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ABSTRACT 

This study has the objective of describing the perception of the nursing team regarding 

discharge planning for individuals affected by strokes. It is a descriptive study, with a 

qualitative approach, conducted with 13 nursing professionals from a general hospital in the 

northwest region of Rio Grande do Sul, Brazil. Data collection was performed through semi-

structured interviews, which were audio-recorded, fully transcribed, and subjected to content 

analysis. Two categories were identified: Perception of the nursing team regarding hospital 

discharge planning for people with strokes; and Perception of the nursing team regarding 

preparing relatives/caregivers for the discharge of people with strokes. In the first category, 

nursing professionals emphasize the importance of discharge planning, taking the lead in this 

process, coordinating the multidisciplinary team, and guiding relatives to effectively 

communicate with primary health care services. In the second category, nursing professionals 

conduct educational actions to enhance the insertion and knowledge of users and their relatives 

about post-discharge care. They also identify challenges related to the adherence of family 

members to take part in these actions, as well as the high turnover of this group. In conclusion, 

nursing professionals understand the process of preparation for hospital discharge, emphasizing 

the central role of the nurse and recognizing the crucial participation of other members of the 

multidisciplinary team, providing guidance, and promoting health education for caregivers. In 

addition, they highlight the need to consider other critical health-related points to reduce risks 

and prevent possible readmissions. 

Keywords: Stroke. Nursing care. Patient-centered care. Patient discharge. 

 

INTRODUCTION 

  

Currently, considering the demographic and epidemiological transition of the Brazilian 

population, the discussion on hospital discharge planning has been gaining relevance for the 

scientific community and health services, in order to meet this new profile of people, who need 

qualified care1. According to Ordinance nº 3.390/2013, hospital discharge must be conducted 

through guidance to users and their relatives regarding the continuity of treatment and home 

care, which can reinforce the individual’s autonomy and provide self-management, linking the 

care process to the other points of care in the Health Care Networks2, making individualized 
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planning necessary, focused on the person’s uniqueness3.  

Hospital discharge planning is considered a complex activity4, as it demands shared 

decision-making between users and health professionals. It requires knowledge of the 

individuality of the subject and empowerment of the family to develop actions already carried 

out and initiated in the hospital environment, demanding knowledge and training5. In this 

setting, hospital discharge planning is recognized worldwide as a potential transition of care, 

given the benefits to users2.  

In the context of an ageing population, marked by an increase in chronic non-

communicable diseases (NCDs)6, stroke stands out as a highly prevalent condition, ranking 

second in the global ranking of NCDs with high mortality2. Thus, stroke is characterized as a 

condition capable of causing permanent consequences to the physical, emotional, and social 

health of the individual, which can leave him/her incapacitated or even lead to his/her death7. 

In addition, it is characterized by two major groups: hemorrhagic (caused by a hemorrhage, 

resulting in extravasation of blood into or around the structures of the central nervous system); 

and ischemic (resulting in failure of the vessel to adequately oxygenate and perfuse the brain)8. 

According to the World Stroke Organization9, approximately 14 million people are 

affected by hemorrhagic stroke each year on a global scale, while more than 80 million people 

experience the lasting impacts of the disease, which highlights the importance of actions aimed 

at health surveillance, with a view to preventing, promoting, and rehabilitating the health of 

these users. In this setting, people in the post-stroke period need greater support from their 

families, given the complexity of the care demands arising from the degree of dependence, 

which varies according to the severity of the clinical picture. The transition from hospital to the 

community environment becomes a process that requires supervision, involving psychological, 

physiological, and functional support provided by both the health team and the caregivers7. 

The nursing professional plays a crucial role in preparing for hospital discharge and 

must work with the family on issues related to food, hygiene, the environment, medication and 

possible events resulting from the clinical conditions of the person with a stroke. Accordingly, 

hospital discharge planning and preparation needs to start from admission, with the help of 

institutional protocols planned in a unique way by the multidisciplinary team, favoring the 

systematic sharing of behaviors between the multidisciplinary team and the family10. 

In light of the foregoing and considering the benefits of preparing for hospital discharge 
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from the moment the user is admitted, with a view to continuity of care, as well as the challenges 

in the praxis of professionals who work in the face of the complexity of caring for people with 

strokes, recognizing the perception of nursing professionals makes it possible to provide 

subsidies for managers and professionals who are committed to qualifying care in hospital 

services. Moreover, the implementation of hospital discharge planning by nursing is identified 

as an action to qualify the provided care, as well as a contributing factor to the therapeutic 

success of the team, capable of recognizing the implications caused by failures in the transfer 

of care for people after a stroke. In addition, there is a lack of studies on discharge planning in 

the literature for people with strokes, strengthening the study’s proposal. 

Accordingly, the research question of this study is: What are the perceptions of the 

nursing team regarding hospital discharge planning for people with strokes? Based on the 

above, the objective is to describe the perception of nursing team regarding hospital discharge 

planning for people affected by stroke. 

 

METHODOLOGY 

 

This is a descriptive study, with a qualitative approach, which followed the guidelines 

of the Consolidated Criteria for Reporting Qualitative Research (COREQ)11. The study was 

carried out in a medical clinic unit of a general hospital, level 3 – Accredited with Excellence 

by the National Accreditation Organization (ONA) in Brazil, from July 2022.  

As for the participants, nurses or nursing technicians working in the medical clinic were 

included, regardless of their work shift, as long as they had been employed at the institution for 

at least six months. Nonetheless, nursing professionals who were on sick leave or vacation at 

the time of data production were excluded. The number of participants in the study was defined 

by data saturation. In order to organize data production, the institution initially provided a list 

of the nursing professionals working in the unit. Based on this, the participants were drawn 

sequentially, followed by contact with the unit manager to arrange the interviews. 

 In order to gather data, semi-structured interviews were conducted, guided by a script 

consisting of questions about the characterization of the subjects and open-ended questions 

about hospital discharge planning from the perspective of people with strokes: What do you 

understand by discharge planning? Who is responsible for discharge planning? When should 



 

5 

PERCEPTIONS OF THE NURSING TEAM REGARDING HOSPITAL DISCHARGE PLANNING  

FOR PEOPLE AFTER STROKES 

 

 

Revista Contexto & Saúde - Editora Unijuí – ISSN 2176-7114 – V. 24 – N. 48 – 2024 – e14515 

preparation for hospital discharge start? What strategies are used to prepare for hospital 

discharge? 

The interviews were conducted in a private room, audio-recorded using digital 

equipment and transcribed in full twice independently. In order to maintain the participants’ 

anonymity, they were coded as Nurses (Nurs) and Nursing technicians (Tech), followed by 

Arabic numerals. The data underwent Minayo’s content analysis, which is divided into three 

stages: pre-analysis (floating reading, choice of statements, synthesis of ideas, reformulation of 

objectives); exploration of the material and treatment (creation of categories); and inference 

and interpretation of the obtained results (interpretation of the results).   

This study follows the ethical precepts set out in Resolution nº 466/2012, and the 

research was approved by the Research Ethics Committee of the Regional University of the 

Northwest of the State of Rio Grande do Sul, under Opinion nº 5.362.581/2022.  

 

RESULTS 

 

Thirteen nursing professionals took part in the study, five of them nurses and eight 

nursing technicians. Most were female (90%), with an average age of 35. In terms of 

educational level, 61.5% of the professionals had completed high school, 15.4% had completed 

higher education and 23.1% had a lato sensu postgraduate degree.  

In terms of work characteristics, the length of time they had worked at the institution 

varied from one to three years (61.5%); four to five years (15.4%); and more than five years 

(23.1%). With regard to work shifts, 53.8% worked during the day and 46.2% during the night. 

In addition, most participants reported working thirty-six hours a week (69.2%) or forty to forty-

four hours a week (23.1%). In the meantime, one participant chose not to answer the question 

about weekly working hours. 

From the data analysis, it was possible to recognize how the nursing team perceives hospital 

discharge planning for people affected by strokes. Consequently, two thematic categories were 

established: Perception of the nursing team regarding hospital discharge planning for people 

with strokes; and Perception of the nursing team regarding preparing relatives/caregivers for 

the discharge of people with strokes. 
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Perception of the nursing team regarding hospital discharge planning for people with 

strokes 

 

In order to better organize hospital discharge planning, the professionals understand the 

need, as well as alluding that continuity of care is necessary, preparing family members so that 

they feel able to guarantee the user the care and equipment required at home after discharge 

from hospital. In addition, nursing professionals perceive the need to identify who the 

caregivers will be, and who this person will live with after discharge from hospital, in order to 

avoid a progressive worsening of the condition and, consequently, possible further 

hospitalizations. They also point out the need for the family to get in touch with the health 

service in their area, with a view to providing continuity of care. 

Discharge planning is the best possible way for us to make sure that this patient, at the 

time of discharge, feels comfortable going home and that relatives feel safe dealing with 

this patient at home. (Tech 7) 

It’s important to know where they live, with whom, if the family will have a caregiver. 

Therefore, the team plans this part with the relative, if the family is able, notifies the 

health center so that the area is aware that this patient has been affected by an illness 

and is now returning home with other care. (Tech 1) 

The way you will organize for these patients to leave the hospital and be able to 

continue, check what their needs will be outside the hospital, from medications, oxygen, 

physiotherapy, and even nutritional care. Therefore, the planning is to see what these 

patients will need post-discharge so that they don’t relapse and have to return to the 

institution with a re-hospitalization. (Nurs 2) 

In addition, it is possible to highlight the role of the professional nurse, who provides 

direct care during the hospitalization process and, in collaboration with the multidisciplinary 

team, prepares for hospital discharge once the patient’s clinical condition has improved. 

Furthermore, nurses have the role of informing primary health care of the patient’s clinical 
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picture and discharge from hospital, in order to promote continuity of treatment at another level 

of complexity. 

The entire multidisciplinary team has contact with the patient and his/her relatives and 

plans his/her discharge from hospital. In addition to the nursing team, we have a daily 

nutritionist, physiotherapist, psychologist and, if necessary, a social worker who also 

provides support. (Nurs 2) 

When the patient’s condition improves, a multidisciplinary assessment is carried out 

and he/she is prepared for hospital discharge, and primary health care is notified so 

that they can prepare to receive the patient. (Nurs 4) 

The physician is going to talk about the patient’s clinical condition, the nurse is going 

to hold all the communication process with the nutritionist, the social worker, so that 

they can come to the patient and provide guidance, and also the nursing guidance, 

which is carried out by us as technicians [...]. (Tech 1) 

I think it’s more up to the sector nurse to organize the hospital discharge, depending on 

the shift. But I think it’s a multidisciplinary job, which also involves the nursing 

technician, the nurse, physiotherapy, medical issues, nutritional issues; therefore, it’s a 

multidisciplinary team. (Nurs 5) 

They receive a lot of [hospital discharge] advice from nurses, nutritionists and, 

sometimes, physicians, but it’s the nurses who give the most [discharge advice] to 

relatives and patients. (Tech 2) 

The professionals understand that the family is crucial in this context. Therefore, nursing 

professionals apply all the necessary institutional protocols, besides trying to help them to 

manage hospital discharge and answer any questions they may have about this process.  

I think that the family is an important point for the patient to get out of the situation 

he/she’s in, because, at the institution, we’ve done everything that’s instructed, we 

follow all the protocols; when a new protocol comes in, we start applying it [...] so it’s 

a team. I think the family is directly involved, because the patient is fine and, out of the 

blue, he/she’s here in hospital, it’s all new for that family. (Tech 1) 

I think it depends a lot on the understanding of each relative, how the patient goes home 

[...]. But, in general, we try to answer questions as best we can.  Let’s say that 90% of 

them leave well prepared, with some we have a lot of difficulty [...]. (Nurs 1) 
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Finally, the nursing professionals highlight the importance of discharge planning for 

people with strokes, emphasizing the need for continuity of care and preparation of relatives. 

The essential role of nurses is highlighted in multidisciplinary coordination, communication 

with primary care and the application of protocols to ensure an effective and safe transition to 

the home environment. 

 

Perception of the nursing team regarding preparing relatives/caregivers for the discharge 

of people with strokes 

 

Concerning the strategies used to improve the preparation of patients for hospital 

discharge, health education with relatives and caregivers stands out as an important enhancer 

of this process. In addition, nursing professionals offer guidance during daily care, addressing 

aspects like changes of position, skin care, medication administration, bronchoaspiration risk 

and dressing procedures. Communication between the participants reveals a consistent harmony 

in the explanations given to patients and their relatives. 

I think it’s the care, when we’re giving the bath, we’re talking about skin care, care with 

maintaining the tube, care with diluting the medication, we’re preparing for discharge. 

(Tech 3) 

When it’s time for the bed bath, we invite the relative, he/she takes part in this care 

together [...] he/she takes part in the care, in the change of decubitus [...]. When I visit, 

I always reinforce this issue of the risk of injury, or the risk of bronchoaspiration when 

the patient is on a diet, or even when he/she’s on an oral diet, giving him/her advice on 

positioning and feeding. You always need to be planning this discharge with the family; 

of course, it depends a lot on each professional who is working and whether we are 

including that caregiver in the planning. (Nurs 2) 

I think that, when it comes to care, all the technicians are guided in the same way, in 

other words, we speak the same language with the relatives. (Tech 1) 

In addition to the spoken instructions, we also have written discharge instructions. 

Therefore, it’s going to depend a lot on each physician, how they’re going to describe 

it [...] because the patients we have, for example surgical patients, leave with a detailed 

dressing, how it has to be done. (Nurs 1) 
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Nonetheless, it can be perceived that nursing professionals have difficulties when it 

comes to preparing for hospital discharge, as they point out that family relationships often end 

up directly interfering in the preparation of patients for discharge, given that there is a high 

turnover of caregivers and a lack of interest in care, which becomes a weakness when it comes 

to preparing these patients, limiting the provided guidance. Discharge instructions are an 

important ally for continuity of care, guaranteeing qualified care at home. 

If it’s the same relative who’s with the patient every day, that’s fine, but, in the event of 

a change of caregivers, you have to start all over again, but generally they don’t come 

prepared. (Tech 3) 

It depends on the involvement between family and patient. Sometimes, we have family 

members who aren’t very interested in that care, we’ve seen a lot of patients who don’t 

have a bond [...]. Therefore, sometimes, it’s just that gentleman who’s there, that elderly 

patient with the relative who’s going to stay at home, also elderly [...] it’s a problem. 

(Nurs 2) 

No, they don’t leave prepared. They have no idea what the aftermath is. They are 

dependent on nursing and few relatives are collaborative and want to participate and 

understand the process that the patient will demand afterwards. (Nurs 4) 

Nursing professionals use educational strategies to prepare relatives and caregivers for 

the discharge of patients with strokes. The guidelines cover various aspects, such as daily care, 

changes of position, medication administration and associated risks. Nonetheless, challenges 

arise due to caregiver turnover and lack of interest, impacting discharge preparation and 

continuity of home care. 

 

DISCUSSION 

 

Nursing professionals have shown that they understand the importance of discharge 

planning for people affected by strokes, given that its proper management provides the patient 

with continuity of qualified care. In addition, it is possible to observe the nursing team’s 

commitment to providing guidance on basic care to relatives and including them in the care 

while still in the hospital environment. Furthermore, the professionals always seek integration 

with primary health care with a view to providing continuity of care. 
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The important role played by the multidisciplinary team was identified, as well as the 

nurse’s leadership role in preparing patients for hospital discharge. Furthermore, the correct 

preparation and management of the patient for discharge influences the quality of the provided 

services. The interviewees pointed to the use of health education actions as a strategy for 

increasing the knowledge of users and their relatives. However, there is vulnerability in terms 

of caregiver turnover and, sometimes, apathy towards the provided guidance.  

The high prevalence of strokes in Brazil is reflected during the rehabilitation process, 

when there is a search to resume self-care and activities that influence social life13. In this sense, 

the acquisition of independence becomes significant after stroke, guaranteeing quality of life 

and a considerable improvement in self-esteem14.  

In certain situations, patients face several phases, varying from acceptance of the new 

condition to the adaptation process, requiring the acquisition of new knowledge and skills. 

Building self-management skills requires the implementation of health education actions. 

Nevertheless, in order to guarantee the success of the interventions carried out by nursing 

professionals, it is essential to establish a relationship of trust with users and their relatives, 

promoting greater adherence to the proposed actions and ensuring continuity of care15. 

Therefore, it is underlined that a qualified transition of care requires the implementation 

of effective strategies, where preparation for hospital discharge is considered a crucial element 

in ensuring effective continuity of care. However, weaknesses have been identified in this 

context, which emphasizes the need to look for practices that act positively16. 

Accordingly, interventions involving communication between health services and 

hospital discharge plans ensure an effective transition of care, and it is necessary to think about 

assistance for care at home, providing inputs that will be indispensable for the patient’s 

therapy17. The process requires decision-making that must involve a multidisciplinary team, as 

well as the Health Care Networks, clients, and their relatives, considering their main difficulties 

and then looking for coping strategies18.  

In light of the foregoing, it is understood that preparing users for discharge from hospital 

should start from the first moments of hospitalization, through actions designed by the 

multidisciplinary team, discussed with family members, based on the individual’s reality, acting 

as a facilitator for successful discharge from hospital at home19, which can be qualified based 

on care transition protocols, as well as the transfer of other technologies15. 
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Thus, among the issues that facilitate successful hospital discharge, one can highlight 

multidisciplinary communication, knowledge of the family context and interaction among the 

team members. In view of this, it is emphasized that, among the professionals included in the 

hospital discharge process, the nurse and the nursing team end up being responsible for patient 

care, as well as helping to insert the other members of the multidisciplinary team, based on the 

diagnosis, hospital care and the current clinical situation of the person affected by the stroke17.  

Consequently, nurses have an important role to play as providers of actions that 

guarantee continuity of care. However, there is still a weakness in discharge planning in order 

to follow-up on care at the different points of health care20. The importance of nursing 

professionals in the management of users should also be emphasized, with a view to passing on 

knowledge about their post-discharge care21. 

Access to information for elderly users, provided by professional nurses, must consider 

the singularities of each individual, using methods that contribute to the safety of the actions 

carried out at home, ensuring that all demands are met satisfactorily, leading to the search for 

the formation of a facilitating bond among professional-patient-caregiver relationships14. 

Furthermore, it should be noted that the advances in preparing users for hospital discharge favor 

a quality service, and that follow-up after hospital discharge is of great value, making it possible 

to reduce new readmissions4 and prepare patients to self-manage their post-discharge care while 

they are still hospitalized, which generally ends up reducing new admissions within 30 days of 

hospital discharge22. 

This highlights the need for strategies that contribute to the success of hospital 

discharge, minimizing the risk of failures in the continuity of care that result in readmissions. 

Although there are weaknesses, it is possible to identify that the use of strategies for transition 

of care contributes positively, favoring care between the different points of health care23.  

In addition, the study identifies weaknesses regarding family relationships, besides 

highlighting the degree of importance of the guidance provided by the team, identifying it as a 

relevant method for preparing the patient21. However, despite understanding patient preparation 

as recognized by health institutions, it is possible to perceive that preparation for hospital 

discharge is held in a piecemeal fashion, weakening the process by not identifying the precepts 

that govern the issue24.  
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To that end, it is important to highlight the role of liaison nurses, who are responsible 

for preparing the patient in different spheres, in an individualized way, seeking to promote 

comprehensive care, thus spreading discussions on the topic, leading to an increase in practice 

in the country25. Accordingly, the different strategies used to manage patients after hospital 

discharge should be emphasized, where the advantages they present are identified, highlighting 

the role of nurses as essential for continuity of care in an organized way, as well as the need for 

professionals in the area to act in a specific way with regard to the topic26.  

The work carried out by navigation nurses should also be highlighted. Preparing for 

hospital discharge is based on practices developed by the team and they point to behaviors that 

should be centered on the patient and his/her family, since effective communication is 

maintained among professionals on the team during information processing, continuously 

identifying the patient’s clinical and psychological needs, acting as educators and coordinators 

between services, since it is difficult to promote continuity of care without coordination 

actions25.  

In view of its complexity, preparing patients for hospital discharge is perceived as a 

collective responsibility. Therefore, as it suggests comprehensive care, discharge planning must 

be carried out continuously, from the moment they are admitted to hospital until they return to 

the community, seeking to ensure that they are cared for at the different points of health care. 

Therefore, discussions on the topic are necessary, with a view to qualifying health services in 

the face of hospital discharge planning, seeking continuity of care at home, in view of the 

benefits for the patient, his/her relatives, as well as the institution.   

With respect to the study’s limitations, as this is still an incipient topic in the country, 

there is a lack of studies on hospital discharge planning for patients with strokes, which implies 

that new studies should be carried out to encourage discussions on the topic.    

 

FINAL CONSIDERATIONS 

 

  Nursing professionals recognize and understand how important it is to plan the 

discharge of patients with strokes from the hospital setting. They highlight the role of the nurse 

as essential to the functionality of the processes, but also reinforce the importance of the 

involvement of the entire multidisciplinary team, with a view to guaranteeing qualified care in 
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a systematized and comprehensive way.  

Furthermore, it can be perceived that the provided health education guidelines are 

considered to be potential for preparing patients for hospital discharge, but weaknesses were 

also observed that could intervene in the quality of care. Therefore, it is necessary to involve 

the other points of health care, with a view to reducing the risks and possible readmissions. 

 

REFERENCES 

1. Utzumi FC, Lacerda MR, Bernadino E, Gomes IM, Aued GK, Sousa SM. Continuidade do cuidado 

e o interacionismo simbólico: um entendimento possível. Texto & contexto enferm, 2018;27(2):1-8. 

DOI: https://doi.org/10.1590/0104-070720180004250016 

2. Ministério da Saúde. Secretaria de Atenção à Saúde. Departamento de Atenção Especializada. 

Manual de rotinas para atenção ao AVC. [Internet] Brasília: Ministério da Saúde; 2013 [cited 2023 jan. 

05]. Available from: 

https://bvsms.saude.gov.br/bvs/publicacoes/manual_rotinas_para_atencao_avc.pdf 

3. De Oliveira LS, Da Costa MFBNA, Hermida PMV, De Andrade SR, Debetio JO, De Lima LMN. 

Práticas de enfermeiros de um hospital universitário na continuidade do cuidado para a atenção primária. 

Esc Anna Nery Rev Enferm, 2021;25(5):1-7. DOI: http://dx.doi.org/10.1590/2177-9465-ean-2020-0530  

4. Burke RE, Guo R, Prochazka AV, et al. Identificar as chaves para o sucesso na redução de 

reinternações usando as transições ideais na estrutura de atendimento. BMC Health Serv Res, 

2014;14(423):1-10.  DOI: https://doi.org/10.1186/1472-6963-14-423 

5. Budinich M, Sastre J. Planificación del alta. Rev Méd Clín Condes, 2020;31(1):76-84. DOI: 

http://dx.doi.org/10.1016/j.rmclc.2019.09.006.7 

6.  Figueiredo AEB, Ceccon R, Figueiredo JHC. Doenças crônicas não transmissíveis e suas 

implicações na vida de idosos dependentes. Cien Saude Colet, 2021;26:77-88. DOI: 

https://doi.org/10.1590/1413-81232020261.33882020 

7.  De Souza PB, Mantovani MDF, Da Silva ATM, Paz VP. Percepção de pessoas pós-Acidente 

Vascular Cerebral sobre o gerenciamento de caso conduzido por enfermeiro. Rev Esc Enferm USP, 

2021;55:1-7. DOI: https://doi.org/10.1590/S1980-220X2019026703703 

8. Gehrke A, Trentin D, Seibel LM, Colett A, Santos EL. Fatores de risco relacionados ao diagnóstico 

de acidente vascular encefálico em pacientes idosos. Enferm Foco, 2022;13:1-7. DOI: 

https://doi.org/10.21675/2357-707X.2022.v13.e-202238 

9. World Stroke Organization (WSO). Annual Report [internet]. Geneva: WSO. 2020. [cited em 2023 

jan. 28]. Disponível em: https://www.world-

stroke.org/assets/downloads/WSO_Annual_Report_2020_online.pdf 

10. Misawa F, Sanches RCN, Rêgo ADS, Radovanovic CAT. Necessidades dos cuidadores de 

pacientes vítimas de Acidente Vascular Encefálico após a alta hospitalar. Rev eletrônica enferm, 



 

14 

PERCEPTIONS OF THE NURSING TEAM REGARDING HOSPITAL DISCHARGE PLANNING  

FOR PEOPLE AFTER STROKES 

 

 

Revista Contexto & Saúde - Editora Unijuí – ISSN 2176-7114 – V. 24 – N. 48 – 2024 – e14515 

2018;20:1-10.  

11. Tong A, Sainbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 

32-item checklist for interviews and focus groups. Int J Qual Health Care, 2007;19(6):349-57. DOI: 

https://doi.org/10.1093/intqhc/mzm042  

12. Minayo MCDS. O desafio do conhecimento: pesquisa qualitativa em saúde. São Paulo: Hucitec, 

2014. 

13. Cavalcante DAK, Furtado TA, Valente JRR, Almeida UTDFH, De Sousa TC, De Sousa EDJS et 

al. Qualidade de vida de pacientes após acidente vascular encefálico isquêmico atendidos em uma 

clínica de neurologia em Belém-Pará. Brazilian Journal of Health Review, 2020;3(5):12452-64. DOI: 

http://dx.doi.org/10.34119/bjhrv3n5-089 

14. Santos JM, Prata AP, Cunha ICKO, Santos MR. Independência no autocuidado nos doentes com 

acidente vascular cerebral: contribuição da enfermagem de reabilitação. Enferm Foco, 2021;12(2): 346-

53.  

15.  Alievi MF, Loro MM, Lorenzini E, Flôres GC, Domenico EBL, Kolankiewicz ACB. Transição do 

cuidado de pacientes estomizados: contribuições de pesquisa convergente assistencial. Rev Pesqui, 

2022;14:1-8. DOI: https://doi.org/10.9789/2175-5361.rpcfo.v14.11631 

16. Gallo VCL, Hammerschmidt KSA, Khalaf D, Lourenço RG, Bernardino E. Transição e 

continuidade do cuidado na percepção dos enfermeiros da atenção primária à saúde. Rev Recien. 2022; 

12(38):173-82. DOI: https://doi.org/10.24276/rrecien2022.12.38.173-182 

17. Costa MFBNA, Ciosak SI, Andrade SR, Soares CF, Pérez EIB, Bernardino E. Continuidade do 

cuidado da alta hospitalar para a atenção primaria à saúde: a prática espanhola. Texto & contexto enferm, 

2020;29:1-14. DOI: https://doi.org/10.1590/1980-265X-TCE-2018-0332 

18. De Sousa FTL, Dos Santos KCB. O processo de desospitalização sob a ótica de pacientes com 

doenças crônicas de longa permanência internados em um hospital universitário. Rev Research Society 

Development, 2021;10(7):1-10. DOI: https://doi.org/10.33448/rsd-v10i7.16608 

19. Ramalho ELR, Nóbrega VM, Mororó DDS, Pinto JTJM, Cabral CHK, Collet N. Atuação da 

enfermeira no processo de alta hospitalar de criança com doença crônica. Rev Gaúcha Enferm. 

2022;43:1-10. DOI: https://doi.org/10.1590/1983-1447.2022.20210182.pt 

20. Acosta AM, Câmara CE, Weber LAF, Fontenele RM. Atividades do enfermeiro na transição do 

cuidado: realidades e desafios. Rev enferm UFPE on line, 2018;12:3190-6. DOI: 

http://dx.doi.org/10.5205/1981-8963-v12i12a231432p3190-3197-2018   

21. Valente SH, Zacharias FC, Fabriz LA, Schönholzer TE, Ferro D, Tomazela M, et al. Transição do 

cuidado de idosos do hospital para casa: vivência da enfermagem. Acta Paul Enferm. 2022;35:1-8. DOI: 

http://dx.doi.org/10.37689/acta-ape/2022AO02687  

22. Berghetti L, Danielle MBA, Winter VDB, Petersen AGP, Lorenzini E, Kolankiewicz ACB. 

Transition of care of patients with chronic diseases and its relation with clinical and sociodemographic 

characteristics. Rev latinoam enferm, 2023;31:1-10. DOI: https://doi.org/10.1590/1518-

8345.6594.4014 



 

15 

PERCEPTIONS OF THE NURSING TEAM REGARDING HOSPITAL DISCHARGE PLANNING  

FOR PEOPLE AFTER STROKES 

 

 

Revista Contexto & Saúde - Editora Unijuí – ISSN 2176-7114 – V. 24 – N. 48 – 2024 – e14515 

23. Meireles T, Bernardino E, Borges F, Silva OLDS, Rorato C, Bobrowec DCDR, et al. Tools used 

during patient transfers: a integrative review. Rev Research Society Development, 10(17):1-11. DOI: 

http://dx.doi.org/10.33448/rsd-v10i17.24200   

24. Delmiro ARDCA, Pimenta EAG, Nóbrega VMD, Fernandes LTB, Barros GC. Equipe 

multiprofissional no preparo para a alta hospitalar de crianças com condições crônicas. Cienc Cuid 

Saúde, 2020;19:1-9. DOI: http://dx.doi.org/10.4025/cienccuidsaude.v19i0.50418 

25. Aued GK, Bernardino E, Silva OBM, Martins MM, Peres AM, Lima, LS. Competências da 

enfermeira de ligação na alta hospitalar. Rev Gaúcha Enferm, 2021;42(esp):1-9. DOI: 

https://doi.org/10.1590/1983- 1447.2021.20200211 

26. Gheno J, Weis AH. Transição do cuidado na alta hospitalar de pacientes adultos: revisão integrativa 

de literatura. Texto Contexto Enferm, 2021;30:1-26. DOI: https://doi. org/10.1590/1980-265X-TCE-

2021-0030 

27. Da Silva RL, Ribeiro MAT, De Azevedo CC. Concepções sobre o Processo de Alta Hospitalar: 

Uma Revisão Crítica. Tempus, 2018;12(1):135-146. DOI: https://doi.org/10.18569/tempus.v10i4.1975  

28. Trindade LF, Kolankiewicz AC, Bandeira LR, Rodrigues CD, Zeitoune RC, Loro MM. Práxis das 

equipes saúde da família no cuidado com paciente oncológico. Acta Paul Enferm, 2021;34:1-9. DOI: 

10.37689/acta-ape/2021AO03054 

 

 

Submitted: May 22, 2023 

Accepted: March 5, 2024 

Published: March 28, 2024 

 

Author contributions: 

Pâmela Becker: Conceptualization; Data curation; Formal analysis; Investigation; Methodology; 

Project administration; Resources; Supervision; Validation; Visualization; Writing – original draft; 

Writing – review & editing. 

Denise Tubiana: Formal analysis; Validation; Visualization; Writing – original draft; Writing – review 

& editing. 

Eliana Elisa Rehfeld Gheno: Conceptualization; Data curation; Formal analysis; Investigation; 

Methodology; Project administration; Resources; Supervision; Validation; Visualization; Writing – 

original draft; Writing – review & editing. 

Francini de Oliveira Rodrigues: Conceptualization; Data curation; Formal analysis; Investigation; 

Methodology; Project administration; Resources; Supervision; Validation; Visualization; Writing – 

original draft; Writing – review & editing. 

https://doi.org/10.18569/tempus.v10i4.1975


 

16 

PERCEPTIONS OF THE NURSING TEAM REGARDING HOSPITAL DISCHARGE PLANNING  

FOR PEOPLE AFTER STROKES 

 

 

Revista Contexto & Saúde - Editora Unijuí – ISSN 2176-7114 – V. 24 – N. 48 – 2024 – e14515 

Juline Manica Desordi: Conceptualization; Data curation; Formal analysis; Investigation; 

Methodology; Project administration; Resources; Supervision; Validation; Visualization; Writing – 

original draft; Writing – review & editing. 

Cibele Thomé da Cruz Rebelato: Formal analysis; Validation; Visualization; Writing – original draft; 

Writing – review & editing. 

Sandra da Silva Kinalski: Formal analysis; Validation; Visualization; Writing – original draft; 

Writing – review & editing. 

Adriane Cristina Bernat Kolankiewicz: Conceptualization; Data curation; Formal analysis; 

Investigation; Methodology; Project administration; Resources; Supervision; Validation; Visualization; 

Writing – original draft; Writing – review & editing. 

All authors approved the final version of the text. 

 

Conflict of interest: There is no conflict of interest. 

 

Financing: Does not have financing 

 

Corresponding author: 

Francini de Oliveira Rodrigues 

Universidade Regional do Noroeste do Estado do Rio Grande do Sul - Unijuí 

Programa de Pós-Graduação Stricto-Sensu em Atenção Integral à Saúde - PPGAIS 

Rua do Comércio, Nº 3000 – Bairro Universitário – CEP 98700-000. Ijuí/RS, Brasil. 

E-mail: fran.dta@hotmail.com   

 

Editor: Dr. Samuel Spiegelberg Zuge 

 

 

This is an open access article distributed under the terms of the Creative Commons license. 

 

mailto:fran.dta@hotmail.com
https://creativecommons.org/licenses/by/4.0/

