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Abstract

Background: Stroke was historically at t ributed to magical and religious concept ions. We 
analyse the self-percept ion of st roke in st roke pat ients, the knowledge of vascular risk 
factors (VRF), and doctor-patient communication eficacy from an anthropological 
perspect ive.
Mat erial  and met hods: Prospect ive study of st roke pat ients by semi-st ructured, in-depth 
interviews. Those with modiied Rankin Scale>3, aphasia or severe dysarthria were 
excluded. The quality of the informat ion from health staff  to the pat ients, as well as the 
evaluat ion of this informat ion by the health staff  themselves, were analysed.
Result s: The study included 100 pat ients (56 men), with a mean age of 61 (SD 16) years. 
Low educat ional level was present  in 51%. Up to 83% did not  know what  was happening 
with the irst stroke symptoms, and only 56% went to an emergency department initially. 
Only 19% could ident ify all their vascular risk factors (VRF), and up to 57% thought  that  
the cause was due to a fortuitous factor. Poor knowledge of st roke was associated with 
low educat ional level (OR: 2.81; 95% CI, 1.14-6.90, P=.024). Up to 75% of the pat ients did 
not  understand the informat ion provided by their doctor, but  65% felt  well informed. 
Furthermore, up to 69% of physicians thought  that  pat ients were well informed; the same 
percentage felt that low educational level made communication dificult.
Conclusions: The knowledge of st roke and its VRF in st roke pat ients is low. They perceive 
it  as something fortuitous associated to a st rong emot ional impact . Communicat ion 
between doctors and st roke pat ients is relat ively poor, although neither physicians nor 
pat ients detect  this fact . This poor knowledge of st roke and VRF could have a negat ive 
inluence on secondary prevention compliance.
© 2010 Sociedad Española de Neurología. Published by Elsevier España, S.L. All rights 
reserved.
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Introduction

Historically speaking, st roke has been understood as a 
paralysis beginning unexpectedly by the act ion of some kind 
of sudden or supernatural power. Etymologically speaking, 
the term “ ictus”  derives from the Lat in ictus-us, referring 
to a “ st roke of luck” , as does its equivalent  in English, 
“ st roke” , which comes from the phrase “ St roke of God’s 
hand” .1 In general, cerebrovascular disease, together with 
the rest  of the mental il lnesses, have been associated with 
“ divine punishment ” , “ religious curse” , “ possession by 
demons”  or “ the evil eye” .

Anthropologically, a diseased state is deined by society’s 
concept ion of the disorder and the health-care system’s 
determinat ion of the condit ion, both of which co-exist  
within the same culture. This is why the concept  of “ health”  
encompasses, apart from objective scientiic aspects, 
several others that  are subj ect ive, such as mental well-
being and social aspects of each culture and each historical 
period.2

Cerebrovascular disease is the third most  important  
cause of death in the Western world, after heart  disease 
and cancer, and is the number one cause of disabilit y in 
adults. It s mortalit y, sequelae, and its cost  all impact  
pat ients’  l ives in a maj or way. We current ly know that  it  is 
of vital importance for care to be provided early (at  a St roke 
Unit) with speciic treatments, such as ibrinolysis3 in the 

irst few hours. However, stroke is still largely unknown in 
our society, which fails to perceive the risk it  entails and, 
on occasion, is unaware of it s existence.4-10 This hinders its 
t reatment  and oftent imes prevents quick act ion from being 
implemented.

We are start ing from the hypothesis that  most  of the 
populat ion is relat ively unfamiliar with cerebrovascular 
disease and we believe that  it  is possible that  there is st il l 
an inluence of magical-religious concepts that have been 
carried forward throughout  history. Perhaps there is 
inadequate percept ion of the disease and the knowledge 
regarding its causes does not  correspond to realit y, which 
gets in the way of the pat ient  seeking proper medical care. 
On the other hand, it  is possible that  doctor-pat ient  
communicat ion is inadequate and that  this is what  interferes 
with pat ients’  understanding of the il lness.

In order to analyze these aspects, we have put  forth 
three obj ect ives:

1.  To ind out how patients perceive their own illness; that 
is, how they understand what  is happening to them, what  
they believe has caused it ,  what  they consider to be the 
main causes of st roke, and what  concerns them most  
about  the future, start ing with what  has happened to 
them.

2.  To discover whether pat ients understand the importance 
of prevent ion with regard to their vascular risk factors 
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Resumen

Int roducción: Históricamente el ictus se vinculó a concepciones mágico-religiosas. Anali-
zamos la autopercepción del ictus en los pacientes, el conocimiento sobre factores de 
riesgo vascular (FRV) o desencadenantes, y la eicacia de la comunicación médico-pa-
ciente, desde un punto de vista ant ropológico.
Mat erial  y mét odos: Estudio prospect ivo de pacientes con ictus, mediante ent revistas en 
profundidad y observación part icipante. Excluimos pacientes con una escala de Rankin 
modiicada > 3, afasia o disartria grave. Analizamos la calidad de la información ofrecida 
por el personal sanitario y su propia valoración, mediante encuestas abiertas.
Result ados: Se ent revistaron 100 pacientes (56 hombres), edad media 61 (DE 16). El 51% 
tenía un nivel educat ivo inferior o igual al básico. El 83% no reconocía que ocurría al su-
frirlo y sólo el 56% acudió directamente a Urgencias. Un 19% identiica sus FRV y hasta el 
57% piensa que lo desencadenó un factor fortuito. El desconocimiento de la enfermedad 
se asoció con un nivel educat ivo baj o (OR 2,81; IC 95%: 1,14-6,90; p = 0,024). Un 75% no 
entiende el discurso biomédico, pero un 65% airma sentirse bien informado. Por otro 
lado, el 69% del personal sanitario facultat ivo piensa que los pacientes están bien infor-
mados; similar porcentaje considera que el “bajo nivel cultural” diiculta la comunica-
ción.
Conclusiones: El conocimiento de la enfermedad y sus FRV en los pacientes con ictus es 
escaso. Suelen percibirlo como algo fortuito asociado a un fuerte impacto emocional. La 
comunicación médico-paciente es ineicaz, ni profesionales ni pacientes detectan esta 
realidad. Esta falta de conocimiento de su enfermedad y sus FRV podría inluir negativa-
mente en una buena prevención secundaria.
© 2010 Sociedad Española de Neurología. Publicado por Elsevier España, S.L. Todos los 
derechos reservados.
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(VRF), to ind out if they know what these are and what 
to do to prevent  them.

3.  To explore the levels of doctor-pat ient  communicat ion: 
what  informat ion the t ransmit ter formulates and what  
percentage of that  informat ion is received by the receiver, 
as well as the percept ion that  both part ies have of it .

Our ult imate goal is to ident ify what  the realit y of today’s 
society is as it  refers to st roke; what  concept ion people 
have of it ,  how they assimilate it  with the means they have 
available. It is the irst step toward trying to overcome the 
lack of informat ion or assimilat ion of concepts. We must  
know where we are starting from if we are to ind out how 
to reach a dif ferent  level of understanding.

Material and methods

A prospect ive, observat ional study has been conducted with 
pat ients who had suffered a st roke in the preceding 3 to 12 
months. Consecut ive pat ients seeking care at  the 
monographic Neurology-Cerebrovascular Clinic were 
included; all of them had a Modiied Rankin Scale (mRS) 
score of 0 to 3. Pat ients present ing some type of impediment  
that  kept  them from being properly interviewed were 
excluded; examples include severe dysarthria, aphasia, and 
cognit ive impairment . In addit ion, pat ients who had an mRS 
score greater than 3 were excluded, given that  their physical 
mobilit y limitat ions might  keep them from coming to the 
clinical several t imes for the interview with the specialist  in 
Anthropology.

This is an anthropological study; hence, techniques 
typical of this discipline will be used: ield work based on 
semi-st ructured and in-depth interviews (open-ended 
quest ions) and part icipant  observat ion.

The methodology generally used in anthropological 
research is based on interviews and on intense observat ion 
of each case. One important  issue is the balance between 
the depth of the informat ion about  individual cases versus 
the extension of the coverage, bearing in mind, too, the 
number of dif ferent  variables that  must  always be included 
in any ield research design. As an approximate empirical 
rule, suggested by some specialists in methodology, the 
community sample under study must  comprise at  least  100 
cases in order to enable the performance to carry out  
complex, mult ivariate analysis.11

When we refer to in-depth interviews, we are referring 
to repeated face-to-face meet ings between the researcher 
and the respondents, aimed at  understanding the prospects 
the respondents have with respect  to their lives, experiences 
or situat ions, as expressed in their own words. On the other 
hand, the participating observers go into the ield with the 
hope of establishing open relat ionships with the respondents. 
They behave in such a way as to become a non-int rusive 
part  of the scene.12,13

There is an indeinite period of time dedicated to each 
pat ient , st ipulated by the dif ferent  levels of communicat ion 
and the luency of the conversation, and thus, each patient 
sets the agenda they need. In this way, we know that  the 
results are more accurate, given that  we achieve a higher 
level of veracity regarding the pat ient ’s realit y since, when 

it  comes to talking about  such personal issues, it  is very 
easy for the pat ient  not  to tell the whole t ruth when 
answering closed questions. The ield work is carried out by 
an expert  anthropologist , who oversees the in-depth 
interviews; it  is always the same person, who funct ions 
during the interview as a mute observer. The data with 
respect  to obj ect ive informat ion (age, level of general 
educat ion, etc.) were cont rasted after the interview.

In order to design the interview scripts, previous 
publicat ions14-17 were used as references, as well as 
consultat ion with professional anthropologists from the 
Autonomous University in Madrid and the University of 
Cast illa La Mancha. Similarly, it  has been reviewed by the 
medical team belonging to the St roke Unit  at  the Department  
of Neurology (table 1).

As a result ,  qualitat ive and non-quant itat ive data have 
been collected, which bring us closer to the interviewee’s 
circumstances. Subsequent ly, after ext ract ing the data 
from the surveys, t ranscribing them literally, and analyzing 
them in-depth, variables have been created with the 
repeated responses to the open quest ions. That  is, these 
variables were weighted once the interviewees’  repeated 
responses have been observed; this has enabled us to work 
with descriptive, quantiied analyses and multivariate 
analyses.

In order to analyze the effect iveness of the doctor-
pat ient  communicat ion from several dif ferent  angles, an 
open survey was dist ributed to the health-care personnel 
(physicians and nursing staff) of the Department  of 
Neurology, where their point  of view has been captured 
regarding communicat ion with st roke pat ients. The open 
responses have once again been t ransformed into 
quantiiable variables.

For the stat ist ical analysis, version 15.0 of the SPSS 
software package for Windows was used. The univariate 
analysis was performed using the χ2 test  or Fisher’s exact  
test  for dichotomous variables. Cont inuous variables were 
analyzed by means of Student ’s t  test  or the Mann-Whitney 
V test  if  normality could not  be assumed. P values of < 0.05 
were deemed to be signiicant. Logistic regression models 
were const ructed to analyze the factors associated with 
knowledge of st roke and of it s VRF. The values are presented 
with a 95% conidence interval (CI). The multivariate 
analyses were performed with those values whose p was < 
0.2 together with gender and age by default .  Mult ivariate 
analyses were carried out  where the response variables 
consisted of: “ lack of knowledge about  what  a st roke is” , 
“ biological interpretat ion of what  causes st roke” , “ lack of 
knowledge about  VRF” , and “ recognizing that  he/ she is 
suffering a st roke at  the onset  of symptoms” .

Informed consent  was obtained from all pat ients and 
health-care personnel. The work was also approved by the 
Clinical Research Ethics Board of our hospital.

Results

Between November, 2008, and April,  2009, in-depth 
interviews were conducted with a total of 100 pat ients (56% 
males), with a mean age of 61 years (SD 16, range 2789). 
Eighty pat ients (80%) had presented a single cerebral infarct  
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and the remaining 20% were in follow-up due to recurring 
st rokes.

The pat ients interviewed live in the North of Madrid, 
although many of them are from other regions in Spain and 
who had emigrated to Madrid and set t led in this area. Only 

17% had college-level studies versus j ust  over half  (51%), 
who had no studies whatsoever or who had only at tended 
primary educat ion.

Many of the pat ients did not  know what  st roke is prior to 
suffering one themselves; 42% had never heard about  it  

Table 1 Script  of the in-depth interview

Patients

 Demographic and cl inical  dat a

  Age, gender, and level of educat ion

  Profession: employment  situat ion prior to the st roke

  Employment  situat ion after the st roke

  Who does the pat ient  live with in the home?

  Type of st roke

  Time elapsed since the st roke

  Rankin Scale

 Open-ended quest ions

  A) Percept ion of  st roke and it s t r iggers

   Tell me about  your il lness. How did you live the experience? What  happened to you and how did you react?

   What  do you think caused the st roke? How and why did it  occur?

   Do you know of any speciic cause?
  B) Knowledge about  t he st roke, t he sympt oms and risk fact ors of  st roke

   Explain to me what a stroke is. How would you deine it?
   What  symptoms did you have? Are you aware of other symptoms? Would you recognize it  if  it  were to happen again?

    Before your st roke, had you ever heard of it? What  did you think it  was? Is your experience similar to what  you 

thought  before?

    How have you learned about  st roke? What  sources of informat ion have you used? Which do you think is the most  

reliable? Who helped you to learn about  st roke?

   Do you know what  the vascular risk factors are?

  C) Rel igious bel iefs and neurological  recovery

   Are you a believer?

   What  type of religion?

   Tell me, how do you feel about  religion? Do you think it  has affected what ’s happening to you?

  D) Al t ernat ive medicines

   Have you visited any other specialist  or healer other than here in the hospital?

   Do you think any other (alternat ive) medicine or therapy can help you get  bet ter? What  kind and how?

  E) Life af t er st roke

   How do you feel about  your life now? Explain the changes in your life to me.

   Tell me some adjectives that deine how you feel right now
   On a scale of 1-10, how would you assess the change in your life?

   Tell me about  the proj ects you have for the future

   What  do you fear?

  F) Doct or-Pat ient  Communicat ion

   What  do you think about  doctors? (Do they t reat  you well,  inform you well,  …?)

   Do you understand the medical reports?

   Do you understand your doctors when they talk to you?

Professionals

 Profession

  Open-ended quest ions

   Percept ion of communicat ion with pat ients

    Do you explain their disease to your st roke pat ients? How?

    Do you speak with them direct ly or only with their relat ives?

    Do you think they are well informed about  their il lness and their risk factors? Explain your answer

    For you, what is the most dificult part of communicating with them?
    What  do you think were their main doubts?
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and, in fact , the name didn’ t  even ring a bell with them. Of 
the remaining 58% who did ident ify the name, only 16% 
really knew what  it  referred to, a priori.  The overwhelming 
maj ority (83%) do no recognize what ’s happening to them at  
the t ime they suffered the at tack: they realize that  it  is 
something serious, but  only 27% know that  they are suffering 
a st roke. The rest  seek medical care without  knowing what  
is going on. The symptoms that  are of greatest  warning to 
them are dificulty walking, being unable to speak, or facial 
asymmetry. However, for the most  part ,  they are unaware 
of the need to get to the hospital immediately. One ifth of 
respondents (21%) had suffered recurring episodes and even 
at  that , 76.2% did not  recognize the symptoms. A considerable 
number of the interviewees went  direct ly to the Emergency 
Room (56%). However, there is one group of pat ients who 
irst sought care from the Primary Care Physician, running 
the risk of being given an appointment  that  was not  for the 
same day (18%), as they were unaware of the compelling 
need to gain t ime, and even more of the interviewees (25%) 
stayed home and rested. Insofar as the future is concerned, 
the pat ients most ly feared having another st roke (35%), 
followed by fear of dying after the st roke (22%), and the 
fear of not  fully recovering or being left  an invalid (19%). 
Ninety per cent  (90%) of the respondents believe in God 
(Catholic religion) and 60% believe that  religion has had a 
posit ive effect  on their recovery from their il lness.

Forty-nine per cent  (49%) were able to give an approximate 
explanat ion of the biological mechanisms of their il lness, 
but  only 43% gave a rat ionale for the causes of their il lness 
associated with biological mechanisms or with some risk 
factor. Most  thought  that  the causes were due to an 
emot ional upset , caused by a st rong impact , or by going 
through a st ressful situat ion that  they felt  was ext reme 
(51%). The rest  did not  know what  the causes were and did 
not  show any interest  in them or else associated them with 
fate or dest iny.

Sixteen per cent  (16%) of the pat ients were seen to have 
sought  informat ion about  their illness on the Internet ; 13%, 
in books and libraries; 33% had asked for informat ion from 
the members of their family, and 64% had asked the doctor.

Most  of the interviewees claimed to have been t reated 
very well (81%) and very well informed (65%) by the medical 
staff .  This is in cont rast  with the 57% who did not  know the 
causes of their il lness, the 81% who could not  ident ify their 
VRF, and the 75% who claimed to have read the reports and 
not  understood them (table 2). Of the 45% who reported not  
having been well informed, most  thought  that  the doctor 
had not  given them enough informat ion (68.8%) and the rest  
thought  that  they hadn’ t  understood what  the doctor had 
said.

The mult ivariate analysis of the factors that  had to do 
with a lack of knowledge about  what  a st roke is, that  is, not  
knowing how to deine a stroke or deining it using a 
description that does not relect the reality of stroke. This 
analysis revealed that  a low level of formal educat ion is 
independent ly associated with this lack of knowledge (OR 
2.81; 95% CI: 1.14-6.90; p=0.024), adj usted for demographic 
data, living alone, working outside the home, and having 
suffered a previous st roke. Being older also tended to be 
related to this lack of knowledge (OR 4.22; 95% CI: 0.99-
18.03; p=0.052) (table 3).

Table 2 Descriptive, quantiied analysis

Pat ients

Variable Univariate 

analysis 

(n=100)

Range (mean age ± SD) 27-89 (61 ± 16)

Gender n (%)

 Men 56 (56%)

 Women 44 (44%)

Educat ion (%)

 Il l iterate /  Primary Educat ion 51 (51%)

 Secondary Educat ion 32 (32%)

 University Educat ion 17 (17%)

Profession prior t o t he st roke n (%)

 Skilled profession 17 (17%)

 Unskilled profession 43 (43%)

 Ret ired 30 (30%)

 Unemployed/  housewife 10 (10%)

Profession af t er t he st roke n (%)

 The same 59 (59%)

 Another, less-qualiied job 4 (4%)

 Leave due to il lness or early ret irement 37 (37%)

Daily company n (%)

 Lives with the family 80 (80%)

 Some relat ive takes care of her /  him 5 (5%)

 Lives alone 13 (13%)

 Lives alone with children 2 (25%)

Has suf fered more t han one episode n (%) 1 (1%)

Rankin Scale n (%)

 R-0 49 (49%)

 R-1 32 (32%)

 R-2 10 (10%)

 R-3 9 (9%)

Time elapsed since the stroke (≤ 6 months) 
 n (%)

59 (59%)

First  react ion, n (%)

 Emergency Room 56 (56%)

 Primary Care Physician 15 (15%)

 Stayed home rest ing 29 (29%)

Believes that the irst specialist who saw  
 him /  her did not  recognize t he st roke

4 (4%)

Recognizes t he sympt oms of  st roke and  

 what  is happening t o him /  her, n (%)

17 (17%)

Describes il lness in biomedical t erms, n (%) 49 (49%)

Causes of  st roke

 Biological mechanisms 43 (43%)

 St rong impact  /  emot ion /  st ress 51 (51%)

 Does not  know causes /  outcome 6 (6%)

  Believes that  the doctor knows the 

causes, n (%)

84 (84%)

(Cont inued)
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A mult ivariate analysis was carried out  on the factors 
that  have to do with a biological interpretat ion of the 
causes of st roke; i.e. explaining st roke as a biological ent ity 
and not  as some fortuitous, emot ional, or supernatural 
event . The only factor that  was independent ly associated 
was thinking that  religion has no affect  whatsoever on 
recovery (OR: 2.81; 95% CI: 1.06-7.41; p=0.036) (table 4).

None of the factors analyzed (gender, age, level of 
educat ion, and having suffered a previous st roke) was 
independent ly associated with the lack of knowledge about  
VRF; that  is to say, with the fact  that  the pat ient  did not  
know how to list  any of their VRF (Table 5). Likewise, no 
factor was found to be associated with recognizing that  they 
were suffering a st roke at  the onset  of symptoms (table 6).

In cont rast , 69% of the medical health-care personnel 
interviewed thought  that  the pat ients are well informed 
and the same percentage stated that  they had provided 
suficient explanation to patients and relatives. Moreover, 
they thought  that  the most  important  obstacle to 
communicat ion with the pat ients is their “ being 
uneducated” . Sixty per cent  (60%) of the nursing health-
care personnel interviewed felt  that  the pat ients were not  
well informed and believed that  the biggest  hindrance to 

Table 2 (Cont inued)

Pat ients

Variable Univariate 

analysis 

(n=100)

Recognizes vascular r isk fact ors n (%)

 Recognizes all risk factors 19 (19%)

 Recognizes some factors 50 (50%)

 Doesn’ t  recognize any risk factor 31 (31%)

If  t hey were t o experience anot her episode, t hey t hink  

 t hey would recognize it ,  n (%)

 The symptoms experienced 65 (63%)

  The symptoms experienced and others 

they have learned about

9 (9%)

 None 27 (27%)

Have learned about  t he i l lness, n (%) 72 (72%)

Source of  informat ion: doct ors, n (%) 64 (64%)

Source of  Informat ion: Int ernet , n (%) 16 (16%)

Source of  Informat ion: books /  

encyclopaedias, n (%)

13 (13%)

Sources of  Informat ion: relat ives /  f riends, 

 n (%)

33 (33%)

Had heard about  i t  prior t o t heir st roke,  

 n (%)

58 (58%)

They knew what  i t  was, n (%) 16 (16%)

They bel ieve t heir doct or t reat ed t hem  

 wel l ,  n (%)

81 (81%)

They feel  t heir physicians informed t hem  

 wel l ,  n (%)

65 (65%)

Bel ievers, n (%) 90 (90%)

Belief that religion inluences their recovery, n (%)
 Posit ively 60 (60%)

 Negat ively 12 (12%)

 No 28 (28%)

Ot her complement ary medicine  

 (al t ernat ive medicines), n (%)

12 (12%)

Scale 1-10. Assessment  of  diminished qual it y of  l i f e

Fears, n (%)

  Harming my family /  leaving my children 

on their own

7 (7%)

 Recurrence /  death 60 (60%)

 Disabilit y /  not  recovering 19 (19%)

Doesn’t  underst and medical  report s 75 (75%)

Can reproduce t he explanat ion given  

 by t heir doct or and his /  her report

19 (19%)

Professionals

Variable Univariate 

analysis (n=46)

Mean Age (± SD) 65-22 (36±16)

Gender, n (%)

 Men 11 (24%)

 Women 35 (76%)

Table 2 (Cont inued)

Professionals

Variable Univariate 

analysis (n=46)

Profession (%)

 Medical  personnel 17 (37%)

 Nursing personnel 29 (63%)

Perception of communication  

 with patients (%)

 Explains i l lness t o st roke pat ient s 39 (85%)

 Speaks direct ly wit h pat ient s 43 (43%)

Considers that they are well informed  

 n (%)

 Medical  St af f :  Yes 12 (69%)

 Nursing st af f :  Yes 14 (40%)

Dificulty when it comes  
 to communicating, n (%)

 Medical  St af f

  Cultural dif ferences 12 (69%)

   Space, status, and situat ion in which  

 communicat ing informat ion

5 (26%)

 Nursing st af f

  Cultural dif ferences 28 (80%)

   Space, status, and situat ion in which  

 informat ion is given

7 (20%)

Consideration of patients’ greatest 

concerns, n (%)

 Recurrence /  recovery 35 (74%)

 Causes 7 (15%)

 Diagnosis /  care 4 (11%)
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communicat ion with them was the situat ion in which the 
informat ion was being given or the pat ient ’s status (80%). In 
both health-care groups, 74% agreed that  what  concerned 
st roke pat ients most  was their recovery and the possible 
recurrence of the st roke (table 2).

Discussion

This work reveals that  the percept ion of the causes of the 
il lness among st roke pat ients is distorted, and that  both the 
knowledge regarding the biological mechanisms of st roke, 

Table 3 Uni- and mult i-variate analysis of the factors associated with a lack of knowledge of what  a st roke is a

Variable Univariate analysis

OR (95% CI)

p Mult ivariate analysis

OR (95% CI)

p

 

Being female 1.09 (0.49-2.41) 0.843 1.70 (0.69-4.19) 0.249

Age ≥ 65 years 3.19 (1.14-7.25) 0.006 4.22 (0.99-18.03) 0.052

Low level of educat ion b 3.45 (1.51-7.85) 0.005 2.81 (1.14-6.90) 0.024

Lives alone 1.63 (0.49-5.40) 0.415

Works outside the home 0.50 (0.22-1.13) 0.096 0.53 (0.12-2.24) 0.390

Previous st roke 1.36 (0.51-3.60) 0.526

CI: conidence interval; OR: odds ratio.
a Does not know how to deine stroke or does so by means of a description that is not realistic.
b No studies or only primary studies.

Table 4 Uni- and mult i-variate analysis of the factors associated with a biological interpretat ion of the causes of st roke by 

the pat ient  a

Variable Univariate analysis

OR (95% CI)

p

 

Mult ivariate analysis

OR (95% CI)

p

 

Being female 0.51 (0.22-1.16) 0.111 0.59 (0.24-1.45) 0.253

Age ≥ 65 years 1.13 (0.51-2.51) 0.74 1.19 (0.48-2.94) 0.700

Low level  of  educat ion b 0.66 (0.29-1.47) 0.313   

Lives alone 0.20 (0.04-0.97) 0.031 4.64 (0.89-24.17) 0.068

Works out side t he home 0.79 (0.35-1.77) 0.57   

Previous st roke 0.45 (0.16-1.29) 0.133 0.59 (0.18-1.85) 0.366

Inluence of religion on recovery c

 Yes, posit ively 1 (reference) 1 (reference)

 Yes, negat ively 1.32 (0.37-4.69) 0.661 1.42 (0.38-5.34) 0.599

 No 2.87 (1.13-7.24) 0.026 2.81 (1.06-7.41) 0.036

CI: conidence interval; OR: odds ratio.
a Explaining causes of st roke as biological and not  chance, emot ional, or supernatural.
b No studies or only primary studies.
c Patient perception of inluence religion has on recovery.

Table 5 Uni- and mult i-variate analysis of the factors associated with the lack of knowledge about  vascular risk factorsa

Variable Univariate analysis

OR (95% CI)

P

 

Mult ivariate analysis

OR (95% CI)

p

Being female 1.48 (0.65-3.33) 0.344 0.56 (0.23-1.37) 0.206

Age ≥ 65 years 2.03 (0.89-4.62) 0.087 0.55 (0.21-1.40) 0.211

Low level of educat ionb 1.98 (0.87-4.52) 0.099 0.62 (0.24-1.56) 0.314

Lives alone 1.02 (0.30-3.39) 0.971

Works outside the home 0.65 (0.28-1.48) 0.311

Previous st roke 2.71 (1.01-7.26) 0.042 0.46 (0.16-1.29) 0.140

CI: conidence interval; OR: odds ratio.
a Does not  recognize any VRF.
b No studies or only primary studies.
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as well as its risk factors, is scant . Ours is an original study, 
since to date, we have not  found any anthropological study 
similar to this one that  deals with the percept ion of st roke; 
hence, this is a pilot  study. From an anthropological point  of 
view, a sample of 100 patients is suficient to be able to 
derive preliminary data; consequent ly, this is a start ing 
point  for obtaining an adequate sample size for future 
studies.

In general, the proile of the interviewees is that of an 
elderly populat ion, with a low level of educat ion. Most  of 
the respondents believe that  the origin of their il lness lies 
in having suffered a st rong impact , being upset , an emot ional 
blow or st ress, unrelated to VRF or biological mechanisms, 
although during the interview these have been identiied as 
being harmful. The concept  or the belief that  an emot ionally 
st ressful situat ion or dist ress can be the cause of severe 
il lness has been deeply rooted in the popular mindset  for a 
long t ime.17

Up to 60% of the interviewees feel that  religion safeguards 
or beneits them and they have faith in its inluence to 
achieve a fuller recovery. The percept ion of the il lness as a 
fortuitous factor, unrelated to risk factors, is associated 
with this patient proile. In this regard, studies have been 
published that  demonst rate that  religious beliefs cont ribute 
to a favourable recovery.18 Speciically, the University of 
Texas conducted a study that  compared recovery among 
st roke pat ients who went  to church and those who did not  
and found that  the recovery process in the group of people 
who went  to church was slight ly faster than in those who 
did not .19 In this study, we have limited our work to merely 
documenting the perception of the illness by proiles, but 
we do not  analyze the intensity of their beliefs, or it s 
relat ion with their levels of neurological recovery.

Some studies have focused on researching the degree of 
knowledge about  st roke in the general populat ion and most  
of them coincide in underscoring the insuficient knowledge 
about  cerebrovascular disease and its VRF, even in people 
at  high risk.3-5 Moreover, many of those studies conclude 
that  a good understanding of st roke is not  necessarily 
associated with a good attitude or response to the irst 
symptoms of st roke.6-10,20 Similar data have been published 
by Williams et  al.21 who found that , although 38% of their 
interviewees stated that  they knew the warning signs of 
st roke, only 25% knew how to interpret  their symptoms 

correct ly. Knowing about  st roke was not  associated with 
get t ing to the Emergency Room quickly, most ly because the 
pat ients perceived their symptoms as not  being severe. 
Other earlier quant itat ive and qualitat ive studies report  
similar responses to the appearance of the init ial symptoms 
of st roke.22-25 They conclude by saying that  the symptoms 
are not  easy for pat ients to recognize due to the fact  that  
they vary great ly. In our study, the act  of going to the 
Emergency Room (56%) is not  seen to be related with greater 
knowledge about  the il lness at  that  t ime (17%), but  rather 
it  has to do more with other factors such as the disabilit y it  
causes in the pat ient  or the pat ient ’s at t itude or that  of 
their family members when faced with the warning signs. 
This hinders the use of speciic therapies targeting acute 
st roke, which have a small window for applicat ion if  they 
are to be effect ive. It  has been pointed out  that  the delay 
in seeking medical care after the onset  of st roke symptoms 
is the most  common reason for the low rates of use of 
int ravenous thrombolysis.26 Hospitals can be outitted with 
modern diagnost ic and t reatment  techniques, but  these 
will not be eficacious if the patient is too late in getting to 
the Emergency Room, due to a lack of adequate knowledge 
about  the situat ion.

Despite st roke awareness-raising campaigns aimed at  the 
general populat ion, knowledge about  the warning signs and 
VRF has not  improved in recent  years, as was recent ly 
demonst rated in a study carried out  in 1995, 2000 and 
2005.27 Perhaps the campaigns’  message was not  properly 
understood by the general public and we should use simpler 
language, put t ing greater emphasis on the importance of 
get t ing to the hospital quickly.28

Surprisingly, pat ients who have suffered the il lness and 
have been admit ted to hospital and informed (both pat ients 
and their relat ives) by health-care personnel, even after 
having received reports and their medical discharge, then 
at tend follow-up appointments and st il l do not  have a good 
understanding of st roke. Furthermore, these pat ients are 
not  aware of all their VRF and, more often than not , they 
interpret  that  an external, uncont rollable agent  has caused 
the cerebrovascular event . These data cont rast  with the 
great  concern and fear of these pat ients in the sense that  
they will suffer another st roke.

The main sources of informat ion about  st roke for our 
pat ients were their doctors, followed by family members. 

Table 6 Uni- and mult i-variate analysis of the factors associated with recognizing that  the person is suffering a st roke at  the 

t ime of symptom onset

Variable Univariate analysis

OR (95% CI)

p Mult ivariate analysis

OR (95% CI)

p

 

Being female 1.58 (0.51-4.91) 0.427 1.41 (0.45-4.35) 0.550

Age ≥ 65 years 0.56 (0.19-1.62) 0.284 0.70 (0.11-4.19) 0.697

Low level of educat iona 1.15 (0.40-3.27) 0.790

Lives alone 0.63 (0.15-2.62) 0.532

Works outside the home 2.39 (0.82-6.94) 0.101 3.00 (0.51-17.44) 0.221

Previous st roke 0.57 (0.11-1.86) 0.350

CI: conidence interval; OR: odds ratio.
a No studies or only primary studies.
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However, the t ransmission of informat ion from the physician 
to the pat ient  was only totally effect ive in 25% of cases, 
despite the fact  that  more than 65% of the pat ients stated 
that they were satisied with the information received from 
they doctor and the levels of communicat ion established.

Of the 45% who said that  they had not  been informed, 
most  felt  that  their physician had not  given them the 
informat ion, either because he/ she did not  want  to give all 
the informat ion to the pat ient  or, in a minority of cases, 
because they believe that  the physician didn’ t  know either. 
One way or another, we know that  the physician has given 
the pat ient  the informat ion and that  the pat ient  has not  
even been aware of having received it .  It  may be that  on 
occasions, because of the pat ient ’s status during their stay 
or at  the t ime of discharge, only the relat ives are informed 
and that  they have not  passed that  informat ion on to their 
family members in order to protect  them or for some other 
reason.

On the other hand, some pat ients have received 
informat ion but  not  all of them are assimilat ing it  properly. 
This is a key point . If  the pat ient  does not  understand the 
informat ion the doctor is giving them, they will not  be able 
to ident ify the causes of st roke or the risk factors that  may 
be direct ly involved in the secondary prevent ion of st roke.

When asking health-care personnel about  communicat ion 
with patients, we ind that most physicians believe that the 
pat ient  is well informed. However, most  of the personnel 
admit  that  the pat ient  does not  fully understand many of 
the biomedical processes involved in st roke or it s t riggers, 
as well as how they relate to symptoms. In cont rast , the 
nursing staff  is seen to be closer to the real world of their 
pat ients, cit ing higher percentages of those who are not  
well informed. In addit ion, when asked about  the greatest  
dificulty they have in communicating with patients, the 
medical personnel state that  it  is the low level of educat ion 
of the patients, whereas the non-medical staff ind greater 
dificulty in the patient’s physical condition, the situation 
he/ she is going through, and the place and condit ions in 
which informat ion is being given. Dif ferences in t raining 
have been seen to affect  doctor-pat ient  communicat ion, 
since they do not  know how to get  the message across in a 
more colloquial way. Numerous publicat ions in the area of 
health anthropology have looked into these relevant  issues. 
A pilot  study examined the relat ionship between 
effect iveness in the methods used by the physician to inform 
pat ients of their VRF and pat ient  decision-making with 
respect  to t reatment .29

Our study is based on an anthropological approach with 
the support  of other disciplines, such as Neurology and 
Neuropsychology, giving rise to an original system that  
combines the qualitat ive analysis of Anthropology, with the 
applicat ion of quant itat ive data analysis. Other qualitat ive 
studies that  have analyzed the experience lived by st roke 
survivors can be classiied into three groups: those that 
study an appraisal of needs among st roke pat ients and the 
relat ives of st roke pat ients; research that  examines doctor-
patient communication; and, inally, analyses looking at the 
quality of life of st roke pat ients and their relat ives.30-6 By 
using this anthropological perspect ive, we have sought  to 
learn more about  st roke pat ients’  percept ion of how they 
have experienced their il lness, how they live it ,  how they 

make sense of it ,  and how they overcome it .  This 
methodology of in-depth interviews, based on open-ended 
quest ions, without  a pre-established order and without  
t ime rest rict ions for the interview, enabled the pat ient  to 
speak more conidentially, in a more relaxed atmosphere 
created by the anthropologist , making it  easier to gather 
informat ion that  would not  be possible by means of 
exclusively quant itat ive studies. On the other hand, 
veriiable variables are created, extracted from the privacy 
of their own conidences, from responses that were repeated 
by the pat ients spontaneously when interviewed, without  
any kind of t it le or link having suggested it  to them. In this 
case, we applied the stat ist ical methods most  widely used 
in other disciplines to compute and analyze the informat ion. 
Thus, we elaborated a broader analysis of this realit y.

Many st roke survivors do not  understand cerebrovascular 
disease except  as an unforeseen, sudden event  that  is 
usually t riggered by st rong emot ional impact  or st ress, 
unrelated to risk factors. This percept ion of the disease is 
associated with considering that  religious belief affects 
recovery. Most  pat ients are unable to recognize the 
symptoms of st roke and lit t le more than half  of them seek 
emergency medical care. A lack of knowledge about  the 
associat ion of st roke with it s risk factors occurs in pat ients 
who have been previously informed by physicians. There 
are many gaps in doctor-pat ient  communicat ion and 
pat ients are not  receiving the whole message being 
t ransmit ted by their doctors, which may have a bearing on 
them not  complying properly with secondary prevent ion 
measures. On the other hand, 31% of the interviewees 
claimed that  they had not  received any medical informat ion. 
We know that  the doctor has informed them, but  we do not  
know whether the pat ient  has been unable to assimilate the 
fact  that  they were being informed or if  one of their 
relatives iltered the information and failed to pass on the 
necessary informat ion. Either way, this is a communicat ion 
problem that  should be solved, given that  the doctor must  
make the informat ion reach the pat ient  clearly, concisely, 
and easily understandable.

In light  of this work, the Neurology Department  has 
started up weekly informat ive workshops for st roke pat ients 
and their family members in an at tempt  to guarantee that  
the mechanisms of st roke and its risk factors are understood. 
In addit ion, an informat ion sheet  about  their il lness and 
care recommendat ions is being given to them together with 
their discharge report . This informat ion sheet  is writ ten in 
simple, colloquial terms that  are also adopted by the 
medical staff  to provide them with explanat ions that  are 
easier to understand about  the causes of their il lness 
(appendix 1).

In conclusion, there is very lit t le knowledge about  st roke 
and related VRF in pat ients who have suffered one. Doctor-
pat ient  communicat ion is ineffect ive and neither 
professionals nor pat ients detect  this realit y. This lack of 
knowledge about  the disease and the related VRF can have 
a negat ive impact  on good secondary prevent ion.

In light  of all the above, we suggest  that  the systems of 
doctor-pat ient  communicat ion be improved and we 
recommend start ing up t raining courses for health-care 
professionals in techniques of doctor-pat ient  
communicat ion.
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Appendix 1. Information about types of stroke 
and their causes

A St roke is a brain inj ury, due to a disturbance of blood 
low; it may be due to haemorrhage or brain infarction.

One way or another, the blood no longer reaches a part  of 
the brain. When this happens, the brain no longer receives 
the oxygen and nut rients it  needs. As a result ,  brain cells 
are damaged and the brain may stop sending signals to 
other parts of the body that  cont rol things such as speech, 
thinking, and movement .

Here is a short description of the type of stroke you 

have suffered. 

  Brain haemorrhage.  This happens when the arteries that  
go to the brain rupture, causing internal bleeding. The 
most  common cause for this is high blood pressure, 
although there may be other causes.

  Cerebral Infarction: This happens when an artery of the 
brain is obst ructed by a thrombus.

  Lacunar; this is a small brain infarct  caused by a 
thrombus* in a small artery, which is generally associated 
with having high blood pressure or diabetes.

  Artero-thrombotic or thrombosis, caused by a thrombus*, 
which in this case has formed due to plaques of cholesterol 
in the arteries.

  Cardioembolic; or embolia is due to a thrombus* that  
comes from the heart . In this case, the thrombus has 
formed as a result  of altered heart  funct ion.

The factors that  can cause these clots may be: 
cholesterol, smoking, alcohol, blood sugar, high blood 

pressure, heart disease or less easily cont rolled factors, 
such as age or genetic inheritance. Starting today, in 

order to keep it from happening again, you should take 

care of your cerebrovascular risk factors.

Ask your doctor to clearly explain these risk factors to 

you and how to control them; it is important that you 

understand it.
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