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	SIGN 118: Management of patients with stroke:Rehabilitation, prevention and management of complications, and discharge planning

	This list of all recommendations from the guideline is provided to assist integration of SIGN recommendations into local audit or pathway documents with the aim of supporting their implementation. The wording of the recommendations should not be changed. Recommendations highlighted by the guideline development group as priorities for implementation have been marked with an asterisk.
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	Organisation of services

	
	3.2 ORGANISATION OF HOSPITAL CARE

	A*
	Stroke patients requiring admission to hospital should be admitted to a stroke unit staffed by a coordinated multidisciplinary team with a special interest in stroke care.

	B*
	In exceptional circumstances, when admission to a stroke unit is not possible, rehabilitation should be provided in a generic rehabilitation ward on an individual basis.

	B
	The routine implementation of integrated care pathways for acute stroke management or stroke rehabilitation is not recommended where a well organised multidisciplinary model of care exists.

	
	3.3 MULTIDISCIPLINARY TEAM MEMBERSHIP

	B*
	The core multidisciplinary team should include appropriate levels of nursing, medical, physiotherapy, occupational therapy, speech and language therapy, and social work staff.

	B*
	Patients and carers should have an early active involvement in the rehabilitation process.

	B


	Stroke unit teams should conduct at least one formal multidisciplinary meeting per week at which patient problems are identified, rehabilitation goals set, progress monitored and discharge is planned.

	B
	Members of the multidisciplinary stroke team should undertake a continuing programme of specialist training and education.
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	Management and prevention strategies

	
	4.1 GENERAL REHABILITATION PRINCIPLES

	B*
	Stroke patients should be mobilised as early as possible after stroke.

	C
	Patients should be placed in the upright sitting position, if their medical condition allows.

	C
	Hypoxia inducing positions (lying on the left side regardless of affected side or slumped in a chair) should be avoided.

	A*
	Personal ADL training by an occupational therapist is recommended for patients with stroke in the community.

	B
	Personal ADL training by occupational therapists is recommended as part of an in-patient stroke rehabilitation programme.

	
	4.2 GAIT, BALANCE AND MOBILITY

	B


	   
	· Treadmill training is not recommended as a routine gait training intervention after stroke. 
· Treadmill training may be considered to improve gait speed in people who are independent in walking at the start of treatment.

	
	*
	· 

	B
	EMG biofeedback is not recommended as a routine treatment for gait, balance or mobility problems after stroke.

	B
	Balance platform training with visual feedback is not recommended for the treatment of gait, balance or mobility problems after stroke.

	C
	Functional electrical simulation may be considered as a treatment for drop-foot, where the aim of treatment is the immediate improvement of walking speed and/or efficiency.

	C*
	Where the aim of treatment is to have an immediate improvement on walking speed, efficiency or gait pattern or weight bearing during stance, patients should be assessed for suitability for an AFO by an appropriately qualified health professional.

	B*
	Physiotherapists should not limit their practice to one ‘approach’, but should select interventions according to the individual needs of the patient.

	A*
	Gait-oriented physical fitness training should be offered to all patients assessed as medically stable and functionally safe to participate, when the goal of treatment is to improve functional ambulation.

	B
	Electromechanical assisted gait training may be offered to selected patients where the necessary equipment is already available and healthcare professionals are competent in the use of the equipment.

	B*
	Rehabilitation should include repetitive task training, where it is assessed to be safe and acceptable to the patient, when the aim of treatment is to improve gait speed, walking distance, functional ambulation or sit-to-stand-to-sit.

	B
	Muscle strength training is recommended when the specific aim of treatment is to improve muscle strength.

	B*
	Where considered safe, every opportunity to increase the intensity of therapy for improving gait should be pursued.

	
	4.3 UPPER LIMB FUNCTION

	B
	Constraint induced movement therapy may be considered for carefully selected individuals with at least 10 degrees of finger extension, intact balance and cognition.

	A
	Repetitive task training is not routinely recommended for improving upper limb function.



	D
	Mental practice may be considered as an adjunct to normal practice to improve upper limb function after stroke.

	B*
	Splinting is not recommended for improving upper limb function.

	A
	Electromechanical/robotic devices may be considered to improve arm motor function and motor strength in selected patients where the necessary equipment is already available and healthcare professionals are competent in the use of the equipment.

	B
	Increased intensity of therapy for improving upper limb function in stroke patients is not recommended.

	
	4.5 VISUAL PROBLEMS

	C*
	All stroke patients should be screened for visual problems, and referred appropriately.

	C
	Healthcare professionals should ensure that patients have and correctly wear their prescribed eyewear.

	
	4.6 COMMUNICATION

	B
	Aphasic stroke patients should be referred for speech and language therapy. Where the patient is sufficiently well and motivated, a minimum of two hours per week should be provided.

	D
	Patients with dysarthria should be referred to an appropriate speech and language therapy service for assessment and management.

	
	4.7 NUTRITION AND SWALLOWING

	D
	Assessment of nutritional risk should be carried out within the first 48 hours with regular re-assessment thereafter during the patient’s recovery and be recorded prior to discharge.

	D
	Assessment of a patient’s nutritional risk should include an assessment of their ability to eat independently and a periodic record of their food consumption.

	D*

	Ongoing monitoring of nutritional status after a stroke should include a combination of the following parameters: 

· biochemical measures (ie low pre-albumin, impaired glucose metabolism) 

· swallowing status 

· unintentional weight loss 

· eating assessment and dependence 

· nutritional intake.



	C


	Following nutritional screening, those identified as undernourished, and those at risk of becoming undernourished, should be referred to a dietitian and considered for prescription of oral nutritional supplements as part of their overall nutritional care plan.


	D


	All patients who have dysphagia for more than one week should be assessed to determine their suitability for a rehabilitative swallowing therapy programme. Consideration should be given to: 

· the nature of the underlying swallowing impairment 

· patient suitability in terms of motivation and cognitive status.



	B
	Patients with dysphagia should have an oropharyngeal swallowing rehabilitation programme that includes restorative exercises in addition to compensatory techniques and diet modification

	
	4.8 CONTINENCE

	D
	All stroke patients should be assessed, investigated and treated for urinary incontinence.

	D
	The presence or absence of incontinence of urine should be documented for all patients after a stroke.

	D
	Behavioural therapies for incontinence should be trialled on an individual basis after stroke.

	
	4.9 POST-STROKE SPASTICITY

	A
	Clostridium botulinum toxin type A (Botox®) may be considered for use to relieve spasticity following stroke where it is causing pain or interfering with physical function and the ability to maintain hand hygiene.

	A
	Routine use of resting splinting of the upper limb to reduce spasticity in the wrist and finger flexors following stroke is not recommended.

	
	4.10 PREVENTION AND TREATMENT OF SHOULDER SUBLUXATION

	A*
	Electrical stimulation to the supraspinatus and deltoid muscles should be considered as soon as possible after stroke in patients at risk of developing shoulder subluxation.

	
	4.11 PAIN

	B
	In patients with central post-stroke pain unresponsive to standard treatment, and where clinician and patient are aware of potential side effects, amitriptyline (titrated to a dose of 75 mg) may be considered.

	B
	If amitriptyline is ineffective, or contraindicated, lamotrigine or carbamazepine are alternatives although the high incidence of side effects should be recognised.

	
	4.12 PREVENTION OF POST-STROKE SHOULDER PAIN

	B
	Overhead pulleys to prevent shoulder pain are not recommended.

	A
	Functional electrical stimulation is not recommended as a means of preventing shoulder pain in patients with upper limb weakness post stroke.

	
	4.13 TREATMENT OF POST-STROKE SHOULDER PAIN

	A
	Shoulder strapping to treat post-stroke shoulder pain is not recommended.

	A
	In the absence of inflammatory disorders, intra-articular steroids should not be used for treatment of post-stroke shoulder pain.

	
	4.15 DISTURBANCES OF MOOD AND EMOTIONAL BEHAVIOUR

	B
	Patients with post-stroke emotionalism may be considered for a course of antidepressant medication.

	A
	Routine prescription of antidepressants is not recommended to prevent post-stroke depression.

	B


	· Offering routine psychological therapies in one-to-one format following a stroke is not recommended to prevent post-stroke depression. 

· Psychological principles from motivational interviewing and problem solving should be incorporated into education programmes for people who have had a stroke.



	A


	Patients with post-stroke depression should be considered for antidepressant treatment, with decisions made on an individual basis. Clinicians should monitor response to treatment, plan regular reviews and should be vigilant to the possible occurrence of unwanted side effects, issues of adherence to medication and the possibility of symptom relapse

	
	. 4.18 PRESSURE ULCER PREVENTION

	D


	· Hospital managers should ensure that nursing expertise, staffing and equipment levels are sufficient to prevent pressure ulcers.

· Hospitals should have up-to-date policies on risk assessment, pressure ulcer prevention and treatment.

	
	4.19 VENOUS THROMBOEMBOLISM

	A
	Aspirin (300 mg/day) should be given to all patients with acute ischaemic stroke in the first two weeks following stroke onset to help prevent deep vein thrombosis and pulmonary embolism (provided there are no known contraindications to aspirin therapy).

	A
	Above-knee graduated elastic compression stockings to reduce the risk of deep vein thrombosis after acute stroke are not recommended.

	5
	Transfer from hospital to home

	
	5.1 PRE-DISCHARGE

	D
	Pre-discharge home visits should be undertaken for patients who require them.

	
	5.3 EARLY SUPPORTED DISCHARGE AND POST-DISCHARGE SUPPORT

	A*
	Patients with mild/moderate stroke should be able to access stroke specialist early supported discharge services in addition to conventional organised stroke inpatient services.

	B
	ESD teams should consist of a specialist multidisciplinary group including nursing, medical, physiotherapy, speech and language therapy and occupational therapy staff.

	
	5.4 HOME BASED OR OUTPATIENT REHABILITATION?

	A
	Home based or hospital based (outpatient or day hospital) rehabilitation should be considered for people after stroke.

	
	5.5 LONGER TERM STROKE REHABILITATION IN THE COMMUNITY

	A
	Stroke patients in the community should have access to specialist therapy-based rehabilitation services.

	
	5.6 MOVING ON AFTER A STROKE

	D
	If there is doubt about a patient’s ability to drive, patients should be referred to the local Disabled Drivers’ Assessment Centre (details available from the DVLA).

	
	5.7 GENERAL PRACTITIONER CARE

	D


	If the patient is to be admitted, the GP should communicate with the hospital staff the basis of the diagnosis, the pre-morbid condition of the patient, any relevant social factors and past medical history, including current medication and known allergies.

	D
	For successful discharge, the GPs and community staff should receive adequate information from the hospital prior to discharge.
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	Roles of the multidisciplinary team

	
	6.1 NURSING CARE

	B*
	Stroke inpatients should be treated 24 hours a day by nurses specialising in stroke and based in a stroke unit.

	B
	Stroke inpatients should be treated 24 hours a day by nurses specialising in stroke and based in a stroke unit.

	D
	Consultants with an interest in stroke, after adequate training and with appropriate continuing professional development, should be available to coordinate every stroke service or unit.

	
	6.3 PHYSIOTHERAPY

	D
	All patients who have difficulties with movement following stroke should have access to a physiotherapist specialising in stroke. Physiotherapy treatment should be based on an assessment of each patient’s unique problems.

	
	6.4 SPEECH AND LANGUAGE THERAPY

	D


	Speech and language therapists should be involved in stroke management at all stages in the recovery process and should liaise closely with all related healthcare professionals, with outside agencies, both statutory and voluntary, with the individual who has had a stroke and with his/her carers.


	
	6.5 OCCUPATIONAL THERAPY

	B


	All patients who have problems with activities of daily living following stroke should have access to an occupational therapist with specific knowledge and expertise in neurological care. Occupational therapy treatment should be based on an assessment of each patient’s unique problems.

	
	6.6 SOCIAL WORK

	D
	A social worker should be a member of the multidisciplinary team and should have a key role in the discharge planning process.

	
	6.7 CLINICAL PSYCHOLOGY

	D
	Each multidisciplinary stroke team should have access to a clinical psychologist.

	7
	Provision of information

	
	7.1 INFORMATION NEEDS OF PATIENTS AND CARERS

	D
	Stroke patients and their carers should be offered information about stroke and rehabilitation.

	A*
	Information should be available to patients and carers routinely and offered using active information strategies, which include a mixture of education and counselling techniques.

	A
	Information should be tailored to the information needs of individual patients and carers, followed up to check understanding and ensure clarity, and repeated as appropriate.

	D


	Information should be tailored to the communication needs and visual needs of individual patients and carers. Patients with aphasia should be provided with accessible and easy to read material, be given sufficient time for assimilation and be followed up by health professionals to ensure understanding.

	A
	Information needs should be monitored and information should be provided at appropriate time points during the recovery trajectory, as information needs change over time.

	
	


