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Health, function and disability in stroke  
patients in the community

Bárbara P. B. Carvalho-Pinto1, Christina D. C. M. Faria1

ABSTRACT | Background: Stroke patients commonly have impairments associated with reduction in functionality. 
Among these impairments, the motor impairments are the most prevalent. The functional profile of these patients living 
in the community who are users of the primary health-care services in Brazil has not yet been established. Objective: To 
describe the functional profile of stroke patients who are users of the primary health-care services in Brazil, looking at 
one health-care unit in the city of Belo Horizonte, Brazil. Method: From medical records and home visits, data were 
collected regarding health status, assistance received following the stroke, personal and environmental contextual 
factors, function and disability, organized according to the conceptual framework of the International Classification of 
Functioning, Disability and Health (ICF). Test and instruments commonly applied in the assessment of stroke patients 
were used. Results: Demographic data from all stroke patients who were users of the health-care unit (n=44, age: 
69.23±13.12 years and 67±66.52 months since the stroke) participated of this study. Most subjects presented with 
disabilities, as changes in emotional function, muscle strength, and mobility, risks of falling during functional activities, 
negative self-perception of quality of life, and perception of the environment factors were perceived as obstacles. 
The majority of the patients used the health-care unit to renew drug prescriptions, and did not receive any information 
on stroke from health professionals, even though patients believed it was important for patients to receive information 
and to provide clarifications. Conclusion: Stroke patients who used primary health-care services in Brazil have chronic 
disabilities and health needs that require continuous health attention from rehabilitation professionals. All of these health 
needs should be considered by health professionals to provide better management as part of the integral care of stroke 
patients, as recommended by the clinical practice guidelines for stroke rehabilitation. 
Keywords: rehabilitation; stroke; international classification of functioning; disability and health; continuity of patient care.

BULLET POINTS

•  Stroke patients who use the primary health-care services in Brazil showed several disabilities.
•  Impairments in emotional and motor functions were common in these patients.
•  Changes in mobility and risks of falling were common in these patients.
•  Environmental factors were perceived as obstacle by these patients.
•  Primary health-care services were primarily used by these patients to renew drug prescriptions.
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Introduction
Stroke has a very high incidence and prevalence, 

and is one the main causes of disability worldwide1,2. 
Approximately 90% of stroke survivors have 
compromised functions3,4. To reduce this impact, it 
is necessary for health-care professionals, including 
physical therapists, to provide adequate follow-up and 
to assistance to patients in recovering their health and 
functionality, to prevent further diseases and disability, 
and to promote health and functionality3,5.

Clinical practice guidelines for stroke rehabilitation 
recommend the following: systematic follow-up of 
patients by a multiprofessional team, provision of 
rehabilitation services5,6, participation of patients 
in continued physical exercise programs offered 
in the community to maintain their function and 
health, and assessment of patients by rehabilitation 
professionals at least once a year to verify the need 
for new interventions6. To better direct the treatment 
approach and clinical decision-making strategies, 
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the rehabilitation procedures recommended by 
these guidelines5,6 should be guided by the Model of 
Functioning and Disability related to the International 
Classification of Functioning, Disability, and Health 
(ICF)7. The ICF provides guidelines for the identification 
of the functional profile of each patient, allowing for 
the application of the proper approaches and clinical 
decision-making strategies8.

Identification of the health and function profile of the 
population of a certain region may enable identifying 
the common needs of these patients. This allows for a 
better orientation of the care offered to people living 
in the same area who have similar conditions, and the 
identification of possible improvement or modification 
in the treatment strategies for this population9. For this 
purpose, studies that show results beyond the features 
of persons in a convenience sample are necessary. 
In addition to assessing persons with common 
health conditions (e.g., stroke), it is also necessary 
to investigate their access to health-care services.

In this context, there has been great interest in 
information related to the function and health profile 
of Brazilian stroke patients. Although previous 
studies have aimed to describe this profile, they either 
included convenience samples10,11, which limited 
the findings and conclusions, or chose a theoretical 
model (to describe the profile) that did not include 
biopsychosocial variables12-14. Thus, in this study, the 
function, disability, and health profile of stroke patients 
will be described using the Primary Health-Care of 
the Brazilian Unified Health System (SUS), with a 
health-care unit located in the city of Belo Horizonte, 
Brazil as a reference.

Method
A descriptive study was used in which all stroke 

patients who used the selected health-care unit were 
invited to participate. The health-care unit was 
selected on the basis of the criteria established by the 
Brazilian Ministry of Health (BMH), as follows: a 
multi professional team responsible for a maximum of 
4,000 persons in a defined area; composed of a doctor, 
a nurse, a nursing assistant, and health-care community 
agents (HCAs); and with sufficient HCAs to cover 
100% of the registered population15,16, in addition to 
the support of a team from the Family Health-Care 
Support Centre, organized in compliance with the 
recommendations of the BMH16. Finally, a health-care 
unit located in the northeast sanitary district of the 
city of Belo Horizonte, MG, Brazil was selected.

At the time of data collection, the selected health-care 
unit assisted a total population of 16,363 users including 
stroke patients, and had four family health-care teams, 
in addition to a team from the Family Health-Care 
Support Centre, comprising a social worker, a physical 
educator, two physical therapists, one speech therapist, 
one nutritionist, one psychologist, one psychiatrist, 
and one occupational therapist. One of the physical 
therapists in the Family Health-Care Support Centre 
worked exclusively at the health-care unit.

Sample
At least once a month, for 1 year, one of the members 

of the research group participated in the meetings 
of the family health-care teams to identify potential 
participants in the study, using the the following 
inclusion criteria: suffered a primary stroke or a 
clinical diagnosis of recurring stroke for >6 months; 
lived in the community serviced by the health-care 
unit; used the SUS while being registered at the 
health-care unit, as verified by an employee of the 
health-care unit; age ≥20 years; and had freely signed 
the clarified consent term approved by the research 
ethics committee of the Universidade Federal de 
Minas Gerais (UFMG), Belo Horizonte, MG, Brazil 
and the health-care secretariat of Belo Horizonte (state 
of Minas Gerais) (CAAE: 14038313.4.0000.5149). 
All participants signed the consent term.

Data collection procedures
All data were collected by an examiner, a previously 

trained physical therapist, with the aid of another 
examiner, between May 2013 and May 2014 within 
2 days (i.e. data from each patient was collected 
over a period of 2 days). Initial data were collected 
from the medical charts of the health-care unit; then, 
additional data were collected during a home visit. 
A previously elaborated assessment sheet was used 
to register the following:
– Variables related to health conditions and the 

assistance received at the health-care unit: 
date of stroke occurrence, associated diseases, 
names and number of drugs used, the services 
of the health-care unit used in the last 6 months 
before the assessment date, and whether or not 
the participant had received any information or 
guidance from a professional of the health-care 
unit about stroke management (source: medical 
charts and the participants or their caretakers).

– Variables related to personal factors such age, sex, 
educational background, socioeconomic status17, 
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individual income, profession, the existence of a 
health insurance plan, present level of physical 
activity18 (source: participant or caretaker), and 
self-perception of health condition19 (source: 
participant).

– Variables related to environmental factors such 
as those surveyed in the Measure of the Quality 
of the Environment (MQE) questionnaire, in a 
version with 26 items translated and adapted for 
Brazilians with adequate measurement properties20. 
The MQE measured the participant’s perception 
about physical and social environments. It uses a 
seven-point scale, from -3 (important obstacle) to +3 
(important facilitator)20,21. As recommended in the 
original paper, two final scores were calculated: the 
obstacle score (i.e. average of negative responses) 
and the environmental facilitator score (i.e. 
average of positive answers). The highest of the 
two scores (obstacle or facilitator) represented the 
participant’s perception environmental factors20,21.

– Variables of function and disability, organized 
according to the ICF, including body structure and 
function, activity, and participation22-25. For all of 
these variables, standard tests and measurements 
were used, with adequate measurement properties 
for stroke patients, which are commonly used in 
this population22-48. Table 1 shows all of the tests 
and measurements used, with the citations referring 
to their measurement properties that were adequate 
for stroke patient’s; the application procedures; and, 
the description of the interpretation/classification 
based on the scores, adopted according to the 
aforementioned previous recommendations27-48.

Data analysis procedures
For the ordinal and nominal categorical variables, 

absolute and relative frequencies were calculated (%). 
For normally distributed quantitative variables (the 
Kolmogorov-Smirnov Test was used to verify data 
normality), medians and standard deviations (SDs) 
were calculated. For all other variables, the medians 
and interquartile differences were calculated (SPSS 
for Windows, version 17.0; SPSS Inc., Chicago, IL, 
USA).

Results
The sample was comprised of post-stroke patients 

who used the health-care unit identified by the family 
health-care teams and by the Family Health-Care 
Support Centre. Forty-four patients were assessed, with 

a predominance of women (54.5%, n=24). The patients 
average age was 69.23 years (SD, 13.12 years) 
and the time since the stroke was 67 months (SD, 
66.52 months). Owing to the different limitations or 
disabilities presented by the participants, not all of 
them were able to undergo all tests and measurements 
(e.g., aphasia and potential alteration of cognitive 
function prevented the measurement of end points 
that involved the application of questionnaires based 
on self-reporting, such as self-perception of health, 
MQE, Geriatric Depression Scale, Manual Abilities 
[ABILHAND], and Stroke Specific Quality of Life 
[SSQOL] in eight [18.2%] participants). The number 
of participants assessed to obtain each end point is 
presented in the related tables (Tables 2-4).

Health conditions and assistance received at 
the health-care unit

The features of the stroke episode (i.e. affected 
side, number of occurrences, and type of stroke), 
associated diseases, and number of drugs used are 
presented in Table 2.

By using the 6 months before the data collection as 
a reference, it was determined that the participants used 
the services of the health-care unit mainly to renew their 
drug prescriptions (54.5%, n=24). Other services used 
included appointments scheduled with a health-care 
professional (38.6%, n=17), routine checkups (28.3%, 
n=12), and vaccinations (20.5%, n=9).

Most participants, 72.7% (n=32), reported never 
having received information about stroke and the care 
associated with this condition at the health-care unit, 
nor during home appointments with professionals from 
the health-care unit nor from the Family Health-Care 
Support Centre. However, 79.5% (n=35) of participants 
stated that they believed it was important to receive 
information and clarifications in order to improve the 
health care they receive.

Personal factors
The results related to personal factors are presented 

in Table 3. The most frequent results were as follows: 
female participants (54.5%), primary school education 
(43.2%), C1 socioeconomic status (40.9%) (the fifth 
category among eight categories of an economical 
classification from a Brazil association: “Critérios de 
Classificação Econômica da Associação Brasileira de 
Empresas de Pesquisa-ABEP)17, individual income of 
one minimum wage salary (70.5%), retired (88.6%), 
having no private health insurance (75%), having a 
sedentary lifestyle (86.4%), and having a reasonable 
health self-perception (47.2%).
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Environmental factors
Considering the environment as a facilitator or 

obstacle, the average scores were 1.30 (SD, 0.41) 
points for facilitating factors and –2.40 (SD, 0.59) 
points for obstacles.

Functioning and disability variables
The results for functioning and disability variables 

are provided in Table 4.

Concerning body structure and function variables, 
most participants tested negative for potential 
alteration of cognitive function (97.3%), positive for 
suspected depression (61.1%), severe to moderate 
motor impairment (67%), lack of changes in muscular 
tonus (>55%), and, on average, muscles weakness on 
the paretic side (men: 176 [SD, 75.04] mmHg and 
women: 128.88 [SD, 50.42] mmHg).

Concerning activity and participation variables, most 
participants showed good self-perception of manual 

Table 1. Description of the tools used to assess functioning and disability variables, as well as of the measurement purposes and score 
interpretation.

Tools Measurement purpose and procedures applied Score interpretation

Body Structure and Function

GDS27,28,29
Depression Screening. 15-item questionnaire cross-
cultural adapted to Portuguese-Brazil, applied 
under interview27-29

Total score obtained from summing the values of 
all items, and range from 0 to15. Total score >5 
indicate positive depression screening27,29

FMS30,31 Motor impairment. Motor function was assessed by 
the examiner using the 36-items of the FMS30,31

Total score range from 0 to 100. Classification of 
the motor impairment: <50 severe, 50-84 marked, 
85-95 moderate, 95-99 mild30,31

MAS32,33

Muscle Tone. Examiner assessed and rated the 
muscle tone following standardized procedures 
of the MAS. Muscles: elbow flexors and knee 
extensors32

Score range from 0 (No increase in muscle tone) to 
4 (Affected part(s) rigid in flexion or extension)32,33

MST34,45

Muscle strength, assessed by the examiner within 
the modified sphygmomanometer. Muscles: hand 
grip, bilaterally. A single trial after familiarization, 
following standardized procedures34,45

Obtained valued was compared to the values of 
healthy subjects matched by age, gender and upper 
limb side (paretic/non-dominant and non-paretic/ 
dominant)34

MMS36,37
Cognitive function screening. Questionnaire cross-
cultural adapted to Portuguese-Brazil, applied 
under interview36,37

Total score range from 0 to 30. Positive cognitive 
function screening: ≥13 illiterate; ≥18 1 to 7 years 
of schooling; ≥26 ≥8 years of schooling36

Activity

BBS38
Functional Balance. 14-item scale (14 functional 
activities to be performed) applied by the 
examiner38

Total score obtained from summing the values 
of all items, and range from 0 to 56. High risk of 
falling indicated by total scores ≤2939

ABILHAND40

Subject’s perceived difficulty in performing 
everyday bimanual activities. 23-items 
questionnaire cross-cultural adapted to Portuguese-
Brazil applied under interview40

The total score obtained from summing the values 
of all items was computed in a linear measure 
(logits) by the Rasch Analysis using a public 
software40,41

TUG42,43

Functional mobility. Examiner recorded the time 
used to stand up from a chair, walk 3 meters, turn 
around 180°, walk back to the chair and sit down. 
One trial after familiarization42,43

High risk of falling indicated by a test time ≥14s44

N-GS and M-GS42,45
Functional mobility. Examiner recorded the time 
used to walk the 5 meters in natural (N-GS) and 
maximal (M-GS) gait speed42,45

Complete community ambulation (N-GS>0.8 m/s), 
limited community ambulation (0,4<VM-N<0,8 
m/s) and household ambulation (N-GS<0.4 m/s)46

Participation

SSQOL-Brazil47

Specific QoL assessment. 49-items questionnaire 
cross-cultural adapted to Portuguese-Brazil, 
applied under interview47. QoL questionnaire most 
recommended to assess participation48

Total score obtained from summing the values 
of all items, and range from 49 to 245 (better 
perception of QoL)47

GDS: Geriatric Depression Scale; FMS: Fugl-Meyer Scale; MAS: Modified Ashworth Scale; MST: Modified Sphygmomanometer Test; 
MMS: Mini-Mental Scale; BBS: Berg Balance Scale; ABILHAND: Manual ability; NGS: Normal Gait Speed; MGS: Maximal Gait Speed; 
GS: Gait Speed; TUG: Timed Up and Go; Classif: classification; SSQOL: Stroke Specific Quality of Life Scale; QoL: Qualitiy of Life.
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ability (2.39 [SD, 2.29] logits), were classified as 
having limited walking ability (88%), with the ability 
to improve natural gait speed, having a change in 
balance (51.43%), and functional mobility (54.16%), 
with indications of fall risks, and low perception of 
quality of life (average score of 164.21 [SD, 35.16] 
points in the SSQOL-Brazil). These results are 
summarized in Figure 1.

Discussion
This study determined the function, disability, 

and health profile of stroke patients who were users 
of a primary health-care unit of the SUS located in 
the city of Belo Horizonte, Brazil. The participants 
showed chronic disabilities related to impairments in 
body structure and function, such as changes in motor 
function, limitations in certain activities, changes in 
mobility, increased risk of falling during functional 
activities, and restriction of participation. In addition, 
they perceived their environment to be an obstacle, 
which indicates requirement for multidisciplinary and 
continuous health care. For most participants, their 
health care was directed toward medical practices 
such as drug prescriptions, without access to practices 
related to health education and function.

The sociodemographic characteristics of the 
participants in this study, such as the predominance of 
women9,14, average age of approximately 70 years9,12,14, 
low educational level in most of the particpants9,12, 
and low individual income9,12,14, were similar to the 

Table 2. Descriptive data (mean (SD) or frequency (%)) of health 
condition variables of 44 stroke patients in one health care unit in 
Belo Horizonte, MG, Brazil.

Variables n=44

Involvement side, % (n)
Rigth
Left
Both sides

52.3 (23)
45.4 (20)
2.3 (1)

Episodes of stroke, % (n)
One episode
Two or more episodes

68.2 (30)
31.8 (14)

Stroke type, % (n)
Ischemic
Hemorrhagic
No information on medical
Record/Not able to inform

68.2 (30)
18.2 (8)
13.6 (6)

Associated Diseases, % (n)*
Hypertension
Hypercholesterolemia
Visual Deficit
Diabetes
Others heart diseases (CI or AMI)
Urinary Incontinence

81.8 (36)
56.8 (25)
52.3 (23)
27.3 (12)
27.3 (12)

25 (11)

Amount of medication, mean (SD) 4.11 (2.22)

*Have been reported associated diseases that showed higher frequency 
or equal to 25%. CI: Cardiac Insufficiency; AMI: Acute Myocardial 
Infarction; SD: standard deviation; n: number.

Table 3. Descriptive data (mean (SD) or frequency (%)) of personal 
factors variables (n=44, except to self-perception of health n=36) in 
stroke patients in one health care unit in Belo Horizonte, MG, Brazil.

Variables

Gender, female % (n) 54.5 (24)

Age (years), mean (SD) 69.23 (13.12)

Education level, % (n)

Complete Elementary School 43.2 (19)

Incomplete Elementary School 31.8 (14)

Can not read or write 11.4 (5)

Complete Middle School 6.8 (3)

Complete High School 4.5 (2)

Not studied, but can read and write 2.3 (1)

Socioeconomic Level, % (n)*

Class C1 40.9 (18)

Class B2 22.7 (10)

Class C2 15.8 (7)

Class D 11.4 (5)

Class B1 and E (each) 4.6 (2)

Individual Income, % (n)

One minimum wage 70.5 (31)

Between one and five minimum wages 20.5 (9)

Less than one minimum wage 9.1 (4)

Remunerated Activity, % (n)

Retired 88.6 (39)

Unemployed 9.1 (4)

Remunerated Activity with fixed wage 2.3 (1)

Private Health Care, % (n)
Not

Physical Activity Level, % (n)
Inactive
Vigorous
Insufficient

Self-perception of Health, % (n)
Reasonable
Bad
Very bad
Great
Very good
Good

75 (33)

86.4 (38)
9.1 (4)
4.5 (2)

47.2 (17)
13.9 (5)
11.1 (4)
11.1 (4)
8.3 (3)
8.3 (3)

Class A1: 42-46 points; Class A2: 35-41 points; Class B1: 29-34 points; 
Class B2: 23-28 points; Class C1: 18-22 points; Class C2: 14-17 points; 
Class D: 8-13 points; Class E: 0-7 points. *Classification according 
to “Critérios de Classificação Econômica da Associação Brasileira 
de Empresas de Pesquisa”17. N: number; SD: standard deviation.
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results found in previous studies that investigated 
community participants who had suffered a stroke. 
The higher prevalence of women in the study (54.5%) 
might be related to the fact that women are more 
concerned about their health, and thus use health-care 
services more often, than men49,50. In addition, the 
average age of the assessed women fell within the 
post-menopausal years. During this period, women are 
at a higher risk of developing cardiovascular diseases, 
such as stroke, owing to a deficiency of estrogen and 
alterations in lipid metabolism51. Moreover, most 
of the participants also had a low educational level 
and economic status. It has been proposed that low 
educational level and low income could be factors 

that limit access to information on health conditions 
and the understanding of prescriptions, treatments, 
and care that chronic diseases, such as stroke, require. 
This could result in an insufficient control and follow-up 
of the disease and health care50,52. These features are 
highly relevant to health-care professionals, as they 
influence the attitude of patients toward self-care and 
treatment compliance.

Following a stroke, patients usually develop motor 
impairments4, which are associated with a decrease 
in function. Considering the scores obtained in the 
Fugl-Meyer Assessment30,31, most patients showed 
compromised motor abilities (classified as severe 
to moderate, 67%)30,31. In other studies in which the 

Table 4. Descriptive data (mean (SD) or frequency (%)) of functioning and disability variables for stroke patients in one health care 
unit in Belo Horizonte, MG, Brazil.

Variables N

Body Functions and Structures
GDS: suspected depression % (n)
FMS-Total: % (n)

Mild impairment
Moderate impairment
Severe impairment
Marked impairment
Without impairment

MAS: Elbow flexors/ Knee Extensors % (n)
Score 0
Score 1
Score 1+
Score 2
Score 3
Score 4

HGS (mmHg), mean (SD)
No paretic side-men/women
Paretic side-men/women

MMS: Negative test for changes in cognitive 
function % (n)

63 (22)

5 (2)
32 (13)
35 (14)
26 (10)
2 (1)

59/56.4 (23/22)
15.4/23.1 (6/9)
12.8/7.7 (5/3)

5.1/0 (2/0)
5.1/10.2 (2/4)
2.6/2.6 (1/1)

235.35/154.56 (63.11/48.79)
176/128.22 (75.04/50.42)

97.3 (36)

36
40

39

33

37

Activity
BBS: With risk of falls % (n)
ABILHAND (logits), mean (SD)
NGS (m/s), mean (SD)
MGS (m/s), mean (SD)
GS-Classif.:

Complete community ambulation
Household ambulation
Limited community ambulation

TUG (s), mean (SD)
TUG-Classif.: With risk of falls % (n)

51.4 (18)
2.39 (2.29)
0.77 (0.34)
1.08 (0.46)

41 (10)
12 (3)
47 (11)

19.74 (10.9)
54 (13)

35
36
24*
24*
24*

24*
24*

Participation

SSQOL, mean (SD) 164.21 (35.61) 36

GDS: Geriatric Depression Scale; FMS: Fugl-Meyer Scale; MAS: Modified Ashworth Scale; HGS: Hand Grip Strength; MMS: Mini-Mental 
Scale; BBS: Berg Balance Scale; ABILHAND: Manual ability; NGS: Normal Gait Speed; MGS: Maximal Gait Speed; GS: Gait Speed; 
TUG: Timed Up and Go; Classif: classification; SSQOL: Stroke Specific Quality of Life Scale; n: number; SD: standard deviation. *Variables 
with the largest sample loss. Among the 44 subjects, 8 (18.2%) were bedridden and therefore physically unable to perform the tests, 3 (6.8%) 
were wheelchair dependents and therefore physically unable to perform the tests, 4 (9.1%) were not able to maintain the standing posture and 
again physically unable to perform the tests and 5 (11.4 %) refused to perform the tests (due to environmental limitations of their home they 
refused to move to another area to perform the tests).
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presence of post stroke impairments were assessed, 
chronic motor changes were also reported4.

One of the main impairments that occur after 
a stroke is hemiparesis. The assessed participants 
showed this alteration, characterized by a decrease in 
handgrip strength (HS) on the affected side. In stroke 
patients, the impairments in HS has been associated 
with worse performances in activities of daily 
living53 such as eating, getting dressed, or holding 
objects. Given the importance of HS as an indicator 
of health and function35,53, and the existing scientific 
evidence concerning the benefits of strengthening to 
improve the muscular force and function of stroke 
patients54, it is essential that these patients participate 
in rehabilitation programs that include progressive 
muscular strengthening. Such programs can be offered 
in the community and to groups, which increase the 
use of rehabilitation services and promote social 
interactions among patients, in addition to being viable 
strategies to promote regular physical activity. Finally, 
these are low-cost strategies when compared with 
other programs that require individual supervision55.

Despite the importance of physical activity in 
preventing a worsening of their health condition, 
decreasing the complications caused by the chronicity 

of stroke, improving patient functioning, controlling the 
risk factors associated with a new occurrence of stroke, 
and promoting health and functionality55,56, most of the 
participants were classified as inactive. The clinical 
practice guidelines related to the rehabilitation of 
stroke patients recommend participation in continuous 
physical exercise programs offered in the community5,6, 
which was not observed in this study.

For most patients, functional independence and 
community participation mean having the capacity for 
ambulation46. Often, stroke patients present sequelae 
that can alter their ambulation capacity. Thus, one 
of the main goals of rehabilitation is to increase or 
maintain the capacity to walk at home and in the 
community43, as walking speed is an important end 
point that reflects mobility46,57,58. In the test of the 
natural and maximum walking speed (WS-Natural and 
WS-Maximum, respectively), stroke patients have shown 
an average speed of 0.77 and 1.08 m/s, respectively. 
Similar results to those found for WS-Natural were 
reported in studies that associated WS with community 
ambulation in stroke patients57,58. As stroke patients 
tend to walk more slowly, it is necessary to determine 
if they are able to increase their speed when required 
in a specific community situation57, such as crossing 

Figure 1. Variables and instruments used for data collection in stroke patients in one health care unit in Belo Horizonte, MG, Brazil, 
organized according to the conceptual framework of the International Classification of Functioning, Disability and Health (ICF).
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the street, which is determined by assessing the 
WS-Maximum. The patients in this study showed 
this ability of increasing their walking speed since, 
in average, their natural walking speed was 0.77 m/s 
and their maximal walking speed was 1.08 m/s.

Another measure used to assess mobility was the 
timed “up and go” (TUG) test42,43. Considering the 
classification proposed for the TUG test44, most of 
the patients (54.16%) were classified as having a 
fall risk. In addition, when using the classification 
proposed for the Berg Balance Scale39, most patients 
(51.43%) were classified as having a fall risk. Among 
the adverse effects of falls are functional decline and 
an increased risk for new fall events59. In patients 
who already show chronic disabilities due to stroke, 
the effects of falls can further worsen their health 
condition, resulting in new hospitalizations and the 
need for extra care, which causes a burden to both 
patients and the public health-care system59.

SSQOL-Brazil is the most recommended life quality 
instrument for assessing the participation of stroke 
patients48. The assessed patients in the present study 
showed an average of 164 points, similar to those 
in previous studies associating this variable with a 
low perception of life quality47,60. In another study, 
in which a sample of stroke patients was compared 
to a paired control group, it was observed that the 
restriction in participation was higher among stroke 
subjects, and that they were 40% more likely to be 
restricted in their participation due to the effects of 
the stroke than people who had not suffered a stroke61.

Body structure and function, activity, and participation 
are variables that interact with each other and are 
associated with contextual factors, determining the 
functioning and/or disability of patients7. Considering 
the result obtained in the present study with the 
MQE20,21, the patients perceived the context around 
them as an obstacle. Rochette et al.62 also assessed the 
perception of stroke patients concerning environmental 
factors by using the MQE 6 months after the patients 
had been discharged from a rehabilitation unit in 
Canada. In their study, the patients mainly perceived 
the environment as a facilitator. Although the study 
assessed patients with the same health condition 
(stroke), the differences found between that study 
and the present study can be explained by the fact 
that the environment has different effects on people, 
depending on the severity of their health condition and 
what people did in the context in which they lived.

Most of the participants in this study (54.5%) used 
the services of the assigned health-care unit in the 

6 months preceding the data collection, to renew their 
medical prescriptions. This result reflects the reality of 
the medicalization of care, in which the use of drugs 
is considered as the main therapeutic action by both 
physicians and patients. It also reflects the orientation 
of care to medical diagnosis only63,64. Educational 
actions can be used as a tool to inform patients about 
the possibility of non-medication treatments that 
can promote health and functioning and prevent the 
worsening of the current health condition. These treatment 
possibilities are available in the health-care system; 
however, they need to be articulated and organized in 
order to meet the specific demands of stroke patients. 
In this study, most participants reported never having 
received information or clarification on stroke and 
its appropriate care, although they considered such 
information important. Similar results were reported 
in a study related to educating patients with chronic 
diseases, in which users of primary health care 
considered guidance and education on health to be 
important factors in promoting self-care and treatment 
compliance63,64. Patients with chronic diseases require 
constant and continuous assistance that goes beyond 
the prescription of drugs and healing assistance. 
Therefore, as a component of health-care services for 
stroke patients, it is essential to plan and to develop 
educational practices that will increase the knowledge 
of patients and encourage them to be co-responsible 
in their own treatment65.

Although the health-care unit selected for this 
study complied with the criteria established by the 
MH, and had adequate resources and rehabilitation 
professionals, including a dedicated physical therapist 
from the Family Health-Care Support Centre, the 
results showed that the participants still had relevant 
disabilities and health needs that were not met. 
This poses the question of why the clinical practice 
recommendations for the rehabilitation of stroke patients 
5,6 have still not been effectively implemented. It also 
raised the question of why the scientific evidence that 
directs the implementation of continuous physical 
exercise programs, which could be easily offered 
in the community5,6,54-56, are not being used to guide 
professional practice. This context highlights the 
importance of involving indicators, measurement 
instruments, and strategies guided by the Model of 
Functioning and Disability model related to the ICF7 
in the actions of professionals of the family health-care 
teams and of the Family Health Support Centre66,67, so 
that the assistance provided to patients is directed to 
essential questions that have not yet been considered.
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The results of this study clearly showed the potential 
importance of the role of health-care professionals in 
the functional recovery and systematic follow-up of 
stroke patients. However, it is extremely important 
that the primary actions are directed to preventing the 
risk factors for the development of stroke and other 
disabling chronic diseases, and to promoting health 
targeted toward the entire population. The need for 
these actions are clearly highlighted in the basics 
of primary care, family health-care teams, and the 
Family Health-Care Support Centre, in addition to 
the list of goals of the “Guidelines for the Care of 
People with Chronic Disease in Health-Care Networks 
and Priority Care Lines” of the MH, “contributing 
to the promotion of health in the population and 
preventing the development of chronic diseases and 
their complications”68:11.

A relevant limitation of this study was the inclusion 
of participants from only one health-care unit. However, 
as this is the first study to describe the functional profile 
of patients considering the biopsychosocial model of 
a nonconvenience sample, the results add important 
information that can guide future studies and actions 
related to the function and health of stroke patients.

Conclusion
Stroke patients who use the SUS primary health-care 

services, specifically one health-care unit in the city 
of Belo Horizonte, Brazil showed chronic disabilities 
related to impairments in body structure and function, 
limitations in activities, and restriction in participation. 
Their health care was directed toward medication 
treatment rather than practices related to health 
education, assistance in recovering functionality, and 
promotion of health and functionality. The health 
needs presented by these patients should be taken into 
consideration by health-care professionals, in order 
to organize the continuous health care process for 
stroke patients, and by researchers, in order to develop 
future evidence based studies. The results of this 
study are expected to enable the discussion, planning, 
and implementation of strategies for health care that 
involve follow-up and care directed specifically to 
the stroke patient population, on the basis of current 
evidence that complies with the recommendations 
in the guidelines of clinical practices and care of the 
MH. In this study, such strategies were not observed, 
despite including a sample from a population that 
attended a health-care unit with the potential for 
providing such assistance. Furthermore, the results of 

this study are also expected to reinforce the importance 
of disease-preventing and health-promoting actions 
directed toward all individuals, in order to decrease 
the occurrence of chronic and debilitating diseases 
such as stroke.
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