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ABSTRACT

Rehabilitation Interventionists (RIs) usually spengreat deal of time and effort
trying to improve the functional abilities of stkatients. Stroke rehabilitation through
current studies has been recognized as an impamaneffective modality in the
treatment of stroke. Despite the known benefitSRfto stroke patients, a number of
them drop out resulting in a decline the benefsif the program.

Objective: To examine the predictive relationship betweert@ged autonomy support
provided by Stroke Rehabilitation Interventionisted the participants’ subsequent
stroke rehabilitation program attendance rate.sthdy also examines the predictive
relationship between participants’ perceived autaysupport and their motivation to
exercise, which in turn, would predict higher sgakhabilitation program attendance
rate.

Research Method:Stroke rehabilitation outpatients € 35;Male = 20;Female = 15;
Mage= 52.79 years: SD = 12.16). This study examinedptiedictive relationship between
participants’ perceived autonomy support and matwafor exercise at weeks 2 and 3 of
stroke rehabilitation participation. It also exaedrthe predictive relationship between
participants’ perceived autonomy support and strekabilitation attendance rate. Stroke
rehabilitation attendance was tracked for a peoidsl weeks. Descriptive statistics,

bivariate correlations and hierarchical linear esgion were calculated to assess the

viii



predictive relationships between perceived autonsupport, self-determined motivation

and stroke rehabilitation program attendance rate.

Results: Perceived autonomy support was not positively ¢ated with relative
autonomy indexi(35) = .13,p > .05. The relationship between perceived autonomy
support and all other forms of controlled motivatiwas also not significant. The
regression model predicting program attendance sti@ignificant positive effect for
perceived autonomy suppoft£ .56, R?= .32,p < .001). However, the regression model
predicting program attendance showed a non-sigmifieffect for self-determined

motivation 8 = .56,R* = .32,p = NS).

Conclusion Results supports Self-Determination Theory irdptng the attendance
rate of participants in SR. The higher the perati@aetonomy support provided by RI to
stroke patients, the higher their attendance ragestroke rehabilitation program. RIs
supporting stroke patients’ autonomy support rathan interfering with their autonomy
or neglecting them during the SR process helpse@aenvironment where stroke
patients can feel an engagement-fostering balagiveclen what they want to do and

what they are actually told to do.



CHAPTER |

INTRODUCTION

Stroke is a serious and life threatening conditiowhich blood vessels that
supply blood to the brain are blocked or rupturadsing the sudden death of some brain
cells due to lack of oxygen or inadequate bloogpgupccording to the American
Stroke Association (2005), stroke is the leadingseaof death and disability in adults in
the world. The risk factors associated with strimkdude smoking, high blood pressure,
diabetes, heart diseases, heavy alcohol use asgyldeamily history of stroke and age
also increases the likelihood of a person gettingks.

From the Center for Disease Control (2013), stioke
almost 130,000 Americans each year. That is 1 bevery 19 deaths. On average, one
American dies from stroke every four minutes. Evgggr, more than 795,000 people in
the United States have a stroke of which 610,0G0ede are first or new strokes and
about 185,000 strokes that is nearly one of foanmpeople who have has a previous
stroke.

According to the Stroke Network (1996), there ave types of stroke namely
ischemic and hemorrhagic strokes. Ischemic strelted most common type of stroke. It
occurs when a blood clot blocks an artery leadmgrtin the brain. Ischemic stroke can

either be thrombotic or embolic. Thrombotic strakeurs when a clot is formed in the
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brain and blocks an artery while embolic strokeunsavhen a clot formed elsewhere in
the body travels to the brain and blocks an atteeye. Hemorrhagic stroke on the other
hand is caused by the bleeding of a ruptured bl@sdel near or in the brain.

According to the American Stroke Association (20@sdund 25% of people die
in the first one month following an ischemic straked up to 75% after a hemorrhagic
stroke. Ten percent (10%) of stroke survivors recalmost completely, twenty five
percent (25%) recover with minor impairments amtlyf¢40%) experience moderate to
severe impairment requiring special care. Ten perd®%) of stroke survivors require
care in a nursing home or other long-term cardifaend fifteen percent (15%) die
shortly after a stroke. Immediate mortality ob&e is high and approximately 20% of
stroke patients die within 30 days (Scottish Im#egiate Guideline Network, 2002).

The onset of stroke provides a lot of challengalteady active people. As Van
den Berg (1987) suggested, the whole experiend®eofg ill' does require the
acceptance and management of a new status, arglahis is one that requires a new
way of viewing all that some people normally take dranted. Most people who suffer
from stroke usually have to make changes to tifestyle and adapt to their disabilities
for the rest of their lives, and this adaptation aaually be challenging. Being supported
and accepted by family during this time goes a hvag to psychologically motivate
stroke victims to fight hard against the stroke.

Stroke rehabilitation (SR) has been recognizechamportant and effective
modality in the treatment of stroke. SR is a wapervised program aimed at improving
the neurological and psychosocial factors resultiom stroke. According to Gresham et

al. (1997), the threshold criteria for admissiomtcomprehensive rehabilitation program
2



include medical stability, the presence of a funaai deficit, the ability to learn, and
enough physical endurance to sit unsupported apdrtecipate actively in rehabilitation.

According to Gresham et al (1997), SR is an agineeess that begins from acute
hospitalization, progressing for those with resldogairments to a systematic program
of rehabilitation services, and continuing afte thdividual returns to the community.
The rehabilitation process is made up of a teatreafth professionals. The team may
include physical, occupational and recreationaldpists, speech language pathologist,
psychologist and social workers.

The SR process involves six major areas of fod)spieventing, recognizing and
managing comorbid illness and medical complicatig¢Rstraining for maximum
independence; (3) facilitating maximum psychosoctgding and adaptation by patient
and family (4) preventing secondary disability bgmoting community reintegration,
including resumption of home, family, recreatioraaid vocational activities; (5)
enhancing quality of life in view of residual disigly; and (6) preventing recurrent stroke
and other vascular conditions such as myocardiatation that occur with increased
frequency in patients with stroke. To attain thgsals, rehabilitation interventions
should assist the patient in achieving and presgmniaximum feasibility functional
independence (Gresham et al., 1997). However, tnegar areas vary for each stroke
patient depending on the severity of the stroke.

To achieve the greatest success in the rehalolitati stroke patients, it is always
advisable to individualize the rehabilitation pragr. In the rehabilitation of stroke

patients, it is usually important to pay attentiorthe kind of activity set for them, the



goals set with each patients, and how the acts/get out are paced since they play a key
role in the success of the rehabilitation program.

According to the International Association for Theidy of Pain (1998), exercise
regimens should be regular, and gradually increadaration and intensity. Adherence
is greatest with exercises that are easily incafeorinto a patient's routine. Patients are
also more likely to participate in exercises onaiigs that they find interesting,
especially if others are involved.

Despite the known benefits of SR to stroke patientsumber of them still drop
out from the program. According to the Scottistetnbllegiate Guideline Network
(2002), one in every ten stroke patients dropbatstroke rehabilitation program.
These trends therefore call for the need to finctloe: variables that affect exercises
participation among people with stroke in a SR paioy

Rehabilitation Interventionists (RIs) plays a vitale in the SR process. They
provide instructional and personal support to srpétients that help facilitate the
rehabilitation process. The lack of a diagnosia @ailure of rehabilitation professionals
to explain some key terms to patients may confasiemts which could influence the
psychological consequences resulting from strakihational Association for The
Study of Pain, 1998).

Some experts recommend that it is advisable tstleke patients feel part of the
decision making process when it comes to settirmdsgand designing activities for the
rehabilitation. Setting goals with the patients amzhitoring their achievement is a core
practice within most rehabilitation program. Sejtgoals with patients allows them to

feel they are in control of their own health, ame mot forced to do what they don’t want
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to do. The goals set should be specific, realistieasurable, challenging but attainable.
Setting unrealistic goals and imposing them orkstqmatients usually results in
decreased motivation as a result of patients noglable to achieve the set goals (Wade,
D. T. 2009).

Similarly, experts in applied human motivation ¢antthat using pressurizing
language might get stroke patients to start a riétaion program, but might not be
enough to motivate them to stay in the progrannéoeind. Being able to explain to them
each step of the way the benefits of the rehabditaacknowledging their views,
showing care and encouraging them, helps motivae to see the need to work hard.
The motivation built in these ways usually last&donger period of time, and stroke
patients are less likely to drop out of rehabildatprograms (Williams et al 1999).

There are many studies that are concerned withvatain and how it affects
exercise participation. Many studies have attethfiiause Self-Determination Theory
(SDT) which seeks to unravel individuals’ goal diexl behavior to find the relationship
between motivation and exercise adherence.

In 1998, Williams et al used SDT to explore the inadtonal basis of adherence
to long term medication prescription. Autonomougutation of behavior was
hypothesized to be a unique psychological predot@dherence beyond any variance
accounted for by demographics, health status, altthexpectancies. Their results
indicated that autonomous self-regulation is stlpnglated to self-report of adherence
and pill counts. Perceived autonomy support was faksnd to be associated with

adherence, and its effects were mediated througimamous regulation.



In 1999 and 2004, Williams et al. again applied$i¥l to access the degree to
which patients’ perception of autonomy supportivenaffects their autonomous
motivation to refrain from smoking, or regulatirgetr glucose levels respectively. The
results from both studies showed that when patiesnts was perceived as autonomy
supportive, then they will have more autonomousivatibn to either continue to engage
or refrain from that particular behavior.

Amotivation, self-determined and controlling typefanotivation have been
shown to predict a range of exercise-related behnsyvcognitions and physical self-
evaluations. Promoting self-determine motivatioexercise is known to improve the
guality of their experiences as well as fosterirgreise behavior (Thggersen-Ntoumani
& Ntoumanis, 2006).

Russell & Bray (2010) conducted a research studikémmine the relationships
between cardiac rehabilitation (CR) participants’geived autonomy support,
motivation for exercise, and exercise behaviothgir study, perceived autonomy
support was correlated with self-determined moitbraind self-determined motivation
predicted total exercise volume at follow-up. Thsults supported SDT, and showed the
potential for autonomy support from interventiogsisi affect self-determined motivation

and exercise behavior of participants involved i C

Theory
This study is based on Self-determination TheoByT[SDeci & Ryan 1985; Ryan

& Deci, 2002). SDT seeks to explain individualsaidirected behavior. According to



SDT, types of human motivation lie on a continuanging from intrinsic motivation on

one hand, extrinsic motivation in the middle andtwation on the other extreme.

Amoivinsion Frerinsic Irtrinsic

! |
! 1
! 1
] 1 . :
X Maovivation ! Marivarion
l :
! |
T T
! 1
Extermal Introjected  Identified  Inteprated Inirinsic
Mon-Regulation Repulation  Repulalon Reputation  Regulation Regulation
>
comtrolled self-deiermined

Figure 1. Continuum of Self-determination (Ryan &di 2002b)

Deci & Ryan (1985), proposed that people who atmnisically motivated to
engage in an activity because of internal factoesugually likely to sustain their
activities for their own personal reasons. Extamaotivation, on the other hand, takes
effect where an individual engages in an activagdd on external forces such as a
reward or a punishment. Amotivation is consideretha complete absence of
motivation. Self-determined motivation in the exsecdomain has shown positive
correlation with self-reported exercise from a cammity based study (Wilson, Rodgers,
Blanchards, & Gessell, 2003).

SDT places motivation into two types: Self deteradirand controlled motivation
(Deci & Ryan, 2008). Self-determined motivationsas from a person’s natural tendency
to take an active role in controlling his or hehaeor. Controlled motivation on the
other hand, has to do with one’s interest to engragebehavior or activity to receive a

reward, or to avoide punishment. The reward coeléXternal (e.g. to gain promotion)
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or internal (e.g., to avoid feeling guilty; DeciRyan, 2008). Human behavior is affected
by both types of motivation but self-determinatistkknown to be associated with greater
success in maintaining a behavior in the long t@eci & Ryan, 2008).

SDT might play an important role in stroke rehaatlon because there are
constant interactions between stroke patients elmahilitation professionals. This
suggests a need to provide an environment thasuaport patients’ autonomous self-
regulation of exercise. Autonomy support in stroieabilitation can be embodied by
involving patients in the rehabilitation procesgh@bilitation professionals should
individualize their rehabilitation programs to mést needs of the individual patient.
Providing important information regarding the betsedind expectation of rehabilitation
to patients, displaying understanding of the cingiés they face as a result of their
disability and encouraging patients to ask questard get involved their heath
behaviors also help to promote autonomy supporsgBiu& Bray, 2010).

Self-determined motivation has been found to beaated with self-reported
exercise behavior in exercise domain (Wilson e2@08). Competence and autonomy
are positively correlated with more self-determimaércise regulations, which in turn
were are positively related to exercise behawatiitudes, and physical fithess. Exercise
behavior mediates the relationship between se#rdehed motives and physical fithess,
and both identified and intrinsic exercise regoliasi contribute significantly to the
prediction of attitudes (Wilson et al., 2003).

Perceptions of autonomy and competence are prorhgtpdrceived autonomy

support, and changes in perceptions of autonomyamgbetence, in turn, predict change



in behavior control. Self-management behaviors atedhe relation between change in
perceived competence and change in behavior cqitfiliams et al., 2004).

To date, no literature examining perceived autonsapport in stroke
rehabilitation could be found. The purpose of thespnt study was to examine the
predictive relationship between perceived autonsapport provided by Stroke
Rehabilitation Interventionists, and the particifgdaubsequent stroke rehabilitation
program attendance rate. This present study almieed the predictive relationship
between participants’ perceived autonomy suppatttheir motivation to exercise, which

in turn, would predict higher stroke rehabilitatiprogram attendance rate

The present study hypothesized that stroke patwndsreport higher levels of
perceived autonomy support from their Rls wouldssgfuently have higher stroke
rehabilitation program attendance rate. Also, gnpétients who report higher levels of
perceived autonomy support from their RIs will héngher self-determined motivation
to exercise, which in turn, would predict higheoke rehabilitation program attendance

rate.

The results of this study may help promote exeratdeerence, help RIs to be
cognizant of their behavior when interacting witfoke patients, and may help modify
behavior to support stroke participants’ autonoang develop greater self-determination

and adherence to stroke rehabilitation programs.



CHAPTER Il

METHOD

The potential participants of this study were algeanrolled in an established and
well supervised rehabilitation program at the hpiThey were well monitored by
qualified team of rehabilitation professionals atle session. The only extra task for
those who agreed to participate in this studydilteit two questionnaires which tapped
their perceptions of autonomy support from the paoygstaff, and their motivation for
engaging in exercise. The study is based on S#tiHaénation Theory (SDT) which
posits that self-determined motivation is assodiat&h greater success in maintaing a
behavior in the long term (Deci & Ryan, 2008). Thiady hypothesized that, a stroke
patient who reported higher levels of autonomy sappfrom their exercise
interventionist would have higher self-determinedtination to exercise, and better

adherence to their rehabilitation program.

Study Design

This present study was a prospective cohort stadgssing the relationship
between perceived autonomy support provided bkstrehabilitation interventionists

and participants’ motivation to exercise and ife@fon stroke rehabilitation attendance
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among stroke outpatients at two different physicthg departments in Ghana. The data

were collected from March to April 2014.

Participants

All stroke outpatients enrolled in a rehabilitatiprogram in their first week at St.
John of God Hospital, and Nkawie-Toase Governmeaspiial both were invited to
participate in the study. Potential participantowluld not communicate or had a
cognitive deficit that interfered with their abylito give informed consent or to
understand and participate in the study were erdud@ihe sample comprised 35 stroke
outpatient participants. There were 15 women (42.88d 20 men (57.1%) aged 32-75
years (Mean age = 52.69 years; SD = 12.16) withceqmately 14.3% aged 30-39 years,
22.9% aged 40-49 years and 62.9% aged 50 yeatdasr dhe severity of participants’
stroke ranged from maximal assistance to comptetegendence. Two informed consent
forms (See Appendix A) were signed by each paditipOne for their records and one
for the records of the principal investigator. Rgpants were assured of the

confidentiality of their responses.

Measures

Perceived Autonomy Support:

The participants’ perception of the degree to whiehr exercise leaders are
autonomy supportive (versus controlling) for engggn exercise was assessed using a
shortened six-item version of the original 15-iteli@alth Care Climate Questionnaire
(Williams et al., 1996). The 6-item version usesins # 1, 2, 4, 7, 10, and 14 of the

original scale. Participants responded to each dera 7-point Likert-type scale
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(1=strongly disagree to 7=strongly agree). Thisstjpanaire was self-administered. The
six-item scale was used by Williams et al., (1986) had an internal consistencyuof

.82 and has been shown to have good psychometraaeristics. Scores were
calculated by averaging the individual item scavéh higher scores representing a
higher level of perceived autonomy support. Exangblan item on this questionnaire is
“| feel that my health care practitioner has pr@ddne choices and options about my

health” (See Appendix B).

Motivation for Exercise:

Participants’ autonomous and controlled motivafmmexercise was assessed
using the Behavioral Regulation in Exercise Questaire (Markland & Tobin, 2004).
The BREQ-2 is a widely used measure of the contmaotibehavior regulation in
exercise psychology. The BREQ-2 has five subscAlemtivation with 4 items (e.g., “I
don’t see the point in exercising”), external regian with 4 items (e.g., “I feel under
pressure from my friends/family to exercise”), aj&cted regulation with 3 items (e.g., ‘I
feel ashamed when | miss an exercise sessionftifee regulation with 4 items (e.qg.,
“I value the benefits of exercise”), and intringiotivation with 4 items(e.g., “l| exercise
because it's fun”). Participants responded to epmstion on a 5-point Likert-type scale
which ranged from 0 (definitely no) to 4 (definitgles) (Moustaka et al 2010) (See
Appendix C).

The relative autonomy index (RAI), which is the mledegree to which
participants felt self-determined, was derived frili® subscales of the BREQ-2. RAI

was obtained by multiplying each subscale scorigshyeighting and then summing the
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weighted scores [Intrinsic regulation (+3); Ideiewf regulation (+2); Introjected

regulation (-1); External regulation (-2) and Anvation (-3)].

Stroke Rehabilitation Program Attendance:

The hospital records for the SR program were usetbtermine the participants’
attendance. The hospital kept records of eachespakient everyday they visited the
hospital for rehabilitation. The rehabilitation gram for participants lasted for a period
of eight weeks and each stroke patient was expéctetiend 15 sessions. Each session
lasted for an hour and thirty minutes.

The Stroke Rehabilitation Program:

The blood pressures of participants were firstkbd before they were allowed
to begin each session. Depending on the severityeo$troke, several electrical
stimulation methods were usually first applied éphgenerate an action potential in
nerve tissue causing a muscle contraction whiadwaitl for isometric activation. This
played a vital role in the treatment of muscle spas atrophy and for strengthening
muscles before participants engaged in therapeuércises. In some cases, electrical
stimulation methods were also applied after the@se session to help reduce pain and
inflammation.

After electrical stimulation methods were employealticipants engaged in
therapeutic exercises to help improve mobility,ction and strength. The therapeutic
exercises were individualized to meet the spepifigsical needs of each participant. The
following are the types of therapeutic exercisasigipants performed during their stroke

rehabilitation program:

13



Passive range of motion (PROM)This type of exercise is where an external fosce i
applied to move a body part without its consciool#tion. Examples include a RI
moving the affected limb of a stroke patient or skreke patient taking his or her strong
arm and moving the weak or paralyzed arm. PROMshielphe maintaining joint

flexibility and preventing joint contracture.

Active range of motion (AROM): This type of exercise is where stroke patients are
made to move a body part on their own without attgr@al help. This type of exercise

helps in increasing muscle endurance, strengthaanidflexibility.

Resistance or strengthening exercis@ his type of exercise involves moving a body
part against resistance. The goal of the resistanstrengthening exercise is to make the
weaker muscles stronger by gradually and progrelysoverloading them. Examples of

these exercises include the use of bands, dumbbréscise machines and putty.

Aerobic exercise:This type of exercise is usually beneficial to deogho have mild to
moderate disability after suffering a stroke. Aacagxercises help in improving

endurance and balance. Examples include cyclintiinga rowing and stepping.

Coordination Exercises:These exercises are very important in stroke nétadion
since stroke usually affects balance and coordinattxamples of these exercises

include walking, sitting, standing, squatting amckmpg up an object.

Depending on participant’s condition, therapeuticasound was employed to

help provide local effects on tissues, treat tenid@uries and relief short-term pain.
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Ultrasound in some cases was also employed tognetpote healing of some acute bone

fractures. Each session ended with therapeuticagags help relax the muscles.

Procedures

Approval for this study was sought from the Univigref North Dakota IRB, and
the Research Ethics Boards of St. John of God kadspid Nkawie-toase Government
Hospital in Ghana. The eligibility criteria and dyuprocedures were then explained to
the rehabilitation interventionists and particigahby the project assistants at both
hospital. For the sake of confidentiality, eachtipgrant was identified by a study
identification number. Participants were then adkesign two consent forms of which
one was to be kept for their own personal recondistae other for the records of the
principal investigator. Participants were assurkithe confidentiality of their responses.
The Health Care Climate Questionnaire which aceggatents perceived autonomy
support was administered during the second wedtkeo$tudy. During the third week of
the study, the Behavioral Regulation in Exercisefionnaire was administered to
assess patients’ motivation for exercise. The strekabilitation program attendance was
then tracked from week four to week eight. Pastaits were then debriefed about the
objectives of the study and incentives were prayigiethem. The study lasted for a
period of eight weeks which was the ideal duratbrehabilitation for participants at

both hospitals.
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the signing of of HCCQ
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of BREQ-2 attendance

consebr;/t forms (Week 2)
participants

(Week 1)

(Week 3) (Week 4 -
Week 8)

Figure 2. : Procedure flowchart

Data Analysis

Descriptive statistics and bivariate correlatioreg@vcalculated to assess the
relationship between perceived autonomy supporisaifetletermined motivation.
Hierarchical linear regression analysis was usqaédict program attendance by first
using perceived autonomy support as a predictottzem using relative autonomy index
from the BREQ-2 scales as a second predictor aftemomy support was controlled for.
These analysis were carried out using IBM SPSS Ack@ Statistics software Version

21.
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CHAPTER IlI

RESULTS

Introduction

This study investigated how the perceived autonsupport provided by
rehabilitation interventionists affects stroke pats’ motivation and adherence to their
rehabilitation program. The Healthcare Climate Qoasaire was administered in the
second week of participants’ stroke rehabilitatiomssess participants’ perceived
autonomy support. The Behavioral Regulation forrEise Questionnaire was
administered a week after to assess participarasivation for exercise. Participants’
stroke program attendance was recorded over aviaek period using hospital records.
There were no dropouts during the study. Descepdiatistics and bivariate correlation
was used to assess the relationship between pedcaitonomy support, amotivation,

controlled and self-determined motivation. (Tablk& Table 2).

Scale Psychometrics

To check the internal consistency of items in tlealthcare Climate
Questionnaire, and the Behavioral Regulation ofr€ige Questionnaire, a Cronbach’s
alpha reliability analysis was calculated. Ther@xach’s alpha for items in the

Healthcare Climate Questionnaire was .61 (in no case, removal of any individual
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items would not have substantively raised the glphales the chronbach’s alpha for

items in the Behavioral Regulation for Exercise Qismnaire ranged from .74 to .89.

Descriptive Statistics

In general participants reported strong percepticeiutonomy support received
from their SR interventionists, with a mean of 6(80 = .31) on the 1-7 scale.
Participants reported relatively low level of amation M = .49,3D = .77) and high
levels of self-determined motivation for exercisé=£ 4.38,3D = 6.13). Overall
participants attended 81.43% of their clinical suEed SR sessions during the five

weeks of recording attendance.

Table 1 Descriptive Statistics and Relationships Betweearéheed Autonomy Support, Motivation and
Program Attendance

Variable Mean  Std. Deviation Range Scalephia
Attendance (%) 81.43 16.81 50.00 - 100.00 -
HCCQAVG 6.61 31 6.00 - 7.00 .61
Relative Autonomy Index 4.38 6.13 -12.00 - 14.50 -
Intrinsic Regulation 2.24 1.04 .50-4.00 .89
Identified Regulation 2.59 .79 1.50 - 4.00 .85
Introjected Regulation 1.49 .89 .00 -3.33 .78
External Regulation 2.28 .94 .00 -4.00 74
Amotivation 49 e .00 - 2.50 .85
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Bivariate Correlations

There was a significant positive correlation betmvperceived autonomy support
and stroke rehabilitation attendand@®5) = .56,p < .001.Contrary to the hypothesis,
there was no significant positive correlation besw@erceived autonomy support and
self-determined motivation as measured by the RBB) = .13 p > .05. The
relationships between autonomy support and all $osfrcontrolled motivation were also

not significant.

Table 2 Bivariate Correlations and Relationship betweerc&ged Autonomy Support, Motivation and
Program Attendance

Variables 1 2 3 4 5 6 7 8
1. Attn (%) 1 5E***x 21 21 .29 .33 33 .48
2. HCQAVG 1 13 14 21 13 .28 -.30
3. RAl 1 .88****  Q2rekk  G2Frxk  _ BGQFk L5 QRkax
4. INTRIN 1 B4FFRE - BerF - 41* -.35*
5. IDENT 1 B3FFE _AG* - 1R
6. INTROJ 1-19 - D4Frrx
7. EXREG 1 -.05
8. AMOT 1

*p<.05. **p<.01. ***p<.005. ****p<.001

Prediction of Attendance
The regression analysis showed that program atteedaas positively predicted by

perceived autonomy suppoft£ .56, RF=.32,p < .001). However, with perceived

19



autonomy support controlled for, RAI did not addhe prediction of attendancé¥’E

.32,p = NS).

Table 3 Hierarchical Regression Analysis Predicting Attemzia

Predictor B AR? p
Step 1 Perceived Autonomy Support .56 .32 <.001
Step 2 Relative Autonomy Index 14 .01 NS

TOTAL = FEAdj = .29)
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CHAPTER IV

DISCUSSION AND CONCLUSION

This study had two main objectives. The first objecwas to examine the
predictive relationship between perceived autonsapport provided by Stroke
Rehabilitation Interventionists, and the particifgaaubsequent stroke rehabilitation
program attendance rate. The second objectivealsago examine the predictive
relationship between participants’ perceived autaysupport and their motivation to
exercise, which in turn, would predict higher sgakhabilitation program attendance
rate. From the results, perceived autonomy supgasitively predicted SR program
attendance. However, perceived autonomy supporselfdietermined motivation for

exercise were not positively correlated.

The study first hypothesized that, stroke patierts reported higher levels of
perceived autonomy support from their RIs wouldéhavhigher program attendance rate.
The results from the study supported this hypothddiis finding supports previous
studies done by other researchers in examiningepe&a autonomy support in both
symptomatic and asymptomatic participants in trer@ge domain (e.g., Russell & Bray,
2010; Edmunds, Ntoumanis & Duda, 2007; Silva ¢t26108) and in the school domain

(e.q., Black, & Deci, 2000).
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The study further hypothesized that, stroke p&iermo report higher levels of
perceived autonomy support from their Rl will hdorgher self-determined motivation to
exercise. The results from the study did not supihes hypothesis. However, this result
supported previous study conducted by Edmunds,aois, and Duda (2008). From the
results of their study, there was no effect fooaomy support on the rate of change in
participants’ self-determined motivation for exeriOn the other hand a similar study
conducted by Russell & Bray, (2010) showed a pasitorrelation between autonomy
support and self-determined motion for exercises Tierefore calls for more studies in

this area before a firm conclusion is drawn.

SDT hypothesizes that the development of self-datetion is dependent on the
fulfillment of needs for autonomy, competence, egldtedness (Ryan & Deci, 2000;
Ryan & Deci, 2008; Deci & Ryan, 2010). The findithgit perceived autonomy support
did not predict participants’ motivation for exeseicould possibly be a result of cultural
difference, although Deci and Ryan (2000) suggetstadthe need for autonomy in
motivation is cross-cultural. However, the studyy@ngar and Lepper in 1999,
suggested that motivation in Chinese children isenagsociated with relatedness, rather
than autonomy, since the choices they make is lysuetlermined by parents. This is
similar for some Ghanaians although there has @en lany evidence to support this.
lyengar and Lepper (1999) further suggested tbatadn-western cultures, relatedness
takes precedence over autonomy. This suggestththdefinition or need for autonomy

support may differ among cultures.
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The time interval in administering the Healthcaten@te Questionnaire and the
Behavioral Regulation for Exercise Questionnairel@tave been another possible
reason why-therarasno predictive relationship was found between thgigpants’
perceived autonomy support, and their motivatioexercise. Both questionnaires were
administered a week apart (second & third Weeks$ipty resulting in insufficient
interactions between the Rls and participants tmtaia the level of perceived autonomy

support experienced during the initial weeks ofdtreke rehabilitation program.

Considered together, the results of the presedy gitovide evidence that higher
levels of autonomy support are linked to higheelswf SR attendance. However, some
study limitations should be noted. The first liniba relates to the relatively small
convenience sample of SR participants involvedéndtudy. This constrains the
generalizability of the study’s findings. It is teéore important for future research
examining perceived autonomy support, self-deteechimotivation and SR attendance to
have larger sample size involving both males anthfes to increase the confidence in

the generalization of results.

The second limitation of the study was relatedtiime interval between the
administering of the Healthcare Climate Questiorenand Behavioral Regulation for
Exercise Questionnaire. Since they were adminidteneeek apart, it is possible
participants did not have enough interactions withir RI therefore not being able to
maintain the level of perceived autonomy suppoptegienced during the initial weeks of
the stroke rehabilitation program. This therefoighhhave been a reason why the

second hypothesis was not supported by the findhgss study. Future studies should
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therefore at least allow about two weeks interneaieen the administration of the
Healthcare Climate Questionnaire and the Behaviegjulation for Exercise
Questionnaire to allow sufficient interaction beémeoarticipants and their RIs. This will
help in maintaining the level of perceived auton@upport experienced during the

initial stages of stroke rehabilitation.

Despite these limitations, this study has adddtdaesults of other researchers
regarding autonomy support in the exercise donTdiris study may be the first in trying
to understand the relationship between perceiveshamy support, self-determined
motivation for exercise and stroke program attendan stroke rehabilitation. It may
therefore serve as a framework for other reseasalibo might want to conduct similar
studies in the future. The findings of this studgynalso help promote stroke
rehabilitation by helping RIs to be cognizant adittbehavior when interacting with
stroke patients and may help modify behavior tqsufpstroke participants’ autonomy

and develop greater self-determination and adheremstroke rehabilitation programs.

The implication for Rls is that, supporting strgkaients’ autonomy support
rather than interfering with their autonomy or reaxging them during the SR process
helps create an environment where stroke patiemdez| an engagement fostering

balance between what they want to do and whatdhewctually told to do.

The findings of the present study, partially supgptne framework of SDT for
predicting the attendance rate of participantsRn IBwas found that, stroke patients who

reported higher levels of perceived autonomy supipom their Rl had higher program
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attendance rate. The findings of this study thes$nggest that, the interaction between

stroke patients and their Rl can play an importal® in promoting exercise adherence.
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APPENDIX A

INFORMATION FOR SUBJECTS AND CONSENT
CERTIFICATION

DEPARTMENT OF KINESIOLOGY AND PUBLIC HEALTH EDUCATI ON,
UNIVERSITY OF NORTH DAKOTA

PROJECT: Promoting Self-Determined motivation for exerdisetroke rehabilitation.
PRINCIPAL INVESTIGATOR : Emmanuel Akowuah
PROJECT ASSISTANT: Lord Osei Kweku

Project Description

This study is an investigation factors which mafgetf the motivation of stroke patients
to successfully participate in, and complete thelrabilitation program. You are being
asked to participate in the study. If you agreeldoso, you will be ask to fill out two
guestionnaires which ask about the support youivedeom your program staff, and
your motivation for engaging in exercise. The questaires will take approximately
15mins to complete. You will be ask to sign two semt forms where you will be given a
copy to keep for your records while the Pl keegsdther copy. Data sheets and consent
forms will be kept in separate locked file cabinetsny supervisor's office and only the
Pl and supervisor will have access to them.

Potential Benefits

The results of this study may provide evidence thilithelp hospitals to provide more effective
rehabilitation programs to patients like you.

Risk and Discomfort.

As a patient who is already in a rehabilitationgyeon, your participation in this study

will only require the extra task of completing t@oestionnaires about your perception of
the program. If completing the questionnaires teieany feelings of discomfort you are
free to decline further participation.

Confidentiality

No identifying information including your name wdbpear on any of the questionnaires
or in any written report on the study. All dataaé coded with numbers and/or letters.
The records of this study will be kept private lte extent permitted by law. In any report
about this study that might be published, you wdt be identified. Your study record
may be reviewed by Government agencies, the UNDed&teb Development and
Compliance office, and the University of North Dékdénstitutional Review Board.
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Any information that is obtained in this study ath@t can be identified with you will
remain confidential and will be disclosed only witbur permission or as required by
law.

If we write a report or article about this studye will describe the study results in a
summarized manner so that you cannot be identified.

Compensation

You will be given an amount of 10 Ghana Cedis fouryparticipation at the end of the
study

Subjects’ Rights

You have the right to ask questions at any timeoAyou may refuse to participate or
withdraw your consent and stop taking part in gsearch at any time without penalty or
prejudice of any kind.

If you have any questions about the research, @liss free to ask or call the Principal
Investigator, Emmanuel Akowuah at (701) 610-3083ier project assistant in Ghana,
Lord Osei Kweku at (024) 402-7948. If you fail teach them, or if you wish to talk to

someone else, call the University of North Dakatstitutional Review Board, at (701)

777-4279. You may also report any complaints oiceams that you might have about the
research to this office

Documentation of Subject Consent

What you are being asked to sign below is a comfiion that you have read and
understood the procedures involved in this researgject, and that your questions have
been answered satisfactorily. You therefore wishpaaticipate in this research study
voluntarily. Nothing in this consent form is intesdito replace applicable federal, state,
or local laws.

Name of Subject Signature Date
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APPENDIX B

EXERCISE REGULATIONS QUESTIONNAIRE (BREQ-2)

Age: years Sex: male female (pleasele)

WHY DO YOU ENGAGE IN EXERCISE?

We are interested in the reasons underlying peopledecisions to engage, or not
engage in physical exercise. Using the scale belglease indicate to what extent
each of the following items is true for you. Pleaseote that there are no right or
wrong answers and no trick questions. We simply warto know how you personally
feel about exercise. Your responses will be held aonfidence and only used for our
research purposes.

Not true Sometimes Very true
for me true for me for me
1 | exercise because other people 0 1 2 3 4
say | should
2 | feel guilty when | don’t exercise 0 1 2 3 4
3 I value the benefits of exercise 0 1 2 3 4
4 | exercise because it's fun 0 1 2 3 4
5 ldon’t see why | should have to exercise 0 1 2 3 4
6 |take part in exercise because my 0 1 2 3 4

friends/family/partner say | should
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10

11

12

13

14

15

16

17

18

19

| feel ashamed when | miss an
exercise session

It's important to me to exercise regularly

| can’t see why | should bother exercising

| enjoy my exercise sessions

| exercise because others will not be
pleased with me if | don’t

| don’t see the point in exercising

| feel like a failure when | haven’t
exercised in a while

| think it is important to make the effort to
exercise regularly

| find exercise a pleasurable activity

| feel under pressure from my friends/family
to exercise

| get restless if | don’t exercise regularly

| get pleasure and satisfaction from
participating in exercise

| think exercising is a waste of time

Thank you for taking part in our research
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APPENDIX C

Health Care Climate Questionnaire

Perceived Autonomy Support

Please answer the questions beémarding your relationship with your
Physical Therapist/Exercise Therapist about stroke@ehabilitation . Physical
Therapist/Exercise Therapist have different stidedealing with patients. Your
responses will be kept confidential. Please be $tosred candid. Choose your answers
using the scale below for each question by filiimghe blank after each question with a
number froml to 7.

1 2 3 4 5 6 7

Strongly Moderately  Slightly Nieal Slightly Moderately Strongly
disagree disagree disagree agree agree  agree

1. | feel that my health care practitioner has progide
me choices and options
about my health.

2. | feel my health care practitioner understands
how | see things with respect to my health.

3. My health care practitioner conveys confidence in
my ability to make changes regarding my health.

4. My health care practitioner encourages me to asistiun.

5. My health care practitioner listens to how |
would like to do things regarding my health.

6. My health care practitioner tries to understand
how | see my health before suggesting any changes.
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