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ABSTRACT 

 

Introduction: Clubfoot, a prevalent congenital deformity, impacts children and 

caregivers globally, causing psychologically, financial and treatment challenges, 

especially in low-income countries. Objectives: The objective of the study was to 

assess the level of depression, anxiety and stress among the caregivers of clubfoot 

patients attending different hospital in Dhaka city. Methodology: The design was a 

descriptive type of cross-sectional study. A total of 85 samples were selected 

conveniently for this study from the Walk For Life, Dhaka. Data was collected by 

using of questionnaire and the DASS-21 Scale. Descriptive statistic using SPSS 

software version 22.0 were used for data analysis. Result: In this study, the mean age 

of the caregivers was (2.68 ± 1.115) years. Female were about 98.8% (n = 84) and 

male were about 1.2% (n = 1). The study showed that out of 85, caregivers had 

depression 38 (44.7%). Among them 28.9% (n=11) caregivers had mild depression, 

28.9% (n=11) caregivers had moderate depression, 15.8% (n=6) caregivers had severe 

depression and 26.32% (n=10) caregivers had extremely severe depression. 

Caregivers were concerned anxiety 43 (50.6%). Among them 2.33% (n=1) caregivers 

had mild anxiety, 37.21% (n=16) caregivers had moderate anxiety, 11.63% (n=5) 

caregivers had severe anxiety and 48.84% (n=21) caregivers had extremely severe 

anxiety. Caregivers were concerned stress 24 (28.2%). Among them 20.8% (n=5) 

caregivers had mild stress, 12.5% (n=3) caregivers had moderate stress, 45.83% 

(n=11) caregivers was severe stress and 20.8% (n=5) caregivers had extremely severe 

stress. This study reveals that there is a significant relationship between depression 

and the educational background of caregivers, anxiety and monthly income and stress 

with age group of caregiver category, birth weight and mode of delivery. Conclusion: 

This study provides for level of depression, anxiety and stress among the caregivers of 

clubfoot patients. Here, researchers tried to find out the relation between depression, 

anxiety and stress with some sociodemographic factors and the result was that there 

some relations between them, which were supported by some other studies. 

 

Key word: Depression, Anxiety, Stress, Caregiver, clubfoot patient. 

Word count: 10489 
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CHAPTER – I                                                           INTRODUCTION 

 

1.1 Background: 

 

Clubfoot or congenital talipes equinovarus (CTEV) is the most common orthopedic 

congenital deformity of the lower limb seen in the tropics (Esan et al. 2017, p. 41). 

Clubfoot is a common congenital condition with an average prevalence of 

approximately 1 per 1000 live births, although reports of this rate vary by country 

worldwide (Rieger and Dobbs 2022, p. 1). 

 

Congenital malformations pose a significant global health challenge, particularly in 

developing nations and a study indicates that these malformations have a significant 

impact on the lives of children, affecting approximately 25 million disability-adjusted 

life years (Malinga et al. 2021, p. 101). Congenital talipes equinovarus (CTEV), 

commonly referred to as clubfoot, due to which the parents or caregivers are worried 

in various ways (Mustari et al. 2022, p. 1). 

 

A severe congenital deformity that is very frequent, congenital clubfoot is typically 

caused by an idiopathic cause. Genetic syndromes and chromosomal abnormalities 

account for a lesser proportion of instances. Globally, the prevalence of the condition 

is thought to be 0.5/1000 neonates, with a 2:1 male to female ratio and a higher 

distribution in poorer nations 80% (Sadler, Gurnett and Dobbs 2019, p. 238). 

 

Approximately 0.6 to 1.5 live births are affected by clubfoot globally, with low and 

middle-income nations accounting for 80% of cases. 1.4 out of 1000 live newborns in 

Sweden are expected to develop clubfoot in 2014 by the global clubfoot initiative 

(Tan et al. 2018, p. 2). The prevalence rates for the Caucasian and Aboriginal 

populations in are 1.1 and 3.5 per 1000 live births, respectively, in Australia. In India, 

the prevalence is 0.9 per 1000 live births, compared to 0.76 per 1000 in the 

Philippines. According to a research that combined data from ten birth defect 

monitoring (O’Shea et al. 2016, p. 470). 
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Between 1992 and 2011, there were 549931 births in Tuscany, and 858 occurrences 

of clubfoot rush were documented. Insulation was present in 78 of the cases (Seravalli 

et al. 2015, p. 2066). It has been observed that natural circumstances raise the 

prevalence of stress, anxiety, and depression in cases. Parents and the healthcare 

system place a high priority on children’s health (Ozdemir et al. 2022, p. 1). 

 

Of all the affected children, 40 were first- born and a maturity of these had no 

significant medical history 94 or any family history of clubfoot 87 (Malagelada et al. 

2016, p. 101). The birth of a baby is a major famed event for parents and the parents 

are originally shocked after first observing the baby’s disfigurement and an endured 

by emotional torture like anxiety, depression and wrathful ness (Esan et al. 2017, p. 

43). The process of treating child with clubfoot involves opinion, treatment and 

follow up which is veritably stressful for the parents (Esan et al. 2017, p. 44). 

 

Clubfoot in newborn is prevalent worldwide has spread. Although it is generally 

reported to be between 0.4 and 2.0/1000 live births, the average is about 1/1000 live 

births (Wang et al. 2019, p. 595). Parents and the healthcare system place a high value 

on the health of their children. Research on congenital disorders has examined the 

levels of stress, anxiety, and depression in parents of patients with congenital clubfoot 

both before and after using the Ponseti method of treatment (Walter et al. 2020, p. 2). 

Research indicates that the kid’s illness may have an impact on the health of the 

parents as well as the development of a positive, productive relationship between the 

child and his or her caretakers (Seravalli et al. 2014, p. 2066). 

 

The birth of children is a significant event in the lives of the parents. It is a joyful 

holiday that is observed throughout the southwest part of Nigeria. Parents are often 

astonished when they first see their child’s malformed limb. This is followed by 

mental anguish marked by mood swings like anxiety, sadness, rage, and dread 

(Orimoladel et al. 2014, p. 44). A survey regarding parenting stressors, child care 

responsibilities shared, and marital satisfaction was answered by seventy-two parents 

(Ki & Joanne 2014, p. 1). 
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Treatment of clubfoot patients is costly. Weekly transport expenses can constitute a 

deterrent to treatment adherence, even in cases when the treatment is free, this makes 

transportation a significant barrier to adherence (Malagelada et al. 2016, p. 101). For 

clubfoot treatment to keep the affected leg at 60° of abduction and the normal leg at 

30° abductions, a Dennis-Brown splint is applied. The first three months, it is worn 

every day and to sustain the corrective impact, continue to provide nighttime care for 

at least 16 hours every day until the child turns 4 years old (Ramahenina et al. 2016, 

p. 481). 

 

In this study, the mothers’ depression was assessed over the course of four periods 

using the SDS (Ramahenina et al. 2016, p. 481). Mothers, kids, and families are 

negatively impacted by these mental illnesses. Common congenital conditions include 

Down’s syndrome, cardiac malformations, and cleft lip and palate (Brummelte and 

Galea 2016, p. 153). Verified to cause moms to experience anxiety or depression 

nevertheless, there hasn’t been any information on how CTEV affects mothers’ 

psychological well-being (Vehmeijer et al. 2019, p. 274). 

 

Finally, as a result of this study, responsiveness will be improved, and the ability to 

offer appropriate advice or suggestions, which will be beneficial to clubfoot patients 

caregiver, will be enhanced. There had been many studies on Clubfoot patient’s 

caregiver on other countries but there is no any research about that in our country. For 

all of this reason I am interested in this topic. 
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1.2  Justification: 

 

Clubfoot is a congenital condition that is almost always present at birth. This 

condition results in children being born with physical abnormalities instead of typical 

development, significantly affecting their caregivers. Clubfoot can negatively impact 

the physical health of the affected individual and is often associated with pain and 

disability, limiting normal life activities. Caregivers of individuals with clubfoot 

frequently experience psychological challenges, including depression, anxiety, and 

stress, often due to exposure to various social pressures and the demands of 

caregiving. This study aims to assess the levels of stress, anxiety, and depression 

among caregivers of children with clubfoot using the “Depression, Anxiety, and 

Stress Scale-21 Items (DASS-21).” The findings of this study are expected to improve 

awareness and responsiveness, enabling caregivers to receive appropriate advice and 

support, which will ultimately benefit both caregivers and the patients they care for. 

While studies on the psychological state of caregivers of clubfoot patients have been 

conducted in other countries, no such research has been undertaken in our country. 

Therefore, this study seeks to explore the psychological well-being of these caregivers 

and provide valuable insights into their lives following this challenging experience. 

The results will also serve as a foundation for future research on this topic, offering 

crucial information to those interested in further investigating the impact of clubfoot 

on caregivers. 
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1.3  Research Question: 

 

 What are the level of depression, anxiety and stress among the caregivers of 

Clubfoot patients? 

 What are the prevalence of depression, anxiety and stress among the 

caregivers of Clubfoot patients? 
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1.4 Study Objective: 

 

 

1.4.1 General Objective: 

To assess the levels of depression, anxiety and stress among the caregivers of 

Clubfoot patients attending different hospital in Dhaka city. 

 

1.4.2 Specific Objective:  

 To determine the prevalence of depression, anxiety, and stress among 

caregivers of children with clubfoot. 

 To assess the level of depression, anxiety and stress among the caregivers of 

Clubfoot patient by Depression, Anxiety and Stress Scale (DASS-21) 

 To analyze the association between sociodemographic variables with 

depression, anxiety and stress. 

 To describe the sociodemographic variables of the caregivers of children with 

clubfoot. 
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1.5 Conceptual Framework: 

 

 

 

 

INDEPENDENT VARIABLE

Socio-demografic characteristics of 
caregivers:

1. Age

2. Gender

3. Marital status

4. Relationship to child

5. Education level

6. Monthly income

Socio-demografic characteristics of patients:

1. Age

2. Sex

Co-Morbidity of caregivers: 

• Hypertension

• Diabetes mellitus

• Thyroid

• Low back pain

Co-Morbidity of clubfoot patients:

• Congenital heart disease

• Others illness

DEPENDENT VARIABLE

Caregivers:

1. Depression

2. Anxiety

3. Stress

      7 



 

1.6 Operational Definition: 

 
 

Clubfoot:  

 

Clubfoot refers to a variety of congenital foot deformities, such as your baby’s foot 

being twisted out of shape or position, that are typically present at birth. The tendons 

that link the muscles to the bone are abnormally short in clubfoot. 

 

Caregiver: 

 

The caregivers are parents who help and support someone who is incapable of taking 

care of oneself completely because of age, illness, disability, or other health-related 

issues. This position may include assistance with everyday tasks like eating, dressing, 

taking a shower, managing medications, getting around, and providing emotional 

support. 

Depression: 

 

 

The hallmarks of depression are a persistent sense of melancholy and a lack of interest 

in or pleasure of once-pleasurable or satisfaction-producing activities. It could also 

disrupt sleep and appetite.  

Anxiety: 

 
 

Anxiety is a mental state characterized by tense emotions, worried thoughts, and 

physical symptoms like high blood pressure. Frequent intrusive thoughts or worry are 

hallmarks of anxiety disorders. They might steer clear of particular circumstances out 

of concern, Physical manifestations like perspiration, shaking, there may also be 

confusion or a fast heartbeat. From a different angle, anxiety can also be seen as a 

powerful motivator for caregivers to engage in a range of activities, including 

disruptive and deviant ones. Normal caregiver responses to stressful circumstances 

and to perceived or actual risks (phobias) brought on by uncertainty include anxiety.                                                

Stress: 
 

 

Stress is characterized by anxiety and mental strain brought on by a difficult situation. 

Stress is a natural human response that forces us to face challenges and risks in the 

lives of those who provide care. 
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CHAPTER – II                                            LITERATURE REVIEW 

 

Congenital talipes equinovarus (CTEV) is complex congenital deformity of foot 

which is commonly named as club foot (Hargava et al. 2014, p.1). Club foot (CTEV) 

is the most common deformity characterized by equinus (planterflexion), varus 

(inversion), cavus (high arch) and adductus (Munambah, Chiwaridzo, & Mapingure 

2016, p. 2). It is a structural defect where foot is inwardly rotated and pointed 

downward, and the fore-foot is pronated toward the heel in which the bones of the 

foot & ankle are fixed in malposition (Werler et al. 2014, p. 86). Referring to World 

Health Organization (WHO) definition depression is very frequent mental disorder 

that includes depressive mood, loss of interest or please, awake the felling of 

guiltiness, affects the appetite, dream and concentration (Mehmedinovic et al. 2012, p. 

819). 

Congenital talipes equinovarus (CTEV), also known as clubfoot, stands as the most 

prevalent musculoskeletal anomaly occurring at birth and is reported to affect 

approximately 1.2 per 1000 live births (Malagelada et al. 2016, p. 101). Another study 

reveals varying incidences, between 1 in 1000 births in the Caucasian population and 

7 in 1000 births in the Maori population, according to estimations. According to 

(Smythe et al. 2017, p. 269), epidemiological studies consistently reveal a greater 

incidence of idiopathic clubfoot among males and in firstborn children. (Turner et al. 

2018, p. 37) reported that in North America and Europe, the incidence of idiopathic 

clubfoot stands at 1 per 1000 live births, with half of these cases being bilateral. It is 

worth noting that clubfoot tends to manifest bilaterally in 50% of cases and is more 

commonly observed in males, with a 2 to 1 ratio (Yau and Doyle 2020, p. 100). 

The most common congenital musculoskeletal condition requiring extensive 

orthopedic treatment is congenital talipes equinovarus (CTEV). The Ponseti method 

has emerged as the widely accepted gold standard for treating clubfoot (Ganesan et al. 

2017, p. 1). This approach has proven to be both cost-effective and straightforward to 

implement. However, its success relies heavily on the active participation and 

determination of parents as well as the affected child (Grimes et al. 2016, p. 1). 

Congenital clubfoot can be corrected non-invasively with the Ponseti procedure. Dr. 

Ignacio Ponseti created it for the first time in the 1950s at the University of Iowa. 
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Around 2000, Dr. John Herzenberg was a major contributor to its comeback in the 

USA and Europe, while NHS surgeon Steve Mannion helped it gain traction in 

Africa. This method has become a standard for treating clubfoot.  

It is well known that caregivers experience higher levels of worry, despair and stress 

when their children suffer from chronic illnesses like clubfoot, asthma, heart disease, 

kidney disease etc. Exact causes of club foot are poorly understood except genetic 

factors (Hargava et al. 2013). CTEV can be visualized by USG at 12 weeks of 

gestation, though its pathogenesis is unknown (Werler et al. 2014, p. 86). 

Multifactorial causes are responsible for clubfoot and pathogenesis of clubfoot till not 

clears (Okonski et al. 2017, p. 32). 

Depression in caregivers is a serious health issue that significantly affects health when 

it coexists with a long-term medical condition. Caregiver of clubfoot patients are 

accompanied by a high incidence of depression and can affect the treatment and 

prognosis (Berntson, Patel and Stewart 2017, p. 149). In addition to being linked to 

morbidity and clubfoot disease, depression is a very common risk factor for incidents. 

In addition to the prompt and effective treatment of underlying disorders, priority 

should be given to improving the psychological and social functioning of caregivers. 

Apart from depression, diseases such as anxiety and stress have different effects on 

caregiver (Kim et al. 2017, p. 47). 

Parents and the healthcare system place a high value on the health of their children. 

Research on congenital disorders has examined the levels of stress, anxiety, and 

depression in parents of patients with congenital clubfoot both before and after using 

the Ponseti method of treatment (Walter et al. 2020, p. 2). Research indicates that the 

kid’s illness may have an impact on the health of the parents as well as the 

development of a positive, productive relationship between the child and his or her 

caretakers (Seravalli et al. 2014, p. 2066). 

Untreated CTEV lead to permanent disability which can create difficulties in walking, 

playing and perform ADL such as individual-care (Van Wijck, Oomen & van der 

Heide 2015, p. 2415). Neglected clubfoot causes lack of social integration, long term 

psychological burden, and financial burden for the family as well as the community 

(Pulak & Swamy 2012, p. 77). 
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Numerous studies have demonstrated that the clubfoot diagnosis may (Mahan et al. 

2019, p. 500). Because of hunger, pain when walking on hard surfaces, social 

rejection, and humiliation, clubfoot deformity is linked to fewer possibilities in life. 

These characteristics are topped off by additional local cultural connotations, making 

it a disorder that requires effective treatment (Nunn et al. 2018, p. 171). 

Parents of children with clubfoot experience worry due to adjusting to an obvious 

physical deformity, worries about future limits, and fears about potential disabilities. 

For the past 30 years, the standard course of treatment for correcting clubfoot 

deformity has been months of casting and manipulation, followed by surgery. (Miller 

et al. 2011, p. 273). Uk showed that Ponseti treatment was initiated for all infants with 

a mean of 7.7 casts, and 74 % required percutaneous heel cord tenotomy (Malagelada 

et al. 2016, p. 104). 

In Bangladesh, a domestic clubfoot therapy program is operated in collaboration with 

the Glencoe Foundation, the Prosthetics Outreach Foundation and Rotary Clubs from 

various countries. The international non-governmental organization Walk for Life 

facilitates this program. Within Bangladesh, Walk for Life collaborates with local 

partners including Zero Clubfoot Chittagong, Lamb Hospital and CRP Bangladesh. 

(Ford-Powell et al. 2013, p. 42). The main objective of Walk for Life is to guarantee 

that every child with clubfoot born in Bangladesh has the chance to be treated within 

the first two years of life using the Ponseti method. Importantly, this treatment is 

provided free of charge and clinics have been established across the country to ensure 

that no family has to travel more than 60 kilometers to access a clinic. This initiative 

aims to make clubfoot treatment accessible and affordable for all (Ford-Powell et al. 

2013, p. 40). 

Measures of maternal psychological distress included the Edinburgh Postnatal 

Depression Scale (EPDS), the Spielberger State-Trait Anxiety Inventory (STAI, trait 

anxiety), and the Perceived Stress Scale (PSS), all of which are psychometrically 

sound questionnaires (Woolhouse et al. 2014, p. 2). On the same day as their MRI, 

individuals finished all of the questionnaires. The PSS evaluates how stressful people 

believe their lives were during the month before (Makropoulos et al. 2014, p. 1818). 

A PSS score of 15 or greater shows that stress is higher than average, and higher PSS 

values (range, 0–40) indicate higher stress. The intensity of symptoms of prenatal 
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depression during the past seven days is measured by the 10-item EPDS test, which 

has a range of 0 to 30. Its application in the prenatal and postnatal phases has been 

approved (Verbeek et al. 2019, p. 138). 

There have been cases in the past of maternal stress and depression symptoms after 

learning that a fetus had clubfoot. Eighty-one percent of the pregnant women in the 

current cohort with clubfoot attended college, and seventy-five percent worked in the 

professional sector (Golfenshtein et al. 2017, p. 294). While it has been noted that 

pregnant women from lower socioeconomic backgrounds are more likely to 

experience psychological discomfort (Accortt et al. 2017, p. 553). 

Anxiety and depression was the big part of level of impaired life quality, conditions of 

physical disability, noncompliance of medical treatment, increasing the usage of 

health care services and increasing rate of deaths (Sharafkhaneh 2018). The Ponseti 

therapy method’s psychological impacts on the parents were assessed using the 

DASS-21. In order to examine the consequences on the parents, we took into account 

the following factors: the parents’ educational attainment, the family’s financial 

standing, gender, the child’s birth order within the family, and the diagnosis time 

(prenatal or postnatal) (Ozdemir et al. 2022, p. 1). The DASS-21 is a commonly used, 

dependable scale for assessing adult symptoms of stress, anxiety, and depression. 

Numerous clinical research indicate that this scale has a high degree of sensitivity. It 

might be given by a medical professional or a psychiatrist (Ozdemir et al. 2022, p. 1). 

Regarding the distribution of the sociodemographic information of the caregivers 

assessed, as shown in the case of Brazil the patient’s mother (89.8%) and women 

(93.9%) made up the majority (Javalkar et al. 2016, p. 2). The majority of these 

caregivers had only completed elementary school (55.1%), were married (69.4%), and 

were between the ages of 36 and 45 (46.9%). The average family made R 1,804.00 a 

month and more than half of the study group (67.3%) reported not doing any kind of 

paid work (In order to care for the patient, 57.6% of caregivers resign from their 

positions). A third (36.7%) had given more than six years of care to the child or 

adolescent with chronic kidney disease. The test proved significant for every analyzed 

factor ((Javalkar et al. 2016, p. 2). 
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To our knowledge, there’s only one study that looks into how an orthopedic physical 

disfigurement can intrude with the functioning of the cerebral health of mother. 

Maters of healthy full- term babe were compared to maters who had given birth to a 

child linked with CTEV during the first three months of the study (Sullivan 2021, p. 

634). The detail manages and MSPSS were employed, among other tools. In response 

to the birth of their child, Women in the CTEV group had severe cases of depression 

and stress-related symptoms. They also discovered that social support played a 

defensive part in these maters lives (Shelton et al. 2019, p. 383). 

They also emphasized the significance of putting in place hospital unit protocols 

aimed at parents of infants born with congenital malformations. Our research focuses 

on how CTEV is treated and how it affects families who have already experienced the 

traumatic event of receiving a diagnosis at birth (Dong et al. 2023, p. 184). 

Comparing our results to bracing, only in the initial casting stage do we observe a 

tendency toward greater impact. It’s unclear if this trend results from the treatment’s 

increased demand or from the treatment’s after-birth residual effect, as demonstrated 

by Coppola et al. It is possible that the effects of the casting treatment could be 

compounded over the first three months following delivery by the diagnosis (Dong et 

al. 2023, p. 184).  

According to a number of 53 studies, putting relaxing techniques into practice 

Breathing exercises cause the sympathetic tone to generally drop and the 

parasympathetic output to rise, both of which work to counteract the increased 

sympathetic activity that occurs when one is stressed. Because of this, clubfoot 

patient’s caregiver will experience less negative feelings such as tension, despair, and 

anxiety (Li et al. 2020, p. 526). 

In the United States, 84 caregivers from 51 households returned completed 

questionnaires. Six respondents were the only caregivers and single mothers. Of the 

45 families that were left, 33 had responses from both male and female caregivers, 11 

from the mother alone, and 1 from the father alone (Buatsi et al. 2015, p. 65). 

The study’s second goal is to characterize a sample of older adults who are caregivers 

and find correlations between sociodemographic traits, care demands, overload, 

coping mechanisms, and depression in order to increase the body of knowledge and 

contributions on this topic in Brazil (Bianchi et al. 2016, p. 1). 
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When it comes to treating idiopathic clubfoot, the Ponseti technique has emerged as 

the industry standard. Over the past 20 years, its use has risen globally because to 

several literary demonstrations of its safety and effectiveness (Sadler, Gurnett and 

Dobbs 2019, p. 238). In Saudi Arabia, clubfoot is regarded as a public health concern, 

but 70% of people there are unaware of the existence of the abnormality. Early 

intervention and effective management of clubfoot may be hampered by a lack of 

public awareness of the ailment (Malagelada et al. 2016, p. 101). 

Among neuropsychiatric predictors, apathy, depression, and anxiety were the top 

three. There were significant correlations found between caregiver strain, anxiety, and 

sadness and all 12 neuropsychiatric symptoms in the Neuropsychiatric force. 

Similarly, a longer duration was linked to more severe cases of caregiver worry. The 

responsibility of providing care (Li et al. 2020, p. 526). Advanced cases of depression 

among caregivers were specifically linked to advanced numbers of new caregivers, 

lower educational attainment, and being the case partner. Longer periods of time spent 

as the case partner and caregiver were linked to more advanced circumstances of load. 

Hours/day of minding for the case did not substantially correlate with caregiver strain, 

anxiety, or sadness (Lou et al. 2015, p. 2668). A depressed mood, lack of interest or 

pleasure, guilt or low self-esteem, trouble sleeping or eating, low energy and 

difficulty focusing are all signs of depression, a common mental illness (Evans-Lacko 

et al. 2017, p. 1560). 

Traditionally, depression and caregiver stress/burden are seen to moderate one 

another and belong to the same category of duress brought on by providing care. 

Therefore, one would anticipate that individuals with high levels of stress or load and 

those with depression, and that identifying individuals who are depressed should just 

require the use of a caregiver burden scale (Perlick et al. 2016, p. 183). Surprisingly, 

our results imply the opposite. Although the majority of high burden caregivers also 

had sadness the opposite was not always true. Many of the depressed caregivers in 

this study did not show signs of excessive load (Oh et al. 2015, p. 202). It’s probable 

that this group of caregivers’ depression was brought on by factors other than their 

experience providing care. While caregiver depression may necessitate more intense 

interventions, caregiver burden can be lessened by programs that enhance the 

caregiving experience, such as psychoeducation, caregiver training and respite care 
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can address the caregiver’s mood symptoms (Weinbrecht, Rieckmann and Renneberg 

2016, p. 1615).  

The stress brought on by giving care is linked to the manifestation of stress in 

caregivers. The Lazarus and Folkman transactional theory of stress serves as the 

foundation for most models and hypotheses that attempt to explain stress as a result of 

caring for a relative (Watson, Tatangelo and McCabe 2019, p. e597). These writers 

contend that the perception of the caregiving situation as unfavorable by the caregiver 

is what causes stress and other detrimental emotional effects rather than the actual act 

of providing care (Loh et al. 2017, p. 111). 

From the perspective of anxiety prevention, it is helpful to understand the factors that 

are linked to it in order to enhance the well-being and standard of living of caregivers 

who are just beginning to provide in-hospital care for elderly, dependent relatives 

(Ordonez et al. 2016, p. 600). Even though this has been the subject of numerous 

research in the setting of the home, insufficient evidence has been used to reach any 

conclusions. Moreover, as we have already mentioned, no research has examined 

these problems among family caregivers in hospitals (Casado et al. 2014, p. 176). 

Finding the factors that contribute to anxiety in these caregivers-especially those who 

are just starting to provide care in a hospital might make it easier to create 

interventions that are tailored to their needs (Ordonez et al. 2016, p. 600). 

After generating 1259 results from the literature hunt, 34 full- textbook publications 

passed a thorough evaluation in America. An aggregate of 1756 caregivers were 

included in twelve studies that satisfied the addition criteria. Grounded on the 

arbitrary- goods model, among caregivers of stroke survivors, in total, there were 21.4 

(95% CI 11.6–35.9) anxiety symptoms and 40.2 (95% CI 30.1–51.1) depression 

symptoms. Significant diversity ware present (Loh et al. 2017, p. 111). To take into 

consideration the diversity of the frequency, meta- retrogression was used. The 

significant frequency of depressed symptoms was linked to the womanish coitus of 

stroke survivors and caregivers, as well as their Caucasian strain. Low frequency of 

depression was linked to caregivers’ connections with their partner and children who 

have survived strokes (Faronbi et al. 2019, p. 8). 
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While providing care for their children with CTEV, the parents experienced financial 

hardships. Their funds are used to pay for transportation to the hospital, and these are 

also directed to clinic visits. Since they have to prioritize the needs of the child, they 

stopped working. Even though the Ponseti organization is free, the parents still 

experience financial hardships. Ponseti care is free, but research indicates that the 

biggest obstacle to managing their children with clubfoot is still financial strain for 

the parents (Doris et al. 2021, p. 8).  

In South Africa, compared to parents in the UK, parents of children with clubfoot 

were shown to use a wider variety of coping mechanisms, as assessed using the Brief 

COPE tool. These approaches included denial, active coping, planning, emotional 

support, venting, positive reframing, religious coping, acceptance of the sickness and 

the treatment plan, and instrumental aid. This suggests that parents in South Africa 

were more actively engaged in various coping mechanisms to manage the challenges 

associated with clubfoot, as stated in the research by (Malagelada et al. 2016, p. 101). 

Regarding parents whose children have congenital talipes equinovarus (CTEV), the 

majority were found to have mild to moderate levels of anxiety. Importantly, both of 

the parents exhibited nearly equal levels of anxiety symptoms (Tassadaq, Rafiq and 

Siddiqi 2016, p. 185). Given these findings, it becomes crucial for treating physicians 

to provide counseling to parents right from the outset. This counseling should include 

an explanation of the complexities of the condition, the treatment methodology 

(including the bracing phase), and the potential difficulties that parents might 

encounter throughout the treatment journey. By doing so, healthcare providers can 

help minimize the element of surprise and better equip parents to cope with the 

significant psychological impact that often develops as a result of this long-term 

commitment (Ali 2020, p. 90). 
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CHAPTER – III                                                    METHODOLOGY 

 

3.1 Study Design: 

It was a descriptive type of cross-sectional study carried out with the objective of 

assessing the level of depression, anxiety and stress among the caregivers of clubfoot 

patients. 

3.2 Study Area: 

The researcher collected data from BIRDEM General Hospital 2 (Mother and 

Children), Segun Bagicha, Dhaka, Center for the Rehabilitation of the Paralyzed 

(CRP), Mirpur-14, Dhaka and Trauma Center Bangladesh, Shyamoli, Mirpur Road, 

Dhaka-1207. 

3.3 Study Place: 

The present study was conducted at Saic College of Medical Science and Technology 

(SCMST) at Mirpur in Dhaka city. 

3.4 Study Period: 

The study period was one year from September 2023 to August 2024. 

3.5 Study Population: 

The caregivers of clubfoot patients visiting BIRDEM General Hospital, CRP, and 

Trauma Center in Dhaka constituted the study population for this study. 

3.6 Sample Size: 

The sample size for the present study was calculated by the following statistical 

formula.  

n = 
𝒛𝟐𝒑𝒒

𝐝𝟐
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          Here,
 

          z (confidence interval) = 1.96 at 5% level of significance. 

          P (prevalence) = 0.168 (Verma et al. 2024, p. 1) 

         d (margin of error) = 0.05 

        And, q = (1-p) 

                   = (1-0.168) 

                   = 0.832 

n
  =  (1.96)

2×0.168×0.832

(0.05)2
 

      =  3.84×0.168×0.832

0.0025
 

      =  0.537

0.0025
 

    = 215 

The actual sample size was, n = 215 

The researcher collected data according to following schedule.  

On the day 1, the researcher collected data from 24 caregivers of clubfoot patients at 

CRP, Mirpur-14. 

On the day 2, the researcher collected data from 20 caregiver of clubfoot patients at 

BIRDEM General Hospital 2 (Mother and Child), Segun Bagicha, Dhaka. 

On the day 3, the researcher collected data from 10 caregivers of clubfoot patients at 

CRP, Mirpur-14. 

On the day 4, the researcher collected data from 8 caregiver of clubfoot patients at 

BIRDEM General Hospital 2 (Mother and Child), Segun Bagicha, Dhaka. 

18 



 

On the day 5, the researcher collected data from 15 caregivers of clubfoot patients at 

CRP, Mirpur-14. 

On the day 6, the researcher collected data from 8 caregivers of clubfoot patients at 

Trauma Center Bangladesh, Mirpur Road, Dhaka-1207. 

So, the researcher collected data form 85 caregivers of patients with clubfoot due to 

some limitations. 

3.7 Sampling Technique: 

Convenience sampling technique was used to select caregivers of child with clubfoot 

from the Walk for Life.  

3.8 Eligibility Criteria 

3.8.1 Inclusion Criteria: 

 The age of caregivers was between 18-50 years for the present study (Esan et 

al. 2017). 

 Caregivers of children diagnosed with congenital talipes equinovarus(CTEV) 

undergoing Ponseti treatment at the time of the study (Malagelada et al. 2016) 

 Both male and female caregivers were included (Walter et al. 2020). 

3.8.2 Exclusion Criteria: 

 This study excluded those who were medically unstable and mentally retarded. 

3.9  Method of Data Collection: 

3.9.1 Technique of data collection: 

Face to face formal interview technique was used to collect data from the selected 

caregivers of the patients with clubfoot. 
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3.9.2 Instrument and Tools of Data Collection: 

Instrument of data collection: 

A pre-tested structured questionnaire was used as an instrument of data collection. 

The questionnaire had 4 parts. The first part contain question on socio-demographic 

characteristics. The second part included questions on clubfoot related information. 

The third part contained questions on Co-morbidity information. The fourth part 

included questions DASS-21. 

Tools of data collection:  

The Depression Anxiety Stress Scales (DASS) is a set of three self-report scales 

designed to measure the emotional states of depression, anxiety and stress. Symptoms 

of dysphoria, hopelessness, devaluation of life, self-deprecation, lack of 

interest/involvement, anhedonia and inertia are measured by depression scale. 

Anxiety Scale is used to assess autonomic arousal, skeletal muscle effects, situational 

anxiety, and subjective experience of anxious affect. Levels of chronic non-specific 

arousal, including difficulty relaxing, nervous arousal, and being easily upset/agitated, 

irritable/over-reactive, and impatient are evaluated by stress scale. 

Measurement Tool: 

DASS-21 

Please read each statement and circle a number 0, 1, 2, or 3 which indicates how 

much the statement applied to you over the past week. There are no right or wrong 

answers. Do not spend too much time on any statement. 

The rating scale is as follows: 

    0  Did not apply to me at all 

    1   Applied to me to some degree, or some of the time 

    2  Applied to me to a considerable degree or a good part of the time 

    3   Applied to me very much or most of the time 
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Table no. 1: DASS 21 

 

1(s) I found it hard to wind down  0 1 2 3 

2(a) I was aware of dryness of my mouth 0 1 2 3 

3(d) I couldn’t seem to experience any positive feeling at all 0 1 2 3 

4(a) I experienced breathing difficulty (e.g. excessively 

rapid breathing, breathlessness in the absence of 

physical exertion) 

0 1 2 3 

5(d) I found it difficult to work up the initiative to do things 0 1 2 3 

6(s) I tended to over-react to situations 0 1 2 3 

7(a) I experienced trembling (e.g. in the hands) 0 1 2 3 

8(s) I felt that I was using a lot of nervous energy 0 1 2 3 

9(a) I was worried about situations in which I might panic 

and make a fool of myself 

0 1 2 3 

10(d) I felt that I had nothing to look forward to 0 1 2 3 

11(s) I found myself getting agitated 0 1 2 3 

12(s) I found it difficult to relax 0 1 2 3 

13(d) I felt down-hearted and blue 0 1 2 3 

14(s) I was intolerant of anything that kept me from getting 

on with what I was doing 

0 1 2 3 

15(a) I felt I was close to panic 0 1 2 3 

16(d) I was unable to become enthusiastic about anything 0 1 2 3 

17(d) I felt I wasn’t worth much as a person 0 1 2 3 

18(s) I felt that I was rather touchy 0 1 2 3 

19(a) I was aware of the action of my heart in the absence of 

physical exertion (e.g. sense of heart rate increase, 

heart missing a beat) 

0 1 2 3 

20(a) I felt scared without any good reason 0 1 2 3 

21(d) I felt that life was meaningless 0 1 2 3 
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DASS-21 Scoring:  

 

The DASS-21 should not be used to replace a face-to-face clinical interview. If you 

are experiencing significant emotional difficulties, you should contact your GP for a 

referral to a qualified professional.  

Depression, Anxiety and Stress Scale - 21 Items (DASS-21)  

The Depression, Anxiety and Stress Scale - 21 Items (DASS-21) is a set of three self-

report scales designed to measure the emotional states of depression, anxiety, and 

stress. Each of the three DASS-21 scales contains 7 items, divided into subscales with 

similar content. The depression scale assesses dysphoria, hopelessness, devaluation of 

life, self-deprecation, and lack of interest/involvement, anhedonia, and inertia. The 

anxiety scale assesses autonomic arousal, skeletal muscle effects, situational anxiety, 

and subjective experience of anxious affect. The stress scale is sensitive to levels of 

chronic non-specific arousal. It assesses difficulty relaxing, nervous arousal, and 

being easily upset/agitated, irritable/over-reactive, and impatient. Scores for 

depression, anxiety, and stress are calculated by summing the scores for the relevant 

items. 

Interpretation: The scores are interpreted by comparing them to normative data, 

which categorizes the severity of the symptoms into normal, mild, moderate, severe, 

or extremely severe. 

Applications: The DASS-21 is widely used in both clinical and research settings to 

assess the severity of depression, anxiety and stress. It helps in screening and 

identifying individuals who may benefit from further psychological evaluation or 

intervention. The DASS can also be used to monitor changes in symptoms over time, 

such as in response to treatment. 
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Recommended cut-off scores for conventional severity labels (normal, moderate, 

severe) are as follows: 

 

Table no. 2: Level of DASS 21 

 

 Depression Anxiety Stress 

Normal 0-9 0-7 0-14 

Mild 10-13 8-9 15-18 

Moderate 14-20 10-14 19-25 

Severe 21-27 15-19 26-33 

Extremely Severe 28+ 20+ 34+ 

 

Procedure of data collection: 

The researcher obtained permission from the authority of selected health and 

rehabilitation centers situated in different parts of Dhaka city to carry out the study. 

Then the researcher approached the caregivers present in the centers. The aim and 

objectives of the study was explained to the participants before data collection. They 

were given the opportunity to ask questions and then asked to sign the written consent 

form once they were satisfied. Obtaining written informed consent, the researcher 

herself started interview with the participants. After completion of the interview, the 

researchers thanked the respondents. 

3.10. Data Editing: 

After collection of the data, the questionnaires were checked for any error or 

inconsistency in the responses. Necessary corrections were done accordingly.  

3.11. Data Entry: 

Data were coded and entered into the computer. First put the name of variables in the 

variable view of SPSS and the types, values, decimal, label alignment, and 

measurement level of data. The next step was to input the data view of SPSS. After 
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inputting all data researcher checked the inputted data to ensure that all data had been 

accurately transcribed from the questionnaire sheet to the SPSS data view. Then the 

raw data was ready for analysis in SPSS. 

 

3.12. Data Analysis: 

 

Data were analyzed with the software named Statistical Package for Social Science 

(SPSS) version 22.0 and Microsoft Excel 2016. Initially, the data were cleaned by 

reviewing questionnaires for any missing or unclear information. In SPSS, the 

variable names were inputted in the variable view, specifying their types (numeric, 

string), values, decimal places, labels, and measurement levels (nominal, ordinal, 

ratio). Data were then entered in the data view, ensuring accurate transcription from 

the questionnaires. Afterward, descriptive statistics such as frequencies, percentages, 

and means were calculated. Chi-square tests was conducted to explore relationships 

between independent and dependent variables. The results were then interpreted and 

presented in tables and charts for clearer understanding. 

 

3.13. Ethical Consideration: 

 The research proposal was submitted to the Ethical Review Board (EBR) 

of SAIC College of Medical Science and Technology (SCMST) and 

approval was obtained from the Board. 

 Bangladesh Medical Research Council (BMRC) and World Health 

Organization (WHO) guideline also were followed to conduct the study. 

 The aims and objectives of the research were explained to every 

participant before interview and asked for their response. The respondents 

who gave informed verbal consent included in the study. 

 No physical examination or any invasive technique was applied to the 

participants for the present study. The participant was also informed of 

his/her right to discontinue at any point of interview. 

 The name, address, and personal information of the participants were kept 

confidential by the investigator.  
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CHAPTER – IV                                                                     RESULTS 

 

The objective of the study was to find out the depression, anxiety and stress among 

the caregivers of clubfoot patients. For the purpose of this research, a total of 85 

participants among whom were caregivers of clubfoot. The results of this 

investigation are summarized in the following paragraphs. The investigator collected 

the descriptive data and calculated it as percentages which were presented in different 

bar diagrams, pie charts and tables. Individual results of the socio-demographic 

information, clubfoot related information, comorbidity and depression, anxiety and 

stress related information shown here in different tables. Association between socio-

demographic information, clubfoot related information, comorbidity and DASS-21 

scale are also shown here in different tables. 
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4.1 Socio-Demographic Information 

 

Table no.3: Frequency distribution of respondent according to sociodemographic 

variables 

 

Variables Category Frequency Percentage (%) 

 

Age of Caregiver 

 

18-22 years 17 20.0 

23 -25 years 19 22.4 

26 -30 years 23 27.1 

> 30 year 26 30.6 

Age of caregivers overall (Mean ±SD) = (2.68 ±1.115) 

 

Age of Children 

1-4 month 19 22.4 

5-11 month 21 24.7 

12-23 month 15 17.6 

>23 month 30 35.3 

Age of Children overall (Mean ±SD) = (2.66 ±1.181.) 

 

Educational status of 

caregiver 

Non formal 1 1.2 

Primary 27 31.8 

Secondary 29 34.1 

 Bachelor of degree 28 32.9 

Educational status of caregiver overall (Mean ±SD) = (1.99 ±0.838) 

Occupation of 

caregiver 

Homemaker 81 95.3 

Others 4 4.7 

Occupation of caregiver overall (Mean ±SD) = (1.09 ±0.426) 

 

Monthly family 

income 

10000-15000 6 7.1 

16000-30000 34 40 

31000-40000 11 12.9 

>40000 34 40 

Monthly family income overall (Mean ±SD) = (2.86 ±1.04) 
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The study showed that among the 85 caregivers, maximum caregiver was between the 

23-25, 26-30 and >30year age range. It was found that in the age group 18-22 year 

were 20% (n=17), age group 23-25 year were 22.4% (n=19), age group 26-30 year 

were 27.1% (n=23), and age group more than 30 years were 30.6% (n=26). The mean 

and the standard deviation is 2.68 ±1.115. The study showed that among the 85 

clubfoot patients, maximum children were between the 5-11 month and >23month age 

range. It was found that in the age group 1-4 month were 22.4% (n=19), age group 5-

11 month were 24.7% (n=21), age group 12-23 month were 17.6% (n=15) and age 

group more than 23 months were 35.3% (n=30). The mean and the standard deviation 

is 2.66 ±1.181. This study showed that secondary passed participants were the highest 

rate, at 34.1% (n=29). Bachelor degree or above passed participants had the second 

highest rate, which was 32.9% (n=28). Among the primary passed participants, third 

position was 31.8% (n=27) and 1.2% (n=1) was non-formal. The mean and the 

standard deviation is 1.99 ±0.838. The study showed that among the caregivers of 85 

clubfoot patient, 95.3% (n=81) caregivers were homemaker and 4.7% (n=4) caregiver 

was others. The mean and the standard deviation is 1.09 ±0.426. The result shows that 

the monthly income of the parents of CTEV children ranged from 10000 to >40000 

Taka. 7.1% (n=6) of parent’s monthly income is between 10000-15000 taka, 40% 

(n=34) of parent’s monthly income is between 16000-30000 taka, 12.9% (n=11) of 

parent’s monthly income is between 31000-40000 and 40% (n=34) of parent’s 

monthly income is above 40000 Taka. The mean and the standard deviation is 2.86 

±1.04. 
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4.1.3 Gender of the children’s: 

 

About frequency distribution of the respondents by gender it was reverted that among 

the 85 participants, boys are about 75.3% (n = 64) and the rest of the participants were 

girls, which was about 24.7% (n = 21). The mean and the standard deviation was 0.25 

±0.434. 

 

 

 

 

 

Figure no. 1: Gender of the children’s 
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4.1.4 Gender of the caregiver: 

 

The study showed that among the 85 participants, female was about 98.8% (n = 84) 

and the rest of the participants were male, which was about 1.2% (n = 1). The mean 

and the standard deviation is 0.01 ±0.108. 

 

 

 

 

 

Figure no. 2: Gender of the caregiver 
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4.1.5 Religion: 

 

The survey showed that among the 85 participants, 96.5% (n=82) were Islam and 

3.5% (n=3) were Hindu. The mean and the standard deviation is 0.04 ±0.186. 

 

 

 

 

Figure no. 3: Religion 
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4.1.7 Marital status of caregivers: 

 

The study showed that among the 85 participants, married was about 97.6% (n = 83) 

and the rest of the participants were male, which was about 2.4% (n = 2). The mean 

and the standard deviation is 0.02 ±0.152. 

 

 

 

 

Figure no. 4: Marital status of caregivers 
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4.1.10 Type of family: 

 

The survey showed that among the 85 participants, 68.2% (n=58) were joint/extended 

and 31.8% (n=27) were nuclear family. The mean and the standard deviation is 0.32 

±0.468. 

 

 

 

 

 

Figure no. 5: Type of family 
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4.1.11 Residential area: 

 

Regarding frequency distribution of the respondents by among all the participants, it 

was found that 21.2% (n=18) lived in rural, 75.3% (n=64) lived in urban and 3.5% 

(n=3) lived in semi-urban area. The result shows that most of the caregivers of 

clubfoot patients lived in urban areas. The mean and the standard deviation is 0.82 

±0.467. 

 

 

 

 

Figure no. 6: Residential area 
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4.2 Clubfoot Related Information 

 

Table no. 4: Frequency distribution of respondent according to clubfoot related 

information 

 

Variables Category Frequency Percentage (%) 

 

Birth weight 

Low weight 32 37.6 

Normal weight 44 51.8 

Over weight 9 10.6 

Birth weight overall (Mean ±SD) = (0.73 ±0.643) 

Mode of delivery NVD 25 29.4 

C/S 60 70.6 

Mode of delivery overall (Mean ±SD) = (0.71 ±0.458) 

 

     Affected side 

Right 20 23.5 

Left 14 16.5 

Bilateral 51 60 

Affected side overall (Mean ±SD) = (1.36 ±0.843) 

Family history of 

CTEV 

Yes 3 3.5 

No 82 96.5 

Family history of CTEV overall (Mean ±SD) = (0.96 ±0.186) 

Phase of ponseti 

management 

Casting phase 20 23.5 

Bracing phase 65 76.5 

Phase of ponseti management overall (Mean ±SD) = (0.76 ±0.427) 

Difficulties during 

treatment 

Yes 5 5.9 

No 80 94.1 

Difficulties during treatment overall(Mean ±SD) = (0.94 ±0.237) 
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The study showed that among the 85 clubfoot patients, the birth weight of newborns 

ranged from 1 to 4 kg, with a mean birth weight of 2.7294 kg (SD ± 0.643). Of the 

patients, 37.6% (n=32) were born with low birth weight (less than 2 kg), 51.8% 

(n=44) were born with normal birth weight (2.1 to 3 kg), and 10.6% (n=9) were born 

with high birth weight (3.1 to 4 kg). The study also revealed that among the 85 

clubfoot patients, 29.4% (n=25) were born through Normal Vaginal Delivery (NVD), 

and 70.6% (n=60) were born via Cesarean Section (C/S). This indicates that the 

majority of the patients with clubfoot were delivered via Cesarean Section (C/S). 

Whose mean and the standard deviation is 0.71 ±0.458. Regarding the frequency 

distribution of the respondents, more than half of the children (60%, n=51) had 

bilateral clubfoot, while the remaining children had only one foot affected. The right 

foot was the most affected, with 23.5% (n=20) of children having their right foot 

affected, while the left foot was less affected, with 16.5% (n=14) of children having 

their left foot affected. Where mean and standard deviation is 1.36 ±0.843. This result 

shows that among all the children 3.5% (n=3) had a past family history of CTEV and 

96.5% (n=82) had no past family history of CTEV. The mean and the standard 

deviation is 0.96 ±0.186. The study revealed that among the 85 clubfoot patients, 

23.5% (n=20) children were casting phase of ponseti management and 76.5% (n=65) 

children were bracing phase of ponseti management. The result indicates that majority 

of the patients with clubfoot were bracing phase of ponseti management. Where mean 

and standard deviation is 0.76 ±0.427. The results show that 5.9% (n=5) of the 

children experienced difficulties during Ponseti management, such as blisters while 

wearing casts or braces, or other treatment-related issues, while 94.1% (n=80) did not 

experience any difficulties during treatment. The mean and the standard deviation is 

0.94 ±0.237. 
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4.3 Comorbidity Information 

 

Table no. 5: Frequency distribution of respondent according to co-morbidity 

information 

 

Variables Category Frequency Percentage (%) 

 

Comorbidity of 

caregivers 

Hypertension 18 21.2 

Diabetes mellitus 4 4.7 

Low back pain 14 16.5 

No illness 49 57.6 

Comorbidity of caregivers overall (Mean ±SD) = (2.11 ±1.215) 

Comorbidity of 

children’s 

Illness 9 10.6 

No illness 76 89.4 

Comorbidity of children’s overall (Mean ±SD) = (1.89 ±0.31) 

 

 

The study showed that among the 85 caregivers, 21.2% (n=18) caregiver were 

diagnosed with hypertension, 4.7% (n=4) with diabetes mellitus, 16.5% (n=14) with 

low back pain and 57.6% (n=49) had no illness. When mean and standard deviation is 

2.11 ±1.215. The survey revealed that 10.6% (n=9) children were diagnosed with 

various comorbidities, while 89.4% (n=76) were born without any comorbidities. The 

mean and the standard deviation is 1.89 ±0.31. 
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4.4.1 Depression, anxiety and stress among the caregivers of clubfoot patient  

 

Table no. 6: Frequency distribution of the participants by depression, anxiety 

and stress 

                                                                                                                   n = 85 

Variables Frequency 

N Percentage (%) 

Depression 38 44.7 

Anxiety 43 50.6 

Stress 24 28.2 

 

*Multiple responses 

 

The table showed that among the 85 caregivers, 44.7% (n=38) experienced 

depression, 50.6% (n=43) experienced anxiety and 28.2% (n=24) experienced stress. 
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4.4.2 Level of depression, anxiety and stress among the caregivers of Clubfoot 

patients: 

 

Table no. 7: Frequency distribution of the participants by level of depression, 

anxiety and stress  

 

Variables Category Frequency Percentage (%) 

Depression level of 

the caregivers 

(n = 38) 

Mild 11 28.9 

Moderate 11 28.9 

Severe 6 15.8 

Extreme severe 10 26.32 

Anxiety level of the 

caregivers 

(n = 43) 

 

Mild 1 2.33 

Moderate 16 37.21 

Severe 5 11.63 

Extreme severe 21 48.84 

Stress level of the 

caregivers 

(n = 24) 

Mild 5 20.8 

Moderate 3 12.5 

Severe 11 45.83 

Extreme severe 5 20.8 

 

 

The study showed that out of 85, caregivers had depression 38 (44.7%). Among them 

28.9% (n=11) caregivers had mild depression, 28.9% (n=11) caregivers had moderate 

depression, 15.8% (n=6) caregivers had severe depression and 26.32% (n=10) 

caregivers had extremely severe depression. Caregivers had anxiety 43 (50.6%). 

Among them 2.33% (n=1) caregivers had mild anxiety, 37.21% (n=16) caregivers had 

moderate anxiety, 11.63% (n=5) caregivers had severe anxiety and 48.84% (n=21) 

caregivers had extremely severe anxiety. Caregivers had stress24 (28.2%). Among 

them 20.8% (n=5) caregivers had mild stress, 12.5% (n=3) caregivers had moderate 

stress, 45.83% (n=11) caregivers was severe stress and 20.8% (n=5) caregivers had 

extremely severe stress. 
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4.5.1 Association between depression and socio-demographic and clubfoot 

related variables of the caregiver of clubfoot patients: 

 

Table no. 8: Association between depression and socio-demographic and clubfoot 

related variables of the caregiver of clubfoot patients 

 

Dependent Variable: Depression 

Independent Variable Test Name Test Value P-Value Significance 

Age group of caregiver 

category 

Chi-square 13.016 0.368 Not 

Significance 

Gender of caregiver Chi-square 0.818 0.936 Not 

Significance 

Gender of children Chi-square 0.667 0.955 Not 

Significance 

Education of caregiver Chi-square 22.807 0.029 Significance* 

Occupation Chi-square 3.394 0.494 Not 

Significance 

Monthly income Chi-square 14.817 0.252 Not 

Significance 

Residential area Chi-square 4.411 0.818 Not 

Significance 

Birth weight Chi-square 8.675 0.370 Not 

Significance 

Mode of delivery Chi-square 4.651 0.325 Not 

Significance 

 

*≤0.05; **≤0.01; ***≤0.001; 
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At the table showed that, after Correlations between depression and socio 

demographic and clubfoot related variables among the 85 caregiver of clubfoot 

patients P-Value of education of caregivers is less than 0.05 which means this are 

significant with depression. Then we declare that education of caregiver variables is 

correlated with depression. And the age group of caregiver category, gender of 

caregiver, gender of children, occupation, monthly income, residential area, birth 

weight and mode of delivery has P-Value more than 0.05 which are no significant 

with depression. That’s means there has no correlation between the age group of 

caregiver category, gender of caregiver, gender of children, occupation, monthly 

income, residential area, birth weight and mode of delivery with depression. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   40 



 

4.5.2 Association between Anxiety and socio-demographic and clubfoot related 

variables of the caregiver of clubfoot patients: 

 

Table no. 9: Association between anxiety and socio-demographic and clubfoot 

related variables of the caregiver of clubfoot patients 

 

Dependent Variable: Anxiety 

Independent Variable Test Name Test Value P-Value Significance 

Age group of caregiver 

category 

Chi-square 12.106 0.437 Non 

Significance 

Gender of caregiver Chi-square 1.036 0.904 Non 

Significance 

Gender of children Chi-square 0.783 0.941 Non 

Significance 

Education of caregiver Chi-square 18.145 0.111 Non 

Significance 

Occupation Chi-square 4.297 0.367 Non 

Significance 

Monthly income 

category 

Chi-square 26.594 0.009 Significance** 

Residential area Chi-square 6.420 0.600 Non 

Significance 

Birth weight Chi-square 22.440 0.130 Non 

Significance 

Mode of delivery Chi-square 1.629 0.804 Non 

Significance 

 

*≤0.05; **≤0.01; ***≤0.001; 
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At the table showed that, after Correlations between anxiety and socio demographic 

and clubfoot related variables among the 85 caregiver of clubfoot patients P-Value of 

monthly income category is less than 0.05 which means this are significant with 

anxiety. Then we declare that monthly income category variables are correlated with 

anxiety. And the age of caregiver, gender of caregiver, gender of children, education 

of caregivers, occupation, residential area, birth weight and mode of delivery has P-

Value more than 0.05 which are no significant with anxiety. That’s means there has 

no correlation between the age of caregiver, gender of caregiver, gender of children, 

education of caregivers, occupation, residential area, birth weight and mode of 

delivery with anxiety. 
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4.5.3 Association between Stress and socio-demographic and clubfoot related 

variables of the caregiver of clubfoot patients: 

 

Table no. 10: Association between stress and socio-demographic and clubfoot 

related variables of the caregiver of clubfoot patients 

 

Dependent Variable: Stress 

Independent Variable Test Name Test Value P-Value Significance 

Age group of caregiver 

category 

Chi-square 20.818 0.053 Significance* 

Gender of caregiver Chi-square 0.398 0.983 Not 

Significance 

Gender of children Chi-square 0.278 0.991 Not 

Significance 

Education of caregiver Chi-square 17.824 0.121 Not 

Significance 

Occupation Chi-square 1.651 0.800 Not 

Significance 

Monthly income 

category 

Chi-square 17.439 0.134 Not 

Significance 

Residential area Chi-square 10.422 0.237 Not 

Significance 

Birth weight Chi-square 31.239 0.013 Significance** 

Mode of delivery Chi-square 9.231 0.056 Significance* 

 

*≤0.05; ** ≤0.01; ***≤0.001; 
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At the table showed that, after Correlations between stress and socio demographic and 

clubfoot related variables among the 85 caregiver of clubfoot patients P-Value of age 

group of caregiver category, birth weight and mode of delivery is less than 0.05 which 

means this are significant with stress. Then we declare that age group of caregiver 

category, birth weight and mode of delivery variables are correlated with stress. And 

the gender of caregiver, gender of children, education of caregivers, occupation, 

monthly income category and residential area has P-Value more than 0.05 which are 

no significant with stress. That’s means there has no correlation between the gender of 

caregiver, gender of children, education of caregivers, occupation, monthly income 

category and residential area with stress. 
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CHAPTER-V                                                                   DISCUSSION 

 

The study's findings show that mental health conditions like stress, worry, and 

depression are common among those who care for clubfoot patients. Despite being 

very effective, comparatively non-invasive and regarded as the gold standard by the 

medical world, medical practitioners must admit that this treatment regimen increases 

stress for families of CTEV children. 

 

The sample size for this study was 85 caregivers who brought their children of 

clubfoot and participated in the study. The study showed that among the 85 

participants, female was about 98.8% (N = 84) and the rest of the participants were 

male, which was about 1.2% (N = 1). The mean and the standard deviation is 

0.01±0.108. The majority of the respondent parents were female. maximum caregiver 

was between the 23-25, 26-30 and >30year age range. In the age group 18-22 year 

were 20% (N=17), age group 23-25 year were 22.4% (N=19), age group 26-30 year 

were 27.1% (N=23), and age group more than 30 years were 30.6% (N=26). A 

Frias‐Osuna Journal showed that the caregivers average age was 59.2 years, with a 

standard deviation of 12.9 and a range of 27 to 89 years. The majority (85.1%) were 

female, and 60.1% were the care recipients' children. (Casado et. al. 2014, p. 7).  

 

Booked on the data from the 85 caregivers of clubfoot patients, where the showed that 

secondary passed participants were the highest rate, at 34.1% (N=29) had complete 

secondary education, making it the most common educational level among the 

participants. Bachelor degree or above followed closely, accosting for 32.9% (N=28). 

Primary education paneled third, representing 31.8% (N=27) of participants. A small 

population, 1.2% (N=1) of caregivers had no formal education. These results indicate 

that most of the parents have completed secondary education. 95.3% (N=81) 

caregivers were homemaker and 4.7% (N=4) caregivers was others like garments or 

businessman. Most reported caregiver’s occupation was homemaker (95.3%) (Bianchi 

et al. 2016, p. 1). A prospective study showed that, 65% had primary school or lower 

level education (Ozdemir et. al. 2022, p. 1). 
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In addition, the monthly income of the caregivers of CTEV children ranged from 

10000 to >40000taka. 7.1% (n=6) of parent’s monthly income is between 10000-

15000 taka, 40% (n=34) of parent’s monthly income is between 16000-30000 taka, 

12.9% (n=11) of parent’s monthly income is between 31000-40000 and 40% (n=34) 

of parent’s monthly income is above 40000 taka. On the other hand, an observational 

study of medicine journals showed that, of those with a household income, 42.5% 

earned the minimum wage, while 57.5% earned double that amount (Ozdemir et. al. 

2022, p. 1). 

 

The study showed that among the 85 clubfoot patients, maximum children were 

between the 5-11 month and >23month age range. In the age group 1-4 month were 

22.4% (n=19), age group 5-11 month were 24.7% (n=21), age group 12-23 month 

were 17.6% (n=15) and age group more than 23 months were 35.3% (n=30). The 

child's age ranged from one to more than twenty-three months with a mean and the 

standard deviation is 2.66 ± 1.181 month and boys are more compared to girls. This 

was similar in a study that was done in South Africa and UK where it showed that the 

South Africa the mean age of the children at the time of recruitment was 24.8 months 

(range 4–63), with the majority being male (68 %) (Malagelada et al. 2016, p. 104). 

Boys are about 75.3% (n = 64) and the rest of the participants were girls, which was 

about 24.7% (n = 21). The male to female ratio was 2:3:1. In addition, a majority of 

these had no past family history of CTEV (97%). It showed that the South Africa 

Forty percent of the afflicted children were first-borns, and The majority of them had 

no family history of clubfoot (87%) or significant medical history (94%) (Malagelada 

et al. 2016, p. 104). 

 

The newborn's typical birth weight varied from 1 to 4 kg at birth of 0.7294 kg (SD ± 

0.64343) where 37.6% (n=32) were born with low birth weight (less than 2 kg), 

51.8% (n=44) were born with normal birth weight (2.1 to 3 kg) and 10.6% (n=9) were 

born with over weight (3.1 to 4 kg). The majority of the patients with CTEV were 

delivered through C/S. It was found that 29.4% (n=25) children were born through 

Normal Vaginal Delivery (NVD) and 70.6% (n=60) children were born through 

Cesarean Section (C/S). The result indicates that majority of the patients with clubfoot 

were delivered through Cesarean Section (C/S). More than half of the children 60% 

(n=51) had bilateral clubfoot while the rest of the children’s only one foot was 
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affected. The most affected foot was right foot as 23.5% (n=20) children’s right foot 

was affected and less affected foot as it was affected in 16.5% (n=14) children. 10.6% 

(n=9) children were diagnosed individually and 89.4% (n=76) children were born 

without any comorbidities. On the other side South Africa showed that Additionally, 

seven children had separate diagnoses for bilateral curling toes, hypermobility, 

eczema, exotropia, asthma, hip developmental deformity, and problematic birth. 

While the remaining 45% had bilateral clubfoot, 55% had unilateral clubfoot 

(Malagelada et al. 2016, p. 104). 

 

The result shows that 5.9% (n=5) children have difficulties during Ponseti 

management such as blisters while wearing casts or braces or others journey problem 

and 94.1% (n=80) children do not have any difficulties during treatment. South Africa 

showed that the Pirani score at diagnosis was on average 4.59, which improved to 

0.14 at the latest follow-up, and 76 % of the cases experienced no difficulties or 

complications during treatment (Malagelada et al. 2016, p. 104). 21.2% (n=18) 

caregiver were diagnosed hypertension, 4.7% (n=4) caregiver were diagnosed 

diabetes mellitus, 16.5% (n=14) caregiver were diagnosed low back pain and 57.6% 

(n=49) caregiver were without any illness (Malagelada et al. 2016, p. 104). 

 

Among the 85 caregivers, DASS-21 scale shows that 55.3% (n=47) caregivers was 

normal, 12.9% (n=11) caregivers was mild depression, 12.9% (n=11) caregivers was 

moderate depression, 7.1% (n=6) caregivers was severe depression and 11.8% (n=10) 

caregivers was extremely severe depression. 49.4% (n=42) caregivers was normal, 

1.2% (n=1) caregivers was mild anxiety, 18.8% (n=16) caregivers was moderate 

anxiety, 5.9% (n=5) caregivers was severe anxiety and 24.7% (n=21) caregivers was 

extremely severe anxiety. Among the 85 caregivers, 71.8% (n=61) caregivers was 

normal, 5.9% (n=5) caregivers was mild stress, 3.5% (n=3) caregivers was moderate 

stress, 12.9% (n=11) caregivers was severe stress and 5.9% (n=5) caregivers was 

extremely severe stress. On the other side SciELO Brasil showed that crosscutting 

descriptive and correlational study. The convenience sample was composed by a 

hundred and twenty-one senior caregivers (Age=70.5 ± 7.2 years, 73% women). They 

answered a questionnaire to check the physical and cognitive demands of care, the 

Zarit Burden Interview (ZBI), the California Inventory of Coping Strategies and the 

Geriatric Depression Scale (GDS-15) (Bianchi et al. 2016, p. 1).  
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In this study, P-Value of age, education, birth weight is less than 0.05 which means 

this are significant with depression. Then we declare that age, education and birth 

weight variables are correlated with depression. And the gender of caregiver, gender 

of children, religion, occupation, monthly income, type of family, residential area, 

method of delivery and affected side has P-Value more than 0.05 which are no 

significant with depression. That’s means there has no correlation between the gender 

of caregiver, gender of children, religion, occupation, monthly income, type of family, 

residential area, method of delivery and affected side with depression (Ali 2020, p. 

90). On the other side Jinnah Postgraduate Medical center, Karachi, Pakistan 

favorable 70.4% of patients had psychological effects. The findings demonstrated a 

strong correlation between outcome and both education and work position. However, 

there was no discernible correlation with socioeconomic status, gender, age, ethnicity, 

or length of treatment (Ali 2020, p. 90). 

 

The result shower that, P-Value of monthly income and birth weight is less than 0.05 

which means this are significant with anxiety. Then we declare that monthly income 

and birth weight variables are correlated with anxiety. And the age of caregiver, 

gender of caregiver, gender of children, religion, education, occupation, type of 

family, residential area, method of delivery and affected side has P-Value more than 

0.05 which are no significant with anxiety. That’s means there has no correlation 

between the age of caregiver, gender of caregiver, gender of children, religion, 

education, occupation, type of family, residential area, method of delivery and 

affected side with anxiety. Department of Orthopedic in china, before prenatal 

diagnosis of congenital talipes equinovarus, the average score of Self-Rating Anxiety 

Scale was 42.537±10.476 and after prenatal diagnosis of congenital talipes 

equinovarus, the average score of Self-Rating Anxiety Scale was 54.224 ±13.050 

(Dong et al. 2023, p. 184). 

 

In this study, P-Value of age group of caregiver category, monthly income category, 

birth weight and method of delivery is less than 0.05 which means this are significant 

with stress. Then we declare that birth weight and method of delivery variables are 

correlated with stress. And the gender of caregiver, gender of children, religion, 

education, occupation, type of family, residential area and affected side has P-Value 

more than 0.05 which are no significant with stress. That’s means there has no 
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correlation between the age of caregiver, gender of caregiver, gender of children, 

religion, education, occupation, monthly income, type of family, residential area and 

affected side with stress. Through this study, pertinent data about the experiences of 

Nigerian parents of children with clubfoot has been available, of whom parental stress 

and mental discomfort were prevalent at 12.0% and 15.5%, respectively. 67.44 

(SD=18.07) was the average score on the parenting stress subscales; 26.71 (SD=8.82) 

for parental distress; 19.13 (SD=5.91) for parents-child dysfunctional relationship; 

and 21.60 (SD=7.19) for problematic children. The degree of emotional discomfort 

was substantially correlated with the patient's age group (χ2=13.566, p=0.004). There 

was a significant positive correlation between parental stress and Pearson's correlation 

(Esan et al. 2017, p. 44).  

 

While caring for the children born with CTEV, the parents faced financial difficulties. 

Since they require transportation to travel to the hospital, their funds are allocated to 

clinic appointments. They can no longer be as productive as they once were after 

having to attend to the requirements of the child with clubfoot. Initially, parents 

would use this time to work for money and take care of the family. To take care of the 

CTEV child, they quit their jobs. The Ponseti management is free but it was found 

that still the parents of children with clubfoot still face financial burden as the most 

barrier in during their children’s management (Doris et al. 2021, p. 8). 

 

The result shows that 5.9% (n=5) children have difficulties during Ponseti 

management such as blisters while wearing casts or braces or others journey problem 

and 94.1% (n=80) children do not have any difficulties during treatment. On the other 

side Uk showed that Ponseti treatment was initiated for all infants with a mean of 7.7 

casts, and 74 % required percutaneous heel cord tenotomy (Malagelada et al. 2016, p. 

104). (As Robinson recommended; 1983) The caregivers' average age was 59.2 years 

(range: 27 to 89, standard deviation: 12.9). The majority (85.1%) were female, and 

60.1% were the care recipients' children. The caregivers' average CSI score was 6.27, 

and 46.2% of them reported feeling subjectively burdened. None of the sample's 

caregivers were enrolled in school or employed for pay. Table 1 provides more details 

on descriptive data of the factors examined in the study for the entire sample as well 

as the spouse and child subgroups. The information about potential confounders, 

cultural influences, and subjective load (Casado et. al. 2014, p. 7).  
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5.1 Limitations 

 

Every research study inevitably has limitations due to the inherent challenge of 

achieving 100% accuracy. Only one scale (DASS-21) has been used to measure 

anxiety, stress and depression among caregivers of clubfoot patient. Different scale 

and different variables need to study. Only anxiety, stress and depression were 

observed among caregivers of clubfoot patients, but other issues, such as cognitive 

behavior and sleep disturbances, were not examined. Which potentially leads to 

limitations in research techniques and practical aspects. It was unable to extrapolate 

the findings of this research because the sample size was too small. There is very little 

research on anxiety, stress, and depression among caregivers of clubfoot patients in 

Bangladesh, making it difficult to compare our study with others. Since this was the 

researcher’s first survey, it is possible that some errors were overlooked by the 

supervisor and the respective teacher. 
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CHAPTER-VI                 CONCLUSION & RECOMMENDATION 

 

6.1 Conclusion 

 

This conversation centered on the main research findings in light of the study's goals. 

According to the findings, parents who were managing Congenital Talipes 

Equinovarus (CTEV) experienced depression. The study revealed characteristics that 

can serve as obstacles for parents to adhere to clubfoot therapy, even though the 

CTEV condition had a minor effect on their family and social activities in society. 

In this study, the results demonstrated that many parents experienced depression, 

anxiety and stress with birth weight of children. Caregivers face a lot of depression, 

anxiety and stress about what will happen to their child’s clubfoot disease in the 

future. In this study, the results demonstrated that many parents experienced financial 

burdens throughout the Ponseti management process, despite it being a low-cost 

treatment for CTEV. The researcher found monthly income are significant with 

anxiety. And get association between birth weight and method of delivery with stress. 

Travel expenses, particularly for parents coming from rural areas, posed a significant 

financial strain. This study assesses the degree of stress, anxiety, and depression 

experienced by those who care for clubfoot patients. Here, researchers tried to find out 

the relation between depression, anxiety and stress with some sociodemographic 

factors and the result was that there some relations between them, which were 

supported by some other studies. Consequently, they could better manage familial, 

social and personal challenges, even though financial difficulties persisted. The 

study's findings also suggested that health facilities providing critical services, such as 

cure and other partners and stakeholders involved in CTEV treatment, should 

collaborate to extend their services to rural, semi-urban, and urban areas. Developing 

strategies to offer services closer to the children's residences was recommended. By 

decentralizing cure services within the community, parents would not have to bear the 

significant financial costs associated with transportation and other expenses while 

seeking treatment for their children. A caregiver individuals well-being and daily 

activities may benefit from this. 
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6.2 Recommendations 

 

This study set out to evaluate the degree of anxiety, stress and depression among 

those who provide care for individuals with clubfoot. Despite the study's limitations, 

the researchers have identified several recommendations to enhance the effectiveness 

of future research. Researcher has to improve the study's generalizability and it is 

advisable to employ a random sampling technique instead of Centre based sampling 

technique, thus enhancing the power of generalization. Future studies should consider 

conducting research over a more extended period compared to the relatively short 

duration of this research. In addition, expanding the sample size beyond the 85 

participants included in this study is recommended to obtain more precise outcomes 

applicable to a broader population. The studies should consider conducting research 

over a more used in different valid instrument. Efforts should be made to measure 

anxiety, stress and depression as well as cognitive behavior and sleep disturbances 

among caregivers. The researchers strongly advocate for future investigations to 

encompass caregivers of clubfoot patients from various regions across Bangladesh, 

ensuring a broader scope for generalization.  
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APPENDIX: 01 

 

Informed consent 

(Please read out to the participation) 

Assalamualaikum, 

My name is Mahema Akter. I am 4th year student of B.Sc in Physiotherapy program 

At Saic College of Medical Science and Technology (SCMST). I am conducting this 

research study that entitled ‘‘Depression, Anxiety and Stress Among the 

Caregivers of Clubfoot Patients’’. I would like to know about Some personal and 

other related information regarding depression among people who Having Caregiver 

of Clubfoot Patients at Walk For Life-Clubfoot Treatment Project. You have to 

answer some questions Which are mention in the attached form. This will take 

approximately 20-30 minutes. I would like to inform you that this s a purely 

professional study and will not be used for any other purpose. The researcher is not 

directly related with this obstetrics area, so your participation in the research will have 

no impact on your present or future treatment. All information provided by you will 

be treated as confidential and in the event of any report or publication it will be 

ensured that the source of information remains anonymous. Your participation in this 

study is voluntary and you may withdraw yourself at any time during this study 

without any negative consequences. You also have the right not to answer a particular 

question that you don’t like or do not want to answer during interview. 

If you have any query about the study, you may contact with the investigator Mahema 

Akter or research supervisor Zahid Bin Sultan Nahid, Asst. Professor & Head of the 

Department, SCMST, Dhaka 

Do you have any questions before I start? 

So may I have your consent to proceed with the interview? 

Yes                                                                               No     

                                                                                                                                                                                                                                                                               

Signature of the Participant’s………….……………………………Date…………… 

Signature of the Witness’s…………….……………………………Date…………… 

Signature of the Data collector’s…………………………………...Date…………… 
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AbygwZcÎ 

(AskMÖn‡Yi Rb¨ AbyMÖn K‡i co–b) 

AvmmvjvgyqvjvBKzg, 

Avgvi bvg gvwngv Av³vi| Avwg mvBK K‡jR Ae ‡gwW‡Kj mv‡qÝ ÎÛ †UK‡bvjwR G wdwRI‡_ivwc †Kv‡m©i 

4_© e‡m©i GKRb QvGx| Avwg GB M‡elYv Aa¨qbwU cwiPvjbv KiwQ hvi wk‡ivbvg ÓK¬vedyU †ivMxi cwiPh©vKvixi 

g‡a¨ welYœZv, D‡ØM Ges Pv‡ci gvÎv cwigvcÓ| Avwg XvKv wefv‡M K¬vedyU ‡ivMx‡`i hZœ †bIqv e¨w³MZ Z_¨, 

Ab¨vb¨ m¤ú©wKZ Z_¨ Ges †mB mv‡_ Av_©mvgvwRK cÖfve Ges †gvKvwejv Kivi †KŠkjmg~n m¤ú©‡K Rvb‡Z PvB| 

Avcbvi Kv‡Q Av‡Q wKQz cÖ‡kœi DIi w`‡Z hv mshy³ d‡g© D‡jøL Kiv n‡q‡Q G‡ÿ‡Î cÖvq 30 wgwbU mgq 

jvM‡e| Avwg Avcbv‡K Rvbv‡Z PvB †h GwU wkÿvi AšÍ©fz³ GKwU M‡elYv Ges Ab¨ †Kvb D‡Ï‡k¨ e¨envi Kiv 

n‡e bv| M‡elK GB cÖm~wZ †cwWqvwUªK wefv‡Mi mv‡_ mivmwi m¤ú©wKZ bb, ZvB M‡elYvq Avcbvi AskMÖnY 

Avcbvi eZ©gvb ev fwel¨‡Zi wPwKrmvi Dci †Kvb cÖfve †dj‡e bv| Avcbvi Øviv cÖ`I mg¯Í Z_¨ †Mvcbxq 

wnmv‡e we‡ewPZ n‡e Ges †KvbI cÖwZ‡e`b ev cÖKv‡ki †ÿ‡Î GwU wbwðZ Kiv n‡e †h Z‡_¨I DZ&m †ebvgx 

_vK‡e| GB Aa¨qb PjvKvjxb †h‡Kv‡bv mgq †Kv‡bv †bwZevPK cwiYwZ QvovB wb‡R‡K cÖZ¨vnvi Ki‡Z cv‡ib| 

Avcwb †m¦”Qvq AskMÖnY Ki‡Z cv‡ib Ges GB M‡elYv PjvKvjxb †h‡Kv‡bv mgq Avcwb wb‡R‡K cÖZ¨vnvi 

Ki‡Z cvi‡eb| 

Avcbvi hw` M‡elYv m¤ú©‡K †Kvb cÖkœ _v‡K Z‡e Avcwb Z`šÍKvix gvwngv Av³vi ev M‡elYv mycvifvBRv‡ii 

mv‡_ †hvMv‡hvM Ki‡Z cv‡ib| Rvwn` web myjZvb bvwn`, mnKvix Aa¨cK I wefvMxq cÖavb, mvBK K‡jR Ae 

‡gwW‡Kj mv‡qÝ ÎÛ †UK‡bvjwR, wgicyi-14, XvKv-1216| 

ïiæ Kivi Av‡M Avcbvi wK †Kvb cÖkœ Av‡Q? 

Avwg wK ïiæ Ki‡Z cvwi? 

 

nu¨v                                                            bv 

 

AskMÖnYKvixi ¯^vÿi................................................ ZvwiL....................... 

Z_¨ msMÖnKvixi ¯^vÿi................................................ZvwiL...................... 
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APPENDIX: 02 

 

Research Questionnaire 

‘Depression, Anxiety and Stress Among the Caregiver of Clubfoot Patients’ 

 

Patient Information 

 

Date of interview: 

Patients name:  

Patients ID: 

Name of participant: 

Patients address:    Village:                                                   Post-Office: 

                              Police-S.:                                                       District:                                                                                        

Contact no: 

Part-1: Socio-Demographic Information 

[Use tick (√) to mark the correct answer] 

QN Question Response 

1.1 Age of Caregivers  Completed Year 

1.2 Age of Child Month/ Year 

1.3 Gender of the child 0 = Boy 

 

1 = Girl 

1.4 Gender of the caregiver 0 = Male 

 

1 = Female 

1.5 Religion 0 = Islam  

     

1 = Hindu 

      

2 = Christian  

     

3 = Others 
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1.6 Educational status of caregivers 0 = No formal education 

 

1 = Primary education 

 

2 = Secondary education 

 

3 = Bachelor degree or above 

 

4 = Others (Please specify) 

 

 

 

1.7 Marital status of caregiver 0 = Married 

 

1 = Unmarried 

 

2 = Divorced or separated 

 

3 = Window 

1.8 Occupation of caregiver 0 = Farmer 

 

1 = Homemaker 

 

2 = Garments worker 

 

3 = Others 

1.9 Monthly family income (in BDT)  

1.10 Type of family 0 = Joint/extended 

 

1 = Nuclear 

1.11 Residential area 0 = Rural 

 

1 = Urban 

 

2 = Semi urban 
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Part-2: Clubfoot related Information  

[Use tick (√) to mark the correct answer] 

 

QN Question Response 

2.1 Birth weight Kg 

2.2 Mode of Delivery 0 = NVD 

 

1 = C/S 

2.3 Affected Side 0 = Right 

 

1 = Left 

 

2 = Bilateral 

2.4 Family history of CTEV 0 = Yes 

 

1 = No 

2.5 Phase of Ponseti management 0 = Casting phase 

 

1 = Bracing phase 

2.6 Difficulties during treatment 0 = Yes 

 

1 = No 

 

Part-3: Co-morbidity information  

[Use tick (√) to mark the correct answer] 

 

QN Question Response 

3.1 Co-morbidity of caregiver 0 = Hypertension 

1 = Diabetes mellitus 

2 = Low back pain 

3 = No illness 

3.2 Co-morbidity of child’s 0 = Congenital heart disease 

 

1 = Others illness 

 

2 = No illness 
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Part-4: DASS-21 

 

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much 

the statement applied to you over the past week. There are no right or wrong answers. 

Do not spend too much time on any statement.  

The rating scale is as follows:  

0 Did not apply to me at all  

1 Applied to me to some degree, or some of the time  

2 Applied to me to a considerable degree or a good part of time  

3 Applied to me very much or most of the time 

 

1 I found it hard to wind down  0 1 2 3 

2 I was aware of dryness of my mouth 0 1 2 3 

3 I couldn’t seem to experience any positive feeling at all 0 1 2 3 

4 I experienced breathing difficulty (e.g. excessively 

rapid breathing, breathlessness in the absence of 

physical exertion) 

0 1 2 3 

5 I found it difficult to work up the initiative to do things 0 1 2 3 

6 I tended to over-react to situations 0 1 2 3 

7 I experienced trembling (e.g. in the hands) 0 1 2 3 

8 I felt that I was using a lot of nervous energy 0 1 2 3 

9 I was worried about situations in which I might panic 

and make a fool of myself 

0 1 2 3 

10 I felt that I had nothing to look forward to 0 1 2 3 

11 I found myself getting agitated 0 1 2 3 

12 I found it difficult to relax 0 1 2 3 

13 I felt down-hearted and blue 0 1 2 3 

14 I was intolerant of anything that kept me from getting 

on with what I was doing 

0 1 2 3 

15 I felt I was close to panic 0 1 2 3 

16 I was unable to become enthusiastic about anything 0 1 2 3 
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17 I felt I wasn’t worth much as a person 0 1 2 3 

18 I felt that I was rather touchy 0 1 2 3 

19 I was aware of the action of my heart in the absence of 

physical exertion (e.g. sense of heart rate increase, 

heart missing a beat) 

0 1 2 3 

20 I felt scared without any good reason 0 1 2 3 

21 I felt that life was meaningless 0 1 2 3 

 

The DASS-21 should not be used to replace a face-to-face clinical interview. If you 

are experiencing significant emotional difficulties, you should contact your GP for a 

referral to a qualified professional.  

Recommended cut-off scores for conventional severity labels (normal, moderate, 

severe) are as follows: 

 

 Depression Anxiety Stress 

Normal 0-9 0-7 0-14 

Mild 10-13 8-9 15-18 

Moderate 14-20 10-14 19-25 

Severe 21-27 15-19 26-33 

Extremely Severe 28+ 20+ 34+ 
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M‡elYvi cªkœgvjv 

 ÓK¬vedyU †ivMxi cwiPh©vKvixi g‡a¨ welYœZv, D‡ØM Ges Pv‡ci gvÎv cwigvcÓ 

 

‡ivMxi Z_¨ewj 

 

mv¶vrKv‡ii ZvwiLt  

‡ivMxi bvgt  

‡ivMxi AvBwWt  

AskMªnbKvixi bvgt  

‡ivMxi wVKvbvt                                  Mªvgt                                            †cvó Awdmt  

                                                  _vbvt                                                   †Rjvt  

‡hvMv‡hv‡Mi b¤̂it   

cvU©-1t mvgvwRK-RbZvwË¡K Z_¨ 

[mwVK DËi wPwýZ Ki‡Z wUK (√) e¨envi Kiæb] 

cÖkœ 

b¤^i 

cªkœ 

 

DËi/cÖwZwµqv 

 

1.1 cwiPh©vKvixi eqm 

 

c~Y© eqm 

1.2 ev”Pvi eqm 

 

 

1.3 ev”Pvi wj½ 

 

0 = †Q‡j  

 
1 = †g‡q  

 
1.4 cwiPh©vKvixi wj½ 

 

0 = gwnjv   

 

1 = cyiæl 

 
1.5 ag©  

 

0 = Bmjvg 

 

1 = wn›`y  

 

2 = wLª÷vb 

 

3 = Ab¨vb¨ 
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1.6 cwiPh©vKvixi wk¶vMZ †hvM¨Zv 0 = †Kvb cªvwZôvwbK wk¶v bvB|  

 

1 = cªvBgvix wk¶v|  

 

2 = gva¨wgK wk¶v 

 

3 = mœvZK wWMªx ev Zvi Dc‡i 

 

4 = Ab¨vb¨ (wbw`©ó) 

 
1.7 cwiPh©vKvixi ˆeevwnK Ae¯’v  

 

0 = weevwnZ 

 

1 = AweevwnZ 

 

2 = ZvjvKcªvß ev wew”Qbœ 

 

3 = weaev 

1.8 cwiPh©vKvixi †ckv  0 = K„lK 

 

1 = M„wnYx 

 

2 = Mv‡g©›Um Kg©x 

 

3 = Ab¨vb¨ 

1.9 cwiev‡ii gvwmK Avq (UvKv) 

 

 

……………………….. 
 

1.10 cvwievwiK aib 0 = ewa©Z cwievi 

 
1 = GKK cwievi 

1.11 evm¯’v‡bi aib  0 = MªvgxY 

 

1 = kû‡i 

 

2 = Avav kû‡i 

1.12 mgvRKj¨vY fvZv 0 = cªwZeÜx fvZv 

 

1 = ‡Kvb cªwZeÜx fvZv †bB 
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cvU©-2: K¬vedyU m¤úwK©Z Z_¨ 

[mwVK DËi wPwýZ Ki‡Z wUK (√) e¨envi Kiæb] 

cÖkœ 

b¤^i 

cªkœ 

 

DËi/cÖwZwµqv 

 

2.1 R‡b¥i mgq IRb  

 

 

………………‡KwR 

2.2 ev”Pvi R‡b¥i c×wZ 0 = bigvj ‡fRvBbvj †Wwjfvix  

 

1 = wmRvwiqvb †mKkb 

2.3 AvµvšÍ cvk 

 

0 = Wvb 

 

1 = evg  

  

2 = Dfqcv‡k 

2.4 Rb¥MZ U¨vwjcm BKyB‡bvfviv‡mi cvwievwiK BwZnvm 0 = nu¨v  

 

1 = bv 

2.5 cb‡mwU e¨e¯’vcbvi ch©vq 

 

0 = Kvw÷s ch©vq 

 

1 = †eªwms ch©vq 

2.6 wPwKrmvi mgq Amyweav 0 = nu¨v  

 

1 = bv 

 

cvU©-3: mn-Amy¯’Zvi Z_¨ 

 [mwVK DËi wPwýZ Ki‡Z wUK (√) e¨envi Kiæb]  

cÖkœ 

b¤^i 

cªkœ 

 

DËi/cÖwZwµqv 

 

3.1 cwiPh©vKvixi mn-Amy¯’Zv 0 = D”P i³Pvc  

 

1 = Wvqv‡ewUm  

 

2 = †Kvgi e¨_v 

 

3 = Ab¨vb¨ Amy¯’Zv †bB 

3.2 wkïi mn-Amy¯’Zv 

 

0 = Rb¥MZ ü`‡ivM 

 

1 = Ab¨vb¨ Amy¯’Zv 
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2 = Ab¨vb¨ Amy¯’Zv †bB 

 

cvU©-4: DASS-21 

AbyMªn K‡i cªwZwU wee„wZ coyb Ges GKwU msL¨v 0, 1, 2 ev 3 e„Ë Kiæb hv wb‡ ©̀k K‡i †h wee„wZwU MZ mßv‡n 

Avcbvi Rb¨ KZUv cª‡hvR¨| Gi †Kv‡bv mwVK A_ev fyj DËi †bB. †Kv‡bv e³‡e¨ †ewk mgq e¨q Ki‡eb bv| 

 

‡iwUs †¯‹j wbgœiƒc: 

0            Avgvi Rb¨ G‡Kev‡iB cª‡hvR¨ bq 

1            Avgvi Rb¨ AígvGvq ev KL‡bv KL‡bv cª‡hvR¨ 

2            Avgvi Rb¨ †ek wKQzgvGvq ev ‡ekLvwbKUv mg‡qi Rb¨ cª‡hvR¨ 

3            Avgvi Rb¨ Lye †ekx ev †ekxifvM mg‡qi Rb¨ cÖ‡hvR¨ 

 

1 ‡Kvb DrKÚv ev D‡IRbvg~jK Kv‡Ri ci Avivg`vqK Ae¯’vq wd‡i 

Avmv Avgvi Rb¨ KwVb wQj| 

0 1 2 3 

2 Avwg eyS‡Z cviZvg †h Avgvi Mjv ïwK‡q Avm‡Q|  0 1 2 3 

3 Avwg †gv‡UI BwZevPK Abyf~wZ Abyfe Ki‡Z cviZvg bv| 0 1 2 3 

4 Avwg k¦vmK‡ói Abyfe KiZvg (‡hgb AZ¨waK `ªæZ k¦vm †bIqv, 

kvixwiK cwikª‡gi Abycw¯’wZ‡Z k¦vmKó) 

0 1 2 3 

5 Avgvi wRwbm¸wj Kivi D‡`¨vM wb‡q KvR Kiv KwVb e‡j g‡b nZ| 0 1 2 3 

6 Avgvi g‡a¨ wewfbœ cwiw¯’wZ‡Z AwZwi³ cªwZwµqv Kivi cÖebZv wQj| 0 1 2 3 

7 Avwg Kuvcywb Abyfe KiZvg| (‡hgb nv‡Z) 0 1 2 3 

8 Avwg Abyfe KiZvg †h Avwg A‡bK mœvqweK kw³ e¨envi KiwQ| 0 1 2 3 

9 Avwg Ggb cwiw¯’wZ‡Z DwØMœ wQjvg †hLv‡b Avwg AvZw¼Z n‡Z cvwi 

Ges wb‡R‡K †evKv evwb‡q †dj‡Z cvwi| 

0 1 2 3 

10 Avgvi g‡b nw”Qj, fwel¨‡Z Avgvi fv‡jv wKQziB Avkv bvB| 0 1 2 3 

11 Avwg Abyfe KiZvg †h Avwg Lye Aw¯’i n‡q hvw”Q|  0 1 2 3 

12 Avgvi Avivg Kiv KwVb nZ | 0 1 2 3 

13 Avwg nZvk †eva KiZvg| 0 1 2 3 

14 Avgvi Kv‡R evav nq Ggb †h †Kvb wRwbmB Avgvi Kv‡Q Amn¨ jvMZ| 0 1 2 3 

15 Avwg Abyfe KiZvg †h Avwg AvZ¼MÖ¯Í nw”Q| 0 1 2 3 
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16 Avwg wKQy‡ZB Drmvnx n‡Z cviZvg bv 0 1 2 3 

17 Avwg Abyfe KiZvg †h Avwg GKRb e¨w³ wnmv‡e Lye †ewk g~j¨evb bB 0 1 2 3 

18 Avwg Abyfe KiZvg Avwg GKUz‡ZB g‡b e¨v_v cvB| 0 1 2 3 

19 kvixwiK cwikªg bv Ki‡jI Avwg  ü`wc‡Ûi KvR Kiv eyS‡Z cviZvg| 

(‡hgb ü`¯ú›`b e„w×i Abyf~wZ, ü`¯ú›`b Abycw¯’Z) 

0 1 2 3 

20 Avwg †Kvb hyw³m½Z KviY QvovB fq †cZvg| 0 1 2 3 

21 RxebUv A_©nxb e‡j g‡b nZ| 0 1 2 3 

 

DASS-21 GKwU gy‡LvgywL wK¬wbKvj B›UviwfD cªwZ¯’vcb Ki‡Z e¨envi Kiv DwPZ bq| Avcwb hw` 

D‡jøL‡hvM¨ gvbwmK mgm¨vi m¤§yLxb nb Z‡e GKRb †hvM¨Zvm¤úbœ †ckv`v‡ii Kv‡Q †idv‡i‡ji Rb¨ Avcbvi 

‡Rbv‡ij cÖvKwUkbvi Gi mv‡_ †hvMv‡hvM Kiv DwPZ| 

cªPwjZ ZxeªZv †j‡e‡ji Rb¨ cª¯ÍvweZ KvU-Ad †¯‹vi (¯^vfvweK, gvSvwi, ¸iæZi) wbgœiƒc: 

 

মাত্রা  welYœZv `ywðšÍv 

 

 gvbwmK Pvc 

 

¯^vfvweK 0-9 0-7 0-14 

g„`y 10-13 8-9 15-18 

 gvSvwi 14-20 10-14 19-25 

¸iæZi 21-27 15-19 26-33 

AZ¨šÍ ¸iæZi 28+ 20+ 34+ 
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Gantt Chart 

 

Activities/ 

months 

Sep 

23 

Oct 

23 

Nov 

23 

Dec 

23 

Jan 

24 

Feb 

24 

Mar 

24 

Apr 

24 

May 

24 

June 

24 

July 

24 

Aug 

24 

Proposal 

presentation 

                        

Introduction                         

Literature 

review 

                        

Methodology                         

Data collection                         

Data 

Analysis 

                        

Result                         

1st progress 

presentation 

                        

Discussion                         

Conclusion  

And 

Recommendation 

                        

2nd progress 

presentation 

                        

Communication 

with supervisor 

                        

Final submission                         
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