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Summary

Introduction. Stroke significantly affects the lives of survivors, requiring adaptation to lost
capabilities while impacting physical, mental, and emotional well-being. Stroke is a leading cause
of acquired disability in adults and a significant contributor to mortality, particularly among older
individuals and in low-income countries. A stroke is described as a neurological deficit caused by
acute damage to the central nervous system.

Aim. The study’s main aim was to explore the use of coordinated stroke rehabilitation before, during,
and after hospital discharge. It examined components of coordinated rehabilitation, focusing on the
needs of the client’s family. This study was conducted as part of the GAJU 066/2022/S project and
approved by the ethics committee under 6/2022.

Materials and methods. This study used a qualitative research approach and semi-structured
interviews with family members caring for stroke patients. The data collected was then analyzed
using various coding strategies with the assistance of ATLAS.ti software. This rigorous methodology
ensured the reliability and validity of the study’s findings.

Results. The effects of strokes are profound, not only on patients but also on their families and
caregivers. Adapting to life after a stroke necessitates significant changes in family dynamics,
values, and norms. The importance of effective communication and support from healthcare staff
during patient hospitalization cannot be overstated. Respondents highlighted the role of quality
care and communication in ensuring a positive hospital stay. However, they also pointed out certain
deficiencies, such as delayed stroke diagnosis and inadequate information about post-discharge
care and rehabilitation. The study underscored the importance of at-home rehabilitation in familiar
environments for functional improvement.

Conclusions. Life after a stroke presents a substantial challenge for patients and their families, requiring
physical, psychosocial, and emotional adaptation. Coordinated rehabilitation facilitates post-stroke
adjustments for patients and families and increases overall quality of life. Improved coordination and
communication among healthcare providers, development of multidisciplinary rehabilitation teams,
and effective post-discharge monitoring and support systems are essential for comprehensive care
tailored to the needs of the patients and their families. Stroke patient family members advocate for
enhanced support and services for better rehabilitation and for coping with post-stroke challenges.
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INTRODUCTION well-being. A stroke is a neurological deficit caused by
acute damage to the central nervous system [1]. It is the
Stroke is a severe medical condition that can leading cause of acquired physical disability in adults

profoundly affect the physical, mental, and emotional and a significant cause of death, with a high incidence,
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especially in the elderly and in low-income countries [2].
Post-stroke prognoses are uncertain, with a high risk of
death within one year [3].

The incidence of stroke is increasing, placing
a significant economic burden on healthcare systems,
with a global cost estimated to be US$ 721 billion [4]. The
increase in the incidence and burden of stroke translated
into an increased need for effective rehabilitation and
the promotion of equal opportunities for people with
disabilities.

Stroke rehabilitation is multidisciplinary and involves
the coordinated collaboration of various professionals and
community resources [5; 6]. Treatment success depends
on effective communication and coordination among
rehabilitation team members [7].

AIM

This study investigated how coordinated care and
rehabilitation can be implemented before, during, and
after a stroke patient is discharged from the hospital. The
components of coordinated rehabilitation were explored,
i.e., the patient/client, their family, and treatment
specialists. This article focuses primarily on the needs of
the client’s family. This study was conducted as part of
the GAJU 066/2022/S project, approved by the ethics
committee under 6,/2022.

MATERIALS AND METHODS

Research Strategy. This study employed a qualitative
research approach, focusing on the experiences of family
members caring for patients after a cerebrovascular accident
(CVA)/stroke. The principal data-gathering method was
semi-structured interviews with family caregivers.

Participants. A total of 32 family members of stroke
patients were initially approached to participate in this
study; however, only 12 agreed to participate. All participants
were thoroughly briefed on the research objectives before
participating. To ensure the confidentiality and anonymity
of the respondents, all interviews were coded.

Data Collection. The semi-structured interviews
were designed to gather two types of information: (a)
details about the caregiver (e.g., their relationship to the
patient, their caregiving role), and (b) their experiences
and perceptions garnered from utilizing coordinated
rehabilitation services.

The interview framework used guided conversations
while allowing flexibility for participants to share their
experiences and perspectives freely.

Data Analysis. Data obtained from the interviews
were analyzed using ATLAS.ti software. This analysis
employed various coding strategies, including open, axial,
and selective coding, depending on the depth and richness
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of the data provided by the participants. This meticulous
process aimed to comprehensively explore the themes and
patterns emerging from the caregivers’ narratives.

Research Risks. Acknowledging the limits associated
with this qualitative research is essential. Given its
qualitative nature, the study does not allow for the
generalization of findings. Moreover, since the research
focuses on the caregiver experiences of family members,
combining results from multiple interviews introduces
a degree of subjectivity to data coding. To mitigate this
issue, the coding process was discussed with other experts
in the field to reduce the influence of individual biases.

RESULTS

The results of our study show that stroke has far-
reaching consequences not only for the person directly
affected but also for family members and caregivers.
Adaptation to life after a stroke requires considerable
family adaptability, often transforming family roles, values,
and typical daily patterns. Most participants in this study
emphasized the importance of effective communication
and support from healthcare professionals during
hospitalization, supporting other authors’ views [8, 9, 10].

The respondents identified several key factors
contributing to improving the hospital stay, such as
improved quality of care and increased communication
with hospital staff. However, respondents also pointed
to shortcomings linked to hospital care, such as delayed
stroke diagnosis and inadequate information regarding
follow-up care and rehabilitation [11; 10]. Home-based
rehabilitation was found to provide familiar surroundings
that encouraged rehabilitation activities related to practical
needs (daily hygiene) and improved functional abilities
(exercise, food preparation, home care) [6; 12].

Our findings also highlight the need for better access
to information and rehabilitation care coordination. Many
respondents described gaps in post-hospital discharge
rehabilitation care [13, 14, 15]. Additionally, contact and
support from GPs were reported as variable, with some
respondents noting difficulties with GP accessibility and
less-than-desirable quality of communication [10].

Home visits from specialists are essential for families
and are crucial in reducing rehabilitation care burdens on
families and caregivers and improving coping strategies for
new challenges [16; 12]. Home visits provide practical and
emotional support and help families and caregivers better
manage rehabilitation and health care for the affected
family member.

Stress, anxiety, and depression are significant factors
affecting the well-being of partners and caregivers of stroke
patients. Our study showed that caregivers needed better
support and more information to effectively manage
rehabilitation care for loved ones [17].
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Participants shared their experiences obtaining
needed information and stressed the need for better access
to quality care, improved coordination, and increased
access to expert information. These findings suggest
that strengthening communication between clinicians,
patients, and their families is critical to improving
outcomes in stroke care [18; 19].

Our study also revealed the extent of the disruption
to the lives of stroke survivors and their families. Further,
it showed the importance of comprehensive and
coordinated post-stroke care, including medical treatment,
rehabilitation, and long-term support strategies. We found
that effective communication and the availability of stroke
care information are essential to improving the quality of
life of stroke patients, their families, and caregivers.

DISCUSSION

Post-hospital discharge care for stroke survivors and
support for a quick return to everyday life is a multifaceted
challenge. Practical strategies for improving cooperation
and communication between rehabilitation professionals
and increasing access to coordinated rehabilitation services
for stroke patients are essential. Only this approach
ensures that all patients receive the high-quality and
comprehensive rehabilitation care crucial for a triumphant
return to everyday life.

In their research, Gongalves-Bradley et al. [20]
emphasized the importance of discharge planning and
the creation of personalized care plans that (1) take
into consideration the needs of the patient and their
families, (2) facilitate the transition from hospital to
home, followed by (3) coordinated rehabilitation, thus,
optimizing the care provided.

In our research, family caregivers identified good
communication during the stay on the hospital ward as
very important, in part because it showed concern for
the patient. Other vital items from the family caregiver’s
perspective included specialist interventions, treatment and
rehabilitation, family support, and prompt discharge home.

However, family caregivers also highlighted several
factors during the ward stay that affected them negatively.
Creasy et al. [21] pointed out that acute care facilities
should assess, prepare, educate, and provide support
for family caregivers prior to the inevitable discharge
of the patient; these obligations facilitate the transition
from acute care to home care. A smooth transition is
in the patient’s and family’s best interest. During our
research, it became apparent that, from the perspective
of the families, these transition-smoothing elements were
lacking. Elements such as information/education on how
to transition the patient to home care, easy access to health
care and treatment specialists, psychological, financial,
and emotional support, and preparation of the home
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environment so that it was conducive for rehabilitation
as well as daily patient care were all found to be lacking.

If we focus on discharge elements, we must consider
obstacles and auxiliary factors associated with the patient’s
stay on the ward. In answering this research question,
all participant responses were evaluated to understand
better the barriers to smooth discharge and effective
patient follow-up. Experts recommended supplementary
elements such as more options for accessing quality
inpatient and outpatient care, utilizing various long-term
rehabilitation options, and the use of compensatory aids.
Yan et al. [22] reported that rehabilitation care and therapy
are increasingly crucial for post-stroke patient care. This
statement is supported by experts who encourage early
rehabilitation as an essential factor for early discharge.
Research participants emphasized the importance of
interprofessional teams. MacKenzie et al. [23] noted that
interprofessional teams are recognized as the standard of
care for stroke survivors.

The most cited barriers to a smooth discharge
include environmental factors, time constraints,
staffing constraints (lack of staff, staff turnover), lack
of space and equipment, and organizational constraints
(i.e., lack of collaboration or complete absence of
interprofessional care teams). Hadely et al. [24] described
work environment factors as significant barriers to
implementing recommended practices for stroke clinical
practice. Specifically, work environment factors included
a lack of (1) time, (2) treatment resources, and (3)
standardized assessments [24]. Munce et al. [25] reported
that environmental factors (i.e., time and resources) were
rarely cited as facilitators for implementing recommended
treatments and interventions; team factors can be
used to overcome environmental factor deficits in the
absence of multiple organizational resources (i.e., time,
collaboration, and information transfer). Hadely et al.
[24] concluded that effective teamwork could significantly
improve the implementation of clinical recommendations
but also impact post-stroke functional gains [26] and
length of hospital stay [27].

Based on findings noting the need for improved
discharge monitoring, hospitals should develop
discharge monitoring programs. Based on barriers
identified by practitioners, family members, and
patients, consideration should be given to expanding
post-discharge transportation options and expanding
partnerships with skilled nursing facilities and
practitioners to aid with discharge coordination (e.g.,
providing aids, monitoring, and adherence to long-term
rehabilitation plans). Additionally, clinicians can take
steps to improve patient discharge and home monitoring
relative to identified and modifiable barriers.

As part of daily interprofessional collaboration,
a standardized approach to post-discharge referrals
and barrier monitoring would allow all stakeholders to
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explore and proactively address discharge barriers for each
patient. With the increased involvement of professional
teams, it becomes easier to determine which patients
are medically ready for discharge and assess their post-
discharge needs, thereby increasing patient autonomy.
Furthermore, interprofessional teams also provide support
for GPs, patients/clients, and their families in overcoming
transition to home care barriers, which would also support
quality improvement initiatives. Meo et al. [28] noted that
although barriers to discharge can often be identified on
admission, they are still challenging to overcome.

Ultimately, a seamless discharge to the home
environment requires significant policy and administrative
changes, e.g., the introduction of discharge guidelines,
structured long-term rehabilitation plans, and methods
for assessing rehabilitation plan adherence.

Another central concern faced by family caregivers
is the psychological complexity, emotional stress, and
physical difficulty associated with their new role. While
factors like family support, familiar home surroundings,
and hobbies can help significantly reduce the burden
on caregivers, they often still lack sufficient help and
awareness of post-discharge services and rehabilitation
programs available to stroke survivors and their families.
The lack of coordinated discharge leads to inadequate
support for patients and their caregivers and highlights the
need for more and better information on available services.
Communication with GPs after discharge was often found
to be insufficient, underscoring the need to strengthen this
aspect of post-discharge stroke care.

One challenge in coordinated rehabilitation is
ensuring that patients have adequate resources and
services after discharge from the hospital. The lack of
rehabilitation services, especially in-home services, and
the lack of rehabilitation care coordination are significant
barriers that must be overcome. Additionally, support for
patient families and family caregivers is essential since
the patient’s family is crucial for motivating the patient
to engage in rehabilitation activities. Educating families
and providing information on available support services
are indispensable for ensuring continuity of care and
a positive home environment.

Lack of information about care and support options
after hospital discharge can lead to isolation and frustration
for patients and their caregivers. Therefore, developing and
implementing information and education programs that
provide patients and families with essential information
and facilitate healthcare system navigation is crucial.

Interprofessional collaboration and coordination
between different healthcare providers must be
strengthened to ensure comprehensive and continuous
monitoring and care of patients after stroke. Improving
communication and cooperation within the health
system can contribute significantly to the efficiency of the
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rehabilitation process and ensure better patient outcomes.
Coordinated rehabilitation after a stroke is a multifaceted
process that not only involves physical recovery but also
deals with psychosocial and emotional challenges.

The importance of coordinated rehabilitation
is obvious. Nonetheless, full implementation still
poses challenges. Chief among them is the lack of
comprehensive rehabilitation services, particularly in the
home setting, followed by the lack of awareness among
patients and their caregivers of available resources and
programs. This situation highlights the urgent need to (1)
improve rehabilitation care systems, (2) provide more and
better information and support to patient families, and (3)
ensure continuity of care after discharge from the hospital.

CONCLUSIONS

From the stroke family’s perspective, life after
a stroke presents significant challenges that require not only
physical but also psychosocial and emotional adaptation.
Coordinated rehabilitation plays a crucial role in this
process, helping stroke survivors and their families cope
better with the consequences of the condition and facilitating
a rapid return to the highest possible quality of life.

Research has highlighted several key factors essential
for patients’ families after stroke. One of these is the
availability and coordination of rehabilitation services
necessary for effective recovery and reintegration of
patients into everyday life. Although family support and
a familiar home environment are valuable resources,
families often face a lack of awareness of rehabilitation
and support options after hospital discharge. This lack
of coordinated care leads to isolation and frustration for
patients and their caregivers.

Improving coordination and communication
between healthcare providers, developing multidisciplinary
rehabilitation teams, and establishing effective systems
to monitor and support patients after hospital discharge
are crucial to ensuring comprehensive care that meets
the needs of patients and their families. It is essential that
the healthcare community recognizes the importance
and needs of families caring for patients after stroke and
provides them with the necessary information and support.

From the family’s perspective, coordinated
rehabilitation is not only the basis for physical recovery
but also for emotional and social adaptation after a stroke.
The development and implementation of comprehensive
rehabilitation programs that are accessible, flexible,
and adaptable to the individual needs of patients and
their families are, therefore, essential to ensure optimal
treatment outcomes and maximally improved quality
of life after stroke. Families of stroke patients call for
more support and enhanced services to enable effective
rehabilitation and help them cope with the challenges of
life after stroke.

47



AOCAIAKEHH?I

Perspectives of further studies. Our research showed
the impact of stroke on both patients and their families.
It highlighted the importance of coordinated care and
rehabilitation throughout the treatment process — from
hospitalization to return home. Respondents identified
(1) effective communication and support from healthcare
professionals, (2) access to information, and (3) care
coordination as areas that need improvement. Home
visits by professionals proved to be a valuable resource
for families, helping to reduce their burden and
facilitate adaptation to the role of caregiver or a family
member of a stroke survivor. Our study opens the door
for further research and development of strategies to
improve the quality of life of people affected by stroke
and their families, especially in the context of better care
coordination and access to information and services.
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2 — PerioHanbHa nikapHs M. MpLwibpam, M. Mpuwibpam, Yecbka Pecny6nika

3 — Ynisepcurer Masna Moseda LLlapapuka, Meanunnii bakynbTer, IHCTUTYT rpOMAZCLKOr0 310POB’S Ta ririchu, M. Kowmue,
Cnosauka Pecrybrika

4 — JlikapHsi Yecbke byneiosiue 3, M. HYecbke byaenoiue, Yecbka Pecnybnika

Bcrymn. [HCyABT CYyTTEBO BIIAMBAE Ha XUTTsI AIOACH, SIKi JI0TO IepeXXMAHM, BUMaraloun ajanTallii A0 BTpadeHmnx
MOJKAVBOCTEN i BIIAMBaouM Ha ¢isudHe, IICUXidHe Ta eMOIliliHe 6AAronoAyYYs. IHCYyABT € OCHOBHOIO IPUYN-
HOIO HabyTOI iHBAAIAHOCTI Yy AOPOCAUX i 3HAUHUM (PaKTOPOM CMEPTHOCTI, OCODAMBO CepeA AIOAel IIOXMAOTO
BiKy Ta B KpalHax 3 HM3bKUM PiBHEM AOXOAY. [HCYABT OIVICY€THCS SIK HEBPOAOTTUHMIT A€ PillNT, CIPUIMHEHWI
TOCTPUM MOIIKOAKEHHSIM IIeHTPaAbHOI HEPBOBOI CUCTEMM.

MeTta. OcHOBHa MeTa AOCAIAXKEHHS [TOASITaAd Y BUBYEHH] 3aCTOCYBaHHS KOOPAVHOBAHOI peabiaiTariii mmicas in-
CYABTY AO, IIia Yac Ta IiCAS BUIIMCKY 3 AikapHi. byAo BUBYeHO KOMIIOHEHTV KOOPAMHOBAHOI peabiaiTamii 3 ax-
LIEHTOM Ha IoTpebax cim’l kaieHTa. Lle AocaiaXeHHs 6yA0 IIpoBeaeHO B pamkax npoexty GAJU 066/2022/S
i cXBaA€HO eTMYHUM KoMiTeToM 6/2022.

Martepiaau Ta MeTOAN. Y IIbOMY AOCAIAKEHHI BMKOPYICTOBYBABCS SIKICHUI AOCAIAHUITBKII ITAXiA Ta HAIliB-
CTPYKTypOBaHi iHTepB'I0 3 YAeHaMM CiMeli, sIKi AOTASIAQIOTH 3a IallieHTaMu 3 iHCyAbTOM. 3ibpaHi AaHi OyAu
IIpOaHaAi30BaHi 3 BUKOPUCTAHHSAM Pi3HMX CTpaTeriif KOAYBaHHS 3a AOIIOMOTOIO IIPOIPAMHOIO 3abe3eYeHHs
ATLAS ti. L1 cyBopa MeTOAOAOTIS 3abe3Ieurira HaAiHICTD i AOCTOBIPHICTD pe3yAbTaTiB AOCAIAXKEHHS.
PesyapTaTu. Hacaiaku iHCYyABTY € TAMOOKMMM He AMIIIE AASI IIAITi€HTIB, aAe 71 AASL IXHIX pOAMH Ta ocib, Axi 3a
HVMM AOTASIAQIOTH. AAAIITAITisl AO XKUTTSI ITiCASI iIHCyABTYy BMMara€ 3HaYHMX 3MiH Y CiMelHill AMHaMiIli, IiHHO-
cTsx 1 HopMax. BaxxamsicTs edexTrBHOI KOMyHIKAITiI Ta IATPUMKI 3 60KY MEAVIHOTO IIEPCOHAAY IIiA Yac Toc-
ImiTaAi3allii narieHTa Ba>XkKo IepeoliHnTy. IHTepB 101i0BaHi MIAKPECAVAN POAD SKICHOTO AOTASIAY Ta KOMYHiKa-
1iii y 3abe3edeHHi IO3UTUBHOIO IlepebyBaHH: B AikapHi. OAHaK BOHM TaKOX BKa3aAl Ha IT€BHI HEAOAIKN, Taxi
K 3alli3HiAa AlaTHOCTMKA iHCYABTY Ta HEAOCTATHS iH(OPMAIIis PO AOTASIA Ta PeabiAiTallilo MiCAS BUIMCKIA
AoCAiAXKeHHS MAKPECAMAO BaXKAUBICTh peabiAiTallii BAOMa Y 3BUYHOMY CEPeAOBUIII AAS PYHKIIIOHAABHOTO
MOKpaIleHH:I.

BucHoBKn. JKUTTSI IiCAST iHCYABTY € 3HAUHUM BUKAVKOM AAS ITAITi€HTIB Ta IXHIX POAMH, IO BUMarae ¢pisn4Ho1,
IICXOCOLIIaABHOI Ta eMOI1iifHOT apanTarii. CKOOpAMHOBaHa peabiAiTallis IOAErIIIye IOCTIHCYABTHY aAallTallilo
TaIli€HTiB Ta IXHiX POAVH i ITIABUIIY€ 3araAbHY SKicTb XuUTTs. [Toxpaniena KOOpAMHAaIIisl Ta KOMYHIKaITis MiX
MEAVYHVMMY IIPalliBHUKAMI, CTBOPEHHS MYABTMAVICIMIIAIHAPHIX peabiAiTalliiiHNX KOMaHA, a TAKOX e(eKTIB-
Hi CMCTeMV MOHITOPVMHIY Ta IIATPUMKM ITiICASI BUIIMCKA € BaXKAUBMMM AASI HAAQHHSI KOMIIA@KCHOI AOIIOMOTI'H,
AAAITOBAHOI AO ITOTped IAIi€HTIB Ta iXHiIX pOAMH. YAeHN ciMeli MAIi€HTIB, SIKi IIepeHecAM iHCyABT, BUCTYIIa-
IOTb 3a ITOCYAEHHSI IIATPYMKI Ta IIOCAYT AASL Kpalllol peabiAiTamii Ta IOAOAQHHSI IIOCTIHCY ABTHUX BUKAVIKIB.
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