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Introduction 

Stroke is a common, serious and disabling condition that is 

recognized as a major public health problem. Its incidence 

is increasing more and more [1,2]. 

In the Democratic Republic of Congo (DRC) hospital 

admissions for stroke rank first among the conditions 

treated in Internal Medicine in Kinshasa and in the 

Neurovascular Unit of the Neuro-Psychopathological 

Center [3,4]. 

 

 

 

As the world's population tends to grow older [5], and in 

view of the lack of an effective policy for prevention of 

cardiovascular risk factors in our country, it suggests a 

strong growth in the prevalence of cardiovascular disease. 

Despite the decline in stroke-related mortality, which is 

explained by improved treatment management and longer 

life expectancy, stroke patients are likely to experience a 

longer period of disability before death and heavy burden 

for society [6,7,8]. 

 

Abstract 

Objective: To evaluate the clinical and functional profile of vascular hemiplegia patients when deciding on their return 

home after hospitalization and evaluate its impact on their caregivers.  

Material and Methods: This prospective descriptive study involved 60 patients. It was devoted to the evaluation, on the 

one hand of the functional level and the autonomy of the patients at the entrance and the decision of the return home, and 

on the other hand of the social charge felt by the caregivers of these patients.  

Results: Out of 60 patients (66.7% of men and 33.3% of women, mean age of 62.93 ± 11.3 years), 93% of patients had a 

score of autonomy less than 60 at home , with no significant difference between the baseline score and the return to 

home score (p = 0.22), for an average length of stay of 25 ± 12 days. On the other hand, of 60 caregivers, between 72% 

and 73% of caregivers had a significant homework load, and this load was significant as function and independence 

levels were low (p = 0.001). Also, a significant increase in workload was observed at home compared to the hospital (p = 

0.000).  

Conclusion: We have emphasized the importance of an acceptable level of autonomy and multidisciplinary cooperation 

to allow patients to return to their homes in order to ensure a good home care and reduce the heavy burden of caregivers 

who have also need a better quality of life. 
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Thus, stroke pose and pose over the next decades of 

management problems of a growing number of dependent 

patients, applicants for a significant amount of human, 

material and financial to the hospital and at home [9-11]. 

To do this, the care system must be well coordinated to 

ensure a good continuity of follow-up of these patients, 

because the stroke, apart from being an acute pathology, 

requiring care in extreme urgency, is also a chronic disease 

whose disabling sequelae lead many patients to attend the 

health system over a long period. Hence, the transition in 

the different stages of care of these patients must be well 

ensured in order to integrate them into the process of their 

empowerment. 

In developed countries, about 30% of patients suffering a 

stroke made hospitalized in subacute care and rehabilitation 

(SSR) with the waning of their care in acute care 

[12,13,14]; and the decision to return home is made after a 

preliminary functional assessment, and an analysis of the 

home that will accommodate the patient. On the other hand, 

other patients are referred to a Reproductive Care and 

Rehabilitation Service (SRH) despite their functional level 

and autonomy. 

In the Democratic Republic of Congo, there is a lack of 

transition in this pathway of care for stroke patients and a 

lack of multidisciplinary cooperation in their care; all 

patients return to their homes after hospitalization because 

there is no SSSR. This is what motivated us to conduct this 

study, with the goal of assessing the functional and 

autonomic level with which stroke patients return home, 

and its impact on the lives of their caregivers 

Material and methods 

Nature and period of study 

This prospective descriptive study for one year was 

conducted during the period from January to December 

2017. 

Framework of the study 

The Department of Cardiology and Intensive Care of the 

University Clinics of Kinshasa served as a framework for 

the realization of this. 

Sample 

This prospective study focused on 60 hemiplegic vascular 

patients hospitalized from January 2017 to December 2017. 

It was devoted on the one hand to functional evaluation and 

independence of patients at the entrance and exit of the 

hospital (homebound), and secondly to its impact on the 

social burden felt by the caregivers of these patients. 

Included in the study: 

• Patient therefore the diagnosis of stroke was confirmed by 

a CT scan and / or brain MRI; 

• Hemodynamically stable patient; 

• Patient for whom a functional assessment was made 

initially and at the close of the medical file; 

• Patient with a permanent caregiver who agreed to 

participate in the study. 

Data collection technique 

Data was collected from patients, their caregivers and 

medical records. In patients, we collected data related to the 

functional parameters and independence of entry and exit 

of the hospital; among caregivers, we evaluated the burden 

felt by caregivers in supporting patients. Evaluations for 

these were done during hospitalization and one week after 

return home. 

The following factors were studied: the age of the patients 

and their caregivers, the length of stay in hospital, the level 

of independence and functional start and return to home 

evaluated respectively by the Barthel scale and the motor 

index of Demeurisse, trunk stability by the Trunk control 

test and finally the workload of the caregivers by the Zarit 

scale. 

Statistical analysis 

We used Pearson's chi-square test to study the relationship 

between different study variables, with a statistical 

significance threshold of p≤0.05. 

Ethical consideration 

All hemiplegic subjects had consented in writing to 

participate in the study according to the Helsinki 

Declarations. The information collected from hemiplegic 

subjects was kept confidential. 

Results 

This study involved 60 patients, each with a natural 

caregiver: 40 patients (66.7%) and 20 women (33.3%) for 

patients, and 52 women (86.7%) versus 8 men (13). , 3%) 

for caregivers. The mean age of patients was 62.93 ± 11.3 

years and that of caregivers 48.8 ± 11.6 years. 

The mean hospital stay of these patients was 25 ± 12 days 

with extremes of 6 days and 60 days. 

In terms of the level of autonomy of these patients at the 

end of hospitalization, our series shows that out of 60 

patients evaluated, 56 (93.3%) returned home with an 

overall score of autonomy ˂60 (ie 63.3% with a score of 30 

and 30% with a score of 30/60); and there was no 

significant difference between the initial level of autonomy 

and the decision to return home (p = 0.22) (Table 1). 

As for the assessment of trunk stability, more than half of 

these patients (56.7%) returned home with either low trunk 

stability (40%) or zero stability (16.7%). However, there 

was not always a statistically significant difference (p = 

0.24) between baseline and return home status (Table 2). 

The evaluation of motor level (upper and lower) by the 

motor index of Demeurisse according to the period of 

hospitalization did not show a statistically significant 

improvement until the return home (p = 0.25). In addition, 

the majority of patients (66.6%) were discharged from the 

hospital either with low motor activity (43.3%) or with nil 

motor activity (23.3%) (Table 3). 
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Table 1:  Evaluation and level of autonomy in returning home 

 

Level of autonomy of barthel scale 

Period of hospitalization 

At the beginning of 

hospitalization 

Upon return home 

N % N % 

Total  dependence (0 to 25/100) 46 76,7 38 63,3 

Partial  dependence (30 to 55/100) 14 23,3 18 30 

Partial autonomy (60 to 85/100)  0 0,0 4 6,7 

p=0.22 

 

Table 2: Evaluation of trunk stability by Trunk control test 

 

 

Trunk control test 

Hospitalization period 

At beginning of  

hospitalization 

Return to home 

N % N % 

No stability of the trunk (0 to 18/100) 18 30,0 10 16,7 

Low stability of the trunk (19 to 38/100)  22 36,7 24 40,0 

Stability of the trunk possible with  (44 to 76/100)  20 33,3 20 33,3 

Good  stability (77 to 100/100) 0 0,0 6 10,0 

p=0.24 

 

Table 3: Evaluation of the level of motricity to limbs by the motor index of Demeurisse 

 

 

Deumerisse motor index 

At the beginning of hospitalization 

At the beginning of 

Hospitalization 

Return to home 

N % N % 

No motor activity (0 to 9/100)  28 46,7 14 23,3 

Low motor activity (10 to 39/100) 20 33,3 26 43,3 

Average motor activity (40 to 59/100) 8 13,3 16 26,7 

Acceptable motor activity (60 to 79/100) 4 6,7 4 6,7 

p=0.25 

 

Table 4: The burden of permanent caregivers of patients in hospital and home assessed by the Zarit scale 

 

Scale of zarit 

Period of hospitalization 

At the hospital At home 

N % N % 

Light workload 20 33,3 4 6,7 

Moderate workload 26 43,3 10 16,7 

Large workload 14 23,3 46 76,6 

p=0.000 

 

Table 5: Influence of patients' level of autonomy on the workload felt by their caregivers 

 

 

Zarit at home 

Deumerise motor index  

 

Total 
No 

Motor 

Activity motricity 

Low 

Motor 

Activity 

Moderate 

Motor 

Activity 

Aceptable 

Motor 

Activity 

N % N % N % N % N % 

Light workload 0 0,0 0 0,0 0 0,0 6 10,0 6 10,0 

Moderate workload 0 0,0 6 10,0 2 3,3 2 3,3 10 16,7 

Large workload 4 6,7 26 43,3 14 23,3 0 0,0 44 73,3 

Total 4 6,7 32 53,3 16 26,7 8 13,3 60 100,0 

p=0.001 
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We assessed the burden felt by permanent caregivers in 

serving patients; thus, compared with the period of 

hospitalization, caregivers had a higher workload at home 

than at the hospital (76.7% vs. 23.3%). The differences 

were statistically significant (p = 0.000) between the 

hospital score and the home score (see Table 4). In 

addition, this workload of home caregivers was very 

significantly dependent on the level of motor activity (p = 

0.001). Among 73.3% of caregivers who had a significant 

workload, 50% had either zero (6.7%) or low (43.3%) 

motor activity (see Table 5). 

Discussion 

The average age of patients was lower than reported in 

Europe [5,16] with male predominance seen in patients and 

female in caregivers. This lower average age in our patients 

can be explained by the fact that the European population is 

older than ours. In addition, caregivers were younger than 

patients and most often female. Also, the male sex is 

recognized as a risk factor for cerebrovascular accidents 

[17,18,19]. This was also found in our study where we 

observe a higher proportion of men. 

The duration of hospitalization of these patients proved to 

be long; this may be related to the extent of the injury on 

the one hand, but on the other hand to the late payment of 

hospitalization bills by patients (families) who are 

extending their stay of hospitalization. 

In assessing the state in which our patients were discharged 

from the hospital for a return home, it appears from this 

series that, relative to the level of autonomy, 93.3% of these 

were dependent in carrying out activities. of everyday life, 

with a score of Barthel ˂60. In addition, there was no 

significant difference between the level of autonomy of 

departure and that of return home (p = 0.22). 

These results are totally contrary to what is reported in the 

literature [20,21,22]. Where it is said that the previous state, 

(measured by the Barthel's or Rankin's index), including 

age, as well as the severity of the stroke, are predictors of 

homecoming, and of becoming functional. This difference 

can be justified by the lack of transition of patients to 

follow-up care and rehabilitation before their return home 

in our environment. 

As for the level of stability of the trunk, it was found that 

more than half of the patients returned home with either 

low stability of the trunk or with zero stability. Comparing 

the level of this trunk stability between the evaluation of 

the beginning of hospitalization and the return to home we 

did not observe a significant difference (p = 0.24). While 

poor trunk stability can impose a bedridden condition on 

the patient, which is logically associated with an obstacle to 

return home [23,24]. 

The evaluation of the level of motricity made by the motor 

index of Demeurisse showed no significant improvement (p 

= 0.25) before the decision of the return home. In addition, 

the majority of patients left the hospital either with low 

motor activity (overall score ≤39 / 100) or with zero motor 

activity (an overall score of 0/100). 

These results therefore show that most of these patients 

who left the hospital were not eligible for a return home, 

and this, given their level of autonomy, trunk stability and 

motor skills. Moreover, the decision of their return home 

was not dependent on the evolution of the level of 

autonomy, nor of the level of stability of the trunk, nor of 

the level of evolution of motor activity. These results are 

therefore contrary to what is reported in the literature, 

where the patient suffering from a stroke and hospitalized 

in a short-term service is eligible for a return home only 

with a score of autonomy ≥60, and this, following a 

preliminary functional evaluation [22,25]. 

In the assessment of the workload (burden) felt by the 

caregivers of these patients, there was a significant increase 

in this at home compared to the hospital (p = 0.000). This 

big difference between the hospital and the home can be 

explained by the fact that in the hospital, the nursing staff 

compensates for some of the help given to the patients, 

whereas at home the patient is not presence only of his 

family. On the other hand, the home monitoring service 

does not exist in our community. 

In addition, more than half of caregivers had a significant 

workload in helping their patients; whereas in a series 

described by A. Gallien it was found that the help of a 

family member was only necessary in 25 cases / 67, ie 

37.3% (15). This difference is justified by the fact that in 

developed countries post-hospitalization patients do not all 

return directly to their homes, but often make a transition to 

a rehabilitation service, where they improve their level of 

autonomy and thereby reduce their workload among their 

caregivers. 

Thus, this workload experienced by informal caregivers 

was very much related to the various aspects evaluated, 

notably the motor index, trunk stability and the level of 

autonomy, because the more these factors were deleterious, 

the greater the workload was important. (p = 0.001). This is 

in line with the NZAKIMUENA [27] series, which found a 

correlation between burden score (caregiver workload) and 

the importance of sequelae after stroke. Indeed, according 

to this series, the greater the functional deficit evaluated by 

the Barthel index, the higher the burden score "Zarit" was 

high, thus the heavy burden [26,28]. 

Conclusion 

We have noted in this series that the vast majority of 

patients have left the hospital with a very low autonomy 

score, a motor function is zero or weak and poor stability of 

the trunk does not allow them to have a good maintenance 

and a good quality of life at home. 

In addition, the decision to return home was not dependent 

on the functional status or level of autonomy of these 

patients. This situation has had repercussions on the 

permanent caregivers of these patients who have shown a 

very heavy workload, and thus a disruption of their quality 

of life. 
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Where did we find the need to create follow-up care and 

rehabilitation services (SSSR) in our community because 

they are non-existent. 

Acknowledgments, Funding: Our thanks go to the 

authorities of the University Clinics of Kinshasa for 

allowing us to carry out our research within this institution 

and the hemiplegic subjects to have agreed to work with us. 

Conflict of Interest: The authors declare no potential 

conflicts of interest with respect to the research, authorship, 

and/or publication of this article. 

Author’s Contributions: EK, TBL, FL, AM, HN, CN, 

BM, TK: Project design, Patient examinatin, data 

collecting, analysis and interpretation of data. TBL: 

Preparation of article and revisions. All authors approved 

the final version of the manuscript, 

Ethical issues: All Authors declare originality and ethical 

approval of research. Responsibilities of research, 

responsibilities against local ethics commission are under 

the Authors responsibilities. The study was conducted 

under defined rules by the Local Ethics Commission 

guidelines and audits. 

References  

1. Marieb E.N. Anatomie et Physiologie humaines. (6e éd.). Paris : 
Pearson Education France; 2005.  

 

2. Lindsay MP, Gubitz G, Bayley M, Phillips S. Recommandations 
canadiennes pour les pratiques optimales de soins de l'AVC. Groupe 

de rédaction des pratiques optimales de réadaptation post-AVC.4e 

édition ; 2013.  
 

3. Tambwe M, Mbala-Mukendi M, Dikassa LN, M'buyamba-Kabangu 

JR, Morbidity and mortality in hospitalized Zairean adults, South Afr 
J Med 1995; 85:74. 

 

4. Dunac A. Les accidents vasculaires cérébraux Collection Vivre et 
comprendre, Ellipses Édition, Paris ; 2002. 

 

5. Recommandations de bonne pratique Accident vasculaire cérébral: 
Prise en charge précoce (alerte, phase pré hospitalière, phase 

hospitalière initiale, indications de la thrombolyse) HAS 2009. 

 
6. Fery-Lemonniere E. Prévention et prise en charge des accidents 

vasculaires cérébraux en France, Rapport présentés au Ministère de 

la Santé et des Sports, ISRN SAN-DHOS/RE-09-2-FR, Juin 2009. 
 

7. Accident vasculaire cérébral, Guide- Affection longue durée - HAS, 

Mars 2007 
 

8. Jonniaux S, Se reconstruire après l’AVC et diminuer le risque de 

récidive : la phase aiguë, une opportunité éducative, ISC soins de 

réadaptation/Direction des Hôpitaux Universitaires de Genève, 

Volée XII, 2012. 

 
9. Bleton J-P, Les nouvelles voies de rééducation des hémiplégies 

vasculaires, Kinésithérapie scientifique n°:492, octobre 2008. 

 
10. Daviet JC, Dudognon PJ, Salle JY, Munoz M, Lissande JP, 

Bereyrotte I. et al. Rééducation des accidents vasculaires cérébraux. 

Bilans et prise en charge, Encycl. Méd. Chir. (Editions scientifiques 
et médicales Elsevier SAS, Paris) Kinésithérapie – Médecine 

Physique et Réadaptation, 26-455-A-10, 2002, p24. 

 
 

 

 

11. SOS Attaque Cérébrale. Accident vasculaire cérébral ou attaque 
cérébrale,http://www.attaquecerebrale.org/images/stories/pdf/Attaqu

eCerebrale.pdf. 
 

12. Forum médical Suisse. Prévention primaire et secondaire de 

l’accident vasculaire cérébral: une mise à jour, 
http://www.medicalforum.ch/pdf/pdf_f/2007/2007-20/2007-20-

140.PDF. 

 
13. Brugerolle B., Les accidents vasculaires cérébraux, Institut régional 

de réadaptation de Nancy, Centre de réadaptation et de pré 

orientation de Gondreville. 
 

14. Pélissier J, Hémiplégie vasculaire de l’adulte et médecine de 

rééducation, Paris, Masson, 1988, 370 p. (pour les médecins et 
paramédicaux). 

 

15. Celis-Geradinm-T, Rahall, Diagnostics infirmiers: Définitions et 
classifications de Nanda International. Paris : Masson, 2006. 

 

16. Langhorne p, Coupar F, Pollock A. Motor recovery after stroke: a 
systematic review. Lancet Neurol 2009;8(8):741-54. 

 

17. Teasell R, Foley N, Salter K, Bhogal S, Jutai j., Peechley M., 
Evidence-Based Review of Stroke Rehabilitation. 13th ed. Ottawa: 

Canadian Stroke Network; 2010. 

 
18. Epidémiologie de l'accident vasculaire cérébral. Bulletin des 

Médecins Suisses 2000; 37:2082-5. 

 
19. Bonvin M, évaluation médico-économique de la thrombolyse de 

l’accident vasculaire cérébral hyper aigu par le rtPA  

(ACTILYSE®), Mémoire de Médecine, Faculté, Université de 
Lausanne, 2002. 

 

20. Ipakalad DT. Evaluation du retentissement psychosocial et troubles 
comportementaux en post accident vasculaire cérébral, [Mémoire de 

Médecine]. Faculté de Médecine, Université de Kinshasa ; 2013. 

 
21. Algurén B, Lundgren-Nilsson A, Sunnerhagen KS. Facilitators and 

barriers of stroke survivors in the early post-stroke phase, Disabil 

Rehabil. 2009; 31(19):1584-91. 
 

22. Goto, Okuda, Locomotion outcome in hemiplegic patients with 

middle cerebral artery infarction: the difference between right- and 
left-sided lesions. J Stroke Cerebrovasc Dis, 2009; 18(1):60-67. 

 

23. Jorgensen HS, Nakayama H, Raaschou HO et al., Recovery of 
walking function in stroke patients: the Copenhagen Stroke Study. 

Arch Phys Med and Rehabil 1995, 76(1), pp. 27-32. 

 
24. Sautereau A. accident vasculaire cérébral de la personne âgée : 

particularités et facteurs pronostiques, [Thèse de médecine] 
Université Pierre et Marie Curie – Paris VI, Faculté de Médecine ; 

2009. 

 
25. Daviet J.C. Facteurs prédictifs du devenir fonctionnel et du retour à 

domicile, après un premier accident vasculaire hémisphérique. In 

Ann, De Réad Med Phys 2006 ; 49 : 49-56. 
 

26. Bagg S. Effect of age on functional outcomes after stroke 

rehabilitation. Stroke jan.2002. 
 

27. Nzakimwena MD Greteil : Qualité de vie au domicile après l’AVC, 

[Thèse de Médecine], Université Paris Est. Faculté de Médecine de 
Créteil ; 2013. 

 

28. Gallien A, Adrien S, Petrilli S et al. Maintien à domicile et qualité de 
vie à distance d’un accident vasculaire cérébral. Ann, De Read Med 

Phys 2005 ; 48: 225–230. 

Copyright © 2018 The Author(s); This is an open-access article distributed under the terms of the Creative Commons Attribution License 
(http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original 

work is properly cited. All Rights reserved by international journal of Medical Science and Discovery.  


