Appendix 1 - Questionnaire

1. How would you describe your current health status?

___ Independent with all activities

___ I need bit of help

            ___ I need a lot of help

2. Do you have any other medical problems?

For example:

· diabetes

· HTN

· high cholesterol

· depression

· other (specified________________________________________)

3. Did you develop any problems related to your stroke?

For example:

______ bladder incontinence

______ pain

______ spasticity / muscle tightness

______ shoulder pain and weakness

______ Lt. sided weakness

______ Rt. sided weakness

______ Language problems

______ Swallowing

______ other (specified____________________________________)

4. Did your doctor prescribe any specific medications to prevent another stroke?

For example:

· Aggrenox

· Plavix

· ASA

· Warfarin

5.  Did you continue the medications prescribed by your doctor?

___ Yes

___ No

___ Do not remember

6.  If not, why not?

7. Have you ever used any of the following treatments after your  

     Stroke?

a. acupuncture

b. massage

c. chiropractor

d. reflexology

e. magnet therapy

f. hyperbaric oxygen

g. herbs 

h. vitamins

i. spiritual healers

j. reiki

k. chelation therapy

l. anything else (specified__________________________________)

8. Why did you use this treatment?  Was it for one particular problem that was related to your stroke?

For example:

· chronic pain

· headache

· muscle weakness

· depression

· spasticity

9. How does alternative medicine affect your specific symptoms?

Do you feel:

a. much better

b. little better

c. no change

d. little worse

e. much worse

10.  Did you have any side effects from the treatment?

____ Yes

____ No

____ Do not remember

11. How did you decide to try alternative therapy for Stroke?

a. book or article about stroke and alternative medicine

b. suggestion from family or acquaintance

c. suggestion from physician

d. I found out by “accident”

e. other reason (please list) ______________________________

12. Before starting alternative medicine, or after starting it, did you discuss it with your doctor?

____ Yes

____ No

____ Do not remember

13.  Why or why not?

14.  Who paid for your treatment?

___ insurance

___ self

___ other, (specified _____________________________________)

15.  How much money a month do you spend on alternative treatment?

16.  Would you recommend alternative medicine to another person who  

        had a stroke?

____ Yes

____ No

____ Do not know

17.  If Yes, why would you recommend?  If no, why not?

18.  Are you still using alternative therapy? If no, when did you last use it?

19.  Do you use alternative therapy on a regular basis? If yes, how often?

20.  If you stopped using alternative therapies, why?

21.  Do you feel that physicians should be more informed about alternative therapies? 

____ Yes

____ No

____ Do not know

22.  Why or why not?

