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Abstract:  
 

Effective stroke rehabilitation necessitates a multidisciplinary approach, with nursing 

and physiotherapy playing crucial roles in the recovery process. Nurses are often the 

first point of contact for stroke patients, providing comprehensive assessments, 

managing medications, and monitoring vital signs. Their ability to recognize the 

patient's needs and challenges enables them to develop individualized care plans that 

facilitate communication between healthcare providers and the patient. Moreover, 

nurses are vital in educating patients and their families about stroke management, 

helping to navigate emotional and psychological impacts. This foundational support 

paves the way for physiotherapists to implement targeted rehabilitation strategies 

focused on improving physical function, mobility, and independence. Collaboration 

between nurses and physiotherapists enhances the overall efficacy of stroke 

rehabilitation. By working together, they can create seamless care pathways that address 

both the physical and psychosocial aspects of recovery. Physiotherapists assess the 

patient’s movement capabilities and design exercise programs tailored to regaining 

strength and coordination. Close communication between nursing and physiotherapy 

teams ensures that therapies are synchronized, reducing the risk of complications and 

fostering a supportive environment for patient motivation. Regular interprofessional 

meetings and shared documentation can enhance this collaboration, allowing both 

professionals to track progress and adjust interventions as necessary, ultimately leading 

to improved outcomes for stroke survivors. 

 

1. Introduction 
 

The scale of the stroke burden underscores the 

urgency for effective rehabilitation models. 

Globally, stroke is the second-leading cause of 

death and a primary cause of disability, with an 

estimated 15 million people suffering a stroke each 

year. Of these, approximately 5 million are left 

permanently disabled, placing a significant burden 

on families, healthcare systems, and economies [1]. 

The prevalence is staggering, with over 100 million 

stroke survivors currently living worldwide, many 

of whom require long-term support and 

rehabilitation services [2]. The economic impact is 

equally profound; in the European Union alone, the 

total cost of stroke is estimated to exceed €60 

billion annually, encompassing direct healthcare 

costs, informal care, and productivity losses [3]. 

This data highlights that stroke is not a single event 

but a chronic condition with long-lasting 

implications, necessitating a rehabilitation model 

that is both intensive and sustainable. 

The physiological and functional consequences of 

stroke are multifaceted, creating a complex clinical 

picture that no single profession can address in 

isolation. A stroke can result in a constellation of 

deficits, including motor impairment (hemiparesis 

or hemiplegia), sensory disturbances, spasticity, 

reduced balance and coordination, and profound 

fatigue. These physical challenges are often 

compounded by cognitive impairments, 

communication difficulties (aphasia), and 

emotional changes such as post-stroke depression 

and anxiety. This complexity necessitates a 

rehabilitation approach that is equally multifaceted. 

The modern paradigm of neurorehabilitation 

emphasizes principles of neuroplasticity—the 

brain's ability to reorganize and form new neural 

connections. Key elements for harnessing 

neuroplasticity include high-intensity, repetitive, 

task-specific training, which is central to 

physiotherapy, and consistent, reinforced practice 

throughout the day, which falls within the nursing 

domain [4]. The failure to integrate these 

approaches can lead to a phenomenon known as 

"learned non-use," where patients compensate with 

their unaffected side, leading to further 

deterioration of the affected limbs. 

The distinct yet complementary roles of nurses and 

physiotherapists in stroke rehabilitation create a 

powerful synergy. The physiotherapist is the expert 

in movement science and neurorehabilitation 

techniques. Their role involves conducting detailed 

assessments of motor function, balance, and gait; 

designing and implementing evidence-based 

exercise programs; and facilitating neuroplastic 

change through techniques such as Constraint-

Induced Movement Therapy (CIMT), Bobath/NDT 

(Neuro-Developmental Treatment), and gait 

training with body-weight support [5]. However, 

the physiotherapist's contact with the patient is 

typically limited to scheduled, high-intensity 

sessions. This is where the nursing role becomes 

indispensable. Nurses provide continuous, 24-hour 

care and are therefore positioned to reinforce 

physiotherapy goals beyond the therapy gym. Their 

responsibilities include positioning patients to 

prevent contractures and shoulder subluxation, 

facilitating correct transfer techniques, encouraging 

the use of the affected limb during activities of 

daily living (ADLs) like washing and dressing, and 
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monitoring for signs of fatigue or pain that might 

impede participation in therapy [6]. 

This collaboration is crucial during the critical early 

period post-stroke. The first few weeks and months 

are widely recognized as the window of maximum 

neuroplastic potential. Research indicates that early 

and intensive rehabilitation can significantly 

improve functional outcomes, with studies 

showing that patients who receive coordinated, 

high-dose therapy early on achieve greater gains in 

mobility and self-care compared to those with 

delayed or fragmented intervention [7]. In this 

phase, nurses and physiotherapists must work in 

lockstep. The physiotherapist establishes the 

mobility and strengthening protocol, while the 

nurse ensures these principles are applied 

consistently during all patient interactions on the 

ward, turning every moment—from getting out of 

bed to walking to the bathroom—into a therapeutic 

opportunity. This "carry-over" of therapy into the 

ward is a hallmark of excellent stroke unit care. 

One of the most significant threats to recovery in 

the subacute phase is the development of 

complications, many of which can be prevented or 

mitigated through proactive nursing-physiotherapy 

collaboration. Shoulder pain, affecting up to 70% 

of stroke survivors, is often related to poor 

positioning and handling [8]. Physiotherapists can 

educate nurses on proper shoulder support 

techniques, and nurses can implement these 

strategies during patient care. Similarly, the risk of 

falls is dramatically increased post-stroke. While 

physiotherapists work on balance and strength, 

nurses are on the front lines of fall prevention, 

managing the environment, assisting with mobility, 

and educating patients and families on safety. 

Furthermore, complications like deep vein 

thrombosis (DVT), pneumonia, and pressure ulcers 

are significantly reduced through collaborative 

efforts that combine early mobilization 

(physiotherapy) with vigilant monitoring, 

positioning, and respiratory care (nursing) [9]. 

Despite the clear benefits, effective collaboration 

faces significant barriers. These include 

professional silos, inadequate communication 

channels, differing terminologies and goals, and 

systemic pressures such as high patient-to-staff 

ratios and time constraints. A survey of healthcare 

professionals found that over 60% of nurses and 

physiotherapists reported communication gaps as 

a primary barrier to optimal patient care in 

rehabilitation settings [10]. Overcoming these 

challenges requires intentional strategies, such as 

structured interprofessional rounds, shared 

electronic documentation, and co-located 

workspaces that foster informal communication and 

mutual understanding. 

The evidence base supporting this collaborative 

model is robust. Stroke units, characterized by 

coordinated multidisciplinary care including close 

nursing-physiotherapy integration, have 

consistently demonstrated superior outcomes 

compared to general medical wards. A systematic 

review by the Cochrane Collaboration concluded 

that stroke unit care reduces the odds of death, 

dependency, and the need for institutional 

care by approximately 20%, with the collaborative 

team approach being a key active ingredient [11]. 

Furthermore, specific models of integrated care, 

such as "mobility teams" where nurses and 

physiotherapists conduct joint patient assessments 

and set shared goals, have been shown to increase 

the amount of out-of-bed time and improve 

mobility levels for acute stroke patients [12]. 

 

2. Epidemiology, Neuroplasticity, and the 

Imperative for Interdisciplinary Care 

The global burden of stroke continues to escalate, 

creating an urgent imperative for effective 

rehabilitation systems. Recent data from the Global 

Burden of Disease study reveals that stroke remains 

the second-leading cause of death worldwide and a 

primary cause of acquired adult disability, with an 

estimated 15.7 million people experiencing a first-

time stroke annually. Perhaps more significantly for 

rehabilitation services, the prevalence of stroke 

survivors continues to grow, with 

approximately 101 million people currently living 

with the consequences of stroke worldwide [13]. 

This prevalence is projected to increase further due 

to aging populations and improved acute care 

survival rates. The distribution of this burden is not 

equal, with low- and middle-income countries 

experiencing a disproportionately higher increase in 

stroke incidence and mortality. The economic 

impact is staggering; in the United States alone, the 

combined direct and indirect costs of stroke are 

projected to exceed $140 billion annually by 2030, 

with a significant portion attributable to long-term 

disability and lost productivity [14]. These statistics 

underscore that stroke is not a transient health event 

but a chronic condition with decades-long 

implications for healthcare systems, economies, and 

societies. 

The paradigm of stroke recovery has been 

fundamentally transformed by our understanding of 

neuroplasticity—the brain's remarkable capacity to 

reorganize its structure, function, and connections 

in response to experience and learning. The 

traditional view of the brain as a static organ with 

fixed functional localization has been replaced by a 

dynamic model where cortical maps can be 

modified through targeted intervention. Key 
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principles of experience-dependent neuroplasticity 

that directly inform rehabilitation include use-it-or-

lose-it, where failure to engage affected neural 

pathways leads to their degradation; use-it-and-

improve-it, where specific, repetitive practice 

drives cortical reorganization; and intensity 

matters, where greater training intensity produces 

more robust plastic changes [15].  

The translation of neuroplastic principles into 

clinical practice reveals why isolated interventions 

inevitably fall short. For neuroplastic change to 

occur, training must be not only intensive but also 

highly repetitive, meaningful to the patient, and 

delivered in varied contexts. Physiotherapy sessions 

alone, typically limited to 30-60 minutes daily, 

cannot provide the thousands of repetitions 

necessary to drive significant cortical 

reorganization. Research using kinematic analysis 

suggests that patients require approximately 300-

400 repetitions of a functional task to produce 

measurable neuroplastic changes, yet observational 

studies show that during conventional therapy 

sessions, patients average only 30-100 

repetitions of specific movements [16]. This 

"repetition deficit" creates a critical gap that can 

only be bridged through collaborative care where 

nursing staff integrate therapeutic activities into all 

patient interactions. Furthermore, the principle of 

context-specific learning means that skills practiced 

only in the therapy gym may not transfer to the 

ward or home environment, highlighting the 

necessity for nursing to facilitate practice during 

real-world activities like dressing, eating, and 

mobilizing to the bathroom. 

The complexity of post-stroke impairment patterns 

necessitates an interdisciplinary approach that 

addresses multiple domains of function 

simultaneously. A stroke does not produce isolated 

motor deficits but typically creates a constellation 

of interrelated challenges including sensory 

disturbances, cognitive impairments, perceptual 

deficits, emotional changes, and communication 

difficulties. Approximately 65-70% of stroke 

survivors experience significant upper limb 

impairment at 6 months post-stroke, while 50-

60% have persistent balance and mobility deficits 

that impact safe ambulation [17]. These physical 

challenges are frequently compounded by non-

motor sequelae; post-stroke depression 

affects approximately 30% of survivors, and 

cognitive impairments are present in up to 75% of 

patients in the acute phase, with significant deficits 

persisting in many cases [18]. This multifaceted 

clinical picture demands the combined expertise of 

multiple disciplines, with nursing and 

physiotherapy forming the core team that addresses 

the fundamental physical and functional needs 

while coordinating with other specialists for 

specific deficits. 

The evidence supporting organized 

interdisciplinary stroke care, particularly in 

dedicated stroke units, represents one of the most 

robust findings in neurological rehabilitation. A 

comprehensive Cochrane systematic review 

encompassing 31 trials and nearly 7,000 patients 

demonstrated that comprehensive stroke unit care 

reduces the odds of death, dependency, and 

institutionalization by 20-25% compared to care 

on general medical wards [19]. The active 

ingredients of this successful model include: 

coordinated interdisciplinary teamwork with 

regular communication; education and training for 

both staff and patients; and consistent assessment 

and goal-setting. Within this framework, the 

specific collaboration between nursing and 

physiotherapy emerges as particularly crucial for 

addressing fundamental mobility and self-care 

outcomes. The success of stroke units has led to 

their establishment as the standard of care in 

national guidelines worldwide, yet implementation 

remains variable, particularly in resource-limited 

settings and during transitions between care 

settings. 

Despite the clear evidence, significant challenges 

persist in realizing the full potential of 

interdisciplinary stroke rehabilitation. Healthcare 

systems often remain siloed, with separate 

documentation systems, different scheduling 

patterns, and limited opportunities for formal and 

informal communication between nursing and 

therapy staff. A survey of stroke rehabilitation 

professionals found that only 40% reported 

having regular, structured interdisciplinary 

meetings, while over 60% identified 

communication gaps as a significant barrier to 

optimal patient care [20]. Furthermore, financial 

structures frequently create perverse incentives that 

prioritize volume of services over quality of 

outcomes or coordination of care. The measurement 

of successful collaboration itself remains 

challenging, with few validated tools to assess the 

process and quality of interdisciplinary teamwork 

in rehabilitation settings. These systemic barriers 

highlight that effective collaboration requires 

intentional design of care processes, physical 

environments that promote interaction, and 

leadership that champions team-based care. 

 

3. The Physiotherapist's Role:  

The foundation of effective physiotherapy 

intervention lies in meticulous assessment that 

identifies both the overt and subtle movement 

dysfunctions following stroke. The physiotherapist 
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employs a battery of standardized measures to 

quantify impairment and activity limitation, 

including the Fugl-Meyer Assessment for motor 

recovery, the Berg Balance Scale for postural 

control, functional gait measures such as the 6-

Minute Walk Test, and kinematic analysis of 

movement quality. This assessment process extends 

beyond simple measurement to include qualitative 

analysis of movement strategies, identification of 

compensatory patterns, and evaluation of how 

specific impairments translate into functional 

limitations. Crucially, the physiotherapist translates 

these assessment findings into patient-centered 

goals using frameworks like the International 

Classification of Functioning, Disability and Health 

(ICF). Research indicates that goal-oriented 

therapy leads to 25-30% greater functional 

improvements compared to non-specific exercise 

approaches, particularly when goals are meaningful 

to the patient and broken down into achievable 

steps [21]. This goal-setting process forms the basis 

for interdisciplinary collaboration, as shared 

objectives provide the common language around 

which nursing and therapy can coordinate their 

efforts. 

The rehabilitation of upper limb function represents 

one of the most challenging aspects of stroke 

recovery, demanding sophisticated intervention 

strategies from the physiotherapist. For patients 

with some volitional movement, Constraint-

Induced Movement Therapy (CIMT) has 

demonstrated robust efficacy, with studies 

showing significant improvements in real-world 

arm use that persist for at least two years post-

intervention [22]. CIMT operates on the "use-it-or-

lose-it" principle of neuroplasticity, involving 

intensive practice with the affected limb while 

restraining the less-affected limb. For patients with 

severe paresis, the physiotherapist employs 

alternative techniques such as bilateral arm training, 

mirror therapy, and functional electrical stimulation 

(FES). Mirror therapy, where the patient observes 

the reflection of their unaffected hand moving, 

creating the visual illusion that the affected hand is 

moving normally, has been shown to improve 

motor function in approximately 60% of chronic 

stroke patients with severe arm paralysis [23]. The 

physiotherapist strategically selects and progresses 

these interventions based on the patient's specific 

motor deficits, stage of recovery, and personal 

goals, constantly challenging the neuromuscular 

system to promote cortical reorganization while 

avoiding excessive frustration. 

Mobility restoration stands as a primary focus of 

stroke physiotherapy, with gait and balance 

retraining employing increasingly sophisticated 

approaches. Beyond conventional gait training, 

physiotherapists now utilize body-weight supported 

treadmill training (BWSTT) to enable earlier and 

more intensive practice of gait cycles. Robotic 

exoskeletons and end-effector devices provide 

precisely controlled assistance and resistance, 

allowing for hundreds of repetitive, normalized gait 

patterns in a single session. For balance retraining, 

technologies such as computerized dynamic 

posturography and virtual reality systems create 

controlled environments where patients can practice 

balance reactions in progressively challenging yet 

safe conditions. Evidence suggests that technology-

assisted gait training produces comparable 

outcomes to conventional therapy but with 

reduced physical burden on therapists, allowing 

for longer and more intensive sessions [24]. 

However, the physiotherapist's clinical reasoning 

remains paramount in determining the appropriate 

dosage, progression, and integration of these 

technologies with conventional approaches to 

ensure carryover to real-world environments. 

The physiotherapist plays a crucial role in 

managing spasticity—a velocity-dependent increase 

in muscle tone that affects approximately 30-40% 

of stroke survivors and significantly impedes 

motor recovery [25]. Their approach combines 

movement-based interventions with coordination of 

other spasticity management strategies. Techniques 

include prolonged stretching, positioning, splinting, 

and specific movement patterns that inhibit 

hypertonicity. The physiotherapist works closely 

with physicians to determine appropriate candidates 

for pharmacological interventions such as 

botulinum toxin injections, providing pre-injection 

assessment to identify target muscles and post-

injection therapy to maximize functional benefits. 

Beyond spasticity, physiotherapists address 

secondary complications including shoulder 

subluxation, frozen shoulder, and musculoskeletal 

pain through joint protection strategies, therapeutic 

taping, and carefully graded mobilization. This 

comprehensive approach to complication 

management prevents the development of structural 

limitations that could permanently constrain 

functional potential. 

Modern stroke physiotherapy has largely 

abandoned non-specific strengthening in favor of 

task-specific training that directly targets functional 

goals. This approach is grounded in the principle of 

specificity of learning, which holds that the nervous 

system optimizes control strategies for the specific 

tasks practiced. Rather than simply strengthening 

leg muscles, the physiotherapist engages the patient 

in practicing sit-to-stand transitions, stair 

negotiation, or walking over uneven surfaces. 

Evidence consistently demonstrates that task-

specific training produces greater functional 
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improvements than impairment-focused 

approaches alone, with effect sizes typically 

ranging from 0.5 to 0.8 for lower limb activities 

[26]. The physiotherapist carefully structures these 

tasks to ensure sufficient challenge while 

maintaining safety, systematically varying 

parameters such as speed, amplitude, and 

environmental context to promote generalization of 

skills. This emphasis on functional, meaningful 

activities naturally facilitates collaboration with 

nursing staff, who can reinforce these same tasks 

during daily routines on the ward. 

Post-stroke fatigue represents a significant barrier 

to rehabilitation participation, affecting 50-70% of 

stroke survivors and independently predicting 

poorer functional outcomes [27]. The 

physiotherapist addresses this challenge through 

carefully graded cardiovascular conditioning 

programs that balance the need for intensity with 

the patient's energy limitations. Aerobic exercise 

interventions, such as stationary cycling or body-

weight supported treadmill training, have 

demonstrated benefits not only for cardiovascular 

fitness but also for cognitive function and 

neuroplasticity. The physiotherapist monitors vital 

signs and perceived exertion to ensure safety while 

progressively increasing exercise tolerance. Beyond 

formal aerobic training, they incorporate energy 

conservation strategies into all therapeutic 

activities, teaching patients to recognize early signs 

of fatigue and pace their efforts accordingly. This 

comprehensive approach to fatigue management 

requires close communication with nursing staff 

regarding the patient's energy levels and optimal 

timing for various activities throughout the day. 

The contemporary physiotherapist recognizes that 

their impact extends beyond treatment sessions to 

empowering patients with the knowledge and skills 

to manage their own recovery. Education covers 

topics such as the nature of stroke recovery, the 

rationale behind various interventions, home 

exercise programming, and strategies for 

maintaining gains after discharge. The 

physiotherapist employs health literacy principles 

to ensure comprehension and utilizes teach-back 

methods to verify understanding. They develop 

personalized home exercise programs with clear 

instructions and progression criteria, recognizing 

that patients who adhere to home exercise 

programs maintain 40-50% greater functional 

gains at 6-month follow-up compared to those who 

do not [28]. This educational role naturally 

intersects with nursing's patient education efforts, 

requiring coordination to ensure consistent 

messaging and reinforcement of key concepts 

across the rehabilitation team. 

 

4. The Nurse's Role:  

The nursing role begins with fundamental yet 

crucial interventions in therapeutic positioning and 

handling that prevent secondary complications and 

facilitate normal movement patterns. Nurses 

possess specialized knowledge in positioning stroke 

patients to prevent shoulder subluxation, a common 

and painful complication affecting 

approximately 70% of hemiplegic patients in the 

acute phase [31]. This involves proper support of 

the flaccid arm using pillows or specialized 

devices, careful positioning during bed mobility, 

and avoidance of pulling on the affected limb 

during transfers. Beyond shoulder protection, 

nurses implement positioning schedules to prevent 

contractures, pressure injuries, and respiratory 

complications. They position patients in side-lying, 

prone (when appropriate), and supported sitting 

positions that inhibit abnormal tone and promote 

symmetry. Research demonstrates that structured 

positioning protocols managed by nursing 

reduce the incidence of shoulder pain by 40% 

and pressure injuries by 60% compared to ad hoc 

positioning approaches [32]. This meticulous 

attention to body alignment and support creates the 

foundational conditions necessary for effective 

motor relearning while preventing complications 

that could derail the rehabilitation process. 

Nurses possess the unique opportunity to transform 

routine self-care activities into powerful therapeutic 

moments. During bathing, dressing, grooming, and 

feeding, nurses consciously facilitate the affected 

side's participation rather than simply completing 

tasks efficiently. This might involve guiding the 

hemiplegic arm through the sleeve of a shirt, 

placing utensils in the affected hand with 

appropriate support, or positioning items to 

encourage crossing the midline. These integrated 

approaches transform approximately 2-3 hours of 

daily care activities into valuable practice 

opportunities that complement formal therapy 

sessions [33]. The nursing philosophy shifts from 

"doing for" to "doing with," creating an 

environment where every interaction serves a dual 

purpose of meeting immediate care needs while 

simultaneously promoting motor recovery. This 

requires sophisticated clinical judgment to balance 

the patient's frustration tolerance with therapeutic 

challenge, gradually increasing expectations as 

recovery progresses while ensuring basic care 

needs are met. 

The carryover of mobility skills from the therapy 

gym to the patient's everyday environment 

represents one of nursing's most valuable 

contributions to stroke rehabilitation. Nurses 

reinforce the specific transfer techniques, weight-
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shifting patterns, and gait components introduced 

by physiotherapists during all patient mobilizations 

throughout the day. Rather than using a dependent 

lift for all transfers, nurses progressively facilitate 

the patient's active participation based on their 

current ability level, following the hierarchy 

established by the therapy team. During walking to 

the bathroom or around the unit, nurses provide 

appropriate assistance while cueing proper 

technique and discouraging compensatory patterns. 

Evidence indicates that patients who receive 

consistent mobility reinforcement from nursing 

staff demonstrate 25-30% greater retention of 

transfer and gait skills compared to those who 

only practice during scheduled therapy [34]. This 

consistent reinforcement across multiple brief 

episodes throughout the day provides the 

distributed practice schedule that optimizes motor 

learning and neural consolidation. 

Nurses serve as the frontline defense against the 

numerous medical complications that can interrupt 

or reverse rehabilitation progress. Their continuous 

presence enables early detection of emerging issues 

including respiratory compromise, deep vein 

thrombosis, urinary tract infections, and skin 

breakdown. Through systematic assessment and 

monitoring, nurses identify subtle changes in 

condition that might otherwise go unnoticed 

between therapy sessions. They implement 

evidence-based prevention protocols for aspiration 

pneumonia through careful feeding techniques, for 

venous thromboembolism through compression 

devices and mobility promotion, and for pressure 

injuries through regular repositioning and skin care. 

Studies show that dedicated nursing surveillance 

reduces medical complications during stroke 

rehabilitation by approximately 35%, preventing 

interruptions in the critical early recovery period 

[35]. This vigilant monitoring protects the patient's 

physiological stability, creating the necessary 

foundation for intensive participation in 

rehabilitation activities. 

Beyond traditional medication administration, 

nurses play a crucial role in managing 

pharmaceutical interventions that directly support 

the rehabilitation process. This includes precise 

timing of anti-spasticity medications to maximize 

their effect during therapy sessions, management of 

analgesics to control post-stroke pain without 

excessive sedation, and administration of 

medications addressing post-stroke depression and 

fatigue that might otherwise impair participation. 

Nurses monitor for side effects and therapeutic 

responses, communicating critical information to 

the prescribing physician and therapy team. They 

also manage the complex medication regimens that 

many stroke patients require for comorbid 

conditions, ensuring cardiovascular stability and 

preventing secondary strokes. Research indicates 

that medication adherence rates exceed 85% 

under structured nursing management compared 

to approximately 60% with standard approaches, 

ensuring consistent therapeutic levels of recovery-

supporting medications [36]. 

Nurses serve as primary educators for families, 

preparing them for the caregiver role that will be 

essential after discharge. They teach proper transfer 

techniques, positioning strategies, and 

communication approaches that family members 

can use to support recovery without promoting 

dependence or causing injury. Nurses also 

coordinate with therapists to modify the patient's 

immediate environment—adjusting bed heights, 

arranging furniture for optimal mobility practice, 

and ensuring necessary equipment is available and 

properly used. This environmental modification 

extends to creating practice spaces where patients 

can work on therapy goals independently or with 

family between scheduled sessions. Family 

education provided by nurses has been shown 

to reduce caregiver strain by 40% and improve 

patient outcomes after discharge by creating a 

therapeutic home environment [37]. 

The emotional journey of stroke recovery presents 

significant challenges that nurses are uniquely 

positioned to address. They provide essential 

psychological support through active listening, 

normalization of emotional responses, and 

reinforcement of small gains that might seem 

insignificant to others but represent major 

milestones to the patient. Nurses recognize the 

profound impact of depression, anxiety, and 

emotional lability on rehabilitation participation 

and outcomes. They employ therapeutic 

communication techniques to maintain motivation 

during the plateaus and setbacks that characterize 

stroke recovery. By building trusting relationships 

through their continuous presence, nurses create 

psychological safety for patients to express fears 

and frustrations that they might not share with other 

team members. Evidence suggests that therapeutic 

nurse-patient relationships significantly impact 

rehabilitation engagement, with patients reporting 

30% higher motivation levels when they feel 

psychologically supported by their nursing team 

[38]. 

 

5. Synergy in Action:  

Effective collaboration begins with structured 

communication systems that ensure consistent 

messaging and coordinated care. The most 

successful stroke units implement standardized 

handoff procedures where physiotherapists 
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communicate specific mobility goals, precautions, 

and techniques to nursing staff at shift changes. 

These handoffs utilize shared language and specific 

behavioral instructions rather than general 

recommendations. For example, instead of 

"encourage mobility," the instruction becomes 

"practice sit-to-stand transfers with left hand 

support on the bedrail, focusing on equal weight 

distribution." Many units employ shared electronic 

health records with dedicated therapy-nursing 

communication sections, allowing real-time updates 

on patient progress and challenges. Research 

demonstrates that units implementing structured 

interdisciplinary communication protocols 

reduce patient management errors by 45% and 

improve goal achievement by 35% compared to 

those relying on informal communication [41]. 

Regular interdisciplinary team meetings further 

strengthen this communication, creating forums for 

collaborative problem-solving and treatment 

planning that incorporate both therapeutic and 

nursing perspectives. 

The integration process is fundamentally 

strengthened when nurses and physiotherapists 

collaboratively establish patient goals and treatment 

plans. Rather than operating with separate 

objectives, both disciplines contribute to shared, 

patient-centered goals that span the therapy gym 

and the patient room. For instance, a goal to 

"improve bed mobility" involves the 

physiotherapist teaching specific movement 

patterns during sessions, while the nurse reinforces 

these patterns during morning care, turning 

schedules, and preparation for sleep. This 

collaborative goal setting ensures that nursing care 

is deliberately therapeutic rather than merely 

assistive. Evidence indicates that patients with 

interdisciplinary goals show 40% greater 

functional improvement and report higher 

satisfaction with their care compared to those with 

discipline-specific goals [42]. The process of joint 

planning also fosters mutual understanding and 

respect between professions, as each gains insight 

into the other's expertise and constraints. 

The physical environment of the stroke unit plays a 

crucial role in facilitating the nursing-physiotherapy 

partnership. Progressive rehabilitation units are 

deliberately designed to encourage mobility and 

independence rather than convenience for staff. 

This includes having appropriate seating heights, 

strategically placed grab bars, clear pathways, and 

mobility aids readily accessible. Nurses and 

physiotherapists collaborate to arrange patient 

rooms to facilitate practice of specific skills—

positioning the call bell to encourage reaching with 

the affected arm, or arranging furniture to create a 

safe practice area for transfers. Some innovative 

units have created "mobility zones" with modified 

equipment that allows patients to practice therapy 

techniques independently or with family between 

scheduled sessions. Studies of environmentally 

modified stroke units show 28% more 

spontaneous mobility practice and 32% greater 

retention of transfer skills compared to 

conventional units [43]. 

Beyond spontaneous reinforcement of therapy 

goals, many progressive units implement scheduled 

mobility protocols that structure nursing-facilitated 

practice throughout the day. These protocols 

specify types and frequencies of mobility activities 

tailored to each patient's current abilities and 

therapy goals. For example, a patient working on 

standing balance might have scheduled standing 

practice at the bedside during medication 

administration, before meals, and during hygiene 

activities. These brief, frequent practice sessions 

complement the longer, more intensive therapy 

sessions while distributing practice in a pattern that 

optimizes motor learning. Research on scheduled 

mobility protocols demonstrates that patients 

participating in structured nursing-facilitated 

mobility show 50% more daily practice 

repetitions of key functional movements compared 

to those relying solely on therapy sessions [44]. 

This distributed practice schedule is particularly 

important for consolidating motor learning and 

promoting neuroplastic change. 

The nursing-physiotherapy partnership extends to 

family education, ensuring consistent messaging 

and techniques are taught to caregivers. Nurses and 

therapists often conduct joint training sessions 

where the therapist demonstrates proper transfer 

techniques or positioning strategies, and the nurse 

reinforces these techniques in the context of daily 

care activities. This collaborative approach prevents 

the confusion that can arise when families receive 

conflicting information from different team 

members. It also acknowledges that families will 

ultimately be implementing these techniques in 

home environments rather than clinical settings, 

making the nursing perspective on practical 

application particularly valuable. Evidence shows 

that families trained through interdisciplinary 

approaches demonstrate 60% better technique 

retention and report higher confidence in their 

caregiving abilities compared to those trained by 

individual disciplines [45]. 

Integrated care requires documentation systems that 

capture both discipline-specific expertise and 

interdisciplinary perspectives. Progressive stroke 

units utilize shared documentation platforms where 

nursing and therapy contributions are visible to all 

team members. Nurses document observations 

about carry-over of therapy techniques, fluctuations 
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in performance at different times of day, and 

responses to various cueing strategies. 

Physiotherapists document specific techniques 

being taught and precise levels of assistance 

required. This shared documentation creates a 

comprehensive picture of patient performance that 

informs treatment adjustments across both 

disciplines. Analysis of units with integrated 

documentation shows 25% more timely 

modifications to treatment plans based on 

performance patterns observed outside of therapy 

sessions [46]. 

Even in well-functioning teams, disagreements 

about patient management inevitably arise. 

Successful collaboration requires established 

mechanisms for resolving conflicts about issues 

such as appropriate challenge levels, safety 

concerns, or prioritization of competing goals. 

Regular team meetings provide forums for 

discussing these disagreements within a framework 

of shared patient-centered goals. Many units 

develop explicit role negotiation protocols that 

clarify decision-making authority for specific 

aspects of care while maintaining respect for each 

profession's scope of practice. Research on 

interdisciplinary conflict resolution indicates 

that teams with structured approaches to 

disagreement resolution report 40% higher job 

satisfaction and demonstrate better patient 

outcomes compared to those without such 

structures [47]. 

 

6. Conclusion 

This comprehensive examination of nursing and 

physiotherapy collaboration in stroke rehabilitation 

reveals an undeniable truth: the integration of these 

two disciplines creates a therapeutic synergy that 

fundamentally transforms recovery outcomes. The 

evidence presented throughout this research 

demonstrates that neither profession alone can 

adequately address the complex, multifaceted 

challenges of stroke recovery. The physiotherapist's 

expertise in harnessing neuroplasticity through 

evidence-based motor relearning techniques 

provides the essential foundation for recovery, 

while the nurse's role as a 24-hour facilitator 

extends this therapeutic potential into every aspect 

of the patient's daily experience. Together, they 

create a continuous rehabilitation environment 

where scheduled therapy sessions and daily care 

activities become mutually reinforcing components 

of a unified recovery journey. 

The success of this collaborative model hinges on 

several critical elements. Structured communication 

frameworks ensure consistent messaging and 

coordinated care, while joint goal-setting aligns 

both disciplines around shared patient-centered 

objectives. Environmental modifications transform 

clinical spaces into therapeutic landscapes that 

encourage mobility and independence. Scheduled 

mobility protocols distributed throughout the day 

provide the repetition necessary for neuroplastic 

change, while family education ensures continuity 

of care beyond the clinical setting. Most 

importantly, this partnership successfully addresses 

the crucial repetition deficit that limits recovery 

when patients rely solely on scheduled therapy 

sessions, creating instead a 24/7 rehabilitation 

model that optimizes functional outcomes. 
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