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Purpose:  To  understand  the  challenges  in  delivering  comprehensive  care  for

patients recovering from stroke.

Methods:  A  qualitative  study  was  conducted  in  two  tertiary  hospitals  with

different socio-economic characteristics in Guangdong Province, Southern China.

Interviews  were  conducted  with  16  stroke  care  providers  including  doctors,

nurses,  rehabilitation  therapists  and  care  workers.  The  interviews  were

audiotaped,  transcribed  and  translated  from  Mandarin  Chinese  to  English.

Thematic analysis was used to draw out descriptive and analytical themes relating

to care providers’  experiences of existing routine stroke care services and the

perceptions of challenges in delivering comprehensive stroke care.

Results: The interviews with stroke care providers highlighted three key themes

that hinder the capacity of the two hospitals to deliver comprehensive stroke care.

First, expertise and knowledge regarding stroke and stroke care is lacking among

both providers and patients; second, stroke care systems are not fully integrated,

with  inadequate  coordination  of  the  stroke  team  and  inconsistency  in  care

following discharge  of  stroke  patients;  third,  stroke  patients  have insufficient

social support.

Conclusion: While comprehensive stroke care has become a priority in China,

our study highlights some important gaps in the current provision of stroke care.
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Introduction

As the world’s population ages, the absolute number of people with stroke around the

world has risen significantly between 1990 to 2013  [1]. This number is projected to

further  increase  by  20.5%  in  2030  [2],  with  stroke-related  burden  (quantified  by

disability-adjusted  life  years,  DALYs)  particularly  on  the  rise  in  low-  and  middle-

income countries (LMICs) [3]. In China, stroke was the leading cause of death in 2017

[4] and  the  largest  single  cause  of  disability  in  adulthood  [5],  posing  a  significant

burden on the state economy, society and the healthcare system [6]. The health systems

capacity  and readiness  to  deliver comprehensive stroke  care  services  in  China  thus

requires more attention.

Comprehensive health care for stroke survivors should involve the full range of

health services both during hospitalization and post-discharge [7,8], and the integration

of  various  disciplines  (doctors,  nurses,  therapists,  neuropsychologists,  dieticians  and

social  workers  [9]) in order to provide continuity of care  [10-12]. Multi-disciplinary

stroke units are regarded as an ideal way to  promote stroke recovery with confirmed

benefits  [13] and coordination of services among the various professionals within and

beyond the health sector is vital to ensure adequate post-stroke care and rehabilitation

[14]. However, in many health systems, coordination of services during hospitalization

is reported to be fragmented, and care following discharge is usually disconnected from

hospital  care  [15].  In  China,  the  National  Stroke  Prevention  Committee  has  been

exploring the construction of stroke units (SU) since 2012, and  China’s first SU was

officially launched in May 2015  [6]. At present, SUs in China are distributed in both

tertiary (high-level) and primary care hospitals [16]. Further, nursing professionals have

begun  to  carry  out  transitional  nursing  practice  for  stroke  survivors  following  their

discharge from hospital [17,18], which aims to provide patients with holistic care [19].



Stroke  diagnosis,  treatment  and  rehabilitation  are  in  the  process  of  being

gradually  standardized  in  China,  guided  and  regulated  by  the  Stroke  Prevention

Engineering  Committee  of  National  Health  Commission  [20].  Once an  acute  stroke

occurs,  either  the  patient  visits  a  hospital  or  calls  for  emergency  treatment,  the

standardized  procedures  for  diagnosis  and treatment  will  be  adopted  by the  nearest

hospital qualified for stroke treatment. When patients are clearly diagnosed with stroke,

they would be treated with thrombolysis or thrombectomy according to the guidelines

and then admitted to hospital for further treatment. Stroke rehabilitation pathways are

determined either by patients’ attending doctors who are in charge of their treatment or

through further rehabilitation therapists if patients were referred to them. More recently,

the Chinese Stroke Association (CSA) has published a series of guidelines including

one  on  stroke  rehabilitation  management  [21],  with  a  view  to  establishing  more

evidence-based early and long-term rehabilitation practices.

Despite these efforts, stroke is still not included in the standardized management

of  chronic  diseases  regulated  by  the  Chinese  National  Health  Commission,  which

includes,  for  example, hypertension  and  diabetes  [22].  Little  is  known  about  the

implementation  of  comprehensive  stroke  care  delivery  and  multidisciplinary

cooperation in Chinese hospital  settings.  Between 2016 and 2018, together with UK

collaborative  partners,  we  conducted  a  multi-disciplinary  project  in  Guangdong

Province to explore the current scope of care for older stroke patients in China as well

as the options for integration of health and social care systems for their rehabilitation

following a stroke event.  We examined the existing services, interviewed health and

social care providers, as well as older adults who had suffered from or were currently

affected  by  a  chronic  illness.  Additionally,  we conducted  a  hospital-based  study  to

examine stroke care trajectories. Within this study, we elicited patients and providers’



perceptions and experiences of stroke care delivery from hospital  admission to post-

discharge. This paper draws on the interviews conducted with stroke care providers to

explore the following questions: 1) what is the scope of existing care services for post-

stroke patients? and 2) what are the challenges in delivering comprehensive care for

stroke patients?

Methodology

Study design and setting

We conducted a cross-sectional qualitative study in two tertiary hospitals, located in two

cities of Guangdong Province, to explore stroke care providers’ views and experiences

of delivering stroke care. The two cities have different socio-economic characteristics.

Hospital  1 (hereafter  referred to as H1) is located in Guangzhou, the largest city in

South  China  and  well-resourced  with  medical  facilities  as  well  as  health  care

professionals [23]. Hospital 2 (hereafter referred to as H2) is located in Qingyuan city

which  is  less  well  economically  developed  with  fewer  healthcare  facilities  and

professionals compared with Guangzhou [24].

H1 and H2 have a lot in common with Chinese tertiary hospitals  (see Table 1:

Profile  of  the  two  hospitals  at  the  time  of  investigation).  Both  hospitals  have  a

neurology department; both contain 3 different wards, including a distinct stroke ward.

Both hospitals  have additional rehabilitation departments that aim to integrate stroke

treatment and rehabilitation with designated rehabilitation doctors mainly responsible

for stroke patients. Decision-making procedures regarding treatment are similar in both

hospitals; all doctors strictly follow their hospitals’ standardised guidelines in the acute

phase of treatment; in the recovery period, patients may also be provided with treatment

combining traditional Chinese medicine and Western medicine.



It is noteworthy that stroke units and stroke-specific teams are nominally present

in both hospitals, and that stroke team members do not all belong to the same ward or

department. Further,  in both hospitals, the stroke team members seldom participate in

ward rounds together, and they mainly cooperate with each other through consultation.

In other words,  except ward-based doctors and nurses, other  stroke-related specialists

including speech-, dysphagia-, rehabilitation therapists  and others only appear in the

stroke ward when there is a consultation call. Besides, if the patients have psychological

needs, they are referred to the psychological clinic for treatment on their own.

<Table 1: Profile of the two hospitals at the time of investigation> (newly added)

Study population and sampling

The stroke care providers referred to in this study are professional staff members who

deliver  direct  care to persons with stroke during hospitalization.  Purposive sampling

was  used  to  select  16  (8  per  hospital)  stroke  care  providers,  reflecting  different

professional roles and levels of authority, and including doctors, nurses, therapists and

care workers. The selection criteria for inclusion of providers were that they were first,

engaged in stroke treatment, rehabilitation, nursing or caregiving with qualifications and

practising  for  at  least  2  years;  and  second,  willing  to  share  their  perspectives  and

experiences. Potential participants were identified via the head nurse of the department,

who acted  as a  gatekeeper.  Those who responded positively were then contacted to

confirm their willingness to participate before each interview.

Data collection

We conducted  semi-structured,  face-to-face  interviews  in  this  study.  The qualitative

study protocol  and topic  guides  were  developed in  consultation  with  the UK-based



investigators  (BM, KK and GYZ). Data collection  was carried  out  by four  Chinese

researchers  (1  nursing  professor-LHW,  1  social  researcher-NG,  and  2  research

assistants-MJC and CCW) and consisted of four stages:  1) Developing the interview

guide (KK, BM, GYZ, LHW and CCW); 2) Organizing the qualitative research method

training workshop (LHW, NG, MJC and CCW); 3) Piloting interviews in H1, one of the

sample hospitals  (LHW, NG, MJC and CCW); and 4) Conducting and recording the

interviews  (LHW,  MJC and  CCW) using  a  refined  interview  guide  (See  Table  2).

Interviews were all conducted in Mandarin Chinese and varied considerably in length,

ranging between 23 to 73 minutes.  The topic guides covered the following areas of

inquiry: 1) providers’ experiences of delivering stroke care; 2) their views  on the key

care  needs at  different  stages  of  stroke;  and  3)  their  perceptions  of  difficulties  in

providing  comprehensive  stroke  care.  Interviews  were  conducted  in  a  step-by-step

manner, and all participants’ perceived challenges in delivering stroke care based on all

their previous experiences were the focus of this paper.

All interviews were arranged at venues that were convenient for the participants,

usually in  a  quiet  room at  their  place  of  work in  the two hospitals.  All  the  audio-

recorded interviews were transcribed verbatim in Mandarin  [25], and then thoroughly

checked for inconsistencies against the recordings by the lead author.

<Table 2: Semi-structured interview guide>

Ethical considerations

This study was approved by Queen Margaret University Research Ethics Committee,

and the ethics committee of the Qingyuan People’s Hospital. Informed written consent

was obtained before each interview.  The interviews were conducted  in  quiet  spaces

where  only  the  interviewer  and  the  participant  were  present,  in  order  to  avoid



interruptions  and  ensure  confidentiality  [26].  All  participants  were  informed  of  the

purpose of the study and were given a participant information sheet in conjunction with

the consent form. Consent forms specified how the data would be handled and stored,

and  how  confidentiality  and  anonymity  of  the  participant  would  be  guaranteed.

Participants were informed that they could withdraw from the study at any time, without

giving a reason. All the records as well as transcripts and analysis from the interviews

were saved in encrypted files with passwords only available to the research team.

Data analysis

Transcripts were fully anonymised with names and other identifying markers omitted

from all data. Thematic analysis was used to draw out descriptive and analytical themes

[27]. The analysis process was led by the first author with assistance of the China-based

research  team  (LHW,  MYW,  MJS,  MJC  and  CCW)  using  the  original  Chinese

transcripts and with guidance and inputs from the UK-based researchers (BM, KK and

GYZ).  We  followed  four  steps:  1)  Reading  and  re-reading  all  transcriptions  and

familiarizing  ourselves  with  the  data,  then  identifying  meaningful  statements  and

phrases that reflected a theme and marking these as meaning units (MYW, MJS, MJC

and CCW), which could serve as the basis of an initial coding system [28]. 2) Labelling

and coding of individual meaning units [25]. Four meetings were conducted, including

2 face-to-face discussions and 2 video meetings, to consider and agree on codes and a

unified coding system. Independent coding of the transcripts  was then conducted by

MYW, MJS, MJC and CCW. 3) Translating all coded materials into English (MJS and

CCW). After the Chinese and UK researchers had reviewed the coded text, another 3

online  discussions  involving the  whole  team  were held  to  further  elaborate  the key

themes. 4) Clarifying and defining final themes between the China-UK research team

including the interviewers was undertaken through group discussion [27].



Results

Participant profiles

All  16 stroke  care  providers  approached agreed  to participate  in  this  study  and

completed the interviews. Participants represented varied professional disciplines from

the two hospitals respectively, including neurological doctors, nurses and care workers

from  stroke  wards,  and  rehabilitation  doctors,  nurses  and  physiotherapists from

rehabilitation wards. The mean years of practice in providing stroke care services was

10.31 years; demographic data of the participants are presented in Table 3.

<Table 3: Demographic information of participants >

Perceived challenges in delivering comprehensive stroke care

There were three overarching themes that reflect the care providers’ perceptions of the

current management of stroke patients and challenges in delivering comprehensive care.

These  are:  1)  inadequate  stroke  knowledge;  2)  partially  integrated  care  systems; 3)

insufficient  social  support.  Specific  content  with  details  and corresponding meaning

units (MU) are shown in Table 4.

<Table 4: Summary of key themes, initial coding words and corresponding meaning 

units> (newly added)

1. Inadequate Stroke Knowledge

Stroke knowledge refers to both the care providers’ self-assessment of their capacities in

stroke care (expertise) as well as the providers’ perceptions of the patients’ knowledge

about stroke (literacy). In this study, providers’ lack of adequate expertise and patients’

limited stroke literacy were commonly perceived and reported.



1.1 Providers’ insufficient stroke expertise
When asked about health care professionals’ perceptions of comprehensive stroke care,

the majority of them emphasized that the early diagnosis by primary care physicians and

long-term rehabilitation after discharge are as important as the timely treatment in high-

level hospitals. However, primary medical care in China still needs to be developed, as

stated by our participant:

There are some grassroots doctors (primary care physicians or doctors in basic

medical units) who do not have scientific understanding of the disease. They invited

me to give lectures in their hospitals to help raise their stroke expertise. So, we are

all committed to doing this work and I believe we are all trying our best to make full

use  of  the  time  after  stroke  onset  in  order  to  provide  the  prompt  and  crucial

treatment. [MU-1. Neurological doctor, male, H2, ID10]

Our participants  are  all  from tertiary  hospitals,  the  highest-level  hospitals  in

China,  when  asked about  their  capacity  to manage stroke patients,  there were some

discrepancies in knowledge across the professions. Doctors were relatively confident in

their  treatment ability  since they all  strictly followed the standard clinical  pathways,

while  there  was  a  nurse  expressed  her  further  needs  to  improve  specific  stroke

knowledge and professional skills:

The current caring methods we used mostly either come from our predecessors

or textbooks, which are sometimes out of date, and we do not know much about the

latest development about stroke care. Nevertheless, our department will introduce

some  new  theories  or  nursing  interventions,  and  I  have  tried  to  search  some

literature to know more,  but sometimes I  just  cannot  fully  understand the latest

technology. [MU-2. Neurological nurse, female, H1, ID6]

Participants  from  both  hospitals  stated  that  it  was  important  to  pay  close

attention to patients’ feelings and mental health needs; however, therapists in this study



mainly  focused  on  physical  function  rehabilitation,  and  other  aspects  such  as

psychological health received little attention. According to the doctors and nurses in the

stroke  ward,  psychological  assessment  had  not  been  included  in  the  routine  stroke

treatment though some were trying to put more personal efforts on patients’ well-being.

When stroke patients  were found to have obvious psychological  abnormalities,  their

responsible  doctor  or  nurse  would  refer  them  to  the  psychotherapist  for  further

evaluation and treatment:

To be honest, we really care less about patients’ psychological problems than

physical problems. As for me, I always want to learn how to help patients who are

reluctant to accept illness (stroke) and help them quickly solve their psychological

problems, but I just have no idea where and how to learn on my own in my spare

time.  It  would  be  better  if  there  are  some  online  training  courses  related  to

psychological care. [MU-3. Neurological nurse, female, H2, ID13]

We may not  be able to accurately  assess  patients’  mental  state,  but  we pay

attention to their behavioural disorders during ward rounds. If necessary, we will

ask psychotherapist to evaluate our patients. But this is not our primary concern.

[MU-4. Neurological doctor, male, H1, ID1]

There  is  a  shortage  of  psychotherapists  in  our  department,  but  we

physiotherapists also know a little bit of psychological knowledge. So, in my case, if

patients have some psychological disorder, I will communicate with them first and

try  to  enlighten  them;  if  that  doesn’t  work,  I  will  then  transfer  them  to  the

psychotherapist. [MU-5. Rehabilitation therapist, male, H2, ID12]

1.2 Patients’ limited stroke literacy
Most of the care providers  repeatedly reported that patients lack awareness of stroke

onset, for example, patients’ delayed presentation at the hospital because they did not



know about stroke, thereby missing the optimal treatment time. Providers also reported

that many patients and their  relatives  had limited stroke prevention knowledge. It  is

worth noting that several doctors from both hospitals specifically pointed out that ‘many

Chinese elderly people are convinced of Traditional Chinese Medicine (TCM) and often

take Chinese medicine without any doctor’s advice, especially their extensive use of

Angong Niuhuang Pill (ANP)’, and also expressed their concerns about the side effects

of ANP , as the safety and effectiveness of ANP have not been verified in academia.

From my experience,  a great number of  the elderly already had symptoms of

hemiplegia, but they did not recognise these and did not tell their children, they just

chose to eat the Angong Niuhuang Pills by themselves then just stayed at home with

the belief that they could feel better as the time passed by. What a pity! [MU-6.

Neurological doctor, male, H2, ID10]

Patients’ lack of knowledge about stroke was perceived by some participants to

have an influence on their  expectations  of treatment.  A neurological  nurse from H2

(ID6) reported that some patients had insufficient knowledge of stroke treatment and

expected  to fully  recover.  Other  patients  were perceived to not fully  understand the

necessity of rehabilitation and were  deemed less likely to comply with rehabilitation

activities.

I notice that many patients do not know the importance of rehabilitation and

consider medications to be more important. From the conversations I had with the

patients I was responsible for before, I found that they always think that stroke as a

kind of disease should rely on medication, and there is no need to do rehabilitation

by themselves. It’s a bit sad to hear these words, but this kind of cognitive prejudice

is  very  common,  because  most  elderly  people  have  not  been  exposed  to

rehabilitation knowledge, and that’s why we need to continuously provide health



education to patients and their families. [MU-7. Neurological nurse, female, H1,

ID5]

2. Partially Integrated Care Systems

In  line  with  comprehensive  stroke  care,  a  holistic  care  system  centered  on  stroke

patients  should contain both hospital-based elements of care and as well as  follow-up

care after discharge. In this study, both inadequate coordination of the multidisciplinary

stroke team and inconsistency in care following discharge by stroke wards emerged as

perceived challenges in achieving the fully integrated hospital-based care system.

2.1 Inadequate coordination of multidisciplinary stroke team

Decision-making about treatment appeared to be predominantly influenced by doctors’

professional  opinions  according  to  established  routines.  When  asked  about  the

implementation of teamwork in stroke units or multidisciplinary cooperation, all health

professionals  responded  that  they  mainly use  the  consultation  system  to  achieve

cooperation among different disciplines.  Specifically, consultation systems of H1 and

H2  are  basically  the  same  as  Chinese  tertiary  hospitals,  including  emergency

consultation and ordinary consultation. When stroke patients need medical support from

other departments or disciplines, the responsible doctor will send them an application

for  consultation  through the medical  system,  then doctors  or therapists  who receive

those consultations will come to the stroke ward within the prescribed time, depending

on hospital requirements.

We usually ask the responsible department for consultation if  we have some

specialist problems. It is a common rule in our hospital that all consultations should

be done within 48 hours, and I think our department implements it quite well. To be

specific, after the consultation, the corresponding doctor will write down his own



opinions  and prescriptions.  If  we agree with that,  we will  follow.  However,  for

patients  with complex conditions, our director  will  organize doctors  and nurses

from different disciplines to conduct face-to-face discussions. [MU-8. Neurological

doctor, male, H2, ID10]

Nurses  from  both  hospitals  also  stated  that  there  were  separate  nursing

consultations between nurse professionals across different departments. However, when

asked about the actual attendance at multidisciplinary meetings or rounds, doctors and

therapists generally responded they would be asked to participate, ranging from once a

week or once a month; while the participation of nurses is relatively inadequate, and

usually only the nurse leaders could attend:

In  our  department,  we  attach  great  importance  to  the  communication  and

cooperation between our nurses and doctors as well  as therapists.  Besides,  two

nurse leaders in our ward and I (head nurse) will be required to participate the

rounds  with  our  director  and  all  doctors  regularly,  which  can  strengthen  our

understanding  of  some  specific  or  new  treatment  for  patients  under  different

conditions. [MU-9. Neurological nurse, female, H1, ID5]

We nurses are most familiar with our patients’ physical condition because we

spend  most  our  time  with  them,  and  usually  we  first  discover  the  changes  of

patients’ condition then report it to the responsible doctor. Our department (should)

also have multidisciplinary  cooperation,  we have the large-scale meetings  every

now and then attended by many people, mainly doctors and also our head nurse. I

have never been asked to attend, and our head nurse will tell us some key contents

after her participation. [MU-10. Neurological nurse, female, H2, ID13]

2.2 Inconsistent follow-up care after discharge



Follow-up care after discharge was emphasized in the study, however, there were no

standard  routines  to  support  patients’  post-discharge  care  in  all  of  the  participants’

reported experiences. Discharge notifications were commonly reported to be doctor-led

decisions, while afterward, the doctors’ responses to whether there was a post-discharge

plan were mostly negative in both hospitals:

When our patients are in stable condition, we will inform them to be discharged,

and at the same time, we will  make a discharge summary for each patient  as a

medical record. There is no requirement that we should provide patients with such a

discharge plan, and I usually give my patients some recovery suggestions. Because

different  hospitals  have  different  requirements.  No  matter  which  hospital  or

rehabilitation  center  our  patients  go  to  after  discharge,  the  doctors  there  will

certainly  re-evaluate  them and then make their  treatment  or  rehabilitation  plan

following their standards. [MU-11. Neurological doctor, male, H1, ID2]

Both  hospitals  have  regular  telephone  follow-up  after  discharge,  which  was

initially carried out by both responsible nurses and doctors within the wards. With the

development of the chronic disease management team of H1 and the establishment of a

dedicated follow-up department in H2, these two teams are responsible for the follow-

up of all discharged patients through each department/ward referring their patients who

need  long-term  follow-up  to  these  two  separate  teams  respectively.  Therefore,  the

follow-ups of both hospitals have gradually developed into a process jointly performed

by the stroke ward and the corresponding team, while the ward medical staff gradually

reduced their participation.

At first,  we have a strict  follow-up timeline  after  patients’  discharge by our

nurses who are responsible for them, at about a week, the third and sixth month.

While to date, we do not need to do so since the establishment of the ‘Follow-up



Department’ last year, and they will continue to follow up and record the patients

after our follow-up, but I don’t know how long their specific follow-up will take,

which  might  be  based  on  the  patients’  recovery.  [MU-12.  Neurological  nurse,

female, H2, ID14]

3. Insufficient Social Support

In  addition  to  hospital-based  stroke  care,  the  social  support  including  financial

protection,  family  care  and available  medical  resources  in  community  settings  were

perceived to vary greatly.

3.1 Incomplete coverage of medical reimbursement

In China, the proportion of patients’ medical expenses reimbursement is complex and

varies  depending  on  whether  the  patient’s  household  registration  is  rural  or  urban,

hospital  or  outpatient  costs,  medicine  or  surgical  expenses  as  well  as  the  types  of

disease they suffer and the types of health insurance they have. It is noteworthy in this

study that, the limited coverage of the current health insurance reimbursement scheme

for stroke  was  stated  as  a  key  barrier  to  receiving  good  quality  care.  Participants

expressed ambivalence about China’s health insurance system:

Most of our treatment costs cannot be reimbursed, which may limit patients’

recovery.  …  Our  rehabilitation  treatment  technology  is  in  line  with  foreign

countries, but the insurance system and policy do not match. Compared with other

countries, our policy is lagging behind, which is a big obstacle to the development

of our rehabilitation. Some patients are not in good financial positions and we will

encourage  them  to  go  to  community  hospitals  for  rehabilitation.  After  all,  the

proportion  of  reimbursements  for  there  will  be  much  higher  than  our  hospital

(tertiary hospital). [MU-13. Rehabilitation doctor, male, H1, ID3]



In addition, from the perspective of national macro-control, the government will

refer to the overall database of Chinese patients to control the average medical expenses

according to the different types and severity of the diseases, and then take measures to

control or limit the medical expenses of certain diseases based on this. Accordingly, the

health  insurance  system  could  affect  hospital  revenues  by  restricting  the  cost  of

hospitalization and the length of stay, thereby affecting the income of individuals. On

this  basis, rehabilitation  doctors  reiterated  the  political  pressures  caused by hospital

rules relating to the insurance policy:

Because national policy needs to control the proportion of patients’  medical

reimbursement, then at the hospital level,  the patient’s length of stay and cost of

hospitalization need to be controlled.  But in reality, it is often difficult to control

either the cost or the length. If the medical insurance reimbursement amount of our

department patients  exceeds, then the excess part will be paid by our department

thus  the  overall  performance  bonus  of  our  department  will  decrease.  [MU-14.

Rehabilitation doctor, male, H2, ID11]

3.2 Lack of family care and community support
The onset of stroke was seen to place a heavy burden of care on the families, as stated

generally among our participants.  The lack of family care and support emerged as a

recurrent theme:

Patients in intensive care units usually have serious condition. They might not

improve by being treated for only one or two months… these patients tend to have

obvious sequelae, often not able to take care of themselves anymore…they cannot

always live in the hospital, which will add the care burden to family members. But

most  family  members  complain  that  they  have  no  capacity  to  take  care  of  the



patient,  then  care  comprehensiveness  therefore  cannot  be  guaranteed.  [MU-15.

Neurological doctor, male, H1, ID1]

When  asked  about  perception  of  care  after  discharge  and  understanding  of

available  medical  resources  of  their  own  patients,  doctors  from  both  hospitals

highlighted the significance of  community health support and emphasized the  need to

develop primary care in the community:

At present, our country’s community-based care is still not well developed, and

even  not  existent  in  some  rural  areas.  Now  our  hospital  is  in  the  process  of

conducting and promoting home rehabilitation, and we are thinking about how to

carry  it  out.  After  all,  home-based rehabilitation  is  more  difficult  to  implement

despite its benefits. [MU-16. Rehabilitation doctor, male, H1, ID3]

It  is  impossible  for  all  patients  to  get  crowded  in  tertiary  hospitals  for

rehabilitation.  Therefore,  state  or  local  government  should  increase  the

construction and development of community hospitals or clinics, for example, there

should be some medical centers in each street. As far as I know, community care for

stroke is currently available and processing in many big cities, but it is still very

scarce and insufficient in small cities or rural areas. So, I think that primary health

care in the community still needs strong government support to develop better; after

all, the development of community-based care will greatly enhance the convenience

of treatment and rehabilitation of stroke patients, thereby improving comprehensive

stroke care. [MU-17. Neurological doctor, male, H2, ID9]

Discussion

The study identified three key themes arising from hospital providers’ perceptions of

the experiences and challenges of delivering comprehensive stroke care in these two

Chinese  hospitals,  namely,  knowledge  of  stroke,  limitations  to  the  integration  of



services and inadequate social support.

The number of stroke patients will continue to rise with an ageing population

[29], thus timely arrival to hospital and prompt treatment are crucial. However, delays

in accessing emergency services as reported in this study were seen to relate not only to

patients’  limited  stroke  knowledge  but  some  primary  care  providers’  insufficient

expertise, a finding consistent with previous studies conducted in China [30,31]. Older

people  in  China  who  have  had  a  stroke  generally  believe  in  Traditional  Chinese

Medicine (TCM), which has been proposed as a potential candidate for stroke treatment

[32].  However,  public  awareness  of  stroke symptoms remains  insufficient,  and it  is

worrying that some stroke patients excessively use TCM such as Angong Niuhuang

Pills (ANP) without a physician’ prescription. To date, the effectiveness and safety of

ANP has not been confirmed by clinical randomized controlled trials   [33], thus the

need for improving knowledge of stroke among older people and stroke patients should

be highlighted and prioritised.  Fortunately, stroke health education programs conducted

in hospitals are gradually increasing in China [34], and Chinese Stroke Association [35]

also plays a key role through its conferences and online platforms. In addition, as the

first point of contact for citizens, community physicians have the potential to act as key

knowledge  disseminators  [36].  It  is  expected  that  more  training  programs  will  be

available for the primary care physicians before they can carry out some high-quality

publicity  and  education  activities  in  the  community  setting,  thereby  helping  raise

population awareness of stroke symptoms and minimize the adverse consequences of

stroke.

Coordinated multidisciplinary treatment and rehabilitation are the gold standard

of quality stroke services, and should exist through the whole care process. In this study,



although all participants were selected from either the stroke ward or the rehabilitation

department which all belong to the stroke unit (SU) in the two hospitals, they seldom

mentioned  the SU or  multidisciplinary  cooperation.  Instead,  the  consultation  system

was reported to be the sole form of cooperation among various departments and played

an important role in the context of the Chinese medical environment. As evidenced from

previous research [37], in order to improve stroke care, the integration of organizational

resources should always be emphasised despite clinical-administrative processes. While

the  multidisciplinary  stroke  ward  rounds  were  infrequently  referred  to  in  our

participants’  reports (see Table 1),  it  is also noteworthy that nurses expect for chief

nurses  were  rarely  involved  in  multidisciplinary  rounds  or  meetings.  An  increasing

number  of  studies  suggest  that  nursing specialists  could provide quality  stroke  care

[38,39],  thus  it  is  necessary  to  maximize  the  coordination  role  of  nurses  in  the

multidisciplinary team, so as to provide better comprehensive care to stroke survivors.

The  development  of  medical  technology  has  reduced  stroke  mortality  rates,

resulting in stroke survivors living with disabilities in their advancing years. As a result,

post-hospital  long-term care is needed to optimize recovery,  minimize disability  and

maintain independence for as long as possible. Long-term care (LTC) has been defined

by  the  WHO  [40] as  the  system  of  activities  undertaken  by  professionals  and/or

informal caregivers to ensure that a person who is not fully capable of self-care can

maintain the highest possible quality of life.  This definition is similar to that of the

National  Institute  on  Aging  (NIA)  [41] who  state  that  LTC  involves  a  variety  of

services to help people live as independently and safely as possible. As recommended in

the  NIA  guide,  stroke  survivors’  long-term  care  should  combine  both  formal  care

delivered by the hospital professionals and informal care provided by their families or

relatives. 



However,  from the  interviews with hospital  care providers  in  this  study, the

formal part of LTC was mainly carried out separately by the responsible ward-based

doctors  and  nurses  and  with  both  groups  having  different  treatment  and  care  foci.

However,  even  this  kind  of  practice  was  only  evident  in  the  specialized  follow-up

facility, but even there, an integrated approach was not evident. As for the informal part

of LTC, home care has been proven to be associated with improved quality of life and

reduced  dependency among stroke  patients  in  China [42],  while  the  lack  of  family

support  was  highlighted  by  our  participants  as  something  that  was  evident  in  the

majority of cases, despite some patients having quality family care. Therefore, it is clear

that for the ambition of more integrated hospital and post-hospital (LTC) care services

be realised, there is a need to develop more standardized systems and processes that

would optimize the integration of care for patients with stroke.

A  comprehensive  and  integrated  stroke  service  needs  to  include  a  support

system to ensure patients continue to receive optimal care during the whole recovery

period. However, a key consideration here is the cost burden of stroke, since there is

increasing  evidence  of  families  of  stroke  patients  facing  considerable  economic

hardship after stroke [43,44]. In our study, financial constraints were reported to be the

barriers to implementing optimal stroke care, similar to some LMICs [45]. Fortunately,

China’s  medical  insurance  policy  continues  to  improve,  and almost  all  the  Chinese

population (95%) have varied health insurance since 2012  [46]. However, the cost of

stroke rehabilitation still cannot be fully reimbursed by the insurance system [16], so the

financial burden on stroke survivors and their families remains high. The influence of

the  current  medical  insurance  system  of  China  also  has  an  influence  on  clinical

decision-making  as  well  as  impacting  the  quality  of  care  that  patients  and families

receive.  This  situation  can  also  result  in  a  sense  of  powerlessness  and  a  lack  of



motivation to provide effective care. 

This study has several limitations. First, we only included two general hospitals

in  Guangdong  Province  thus  it may  lack  representativeness  of  site  selection  and

generalizability  of  our  findings.  Second,  we  did  not  include  all  stroke-related

professional disciplines when selecting stroke care providers, such as not incorporating

for example the role of psychological therapist, dietitian, and speech therapist. Although

the personnel selection was based on the actual situation of the hospitals, it still lacked

comprehensiveness. Another limitation is the lack of specific information about hospital

human  resources  and  departmental  performance,  because  it  was  challenging  to  get

access  to  these  dynamic  and  confidential  data.  Despite  these  limitations,  our  study

highlights  key  issues  for  consideration  in  the  development  of  comprehensive  and

integrated stroke services in China and learning from the findings of this research may

have more wide-ranging applicability.

Conclusion

This study provides a macroscopic perspective of health care providers’ experiences of

providing stroke care services in the context of Guangdong Province, Southern China.

Our interviews indicated that comprehensive stroke care in China is making progress,

but there are still gaps in service provision. Our findings expose some major challenges

perceived by the care providers, including a lack of professional expertise in stroke care,

patients’ limited stroke literacy and only partially integrated care systems. These issues

require a sustained government supported driver for integration in and between care

services,  as well as increased investment in community-based primary care systems.

However, there is also much work to be done within the hospital system itself to address

the insufficient stroke expertise and team coordination. In-house programs of training



and development are needed, drawing on best evidence in comprehensive stroke care

and practices. Only by improving the providers’ care skills and increasing cooperation

between different disciplines can they deliver  better  quality care.  Participants in this

research  also  highlight  key  issues  that  are  underpinned  by  the  national  model  of

financial support. Overall, our research highlights issues to be addressed in all parts of

the health and care system should the ambition of comprehensive stroke services be

realised.
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