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Stroke is the second cause of death and the third cause 
of disability worldwide, with an annual incidence of about 16 
million people [1]. Stroke Unit is considered the specific stan-
dard of care required for patients, to give a prompt and suit-
able response to time-dependent needs [2]. In light of this, 
Primary Nursing (PN) represents a multidisciplinary approach 
to the patients in Stroke Unit, based on tailored and orga-
nized aid, an optimized partnership among health workers, 
integrated treatment algorithm [3]. In particular, hyperacute 
treatment such as thrombolysis and thrombectomy must 
be timely, precise, and effective to achieve the best clinical 
outcomes, through rapid assessment and treatment, main-
tenance of high-performing team dynamics, management of 
cognitive load affecting providers, and factors impacting team 
communication [4].

In the context of the current coronavirus disease 2019 
(COVID-19) pandemic caused by the SARS-CoV-2 virus, the 
ability to deliver timely and efficacious care must be balanced 
with the risk of infectious exposure to the clinical team [5]. In 
fact, in addition to usual stroke care, the team has to take into 
account the infectious disease control and the likelihood of 
the need for intensive care due to a potential COVID-19. Thus, 
in case of a high likelihood of large vessel occlusion and need 
for advanced respiratory support and critical care, patients 
suffering from an acute ischemic stroke should be referred to 
comprehensive stroke centers [6].

On the other hand, several national associations have 
faced vascular emergencies with the risk of COVID-19, some-
times reporting a decrease in numbers of stroke cases. For ex-
ample, Indian authors stated that stroke management guide-
lines would need to be followed with concessions made for 
changes in accessibility, with the inevitable shift of setting of 
acute therapy from larger centers to peripheral hospitals and 
from endovascular to more intravenous thrombolysis during 
the COVID-19 crisis. The same authors suggest that, especial-
ly in the case of suspected situations of hyperacute strokes, 
optimal use of telemedicine facilities would help ensure the 
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services of stroke specialists even in peripherally located 
COVID-19-designated centers [7].

The actual change in the number of strokes during the 
COVID-19 pandemic is a relevant matter of debate among 
stroke teams. In this regards, data by Spanish authors show a 
reduction by a quarter the stroke admissions and thrombec-
tomies performed at the Barcelona Comprehensive Stroke 
Center, without affection of the quality of care metrics (tim-
ing of diagnostic and treatment steps, clinical and reperfusion 
outcome scores); these results were associated to a 330% 
mean increment in the number of calls, but fewer Stroke code 
activations, and a significant reduction in the mean age of ad-
mitted patients [8]. Based on these data, it can be suggested 
that the reduction is the effect of a selection of patients to ad-
mit to the Stroke code, considering the pandemic limitations.

Our group has observed that COVID-19 did not reduce 
stroke emergencies admitted to and treated in our Compre-
hensive Stroke Center. Moreover, since COVID-19 patients are 
affected by enhanced coagulopathy, which is accompanied by 
a higher risk of arterial and venous thromboembolism, an in-
creased number of COVID-19-specific or COVID-19-mediated 
strokes could be reported. Stroke networks should, therefore, 
be adjusted to minimize the risk of infection for health profes-
sionals and patients when suspected or confirmed COVID-19 
patients with stroke are treated. It thus becomes even more 

http://crossmark.crossref.org/dialog/?doi=10.36959/545/386&domain=pdf


Citation: Masci S, De Zuane V, Di Schino C, et al. (2020) Comprehensive Stroke Management in the Era of COVID-19: Mind the Team. J Nurs 
Pract 3(1):219-220

Masci et al. J Nurs Pract 2020, 3(1):219-220 Open Access |  Page 220 |

important to increase awareness among health professionals 
and the members of the public, especially those who are at 
high risk, of how to recognize a stroke and help launch the 
network to avoid significant delays in management [9].

The risk of infectious exposure to clinical teams should be 
mitigated by adopting ad hoc procedures. For example, de-
fined and designated areas for all stroke patients and screen-
ing in the emergency room for suspected COVID-19 symp-
toms, with full protective gear (full-sleeved gown, surgical 
mask, eye protection (face shield and/or goggles), gloves, and 
head cover) have been proposed in Protected Code Stroke 
guidelines [5].

The general principles at the basis of this type of proce-
dures may take into account specific strategies, as situational 
awareness, triage and prioritization, mitigation of cognitive 
load, team member role clarity, communication, and debrief-
ing, to facilitate a consistent, safe, and efficacious care, evolv-
ing during this demanding pandemic challenge [4].

The advantage of such a model would be to preserve 
patient access and outcomes while decreasing potential 
COVID-19 exposure to patients and healthcare providers. At 
the same time, it could help in optimizing the use of personal 
protective equipment and spoke-hub stroke care paradigm 
[10].

The pivotal role of the Stroke Team Nurse should be high-
lighted in stroke care, especially in this challenging pandemic. 
Even if it is well known that general nurses are often reas-
signed by local nursing leadership to manage patients with 
COVID-19 in other units, nurses with unique expertise or ex-
perience, such as a nurse who used to work in the Stroke Unit 
may be confirmed in Stroke Teams, to minimize the timing 
of diagnostic and therapeutic steps, and emphasize the func-
tion of direct mentorship for practitioners and nurses deriving 
from intensive care unit [11].

In conclusion, the Stroke Team is confirmed to represent 
the gold standard for acute stroke treatment, also during the 
COVID-19 pandemic. General and specific procedures could 
be taken into account to guarantee the standard of care for 
patients, as well as minimize infective risk for healthcare pro-
viders. Any form of reorganization has to consider the exper-

tise and the unique role of stroke clinicians and nurses, to 
avoid affection in the standard of care. Thus, the team can 
be considered a key to solve the Rebus puzzle of COVID-19.
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