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Abstract
The rate of strokes in Africa, particularly among lower socio-economic classes, is 
increasing. The impact on long-term, informal caregivers of stroke patients is not 
known, as most research has focused on acute and discharge care. This study reports 
on the findings from a study of in-depth qualitative interviews with 20 caregivers to 
family members with stroke diagnoses in Lomé, Togo. Findings show that social, 
structural, and relational forces greatly impact the lives of informal caregivers. This 
study offers an understanding of the caregivers’ challenges through an intersectional 
framework which can be used to inform socio-economic, emotional, and health sys-
tem supports for caregivers.
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Stroke is a debilitating condition that can cause major disabilities to its victims. A 
stroke happens when a blood vessel going to the brain is blocked or bursts. Without 
the needed blood and oxygen, brain cells die. When a body region does not receive the 
blood it needs, it cannot function properly (American Stroke Association, 2020). People 

 *	 Sarah Moore 
	 sarah.moore@unt.edu

	 Ami R. Moore 
	 Ami.Moore@unt.edu

	 Adobea Yaa Owusu 
	 ayowusu@ug.edu.gh

1	 Department of Rehabilitation and Health Services, University of North Texas, Denton, TX, 
USA

2	 Institute of Statistical, Social & Economic Research (ISSER), University of Ghana, Legon, 
Ghana

3	 Department of Social Work, University of North Texas, Denton, TX, USA
4	 University of North Texas, Denton, Denton, TX, USA



	 Ageing International

1 3

who suffer from stroke may not be able to perform activities of daily living (ADL)  
including independently eating, dressing, walking, or bathing (Edemekong et al., 2020); 
and consequently, may need long-term care. Stroke is estimated to be the top cause of 
non-accidental chronic disability and leads to higher disability‑adjusted life years for 
survivors (Imarhiagbe et al., 2017). Worldwide, Africa has the highest incidence, preva-
lence, and case fatality rates of stroke (Agyemang et al., 2012; Ezejimor et al., 2017; 
Khedr et  al., 2014; Walker et  al., 2010, 2011). Stroke has significantly increased in 
Africa among all population groups, and especially among people with lower socioeco-
nomic status (Van de Vijver et al., 2013).

Informal caregiving has been the bedrock of the provision of care to individu-
als with illness and disability in Africa. Informal caregivers are generally women 
(Akosile et al., 2009; Badaru et al., 2017; Imarhiagbe et al., 2017; Kangethe, 2010; 
Lyons et al., 2015; Versey, 2017). The preponderance of women, particularly elderly 
women, in many developing countries, as informal caregivers is informed by factors 
such as patriarchal cultures that lead to uneven gender power dynamics (Kangethe, 
2010). Caregivers are often much younger than stroke survivors (Badaru et  al., 
2017). Older caregivers, however, have been found to report worse quality of life 
than younger caregivers (Badaru et al., 2017).

More than one-third of long-term stroke survivors are functionally dependent 
(Aziz et  al., 2016). Yet, the plight of informal caregivers for stroke survivors has 
received little research attention in Africa (Aziz et al., 2016; Badaru et al., 2017). 
Research on stroke has concentrated on acute care and early supported discharge, 
but paid little attention to longer-term community support for stroke survivors in 
Africa (Aziz et al., 2016). Further, informal caregiving environments in the develop-
ing world often face the challenge of poverty, which is stressful, taxing, and likely to 
result in burnout (Bessa et al., 2012; Cordes & Dougherty, 1993; Kangethe, 2010).

The complex and multilayered functions of caregiving, in addition to the sheer 
burden of caregiving, may negatively affect the quality of life among caregivers 
(Akosile et  al., 2011; Anderson et  al., 1995; Isaac et  al., 2011). Camak’s (2015) 
review of literature of stroke caregiving in the U.S., reported that the abrupt tim-
ing of a stroke and the necessary response can land an unprepared caregiver in this 
role. “The changes that occur due to a beloved family member experiencing a stroke 
event produce a crisis experience for the caregiver. These changes include role, eco-
nomic and social adjustments in addition to appropriately meeting the physical and 
medical needs of the stroke survivor” (Camak, 2015, p. 2379). The Stroke Asso-
ciation of the United Kingdom (2013) and Aziz et  al. (2016) reported important 
post-stroke care related difficulties. Sixty-four percent of caregivers were emotion-
ally drained, more than two-thirds reported being stressed, and about 80% reported 
frustration or anxiety. Three-quarters of informal caregivers of stroke survivors felt 
ill-prepared for their caregiving role, and two-thirds reported relational difficulties 
with the stroke survivor. Badaru et al.’s (2017) review of the literature on informal 
caregivers in Africa reported that most caregivers carried a severe burden and had 
a moderate quality of life. The duration and the burden of caregiving were found to 
affect caregiver quality of life. The caregiver’s age as well as the functional status 
of the stroke survivor were also determinants of caregiver quality of life. The func-
tional status of the stroke survivor as well as having an intimate relationship with 
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the stroke survivor affect the caregiving burden. Their review also raised questions 
about the lack of understanding around income, employment status, and financial 
stress for caregivers (Badaru et al., 2017).

The burden of informal caregiving with regard to stroke has led to a call for 
research into the circumstances under which informal caregiving is provided, and 
also, its effects on the caregivers (Aziz et al., 2016; Brereton et al., 2007; Gaugler, 
2010; Greenwood et al., 2011; Kangethe, 2010; McGurk & Kneebone, 2013; Olai, 
2010; Rombough et al., 2007; Salter et al., 2010; White et al., 2004). In particular, 
there is a need for understanding the experiences of African caregivers to survivors 
of stroke.

This article shares findings from a qualitative study researching the lived expe-
riences of caregivers to stroke survivors in Lomé, Togo. Using an intersectional 
framework, this qualitative study explored how social, structural, and relational 
forces impact caregiving and the quality of life of Togolese caregivers.

Intersectionality Framework

Crenshaw (1988, 1989, 1995) first developed the concept of intersectionality to 
explain how the discrimination experience of Black Americans was at the intersec-
tion of race, gender, and social status. Intersectionality has expanded as a research 
paradigm (Hancock, 2007; Hankivsky & Cormier, 2009; Simien, 2007) concerned 
with the simultaneous nature of multiple categories at multiple levels (Hankivsky 
et  al., 2010). According to Brah and Phoenix (2004) intersectionality governs the 
idea that “different dimensions of social life cannot be separated into discrete or pure 
strands” (p. 76). This means that all categories of social identity are equally impor-
tant and no one category is more relevant than another (Hankivsky et al., 2010). It 
is also important to note that the concept of intersectionality is not just adding cat-
egories to one another (gender, race, class, sexuality, etc.) (Brewer, 1993; Hankivsky 
et al., 2010; Zerai, 2000). Instead, it is concerned with understanding what is created 
and experienced at the intersection of two or more axes of oppression. This ensures 
recognition of the multidimensional and relational nature of social locations and 
places, lived experiences, social forces, and overlapping systems of discrimination 
and subordination at the center of the analysis (Hankivsky et al., 2010).

Though the intersectional model has gained traction, several studies reported 
that intersectionality scholarship in general, and specifically methods for develop-
ing research studies from an intersectionality perspective, remain at the margins of 
health research and policy (Hancock, 2007; Hankivsky et al., 2010; Morrow et al., 
2007; Weber, 2005). This article uses an intersectional paradigm to address the com-
plexity and diversity of the lives of caregivers studied in Lomé, Togo, “drawing on 
the analysis of categories” that our study participants reported as “relevant” to their 
caregiving experiences (Cronin & King, 2010, p. 884).
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Geographic Setting

Located in West Africa, Togo has an estimated population of 7.6 million people 
with an estimated poverty rate of 55% in 2015 (World Bank, 2018). The state 
budget allocated to the health sector has been dominated by the small proportion 
of government expenditure (approximately 5%), low disbursement, and under-
mobilization of internal resources as well as an acute shortage of health workers 
(World Health Organization [WHO], 2014). The density of nurses and midwives 
per 1000 population is 0.274 while that of physicians per 1000 population is 
0.053 (Global Health Observatory [GHO], 2016). Additionally, Togolese health 
practitioners experience severe emotional distress, which is compounded by their 
resource-limited settings where weak health systems undermine practitioners’ 
ability to provide quality care (Kpassagou & Soedje, 2017). Another challenge 
to the Togolese health sector is the limited number of health facilities throughout 
the country, especially in the rural areas (L’Institut National d’Assurance Maladie 
[INAM] 2016). Stroke care and rehabilitation services are, generally, nonexistent 
in low-income countries such as Togo (Pandian et al., 2016).

A study by Assogba (2015), revealed that out of 43,558 Togolese patients 
sampled in both public and private hospitals, 986 of them were stroke patients. 
They also reported that over 89% of these 986 stroke patients (89.2%) were 
found in public health facilities with the remaining in private health facilities. 
The incidence rate of stroke in Togo is approximately 79.6 per 100,000 inhabit-
ants per year. However, this low figure may be due to the bias in the recruitment 
of patients and the smaller size of the country’s population. Other studies have 
higher incidence rates, ranging from 170 to 360 per 100,000 inhabitants between 
ages 55 and 64 years, and from 490 to 890 per 100,000 inhabitants between ages 
65 and 74 years (Pickle et al., 1997; Sacco et al., 1998).

Methodology

Data Collection and Sample

The first author, along with an experienced and trained research assistant, con-
ducted in-depth qualitative interviews with 20 caregivers to family members 
with stroke diagnoses in Lomé, the capital of Togo, from October to Decem-
ber, 2012. To be included, the participant had to be the primary care provider 
for the person with a stroke. Snowball sampling was used to recruit participants. 
To ascertain the experiences of caregiving to a person with stroke diagnosis, a 
series of open-ended questions asked the caregivers to elaborate on topics such 
as: why they were the ones providing caregiving, their daily caregiving activi-
ties and challenges, how they overcame these challenges, and what, if anything, 
they had acquired as caregivers. They were also asked about how their loved-ones 
became a victim of stroke and factors that they believed caused the stroke. These 
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open-ended questions were created based on the literature on caregiving to people 
with stroke as well as some of the findings from the first author’s past caregiving 
research (Bessa et al., 2012).

In-depth interview questions were chosen because of their ability to produce 
“thick” descriptions by which an observer is able to interpret the “conceptual struc-
tures” of the motivations and influences’ underlying behavior (Geertz, 1973). Inter-
views lasted for an average of 75 min and were done in either Ewe or French by the 
first author with the assistance of a trained Togolese research assistant. Interviews 
were separately transcribed in French by the research assistant and the first author. 
They were back-translated into English, and were analyzed for recurrent themes by 
the two first authors. Recurrent themes, phrases, and explanations were classified 
and frequency of occurrence tabulated. Interviews were coded for ease of textual 
content analysis. To protect confidentiality of participants, pseudonyms were used 
throughout this paper. This study was approved by the Internal Review Board of the 
first author’s institution.

Data Analysis

The first two authors, each separately coded the data and created the recurring 
categories and themes. They then discussed the categories and themes together 
and came to a consensus on the interpretation of the data. The small size of 
the sample allowed for each of the coders to independently code 100% of the 
data. Also, quality assurance in the form of inter-coder reliability was achieved 
through meetings in which consensus was achieved. An intersectional frame-
work was used to understand how multiple dimensions of inequality interlock 
to impact the lives of caregivers. The authors drew on the analysis of categories 
that participants made relevant through their interviews (Cronin & King, 2010; 
Taylor, 2009).

Analysis followed an inductive content strategy whereby emic analytical pat-
terns that emerged from the data were analyzed instead of predetermined analyti-
cal approaches (Patton, 1990). The data were read several times and initial codes 
were generated by identifying categories and themes within participant transcripts 
by each the first and second authors. Then they created relationships within the 
categories and themes (Charmaz, 2006), based on the analysis of what study par-
ticipants reported as relevant to their caregiving experiences. As recommended by 
Miles and Huberman (1994), relationships between themes as well as trends that 
emerged across the sample were examined. Patterns were organized into thematic 
typologies that reflect the emic understandings of the constitutive structures that 
are important to the lived experiences of the caregivers. The lived experiences of 
participants, including caregiving contexts, challenges, and forces that shaped the 
caregivers’ ability to provide daily caregiving activities are presented in the follow-
ing section.
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Findings

Demographic findings from the study indicate that the caregivers were mostly 
women. The mean age of the caregivers was almost 46 years (45.80). On average, 
they had been providing care for about 5 years (4.61). They had a mean of about 
5 years of education (5.40). Most of the caregivers were providing care to their 
husbands (40%), followed by their parents (35%). Almost all the caregivers were 
Christian (19); one was a Muslim. The stroke survivors were mostly male (55%). 
The average age of the stroke survivor was about 64  years. The mean monthly 
expenses was about 30,000 FCFA which was equivalent to US $60 (see Table 1).

Findings from the lived experiences of caregivers were generated and organ-
ized into four categories: gender roles and expectations; socioeconomic sta-
tus; sociopolitical status of country and healthcare; and religious beliefs and 
resilience.

Table 1   Characteristics of 
caregivers and persons with 
stroke

Caregivers

N % Mean Range

Age 20 45.8 26—73
Number of years of education 20 5.4 0—17
Number of years of care provision 20 4.61 0.25–10
Sex
Male 2 0.1
Female 18 0.9
Religion
Christianity 19 0.95
Muslim 1 0.05
Relationship to person with stroke
Husband 8 0.4
Wife 1 0.05
Mother 6 0.3
Father 2 0.1
Brother 1 0.05
Sister 1 0.05
Daughter 1 0.05
Person with stroke
Age 20 64.15 46—85
Expenses (monthly) 20 $12 $5–$24
Sex
Male 11
Female 9
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Gender Roles and Expectations

Gender roles in Togo are generally based on traditional gender division of labor 
whereby men are expected to perform the instrumental roles and women, the 
expressive roles. Participants were mostly women (18 women, 2 men) as caregiv-
ing falls in the domain of women’s roles. It is important to note that one of the 
men caregivers reported having a hired worker to provide care with daily activi-
ties to his wife who was a stroke survivor. He only managed these activities by 
making sure that the helper met his wife’s needs and demands. Also, as indicated 
by participants’ accounts, their status as poor and women heightened the caregiv-
ing challenges. While female caregivers were expected to do household chores, 
some of the husband stroke survivors expected their wives to also promptly 
attend to their needs. When the women failed to meet these demands, the hus-
bands became belligerent as articulated in the following paragraphs.

Akofa, a 45-year-old married woman who was providing care to her husband 
for a little over a year, provided the following comment when asked about her 
challenges that she encountered as a caregiver:

“… sometimes, I get so upset, but what can I do? I just tell myself that it is 
God’s will for me to be in such a situation. I get upset because sometimes, 
he (husband) will be scolding me for not helping or attending to his needs 
on time, especially, when he wants me to get him something but I am in 
the middle of something else, and cannot get to him right away. This truly 
upsets me a lot. I tell myself that if he was in a good health condition, he 
would be going by his daily activities and I will be doing mine without inter-
ruption. Sometimes, even when I am cooking, he would want me to come 
and get whatever he needs right away. He is not cognizant of the fact that 
the food will be burned if I do not pay attention to it. But ironically, he is 
the one who gets mad if the food is burned. He will not eat it.

Almost all of the participants (16 out of 20) mentioned this type of conflict as 
one of the challenges that they had to manage on a daily basis. Only two of the 
wives were able to hire inexpensive young maids (paid 5,000 FCFA about US$10 
per month) who assisted them and helped manage some of the conflict. However, 
there were some other duties that could not be substituted, as shared by Sophia. 
Sophia, a 66-year-old caregiver whose husband accused her of making him sick 
in order to remarry another man, explained: “My husband has become very bit-
ter toward me because I refuse to sleep with him (have sexual relation). He gets 
sicker each time we sleep together. So, I stop having sexual relationship with him. 
… He has become so mean toward me. But before he got sick, we were very, very 
close. People even thought we were siblings. He was very loving before he got 
the stroke. But now, he is really mean. We used to go out together, eat together. 
We did almost everything together. But now, not anymore”.

The male caregiver who hired a maid for his wife also shared some thoughts 
about his caregiving challenges. He stated: “I hired a young girl who helped me 
to meet my wife’s needs. She helps with daily activities such as cooking, bathing, 
feeding, etc. But I gave my wife all her medications. However, whenever she is 
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upset with me (this happens at times), I just tell myself that it is difficult to please 
women”.

Socioeconomic Status

Another factor that adds to the intersecting identities of the study participants is 
their socioeconomic status. The Republic of Togo has a high poverty rate. Over half 
of the population lived below the poverty line in 2015 (55%) (World Bank, 2018). 
All of the study participants had difficulty making ends meet and providing adequate 
care for their loved ones. They all mentioned that they needed help buying medi-
cines for the stroke victims. Also, having enough food was a significant challenge 
for most. The following accounts described some of participants’ challenges due 
to their disadvantaged socioeconomic status. Esse, a 45 years old married woman 
described their problem as follows:

“... We try hard to get something (food and medications) as we do not have 
money. We spend about 1,000 FCFA to 1,500 FCFA (about $2 to $3) daily on 
food … When we were released from the hospital after spending a month there, 
we spent almost everything that we had. We even had to have the medicine 
changed because we could no longer afford it. But now, as we no longer have 
enough money, he (husband) will eat whenever we have something. Otherwise, 
he understands that our funds have been depleted. Our major problem is finan-
cial. Sometimes we do not have money for his medications. He also needs a 
massage therapy but we cannot afford it.”

Some of the respondents compared stroke to ‘a disease of the rich’ because of its 
chronic and resource-driven nature. Dabea, simply stated: “This should be a disease 
for the rich, not for us poor people. We have used up all of our resources. Some-
times, it is difficult to find food to eat. So, you can imagine that getting him medi-
cine daily is not easy at all.”

The lack of resources also prevented the caregivers to provide complementary 
and alternative medicine believed to help people with stroke such as massages and 
kinesiotherapy. The following statement ran throughout almost all the interviews (17 
out of 20): “We lack money to hire a kinesiotherapist” or “we need money for a mas-
sage therapist.” It is important also to note that family (especially adult children), 
friends and people in the community contributed most for money and foods to help 
the caregivers and their loved ones with stroke as these people no longer had mean-
ingful ways to gain income.

Sociopolitical Status of Country and Healthcare

While Togo appeared to be politically stable in 2012, when data were collected, a lot 
of Togolese were frustrated with the political conditions and how public resources 
were being used. Public health facilities and centers were not properly equipped and 
staffed. Healthcare providers, especially those who were working in the public sec-
tor were also exasperated with the government non-engagement and financing of 
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healthcare. Most of the healthcare providers, thus, were aloof toward patients. Lilivi, 
for instead, did not mince her words when she described her experiences with the 
health system in Togo: “We are in a country where nothing is working for ordinary 
people, unless you are members of RPT (the ruling party). We need health clinics 
and hospitals where our loved ones who are sick can be promptly cared for. We are 
pleading with our political officials, we are begging them to help us.” Another car-
egiver, Akoss, expressed her frustration as follows: “we need healthcare providers 
who will provide proper care, show interest in patients, and treat them promptly”.

Other study participants did not accuse the government but shared their beliefs of 
a better situation if they had been living in other countries, mainly developed coun-
tries. Fafato, a 48-year old caregiver with 5 children who was proving care to her 
husband for almost 4 years shared: “Right now, in Togo that we are living in, money 
is a big issue. It is hard to come by. If you do not have money and you are sick, you 
can die from the sickness, even if it is not a deadly sickness. In the West, things are 
much better. People with stroke and caregivers are helped in different ways.” This 
caregiver also shared that she got very exhausted at times and felt as if she was hav-
ing a stroke too. She would then take some of her husband’s medicine. This made 
her feel better. That was how she was able to continue providing care to her husband 
all of these years.

Religious Beliefs and Resilience

Studies have reported that informal caregivers rely on religion or spirituality to cope 
in times of difficulty (Pearce, 2005; Pearce et al., 2016). This study’s respondents 
also reported that their religion and faith informed their caregiving challenges and 
aided them in difficult times. Tasivi, a 40 year old respondent who had been provid-
ing care to her husband aged 49, for four years expressed how she had been able to 
overcome her difficult moments as follows:

Through God’s grace, all will be well. I felt a lot of pain about our situation. 
When you see me right at the time when my husband fell ill, you would not 
want to look at me again. I lost a lot of weight and was not myself. It is through 
God’s grace that I am alive and looking good today. The Bible says that when 
bad events happen, we must accept them. When good things happen, we must 
accept them as well. This is my cross. Only Yahweh can help me carry it. This 
is the only way I find grace and I am now what you see. It is only through 
prayer that I found grace to carry on with caregiving duties … When I cannot 
support it anymore, I just cry and cry. My husband is no longer who he was. 
He is deformed. At the beginning, his face was deformed too. ... I am just a 
body with flesh and blood. I don’t have any power. Without the Holy Spirit, I 
can do nothing.

One of the only two male caregivers, who was caring for his wife also shared how 
he has been able to continue in his caregiving activities. He stated:

Being a Jehovah Witness, we know the origins of problems in this world, we 
understand why there is sickness. We know that we are living in a difficult 
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world and that we have to patiently bear all these challenges, knowing that one 
day, the Kingdom of God will reach us. It will come down to earth and all the 
world’s problems will be solved. Being sick is part of the world in which we 
live. So, when a person is ill, this person must be helped. So, I don’t see it as a 
burden. I am her spouse. I have to provide support for her because she is my 
wife.”

Fafato, the 48-year-old caregiver with 5 children whose husband had a stroke 
almost 4 years prior to the study expanded on how her religious belief had aided her 
to accomplish her caregiving demands as she had once sworn not to ever take care 
of any ailing person because of her prior experience of providing care to her aunt. 
She explained:

… I know the burden of providing care to a sick person. I provided care to my 
aunt and swore to God that I would never care for another sick human being, 
even if this person is my mother. My siblings will care for her if need be. … 
But God has challenged me and now my husband had stroke. There is no one 
to care for him. Who I am going to abandon him to? … To be able to carry on, 
every morning, I go to church and pray for strength. I give my burden to the 
Lord. This is a too heavy burden. I cannot carry it on my own. I have no one to 
carry it with me but the Lord. This is why I go to church every day.

Two of the caregivers also mentioned that their husbands’ families did not appre-
ciate the care that they were providing and had to pray a lot in order not to strike out 
against these family members. Rachelle simply stated: “I always tell myself, God 
will reward my efforts even though my husband’s family members always complain 
that I am not properly caring for their son.”

Discussion

By looking into the self-reported burden issues through an intersectional framework 
that included the social, structural, and relational forces as they impact the caregiv-
ing, the findings from this study offer a clearer picture of how the caregiving affects 
the informal caregiver’s quality of life and ways caregivers are able to mitigate the 
challenges.

The findings demonstrate how caregiving intersects with gender roles and expec-
tations; socioeconomic status; sociopolitical status of country and healthcare; 
and religious beliefs and resilience. Furthermore, these factors create marginaliz-
ing effects on caregivers as reported in Greenwood et al. (2018). In fact, this study 
showed how social structures in Togo not only create certain social categories and 
experiences for the caregivers in this study, but also create different forms of oppres-
sion that are unique to the study participants (Weldon, 2008). For instance, as shown 
by some of the caregivers’ accounts, because of their status as poor and female, 
these caregivers endured oppression from their husbands with stroke when they did 
not meet expectations. At the same time, they were unable to hire employed assis-
tants to aid them in their caregiving activities.
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Because 18 of the 20 caregivers interviewed were female, the category of gen-
der roles and expectations was a focal point of the study and outcomes revealed 
that female caregivers were indeed expected to layer post-stroke caregiving of 
their loved one on top of the traditional gender roles they were already carry-
ing. As noted in their shared dialogues regarding this concept, the caregiving role 
further burdened the women due to the conflict and intersectionality of the roles 
they were expected to play. These burdens were regardless of the bitterness and 
negativity shown by some of the male patients the women were caring for. Deal-
ing with being poor or in poverty was described by the participants as having a 
major effect on those trying to afford the healthcare received for the stroke sur-
vivor immediately, as well as the post-stroke medical needs on a long-term basis. 
The burden of caregiving was further exacerbated by the lack of funds to provide 
these high cost medical needs on top of basic essentials such as food. These find-
ings support Badaru et al.’s (2017) suggestion that financial stress can be a factor 
for caregivers; in this study that financial stress is compounded by the intersec-
tion of gender roles.

The age of the caregivers in this study is an important consideration. Caregivers 
were significantly younger (mean age of 46) than the stroke patients (mean age of 
64). The findings of this study’s relatively young sample highlight the multiple lay-
ers of the younger caregiver role. Younger caregivers are in the child bearing and 
child rearing age. Likewise, they are also in the age range of life’s most economi-
cally productive years. The challenges of caregiving, child bearing, child rearing, 
and economically providing all coalesce for caregivers in this younger age range. It 
is also important to contextualize these struggles within other studies that suggest 
that older caregivers reported worse quality of life than younger caregivers in Africa 
(Badaru et al., 2017). It is possible that the struggles highlighted in this study could 
be even more severe among older caregivers.

Simultaneous frustrations regarding the quality of healthcare facilities and pro-
fessionalism of the healthcare providers were also found to be intertwined within 
the dialogues from the informal caregivers interviewed. This lack of quality care 
combined with wait times, poor facilities, and unprofessional providers was shown 
to be another significant emic analytical pattern that was part of the intersectionality 
results. It was also noted that the overall political control of allocating less than opti-
mal resources towards public healthcare for those citizens who were not a member 
of the ruling party or who were impoverished further compounded the plight of car-
egivers seeking sufficient medical care and support for their loved ones.

The findings from this study support previous studies which have found religion 
and spirituality to have strong, protective impact on people in times of adversity 
(Reed, 1987) and give a sense of hope and resilience (Faigin & Pargament, 2010; 
Koenig, 2002). Similarly, the findings from this study indicate that the most positive 
layer of the lived experiences was noted to be about the informal caregivers’ resil-
ience and religious beliefs. An expression of faith in God and in the power of prayer 
was communicated by some of the caregivers and their belief in God was what car-
ried them through these difficult long-term caregiving times. Others noted that their 
religion helped them realize that sickness is part of life in this world and their job 
was to support their loved one through the illness.
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Conclusion

This study expands the literature for understanding the outcomes for caregivers of stroke 
patients by examining the long-term support of informal caregiving for post-stroke 
patients. The findings from this study suggest that stroke causes not only the patient to 
have a change in quality of life, but in many cases, the informal caregiver results in a 
change in quality of life as well. Because informal caregiving is a multilayered func-
tion, it can cause the caregiver to have to maneuver through layers of roles needing to 
be carried out while simultaneously experiencing overlapping emotional feelings. These 
different dimensions of roles and feelings cannot be separated from one another and are 
equally important in the caregiving process. Additionally, financial, social and political 
pressures further exacerbate informal caregiving and can decrease the caregiver’s quality 
of life. Understanding these challenges through an intersectional framework offer a lens 
for approaching socio-economic, emotional, and health system supports for caregivers.

There is a need for building on this research with further study, including research areas 
looking at longitudinal data from caregivers to stroke patients, as well as studies with 
larger and more diverse samples in regard to age. Additionally, studies examining health 
care provider policies for stroke patients and their caregivers are also recommended.
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