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ABSTRACT

Background. After a stroke, people can find it challenging to look forward to the future. Hope,
a critical resource for recovery, can be threatened and can be supported or diminished through
interactions with clinicians. As such, understanding how conversations can support people
embarking on life after a stroke is critical. Our study explored how clinicians talk about the
future with patients and considered what factors shape how these conversations occur.
Methods. This study drew on the Interpretive Description methodology, informed by principles
of ethnographic inquiry. We conducted 300 hours of observations and 76 interviews with five
people with stroke and 37 clinicians. Data were analysed using the reflexive thematic analysis.
Results. We constructed three themes that reflect how clinicians talk about the future with
people in inpatient stroke services: (1) constrained temporal horizons, (2) limited talk controlled
by clinicians, and (3) opening some doors while closing others. Conclusions. Conversations
about the future after stroke were constrained and limited: constrained to short-term futures
and limited in what aspects of life after stroke were discussed. Creating conversational and
relational spaces where people are supported to look to the future with a sense of possibility,
hope, and potential is vital for assisting people to move forward in their lives after their stroke.
Given its role in supporting people to move forward in their lives, communication must be seen
as a core clinical skill and a clinical intervention in its own right.
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Introduction

Following a stroke, people can find it challenging to look forward to the future. Early
after a stroke, people can experience hopelessness, uncertainty, and concern about what
their future may look like (Bright et al. 2013; Lou et al. 2017; Loft et al. 2019). Notions of
a disrupted life are common, reflecting a sense of ‘biographical disruption’ (Ellis-Hill and
Horn 2000) in which the threads of one’s life are metaphorically damaged or rearranged,
making it harder to feel coherence and self-continuity (Ellis-Hill et al. 2008). One’s
assumptive future is often challenged by stroke (Hjelmblink and Holmstrom 2006).
Hope for the future and a broad sense of possibility are key to adapting and living
well following a stroke. Luker and colleagues (2015) describe hope as a critical but
‘fragile feature of stroke recovery’ (p. 1705). Hope can include broad hopes that the
future will be alright and specific hopes for particular outcomes (Bright et al. 2011,
2013). However, hope can be challenged by uncertainty about what the future will look
like and what might be possible (Alaszewski et al. 2006) and may make it harder to
re-envisage life after a stroke.

Interactions with healthcare professionals, family, and broader social networks are
critical in supporting hope and possibility. People living with stroke describe how
clinicians’ words can help people perceive their life ‘with a renewed sense of positivity
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and possibility’ (Rixon 2022, p. 3), or clinicians' words can
diminish hope and disempower people (Bright et al. 2013;
Luker et al. 2015). Future-focused conversations have the
potential to provide a sense of reassurance and encourage-
ment and can maintain and support hope (Bright et al. 2013;
Soundy et al. 2014; Loft et al. 2019). Yet, people with stroke
and family members report that future-focused conversa-
tions can cause distress and not support hope (Maddern
and Kneebone 2019). They identified an absence of conver-
sations and missed opportunities for conversations when
staff were not available to talk about people’s concerns,
which contributed to people and families having unmet
needs (Loft et al. 2019; Burton et al. 2021). Given that
interactions with health professionals can have detrimental
impacts, it is critical to explore how interactions can best
support people embarking on life after a stroke.

Clinicians can struggle to have these pivotal conversa-
tions. They identify that these conversations are difficult to
have (Burton et al. 2021), reporting difficulty conveying
prognoses (Peel et al. 2020), concerns about promoting
false hope (Soundy et al. 2010; Burton et al. 2021), and
indicating that future-focused conversations are emotionally
challenging (Peel et al. 2020; Burton et al. 2021). Previous
work suggests conversations might instead focus on what is
possible within an episode of care, remediation of impair-
ments, and addressing activity limitations (Evans et al
2017; Loft et al. 2019). However, even though such conver-
sations can be considered difficult by clinicians, these con-
versations about the future are important, as they help
people make peace with uncertainty and maintain hope
and possibility (Soundy et al. 2014; Cheng et al. 2022).
Recognising that hope and possibility are co-constructed
through interactions and relationships with others (Bright
et al. 2020; Rixon 2022) means it is essential we understand
how clinicians talk about the future with people and con-
sider how such conversations can support people’s journeys
of hope and recovery.

To date, our understanding of how conversations unfold
is limited and often based on interviews, which privilege
people’s recall, perceptions, and experiences of interactions
(Sandelowski 2002). Examining conversations as they occur
in naturally occurring conversations can offer new insight
into what is discussed, when, and by whom (Thorne 2016);
the specifics of which might be forgotten or mis-recalled
after the fact and the complexity of which may not be fully
realised by the participants (Ajjawi and Higgs 2012). This
exploratory qualitative study aimed to examine how clini-
cians talk about the future with people with stroke in acute
and inpatient rehabilitation services. Our research ques-
tions were:

1. How do clinicians talk about the future with people in
inpatient stroke services?

. What aspects of the future do they discuss?

3. What shapes the ways that clinicians discuss the future?

N

Methods

Qualitative approach and research paradigm

Our study used the Interpretive Description methodology
(Thorne 2016), an applied qualitative approach, with a
relativist ontology, holding that multiple realities exist and
are equally valid. These realities are constructed through
interaction and language (Thorne 2016). Interpretive
Description generates new knowledge into the ‘subjective,
experiential, tacit and patterned aspects’ (Thorne 2016,
p- 41) of healthcare practice, addressing practice-based
questions and generating useful, meaningful, and applicable
information for everyday practice (Thorne 2016).

Research context

This research occurred in three stroke services across two
urban District Health Boards in Aotearoa New Zealand,
including (1) an organised acute stroke unit providing hyper-
acute and acute stroke care, (2) an integrated hyperacute/
acute/inpatient rehabilitation stroke unit where people are
transferred between ‘acute’ and ‘inpatient’ beds once they
were medically stable, and (3) an inpatient rehabilitation
ward providing stroke and general rehabilitation services.
Each service was overseen by a medical consultant (neurolo-
gist, geriatrician and/or rehabilitation specialist) and staffed
by a multidisciplinary team. Before developing the research
protocol, the first author met with staff in each locality to
identify their priorities for the research and sought their
perspectives on how it could be conducted to be meaningful
but minimally obtrusive for patients and clinicians. Ethical
approval for this research was granted by the Health and
Disability Ethics Committee (13NTB103) and the Auckland
University of Technology Ethics Committee (19/303);
approval was gained from all research localities.

Participants and sampling

The research centred on interactions occurring within clini-
cal dyads - the person with stroke and their treating clini-
cian. We first recruited the person with stroke, then
recruited staff members working with them. People with
stroke were eligible for inclusion if they were over
18years of age, English-speaking, able to communicate
with the researcher (with the use of supported communica-
tion if aphasic) (Kagan 1998), and able to provide informed
consent. Sampling was purposive, seeking variation in
stroke severity and impairments. Potential participants
were screened by stroke service staff. If they appeared
eligible and were interested, the staff member provided
their details to the research team. We then met the person,
explained the study, and completed informed consent. We
identified two people who did not meet the eligibility crite-
ria and one person declined. All staff were made aware of
the study prior to its commencement and had the option to
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opt-out from being approached to participate. Once people
with stroke were recruited, we directly contacted staff work-
ing with them, re-orientating the clinicians to the study and
seeking consent. Only one staff member opted out. Two staff
members declined to be participants. All staff members
working with the person with stroke were eligible, but we
drew on purposive sampling to prioritise which staff were
approached. In this, we sought variation in discipline.
Principles of information power (Malterud et al. 2016)
informed our decisions about sample size. We obtained
information power by having a specific and somewhat
narrow aim, participants with a depth of experience, varia-
bility among participants (patient and staff), and rich data
constructed and analysed by a research team with signifi-
cant clinical and research expertise.

Data construction

Data construction was multi-faceted and differed depending
on the physical setting. Observations centred on interactions
between the person with stroke and clinicians. These were
recorded on a voice recorder and detailed field notes were
taken during and after observations. In acute services, we
observed every interaction between 7 am and 7 pm during
their episode of care, unless any person indicated this was
not appropriate or wanted. In inpatient rehabilitation, we
conducted episodic observations, completing at least six 4-h
observation periods during each person’s length of stay.
We used event sampling to purposefully sample events
(e.g. ward rounds). We conducted informal interviews with
participants with stroke during observations, seeking their

Table I. Focus of each interview type.

reflections on their stroke, its impact, their care, and their
future hopes and goals. We completed short ethnographic
interviews immediately after observations where possible,
seeking reflections on the interaction. These lasted between
5 and 30 mins. After each patient was discharged, we con-
ducted semi-structured interviews with purposefully selected
clinicians, aiming to interview at least two clinicians who had
worked with each patient participant and with whom we had
completed several observations. We sought to explore their
reflections on their interactions with patients (including those
not observed by the researcher) and their reasoning behind
their ways of talking about the future. Examples of questions
are provided in Table 1. These interviews were dynamic and
responsive to what was observed, and as such, most short
ethnographic questions were very specific to observed fea-
tures of interaction. Interviews were audio-recorded and
transcribed.

Data analysis

We used reflexive thematic analysis (Braun and Clarke
2021). We familiarised ourselves with the data by listening
to recordings, reviewing fieldnotes and transcripts, and cre-
ating analytic memos. Through coding, we extracted data
relating to the idea of ‘the future’, or indeed, reflecting
anything time-related, including references to the past.
What constituted the ‘future’ was broad; we included data
about any point in time beyond the immediate situation.
Semantic codes stayed close to the data (e.g. ‘focusing on the
immediate present’) whereas latent codes reflected a deeper
interpretation (e.g. ‘waiting in a holding zone’). Initial

Examples of questions

Short ethnographic
interviews: people with
stroke

Impressions of the interaction

What they recalled

What remaining questions they had
What they would have liked to discuss
How they felt during the discussion

.

.

Short ethnographic
interviews: clinicians

Reasoning behind the conversation

person with a stroke
Areas that had not been addressed
Plans for future interactions

.

Semi-structured interviews:
clinicians

.

the episode of care

Reflections on how these were received

Perceptions of the needs, priorities, and future of the

Perspectives about how the future had been discussed
throughout the person’s episode of care (including in
interactions, which we may not have observed)
Exploring what was and was not discussed throughout * What do you think [patient’s name] is expecting and/or

Clinical reasoning behind these interactions

How did that conversation go?

Do you feel you have a sense of what life will look like after
you leave here?

What questions do you still have!

| noticed that conversation focused on [topic]. Can you tell
me more about why that was the main thing discussed?
What are the most important things for you to be focused
on at the moment? Why is this?

What other conversations about life after stroke will be
had before [patient’s name] leaves here? Who will have
them and when?

Were there any conversations that | didn’t observe where
you talked about life after stroke with this person? Can you
describe some of those conversations to me?

wanting [their] future to look like? What makes you

think this?

One thing | wondered if | would observe was conversations
about [topic]. Did you or the team have any conversations
with [patient] about this? (If no) Can you tell me more
about why that wasn’t discussed?
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themes were generated by grouping codes, although many
reflected topic summaries (Braun and Clarke 2021), for
instance, ‘context of care’. We then engaged more deeply
with the data, attending to features of conversation and
paying particular attention to the data from observed inter-
actions. Through this, the temporal aspects of conversation
became more apparent. Analytic questioning furthered the
analysis, for example, ‘How is the notion of ‘possibilities’
evident in interactions?’ These areas of focus were influ-
enced by our previous research and positioning (see below).
We re-coded the interviews with clinicians to better under-
stand their (self-identified) rationale for their conversational
approaches. This helped us attune to different notions, such
as the agendas of services. Themes were developed and
refined through mapping and team discussions. Through
this iterative process, three themes were constructed.
Research credibility was achieved through multiple strate-
gies (Thorne 2016). Integrating multiple forms of data from
across multiple participants and contexts, integrating raw data
into analytic representation, and situating findings within the
broader practice context aid the reader in interpretation and
support representative credibility. Detailed descriptions of data
construction and analysis processes, accompanied by thick
descriptions, demonstrate analytic logic. Team discussions
regarding analysis and discussions about the findings with
experienced clinicians provide interpretive authority.

Researcher characteristics and positionality

The research team is experienced in conducting clinically
orientated health research. We bring clinical and research

experience in speech-language therapy (F.B.), health psychol-
ogy (N.K.), physiotherapy (A.S.) and pharmacy (J.D.), and
over many years, we have conducted research in patient-
provider communication, hope, and well-being in the context
of living with long-term neurological conditions. We view the
relationship between the person with a stroke and their
clinician as integral in care, providing a platform for engage-
ment and helping people as they move forward after a signif-
icant diagnosis or health event. This informed our decision to
focus on the communication between the dyad; our combined
interests in communication hope and well-being likely influ-
enced how we constructed the analysis.

The research was led by F.B., an experienced ethnogra-
pher. She completed all data collection, while all authors
contributed to data analysis. Although she had previous
clinical experience in the localities, she had not worked in
them for over 10 years; through professional networks, she
was known to many of the clinician participants. In this
research, she was an ‘outsider’ with some familiarity with
the setting. She took the role of observer-as-participant
(Gold 1958), observing interactions but not taking part
unless a participant directly addressed her.

Results

Our study included 42 people: five people with stroke and
37 clinicians. Table 2 contains details of people with stroke.
They presented with a variety of impairments, and there was
variation in age and severity. All were New Zealanders of
European or Asian descent. Demographic information was

Table 2. Participants with stroke.
Pseudonym Gender Age range Service used Stroke presentation Number of dyads
(years) Barthel range 0-20, 0 being fully participating

dependent

Catherine F 65-74 Inpatient rehabilitation Moderate non-fluent aphasia 8
Barthel: 19

Gary M 55-64 Inpatient rehabilitation Severe non-fluent aphasia 12
Severe left hemiparesis
Incontinent
Barthel: 0

Arthur M 75-84 Acute Mild cognitive impairments 10
Mild right hemiparesis
Barthel: 8

Bruce M 55-64 Acute Minimal residual impacts 4
Barthel: 20

Alison F 45-54 Inpatient rehabilitation Moderate left hemiparesis 3

Mild dysarthria
Barthel: 5
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Table 3. Clinician participants.
Clinical experience <5Syears 18
>5 years 19
Profession Doctor 7
Nurse 13
Healthcare or rehabilitation assistant 4
Physiotherapist 4
Occupational therapist 5
Speech-language therapist 4
Workplace Acute 14
Inpatient rehabilitation 23
Gender Female 32
Male 5
Ethnicity New Zealand European 15
Samoan |
Chinese 3
Other 18

reported from the person’s clinical records, and the Barthel
Index (a measure of dependence on daily activities)
(Mahoney and Barthel 1965) was completed on admission.
Clinicians, detailed in Table 3, represented most healthcare
disciplines, except social work and psychology. They varied
in clinical experience. Data were gathered through over
300 h of observations and 76 interviews.

We constructed three themes that reflect how clinicians
talk about the future with people in inpatient stroke
services: (1) constrained temporal horizons, (2) limited
talk controlled by clinicians, and (3) opening some doors
while closing others. Within the analysis, we present quotes
taken from observations and interviews. The context of the
data is identified, along with the pseudonym of the person
with stroke and the clinician’s discipline.

Theme one: constrained temporal horizons

This theme describes the constrained nature of temporal
horizons — the expanse of time constructed and made visible
within people’s interactions. Interactions about the future
focused on the short-term future. This reflected specific
temporal horizons, which arguably shaped clinicians’
actions, informing what was prioritised. Care focused on
the short-term future, with limited discussion observed
about life beyond the hospital or first days at home.
Disciplinary trends were evident, with nurses focusing on
activities within their shift or the next 24 h. Completing
required ‘cares’ (Interview, Arthur’s nurse) — monitoring
for deterioration, providing medications, and not leaving
work undone — was a core drive for nurses in acute care.
Doctors discussed what needed to happen before discharge

from their service, problem-solving issues so that people
could be discharged. In acute care, there was a 'day-by-
day’ focus (Interview, Arthur’s physiotherapist), which
co-existed for allied health with a focus on discharge prepa-
rations and was reflected in quotes, such as ‘we’ve got the
family meeting on Monday to talk about home, what we
need to aim for, what needs to be done’ (Observation,
Alison’s occupational therapist; OT). They also looked to
the immediate time beyond discharge, discussing physical
equipment needed and advising on community follow-up.
These timescapes appeared to reflect what clinicians con-
sidered they needed to prioritise and what the care context
required them to prioritise to ensure patient throughput and
management of high, and often acute, caseloads.

As people moved toward discharge from rehabilitation,
timescapes in conversation and action reflected a stronger
focus on discharge and beyond, which one clinician called
the ‘agenda of discharge’ (Interview, Catherine’s OT), such
as ‘meal prep assessment, social supports, rehabilitation
referral’ (Clinical notes, Catherine’s OT) and ‘showering,
walking around her home, and getting in and out of the
toilet’ (Alison’s family meeting records). Interactions
centred on assessing, treating, and problem-solving to max-
imise people’s abilities at home. Within conversations, clini-
cians intimated about the future beyond discharge. For
instance, people with stroke were told that ‘rehabilitation
is something that happens when you come into hospital.
Here (inpatient rehabilitation) is where we step it up and get
more aggressive with it. But it continues once you leave
hospital, at home or where you go’ (Observation, Gary’s
doctor). This was reiterated in a family meeting: ‘We’re
just the first part of the rehab journey. [The community
rehabilitation service] picks up where we leave off once
you go home. Not many people who come to us with your
needs finish completely when you leave us’ (Observation,
Gary’s physiotherapist). Conversations about life beyond
discharge centred around services that would be provided,
with few conversations appearing to attend to the person’s
emotions, identity, meaningful activities or roles, or other
areas literature suggests are important for life after stroke.
Although longer-term rehabilitation and recovery were
discussed by staff in interviews, task-focused care and
discharge planning were privileged within interactions.
This reinforced the focus on short-term futures.

Throughout the continuum of care, some clinicians made
active decisions to not talk about a more distant and
unknown future. This appeared to reflect assumptions
about what inpatient clinicians considered they could and
should talk about:

[We are] trying to focus on the transition home and what
that would look like because the [community rehabilita-
tion] team are in a much better place to talk about what
happens after them ... [The person] will always have
their [general practitioner] GP and the community
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team will go through this with [the person], so [we’re]
trying, in a way, I suppose, to not to get too far into the
future. (Interview, Alison’s OT).

This quote reflects a perspective that other clinicians
were better placed to discuss longer-term rehabilitation
and recovery. It could also reflect that all parties experien-
cing uncertainty about the future, with the future outside
the control of both the person with stroke and the clinician
(e.g. the timing of when things might happen, such as
transfer to rehabilitation, and actual outcomes, such as the
degree of recovery). In the context of uncertainty, people
with stroke sought and valued information, particularly
from nurses as they were present around the clock. Yet
nurses felt they had limited information about the short-
or long-term futures, making it challenging for them to talk
about the future. Across disciplines, many clinicians
deferred conversations about the future. For example, in
acute services, clinicians suggested that the patient and
family have conversations in inpatient rehabilitation: ‘You
can have more discussions up there [the rehabilitation
ward] about discharge and where he will go’ (Observation,
Arthur’s OT). Yet inpatient rehabilitation clinicians also
deferred conversations, saying ‘[we’re] trying [to] not get
too far into the future ... the community team are better
placed to talk about [that]’ (Interview, Alison’s OT). By
deferring these conversations until others could discuss the
future, uncertainty was prolonged, and even reinforced, for
the person with stroke and their whanau (family, or for
Maori, people within wider network who are important to
them). This had the unintended consequence of constraining
patients’ temporal horizons.

Theme two: limited talk under the control of
clinicians

Although discussions about the future were constrained,
they occurred in the context of limited communication
overall. Planned interactions — ward rounds, regular neuro-
logical observations, and therapy sessions — were the
primary sites of interaction, with topics shaped by informa-
tion that clinicians considered they needed to know or
share. Medical and nursing interactions followed an
unwritten script in which physical function was reviewed
before actions that needed to be completed during their
shift, or before discharge, were discussed. Clinicians wove
discussions about the future throughout their interactions.
Examples included a nurse commenting during her regular
observations: ‘Did you know the cardiologist is still review-
ing you and you have a procedure tomorrow?’ (Observation,
Bruce’s nurse) and an OT asking Arthur for his views of his
impairments and coping during a session: ‘Do you normally
shave like this ... how do you think you’d get on at home?’
(Observation). However, these interactions were still initi-
ated by, and under the control of, clinicians.

The person’s future was most overtly discussed in the
context of goal-setting; however even then, the areas of
life discussed and documented appeared constrained and
shaped around the person’s previous function and activities.
This reflected an assumptive future in which clinicians
appeared to assume previous functions and activities were
desired future activities: ‘What we like to do is talk to people
about what they used to do and what they want to get back
to’ and ‘we want to get people back to doing as much as
what they used to do before.” (Observations, Catherine’s
speech-language therapist; SLT). In goal-setting, physical
function, rehabilitation needs, and physical and home sup-
port needs were privileged, reinforcing the orientation
toward discharge: ‘Before we send you home ... [we are]
making sure that the little things in life flow well. Things
like medication.” (Observation, Catherine’s SLT). When peo-
ple with stroke identified goals outside of these areas, these
were not often integrated into the structured goals of care.
For example, Alison identified a goal to ‘cook Christmas
lunch’ during a group education session on the ward
(Interview), but this remained her goal; it was nowhere in
the clinical notes. In an observed session, the OT told her
‘We need a goal for the upper limb’; however, goals recorded
in her clinical notes focused on what was needed for her to
‘return home’: ‘to be able to walk independently, to be able
to toilet independently, to be able to prepare meals, to be
able to dress and shower independently’. The services’
priority of moving people toward discharge was reflected
in what was prioritised in conversations and care.
Unintentionally, processes designed to identify what mat-
tered could limit what was identified and what was then
focused on.

What topics were not initiated by clinicians were notable.
There was little observed discussion or attention to the emo-
tional or psychosocial impacts of stroke. This is not to say that
staff did not respond to issues when raised, but these were
rarely observed to be pre-emptively raised by clinicians. In
one instance, a family member initiated a conversation about
Alison’s emotions. The OT explained later:

[Her husband] was right, things could change down the
line and there might be a realisation that things are
different so we pinpointed them to like that there is a
psychologist on the team ... and then we just talked about
the GP as a contact ... and we discussed that it’s very
normal to happen after stroke and it could happen in the
future. Just to be aware to keep an eye on it ... but it was
really important because it could definitely, you know,
once she gets home. (Interview).

Some clinicians reported a hesitation to ‘open the door’
and ‘start those conversations too early’ (Interview, Alison’s
OT) for areas that they did not feel equipped to address or
they felt could be deferred. Other topics not talked about
related to social roles beyond roles within the household,
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relationships, and hobbies. Despite being recognised as
important, these were not considered ‘essential’ in inpatient
care. During a family meeting, Alison’s team said, ‘It is a
good idea to think about the essential goals when you are an
inpatient, and longer-term goals when you are with the
community team’. Examples of ‘essential goals’ were
given, such as ‘getting in and out of the toilet, bathroom
and kitchen’. This was taken up by Alison’s husband, who
suggested essential goals might be ‘walking within Alison’s
home or perhaps 1 day, walking at [local park]’. Alison’s OT,
in an interview, suggested the best place to support social
roles and other domains was in the community, reflecting
the process of deferral discussed above. There were explicit
conversations about hobbies and emotions with only one
person, Gary. This occurred in the context of a team who
were highly attuned to people’s emotions, regularly consid-
ering them in team discussions, and where staff described
working intentionally to build trust. That attention to areas
beyond physical function is the exception rather than the
rule reflects that particular functions and topics are
privileged in conversation and may (not necessarily inten-
tionally) limit what is considered in care.

Clinician control over interactions was particularly evi-
dent when communication was challenging. Two partici-
pants had significant aphasia, another was in infection
control isolation, and another had significant fatigue.
Interactions required greater intentionality, and sometimes
skill, from the clinician. However, these people were ren-
dered as somewhat forgotten patients, with whom staff had
limited interactions. For Bruce in isolation, staff worked to
do their face-to-face work ‘all at once’ (Interview, Bruce’s
nurse), seeking maximum efficiency given the need for per-
sonal protective equipment (PPE), in the context of
pandemic-related PPE shortages. There were few opportuni-
ties for incidental conversations. Catherine was another
‘forgotten patient’ because her communication impairments
meant conversations took longer. One nurse commented:

I hope Catherine is not missing out because I'm spending
time quickly with other patients to try and balance what I
haven’t been able to do what I want to do with her
because of the communication barrier. This morning,
she just went off and had a shower because I didn’t
have time to work out what she wanted. I couldn’t slow
down and talk to her because my other ladies were
demanding. (Interview, Catherine’s nurse).

Conversations about the future were limited; for many
people, conversations in general were limited.

Theme three: opening some doors while closing
others

This theme shows that although future-focused conversa-
tions were limited and focused on particular temporal

horizons, clinicians did hold the door open to some possible
futures, addressing the future beyond discharge.

New technologies facilitated different conversations
about possible futures. Prognostic testing for upper limb
recovery was routinely used in one service. Clinicians took
the responsibility of determining and conveying prognoses
seriously, mindful of the possible emotional ramifications,
and were supported by evidence-based scripts for conveying
prognosis. Alison received a ‘poor prognosis’. This was con-
veyed as:

We’ve had a good look and Alison, I wish we had a bit
better news to give you. Unfortunately the tests have
shown us the pathway isn’t working for you. What that
means, if you remember, is that we would expect you to
get some movement back. What that means for your
rehab is two things. [We] will work on seeing how
much strength you can get back in your arm and learning
how to do the fine motor stuff with the left hand.
(Observation, Alison’s OT).

The sense of certainty the test provided appeared attract-
ive to Alison and her family. They sought the same informa-
tion about her walking. Clinicians later commented on how
Alison had taken the prognosis, considering it ‘probably
skewed her perception early on ... she was asking a lot ‘is
my leg gonna be like this? If my leg is like this then I'm not
gonna walk and then I'm definitely not going home’
(Interview, Alison’s OT). This suggested that conveying
prognoses could see people make determinations of what
was possible, extrapolating to other areas of recovery, but
also orientated them toward their bodily function.

Another way in which clinicians opened doors to possible
futures was evident when people appeared to be somewhat
stuck in the present. Their temporal horizons were dimin-
ished; their sense of possibility appeared to be limited. In
these instances, clinicians worked to hold the door open
for hope. For Gary, they talked about the importance of
keeping ‘aspirational goals’ alive (Observation, Gary’s OT).
Clinicians recorded Gary’s dream of driving a specific, spe-
cial car, but also recorded goals that might be possible in the
shorter term, such as going for a drive in the car. Gary’s
team tried to maintain an orientation to progress and possi-
bility, keeping that particular door open for Gary and his
family. They helped him see progress by focusing on taking
one step at a time. Alison, another woman with significant
physical impairment, actively problem-solved how she was
going to manage at home based on her current level of
function, not appearing to consider that this might change.
However, her clinicians thought she would have more recov-
ery, with her OT saying ‘It was part of our job to kind of instil
that hope for her but still be realistic, but I guess we can see
the potential in her’. The same therapist described trying to
plant seeds as to what might be possible, opening up possi-
bilities and warding off hopelessness: ‘She’s got it in her
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mind about getting a wheelchair for longer distances but I'm
just trying to show her that with time and with the commu-
nity input, she probably will get back to walking’ (Interview,
Alison’s OT). In this case, the door was held conditionally
open to what clinicians considered was realistic. The two
teams focused on different future possibilities: Gary’s team
on what brought joy and meaning, and Alison’s team on
specific activities, such as walking. Through their interac-
tion, staff adopted ‘holding the door open’ as a therapeutic
strategy, employing hope and possibility as strategies to
achieve the goal of patient engagement in rehabilitation.

Discussion

This is the first in-depth qualitative study to reveal how
clinicians talk about the future of people in inpatient stroke
care. Clinicians employed common timescapes within their
interactions, framing the future as something short-term.
There was limited talk about life beyond the four walls of
the hospital or the first days at home. This represented the
endpoint of the episode of care for the clinician but not the
endpoint of recovery for the person with a stroke.
Conversations were often linked to short-term physical and
functional outcomes and within conversations; these
outcomes were broken into smaller units considered achie-
vable within the episode of care. The ways clinicians talked
about the future reflected their challenges with managing
uncertainty, their conceptualisation of their role in the
person’s journey after stroke, and broader organisational
priorities of care. As a result, clinicians commonly did not
advise beyond the horizons of their timescape of care. Taken
in totality, this has implications for how people with stroke
are supported to engage in thinking about their life after
stroke. When people are supported to understand how their
stroke has impacted them and when they are supported to
look forward to their future, this can be reassuring and
empowering (Kitzmiiller et al. 2019). Therefore, under-
standing how clinicians support people to look forward to
their future is imperative.

Understanding the context of stroke care gives some
insight into why communication occurs as it does. The
short-term, impairment-based focus is not uncommon
(Bradley et al. 2021; Greenway et al 2022).
Communication can both reflect the broader context of
care practice and reproduce this context of care. Other
work in stroke has revealed some features of the context
of care. These include focusing on physical function and
impairments within goal-setting and care provision
(Levack et al. 2011; Rosewilliam et al. 2016); focusing on
short-term goals (Levack et al. 2011); privileging mandated
activities, such as assessments and care processes, which
have key performance indicators attached (Bright et al
2018); and deferring different aspects of care, such as sup-
porting self-management, until the next phase of

rehabilitation (Greenway et al. 2022). Communication also
reflects another aspect of the care context: how clinicians
construct their roles and the scope of their roles. This can be
seen in nursing interactions that focus on the immediate
future with interactions being primarily task-focused
(Hersh et al. 2016). This likely reflects that core nursing
roles in stroke are monitoring for deterioration and preven-
tion of secondary complications (Theofanidis and Gibbon
2016), which requires close attunement to the here and
now. Combined with high workloads, nurses organise their
work around what they consider possible to achieve within
their shift (Seneviratne et al. 2009). All of these factors can
contribute to a time-limited, task-focused approach to care,
which then is reflected in how clinicians talk about the
future and the timescapes created through conversation.

Our study revealed an absence of conversation about
some significant areas impacted by stroke, specifically the
emotional and the broader psychosocial impacts of stroke
and the more existential impacts of stroke, such as hope
(Bright et al. 2011), self (Hutton and Ownsworth 2019;
Schmidt and Ownsworth 2022), and meaning (Eilertsen
et al. 2010). These wider impacts on self may be unseen
and not discussed during inpatient care but can cause
significant distress after discharge (Arntzen et al. 2015),
leaving people to reconstruct a meaningful life after stroke
with little support, and even with limited awareness that
this is common and limited perspectives on what might be
possible (Gallagher 2011). It is possible that by not talking
about these aspects, clinicians have unintentionally
restricted what people were informed about, felt able to
talk about at the time, or felt comfortable talkingabout
with others at a later point (Wenzel et al. 2021). Indeed,
previous research has shown that people with stroke do not
always know the stroke team can support them with psy-
chosocial issues and so do not raise issues (Wenzel et al.
2021). This can be problematic given that the psychosocial
impacts of stroke are recognised as an unmet need after
stroke (Satink et al. 2013; Guo et al. 2021) and that depres-
sion and anxiety rates are significant after stroke (Barker-
Collo et al. 2017; Arwert et al. 2018). Bradley and col-
leagues (2021) described how the focus on improving phys-
ical function and ensuring people are physically safe for
discharge ‘compromised the emphasis on wider cognitive,
emotional and social needs’ (p. 2300), akin to what we
observed in this study. Having conversations that both
acknowledge the existential impacts of stroke and also sup-
port people to have a sense of hope and possibility for the
future, may help support people as they navigate life after
stroke (Bright et al. 2013; Rixon 2022).

This study suggested that one factor impacting how clini-
cians talk about the future is uncertainty. Uncertainty is
recognised as a key feature of the time post-stroke
(Carlsson et al. 2009; Satink et al. 2013; Connolly et al.
2021) and is unavoidable (Connolly et al. 2021). Our
study furthers understandings by identifying how clinicians
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manage uncertainty through interactions by (1) giving cer-
tainty on what is known and focusing only on what is
known; (2) avoiding what is not known; and (3) limiting
conversations to what feels safe or known, that is, safe from
possible emotional reactions from the patient and safe from
the risk of predicting the wrong future. In other clinical
contexts, uncertainty has been found to have a significant
emotional sequelae for people (Costa et al. 2022; Nissen
et al. 2022). However, clinicians in our study did not appear
to attend to the emotional elements of uncertainty, instead
managing it by deferring conversations to future time points
and others. By failing to acknowledge or engage with the
emotional aspects of uncertainty, and by actively limiting
opportunities and depth of conversation about areas of
uncertainty, we suggest this may exacerbate the distress
felt by those with stroke (Connolly et al. 2021). Research
has identified the importance of uncertainty being acknowl-
edged, calling for open and honest conversation about areas
of uncertainty (Connolly et al. 2021). We agree with Costa
et al. (2022) that there is value in both acknowledging the
uncertainty and exploring and supporting people’s emotions
about this uncertainty.

There is a need for clinicians to open the door to different
stories and pathways of recovery. We do not suggest that the
sole responsibility for opening up different possibilities
resides in clinical services. Our findings suggest that the
absence of conversations about the future in stroke services
not only limits the opportunity to engage with different
possibilities but may work to actively counter a person’s
sense of possibility. We suggest that access to others with
stroke, learning from their experiences and stories, normal-
ising current experiences, and developing a sense of differ-
ent possibilities can be key (Moss et al. 2022) and should be
something supported within stroke services (Bright et al.
2011; Arntzen et al. 2015; Hutton and Ownsworth 2019).
Although our research offers new insights into communica-
tive practices in inpatient stroke services, it has some limi-
tations. We sought the perspectives of people with stroke;
however, future research could explore their perspectives
later in recovery to understand how these time-limited con-
versations may have impacted their experience of recovery
and gain their views of what they needed from those early
conversations. From this work, we cannot determine that
every person with stroke desires conversations about the
future nor that every clinician must have these conversa-
tions. Gaining insights from those later in their journey may
provide more understanding about what conversations
about the future are needed, when, and with whom. Nor
have we delved into the ways interactions may have been
influenced by culture, gender, or socio-economic status, an
area worthy of future investigation. The small number of
stroke participants, albeit with significant observation peri-
ods and many clinician participants, may mean that we saw
particular interactional patterns that reflected specific
patient characteristics. Gathering a more diverse sample of

people with stroke may offer different insights. We also
acknowledge that we did not see every conversation
between clinicians and those with stroke. Different aspects
of the future may have been addressed within other conver-
sations, although we sought to identify other interactions
through interviews with people with stroke and clinicians.
However, gathering data across different patients, clini-
cians, and clinical contexts provides rich insight into com-
mon conversational patterns, and this study provides useful
prompts for clinicians to reflect on in practice.

This research has a number of implications for practice. It
can prompt clinicians to reflect on what timescapes are
discussed and created in their interactions. Goal-setting pro-
cesses, often thought to foster these conversations, instead
reinforced a short-term, discharge-orientated focus and
reflected tacit assumptions that people want to get back to
‘normal’ or to past activities. People need to be invited to
share what is important and provided with opportunities
and support to re-envisage their desired future life, as this
can often change after a significant event, such as stroke
(Bright et al. 2020). Being aware of what aspects of the
future are discussed is critical in supporting people to navi-
gate life after a stroke. Our finding that there are few
conversations about emotions is not new (Satink et al
2013; Burton et al. 2021). However, it remains deeply prob-
lematic that these areas of life remain unspoken. Emotions,
adjustment, social relationships and interactions, and sexu-
ality are all important in living well after a stroke (Hole
et al. 2014; Wray and Clarke 2017; McGrath et al. 2019). It
is essential that clinicians open the door to future-focused
conversations that consider all the ways people can be
impacted by stroke, normalising these impacts and giving
people access to information (Shipley et al. 2020).

As our work has shown, opening the door for conversa-
tions about the future may be challenging for clinicians.
Clinicians themselves experience uncertainty about people’s
future, resulting in the strategy of deferring conversations or
anchoring to techniques that allow high levels of certainty
(Burton et al. 2021). The emotional aspects of these conver-
sations can be challenging but are not often discussed
(Burton et al. 2021). Clinicians may benefit from having
opportunities to reflect on their uncertainties regarding
prognosis and exploring how, in light of this, they continue
to prioritise conversations about this uncertain future. Such
future-focused conversations may bring up aspects of adjust-
ment and emotions that clinicians feel ill-equipped to sup-
port (Burton et al. 2021). Although specialist psychological
support may be needed for some people with stroke
(Kneebone 2016), these supportive conversations are a
core component of good stroke practice and, as such, we
suggest all clinicians in stroke should have the capacity for
these and may benefit from improving their skills, consistent
with a stepped care model (Kneebone 2016). Peer support,
training, supervision, and coaching may build their skills
and ability to hold open the door for people to reflect on
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what is happening (e.g. Thomson et al. 2013; Pedersen et al.
2021). This is not to say clinicians are the sole sources of
information; however, connecting people to other informa-
tion sources may also be valuable. Information from trusted
online sources or support organisations and provision of
peer support can be vital in helping people make sense of
their experience (Morris and Morris 2012; Finch et al
2022). Our work has also demonstrated that conversations
may be more limited when there are communication chal-
lenges, with patient isolation and aphasia being just two
examples we encountered. We encourage clinicians to
reflect on how some people may face communicative
isolation (Bright and Reeves 2020), rendering them more
vulnerable to being excluded from conversations about the
future.

Although we have focused on the clinicians’ communica-
tive acts in this research, we acknowledge that clinicians’
conversational practices likely reflect wider organisational
and professional priorities and discourses. Inpatient services
face significant pressures and discharge is a common orga-
nisational priority that then gets passed to clinicians and
may shape what they prioritise (Suddick et al. 2019; Heenan
2023). Similarly, it is not uncommon for professional prac-
tice in stroke care to prioritise body structures and functions
and activity restrictions (Foster et al. 2014; Evans et al
2017). Previous work has detailed how this can sideline
important care that supports people to reconstruct their
identity and life after stroke (Brown et al. 2014; Foster
et al. 2014). Our findings highlight that this is evident in
interactions, which has implications for supporting people
as they navigate life after a stroke. It is imperative that any
moves to improve clinician communication explicitly
address the wider context that shapes their practice,
attending to systemic factors that privilege particular
aspects of care, as well as supporting clinicians to reflect
on their practice and build their knowledge, skills, and
confidence.

Conclusion

This observational study of communication practices reveals
that conversations about the future after stroke are con-
strained and limited: constrained to short-term futures and
limited in what aspects of life after stroke are discussed.
Creating conversational and relational spaces where people
are supported to look to the future with a sense of possibil-
ity, hope, and potential is vital for assisting people to move
forward in their lives after their stroke. It is essential that we
attend to how communication invites conversations about
the future and assists people to consider what a good and
meaningful life with stroke can look like for them. Given its
role in supporting people to move forward in life, commu-
nication must be seen as a core clinical skill and a clinical
intervention in its own right.
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