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RESEARCH PAPER

Prevalence and impact of disability and sexual dysfunction on Health-Related
Quality of Life of Nigerian stroke survivors

Olufemi O. Oyewolea, Michael O. Ogunlanab, Caleb A. O. Gbiric and Kolawole S. Oritogund

aDepartment of Physiotherapy, Olabisi Onabanjo University Teaching Hospital, Sagamu, Nigeria; bDepartment of Physiotherapy, Federal Medical
Centre, Abeokuta, Nigeria; cDepartment of Physiotherapy, College of Medicine, University of Lagos, Lagos, Nigeria; dDepartment of Community
Medicine and Primary Care, Olabisi Onabanjo University, OACHS, Sagamu, Nigeria

ABSTRACT
Purpose: To investigate the impact of disability and sexual dysfunction on Health-Related Quality of Life
(HRQoL) among Nigerian stroke survivors (SSv) and to determine their association using sexual functioning
(SF), Global Disability Measure and Function (GDMF), and demographic profiles.
Methods: This study involved 121 consecutive SSv attending healthcare services in two tertiary health
facilities in Nigeria. Demographic details were obtained through interview while HRQoL, SF, and Global
Disability (GD) were assessed using Stroke-Specific Quality of Life (SS-QoL-12), Changes in Sexual
Functioning Questionnaire (CSFQ-14), and World Health Organization Disability Assessment Schedule
(WHODAS-2.0), respectively. Determinants of HRQoL were explored using the Poisson regression analysis.
Results: Most of the SSv had moderate/severe GD (95%) and low SF (86.8%). Their HRQoL decreased with
increase in their age (p¼ 0.005) and with increase in GD (p¼ 0.001). This association remained unchanged
even when adjusted for SF (p¼ 0.001). Those with low SF but with mild GD had relatively better HRQoL
than those with moderate/severe GD even when they had higher SF. Their HRQoL was negatively impacted
by their GD but not by their SF despite direct correlation between SF and HRQoL. With a unit increase in
level of GD, there was 8% decrease in HRQoL scores in psychosocial and 17% decrease in physical domains.
Conclusion: Although sexual dysfunction and global disability are prevalent among Nigerian SSv, their
low HRQoL is determined by their disability and not by SF. Hence, effort at reducing global disability
should be the focus of rehabilitation after stroke.

� IMPLICATION FOR REHABILITATION
� Global functional and sexual deficiencies abound in stroke survivors and they impact negatively on

their overall quality of life.
� Sexual dysfunction correlates negatively on physical and psychosocial wellbeing of stroke survivors.
� Rehabilitation goal(s) should focus disability reduction and improvement of sexual functioning to

enhance quality of life.
� Rehabilitation professionals should equip themselves with tools to counsel stroke survivors on sex

issue since sexual dysfunction is common post stroke.

ARTICLE HISTORY
Received 16 February 2016
Revised 17 July 2016
Accepted 28 July 2016

KEYWORDS
Health-Related Quality of
Life; disability; sexual
dysfunction; stroke
survivors; Nigeria

Introduction

Stroke remains a public health issue worldwide because of its
negative impact not only on survivors but also on the family and
the society.[1–5] Stroke is one of the major leading causes of dis-
ability with consequence negative impact on Health-Related
Quality of Life (HRQoL) of survivors.[1–9] Quality of life being an
“individual’s perception of their position in life in the context of
the culture and value systems in which they live in relation to
their goals and expectations,” is of importance to the survivors.
[9,10] The characteristic sudden onset of stroke, without prior
preparation from either the family or the stroke survivors (SSv) to
deal with post-stroke sequelae compound the negative effect of
stroke on HRQoL.[5–11] It has been estimated that SSv have lower
HRQoL than the general population.[1,12] Since the goal of
rehabilitation is to improve functioning and consequently, the
HRQoL, it is therefore necessary to focus more on factors that can
influence these constructs during rehabilitation.

Factors such as: level of global disability,[6,11,13,14] limbs
motor impairment,[11,15] post-stroke fatigue,[16] depression,
[11,12,14,8] and being a female [17] have been recognised to
negatively affect HRQoL of SSv. Poor global health one year after
stroke had been said to be independently associated with some
characteristics of SSv such as being a female, a manual worker,
having pre-morbid diabetes mellitus, having right hemispheric
lesions, the presence of urinary incontinence, and cognitive
impairment. Poor mental health one year after stroke is however
independently associated with age of stroke onset, race, having
pre-stroke ischaemic heart disease and cognitive impairment.[18]
Nevertheless, the HRQoL of SSv can be positively influenced by
reducing the risk of falls and improving emotional well-being dur-
ing neurological inpatient rehabilitation.[19]

On the other hand, sexual dysfunction has been reported
common among SSv.[20,21] Sexual dysfunction affects emotion
and psychological wellbeing of the survivors and consequently
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their HRQoL.[21] However, the impacts of the sexual dysfunction
on HRQoL have not been extensively explored. Thus, there will be
the need to examine the effect of sexual functioning (SF) on
HRQoL of stroke survivor and to understand its association with
the HRQoL of the stroke survivor if it does exist.

Recent study had opined that there is varied HRQoL of SSv in
various cultures and population.[4] Therefore, examining factors
that influence HRQoL in each culture will be of great importance
as the result from one culture cannot be sufficiently extrapolated
for another culture. In Nigeria, few studies have examined HRQoL
among Nigerian SSv and the factors that are associated with it.
[11,12,14,16,22] None of these studies have examined the com-
bined or independent impact of global disability and/or SF on the
HRQoL of SSv. Hence this study investigated the impact of disabil-
ity and sexual dysfunction on HRQoL among Nigerian SSv and
determined their association using SF, global disability measure
and demographic profiles.

Methods

Participants and venues

Stroke survivors attending out-patient clinic of Olabisi Onabanjo
University Teaching Hospital, Sagamu and Federal Medical Centre,
Abeokuta were recruited consecutively between March 2014 and
August 2015 for this study. Inclusion criteria for the study were
having survived a stroke episode for at least three months with
no aphasia but clinically stable to complete the interview and
gave informed consent.

Design

The data for this cross-sectional study were collected by means of
questionnaires through interview.

Measures

The protocol for this study was approved by the Research Ethic
Committee of Olabisi Onabanjo University Teaching Hospital
(OOUTH). All the instruments were researcher-administered on
close-interview model. Participant’s age and sex were obtained
through interview and recorded prior the administration of the
three standard questionnaires on their HRQoL, SF, and level of
global disability. The short version of Stroke-Specific Quality of
Life (SS-QoL-12) was used to assess their quality of life. The instru-
ment consists of 12 items grouped into physical and psychosocial
domains. It is scored on a five-point scale to indicate the amount
of help required to complete a task (from total help to no help
needed), the amount of trouble experienced when performing a
task (from could not do it at all to no trouble at all), or the agree-
ment on a statement about functioning (from strongly agree to
strongly disagree). Higher scores indicate better function. Domain
scores are the mean of the item scores, and the total score is the
mean of the domain scores. SS-QoL-12 has been shown to have
acceptable to good psychometric properties.[23]

The short form of Changes in Sexual Functioning
Questionnaire (CSFQ-14) was used to assess the changes in SF of
the participants. It is a 14 item instrument scored on a five-point
Likert scale to provide the SSv an opportunity to self-evaluate his
or her sexual behaviours or problems in a number of areas.
The CSFQ-14 allows two separate schemas: five scales domain
(Desire/Frequency, Desire/Interest, Arousal/Excitement, Orgasm/
Completion and Pleasure); and three scales domain (Desire,
Arousal, and Orgasm or Completion) corresponding to the phases

of the sexual response cycle. The higher scores indicate higher SF.
For 12 of the 14 items, higher SF corresponds to greater fre-
quency or enjoyment/pleasure (e.g., 1¼never to 5¼ every day).
For two items (item 10, assessing loss of interest after arousal for
women and priapism for men, and item 14, assessing painful
orgasm), higher SF corresponds to lower frequency (e.g., 1¼ every
day to 5¼never). Items 10 and 14 are included in the total score
but not in any domain scale score and were reserved during ana-
lysis. We used threshold scores of the total CSFQ: 41 for males
and 47 for females to stratify SSv into sexual dysfunction or nor-
mal SF.[24] CSFQ-14 has been shown to have good validity and
internal reliability.[24]

The World Health Organization Disability Assessment Schedule
(WHODAS 2.0) short form was used to assess the global disability
of the SSv. It consists of 12-item with response on a five-point
ordinal scale from 1 (none) to 5 (extreme/cannot do). The survi-
vors were asked to consider how much their disabilities interfered
with their lives in the last 30 days and provide best option that
matched their situation. Each item scores was re-coded into:
0 (none) to 4 (extreme/cannot do) for simple sum analysis. Item-
response theory was also used for summary scores. All scores
ranged from 0 (best) to 100 (worst), and high scores indicated a
high level of disability. Simple sum norm values of 1–4, 5–9, and
10–48 were used to classify survivors as mild, moderate, and
severe disability, respectively.[25] The validity and psychometric
properties of WHODAS have been reported to be good among
SSv population.[26–28]

Statistical analysis

Descriptive statistics such as frequency, percentages, mean, and
standard deviation were used to summarise the data.
Independent t-test was used to explore sex differences of the
parametric variables while Mann–Whitney U test was used for
non-parametric variables. Chi-square test was used to examine
association between sex and disability states and SF groups.
Kruskal–Wallis test was used to assess differences in HRQoL
between disability groups and Mann–Whitney U test between SF
groups. Spearman correlation was used to assess correlation
between HRQoL, age, SF, and disability. Poisson regression was
used to determine the association of disability and SF on HRQoL.
For regression analysis sex and age were included in addition to
disability and SF as independent variables.

Results

The mean age of the participants was 62.64 SD 11.23 with males
(62.98 SD 11.34) statistically similar (p¼ 0.724) with the females
(62.26 SD 11.19). Their other demographic characteristics are as
presented in Table 1. Most (95%, 115/121) of the participants had
moderate to severe global disability and 86.8% (105/121) reported
various levels of sexual dysfunction. There was no gender associ-
ation with global disability status (p¼ 0.671) of the participants,
although more females reported sexual dysfunction (p¼ 0.0001).
No sex difference existed in the overall HRQoL (p¼ 0.627), and in
both physical (p¼ 0.413) and psychosocial (p¼ 0.923) domains of
HRQoL of the participants (Table 2).

Health-Related Quality of Life among participants with global
disability and/or sexual dysfunction

The participants scored 39.7 SD 9.4 in the total HRQoL (Table 2).
The HRQoL was higher in two items (items 3 and 11) and moder-
ate in seven items (items 2, 4, 5, 7, 9, 10, and 12). The participants
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scored significantly higher in the physical domain of HRQoL and
were better than the psychological domain. As the level or sever-
ity of their global disability increases, there was corresponding
decrease in their HRQoL (Table 2). This trend remained the same
even when they were stratified by domain and items. This obser-
vation was statistically significant for the domains (p¼ 0.001) and
the items, saved items 1, 3, 6, 9, and 11. The HRQoL was decreas-
ing along the degree of decreasing in SF of the participants with
exception in items 3, 6, and 9 (Table 2). Though, the observation
was not statistically significant (p¼ 0.307). When sexual dysfunc-
tion was adjusted for, the HRQoL decreases along the severity or
level of their global disability (Table 3). This observation was stat-
istically significant (p¼ 0.001) with exceptions of items 3, 9, and
11. Sexually dysfunction participants with mild global disability
had better HRQoL than those with moderate/severe global disabil-
ity with sexual dysfunction (Table 3).

Impact of disability and sexual functioning on HRQoL

Correlation analysis showed that there was significant correlation
between HRQoL, age, disability, and SF (Table 4). As the age and
global disability level of the participants increase, the HRQoL is
decreasing. However, there was direct relationship between
improvement in SF and HRQoL. The results of Poisson regression
showed that only global disability and not SF has negative signifi-
cant impact on HRQoL (Table 5). With a unit increase in level of

global disability, there was 8% decrease in HRQoL in psychosocial
domain and 17% decrease in physical domain of HRQoL.

Discussion

This study set out to determine the impact of disability and SF on
HRQoL of a cohort of Nigerian SSv. The observations that the par-
ticipants had moderate level of HRQoL which decreased with
decrease in global functioning (increase in disability) and decrease
in SF (increase in sexual dysfunction) show that both global dis-
ability and low SF negatively impacted on HRQoL of SSv. The
mean value of 38 SD 9 of HRQoL among the SSv in this study
suggests that stroke has negative impact on HRQoL as reported
by previous studies among SSv.[2,12,22] Studies on HRQoL used
various validated measures to assess quality of life and this makes
comparison from study to study difficult. Few studies from Nigeria
that made use of validated stroke specific measure of quality of
life as in this study found that SSv lived with varied degree of dis-
abilities with more living with moderate disability as in this study.
[14,16,22] In this study, it was observed that psychosocial domain
of HRQoL was more affected than the physical domain among the
SSv. This shows that although motor impairments are common
consequence of stroke, the emotional/psychological impact is
much greater. This may be so as sexual dysfunction has been
reported to negatively affect emotion and psychosocial life.[21]
Also, the higher psychological impact may not be unconnected
with the fact that greater percentages (87%) of the participants in

Table 1. Characteristics of the participants.

Male Female Test statistic value p Both sexes

Age (year) 62.98 ± 11.34 62.26 ± 11.19 0.354a 0.724 62.64 ± 11.23
Disability (IRT) 44.8 ± 22.5 43.2 ± 18.1 0.426a 0.671 44.1 ± 20.5
Disability (simple sum) 20.3 ± 10.9 19.5 ± 8.6 1756b 0.712 19.9 ± 9.8
Sexual functioning 33.5 ± 9.2 25.1 ± 5.8 800.5b 0.0001 29.5 ± 8.8
Sexual functioning group [n(%)]
Normal sexual function 16 (25.4) 0 (0) 16.98c 0.0001 16 (13.2)
Sexual dysfunction 47 (74.6) 58 (100) 105 (86.8)

Degree of disability [n (%)]
Mild 4 (6.3) 2 (3.4) 1.154c 0.561 6 (5.0)
Moderate 8 (12.7) 5 (8.6) 13 (10.7)
Severe 51 (81.0) 51 (87.9) 102 (84.3)

at-test.
bMann–Whitney test.
cChi-square test.

Table 2. Health-Related Quality of Life among stroke survivors by disability and sexual functioning.

Disability Sexual functioning

Mild Moderate Severe
Test statistica

value p Normal Dysfunction
Test statisticb

value p All

SS-QoL1 3.5 ± 1.6 2.3 ± 1.6 2.2 ± 1.3 3.89 0.143 2.5 ± 1.6 2.2 ± 1.4 766 0.551 2.3 ± 1.4
SS-QoL2 5.0 ± 0.0 4.0 ± 1.2 2.9 ± 1.7 12.35 0.002 3.8 ± 1.6 3.0 ± 1.7 631.5 0.096 3.1 ± 1.7
SS-QoL3 4.5 ± 1.2 4.3 ± 0.9 4.3 ± 1.1 0.85 0.654 3.9 ± 1.1 4.3 ± 1.1 666 0.130 4.3 ± 1.1
SS-QoL4 5.0 ± 0.0 4.4 ± 0.8 3.3 ± 1.1 23.95 0.0001 3.6 ± 1.2 3.5 ± 1.1 807 0.794 3.5 ± 1.1
SS-QoL5 5.0 ± 0.0 3.9 ± 1.4 3.4 ± 1.6 6.77 0.034 3.8 ± 1.6 3.5 ± 1.6 720 0.327 3.6 ± 1.6
SS-QoL6 4.0 ± 1.5 2.5 ± 1.5 2.5 ± 1.6 5.64 0.060 2.3 ± 1.7 2.6 ± 1.6 738.5 0.415 2.6 ± 1.6
SS-QoL7 5.00 ± 0.0 4.9 ± 0.3 3.5 ± 1.6 15.72 0.0001 3.8 ± 1.7 3.8 ± 1.5 789 0.672 3.8 ± 1.5
SS-QoL8 3.3 ± 1.6 3.3 ± 1.7 1.8 ± 1.2 15.43 0.0001 2.6 ± 1.8 2.0 ± 1.3 718 0.317 2.1 ± 1.4
SS-QoL9 3.5 ± 1.8 3.9 ± 1.7 3.3 ± 1.7 1.13 0.567 3.1 ± 1.7 3.4 ± 1.7 751 0.465 3.4 ± 1.7
SS-QoL10 4.8 ± 0.4 4.9 ± 0.6 3.4 ± 1.4 20.93 0.0001 3.8 ± 1.6 3.6 ± 1.4 747.5 0.462 3.6 ± 1.4
SS-QoL11 5.0 ± 0.0 5.0 ± 0.0 4.6 ± 0.8 4.91 0.086 4.8 ± 0.6 4.7 ± 0.8 836.5 0.968 4.7 ± 0.8
SS-QoL12 4.5 ± 0.8 4.8 ± 0.4 2.7 ± 1.5 27.87 0.0001 3.5 ± 1.6 2.9 ± 1.6 643.5 0.121 3.0 ± 1.6
Psychosocial domain 24.3 ± 3.1 20.0 ± 6.3 16.1 ± 5.7 14.68 0.001 18.1 ± 5.6 16.7 ± 6.1 704.5 0.299 16.9 ± 6.0
Physical domain 28.8 ± 1.2 28.2 ± 1.5 21.7 ± 4.7 35.85 0.0001 23.3 ± 5.3 22.7 ± 5.0 766.5 0.573 22.8 ± 5.0
Total 53.2 ± 3.9 48.2 ± 6.3 37.8 ± 8.7 26.94 0.0001 41.4 ± 9.9 39.4 ± 9.4 706.5 0.307 39.7 ± 9.4
aKruskal–Wallis test.
bMann–Whitney test.
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this study have sexual dysfunction which may likely have nega-
tively impacted their emotion and psychosocial aspect of life. The
sexual aspect of life is rarely addressed during rehabilitation not
only because the concern of patients and relatives are on motor
and functional recovery but it may be due to the cultural and

religious dimensions to discussing sexual-related issue. Sexual
issues are often viewed as sacred or personal and should not be
discussed in the open in Nigerian culture. Especially among
women in Nigeria, cultural norm forbids them discussing sexual
issues openly. It is often viewed as a sign of promiscuity and pro-
pensity for infidelity. This may have accounted for 100% sexual
dysfunction noticed among SSv who were women because they
were not availed an opportunity to discuss what was “important”
to them without been chastised. Or it may be due to higher cutoff
of sexual dysfunction for women (47) compared with men (41). A
study from Nigeria had observed non-inclusion of emotional
dimension to the rehabilitation goals among Nigerian SSv which
often results in non-significant improvement in the emotional
aspect of HRQoL.[11] The result that there was no gender differ-
ence in HRQoL shows that there is no gender discrimination on
the impact of stroke. Although, many previous studies have also
observed that gender difference do not exist in issue of HRQoL in
stroke [14,16,29] but not without some controversies. Although,
many studies have found females to generally having lower
HRQoL than males in unadjusted analyses, several authors
reported no sex difference with few reports of males having lower
HRQoL than females.[2,10,17,18]

The result that there was decrease in HRQoL as level of disabil-
ity increases shows the direct relationship between functionality
and quality of life. A study among Nigeria population had con-
cluded that quality of life in SSv responds to increase in function-
ality and societal participation among SSv.[30] This trend was also
observed in a sample of the non-institutionalized general popula-
tion where disability had a significant impact on participants’
HRQoL, which is seen as a decrease in all the dimensions of
HRQoL irrespective of the associated disease.[13] As majority
(95%) of the participants in this study have at least a moderate
level of disability, it is expected that their HRQoL will reduce
coupled with the fact that motor impairment and functional limi-
tation follow stroke incident. Studies have linked motor impair-
ment to low HRQoL.[11,15] The main finding of this study is that
the effect of global disability and functioning persisted in both
physical and psychosocial domains of HRQoL even when adjusted
for sexual dysfunction. This suggests that rehabilitation in stroke
should not focus only on physical parameters but also on the
emotional and psychological aspects for a total recovery of both
function and quality of life after stroke. This was buttressed fur-
ther by the results of regression analysis which indicated that dis-
ability consistently associated with HRQoL in both physical and
psychosocial domains. With a unit increase in level of disability
there is 8% decrease in HRQoL in psychosocial domain and 17%

Table 4. Correlation matrixes between Health-Related Quality of Life, age, dis-
ability, and sexual functioning.

Age Disability (IRT) Sexual functioning

SS-QoL1 �0.176 �0.320a 0.140
SS-QoL2 �0.246a �0.397a 0.143
SS-QoL3 �0.013 �0.285a �0.070
SS-QoL4 �0.278a �0.504a 0.198b

SS-QoL5 �0.015 �0.163 0.166
SS-QoL6 �0.011 �0.067 0.001
SS-QoL7 �0.189b �0.706a 0.150
SS-QoL8 �0.230b �0.313a 0.122
SS-QoL9 �0.133 �0.162 �0.041
SS-QoL10 �0.014 �0.521a 0.164
SS-QoL11 �0.149 �0.305a �0.027
SS-QoL12 �0.163 �0.689a 0.243a

Psychosocial domain �0.187b �0.354a 0.141
Physical domain �0.220b �0.810a 0.206b

Total �0.228b �0.663a 0.195b

aCorrelation is significant at the 0.01 level (2-tailed).
bCorrelation is significant at the 0.05 level (2-tailed).

Table 3. Health-Related Quality of Life among stroke survivors by disability
adjusted for sexual dysfunction.

Sexual dysfunction

Mild
disability

Moderate/severe
disability

Test
statistica

value p

SS-QoL1 3.5 ± 1.6 2.1 ± 1.3 159.5 0.045
SS-QoL2 5.0 ± 0.0 2.9 ± 1.7 93 0.003
SS-QoL3 4.5 ± 1.2 4.3 ± 1.0 245.5 0.410
SS-QoL4 5.0 ± 0.0 3.4 ± 1.1 45 0.0001
SS-QoL5 5.0 ± 0.0 3.4 ± 1.6 126 0.012
SS-QoL6 4.0 ± 1.5 2.5 ± 1.5 142 0.025
SS-QoL7 5.0 ± 0.0 3.7 ± 1.5 141 0.020
SS-QoL8 3.3 ± 1.6 1.9 ± 1.2 143 0.022
SS-QoL9 3.5 ± 1.8 3.4 ± 1.7 285 0.858
SS-QoL10 4.8 ± 0.4 3.5 ± 1.4 126 0.014
SS-QoL11 5.0 ± 0.0 4.7 ± 0.8 240 0.241
SS-QoL12 4.5 ± 0.8 2.8 ± 1.6 112.5 0.009
Psychosocial domain 24.3 ± 3.1 16.3 ± 5.9 75.5 0.002
Physical domain 28.3 ± 1.2 22.3 ± 4.9 46.5 0.001
Total 53.2 ± 3.9 38.6 ± 8.9 47 0.001
aMann–Whitney test.

Table 5. Poisson regression of Health-Related Quality of Life and associating factors.

B SEB IRR 95% CI (IRR) p

Psychosocial domain
Intercept 22.605 3.177 6.562� 109 1.296� 107 to 3.322� 1012 0.0001
Sex

Female (reference)
Male 0.130 0.856 1.139 0.213–6.091 0.879

Age �0.058 0.036 0.943 0.879–1.012 0.105
Disability �0.084 0.018 0.919 0.887–0.953 0.0001
Sexual functioning 0.054 0.053 1.056 0.952–1.170 0.303

Physical domain
Intercept 32.210 3.577 9.745� 1013 8.785� 1010 to 1.081� 1017 0.0001
Sex

Female (reference)
Male �1.017 0.993 0.362 0.052–2.533 0.306

Age �0.027 0.041 0.973 0.899–1.053 0.500
Disability �0.192 0.022 0.825 0.791–0.861 0.0001
Sexual functioning 0.043 0.061 1.044 0.926–1.176 0.484
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decrease in physical domain of HRQoL. This shows lack of func-
tionality as a major challenge to a stroke survivor and any strategy
adopted to ameliorate disability will improve their quality of life.
This result corroborates that of some previous studies from
Nigeria who had noted that the degree of disability is a major
determinant of HRQoL among SSv.[11,14] Therefore, effort at pro-
moting independent functioning during stroke rehabilitation
should be intensified and emphasised in order to reduce disability
and enhance stroke survivors’ quality of life.

Our results suggest that HRQoL decreases as SF is reducing
though not statistically significant. Although, univariate analysis
did show significant relationship between HRQoL and SF, majority
(87%) of SSv in this study were sexually dysfunctioned suggesting
that this is common among SSv. This corroborates the results of
previous studies that sexual dysfunction is common among SSv.
[20,21] Since sexuality is an integral part of normal life but not fre-
quently discussed in the open in many Nigerian cultures, SSv may
be at disadvantage as this aspect of their life may never be
explored and solution proffer appropriately. This may leave quite
a large number of them in a persistent low quality of life most
especially in the dimension of psychological health.[21] Given the
relationship between HRQoL and SF, it is therefore imperative that
the aspect of SF is never overlooked during rehabilitation. Study
has shown that SSv are not satisfied with their SF and there are
some barriers to finding solution to it during rehabilitation as can
be identified from their following issues: (1) I find it difficult talk-
ing about SF with healthcare providers; (2) There is little to no dis-
cussion about post-stroke sexual activity in rehabilitation; (3)
There is lack of education tailored to each couple's individual
needs; (4) There is lack of rapport with a healthcare professional
who was competent in sexual activity; and (5) There is no appro-
priate timing of sexual education after stroke.[21] This implied
that assessment of SF and sexual counselling should be incorpo-
rated into the management of SSv in Nigeria during post-stroke
rehabilitation. This may necessitate the training of healthcare pro-
fessionals who are involved in the care of SSv on sex life counsel-
ling and other psychological issues towards a total management
of the individual after stroke. Although, the importance of a
Clinical Psychologist cannot be overemphasised, if every health-
care practitioner is equipped with basic knowledge on life issues
like sex and sexual activities both in health and in ill-health, it will
reduce the cumbersomeness of referring and cross-referring
patients to many healthcare practitioners. Despite the fact that
stroke rehabilitation is a team-approach involving many healthcare
professionals, the involvement of many members on some issues
may reduce perceived confidentiality in the patient and hence
may not want to divulge many information that s/he considered
confidential, sacred, or culturally restrictive. Despite the relation-
ship between SF and HRQoL, SF does not associate with HRQoL in
both physical and psychosocial domains as shown by regression
analysis. The explanation for this remains unclear. One would
have expected sexual dysfunction to have impact on HRQoL most
especially the psychological domain of quality of life. Since this is
not so, there is need for an investigation into sexuality, quality of
life, and psychological wellbeing.

To the best of our knowledge, this is the first study from
Nigeria, even among exclusive black-dominated country that has
examined the impact of both global disability and sexual dysfunc-
tion on HRQoL of SSv. We used stroke specific measure to assess
HRQoL which accord sufficient priority to the subjective priorities
of patients with stroke in what is important in their quality of life.
However, the result should be interpreted with caution as the par-
ticipants in the study although are outpatients and have been
integrated into the society, they are a cohort from two tertiary

health institutions within a radius of 100 km apart but with similar
culture. Although this study examined all aspects of quality of life
as related to stroke, it may not be able to account for some
behavioural and social factors that may affect the life course but
are unmeasured or unknown. This may form a basis for a follow-
up study. The fact that we may not be able to clearly state
whether some or most of these sexual dysfunction existed before
the stroke or a consequence of stroke may also inform a further
investigation on this subject.

Conclusion

Although sexual dysfunction and global disability are prevalent
among Nigerian SSv, their low HRQoL is determined by their glo-
bal disability index and function and not by sexual function. Low
sexual function correlates negatively on the physical and psycho-
social wellbeing of SSv. Hence, effort at reducing global disability
should be the focus of rehabilitation after stroke.
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