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Aim: To describe healthcare professionals’ experience of needed competence in patient stroke care within

specialist and primary healthcare.

Background: Healthcare professionals who provide stroke care need multifaceted, multi-professional skills;

ongoing training is important for competent stroke care.
Design: A descriptive qualitative study.

Methods: Six focus group interviews with semi-structured interviews were conducted in October and
November 2020. Healthcare professionals (n = 25) working in stroke care units in both specialist and
primary healthcare settings were interviewed. The interviews were recorded, transcribed and analyzed
inductively by content analysis. The study was conducted, and results were reported according to the
Consolidated Criteria for Reporting Qualitative Research.

Results: Five main categories were identified: clinical competence; multiprofessional networking compe-
tence; competence in interaction skills; emotional and psychoeducational support competence; and self-
management and development competence.

Conclusion: Competence in stroke care includes both in-depth and wide-ranging professional compe-
tences that require ongoing development. Utilizing various education models and collaborative learning

approaches can help meet the requirements for developing competence in stroke care.
Patient or public contribution: No patient or public contribution

© 2023 The Authors. Published by Elsevier Inc. on behalf of Society for Vascular Nursing, Inc.
This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/)

Introduction substantial increase in exposure to several risk factors. The need
for care, rehabilitation and support services for stroke patients is
Stroke is a vascular disease that causes a significant number of therefore also increasing, which poses challenges for healthcare

injuries and deaths globally.! Despite constantly evolving therapies staff.!

for stroke,2> the total burden of the disease is increasing!:># as a The consequences of stroke can be transient, long-term or
result of population growth and aging, improved survival rates and permanent, causing significant functional impairment, and it can

* Corresponding author.

E-mail addresses: satu.m.hyvarinen@pohde.fi (S. Hyvdrinen), erika.jarva@oulu.fi (E. Jarva), kristina.mikkonen@oulu.fi (K. Mikkonen), eevi.karsikas@pohde.fi (E. Karsikas),
kirsi.koivunen@oamk.fi (K. Koivunen), maria.kaariainen@oulu.fi (M. Kddridinen), merja.merilainen@pohde.fi (M. Merildinen), paivi,jounila-ilola@oamk.fi (P. jounila-llola),

annukka.tuomikoski@pohde.fi (A. Tuomikoski), anne.oikarinen@oulu.fi (A. Oikarinen).

https://doi.org/10.1016/j.jvn.2023.11.006

1062-0303/© 2023 The Authors. Published by Elsevier Inc. on behalf of Society for Vascular Nursing, Inc. This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/)


https://doi.org/10.1016/j.jvn.2023.11.006
http://www.ScienceDirect.com
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jvn.2023.11.006&domain=pdf
http://creativecommons.org/licenses/by/4.0/
mailto:satu.m.hyvarinen@pohde.fi
mailto:erika.jarva@oulu.fi
mailto:kristina.mikkonen@oulu.fi
mailto:eevi.karsikas@pohde.fi
mailto:kirsi.koivunen@oamk.fi
mailto:maria.kaariainen@oulu.fi
mailto:merja.merilainen@pohde.fi
mailto:paivi.jounila-ilola@oamk.fi
mailto:annukka.tuomikoski@pohde.fi
mailto:anne.oikarinen@oulu.fi
https://doi.org/10.1016/j.jvn.2023.11.006
http://creativecommons.org/licenses/by/4.0/

S. Hyvdrinen, E. Jarva, K. Mikkonen et al./Journal of Vascular Nursing 42 (2024) 26-34 27

be fatal>>:6 When symptoms first present, the need for treat-
ment and care is acute.” Since a patient’s condition can change
rapidly, members of the healthcare team (including registered
nurses, practical nurses, occupational therapists, physical thera-
pists, speech therapists, radiographers, rehabilitation counselors,
and paramedics) need the skills and ability to respond as neces-
sary.8 Overall, caring for the patients with stroke is a challenging
role, and their family members also require support.®-'2 Multipro-
fessional collaboration, shared understanding, a rehabilitative ap-
proach, and training have all been identified as facilitators of the
best possible help and support for patients and their family mem-
bers.3-15

Knowledge of stroke as a long-term condition is important, as
well as the skills to help patients cope by providing targeted and
timely counselling and support throughout treatment, and a con-
tinuity of treatment across different agencies.'?:16.17 Rehabilitation
plays a vital role in a patient’s recovery and survival, and should
begin immediately within the hospital and then continued at home
as needed. However, globally the implementation and access to re-
habilitation services varies widely.®

The recurrence rate of stroke is high,! but it is possible to re-
duce this risk by adhering to a healthy lifestyle. Lifestyle coun-
selling should be offered during the hospital phase of treat-
ment and subsequently. Healthcare professionals should be able to
demonstrate the link between lifestyle and disease risk, and em-
phasize how secondary damage can be prevented by improving
lifestyle. The adherence of patients to a better lifestyle is promoted
through good-quality and patient-centered counselling.'® In order
to reduce the overall burden of stroke, research data are needed
on secondary disease prevention strategies, treatment, and preven-
tion.3:19

Expertise in stroke care saves lives, reduces complications,
shortens hospital stays and is a prerequisite for achieving optimal
treatment results.?’ Healthcare professional competence includes
the ability to carry out patient-centered care, to work effectively
with interdisciplinary groups, and to utilize evidence-based infor-
mation to improve the quality of care.2!"23> However, competence
is also a complex and constantly evolving combination of contex-
tualized knowledge, skills, attitudes and values. There are general
standards for healthcare professionals and metrics to map compe-
tence, but the quality, reliability, and measurement characteristics
of such metrics vary.2* Stroke care competence is defined by the
ability to provide high-quality needs-based patient care through-
out the care process, which requires the application of multipro-
fessional skills.2>

Continuous training is essential for professionals in stroke care
and the content of training should be updated and provided sys-
temically.2> Stroke care consists of multiple settings and healthcare
disciplines encompassing several dimensions of care.”> Health-
care professionals in stroke care require up-to-date knowledge and
evidence-based clinical expertise, and it is the responsibility of
healthcare providers and organizations to supply both the evidence
and evidence-based expertise.”® To obtain more detailed data in
order to develop professional competence within the stroke care,
more applied research is needed that includes an analysis of cur-
rent and contextualized experiences, knowledge, skills, attitudes
and values. The purpose of this study was to describe healthcare
professionals’ experience and perspective of required competence
in patient stroke care within specialist and primary healthcare. The
research question was: What kind of competence do healthcare
professionals need and require within patient stroke care in spe-
cialist and primary healthcare?

Methods
Design

A descriptive qualitative design based on the philosophy of nat-
uralistic inquiry was chosen to capture health care profession-
als experience and perspective of required competence in patient
stroke care and gain a deeper understanding of a topic by using in-
ductive approaches.?’ Focus group interviews were chosen to gen-
erate a more comprehensive understanding of the study topic as
focus groups can guide development and strengthen insights into
the source of behaviors and motivations.?® The study is reported
using the consolidated criteria for reporting qualitative research
(COREQ) checklist.2?

Setting and participants

The study was conducted at two hospital organizations in Fin-
land. These two organizations were selected based on their respec-
tive roles in providing specialized and primary healthcare, both of
which were integral in the continuum of stroke care—from acute
treatment to patient discharge home (Table 1). For the focus group
interviews, a purposive sample of healthcare professionals work-
ing in stroke care was recruited (n = 25). The selection criteria for
the participants were: 1) working in stroke care as a professional
occupational therapist, physical therapist, speech therapist, regis-
tered nurse, practical nurse, radiographer, rehabilitation counsellor
or paramedic; and 2) at least one year of work experience in a
unit where people suffering from stroke were examined, treated
and rehabilitated.

Data collection

Data were collected through semi-structured interviews with
focus groups during October and November 2020. Focus group in-
terview as a method of data collection allows the participants to
share and discuss their personal experiences and produces rich
data in a collective context.?8:3 The first author contacted po-
tential participants via email to provide them with further infor-
mation. Potential participants were provided with an information
statement prior to voluntary consent. In total, twenty-five partici-
pants in six focus groups were interviewed. The focus group inter-
views were conducted in workplace meeting rooms.

Two researchers facilitated the focus groups: the first researcher
moderated, and the second researcher took notes and interjected
additional questions when necessary. In order to maintain valid-
ity, the same researchers conducted all the interviews. The first re-
searcher was a Master of Nursing Science, and the other researcher
was a Doctoral Researcher in Nursing Science. Before starting each
interview session, the researchers presented themselves and the
purpose of the study. The participants were reminded verbally that
participation was voluntary and that they had the right to with-
draw at any time. They were given a chance to ask questions about
the study.

The interview themes (Table 2.) were based on previous re-
search concerning healthcare professional competence within the
stroke care.?> The themes were: stroke patient care, clinical ex-
pertise, interaction competence, supporting the patient’s self-
management and promoting health, supporting the patient’s fam-
ily and competence development. Additional questions based on
professional experience were added to elicit more detailed infor-
mation relating to educational needs. The duration of the sessions
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Table 1
Health care professional characteristics.

All (n = 25) Primary health care n = 13 (52%) Specialist care n = 12 (48%)

Profession
Registered nurse (RN) 8 (32%) 2 (25%) 6 (75%)
Physiotherapist (Pt) 5 (20%) 3 (60%) 2 (40%)
Practical nurse (PN) 4 (16%) 3 (75%) 1 (25%)
Occupational therapist (Ot) 3 (12%) 3 (100%) -
Speech therapist (ST) 2 (8%) 2 (100%) -
Paramedic (Pm) 1 (4%) - 1 (100%)
Radiographer (Rg) 1 (4%) - 1 (100%)
Rehabilitation counsellor (RC) 1 (4%) 1 (100%)
Age in years
46-55 11 (44%) 7 (28%) 5 (20%)
36-45 5 (20%) 1 (4%) 3 (12%)
56-65 5 (20%) 4 (16% 1 (4%)
25-35 4 (16%) 1 (4%) 3 (12%)
Sex
Female 23 (92%) 13 (52%) 10 (48%)
Male 2 (8%) - 2 (100%)
Professional experience in years
21-30 9 (36%) 5 (20%) 4 (16%)
1-10 7 (28%) 2 (8%) 5 (20%)
11-20 5 (20%) 3 (12%) 2 (8%)
31-40 4 (16%) 3 (12%) 1 (4%)
Level of education
University of applied sciences education 19 (76%)
Upper secondary education 4 (16%)
Master‘s degree 2 (8%)

Table 2

The interview guide.

Theme Questions

Stroke patient care pathway

Could you share your experiences of your role within the stroke patient care pathway?

Could you tell us what kinds of expertise are needed at different stages of the care pathway?
How do you feel that your role in the treatment of stroke patients will change in the future?
How is multiprofessionalism reflected in different stages of the stroke patient care pathway, and what kinds of

expertise does this skill require?
Clinical expertise

Could you share your experiences of which clinical skills are needed to treat a stroke patient?

Which clinical skills will be important to the treatment of stroke patients in the future?
What kind of supplementary training do you feel you need to provide stroke patients with high-quality care?

Interaction competence

Could you share your experiences of which interaction skills are needed to care for stroke patients?

What kinds of expertise are needed to involve a patient in his/her own care and rehabilitation?

Supporting a patient’s self-management
and promoting health
Supporting the patient’s family

family?

Could you share your experiences of which self-management skills are needed when counselling a stroke patient?
Could you share your experiences of what kinds of skills are needed to promote the health of a stroke patient?
Could you share your experiences of what kinds of expertise are needed to consider the needs of a stroke patient’s

How should the stroke patient’s family be taken into account in the care pathway?

Competence development

Please describe how you would like to develop your own expertise?

In your opinion, what kinds of measures are needed to improve the competence development strategy for the

treatment of AVH patients?

varied between 69 and 74 min. The interviews were recorded and
transcribed verbatim.

Data analysis

The data were analyzed inductively using method of content
analysis. Content analysis was chosen because it can provide mean-
ingful descriptions of experiences and perspectives.’! The data
were read through several times to get familiar with it. Induc-
tive content analysis was then performed according to follow-
ing phases; data reduction, data grouping and formation of cate-
gories.?” An organizing phase involved selecting the units of analy-
sis. That is, the unit of the analysis answered to the research ques-
tions and they were classified as open codes. The sub-categories
(n = 29) were established by combining open codes and assign-
ing descriptive names to represent the content. Subsequently, they
were grouped into categories (n = 13) and further aggregated into
main categories (n = 5) as shown in Table 3.

Ethics

The study was undertaken according to research ethics guide-
lines and the Declaration of Helsinki.>? Research permission was
obtained according to the practices of the local hospital district for
both the specialist and primary healthcare organizations. Written
informed consent was obtained from each participant. The study
also complied with the European Union’s General Data Protection
Regulation.?®> According to legislation in Finland, no ethical com-
mittee approval was needed because the study did not involve sen-
sitive topics or vulnerable groups.3*

Results

The experiences of healthcare professionals on competence
needed in patient stroke care are defined into five main cate-
gories: 1) clinical competence; 2) multiprofessional networking
competence; 3) competence in interaction skills; 4) competence in
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Main competence

Competence

Sub competence

Clinical competence

Clinical knowledge
Patient-orientated care
Methodological skills in

evidence-based and best practice
Rehabilitative foundation

*knowledge of stroke as a disease
*knowledge of human physiology
*planning of care

*evaluation of care

*provision of basic and medical care
*evidence-based care

*best practice in caring environment
*optimizing opportunities for rehabilitation

Multiprofessional networking Collaboration

competence
Networking

Competence in interaction skills

Communication

Counselling

Emotional and psychoeducative
support competence

Emotional support

Involving and motivating

Self-management and
development competence

Self-management

Continuous development

Information management

*providing rehabilitation

*promoting rehabilitation

*having professional identity
*co-working

*knowing networks

*organizing post-hospital care
*gaining information

*documentation

*confirming information
*communication with patient and family
members

*communication in work teams
*patient counselling

*family members counselling
*empathic attitude

*supportive attitude

*needs-based motivating

*involving patient and family members
*decision-making and critical thinking
*resilience

*updating competence

*sharing competence

providing emotional and psychoeducative support to patients and
their family members; and 5) competence in self-management and
development.

Clinical competence

Clinical competence in stroke care included subject knowledge
of stroke as a disease; clinical knowledge; patient-oriented care;
methodological skills in evidence-based and best practice and skills
in rehabilitation.

“Education and adequate know-how are needed. It requires theo-
retical understanding and practical experience, we need both. We
have to understand the physiology of patients with stroke; how to
treat these patients in a way that prevents further damage. Be-
cause only then the prognosis, postoperative adjustment and re-
covery can be improved.” (Registered nurse)

Clinical knowledge of stroke as a disease was a prerequisite
for experienced clinical competence in stroke care. It was con-
sidered necessary to be able to analyze symptoms and identify
stroke; detect and interpret warning signs and symptoms; exam-
ine and evaluate a patient’s condition correctly; and, when nec-
essary, start treatment. Monitoring the level of consciousness and
detecting and understanding changes appeared to be important.
The ability in utilization of assessment indicators, such as the Glas-
gow coma scale, was needed. Clinical competence included medi-
cal knowledge of human physiology; knowledge of brain function
and risk factors, which were needed in monitoring, supporting and
correcting patient s vital functions.

“Neurological diseases and stroke patients... there are certain
symptoms. Knowledge is needed in understanding these diseases”
(Physiotherapist)

“Then, of course, there is the medical regulation of cerebral pres-
sure, deep sleep and relaxation, as well as muscle relaxants, salt

metabolism, and the functions of vital organs, which need to be
closely monitored, and all essential functions must be maintained
at an optimum level.” (Registered nurse)

Skills in patient-oriented care included planning, evaluation and
the provision of basic medical care. The care plan had to be as-
sessed and updated, based on the evaluation and observation of
a patient’s functions, and continuous monitoring of the patient’s
overall situation and progress. Planning and evaluation skills also
involved reflecting on the professional’s own role, whether the
skills and ability to implement rehabilitative care to promote re-
covery were there.

“You start with the patient’s history, whether there have been any
previous cerebrovascular disorders, how they have been rehabili-
tated, and then what the condition was before the surgery, and
then if any problems are expected."” (Physiotherapist)

“I must be able (as a therapist) to think, whether my approach is
right, do I notice everything, do I do the right things, do I know
enough, can I meet the needs of this person?” (Physiotherapist)

Provision of basic medical care focused on the patient’s needs
and resources; taking full care of the patient or making optimal
utilization of a patient’s own resources by assisting and activating.
Pharmacotherapy implementation included administering drugs by
different methods, and monitoring and evaluating the effects of the
drugs. Possible complications and additional problems that can oc-
cur during treatment, such as the disadvantages of bed rest and
the risk of aspiration, had to be detected and prevented.

Methodological skills were required for evidence-based care;
implementation, providing care in accordance with evidence-based
guidelines and best practice in varying situations and stages along
a patient’s care, as well as the ability to adopt new methods and
guidelines. Methodological skills involved managing best practices
in caring environments and procedures, with appropriate examina-
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tion, preparation and care of the patient in those. It included the
ability to take on different roles during procedures, as a part of
a team where everyone has their own part to play. Technological
skills, the skills in utilization and management of various medi-
cal devices and monitoring devices, were closely related with the
management of a patient’s vital functions, level of consciousness,
medication, and nutrition.

“If there are situations where the patient condition gets worse.
Then you have to know what to do. That you handle certain acute
treatments.” (Registered nurse)

“There are situations when a clear division of labor and rules of
procedure is needed. Regarding what each will do and at what
stage and who will report to whom and who will prepare the next
phase...” (Registered nurse)

Patients suffering from a stroke were seen as active participants
in their rehabilitation. Rehabilitative foundation means optimizing
opportunities and promoting recovery. It was initiated from the
point of diagnosis. For stroke survivors with the most severe im-
pairments, rehabilitation involves establishing an environment that
enhances functional capacity. Optimizing a patient’s rehabilitation
opportunities included the immediate utilization of his or her re-
habilitation potential. This required skills in planning rehabilitation
and the ability to set goals based on a patient’s individual starting
point.

“We may be wondering why a patient is trying to do something
... what if I give a hint like this, whether it works then? Patient’s
arms move and the legs move, but then: when (he or she) tries
to walk, that left side does not go anywhere. The problems are so
diverse. It requires knowledge of what is causing what and how.”
(Occupational therapist)

Skills in providing rehabilitation manifested as assisting, sup-
porting and guiding, as well as activating and encouraging a pa-
tient. The utilization of rehabilitative methods included consider-
ing the need for assistive devices, such as orthoses, and their man-
ufacture and manual guidance. Implementing nursing with a re-
habilitative approach required a vision of how nursing could be
carried out in a patient-oriented, rehabilitative and activating way.
The progress of rehabilitation was continuously evaluated. Getting
the patient involved in a sometimes long-term and slow-moving
rehabilitation process required patience and understanding.

. rehabilitation-promoting nursing starts exactly when a person
has survived a stroke. And it should be given to everyone, wherever
it leads or whatever the goal of the treatment is.” (Physiotherapist)

Skills in promoting rehabilitation and organizing follow-up re-
habilitation when discharged were part of rehabilitative compe-
tence. Sharing knowledge and competence in rehabilitation played
an important role.

“I must understand (as a therapist) what that further rehabilita-
tion means, what are the concrete means, what should be done
in the next phase and in the future. And how to promote progress
throughout the whole rehabilitation ... as a competent professional
I should be able to, for example, help a physiotherapist working in
a follow-up care setting if necessary. If necessary, guide a colleque
there.” (Physiotherapist)

Multiprofessional networking competence

There was a wide range of collaboration in stroke care, includ-
ing with the patients, their family members and close ones, as
well as other professionals and their respective different core tasks.
Multiprofessional networking competence required the ability and

skills in co-working and collaboration; understanding of one’s own
core task and role in a patient’s care, and knowledge of the core
tasks and role of other professionals in order to create a common
understanding and establish a common goal. The ability to con-
sult with other professionals when necessary and the skill to share
knowledge were both seen as essential prerequisites for achieving
successful multiprofessional collaboration.

“The perspective (among different occupational groups) is slightly
different. Then when you discuss or collaborate, you also
strengthen your own area.” (Occupational therapist)

Networking competence included knowing the stroke care
phases, understanding a patient’s individual care path and knowl-
edge of all the services, partners and networks involved. This
knowledge was particularly needed for organizing follow-up care
and rehabilitation, which also required knowledge of legislation.
Organizing social support and peer support extended the com-
petence to networking. Knowledge about the professionals work-
ing along the stroke patient’s care path, their specific expertise,
and job tasks promoted multiprofessional collaboration within net-
works and reduced barriers for consultations, which was perceived
as an advantage.

“With patients and their family members, you gather the network
around the patient and map out who is involved. You have to be
aware of what someone else is doing in this network. So that the
instructions or goals are not contradictory.” (Rehabilitation coun-
selor)

Competence in interaction

Competence in interaction skills included information manage-
ment, communication and counselling. Patient information was
compiled from various databases by collecting, searching, observ-
ing and querying. Documentation and confirming information,
which meant ensuring the accuracy of the documents in the data
set and updating them was considered crucial for patient safety,
progress along the care path and transfer between treatment units.

“It is emphasized that all information is recorded in the right place.
Because we are relying on all that (recorded) knowledge or data.
We may not see the people who send the patient to us” (Radiog-
rapher)

Competence in interaction included skills in initiating commu-
nication with the patient and family members. Building a relation-
ship with a patient and achieving the interaction could require sev-
eral communication channels in addition to speech, for example
touching, manual guidance and the use of communication aids. It
was considered important to nurture a sense of security, especially
if the patient was unable to communicate verbally. Patients with
a severe impairment or in crisis, as well as their family members,
could need a speaker or narrator. Nurses and therapists working
closely with a patient and family members were told the patient’s
wishes, given messages, and could provide clarification on medi-
cal procedures that were not understood. The professionals needed
the skills to react to these demands or clues and act as a mediator
and communicator. Family members were generally informed of a
patient’s current situation because it was considered important.

“We are the ones who inform them. It has become our job to take
care of everything ... we must have time to say it all they need to
know. We have quite a lot of responsibility.” (Practical nurse)

A high level of competence in verbal communication within
professional teams is crucial during urgent situations when rapid
assessments and decisions are needed for a patient’s care.
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“There are moments where you have to choose the right words
and way to get on, to speak the same language and create a com-
mon understanding of the situation. Objectively bring out the core
points. Information is shared at many different levels.” (Registered
nurse)

Counselling was regarded as fundamental to the interaction.
This included a patient’s daily counselling, counselling rehabilita-
tion groups, counselling patients and their family members about
accessing information, and lifestyle counselling. It was considered
a requirement of the professional role to encourage non-smoking
and monitor blood pressure levels.

Emotional and psychoeducational support competence

Emotional and psychoeducational support within stroke care
was experienced to require an empathic and supportive attitude,
abilities in involving and motivating; recognizing patient and fam-
ily member distress and having the skills to respond to it. Iden-
tifying and facing an acute crisis caused by stroke required sen-
sitivity and the ability to discuss difficult issues. Often, the dis-
tress of family members was addressed by providing information;
it was felt that worries were compounded by uncertainty about the
future and uncertainty about care. Emotionally supportive meth-
ods included listening, distribution of information, supporting, en-
couragement and, if needed, addressing multiple problems without
condemnation. When further support was needed, a psychiatric
nurse was consulted or family members were encouraged to seek
help from occupational healthcare. Emotional support was seen as
caring for the whole family as a unit, to strengthen their faith in a
future.

“When a person becomes acutely ill, there is tremendous concern.
The family is worried. The patient has anxiety about what will
happen. Our main task is to stay calm and create the feeling that
we are moving forward step by step. Cooperation is everything.”
(Occupational therapist)

“After all, it affects everyone, including those close to the patient.
It is one of our most important tasks to face the involved family
members involved and a in professional yet empathetic manner,
guide them, inform them about the situation, and also give help”.
(Registered nurse)

Involving and motivating patients to act as promoters of their
own recovery and rehabilitation required recognition of a patient’s
values and the ability to help him or her set goals, moving to-
wards those goals or sub-goals, and offering alternatives if needed.
An ability to engender an understanding of the overall situation,
the need for care, and the importance of treatment, was needed.
It was recognized that family members often need to participate
in care and thereby become involved in helping and making them-
selves useful. In such cases, the family members had to be guided
to assist in activities safely. Motivation required constant encour-
agement.

“Small exercises are usually directed at family members. Kind of
activities, for example how you can assist with meals. That will be
the easiest way and the most motivating. You always think about
them together, and somehow try to give their family members tools
for the current situation.” (Practical nurse)

“It’s just ruthless encouragement and praise!” (Practical nurse)
Self-management and continuous development competence

The stroke care was delivered in various settings and organiza-
tional environments. The professionals encountered each other at

several interfaces. Self-management was experienced as decision-
making and critical thinking; the ability in providing equal care
and rehabilitation, organizing and prioritizing tasks.

Resilience was needed in diverse and unexpected situations
that required skill in operating under pressure. Skills in solving
multiple problems and separating the essential from the irrelevant
were also necessary.

“There are many things involved, we have to be fast, but we also
have to be able to figure out what is more important here right
now and how fast we are to prevent further injuries ... Everybody
is expected to ‘check everything’ out.” (Registered nurse)

Health care professionals working in stroke care experienced
that it was necessary to accept a feeling of inadequacy, with the
understanding and acceptance that a patient will not always re-
cover or that lifestyle counselling will not be embraced. Experienc-
ing inadequacy during lifestyle counselling and inadequate preven-
tive measures caused worries about the future.

“Some young people have lifestyles that are quite miserable. Which
is a big risk factor. It is a time bomb for treatment. At the moment,
we should invest in lifestyle guidance and try to influence them,
young people.” (Practical nurse)

Continuous development included updating and sharing com-
petence basis in identifying shortcomings in their own professional
skills and maintaining competence. Wider subject knowledge was
needed, from outside their personal professional group. Expertise
and experience in stroke care were valued.

“I think that the most rewarding trainings are those that involve
multiple professional groups.” (Registered nurse)

“Tacit knowledge can be valuable. But in my opinion, this kind of
tacit knowledge can also be quite dangerous. It should somehow
be possible to share it with everyone. Somehow make it possible
for the knowledge to transfer from the experienced individuals to
the newcomers and not remain so silent. (Registered nurse)

The ability to examine their own processes critically, and adopt
new behavior and change old behaviors, was needed, for example
if a patient’s care and rehabilitation did not progress as expected.
The development of treatment methods also required monitoring
and learning new methods.

Discussion

The findings of this qualitative study indicate that profession-
als in stroke care experience that they are required to have mul-
tifaceted clinical competence with a specialized but also wide-
ranging subject knowledge as a basis. As Lejonqvist et al.?% de-
scribed, clinical competence is a process rather than a static stage.
When the foundation in ontological clinical competence is ongo-
ing and independent of clinical practices, it makes adaptation to
changing situations easier because the basic structure facilitates
learning variations. Effective stroke care and the development of
professional clinical competence necessitate expertise in both nurs-
ing and rehabilitation. Healthcare professionals emphasize the crit-
ical importance of a comprehensive understanding of stroke across
the entire continuum of care. It was evident that the principles
of stroke patient rehabilitation had to be integrated into nursing
and assessed as the focus of care. There is a need to acknowledge
healthcare professionals’ educational needs and to place a greater
emphasis on providing continuing education. The content of edu-
cation programs may not support the development of specialized
competence.2’
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The findings of this study show that organizing a stroke pa-
tient’s post-hospital care starts during hospitalization and requires
expertise in areas such as social work and rehabilitation legis-
lation. Application of professional’s competence in stroke care is
achieved through multiprofessional collaboration. Competent pro-
fessionals embrace other professional perspectives, and under-
stand the roles of all professionals in stroke care by recognizing
both their own skills2? and those of others. It has been established
that optimum patient outcomes are achieved with highly special-
ized nursing input, and high-quality interdisciplinary care provides
a comprehensive, interactive, and holistic approach to both acute
stroke and rehabilitation.2?-3> Co-location of teams and workplace
proximity, in particular therapists and nurses, promotes interdis-
ciplinary collaboration by increasing the level of communication,
rehabilitation-focused dialog and joint working in a stroke and re-
habilitation setting.!3

As in previous studies,*® skills in communication, establishing
a relationship with patients and their family members, and engag-
ing the patient were described as elements of interaction compe-
tence in stroke care. Basic communication skills such as a dialog
with the patient®®:37 and being able to utilize non-verbal com-
munication®® are important aspects of interaction competence, as
well as dialog with other professionals. In addition, this study ana-
lyzed information management as a method of interaction. Impor-
tantly, compiling information was described as assembling all the
pieces of a puzzle. Improvements were suggested for safer, more
uniform and simplified technology-based communication, data re-
tention, data utilization and transfer.

People affected by stroke undergo multiple complex pro-
cesses.!! The ability to support people affected by stroke emotion-
ally and psychoeducatively is needed at all stages of care, and the
healthcare professional’s supportive role is both vital and challeng-
ing. The rehabilitation potential of a stroke survivor depends on
the extent to which family members are engaged, willing, and ca-
pable of providing support and care.’ It has also been proven!?:33
that psychoeducational training for stroke survivor care givers im-
proves their well-being. In line with previous study,’ this study re-
vealed that dealing with a patient’s family members can be per-
ceived as a stressful and demanding task, but family members are
also seen as a resource. Information provision and its timing were
found to be critically important.

It is suggested that co-operation between specialist medical
care and primary healthcare increases the patient and family mem-
ber experience of being cared for.!” Based on this study, more in-
tensive co-operation would also strengthen the professional expe-
rience of competence. While universal development towards orga-
nized stroke unit care within a specialist medical setting has em-
phasized the reduction of length of stay and focused on hyper-
acute models,>? the pressure for early discharge puts pressure on
primary healthcare to treat stroke patients at an early stage. Shar-
ing stroke-specific knowledge?? and experience between specialist
medical and primary healthcare needs to be emphasized. Qualified
stroke care requires co-operation between organizations. Team-
work education programs with practical authentic learning oppor-
tunities, reflection and debriefing have increased professional con-
fidence and the motivation to apply new teamwork skills to daily
practice.’® In this study, the health professionals working on the
stroke care described a need to develop and update their skills
and competence continuously through training and education, and
they also recognized the need for stroke care development. A
need for joint training was identified and seen as a way to share
knowledge.

Barriers to implementing quality care within organizations have
been identified and reported previously, such as insufficient time,
staff, and environmental resources.?>3°-4! In this study, interpro-

fessional co-operation was similarly affected. Inadequate oppor-
tunities for healthcare professional development, a lack of spe-
cialized competence in stroke care, and workload demands were
mentioned as challenges to the implementation of evidence-based
and good-quality care, which is also in line with previous stud-
ies.26 Resilience*? and tolerating work stress were described as
self-management. As the burden of stroke within healthcare is in-
creasing, so is concern among healthcare professionals. General
lifestyle interventions may be insufficient. There is evidence that
more targeted and interactive counselling is beneficial'®#? and
should be invested in. There is a need for more effective preventa-
tive lifestyle counseling, as well as prevention strategies aimed at
lowering the risk of cardiovascular diseases and raising awareness
of risks among new groups, particularly among young people, in
order to alleviate the burden of stroke.!-4*

Strengths and limitations

To ensure the rigor and trustworthiness of the content analysis,
the methodological concept credibility, dependability, confirmabil-
ity, authenticity and transferability were assessed.>! As a confiden-
tial basis of credibility, the research process was carefully designed
and participants were assumed to have a good knowledge of the
research topic. All the professional groups identified in the crite-
ria were represented. Encompassing a range of ages, work expe-
rience and gender, they therefore formed a representative sample
of healthcare professionals within stroke care. The number of in-
formants (n = 25) was sufficient for assessing the credibility, as a
saturation point was reached.3?-3! The interview themes and ques-
tions were kept broad and open-ended to allow a wide range of
information and spontaneous descriptions of the subject to be dis-
cussed. The first author analyzed the data independently and as-
sessed how the data answered the research question. The first
author’s experience in stroke care may have influenced the un-
derstanding of the topic, but objectivity was applied during each
phase of the study. Written notes were used and a dialog with
other researchers was used to ensure objectivity and strengthen
dependability and confirmability.>! A table of the categorization
process was included. Citations from different participants were
used to demonstrate the connection between the results and the
data as well as to add value and authentication.?!4>

Relevance to clinical practice

This study offers current and in-depth insights into the com-
petence healthcare professionals acquire while working in stroke
care within specialist and primary healthcare settings. The devel-
opment of multiprofessional competence for healthcare graduates
should be integrated into stroke care right from the beginning of
their careers. There is a growing demand for increased collabora-
tion between healthcare organizations and joint education initia-
tives. Additionally, there should be a stronger emphasis on devel-
oping innovative methods for preventing risk factors across all age
groups. This information is crucial for enhancing the competence
of healthcare professionals in stroke care, and the findings can be
applied to assess stroke care comprehensively, improve care path-
ways, and support ongoing professional and educational develop-
ment in stroke care.

Conclusions

The study suggests that competence in stroke care necessi-
tates interpersonal skills in diverse settings for vascular nurses and
other health care professionals, and multiprofessional collaboration
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among occupational therapists, physical therapists, speech thera-
pists, practical nurses, radiographers, rehabilitation counselors, and
paramedics. Furthermore, clinical competence depends on a strong
theoretical understanding and knowledge of stroke as a disease.
Individuals affected by stroke often require substantial emotional
support, which healthcare professionals aim to provide through
various methods, drawing on their expertise. Competence in self-
management and continuous development in one’s own profes-
sion requires an independent approach to self-assessment regard-
ing personal tasks and skills, as well as the ability to face various
challenges. Additionally, it relies on support from the organization
and leadership.

Continuous training is essential for healthcare professionals in
stroke care, and the content of training should be regularly up-
dated and provided systematically. Healthcare professionals share
a common understanding of the demanding competencies required
in stroke care and the necessity for expertise and ongoing devel-
opment.
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