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 Introduction: Stroke is a major mortality factor 

necessitating coordinated care systems to prevent 

incidents and enhance patient prognosis. The 

implementation of discharge planning based on patient 

centered care in stroke patients aims to increase patient 

involvement through the provision of personalized 

information and shared decision making, in order to 

prepare patients for daily activities after discharge from the 

hospital. This study aims to Assess the effectiveness and 

impact of implementing patient-centered care-based 

discharge planning after stroke on patient satisfaction, 

quality of life, and reduction in hospital re-visits. 

Method: The authors conducted a systematic review 

using PRISMA 2020 Guidelines. The article were derived 

from four electronic databases (Web of Science, JStor, 

PubMed, and Scopus) using keywords and terms relevant 

to the research topic. Consisting of full text original 

research articles published between 2019 and 2025 using 

quantitative and qualitative methods.  

Results: A total of 2,518 records were identified. Nine 

articles met the selection inclusion criteria were included 

due to having good methodological quality Patient-
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1. INTRODUCTION 

Stroke is a significant global health issue, ranking as the primary cause of 

mortality and disability worldwide 1. Cardiovascular disease and stroke impose 

substantial health and economic challenges both in the United States and globally 2. 

According to the World Health Organization (WHO), around 15 million people experience 

stroke each year, and more than 5 million of them die, while another 5 million are 

permanently disabled (WHO, 2021). Several studies regarding familial preparedness to 

provide care for individuals who have suffered a stroke indicate that the proportion of 

those deemed ready is 28.6%, while the segment identified as unprepared constitutes 

71.4%. Subsequent to the implementation of a standardized discharge planning 

intervention from a hospital focusing on family readiness, the results reflect an increase 

to 33.3% of individuals categorized as ready and a decrease to 66.7% identified as 

unprepared 3.  

Discharge planning constitutes a collaborative endeavor undertaken by a 

multidisciplinary team to ascertain the most favorable disposition of the patient upon their 

transition from acute care settings 4. The rehabilitation requirements may encompass 

physical therapy, occupational therapy, and speech therapy, along with comprehensive 

guidance aimed at addressing cognitive and psychological manifestations subsequent 

to a stroke 4. The execution of patient-centered care (PCC) within clinical practice faces 

numerous obstacles, predominantly associated with social, economic, financial, 

healthcare personnel training, and patient education dimensions 5. The planning process 

necessitates contributions from an array of healthcare providers, including nurses, 

therapists, and case managers 6. 

Staff recognized the presence of gaps in discharge information 7. Patients and 

their caregivers frequently expressed astonishment at abrupt discharge orders, 

indicating a deficiency in participatory decision-making processes 7. PCC possesses the 

capacity to revolutionize stroke management through the implementation of 

comprehensive and patient-oriented approaches 8. Poor inter-team communication, lack 

of structured systems for referrals, and fragmented discharge planning increased stress 

and unplanned readmissions 7.  

 

 

 

centered discharge planning interventions were 

associated with improved quality of life, patient 

satisfaction, adherence to post-discharge plans, and 

reduced hospital readmissions.  

Conclusion: Patient-centered discharge planning models 

positively influence patient satisfaction, quality of life, and 

rehospitalization rates among post-stroke patients. 

Implementing structured, multidisciplinary discharge 

planning protocols based on patient-centered care 

principles is crucial to improving stroke recovery 

outcomes. 

 Copyright © 2026 NMSJ. All rights reserved. 
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The main obstacles to structured discharge planning are nurses' workload, 

ineffective communication, and the absence of clear SOP in most hospitals 9. The 

discharge planning  process has not been optimized due to the unavailability of 

structured guidelines or SOP 10. Although the importance of discharge planning is 

understood, its implementation is hampered by differences in perception, lack of 

documentation, and the absence of specific PCC-based formats and SOP 11.  

Varied widely in design, intervention characteristics, outcome measures, and 

methodological rigor," resulting in a fragmented evidence base with no unified best 

practices 12. Patient centered elements are increasingly recognized, evidence for their 

implementation in discharge planning was inconsistent due to heterogeneous study 

designs and outcome measures 13. Healthcare professionals’ perspectives and practices 

of post-stroke coordinated discharge planning 13. Various approaches in the literature, 

such as educational programs and interventions for caregivers, show inconsistencies in 

discharge planning practices 12.  

A recent systematic review on post-discharge care for stroke survivors highlights 

the fragmented and heterogeneous nature of existing evidence, underscoring the 

necessity to comprehensively identify dan synthesize current models of discharge 

planning 14. Lack of standardized programs and good communication among providers 

are major barriers to discharge planning 15. Six best practice themes (including 

patient/family engagement and education) are critical to improving the quality of 

discharge transitions and continuity of care 16. The ultimate goal is to “align with the ‘triple 

aim’-improving individual experience of care, improving public health, and reducing 

healthcare costs” and use 30-day hospitalization as a key indicator of continuity of care 
17.  

 

2.  METHODS 

Study Design 

This systematic review was conducted according to the Preferred reporting Items for 

Systematic Reviews and Meta-Analysis (PRISMA) 2020 guidelines 18.  

Eligibility Criteria 

The authors included studies that focused on the implementation of patient centered 

care-based discharge planning in stroke patients. The research design used was 

qualitative and quantitative methods published between 2019 and 2025. The authors 

excluded studies whose results did not focus on the implementation of patient centered 

care-based discharge planning in stroke patients. 

Information Sources 

We searched the following electronic database: Web of Science, JStor, PubMed, and 

Scopus. The last search was conducted in 2025. 

Search Strategy 

The search strategy used combinations of the following keywords and Boolean 

operators: ("discharge planning" OR "transition planning" OR "care coordination" OR 

"post-discharge") AND ("stroke" OR "cerebrovascular accident" OR "CVA" OR "brain 

attack") AND ("patient" OR "individual" OR "client") AND ("model" OR "framework" OR 

"approach") AND ("rehabilitation" OR "recovery" OR "support" OR "follow-up"). 
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Selection Process 

Two reviewers independently screened abstracts and titles. Full-text articles were 

obtained for investigations that fulfilled the specified inclusion criteria or in instances 

where eligibility remained ambiguous. Discrepancies were addressed through 

discussion or by seeking the counsel of a third reviewer. 

Data Collection Process 

Data extraction was conducted independently by two reviewers utilizing a standardized 

data extraction instrument. Extracted information included authorship, year of 

publication, key findings, outcomes, intervention details, population characteristics, and 

study design. 

Data Items 

The primary outcomes were patient satisfaction with discharge planning, quality of life 

after discharge, adherence to post-discharge care, and the number of hospital revisits 

within 30 days. 

Risk of Bias Assessment 

The methodological rigor of the studies incorporated in this review was evaluated 

employing the Joanna Briggs Institute (JBI) critical appraisal instruments specifically 

designed for prevalence studies, whereas the 9-item JBI Checklist tailored for Quasi-

experimental studies was utilized to systematically critique the Quasi-experimental 

designs 19–21. Each item of the tools had four possible responses (no, yes, not applicable, 

or unclear). The summary quality was reported as the percentage of all 'yes' answers 

divided by all applicable questions, ranging from 0 to 100%, with a higher JBI indicating 

better methodological quality. Despite no formal guidelines, the authors considered 

studies with a JBI score ≥ 80% to be methodologically robust. Disagreements between 

the authors' results were resolved by discussion to reach a consensus, facilitated by the 

second author. 

 

3.  RESULTS 

A total of 2,518 records were identified. After removing duplicates, 2,310 records 

were screened based on titles and abstracts. 98 full-text articles were reviewed, and 9 

studies met the inclusion criteria. Nine studies met the inclusion criteria. Patient-centered 

discharge planning interventions were associated with improved patient satisfaction, 

quality of life, adherence to post-discharge plans, and reduced hospital readmissions. 

The whole process of study selection is illustrated in the PRISMA flowchart (Figure 1). 

Study Characteristics 

 Nine studies were published from 2019 to 2025 (Table 1), one study published in 

2019 22, one study published in 2020 23, one study published in 2021 24, two studied 

published in 2022 25 and 26, two studies published in 2023 27 and 28, one study published 

in 2024 1, one study published in 2025 29. One study was Non-randomized controlled 

feasibility study 30. One study was Retrospective cohort study 23. One study was 

Retrospective case-control cohort study 27. One study was Randomized controlled trial 
29. One study was Prospective qualitative longitudinal study using semi structure 

interviews 26. One study was Cross sectional analytic study 28. One study was Qualitative 

study using semi structured interviews 22. One study was Qualitative action research 

approach using semi-structured individual interviews 25. One study was Non-randomized 

controlled design 24. Based on research site, two studies originated from China 26,29. Two 
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studies were conducted in Sweden 1,24. Two studies were conducted in United States 
22,23. One study was conducted in Taiwan  27. One study was conducted in Indonesia 28. 

One study was conducted in Nigeria 25.  

 

 
Figure 1. PRISMA flowchart 
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Table  1. Description of the included studies 

Author 

and Year 

Study 

Design 

Country Participants Instrument/D

ata Collection 

Key 

Quantitative/Qualitative 

Outcomes 

Lindblom 

et al. 

(2024) 1 

Non-

randomized 

controlled 

feasibility 

study. 

Sweden 49 stroke 

survivors: 28 in 

the 

intervention 

group and 21 

in the control 

group 

The 

Normalization 

Measure 

Development 

Questionnaire, 

participatory 

observations, 

focus groups, 

and semi 

structured 

interviews. 

The feasibility evaluation 

showed a 39% patient 

recruitment rate and a 16% 

drop-out rate. Data 

collection was highly 

feasible with 99% 

completeness at baseline. 

The intervention group 

reported a significantly 

higher perceived quality of 

the care transition 

compared to the control 

group (mean = 79 vs. 62, p 

= 0.027). Other outcomes 

(medication adherence, 

functioning) showed no 

significant differences. 

Halladay et 

al. (2020) 
23 

Retrospectiv

e cohort 

study  

United 

States 

(North 

Carolina

) 

1300 stroke 

patient 

discharged 

directly to 

home from a 

single tertiary 

hospital 

Electronic 

health records 

(EHR), 

compass 2-

day follow-up 

call 

instrument, 

conceptual 

model of 

patient-

influenced 

factors, 

multivariable 

logistic 

regression 

model 

Overall, 63.2% of patients 

attended the 

comprehensive care 

transitions visit, and 60.2% 

completed the 2-day follow-

up call. The odds of visit 

attendance were 

significantly higher if the 2-

day follow-up calls were 

completed and if clinic 

appointments were 

scheduled before 

discharge. 

Po et al. 

(2023) 27 

Retrospectiv

e case-

control 

cohort study 

Taiwan 7.796 patient Electronic 

medical 

records and 

databases, 

activities of 

daily living 

(ADL) scale 

Multivariate analysis 

showed an ADL score ≤ 60 

significantly increased the 

risk of >60 days 

hospitalization (OR = 9.84, 

p < .001). Patients with an 

ADL score ≤ 60 and 

indwelling tubes had 

significantly higher risks of 

14-day and 30-day 

readmissions. Cox 

regression indicated an 

ADL score ≤ 60 was 

associated with significantly 

fewer days between 

discharge and death within 

30 days (HR = 3.101). 
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Xiao and 

Xu (2025) 
29 

Randomize

d controlled 

trial 

China 120 patients 

were initially 

recruited, final 

data was 

available for 

115 patients at 

discharge 

Medication 

adherence 

rating scale 

(MARS), 

national 

institute of 

health stroke 

scale (NIHSS), 

functional 

exercise 

adherence 

scale, 

Newcastle 

nursing 

service 

satisfaction 

scale 

Intervention groups showed 

significantly improved 

NIHSS scores 

(F=87.07, P<.01), 

medication adherence 

(P=.03), and functional 

exercise adherence 

(F=224.71, P<.01) at 6 

months. Patient satisfaction 

was also significantly 

higher (F=18.25, P=.02). 

Lin et al. 

(2022) 26 

Prospective 

qualitative 

longitudinal 

study  

China 23 stroke 

survivor/caregi

ver dyads, 

totalling 46 

participants 

and 92 

individual 

interviews 

Semi structure 

interviews 

Qualitative themes: The 

hospital-to-home transition 

involved three phases. 

During discharge 

preparation, both patients 

and caregivers experienced 

emotional distress, 

unpreparedness, and 

insufficient stroke care 

knowledge. At home, they 

faced high stress levels, 

fragmented post-discharge 

services, disrupted 

interpersonal relationships, 

and significant financial 

burdens. 

Siskaningr

um et al. 

(2023) 28 

Cross 

sectional 

analytic 

study 

Indonesi

a 

133 nurses 

from stroke 

units 

participated in 

the study 

Structured 

Questionnaire 

The SECI knowledge 

management model 

significantly influenced 

discharge planning (T = 

6.618, p < 0.001). 

Discharge planning was 

also significantly affected 

by family factors (T = 5.715, 

p < 0.001), nurse factors (p 

= 0.014), and 

organizational factors (p = 

0.013). The overall model 

explained 93.6% (R-square 

= 0.936) of the variance in 

discharge planning. 

Krishnan  

et al. 

(2019) 22 

Qualitative 

study  

United 

States 

18 stroke 

survivors  

Semi 

structured 

interviews 

Qualitative themes: The 

majority of patients were 

not involved in selecting 

their PAC setting. Patients 

reported unmet information 

needs regarding 

rehabilitation services, 

medical interventions, 
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insurance, and 

psychological changes 

post-stroke. Patients 

expressed a desire for 

greater self-advocacy and 

more comprehensive 

education prior to 

discharge. 

Lateef and 

Mhlongo 

(2022) 25 

Qualitative 

action 

research 

approach  

Nigeria 35 nurses 

participated 

Semi 

structured 

individual 

interviews 

Qualitative themes: Major 

barriers to PCC included 

heavy workloads, time 

constraints, lack of 

management commitment, 

and severe 

resource/infrastructure 

shortages. Conversely, 

nurses recognized that 

PCC enriches practice, 

improves information 

sharing, fosters better 

communication, and 

ultimately leads to better 

healthcare outcomes and 

patient satisfaction. 

Flink et al. 
24 

Non-

randomized 

controlled 

design  

Sweden 50 stroke 

patients (25 in 

the 

intervention 

group and 25 

in the control 

group) 

NIHSS, barthel 

index (BI), 

modified 

rankin scale 

(MRS), mini-

montreal 

cognitive 

assessment, 

patient health 

questionnaire-

2, stroke 

impact scale 

Study Protocol: This 

paper outlines the protocol 

for assessing feasibility, 

fidelity, and acceptability of 

a co-designed care 

transition support. 

Anticipated outcomes 

include evaluating patient 

satisfaction (using the Care 

Transition Measure), health 

literacy, and 3-month post-

discharge clinical and 

cognitive functions. 

 

 

4. DISCUSSIONS 

This systematic review aimed to synthesize existing evidence on the 
implementation of PCC-based discharge planning for post-stroke patients. Our findings 
demonstrate that PCC-oriented interventions yield statistically significant improvements 
across multiple clinical and patient-reported outcomes. Notably, structured interventions 
that integrate the Information-Motivation-Behavioral (IMB) skills model and hospital-
community-family triad linkages significantly improved neurological recovery (NIHSS 
scores, p<0.01) and medication adherence (p=0.03) at 6 months post-discharge 29. 
Furthermore, effective PCC transition support has been shown to reduce the risk of 30-
day hospital readmissions—a critical indicator where traditional administrative 
discharges often fail. For instance, the completion of post-discharge follow-up calls and 
pre-scheduled clinic appointments significantly increased the odds of successful care 
transitions 23, while poor functional status (ADL ≤ 60) coupled with inadequate discharge 
support exponentially increased the risk of readmissions and post-discharge mortality  27. 

The transition from the acute stroke unit to the home environment is a highly 
vulnerable period. Traditional discharge processes frequently prioritize administrative 
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efficiency over patient engagement, leading to unmet information needs and fragmented 
care. As highlighted by Krishnan et al. (2019)22, patients often feel excluded from 
selecting their post-acute care settings and setting rehabilitation goals, leading to 
dissatisfaction and anxiety. This lack of active involvement directly contributes to 
emotional distress and places a high burden on family caregivers, who frequently feel 
underprepared to manage complex home-based healthcare tasks such as mobility 
assistance and medication management 26. 

Addressing these gaps requires structured, individualized, and multidisciplinary 
discharge planning. When patients are actively engaged through shared decision-
making, continuous education, and methods like the "Teach-Back" approach, they 
exhibit a significantly higher perceived quality of the care transition (mean score 79 vs. 
62, p=0.027) compared to standard care 1. Moreover, involving family factors—
specifically social support and caregiver role modeling—has been proven to significantly 
enhance the overall performance of nurses in executing discharge planning (T = 
5.715, p<0.001), reinforcing the necessity of a collaborative care model 28. 

Despite the clear benefits, the implementation of PCC remains highly 
inconsistent. A major finding of this review is the profound impact of systemic and 
geographical heterogeneity on PCC delivery. In high-resource settings, such as Sweden 
or the United States, barriers to PCC are often related to fine-tuning inter-organizational 
communication, utilizing bridged e-meetings, and integrating digital health records 1,23,30. 
In these contexts, the infrastructure supports autonomy, and the focus is on optimizing 
shared decision-making. 

Conversely, implementing PCC in low- and middle-resource settings (e.g., 
Nigeria, Indonesia, or rural China) faces fundamental infrastructural hurdles. Heavy 
workloads, severe understaffing, and a lack of standardized protocols often force 
healthcare providers into routine, "uncaring" approaches, despite their theoretical 
understanding of PCC concepts 25. In these environments, successful discharge 
planning relies heavily on family support to compensate for the limited availability of 
professional community-based follow-up services. Furthermore, financial burdens and 
inaccessible post-discharge rehabilitation facilities severely limit the continuum of care, 
making the ideal PCC model difficult to sustain without significant institutional backing  
26. 

The strength of this review lies in its comprehensive search strategy, adherence 
to PRISMA 2020 guidelines, and rigorous quality assessment using the JBI checklist, 
with a specific focus on the stroke population rather than general medical admissions. 

However, several limitations must be acknowledged. First, the included studies 
exhibit considerable heterogeneity in study design (ranging from qualitative interviews to 
randomized controlled trials), intervention types, and outcome measures, which 
precluded a meta-analysis. Second, as discussed, the vast differences in healthcare 
systems, socioeconomic contexts, and cultural family dynamics among the studied 
countries mean that successful implementation models in one context may not be directly 
generalizable to another without significant adaptation. Finally, the inclusion of 
predominantly observational and qualitative studies, along with a restriction to English-
language publications, suggests that publication bias cannot be ruled out and the results 
should be interpreted with caution. 

Healthcare institutions must prioritize patient and caregiver engagement by 
developing adaptable, context-specific Standard Operating Procedures (SOPs) for PCC-
based discharge planning. Continuous training for healthcare providers and the 
strengthening of community-based support networks are essential to translate PCC 
principles into sustainable clinical practice globally. 
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5. CONCLUSION 

Patient-centered discharge planning models positively influence patient 

satisfaction, quality of life, and rehospitalization rates among post-stroke patients. 

Implementing structured, multidisciplinary discharge planning protocols based on 

patient-centered care principles is crucial to improving stroke recovery outcomes. 
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