroke and perceived participation in everyday life, the perceived 

meaning and experience of using mobile phones in everyday life after stroke and how 

participation in everyday life can be enhanced after stroke by the use of the mobile phone-

supported family-centred intervention (F@ce TM). The discussion will cover barriers to 

rehabilitation as well as a justification for developing F@ce TM and what implications the 

findings of this thesis may have for future research and the improvement of rehabilitation 

services in Uganda.  

  

This section will be discussed under the following sub headings: participation in daily 

occupations in the cultural context of Uganda; challenges in everyday life and rehabilitation 

needs after stroke; the mobile phone as a tool to facilitate rehabilitation; family-centeredness 

as a therapeutic component for rehabilitation interventions; evaluation of complex 

interventions, the intervention process; the future horizon of rehabilitation in Uganda and 

future studies for developing rehabilitation after stroke in Uganda, as well as methodological 

considerations. 

PARTICIPATION IN DAILY OCCUPATIONS IN THE UGANDAN CULTURAL 

CONTEXT  

This thesis has generated new knowledge regarding participation in everyday life in the 

context of Uganda. In order to describe everyday life as perceived by people with stroke, 

there was a need to find an instrument to use for the different studies but also to be used in 

the health care and rehabilitation. The SIS 3.0 instrument is commonly used in stroke 

rehabilitation and has been culturally adapted into different international contexts. The 

results in Study I showed the cultural relevance of the adapted items in the domains of 

Participation, Mobility, Hand function, and ADL/IADL that required revision. When 

viewing these items, e.g. activities, from a contextual viewpoint, the expressions were 

changed to relevant contextual equivalent meanings. By viewing these items e.g. activities, 

the expressions were changed to relevant contextual equivalent meanings (experiential, 

conceptual, idiomatic and semantic (112). It complies with another study from Nigeria 

where they also needed to change expressions used for the objects used in everyday life/for 

more culturally acceptable linguistic equivalents similar to the concepts and meaning to the 
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original objects (113). Overall, 10 of 59 (17%) items in the eight domains were culturally 

adapted from the original SIS 3.0 into a SIS 3.0 Uganda version that was used in Studies II 

and IV in this thesis.  

 

In the context of Uganda, the daily occupations are carried out differently compared to how 

they are carried out in high- and middle-income countries where everyday technology, 

machines such as vacuum cleaners, washing machines and other household equipment, are 

used to facilitate occupations. In Uganda, however, people use sweepers made out of sticks 

to sweep rough compounds, and in most of the households, people use their hands to wash 

their clothes, wash the dishes, and use containers to carry water from the well, which gives 

support to the importance of cultural adaptation of the assessment instrument to fit the 

context (101). Furthermore, Study IV showed that people with stroke set targets for their 

rehabilitation activities that were relevant to them in the cultural context in which they were 

performing. The majority of the targets in daily activities chosen by those with stroke were 

categorised and related to productivity and self-care, and were formulated based on a 

traditional way of performing them guided by values and everyday experiences such as 

sorting beans or rice, sweeping, gardening, peeling bananas, reciting the Rosary during 

prayers, singing, dressing, washing clothes and bathing. Few targets were leisure, which 

could be an indication that that most people in this context carry out activities that fulfil 

primary physiological needs rather than the needs of self-esteem and self-actualisation (27). 

The target activities were performed with regularity to improve participation in their 

everyday lives, and the findings suggest that the participants became engaged and followed 

the intervention programme that they participated in, developing targets to improve their 

participation in everyday life. This is in accordance with theories and models within 

occupational therapy (5, 6). 

 

According to the Model of Human Occupation (MOHO), participating in occupations and 

routines is the choice of the individual and depends on diverse occupational settings (6). In 

line with MOHO the occupational therapists involved in Study IV enabled the individuals to 

participate in meaningful activities of their daily life through collaboration. The point of 

departure for the intervention was that people with stroke were motivated to engage in 

activities that were relevant to them, thereby enabling agency, a feeling that one was 

responsible for their actions and outcomes. According to the MOHO, participation is 

influenced by one’s motivation, habits, performance capacity and context. The findings from 

Study IV regarding the choice of activities and how the participants implemented the 
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intervention is in accordance with MOHO and confirms that occupations occur in a complex 

and multi-layered environment. 

CHALLENGES IN EVERYDAY LIFE AND REHABILITATION NEEDS AFTER 

STROKE 

According to WHO (1) “70% of strokes and 87% of both stroke-related deaths and disability-

adjusted life years occur in low- and middle-income countries”. Relatively young people are 

affected by stroke, which was also found of this thesis. The reasons for stroke at younger 

ages, higher rates of haemorrhagic subtypes and higher case fatality, are unknown (3). The 

majority of the people with stroke in the acute/sub-acute sample (Study II) had moderate or 

severe neurological impairment, indicating that this group was more likely to seek medical 

attention and be admitted to Mulago Hospital in Kampala. 

 

The findings from Study II showed that Strength, Hand function and Participation were the 

most affected domains; this could have been that, since most daily occupations in the context 

of Uganda, are performed manually and require more physical strength, hand impairment was 

interpreted and perceived as having a significant impact on daily life for people with stroke. 

Hand function has been proven to account for 32% of the single most important indicators of 

global recovery after stroke among people <65 years, one year after stroke (114).  

 

In Studies II and IV, the greatest perceived impact of stroke was shown in the domains of 

Strength, Participation and Hand function compared to previous studies (115, 35). That might 

be due to the dependency of a good hand function as the main facilitator of participating and 

making everyday life and work in Uganda, as shown in a study from Rwanda (116). It seems 

as if most daily occupations in low-income countries require more motor function/strength 

for their accomplishment than in high-income countries. However, the results should be 

interpreted with caution, since the participants in the chronic sample in Study II were mainly 

recruited at physiotherapy units which might have prioritized motor dysfunction.  

 

Furthermore, the results from Study II have shown that perceived impact of stroke is high in 

Africa compared to high-income countries. Stroke was more severe in the acute sample than 

in stroke units in high-income contexts, which has been reported by (117). In addition, most 

available knowledge concerning the effects of rehabilitation interventions are based on 

research carried out in high-income countries, and there are no current interventions that have 

proved effective across cultures. Rehabilitation intervention after stroke is a complex process 
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comprising various interacting components. Therefore, there is a need of more knowledge 

on the impact of stroke in order to develop guidelines for stroke care in Uganda, including 

rehabilitation interventions that are feasible in the Ugandan health care context both in rural 

and urban areas. 

Studies II, III and IV described the impact of stroke on communities in Uganda and that 

stroke seems to affect adults in their most productive age, affect poor communities, pushing 

individuals and households further into poverty, presenting long-term psychosocial 

challenges. The findings give support to the current demands for rehabilitation services, 

which are partly due to inadequate numbers of rehabilitation professionals such as OTs and 

physiotherapists.  

Rehabilitation of people with stroke in the Ugandan context falls under Community Based 

Rehabilitation (CBR). CBR is a strategy within general community development for the 

rehabilitation, equalisation of opportunities and social inclusion of all people with disability 

(118). CBR is implemented through the combined efforts of people with disabilities 

themselves, their families, organisations and communities, and the relevant governmental and 

non-governmental health, education, vocational, social and other services (118). Using the 

principles of CBR to work with the community might be one way to improve the 

rehabilitation services in Uganda. In Study IV it proved effective to work in peoples’ home 

environments.  

Research has shown that the experience of having a stroke is associated with limited 

participation in ADL activities (15) and those activities such as communication, interaction 

and socializing with friends could improve participation. In the context of high- and middle-

income countries, Lawler et al. showed that the efficacy of rehabilitation interventions is 

moulded by the quality of the social connectedness among all of the social actors in 

rehabilitation (119). This supports the idea of implementing the family-centred approach that 

is adopted in this thesis so as to reflect the collaborative relationship aimed at promoting 

participation in everyday life after stroke.  

MOBILE PHONES AS A TOOL TO FACILITATE REHABILITATION 

Research has shown that mobile phones have become valuable tools in health care 

interventions, since they can produce detailed and personalised data that can be used to 

strengthen health in the areas of prevention, diagnostics, treatment or rehabilitation and 

among persons who are socially excluded in society (120). The findings from Studies III and 

IV have generated new knowledge about how mobile phones could be used to facilitate 
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rehabilitation in low-income countries. The result from Study IV gave support to the mobile 

phone supported family-centred intervention that might resolve the problems of accessibility 

and affordability of rehabilitation by people/families living with the consequences of stroke. 

 

The results from Study III indicated that mobile phones could be used as a tool to enable 

participation and agency to participate in everyday life after stroke, since the participants 

seemed to be empowered by the mobile phones to participate in everyday life. This is in 

line with Masterson Creber et al. (121), who showed that empowering a person with stroke 

using a mobile phone to manage their disability may nurture both purposeful participation 

in goal attainment and self-management of the disability (122). Previous studies have 

shown that mobile phones can provide support to people with low incomes who may not 

have the opportunity to access face-to -face therapists due to rehabilitation costs or 

insufficient incomes (123, 124).  

 

The findings in Study III indicated that the mobile phone promoted communication, which 

was expressed as vital in the interactions between people, and hence aided social participation 

of both people with stroke and their family members. The mobile phone was found to be a 

lifeline and an extension of the body enabling connection, belonging and agency to act in a 

complex everyday life situation. It has previously been said that people after stroke 

incorporate familiar objects and activities in their everyday lives (125). When objects are 

incorporated as an extension of the body (8), as, for example, mobile phones in the context of 

Uganda, they are taken for granted in everyday life. The findings in Study III indicated that 

the mobile phones were incorporated and taken for granted in everyday life among the people 

with stroke, which give support to the possibilities of using mobile phones in the 

rehabilitation after stroke in Uganda. Therefore, mobile usage was associated with strong 

incentives that could facilitate the recovery process. Due to the perceived attractiveness of 

using mobile phones in everyday life after stroke, the participants seemed to be inspired to 

use different functions e.g. the calendar to organise their time, the camera to take pictures to 

remember important things, the reminders from others via text messages, which are also 

described in several studies from the high income countries (123). The mobile phone has 

been said to be easy to incorporate into everyday habits and routines both at home and 

outside the home (123). 

 

Stroke often leads to limitations in interaction, and the mobile phone seemed to have re-

connected people with stroke back to the social world. This is also described in a study 
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from Sweden (126), where family and friends kept in touch more frequently through phone 

calls and text messages after the stroke. The possibility of maintaining a constant 

connection with friends and relatives was facilitated by mobile phones, which in turn 

improved their sense of belonging (123). According to what Hammel stated “belonging is 

positively correlated with human well-being, is valued by the majority of the world’s 

people, and informs the meanings attributed to and derived from the occupations of 

culturally diverse people. If occupational therapy is to address meaningful occupations, 

attention should be paid to occupations concerned with belonging, connecting, and 

contributing to others”. Previous research has identified the importance of belonging to 

person’s well-being and has also provided evidence-based support for an occupation as a 

medium for expressing and achieving a sense of belonging and connectedness (125). 

Activities related to people’s interaction and connection with friends and relatives could, 

therefore, be useful in rehabilitation interventions in order to enhance the sense of 

belonging (127). 

  

Research has shown that mobile phone use within health-care settings promotes participation 

by facilitating self-initiated behaviours, self-management and equality in communication, 

since it endorses agency and doing in everyday life (71). For example, the mobile phone 

seems to have improved motivation and engagement when people with stroke first 

communicate using a mobile after stroke and take pictures to remind them of past events. In 

Study III, the mobile phones improved motivation for engagement in life activities of the 

people with stroke and enabled agency (i.e. a feeling that one was responsible for one’s own 

actions and outcomes). The people with stroke discovered their own abilities and limitations 

through communication, and the immediate feedback they received gave them hope and 

courage to engage in daily living activities. They used their mobile phone as a tool to 

influence their actions in everyday life and engage in family role expectations. 

  

In Study IV, the mobile phones sent text message reminders as a part of the intervention to 

the participants to perform the target activities. The feedback through phone calls the OTs 

made to the participants with stroke were useful and acted as facilitators to engagement in the 

target activities. The monitoring of the occupational performance with the SMS seemed to 

increase participation in everyday occupations after stroke. The phone calls increased the 

clients’ desires to participate in their own health management and gave them the feeling that 

they were not neglected but were being taken good care of. These findings are supported by 

previous research (128, 129). The findings in Study IV also seemed to create the possibility 
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of dialogue between therapists and people with stroke or family members about appropriate 

therapeutic activities to be performed outside the rehabilitation unit. The feedback seemed to 

be an important facilitator of the process of change, which is supported by Lopez and 

colleagues (130) who studied the daily phone reminders in the form of test messages, which 

may have promoted the significant positive outcome in self-efficacy in the intervention 

group. Previous studies have shown that text messaging via mobile phones can overcome 

barriers in rehabilitation, and reminder messages are widely accepted and effective where the 

population is literate (120). Earlier research, summarised in a literature review (131), has 

shown that mobile phones can facilitate occupational performance, health and wellness, 

adaptation, prevention, and quality of life (123,131). The findings in this thesis can serve as a 

point of departure for the integration of mobile phones and, based on the results from Study 

IV, the intervention can be feasible in the context of Uganda. 

FAMILY-CENTREDNESS AS A THERAPEUTIC COMPONENT FOR 
REHABILITATION INTERVENTIONS.  

The family-centred approach used in this thesis was a preferred approach based on contextual 

tradition (6) and was adopted in Study III during data collection and Study IV during the 

intervention process. The family members were involved in the care and supported the client 

during the rehabilitation intervention.  

Carl Rogers (45) showed that, in order to understand and comprehend human nature, it is 

important to consider people’s perceptions and feelings and how they experience their 

phenomenological world. Therefore, in order to understand the phenomenon of everyday life 

of the people with stroke in Uganda, it was important to involve family members in the 

intervention processes. Family-centeredness emanated from observed patterns of behaviour in 

a caring relationship between the client and family members, and it was an approach to 

practice generated by therapists in Uganda to guide their clinical work. Previous studies have 

shown that psychosocial and emotional support, provided by both rehabilitation teams and 

those from the environment, to patients with long-term illness promoted participation (132) in 

occupations after stroke. The family-targeted activities involving the family helped to define 

family relationships and their well-being, which is in line with what Lawlor and Mattingly 

proposed about engaging the family (119). It seemed important to involve the occupational 

therapist in the families’ everyday life and situation after stroke. This was needed because the 

members of the family could not provide the intervention strategies necessary for the 

intervention but were able to choose activities they needed and that required attention, and 

similar findings have also been reported by Lawlor and Mattingly (119). However, studies 

conducted in Nigeria and India have shown that social support which is deeply rooted in 

 

 45 

of dialogue between therapists and people with stroke or family members about appropriate 

therapeutic activities to be performed outside the rehabilitation unit. The feedback seemed to 

be an important facilitator of the process of change, which is supported by Lopez and 

colleagues (130) who studied the daily phone reminders in the form of test messages, which 

may have promoted the significant positive outcome in self-efficacy in the intervention 

group. Previous studies have shown that text messaging via mobile phones can overcome 

barriers in rehabilitation, and reminder messages are widely accepted and effective where the 

population is literate (120). Earlier research, summarised in a literature review (131), has 

shown that mobile phones can facilitate occupational performance, health and wellness, 

adaptation, prevention, and quality of life (123,131). The findings in this thesis can serve as a 

point of departure for the integration of mobile phones and, based on the results from Study 

IV, the intervention can be feasible in the context of Uganda. 

FAMILY-CENTREDNESS AS A THERAPEUTIC COMPONENT FOR 
REHABILITATION INTERVENTIONS.  

The family-centred approach used in this thesis was a preferred approach based on contextual 

tradition (6) and was adopted in Study III during data collection and Study IV during the 

intervention process. The family members were involved in the care and supported the client 

during the rehabilitation intervention.  

Carl Rogers (45) showed that, in order to understand and comprehend human nature, it is 

important to consider people’s perceptions and feelings and how they experience their 

phenomenological world. Therefore, in order to understand the phenomenon of everyday life 

of the people with stroke in Uganda, it was important to involve family members in the 

intervention processes. Family-centeredness emanated from observed patterns of behaviour in 

a caring relationship between the client and family members, and it was an approach to 

practice generated by therapists in Uganda to guide their clinical work. Previous studies have 

shown that psychosocial and emotional support, provided by both rehabilitation teams and 

those from the environment, to patients with long-term illness promoted participation (132) in 

occupations after stroke. The family-targeted activities involving the family helped to define 

family relationships and their well-being, which is in line with what Lawlor and Mattingly 

proposed about engaging the family (119). It seemed important to involve the occupational 

therapist in the families’ everyday life and situation after stroke. This was needed because the 

members of the family could not provide the intervention strategies necessary for the 

intervention but were able to choose activities they needed and that required attention, and 

similar findings have also been reported by Lawlor and Mattingly (119). However, studies 

conducted in Nigeria and India have shown that social support which is deeply rooted in 

47



 

 46 

culture of strong kinship ties, communal living,  did not influence participation positively, 

and consequently did not enhance good quality of life after stroke (133, 134). 

In the Ugandan culture, participation in social life promoted belonging and it is the 

responsibility of family members to provide that interaction. Different environmental factors 

such as physical and social environment may significantly influence participation among 

people with stroke. Social support has been shown to positively influence participation (133), 

and in Study IV the intervention goals set by the family members together with the client 

were achieved by their combined effort.  

 

The family-centred perspective in the intervention was important because stroke does not 

only affect the patient, but also the whole family and other extended family members in 

Uganda. Therefore, coping strategies, emotional reactions, social and community support and 

participation become issues not just for the person affected by the stroke, but the whole 

family. In order to understand the person with stroke, it was important to involve the whole 

family since Ugandan society is structured based on the extended family. The approach of 

family-centeredness in Uganda seem to be the appropriate way to reach people with stroke 

and to deliver relevant intervention to the community. 

EVALUATION OF COMPLEX INTERVENTIONS – THE INTERVENTION 

PROCESS                                                                                                                                                       

This thesis tried as closely as possible to follow the guidelines of MRC (135) since the goal 

was to develop a complex intervention that could be used within rehabilitation after stroke. 

Occupational therapy interventions are complex and can be characterized by; “the number of 

interacting components; the number and difficulty of behaviours required by those delivering 

or receiving the intervention; the number of groups or organizational levels targeted by the 

intervention; the number and variability of outcomes; and the degree of flexibility or if 

tailoring of the intervention permitted”. However, Craig et al. (61), recommends that the 

outcomes based on the perspectives of the user (individual, family or community) are crucial 

in the evaluation of complex intervention. Therefore, the analyses may be more or less 

valuable to different types of user, since some users may want to know about the process and 

others the outcome and some others may want to know about both the outcomes and the 

process (136). 

 

Study IV was a feasibility trial of a mobile phone supported family-centre ADL 

intervention, and was done as a prototype of the CADL model that was previously 
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implemented in Sweden (58). Before starting the trial, a logic model was drawn up 

detailing the process and the content of the model (62). The model contained training 

workshops, regular meetings, client assessments and support from researchers, conducting 

follow-up phone calls, SMS, writing logbooks. Findings from the feasibility study (Study 

IV) showed that the content of the intervention was delivered as planned. However, the 

findings also indicated that context played a major role when implementing interventions, 

which is in line with previous research (61, 62, 136, 137). 

 

The most important contextual mediator in this project seemed to be the supportive working 

culture of the family members and this was made to conform with the MRC guidelines of 

tailoring the intervention to the local circumstances (135). However, there were contextual 

barriers that might have affected the process and the outcomes (136, 137) that were related 

to technical problems as well as the people with stroke and their family members’ lack of 

adherence to the intervention provided.  

 

Findings from this thesis are in agreement with earlier research (123, 124) showing the 

potential benefits of using a mobile phone as an appropriate alternative to traditional 

rehabilitation services in order provide accessible services to the client who is at some 

distance from health units. This approach allows services to occur where the client lives, if 

that is needed or desired. This is in line with several other researchers (123, 124) showing 

that, through the context, the level of adaptation is challenging the intervention and seems 

to have had a great deal of integrity defined by outcomes rather than technical issues (138). 

The mobile phones have removed barriers by reducing travel and have provided access to 

rehabilitation. 

 

The problem-solving strategy used in the intervention has been described earlier (139, 140) 

and it enhances self-monitoring of performance demands, self-observation and self-

evaluation. The rehabilitation intervention used in this thesis when applying the problem-

solving strategy “target-plan-perform-prove” seems to promote self-discovery and adaptation 

in performing activities. Complex interventions argue that “the greater the difficulty in 

defining precisely what exactly are the ‘active ingredients’ of an intervention and how they 

relate to each other, the greater the likelihood that you are dealing with a complex 

intervention” (137). 
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THE FUTURE HORIZON OF REHABILITATION IN UGANDA  

This thesis within the field of occupational therapy was the first step in the long journey of 

developing rehabilitation interventions for stroke survivors in Uganda. The empirical findings 

from this thesis contribute new knowledge that can be utilized in occupational therapy as well 

as in stroke rehabilitation in Uganda. Occupational therapy in Uganda lacks a number of 

standardised instruments that can be used in practice. Thus, the instruments that were adapted 

and used in this thesis can be used in clinical practice. The occupational therapist in Uganda 

uses traditional bio-medical perspectives of looking at aspects of a dysfunctional body. This 

thesis provides the theoretical perspectives in both occupational therapy and occupational 

science that is described in contemporary literature. The findings focus attention on the 

provision of culturally sensitive rehabilitation interventions that are based on the needs of the 

people with stroke and are therefore relevant. The findings in this thesis are meant to benefit 

occupational therapists working in Uganda and in other sub-Saharan African countries. 

However, the findings can be utilised even in high-income countries for cross-cultural 

comparisons of research data. The following are the most important clinical implications. 

• The adapted, translated and validated instrument SIS 3.0 Uganda version can be used 

for assessing the perceived impact of stroke among stroke survivors in Uganda. 

(Study I)  

 

• Study II has contributed to an understanding of the demographics and clinical 

characteristics of people with stroke, indicating that a younger population compared 

to that in high-income countries is affected by stroke, and that the people who are 

admitted to hospital have severe stroke. Furthermore, the perceived impact of stroke 

among the stroke population in Uganda is higher than was reported from previous 

studies, indicating a need to assess the perceived impact of stroke and increase the 

provision of rehabilitation interventions for this younger group of people facing stroke 

in mid-life. 

 

• The meaning of using mobile phones in everyday life after stroke indicated that 

mobile phones is a lifeline and an accessible and affordable technology used in daily 

life of people with stroke and family members and could connect them to the services 

needed for rehabilitation. (Study III) 

 

• The intervention model “mobile phone supported family-centred ADL intervention 

(F@ceTM)” is feasible in the Ugandan context and increases participation in 

occupations of people with stroke in everyday life after stroke. (Study III) 
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• To use a family-centred approach was an important facilitator in the recovery process 

after stroke. Occupational therapists and other rehabilitation professionals should 

prioritise involving family members in order to increase participation which will 

support sustainability of the rehabilitation intervention. (Studies III and IV)  

 

• Findings from Study IV support the clinical value of COPM in setting goals as well as 

monitoring and evaluating clients’ activity performance and satisfaction in the context 

of Uganda. 

 

• The mobile phone supported family-centred interventions used in this thesis seemed 

to improve self-efficacy in everyday life. (Study IV) 

 

METHODOLOGICAL CONSIDERATIONS 

The four studies in this thesis contribute new knowledge on cultural adaptation of the SIS 3.0 

and its use in the Ugandan context as well as the feasibility of using the mobile-phone as a 

tool in rehabilitation after stroke. The four studies employed different study designs and 

samples as well as analyses and instruments. The thesis used both quantitative and qualitative 

approaches that offered different perspectives complementing each other. The samples and 

designs and methods used need, however, to be reflected upon, as well as the generalisability 

of the results which will be discussed in the following.  

Design and sample size 

Studies I–III had a cross-sectional design due to the specific research questions, but this 

design was also used because it was found to be feasible. The original plan in Study II was 

to use a longitudinal design, but that was changed due to difficulties in reaching the 

participants for a follow-up. In Study IV, a prospective pre-post design was used with two 

measuring points, which provided information on the feasibility of the design and some 

aspects of change during the intervention could be identified. 

Samples 

Due to the lack of organized stroke services for the care and rehabilitation of people with 

stroke, identifying the participants was a long and difficult process in all the studies in this 

thesis. Participants who took part in Study I were also taking part in the acute/subacute 

sample in Study II. In the same vein, some participants in Study I also took part in Study III. 

These participants were all recruited in the acute setting at Mulago Hospital. The chronic 

sample in Study II was a new group of participants recruited from different rehabilitation 
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units. The participants for Study IV were also distinct from the other samples and recruited 

for that specific study from various hospital/rehabilitation units.                                                                                                                                                 

 

In all four studies, it was a strength that the demographic characteristics in the samples 

were similar to those in previous studies of people with stroke in other Sub-Saharan 

countries (141, 142, 143). However, the samples in all the four studies were small because 

of the difficulties related to sites for recruitment, and the size of the sample thus limits the 

possibility to generalise the findings.  

In Study I, a small-scale study, a sample size of approximately n = 100 was suggested in 

order to provide a relatively stable pattern of responses and detection of misfitting items 

(144) with Rasch model analysis; however, due to difficulties recruiting, only 95 

participants were recruited. Further research of SIS 3.0 for use in Uganda is warranted 

including a larger number of participants and also people from rural areas. 

In Study II, a similar scenario of identifying an adequate sample altered the original design 

to conduct a prospective longitudinal design. The two separate samples were identified in a 

cross-sectional design instead of a prospective longitudinal design, which could have 

provided relevant information on the people with stroke, as the process of recovery and 

returning to their everyday lives after stroke onset, their perceptions of impact of stroke 

over time, and their need of rehabilitation to regain functioning. Originally, the design of 

the study was to recruit everyone with stroke on the neurology ward at baseline assessment 

and then come back to them for follow-up at three months after stroke onset. This was not 

possible, since majority of people with stroke that were found on the neurology ward at 

Mulago Hospital had severe stroke and it was difficult to trace them after discharge. The 

attrition rate was high due to the fact that many were deceased; others went to their up-

country homes and could not be contacted. Owing to the high attrition rate, the design was 

changed to a cross-sectional study involving two separate samples. In order to collect 

information on the perceived impact of stroke from people with less severe stroke who 

were no longer in the acute phase after stroke, there was a need to involve participants who 

received rehabilitation.  

Methods used 

In Study III, constant comparative grounded theory (GT) study was used to focus on the 

individual experiences and opinions of the participants. A GT approach was chosen for this 

study because it is considered to be suitable if a new area is explored or if a known area with 
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another perspective is explored (145, 146). Longitudinal data collection from stroke onset and 

during the first year would have been preferable (147, 148) in order to better understand how 

mobile phones were used during the process from stroke onset back to community living. 

Longitudinal data collection assesses multiple disease aspects such as changes of outcome(s) 

over time in relation to associated risk factors and group patterns over time. Nevertheless, 

saturation was obtained, which is an important principle when using a GT approach.  

The interviews in Study III were mainly conducted in the home environment, and various 

people e.g. family members, neighbours etc. were coming and going and activities performed 

within the home interfered with the interviews, which could have influenced their 

trustworthiness. This was, however, allowed in this context where a patient cannot be 

isolated from their families. One of the inclusion criteria in Study III was that people with 

stroke should use mobile phones before and after stroke. However, those who had a longer 

post-stroke duration and those who had mild to moderate impairments used the mobile 

phones in their daily activities more and articulated better their experiences when compared 

with those who only had a stroke a few weeks earlier. 

 

In Study IV, the sample was small and, being a pilot feasibility study, it was not powered to 

draw conclusions regarding the effects of the F@ceTM intervention. Nevertheless, F@ceTM 

intervention could have had beneficial effects because the intervention group, though older 

and with severe stroke, had better outcomes. A limitation was that the majority of the 

recruited participants in both groups kept on receiving physiotherapy during the study, but it 

is likely it would be similar in the two groups. The therapy received could have had an effect 

on the outcomes. Other limitations of Study IV were a lack of: i) allocation concealment, ii) 

randomisation of participants throughout the study, and iii) blinding of the data collector. In 

future studies of F@ceTM, these issues mentioned above should be addressed.  

Instruments  

For this thesis, it was difficult to find instruments valid for the context in order to evaluate 

capturing the changes in occupational performance in and the impact of stroke. The SIS 

measurement represents the patient perspective and is therefore referred to as a patient 

reported outcome measure but needed a cultural adaptation. The SIS Uganda version in 

Study II and IV worked very well for the researcher to use and is also recommended to be 

used in clinical practice.  
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In Studies II and IV commonly used and well-established assessment instruments such as 

the BI and the SSS gave greater credibility to the results, which could thereby be compared 

to other research findings. The BI is the most used scale in the area of stroke and measures 

dependence in personal ADL (149). The SSS measure represents the views of health care 

personnel with regard to stroke severity. In Study IV, three more instruments, COPM, OGQ 

and self-efficacy, were added to the above list. The COPM was to my knowledge used for 

the first time in research conducted in the Ugandan context to capture a client’s self-

perception of performance in everyday living over time. COPM was a good instrument to 

facilitate the setting of targets (goals) and the monitoring and evaluation of performance. 

COPM is recommended to be used in clinical practice in Uganda as well as in research.  

 

OGQ is a self-report inventory which has also earlier been culturally adapted (reported 

elsewhere) (104) that can facilitate gathering information about and understanding of the 

client's situation with respect to perceived participation in daily occupations, also in 

Uganda since the items are validated for this context. Furthermore, a project-specific self-

efficacy measure was used that was adapted for people with stroke but was not evaluated 

before being used in Study IV. This could be seen as a limitation in the results, although 

according to (99) scales of perceived self-efficacy must be tailored to the area of 

functioning, which was done (99). 

 

In both Studies II and IV, all the data were collected in face-to-face interviews, and this was 

a strength, as written self-reports were not feasible for all participants due to language and 

literacy complications. Data collection in Studies I, III, VI and in the chronic sample of 

Study II was made in the participants’ homes, which allowed for validation of the 

participants’ reports. A substantial amount of time was required to complete the assessment 

in Study IV, which made the responded exhausted of the participants, which indicates that 

the number of instruments need to be considered in the future studies. These experiences 

might have a measurable effect on the outcomes. Overall, having tested different 

instruments in Uganda gives a basis and alternative for different use in both clinical and 

research for the future within the area of health care and rehabilitation.  

Generalizability of findings from the studies 

Studies I, II and IV were quantitative studies, and the sample sizes were small and all 

samples were drawn from the multi-cultural capital city of Kampala, and thus could reflect 

to a greater extent the characteristics of the urban population. Therefore, findings can still 
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be viewed as providing pilot evidence. In Study I, the sample was small, and a larger and 

more representative sample is necessary for any type of definitive statistical analyses in 

order to draw definite conclusions regarding the validity of the SIS 3.0 Uganda among the 

population with stroke in Uganda. The Rasch model provided only pilot validity evidence 

of SIS 3.0 Uganda in the Ugandan context (150). Hence, caution should be observed when 

applying the results to a broader population of individuals with stroke in Uganda and other 

Sub-Saharan African countries, considering that the small sample was from urban and peri-

urban populations 

The aim of qualitative research is not to generalise findings, but to describe the experiences 

and meaning in order to gain a deeper understanding of what is being studied (151). In 

Study III, the experiences of using mobile phones after a stroke were explored. General 

categories were found, and there were some categories in agreement with other qualitative 

studies (126), but some new characteristics were also discovered. The knowledge from 

Study III served as a basis for in F@ce, and the long-term goal was to develop and 

implement a model for mobile phone supported family-centred rehabilitation intervention, 

with applications for sub-groups, using purposeful sampling and a varied context. This 

implies that findings cannot be generalised to other contexts that do not have similar 

environmental, cultural and economic characteristics.  

In Study IV, the RCT design was tested in a feasibility study with a small sample, and 

conclusions regarding the effects of the F@ceTM intervention are not generalisable. In a future 

RCT study, there is a need for improvements in recruitment, allocation concealment, 

randomisation and blinding of data collectors. In general, the results support the need for 

conducting further research in this area and can be applied to environments that have similar 

cultural contexts but should also include participants from rural settings.  

ETHICAL CONSIDERATIONS 

All ethical permits for the studies within this thesis were secured from the Uganda National 

Council for Science and Technology (UNCST) No. HS 703. The ethical implications of the 

studies within this thesis were mainly related to the interviews and procedures participants 

included in the research were exposed to. Participants were first informed about the purpose 

of the study and nature of their participation, and thereafter each of them signed a consent 

form. The data collected in this thesis (the instruments) was based on the participants’ 

perceptions of functioning and the perceived impact of stroke. One ethical dilemma could be 

that the questionnaires could have aroused feelings of anxiety and sadness and the questions 
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could have hurt their integrity. My experience is, however, that most participants like to share 

their experiences from their everyday situation with experienced therapists involved in 

research. Furthermore, all participants were informed that they could refuse to participate or 

withdraw from the study at any time. 

 

There was an issue of excluding those people with stroke who had major cognitive 

impairments, communication problems, those who lived far from Kampala City and those 

who were aged less than 18 years and above 75 years. These individuals might possibly have 

wanted to participate in the study. The decision concerning inclusion criteria was meant to 

include those participants who had characteristics of stroke without being compromised by 

other confounding factors. 

 

In Study IV, the ethics of not supplying rehabilitation services to the control group need to be 

considered. One method could be to apply a waiting list design. Furthermore, aspects of using 

the tablet to capture personal health-related data could raise concerns about health data 

security and confidentiality, although codes were assigned to participants and telephone 

numbers. There are possible ethical dilemmas in conducting an RCT study where participants 

who belong to the control group do not receive the intervention. However, all participants in 

the IG and CG received information about stroke and the need for ADL independence, set 

targets according to COPM, were given hand exercising balls and had their blood pressure 

taken.  

FUTURE STUDIES 

The findings in this thesis reveal the need for a number of future studies. At first, there is a 

need to explore the psychometric properties of SIS 3.0 Uganda version using larger and 

more heterogeneous samples in which a more rural-based stroke population should be 

included. Furthermore, item hierarchies of SIS 3.0 domains across contexts and cultures 

need to be examined in order to make valid comparisons between international samples 

with stroke. Additionally, more explorative work should be pursued involving people with 

stroke and their families by using relevant culturally adapted assessments in their everyday 

life situation. There is a need for more knowledge on the impact of stroke in order to 

develop guidelines for stroke care in Uganda including rehabilitation interventions that are 

feasible in the Ugandan health care context both in rural and urban areas. A further study is 

required that will involve the perspectives of not only the people with stroke and their family 

members, but also of policy-makers and rehabilitation professionals to increase the 
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understanding of applying mobile phone calls, SMS or reminders to increase accessibility and 

effectiveness of mobile phone supported rehabilitation interventions.  

As a continuation of Study IV, a full-scale randomised controlled trial examining the 

effectiveness of the F@ce TM is needed, and future research should also focus on 

interventions that are relevant, accessible and culturally acceptable to those who need them 

the most, using available and accessible resources within the health care. A future study 

that would look at a long-term follow-up of using targets as a basis for the rehabilitation to 

explore maintenance of problem-solving skills after stroke would also provide important 

knowledge in the further development of the F@ce TM. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

 55 

understanding of applying mobile phone calls, SMS or reminders to increase accessibility and 

effectiveness of mobile phone supported rehabilitation interventions.  

As a continuation of Study IV, a full-scale randomised controlled trial examining the 

effectiveness of the F@ce TM is needed, and future research should also focus on 

interventions that are relevant, accessible and culturally acceptable to those who need them 

the most, using available and accessible resources within the health care. A future study 

that would look at a long-term follow-up of using targets as a basis for the rehabilitation to 

explore maintenance of problem-solving skills after stroke would also provide important 

knowledge in the further development of the F@ce TM. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

57



 

 56 

ACKNOWLEDGEMENTS 

Being a PhD student at the Division of Occupational Therapy, Karolinska Institutet, was a 

great honour for me and an opportunity that has made great strides in my life and career. I 

have met very important and highly respected academicians who have provided mentorship 

and inspiration to further develop my career. Having come from Africa particularly Uganda 

where occupational therapy programme at the graduate level does not exist, am grateful that 

I could do from here in Sweden. Through interaction with various people here at Karolinska 

Institute, I have learned a lot in terms of cultural competences and this experience opens my 

horizon in understanding human existence and transactional behaviour. 

The Division of Occupational Therapy with its wonderful staff has always provided a 

hospitable environment for me, where everyone is respected and recognized as an important 

member and such situation offered me a sense of glamour.  

I thank the Almighty Lord for blessing me to experience PhD education and to provide me 

with other wonderful thing in my life. Am very grateful for what I have experienced over 

the years as a student and am ready to inspire potential others to experience the same 

because it is worthy.   

Several people have contributed and supported me in various ways in the development of 

this thesis. First and foremost, I would like to thank all participants who provided their 

knowledge. The participants did not only volunteered to offer their experience but offered 

their precious time and conducive environment for dialogue. 

I would like to specifically thank my main supervisor Associate Professor Susanne 

Guidetti for your excellent guidance and for the enabling environment you provided along 

the way to reach my targets. You have been involved and supportive and above all you 

providing your skilful research, knowledge, precious time, experience to my work. I don’t 

have good words to express my sincere appreciation to you for all sacrifices you have made 

for me but just to wish you good health and more wisdom. You have always provided clear 

feedback, connections and encouraging words that have kept me with hope and enthusiasm 

to go extra mile. 

I would like to sincerely thank my Co-supervisor Professor Kerstin Tham, for your 

expertise in research and guidance you have always provided. I extend special thanks to 

you because of your belief in me and above all for opening a horizon for my career. “The 

history is long” in the same vein words cannot express my gratitude for your contribution to 

my career development.  

I would like to thank Professor Lena von Koch for your special wisdom and unique 

working style. You offered me a good exemplary, selfless ability to share your knowledge, 

but most of all, your research skills and problem-solving strategies. I have had opportunities 

to stay at your Hjotnas-Dolarna home doing work with your guidance. 

I am very grateful to my co-supervisor Associate Professor Gunilla Eriksson who has 

shared her research knowledge and has been there when I needed her. Sometimes she 

would wake up early morning and travel from Uppsala to Karolinska Institutet just to share 

her research experience and support. 

 

 56 

ACKNOWLEDGEMENTS 

Being a PhD student at the Division of Occupational Therapy, Karolinska Institutet, was a 

great honour for me and an opportunity that has made great strides in my life and career. I 

have met very important and highly respected academicians who have provided mentorship 

and inspiration to further develop my career. Having come from Africa particularly Uganda 

where occupational therapy programme at the graduate level does not exist, am grateful that 

I could do from here in Sweden. Through interaction with various people here at Karolinska 

Institute, I have learned a lot in terms of cultural competences and this experience opens my 

horizon in understanding human existence and transactional behaviour. 

The Division of Occupational Therapy with its wonderful staff has always provided a 

hospitable environment for me, where everyone is respected and recognized as an important 

member and such situation offered me a sense of glamour.  

I thank the Almighty Lord for blessing me to experience PhD education and to provide me 

with other wonderful thing in my life. Am very grateful for what I have experienced over 

the years as a student and am ready to inspire potential others to experience the same 

because it is worthy.   

Several people have contributed and supported me in various ways in the development of 

this thesis. First and foremost, I would like to thank all participants who provided their 

knowledge. The participants did not only volunteered to offer their experience but offered 

their precious time and conducive environment for dialogue. 

I would like to specifically thank my main supervisor Associate Professor Susanne 

Guidetti for your excellent guidance and for the enabling environment you provided along 

the way to reach my targets. You have been involved and supportive and above all you 

providing your skilful research, knowledge, precious time, experience to my work. I don’t 

have good words to express my sincere appreciation to you for all sacrifices you have made 

for me but just to wish you good health and more wisdom. You have always provided clear 

feedback, connections and encouraging words that have kept me with hope and enthusiasm 

to go extra mile. 

I would like to sincerely thank my Co-supervisor Professor Kerstin Tham, for your 

expertise in research and guidance you have always provided. I extend special thanks to 

you because of your belief in me and above all for opening a horizon for my career. “The 

history is long” in the same vein words cannot express my gratitude for your contribution to 

my career development.  

I would like to thank Professor Lena von Koch for your special wisdom and unique 

working style. You offered me a good exemplary, selfless ability to share your knowledge, 

but most of all, your research skills and problem-solving strategies. I have had opportunities 

to stay at your Hjotnas-Dolarna home doing work with your guidance. 

I am very grateful to my co-supervisor Associate Professor Gunilla Eriksson who has 

shared her research knowledge and has been there when I needed her. Sometimes she 

would wake up early morning and travel from Uppsala to Karolinska Institutet just to share 

her research experience and support. 

58



 

 57 

Am very grateful to my Mentor Professor Elly Katabira at Makerere University who has 

always provided me with motivating and encouraging research experience. I am grateful for 

being one of the people that have benefited from your research experiences. 

Special thanks to Mr. Richard Kasiita the head of Physiotherapy unit Mulago National 

Referral Hospital for creating the enabling environment for me to recruit participants from 

the department. Many thanks to Mr. Ibrahim Bukenya the head of Stroke Rehabilitation 

Centre, Wampewo Kasangati for the support during the data collection and for the pieces of 

advice you provided. The Occupational Therapists who supported me during data collection 

Mr. Sulaiman Kigozi, Ms. Juliet Nabateesa and Mr. Julius Ssekyewa thank you very 

much. Mr.Timothy Kalule for starting up our Facebook page ICT-Stroke Rehabilitation 

Project Uganda and for all endless transcription of data. 

I  sincerely thank Mr. Kato Kimogo Alexander the executive Secretary of Uganda Allied 

Health Examinations (UAHEB) who has unconditionally given me study leave and has 

supported me morally and socially though out my PhD education. I also extend my sincere 

appreciation to my colleagues at UAHEB who have always carried my share of work when 

am on study leave; Mr. Joseph Agondua , Mr. George Fungo, Mr. Ojaki Micloth and 

Kabasinguzi Veronica and other entire staff. 

Great appreciation to Dr. Rwandembo Wilson Mugisha, the former UAHEB Board 

Chairperson who has been a mentor, an advisor, a father, and your contribution to my life 

and career is immense. I am always humbled by your gift of experience. Had it not have 

been you, this journey would not have been possible.  

I would like to acknowledge and thank Associate Professor Eric Asaba, the Head of 

division of occupational therapy, Karolinska Institutet. Thank you very much for the 

support you always provided and the good leadership skills. I have always felt at home 

whenever I have been at the division.  

I sincerely and humbly thank my great family, my wife Mrs. Jane Kamwesiga who has 

unconditionally supported me and the family for all these years I have been coming to 

Stockholm for studies. From the deepest bottom of my heart, I can describe you as a rock, 

the great wife, great mother, great friend and above all strong woman. Thank you for being 

there for me and the family. 

To my beloved parents, my mother Mrs. Grace Karindiriza, thank you very much for 

your prayers and to the deceased father Eriezari Karindiriza for instilling in me the spirit 

of hard-work and inspiration for education, may your soul rest in peace.  

I also extend my appreciation to Professor Louise Nygard for the enabling environment 

for learning. She has always organised Kreativa Konditoriet whenever it was necessary. 

I would like to acknowledge Professor Anders Kottorp who is also a co-author in one of 

the papers. Thank you for sharing your great research experience.   

Professor Uno Fors and Ali Ndiwalana for their technical support, sorting out the 

problems when needed, without you this should not have been possible.  

 

 57 

Am very grateful to my Mentor Professor Elly Katabira at Makerere University who has 

always provided me with motivating and encouraging research experience. I am grateful for 

being one of the people that have benefited from your research experiences. 

Special thanks to Mr. Richard Kasiita the head of Physiotherapy unit Mulago National 

Referral Hospital for creating the enabling environment for me to recruit participants from 

the department. Many thanks to Mr. Ibrahim Bukenya the head of Stroke Rehabilitation 

Centre, Wampewo Kasangati for the support during the data collection and for the pieces of 

advice you provided. The Occupational Therapists who supported me during data collection 

Mr. Sulaiman Kigozi, Ms. Juliet Nabateesa and Mr. Julius Ssekyewa thank you very 

much. Mr.Timothy Kalule for starting up our Facebook page ICT-Stroke Rehabilitation 

Project Uganda and for all endless transcription of data. 

I  sincerely thank Mr. Kato Kimogo Alexander the executive Secretary of Uganda Allied 

Health Examinations (UAHEB) who has unconditionally given me study leave and has 

supported me morally and socially though out my PhD education. I also extend my sincere 

appreciation to my colleagues at UAHEB who have always carried my share of work when 

am on study leave; Mr. Joseph Agondua , Mr. George Fungo, Mr. Ojaki Micloth and 

Kabasinguzi Veronica and other entire staff. 

Great appreciation to Dr. Rwandembo Wilson Mugisha, the former UAHEB Board 

Chairperson who has been a mentor, an advisor, a father, and your contribution to my life 

and career is immense. I am always humbled by your gift of experience. Had it not have 

been you, this journey would not have been possible.  

I would like to acknowledge and thank Associate Professor Eric Asaba, the Head of 

division of occupational therapy, Karolinska Institutet. Thank you very much for the 

support you always provided and the good leadership skills. I have always felt at home 

whenever I have been at the division.  

I sincerely and humbly thank my great family, my wife Mrs. Jane Kamwesiga who has 

unconditionally supported me and the family for all these years I have been coming to 

Stockholm for studies. From the deepest bottom of my heart, I can describe you as a rock, 

the great wife, great mother, great friend and above all strong woman. Thank you for being 

there for me and the family. 

To my beloved parents, my mother Mrs. Grace Karindiriza, thank you very much for 

your prayers and to the deceased father Eriezari Karindiriza for instilling in me the spirit 

of hard-work and inspiration for education, may your soul rest in peace.  

I also extend my appreciation to Professor Louise Nygard for the enabling environment 

for learning. She has always organised Kreativa Konditoriet whenever it was necessary. 

I would like to acknowledge Professor Anders Kottorp who is also a co-author in one of 

the papers. Thank you for sharing your great research experience.   

Professor Uno Fors and Ali Ndiwalana for their technical support, sorting out the 

problems when needed, without you this should not have been possible.  

59



 

 58 

To the Division of occupational therapy Staff and Doctoral students, Karolinska 

Institutet, I greatly thank you for the hospitality and cordial relationship you always showed 

me.  

This thesis would not have been possible without financial support from Swedish Research 

Council, Developmental Research (grant number 2014- 28-63), the Swedish Association of 

Occupational Therapists, the HELD research group at Karolinska Institutet 

(http://ki.se/en/nvs/ the-held-research-group). 

I very much appreciate you generous support 

Finally, I thank the Almighty Lord who has enabled me to complete this journey. May your 

name be praised and magnified forever. 

 

 

 58 

To the Division of occupational therapy Staff and Doctoral students, Karolinska 

Institutet, I greatly thank you for the hospitality and cordial relationship you always showed 

me.  

This thesis would not have been possible without financial support from Swedish Research 

Council, Developmental Research (grant number 2014- 28-63), the Swedish Association of 

Occupational Therapists, the HELD research group at Karolinska Institutet 

(http://ki.se/en/nvs/ the-held-research-group). 

I very much appreciate you generous support 

Finally, I thank the Almighty Lord who has enabled me to complete this journey. May your 

name be praised and magnified forever. 

 

60



 

 59 

REFERENCES 
  

1. Feigin VL, Barker-Collo S, Parag V, Senior H, Lawes CM, Ratnasabapathy Y, et al. 

Auckland Stroke Outcomes Study. Part 1: Gender, stroke types, ethnicity, and functional 

outcomes 5 years poststroke. Neurology. 2010;75(18):1597-607. 

2. Johnston SC MS, Mathers CD. Global variation in stroke burden and mortality: estimates 

from monitoring, surveillance, and modelling. Lancet Neurol. 2009;8(4):345-54. 

3. Owolabi MO, Akarolo-Anthony S, Akinyemi R, Arnett D, Gebregziabher M, Jenkins C, et 

al. The burden of stroke in Africa: a glance at the present and a glimpse into the future. 

Cardiovasc J Afr. 2015;26(2 Suppl 1):S27-38. 

4. Feigin VL, Krishnamurthi RV, Parmar P, Norrving B, Mensah GA, Bennett DA, et al. 

Update on the Global Burden of Ischemic and Hemorrhagic Stroke in 1990-2013: The GBD 

2013 Study. Neuroepidemiology. 2015;45(3):161-76. 

5. Polatajko HJ TE, Craik J. . Canadian model of occupational performance and engagement 

(CMOP-E). Enabling occupation II: Advancing an occupational therapy vision of health, 

well-being & justice through occupation. 2007. 23 p. 

6. Taylor R. Kielhofner's model of human occupation: theory and application. 5, editor: 

Wolters Kluwer Health; 2017. 

7. Kielhofner G TK, Baz T, Hutson J. Performance capacity and the lived body. A model of 

human occupation: Theory and application. 2002:81-98. 

8. Merleau-Ponty, M. (2002/1945). Phenomenology of perception. (C. Smith, Trans.). 

London: Routledge & Kegan Paul Ltd. 

9. Law M. Participation in the occupations of everyday life. AM J Occup Ther. 

2002;56(6):640. 

10. Law M, Baptiste S, McColl M, Opzoomer A, Polatajko H, Pollock N. The Canadian 

occupational performance measure: an outcome measure for occupational therapy. Can J 

Occup Ther. 1990;57(2):82-7. 

11. Townsend EA, Polatajko HJ. Enabling occupation II : advancing an occupational therapy 

vision for health, well-being & justice through occupation. Ottawa: CAOT Publications ACE; 

2007. 

12. Mallinson T, Hammel J. Measurement of participation: intersecting person, task, and 

environment. Arch Phys Med Rehabil. 2010;91(9 Suppl):S29-33. 

13. Rauch A, Cieza A, Stucki G. How to apply the International Classification of 

Functioning, Disability and Health (ICF) for rehabilitation management in clinical practice. 

Eur J Phys Rehabil Med. 2008 Sep;44(3):329-42. 

14. International classification of functioning, disability and health (ICF). Geneva: World 

Health Organization; 2001. 

15. Eriksson G, Kottorp A, Borg J, Tham K. Relationship between occupational gaps in 

everyday life, depressive mood and life satisfaction after acquired brain injury. J Rehabil 

Med. 2009;41(3):187-94. 

 

 59 

REFERENCES 
  

1. Feigin VL, Barker-Collo S, Parag V, Senior H, Lawes CM, Ratnasabapathy Y, et al. 

Auckland Stroke Outcomes Study. Part 1: Gender, stroke types, ethnicity, and functional 

outcomes 5 years poststroke. Neurology. 2010;75(18):1597-607. 

2. Johnston SC MS, Mathers CD. Global variation in stroke burden and mortality: estimates 

from monitoring, surveillance, and modelling. Lancet Neurol. 2009;8(4):345-54. 

3. Owolabi MO, Akarolo-Anthony S, Akinyemi R, Arnett D, Gebregziabher M, Jenkins C, et 

al. The burden of stroke in Africa: a glance at the present and a glimpse into the future. 

Cardiovasc J Afr. 2015;26(2 Suppl 1):S27-38. 

4. Feigin VL, Krishnamurthi RV, Parmar P, Norrving B, Mensah GA, Bennett DA, et al. 

Update on the Global Burden of Ischemic and Hemorrhagic Stroke in 1990-2013: The GBD 

2013 Study. Neuroepidemiology. 2015;45(3):161-76. 

5. Polatajko HJ TE, Craik J. . Canadian model of occupational performance and engagement 

(CMOP-E). Enabling occupation II: Advancing an occupational therapy vision of health, 

well-being & justice through occupation. 2007. 23 p. 

6. Taylor R. Kielhofner's model of human occupation: theory and application. 5, editor: 

Wolters Kluwer Health; 2017. 

7. Kielhofner G TK, Baz T, Hutson J. Performance capacity and the lived body. A model of 

human occupation: Theory and application. 2002:81-98. 

8. Merleau-Ponty, M. (2002/1945). Phenomenology of perception. (C. Smith, Trans.). 

London: Routledge & Kegan Paul Ltd. 

9. Law M. Participation in the occupations of everyday life. AM J Occup Ther. 

2002;56(6):640. 

10. Law M, Baptiste S, McColl M, Opzoomer A, Polatajko H, Pollock N. The Canadian 

occupational performance measure: an outcome measure for occupational therapy. Can J 

Occup Ther. 1990;57(2):82-7. 

11. Townsend EA, Polatajko HJ. Enabling occupation II : advancing an occupational therapy 

vision for health, well-being & justice through occupation. Ottawa: CAOT Publications ACE; 

2007. 

12. Mallinson T, Hammel J. Measurement of participation: intersecting person, task, and 

environment. Arch Phys Med Rehabil. 2010;91(9 Suppl):S29-33. 

13. Rauch A, Cieza A, Stucki G. How to apply the International Classification of 

Functioning, Disability and Health (ICF) for rehabilitation management in clinical practice. 

Eur J Phys Rehabil Med. 2008 Sep;44(3):329-42. 

14. International classification of functioning, disability and health (ICF). Geneva: World 

Health Organization; 2001. 

15. Eriksson G, Kottorp A, Borg J, Tham K. Relationship between occupational gaps in 

everyday life, depressive mood and life satisfaction after acquired brain injury. J Rehabil 

Med. 2009;41(3):187-94. 

61



 

 60 

16. Fallahpour M, Jonsson H, Joghataei MT, Nasrabadi AN, Tham K. "I am not living my 

life": lived experience of participation in everyday occupations after stroke in Tehran. J 

Rehabil Med. 2013;45(6):528-34. 

17. Amosun SL, Nyante GG, Wiredu EK. Perceived and experienced restrictions in 

participation and autonomy among adult survivors of stroke in Ghana. Afr Health Sci. 

2013;13(1):24-31. 

18. Wilkie R, Peat G, Thomas E, Croft P. The prevalence of person-perceived participation 

restriction in community-dwelling older adults. Qual Life Res. 2006;15(9):1471-9. 

19. Hammel J, Magasi S, Heinemann A, Whiteneck G, Bogner J, Rodriguez E. What does 

participation mean? An insider perspective from people with disabilities. Disabil Rehabil 

2008;30(19):1445-60. 

20. Bromann Bukhave E, la Cour K, Huniche L. The meaning of activity and participation in 

everyday life when living with hand osteoarthritis. Scand J Occup Ther. 2014;21(1):24-30. 

21. Guidetti S. Recapturing self-care after stroke or spinal cord injury : exploration of 

experiences and evaluation of a client-centred intervention. Stockholm: Diss. 

(sammanfattning) Stockholm : Karolinska institutet, 2008; 2008. 

22. Vik K NL, Borell L, Josephsson S. Agency and engagement: older adults' experiences of 

participation in occupation during home-based rehabilitation. Can J Occup Ther. 

2008;75(5):262-271. 

23. Gallimore R LE. Everyday routines, human agency, and ecocultural context: Construction 

and maintenance of individual habits. OTJR. 2002;22(1):70S-7S. 

24. Aarts H, Custers R, Marien H. Priming and authorship ascription: when nonconscious 

goals turn into conscious experiences of self-agency. J Pers Soc Psychol. 2009;96(5):967-79. 

25. Alers VM CR. Occupational therapy: an African perspective. Sarah Shorten; 2010. 

26. Development IBfRa. The Uganda Poverty Assessment Report 2016: Farms, cities and 

good fortune : assessing poverty reduction in Uganda from 2006 to 2013. Washington DC; 

2016.  Contract No.: ACS18391. 

27. Reed KL SS. Concepts of occupational therapy: Lippincott Williams & Wilkins; 1992. 

28. Iwama M. Culture and occupational therapy: meeting the challenge of relevance in a 

global world. Occup Ther Int. 2007;14(4):183-7. 

29. Nzelibe CO. The evolution of African management thought. International Studies of 

Management and Organization. 1986;16(2):6-16. 

30. Hammell KR. Occupation, well-being, and culture: Theory and cultural humility. Can J 

Occup Ther. 2013;80(4):224-34. 

31. Beugré CD, Offodile OF. Managing for organizational effectiveness in sub-Saharan 

Africa: a culture-fit model. The International Journal of Human Resource Management. 

2010;12(4):535-50. 

32. Blunt T JM. Managing organisations in Africa: Walter de gruyter; 1992. 

33. Aikins AD AC. Chronic Non-communicable Diseases in Low and Middle-income 

Countries. Cabi 2015. 

 

 60 

16. Fallahpour M, Jonsson H, Joghataei MT, Nasrabadi AN, Tham K. "I am not living my 

life": lived experience of participation in everyday occupations after stroke in Tehran. J 

Rehabil Med. 2013;45(6):528-34. 

17. Amosun SL, Nyante GG, Wiredu EK. Perceived and experienced restrictions in 

participation and autonomy among adult survivors of stroke in Ghana. Afr Health Sci. 

2013;13(1):24-31. 

18. Wilkie R, Peat G, Thomas E, Croft P. The prevalence of person-perceived participation 

restriction in community-dwelling older adults. Qual Life Res. 2006;15(9):1471-9. 

19. Hammel J, Magasi S, Heinemann A, Whiteneck G, Bogner J, Rodriguez E. What does 

participation mean? An insider perspective from people with disabilities. Disabil Rehabil 

2008;30(19):1445-60. 

20. Bromann Bukhave E, la Cour K, Huniche L. The meaning of activity and participation in 

everyday life when living with hand osteoarthritis. Scand J Occup Ther. 2014;21(1):24-30. 

21. Guidetti S. Recapturing self-care after stroke or spinal cord injury : exploration of 

experiences and evaluation of a client-centred intervention. Stockholm: Diss. 

(sammanfattning) Stockholm : Karolinska institutet, 2008; 2008. 

22. Vik K NL, Borell L, Josephsson S. Agency and engagement: older adults' experiences of 

participation in occupation during home-based rehabilitation. Can J Occup Ther. 

2008;75(5):262-271. 

23. Gallimore R LE. Everyday routines, human agency, and ecocultural context: Construction 

and maintenance of individual habits. OTJR. 2002;22(1):70S-7S. 

24. Aarts H, Custers R, Marien H. Priming and authorship ascription: when nonconscious 

goals turn into conscious experiences of self-agency. J Pers Soc Psychol. 2009;96(5):967-79. 

25. Alers VM CR. Occupational therapy: an African perspective. Sarah Shorten; 2010. 

26. Development IBfRa. The Uganda Poverty Assessment Report 2016: Farms, cities and 

good fortune : assessing poverty reduction in Uganda from 2006 to 2013. Washington DC; 

2016.  Contract No.: ACS18391. 

27. Reed KL SS. Concepts of occupational therapy: Lippincott Williams & Wilkins; 1992. 

28. Iwama M. Culture and occupational therapy: meeting the challenge of relevance in a 

global world. Occup Ther Int. 2007;14(4):183-7. 

29. Nzelibe CO. The evolution of African management thought. International Studies of 

Management and Organization. 1986;16(2):6-16. 

30. Hammell KR. Occupation, well-being, and culture: Theory and cultural humility. Can J 

Occup Ther. 2013;80(4):224-34. 

31. Beugré CD, Offodile OF. Managing for organizational effectiveness in sub-Saharan 

Africa: a culture-fit model. The International Journal of Human Resource Management. 

2010;12(4):535-50. 

32. Blunt T JM. Managing organisations in Africa: Walter de gruyter; 1992. 

33. Aikins AD AC. Chronic Non-communicable Diseases in Low and Middle-income 

Countries. Cabi 2015. 

62



 

 61 

34. Aho K HP, Hatano S, Marquardsen J, Smirnov VE, Strasser T. Cerebrovascular disease 

in the community: results of a WHO collaborative study.: Bulletin of the World Health 

Organization.; 1980. p. 113. 

35. Lai SM, Studenski S, Duncan PW, Perera S. Persisting Consequences of Stroke Measured 

by the Stroke Impact Scale. Stroke. 2002;33(7):1840-4. 

36. Bryer A, Connor MD, Haug P, Cheyip B, Staub H, Tipping B, et al. The South African 

guideline for the management of ischemic stroke and transient ischemic attack: 

recommendations for a resource-constrained health care setting. Int J Stroke. 2011;6(4):349-

54. 

37. Carod-Artal FJ, Trizotto DS, Coral LF, Moreira CM. Determinants of quality of life in 

Brazilian stroke survivors. J Neurol Sci. 2009;284(1-2):63-8. 

38. Murray CD, Harrison B. The meaning and experience of being a stroke survivor: an 

interpretative phenomenological analysis. Disabil Rehabil. 2004;26(13):808-16. 

39. Maaijwee NA, Rutten-Jacobs LC, Schaapsmeerders P, van Dijk EJ, de Leeuw FE. 

Ischaemic stroke in young adults: risk factors and long-term consequences. Nat Rev Neurol. 

2014;10(6):315-25. 

40. Hamzat TK, Olaleye OA, Akinwumi OB. Functional Ability, Community Reintegration 

and Participation Restriction among Community-Dwelling Female Stroke Survivors in 

Ibadan. Ethiopian Journal of Health Sciences. 2014;24(1). 

41. Legg L, Drummond A, Leonardi-Bee J, Gladman JRF, Corr S, Donkervoort M, et al. 

Occupational therapy for patients with problems in personal activities of daily living after 

stroke: systematic review of randomised trials. BMJ. 2007;335(7626):922. 

42. Jaracz K, Grabowska-Fudala B, Gorna K, Jaracz J, Moczko J, Kozubski W. Burden in 

caregivers of long-term stroke survivors: Prevalence and determinants at 6 months and 5 

years after stroke. Patient Educ Couns. 2015;98(8):1011-6. 

43. Sarfo FS, Akassi J, Adamu S, Obese V, Ovbiagele B. Burden and Predictors of Poststroke 

Cognitive Impairment in a Sample of Ghanaian Stroke Survivors. J Stroke Cerebrovasc Dis. 

2017;26 (11):2553-62. 

44. Wolfe J1 GH, Klar N, Levin SB, Ellenbogen JM, Salem-Schatz S, Emanuel EJ, Weeks 

JC,. Symptoms and suffering at the end of life in children with cancer. N Engl J Med. 

2000;342(5):326-33. 

45. Witty M. Client-Centered Therapy. J Appl Psychol. 2007;36 35-50. 

46. Ko J AD, Clark PC A comparison of working versus not working family caregivers of 

stroke survivors. J Neurosci Nurs. 2007;39:217-25. 

47. Lutz B, & Young, ME. Rethinking intervention strategies in stroke family caregiving. 

Rehabil Nurs. 2010;53:152-60. 

48. Beugre CD. Managing fairness in organizations: Greenwood Publishing Group; 1998. 

49. Dawson DR MS, Polatajko HL. Cognitive orientation to daily occupational performance 

in occupational therapy: Publisher AOTO 2017. 

50. Bhagat, R. S., & McQuaid, S. J. Role of subjective culture in organizations: A review and 

directions for future research. J Appl Psychol. 1982; 67(5), 653-685. 

 

 61 

34. Aho K HP, Hatano S, Marquardsen J, Smirnov VE, Strasser T. Cerebrovascular disease 

in the community: results of a WHO collaborative study.: Bulletin of the World Health 

Organization.; 1980. p. 113. 

35. Lai SM, Studenski S, Duncan PW, Perera S. Persisting Consequences of Stroke Measured 

by the Stroke Impact Scale. Stroke. 2002;33(7):1840-4. 

36. Bryer A, Connor MD, Haug P, Cheyip B, Staub H, Tipping B, et al. The South African 

guideline for the management of ischemic stroke and transient ischemic attack: 

recommendations for a resource-constrained health care setting. Int J Stroke. 2011;6(4):349-

54. 

37. Carod-Artal FJ, Trizotto DS, Coral LF, Moreira CM. Determinants of quality of life in 

Brazilian stroke survivors. J Neurol Sci. 2009;284(1-2):63-8. 

38. Murray CD, Harrison B. The meaning and experience of being a stroke survivor: an 

interpretative phenomenological analysis. Disabil Rehabil. 2004;26(13):808-16. 

39. Maaijwee NA, Rutten-Jacobs LC, Schaapsmeerders P, van Dijk EJ, de Leeuw FE. 

Ischaemic stroke in young adults: risk factors and long-term consequences. Nat Rev Neurol. 

2014;10(6):315-25. 

40. Hamzat TK, Olaleye OA, Akinwumi OB. Functional Ability, Community Reintegration 

and Participation Restriction among Community-Dwelling Female Stroke Survivors in 

Ibadan. Ethiopian Journal of Health Sciences. 2014;24(1). 

41. Legg L, Drummond A, Leonardi-Bee J, Gladman JRF, Corr S, Donkervoort M, et al. 

Occupational therapy for patients with problems in personal activities of daily living after 

stroke: systematic review of randomised trials. BMJ. 2007;335(7626):922. 

42. Jaracz K, Grabowska-Fudala B, Gorna K, Jaracz J, Moczko J, Kozubski W. Burden in 

caregivers of long-term stroke survivors: Prevalence and determinants at 6 months and 5 

years after stroke. Patient Educ Couns. 2015;98(8):1011-6. 

43. Sarfo FS, Akassi J, Adamu S, Obese V, Ovbiagele B. Burden and Predictors of Poststroke 

Cognitive Impairment in a Sample of Ghanaian Stroke Survivors. J Stroke Cerebrovasc Dis. 

2017;26 (11):2553-62. 

44. Wolfe J1 GH, Klar N, Levin SB, Ellenbogen JM, Salem-Schatz S, Emanuel EJ, Weeks 

JC,. Symptoms and suffering at the end of life in children with cancer. N Engl J Med. 

2000;342(5):326-33. 

45. Witty M. Client-Centered Therapy. J Appl Psychol. 2007;36 35-50. 

46. Ko J AD, Clark PC A comparison of working versus not working family caregivers of 

stroke survivors. J Neurosci Nurs. 2007;39:217-25. 

47. Lutz B, & Young, ME. Rethinking intervention strategies in stroke family caregiving. 

Rehabil Nurs. 2010;53:152-60. 

48. Beugre CD. Managing fairness in organizations: Greenwood Publishing Group; 1998. 

49. Dawson DR MS, Polatajko HL. Cognitive orientation to daily occupational performance 

in occupational therapy: Publisher AOTO 2017. 

50. Bhagat, R. S., & McQuaid, S. J. Role of subjective culture in organizations: A review and 

directions for future research. J Appl Psychol. 1982; 67(5), 653-685. 

63



 

 62 

51. Kalra L EA, Perez I, Melbourn A, Patel A, Knapp M, & Donaldson, N. Training carers of 

stroke patients: Randomised controlled trial. BMJ. 2004;328:1099. 

52. Levack WM SR, Dean SG, McPherson KM. Goal planning for adults with acquired brain 

injury: How clinicians talk about involving family. Brain Injury. 2009;23(3):192-202. 

53. Antle BF BA, Christensen DN, Martin MH. Solution-based casework in child welfare: 

Preliminary evaluation research. J Public Child Welf. 1999;2(2):197-227. 

54. Louie SWS LP, Man DWK. Stress of caregivers in caring for people with stroke. Top 

Geriatr Rehabil 2009; 25:191-7. 

55. McKevitt C, Redfern J, Mold F, Wolfe C. Qualitative studies of stroke: a systematic 

review. Stroke. 2004;35(6):1499-505. 

56. Low JT PS, Roderick P. . The impact of stroke on informal carers: a literature review. Soc 

Sci Med.1999;49(6):711-25. 

57. Luker J, Lynch E, Bernhardsson S, Bennett L, Bernhardt J. Stroke Survivors' Experiences 

of Physical Rehabilitation: A Systematic Review of Qualitative Studies. Arch Phys Med 

Rehabil. 2015;96(9):1698-708 e10. 

58. Bertilsson AS, Eriksson G, Ekstam L, Tham K, Andersson M, von Koch L, et al. A 

cluster randomized controlled trial of a client-centred, activities of daily living intervention 

for people with stroke: one year follow-up of caregivers. Clin Rehabil. 2016;30(8):765-75. 

59. Bergstrom AL, Eriksson G, von Koch L, Tham K. Combined life satisfaction of persons 

with stroke and their caregivers: associations with caregiver burden and the impact of stroke. 

Health Qual Life Outcomes. 2011;9:1. 

60. Daniel K, Wolfe CD, Busch MA, McKevitt C. What are the social consequences of 

stroke for working-aged adults? A systematic review. Stroke. 2009;40 (6):e431-40. 

61. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and 

evaluating complex interventions: The new Medical Research Council guidance. Int J Nurs 

Stud. 2013;50 (5):587. 

62. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process 

evaluation of complex interventions: Medical Research Council guidance. BMJ. 

2015;350:h1258. 

63. Bertilsson AS, Ranner M, von Koch L, Eriksson G, Johansson U, Ytterberg C, et al. A 

client-centred ADL intervention: three-month follow-up of a randomized controlled trial. 

Scand J Occup Ther. 2014;21(5):377-91. 

64. Flink M, Bertilsson AS, Johansson U, Guidetti S, Tham K, von Koch L. Training in 

client-centeredness enhances occupational therapist documentation on goal setting and client 

participation in goal setting in the medical records of people with stroke. Clin Rehabil. 

2016;30(12):1200-10. 

65. Republic of Uganda-Ministry of Health. The Second National Health Policy: Promoting 

People’s Health to Enhance Socio-Economic Development. Ministry of Health Kampala 

2010. 

66. UNDP. Sustainable Development Goals- Uganda. 2018. 

67. Kansiime D NH. UNDP UGANDA ANNUAL REPORT. 2016. 

 

 62 

51. Kalra L EA, Perez I, Melbourn A, Patel A, Knapp M, & Donaldson, N. Training carers of 

stroke patients: Randomised controlled trial. BMJ. 2004;328:1099. 

52. Levack WM SR, Dean SG, McPherson KM. Goal planning for adults with acquired brain 

injury: How clinicians talk about involving family. Brain Injury. 2009;23(3):192-202. 

53. Antle BF BA, Christensen DN, Martin MH. Solution-based casework in child welfare: 

Preliminary evaluation research. J Public Child Welf. 1999;2(2):197-227. 

54. Louie SWS LP, Man DWK. Stress of caregivers in caring for people with stroke. Top 

Geriatr Rehabil 2009; 25:191-7. 

55. McKevitt C, Redfern J, Mold F, Wolfe C. Qualitative studies of stroke: a systematic 

review. Stroke. 2004;35(6):1499-505. 

56. Low JT PS, Roderick P. . The impact of stroke on informal carers: a literature review. Soc 

Sci Med.1999;49(6):711-25. 

57. Luker J, Lynch E, Bernhardsson S, Bennett L, Bernhardt J. Stroke Survivors' Experiences 

of Physical Rehabilitation: A Systematic Review of Qualitative Studies. Arch Phys Med 

Rehabil. 2015;96(9):1698-708 e10. 

58. Bertilsson AS, Eriksson G, Ekstam L, Tham K, Andersson M, von Koch L, et al. A 

cluster randomized controlled trial of a client-centred, activities of daily living intervention 

for people with stroke: one year follow-up of caregivers. Clin Rehabil. 2016;30(8):765-75. 

59. Bergstrom AL, Eriksson G, von Koch L, Tham K. Combined life satisfaction of persons 

with stroke and their caregivers: associations with caregiver burden and the impact of stroke. 

Health Qual Life Outcomes. 2011;9:1. 

60. Daniel K, Wolfe CD, Busch MA, McKevitt C. What are the social consequences of 

stroke for working-aged adults? A systematic review. Stroke. 2009;40 (6):e431-40. 

61. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and 

evaluating complex interventions: The new Medical Research Council guidance. Int J Nurs 

Stud. 2013;50 (5):587. 

62. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process 

evaluation of complex interventions: Medical Research Council guidance. BMJ. 

2015;350:h1258. 

63. Bertilsson AS, Ranner M, von Koch L, Eriksson G, Johansson U, Ytterberg C, et al. A 

client-centred ADL intervention: three-month follow-up of a randomized controlled trial. 

Scand J Occup Ther. 2014;21(5):377-91. 

64. Flink M, Bertilsson AS, Johansson U, Guidetti S, Tham K, von Koch L. Training in 

client-centeredness enhances occupational therapist documentation on goal setting and client 

participation in goal setting in the medical records of people with stroke. Clin Rehabil. 

2016;30(12):1200-10. 

65. Republic of Uganda-Ministry of Health. The Second National Health Policy: Promoting 

People’s Health to Enhance Socio-Economic Development. Ministry of Health Kampala 

2010. 

66. UNDP. Sustainable Development Goals- Uganda. 2018. 

67. Kansiime D NH. UNDP UGANDA ANNUAL REPORT. 2016. 

64



 

 63 

68. Silva SM CF, Faria CD, Buchalla CM, Silva PF, Corrêa JC. Evaluation of post-stroke 

functionality based on the International Classification of Functioning, Disability, and Health: 

a proposal for use of assessment tools. J Phys Ther Sci 2015;27(1665-1670). 

69. Bindawas SM, Vennu VS. Stroke rehabilitation. A call to action in Saudi Arabia. 

Neurosciences (Riyadh). 2016;21(4):297-305. 

70. Ekstam L, Uppgard B, Von Koch L, Tham K. Functioning in everyday life after stroke: a 

longitudinal study of elderly people receiving rehabilitation at home. Scand J Caring Sci. 

2007;21(4):434-46. 

71. Wade DT dB. Recent advances in rehabilitation BMJ 2000;320:1385-8. 

72. Langhorne P, Legg L, Pollock A, Sellars C. Evidencebased stroke rehabilitation. Age 

Ageing.  2002;31(3):17-20. 

73. Kristensen HK, Persson D, Nygren C, Boll M, Matzen P. Evaluation of evidence within 

occupational therapy in stroke rehabilitation. Scand J Occup Ther. 2011;18(1):11-25. 

74. Law M1 BS, Mills J. Client-centred practice: what does it mean and does it make a 

difference. Can J Occup Ther. 1995;65(5):250-7. 

75. WHO. International Classification of Impairments, Disabilities, and Handicaps, A manual 

of classification relating to the consequences of disease 1980. 

76. Hellström.J. The Innovative Use of Mobile Applications in East 633 Africa. 2010 

Available from: http://www.sida.se/publications.   

77. GSMA. The Mobile Economy 2018. Available from 

https://www.gsma.com/mobileeconomy/sub-saharan-africa-2017/  

78. Unesco. ICT Competency Framework for Teachers. 2.0 ed. Paris, France: UNESCO; 

2015. 

79. Iosa M, Morone G, Fusco A, Bragoni M, Coiro P, Multari M, et al. Seven capital devices 

for the future of stroke rehabilitation. Stroke Res Treat. 2012;2012:187965. 

80. Hoover EL, Carney A. Integrating the iPad into an intensive, comprehensive aphasia 

program. Semin Speech Lang. 2014;35(1):25. 

81. Szabo G, Dittelman J. Using Mobile Technology with Individuals with Aphasia: Native 

iPad Features and Everyday Apps. 2014;35(01):005-16. 

82. Krpic A, Savanovic A, Cikajlo I. Telerehabilitation: remote multimedia-supported 

assistance and mobile monitoring of balance training outcomes can facilitate the clinical 

staff's effort. Int J Rehabil Res. 2013;36(2):162-71. 

83. Njoroge J. New organization to promote African health research. Bulletin of the World 

Health Organization; 2003. 

84. Brennan D TL, Theodoros D, Brown J, Campbell M, Christiana D, Smith D, Cason J, Lee 

A,. A blueprint for telerehabilitation guidelines. . Int J Telerehabil. 2010;2(2):31. 

85. Brennan DM MS, Brownsell S,. Telerehabilitation: enabling the remote delivery of 

healthcare, rehabilitation, and self management. Stud Health Technol Inform. 2009;145:231-

48. 

86. Laver KE, Schoene D, Crotty M, George S, Lannin NA, Sherrington C. Telerehabilittion 

services for stroke. Cochrane Database Syst Rev. 2013(12). 

 

 63 

68. Silva SM CF, Faria CD, Buchalla CM, Silva PF, Corrêa JC. Evaluation of post-stroke 

functionality based on the International Classification of Functioning, Disability, and Health: 

a proposal for use of assessment tools. J Phys Ther Sci 2015;27(1665-1670). 

69. Bindawas SM, Vennu VS. Stroke rehabilitation. A call to action in Saudi Arabia. 

Neurosciences (Riyadh). 2016;21(4):297-305. 

70. Ekstam L, Uppgard B, Von Koch L, Tham K. Functioning in everyday life after stroke: a 

longitudinal study of elderly people receiving rehabilitation at home. Scand J Caring Sci. 

2007;21(4):434-46. 

71. Wade DT dB. Recent advances in rehabilitation BMJ 2000;320:1385-8. 

72. Langhorne P, Legg L, Pollock A, Sellars C. Evidencebased stroke rehabilitation. Age 

Ageing.  2002;31(3):17-20. 

73. Kristensen HK, Persson D, Nygren C, Boll M, Matzen P. Evaluation of evidence within 

occupational therapy in stroke rehabilitation. Scand J Occup Ther. 2011;18(1):11-25. 

74. Law M1 BS, Mills J. Client-centred practice: what does it mean and does it make a 

difference. Can J Occup Ther. 1995;65(5):250-7. 

75. WHO. International Classification of Impairments, Disabilities, and Handicaps, A manual 

of classification relating to the consequences of disease 1980. 

76. Hellström.J. The Innovative Use of Mobile Applications in East 633 Africa. 2010 

Available from: http://www.sida.se/publications.   

77. GSMA. The Mobile Economy 2018. Available from 

https://www.gsma.com/mobileeconomy/sub-saharan-africa-2017/  

78. Unesco. ICT Competency Framework for Teachers. 2.0 ed. Paris, France: UNESCO; 

2015. 

79. Iosa M, Morone G, Fusco A, Bragoni M, Coiro P, Multari M, et al. Seven capital devices 

for the future of stroke rehabilitation. Stroke Res Treat. 2012;2012:187965. 

80. Hoover EL, Carney A. Integrating the iPad into an intensive, comprehensive aphasia 

program. Semin Speech Lang. 2014;35(1):25. 

81. Szabo G, Dittelman J. Using Mobile Technology with Individuals with Aphasia: Native 

iPad Features and Everyday Apps. 2014;35(01):005-16. 

82. Krpic A, Savanovic A, Cikajlo I. Telerehabilitation: remote multimedia-supported 

assistance and mobile monitoring of balance training outcomes can facilitate the clinical 

staff's effort. Int J Rehabil Res. 2013;36(2):162-71. 

83. Njoroge J. New organization to promote African health research. Bulletin of the World 

Health Organization; 2003. 

84. Brennan D TL, Theodoros D, Brown J, Campbell M, Christiana D, Smith D, Cason J, Lee 

A,. A blueprint for telerehabilitation guidelines. . Int J Telerehabil. 2010;2(2):31. 

85. Brennan DM MS, Brownsell S,. Telerehabilitation: enabling the remote delivery of 

healthcare, rehabilitation, and self management. Stud Health Technol Inform. 2009;145:231-

48. 

86. Laver KE, Schoene D, Crotty M, George S, Lannin NA, Sherrington C. Telerehabilittion 

services for stroke. Cochrane Database Syst Rev. 2013(12). 

65



 

 64 

87. McKevitt C RJ, Mold F, Wolfe C,. Qualitative studies of stroke: a systematic review. 

Stroke. 2011;35(6):1499-505. 

88. Sapal T,Wang  R, Istepanian Y.H. Song. Mobile e-Health: The Unwired Evolution of 

Telemedicine, Telemed J E Health 2004; 9, 3. 

89. Mechael PN. The Case for mHealth in Developing Countries. Innovations: Technology, 

Governance, Globalization. 2009;4(1):103-18. 

90. Morris J, Mueller J, Jones M. Toward mobile phone design for all: meeting the needs of 

stroke survivors. Top Stroke Rehabil. 2010;17(5):353-61. 

91. Guidetti S, Ranner M, Tham K, Andersson M, Ytterberg C, von Koch L. A "client-

centred activities of daily living" intervention for persons with stroke: One-year follow-up of 

a randomized controlled trial. J Rehabil Med. 2015;47(7):605-11. 

92. Gjersing L CJ, Clausen T,. Cross-cultural adaptation of research instruments: language, 

setting, time and statistical considerations. BMC Med Res Methodol. 2003;10(1):1. 

93. Kvale S BS. Interviews: learning the craft of qualitative research interviewing. California, 

USA: Sage; 2009. 

94. Brinkmann S KS. Confronting the ethics of qualitative research. J Constr Psyc. 

2006;18:157-81. 

95. Barber M FM, Shields M, Stott DJ Langhorne P,. Validity and reliability of estimating the 

Scandinavian Stroke Scale score from medical records. Cerebrovasc Dis. 2003;17(2-3):224-7. 

96. Scandinavian, Stroke, Study, Group. Multicenter Trial of Hemodilution in Ischemic 

Stroke - Background and Study Protocol. Stroke. 1985;16(5):885-90. 

97. Doig E, Fleming J, Kuipers P, Cornwell PL. Clinical Utility of the Combined Use of the 

Canadian Occupational Performance Measure and Goal Attainment Scaling. Am J Occup 

Ther. 2010;64(6):904-14. 

98. Bandura A, Adams NE, Beyer J. Cognitive processes mediating behavioral change. J Pers 

Soc Psychol. 1977;35(3):125-39. 

99. Bandura A. Self-efficacy: toward a unifying theory of behavioural change. Psychol Rev. 

1977;84:191 - 215. 

100. Gustavsson C, Denison E, von Koch L. Self-management of persistent neck pain: two-

year follow-up of a randomized controlled trial of a multicomponent group intervention in 

primary health care. Spine. 2011;36(25):2105-15. 

101. Kamwesiga JT, von Koch L, Kottorp A, Guidetti S. Cultural adaptation and validation 

of Stroke Impact Scale 3.0 version in Uganda: A small-scale study. SAGE Open Med. 

2016;4:2050312116671859. 

102. Mahoney F BD. Functional evaluation: the Barthel Index. Maryland St Med J. 

1965;14:61-5. 

103. Wade DT & Collin C. The Barthel ADL Index: a standard measure of physical 

disability. Int Disabil Stud. 1988;10 (2):64-7. 

104. Guidetti S, Utbult M, Kamwesiga J, Eriksson G. Perceived occupational gaps among the 

Ugandan general population– A pilot study. submitted. 

105. Beaton DE, Bombardier C, Guillemin F, Ferraz MB. Guidelines for the process of cross-

cultural adaptation of self-report measures. Spine. 2000 Dec 15;25(24):3186-91. 

 

 64 

87. McKevitt C RJ, Mold F, Wolfe C,. Qualitative studies of stroke: a systematic review. 

Stroke. 2011;35(6):1499-505. 

88. Sapal T,Wang  R, Istepanian Y.H. Song. Mobile e-Health: The Unwired Evolution of 

Telemedicine, Telemed J E Health 2004; 9, 3. 

89. Mechael PN. The Case for mHealth in Developing Countries. Innovations: Technology, 

Governance, Globalization. 2009;4(1):103-18. 

90. Morris J, Mueller J, Jones M. Toward mobile phone design for all: meeting the needs of 

stroke survivors. Top Stroke Rehabil. 2010;17(5):353-61. 

91. Guidetti S, Ranner M, Tham K, Andersson M, Ytterberg C, von Koch L. A "client-

centred activities of daily living" intervention for persons with stroke: One-year follow-up of 

a randomized controlled trial. J Rehabil Med. 2015;47(7):605-11. 

92. Gjersing L CJ, Clausen T,. Cross-cultural adaptation of research instruments: language, 

setting, time and statistical considerations. BMC Med Res Methodol. 2003;10(1):1. 

93. Kvale S BS. Interviews: learning the craft of qualitative research interviewing. California, 

USA: Sage; 2009. 

94. Brinkmann S KS. Confronting the ethics of qualitative research. J Constr Psyc. 

2006;18:157-81. 

95. Barber M FM, Shields M, Stott DJ Langhorne P,. Validity and reliability of estimating the 

Scandinavian Stroke Scale score from medical records. Cerebrovasc Dis. 2003;17(2-3):224-7. 

96. Scandinavian, Stroke, Study, Group. Multicenter Trial of Hemodilution in Ischemic 

Stroke - Background and Study Protocol. Stroke. 1985;16(5):885-90. 

97. Doig E, Fleming J, Kuipers P, Cornwell PL. Clinical Utility of the Combined Use of the 

Canadian Occupational Performance Measure and Goal Attainment Scaling. Am J Occup 

Ther. 2010;64(6):904-14. 

98. Bandura A, Adams NE, Beyer J. Cognitive processes mediating behavioral change. J Pers 

Soc Psychol. 1977;35(3):125-39. 

99. Bandura A. Self-efficacy: toward a unifying theory of behavioural change. Psychol Rev. 

1977;84:191 - 215. 

100. Gustavsson C, Denison E, von Koch L. Self-management of persistent neck pain: two-

year follow-up of a randomized controlled trial of a multicomponent group intervention in 

primary health care. Spine. 2011;36(25):2105-15. 

101. Kamwesiga JT, von Koch L, Kottorp A, Guidetti S. Cultural adaptation and validation 

of Stroke Impact Scale 3.0 version in Uganda: A small-scale study. SAGE Open Med. 

2016;4:2050312116671859. 

102. Mahoney F BD. Functional evaluation: the Barthel Index. Maryland St Med J. 

1965;14:61-5. 

103. Wade DT & Collin C. The Barthel ADL Index: a standard measure of physical 

disability. Int Disabil Stud. 1988;10 (2):64-7. 

104. Guidetti S, Utbult M, Kamwesiga J, Eriksson G. Perceived occupational gaps among the 

Ugandan general population– A pilot study. submitted. 

105. Beaton DE, Bombardier C, Guillemin F, Ferraz MB. Guidelines for the process of cross-

cultural adaptation of self-report measures. Spine. 2000 Dec 15;25(24):3186-91. 

66



 

 65 

106. Linacre JM. Optimizing rating scale category effectiveness. J Appl Meas 2002;3(1):85-

106. 

107. Wright BD, Linacre M. Reasonable mean-square fit values. Rasch Measurement 

Transactions. 2004;23(1). 

108. Nilsson I, Fisher AG. Evaluating leisure activities in the oldest old. Scand J Occup Ther 

2006;13(1):31-7. 

109. Linacre JM. WINSTEPS Rasch measurement computer program. Chicago, IL: 

Winsteps.com, 2006.  

110. Forkmann T, Boecker M, Wirtz M, et al. Validation of the Rasch-based Depression 

Screening in a large scale German general population sample. Health Qual Life Outcomes 

2010;8(1): 105. 

111. Charmaz K. Constructing grounded theory : a practical guide through qualitative 

analysis. London: London: SAGE; 2006. 

112. Epstein J, Santo RM, Guillemin F. A review of guidelines for cross-cultural adaptation 

of questionnaires could not bring out a consensus. J Clin Epidemiol. 2015;68(4):435-41. 

113. Mohammad AH A-SN, Yim LS, Chinna K. Reliability and Validity of the Nigerian 

(Hausa) Version of the Stroke Impact Scale (SIS) 3.0 Index. BioMed Research International. 

2014;7(1):1-7. 

114. Palmcrantz S, Holmqvist LW, Sommerfeld DK, Tistad M, Ytterberg C, von Koch L. 

Differences between younger and older individuals in their use of care and rehabilitation but 

not in self-perceived global recovery 1year after stroke. J Neurol Sci. 2012;321(1-2):29-34. 

115. Guidetti S, Ytterberg C, Ekstam L, Johansson U, Eriksson G. Changes in the impact of 

stroke between 3 and 12 months post-stroke, assessed with the Stroke Impact Scale. J Rehabil 

Med. 2014;46(10):963-8. 

116. Urimubenshi G. Activity limitations and participation restrictions experienced by people 

with stroke in Musanze district in Rwanda. Afr Health Sci. 2015;15(3):917-24. 

117. Krishnamurthi RV, Moran AE, Feigin VL, Barker-Collo S, Norrving B, Mensah GA, et 

al. Stroke Prevalence, Mortality and Disability-Adjusted Life Years in Adults Aged 20-64 

Years in 1990-2013: Data from the Global Burden of Disease 2013 Study. 

Neuroepidemiology. 2015;45(3):190-202. 

118. WHO, UNESCO,. CBR; a strategy for rehabilitation, equalisation of opportunities, 

poverty reduction and social inclusion of people with disabilities. 2004. 

119. Lawlor MC. The Particularities of Engagement: Intersubjectivity in Occupational 

Therapy Practice. OTJR. 2012;32(4):151-9. 

120. Vazquez MY, Sexto CF, Rocha A, Aguilera A. Mobile Phones and Psychosocial 

Therapies with Vulnerable People: a First State of the Art. J Med Syst. 2016;40(6):157. 

121. Masterson Creber R, Patey M, Lee CS, Kuan A, Jurgens C, Riegel B. Motivational 

interviewing to improve self-care for patients with chronic heart failure: MITI-HF 

randomized controlled trial. Patient Educ Couns. 2016;99(2):256-64. 

122. Anderson RM, Funnell MM. Patient empowerment: reflections on the challenge of 

fostering the adoption of a new paradigm. Patient Educ Couns. 2005;57(2):153-7. 

 

 65 

106. Linacre JM. Optimizing rating scale category effectiveness. J Appl Meas 2002;3(1):85-

106. 

107. Wright BD, Linacre M. Reasonable mean-square fit values. Rasch Measurement 

Transactions. 2004;23(1). 

108. Nilsson I, Fisher AG. Evaluating leisure activities in the oldest old. Scand J Occup Ther 

2006;13(1):31-7. 

109. Linacre JM. WINSTEPS Rasch measurement computer program. Chicago, IL: 

Winsteps.com, 2006.  

110. Forkmann T, Boecker M, Wirtz M, et al. Validation of the Rasch-based Depression 

Screening in a large scale German general population sample. Health Qual Life Outcomes 

2010;8(1): 105. 

111. Charmaz K. Constructing grounded theory : a practical guide through qualitative 

analysis. London: London: SAGE; 2006. 

112. Epstein J, Santo RM, Guillemin F. A review of guidelines for cross-cultural adaptation 

of questionnaires could not bring out a consensus. J Clin Epidemiol. 2015;68(4):435-41. 

113. Mohammad AH A-SN, Yim LS, Chinna K. Reliability and Validity of the Nigerian 

(Hausa) Version of the Stroke Impact Scale (SIS) 3.0 Index. BioMed Research International. 

2014;7(1):1-7. 

114. Palmcrantz S, Holmqvist LW, Sommerfeld DK, Tistad M, Ytterberg C, von Koch L. 

Differences between younger and older individuals in their use of care and rehabilitation but 

not in self-perceived global recovery 1year after stroke. J Neurol Sci. 2012;321(1-2):29-34. 

115. Guidetti S, Ytterberg C, Ekstam L, Johansson U, Eriksson G. Changes in the impact of 

stroke between 3 and 12 months post-stroke, assessed with the Stroke Impact Scale. J Rehabil 

Med. 2014;46(10):963-8. 

116. Urimubenshi G. Activity limitations and participation restrictions experienced by people 

with stroke in Musanze district in Rwanda. Afr Health Sci. 2015;15(3):917-24. 

117. Krishnamurthi RV, Moran AE, Feigin VL, Barker-Collo S, Norrving B, Mensah GA, et 

al. Stroke Prevalence, Mortality and Disability-Adjusted Life Years in Adults Aged 20-64 

Years in 1990-2013: Data from the Global Burden of Disease 2013 Study. 

Neuroepidemiology. 2015;45(3):190-202. 

118. WHO, UNESCO,. CBR; a strategy for rehabilitation, equalisation of opportunities, 

poverty reduction and social inclusion of people with disabilities. 2004. 

119. Lawlor MC. The Particularities of Engagement: Intersubjectivity in Occupational 

Therapy Practice. OTJR. 2012;32(4):151-9. 

120. Vazquez MY, Sexto CF, Rocha A, Aguilera A. Mobile Phones and Psychosocial 

Therapies with Vulnerable People: a First State of the Art. J Med Syst. 2016;40(6):157. 

121. Masterson Creber R, Patey M, Lee CS, Kuan A, Jurgens C, Riegel B. Motivational 

interviewing to improve self-care for patients with chronic heart failure: MITI-HF 

randomized controlled trial. Patient Educ Couns. 2016;99(2):256-64. 

122. Anderson RM, Funnell MM. Patient empowerment: reflections on the challenge of 

fostering the adoption of a new paradigm. Patient Educ Couns. 2005;57(2):153-7. 

67



 

 66 

123. Cason J. Telehealth opportunities in occupational therapy through the Affordable Care 

Act. Am J Occup Ther. 2012;66(2):131-6. 

124. Patrick K, Griswold WG, Raab F, Intille SS. Health and the mobile phone. Am J Prev 

Med. 2008;35(2):177-81. 

125. Erikson A, Park M, Tham K. Place integration through daily activities 1 year after 

stroke. OTJR. 2010;30:68–77. 

126. Gustavsson M, Ytterberg C, Nabsen Marwaa M, Tham K, Guidetti S. Experiences of 

using information and communication technology within the first year after stroke - a 

grounded theory study. Disabil Rehabil. 2016:1-8. 

127. Hammell KRW. Belonging, occupation, and human well-being: An exploration. Can J 

Occup Ther. 2014;81(1):39-50. 

128. Car, J., Gurol‐Urganci, I., De Jongh, T., Vodopivec‐Jamsek, V., Atun, R. Mobile phone 

messaging reminders for attendance at healthcare appointments. Cochrane Database Syst 

Rev. 2012;7:1–38  

129. Wang J, Wang Y, Wei C, Yao NA, Yuan A, Shan Y, et al. Smartphone interventions for 

long-term health management of chronic diseases: an integrative review. elemed J E Health. 

2014;20(6):570-83. 

130. Lopez A. An Investigation of the Use of Internet Based Resources in Support of the 

Therapeutic Alliance. Clin Soc Work J. 2014;43(2):189-200. 

131. Paul L, Wyke S, Brewster S, Sattar N, Gill JM, Alexander G, et al. Increasing physical 

activity in stroke survivors using STARFISH, an interactive mobile phone application: a pilot 

study. Top Stroke Rehabil. 2016;23(3):170-7. 

132. D'Alisa S, Baudo S, Mauro A, Miscio G. How does stroke restrict participation in long-

term post-stroke survivors? Acta Neurol Scand. 2005;112(3):157-62. 

133. Vincent-Onabajo GO, Ihaza LO, Usman Ali M, Ali Masta M, Majidadi R, Modu A, et 

al. Impact of social support on participation after stroke in Nigeria. Top Stroke Rehabil. 

2016;23(5):305-10. 

134. Lindley RI, Anderson CS, Billot L, Forster A, Hackett ML, Harvey LA, et al. Family-

led rehabilitation after stroke in India (ATTEND): a randomised controlled trial. The Lancet. 

2017;390(10094):588-99. 

135. Craig P, Cooper C, Gunnell D, Haw S, Lawson K, Macintyre S, et al. Using natural 

experiments to evaluate population health interventions: new Medical Research Council 

guidance. J Epidemiol Community Health. 2012;66(12):1182-6. 

136. Petticrew M. When are complex interventions 'complex'? When are simple interventions 

'simple'? Eur J Public Health. 2011;21(4):397-8. 

137. Hawe P SA, Riley T,. Complex interventions: how ‘‘out of control’’ can a randomised 

trial be? . BMJ. 2004;328:1561-3. 

138. Adeoye A, Seeley J, Hartley S. Developing a tool for evaluating community-based 

rehabilitation in Uganda. Disabil Rehabil. 2011;33(13-14):1110-24. 

139. Winkelman WJ CC. Provider-sponsored virtual communities for chronic patients: 

improving health outcomes through organizational patient-centred knowledge management. 

Health Expect 2003;6(4):352-8. 

 

 66 

123. Cason J. Telehealth opportunities in occupational therapy through the Affordable Care 

Act. Am J Occup Ther. 2012;66(2):131-6. 

124. Patrick K, Griswold WG, Raab F, Intille SS. Health and the mobile phone. Am J Prev 

Med. 2008;35(2):177-81. 

125. Erikson A, Park M, Tham K. Place integration through daily activities 1 year after 

stroke. OTJR. 2010;30:68–77. 

126. Gustavsson M, Ytterberg C, Nabsen Marwaa M, Tham K, Guidetti S. Experiences of 

using information and communication technology within the first year after stroke - a 

grounded theory study. Disabil Rehabil. 2016:1-8. 

127. Hammell KRW. Belonging, occupation, and human well-being: An exploration. Can J 

Occup Ther. 2014;81(1):39-50. 

128. Car, J., Gurol‐Urganci, I., De Jongh, T., Vodopivec‐Jamsek, V., Atun, R. Mobile phone 

messaging reminders for attendance at healthcare appointments. Cochrane Database Syst 

Rev. 2012;7:1–38  

129. Wang J, Wang Y, Wei C, Yao NA, Yuan A, Shan Y, et al. Smartphone interventions for 

long-term health management of chronic diseases: an integrative review. elemed J E Health. 

2014;20(6):570-83. 

130. Lopez A. An Investigation of the Use of Internet Based Resources in Support of the 

Therapeutic Alliance. Clin Soc Work J. 2014;43(2):189-200. 

131. Paul L, Wyke S, Brewster S, Sattar N, Gill JM, Alexander G, et al. Increasing physical 

activity in stroke survivors using STARFISH, an interactive mobile phone application: a pilot 

study. Top Stroke Rehabil. 2016;23(3):170-7. 

132. D'Alisa S, Baudo S, Mauro A, Miscio G. How does stroke restrict participation in long-

term post-stroke survivors? Acta Neurol Scand. 2005;112(3):157-62. 

133. Vincent-Onabajo GO, Ihaza LO, Usman Ali M, Ali Masta M, Majidadi R, Modu A, et 

al. Impact of social support on participation after stroke in Nigeria. Top Stroke Rehabil. 

2016;23(5):305-10. 

134. Lindley RI, Anderson CS, Billot L, Forster A, Hackett ML, Harvey LA, et al. Family-

led rehabilitation after stroke in India (ATTEND): a randomised controlled trial. The Lancet. 

2017;390(10094):588-99. 

135. Craig P, Cooper C, Gunnell D, Haw S, Lawson K, Macintyre S, et al. Using natural 

experiments to evaluate population health interventions: new Medical Research Council 

guidance. J Epidemiol Community Health. 2012;66(12):1182-6. 

136. Petticrew M. When are complex interventions 'complex'? When are simple interventions 

'simple'? Eur J Public Health. 2011;21(4):397-8. 

137. Hawe P SA, Riley T,. Complex interventions: how ‘‘out of control’’ can a randomised 

trial be? . BMJ. 2004;328:1561-3. 

138. Adeoye A, Seeley J, Hartley S. Developing a tool for evaluating community-based 

rehabilitation in Uganda. Disabil Rehabil. 2011;33(13-14):1110-24. 

139. Winkelman WJ CC. Provider-sponsored virtual communities for chronic patients: 

improving health outcomes through organizational patient-centred knowledge management. 

Health Expect 2003;6(4):352-8. 

68



 

 67 

140. Fugl-Meyer AR HK, Lindmark B, Wahlberg B,. Self-Efficacy in Relation to 

Impairments and Activities of Daily Living Disability in Elderly Patients with Stroke: A 

Prospective Investigation J Rehabil Med. 2003;35(5):202-7. 

141. Cossi MJ, Gobron C, Preux PM, Niama D, Chabriat H, Houinato D. Stroke: prevalence 

and disability in Cotonou, Benin. Cerebrovasc Dis. 2012;33(2):166-72. 

142. Garbusinski JM, van der Sande MA, Bartholome EJ, Dramaix M, Gaye A, Coleman R, 

et al. Stroke presentation and outcome in developing countries: a prospective study in the 

Gambia. Stroke. 2005;36(7):1388-93. 

143. Walker RW MD, Masuki, G, Kitange HM, Whiting D, Moshi AF,  et al,. Age specific 

prevalence of impairment and disability relating to hemiplegic stroke in the Hai District of 

northern Tanzania. Neurol Neurosurg Psychiatry. 2000;68(6):744-9. 

144. Chen WH, Lenderking W, Jin Y, Wyrwich KW, Gelhorn H, Revicki DA. Is Rasch 

model analysis applicable in small sample size pilot studies for assessing item characteristics? 

An example using PROMIS pain behavior item bank data. Qual Life Res. 2014;23(2):485-93. 

145. Strauss A CJ. Basics of qualitative research: techniques and procedures for developing 

grounded theory. Thousand Oak (CA: Sage Publications; 1998. 

146. Streubert HJ CD. Qualitative research in nursing: advancing the humanistic imperative. 

Philadelphia, New York, Baltimore:: Lippincott Williams & Wilkins; 2007. 

147. Garcia TP, Marder K. Statistical Approaches to Longitudinal Data Analysis in 

Neurodegenerative Diseases: Huntington's Disease as a Model. Curr Neurol Neurosci Rep. 

2017;17(2):14. 

148. Supplemental Material for A Time-Varying Effect Model for Intensive Longitudinal 

Data. Psychological Methods. 2012. 

149. Quinn TJ, Langhorne P, Stott DJ. Barthel index for stroke trials: development, 

properties, and application. Stroke. 2011;42(4):1146-51. 

150. Bond T, Fox CM. Applying the Rasch model: fundamental measurement in the human 

sciences. New York: Routledge; 2015. 

151. Polit DF, Beck CT. Generalization in quantitative and qualitative research: myths and 

strategies. Int J Nurs Stud. 2010;47(11):1451-8. 

 

 

 67 

140. Fugl-Meyer AR HK, Lindmark B, Wahlberg B,. Self-Efficacy in Relation to 

Impairments and Activities of Daily Living Disability in Elderly Patients with Stroke: A 

Prospective Investigation J Rehabil Med. 2003;35(5):202-7. 

141. Cossi MJ, Gobron C, Preux PM, Niama D, Chabriat H, Houinato D. Stroke: prevalence 

and disability in Cotonou, Benin. Cerebrovasc Dis. 2012;33(2):166-72. 

142. Garbusinski JM, van der Sande MA, Bartholome EJ, Dramaix M, Gaye A, Coleman R, 

et al. Stroke presentation and outcome in developing countries: a prospective study in the 

Gambia. Stroke. 2005;36(7):1388-93. 

143. Walker RW MD, Masuki, G, Kitange HM, Whiting D, Moshi AF,  et al,. Age specific 

prevalence of impairment and disability relating to hemiplegic stroke in the Hai District of 

northern Tanzania. Neurol Neurosurg Psychiatry. 2000;68(6):744-9. 

144. Chen WH, Lenderking W, Jin Y, Wyrwich KW, Gelhorn H, Revicki DA. Is Rasch 

model analysis applicable in small sample size pilot studies for assessing item characteristics? 

An example using PROMIS pain behavior item bank data. Qual Life Res. 2014;23(2):485-93. 

145. Strauss A CJ. Basics of qualitative research: techniques and procedures for developing 

grounded theory. Thousand Oak (CA: Sage Publications; 1998. 

146. Streubert HJ CD. Qualitative research in nursing: advancing the humanistic imperative. 

Philadelphia, New York, Baltimore:: Lippincott Williams & Wilkins; 2007. 

147. Garcia TP, Marder K. Statistical Approaches to Longitudinal Data Analysis in 

Neurodegenerative Diseases: Huntington's Disease as a Model. Curr Neurol Neurosci Rep. 

2017;17(2):14. 

148. Supplemental Material for A Time-Varying Effect Model for Intensive Longitudinal 

Data. Psychological Methods. 2012. 

149. Quinn TJ, Langhorne P, Stott DJ. Barthel index for stroke trials: development, 

properties, and application. Stroke. 2011;42(4):1146-51. 

150. Bond T, Fox CM. Applying the Rasch model: fundamental measurement in the human 

sciences. New York: Routledge; 2015. 

151. Polit DF, Beck CT. Generalization in quantitative and qualitative research: myths and 

strategies. Int J Nurs Stud. 2010;47(11):1451-8. 

 

69


	inlaga.pdf
	1.2018-03-26 Kamwesiga Thesis FINAL.pdf
	2.tumgrepp1.pdf
	3.2018-03-25  Study 1 SAGE Open Medicine-2016-Kamwesiga.pdf
	4.tumgrepp2.pdf
	5.2018-03-25 Study 2 Kamwesiga.pdf
	6.tumgrepp3.pdf
	7.2018-03-25 Study 3 Kamwesiga.pdf
	8.tumgrepp4.pdf
	9.2018-03-25 Study 4 Kamwesiga.pdf



 
 
    
   HistoryItem_V1
   TrimAndShift
        
     Range: all pages
     Trim: cut right edge by 20.98 points
     Shift: none
     Normalise (advanced option): 'original'
      

        
     32
     1
     0
     No
     1241
     262
     None
     Up
     0.0000
     0.0000
            
                
         Both
         5
         AllDoc
         17
              

       CurrentAVDoc
          

     Smaller
     20.9764
     Right
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     0
     1
     0
     1
      

   1
  

    
   HistoryItem_V1
   TrimAndShift
        
     Range: all pages
     Trim: cut bottom edge by 20.98 points
     Shift: none
     Normalise (advanced option): 'original'
      

        
     32
     1
     0
     No
     1241
     262
     None
     Up
     0.0000
     0.0000
            
                
         Both
         5
         AllDoc
         17
              

       CurrentAVDoc
          

     Smaller
     20.9764
     Bottom
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     0
     1
     0
     1
      

   1
  

    
   HistoryItem_V1
   TrimAndShift
        
     Range: all pages
     Trim: cut top edge by 20.98 points
     Shift: none
     Normalise (advanced option): 'original'
      

        
     32
     1
     0
     No
     1241
     262
     None
     Up
     0.0000
     0.0000
            
                
         Both
         5
         AllDoc
         17
              

       CurrentAVDoc
          

     Smaller
     20.9764
     Top
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     0
     1
     0
     1
      

   1
  

    
   HistoryItem_V1
   TrimAndShift
        
     Range: all pages
     Trim: cut left edge by 528.38 points
     Shift: none
     Normalise (advanced option): 'original'
      

        
     32
     1
     0
     No
     1241
     262
    
     None
     Up
     0.0000
     0.0000
            
                
         Both
         5
         AllDoc
         17
              

       CurrentAVDoc
          

     Smaller
     528.3780
     Left
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     0
     1
     0
     1
      

   1
  

 HistoryList_V1
 qi2base





