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1 | INTRODUCTION
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Abstract

Aims: To explore the experiences and needs of patients on the endovascular therapy
pathway.

Design: A qualitative design using a phenomenological-hermeneutic approach.
Methods: Semi-structured interviews and participant observations were carried
out. Data were collected from April 2016-January 2017. Data were analysed using
Ricoeur's theory of interpretation, capturing meaning and ensuring comprehensive
understanding. The Consolidated Criteria for Reporting Qualitative Research check-
list was used as a guideline.

Results: The findings of this study show that the impact of stroke goes far beyond
physical disability. During the structural analysis, four themes were identified: (1)
Acute admission to a stroke unit - an overwhelming and blurred experience. (2) Being
helpless and next to yourself. (3) The important care when you worry about dying. (4)

Poststroke feelings of loneliness and uncertainty.
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treatment for major stroke is endovascular therapy (EVT). Its tim-
ing is critical (Goyal et al., 2016); ischaemic stroke is a serious di-

Ischaemic stroke is the third leading cause of death and the most
common cause of acquired disability among adults in the Western
world (WHO, 2009). In Denmark, there are about 12,500 stroke
incidents annually and up to 50,000 Danes live with stroke se-
quelae (Dansk Selskab for Apopleksi, 2012). Overall, stroke has
reached epidemic proportions: 15 million people worldwide suffer
a stroke each year, 5 million of whom are estimated to survive with

permanent disabilities (WHO, 2009). The most recently approved

agnosis and demands urgent action to reduce the extent of brain
damage. A stroke incident often occurs abruptly with no or few
warnings and unfamiliar symptoms like paralysis, aphasia or cog-
nitive impairment constitute a shocking experience for most indi-
viduals (Kirkevold, 2002). The intensity of acute hospital admission
and uncertainty about the meaning of symptoms, the stroke diag-
nosis and treatment outcomes may lead to situational stress and

emotional strain.
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2 | BACKGROUND

Shortly after a clot occludes a cerebral artery, brain tissue starts
dying. EVT is a mechanical removal of a clot in cerebral arteries, and
the goal of treatment is to restore blood flow as soon as possible
(Leary et al., 2003). Much research into stroke has been directed
at understanding the physiological mechanisms of stroke (Counsell
& Dennis, 2001; Liu et al., 2014; Pantoni, Fierini, & Poggesi, 2014),
and most qualitative studies of stroke have been conducted with
the aim of examining poststroke experiences. Differences and simi-
larities poststroke are related to self-perceived health, practical ac-
tivities, participation in society, changed lives, uncertainty and loss
(Burton, 2000; Dowswell et al., 2000; Taule & Raheim, 2014). These
studies contain few findings about the immediate experiences of
acute hospitalization, and no studies have yet investigated patients’
experiences of the EVT pathway. For similarities in acute hospital
settings, a Swedish study of patient experiences in emergency de-
partments documents a culture of fragmentation of care, with one
nurse assigned to triage, another to checking the patient's tempera-
ture and a third to perform blood tests and so on. They describe
situations where patients felt abandoned, exposed and vulnerable
and state that under such circumstances the concept of “care” is
only meaningful in practical terms (Nystrom, Dahlberg, & Carlsson,
2003). Other studies from similar emergency settings argue that in
the stressful and sometimes frightening situation of being admitted
to an emergency department, patients value empathy and respect
(Nyden, Petersson, & Nystrom, 2003). Acute admission to a stroke
unit involves similar fragmentation due to the urgent character of
the stroke incident; however, there are fundamental differences be-
tween the variety of conditions that cause acute admission to emer-
gency departments, the experiences of these patients and how the
acute stroke incident, including EVT treatment, affects the stroke
patient. About acute stroke admission, similarities in the findings
of these studies emphasize the absence of caring behaviour that is
needed by patients. We found no recent studies that focused on the
hospitalization period including acute stroke treatment. Moreover,
as all studies were conducted retrospectively, they may have missed
important perceptions of the immediate experiences of acute admit-
tance and the first days in hospital (Olofsson, Andersson, & Carlberg,
2005; Pound, Bury, Gompertz, & Ebrahim, 1995). As clinical profes-
sionals, we believe that we need a better understanding of what is
going on in patients' minds, especially under extreme circumstances,
to be able to accommodate their specific needs. In-depth research
describing the experiences of the EVT pathway from the patients’

perspective could inform the choice of care and support provided by

Direct
transfer to Recovery
Stroke onset MRI unit
Acute Angio suite Monitoring
admission and EVT and care at
to the stroke treatment stroke unit
unit

health professionals both in the immediate, acute phase and in the
longer term. The aim of this study was to explore the experiences

and needs of patients on the EVT pathway.

3 | THE STUDY

3.1 | Design

This study follows the newly published study on the experiences and
needs of relatives whose family members are on an EVT pathway
(Sorensen, Dreyer, Rasmussen, Simonsen, & Andersen, 2018); both
studies are based on a qualitative design with a phenomenological-
hermeneutic approach. Encouraging participants to talk about their
lives is a way of capturing life experience (Kvale & Brinkmann, 2008).
The essential meaning of a phenomenon can be expressed through
narratives and by the actions of the research object. Whereas phe-
nomenology focuses on how essential meanings arise through subjec-
tive experiences, hermeneutics highlights the necessary conditions
for text interpretation (Lindseth & Norberg, 2004). We generated
data through interviews, adopting a narrative approach. To enhance
our understanding of the complexity in the acute situation and to
strengthen the findings of the interviews, participant observations
were carried out (Spradley, 1980). Field notes were taken on aspects
like time, surroundings and statements to enable the researcher to
characterize a given situation. The data obtained were interpreted
using the French philosopher Paul Ricoeur's approach. According to
Ricoeur (1973), interpretation of a text means seeing something new
in what is taken for granted. In this process, the authors consider their
preunderstanding from being professionals within either the stroke
or the acute area. The first author is employed as a nurse in the stroke

unit that also entails the acute admittance of stroke patients.

3.2 | Participants and setting

This study is part of a larger single-centre randomized trial “Goliath”
(General or Local anaesthesia in Intra Arterial Therapy), which aimed
to determine whether the use of general anaesthesia or conscious se-
dation during EVT influences patient outcomes (Simonsen et al., 2016).
In this study, the EVT pathway reflects the time from stroke onset,
during acute hospital admission, diagnosing and treatment, transition
to the stroke unit and a follow-up period of 3 months. The patient
is admitted directly to the stroke unit, bypassing the emergency de-
partment and transferred directly from the ambulance stretcher onto
the magnetic resonance imaging (MRI) table. Then, a rapid examina-
tion including the National Institutes of Health Stroke Scale (NIHSS)

Follow-up
period of
three
months

FIGURE 1 Endovascular therapy
pathway
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is performed. After the emergency MRI, the medical treatment starts
immediately and the patient is wheeled to the angio suite as rapidly as
possible. After the procedure, the patient is transferred to the recov-
ery unit to be monitored until stable and then forwarded to the stroke
unit to further monitoring and care. The average time of stay in the
stroke unit is 48 hr where after the patient is transferred to rehabilita-
tion in the community or discharged (Figure 1). Eighteen patients ran-
domized in “Goliath” were asked to participate in the present study.
We used purposeful sampling for the identification and selection
of information-rich cases of the phenomenon of interest. Patients
were recruited from the Danish Stroke Centre at Aarhus University
Hospital. Inclusion criteria were as follows: (a) acute stroke and EVT
treatment, (b) ability to speak Danish and (c) signed informed consent.
Data were collected from April 2016-January 2017. To get different
perspectives according to the principle of divergence, the selection
was also influenced by considerations of gender, age, civil status, sta-
tus of symptoms and type of anaesthesia (Table 1). Participants were
recruited in the acute setting. The researcher was called by the nurse
in charge when a patient with expected large ischaemic stroke was on
his or her way to the hospital. Shortly after the patient's admission,
the observations began. During hospitalization within the first days,
the patients (in some cases accompanied by relatives) were further
invited to participate in an interview.

3.3 | Data collection

Observations were carried out in the acute setting with the first au-

thor as the passive participating observer, meaning that the observer

TABLE 1 Sociodemographic and clinical characteristics of the sample

Code Age Gender Marital status
01 55 M M
02 75 F %\
03 73 M M
04 85 M M
05 76 M M
06 57 M S
07 73 M S
08 67 F M
09 70 F M
10 72 F M
11 70 F M
12 76 M W
13 78 F w
14 83 M M
15 77 M M
16 72 F M
17 61 F S
18 66 F W
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was a part of a situation, simultaneously as a researcher being out-
side of it making observations (Spradley, 1980). At this stage, the first
author made an effort to hold the preunderstanding in abeyance,
focusing on the recognition of patterns to illuminate the essence of
the phenomenon. To minimize confusion about the presence of the
observer, she was dressed in civilian clothes and if any interaction in
the social situation was necessary, it would only be as a bystander or
a spectator. Field notes were described immediately. Once written
consent was obtained, the researcher followed the patient to the
intervention room where EVT treatment was performed, the recov-
ery unit and back to the neurological ward when the patient was
stable. Observations lasted up to 8 hr and provided a basis for the
interviews that followed (Spradley, 1980). Interviews took place in a
private room to ensure that interviewees could speak freely. The pa-
tients were interviewed again after 3 months to capture experiences
in the follow-up period and ensure identification of any experiences
and thoughts postadmission. Follow-up interviews were conducted
after the standard follow-up in the outpatient clinic, where all pa-
tients treated with EVT had a neurological consultation with a stroke
specialist. The interviews lasted 30-60 min, were tape-recorded and
transcribed verbatim. A pilot interview was conducted to validate

the interview questions.

3.4 | Data analysis

Ricoeur's interpretation theory includes three steps: naive
reading, structural analysis and critical analysis and discussion
(Lindseth & Norberg, 2004; Ricoeur, 1973). In the naive reading,

NIHSS Score at hospital Type of
Stroke site admittance anaesthesia
R 15 LA
L 12 GA
L 10 GA
R 17 GA
R 12 LA
L 21 GA
R 19 GA
L 17 LA
R 15 LA
L 12 GA
R 17 LA
L 18 LA
L 22 GA
R 18 LA
R 12 GA
L 22 GA
L 23 GA
L 10 GA

Abbreviations: GA, general anaesthesia; LA, local anaesthesia; M, married; S, single; W, widowed.
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the entire content of the interviews was read for an overall im-
pression about the EVT pathway. This stage yields a general sense
of the text and gives the reader an immediate understanding of
the meaning content. Then in the structural analysis, the inter-
pretation began and was carried out at four levels; what is said
(quotations), what is seen (field notes), what the text speaks about
(meaning) and the themes (interpretations) (Table 2). The observa-
tions were not analysed systematically but served as a basis for
the interpretation of the interviews because of a primary limita-
tion of interview data: that it concentrates on thoughts and expe-
riences at the expense of actions (Kvale & Brinkmann, 2008). The
meaning content of the structural analysis was compared with the
observations. In the critical analysis, the themes were discussed
and interpreted in light of the authors’ preunderstanding and the
literature to achieve a final comprehensive understanding. The di-
verse pieces of data in combination were used to find trustworthy
answers of the phenomenon and to produce a clear and complete
explanation.

3.5 | Rigour

To ensure rigour in the study and to strengthen credibility (Wu,
Thompson, Aroian, McQuaid, & Deatrick, 2016), prolonged engage-
ment with the participants was prioritized and the use of field notes
during the entire observational period enhanced memory of exact
episodes of importance for the conception of the whole (Spradley,
1980). To strengthen the trustworthiness of the data, interviews
were tape-recorded and transcribed by the interviewer without
subjective interpretation at this phase. Statements were frequently
summarized and restated by the interviewer to verify the meaning
content (Kvale & Brinkmann, 2008).

3.6 | Ethical considerations

The first author informed the patients about the study both orally
and in writing. They were reassured that their participation was vol-
untary, that they could withdraw from the study at any time and that

TABLE 2 Example of structural analysis

Quote

“What is said” “What is seen”

“But the days | was at the stroke unit, | was all
done for, | didn't hear anything, | didn't see
anything.”

“When everything suddenly is taken away from
you and you are completely helpless, then it's
nice to have the nurses.”

“I thought if | would be able to walk again, | am
used to going out in the morning and do stuff
around the house, but now | can't.”

“At night | felt unpleasant, | was restless, | wasn't
awake, but | didn't sleep either”

“l woke up feeling bad and then she just stood

there caressing my arm and that was nice.” ery unit

Field notes from observations

The patient is sitting in the
wheelchair crying, he is talking
to the nurse about his former
functional level. The nurse
places a chair beside the
patient and sits down. She puts
her hand on his arm and talks
to him about the early stage of
the stroke phase, where noth-
ing is yet determined.

The patient smiles at the nurse
when she arrived at the recov-

data would be anonymized. The study was approved by the appro-
priate ethics committee (Record number 1-16-02-647-14).

4 | RESULTS

4.1 | Naive reading

The naive reading gave an initial, spontaneous understanding of how
the patients experienced the EVT pathway. Below, this understand-
ing is expressed in terms of the meaning of the whole experience.
Acute admission to a stroke unit was an overwhelming experi-
ence and entailed feelings of anxiety and concern. One specific ac-
tion, the MRI, was generally considered an unpleasant experience.
However, loss of memory of specific actions or procedures seemed
to occur. Loss of independence and inability to communicate led
to feelings of powerlessness, where both the body and the mind
seemed uncontrollable. Patients appreciated being able to hand over
responsibility to a team of professionals, and the receiving nurse
played a pivotal role throughout the entire pathway. After discharge,
the patients became aware that the stroke had changed their physi-
cal and mental lives forever and there seemed to be a commonly felt

need for support, reassurance and information.

4.2 | Structural analysis

During the structural analysis, four themes were identified.

4.3 | Acute admission to a stroke unit - an
overwhelming and blurred experience

An overall impression is that patients had a clear memory of the cir-
cumstances of stroke onset with respect to how they felt, acted and
thought, but only recalled little about the initial acute management.
Some memories recovered when they were asked directly, but for
the most part, all episodes from the acute phase were dim: “I was
driven on something that rumbled, | don't know what it was, but that

| remember. Actually, | have no memory of yesterday's happenings,

Meaning
“What the text speaks about”

Interpretation
“The theme”

The new life situation with sudden
bodily challenges makes patients
feel helpless.

Feelings of being in a bubble occur.

Thoughts about the future and
ability to walk again and handle
usual responsibilities reigned in
the patients’ minds.

The nights are hard to endure
because of racing thoughts inter-
rupting the sleep

Being helpless and
next to yourself
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it is all gone.” Despite memory loss of the acute admission, MRI re-
mained a fearful experience for most, and feelings of anxiety were
reported: “Getting into that devil not knowing what is happening,
you are feeling quite bad actually and at the same time you are ter-
ribly afraid. That was a horrible experience for me.” The patients did
not recall what kind of anaesthesia was used for the EVT procedure,
and it seemed that it was not important for them to know: “No, |
can’t recall, but... it is just sedation.” It is especially noteworthy that
no differences in the patients’ memory were registered in the two
groups of sedation types. The patients did not remember the staff
present before or during the procedure, nor to which extent they
were addressed. The acute phase of the EVT pathway was nearly
erased from their memories: “Actually, | do not recall the first hours
of my hospitalisation (...). What you gave me and what you have done
to me, | know nothing about and | do not recall anything about the
sedation.” In relation to the health professionals, one patient was
convinced that he would be able to recognize the involved health
professionals who had been involved if he saw them again, despite
memory loss. The professionals made an impression on him and
left him with an experience of being treated competently and with
the best intentions: “No, | do not remember exactly, but when | see
them, | will know that they were there. | think that the nurses were
professional; they do a lot for you.” Several patients stated that their
first recollections were in the recovery room when their relatives
arrived. Despite scant memories, it seemed that the receiving nurse
was very important to the patient. A wife of one patient reported
that when the patient saw the nurse who was in charge of his acute
admission for the first time after the EVT treatment, he recognized
her immediately and was very pleased with her presence, as if she
had played a vital role in the situation: “He said, ‘Oh, there she is, the
little nurse’.” This is supported by a statement from a patient who
stated that the only memory he recalled for sure was that of the
admitting nurse: “No, | don't remember, but xxx (hame of the nurse)

was there.”

4.4 | Being helpless and next to yourself

Stroke was characterized as a sudden and overwhelming catastro-
phe that made both the body and the mind uncontrollable. Voluntary
movement is lost; the body is invaded by equipment and loss of in-
dependence; and the inability to communicate entails feelings of
powerlessness, anxiety and uncertainty: “What is all this? What is
going on? | felt completely helpless.” The bedrooms on the ward
were fraught with disturbing noises and unpleasant procedures that
prevented rest and sleep. Especially, the nights were reported as
being hard to endure because of racing thoughts and strange noises
interrupting sleep: “At night, | felt uneasy, | was restless, | wasn't
awake, but | didn't sleep either.” It seems that support and aware-
ness from nurses at this stage are essential: “I woke up feeling bad
and then she just stood there caressing my arm and that was nice.” In
general, patients described experiences of the acute phase as being
intense and exhausting, resulting in them needing peace and quiet:
“And then, suddenly, | began to communicate a little. | had no idea
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what time it was, or how much time had passed. | just needed some
rest.” Patients appreciated the fact that procedures around them
were calm and that communication was slow and understandable.
Several described the feeling of being in a bubble, with what hap-
pened around them seeming to happen outside them and not inside
them: “But the days | was at the stroke unit, | was all done for. |
didn't hear anything, | didn't see anything” and many felt resigned to
a passive role and complete helplessness. In the early stages of the
pathway, thoughts about the future began to arise. Thoughts about
prognosis and whether they would be able to manage their normal
lives dominated the patients’ minds: “| wondered if | would be able
to walk again. | am used to going out in the morning and doing stuff
around the house, but now | can't.”

4.5 | The important care when you worry
about dying

The nurse played a central role during acute admission and the MRI.
Most of the patients reported feelings of anxiety and uncertainty
about what was going on. The nurse who was present during the
acute phase provided the patients with a sense of security. During
the uncomfortable MRI session, it was calming when the nurse placed
her hand on the patients’ leg. That made them feel cared for in an un-
pleasant situation: “A nurse was present right from the beginning. She
was absolutely wonderful and | appreciated that more than anything.
After all, you worry a lot. | wondered if this was a one-way ticket.”
During admission to the stroke unit, the patients put themselves
under the charge of the staff. They adopted a passive role without any
demands or expectations and became more of an object to be saved:
“| felt totally safe. At that time, | had surrendered, | normally don't,
but...". Patients appreciated being able to hand over responsibility to
a team of people who could take decisive actions on their behalf, and
feelings of helplessness, anger and frustration were eliminated in the
presence of health professionals: “When everything is torn apart and
you can do nothing, you are completely helpless, it is nice to have the
nurses.” The patients did not notice panic despite the critical situa-
tion and that made them feel that they were in the hands of com-
petent health professionals who all knew their specific roles in the
acute phase. Many patients noted that the conduct of routine tests
provided reassurance: “they came in all the time to test my arms and
legs and asked me questions. That was nice and made me feel safe.”

4.6 | Poststroke feelings of loneliness and
uncertainty

Over time, participants became aware that the stroke had forever
changed their lives both physically and psychologically and that
stroke sequelae had a significant impact on emotions, personality,
abilities, activities, roles and social relationships. These overwhelm-
ing changes caused feelings of anxiety and uncertainty about what
the future might hold and the fear of another stroke was always pre-
sent: “| feel terrible. It is in my head and it became worse after my
panic attack.” After coming home, several lingering questions and
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feelings of being left alone were reported by several patients. Evident
in their statements was the sadness of realizing that some tasks that
they had appreciated and that moments that were attainable pre-
stroke were now unattainable. They were uncertain about which in-
stitution could help them and about what resources were available at
all: “I didn't know where to go. | had all these questions and | didn't
know where | should go to address them.” There was a general need
for support, encouragement, reassurance, advice, information about
medication, information about the risk of a setback and, perhaps
most importantly, information about their respective impairments:
“the stroke made me fearful. | am terrified that another stroke might
hit me again.” They found that their GP did not fulfil their needs in this
regard: “My house doctor cannot help me with that.”

After discharge, the patients asked to gain access to the health-
care system before the standard follow-up in the neurological out-
patient clinic. There were indications of disappointment about the
lack of someone to turn to and concerns that nobody with profes-
sional knowledge of stroke would be there to reassure them about
their condition: “I did not know where to go and where to seek help
with these feelings of anxiety. | was very frightened and it would have
been nice to have been prepared that this could happen to me.” After
follow-up in the stroke unit, it seemed that these unanswered ques-
tions and confusing experiences of feeling no longer oneself were
clarified: “I feel kind of relieved now that all these pieces had fallen
into place.” These findings suggest that patients may have undefined
needs after discharge and that follow-up helped to organize feelings
of chaos. Some patients requested contact with other individuals with
stroke as confirmation that they were not alone in their situation, as
well as having the opportunity to talk about the main challenges and
worries of the poststroke period: “I did a search for groups who had
had a stroke, a place to talk with others with the same problems as
me, but | couldn't find any.” Particularly, stroke victims who have a
positive recovery seemed to seek out patient courses, networking,
continued training or other options that might help their cognition or
understanding of their own situation. They felt like they were run-
ning against a brick wall when they tried to find initiatives in line with
their specific challenges and wishes: “what they offered in the reha-
bilitation centre was targeted at patients with aphasia or with worse
disabilities than me.” It is clear from the statements that patients felt

powerless and that they were left with unsolved problems poststroke.

5 | DISCUSSION

The findings of this study show that patients had very limited memo-
ries of the acute phase of their hospitalization, which is in line with
previous studies of stroke (Kirkevold, 2002; McKevitt, Redfern, Mold,
& Wolfe, 2004). However, being part of the emergency admission in
the EVT pathway entailed anxiety and intimidating thoughts. Our
study reveals that the MRI scan remained a powerful experience de-
spite memory loss of specific actions and management of the stroke
incident. The presence of a nurse ameliorated the experience in the
MRI scanner. This illustrates the need for particular attention to

care during the early phase of emergency admission. The immediate
needs of stroke patients in the acute hospital setting were expressed
as the ability to hand over responsibility to experienced and trusted
health professionals who would take all the actions needed to ensure
survival and provide warmth and reassurance during the crisis. This
finding is supported by a Swedish study, which suggests that health
professionals are considered to be knowledgeable and competent
(Olofsson et al., 2005). Relatively few studies document patients’
views of acute stroke care and those that did seem to concur that pa-
tients with stroke focused much more on the recovery process than
on acute admission (Salisbury, Wilkie, Bulley, & Shiels, 2010).

In summary, the above statements indicate that health profes-
sionals should be aware of patients’ feelings of anxiety and their
need for support during acute admission and the impression of the
nurse being “a physical person who took care of me” not just “a
nurse” is essential to keep in mind. The bodily memories seem to ex-
ceed the memories of information. This suggests that attention from
health professionals in the very acute phase should concentrate on
overall care instead of providing vast quantities of information since
patients do not recall this information later on. As the acute phase
passes, patients may increasingly desire support about emotional
aspects of their recovery. Nurses are considered vital in this effort.
Nurses are perhaps the most important professionals as they are
with the patients throughout the 24 hr of the day (Wade, 1987). This
is consistent with our findings, where nurses’ support and awareness
day and night seem to be essential.

Another major issue raised in our study involves the challenges
that arose after discharge - in particular, patients’ uncertainty about
what services they were entitled to and whom to contact in case
they had any questions. Patients commonly feared a new stroke, an
intense fear of which could be the primary cause of episodes of anx-
iety. Reed, Harrington, Duggan, and Wood (2010) explored stroke
survivors' needs and their perceptions of whether a community
stroke scheme met these needs. They found that stroke survivors
need a variety of internal and external resources to regenerate their
lives, and that a specially targeted scheme, based on exercise, goal
setting and peer group interaction, makes a remarkable difference
in patients’ ability to recover. They claimed that through acquiring
knowledge, patients might be able to understand their condition and
identify ways they could support themselves (Reed et al., 2010). In
the light of the present findings, we suggest that anxiety could have
been reduced if more information and support had been provided.
The perceived effectiveness of social support networks has a posi-
tive influence on both physical recovery and quality of life poststroke
(Salter, Hellings, Foley, & Teasell, 2008) and might prevent the chal-
lenges in differentiating between available services or lack thereof.

Our study highlights that patients with a positive recovery felt like
they were running against a brick wall when seeking actual services.
Almost half of the patients treated with EVT regain functional inde-
pendence (Goyal et al., 2016), which seems to be considered quite
positively by authorities. However, the patients expressed uncertainty
about their challenges poststroke and whether these challenges were
to be expected. We found that explanation of what they had been
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through was of great importance. Knowledge about what had hap-
pened, the extent of brain damage and what consequences may follow
prompts calmness so that the whole situation suddenly makes more
sense. Further information about how to prevent a new stroke and
reassurances about medical treatment made patients feel secure.

Our findings support research that reveals that many patients
with good functional outcomes continue to be cognitively impaired,
unable to socially reintegrate and experience symptoms of depres-
sion (Kapoor et al., 2017). While these patients may have recovered
in terms of physical disability, having returned to their prestroke
functional level and being able to perform activities of daily living
independently, they still experienced dysfunction at multiple levels
(Kapoor et al., 2017). On the other hand, our results lead us to urge
caution about use of the term “cognitive impairment.” We suggest
that most patients are actually capable of integrating the knowledge
obtained to understand and improve their new condition.

Our findings show that the need for follow-up is true for more
than the medical condition. The standard follow-up in hospital after
3 months with a neurologist specialized in stroke is indispensable
and provides reassurance. However, within this 3-month period,
patients have existential needs that most probably would be met if
the opportunity to have a specialist consultation was available. This
leads to considerations about whether a nurse-led outpatient clinic
would meet the needs of these patients and help them cope with the
existential issues and prevent them from feeling like they were run-
ning into a brick wall and abandoned. Experiences from an aftercare
clinicin the UK set up to optimize aftercare in stroke patients may be
transferable to the Danish setting (Peskett & Gibb, 2009).

It could be speculated whether recognition of service gaps in
the poststroke period could be explained by the lack of clear na-
tional rehabilitation guidelines (Dansk Selskab for Apopleksi, 2012).
According to the Scottish Intercollegiate Guidelines Network (SIGN)
(2010), stroke victims should be assessed by members of the primary
care team, community rehabilitation team and care agencies after
discharge and it is especially noteworthy that it is recommended that
there be continual evaluation of the patient's progress in a partner-
ship with the patient and their carer(s). These recommendations may
be worth acknowledging in future efforts to optimize stroke care;

however, further research that supports these statements is required.

5.1 | Limitations

The sample size used in this study was suitable for a qualitative
study and afforded an in-depth understanding of the phenomenon.
However, the sample size is not sufficiently large to allow findings to
be generalized to other communities. As an employee in the stroke
unit, the first author's preunderstanding may have limited what was
regarded relevant and important. However, efforts were made to
meet the phenomenon open minded by reflecting on own position
and interpretations made. The fact that patients with severe stroke,
with aphasia, cognitive impairment or other symptoms which means
that they would not be able to consent to this study is a weakness, as
experiences from this group could have contributed vital knowledge.
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The impact of the EVT pathway emphasized rapid triage, treatment
and transfer; however, it became obvious that the EVT pathway
itself did not eclipse the stroke and its consequences. Importantly
and in conclusion, the EVT treatment leaves patients with a higher
functional outcome. This means that more patients are discharged
without rehabilitation needs and the kind of safety net that the reha-
bilitation period provides. Attention to patients’ feelings of anxiety,
concern and general uncertainty about their new situation therefore
needs to be prioritized both acutely and over time. Ideally, the ad-
mitting nurse should assist the patient during the MRI by providing
a sense of security and by supporting the patient through this dif-
ficult experience. In general, the admitting nurse plays an essential
role throughout the EVT pathway and featured strongly in patients’
memories, where events and procedures were otherwise blurred.
Our study highlights that explaining how to interpret respective im-
pairments facilitates insight and entails a new acceptance of these
patients’ being in the world. It is important to raise awareness of the
potentially subtle but consequential residual impairments follow-
ing stroke. These impairments seem to be missed in patients who
appear to have functionally recovered but may struggle with more
complex activities, affecting their everyday life. Overall follow-up
after discharge is important, particularly with specialists in stroke.
Important knowledge is presented with respect to the development
of structured follow-up based on patients’ actual needs. This study
provides a starting point for future research within the care chain of
the EVT pathway.
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