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SUMMARY

Introduction: Stroke is a worldwide public health problem and one of the major causes of
acquired disability worldwide. Objective: To study the socioeconomic weight of stroke in
patients and family members, followed by an external consultation of Neurology at Hospital
Américo Boavida (HAB) and at the Center for Physical Medicine and Rehabilitation of Luanda
(CMFRL) from June to August 2013. Methods:  A cross-sectional  descriptive observational
study of 56 patients after stroke, assisted in the HAB and CMFRL/2013, was conducted. The

https://www.nucleodoconhecimento.com.br


Socioeconomic impact of stroke in patients and family members

www.nucleodoconhecimento.com.br

sample was non-probabilistic, convenience-type. The data were collected using a form as well
as the Barthel Index (IB) to assess the degree of functional dependence. Results: The mean
age was 53 years, since the modal age group was 50-59 years, the male gender was the
most frequent (53.6%), the majority of patients were married (69.6%), unemployed (25%),
with primary education done (37.5%); 80.4% go to public transport consultation, the majority
reported being taken care of by the spouse (67.9%), so 100% of the unemployed was due to
their illness; 50% reported having households consisting of 6-8 people; the most frequent
monthly income was 2-5 minimum wages (47%), and more was spent on complementary
diagnostic tests with an average of 9,844.6 4 Kz/month and a total expenditure on average of
28510.71 Kz/month and that 25% of the sample spent more than 50% of the monthly income
for the disease; 44.6% was moderately dependent. Finally, it was found that most of those
who had some degree of dependence became unemployed and spent more than 50% of the
monthly  household  income  for  the  disease.  Conclusion:  Stroke  affects,  often  the  most
deprived people and, at the same time, contributes even more to socioeconomic deprivation.

Key Words: Stroke, Impact, socioeconomic.

INTRODUCTION

STROKE CONCEPT

Stroke is defined as a set of signs and symptoms that last at least 24 hours and result from
brain damage caused by changes in blood irrigation. (HARRISON et. al., 2008; GOMES, 2003;
ANTÓNIO, 2011; PIRES, 2004; RODGERS, 2004; PEREIRA, 2001; NICOLETTI et. al., 2000)

EPIDEMIOLOGY

Stroke is a worldwide public health problem, one of the major causes of acquired disability
worldwide (CORREIA, 2006; CABRAL et. al.,  2013) . The world prevalence in the general
population is estimated at 0.5% to 0.7% and is considered the third leading cause of death
after heart and cancer diseases (CABRAL et. al., 2013; CHAGAS and MONTEIRO, 2013). Each
year,  15 million people suffer  from stroke.  Of  them 5 million die  and 5 million are left  with
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permanent disability, imposing a heavy burden on individuals, families and the community
(LOGEN, 2003; ANTONIO, 2011). Mortality varies considerably in relation to the degree of
socioeconomic development,  with about 85% occurring in underdeveloped or developing
countries and one third of cases reach the economically active portion of the population.
(CORREIA, 2006) In the American continent the mortality rate was estimated at 59 deaths per
100,000 inhabitants. Approximately 730,000 Americans have a new stroke or recurrence
each year. Recent data suggest an increase in incidence. This impact is expected to increase
in the coming decades, as an increase of 300‰ in the elderly population is expected in
developing countries over the next 30 years, especially in Latin America and Asia (SILVA and
COSTA, 2012). Brazil is the 6th country in number of strokes, after China, India, Russia, the
United States and Japan. Among Latin American countries, it is the country with the highest
mortality from stroke in both men and women. (Sá, 2013) According to the Brazilian Ministry
of Health, stroke is the leading cause of death in Brazil (PADILHA, 2011) There are large
geographical,  ethnic,  cultural  and  socioeconomic  differences  regarding  the  incidence  of
stroke in the neighborhoods of the city of São Paulo and Salvador (LOGEN, 2003; GOMES,
2003). In Europe it is estimated that the mortality rate from stroke is 115 deaths per 100,000
inhabitants  (SILVA  and  COSTA,  2012).  Official  statistics  show  that  Portugal  has  the  highest
stroke mortality rate among western European countries, where it is the leading cause of
death. It is the second country with the highest prevalence among all european countries,
ranging from 1 to 2 cases per 1000 inhabitants (ABE, 2010; PADILHA, 2011) . In which it can
be  said  that  it  is  calculated  that  six  people,  in  each  hour,  suffer  a  stroke,  and  that  two  to
three die as a result of this disease, according to SPAVC (Portuguese Society of Stroke) (ABE,
2010; SILVA and COSTA, 2012) .

The O.M.S. in its global burden of disease program, published in 2008, presents results based
on estimates, two of which state that more than 85% of strokes occur in countries with lower
resources,  compared  to  rich  countries  where  they  make  considerable  preventive
interventions to reduce the occurrence of stroke corresponding, globally, to 10% of all deaths
(PADILHA , 2011). More recent studies reveal that the most fatal cases of stroke are more
frequent  in  sub-Saharan Africa  (ANTÓNIO,  2011).  A  study conducted in  South  Africa  at
Baragwanth Hospital revealed that stroke constitutes about 60% of the neurological cases
observed in that hospital (ANTÓNIO, 2011). Studies conducted in Zimbabwe and Nigeria have
shown that the frequency of hemorrhagic stroke is high in relation to developed countries, a
fact justified by the high prevalence of HTA in these countries (ANTÓNIO, 2011).
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In Angola, the real magnitude of the socioeconomic impact of cerebrovascular diseases is not
yet known due to lack of accurate data on epidemiological studies, but studies by students
for end-of-course work have revealed a high frequency of stroke (more hemorrhagic than
ischemic)  in  our  hospitals.  This  is  the case of  kussola’s  study on stroke morbidity  and
mortality in 62 patients admitted to the CSE (Sacred Hope Clinic) UCD (Diagnostic Center) in
2008 in which the lethality rate was very high reaching 50%, by António at HAB (Hospital
Américo Boavida)  in  2011 which revealed a  lethality  rate  of  24% and by many others
performed in 1999 , 2001, 2003 and 2004 which revealed that the frequency of stroke in our
Hospitals in the Province of Luanda (ANTÓNIO, 2011) showed that the frequency of stroke
was high in our Hospitals in the Province of Luanda (ANTÓNIO, 2011).

TYPES OF STROKE

Ischemic (vessel occlusion) and hemorrhagic (vessel rupture) stroke.

RISK FACTORS

Risk  factors  can  be  modifiable  and  non-modifiable.  Among  the  modifiable  individuals,
hypertension  (HTA),  diabetes,  smoking,  heart  diseases,  dyslipidemia,  obesity,  sedentary
lifestyle,  alcoholism,  and  socioeconomic  factors.  Among  the  non-modifiable  scans  we  find
age, gender, race, family history (ANTÓNIO, 2011; FERREIRA et. al., 2013; CHAVES, 2013)

Table 3- Degree of dependence on the Barthel index

Autonomous 100 points

Mild dependent > 60 points

Moderate Dependent > 40 and ≤ 60 points

Severe ly dependent ≥ 20 and ≤40 points

Total Dependent < 20 points

Source: Adapted from (RICARDO, 2012)

(score: 0-100 points)
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GOALS

General:

Evaluate the social and economic weight of stroke in patients and family members, followed by the
external  consultation  of  Neurology  of  the  Hospital  Américo  Boavida  and  the  Center  for  Physical
Medicine and Rehabilitation from June to August 2013

Specific:

Describe the socio-demographic profile of the study population.
Characterize the sample according to the monthly income of the household.
Evaluate the economic impact of the disease on the family as a function of the monthly income of the
household.
Describe the social implications of the disease on the family.
To relate the degree of functional dependence measured by the Barthel Index and the socioeconomic
impact.

METHODOLOGY

STUDY SITE

The study was carried out at the external consultations of the Hospital Américo Boavida
(H.A.B.)  and in the gymnasium of the Center for Physical Medicine and Rehabilitation (CMFR).

TYPE OF STUDY

An observational, descriptive cross-sectional study was conducted of all post-stroke patients
assisted in the external neurology consultation of the Hospital Américo Boavida H.A.B. and at
the Center for Physical Medicine and Rehabilitation C.M.F.R., from June to August 2013.
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UNIVERSE

The study population consisted of all patients after stroke followed in an external consultation
HAB and CMFR from June to August 2013.

SAMPLE

The sample was non-probabilistic, convenience-type consisting of 56 patients after stroke
followed in an external consultation of H.A.B. and C.M.F.R., from June to August 2013.

INCLUSION CRITERIA

All patients were included in the study, followed by external consultations of the HAB and in
the  CMFR  who  were  victims  of  confirmed  stroke  in  the  process  with  a  period  of  up  to  2
months at  least,  without verbal  disability  and willing to participate in the study,  whose
relatives also agreed.

EXCLUSION CRITERIA

All  patients  with  confirmed  associated  pathology  and  those  without  companions  (informal
health  care  providers)  were  excluded.

VARIABLES

Socio-demographic identification (Age, Gender, marital status, Occupation, level of education
and household), ways of going to consultations, degree of kinship with the informal provider,
becoming unemployed due to illness, monthly income of the household, economic impact of
stroke (forms of expenditure and total expenses) degree of functional dependence.
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DATA COLLECTION AND PROCESSING

Data collection was made by applying a form that aimed to determine the socioeconomic and
demographic  characterization  of  the  sample,  as  well  as  to  record  the  barthel  index
assessment that aimed to determine the degree of functional dependence after the disease.
 The data were entered in an Excel database, processed and analyzed through descriptive
statistics in the Software SPSS version 19.0 (Statistical Package for the Social Sciences) –
Statistical Package for Social Sciences.

The results were written in text form, presented in tables and graphs through the Microsoft
Word 2010 Program®, later designed through a projector in the Microsoft PowerPoint 2010
Program® in Windows 8® environment, on the day of public communication.

ETHICAL ASPECTS

The  study  was  authorized  by  the  FMUAN  (Faculty  of  Medicine  of  the  Agostinho  Neto
University) Board of Directors as well as the Clinical Directorates of HAB and CMFR, through a
letter that was sent in advance, as well as informed consent made in a tacit manner, and
there is a commitment to maintain anonymity and confidence in relation to patient data.

DEFFICULTIES

Having online the sociodemographic characteristics of the individuals who comprised the
sample (including low education-education),  most patients did not have a fixed income, did
not know how to specify the monthly income of the household, or had a clear idea of the total
expenditure, which required time, calculations and a lot of patience to estimate from data
from basic questions.

OPERATIONAL SETTINGS

Monthly household income: The sum of all income of productive individuals that make up the
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family.

Minimum wage: The minimum that can be paid to an employee who in our country, according
to the most recent publication (year 2012) in the daily of the Republic of Angola is 15,000
Kwanzas.

Informal  care  provider:  Every  individual  who  establishes  some  socio-affective-emotional
relationship with the sick person and with responsibility to care for them, assisting in all daily
activities, which he/she cannot perform alone taking into account the deficiencies, disabilities
and disadvantages caused by the disease.

RESULTS

PRESENTATION OF RESULTS

Of the 56 patients included in the study, we found that the mean age was 53.04 years
(±10.44),  ranging  from  32  to  77  years,  and  the  modal  age  group  was  50-59  years
representing 39.3% of the patients who make up the sample. (graph 1).

Graph #1: Distribution of the sample, according to age, followed by an external consultation
of the HAB and CMFR from May to August 2013.

Source: Author’s Data Collection Database
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Of the total number of patients observed in both health institutions, we found that 26 (46.4%)
were female, while 30 (53.6%) were male. (graph no. 2).

Graph 2: Distribution of the sample, according to gender, followed in an external consultation
of the HAB and CMFR from May to August 2013.

Source: Author’s Data Collection Database

Regarding marital status, we saw that 39 (69.6%) patients were married and/or lived in a
fact-union, following singles and widowers with 7 (12.5%) Sick. The minority, 3 (5.4%) was
divorced. (graph 3).

Graph #3: Distribution of the sample, according to marital status, followed by an external
consultation of the HAB and CMFR from May to August 2013.
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Source: Author’s Data Collection Database

About professional occupation, it was observed that 14 (25%) of the 56 patients studied were
unemployed, followed by those who were drivers with 8 (14.3%) patients and domestic
servants who were 6 (10.7%) Sick. There were 4 (7.1%) retired patients and other less
frequent occupations, with one case only for each, which in total were 5 (8.9%). (graph 4).

Graph #4: Distribution of  the sample,  according to occupation,  followed by an external
consultation of the HAB and CMFR from May to August 2013
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Source: Author’s Data Collection Database

Regarding education level, 21 (37.5%) were from primary education while 17 (30.4%) were
from the  first  cycle.  Only  1  patient  had higher  education,  which  corresponds  to  1.8% of  all
studied. (graph no5).

Graph 5: Distribution of the sample, according to the level of education, followed by an
external consultation of the HAB and CMFR from May to August 2013.

Source: Author’s Data Collection Database

When evaluating the main ways of consulting patients included in the study, we found that
45 patients equivalent to 80.4% of the sample, go by taxi to consultations. Seven patients
(12.5%) public transport and 3 patients (5.4%) rental  transportation.  There were only 1
patient (1.8%) who referred to going to the consultation on foot. (graph no6)

Graph no. 6: Distribution of the sample, according to the ways of going to consultations,
followed by an external consultation of the HAB and CMFR from May to August 2013.
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Source: Author’s Data Collection Database

Regarding the degree of kinship of informal health care providers, we found that 38 (67.9%)
were cared for by the conjunge, and 10 (17.9%) patients were cared for by their children.
Only 1 (1.8%) patient reported being cared for by the aunt. (graphs 7).

Graph 7: Distribution of the sample, according to the degree of kinship with the informal
health care provider, followed in an external consultation of the HAB and CMFR from May to
August 2013.

Source: Author’s Data Collection Database

Of the 14 patients who were unemployed, 100% reported being unemployed due to their
illness. (graph no. 8).

Graph 8: Distribution of the sample, according to unemployment motivated by the disease,
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followed by an external consultation of the HAB and CMFR from May to August 2013.

Source: Author’s Data Collection Database

The average household of  the 56 patients studied was 6.71 (±2.78) people,  where the
minimum household consisted of 1 person and the maximum per 15 people. The modal
household  was  the  range  of  6-8  people  (28  aggregates),  corresponding  to  50% of  all
households of the patients studied. (graph no. 9).         
Graph no. 9: Distribution of the sample, according to the household number, followed by an
external consultation of the HAB and CMFR from May to August 2013.

Source: Author’s Data Collection Database

Analyzing the monthly income per number of  minimum wages of  the households of  all
patients included in the study, it was found that the average monthly income was 52139
kwanzas (±51 712 40) (4 Minimum wages) which is contained, at the same time, in the
modal  monthly  income  of  2-5  minimum  wages  corresponding  to  41.1%  of  the  study
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population. The minimum income studied was 7000 kwanzas equivalent to approximately
half  of  a  minimum  wage,  included  in  the  14  patients  (25%)  of  households  classified  with
income of up to 1 minimum wage and the maximum income was 260,000 Kwanzas (17
minimum wages) which was also included in the 3 patients (5.4%) households with more than
10 minimum wages. (table no. 1 and graph no10).

Graph 10: Distribution of the sample, according to the monthly income of the household in
number of minimum wages, followed by an external consultation of the HAB and CMFR from
May to August 2013.

Source: Author’s Data Collection Database

Analyzing the main forms of expenditure by the disease, we found that more is spent by
complementary diagnostic tests with an average of 9,844.64±15 840,798 ranging from 0 to
75,000.00. The consultations are the ones with the lowest monetary cost that carries an
average of 633.93±1373,420 and the minimum value was 0 and the maximum value was 7
500.00. (table 1).

Table #1: Distribution of the average monthly income values, main forms of expenditure and
total expenditure for the disease of the 56 patients followed in an external consultation of the
HAB and CMFR from May to August 2013.

Variables Average Median Minimum Maximum Standard deviation
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Income 52139,00 39500,00 7000,00 260000,00 51712.449

Queries 625,00 500,00 0,00 7500,00 1375.929

Exams 9845,00 5900,00 0,00 75000,00 15840.798

Medication 6921,00 5250,00 0,00 35000,00 6451.264

No. S. Rehabilitation 5073,00 7200,00 0,00 45000,00 6349.617

Transport 6146,00 3500,00 0,00 48000,00 7797.155

Total expenses 28611,00 21100,00 6000,00 134700,00 25936.816

Source: Author’s Data Collection Database

Regarding the monthly expenditure for the disease as a function of monthly income, it was
found that patients spent in total 28510.71±28510.71, ranging from 6,000 Kwanzas (more
than 80% of the minimum monthly income) to 134,500 Kwanzas (more than 50% of the
maximum end of monthly income). 25% (14 patients) of the sample spent more than 50% of
the monthly household income while 10 (17.9%) patients spent more than 100% of their
monthly income and only 2 (3.6%) patients spent up to 10% of their monthly income on their
illness. As we can see in table 1 and graph 11.

Graph no. 11: Distribution of  the sample,  according to the monthly expenditure for the
disease, followed by an external consultation of the HAB and CMFR from May to August 2013.

Source: Author’s Data Collection Database

Taking the degree of functional dependence by the Barthel index, we saw that of the 56
patients, more than 70% had a certain degree of dependence, and the most frequent degree
of dependence was moderate with 25 (44.6%) Sick. Only 9 patients were self-employed
corresponding to 16.1% of the sample. (See graph 12).
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Graph no. 12: Distribution of the sample, according to the degree of dependence by the
Barthel index, followed in an external consultation of the HAB and CMFR from May to August
2013.

Source: Author’s Data Collection Database

Relating the functional dependence measured by the IB and the total expenditures, we found
that among the patients who were autonomous (44.4%) and mild dependents (41.4%) spent
less than 50% of monthly income for the disease while patients with moderate dependence
(48%), severe dependence (50%) and total dependence (100%) spent more than 50% of their
monthly income for the disease. (see graph 16).

Graph no. 13: Distribution of the sample, according to the degree of dependence by the
Barthel index and the total expenditures, followed by an external consultation of the HAB and
CMFR from May to August 2013.
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Source: Author’s Data Collection Database

Analyzing  the  question  of  whether  or  not  to  become  unemployed  and  the  degree  of
dependence on the barthel index, we found that of the patients who were self-employed 5
(55.6%)  patients  responded  negatively  while  the  minority  (44.4%)  answered  affirmatively.
The  reverse  happened among patients  with  some degree  of  dependence  in  which  the
majority,  with  very  few exceptions,  responded  affirmatively  and  the  minority  negatively.  In
this way, it should be noted that of the 12 patients with mild dependence 70.6% answered
yes to the question and 29.4% answered no; Among patients with moderate dependence
14% answered yes against 11% who answered no. (graph 16).

Graph #14:  Distribution of  the sample,  according to the question of  whether or  not  to
become unemployed due to disease and the degree of dependence by the Barthel index,
followed by an external consultation of the HAB and CMFR from May to August 2013.
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Source: Author’s Data Collection Database

DISCUSSION OF RESULTS

The mean age was 53.04 years (±10.44), ranging from 32 to 77 years, with predominance of
the 50-59 age group. These results are similar to those found by Falcão et. Al. (2004) in a
study on implications of early stroke for adults of productive age attended by the single
health system, in which there was a higher concentration of patients in older age groups with
a fashion equal to that of the present study of 50-59, which represented 56.5% of its sample,
and the mean age was 52 years (FALCÃO et. al., 2004). Kussola (2008) in a study on stroke
morbidity  and  mortality  in  the  Differentiated  Care  Unit  of  the  CSE,  observed  a  higher
prevalence between the fourth and fifth decade of life. António (2011) in his study on stroke
morbidity and mortality in patients admitted to the Neurology Service of hospital Américo
Boavida, found a predominance of the 60-69 year old age group (ANTÓNIO, 2011). These
results include bibliographic support according to which, the frequency with which a stroke
occurs increases exponentially with age, above 50 – 60 years or from them and the “risk of
stroke  is  directly  proportional  to  age”  (RICARDO,  2012).  Different  from  the  results  of  the
present study are those found by Ricardo (2012) in a study on Evaluation of health gains
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using the Barthel Index, in patients with acute stroke and after discharge, with rehabilitation
nursing intervention, in which the mean age was 75 (±10.1) years, with predominance of the
70-79  years  age  group  (RICARDO  ,  2012)..  This  difference  is  understandable  by  the  life
expectancy  that  is  relatively  low  in  our  country.

The male predominance with 30 (53.6%) compared to females with 26 (46.4%) coincides with
the study by Ricardo (2012) on Evaluation of health gains using the Barthel Index, in patients
with acute stroke and after discharge, with rehabilitation nursing intervention (54.8% male
and 43.2% female) (RICARDO, 2012)., by Silva and Costa (2012) in a study on the profile of
the  patient  with  stroke  and  possible  differences  and  similarities  between  the  sexes  (51.6%
male  and 48.4% female)  ,  by  Valverde (2007)  in  his  study on the profile  of  stroke patients
treated at the emergency hospital in Goiânia (58.6% male and 41.4% female) and many
other studies involving stroke patients such as Kussola (2008), Massango (2009), Falcão et.
Al. (2004), by Duncan et. Al. (2003), by Saposnik; Del Brutto (2003), de Medina; Shirassu;
Goldefer (1998);  Rodrigues; Sá; Alouche (2004);  Nunes; Pereira;  Silva (2005);  Radanovic
(2000); pires; Gagliardi; Gorzoni (2004); Melcon (2006); of Anesi; Okubadejo and Ojini (2007);
(RIBEIRO et. al., 2012). These results confirm the consensus in the literature that “in men the
incidence of stroke is slightly higher” (RICARDO, 2012). As a rule, women of childbearing age
are less  predisposed to  stroke due to  hormonal  protection.  After  50 years  of  age,  the
incidence of this pathology is the same in both sexes, occurring more in males (RICARDO,
2012). The studies done by Ribeiro et. Al. (2010) on the characterization of users with stroke
and social responses after discharge and Por António (HAB/2011) on Determinants of Stroke
Morbidity and Mortality in patients admitted to the Neurology Service of the HAB, contrast
with the present study, however, there was a predominance of females over males, which
may be understandable, since, although morbidity is more frequent in males, mortality from
stroke is higher in females, probably due to the fact that stroke in women occurs at older
ages (RICARDO, 2012).

Regarding marital status (69.6% married and or lived in a union of facts, 5.4% divorced/to
12.5% single and widowed), it coincides with the results found by Falcão et. Al. (2004) in a
study  on  implications  of  early  stroke  for  adults  of  productive  age  attended  by  the  unified
health system, in which married marital status or union of facts prevailed before and after
stroke, by Alves et. Al. (2010) in a study on depression after stroke: Nursing intervention
(62.5% married), by da Costa (2010) in his study on Cognitive and functional evolution of
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post-stroke patients (more than 50% were married) and by Pereira et. Al. (2009) in its study
on the prevalence of stroke in the elderly in the municipality of Vassouras, Rio de Janeiro,
Brazil, through the tracking of data from the Family Health Program (SILVA and COSTA, 2012;
COSTA, 2003). The broad convergence of the data described above has bibliographic support,
because  stroke  occurs  at  advanced  ages  at  a  time  when  most  people  have  already
contracted their marriage and/or cohabitin union of facts and the degree of partnership is so
intense at this stage, that does not allow easy divorces even in the face of  a strongly
disabling  disease  such  as  stroke,  which  is  why  married  marital  status/or  fact-finding  is
predominant in all research papers (which includes stroke patients) consulted, described and
not described in the present study.

It was observed that 14 (25%) of the 56 patients studied were unemployed, followed by those
who were drivers with 8 (14.3%) patients and domestic servants who were 6 (10.7%) Sick.
There were 4 (7.1%) retired patients and other less frequent occupations, with one case only
for each, which in total were 5 (8.9%). It should be noted that in this study 80.4% of patients
reported going to public transport consultations (see graph 5 and table attached). These
results are similar to those found by Falcão et. Al. (2004) in a study on implications of early
stroke for adults of productive age attended by the single health system, in which it was
observed that stroke brought changes, reducing the condition of workers. Before stroke, 83%
of men and 54% of women were working; after stroke, only 25% of men and 4.5% of women
maintained this condition” (RICARDO, 2012). The predominance of unemployed after illness
may  be  justified  by  the  deficiencies  and  disability  caused  by  stroke,  the  relatively  high
percentage of retirees may be a reflection of the advanced age of patients while the highest
reference of activities of low professional qualification (with less intellectual involvement) and
the predominance of patients who take public transport consultations (due to lack of own
transport)  ,  may  reflect  a  low  socioeconomic  level  of  individuals  since  historically,
professional occupation has been considered as the most reliable indicator of the relative
position of any individual in the social hierarchy (RICARDO, 2012). It provides socioeconomic
information because it serves as the basis for a salary scale; different levels of security and
financial stability in different professions; different authority and control to each professional
occupation  (offering  different  levels  of  personal  satisfaction  and  physical  and  psychological
tension);  and  of  different  degrees  of  prestige  be  attributed  to  different  occupations
(RICARDO, 2012). Occupational status is also indicative of concomitant health risk factors in
certain professions, such as exposure to toxic agents or risks to physical integrity (RICARDO,
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2012). Together with two indicators that will lower below we will focus on (level of education
and  monthly  income)  allow  social  stratification  in  class.  And  considering  that  the  type  of
pathology  varies  with  the  social  class,  it  is  stated  that  stroke  affects  mostly  the  most
disadvantaged  classes  as  the  present  work  presents.  And  from  the  point  of  view  of
socioeconomic impact, it greatly increases family expenses and considerably decreases the
quality of life of both the individual and his family, thus installing a vicious cycle of positive
feedback.

Of the 56 patients who comprised the sample, 21 (37.5%) were from primary education while
17 (30.4%) were from the first cycle. Only 1 patient had higher education, which corresponds
to  1.8%  of  all  studied.  These  results  are  due  to  the  fact  already  clarified  in  the  previous
discussion in which the level of education is the prerequisite for professional occupation and
consequently income, and the three indicators together inform the socioeconomic level of the
individual. It is known that the level of education of a population is related to the state of
health. More specifically, there is a significant correlation between the education of parents
and the health of their children. This indicator can provide more information in the event of
discrimination according to educational levels. Individuals with a better educational level
have  a  higher  occupational  situation,  better  housing  conditions  and  healthier  lifestyles
(RICARDO, 2012). Therefore, being of a low socioeconomic level is a major risk factor for
cerebrovascular diseases such as stroke. For this reason, there is great agreement of the
present study with those conducted by de Santana (1996) on socioeconomic characteristics
of stroke patients in which 82% were illiterate and or semi-illiterate, by Fernandes and Santos
(2009) on motor and functional  evolution of  stroke patients in  the first  three months of  life
after hospital discharge in which 50% were from the I cycle followed by those who were
illiterate with 36.7% , by Pereira de Sá (2013) on the influence of sociocultural parameters on
the recognition of stroke in which 63.4% were from primary education followed by illiterate
patients  with  25.7%,  by  Albuquerque  and  Coelho  (2010)  on  determinants  of  functional
capacity of patients after stroke in which the most representative group was basic education
(I cycle) with 55.8%. The least representative group was from higher education, only with
4.9%, by Panhoca and Gonçalves (2009) on Aphasia and quality of life consequences of a
stroke from the perspective of speech therapy in which it was observed that the population
studied has low schooling, and 12.5% are illiterate and 45% attended elementary school (SÁ,
2009; PANHOCA and GONÇALVES, 2009; SANTANA  et. al., 1996) and many other studies
conducted in different parts of the world.
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Regarding the degree of kinship of the informal provider, it was found that 38 (67.9%) were
cared for by the conjunge, and 10 (17.9%) patients were cared for by their children. Only 1
(1.8%) patient reported being cared for by the aunt. This fact is very much related to the
definition of  informal  provider  given by Edivaldo according to  which an informal  provider  is
everyone who provides care and assistance to others, but without remuneration. Generally,
this service is provided in a relationship context already in progress. It is an expression of
love and affection for  a  family  member,  friend or  simply  for  another  human being in  need.
Caregivers, in the informal system, assist the person who is partly or totally dependent on
assistance  in  their  daily  lives,  such  as:  to  dress,  food,  hygiene  care,  transportation
dependence,  medication  administration,  food  preparation  and  finance  management  (BAIA,
2010). And, generally, in a home, the person with the aforementioned qualifications has been
the spouse, which justifies the results found in the present study. On the other hand, when
we found a greater reference of the spouse as an informal provider, our study is coincident
with  the  study  by  Baia  (2010)  on  stroke  patients:  family  difficulties  in  which  60%  of  the
respondents  stated  that  the  informal  caregiver  is  the  husband/wife  for  32%  of  the
respondents, the informal caregiver was the child (BAIA, 2010). Gomes (2010) in his study on
Satisfaction regarding educational and socio-health services available to stroke patients. The
perspective  of  the  informal  caregiver  found  that  the  degree  of  husband/wife  kinship
represented 58.7%, the Son represented 26.1% as Brother/to 6.5% (GOMES, 2010). Costa
(2003)  in  his  study on post-stroke quality  of  life  found that  the highest  percentage of
providers were husband/wife and children (COSTA, 2003).

Most patients (69.6%) was unemployed and/or stopped studying due to her illness, clearly
reflecting the great negative impact of stroke from a socioeconomic point of view. We believe
that this result is due to the fact that this pathology is a strong cause of disability, disability
and disadvantage. According to the bibliography, professional status changes with stroke,
moving from worker to retired (RICARDO, 2012) ; which coincides with the results of Falcão
et. Al. (2004) in a study on the implications of early stroke for adults of productive age
treated  by  the  single  health  system,  found  that  stroke  brought  changes,  reducing  the
condition of workers. Before stroke, 83% of men and 54% of women were working; after
stroke, only 25% of men and 4.5% of women maintained this condition (FALCÃO et. al.,
2004). However, they report that in a population of 15 to 45 years the return to work of just
over  70%,  on  average,  after  eight  months  of  stroke,  although  there  was  a  need  for
adjustments in the occupation of, about 26%. Ching-Lin and Mong-Hong found 60% return to
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work, with a complete return of almost half of these and limitation in the work day or type of
work of the rest (RICARDO, 2012). The difference of these results with ours is understood by
the time of disease evolution in the study population in which for our case it was relatively
smaller.

In this study we found that most patients had a household of 6-8 people with a monthly
modal  income of  2-5  minimum wages,  and the  minimum wage was  7000 kw and the
maximum was 260000 Kw with an average of 52139 kwanzas. This result, in the same sense
as  has  been  discussed  so  far  on  the  influence  that  the  socioeconomic  level  has  on
susceptibility to the pathology in question, is a consequence of the cascade, with some
vicious cyclical degree, in which the low socioeconomic level conditions low educational level
with  consequent  unprofitable  occupations.  And  while  this  happens  the  number  of  children
tends to be greater also extending the household. Santana et. Al. (1996) when studying the
socioeconomic characteristics of stroke patients, it found that 82% of patients were illiterate
or semi-illiterate, more than half of their sample had an aggregate of 2-4 people and 60%
lived with a family income of 1 to 2 minimum wages (SANTANA et. al., 1996). The differences
found in this study regarding the household, we think, are due to cultural issues, in our
environment, in which the more one is of the poor layer, the more fulfilled with the vision of
having  children  as  a  kind  of  long-term  investment  for  sustenance  in  old  age  and,
paradoxically, end up being more an overload than a help, due to the inability that parents
have  ,  given  its  limitations,  to  grant  sufficient  education  and  education  for  the  change  in
socioeconomic status to take place. God (2013) in his study on death by stroke is higher in
the urban area of the city of Amazonas, found that the most common profile of those affected
by the disease was men,  brown,  without  formal  study and with  income of  one to  two
minimum  wages  (DEUS,  2013).  Ribeiro  et.  Al.  (2012)  when  studying  the  Profile  of  Users
Affected by Stroke Assigned to the Family Health Strategy in a Capital of northeastern Brazil,
inferred that the socioeconomic situation also plays a determining role in the health of
individuals, observing that the majority of respondents had family income between 1 and 2
minimum wages (49.3%) for the maintenance of the whole family (RIBEIRO et. al., 2012).
Dias (2006), in its cross-sectional research, with 82 users, in 12 Family Health Units in the
city of Divinópolis- MG, found a prevalence of 622 reais as an average of family income
(RIBEIRO et. al., 2012).  So the convergence, with the literature, of the results of the present
study, in relation to this indicator, is quite intense.
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25% (14 patients) of the sample spent more than 50% of the monthly household income
while 10 (17.9%) patients spend more than 100% of their monthly income and only 2 (3.6%)
patients spend up to 10% of their monthly income on their disease. This result gives a clear
notion of the great socioeconomic impact of stroke on the family taking into account the
other  basic  needs  that  lack  financial  coverage.  On  the  other  hand,  it  goes  against  the
bibliography that says that the cost of stroke is quite large for the family and society in
general, either by increasing spending or by reducing the production capacity of the subject
(in Brazil  40% of all  early retirements are due to this disease) (RIBEIRO, 2011).  Of the
research, almost no study focused on monthly expenses by a stroke patient, but a study by
Ribeiro (2011) on stroke weight and Atrial Fibrillation inferred that the costs are quite high for
the  state.  Up  to  R$12,000  is  spent  by  the  Unified  Health  System  for  each  victim  of  fatal
ischemic stroke. In 2009, The SUS spent R$150 million on hospitalizations alone (RIBEIRO,
2011).  Pieri  reveals  that  stroke  leads  to  enormous  costs  with  hospitalization,
rehospitalizations,  retirement,  sickness  benefits  and  rehabilitation  (RIBEIRO,  2011).

Taking the degree of functional dependence by the Barthel index, we saw that of the 56
patients, more than 70% had a certain degree of dependence, and the most frequent degree
of dependence was moderate with 25 (44.6%) Sick. Only 9 patients were self-employed
corresponding to 16.1% of the sample. This result is very much related to the fact that stroke
is the main cause of disability and functional disability. In the study carried out by Matos et.
al., (2003), published in the Journal of the Faculty of Medicine of Lisbon, with the objective of
assessing the degree of dependence in patients who have suffered stroke, in a list of users of
a  family  doctor,  revealed that  19.2% of  users  are  independent;  57.7% have a  mild  to
moderate dependence; 11.6% have severe dependence and 11.5% are totally dependent.
The overall score presented a minimum value of 0 (totally dependent) and a maximum value
of 20 (independent), and the median was observed in 90 (mild to moderate dependence).
Studies by the General Directorate of Health, published in the recommendations of stroke
units in 2001/Portugal, reveal that three months after stroke, 24% of patients are severely
dependent, 18% are mildly dependent and 30% are independent. The existing convergence
with the present study supports the existing consensus in the literature that currently, the IB
continues  to  be  widely  used,  mainly  in  the  hospital  context,  convalescence  units  and
rehabilitation centers and several authors consider it the most appropriate instrument to
evaluate the inability to perform activities of daily living. And that the differences that may
exist between the percentages of mild, moderate and severe can be understood as the time
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of occurrence of the disease in which patients tend to be more dependent at the beginning
and with the passage of time taking into account rehabilitation begin to resume functions
from low scores (very dependent) to high (autonomy).

Relating the functional dependence measured by the IB and the total expenditures, we found
that among the patients who were autonomous (44.4%) and mild dependents (41.4%) spent
less than 50% of monthly income for the disease while patients with moderate dependence
(48%), severe dependence (50%) and total dependence (100%) spent more than 50% of their
monthly income for the disease. These results are due to the fact that autonomy is a clear
sign of healing and complete recovery of the nosological entity and its sequelae, an indicator
of the reduction of activities that are reasons for expenditure of money and the increase in
the production capacity of  the individual.  The patient with autonomy goes alone to the
hospital  (which  implies  little  expense  with  transportation),  decreases  or  ceases  with
rehabilitation assignments, the number of tests to be requested, the expense of medications
and others.

Looking  at  the  question  of  whether  or  not  to  become unemployed  and  the  degree  of
dependence on the Barthel Index, we found that of the patients who were autonomous 5
(55.6%)  patients  responded  negatively  while  the  minority  (44.4%)  answered  affirmatively.
The  reverse  happened among patients  with  some degree  of  dependence  in  which  the
majority, with very few exceptions, responded affirmatively and the minority negatively. This
result is that the deficiencies and disabilities that stroke people impose lead people to stop
performing their work activities. Falcão et. Al. (2004) in his study on early stroke: implications
for working-age adults assisted by the Unified Health System in which he inferred that after
the  stroke  the  number  of  unemployed  and  retired  people  increased  and  disabilities
negatively affect the life satisfaction of more than 70% of the interviewees (RIBEIRO, 2011).

FINAL CONSIDERATIONS
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In the sample studied,  there was a predominance of  individuals in the fifth decade of  life,  and males2.
were  more  frequent.  They  were  mostly  married,  with  no  professional  occupation,  with  primary
education predominant.
Most patients had a monthly income of 2-5 minimum wages which on average were estimated at 521394.
kwanzas with a modal household of 6-8 people per family.
Most patients had some degree of dependence and almost all of them became unemployed due to their6.
illness and reported an increase in monthly spending consuming more than 50% of the monthly income
due to the disease alone.
Predominantly the patients were cared for, at home, by the spouse or child, which clearly shows the8.
social implications that the disease causes in the family.
Finally, it was found that the higher the functional dependence, the higher the monthly expenditure for10.
the disease and the higher the degree of unemployment.
The  competent  governmental  and  non-governmental  institutions  that  encompass  a  philanthropic12.
nature, in order to create policies to educate the population, especially the most deprived, in relation to
the risk factors of stroke on the one hand and the subsidy of the expenses of stroke patients on the
other hand, taking into account the lack of both educational-instructive and economic.
Institutions aimed at the rehabilitation of patients (especially the Center for Physical Medicine and14.
Rehabilitation), which apply a monetary discount depending not only on age as it is currently done, but
also on severity.
Doctors dealing with stroke patients, in order to appeal to family members not to allow people of school16.
age or in the performance of their professional and economically productive functions to be held
accountable for the care of
To the student community, so that studies of socioeconomic impact of stroke continue to be done, in18.
order  to  attract  the  attention  of  the  competent  entities  for  an  effective  intervention  both  preventive
and therapeutic.
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