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SH

Airedale
NHS
Foundation
Trust

1

Full

General

2.

SH

Airedale
NHS
Foundation
Trust

3

Full

General

Line No

Comments
Please insert each new comment in a new row.
This document will form an extremely important
source of information and guidance on the
expanding area of specialised stroke
rehabilitation. The point is well made that
although clear effective standards for the delivery
of inpatient and outpatient rehabilitation are
available, what individual interventions should
take place within this structure is less clear. This
document will be important in defining these
areas.
It is clear however that a huge amount of time has
been invested in producing the guidelines in terms
of the rigour of defining and carrying out the
searches to identify relevant research and I
commend the guidance group for this. Pont [2]
above is an example where it is disappointing that
such tight criteria were used to identify those
studies which form the basis for advice with the
result that the value of the document as a
consensus statement to take service delivery
forward is limited. It would perhaps have been
more useful to offer two levels of advice - one

Developer’s Response
Please respond to each
comment
Thank you for your
comment.

The methods followed for
the development of this
guideline follow the
guidance outlined in the
NICE methods manual.
Full details are available
from the NICE website.
Due to the time and
resources available it
was not possible to cover
all the areas of stroke
rehabilitation, and certain
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based on these tight criteria and then some kind
of summary review or consensus of the
wider research

Developer’s Response
Please respond to each
comment
areas had to be
prioritised over others.
However, further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation which were
not included in the
original scope. This will
include: MDT working,
goal setting, assessment
and on-going review,
care planning, long term
health and social
support, and delivery in
different settings.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
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SH

Apetito

1

Full

general
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We have concerns about the proposed guidance
on nutrition for the high proportion of Stroke
patients affected by dysphagia.
Since Dysphagia can be a major problem either
short or long-term for Stroke survivors we are
keen to ensure that healthcare professionals
consider all the options when treating. The current
Guidelines refer professionals to NICE Guidelines
on Nutritional Support for Adults but these are
limited to Parenteral and Enteral options and do
not prompt consideration of nutritionally dense
texture modified foods as a treatment to avoid
aspiration whilst delivering recommended levels of
nutrition. This document suggests a black and
white distinction between “can eat normal food”
and “can’t eat normal food”. There is no
acknowledgement that they might be able to eat
normal food if and only if the texture is modified to
a suitable consistency. Neither is there
acknowledgement that they could be helped back
towards normal food by the use of this treatment
or the psychological benefits of looking forward to
eating meals.
Many dysphagic stroke patients could return to
real food with the right support at this stage of the
rehab process. Since nutrition has such a major
part in maintaining immunity/building muscle
strength this must be viewed as the optimal
outcome both for the patient and for the NHS.
Texture Modified nutrition is a valuable treatment
offering the possibility of gradually moving back
towards normal food as muscle control improves.
It can help patients maintain muscle function
which might be lost if not used.

Developer’s Response
Please respond to each
comment
The studies included in
this review mainly
consisted of supervision
for feeding and
precautions for safe
swallowing. The
subsequent
recommendations reflect
the interventions for
which evidence was
found. Therefore we
have not been able to
make direct reference to
Texture Modification
treatment but have made
a direct
reference to the Nutrition
support in adults
guidance which
specifically addresses
people with dysphagia on
modified food. The
recommendation advises
that health professionals
regularly monitor and
reassess those on a
modified diet. We have
also added a reference
to the recommendations
on swallowing, feeding
and nutrition made in the
NICE Stroke guideline
(CG 68)
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Developer’s Response
Please respond to each
comment

We suggest that under the established policy of
“Food first” the guidelines should make reference
to consideration of Texture Modification as a
treatment option. We strongly believe that
healthcare professionals should consider this
treatment option as part of their standard
procedure and believe Texture Modification
should therefore be embedded in the guidelines.
This treatment can make a substantial
contribution to recovery of greater independence,
lower repeat admissions and enhanced quality of
life and we would therefore ask you to review the
draft Guidelines for Stroke Rehab in the light of
the clinical and cost efficacy that this minor
amendment could provide.
4.

SH

Association
of British
Neurologists

1

Full

General

Ethnic minority groups and their specific needs
have not been addressed at all, and we feel they
should be.

No specific issues related
to ethnic minority groups
were identified by the
GDG from the studies
included in the reviews.

5.

SH

Association
of British
Neurologists

2

Full

General

There is very limited emphasis on rehabilitation
needs of younger adult patients with stroke. We
think this should be rectified.

We agree the needs of
younger adult stroke
patients are important,
and consider the
recommendations made
in the guideline to be
relevant to this age
group.
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6.

SH

Association
of British
Neurologists

3

Full

General

Depression after stroke, especially in younger
adults, should be specifically addressed.

7.

SH

Association
of British
Neurologists

6

Full

General

8.

SH

Association
of British
Neurologists

9

Full

General

There is very little mention of spasticity, which we
think needs highlighting as a specific post stroke
problem. There are many studies reporting a high
frequency of spasticity after stroke and an
adverse impact on quality of life of patients and
carers. There are also effective interventions that
should be discussed, including drugs such as
botulinium toxin, for which there is evidence from
the recent BOTULS trial of increased range of
movement, reduced pain and reduced carer
burden. Further research into selection of patents
for treatment with specific treatments for spasticity
should be considered for recommendation.
There is no or little mention of management
strategies for the common problem of shoulder
subluxation, and we feel that this should receive
some specific attention.

Developer’s Response
Please respond to each
comment
We have included sign
posts to other NICE
guidance that addresses
depression and anxiety
and are applicable to a
stroke population,
including younger adults.
CG91 Depression in
adults with a chronic
health problem, CG113
Anxiety and CG90
Depression in adults
We agree this is an
important area but from
the scoping of this
guideline it was apparent
that this topic was too
large to consider
incorporating within this
guideline. It will be
considered for inclusion
when updating the
guideline.

We recognise this is a
common problem, for
which there is little
evidence. We have
therefore included this
specific topic within the
modified Delphi survey,
undertaken post
consultation in order to
develop
recommendations based
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Developer’s Response
Please respond to each
comment
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
The GDG have
considered the results of
this survey and drafted
further recommendations
for these areas.

General

There is no or little mention of management
strategies for the common problem of
contractures, although these receive some
mention in the sections on upper and lower limb
orthoses. We feel this problem deserves some
specific attention.

Full

General

We welcome the sections on return-to-work
issues and the recommendations for further
research in this area.

Thank you for your
comment. We were
unfortunately unable to
cover all areas and
focused upon those that
stakeholders and GDG
members initially
suggested as critical
areas to address.
Thank you for your
comment.

Full

General

We note that that although in the introduction to
this guidance the authors acknowledge the
multidisciplinary nature of stroke rehabilitation, it
proceeds to pay little heed to how all elements of
rehab can be brought together to deliver a whole
team evaluation that is clinically and cost
effective.
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9.

SH

Association
of British
Neurologists

10

Full

10.

SH

Association
of British
Neurologists

11

11.

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

1

Line No

Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
will include: MDT
working, goal setting,

Page 6 of 605

12.

Type

Stakeholder

Order
No

Docu
ment

Page No

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

2

Full

General

Line No
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Developer’s Response
Please respond to each
comment
assessment,
rehabilitation planning
and on-going review.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

It is, however, useful to have the full panoply of
the interventions available to patients and carers.
It is of concern that many of the studies which
provide the evidence base for this guidance are of
‘low’ or ‘very low’ quality and that there is little
supportive cost effectiveness analysis. How is
NICE able to make any recommendations at all,
when this would not be the case with your
medications guidance?

The GDG based
recommendations on the
available evidence and
where this is limited they
have drawn on their
clinical experience and
expertise. The rationale
for this is given within the
‘recommendation and
link to evidence’ sections
of the guideline.
Further information on
the development
methodology is available
in the Guideline manual
on the NICE website
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SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

3

Full

General

Line No

Comments
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It would be useful, as a primary recommendation
if NICE were to suggest using the World Health
Organisation (WHO) International 22
Classification of Functioning, Disability and Health
(ICF) for all stroke rehab services. It is certainly
not universally accepted as the standard for
delivery in all our stroke units. It is not clear from
the guidance if the ICF is then the reference point
for the evidence framework that you have used,
both for evaluating the evidence and then,
furthermore, for making recommendation. It is
also not clear from the guidance how the ICF
relates to QALYs as used by NICE. As opposed to
DALYs as used in Australia.

Developer’s Response
Please respond to each
comment
The GDG fully appreciate
the importance of the ICF
as a conceptual
framework in structuring
an analysis of patient's
problems. The language
of the ICF was used
throughout the document
as a means of structuring
the guideline.
The use of this
framework did not feature
in evaluating either the
clinical or economic
evidence. In all the
economic studies and
economic models
included in the guideline,
QALYs were not
estimated on the basis of
the WHO ICF.
According to NICE
reference case, QALY is
the preferred measure of
effectiveness in NICE
guidance and therefore
we have used QALY
instead of DALY in our
guideline”.
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14.

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

4

Full

General

It is unclear how the recommendations from this
guidance link with with the NICE Quality
Standards for Stroke (except in a few instances
eg. 45 mins of therapy)

15.

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

5

Full

General

Whilst it is helpful to have a clear codification of
the types of deficits to be addressed it is unclear
from the guidance as to where the activity might
be delivered (eg. Acute or community or general
practice). There is significant debate and
variations in stroke networks about post-stroke
follow up for patients as recommended in the
National Stroke Strategy. The guidance does not
help resolve these issues, nor promotes a better
understanding of the cost effectiveness of the
interventions.

Developer’s Response
Please respond to each
comment
The NICE Quality
Standard was developed
from the NICE Stroke
guideline and the RCP
Intercollegiate stroke
guideline prior to the
development of this
guidance. The Quality
Standard was not used
to inform
recommendations made
within this guideline.
However, following
publication the Stroke
Quality Standard may be
reviewed to consider if it
needs updating.
The recommendations
are relevant to primary,
secondary or any setting
where NHS stroke
rehabilitation is provided.
A further review on stoke
units was undertaken
post consultation and the
GDG drafted further
recommendations in light
of results shown. Other
work has also been
undertaken to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes: MDT working,
goal setting, assessment
and on-going review,
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16.

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

6

Full

General

17.

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

7

Full

General

Line No
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Developer’s Response
Please respond to each
comment
care planning, long term
health and social support
and delivery in different
settings. Little published
health economic
evaluations were found
for the included review
questions, but new
economic modelling was
carried out to establish
what intensity of
rehabilitation packages
should be offered.

The recommendations on intensity of rehab
should be supported with a costing template. To
move from 30hours rehab to 60-90hours rehab is
a significant service change and commissioners
will need advice about how to pay for change,
particularly in light of raised patients expectations.
As the recommendations are that stroke specific
staff should be involved in delivery, training
implications will need to be considered.
This guidance does not include any references to
the ‘rehab environment’ which is much used by
the rehab community to deliver service eg. Using
the walk to the toilet as part of the rehab
intervention and to deliver goals on walking. It
would be useful the the literature reviews could
throw light on the efficacy of such ‘intervention’,

Thank you for your
comment. Costing
templates are developed
by NICE once the
guideline is finalised as
part of the
implementation support
tools.
The reviews conducted
did not address the
rehabilitation
environment directly. The
recommendations are
applicable to any setting
where stroke
rehabilitation may be
delivered and examples
of what an intervention
might comprise of, e.g.
walking and using stairs
have been given by the
GDG for information
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SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

8

Full

General
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Developer’s Response
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comment
purposes only.

The Equality Act does provide significant
opportunity on the issue of return to work. The
guidance could be clearer about what the
responsibility of providers might be to deliver
advice about the Act and the benefits it could
provide patients and their families.

Thank you for your
suggestion. We have
made reference to the
return to work scheme.
We have also cross
referred to the Managing
sickness absence and
incapacity for work, NICE
public health guidance
19 which draws upon
government legislation
and policy.
The GDG have
considered equality
issues for all aspects of
the guideline when
making
recommendations, and
particular issues are
described in the linking
evidence to
recommendations
sections.
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19.

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

9

Full

General

It would be helpful if the guidance could make
recommendations about tools that could be used
across health sectors (eg. From hospital to
community/gp surgery to flag any psychological
issues. That such assessments are done using
formalised tools – rather than gut feel.

20.

SH

Avon
Gloucestersh
ire Wiltshire
and
Somerset
Cardiac &
Stroke
Network

10

Full

General

The introduction to the guidance suggests a
strong evidence base for stroke
neurorehabilitation, but then goes on to contradict
itself almost throughout the guidance with the
majority of studies being graded low or very low.
There is an assertion that simply the presence of
collaterals leads to the ‘plasticity’ effect, but such
an effect has not been demonstrated in basic
scientific models. The research recommendations
should make strong recommendation for primary
research – eg. About dose effect of any therapy,
about whether repetition itself has any direct
effect, whether collaterals visualised actually lead
to reasonable recovery of function.

Developer’s Response
Please respond to each
comment
The GDG considered
that it was not possible to
provide detail on what
the assessment should
comprise of or
recommend any
particular formal tools as
the review question did
not address this.
Further work undertaken
post consultation has
addressed: assessment,
discharge planning and
transfer of care to
different settings, and the
GDG have made
recommendations for
assessment of
psychological and
emotional functioning to
be undertaken.
The introduction to the
guideline has been
revised for clarity of
meaning.
Thank you for your
suggestions. The GDG
have made a research
recommendation on the
amount (dose) of therapy
that should be delivered.
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21.

SH

Birmingham
Community
Health Care
NHS trust

11

Full

General

It is disappointing that the role of the stroke nurse
in rehabilitation has not been considered. There
are opportunities to look at the evidence base for
specific nursing interventions

22.

SH

Birmingham
Community
Health Care
NHS trust

12

Full

General

The remitt of the guidelines was to incorporate
health and social care for long term stroke, yet
there is little mention of the role and
responsibilities of social care or local authorities

Developer’s Response
Please respond to each
comment
The guideline has
focused on the
effectiveness of
interventions for stroke
rehabilitation rather than
the person delivering
them. We agree the
stroke nurse has an
important role in
delivering these as part
of the multidisciplinary
rehabilitation team.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes: on-going
review, care planning,
long term health and
social support and
delivery in different
settings.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
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comment
body.

general

Diplopia is experienced by a number of stroke
survivors and can be more prevalent and
disabling than hemianopia but is often not
indentified as a problem by some health care
professionals, especially if there is no direct
access to orthoptists. There is no mention of
interventions for diplopia and eye movement
disorders by orthoptists following stroke in these
guidelines. This is a major cause for concern.
Diplopia and defective eye movements will
seriously impair other rehabilitation processes, for
example those relating to mobility, tasks of daily
living etc. These defects can often be treated
easily and inexpensively, have a positive benefit
for the patient and promote early supported
discharge

Other eye movement
disorders including
diplopia were considered
in further work carried out
post consultation. As
there is very little or no
evidence for this area a
modified Delphi survey
was undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

General

The initiative to produce the NICE guidelines for
stroke rehabilitation is to be commended as it
shows intent to improve the physical,
psychological and social consequences of stroke.
However there are a number of striking
deficiencies in the draft guideline that BASP would
like to comment upon before its widespread
distribution. The membership of the Guideline
Development Group did not include some key
opinion leaders in the field of stroke rehabilitation,

Recruitment for GDG
members follows an
open application process
through the NICE
website. The areas of
expertise required for the
group are advertised and
stakeholders notified of
applications being
received. Selection is
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23.

SH

British and
Irish
Orthoptic
Society
(BIOS)

5

full

24.

SH

British
Association
of Stroke
Physicians
(BASP)

1

Full

Line No
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although there were members from a specialist
rehabilitation background. On balance BASP
believes that GDG should have included a better
balance of leaders, researchers and clinicians.

25.

SH

British
Association
of Stroke
Physicians
(BASP)

2

Full

General

Rather inevitably given the original scope of the
guideline, the evidence which has been included
has proved to be both restricted and limited. As a
result, the scope of the guidelines does not reflect
the breadth or complexity of rehabilitation practice
or issues which need to be addressed by
commissioners of local services and BASP
considers this to be a major concern. We consider
that there has been an inconsistent approach to
the available evidence. Significant areas of
practice such as social care and stroke units are
not mentioned explicitly. At the same time certain
aspects of the guidelines themselves are very non
specific. This leaves the reader with no sense of
overall coherence, rather a sense of piecemeal
recommendations which have been formulated
specifically towards selective interventions rather
than adopting a structured problem based
approach for the stroke patient. There is a
concern that this could leave services to regress if
significant areas of practice are not supported or
recommended. The overall result is that the
guidelines do not carry the same credibility and
face validity as other NICE guidelines and they

Developer’s Response
Please respond to each
comment
made based on the job
description and person
specification. Selection
of health professionals
onto the stroke
rehabilitation guideline
was made based on the
applications received that
met the person
specification advertised
and includes a mix of
people with clinical and
research expertise.
From scoping of the
guideline it was apparent
to the developers that it
would not be possible to
cover all aspects of what
is a complex area, and
that the evidence base
was also weak for many
of these areas. The
approach taken was to
concentrate on
rehabilitation for which
there was some
evidence, this being
interventions, and to
focus on questions which
would have the greatest
impact on improving
patient outcomes.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
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may do little to advance equitable stroke care.
Indeed they could even risk a negative impact if
commissioners strictly interpret their conclusions
and reflect these in their commissioning
intentions.

Developer’s Response
Please respond to each
comment
which was not included in
the original scope. A
further review on stroke
units has been carried
out and
recommendations made.
Other areas addressed
includes: MDT working,
goal setting, assessment
and on-going review,
care planning, long term
health and social support
and delivery in different
settings. Specific
reference has now been
made to social care.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body to provide a more
complete piece of
guidance.
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SH

British
Association
of Stroke
Physicians
(BASP)

3

Full

General

Line No

Comments
Please insert each new comment in a new row.
BASP would have preferred these guidelines to
provided recommendations for social care after
stroke. The draft guideline contains very little on
this important subject apart from the isolated
consideration of vocational rehabilitation. There
are no recommendations about ‘life after stroke’
including emotional support, disability reviews in
the community, driving, housing, voluntary
support, leisure, peer support, carer support, self
management, and people with stroke living in
nursing homes. Recommendations in these key
areas for the long term support of people with
stroke in the community would at least give some
guidance as to which services should be
commissioned. As it stands, there appears to be
very little support for patients in the community.
This is a lost opportunity to improve stroke
rehabilitation and may be potentially damaging to
existing services.

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes: the interface
between health and
social care and long term
health and social support
and delivery in different
settings, Further
recommendations have
been made to address
participation and selfmanagement after
stroke, including
emotional support. The
needs of carers have
been addressed by
further recommendations
made on provision of
information and training
prior to discharge and
provision of equipment
whatever the setting
including nursing homes.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
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SH

British
Association
of Stroke
Physicians
(BASP)

4

Full

General

Line No

Comments
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Developer’s Response
Please respond to each
comment
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

BASP notes with regret that there are some major
omissions from the draft guidelines. Little or no
attention is paid to depression or anxiety, pain
management and in particular neuropathic and
shoulder pain and post stroke fatigue. BASP is
surprised by the omissions of the management of
spasticity given its high prevalence after stroke
and increasing evidence based treatments
available.

Thank you for your
comment. These areas
are outside the remit and
scope of the guideline
and are adequately
addressed in the
following guidance:
CG90 Depression in
adults, CG113 the
Anxiety guideline and
CG96 the
pharmacological
management of
neuropathic pain. We
have sign posted to this
guidance within the
relevant sections of this
guideline.
We felt that spasticity is
such a big area we were
unable to address this
adequately, but this will
be considered for
inclusion when updating
the guideline.
We agree that shoulder
pain is a common
problem for people after
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28.

SH

British
Association
of Stroke
Physicians
(BASP)

5

Full

General

29.

SH

British
Association
of Stroke
Physicians
(BASP)

6

Full

General

Line No
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Developer’s Response
Please respond to each
comment
a stroke, however there
is little evidence for this
area but we have
included this in the
modified Delphi survey
undertaken post
consultation and have
developed
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

Another important omission that should be
addressed is exercise post stroke, given the large
body of evidence that reduced physical fitness is a
major problem after stroke. There is evidence
from a Cochrane systematic review that physical
fitness training improves fitness after stroke, and
leads to a number of functional benefits. In the
light of this evidence, community exercise after
stroke services are being developed, delivered by
exercise instructors who have been trained to
deliver safe and effective exercise to stroke
survivors.
BASP is extremely concerned that there is no
recommendation regarding stroke unit care when
this intervention has the biggest impact on
disability from a population perspective. This is a
significant omission and risks denying the
guidelines credibility and face validity.

An additional review was
undertaken to address
fitness, and the GDG
drafted further
recommendations in light
of this new evidence.

An additional review was
undertaken on stroke
units, and the GDG
drafted further
recommendations in light
of this new evidence.
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30.

SH

British
Association
of Stroke
Physicians
(BASP)

7

Full

General

Many of the recommendations do not state
specifically which patients should receive them
with the implication that all stroke patients are
homogeneous, when clinical practise serves to
demonstrate the opposite to be the case. BASP
would be concerned if patients that were unable to
participate in active rehabilitation or goal setting
were not offered rehabilitation (particularly those
with cognitive or communication issues).

31.

SH

British
Association
of Stroke
Physicians
(BASP)

8

Full

General

BASP has concerns regarding the methodology
for grading the quality of clinical evidence;
specifically RCTs were downgraded if studies
were not double blind. Practically this is very
difficult to achieve successfully in rehabilitation
studies. The concern is that important trial results
are being downgraded and not being given
sufficient weight when drafting the
recommendations.

Developer’s Response
Please respond to each
comment
We agree rehabilitation
should be available to all
patients who have the
ability to participate and
where achievable goals
have been identified. We
have made this clearer in
recommendations on
assessment and goal
setting following the
additional work carried
out post consultation.
Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
participants who were not
blinded to their
intervention they were
not downgraded for that
criteria. However, the
GDG considered it
important for the
operators to be blinded
to the intervention tested.
Therefore, double
blinded or single blinded
(operator’s blinded)
studies were considered
to have low risk of bias
and were not
downgraded. Only
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Developer’s Response
Please respond to each
comment
unblinded studies have
been downgraded for
that criterion.

The BPS is unclear why the scope for this
guideline excluded interventions for post-stroke
mood disorders (e.g. depression and anxiety)
when it has long been known that co-existing
cognitive and communication difficulties may
compromise ability to participate in standard
evidence-based interventions recommended in
other NICE guidelines (see your research
recommendation on p.473 of the Appendices).

Due to the time and
resources available we
were unable to address
all the areas we would
wish to include. The
GDG’s priority was to
review the evidence for
psychological therapies
including CBT, family
therapy, relationship
counselling for the
patient and their family.
The GDG considered
that there is existing
NICE guidance
applicable to a stroke
population and reference
will be made to this,
whilst appreciating that
some interventions may
not be appropriate for all.
The GDG agreed further
research was required
given the lack of
evidence available and
made a research
recommendation to
specifically address

This omission was noted at the scoping stage
and, in our view, represents a missed opportunity
to include the high quality evidence that already
exists for certain interventions and thereby
improve the clinical utility of this guideline. We do
not presume we have all the answers and agree it
is a priority area for research investment but an
acknowledgement of the omission might
encourage commissioners to use other guidelines
in the short term.

Page 21 of 605

33.

Type

Stakeholder

Order
No

Docu
ment

Page No

SH

British
Psychologica
l Society
(BPS)

42

Full

General

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
therapies for those
people with
communication and
cognitive impairment
difficulties.

The topics chosen for review are not
representative of current clinical practice in the
NHS.

Thank you for your
comment. We
appreciate that cognitive
impairments rarely occur
in isolation, however,
attention, memory and
visuospatial difficulties
often impact significantly
on function. We
recognise that
considering selective
impairments does not
fully inform clinical
practice, but felt it offered
insight into one approach
to treatment. A more
comprehensive review of
cognitive deficits fell
outside the scope of the
guideline.

For example, as previously stated, under
Cognitive Functions, it is not clear why the three
areas of attention, memory and visuospatial
functions have been chosen: cognitive
impairments rarely occur as isolated impairments
in one domain, so the review of selective deficits
does not fully inform clinical practice.
In a second example, the clinical areas covered
do not include any consideration of the emotional
effects of stroke or of therapies to promote
psychological adjustment after stroke. As stroke
has major effects on emotion recognition and
processing, the BPS recommends that the
assessment and treatment of emotional factors
should form the basis of any holistic rehabilitation
intervention in clinical practice. Emotional factors
such as PSD and PSA occur frequently and
significantly impact on a person’s ability to engage
in any rehabilitation. Their early detection and
management optimises recovery while a failure to
detect/treat them can negatively impact upon
rehabilitation outcome: the presence of PSD, for
example, has been shown to increase the length

Further work has been
undertaken post
consultation to address
other areas of stroke
rehabilitation which was
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of hospital stay, impair function outcome and raise
both suicide risk and mortality rates (Morris et al.,
1992; Pohjasvaara et al., 2001; Stenager et al.,
1998; House et al., 2001).
(cont’d/…)
Further evidence shows that motivational
interviewing (Watkins et al., 2007) and problemsolving therapies (Mitchell et al., 2009) can help
prevent PSD as well as suggesting that active
music listening can have a positive effect on mood
and cognition after stroke (Sarkamo et al., 2008).
The BPS recommends that the guidelines should
include more detail of findings such as those just
outlined and acknowledge the need to
conceptualise mood disturbance after stroke in
the context of stroke-specific psychosocial
adjustment models (Taylor et al., 2011). We also
suggest that the guidelines could include some
discussion of how best to facilitate psychological
adjustment after stroke, based on the current
evidence.

Developer’s Response
Please respond to each
comment
not included in the
original scope. This
includes: , assessment
and on-going review,
long term health and
social support. Further
recommendations have
been made for
psychological and
emotional functioning
and different stages of
the care pathway.
Reference has also been
made to other NICE
guidance that the GDG
believe is relevant to this
population. Depression
in adults, Depression
with a chronic illness,
Anxiety and Patient
Experience.

Our final example regarding this point is that the
clinical areas identified seem to focus on isolated
treatment to improve specific aspects of function
and, as a result, do not encompass the overall
rehabilitation approach used.
References:
House, A., Knapp, P., Bamford., J & Vail, A.
(2001). Mortality at 12 and 24 Months after
Stroke may be Associated with Depressive
Symptoms at 1 Month. Stroke, 32, 696-701.
Mitchell, P.H., Veith, R.C., Becker, K.J.,
Buzaitis, A., Cain, K.C., Fruin, M., Tirschwell,
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D. & Teri, L. (2009). Brief PsychosocialBehavioural Intervention with Antidepressant
Reduces Post Stroke Depression Significantly
More than Usual Care with Antidepressant.
Stroke, 40, 3073-3078.
Morris, P.L., Raphael, B. & Robinson, R.G.
(1992). Clinical Depression is Associated with
Impaired Recovery from Stroke. Medical
Journal of Australia, 157, 239-242.
Pohjasvaara, T., Vataja, R., Laeppavouri, A.,
Kaste, M. & Erkinjuntti, T. (2001). Depression
is an Independent Predictor of Poor Long-Term
Functional Outcome Post-Stroke. European
Journal of Neurology, 8, 315-319.
Sarkamo, T., Tervaniemi, M., Laitinen, S.,
Forsblom, A., Soinila, S., Mikkonen, M. et al.
(2008). Music Listening Enhances Cognitive
Recovery and Mood after Middle Cerebral
Artery Stroke. Brain, 131, 866-76.
Stenager, E.N., Madsen, C., Stenager, E. &
Boldsen, J. (1998). Suicide in Patients with
Stroke: An epidemiological study. British
Medical Journal, 316, 1206-1210.
Taylor, G.H., Todman, J. & Broomfield, N.M.
(2011). Post-Stroke Emotional Adjustment: A
modified social cognitive transition model.
Neuropsychological .Rehabilitation. DOI:
10.1080/09602011.2011.598403
Watkins, C.L., Auton, M.F., Deans, C.F.,
Dickinson, H.A., Jack, C.I.A., Lightbody, E. et
al. (2007). Motivational Interviewing Early after
Acute Stroke. A randomised controlled trial.
Stroke, 38, 1004-1009.
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A serious limitation of the memory review is the
inclusion of a study examining working memory
(Westerberg et al., 2007) alongside the one of
explicit memory (Doornhein & De Haan, 1998).
Since working memory is more often regarded as
an attentional domain, the BPS recommends that
a clear rationale be included for the consideration
of therapies for these quite different cognitive
domains in the same section of the guideline.

Developer’s Response
Please respond to each
comment
Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter, amended some
outcomes, reviewed the
studies originally
included and have edited
this section.

References:
Doornhein, K. & De Haan, E. H. F. (1998).
Cognitive Training for Memory Deficits in
Stroke Patients. Neuropsychological
Rehabilitation, 8, 393-400.
Westerberg, H., Jacobaeus, H., Hirvikoski, T.,
Clevberger, P., Östensson, M.-L., Bartfai, A. &
Klingberg, T. (2007). Computerized Working
Memory Training After Stroke - A Pilot Study.
Brain Injury, 21, 21-29.
35.

SH

British
Psychologica
l Society
(BPS)

44

Full

General

The BPS questions the justification for downgrading a trial if it is not double-blind, especially as
the Guideline Development Group (GDG)
acknowledges that it is impossible to double-blind
in rehabilitation studies. We are concerned that
this might result in misleading information for
practitioners who see ‘severe’ or ‘v. severe’
limitations for studies cited.
Furthermore, while double-blind may produce
least biased outcomes in theory, it is of no
practical, clinical relevance because findings
could be neither replicated nor implemented in
clinical practice.

Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
evidence reviewed for
the guideline. When
studies included
participants who were not
blinded to their
intervention they were
not downgraded for that
criteria. However, the
GDG considered it
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Many of the outcomes chosen seem totally
inappropriate and most will identify isolated
impairments at which they are not aimed.
Most of those listed are cognitive tests designed
to detect specific cognitive impairments, they are
not designed to be outcome measures.
In the light of all the above, the BPS has strong
concerns about the particular set of topic areas
reviewed and the particular set of outcomes
chosen: there seems to be no way that these
reviews can achieve the remit of the guideline.

37.

SH

British
Psychologica
l Society
(BPS)

46

Full

General

The recommendations do not seem to stem from
the evidence reviewed.
For example, as stated above, there is no
evidence that assessment alone improves
outcome. Some interventions are suggested but
these do not reflect those used in clinical practice.
Overall, it appears rather as if the
recommendations are based on the availability of
the studies rather than the quality of those studies

Developer’s Response
Please respond to each
comment
important for the
operators to be blinded
to the intervention tested.
Therefore, double
blinded or single blinded
(operator’s blinded)
studies are considered to
be low risk of bias and
were not downgraded.
Only unblinded studies
were downgraded for
that criterion.
Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter, amended some
outcomes, reviewed the
studies originally
included and have edited
this section.

The recommendations
are made based on the
evidence found and
presented to the group.
Where the evidence is
lacking or inconclusive
the GDG drew on their
clinical experience and
expertise to form
consensus based
recommendations. This
is in line with NICE
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or the evidence they provide.

38.

SH

British
Psychologica
l Society
(BPS)

47

Full

General

The reviews seem very incomplete.
This may have arisen because of the
inappropriate choice of outcome measures. But,
regardless of the reason, the BPS is concerned
that the evidence obtained will be very distorted.
The most compelling evidence for the importance
of visuospatial training comes from the DRESS
study (Walker et al., submitted) in which right
hemisphere patients who were given occupational
therapy which incorporated strategies to reduce
visual neglect achieved greater independence in
dressing.

Developer’s Response
Please respond to each
comment
methodology given in the
NICE Guideline Manual.
As there was very little
evidence for the
cognitive function
questions, the GDG
made a recommendation
based on good practice
that an assessment
should be carried out. No
recommendations have
been made for specific
interventions as there
was no evidence found
to support this. However,
the GDG did draw on the
interventions used within
the studies found to give
general examples of the
approaches that could be
considered and would be
commonly used in
everyday practice.
Thank you for your
comment. We have
reconsidered the
cognitive function
chapter and have
reviewed the outcomes
and studies. We looked
at the DRESS study.
Overall <50% of
participants had visual
neglect. A subgroups
analysis was carried out,
but groups were not
based on whether or not

Page 27 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

A similar problem arises in relation to the memory
and attention reviews which also seem to have
identified far fewer studies than identified in
Cochrane reviews.

Developer’s Response
Please respond to each
comment
they had visual neglect.
The study was therefore
excluded.

Reference:
Walker, M.F., Sunderland, A., Fletcher-Smith,
J., Drummond, A., Logan, P., Edmans, J., et al.
(Submitted). Dressing Rehabilitation Stroke
Study: A pilot randomised controlled trial (The
DRESS study). Stroke.
39.

SH

British
Psychologica
l Society
(BPS)

48

Full

General

There are several gaps in the areas reviewed.
The only major life area reviewed is employment.
There are now four randomised trials addressing
intervention to enable people to return to driving
after stroke, a major life area (Akinwuntan et al.,
2005; Crotty & George, 2009); Mazer et al., 2003;
Soderstrom et al. 2006).
The lack of consideration of interventions for
emotional effects of stroke is of concern to the
BPS. Although there are NICE guidelines on the
treatment of depression, the findings will not
necessarily generalise to stroke patients.
Cognitive impairments have a significant effect on
the ability to engage in psychological therapies
and so stroke-specific evidence is needed.
In contrast, psychological therapies delivered to
the families of stroke survivors are considered but
it is possible that evidence from healthy
participants or families of patients in other
diagnostic groups could also be relevant here.

Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes long term health
and social support, which
addresses participation
and self-management
after stroke..
Due to the time and
resources available we
were unable to address
all the areas we wished
to include. The GDG’s
priority was to review the
evidence for
psychological therapies
including CBT, family
therapy, relationship
counselling for the
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Stroke rehabilitation is designed to prevent the
development of mood disorders and psychological
interventions have been mainly used for this
purpose. The BPS considers it important that this
aspect of rehabilitation be reviewed.
The BPS’ major concern about these guidelines is
that, because of the points raised above, it is likely
that they will have little credibility to the stroke
community and that therefore little notice will be
taken of the recommendations.
Reference/s:
Akinwuntan, A.E., De Weerdt, W., Feys, H.,
Pauwels, J., Baten, G., Arno, P. et al. (2005)
Effect of Simulator Training on Driving after
Stroke: A randomized controlled trial.
Neurology, 65, 843–850.
Crotty, M. & George, S. (2009) Retraining
Visual Processing Skills to Improve Driving
Ability after Stroke. Archives of Physical
Medicine & Rehabilitation, 90,2096–2102.
Mazer, B.L., Sofer, S., Korner-Bitensky, N.,
Gelinas, I., Hanley, J. & Wood-Dauphinee, S.
(2003). Effectiveness of a Visual Attention
Retraining Program on the Driving
Performance of Clients with Stroke. Archives of
Physical Medicine & Rehabilitation, 84, 541–
550.
Soderstrom, S.T., Pettersson, R.P. & Leppert,
J. (2006). Prediction of Driving Ability after
Stroke and the Effect of Behind-The-Wheel
Training. Scandinavian Journal of Psychology,
47, 419–429.
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patient and their family.
The GDG also
considered that there is
existing NICE guidance
applicable to a stroke
population and reference
has been made to these,
whilst appreciating that
some interventions may
not be appropriate for all.
Further
recommendations have
also been made for
assessment of
psychological and
emotional functioning at
different stages of the
stroke pathway. The
GDG agreed further
research was required
given the lack of
evidence available and
have made a research
recommendation to
specifically address
therapies for those
people with
communication and
cognitive impairment
difficulties.
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The review question (p.18, row 1 of the table in
section 4.1) is specifically aimed at evaluating
sustained attention training but the draft guideline
is much broader than this in terms of the
attentional impairments and interventions it
includes. This seems odd when a good trial of
mental slowness and aspects of attention
(Winkens et al., 2009) was excluded because it
was off topic (as detailed in Appendix K).

Developer’s Response
Please respond to each
comment
Thank you for your
comment we agree and
have removed the
reference to sustained
attention and will
consider the study you
cite.

Reference:
Winkens, I., Van Heughten, C.M., Wade, D.T.
& Fasotti, L. (2009). Efficacy of Time Pressure
Management in Stroke Patients with Slowed
Information Processing: A randomized
controlled trial. Archives of Physical Medicine
& Rehabilitation, 90, 1672-1679.
41.

SH

British
Psychologica
l Society
(BPS)

50

Full

General

The review question (p.18, row 2 of the table in
section 4.1) is specifically aimed at evaluating
memory strategies training but the draft guideline
(p.37, etc.) is much broader than this in terms of
the memory (and non memory cognitive)
impairments and interventions that are included.

Thank you for your
comment. The GDG
considered there was
insufficient evidence to
recommend specific
interventions but that
from their clinical
experience patients
benefit from the use of
compensatory strategies
to help with memory
deficit.
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The review question (p.18, row 3 of the table in
section 4.1) is aimed at evaluating broad ranging
interventions (cognitive rehabilitation) for spatial
awareness and/or neglect or visual neglect. These
three are justifiably all part of spatial neglect,
widely considered nowadays as a syndrome of
impairments of spatial attention. However, the
draft guideline is much broader than this, treating
neglect as if it were an impairment of perception
and pooling evidence from studies of essentially
different impairments: 1. spatial attention=neglect,
2. perception.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Cochrane
reviews matching and
addressing our specified
protocol were ordered
and assed for eligibility.
Relevant primary studies
from the Cochrane
reviews were also
ordered and assessed
for eligibility.

There are two separate Cochrane reviews for this
reason, one on neglect and the other on
perception, yet neither appear to be referred to in
either the draft guideline nor the appendices of
excluded studies.
43.

SH

British
Psychologica
l Society
(BPS)

52

Full

General

The BPS suggests that it would have been useful
for the following to have been asked:
What is the evidence to support the provision of:









cognitive screening after stroke;
neuropsychological assessment after
stroke;
assessment of fitness to drive;
cognitive rehabilitation;
prevention of mood disorders;
treatment of mood disorders;
facilitating adjustment;
reducing strain in carers.

Thank you for your
suggestions. Further
work conducted post
consultation will, we trust
address some of the
areas you have
highlighted here. These,
include assessment of
psychological and
emotional functioning
and different stages of
the stroke pathway, long
term health and social
support including selfmanagement and
participation post stroke
and support and
education for family and
carers.
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We shall also sign post to
other relevant NICE
guidance such as:
Depression in adults,
Depression with a
chronic illness, Anxiety
and Patient Experience.

44.
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British
Society of
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gy
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Full

General

45.

NICE
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Technical

1

Full

General

All

BSG is disappointed that these guidelines do not
include the role of oral healthcare in stroke
rehabilitation. There is limited but valuable
evidence implicating oral bacteria in the
development of aspiration pneumonia and the
importance of oral hygiene measures as an
intervention. The guideline has demonstrated that
in many areas the quality of evidence is lacking
but still uses this evidence to give guidance. We
feel that it would be useful to take into account
documents such as All Wales Special Interest
Group/Special Oral Health care Oral Nutritional
Supplementation guidelines. Failing to include the
importance of oral healthcare measures will have
a negative effect on the inclusion such services in
rehabilitation.

We agree oral hygiene is
very important and have
reviewed the
recommendations made
in light of this, as well as
cross referring to other
NICE guidance – Stroke
(CG68 and Nutrition
support in adults (CG32).
We are only able to cross
refer to other NICE
guidance, however we
note the publications you
mention and thank you
for drawing our attention
to these.

Are these interventions described in sections
6,7,8,9,10 and 11 separate interventions or would
they delivered by the same staff within a service? If
they are is it really appropriate to consider them
separately? There could be considerable overlap in
staff and time. It may be better to attempt to cost out
the complex intervention in its totality rather than its
component pieces.

Thank you for your
comment. We have
considered your
suggestion but feel that
costing rehabilitation as a
whole would not be a
helpful approach for
decision making. While
delivered by the same
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staff the issue is whether
the specific intervention
being considered would
increase staff time in
itself or not. When
considering the economic
implications the GDG
discussed whether the
intervention being
reviewed was about
changing the activities
that took place within
existing rehabilitation
sessions (and so did not
incur additional
personnel costs) or
whether it would result in
additional sessions to
deliver it and so would be
an additional time cost.
This is captured in the
guideline chapters where
relevant.

The comments submitted below are provided by a
highly expert group of Specialist Occupational
Therapists with considerable experience of
working in stroke rehabilitation services. The
College of Occupational Therapists fully supports
their comments/suggested amendments and
would strongly recommend that they be given
serious consideration by the National Clinical
Guidelines Centre for Acute and Chronic
Conditions and the NICE guideline development
group.

The purpose of NICE
guidance is to focus on
key areas such as:
 Diverse practice
 Areas of uncertainty
 Critical clinical issue
 Make a significant
difference to patient
care
 Change needed to
move area forward
 Marked cost
implications / non

As a result of the comments listed below, the

Page 33 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.
College has serious reservations about the
suitability of this guideline. Furthermore, the
College believes that its implementation would
compromise essential services leading to reduced
independence and activity in this client group.
The College does not endorse these guidelines in
their current form and suggests a major review of
their content and purpose.
Our main concerns are:
The needs of the patients do not seem to have
been considered. The Stroke Strategy highlighted
that some of the most important aspects for
patients are Life after stroke. Interventions aimed
at improving these seem to have been
disregarded
The guideline states that it is not intended to be
comprehensive – (p14) this seems contradictory
to the purpose of guidelines and does not serve
their purpose of informing best practice.
There are major omissions, for example –
spasticity management; continence; fatigue;
exercise and fitness; driving; use of technology;
goal setting; motor imagery; FES; apraxia;
transfer of care; social care; longer term support,
social participation, leisure or enabling people to
develop new roles.
We don’t think the terminology is accessible to
patients, commissioners and clinicians. Patients
know what memory problems are but terms such
as ankle-foot interventions are confusing.

Developer’s Response
Please respond to each
comment
cost effective
It is not the intention that
every part of a care
pathway is covered, and
this is not possible given
the resources available.
However, following
comments received,
Further work was
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes: MDT working,
goal setting, assessment
and on-going review,
care planning, discharge
and transfer of care and
the interface between
health and social care,
long term health and
social support and
delivery in different
settings including selfmanagement and
participation post stroke.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
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Research evidence of the benefits of occupational
therapy of high quality (accepted for Cochrane
reviews) has not been used to inform these
guidelines.
We are concerned that the guideline represents a
reductionist approach to stroke rehabilitation that
may be more resource-driven than needs-driven.
The core skills of occupational therapy training
(that can be seen in any curriculum) seem to have
been disregarded; these include activity analysis,
pacing, activity leading to wellbeing and
vocational rehabilitation.
The multi disciplinary nature of stroke
rehabilitation does not seem to be reflected and
there seems to be only selected examples of uniprofessional working which makes the flow of the
document disjointed and hard to follow.
As educators we have never seen ‘top down’ and
‘bottom up’ approaches defined in this way - it is
the opposite to the definitions in the literature. It is
confusing – we would not teach that dressing was
a bottom up approach and scanning as a top
down approach. Is this just a mistake? It would
be helpful to know so we are able to explain it to
students when we look at the guideline in
teaching.
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comment
wider stroke rehabilitation
professional and patient
body.
Additional reviews have
also been undertaken to
address fitness, speech
and language therapies,
goal setting and stroke
units. The GDG has
drafted further
recommendations in light
of this. Other areas
covered by other NICE
guidance such as
Neurological urinary
incontinence, Faecal
Incontinence, Depression
in adults, Depression
with a chronic illness,
Anxiety, Patient
Experience and
reference has been
made to these within the
guideline. Other areas
such as spasticity were
considered to be too big
an area to include within
this guidance. This will
be considered for
inclusion when updating
the guideline.
The GDG have reviewed
the terminology used and
NICE will produce
Understanding NICE
Guidance specifically for
patients and carers which
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Developer’s Response
Please respond to each
comment
explains the
recommendations and
the terminology used.
.
The studies selected for
inclusion in the evidence
reviews are those that
address the question
posed and meet the
inclusion criteria given in
the protocol. Where
studies included in
Cochrane reviews have
been excluded from our
review this is because
the protocol differed to
the Cochrane.
Reference to ‘top down’
‘bottom up’ has been
removed.

47.

SH

College of
Occupational
Therapists

2

Full

General

Due to the methodological restriction set by NICE
key papers have not been included supporting the
use of Occupational Therapy Interventions.

Thank you for your
comment. NICE
guidelines are produced
following a process
defined by NICE
technical manual.
Questions and protocols
are agreed with the GDG
and levels of evidence to
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Therapists

46

Full
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As this are guidelines about rehabilitation should it
include recommendations on the use of
goals/rehab planning, self-management,
education and outcomes which are all considered
core elements in successful rehab?
Also costs of interventions are of concern as they
use the same format which seems to focus at
rehab being delivered at Band 6 mainly for
therapists, which is not always appropriate and
there needs to be some recognition of skill mix
within teams. This information is crucial to get
right at a time when budgets are tight and it is an
increasing struggle to maintain the correct skill
mix and leadership with in teams.

Developer’s Response
Please respond to each
comment
be considered in the
review agreed in
advance.

Further work was
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes: MDT working,
goal setting, assessment
and on-going review,
care planning, long term
health and social support
and delivery in different
settings including selfmanagement and
participation post stroke.
Staff costs were
estimated using the
typical salary band of
someone delivering the
intervention as identified
by clinical GDG
members. However it is
acknowledged that in
practice staff bands will
vary due to the need for
a skill mix across teams.
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49.

SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP) Wales

1

Full

general

Due to the methodological restriction set by NICE
key papers have not been included supporting the
use of Occupational Therapy Interventions

50.

SH

Department
of Health

1

Full

general

The Department of Health has no substantive
comments to make regarding this consultation.

Developer’s Response
Please respond to each
comment
We have added text to
the methods chapter
(section 1.4 Evidence of
cost effectiveness) to
indicate this more clearly
and have noted that
inputs to calculations
should not be interpreted
as recommendations
about who should deliver
care. Additional text has
also been added
throughout the guideline
chapters where
intervention costs are
reported to improve
clarity.
Thank you for your
comment. Selection of
papers for inclusion is
those that answer the
question posed and
match the inclusion
criteria stated in the
protocol.

Thank you for your
contribution.
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51.

SH

Different
Strokes

5

Full

GENERAL

There is no reference to treatment or
recommendations if anyone leaves hospital and
goes directly into a Nursing home due to the
severity of their stroke. It may be beneficial to
include nursing homes in the guidelines to ensure
that the strategy is continued and not left to either
family to fight the cause for continued treatment
and therapy.

52.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

1

Full

General

These stroke rehabilitation guidelines have been
much anticipated and have the potential to impact
positively on stroke outcomes and service
delivery.
Unfortunately the potential is unlikely to be
realised if the guidelines are maintained in their
current form.
The impression is of inconsistency and
incompleteness. Unfortunately there does not
appear to be a good understanding of how stroke
services are delivered, the policy imperatives that
are driving them, nor of some areas of stroke
rehabilitation research.
There are many inconsistencies;
 the remit (long-term rehabilitation) is not
reflected in the title, the content or the
recommendations
 the sample size limits for the selected trials
are not applied consistently
 the stated outcomes are incomplete,
sometimes inappropriate and inconsistently
applied

Developer’s Response
Please respond to each
comment
All the recommendations
apply to any setting
where NHS services are
delivered. Further
recommendations have
been made for both
health and social care to
ensure on going care
and support is provided
in all settings and
appropriate equipment is
provided at the point of
discharge.
Reference to long term
rehabilitation is within the
title of the document.
Further work carried out
post consultation
includes long term health
and social support
including social
participation and selfmanagement and further
recommendations have
been made in these
areas. .
The inclusion criteria of
studies were that they
should include a
population two weeks
post stroke. No other cut
off was applied. The
sample size was agreed
with the GDG when
signing off the question
and protocol prior to
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the questions are not adhered to
the recommendations rely too strongly on the
groups’ opinions and would appear to reflect
some of the members’ personal interests and
hobby horses. They often bear little relation to
the evidence that has been appraised and
synthesised. Others are so general that they
become banal and merely repeat
recommendations in previous guidelines such
as the National Clinical Guidelines for Stroke
and the National Stroke Strategy and longestablished current practice.
The recommendations for future research are
not logically drawn from the evidence nor an
appraisal of burning issues facing stroke
survivors and their families nor stroke service
providers.

I urge the group to urgently reconsider the format
and content of these guidelines.

Developer’s Response
Please respond to each
comment
conducting the work. This
was generally set at 20
participants in order to
exclude very small
studies, but where the
GDG believed there were
few RCTs available this
was lowered for some
questions.
There are a large number
of different outcomes
measures used in stroke
rehabilitation and it is not
possible to consider them
all, therefore the GDG
were asked to limit the
number to those that
they considered to be
reliable and informative
for interpreting results.
The outcomes selected
were based on what the
GDG thought as the most
useful for the question
being posed.
The recommendations
have been made based
on the available evidence
presented and the
consensus opinion of the
group in line with
guidance given in the
NICE guideline manual.
Cross reference to
recommendations in
other guidelines has
been made where the
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Cardiac and
Stroke
Network

25

Full

general
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The recommendations for further research are
inconsistent with the remit of the guidelines,
questions asked and the evidence synthesised.
Why choose these questions? They aren’t the
most important or pressing ones facing stroke
services or stroke survivors. They don’t answer
the major criticisms of the research quality which
came from the appraisal. They don’t reflect the
remit of the guidelines and they don’t address the
issues not included in these guidelines .

Developer’s Response
Please respond to each
comment
GDG considered further
guidance applicable to a
stroke population was
helpful.
Research
recommendations are
made on the topics
addressed by the
guideline where the GDG
considered there was a
lack of robust evidence
and where trials could
answer questions leading
to improvement in
treatments for patients.
Further work has been
undertaken that includes
MDT working, goal
setting, assessment,
rehabilitation planning
and interface between
health and social care.
The order and format of
the guideline has been
edited in light of this
further work.
We disagree that the
research
recommendations are not
within the remit of the
guideline. The topics
selected are those
addressed by the
guideline where the GDG
considered there was a
lack of robust evidence
and where trials could
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Not clear what timescale the guidelines are
referring to. Could do with being clearer around
the stages of rehabilitation in terms of patients
pathways and timescales.

Developer’s Response
Please respond to each
comment
answer questions leading
to improvement in
treatments for patients.
Five research
recommendations will be
taken forward by NICE,
therefore the GDG have
prioritised the areas to be
addressed
The guideline covers the
sub acute (recovery
phase) and papers that
included populations 2
weeks post stroke were
selected for review with
no upper cut off.
Further work was
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
included: goal setting,
assessment and ongoing review, which will
enable us to provide
clarity in terms of stages
or rehabilitation. An
electronic patient
pathway will be
developed by NICE in
conjunction with this
guideline.
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Intercollegiat
e Working
Party for
Stroke

1

Full

General

Line No

Comments
Please insert each new comment in a new row.
The guideline has taken an approach that is not
clinically useful and shows a misunderstanding of
rehabilitation.
In essence this guideline takes a series of moreor-less distinct interventions, and tries to
determine their utility in isolation whereas the
clinician is faced with a clinical problem and needs
to know what to do. The clinician does not go
around saying ‘I know that treatment X is
effective, can I find a patient?’ The clinician has a
patient who cannot walk and needs to know how
to approach this problem – what actions are
useful?
The guideline fails to recognise that (a)
rehabilitation is a team process and (b) that
patients have multiple problems.

Developer’s Response
Please respond to each
comment
Thank you for your
comments.
In order to ascertain
whether a treatment or
therapy is effective it is
necessary to compare
this with another therapy
or what would be usual
practice. We agree that
people will usually
require a package of
therapies to address their
impairments, and
recommendations have
been made to say that
people should get 45
minutes of each therapy
they need.
Further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation which was
not included in the
original scope. This
includes: MDT working,
goal setting, assessment,
rehabilitation planning
and on-going review of
patient’s needs.
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Full
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Important topics missed. The guideline contains a
peculiar hotch-potch of topics that seem to ignore
important matters. For example the whole issue of
pain is ignored yet this is common, of major
importance to patients, has a great influence on
quality of life, and is not well managed. It is not
sufficient to rely on CG96 (neuropathic pain
guideline) because it cannot be brought into play
until and unless the neuropathic pain is identified.
This is supposed to be a guideline covering
important aspects of stroke rehabilitation, but it
fails on this. Moreover the whole topic of shoulder
pain (in the affected arm) is missing despite being
common (over 50% of people) and troublesome.
For example the whole issue of stroke
rehabilitation units/services is omitted despite this
being the most important single change that can
improve stroke care.

57.

SH

Intercollegiat
e Working
Party for
Stroke

3

Full

General

It appears that service delivery is an acceptable
topic (early supported discharge is covered). The
scope is strange; on one hand there are huge
topics covered (memory, attention) and on the
other very specific, individual topics (foot
orthoses, treadmill training).
There is no overall coherence, and so much is
missing that this is not useful.
The title is “Stroke rehabilitation: the rehabilitation
and support of stroke patients.” and the reader
would reasonably expect to find guidance about
all important matters concerning stroke
rehabilitation. Previous NICE guidelines on
multiple sclerosis and Parkinson’s disease have
been comprehensive, and most guidelines cover
the whole of the topic concerned (e.g. stepped

Developer’s Response
Please respond to each
comment
Unfortunately it was not
possible to cover the
whole of stroke
rehabilitation in the time
and resource available
and therefore priority was
given based on the
comments received by
stakeholders on the
scope.
However, further work
has been conducted post
consultation, including a
further review on stroke
units.
Also a modified Delphi
survey conducted
included shoulder pain in
order to enable the GDG
to develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
Unfortunately it was not
possible to cover the
whole of stroke
rehabilitation with the
time and resources
available and therefore
priority was given based
on the comments
received by stakeholders
on the scope. The MS
and Parkinson’s disease
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care for depression; CG 90, CG91).
This guideline has used incomplete evidence
covering selected topics not relate to actual
importance clinically or economically, and has not
set out any coherent framework underlying its
choices or structure. We did express serious
reservations about the scope when that was out
for consultation. Unfortunately it appears that
insufficient notice was taken of those concerns
and as a result we have a document that is now of
very limited value

58.

SH

Intercollegiat
e Working
Party for
Stroke

4

Full

General

The physiotherapy related recommendations are
very disjointed and it is unclear why the chosen
topics were selected. There needs to be some
very careful wording to ensure that someone who
is not familiar with rehabilitation knows that this
guidance document only covers a few rehab
interventions and this is by no means the whole
content of physio treatment.

Developer’s Response
Please respond to each
comment
guidelines were
developed when the
development time was
longer and employed
different methodology
than the one used today.
However, in light of
comments received,
further work was
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation which was
not included in the
original scope. This
includes: MDT working,
goal setting, assessment
and on-going review,
care planning, long term
health and social support
and delivery in different
settings. We consider
that this provides a more
complete stroke pathway.
Unfortunately it was not
possible to cover all
physiotherapy
interventions with the
time and resources
available and therefore
priority was given based
on the comments
received by stakeholders
on the scope.
The guideline’s intended
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59.

SH

Intercollegiat
e Working
Party for
Stroke

5

Full

General

Large areas of important, related research have
been (at times) excluded e.g. the tbi and dementia
literature is both relevant and significant in making
recommendations about memory and attention.
Indeed it may be argued that the lack of specific
stroke research in this area reflects the fact that it
has been covered thoroughly previously in these
conditions. Yet this has been disregarded

60.

SH

Intercollegiat
e Working
Party for
Stroke

6

Full

General

The whole guideline is based on a complete
misunderstanding of rehabilitation and, given that
the chairperson and other clinical members of the
group are all fully aware of what is about to be
said, it can only be assumed that they were overruled by non-clinical members.
The questions posed and the evidence selected
are all based upon the model that
therapy/rehabilitation is a single intervention which
is applied or delivered to a passive patient, and
that there is or will be a direct dose-response
change in the patient, with the dose being face-toface or hands-on time.

Developer’s Response
Please respond to each
comment
audience are health
professionals who deliver
rehabilitation to stroke
patients and would
therefore be familiar with
the range of interventions
available. The
introduction states that
the guideline covers
some of the available
interventions and is not
intended to be
comprehensive.
Studies including mixed
populations have been
included for some
questions in agreement
with the GDG, as long
as at least 50% are
stroke patients. This was
the case for both the
memory and attention
reviews.
The guideline was based
on the scope. Questions
and protocols were
agreed and signed off by
the GDG before reviews
were conducted by the
technical team following
the methods stated in the
NICE guideline manual.
However, further work
was undertaken post
consultation to address
the structure and
process of stroke
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The reality is different.
Rehabilitation is at its core about changing the
behaviour of patients: teaching them new ways of
achieving goals, teaching them safer or more
efficient ways or more effective ways of achieving
goals in the light of their losses, or helping them
choose new goals and then achieve them.
Furthermore it also involves changing the
behaviour of others – family members, carers etc.
To achieve this rehabilitation requires, first and
foremost, an environment that allows and enables
someone to regain functions safely. Most
hospitals and some stroke units do not have this.
Part of the environment includes the staff who
must help patients throughout the 24 hours.
It is notable and regrettable that the guideline has
not even considered organisation. Yet there is
overwhelming evidence that stroke unit care from
a specialist team is effective.
Next the interaction between the patient and the
staff is the key intervention, and for all professions
this interaction includes, to a greater or lesser
extent:
- providing factual information on prognosis etc
- increasing self-efficacy and self-esteem
- helping the patient to set appropriate goals
- explaining why certain things are necessary
- teaching the patient skills
- allowing a patient to practice with a safe
environment
- giving feedback on performance
- adjusting goals and expectations

Developer’s Response
Please respond to each
comment
rehabilitation which was
not included in the
original scope. This
includes: MDT working,
goal setting, assessment,
rehabilitation planning,
interface between health
and social care services
on-going review, and
long term health and
social support and
delivery in different
settings.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
In addition, a further
review has been
conducted on stroke
units and the GDG have
made further
recommendations in light
of this evidence. The
GDG consider that
further recommendations
made have produced a
guideline with a more
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- providing emotional support
- selecting equipment
- etc

Developer’s Response
Please respond to each
comment
complete stroke pathway.

At the same time the team members will also:
- liaise with each other and other agencies
- provide family members much the same list
- optimise the patient’s environment
etc
Thus it is illogical to exclude studies “because the
therapist was not present all the time”. If the
patient can practice safely in an environment then
it is wasteful for the therapist to stay. In any case
a therapist may well treat two or more patients at
the same time. Are they ‘present’ when actually
with another patient.

61.

SH

Intercollegiat
e Working
Party for
Stroke

7

Full
(&
appen
dices)

General

The end result of the conceptual failure is that this
guideline has:
- asked odd, illogical questions
- ignored vital questions/topics
- reviewed evidence badly
The guidelines fail to consider its full scope. The
scope was “to produce a joint clinical and social
care guideline on the long-term rehabilitation and
support of stroke patients”. The
recommendations contain no recommendations
concerning social care.

Further work has been
conducted that
addresses discharge
planning, transfer of care,
long term health and
social support and the
interface between health
and social care. The
GDG have made further
recommendations for all
of these areas
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Party for
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Full
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The key recommendations miss out some far
more important recommendations that would
really make a difference, such as ensuring that
every patient is given rehabilitation by a full multidisciplinary specialised team in a specialised
stroke or rehabilitation unit.

Developer’s Response
Please respond to each
comment
Thank you for your
suggestion. NICE’s
clinical guidelines can
cover large clinical areas
and, as a result, often
contain a considerable
number of
recommendations
relevant to the many
review questions. Users
of the guideline need to
decide which
recommendations should
be implemented first, and
the GDG is required to
identify key priorities for
implementation.
When the GDG uses
Its’ discretion to choose
the key priorities for
implementation, they
select those that are
likely to have the biggest
impact on patient care
and patient outcomes in
the NHS.
The GDG have reviewed
the key priorities
following the additional
work carried out post
consultation and have
made both the
recommendation on
rehabilitation being
provided in a stroke
rehabilitation unit and by
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e Working
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Developer’s Response
Please respond to each
comment
a multidisciplinary stroke
rehab team key priority
areas for implementation

The guideline does not seem to recognise how to
write a useful recommendation. The important
characteristics are:

Recommendations have
been formulated in
accordance with the
NICE style as written in
the NICE guideline
manual. The GDG have
reconsidered the wording
of recommendations in
light of stakeholder
comments and have
revised to provide greater
clarity where appropriate.

• to define the target population or situation (e.g.
patient with a right hemiparesis, all patients within
6 days of stroke, patients who cannot walk at a
normal speed)
• should
• the action or intervention
o who
o what
o where
o how
• any qualifier
Furthermore it is important to link related
recommendations. For example recommendation
(a) might concern assessment , and (b) through
(d) might specify the actions.
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64.

SH

Intercollegiat
e Working
Party for
Stroke

11

Full

General

The guidelines lack impact: What does ‘consider’
or ‘offer’ mean? The word ‘stable’ is used several
times; what does this mean in rehabilitation
terms?

65.

SH

Intercollegiat
e Working
Party for
Stroke

12

Full

General

Recommendation and Link to Evidence
statements in places in the document e.g 11.1.2,
uses some language that seems to suggest the
statement was influenced by “perceptions” of
therapists, we would discourage the use of such
statements in this influential document.

66.

SH

Intercollegiat
e Working
Party for
Stroke

13

Full

general

A serious limitation of the memory review is the
inclusion of a study examining explicit memory
(Doornehim) and one of working memory
(Westerberg). Working memory is more often
regarded as an attentional domain.

Developer’s Response
Please respond to each
comment
Thank you. NICE
recommendations are
phrased according to the
standards set in the
NICE Guideline Manual
and reflect the strength
of the clinical evidence,
the GDG’s opinion is that
the benefits clearly
outweigh any harms and
believe the intervention
to be cost effective. The
GDG have reviewed the
wording of
recommendations to
ensure clarity of meaning
is provided.
Thank you we have
amended this.

Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.
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67.

SH

Intercollegiat
e Working
Party for
Stroke

14

full

general

Question re justification for down-grading trial if
not double-blind, especially as GDG
acknowledges it is impossible to double-blind in
rehabilitation studies. Might this result in
misleading information for practitioners who see
‘severe’ or ‘v. severe’ limitations recorded for
studies cited? Double-blind may produce least
biased outcome in theory but is of no practical
clinical relevance because findings could not be
replicated nor implemented, in clinical practice.

68.

SH

Intercollegiat
e Working
Party for
Stroke

15

Full

General

Although a measure of quality of the studies to be
included is clearly important, the tool applied
(GRADE) was used inappropriately. Can we
really criticise a rehabilitation trial for not blinding
therapists or patients to the intervention? This tool
has been used in such a way that even the most
highly regarded rehabilitation trials have been
downgraded. Moreover it is difficult to see how the
quality, assessed in these terms, can be improved
in the future.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
participants who were not
blinded to their
intervention were not any
longer downgraded for
that criterion. However,
the GDG considered it
important for the
operators to be blinded
to the intervention tested.
Therefore, now double
blinded or single blinded
(operator’s blinded)
studies are considered
as low risk of bias and
are not downgraded.
Only undblinded studies
are downgraded for that
criterion.
Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
participants who were not
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It is also important to remember context.
Rehabilitation articles are traditionally published in
AHP and rehabilitation journals which have
individual house styles. Thus, just because an
article does not report e.g. that randomisation was
independent, this does not mean it can be
concluded that it was not. This lack of detail often
reflects older articles or house style – not the
methodology of the trial

Developer’s Response
Please respond to each
comment
blinded to their
intervention, they were
no longer downgraded
for that criterion.
However, the GDG
considered important for
the operators to be
blinded to the
intervention tested.
Therefore, now double
blinded or single blinded
(operator’s blinded)
studies are considered
as low risk of bias and
are not downgraded.
Only unblinded studies
are downgraded for that
criterion.
In relation to the GRADE
rating system, this is
used to assess the
quality of evidence for
each outcome specified
in our protocols and does
not refer to the quality of
study. However, due to
time and resource
constraints we were
unable to contact the
authors about further
study details if not
reported.
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69.

SH

Intercollegiat
e Working
Party for
Stroke

16

full

general

The review question (pg 18 row 1 of the table in
4.1) specifically aims to evaluate sustained
attention training but the resulting NICE guideline
is much broader than this in terms of the
attentional impairments and interventions it
includes. This seems odd when it excluded a
good trial (Winkens 2009) of mental slowness
(and aspect of attention) because it was off topic.

70.

SH

Intercollegiat
e Working
Party for
Stroke

17

full

general

The review question (pg 18 row 2 of the table in
4.1) specifically aims to evaluate memory
strategies training but the resulting NICE guideline
(page 37 etc) is much broader than this in terms
of the memory (and non memory cognitive)
impairments and interventions it includes.

Developer’s Response
Please respond to each
comment
Thank you for your
comment, we agree and
have removed the
reference to sustained
attention and will
consider the study you
have cited.
The evidence found for
this question was very
limited and the group
took this into
consideration when
making
recommendations. There
was insufficient evidence
to recommend any
specific intervention, but
the GDG considered that
from their clinical
experience and
awareness of other
research on memory
problems in nonneurological conditions
patients benefit from
compensatory strategies
and felt that this should
be provided.
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SH

Intercollegiat
e Working
Party for
Stroke

18

full

general

Line No

Comments
Please insert each new comment in a new row.
The review question (pg 18 row 3 of the table in
4.1) aims to evaluate broad ranging interventions
(cognitive rehabilitation) for spatial awareness and
or neglect or visual neglect.
These three are justifiably all part of spatial
neglect, widely considered nowadays as a
syndrome of impairments of spatial attention.
However the resulting NICE guideline is much
broader as it treats neglect as if it were an
impairment of perception and it pools evidence
from studies of essentially different impairments
(1. spatial attention=neglect, 2. perception).

72.

SH

Intercollegiat
e Working
Party for
Stroke

19

Full

General

73.

SH

Intercollegiat
e Working
Party for
Stroke

43

Full

General

There are two separate Cochrane reviews for this
reason, one on neglect and the other on
perception. I can’t find either referred to in the
Guideline, nor the appendices of excluded
studies.
Why has goal setting not been considered? It is
key to effective rehabilitation. There is masses of
evidence in RCTs that it is effective a changing
behaviour. The guideline is not credible without it.

What have been or are the plans to actively
engage with people who have had a stroke and
their carers, particularly around the priorities for
action? This is an area of great concern to
individuals affected by stroke and their priorities
may be different from the service’s.

Developer’s Response
Please respond to each
comment
Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.

Goal setting has been
included as part of the
modified Delphi survey
undertaken post
consultation and has
been included in the
guideline.
There are two patient
members on the GDG
who have contributed to
the development of this
guideline and the
selection of key priorities
for implementation.
Patient organisations
have registered as
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SH

Keele
University

1

Full

general

Line No

Comments
Please insert each new comment in a new row.

Formulation of Questions: There are a number of
Cochrane reviews, which by any standard would
be considered as systematic reviews. There is no
indication as to how recommendations from
Cochrane reviews, SIGN 118 or the Ottawa panel
guidelines relate to these draft NICE guidelines.
Cochrane reviews also report on papers excluded
from their reviews. This adds to clarity and
transparency but appendix K ( of rejected papers)
was not circulated so it is not possible to be
consider adequacy of searches or reasons for
excluding potentially relevant papers.

Developer’s Response
Please respond to each
comment
stakeholders for this
guideline, and we will
address issues they raise
as part of the
consultation process.
The modified Delphi
survey conducted post
consultation to address
areas not originally
covered by the scope
also has both patients
and patient organisations
as participants. The
NICE implementation
team will also be liaising
with patient organisations
and their members to
ensure the priority areas
are highlighted.
Thank you for your
comment. Cochrane
reviews have been
assessed for inclusion
and if they didn’t match
our protocol they were
used for quality
assurance of included
studies. These have
been cited in the
excluded list of studies.
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SH

Keele
University

5

Full

general
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Comments
Please insert each new comment in a new row.
The selection of outcome measures to classify
papers is also puzzling. The primary aim is to
ensure that any outcome measure is relevant to
the question in the example below the (this is the
first paper I have encountered in a relevant table)
it can be seen by selecting an inappropriate
measure the conclusion that the review team has
come to is inappropriate.
Langhammer 2007 (62)
The BI is not a measure of function per se.
Further the primary intervention was based on
exercise associated with mobility and upper arm
exercises – yet attempts are made at interpreting
changes associated with grip strength (there is no
evidence that exercise for grip was a component
of treatment – therefore any improvement in grip
strength is unlikely). Also mean grip strength of
0.63 – 0.99 is in bars (this is a pressure as
opposed to Kg or N) the MID for this remains
unknown. The base line values are also high (this
would suggest that the inferences from this study
can only be limited to a subgroup of patients). As
per this guideline the conclusion is that grip
strength improvements not significant (moderate
confidence) – the unfortunate problem is that grip
strength will not improve if grip was not
specifically exercised and therefore this paper
cannot be used to come to any conclusion re grip
strength. The results from the motor assessment
scale - MAS (which is the most robust of
measures) for the purposes of this study is
completely excluded. Including Barthel and
excluding MAS is a serious error of judgement.
Whilst I accept the science has certain limitations
in this paper
Lack of a robust method of concealed
random allocation (there is a method of

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The selection
of outcome measures
was prioritised to address
the review questions set
up by the GDG. We
agree that BI is not a
measure of function but a
measure of dependency.
The reason that BI was
included as an outcome
for that question was to
gain information on how
the person with stroke
actually functions in daily
activities in their normal
environment.
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Developer’s Response
Please respond to each
comment

independent random allocation that was
not concealed) – not sure if this is a
significant issue (I would think in the
circumstances this was not a problem)
Poorly defined intervention (there is no
information that confirms that the
treatment intervention was significantly
different from the control intervention)
Monitoring compliance and demonstrating
a true difference in the actual intervention
between the groups
to use such a paper to inform any appropriate
evidence statement is also unwise.
So now in addition to my previous thoughts on
methodology there is a need for this guideline
development group to clearly describe the method
used to select outcome measure and demonstrate
that any such selection is valid. There is also a
need to describe the logic behind study allocation
to a particular intervention (I would not include
Langhammer et al 2007 to upper limb per se
unless the MAS is the measure of choice).
The strength of this guideline is the articulation of
clear question, however, a significant and serious
limitation is the generalised conclusions that have
been drawn. Many of these conclusions are not a
true reflection of the state of the literature.
Furthermore, there is some evidence that some
studies of good quality have been excluded. I am
sure that the guideline development group had a
rationale for this but it would be good to see this
articulated clearly. The bigger concern related to
this is the exclusion of good studies but the
inclusion of some poor studies. [See comments
on P117]
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Developer’s Response
Please respond to each
comment

general

Again there are three types of AFO (a) fixed, (b)
dynamic (i.e. joint not locked or energy returning
type devices) and (c) active (FES) type devices
Whilst agreeing the evidence is weak there is a
need to ensure that for completeness this
statement is qualified.

General

There are significant gaps in this guidance that
are too numerous to list but some examples are:
spasticity management, continence, management
of fatigue, mental rehearsal and apraxia. There is
significant evidence to inform some of these areas
and a need for a consensus statement to cover
these.

Thank you for your
comment. The GDG are
aware of the different
types of AFOs and the
need for these to be
assessed by an
appropriately trained
professional. This has
been made clear within
the guideline.
Other areas are covered
by other NICE guidance
such as Neurological
urinary incontinence,
Faecal Incontinence,
Patient Experience and
reference has been
made to these within the
guideline.
Other areas such as
spasticity although
important, were too large
a topic area to include.
This is a topic that could
be considered for
inclusion when updating
the guideline.
Further work on speech
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76.

SH

Keele
University

13

full

77.

SH

Medway
Community
Healthcare

1

Full

Line No
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Medway
Community
Healthcare

2

Full

General
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Developer’s Response
Please respond to each
comment
and language therapies
has been carried out post
consultation and
additional
recommendations made
for communication
difficulties including
apraxia. It is not possible
to cover all areas of
stroke rehabilitation in
the time and resource
available, but other areas
not covered here will be
considered when
updating this guideline.

The guidance is very unidisciplinary and does not
reflect the interdisciplinary treatment approach
adopted highly successfully by many stroke
services. For example the provision of
occupational therapy to address personal
activities of daily living. In many services this
intervention is also provided by nurses and
physiotherapists. Occupational therapists as well
as physiotherapists address physical deficits post
stroke.

We agree that many
members of the
multidisciplinary team
deliver interventions
designed to improve
personal activities of
daily living but the GDG
considered that an OT
with the relevant skills in
analysis of performance
and management of
activities of daily living
should be supervising
and monitoring such
interventions. Further
work conducted post
consultation addresses
multidisciplinary team
working in more detail
and this has been
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Developer’s Response
Please respond to each
comment
incorporated in to the
guideline.

General

The recommendation that all people with residual
deficits should have a home visit from hospital
does not take into account the clinical reasoning
of the individual therapist. For example, a person
with mild dysarthria only following their stroke is
unlikely to require a home visit. This
recommendation also fails to take into account
other alternatives to service delivery, for example
ESD team visiting on day of discharge or
discharge home visits.

General

Should the document title and content be about
‘people with stroke’ and not ‘stroke patients’?

We have not
recommended that all
people with residual
deficits have a home
visit, but rather those
who are dependent in
some activities that
require an assessment of
any additional support
needed before discharge
In light of comments
received, further work in
the area of discharge
planning and care
packages has been
conducted post
consultation and has
been incorporated into
the guideline.
Thank you for the point
you raise. It is true that
the guideline addresses
both patients after stroke
and those who are no
longer patients. The title
is taken from the remit
received from the
Department of Health
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79.

SH

Medway
Community
Healthcare

3

full

80.

SH

National
CLAHRC
Stroke Group

39

Full

Line No

Given the remit is for long-term support and social
care people with stroke may no longer be
‘patients’.
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SH

National
CLAHRC
Stroke Group

40

Full

General

SH

National
CLAHRC
Stroke Group

41

Full

General
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Developer’s Response
Please respond to each
comment
and we are therefore
unable to change it at
this stage.

There appears to be no recommendation that
focuses on rehabilitation for cardiovascular
fitness. Such fitness seems only to be part of
strength training (called endurance) or mobility
(walking) recommendations and so seems a bit
limited in scope.

Thank you. In light of
comments received a
further review on
cardiovascular fitness
has been conducted post
consultation and the
GDG has considered
further recommendations
to be incorporated into
this guideline.
Thank you for your
comment. Whilst we
would agree this is an
important area we are
unable to cover every
aspect of rehabilitation
for people after stroke
and have had to prioritise
areas to focus on. The
GDG have highlighted
that there is currently a
trial underway looking at
fatigue in this population
and therefore inclusion of
this topic would be best
included when the
guideline is due to be
updated.

If there are no studies to provide evidence does
this need to be included in one of the
recommendations for research?
Similarly there appears to be no mention of
rehabilitation approaches to manage and improve
fatigue – neither recommendation based on
evidence nor recommendation for research.
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83.

PR

NETSCC,
HTA Ref 1

00

Full

General

84.

PR

NETSCC,
HTA Ref 1

05

Full

General

85.

PR

NETSCC,
HTA Ref 1

06

Full

General

86.

PR

NETSCC,
HTA Ref 1

14

Full

General

87.

PR

NETSCC,
HTA Ref 1

15

Full

General

88.

PR

NETSCC,
HTA Ref 1

16

Full

General

Line No

Comments
Please insert each new comment in a new row.
1.1 Are there any important ways in which the
work has not fulfilled the declared intentions of the
NICE guideline (compared to its scope –
attached) No. The sections laid out in the scope
are all covered in terms of the 22 review criterion.
All include evaluation of the health economic
evidence.
2.2 Please comment on the health economics
and/or statistical issues depending on your area of
expertise. Overall, the guidelines are well
presented from a health economics perspective.
Would be strengthened by better justifying why a
new health economics model should be put
together for the intensity of rehabilitation when the
vast majority of the sets of interventions analyzed
have no cost-effectiveness evidence either. Was
this intervention chosen because of the
EQ5D/QALY data or other data available to put
together a CEA or because of potential cost
implications to the NHS?
3.1 How far are the recommendations based on
the findings? Are they a) justified i.e. not
overstated or understated given the evidence? b)
Complete? i.e. are all the important aspects of the
evidence reflected? Yes. Does a good job
balancing the extent to which cost figures alone or
threshold analysis tells us about the strength of
HE evidence.
3.2
Are any important limitations of the
evidence clearly described and discussed? Yes.
The CE model based on Ryan has limitations that
have been explained well and the implications of
these limitations have also been discussed
extensively.
4.1 Is the whole report readable and well
presented? Please comment on the overall style
and whether, for example, it is easy to understand

Developer’s Response
Please respond to each
comment
Thank you for your
comment.

Thank you for your
comment.

Thank you for your
comment. The rationale
for prioritising this area
has been added to the
guideline methods
chapter (section 4.4.2).

Thank you for your
comment.

Thank you for your
comment.

Thank you for your
comment. The rationale
for prioritising this area
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how the recommendations have been reached
from the evidence. Yes, very well written and clear
throughout. The CE model is explained fully. The
only thing that it not so clear is why this
intervention had a new model constructed and no
other intervention questions.
4.2 Please comment on whether the research
recommendations, if included, are clear and
justified. Research recommendations regarding
the HE evidence are borne out of serious gaps in
the literature. A few more could be added as well.
One of particular importance I think would be the
electromechanical gait training because of the
cost of the equipment.

Developer’s Response
Please respond to each
comment
over others has been
added to the guideline
methods chapter (section
4.4.2).

89.

PR

NETSCC,
HTA Ref 1

17

Full

General

Thank you for your
comment.
The GDG decided not to
make a research
recommendation on
electromechanical gait
training because of the
high cost of the
electromechanical gait
trainers.

90.

PR

NETSCC,
HTA Ref 2

18

full

general

1.1 Are there any important ways in which the
work has not fulfilled the declared intentions of the
NICE guideline (compared to its scope –
attached) No comments.

Thank you for your
comment.

91.

PR

NETSCC,
HTA Ref 2

24

Full

general

I think the reviewers have been far too ready to
give up in the attempt to synthesis evidence. For
instance to take page 225 as an example why
give up on Logan 97? If you have the median and
assume symmetry you can estimate the mean
and if you assume normality you can impute the
standard deviation from the IQR. There are many
examples of this or similar possibilities.

92.

PR

NETSCC,

25

Full

general

The review reports on very many small groups of

Thank you for your
comment. We didn’t
meta-analyse studies
that reported data in
medians and interquartile
range as the sample size
of the studies was too
small to assume normal
distribution of the data.
Thank you for your
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studies because the reviewers have taken the
decision that unless almost everything is identical
they will not merge them. For instance on page
146 Table 37 we have three studies using the
Action Research Arm test with data at posttreatment and one with data at one week followup. Is there any real reason why these cannot be
aggregated? I can see that for some sufficiently
large difference in follow-up time we would not
want to do this but one week? If we do aggregate
them I find (using the metafor package in R) that
the difference is 10.8 (7.3 to 14.3). There are
other examples like this throughout.

93.

PR

NETSCC,
HTA Ref 2

26

Full

general

94.

PR

NETSCC,
HTA Ref 2

27

Full

general

95.

PR

NETSCC,
HTA Ref 2

28

Full

general

96.

PR

NETSCC,

29

Full

general

I also question the evaluation of the effect here as
low. I would have thought a 10 point difference on
a 58 point scale was about as good as you could
reasonably expect to get in real life with free
range human beings, the study quoted on page
30 notwithstanding.
3.1 How far are the recommendations based on
the findings? Are they a) justified i.e. not
overstated or understated given the evidence? b)
Complete? i.e. are all the important aspects of the
evidence reflected? If anything I think they are a
bit cautious, see some of my detailed points.
3.2
Are any important limitations of the
evidence clearly described and discussed? If
anything I think they are a bit cautious, see some
of my detailed points.
4.1 Is the whole report readable and well

Developer’s Response
Please respond to each
comment
comment. We agree with
your comment and we
now have meta-analysed
the results of post
treatment with the ones
of one week follow up.

We are sorry, we cannot
locate the item you refer
to in your comment.

Thank you. The wordings
of the recommendations
reflects the strength of
the evidence, and are
phrased according to the
standards set in the
NICE guidelines manual.
Thank you for your
comment.

Thank you for your
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97.

PR

NETSCC,
HTA Ref 2

32

Full

general

98.

PR

NETSCC,
HTA Ref 2

33

Full

general
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presented? Please comment on the overall style
and whether, for example, it is easy to understand
how the recommendations have been reached
from the evidence. The report needs careful proof
reading. I give a couple of examples below which I
just happened to notice but there may well be
others in section which I did not check
assiduously.
I find the style bitty and very repetitive. I began to
think that it was written by the Bellman in the
Hunting of the Snark who famously claimed that
'What I tell you three times is true'.

I do not think putting the plots in the appendix is
helpful. If the plots were moved and integrated
into the tabular presentation the repetition of the
means and standard deviations could be avoided
at the very least. If NICE style demands this
separation then at the very least provide
hyperlinks back and forth between the documents
as trying to keep track of information in three
different places in the guideline and two in the
appendix is really taxing.

Developer’s Response
Please respond to each
comment
comment.

Thank you.

Thank you for your
comment. It is essential
for GRADE tables to be
presented in the full
guideline to demonstrate,
with details, the evidence
reviewed for each review
question and its quality
assessment, Therefore,
due to space constraints,
forest plots are presented
in the Appendix. This is
a standard presentation
of evidence
accompanying NICE
guidance.
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Developer’s Response
Please respond to each
comment
Thank you, this will be
reviewed to ensure
consistency in approach.
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99.

PR

NETSCC,
HTA Ref 2

36

full

general

Section five – additional comments
Please make any additional comments you want
the NICE Guideline Development Group to see,
feel free to use as much or as little space as you
wish. The various members of the group have
taken very different approaches to the task of
declaring their interests.

100.

PR

NETSCC,
HTA Ref 2

37

Full

general

I have pointed to a number of places where I
found problems with this guideline and as I
mention I am sure these are not isolated
instances and the whole thing needs a critical
revision as within the time allowed for comment
on a document of this size I cannot check every
single inference.

Thank you for your
comment.

101.

PR

NETSCC,
HTA Ref 2

38

Full

general

This represents a huge volume of work but at the
moment it demands too much work from the
reader to extract the nuggets from it and I would
suggest reconstructing it to remove as much of
the repetition as possible and to link sections
which belong logically together so that they can
be cross-referenced more easily.

Thank you for your
comment. However,
there is a standard
approach of presenting
the evidence and its
quality assessment
underpinning NICE
guidance.

102.

SH

NHS Direct

1

Full

General

NHS Direct considered content and make no
comment.

Thank you for your time.
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SH

NIHR Stroke
Research
Network

1

Full

General
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The Stroke Research Network Rehabilitation
Clinical Study Group initially welcomed the
proposal to develop NICE guidelines for Stroke
Rehabilitation. We have now had time to read,
digest and discuss these in detail. Unfortunately
we are deeply disappointed with the document
circulated for consultation. We feel that the current
guidelines are generally unhelpful, vague,
potentially damaging for rehabilitation services,
and lack a systematic approach to their
development. Many of the topics chosen within
the document are not representative of clinical
practice in the NHS and many areas are not
topical. We also feel that a fuller definition of
rehabilitation (e.g. as used by the WHO) is
required and the acknowledgement that
individuals will define their rehabilitation goals in
different ways.
There is no sense of the person with a stroke, the
different stages of rehabilitation, the recovery
process, common impairments, identification of
retained abilities, the content of good clinical
practice or range of assessments administered.

Developer’s Response
Please respond to each
comment
As a result of comments
received, further work
was undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes: MDT working,
goal setting, assessment
rehabilitation planning,
on-going review, care
planning between health
and social care, long
term health, selfmanagement and social
participation, and delivery
in different settings.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
The GDG believe that the
additional work has
produced a more
complete stroke pathway
within the guideline.
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104.

SH

NIHR Stroke
Research
Network

2

Full

General

We feel the constitution of the working group
lacked clear strategy as it did not contain many
key opinion leaders in stroke rehabilitation and
should have ensured a robust balance of leaders
in the field including researchers, patients and
clinicians. There were only two or three key
working members who filled these criteria. This is
hugely disappointing as NICE Guidelines on
Stroke Rehabilitation had the potential to be
helpful and provide clear direction for clinicians,
researchers and commissioners based on
evidence and expert consensus. Sadly we feel
they significantly fall short of this remit.
The Stroke Rehabilitation Guidelines do not
appear to be in keeping with other transparent,
logical and robust NICE Clinical Guidelines.

105.

SH

NIHR Stroke
Research
Network

6

Full

General

There is an apparent failure to use any evidence
that is not an RCT and clearly fails to understand
the methodological issues involved in
rehabilitation research. On the contrary many
findings from robust RCT’s have not been
acknowledged or incorporated into the guidelines.
The areas included appear very ad hoc and
haphazard.

Developer’s Response
Please respond to each
comment
Recruitment to the GDG
followed an open
process in which
stakeholders were
notified of the
advertisement and asked
to notify their
membership that
applications were
welcome. Selection of
the GDG followed NICE
process and was made
from the applications
received. The
constituency of the GDG
is made up of clinicians,
academics and
patient/carer
representatives and
reflect the health
professionals who deliver
rehabilitation to people
after stroke.
Thank you for your
comment. We have
searched for systematic
reviews of cohort studies
and we consulted the
GDG for large cohort
studies in each of the
reviewed areas.
However, as no such
evidence was available,
the GDG considered that
small sized individual
cohort studies would add
nothing to the
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106.

SH

NIHR Stroke
Research
Network

7

Full

General

There is a major failure to acknowledge the social
care perspective of stroke, despite the document
being entitled: “NICE clinical guideline on stroke
rehabilitation: the rehabilitation and support of
stroke patients.’ This is a huge oversight.

107.

SH

NIHR Stroke
Research
Network

12

Full

general

Some of the recommendations are not supported
by the evidence base e.g. the use of prism
glasses, treadmill training.

Developer’s Response
Please respond to each
comment
established knowledge of
the GDG. Studies that
have been included in
the reviews are those
that meet the inclusion
criteria stated in the
protocol agreed by the
GDG. This is in line with
NICE methodology.
Further work has been
conducted and will
address discharge
planning, transfer of care,
interface between health
and social care and long
term health and social
support such as social
participation and selfmanagement. Further
recommendations have
been made for these
areas and for information
and support for patients
and carers throughout
the rehabilitation period.
The recommendations
have been made by
consideration of the
available evidence and
where evidence is absent
or weak the GDG have
based recommendations
on the consensus of the
group. This is in
accordance with
guidance on making
recommendations in the
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NICE guideline manual.

General

The Royal College of Nursing welcomes
proposals to develop this guideline. The
document is comprehensive.

Thank you for your
comment.

General

Whilst we agree with the proposals, we would add
that emphasis should also be placed on:

Thank you for your
comments. Whilst we
would agree that the
areas you have
highlighted are important,
it is not possible for us to
cover all aspects of
stroke rehabilitation with
the time and resources
available. Areas not
covered with the
guideline will be
considered for inclusion
when updating the
guideline. Some of the
areas you highlight are
already covered by other
NICE guidance such as
Pressure Ulcers,
Depression in adults,
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108.

SH

Royal
College of
Nursing

1

Full

109.

SH

Royal
College of
Nursing

2

Full

Line No



Levels of fatigue and initiating a
programme of measured rest post stroke
is key as part of the rehabilitation process



Skin integrity and prevention of pressure
sores post stroke is an immediate and
ongoing issue in those with sensory loss



Addressing spiritual needs and cultural
practices in those who are not able to
articulate clearly their wishes



Depression and critical risk points on the
rehabilitation trajectory



Emotionalism and
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techniques/interventions for managing
emotionalism

110.

SH

Royal
College of
Nursing

3

Full

General

We are very disappointed that there seems to be
no mention of the stroke rehabilitation nurse’s role
in this part of the patient’s Journey. All other
therapists are addressed.

Developer’s Response
Please respond to each
comment
Depression with a
chronic illness, Anxiety,
and Patient Experience.
Reference has been
made to these within the
guideline. Further work
conducted post
consultation has
addressed long term
health and social support
including social
participation, and
information and support
for patients and carers
throughout the
rehabilitation period.

We agree nurses play an
important role as part of
multidisciplinary team
delivering care to people
after stroke. Delivery of
interventions should be
by those professionals
with the necessary skills
and training.
Further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation which was
not included in the
original scope. This will
include: Multidisciplinary
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Please respond to each
comment
Team working.

General

The RCPath will not be commenting at this point
in the consultation process.

Thank you for your
comment.

General

The RCP is grateful for the opportunity to respond
to the draft Stroke Rehabilitation guideline. We
are very concerned to read the responses of the
British Association of Stroke Physicians (BASP)
and the Intercollegiate Stroke Working Party
(ICSWP). It is highly unusual for a NICE draft
guideline to receive this level of criticism. We
understand that there are specific concerns
regarding the use of standard NICE methodology.
In light of these concerns we believe that a
thorough review of the guideline is essential.

Thank you for your
contribution.
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111.

SH

Royal
College of
Pathologists

1

Full

112.

SH

Royal
College of
Physicians
(RCP)

1

Full

Line No

As well as endorsing the BASP and ICSWP
responses we would also like to make the
following comments which come from our Joint
Specialty Committees for Stroke Medicine and
Rehabilitation Medicine, as well as members of
the RCP Patient and Carer Network.
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113.

SH

Royal
College of
Physicians
(RCP)

2

Full

General

In a field as diverse as Stroke Rehabilitation,
where interventions are multi-dimensional, and
evaluation of outcome is made difficult by multiple
confounding variables, it is important to evaluate
and take cognisance of as many types of study as
possible. In preparation of these Guidelines, many
papers which our experts recognise as seminal
and significant appear in the ‘papers rejected’
appendix. Is this due to an over-reliance on
randomised controlled trials? If so, one must
question the assumptions underlying that choice;
even complex multi-variant analysis techniques
may not identify that specific interventions as part
of a package can produce measurable, clinically
significant, improvements. This is a common and
recognised problem in research into stroke
rehabilitation.

114.

SH

Royal
College of
Physicians
(RCP)

3

Full

General

We are surprised that, although pain receives
appropriate and helpful attention, shoulder pain as
an entity is not addressed. Searching the
documents for this or related terms yields no
returns. Yet this complication, common in stroke,
has been shown to be associated with prolonged
hospital stay, and is an independent predictor of
poor arm recovery, even after controlling for
stroke severity. We feel this is a significant, and
disappointing, omission.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We have
searched for systematic
reviews of cohort studies
and we consulted the
GDG for any large cohort
studies in each of the
reviewed areas.
However, as no such
evidence was available
and due to the time and
resource constraints of
guideline development,
the GDG considered that
small size individual
cohort studies would add
nothing to the
established knowledge of
the GDG.
We agree that shoulder
pain is a common
problem for people after
stroke, although there is
little evidence on best
management of this
problem. We have
therefore included this as
part of a modified Delphi
survey undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. The GDG have
drafted recommendations
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SH

Royal
College of
Speech and
Language
Therapists

1.

FULL

General

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
in light of the work
undertaken. We shall
have also referred to CG
96 Neuropathic Pain
guideline.

The RCSLT is concerned that the NICE and Full
guidelines do not reflect the role of speech and
language therapists and the range of approaches
used in therapy as well as the other demands
within the role.

A further review has
been conducted on SLT
for aphasia and the
recommendations will be
reconsidered by the GDG
in light of this.
SLT for other
impairments such as
Dyspraxia and dysarthria
where there is little
available evidence has
been included in a
modified Delphi survey
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. Further
recommendations have
been made for
communication
therapies.
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116.

SH

Royal
College of
Speech and
Language
Therapists

2.

FULL

General

There is no mention of liaison with Clinical
Nutrition

117.

SH

Royal
College of
Speech and
Language
Therapists

3.

FULL

General

In section 10, 2 RCTs using volunteers are cited
which highlight one way of working with people
with aphasia. However there is no consideration
given to other models for example working directly
on language for example understanding, wordfinding, reading, writing or gesture. RCTs are not
always appropriate for complex interventions and
there is support for using experimentally
controlled small group and case series studies
which provide good evidence for clinical work with
people with aphasia.

118.

SH

Royal
College of
Speech and
Language
Therapists

4.

FULL

General

Line No

Comments
Please insert each new comment in a new row.

The RCSLT is concerned that the research
evidence is not written in a format that was
accessible to the every day practising clinician.
An additional clear explanation of the findings of
research would be helpful.

Developer’s Response
Please respond to each
comment
Cross reference is made
to the Nutrition support in
adults and the Stroke
guideline for
recommendations
relevant to people after
stroke.

Only these two studies
were identified that
addressed this question
on listener
advice/information and
met the inclusion criteria
in the agreed protocol.
A further review has
been conducted on SLT
therapies for people with
aphasia and the
recommendations have
been revised in light of
this additional work.
Each review includes a
section on
recommendations and
links to evidence which
summarises the quality of
the evidence, health
economic considerations
and the GDG’s
interpretation of the
information presented.
The format of the full
evidence reviews
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Developer’s Response
Please respond to each
comment
complies with the
methodology required by
NICE and in compliance
with the NICE guideline
manual.

SH

Royal
National
Institute of
Blind People

2

Full

General

N/A

Equalities Act 2010:

Thank you for your
comment. NICE
guidance complies with
the Equalities Act 2010

Royal
National
Institute of
Blind People

4

SH

We believe that all NICE work should reflect the
duties of public bodies under the Equalities Act
2010, not just in relation to communication and
accessible information, but in relation to nondiscriminatory treatment. We would expect NICE
to take steps to meet their legal obligations. This
not only requires public bodies to have due regard
for the need to promote disability equality in
everything they do - including the provision of
information to the public - but also requires such
bodies to make reasonable adjustments for
individual disabled people where existing
arrangements place them at a substantial
disadvantage.
Full

General

N/A

General Comments on this guideline:
We appreciate that the aim of this guideline is to
"consider the interventions that are topical within
stroke rehabilitation" and that it is not intended to
be comprehensive. However, it would have been
more helpful to produce a document outlining
what a good stroke rehabilitation service looks
like, rather than identifying and prioritising a
number of interventions for implementation.

Further work was
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation which was
not included in the
original scope. This
includes: Multidisciplinary team
working, assessment,
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In particular, we would like to have seen:
 narrative around how health and social care
professionals will work together to deliver the
package of rehabilitation. There seems to be
no emphasis on integration or co-ordination of
care.
 timescales outlining when interventions
should take place post-stroke and the length
of their duration
 which professionals are best placed to deliver
the interventions / parts of the interventions.
This would help show clear lines of
responsibility and accountability.

Developer’s Response
Please respond to each
comment
discharge planning,
transfer of care and
interface between health
and social care and
delivery of care and
support for patients and
their carers in different
settings.
Recommendations have
been made that place a
particular emphasis on
providing a co-ordinated
approach, and ensuring
adequate assessments
have been conducted
and the necessary
equipment provided
where needed.
Delivery of interventions
and the time for
intervention delivery will
vary for individual
patients and therefore it
is difficult to make
recommendations
stipulating when and for
how long they should
take place. The GDG has
stated that people should
receive therapies for as
long as they continue to
make functional gains.
Following the additional
work conducted the GDG
has provided clarity on
re-accessing
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SH

Royal
National
Institute of
Blind People

10

Full

General

N/A

Concluding comments:
We welcome the recommendation on sensory
functions. In particular, the calls for ALL stroke
patients to have a sight test. We believe this
should take place as soon after the stroke as
possible.
We would like to see the wider aspects of stroke
and visual impairment taken into account in this
guideline including:
 consideration of the need for social care and
emotional support
 interventions for other types of eye conditions
- to build on the recommendation for eye
movement therapy for people with hemianopia
Advice on fitness to drive should be give to all
stroke patients (where appropriate) and not only to
those with visual field loss.

Developer’s Response
Please respond to each
comment
rehabilitation as part of
long term management
and recovery.
The GDG has considered
that health professionals
with the necessary skills
and training should
deliver the recommended
interventions. NICE
guidelines make
recommendations on
treatment and processes
of care rather than
specifying roles of
different healthcare
professionals.
Thank you for your
comment. The areas you
highlight are addressed
as part of the Delphi
survey and the results of
this have been
considered by the GDG
and further
recommendations drafted
to include co-ordination
between health and social
care in assessment,
planning, discharge and
on-going support and
information for patients
and their carers whatever
the setting
A recommendation on
providing information
about driving has been
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SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

1

Full

General

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
included in the guideline.

The draft states that the purpose of the document
was to provide ‘joint clinical and social care
guideline for the long term rehabilitation and
support of stroke patients’. The draft guideline in
current format fails to meet this aim. There are
key areas missing for the guideline, and
recommendations which do not reflect the current
evidence base.
Areas not covered by the guideline include:
 Spasticity management
 Continence
 Management of fatigue
 Exercise and fitness
 Driving
 Integration into the wider environment
 The use of technologies such as telecare
 Goal setting
 Mental rehearsal
 Functional electrical stimulation as an
alternative to orthotics
 Apraxia
 Transfer of care
 The role of social care
 Longer term support.

In light of stakeholder
comments, additional
reviews were undertaken
to address fitness and
goal setting. In addition,
further work was
undertaken to address
the structure and
process of stroke
rehabilitation which was
not included in the
original scope. This
includes: MDT working,
assessment,
rehabilitation planning
and co-ordination of
services between health
and social care, on-going
review, long term health
and social support such
as social participation
including driving, and
delivery of care in
different settings. Speech
and language therapies
for other communication
impairments including
apraxia have also been

There is significant evidence to inform
recommendations for some of these areas, and
the need for consensus statements to cover
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others.

Developer’s Response
Please respond to each
comment
considered.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
Other areas are covered
by other NICE guidance
such as Neurological
urinary incontinence,
Spasticity in children and
young people, Faecal
Incontinence, Depression
in adults, Depression
with a chronic illness,
Anxiety, Patient
Experience and
reference has been
made to these within the
guideline.
Stroke rehabilitation is a
large topic and it was not
possible to cover every
aspect with the resource
available. Other areas
not included, such as
spasticity and fatigue will
be considered for
inclusion when updating
the guideline.
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SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

5

Full

General

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment

Much of the draft guidance focuses on uniprofessional delivery of care such as the
recommendation to ‘provide occupational therapy
to people after stroke, to address personal
activities of daily living’. This does not reflect
multi-professional working where members of
rehabilitation teams such as nurses and
physiotherapists would contribute to these
interventions.

We believe the guidance
focuses on the therapy
rather than the person
delivering it. We agree
that a team of multidisciplinary health
professionals deliver
stroke rehabilitation, and
as part of further work
conducted post
consultation this has
been included in the
guideline.
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Developer’s Response
Please respond to each
comment
Further work was
undertaken post
consultation to address
other visual impairments
including diplopia. As
there is very little or no
evidence for these areas
a modified Delphi survey
was undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
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124.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

11

Full

General

Diplopia is experienced by a number of stroke
survivors and can be more prevalent and
disabling than hemianopia but is often not
indentified as a problem by some health care
professionals, especially if there is no direct
access to orthoptists. There is no mention of
interventions for diplopia and eye movement
disorders by orthoptists following stroke in these
guidelines. This is a major cause for concern.
Diplopia and defective eye movements will
seriously impair other rehabilitation processes, for
example those relating to mobility, tasks of daily
living etc… These defects can often be treated
easily and inexpensively, have appositive benefit
for the patient and promote early supported
discharge.

125.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

12

Full

General

Pleased to see that the key priorities of
implementation, early supported discharge is
considered to specialist stroke service.

Thank you for your
comment.

126.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

13

Full

General

Should the early supported discharge be limited to
relatively high level patients?

The GDG noted that the
patients recruited into the
trials were less severely
affected after their stroke,
and while this would be
suitable for many people,
for some, rehabilitation in
hospital would be more
appropriate. The
recommendation states
that as a minimum,
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Developer’s Response
Please respond to each
comment
patients should be able
to transfer independently
or with assistance from
one other person.

General

HADS score- due to the current costs associated
with acquiring HADS – please include a validated
tool which does not include extra financial
pressure (e.g., PHQ-9). The tool should be a
standardised test to enable comparisons across
the UK.

HADS was included as
this score is included in
the research studies.

General

No specific guidance on the access to
psychological services. The guidance refers to the
treatment of depression guidance for access to
psychiatric services – no stroke specific target
aims.

The GDG believe
existing NICE guidance
to be appropriate for a
stroke population and
cover the delivery of
interventions. Reference
has been made to:
Depression in adults,
Depression with a
chronic illness, and
Anxiety guidance, where
relevant.
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127.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

19

Full

128.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

20

Full

Line No
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129.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

21

Full

General

No mention of re-enablement - promoting
independent living, and dignity and respect.

130.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

22

Full

General

There is no guidance on sexual function after
stroke, e.g., erectile dysfunction, vaginal dryness
or dealing with body dysmorphism post stroke, or
guidance on options..

Developer’s Response
Please respond to each
comment
Further work undertaken
post consultation
included long term health
and social support for
people after stroke. This
includes selfmanagement and social
participation. Further
recommendations have
been made for these
areas and for the
provision of information
and support to both
patient and carers
throughout the stroke
pathway. Reference has
also been made to the
Patient Experience
guideline which
addresses the areas you
have highlighted.
Sexual function was not
included in the scope of
this guideline, however,
further work undertaken
post consultation
includes long term health
and social support for
people after stroke, and
while recommendations
have been made on
supporting people for life
after stroke including
sexual relationships it
was not possible to cover
sexual function in detail
in the time or resource
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comment
available.

General

The NICE guidance for urinary incontinence is
focussed very much on female incontinence
issues and surgical interventions; there is no
mention in this document. The document needs to
include continence management, and in particular
men appear to be very badly represented in
incontinence.

General

There appears to be no provision for patients who
deteriorate neurologically after intercurrent illness
even a significant time after stroke and need a
mechanism for accessing services.

Thank you for your
comments. The GDG
feel that these issues are
adequately covered by
the Incontinence in
Neurological Disease
guideline, the
management of urinary
incontinence in women,
and CG 97 the
management of Lower
urinary tract symptoms in
men.
Further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation which was
not included in the
original scope. This
includes long term health
and social support
including re-accessing
services when needed.
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131.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

23

Full

132.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

24

Full

Line No
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133.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

25

Full

General

Guidance on the provision of the following needs
to be much more focussed with specific aims:
Carer support
Family support groups
Carer support groups
Communication support groups
Self-help groups
Respite services
Sitting services
Case management
Access to carers assessment and social services
advice
Day hospital support and provision of a
community network.

134.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

26

Full

General

Identification of specialised stroke assessment
i.e., clarity on 6 month reviews – where these
should take place and that an MDT assessment
should be offered at this stage.

Developer’s Response
Please respond to each
comment
We would agree support
for people and their
carers is important and
Further work undertaken
post consultation
addresses some of the
areas you highlight such
as, care planning, long
term health and social
support, including
information, education,
training and support for
carers and access to
support groups and
community activities to
facilitate social
participation after stroke.
Further work undertaken
post consultation
addresses the structure
and process of stroke
rehabilitation which was
not included in the
original scope. This
includes: MDT working,
goal setting, assessment
at different stages of the
stroke pathway and ongoing review. Further
recommendations have
been made in these
areas
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135.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

27

Full

General

The interface with other long term conditions,
such as diabetes – many patients with sensory
loss develop skin breakdown and ulceration –
provision and integration with tissue viability
services.

136.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

28

Full

General

Formal assessment and goal setting in the later
rehabilitation stages – needs documented time
frames e.g., assessment at 6, 12 or 24 months.

137.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

29

Full

General

Spasticity Management – use of medication
(antispasmodics, baclofen, tendon release
options). Use of the Ashworth scoring system and
formal assessment of spasticity and the effects on
the individual patient. There appears to be no
mention of the appropriate management of this in
the stroke rehabilitation guideline.

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
Long term health and
social support is now
included in the guideline
and reference is made to
the Type 2 diabetes
NICE guideline and other
guidance on secondary
prevention.
Further work undertaken
post consultation
addresses the structure
and process of stroke
rehabilitation which was
not included in the
original scope. This
includes: goal setting,
assessment and ongoing review at different
stages of the stroke
rehabilitation pathway
and further
recommendations have
been made for review of
health and social care
needs.
Thank you for your
comment. We agree this
is an important area, but
the topic was considered
too large to be included
in the scope of this
guideline. This will be
considered for inclusion
when updating the
guideline.
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Developer’s Response
Please respond to each
comment
Thank you for your
comment.

Type

Stakeholder

Order
No

Docu
ment

Page No

138.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

30

Full

General

Recommend that all patients over 70 receive a
comprehensive geriatric assessment.

139.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

31

Full

General

Orthotics – should review appropriate orhtoses

Thank you for your
comment. The orthoses
included in the reviews
were considered by the
GDG and co-opted
expert orthotist to be
appropriate.

140.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

32

Full

General

Review of risk factors – the reviews should be
specifically targeted to stroke.

Thank you for your
comment.
.

141.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

33

Full

General

The following topics should be reviewed:
 Weight management and obesity, and
dietary review if weight loss.
 Management of hypertension with primary
care
 Checking of cholesterol and review of
treatment
 Medication review with pharmacy
evaluation
 Identification of AF.

Thank you for your
comment. There are
other NICE guidelines
which address the areas
you have suggested:
CG32, Nutrition support
in adults, CG43 the
Obesity guideline, CG
127 the Hypertension
guideline, and CG76,
Medicines Adherence,
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Developer’s Response
Please respond to each
comment
Lipid Modification CG 67
And CG36 the Atrial
Fibrillation guideline.
We have cross referred
to other guidance where
appropriate.

General

Should there be some mention of what the
standard of information provision to the patient
should be.

General

There needs to be some clear identification e.g.,
KPIs to ensure that these are undertaken
otherwise these guidelines will have no impact or
implementation value.

Thank you for your
comment. NICE has
produced guidance that
would address this,
please see CG138,
Patient experience in
adult NHS services:
improving the experience
of care for people using
adult NHS services.
We have included a
recommendation to refer
to this document.
Thank you for your
comment. Your
concerns have been
forwarded to the NICE
implementation team for
this guideline.
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142.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

34

Full

143.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

35

Full

Line No
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SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

36

Full

General

Line No

Comments
Please insert each new comment in a new row.
To put together a comprehensive guideline on
post stroke rehabilitation is without doubt a major
undertaking. The guideline however unfortunately
falls short of what was expected. The remit of the
development of the guideline was “to produce a
joint clinical and social care guideline on the long
term rehabilitation and support of stroke patients”,
however, very little of the guideline actually
addresses the long term stroke strategy. As a
document that is going to have a major impact on
the development of future stroke rehabilitation and
support services, this clearly needs addressing
with a much greater emphasis on how we can
support stroke survivors in the long term. What
has been produced, could actually damage the
good work that has already been achieved in
stroke rehabilitation, and unfortunately provides
very little guidance for commissioners on what
should constitute a stroke rehab model going
forward.
The lack of firm recommendations and clarity
devalue the guideline. No mention of the role of
doctors or nursing staff in rehabilitation process
when clearly both groups play a vital role. There
should be recommendations as to which
screening and assessment tools should be used
and the evidence for them should be reviewed.
A number of important areas also seem to be
neglected – treatments for dysphagia could have
been addressed, such as faucillar pillar
stimulation.
Stroke services across the country will have been
looking at the guideline to produce firm
recommendations on how we can provide first

Developer’s Response
Please respond to each
comment
Further work was
undertaken post
consultation addresses
the structure and
process of stroke
rehabilitation which was
not included in the
original scope. This
includes: MDT working,
screening assessment,
and on-going review.
Long term health and
social support including
self-management, social
participation and reaccessing rehabilitation
services have also been
considered..
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. The GDG consider
that a more coherent
stroke rehabilitation
pathway has been
achieved as a result of
the additional work
conducted.
It is not possible to cover
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class long term stroke service. There is nothing
within the guideline that will allow us to secure the
long term services that our patients require.

145.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

37

Full

General

The draft guidelines will guide practice in line with
current research recommendations and should be
aimed towards and integrated with other
professional standards. However, there are
concerns over the intensity of rehabilitation, It
maybe better to set this out as the in SALT
(section 45); therapy should aim to offer each
active rehabilitation therapy for a minimum of five
days per week to people who have the capacity to
participate….
Physiotherapy should aim to:
 Reduce identified motor and sensory
impairments
 Help the person to use and enhance
remaining abilities
 Help the person regain independence in
functional activities
 Help the person to regain mobility or to
adjust to their impairment
Occupational therapy should aim to:
 Reduce identified motor, sensory and
cognitive impairments
 Help the person to use and enhance
remaining abilities
 Help the person regain independence in
functional activities
 Help the person to learn new strategies to

Developer’s Response
Please respond to each
comment
all interventions in the
evidence reviews
undertaken due to time
and resource available.
The interventions
included in the dysphagia
review were agreed by
the GDG to be the
priority areas to address
in the question. .
Thank you for your
suggestions. The speech
and language therapy
recommendations are
laid out in this way as the
GDG felt that these
principles were less well
established than
physiotherapy and
occupational therapy.
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Developer’s Response
Please respond to each
comment

cope with cognitive problems
Support the patient to return to their own
home when possible.

The evidence for the NICE standard does not
relate to the acute hospital setting, or the same
client group, so should not be used to influence
our clinical practice.
146.

SH

Society for
Research in
Rehabilitatio
n (SRR)

1

FULL

General

These stroke rehabilitation guidelines have been
much anticipated and have the potential to impact
positively on stroke outcomes and service
delivery. Unfortunately the potential is unlikely to
be realised if the guidelines are maintained in their
current form. They are incomplete and the remit
and stated methods have been inconsistently and
incompletely applied.
Unfortunately this drafts demonstrates a limited
insight into how stroke services are delivered, the
policy imperatives that are driving them, and some
areas of stroke rehabilitation research, such that
some of the choices and decisions are illogical, illconceived and not reflective of the research
evidence or the clinical context. The makeup of
the GDG is not fully reflective of stroke
rehabilitation or stroke rehabilitation research.
Why no representation from stroke physicians?
Why so few stroke rehabilitation researchers?
Why no-one in a clinical lead role as for other
NICE guideline developments? Why individuals
working in neuro-rehabilitation rather stroke
rehabilitation (which is clearly not the same thing)
There are many inconsistencies;
 the remit (long-term rehabilitation) is not
reflected in the title, the content or the

Reference to long term
rehabilitation is within the
title of the document.
Further work carried out
post consultation
includes long term health
and social support
including social
participation and selfmanagement and further
recommendations have
been made in these
areas.
The inclusion criteria of
studies were that they
should include a
population two weeks
post stroke. No other cut
off was applied. The
sample size was agreed
with the GDG when
signing off the question
and protocol prior to
conducting the work. This
was generally set at 20
participants in order to
exclude very small
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recommendations
If the remit is long-term rehabilitation, then
studies involving people undergoing hospital
based rehabilitation or who are in the acute/
sub-acute stages of stroke should not be
included. But they frequently are. Either the
remit needs to be changed (recommended) or
the inclusion need to be amended to reflect
the remit
All choices about which studies to include or
exclude need to be reviewed to ensure that
they are complete, relevant and adhered to.
There are many examples where this is not
the case. For example
o the sample size limits for the selected
trials are not applied consistently
o the stated outcomes are incomplete,
sometimes inappropriate and
inconsistently applied
o the questions are not adhered to
the recommendations rely too strongly on the
groups’ opinions and would appear to reflect
some of the members’ personal interests and
hobby horses. They often bear little relation to
the evidence that has been appraised and
synthesised. Others are so general that they
become banal and merely repeat
recommendations in previous guidelines such
as the National Clinical Guidelines for Stroke
and the National Stroke Strategy and longestablished current practice.
The recommendations for future research are
not logically drawn from the evidence or an
appraisal of burning issues facing stroke
survivors and their families nor stroke service
providers.

Developer’s Response
Please respond to each
comment
studies, but where the
GDG believed there were
few RCTs available this
was lowered for some
questions.
There are a large number
of different outcomes
measures used in stroke
rehabilitation and it is not
possible to consider them
all, therefore the GDG
were asked to limit the
number to those that
they considered to be
reliable and informative
for interpreting results.
The outcomes selected
were based on what the
GDG thought as the most
useful for the question
being posed.
The recommendations
have been made based
on the available evidence
presented and the
consensus opinion of the
group in line with
guidance given in the
NICE guideline manual.
Cross reference to
recommendations in
other guidelines has
been made where the
GDG considered further
guidance applicable to a
stroke population was
helpful.

Page 94 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.
We urge the group to reconsider the format and
content of these guidelines.

147.

SH

Society for
Research in
Rehabilitatio
n (SRR)

2

full

general

A serious limitation of the memory review is the
inclusion of a study examining explicit memory
(Doornehim) and one of working memory
(Westerberg). Working memory is more often
regarded as an attentional domain.

Developer’s Response
Please respond to each
comment
Research
recommendations are
made on the topics
addressed by the
guideline where the GDG
considered there was a
lack of robust evidence
and where trials could
answer questions leading
to improvement in
treatments for patients.
Further work has been
undertaken that includes
MDT working, goal
setting, assessment,
rehabilitation planning
and interface between
health and social care.
The order and format of
the guideline has been
edited in light of this
further work.

Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.
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SH

Society for
Research in
Rehabilitatio
n (SRR)

3

full

general
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Re scope. Why did this review exclude
interventions for post stroke mood disorders (e.g.
depression and anxiety) when it has long been
known that co-existing cognitive and
communication difficulties may compromise ability
to participate in standard evidence based
interventions recommended in other NICE
guidelines. (I deliberately paraphrase your
research recommendation Appendix pg 473). This
was not a novel finding but an omission that was
pointed out at the scoping stage and is a missed
opportunity to include the high quality evidence
that already exists for certain interventions and
would have improved the clinical utility of this
guideline.
We agree that it is a priority area for research
investment but an acknowledgement of the
omission may encourage commissioners to use
other guidelines in the short term.

149.

SH

South Asian
Health
Foundation

1

Full

General

General

The intervention economic QALY has been set at
£20k. While this may be appropriate for drug
treatment we wonder whether this is accurate

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We were
unfortunately unable to
cover all areas and
focused on those that
stakeholders and GDG
members initially
suggested as critical
areas to address.
Psychological therapy
was included in this
guideline and a review
conducted on
psychological therapies
for family members and
people after stroke. The
GDG agreed further
research was needed
and agreed to make a
research
recommendation for this
area. We have referred
to the following, relevant
NICE guidance :
Depression in adults
(CG90), Depression with
a chronic illness
(CG91)and Anxiety
(CG113) as the GDG
agreed they were
relevant to a stroke
population and provided
useful additional
guidance.
Thank you for your
comment. The principles
GDGs are asked to apply
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when one considers the lifetime burden of stroke
to the community.

150.

SH

South Asian
Health
Foundation
(SAHF)

2

Full

General

General

There is no mention that we can find for the
specific needs of ethnic minorities. In particular,
the South Asian community has a high risk of
stroke and yet there needs are not addressed.
They may require translators to participate in
therapy and gender specific delivers of care as
just two examples.

151.

SH

South Asian
Health
Foundation
(SAHF)

3

Full

General

General

There is little if any mention of depression and
how to rehabilitate such patients especially in
young stroke victims. They have special needs
e.g. young family and also loss of work and status
and money etc

Developer’s Response
Please respond to each
comment
with regard to judging
cost effectiveness are set
out in NICE’s report
‘Social value judgements:
principles for the
development of NICE
guidance’. This does not
suggest that the cost
effectiveness threshold
should vary depending
on burden of disease.
Thank you for your
comment. Specific needs
of particular groups have
been considered by the
GDG in light of further
work conducted post
consultation on goal
setting, care planning
and long term health and
social support.
We have also referred to
the Patient Experience
guideline (CG138) that
provides guidance on the
issues you raise.
Thank you for your
comment. Depression
has been addressed in
other guidance and is
relevant to a stroke
population. Please see
CG90, depression in
adults. Depression with a
chronic illness (CG91)
and Anxiety (CG113).
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Developer’s Response
Please respond to each
comment
We have cross refered to
this guidance within the
guideline.

152.

SH

South Asian
Health
Foundation
(SAHF)

5

Full

General

General

There seems little mention on the rehab needs
specifically for young stroke patients. Elderly care
beds are often available for other patients but
stroke <50 years of age does not seem to be
specifically catered for yet they are going to be a
major burden for perhaps another 20-30 years.

153.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

4

Full

General

Thank you for your
comment. The
developers acknowledge
your concerns. We
consider the guideline to
cover all people over 16
years of age as stated in
the Scope.
This is an issue that will
need to be addressed by
the NICE implementation
and costing team and as
such will be passed on to
NICE for further
consideration.
Thank you for your
comment. The Linking
evidence to
recommendations
section of each chapter
highlights the
recommendations made
for each chapter and
details related to the
issues and concerns
raised by the GDG prior
to making
recommendations.

Many of the evidence statements seem to largely
be based on the opinions of the GDG, rather than
on the evidence per se....it would be useful if the
guideline highlighted more clearly where the
recommendations are supported by sound
scientific evidence and where they are based on
the expert opinion of the GDG.
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Programme
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Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

Order
No

Docu
ment

Page No

5

Full

General

6

Full
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The scoping draft, workshop notes and final
scoping draft (page 15 lines 16-20) omit any
information on who contributed to this process. It
is unclear for example whether people with
aphasia were included (and if so to what extent
were they supported in this process)? Where
other people with communication problems
following stroke included? Were clinicians
included? Where all professions represented?
Was there geographical representation as
services and rehabilitation practices can vary
considerably across regions?
General comment on the cognition section
Although this is a stroke guideline, with regard to
cognition, there are many more studies of
participants with acquired brain injury which
includes people with stroke which were not
included as the remit was to include only if stroke
participants constituted at least 50% of the
sample. I agree that this was necessary for a
stroke guideline, but a useful cross reference to
ABI research would be useful for clinicians using
the guideline with the risk that they assume that
there is no more valuable evidence to inform their
practice.

Developer’s Response
Please respond to each
comment
Where evidence is not
available or limited the
GDG may make
recommendations
based on consensus of
the group. This is in
compliance with methods
given in the NICE
guideline Manual.
Thank you for your
comment. The list of
stakeholders who have
participated in the
development of the
scope and who are
assisting with this
consultation are available
on the NICE website on
the Stroke project page.

Thank you for your
comment. NICE’s policy
is to only cross refer to
other NICE guidance.
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SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research
Unit

1

Full

General

Line No

Comments
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We appreciate that the guideline states “This
guideline covers some of the available
interventions that can be used in stroke
rehabilitation, and highlights where there are gaps
in the evidence. It is not intended to be
comprehensive” however we have major concerns
relating to the content of this guideline. It is not
clear how the clinical issues and interventions
covered in the guideline were determined. These
seem random, illogical and, more importantly,
may potentially lead to misinterpretation and
treatment decisions which are made with an
incomplete picture of the evidence for
interventions for a clinical issue. For example,
only one visual problem (visual field defects) is
addressed. This may result in lack of awareness
/ attention of other equally common visual
problems (eye movement disorders) experienced
by people with stroke. And only one intervention
(eye movement training) is addressed for this one
visual problem, when there are a large range of
potential interventions for visual field defects.
Readers of the guideline are therefore potentially
going to be misled, and be left with the impression
that eye movement training is the only available
treatment option. This occurs for most of the
clinical issues and interventions covered.

Developer’s Response
Please respond to each
comment
The areas to be covered
in the guideline were
determined from the
consultation with
stakeholders on the
Scope. With a large topic
such as stroke
rehabilitation, it is not
possible to cover all
aspects and therefore
key areas had to be
prioritised.
Recommendations are
made based on available
evidence, with regards
eye movement therapy
the evidence was
extremely limited and
although the GDG
considered it important
that all people should be
assessed and offered
therapy where needed,
they were not able to
recommend one type of
therapy over another.
We appreciate that there
are other visual
impairments not covered
and have addressed this
in further work conducted
post consultation. As
there is very little or no
evidence for this area a
modified Delphi survey
was undertaken in order
to develop
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SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research
Unit

2

Full

General
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Developer’s Response
Please respond to each
comment
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

Again we recognise that the guideline was not
attempting to be comprehensive. However there
are some key omissions of clinical issues which
are of high clinical relevance and importance to
patients. For example; mood disorders
(depression) are not covered at all. In our recent
comprehensive collection of research priorities
from stroke survivors, carers and health
professionals (carried out in collaboration with the
James Lind Alliance), a high proportion of the
questions submitted related to depression,
emotional changes, confidence and self esteem.
We do not know the extent of the stakeholder
consultation which was carried out for this
guideline or how comprehensive this was but the
evidence that we have collected in a systematic
and comprehensive way suggests that there are
several areas of high importance to stroke
survivors, carers and health professionals which
have not been covered at all within this guideline.

Thank you for your
comment.
Psychological therapy
was included in this
guideline and a review
conducted on
psychological therapies
for family members and
people after stroke. The
GDG agreed further
research is required for
this area and made a
research
recommendation. We will
ensure full reference is
made to other NICE
guidance available which
the GDG considered to
be relevant and useful for
a stroke population.
Depression in adults
(CG90), Depression with
a chronic illness
(CG91)and Anxiety
(CG113)
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SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research
Unit

3

Full

General
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We are concerned with the selection and
promotion of the 10 key priorities for
implementation. We appreciate that these were
agreed through discussion by the GDG, however
these seem potentially misleading and do not
appear to accurately reflect the evidence found.
Example 1; the first recommendation for
implementation relates to assessment for people
with visuo-spatial neglect. However the question
which was asked (and evidence searched for)
which led to this recommendation was about the
effectiveness of cognitive rehabilitation versus
usual care. There has not (as far as we are
aware) been an evidence search specific to
assessment of visuo-spatial neglect. We can
appreciate that the evidence relating to the
effectiveness of cognitive rehabilitation
interventions may led the GDG to agree that
assessment was important....but no high quality
evidence was considered by the GDG specifically
relating to assessment of this problem. Example
2; the second recommendation for implementation
relates to eye movement training for people with
visual field defects. This evidence arises from 2
small trials with ‘serious limitations’......it is surely
wrong that a national guideline is recommending
as a priority for implementation an intervention for
which there is – at best – limited evidence.

Developer’s Response
Please respond to each
comment
NICE’s clinical guidelines
can cover large clinical
areas and, as a result,
often contain a
considerable number of
recommendations
relevant to the many
review questions. Users
of the guideline need to
decide which
recommendations should
be implemented first, and
the GDG is required to
identify key priorities for
implementation.
As the GDG use
their discretion in the
development of
recommendations,
whether they be
evidence or consensus
based. They also, use
their discretion in
choosing the key
priorities for
implementation, selecting
those that are likely to
have the biggest impact
on patient care and
patient outcomes in the
NHS.
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159.

SH

The British
Dietetic
Association

1

Full

General

Thankyou for giving the British Dietetic
Association the opportunity to comment on this
guidance

160.

SH

The British
Dietetic
Association

2

full

general

Nutrition does not appeared to have been
considered as important to stroke rehabilitation,
despite evidence to the contrary, the question has
been previously raised and was advised that
previous NICE document ‘Oral Nutrition Support’
would cover stroke rehab patients. These
Guidelines, whilst good, are not stroke specific,
and do not take into account more recently
published evidence.

161.

SH

The British
Dietetic
Association

4

Full

General

Recently published evidence:
Intensive nutritional supplements can
improve outcomes in stroke rehabilitation M.H.
Rabadi, MD, MRCPI P.L. Coar, RD, CDN M.
Lukin, MS
M. Lesser, PhD J.P. Blass, MD, PhD Neurology®
2008;71:1856–1861
Individual, nutritional support prevents
undernutrition, increases muscle strength and
improves QoL among elderly at nutritional risk
hospitalized for acute stroke: A randomized,
controlled trial

Developer’s Response
Please respond to each
comment
Thank you for your
contribution.

Thank you for your
comment. This is outside
the scope of the
guideline. Information
related to nutrition is
adequately covered in
other NICE guidance and
relevant to a stroke
population: please see
CG32 Nutrition support
in adults and Stroke CG
68. Cross reference has
been made to these
within the guideline.
Thank you for your
comment. This is outside
the scope of the
guideline. Information
related to nutrition is
adequately covered in
other NICE guidance and
relevant to a stroke
population: please see
CG 32 Nutrition support
in adults and Stroke CG
68. Cross reference has
been made to these
within the guideline..
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comment

Lisa Ha, Truls Hauge, Anne Bente Spenning, Per
Ole Iversen Clinical Nutrition 29 (2010) 567–573
in patients with ischaemic stroke
Protein supplementation may enhance the
spontaneous recovery of neurological alterations
Clin Rehabil 2008 22: 1042. Roberto Aquilani,
Marco Scocchi, Paolo Iadarola, Piero
Franciscone, Manuela Verri, Federica Boschi,
EvasioPasini and Simona Viglio, Roberto Aquilani,
Marco Scocchi, Paolo Iadarola, Piero
Franciscone, Manuela Verri, Federica Boschi,
Evasio Pasini and Simona Viglio
The online version of this article can be found at:
DOI: 10.1177/0269215508094244
Please find details of two additional discussion
articles detailing the role of nutrition after stroke :
Nutrition after stroke NHDmag.com July 2011 Issue 66 www.NHDmag.com
Nutrition after stroke STROKE MATTERS ISSUE
10 FEBRUARY 2011
WWW.STROKE.ORG.UK
both by Barry Cullen, BSc, MSc, PGDip Dietitian
in Stroke and Oncology,Diana Princess of Wales
Hospital Grimsby, Northern Lincolnshire and
Goole NHS foundation trust
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SH

The British
Dietetic
Association

5

Full

General
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Comments from a group of Dietitian’s who provide
a dedicated service to stroke patients.
‘We are involved with the care of stroke patients
as valued members of a multidisciplinary team
and see patients in the Acute, Rehabilitation and
Early Supported Discharge (ESD) for 6 months
post discharge. We also see patients at Stroke
Review Clinic follow up appointments alongside
the rest of the team. We are very disappointed
that the importance of Nutrition and the input of
Dietitian’s have not been acknowledged in this
document.
In our experience stroke patients have a range of
difficulties which impact on their nutritional status.
We are very disappointed to note that the only
difficulties highlighted in the document are related
to dysphagia where the focus appears to be on
the diagnosis and treatment of dysphagia with no
mention of its potential impact on nutritional status
and ultimately rehabilitation potential. This is a
stroke specific problem and therefore we feel it
should be highlighted in this stroke specific
guidance. Other factors affecting nutrition should
be mentioned. These include secondary
prevention advice for the patient and carers,
nutrition screening, maintaining nutritional status
of those requiring texture modified diet and fluids,
food fortification and the specialist intervention of
the use of nutritional supplements and enteral
feeding.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This is outside
the scope of the
guideline. We agree this
is an important area but
consider that information
related to nutrition is
adequately covered in
other NICE guidance and
relevant to a stroke
population: please see
CG 32 Nutrition support
in adults and Stroke CG
68. Cross reference has
been made to these
within the guideline.
Recommendations for
dysphagia are also made
within the Stroke
guideline (CG 68) and
reference has been
made to this within the
guideline.
Further work carried out
post consultation covers
screening and
assessment where
reference has been
made to feeding and
nutritional needs within
the recommendations.

The role of the Dietitian within rehabilitation is
multi faceted and focuses on patient care and
safety while aiming to ensure cost effectiveness.
For example
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-

Reduction of supplement wastage due to
timely follow up on discharge from our
ESD Dietitians, which is especially
valuable in our area due to lengthy
general community waiting times.

-

We prevent delays in discharge of those
requiring enteral feeding due to follow up
within 24 hours post discharge. Regular
ESD input following discharge allows us
to trouble shoot with the aim of preventing
readmissions

-

Due to our presence throughout the
stroke journey we are able to respond
immediately to changes in a patient’s
nutritional status from acute to after
discharge. For example prompt
commencement of enteral feeding, close
liaison with carers and social services,
food fortification, advice and facilitation of
meals on wheels services, advice on
appropriate use of nutritional
supplements.

-

Identification of patients appropriate for
lifestyle and dietary advice. This is
supported by the Life After Stroke
programme which we currently organise
and also deliver an education session.

Developer’s Response
Please respond to each
comment

As active members of the stroke multidisciplinary
team we feel the guideline needs to represent the
current diversity of the stroke multidisciplinary
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comment

team rather than just focusing on traditional team
members of Physiotherapy and Occupational
Therapy. Whilst we appreciate the evidence base
may be lacking, the recommendations need to
acknowledge and incorporate the evolution of
services and the stroke team. The NICE
recommendation should recommend investment
to support research in nutrition and stroke
rehabilitation.
Without sufficient nutrition stroke survivors will not
be able to fully participate in physical rehabilitation
and can not reach their full potential. ‘

163.

SH

The British
Dietetic
Association

6

full

general

Comments from members in Croydon:
‘In Croydon, patients have greatly missed out from
dedicated dietetic interventions since we were not
included as part of the essential staffing for a
stroke unit when Healthcare for London
consulted. This I understand from the Director is
because they did not have dietetic
representation. Being crucially unfunded in this
area means that the dietetic service that is
provided to patients is rationed. The stroke ward
has the highest number of enteral feeds. Patients
are reliant on support with feeding and drinking
and are at real risk of becoming
malnourished. Nutritional care at discharge is
past over to self management which means that
recovery and rehab is hindered. ‘

Thank you for your
comment. We agree that
nutritional support should
be available to people
post stroke and have
made reference to both
the Stroke (CG 68) and
Nutrition support in adults
(CG 32) where
recommendations
relevant to a stroke
population are made.
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The British
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We were surprised to find no mention in the
document of the following in relation to :













Importance of associated risks and impact of
malnutrition following stroke and it’s effect on
outcome.
Link between dysphagia and malnutrition
Identifying stroke survivors at risk of
malnutrition in rehabilitation
Nutrition screening during rehabilitation
Assessment by a specialist dietitian if
identified at risk
Effect of protein-energy malnutrition on
outcomes
Lifestyle advice including importance of
weight control for those who are
overweight/obese/morbidly obese, blood
pressure, lipids etc
Assessment for patient suitability for NG
feeding/PEG feeding/feeding at risk
On-going management of patients enterally
fed when supported by early supported
discharge team
Transition between enteral and oral feeding
and importance of on-going assessment by
SALT and dietitian
Dietitian being part of the multidisciplinary
team

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
Many of the issues you
raise are addressed by
the NICE guidelines
Stroke (CG68) and CG32
Nutrition support in adults
and these have been
cross referred to within
the guideline.
Further work carried out
post consultation covers
screening and
assessment where
reference has been
made to feeding and
nutritional needs within
the recommendations.
Guidance on secondary
prevention is made
through cross referral to
other NICE guidance:
Lipid modification CG 67,
Hypertension CG 127,
and Type 2 diabetes CG
66.
We agree the Dietician
has an important role
and is part of the
multidisciplinary team
delivering care to the
stroke patient.
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165.

SH

The British
Dietetic
Association

8

Full

General

Early Supported Discharge is discussed without
any reference to nutritional requirements, despite
a Dietitian being recommended as a member of
ESD Team

166.

SH

The British
Dietetic
Association

9

Full

General

Section on dysphagia addresses issue of
evidence for returning to pre-stroke swallowing
function within 6 months, but does not consider
what happens to the nutrition and hydration needs
of patients prior to this return to function, nor to
those patients who do not return to normal
function

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Nutrition and
diet are outside the
scope of the guideline.
Additional information
may be found in NICE
guidance CG32:
Nutrition support in adults
and Stroke (CG68) and
we have cross refered to
this guidance.
We consider the
recommendations made
for preparing for ESD
would include nutritional
requirements where
needed.
Thank you for your
comment. Return to a
normal diet was one of
the outcomes included in
the review and the study
reported this outcome at
6 months post stroke,
and therefore this was
what was reported and
considered by the GDG
when making
recommendations.
Cross reference has
been made to the
Nutrition support in adults
recommendation on
regularly monitoring and
reassessing those
people on modified food
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comment
and liquid.

General

The role of Nutrition, Hydration and the dietitian’s
responsibility for this is well documented in the
NICE guidance for Acute Stroke Care. Why is this
then not continued when the patient commences
their rehabilitation?

Thank you for your
comment. This is outside
the scope of the
guideline. Information
related to nutrition is
adequately covered in
other NICE guidance and
is relevant to a stroke
population CG32:
Nutrition, support in
adults and Stroke
(CG68).

General

Sections on Activities for Daily Living make no
reference to the fact that eating is an ADL and
some stroke patients have difficulties with
achieving their nutritional needs, either orally or
non-orally and can need extensive dietetic input.

Thank you for your
comment. We agree
eating is an Activity for
Daily Living and is
included within the
question on intensive
occupational therapy.
The GDG consider that
eating would be one of
the functions that would
be included in the
monitoring and treatment
of people experiencing
difficulties in this area.
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SH

The British
Dietetic
Association

10

Full

168.

SH

The British
Dietetic
Association

11

Full

Line No
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169.

SH

The British
Dietetic
Association

12

Full

General

Section on Provision of information makes no
reference to fact that patients may require
information about dietary needs.

170.

SH

The British
Dietetic
Association

13

Full

General

If more consideration had been given to diet as
well as swallowing, questions could have been
formulated to look at this area in terms of clinical
and cost effectiveness. Nutrition has been
identified as a high impact area and as such
specific areas relating to stroke should have been
included.

171.

SH

The British
Dietetic
Association

14

Full

General

Very little mention is made of impairment of
function impacting on ability to shop for, prepare
and eat food and hence maintain nutritional status

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
Recommendations have
been made to identify
information needs and to
provide information
tailored to that need,
which would include
dietary information where
appropriate.
Thank you for your
comment. This is outside
the scope of the
guideline. The
developers believe,
issues related to nutrition
are adequately covered
in other NICE guidance
and are relevant to a
stroke population, see
CG32: Nutrition, support
in adults and Stroke
(CG68). We have cross
refered to this guidance
within the guideline
Thank you for your
comment. We consider
that this would be
covered by the
recommendations made
for occupational therapy
to address activities of
daily living
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172.

SH

The British
Dietetic
Association

15

Full

General

Section on dysphagia addresses issue of
evidence for returning to pre-stroke swallowing
function within 6 months, but does not consider
what happens to the nutrition and hydration needs
of patients prior to this return to function, nor to
those patients who do not return to normal
function

173.

SH

The British
Dietetic
Association

16

Full

General

The role of Nutrition, Hydration and the dietitian’s
responsibility for this is well documented in the
NICE guidance for Acute Stroke Care. Why is this
then not continued when the patient commences
their rehabilitation?

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Return to a
normal diet was one of
the outcomes included in
the review and the study
reported this outcome at
6 months post stroke,
and therefore this is what
is reported and
considered by the GDG
when making
recommendations.
Cross reference has
been made to the
Nutrition support in adults
recommendation on
regularly monitoring and
reassessing those
people on modified food
and liquid.
Thank you for your
comment. This is outside
the scope of the
guideline and we feel this
topic is adequately
covered in other NICE
guidance and relevant to
a stroke population see
CG32: Nutrition, support
in adults.
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174.

SH

The British
Dietetic
Association

17

Full

General

Sections on Activities for Daily Living make no
reference to the fact that eating is an ADL and
some stroke patients have difficulties with
achieving their nutritional needs, either orally or
non-orally and can need extensive dietetic input.

175.

SH

The British
Dietetic
Association

18

Full

General

Section on Provision of information makes no
reference to fact that patients may require
information about dietary needs.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We agree
eating is an activity for
daily living and is
included within the
question on intensive
occupational therapy.
The GDG consider that
eating would be one of
the functions that would
be included in the
monitoring and treatment
of people experiencing
difficulties in this area.
Thank you for your
comment. Information
about dietary needs may
be found in other NICE
guidance, please see:
CG32, Nutrition, support
in adults.
In addition,
recommendations have
been made to identify
information needs and to
provide information
tailored to that need
which would include
dietary information where
appropriate.
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176.

SH

The North of
England
Cardiovascul
ar Network

25

Full

general

There is no mention of Relaxation strategies
anywhere in document generally, or psychology
section specifically. Relaxation is a strategy used
routinely in many other forms of rehabilitation (e.g.
cardiac, chronic pain) and arguably should be
included generally in stroke rehabilitation, and
especially for depressed/anxious patients
(according to other NICE guidelines for these
conditions).

177.

SH

The North of
England
Cardiovascul
ar Network

26

Full

general

No mention of emerging evidence for
psychological Imagery techniques in aiding
rehabilitation for motor function (See paper “Motor
Imagery – a backdoor to motor function?” and
other more recent studies?) (May not be enough
of evidence base to warrant mention yet).

178.

SH

The North of
England
Cardiovascul
ar Network

28

Full

general

Add a whole section on “Lifestyle
Change/Secondary Prevention”? Including for
carers, and those pts with less complex
neurorehab needs, but who may still have need
for secondary prevention advice and support.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Unfortunately
it is not possible to
address all areas of
stroke rehabilitation with
the time and resources
available and this was
not an area highlighted
as a priority. We have
however, referred to
other NICE guidance for
psychological
interventions to address
depression and anxiety.
Please see: Depression
in adults CG
90,Depression in adults
with a chronic illness CG
91, and anxiety CG113.
Thank you for your
comment. We agree that
it is a growing area but
we were unable to look
at this intervention during
our initial drafting of the
guideline.
Thank you for your
comment. Secondary
prevention advice and
support is beyond the
remit and scope of the
guideline.
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179.

SH

The North of
England
Cardiovascul
ar Network

30

Full

general

There is no mention anywhere of Incontinence,
how to train and support patients and carers to
manage it (and assess and treat its psychological
sequelae).

180.

SH

The North of
England
Cardiovascul
ar Network

32

Full

general

More detail needed generally re driving, and
rehabilitation for driving (only mentioned in Visual
problems section of document. Need to address
also in Mobility and Cognitive sections?)

181.

SH

The North of
England
Cardiovascul
ar Network

33

Full

general

As mentioned previously (re Recommendations
boxes in all sections) – paying attention to
psychological sequelae/mood in all areas could be
highlighted e.g. swallow, mobility, use of
wheelchair, incontinence etc)

182.

SH

The North of
England
Cardiovascul
ar Network

34

Full

general

Emphasis of document is quite “medical” in that it
describes what professionals do to rehabilitate the
patient, but doesn’t fully address empowering
patients and families to manage their difficulties,
and develop autonomy and self-management
strategies to do so, knowing where and when to
seek support as necessary (the ethos of other
areas of rehabilitation, and management of long
term conditions).

Developer’s Response
Please respond to each
comment
Thank you for your
suggestion. This issue is
addressed in other NICE
guidance. Please see
the Incontinence in
Neurological Disease
guideline, published in
June 2012.
Thank you for your
comment.
Further work has been
conducted post
consultation to address
long term health and
social support and l
includes further
recommendations on
driving.
We have referred to the
following NICE guidance
related to this issue:
Depression in adults CG
90,Depression in adults
with a chronic illness CG
91 and Anxiety CG11
These areas are
addressed by the Patient
experience guideline CG
138 and we have cross
referred to this guidance.
Further work conducted
post consultation has
addressed the structure
and process of stroke
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comment
rehabilitation which was
not included in the
original scope. This will
include: care planning
and long term health and
social support for people
and their carers.

general

In psychological care section, consider addressing
encouraging carers to empower the person with
stroke and not encourage over-dependency.

Thank you for your
comment.
Further work conducted
post consultation
includes education
training and support for
carers and long term
health and social support
for people and their
carers.Further
recommendations have
been made to address
self-management and
social participation

general

In psychological care section, consider addressing
explaining changes in person’s emotional
functioning, executive function etc so carers are
better informed to deal with it.

Thank you for your
comment.
We agree this is
important and have
recommended that
patients and their carers
have education and
support with regards
emotional adjustment to
stroke.
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183.

SH

The North of
England
Cardiovascul
ar Network

35

Full

184.

SH

The North of
England
Cardiovascul
ar Network

36

Full

Line No
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185.

SH

The North of
England
Cardiovascul
ar Network

37

Full

general

In psychological care section, consider addressing
encouraging “self-care” for carers.

186.

SH

The North of
England
Cardiovascul
ar Network

53

Full

General

The North of
England
Cardiovascul
ar Network

54

The items reviewed are extremely selective and
do not represent the full nature of difficulties
following stroke, therefore leaving the guidelines
insufficient for current stroke rehab setting. Items
of notable omission include diploplia, executive
function difficulties, alternative visuo-spatial
difficulties (figure ground, depth, etc), alternative
cognitive difficulties (lack of insight, executive
dysfunction, etc), body scheme disorders.
Although research is very limited in some of these
areas it is still important to acknowledge them as
areas for assessment and for further research
The guidance issued appears to be variable in
terms of clear evidence links – some
recommendations have been made despite clear
empirical evidence, whereas other well
established methods have been omitted due to
limited empirical evidence base. There needs to
be more transparency and consistency about
which recommendations have a strong empirical
evidence base and which recommendations
require further research but are widely considered

187.

SH

Full

General

Line No

Comments
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Developer’s Response
Please respond to each
comment
Thank you for your
comment.
Further work conducted
post consultation
includes education
training and support for
carers and long term
health and social support
for people and their
carers.Further
recommendations have
been made to address
self-management and
social participation.
Thank you for your
comment.
Unfortunately it is not
possible to address all
areas of stroke
rehabilitation in the time
and resource available,
and areas for inclusion
have to be prioritised.

Thank you for your
comment. We have used
the evidence to
recommendations
section of each chapter
to indicate when the
GDG felt that the
evidence base was
strong enough to support
a recommendation or

Page 117 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.
best practice with good anecdotal or practice
support.

188.

SH

The North of
England
Cardiovascul
ar Network

55

Full

General

Additional focus on cognition, perception, vision
and return to work is long overdue and valuable,
but more detail is required if this will be carried
over into practice and influence commissioning.
Additional information on young stroke survivors
would also be good.

189.

SH

The Stroke
Association

1

Full

General

The Stroke Association believes that NICE
guidelines are invaluable to help health
professionals and commissioners to plan for and
to provide the best possible, evidence based
support for people who have had a stroke.
Previous stroke guidelines, produced by the
Intercollegiate Stroke Working Party under the
auspices of the Royal College of Physicians, and
the NICE Acute Stroke Guideline have been vital
in providing evidence based guidance about all
aspects of stroke care along the whole stroke care

Developer’s Response
Please respond to each
comment
where there was limited
or no evidence and a
recommendation has
been made by
consensus of the GDG.

Thank you. With
reference to your
comment on cognition,
perception, vision and
return to work, we have
provided all the details
available to us based on
the literature review
conducted. The
guideline addresses
management and
treatment for people over
the age of sixteen, and
we consider all the
recommendations made
relevant to a younger
stroke population
Thank you for your
comment.
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Developer’s Response
Please respond to each
comment

pathway.

190.

SH

The Stroke
Association

2

Full

General

The Stroke Association welcomed the creation of
the NICE Rehabilitation Guideline for Stroke to
augment the existing guidance and to add weight
and impact to guidance around this vital part of
the stroke care pathway. Sadly, our view is that
the potential for this draft guideline to build upon
(or to have much more impact than) previous
guidelines has been missed because of the
narrow nature of its recommendations and the
lack of a coherent narrative of rehabilitation,
mapped to the pathway of recovery and care.
The recommendations are a piecemeal snapshot
of a range of very specific interventions, without
any context or relationship to the pathway of
stroke care.

The topics chosen for
inclusion were a result of
the comments received
from Stakeholders during
the scoping of topics for
inclusion. This is a large
topic area and it was not
possible to include all
aspects of stroke
rehabilitation within the
time and resource
available. Focus is
therefore given to areas
where there are
 Diverse practices
 Areas of uncertainty
 Critical clinical
issues
 Opportunities to
make a significant
difference to patient
care
 Changes needed to
move area forward
 Marked cost
implications/ cost
effectiveness.
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191.

SH

The Stroke
Association

3

Full

General

Without a clear narrative we fear that the guideline
will be very hard to use and will provide few clues
as to what a good rehabilitation service might look
like for stroke survivors. Nor does it place
rehabilitation interventions into the context of
multi-disciplinary team working – so important in
improving stroke outcomes. For example, the
guideline suggests eye movement therapy for
people with loss of visual field function but says
nothing about other or additional support for
people who have a visual impairment following
their stroke. Thus both clinicians and
commissioners could be at a loss as to how to
deal with the range of vision issues a stroke
survivor might present with.

192.

SH

The Stroke
Association

4

Full

General

We accept that this guideline is not attempting to
be comprehensive, but it should at least, in our
view describe the timescales for assessments and
interventions; be much clearer about the role of
the specific interventions; and indicate the
expertise required to deliver those interventions
as part of the overall rehabilitation and care of
stroke survivors.

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
will include: MDT
working, and other visual
impairments such as
diplopia. As there is very
little or no evidence for
many of these areas a
modified Delphi survey
was undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
Further work undertaken
post consultation will
include goal setting,
assessment and ongoing review.
As goals are set and
reviewed for each
individual patient based
on their own particular
needs it would be difficult
to make
recommendations
specifying timescales.
It is also not within the
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The Stroke
Association
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Full
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remit of NICE guidance
to specify what training or
skills are required by
health professionals as
this is for the appropriate
professional body to
regulate.

We are very disappointed that Social Care is
absent from the Guideline, despite its central role
in the rehabilitation and well being of stroke
survivors in the longer term. Similarly other vital
aspects of support, such as housing, care
planning and self management, the role of
voluntary sector services, six week and six month
reviews (as recommended in the National Stroke
Strategy) and secondary prevention are not
included. The Guideline fails to consider the
breadth of interventions that many stroke
survivors would consider valuable. For example
many stroke survivors say that peer support
programmes have been very important to their
recovery and stability of mood, avoidance of
depression etc

Further work undertaken
post consultation has
included care planning,
and further
recommendations have
been made on discharge
planning, transfer of care
and co-ordination of care
and services between
health and social care.
Long term health and
social support has also
been included and this
incorporates selfmanagement, social
participation, facilitating
access to support
groups, on-going review
of health and social care
needs and re-access to
rehabilitation services
when needed.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
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The Stroke
Association

6

Full
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develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

We accept that the evidence for particular
interventions is scarce and this is especially the
case when it comes to double blinded randomised
control trials, which would be impossible to
conduct for many aspects of stroke rehabilitation.
However, the exclusion of observational studies
and studies including patient reported outcomes
seems to us to have compounded the problem of
lack of evidence making the recommendations
seem piecemeal and incoherent in terms of the
stroke care pathway.

Thank you for your
comment. We have
searched for systematic
reviews of cohort studies
and we consulted the
GDG for any large cohort
studies in each of the
reviewed areas.
However, as no such
evidence was available,
the GDG considered that
small size individual
cohort studies would add
nothing to the
established knowledge of
the GDG. In addition,
after further consultation
with the GDG, we
decided to reapply
GRADE study limitations
criteria to all the evidence
reviewed for the
guideline. When studies
included participants who
were not blinded to their
intervention they were
not downgraded for that
criteria. However, the
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195.

SH

The Stroke
Association

7

Full

General

Therefore we are very concerned that the
guideline will have little positive use for
commissioners of stroke services, and could
adversely affect the decisions they must make
about the services and levels of support required
to provide good quality stroke rehabilitation to
everyone who has a stroke.

196.

SH

UK and
Republic of
Ireland
Chapter of
the
International
FES Society
(IFESS)

1

full

general

Terminology
The report uses the term Functional Electrical
Stimulation (FES) to describe all treatments
involving the application of electrical stimulation to
the human body to produce movement. This is
technically incorrect as the term FES should only
apply to the use of electrical stimulation that
produces a functional movement used to assist
activities of daily living at the time the stimulation
is present. Hence, electrical stimulation for the
correction of dropped foot is FES as the foot is
lifted in gait. Stimulation used with a solely
therapeutic aim, for example to open the hand
with the aim of strengthening muscle or reduce
antagonist spasticity without the provision of direct

Developer’s Response
Please respond to each
comment
GDG considered it
important for the
operators to be blinded
to the intervention tested.
Therefore, double
blinded or single blinded
(operator’s blinded)
studies are considered
as low risk of bias and
are not downgraded.
Only unblinded studies
are downgraded for that
criteria.
Thank you for your
comment. We believe the
additional work carried
out has addressed many
of the areas of concern
highlighted.

Thank you for your
comment. We rechecked
the terminology used.
The searches included
the terms FES, FET and
NMES in the strategy.
We went through the
references provided
(below) and have
included papers from
these references
matching our protocol.
To reduce performance
bias, studies were
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function is not FES. This is referred to as
exercise stimulation or Neuro- Muscular Electrical
Stimulation (NMES). A third category of treatment
is Functional Electrical Therapy (FET). I this
application, functional tasks are practised with the
assistance of electrical stimulation but with the
sole aim of producing a therapeutic effect. In this
case the assistance given by the stimulation is not
truly practical in everyday life but a means of
promoting a mass practice effect. All the papers
referenced in the review report studies that used
NMES or FET. While use of terminology may be
considered a point of pedantry, the team should
consider if this has had an effect on the
identification of papers for review.
Blinding
The GDG recognised the difficulty of conducting
blinded trials. Indeed as meny rehabilitation
techniques require the active participation of the
participants, it is not realistic to factor out this
aspect from the treatment by providing a placebo
that is intended to focus the efforts of a treatment.
This removes the comparator treatment further
away from normal care, adding a confounding and
artificial treatment. I therefore believe it is not
justified to down grade the quality scores for nonblinded studies.

Developer’s Response
Please respond to each
comment
downgraded (for
blinding) only if the
outcome assessors were
left un-blinded.
Shoulder subluxation
was outside of our scope.
However we have
included shoulder pain
as part of the Modified
Delphi survey undertaken
and the GDG has drafted
recommendations based
on these results.
Thank you for your
suggestion, a footnote to
IPG278 for guidance of
FES in dropped foot has
been added to this
section.
The recommendations
have been revised by the
GDG.

Shoulder subluxation
The use of electrical stimulation for the treatment
of shoulder subluxation has significant evidence
for its efficacy and was recommended as an
intervention in the RCP guidelines on stroke. Its
omission from this report is therefore surprising.
FES for correction of dropped foot
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The report refers the reader to IPG 278 for
guidance of FES for dropped foot. This is added
in the section on upper limb FES so would not be
found by searching the contents page. A better
location for the mention would be next to the
section on AFOs. IPG 278 did not include an
economic assessment as is the case with this
report. There is economic data available
(Economic Report. Functional Electrical
Stimulation for dropped foot of central
neurological origin. CEP10012. Published by the
NHS Purchasing and Supply Agency Feb 2010
www.dh.gov.uk/cep). Additionally further papers
have been published extending the evidence to
include reduction of falls, improvements in quality
of life and patient centred evaluation. We
therefore suggest that there is a separate section
for FES for the correction of dropped foot, which
includes the additional information, bringing the
review to the same level as the other rehab
techniques included in this report.
Choice of articles
The included articles does not appear to be
comprehensive. Notable missing articles include :
Shu-Shyuan Hsu, Ming-Hsia Hu, Yen-Ho Wang,
Ping-Keung Yip, Jan-Wei Chiu and Ching-Lin
Hsieh. Dose-Response Relation Between
Neuromuscular Electrical Stimulation and UpperExtremity Function in Patients With Stroke.
Stroke 2010, 41:821-824: originally published
online March 4, 2010
Chae J, Bethoux F, Bohine T, Dobos L, Davis T,
Friedl A. Neuromuscular Stimulation for Upper
Extremity Motor and Functional Recovery in Acute
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Hemiplegia. Stroke. 1998; 29:975-979.
Kraft GH, Fitts SS and Hammond, MC.
Techniques to improve function of the arm and
hand in chronic hemiplegia. Arch. Phys. Med.
Rehabil. 1992; 73: 220-227.

The report also does not mention the review
articles published in this area. For example:
Kroon JR, van der Lee JH, Ijzerman MJ,
Lankhorst GJ. Therapeutic electrical stimulation
to improve motor control and functional abilities of
the upper extremity after stroke: a systematic
review. Clinical Rehabilitation 2002 16: 350-360
Chae J, Bethoux F, Bohinc T, Dobos L Davis T,
Friedl A. Neuromuscular Stimulation for Upper
Extremity Motor and Functional Recovery in Acute
Hemiplegia. Stroke 1998; 29: 975-979
Chae J, Yu D. A critical review of neuromuscular
electrical stimulation for treatment of motor
dysfunction in hemiplegia. Asst Technol 2000; 12:
33-49
Chae J, Sheffler L, Knutson J. Neuromuscular
electrical stimulation for motor restoration in
hemiplegia. Top Stroke Rehabil. 2008 SepOct;15(5):412-26.
Sheffler LR, Chae J. Neuromuscular electrical
stimulation in neurorehabilitation. Muscle Nerve.
2007 May;35(5):562-90.
de Kroon JR, Ijzerman MJ, Chae J, Lankhorst GJ,
Zilvold G. Relation between stimulation
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characteristics and clinical outcome in studies
using electrical stimulation to improve motor
control of the upper extremity in stroke. J Rehabil
Med. 2005 Mar;37(2):65-74.

197.

SH

UKCPA

1

Full

General

Conclusion of the report
The overall conclusions of the review of the
evidence for the use of electrical stimulation for
retraining function following stroke is probably
representative of the state of field; that is that
there is evidence for the efficacy and safety of the
technique but large scale trials and evidence for
cost effectiveness are lacking. However, the
wording used in the recommendation is not very
clear, offering guidance on the staff who should
provide the treatment if it is considered
appropriate but not giving any recommendation on
when the treatment is appropriate. The
recommendations on the other interventions in
this section appear clearer.
Key priorities for implementation should take into
account the patient’s ability to take their
medication, and include assessing the need for
various medicines compliance aids

Thank you for your
comment.
This is outside the scope
of this guideline and is
addressed by NICE
guidance Medicines
Adherence CG76. We
have cross refered to this
guidance in the
guideline.
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198.

SH

UKCPA

2

Full

general

You could mentioning medicines compliance aids
specifically in section 14.1.1, 14.1.2 and 15.1.2

199.

SH

University of
Salford

1

FULL

General

These stroke rehabilitation guidelines have been
much anticipated and have the potential to impact
positively on stroke outcomes and service
delivery. Unfortunately the potential is unlikely to
be realised if the guidelines are maintained in their
current form. They are incomplete and the remit
and stated methods have been inconsistently
applied.
Unfortunately this drafts demonstrates a limited
insight into how stroke services are delivered, the
policy imperatives that are driving them, and some
areas of stroke rehabilitation research, such that
some of the choices and decisions are illogical, illconceived and not reflective of the research
evidence or the clinical context.
There are many inconsistencies;
 the remit (long-term rehabilitation) is not
reflected in the title, the content or the
recommendations
 If the remit is long-term rehabilitation, then
studies involving people undergoing hospital
based rehabilitation or who are in the acute/
sub-acute stages of stroke should not be
included. But they frequently are. Either the
remit needs to be changed (recommended) or
the inclusion need to be amended to reflect

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
Guidance is already
available in Medicines
adherence CG76
We have cross referred
to this guidance.
Reference to long term
rehabilitation is within the
title of the document.
Further work carried out
post consultation
includes long term health
and social support
including social
participation and selfmanagement and further
recommendations have
been made in these
areas. .
The inclusion criteria of
studies were that they
should include a
population two weeks
post stroke. No other cut
off was applied. The
sample size was agreed
with the GDG when
signing off the question
and protocol prior to
conducting the work. This
was generally set at 20
participants in order to
exclude very small
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the remit
All choices about which studies to include or
exclude need to be reviewed to ensure that
they are complete, relevant and adhered to.
There are many examples where this is not
the case. For example
o the sample size limits for the selected
trials are not applied consistently
o the stated outcomes are incomplete,
sometimes inappropriate and
inconsistently applied
o the questions are not adhered to
the recommendations rely too strongly on the
groups’ opinions and would appear to reflect
some of the members’ personal interests and
hobby horses. They often bear little relation to
the evidence that has been appraised and
synthesised. Others are so general that they
become banal and merely repeat
recommendations in previous guidelines such
as the National Clinical Guidelines for Stroke
and the National Stroke Strategy and longestablished current practice.
The recommendations for future research are
not logically drawn from the evidence or an
appraisal of burning issues facing stroke
survivors and their families nor stroke service
providers.

I urge the group to reconsider the format and
content of these guidelines.

Developer’s Response
Please respond to each
comment
studies, but where the
GDG believed there were
few RCTs available this
was lowered for some
questions.
There are a large number
of different outcomes
measures used in stroke
rehabilitation and it is not
possible to consider them
all, therefore the GDG
were asked to limit the
number to those that
they considered to be
reliable and informative
for interpreting results.
The outcomes selected
were based on what the
GDG thought as the most
useful for the question
being posed.
The recommendations
have been made based
on the available evidence
presented and the
consensus opinion of the
group in line with
guidance given in the
NICE guideline manual.
Cross reference to
recommendations in
other guidelines has
been made where the
GDG considered further
guidance applicable to a
stroke population was
helpful.
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University of
Salford

27

FULL

General
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Developer’s Response
Please respond to each
comment
Research
recommendations are
made on the topics
addressed by the
guideline where the GDG
considered there was a
lack of robust evidence
and where trials could
answer questions leading
to improvement in
treatments for patients.
Further work has been
undertaken that includes
MDT working, goal
setting, assessment,
rehabilitation planning
and interface between
health and social care.
The order and format of
the guideline has been
edited in light of this
further work.

The recommendations for further research are
inconsistent with the remit of the guidelines,
questions asked and the evidence synthesised.

Thank you for your
comment. Areas in
which robust evidence
was lacking were
identified for further
research by the GDG
throughout development
following the appraisal of
the evidence. The GDG
was then required by
NICE to vote on the top 5
research
recommendations to be

Why choose these questions? They aren’t the
most important or pressing ones facing stroke
services or stroke survivors. They don’t answer
the major criticisms of the research quality which
came from the appraisal. They don’t reflect the
remit of the guidelines and they don’t address the
issues not included in these guidelines .
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Full
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Please respond to each
comment
highlighted in the
guideline.

There is no mention of anaemia in the guideline.
There have been a number of recent articles that
have assessed the association of anaemia with
stroke patients and outcomes:

Thank you for your
comment. This is not
within the Scope of the
guideline. We were,
unfortunately, unable to
cover all areas and
focussed upon those that
stakeholders and GDG
members initially
suggested as critical
areas to address.

WHO-defined anemia was common in both men
and women among patients with acute stroke and
predicted poor outcome.
Tanne et al. BMC Neurology 2010, 10:22
Poor outcome and mortality after ischemic stroke
are strongly associated with low and further
decreasing Hb and Hct levels.
Kellert L, Stroke. 2011 Oct;42(10):2832-2837.
Both CKD and anemia are frequent among stroke
patients and are potential risk factors for
decreased one-year survival. Could early
detection and management of both CKD and
anemia could improve survival in stroke patients.
Del Fabbro, BMC Nephrology. 2010;11(27)
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Welsh Stroke
Alliance
(Rehab Sub
group)

1

Full

general

Line No
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The topics covered do not seem to reflect the
priorities of current practice

Developer’s Response
Please respond to each
comment
Thank you for your
comment. During the
scoping stage of
guideline development,
stakeholders and GDG
members suggested the
areas they believed to be
the priority areas to
address within the stroke
rehabilitation guideline. It
was not possible to cover
all of these with the time
and resource available.
However, following
stakeholder consultation
further work has been
undertaken to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
will include: MDT
working, goal setting,
assessment and ongoing review, care
planning, long term
health and social support
and delivery in different
settings.
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203.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

2

Full

general

No clear rationale for the choice of questions

204.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

3

Full

general

Omissions in the literature e.g. recent SALT
research

205.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

4

Full

general

Only RCTs included – other designs are valid to
answer clinical research questions. Other
guidelines in existence i.e. Dutch Clinical Practice
Guideline for Physical Therapy in Stroke and
Canadian Evidence Based Review of Stroke
Rehabilitation have been significantly more
comprehensive in their incorporation of evidence
from met-analyses, systematic reviews, RCTs and

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The GDG
developed and agreed
the review questions
based on the clinical
issues included in the
scope.
All the literature searches
undertaken for the
guideline are rerun 6-8
weeks prior to
submission for
consultation and any new
studies meeting the
inclusion criteria in the
protocol are added, in
line with the methods
given in the NICE
Guideline manual.
As additional work was
undertaken post
consultation a further
update literature search
was run and any
additional studies found
incorporated into
reviews.
Thank you for your
comment. We have
searched for systematic
reviews of cohort studies
and we consulted the
GDG for any large cohort
studies in each of the
reviewed areas.
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206.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

5

Full

general

There appears to be an overview of the use of
consensus in order to make recommendations
and on occasions the consensus contradicts the
current evidence base. For example see page 104
first paragraph of “Other considerations” where
the Guideline Development Group recommend
considering incorporating strength training into a
person’s rehabilitation when there is no clear
evidence that it is better than “usual practice”. In
addition strength training will be an element of
“usual practice” but this is not discussed. A rather
narrow view of strength training is adopted

Developer’s Response
Please respond to each
comment
However, as no such
evidence was available,
the GDG considered that
small size individual
cohort studies would add
nothing to the
established knowledge of
the GDG.
Thank you for your
comment. In instances
where the literature
search found limited
evidence that addressed
the review question,
NICE guidelines
development policy
allows the GDG to use
informal consensus
methods based on the
clinical experience and
knowledge of the group
to agree current best
practice. This was a
pragmatic decision as the
GDG could not base
recommendations on the
evidence with any
confidence due to the
wide range of different
strength training and
outcomes included in
studies and the
limitations of the study
designs.
However, the GDG
observed that although
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There needs to be more synthesis of the evidence
in to a more readable and accessible form. The
lists of Clinical Evidence Statements (e.g. page 56
line 21) are not useful

Developer’s Response
Please respond to each
comment
strength training showed
no advantage over usual
practice both arms of
studies showed an
improvement, and
therefore it seemed
reasonable that strength
training could be
considered as part of a
person’s rehabilitation
package if appropriate
for that individual. We
consider this rationale to
be clear within the
recommendations and
link to evidence sections
of the guideline.
Thank you for your
comment. NICE
guidance are subject to
rigorous methodological
standards, and we are
required to provide
detailed information on
how we identified,
appraised and
summarised all literature
used to support the
development of
recommendations for our
guidance. The evidence
statements are written in
the format agreed with
NICE.
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208.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

7

Full

general

The “key priorities for implementation” appear to
be fragmented and distorted and chosen at
random. What was the process to agree this? This
needs to be more explicit

209.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

8

Full

general

There are significant omissions in the Guideline
Development Group e.g. no Local Authority rep;
no Dietetic rep; no Podiatry rep (though orthotics
were co-opted)

Developer’s Response
Please respond to each
comment
NICE’s standard clinical
guidelines can cover
large clinical areas and,
as a result, often contain
a considerable number of
recommendations
relevant to the many
review questions. Users
of the guideline need to
decide which
recommendations should
be implemented first, and
the GDG is required to
identify key priorities of
implementation. When
selecting them, the GDG
looks at the
recommendations likely
to have the biggest
impact on patient care
and patient outcomes in
the NHS. These are
also the
recommendations for
which NICE provides
clinical audit support and
other tools to aid
implementation.
Thank you for your
comments. The
developers are mindful of
the need for ensuring
that a broad range of
experience and
knowledge is
represented on the group
that reflects the topics
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210.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

9

Full

general

The full document is not accurately depicted in the
shortened version

211.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

10

Full

general

The tone of the document needs to make the
patients an active participant

Developer’s Response
Please respond to each
comment
covered within the
Scope. This has to be
balanced with the need
to ensure that the GDG is
a workable size and as
such enables individuals
to contribute effectively.
When convening the
guideline development
group the developers
have followed the
principles outlined in the
NICE Technical Manual.
Thank you for your
comment. The shortened
version is intended to
summarise the full list of
recommendations, the
key priorities for
implementation and any
research
recommendations the
developers have agreed
are important to future
work in this area.
Thank you for your
comment. Our
recommendations have
been edited to reflect
this.
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SH

Welsh Stroke
Alliance
(Rehab Sub
group)

11

Full

general
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It is unclear who the target audience is for this
guidance – professional or lay person.

Developer’s Response
Please respond to each
comment
Several versions of the
guidance are produced
by NICE to meet the
needs of varied
audiences. The full
guideline along with its
appendices is the
unabridged version and
presents the detailed
evidence used to support
all recommendations.
The NICE version
summarises all
recommendations, key
priorities for
implementation and
recommendations for
future research work, for
ease of reference by
health care
professionals. The
Understanding NICE
Guidance’ version is also
produced with the
assistance of the Patient
Involvement Programme
at NICE, this version
offers lay guidance for
patients and carers.
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213.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

12

Full

general

The quality of the writing is poor with many
typographical and grammatical errors. These
need to be identified and corrected

214.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

13

Full

general

There is no discussion on nutrition

215.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

14

Full

general

There is no discussion of stroke rehabilitation
service models or principles.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This has been
addressed by the
technical team and the
NICE editorial
department.

Thank you for your
comment. This is
beyond the scope of the
guideline. Diet and
nutritional support is
addressed in the NICE
guideline, Nutrition
support in adults (CG32).
Cross reference has
been made to this
guideline.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
includes: MDT working,
goal setting, assessment
and on-going review,
rehabilitation care
planning, including coordination between
health and social care
services, long term
health and social support
and delivery in different
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settings. Further
recommendations for all
of these areas have been
made

general

There is no discussion of treatment approaches.

general

There is no discussion of staffing, skill mix,
service models, maintenance.

Interventions differed
greatly between studies
included in reviews and
therefore it was not
possible for the GDG to
make definitive
recommendations about
which interventions
should be adopted. The
GDG have made
suggestions on the types
of approaches that could
be considered based on
the descriptions given
within individual studies.
Specifying staffing levels
and skill mix is not within
the remit of NICE
guidance. All
recommendations should
be implemented by staff
with the necessary skills
and qualifications and
managed locally.
Further work has been
undertaken post
consultation to address
the structure and process
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SH

Welsh Stroke
Alliance
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group)

15

Full

217.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

16

Full

Line No

Page 140 of 605

218.

Type

Stakeholder

Order
No

Docu
ment

Page No

SH

Welsh Stroke
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Full
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of stroke rehabilitation
which was not included in
the original scope.

There are serious omissions in the literature
related to Speech and Language Therapy.
Recent important research has not been included.

All the literature searches
undertaken for the
guideline were rerun 6-8
weeks prior to
submission for
consultation, and any
new studies meeting the
inclusion criteria in the
protocol were added in
line with the methods
given in the NICE
Guideline manual.
As additional work has
been undertaken post
consultation a further
update literature search
was run and additional
studies found were
incorporated into
reviews.
An additional review on
speech and language
therapy for aphasia has
been undertaken which
will include any recent
research that matches
the protocol.
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SH

Welsh Stroke
Alliance
(Rehab Sub
group)

18

Full

general

220.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

7

Full

general

Line No

Comments
Please insert each new comment in a new row.
Need to define the members of the MDT to
include all professionals

12-13

limiting post-hospital support to the Job Centre
and housing is a misrepresentation and
unreasonably limited view.
A minority of stroke survivors are of working age
and require help with employment. Equally a
minority have need help with housing agencies.
By far the most common ‘other agency’ is social
rd
care and 3 Sector organisations such as The
Stroke Association should also have a mention
too.
Throughout this guideline three is undue
emphasis put on vocational rehabilitation and
employment needs. This is, of course, important
but only for a minority of stroke survivors. When
there are so many areas of stroke rehabilitation
that have been excluded (or just missed) it is
difficult to justify the prominence that VR is given.
It is difficult to avoid concluding that it reflects the
interests of group members more than stroke
survivors’ needs.

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
included MDT working
and recommendations
made specifying the core
multidisciplinary team
We do not agree that
undue emphasis has
been placed on
vocational and
employment issues.
While it may be a
concern for a subgroup
of the post stroke
population, it is an area
that is currently
neglected and provision
of services is poor,
therefore the GDG
considered inclusion
within this guideline to be
justified.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
which was not included in
the original scope. This
will include: care
planning, long term
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SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

6a

Full

general

11

Cumbria and
Lancashire
Cardiac and
Stroke
Networks

1

The definition of acute management is not one I
have come across before. It seems to be about
hospital based care, which is not the same thing.
It implies that all hospital based rehabilitation
which aims to minimise impairments and activity
limitations with the aim of enabling the patient to
be discharged and able to do as many important
activities as possible is acute care. This is not the
case.
If these guidelines are limited to community based
rehabilitation then this should be made clear in the
title and all stages of the documentation.
If this is not the case, the definition of the position
of rehabilitation within the care pathway needs to
be adjusted to include hospital and community
based rehabilitation
One area I would question is the 45
minute/intensity of treatment section as this needs
either; further clarification for different settings
(Acute/community) and what modalities of therapy
this may include. We are currently completing an
audit on this in the community, it is a challenge to
achieve and have developed our approach to try
to meet this goal or record where it is not
appropriate/tolerable/unachievable with reasons
for patients. We envisage that this will be
achievable for certain patients but not others for a
variety of reasons when we review the results.

SH

Full

36 (41)

13 (18)

Developer’s Response
Please respond to each
comment
health and social support
and delivery in different
settings.

Thank you for your
comment the introduction
has been revised to
ensure clarity of meaning

45 minutes of therapy
applies to any setting
where rehabilitation
would occur and would
be made up of a range of
therapies based on the
assessment and goals of
the patient. The
recommendation states
that
The therapies should be
based on achievable
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SH

Different
Strokes

4

Full

1

274

There is little emphasis on the need for seamless
transitional processes between stages of
rehabilitation. Any waiting between treatments for
rehabilitation is detrimental to recovery.

Developer’s Response
Please respond to each
comment
goals agreed between
the person and the
rehabilitation team and
this would vary so 45
minutes may not be
appropriate for every
patient.
The recommendation
made by the GDG is in
line with the current NICE
Stroke quality standard.
Further work has been
conducted post
consultation to address
the structure and
process of stroke
rehabilitation such as,
MDT working,
assessment, goal setting
and on-going review and
delivery in different
settings which were not
included in the original
scope, therefore further
recommendations will be
made in these areas to
provide greater clarity.
Thank you for your
comment.
Further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation such as,
MDT working,
assessment, discharge
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SH

Different
Strokes

3

Full

2

42

Research recommendations are more like
questions than recommendations

Developer’s Response
Please respond to each
comment
planning and transfer of
care, co-ordination
between health and
social care services, ongoing review post stroke
and long term health and
social support including
re-access to
rehabilitation when
needed. Additional
recommendations made
by the GDG emphasise
the need for co-ordinated
planning and
communication between
agencies to ensure a
good service is provided
to patients and their
carers.
Thank you for your
comment. It is NICE’s
policy to formulate
research
recommendations as
questions. Each
question relates to an
uncertainty or evidence
gap identified during the
guideline development
process.
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Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

10

Full

4

226.

SH

227.

SH

Line No

Comments
Please insert each new comment in a new row.
The resulting guidelines very clearly do NOT
address specific SLT approaches (pages 4-7 and
page 105 line 1 – 110 line 2). Guidelines which
included an appraisal, review and synthesis of the
data relating to these SLT approaches would have
been far superior and more clinically relevant than
the review questions which appear to have been
taken forward.

To 7

Developer’s Response
Please respond to each
comment
Further work on SLT
has been undertaken
post consultation and
further recommendations
on the approaches have
been made.

8

Full

4

20-24

Inadequate referencing.

Thank you for your
comment. This part of
the guideline has been
amended.

7

Full

4

10-12

Inadequate referencing.

Thank you for your
comment. This part of
the guideline has been
amended.

Page 146 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

228.

SH

9

Full

4

25-26

Inadequate referencing.

229.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
Keele
University

6

full

Section 4.4

I am not convinced that such research exist to do
this - simply addressing the financial costs of the
service provider without understanding the patient
cost or implications for social support network
could mean the cost analysis may have limited
value.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This part of
the guideline has been
amended.

Thank you for your
comment. Consideration
of cost effectiveness
(taking into account costs
and health outcomes) is
a standard part of the
NICE guideline
development process.
This section outlines the
methods used to do this.
Subsequent chapters
detail any evidence
found. More specific
detail about the methods
used in the health
economic analysis
undertaken for the
guideline is provided in
Appendix K.
The cost perspective
used in NICE guidelines
is specified by the NICE
reference case and is
that of the NHS and
personal social services.
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230.

SH

11

Full

6

4

The section is vague: ‘patient-centred care’
sounds like it refers to specific treatment
examples. The section here describes a
involvement in decision making. What is
described here seems to be intuitive, rather than a
guidance pathway.

231.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

12

Full

7

What is the existing evidence base?
What does previous research say?
There are no references to existing literature on
the matter.

Developer’s Response
Please respond to each
comment
It is not considered
appropriate to include
patient costs.
Thank you for your
comment. The short
version of the guideline is
based on a standard
NICE template/text. This
section states the
general principles of
patient-centred care and
avoids the need for
generic
recommendations related
to this area.
Thank you for your
comment. We are
unclear what section of
the guideline you are
referring to? The
methods used follow
standard NICE
methodology and are
described in section 4 of
the full guideline. All
evidence considered in
the development of this
guideline is listed in the
list of references at the
end of the full guideline.
Further details on the
evidence that was
excluded from reviews
are listed in Appendix M.
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SH

Connect

1

Full

8

Line No

Comments
Please insert each new comment in a new row.
Stroke is a long term condition and as the remit of
these guidelines suggests should covers both
rehabilitation and support/clinical and social care
in the long term. The constituency of the
professionals involved in the development group
does not adequately reflect the long term nature
of support available (almost exclusively medical,
clinical, and academia with a dearth of social care
or voluntary sector representation who would be
better suited to bringing their knowledge of long
term support issues). As such the guidelines as a
whole are disproportionately focused on
recommendations relating to clinical issues and
do not adequately cover support to live with
stroke. Thus it is difficult to comment on these
guidelines as there is much that is omitted that
could help advising those who plan and
commission stroke services that is not evaluated.
Recommendation: convene a further set of
guidelines looking at ‘living with stroke’ with a
broader more representative group of panel
members.

Developer’s Response
Please respond to each
comment
Constituency:
Thank you for your
suggestion. The
developers are mindful of
the need for ensuring
that a broad range of
experience and
knowledge is
represented on the
group. This has to be
balanced with the need
to ensure that the GDG is
a workable size and as
such enables individuals
to contribute effectively.
When convening the
guideline, development
group the developers
have followed the
principles outlined in the
NICE Technical Manual.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
assessment, on-going
review and care planning
and long term health and
social support which
were not included in the
original scope This will
be based on the
consensus of a wider
group working with
people after stroke
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Developer’s Response
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comment
including social care and
patient organisations.

SH

Intercollegiat
e Working
Party for
Stroke

22

Full

8

general

The constitution of the GDG has we believe led to
some of the problems with the guideline. Why was
there no stroke physician? The medical
representation was largely from rehabilitation
medicine. The proportion of stroke patients who
ever see a rehabilitation medicine specialist is tiny
and those that do have very specific specialised
problems that are not representative of the wider
patient group. To illustrate the impact that this has
had one just needs to look at the section on 'major
life areas' All it considers is employment. Only
25% of stroke patients are under the age of 65
years. Why were other aspects of reintegration
with an active life not considered? Why was there
no nursing input when a large proportion of the
rehabilitation in hospital is provided by nurses?
Why was the voluntary sector only represented by
a co-opted member?

Thank you for your
suggestion. When
convening the guideline,
development group the
developers have followed
the principles outlined in
the NICE Technical
Manual. The developers
are mindful of the need
for ensuring that a broad
range of experience and
knowledge is
represented on the
group. This has to be
balanced with the need
to ensure that the GDG is
a workable size and as
such enables individuals
to contribute effectively.
Two stroke physicians
and a nurse were
members of the GDG.
Further work has been
undertaken post
consultation on long
term health and social
care, including social
participation, selfmanagement, on-going
review and re-access to
rehabilitation services
when needed which were
not included in the
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234.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

14

Full

9

235.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research

13

Full

9

Line No

5-11

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
original scope

No mention of current literature, efficacy studies,
outcome measures used or sample sizes. The
guidelines are vague and general.

We are unclear about
which section of the
guideline you are
referring to? All the
question protocols and
outcomes included and
details of the studies are
included within the
individual chapters of the
guideline, with detailed
extractions of the studies
given in the appendices.
The methods used follow
standard NICE
methodology and are
described in section 4 of
the full guideline.
Thank you.

Repetition of introduction.
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1

Full

12

1

In the BPS’s experience, many of the topics
chosen for review are not representative of
current clinical practice in the NHS. Since they are
not topical they are not relevant to NHS stroke
rehabilitation practice

The topics chosen for
inclusion were a result of
the comments received
from Stakeholders during
the scoping of topics for
inclusion. The review
questions were
developed by the NCGC
technical team in
collaboration with the
GDG. This is a large
topic area and it was not
possible to include all
aspects of stroke
rehabilitation within the
time and resource
available. However
further work was
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation such as,
MDT working,
assessment, discharge
planning and transfer of
care, co-ordination of
care and services by

Unit

236.

SH

British
Psychologica
l Society
(BPS)
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237.

SH

British
Psychologica
l Society
(BPS)

5

Full

13

238.

SH

Intercollegiat
e Working
Party for
Stroke

25

full

13

239.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

2

Full

13

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
health and social care,
on-going review and long
term health and social
care needs which were
not included in the
original scope.

In general here, we consider there to be an
overemphasis on neuroscience and an
oversimplification of the possible mechanism
underlying the effectiveness of rehabilitation
reducing these to ‘activity dependent plastic
changes’ (line 44). This omits compensatory,
adaptive and adjustment approaches to
rehabilitation and the possible impact of
psychosocial support.

Thank you for your
comment. The
introduction has been
reviewed and revised.

General

In general it feels as if there is an overemphasis
on neuroscience and an oversimplification of the
possible mechanism underlying the effectiveness
of rehabilitation reducing these to “activity
dependent plastic changes”. This omits
compensatory, adaptive and adjustment
approaches to rehabilitation and the possible
impact of psychosocial support.

Thank you for your
comment. The
introduction has been
reviewed and revised.

22-25

Although the ICF is used a model for neurological
rehabilitation in some cases in the UK. I have
never come across an example of it being used
within stroke rehabilitation. It could be used in
theory, in practice HCPs are unaware of it and it
would be a huge upheaval for them to adjust their
practice to fit it.

The ICF is a universal
model for the describing
health and disability.
There is variation in its
adoption in different
services but the GDG felt
it was an appropriate
conceptual framework to
use when considering
rehabilitation

Line No

Page 153 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.
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interventions.

240.

SH

Society for
Research in
Rehabilitatio
n (SRR)

4

FULL

13

22-25

Although the ICF is used a model for neurological
rehabilitation in some cases in the UK. I have
never come across an example of it being used
within stroke rehabilitation (in practice). It could be
used in theory, but in practice most HCPs are
unaware of it and it would be a huge upheaval for
them to adjust their practice to fit it.

241.

SH

University of
Salford

2

FULL

13

22-25

Although the ICF is used a model for neurological
rehabilitation in some cases in the UK. I have
never come across an example of it being used
within stroke rehabilitation (in practice). It could be
used in theory, but in practice most HCPs are
unaware of it and it would be a huge upheaval for
them to adjust their practice to fit it.

The ICF is a universal
model for the describing
health and disability.
There is variation in its
adoption in different
services but the GDG felt
it was an appropriate
conceptual framework to
use when considering
rehabilitation
interventions.
The ICF is a universal
model for the describing
health and disability.
There is variation in its
adoption in different
services but the GDG felt
it was an appropriate
conceptual framework to
use when considering
rehabilitation
interventions.
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Thank you. NICE
recommendations are
phrased according to the
standards set in the
NICE Technical Manual.
The wording of the
recommendations has
been reconsidered by the
GDG in light of
comments received.
Thank you for your
comment. This has been
added.
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242.

SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

1

FULL

13

1

As a neurology special interest group representing
physiotherapy, we wish to express our deep
concern with regards to the wording contained in
the NICE stroke rehabilitation guidance document
(draft format). We are deeply unsettled by the
ambiguity in language, specifically when it comes
to the recommendations themselves

243.

SH

College of
Occupational
Therapists

3

Full

13

2

It would be useful to also include statistics for
Wales and Northern Ireland.

244.

SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

2

full

13

2

Would be useful to have statistics for Wales and
Northern Ireland

Thank you for your
comment. This has been
added.

245.

SH

The Stroke
Association

8

Full

13

5

“…the advent of 5 thrombolysis and the
subsequent reorganisation of stroke services so
that thrombolysis can be delivered in an efficient
and effective manner has resulted in further
significant improvements in mortality and
morbidity from stroke” Thrombolysis is only part of
the picture. Surely direct access to a high quality
stroke unit is the key which enables thrombolysis.
Reorganisation of stroke care services has

Thank you for your
comment. The
introduction sought to
indicate the impact that
thrombolysis had on the
delivery of stroke
services and not to
negate the importance of
Stroke Units.
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impacted on many aspects of rehabilitation (eg
swallow assessment within 24 hours; early
mobilisation) and the creation of stroke units has
also helped to smooth transition to community
through stroke co-ordinators etc.

246.

SH

British
Association
of Stroke
Physicians
(BASP)

9

Full

13

7

247.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

26

Full

13

7

Reorganisation of stroke services occurred
following the publication of the stroke unit metaanalysis and systematic reviews rather than
because of thrombolysis. It is likely that stroke
units have had much more influence on achieving
equitable stroke care than thrombolysis.
Published evidence from the National Sentinel
Audit of Stroke should be cited for reductions in
stroke mortality, length of stay and new
institutionalisation rather than an obscure paper in
BMC Public Health.
Reorganisation of stroke services occurred
following the publication of the stroke unit
systematic reviews rather than because of
thrombolysis. It is arguable that stroke units have
had much more influence on quality stroke care
than thrombolysis. Evidence from stroke sentinel
audits should be quoted for reductions in stroke
mortality, length of stay and new
institutionalisation rather than an obscure paper in
BMC Public Health.

Thank you for your
comment. The
introduction sought to
indicate the impact that
thrombolysis had on the
delivery of stroke
services and not to
negate the importance of
Stroke Units. Reference
has been made to the
Sentinel Audit.
Thank you for your
comment. The
introduction sought to
indicate the impact that
thrombolysis had on the
delivery of stroke
services and not to
negate the importance of
Stroke Units. Reference
has been made to the
Sentinel Audit.
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248.

SH

Intercollegiat
e Working
Party for
Stroke

26

Full

13

7

Reorganisation of stroke services occurred
following the publication of the stroke unit
systematic reviews rather than because of
thrombolysis. It is undoubtedly the case that
stroke units have had much more influence on
quality stroke care than thrombolysis. Evidence
from stroke sentinel audits should be quoted for
reductions in stroke mortality, length of stay and
new institutionalisation rather than an obscure
paper in BMC Public Health.

249.

SH

National
CLAHRC
Stroke Group

1

Full

13

7

Reorganisation of stroke services occurred
following the publication of the stroke unit
systematic reviews rather than because of
thrombolysis. It is arguable that stroke units have
had much more influence on quality stroke care
than thrombolysis. Evidence from stroke sentinel
audits should be quoted for reductions in stroke
mortality, length of stay and new
institutionalisation rather than an obscure paper in
BMC Public Health.

250.

SH

The Stroke
Association

9

Full

13

10

“Despite these improvements in mortality and
morbidity, over 30% of people who have had a
stroke will have persisting disability, and such
individuals need access to effective rehabilitation
services”. All those who survive will need initial,
medium and in some cases longer term
rehabilitation to address deficits in mobility,
communication and cognition etc. For half of
these people, long term disability and impairment
may remain, and they would benefit from
continuing and further rehabilitation in the longer
term. But this guideline must also cover the
remaining stroke survivors who require
rehabilitation in order to gain complete recovery.
Thus the potential proportion of people who have

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The
introduction sought to
indicate the impact that
thrombolysis had on the
delivery of stroke
services and not to
negate the importance of
Stroke Units. Reference
has been made to the
Sentinel Audit.
Thank you for your
comment. The
introduction sought to
indicate the impact that
thrombolysis had on the
delivery of stroke
services and not to
negate the importance of
Stroke Units. Reference
has been made to the
Sentinel Audit.
Thank you. The
developers were asked
to produce a joint clinical
and social care guideline
on the long-term
rehabilitation and support
of stroke patients, so our
introductory text focuses
on the individuals who
need to access effective
rehabilitation services in
a long-term context.
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251.

SH

British
Psychologica
l Society
(BPS)

2

Full

13

11

252.

SH

Intercollegiat
e Working
Party for
Stroke

27

full

13

11

Comments
Please insert each new comment in a new row.
a stroke who could benefit from rehabilitation is
over 60%. The NICE Acute Stroke Guideline
stops at 7 days post stroke, so we would look to
this guideline to provide guidance on rehabilitation
for all stroke patients post 7 days and after
discharge.
The wording in the draft guideline restricts
rehabilitation to only the 30% of people who have
had a stroke that experience persisting disability.
However, best practice models of rehabilitation
start much earlier in the stroke pathway – long
before persistence is known – and may well have
a preventative role in the acute phase.

Current wording restricts rehabilitation to only the
30% with persisting disability whereas best
practice models of rehabilitation start much earlier
in the stroke pathway long before persistence is
known and may well have a preventative role in
the acute phase.

Developer’s Response
Please respond to each
comment

Thank you. The
developers were asked
to produce a joint clinical
and social care guideline
on the long-term
rehabilitation and support
of stroke patients, so our
introductory text focuses
on the individuals who
need to access effective
rehabilitation services in
a long-term context.
However, our
introductory text has
been amended to reflect
the fact that the
rehabilitation approach
starts at diagnosis.
Thank you. The
developers were asked
to produce a joint clinical
and social care guideline
on the long-term
rehabilitation and support
of stroke patients, so our
introductory text focuses
on the individuals who
need to access effective
rehabilitation services in
a long-term context.
However, our
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introductory text has
been amended to reflect
the fact that the
rehabilitation approach
starts at diagnosis.

253.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

21

Full

13

12

In the Introduction – dislike the term ‘restoration’’
– would prefer ‘maximise physiological and
psychological function’

Thank you for your
comment.

254.

SH

College of
Occupational
Therapists

4

Full

13

16

Needs to include ‘Stroke’ rehabilitation service.

Thank you for your
comment. This has been
amended

255.

SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

3

full

13

16

Needs to include stroke rehabilitation service

Thank you for your
comment. This has been
amended
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SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research
Unit

16

Full

13

17

“A rehabilitation service comprises a
multidisciplinary team of people who work
together towards common goals for each patient,
involve and educate the patient and family, have
relevant knowledge and skills and can resolve
most of the common problems faced by their
patients.” Comment: The guideline acknowledges
that working towards ‘common goals’ for each
patient is fundamental to the rehabilitation
process, but does not include a ‘Goal Setting’
section within the guideline. This leaves clinicians
unclear about what the available evidence base is
to support goal setting, or how it should be
implemented. Unfortunately, the evidence base to
support the impact of goal setting on stroke
patient outcomes is weak (Rosewilliam 2011).
However, if you look beyond the stroke literature,
the following points can be made:
 There is a strong theoretical rationale to
support the use of goal setting in
rehabilitation settings (Sniehotta FF, et al
2005; Hart T, Evans J. 2006; Scobbie L,
et al 2009 )
 There is growing empirical evidence to
suggest that goal setting can result in
greater adherence to therapy
programmes and improved goal related
performance ( Sniehotta FF, 2006;
Schwarzer R, et al.2008; Estabrooks PA,
et al 2005; Arnetz JE. et al. 2004).
 Patients with increased involvement in
goal setting report greater satisfaction
with their rehabilitation experience and
goals to be more personally relevant
(Holliday RC. et al. 2007).

Developer’s Response
Please respond to each
comment
Further work carried out
post consultation has
included a review of goal
setting. This has been
considered by the GDG
and further
recommendations made.
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We agree, however the
point being made was
that members of the MDT
in partnership with the
patient have common
goals.
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257.

SH

Welsh Stroke
Alliance
(Rehab Sub
group)

22

Full

13

17

Goals should be ‘individualised’ not ‘common’

258.

SH

College of
Occupational
Therapists

5

Full

13

18

Instead of resolve - facilitate patients.

Thank you for your
suggestion.

259.

SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

4

full

13

18

Instead of resolve - facilitate patients

Thank you for your
suggestion

260.

SH

College of
Occupational
Therapists

6

Full

13

21

We would suggest rephrasing to ‘managing
persisting impairments’ (long term) instead of
‘managing persisting change’.

Thank you for your
suggestion
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261.

SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

5

full

13

21

Could we use the word persisting “impairments”
(long term) instead of “change”

262.

SH

British
Association
of Stroke
Physicians
(BASP)

10

Full

13

25

BASP are concerned that the role of nurses as
members of the MDT is not explicitly stated. They
are a crucial element of stroke unit care and
sustaining a therapeutic environment.

263.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

3

Full

13

25

The exclusion of nurses, psychologists and social
workers is a major omission.

Developer’s Response
Please respond to each
comment
Thank you for your
suggestion.

The professions listed
are meant as examples
and not a definitive list.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working.
Revised guidance will
provide more detail in
this area.
The professions listed
are meant as examples
and not a definitive list.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working
and revised guidance will
provide more detail in
this area.
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264.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

27

Full

13

25

Need to include nurses as members of the MDT.
They are a crucial element of stroke unit care.

265.

SH

Intercollegiat
e Working
Party for
Stroke

24

Full

13

25

Need to include nurses as members of the MDT.
They are a crucial element of stroke unit care.

266.

SH

National
CLAHRC
Stroke Group

2

Full

13

25

Need to include nurses as members of the MDT.
They are a crucial element of stroke unit care.

Developer’s Response
Please respond to each
comment
The professions listed
are meant as examples
and not a definitive list.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working;
revised guidance will
provide more detail in
this area.
The professions listed
are meant as examples
and not a definitive list.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working,
revised guidance will
provide more detail in
this area.
The professions listed
are meant as examples
and not a definitive list.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working,
revised guidance will
provide more detail in
this area.
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SH

Society for
Research in
Rehabilitatio
n (SRR)

5

FULL

13

25

The exclusion of nurses, psychologists and social
workers is a major omission which should be
rectified.
The absence of any rehabilitation that is often led
by nurses (incontinence, mood, interface with
families and carers, and other agencies etc, etc

268.

SH

University of
Salford

3

FULL

13

25

The exclusion of nurses, psychologists and social
workers is a major omission which should be
rectified.

269.

SH

British
Psychologica
l Society
(BPS)

3

Full

13

26

The BPS is not aware of the existence of cognitive
therapists in UK stroke care. As the mention of
such therapists here is not an accurate
representation of how current care is delivered we
recommend this be removed.

Developer’s Response
Please respond to each
comment
The professions listed
are meant as examples
and not a definitive list.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working,
revised guidance will
provide more detail in
this area.
The professions listed
are as meant as an
example and not a
definitive list. Further
work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working
and revised guidance will
provide more detail in
this area.
Thank you for your
comment. This has been
removed.
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removed.

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

270.

SH

Intercollegiat
e Working
Party for
Stroke

28

full

13

26

We have never heard of the existence of cognitive
therapists in UK stroke care. That may well be a
worthy aspiration but is not an accurate
representation of how current care is delivered.

271.

SH

Society for
Research in
Rehabilitatio
n (SRR)

7

full

13

26

I have never heard of the existence of cognitive
therapists in UK stroke care. That may well be a
worthy aspiration but is not an accurate
representation of how current care is delivered.

This has been removed.

272.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

15

Full

13

26

“Treatments are largely delivered via physical,
occupational, cognitive and speech and language
therapists.” Comment: Nursing should be included
within this group as they have 24/7 contact with
patients during the in-patient phase of
rehabilitation

The professions listed
are meant as examples
and not a definitive list.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as MDT working,
revised guidance will
provide more detail in
this area.
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273.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

4

Full

13

30

The aim of rehabilitation is not just to maximise
participation. It is to minimise activity limitations as
well. These are not the same thing and one does
not automatically lead to the other. I would also
argue that one of the aims/outcomes of effective
rehabilitation is minimise on-going health and
social care costs through the impact on activity
and participation

274.

SH

Society for
Research in
Rehabilitatio
n (SRR)

6

FULL

13

30

The aim of rehabilitation is not just to maximise
participation. It is to minimise activity limitations as
well (and to minimise impairments as a way to
facilitate activity). These are not the same thing
and one does not automatically lead to the other. I
would also argue that one of the aims/outcomes
of effective rehabilitation is minimise on-going
health and social care costs through the impact on
activity and participation

275.

SH

University of
Salford

4

FULL

13

30

In general it feels as if there is an overemphasis
on neuroscience and an oversimplification of the
possible mechanism underlying the effectiveness
of rehabilitation reducing these to “activity
dependent plastic changes”. This omits
compensatory, adaptive and adjustment
approaches to rehabilitation and the possible
impact of psychosocial support.
The aim of rehabilitation is not just to maximise
participation. It is to minimise activity limitations as
well (and to minimise impairments as a way to
facilitate activity). These are not the same thing
and one does not automatically lead to the other. I
would also argue that one of the aims/outcomes
of effective rehabilitation is minimise on-going
health and social care costs through the impact on
activity and participation
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Please respond to each
comment
Thank you for your
helpful comment, these
concerns have been
addressed and are now
reflected in the text.

Thank you for your
helpful comment, these
concerns have been
addressed and this is
now reflected in the text.

Thank you for your
helpful comment, these
concerns have been
addressed and this is
now reflected in the text.
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276.

SH

British
Association
of Stroke
Physicians
(BASP)

11

Full

13

32

BASP would suggest that the Royal College of
Physicians guideline is much more familiar to
most stroke clinicians than BSRM guideline.

277.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

28

Full

13

32

Quote ICSWP guideline which is much more
familiar to most stroke clinicians than BSRM
guideline.

Thank you for your
comment, The Royal
College of Physicians
guideline is now referred
to within the guideline.

278.

SH

Intercollegiat
e Working
Party for
Stroke

29

Full

13

32

Quote ICSWP guideline which is much more
familiar to most stroke clinicians than BSRM
guideline and much more relevant as it is
applicable to all stroke patients and not just the
highly select group that the BSRM are involved
with.

Thank you for your
comment, The Royal
College of Physicians
guideline is now referred
to within the guideline.

279.

SH

National
CLAHRC
Stroke Group

3

Full

13

32

Quote ICSWP guideline which is much more
familiar to most stroke clinicians than BSRM
guideline.

Thank you for your
comment, The Royal
College of Physicians
guideline is now referred
to within the guideline.
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280.

SH

The Stroke
Association

10

Full

13

34

We believe the Royal College of Physicians
Stroke Guidelines should also have been
consulted.

281.

SH

The Stroke
Association

11

Full

13

35

There is also a lack of clarity (especially among
commissioners) about the different rehabilitation
aspects of the whole stroke pathway, including the
need for as much intensity of therapy as possible;
continuity of therapy and for therapy to be
available for as long as needed. This guideline
compounds that lack of clarity. Therefore it should
include timescales and milestones (ie a narrative)
rather than just picking out individual therapeutic
interventions.

Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, goal setting,
rehabilitation planning,
on-going review including
long term health and
social support,
reassessment and reaccess into rehabilitation
when needed which were
not included in the
original scope.

282.

SH

British
Psychologica
l Society
(BPS)

4

Full

13

47

The paper referenced as number 10 (Hesse et al.,
1994) concerns treadmill training not neglect; the
paper referenced as number 11 (Frassinetti et al.,
2002) suggests that prism adaptation shows
promise but it is not based on the definitive
controlled trial that would be required to
demonstrate that prism adaptation reverses
neglect.

Thank you we have
deleted the incorrect
reference.

References:
Hesse, S., Bertelt, C., Jahnke, M.T., Schaffrin,
A., Baake, P., Malezic, M. & Mauritz, K.H.
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(1994). Restoration of Gait in Nonambulatory
Hemiparetic Patients by Treadmill Training with
Partial Body-Weight Support. Archives of
Physical Medicine & Rehabilitation, 75, 10871093.
Frassinetti, F., Angeli, V., Meneghello, F.,
Avanzi, S., Làdavas, E. (2002). Long-Lasting
Amelioration of Visuospatial Neglect by Prism
Adaptation, Brain, 125, 608-623.
283.

SH

Intercollegiat
e Working
Party for
Stroke

30

full

13

47

Reference 10 is treadmill not neglect and
reference 11 does not prove that prism adaptation
reverses neglect.

Thank you we have
deleted the incorrect
reference.

284.

SH

Society for
Research in
Rehabilitatio
n (SRR)

8

full

13

47

Reference 10 is treadmill not neglect and
reference 11 does not prove that prism adaptation
reverses neglect.

Thank you we have
deleted the incorrect
reference.

285.

SH

South
Central
Cardiovascul
ar Network

1

Full

13

47

No supporting reference for FES research.

Thank you for your
comment. This has been
edited.
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286.

SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

2

FULL

14

16-19

The sentence which states’ Some individuals may
decline treatment which health care professionals
see as important. In such circumstances issues
such as capacity and consent need to be
considered 12.’ This sentence could be
misinterpreted, we believe that treatment
decisions should be made collaboratively, and an
important component of rehabilitation is working
with patients to inform them about the benefits or
disadvantages rehabilitation.

287.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing

18

Full

14

6-8

The guideline clearly states “This guideline covers
some of the available interventions that can be
used in stroke rehabilitation, and highlights where
there are gaps in the evidence. It is not intended
to be comprehensive” page 14 (lines 6-8) however
there are some have major concerns relating to
the manner in which the scope of these guidelines
were developed and taken forward. ( see
following points 1-)

Developer’s Response
Please respond to each
comment
Thank you for your
comment, an
assessment of capacity
should of course include
working with the patient
to inform them of the
benefits and
disadvantages of
particular course of
action.
Decisions made on which
areas to cover within this
guideline were as a result
of the stakeholder
scoping consultation. It
was not possible to cover
all aspects of stroke
rehabilitation within the
resources and time
available. However,
further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation such as,
MDT working,
assessment and ongoing review, goal
setting, care planning,
and delivery in different
settings which were not
included in the original
scope.
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288.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

19

Full

14

6-8

There is a lack of clarity surrounding the process
through which the initial identification of the
clinical topic areas and review questions were
identified. While the methodology of the
identification, synthesis and review of the data
retrieved relating to the review questions is clearly
detailed and described and employs an accepted
approach and is of a high standard, the real lack
of information, detail and justification relates to the
process through which the review questions were
identified.

289.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health

17

Full

14

6-8

“This guideline covers some of the available
interventions that can be used in stroke
rehabilitation, and highlights where there are gaps
in the evidence. It is not intended to be
comprehensive.” Comment: What clinicians need
in a guideline is a comprehensive overview of the
evidence based interventions available to them –
not intending to be comprehensive questions if the

Developer’s Response
Please respond to each
comment
Decisions made on which
areas to cover within this
guideline were as a result
of the stakeholder
scoping consultation. It
was not possible to cover
all aspects of stroke
rehabilitation within the
resources and time
available. The questions
were developed by the
technical team in
conjunction with the GDG
who prioritised the
clinical questions to be
addressed. Particular
attention is placed on
those areas where there
is currently diversity in
practice, areas of
uncertainty with regards
efficacy or where there is
a significant economic
impact. Details on how
questions were
developed are outlined in
the methods chapter of
the guideline
Unfortunately it was not
possible to cover all
aspects of stroke
rehabilitation within the
resources and time
available and decisions
made on which areas to
cover within this
guideline were as a result
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290.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

Comments
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guideline is fit for purpose.

5

Full

14

7-8

I thought the whole point of NICE guidelines was
that they were comprehensive

Developer’s Response
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comment
of the stakeholder
scoping consultation.
However, in order to
address stakeholders
concerns further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as,
MDT working,
assessment and ongoing review, goal
setting, care planning,
and delivery in different
settings which were not
included in the original
scope.
No, this is not the case.
The scoping of the
guideline involves
identifying the most
important aspects of care
that the clinical guideline
will cover. This ensures
that the guideline
focuses on areas in
which the NHS most
needs advice. Key
clinical issues relate to
the effectiveness and
cost effectiveness of
interventions or tests that
are being considered for
a given population. The
developers are asked by
NICE to consider the
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following:
Uncertainty or
disagreement on best
practice, such as:
variation in current
practice, evidence
suggesting that common
practice may not be best
practice or debate in the
literature.
Potential to improve
important health
outcomes and/or make
better use of health
resources. Such as:
how many people are
affected, the potential for
health gain at acceptable
cost, the potential for
achieving cost savings
with no, or limited,
adverse impact on
health.
Potential for avoiding
unlawful discrimination
and reducing health
inequalities.
such as considering
possible inequalities
relating to sex and
gender, race and
ethnicity, disability, age,
sexual orientation and
gender reassignment,
religion or belief, and
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socioeconomic status.
Likelihood that the
guideline could
contribute to change
such as: new review of
the evidence or an
economic evaluation
likely to reduce existing
uncertainties.
Nice methodology is laid
out in the Guidelines
manual available on the
NICE website.

291.

SH

Society for
Research in
Rehabilitatio
n (SRR)

9

FULL

14

7-8

I thought the whole point of NICE guidelines was
that they were comprehensive

No, this is not the case.
The scoping of the
guideline involves
identifying the most
important aspects of care
that the clinical guideline
will cover. This ensures
that the guideline
focuses on areas in
which the NHS most
needs advice. Key
clinical issues relate to
the effectiveness and
cost effectiveness of
interventions or tests that
are being considered for
a given population. The
developers are asked by
NICE to consider the
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following:
Uncertainty or
disagreement on best
practice, such as:
variation in current
practice, evidence
suggesting that common
practice may not be best
practice or debate in the
literature.
Potential to improve
important health
outcomes and/or make
better use of health
resources. Such as:
how many people are
affected, the potential for
health gain at acceptable
cost, the potential for
achieving cost savings
with no, or limited,
adverse impact on
health.
Potential for avoiding
unlawful discrimination
and reducing health
inequalities.
such as considering
possible inequalities
relating to sex and
gender, race and
ethnicity, disability, age,
sexual orientation and
gender reassignment,
religion or belief, and
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socioeconomic status.
Likelihood that the
guideline could
contribute to change
such as: new review of
the evidence or an
economic evaluation
likely to reduce existing
uncertainties.
Nice methodology is laid
out in the Guidelines
manual available on the
NICE website.

292.

SH

Society for
Research in
Rehabilitatio
n (SRR)

11

FULL

14

12-13

Limiting post-hospital support to the Job Centre
and housing is a misrepresentation and
unreasonably limited view.
A minority of stroke survivors are of working age
and require help with employment. Equally a
minority need help with housing agencies.
By far the most common ‘other agency’ is social
rd
care and 3 Sector organisations such as The
Stroke Association should also have a mention
too – and should be reflected in the questions and
recommendations.
Throughout this guideline there is undue
emphasis put on vocational rehabilitation and
employment needs. This is, of course, important
but for a minority of stroke survivors. When there
are so many areas of stroke rehabilitation that
have been excluded (or just missed) it is difficult
to justify the prominence that VR is given.

These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
not believe to be
excessive and was
included as other
stakeholders identified a
need to consider younger
people after stroke for
whom employment would
be a significant concern
and where provision of
vocational rehabilitation
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is currently often poor.

SH

University of
Salford

5

FULL

14

7-8

I thought the whole point of NICE guidelines was
that they were comprehensive

No, this is not the case.
The scoping of the
guideline involves
identifying the most
important aspects of care
that the clinical guideline
will cover. This ensures
that the guideline
focuses on areas in
which the NHS most
needs advice. Key
clinical issues relate to
the effectiveness and
cost effectiveness of
interventions or tests that
are being considered for
a given population. The
developers are asked by
NICE to consider the
following:
Uncertainty or
disagreement on best
practice, such as:
variation in current
practice, evidence
suggesting that common
practice may not be best
practice or debate in the

Page 177 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
literature.
Potential to improve
important health
outcomes and/or make
better use of health
resources. Such as:
how many people are
affected, the potential for
health gain at acceptable
cost, the potential for
achieving cost savings
with no, or limited,
adverse impact on
health.
Potential for avoiding
unlawful discrimination
and reducing health
inequalities.
such as considering
possible inequalities
relating to sex and
gender, race and
ethnicity, disability, age,
sexual orientation and
gender reassignment,
religion or belief, and
socioeconomic status.
Likelihood that the
guideline could
contribute to change
such as: new review of
the evidence or an
economic evaluation
likely to reduce existing
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uncertainties.
Nice methodology is laid
out in the Guidelines
manual available on the
NICE website.

294.

SH

University of
Salford

7

FULL

14

12-13

Limiting post-hospital support to the Job Centre
and housing is a misrepresentation and
unreasonably limited view.
A minority of stroke survivors are of working age
and require help with employment. Equally a
minority need help with housing agencies.
By far the most common ‘other agency’ is social
rd
care and 3 Sector organisations such as The
Stroke Association should also have a mention
too – and should be reflected in the questions and
recommendations.
Throughout this guideline there is undue
emphasis put on vocational rehabilitation and
employment needs. This is, of course, important
but for a minority of stroke survivors. When there
are so many areas of stroke rehabilitation that
have been excluded (or just missed) it is difficult
to justify the prominence that VR is given.

These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
not believe to excessive
and was included as
other stakeholders
identified a need to
consider younger people
after stroke for whom
employment would be
significant concern and
where provision of
vocational rehabilitation
is currently often poor
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295.

SH

The Stroke
Association

12

Full

14

1

There is a lack of robust evidence about many
aspects of rehabilitation. Some of this is due to
lack of research investment. But there are also
many barriers to being able to carry out robust
trials - double blinded randomised control trials
are simply impossible to conduct for some
interventions. Our concern is that good evidence
has been downgraded and that so-called “weaker”
evidence that could usefully have been used to
improve the guidelines (and consensus
statements from the expert members of the
guideline panel) have been omitted, to the
detriment of the overall guideline. In this way,
while not being comprehensive, the guideline
would, at least, have had a coherence in terms of
the whole stroke pathway.

296.

SH

British
Association
of Stroke
Physicians
(BASP)

12

Full

14

8

Missing full stop.

297.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

29

Full

14

8

Missing full stop

Developer’s Response
Please respond to each
comment
We have adjusted the
methodology to address
the issue of double
blinding in this review
and downgraded studies
(for blinding) only if the
outcome assessors were
not blinded (single
blinding). In addition to
blinding, studies were
also downgraded for
other study limitations
like randomisation and
allocation concealment.
These studies with the
study limitations were
looked at by the group
and were used to
reinforce decisions and
consensus statements.
Thank you for your
comment. This has been
addressed.

Thank you for your
comment. This has been
addressed.
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such as, MDT working,
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planning, and delivery in
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were not included in the
original scope.
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298.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

30

Full

14

8

As these guidelines are not comprehensive you
should cross reference to ICSWP guideline

299.

SH

Intercollegiat
e Working
Party for
Stroke

31

Full

14

8

Missing full stop

Thank you for your
comment.

300.

SH

Intercollegiat
e Working
Party for
Stroke

32

Full

14

8

As these guidelines are not comprehensive you
should cross reference to ICSWP guideline

Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
assessment and ongoing review and care
planning, and delivery in
different settings which
were not included in the
original scope.

Page 181 of 605

Developer’s Response
Please respond to each
comment
Thank you for your
comment.

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

301.

SH

National
CLAHRC
Stroke Group

4

Full

14

8

Missing full stop

302.

SH

National
CLAHRC
Stroke Group

5

Full

14

8

As these guidelines are not comprehensive you
should cross reference to ICSWP guideline

Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
assessment and ongoing review and care
planning, and delivery in
different settings which
was not included in the
original scope.

303.

SH

The Stroke
Association

13

Full

14

9

This recognition of the whole stroke pathway is
welcome, but does not inform the structure of the
guideline or the context for the recommendations.
Why not?

Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
assessment and ongoing review and care
planning, and delivery in
different settings which
was not included in the
original scope.
The structure of the
guideline was reviewed
in light of this additional
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work.

304.

SH

Society for
Research in
Rehabilitatio
n (SRR)

10

FULL

14

11

Thank you for your
comment. The
introduction has been
revised to ensure greater
clarity of meaning.

305.

SH

University of
Salford

6

FULL

14

11

The definition of acute management is not one I
have come across before. It seems to be about
hospital based care, which is not the same thing.
It implies that all hospital based rehabilitation
(which aims to minimise impairments and activity
limitations to enable discharged and activities in
everyday life) is acute care. This is not the case.
If these guidelines are limited to community based
rehabilitation then this should be made clear in the
title and all stages of the documentation.
If this is not the case, the definition of the position
of rehabilitation within the care pathway needs to
be adjusted to include hospital and community
based rehabilitation. I would suggest that the remit
needs to be split in to two reviews – hospital and
community based rehabilitation and a separate
one on long-term support
Throughout out this section, clear definitions are
needed. And the choices made need to reflect
current mainstream policy and practice
The definition of acute management is not one I
have come across before. It seems to be about
hospital based care, which is not the same thing.
It implies that all hospital based rehabilitation
(which aims to minimise impairments and activity
limitations to enable discharged and activities in
everyday life) is acute care. This is not the case.
If these guidelines are limited to community based

Thank you for your
comment. The
introduction has been
revised to ensure greater
clarity of meaning.
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rehabilitation then this should be made clear in the
title and all stages of the documentation.
If this is not the case, the definition of the position
of rehabilitation within the care pathway needs to
be adjusted to include hospital and community
based rehabilitation. I would suggest that the remit
needs to be split in to two reviews – hospital and
community based rehabilitation and a separate
one on long-term support
Throughout out this section, clear definitions are
needed. And the choices made need to reflect
current mainstream policy and practice
People being discharged with stroke very rarely
immediately need the services of Job Centre Plus.
Many patients may or may not be in employment
and even if they are they are unlikely to be ready
to return to work at the time of discharge. Almost
all patients need psychosocial advice and
information and signposting to Information Advice
Support Coordinators (e.g. from The Stroke
Association) is much more relevant.
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These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
not believe to excessive
and was included as
other stakeholders
identified a need to
consider younger people
after stroke for whom
employment would be
significant concern and
where provision of
vocational rehabilitation
is currently often poor.
We have cross referred
to anxiety, depression
and patient experience
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,NICE guidance in
relation to psychosocial
advice and information
for patients.

Full

14

14

Local Authority should be included here as
another agency providing support following
discharge.

These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.

6

full

14

14

Major players Local Authority needs to be
included

These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.

31

Full

14

14

People being discharged with stroke very rarely
immediately need the services of Job Centre Plus.
Many patients may or may not be in employment
and even if they are they are unlikely to be ready
to return to work at the time of discharge or even
think about it. Almost all patients need
psychosocial advice and information and
signposting to Information Advice Support
Coordinators (eg from The Stroke Association) is
much more relevant.

These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
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307.

SH

College of
Occupational
Therapists

7

308.

SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

309.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network
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SH

Intercollegiat
e Working
Party for
Stroke

33

Full

14

14

People being discharged with stroke very rarely
immediately need the services of Job Centre Plus.
Many patients may or may not be in employment
and even if they are they are unlikely to be ready
to return to work at the time of discharge or even
think about it. Almost all patients need
psychosocial advice and information and
signposting to Information Advice Support
Coordinators (eg from The Stroke Association) is
much more relevant.
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not believe to be
excessive and was
included as other
stakeholders identified a
need to consider younger
people after stroke for
whom employment would
be significant concern
and where provision of
vocational rehabilitation
is currently often poor.
We have cross referred
to anxiety, depression
and patient experience
,NICE guidance in
relation to psychosocial
advice and information
for patients.
These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
not believe to be
excessive and was
included as other
stakeholders identified a
need to consider younger
people after stroke for
whom employment would
be significant concern

Page 186 of 605

311.

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

SH

National
CLAHRC
Stroke Group

6

Full

14

14

People being discharged with stroke very rarely
immediately need the services of Job Centre Plus.
Many patients may or may not be in employment
and even if they are they are unlikely to be ready
to return to work at the time of discharge or even
think about it. Almost all patients need
psychosocial advice and information and
signposting to Information Advice Support
Coordinators (eg from The Stroke Association) is
much more relevant.

Developer’s Response
Please respond to each
comment
and where provision of
vocational rehabilitation
is currently often poor.
We have cross referred
to anxiety, depression
and patient experience,
NICE guidance in
relation to psychosocial
advice and information
for patients.
These were given as
examples and not meant
to be exhaustive. We
have edited to include
social services and
voluntary stroke
organisations.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
not believe to excessive
and was included as
other stakeholders
identified a need to
consider younger people
after stroke for whom
employment would be
significant concern and
where provision of
vocational rehabilitation
is currently often poor.
We have cross referred
to anxiety, depression
and patient experience,
NICE guidance in
relation to psychosocial
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Developer’s Response
Please respond to each
comment
advice and information
for patients.

312.

SH

20

Full

15

9-12

SH

6b

Full

15

38-39

While the guideline acknowledges that the there
are limitations (as above) it goes on to state that
“NICE guidelines can provide recommendation for
the treatment and care of people by health
professionals, be used to develop standards ....be
used in the education and training of health
professionals.... help patients to make informed
decisions...” (page 15 lines 9-12). However, the
extent to which the guidelines will in fact achieve
these goals will be determined by the clinical
relevance of the scope of the document and of the
review questions asked.
The remit quoted here (joint clinical and social
care guideline on the long-term rehabilitation and
support of stroke patients.) is not reflected in the
title of the document, nor the content. The use of
the term ‘long-term’ implies that is restricted for
people who have completed attempts at
‘restorative’ rehabilitation and are in the chronic
stages of stroke and whose rehabilitation focuses
on adaptive and maintenance strategies – so
called ‘life after stroke’. However much of the
evidence included in the document is from studies
involving patients in the acute or sub-acute stages
of stroke while undergoing restorative
interventions in hospital.
Clarification of and consistent adherence to the
remit is urgently needed.

Thank you for your
comment.

313.

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

The population included
within the guideline is
described in the scope
as follows;
Adults and young people
16 years and older who
have had a stroke and
who are in the sub-acute
(recovery) phase. Papers
that included a
population two weeks
post stroke were included
in the reviews. The
description of
populations was often
unclear, but we have
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A few definitions would help a great deal

314.

SH

Society for
Research in
Rehabilitatio
n (SRR)

12

FULL

15

38-39

The remit quoted (joint clinical and social care
guideline on the long-term rehabilitation and
support of stroke patients.) is not reflected in the
title of the document, nor the content. The use of
the term ‘long-term’ implies that is restricted for
people who have completed attempts at
‘restorative’ rehabilitation and are in the chronic
stages of stroke and whose rehabilitation focuses
on adaptive and maintenance strategies – so
called ‘life after stroke’.
However, much of the evidence included in the
document is from studies involving patients in the
acute or sub-acute stages of stroke while
undergoing restorative interventions in hospital.
Clarification of and consistent adherence to the
remit is urgently needed.

Developer’s Response
Please respond to each
comment
indicated the time since
stroke where stated.
Details of the
inclusion/exclusion
criteria are given in the
methods chapter.

Further work has been
undertaken post
consultation to address
on term health and social
support including selfmanagement, social
participation on-going
review and reaccess into
rehabilitation when
needed which was not
included in the original
scope.
The population included
within the guideline is
described in the scope
as follows;
Adults and young people
16 years and older who
have had a stroke and
who are in the sub-acute
(recovery) phase. Papers
that included a
population two weeks
post stroke were included
in the reviews. The
description of
populations was often
unclear, but we have
indicated the time since
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Given the supposed remit, the absence of
anything about social care, on-going support of
individuals and families/carers, emotional wellbeing, interface between health and social care,
long-term rehabilitation and specifically to promote
participation are major omissions which needs to
be rectified

315.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

21

Full

15

38-39

“The remit for this guideline is: to produce a joint
clinical and social care guideline on the long-term
rehabilitation and support of stroke patients.”
Comment: Noting that the remit of the guideline is
long-term rehabilitation and support (above) - it is
unfortunate that a review of domestic life has
been restricted to personal activities of daily living/
self care. Whilst self care is important, there is an
evidence base to support Occupational Therapy
for stroke patients to improve Extended Activities
of Daily Living’ (such as walking outdoors,
household chores use of public transport) and
leisure/social participation, in addition to activities
of daily living (Walker et al 2004; Steultjens 2003).

Developer’s Response
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stroke where indicated.
Details of the
inclusion/exclusion
criteria are given in the
methods chapter.
Further work has been
undertaken post
consultation to address
long term health and
social support including
self-management, social
participation on-going
review and re-access into
rehabilitation when
needed which was not
included in the original
scope.

Further work has been
undertaken post
consultation to address
long term health and
social support including
self-management, social
participation, on-going
review and reaccess into
rehabilitation when
needed which was not
included in the original
scope.
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SH

University of
Salford

8

FULL

15

38-39

The remit quoted here (joint clinical and social
care guideline on the long-term rehabilitation and
support of stroke patients.) is not reflected in the
title of the document, nor the content. The use of
the term ‘long-term’ implies that is restricted for
people who have completed attempts at
‘restorative’ rehabilitation and are in the chronic
stages of stroke and whose rehabilitation focuses
on adaptive and maintenance strategies – so
called ‘life after stroke’.
However, much of the evidence included in the
document is from studies involving patients in the
acute or sub-acute stages of stroke while
undergoing restorative interventions in hospital.
Clarification of and consistent adherence to the
remit is urgently needed.
Given the supposed remit, the absence of
anything about social care is a major omission
which needs to be rectified

Developer’s Response
Please respond to each
comment
The population included
within the guideline is
described in the scope
as follows;
Adults and young people
16 years and older who
have had a stroke and
who are in the sub-acute
(recovery) phase. Papers
that included a
population two weeks
post stroke were included
in the reviews. The
description of
populations was often
unclear, but we have
indicated the time since
stroke where indicated.
Details of the
inclusion/exclusion
criteria are given in the
methods chapter.
Further work has been
undertaken post
consultation to address
long term health and
social support including
self-management, social
participation on-going
review and re-access into
rehabilitation when
needed which was not
included in the original
scope.
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SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

7

Full

16

25-29

The clinical areas included in this guideline are
perverse. They do not follow the ICF as stated,
nor reflect clinical practice.
If they did follow the ICF, there would be a list of
impairments, activity limitations and participation
restrictions and the social and environmental
factors which affect stroke survivors and analyses
of the interventions to treat them – this would
have been a logical way forward. It would
however prevent consideration of areas of service
delivery.
The clinical areas chosen is incomplete and
illogical – and inconsistent .
Why is there nothing on balance problems, upper
limb function, mood, fatigue, pain, or extended
ADL, falls, carer burden/stress? All of which are
known to be common, enduring problems after
stroke.
Why are dysphagia and visual field loss chosen
as impairments which are specific addressed but
other stroke-related impairments are not.
How are ‘physical, cognitive and speech functions’
defined. The use of the term ‘functions’ implies
that they refer to activity limitations but they could
mean physical impairments. Either way, they need
to be defined and specified in much more detail
and the guidance needs to cover both
impairments and activity limitations
comprehensively. Or if they are not being
comprehensive, they need to specify much more
specifically what they are excluding and why.
Having said that the ICF and the patients’
problems are the main driver for the model of the
guideline, why then include a random selection of

Developer’s Response
Please respond to each
comment
While the original
intention was to structure
the guideline according
to the ICF this was
unwieldy, as it would
include service delivery
issues at the end of the
guideline under
environmental factors.
We have now
restructured the
guideline, which we hope
now improves the flow.

The areas included in the
scope are those
consulted on in the
scope. Unfortunately
due to the resource and
time available we are
unable to cover every
aspect of stroke
rehabilitation and are
required to prioritise.
Areas not addressed will
be considered for
inclusion when updating
the guideline
Further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation such as,
MDT working, goal
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types of rehabilitation / specific interventions?
Why is VR included when it is an issue for a small
proportion of stroke survivors yet much more
frequent problems (highlighted above) are
unspecified.
Why has ESD been selected as the sole issue
related to service delivery and organisation which
is included? Is ESD within the remit to consider
‘long-term rehab’? If so why aren’t all other
interventions/ aspects of service delivery related
to the organisation and delivery of discharge and
community based rehabilitation?
If SDO is part of the remit why isn’t long-term
support and on-going rehabilitation included?

Developer’s Response
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comment
setting, assessment,
rehabilitation planning,
co-ordination between
health and social care
services, on-going
review and long term
health and social
support, selfmanagement, social
participation and reaccess to rehabilitation
services when needed.
which was not included in
the original scope
The guideline covers
both impairments and
activity limitations and
this is stated in section
3.4. Each question lists
the outcomes included in
the review which are
generally those that
measure disability and
activity.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
not believe to be
excessive and was
included as other
stakeholders identified a
need to consider younger
people after stroke for
whom employment would
be significant concern
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and where provision of
vocational rehabilitation
is currently often poor

SH

Society for
Research in
Rehabilitatio
n (SRR)

13

FULL

16

25-29

The clinical areas included in this guideline are
perverse; incomplete, illogical and inconsistent.
They do not follow the ICF, nor reflect clinical
practice.
If they did follow the ICF, there would be a list of
impairments, activity limitations and participation
restrictions and the social and environmental
factors which affect stroke survivors and analyses
of the interventions to treat them – this would
have been a logical way forward.
It would however prevent consideration of areas
of service delivery.

While the original
intention was to structure
the guideline according
to the ICF this was
unwieldy, as it would
include service delivery
issues at the end of the
guideline under
environmental factors.
We have now
restructured the
guideline, which we hope
now improves the flow.

Why is there nothing on incontinence, balance
problems, upper limb function, mood, fatigue,
pain, or extended ADL, falls, carer burden/stress?
All of which are known to be common, enduring
problems after stroke.
Why are dysphagia and visual field loss chosen
as impairments to be specifically addressed but
other stroke-related impairments are not?
How are ‘physical, cognitive and speech functions’
defined? The use of the term ‘functions’ implies
that they refer to activity limitations but they could
mean physical impairments. Either way, they need
to be defined and specified in more detail or the
guidance needs to cover both impairments and

The areas included in the
scope are those
consulted on in the
scope. Unfortunately
due to the resource and
time available we are
unable to cover every
aspect of stroke
rehabilitation and are
required to prioritise.
Areas not addressed will
be considered for
inclusion when updating
the guideline
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activity limitations comprehensively. Or if they are
not being comprehensive, they need to specify
what is excluded and why.
Having said that the ICF and the patients’
problems are the main driver for the model of the
guideline, why then include a random selection of
types of rehabilitation / specific interventions?
Why is VR included when it is an issue for a small
proportion of stroke survivors yet much more
frequent problems (highlighted above) are
unspecified.
Why has ESD been selected as the sole issue
related to service delivery and organisation?
Is ESD within the remit to consider ‘long-term
rehab’? If so why aren’t other interventions/
aspects of service delivery related to the
organisation and delivery of discharge and
community based rehabilitation included?
If SDO is part of the remit why isn’t long-term
support and on-going rehabilitation included?

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation such as,
MDT working, goal
setting, assessment,
rehabilitation planning,
co-ordination between
health and social care
services, on-going
review and long term
health and social
support, selfmanagement, social
participation and reaccess to rehabilitation
services when needed.
which was not included in
the original scope
The guideline covers
both impairments and
activity limitations and
this is stated in section
3.4. Each question lists
the outcomes included in
the review which are
generally those that
measure disability and
activity.
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do

Page 195 of 605

319.

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

SH

University of
Salford

9

FULL

16

25-29

The clinical areas included in this guideline are
perverse; incomplete, illogical and inconsistent.
They do not follow the ICF, nor reflect clinical
practice.
If they did follow the ICF, there would be a list of
impairments, activity limitations and participation
restrictions and the social and environmental
factors which affect stroke survivors and analyses
of the interventions to treat them – this would
have been a logical way forward.
It would however prevent consideration of areas
of service delivery.
Why is there nothing on incontinence, balance
problems, upper limb function, mood, fatigue,
pain, or extended ADL, falls, carer burden/stress?
All of which are known to be common, enduring
problems after stroke.
Why are dysphagia and visual field loss chosen
as impairments to be specifically addressed but
other stroke-related impairments are not.
How are ‘physical, cognitive and speech functions’
defined? The use of the term ‘functions’ implies
that they refer to activity limitations but they could
mean physical impairments. Either way, they need

Developer’s Response
Please respond to each
comment
not believe to be
excessive and was
included as other
stakeholders identified a
need to consider younger
people after stroke for
whom employment would
be significant concern
and where provision of
vocational rehabilitation
is currently often poor.
While the original
intention was to structure
the guideline according
to the ICF this was
unwieldy, as it would
include service delivery
issues at the end of the
guideline under
environmental factors.
We have now
restructured the
guideline, which we hope
now improves the flow.
The areas included in the
scope are those
consulted on in the
scope. Unfortunately
due to the resource and
time available we are
unable to cover every
aspect of stroke
rehabilitation and are
required to prioritise.
Areas not addressed will
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to be defined and specified in more detail or the
guidance needs to cover both impairments and
activity limitations comprehensively. Or if they are
not being comprehensive, they need to specify
what is excluded and why.
Having said that the ICF and the patients’
problems are the main driver for the model of the
guideline, why then include a random selection of
types of rehabilitation / specific interventions?
Why is VR included when it is an issue for a small
proportion of stroke survivors yet much more
frequent problems (highlighted above) are
unspecified.
Why has ESD been selected as the sole issue
related to service delivery and organisation?
Is ESD within the remit to consider ‘long-term
rehab’? If so why aren’t other interventions/
aspects of service delivery related to the
organisation and delivery of discharge and
community based rehabilitation included?
If SDO is part of the remit why isn’t long-term
support and on-going rehabilitation included?

Developer’s Response
Please respond to each
comment
be considered for
inclusion when updating
the guideline
Further work has been
undertaken post
consultation to address
the structure and
process of stroke
rehabilitation such as,
MDT working, goal
setting, assessment,
rehabilitation planning,
co-ordination between
health and social care
services, on-going
review and long term
health and social
support, selfmanagement, social
participation and reaccess to rehabilitation
services when needed.
which was not included in
the original scope

The guideline covers
both impairments and
activity limitations and
this is stated in section
3.4. Each question lists
the outcomes included in
the review which are
generally those that
measure disability and
activity.
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Taking the inclusions together – there are many
important aspects of rehabilitation which are not
covered by the guidelines – as detailed above.
For the whole guidelines ‘acute stroke’ needs to
be defined.

Developer’s Response
Please respond to each
comment
Only one question on
vocational rehabilitation
was reviewed for the
guideline which we do
not believe to be
excessive and was
included as other
stakeholders identified a
need to consider younger
people after stroke for
whom employment would
be significant concern
and where provision of
vocational rehabilitation
is currently often poor.
Acute stroke is not
covered by this guideline.
The population for this
guideline is described as
those
who are in the subacute
(recovery) phase defined
as two weeks or more
post stroke as described
in the remit section of the
guideline.
We have added further
information in the
methods section of the
guideline.
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SH

Society for
Research in
Rehabilitatio
n (SRR)

14

FULL

16

32-34

Taking the inclusions together – there are many
important aspects of rehabilitation which are not
covered by the guidelines – as detailed above.
For the whole guidelines ‘acute stroke’ needs to
be defined.
The scope of this guideline is too big, which may,
in part, explain its illogical and incomplete nature.
What is needed are two comprehensive
guidelines. One of hospital and community based
rehab and one of long-term support

Developer’s Response
Please respond to each
comment
Acute stroke is not
covered by this guideline.
The population for this
guideline is described as
those
who are in the subacute
(recovery) phase defined
as two weeks or more
post stroke as described
in the remit section of the
guideline.
We have added further
information in the
methods section of the
guideline. Thank you for
your suggestion. The
GDG believe the
guideline to be applicable
to both a hospital and
community setting.
Further work has been
undertaken post
consultation to address
the long term health and
social support and
delivery in different
settings which was not
included in the original
scope.
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322.

SH

University of
Salford

10

FULL

16

32-34

Taking the inclusions together – there are many
important aspects of rehabilitation which are not
covered by the guidelines – as detailed above.
For the whole guidelines ‘acute stroke’ needs to
be defined.

323.

SH

The Coventry
and
Warwickshire
Cardiovascul
ar Network
(University
Hospitals
Coventry and
Warwickshire
NHS Trust)

1

full

16

1.10

SERVICE DELIVERY
I am concerned that the previously consensus
recommendations for on-going longer term
rehabilitation in the community have not been
explicitly mentioned in the Draft Guidelines as a
model of service delivery despite evidence of the
effectiveness of multidisciplinary community
rehabilitation (See studies below).
Access to longer-term community rehabilitation
after stroke has been explicitly recommended by
the National Stroke Strategy (2007) and the
Parliamentary Review of Stroke by the National
Audit Office (2010). The current Draft Guidelines
potentially bias service delivery priority to
immediate post-acute rehabilitation by only
mentioning Early Supported Discharge to the
potential detriment of much needed on-going
rehabilitation.
I am afraid that the omission of an explicit and
clear recommendation for access to longer-term

Developer’s Response
Please respond to each
comment
Acute stroke is not
covered by this guideline.
The population for this
guideline is described as
those
who are in the subacute
(recovery) phase defined
as two weeks or more
post stroke as described
in the remit section of the
guideline.
We have added further
information in the
methods section of the
guideline.
Thank you for the
references. Further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as,
MDT working, goal
setting, assessment for
rehabilitation, discharge
planning and transfer of
care, co-ordination
between health and
social care services and
on-going review and care
planning. Long term
health and social support
has also been covered
and recommendations
made for selfmanagement, social
participation, on-going
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rehabilitation may lead to poorer outcomes for
stroke survivors.
Below are selection of studies that have found
evidence of the effectiveness of longer-term
multidisciplinary community rehabilitation after
stroke as a model of service delivery

“Therapy-based rehabilitation services for stroke
patients at home”
(Therapy-based rehabilitation services for stroke
patients at home. Cochrane Database of
Systematic Reviews 2003, Issue 1. Art. No.:
CD002925. DOI: 10.1002/14651858.CD002925)

Developer’s Response
Please respond to each
comment
review of health and
social care needs and reaccessing rehabilitation
services when needed.
The GDG consider that
the recommendations are
applicable to any setting
where rehabilitation
services are provided.
Thank you for the
references, these have
been checked and we
have included the stroke
unit Cochrane review as
part of the additional
work conducted post
consultation.

Abstract: People who have had a recent stroke
are more likely to maintain their ability to carry
out daily activities if they receive therapy
services at home. Therapy-based rehabilitation
services for stroke survivors can include input
from physiotherapists, occupational therapists
or multidisciplinary teams. This review of 14
studies, involving 1617 participants, found that
people who had a recent stroke were more
independent in personal activities of daily living
and more likely to maintain these abilities if
they received therapy services at home. The
amount of benefit that can be achieved is
uncertain.
This is a Cochrane review abstract and plain
language summary, prepared and maintained by
The Cochrane Collaboration, currently published
in The Cochrane Database of Systematic Reviews
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2011 Issue 10, Copyright © 2011 The Cochrane
Collaboration. Published by John Wiley and Sons,
Ltd.. The full text of the review is available in The
Cochrane Library (ISSN 1464-780X).
Editorial Group: Stroke Group
This version first published online: January 20.
2003
Last assessed as up-to-date: February 8. 2002
Abstract
Background
Stroke Unit care is now accepted as an
effective service model for hospital care,
but the effectiveness of outpatient care is
less certain. This review focuses on
therapy-based rehabilitation services
targeted at stroke patients living at home.
Objectives
To assess the effects of therapy-based
rehabilitation services targeted towards
stroke patients resident in the community
within one year of stroke onset/discharge
from hospital following stroke.
Search strategy
We searched the Cochrane Stroke Group
Trials Register (last searched May 2001),
the Cochrane Controlled Trials Register
(The Cochrane Library Issue 4, 2001),
MEDLINE (1996 to November 2001),
EMBASE (1980 to November 2001),

Page 202 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment

CINAHL (1983 to November 2001),
PsycINFO (1967 to November 2001),
AMED (1985 to November 2001), Wilson
Social Sciences Abstracts (1984 to
November 2001), Science Citation Index
and Social Sciences Citation Index (1981
to November 2001). Other strategies to
ensure identification of all potentially
relevant trials included scanning reference
lists of relevant articles and original papers,
personal communication and hand
searching journals.
Selection criteria
All unconfounded, truly randomised
controlled trials of stroke patients resident
in the community receiving a therapy
service intervention compared with
conventional or no care. Therapy services
were those provided by physiotherapy,
occupational therapy, or multidisciplinary
staff working with patients primarily to
improve task-orientated behaviour and
hence increase activity and participation.
Data collection and analysis
Two review authors independently selected
trials and extracted data on a number of
prespecified outcomes. The primary
outcomes were the proportion of patients
who had deteriorated or were dependent in
personal activities of daily living and
performance in personal activities of daily
living at the end of follow up.
Main results
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We identified 14 trials including 1617
patients. Therapy-based rehabilitation
services reduced the odds of a poor
outcome (Peto odds ratio 0.72, 95%
confidence interval (CI) 0.57 to 0.92; P =
0.009) and increased personal activity of
daily living scores (standardised mean
difference 0.14, 95% CI 0.02 to 0.25; P =
0.02). For every 100 stroke patients
resident in the community receiving
therapy-based rehabilitation services, 7
(95% CI 2 to 11) patients would be spared
a poor outcome, assuming 37.5% would
have had a poor outcome with no
treatment.
Authors' conclusions
Therapy-based rehabilitation services
targeted towards stroke patients living at
home appear to improve independence in
personal activities of daily living. However,
the evidence is derived from a review of
heterogeneous interventions and therefore
further exploration of the interventions is
justifiable

“Rehabilitation therapy services for stroke
patients living at home: systematic review of
randomised trials.”

Legg L, Langhorne P
Lancet. 2004 Jan 31;363 (9406):352-6.
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Abstract: Stroke-unit care can be valuable for
stroke patients in hospital, but effectiveness of
outpatient care is less certain. We aimed to
assess the effects of therapy-based
rehabilitation services targeted at stroke patients
resident in the community within 1 year of stroke
onset or discharge from hospital.

METHODS:

We did a systematic review of randomised trials
of outpatient services, including physiotherapy,
occupational therapy, and multidisciplinary
teams. We used Cochrane collaboration
methodology.

FINDINGS:

We identified a heterogeneous group of 14 trials
(1617 patients). Therapy-based rehabilitation
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services for stroke patients living at home
reduced the odds of deteriorating in personal
activities of daily living (odds ratio 0.72 [95% CI
0.57-0.92], p=0.009) and increased ability of
patients to do personal activities of daily living
(standardised mean difference 0.14 [95% CI
0.02-0.25], p=0.02). For every 100 stroke
patients resident in the community receiving
therapy-based rehabilitation services, seven
(95% CI 2-11) would not deteriorate.

INTERPRETATION:

Therapy-based rehabilitation services targeted
at selected patients resident in the community
after stroke improve ability to undertake personal
activities of daily living and reduce risk of
deterioration in ability. These findings should be
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considered in future service planning

324.

SH

British Pain
Society

1

Full

16

3

We are concerned that with the diminished
resources stroke patients will not be able to
access overstretched pain services to obtain help
with persistent pain. 5% -8% of stroke patients
suffer with persistent pain. Shoulder pain in 25%
Drugs, injection techniques and botulinum toxin
injections may be offered in pain clinic to such
patients. There is no mention in the document of
the particularly distressing central / thalamic pain
states that can be seen in stroke patients
1. Grethe Andersen Karsten Vestergaard,
Margrethe Ingeman-Nielsen, Troels
Staehelin Jensen Incidence of central post-stroke
pain. Pain1995; 61: 187-193.
2. Giles E. Gamble, Elisa Barberan,
David Bowsher, Pippa J. Tyrrell. Post stroke
shoulder pain: more common than previously
realized. European Journal of Pain 2000; 4: 313315.

Unfortunately it is not
possible to cover every
aspect of stroke
rehabilitation in the time
and with the resources
available and we
therefore had to
prioritise. The areas
covered are those
following the scope.
Pain was felt to be too
big an area to cover
within this guideline.
However following
stakeholder comments
the GDG agreed that
guidance should be
provided for shoulder
pain as this is a common
problem and this was
addressed in additional
work undertaken post
consultation and
recommendations drafted
by the GDG in this area.
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325.

SH

The Stroke
Association

14

Full

16

23

What is meant by “continuing impairment”? No
timescales are defined. We would look to this
guideline to provide guidance on rehabilitation
post 7 days in acute settings as well as after
discharge and in the longer term.

326.

SH

British
Psychologica
l Society
(BPS)

6

Full

16

25

There has been no consideration of the emotional
effects of stroke or of therapies to promote
psychological adjustment after stroke. Stroke has
major effects on emotion recognition and
processing and the BPS therefore recommends
that these be considered. Furthermore, since
emotional factors (including depression and
anxiety) will significantly impact on a person’s
ability to engage in any rehabilitation and are
major determinants of long-term outcomes
following stroke, the BPS recommends that their
assessment and treatment should form the basis
of any comprehensive rehabilitation intervention in
clinical practice.
The clinical areas identified seem to focus on
isolated treatment to improve specific aspects of
function and as a result do not encompass the
overall rehabilitation approach used.

Developer’s Response
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comment
The population for this
guideline is described as
those
who are in the subacute
(recovery) phase as
defined in the scope.
Studies included for
review questions were
two weeks or more post
stroke as described in
the remit section of the
guideline.
We have added further
information in the
methods section of the
guideline.
We agree this is an
important area and
reference has been
made to other NICE
guidance on
psychological therapies
which the GDG believe to
be relevant to a stroke
population. Depression
in adults with a chronic
health problem (CG 91),
Anxiety (CG 113),
Depression in adults (CG
90).
It is not possible to cover
all areas of stroke
rehabilitation with the
resource and time
available and the
decision was taken to
focus on interventions
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SH

NHS Devon

1

Full

16

25

The current draft states that the purpose of the
document was to provide ‘joint clinical and social
care guideline for the long term rehabilitation and
support of stroke patients’. The draft guideline in
current format fails to meet this aspiration.
The concerns about the current draft relate to both
the absence of some key areas of stroke
rehabilitation from the guidance, and to a number
of recommendations, which do not reflect the
current evidence base.
There are significant specific areas of

Developer’s Response
Please respond to each
comment
that reduce disability and
improve function as laid
out in the scope.
However, further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as,
goal setting, assessment
including psychological
and emotional
functioning, transfer of
care and the interface
between health and
social care services,
education and support
for both the patient and
carers on psychological
needs and long term
health and social support
including social
participation, selfmanagement and reaccessing rehabilitation
when needed.
In light of stakeholder
comments, additional
reviews were undertaken
to address fitness, goal
setting and stroke units.
In addition, further work
was undertaken to
address the structure
and process of stroke
rehabilitation which was
not included in the
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rehabilitation practice that are not covered by the
guideline. These include but are not confined to:
spasticity management
continence
management of fatigue
exercise and fitness
driving
integration into the wider environment
the use of technologies such as telecare
goal setting
mental rehearsal
functional electrical stimulation as an
alternative to orthotics
apraxia
transfer of care
the role of social care or longer term
support
postural management
content of speech and language therapy
approaches
aspects of psychological support
inpatient models of care (such as
organised stroke rehab units)

Overall it appears that the guidelines focus on
discrete interventions or sometimes the role of
specific staff egg OT. There is a complete lack of
recognition of the role of teamwork in stroke
rehabilitation, or the role of rehabilitation nursing.
There is not reference to length of rehabilitation or
reference to evidence for longer-term access to
further rehabilitation, or to mode4ls of longer term
follow up.
There is no reference to outcome measurement
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comment
original scope. This
includes: MDT working,
assessment,
rehabilitation planning
and co-ordination of
services between health
and social care, on-going
review, long term health
and social support such
as social participation
including driving, and
delivery of care in
different settings. Speech
and language therapies
for other communication
impairments including
apraxia have also been
considered.
As there is very little or
no evidence for many of
these areas a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
Other areas are covered
by other NICE guidance
such as Neurological
urinary incontinence,
Faecal Incontinence,
Depression in adults,
Depression with a
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Without full attention to all aspects of stroke
rehabilitation and longer term support this
guideline will lack credibility.

328.

SH

NIHR Stroke
Research
Network

11

Full

16

25

The emotional aspects of adjustment to
psychological difficulties after stroke have not
been addressed.

Developer’s Response
Please respond to each
comment
chronic illness, Anxiety,
Patient Experience and
reference has been
made to these within the
guideline.
Stroke rehabilitation is a
large topic and it was not
possible to cover every
aspect with the resource
available. Other areas
not included, such as
spasticity and fatigue will
be considered for
inclusion when updating
the guideline.

We agree this is an
important area and
reference has been
made to other NICE
guidance on
psychological therapies
which the GDG believe to
be relevant to a stroke
population. Depression
in adults with a chronic
health problem (CG 91),
Anxiety (CG 113),
Depression in adults (CG
90). Further work
conducted post
consultation includes
assessment including
psychological and
emotional functioning,
transfer of care and the
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interface between health
and social care services,
education and support
for both the patient and
carers on psychological
needs and long term
health and social support
including social
participation, selfmanagement and reaccessing rehabilitation
when needed.

329.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research
Unit

22

Full

16

25

An additional review on
speech and language
therapies for aphasia has
been conducted post
consultation and has
been added to the
guideline. Further work
is also being conducted
to develop consensus on
therapies for other SL
problems.

330.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research

23

Full

16

25

The guideline states that the ‘clinical areas
covered [in the guideline] included: therapies to
improve physical, cognitive and speech functions’
(). There is some indication that there was an
initial plan to tackle the evidence relating to
specific SLT approaches including constraint
induced language therapy and treatments
focusing on the underlying level of linguistic
impairment (as per the draft and final Scoping
Documents available on the NICE website).
However, there has been an obvious and
disappointing deviation from the initial scoping
documents.
Q1 “What listener advice skills/information would
help family members/carer improve
communication in people with aphasia after
stroke?” (lines 1 page 105 to line 2 page 110)
While this is a review question of interest, this is
most definitely not a key clinical question where
guidance is required in order to inform clinical
practice. Of all the issues that arise following
aphasia as a result of stroke, the provision of
information to family members and carers is
probably one of the most consistently adopted

The question considered
was not simply on
providing information but
also skills for carers. The
GDG thought that if
found to be effective this
could potentially improve
services currently
provided.
An additional review on
speech and language

Page 212 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Unit

331.

SH

The North of
England
Cardiovascul
ar Network

Comments
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component of clinical practice across therapists. It
cannot be seen as a clinical priority issue (see
responses 4 and 5 above) nor can it be seen as a
one of the ‘therapies...to improve speech function.
I have serious concerns relating to the integrity of
the process which led to such a question being
prioritised as one of the questions to be
addressed in these guidelines. Resources used to
address this question could have been more
effectively channels to areas or topics where true
uncertainty exists.

3

Full

16

25

Omissions: More relevant clinical questions might
relate to the effectiveness of different therapy
approaches (constraint induced language therapy,
task specific approaches, volunteer facilitated
therapy, group therapy etc) or the interventions
that are most effective for people with
comprehension problems, expressive speech
problems, reading problems, writing problems.
None of these important clinical questions are
addressed.
In clinical areas covered, add “psychological
adjustment and mood”?

Developer’s Response
Please respond to each
comment
therapies for aphasia has
been conducted post
consultation and has
been added to the
guideline. Further work
has also been conducted
to develop consensus on
therapies for other
speech and language
problems.

Thank you for your
suggestion.
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Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

3

FULL

18

338. SH

Intercollegiat
e Working
Party for
Stroke

34

Full

18

339. SH

Keele
University

9

full

18
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Placing guidance about respiratory/swallowing
under digestive system seems counter intuitive
and misleading

table

Developer’s Response
Please respond to each
comment
We think the section on
dysphagia under the
digestive system heading
is appropriate.

"Addenbrookes Cognitive Advised Examination"
should instead read "Addenbrooke's Cognitive
Examination - Revised"

Thank you for your
comment. This has been
corrected in the full
guideline.

Electrical stimulation can be used for (a)
therapeutic purposes and (b) functional purposes
Functional electrical stimulation is a word that can
be used to describe both purposes
I think it is crucial you define what you mean by
FES
Training for therapeutic resources are provided in
some physio schools and any physiotherapist
qualified with HPC registration should be able to
use this and there is evidence for therapeutic
benefit
FES for upper limb is complex and may need
transcutaneous stim and/or implanted electrodes
– this needs a specialist centre
There is evidence that therapeutic electrical
stimulation for the shoulder in severely disable
acute stroke patients can be detrimental to
recovery
Then there is electrical stimulation that is passive
and cyclical and triggered electrical stimulation

Thank you for your
helpful comment, we
have revised the text to
provide greater clarity.
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(this distinction has not been covered)

340. SH

Society for
Research in
Rehabilitatio
n (SRR)

17

full

18

341. SH

Society for
Research in
Rehabilitatio
n (SRR)

18

full

18

342. SH

Society for
Research in
Rehabilitatio
n (SRR)

19

full

18

"Addenbrookes Cognitive Advised Examination"
should instead read "Addenbrooke's Cognitive
Examination - Revised"

Thank you for your
comment. This has been
corrected in the full
guideline.

Row 1 of
table 4.1

The review question specifically aims to evaluate
sustained attention training but the resulting NICE
guideline is much broader than this in terms of the
attentional impairments and interventions it
includes. This seems odd when it excluded a
good trial (Winkens 2009) of mental slowness
(and aspect of attention) because it was off topic.

Thank you we have
removed the reference to
sustained attention.

row 2 of the
table in 4.1

The review question specifically aims to evaluate
memory strategies training but the resulting NICE
guideline (page 37 etc) is much broader than this
in terms of the memory (and non memory
cognitive) impairments and interventions it
includes.

Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.
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343. SH

Society for
Research in
Rehabilitatio
n (SRR)

20

Full

18

row 3 of the
table in 4.1

344. SH

British
Psychologica
l Society
(BPS)

7

Full

18

13

The review question aims to evaluate broad
ranging interventions (cognitive rehabilitation) for
spatial awareness and or neglect or visual
neglect. These three are part of spatial neglect,
widely considered nowadays as a syndrome of
impairments of spatial attention. However the
resulting NICE guideline is much broader as it
treats neglect as if it were an impairment of
perception and pools evidence from studies of
essentially different impairments (1. spatial
attention=neglect, 2. perception). There are two
separate Cochrane reviews for this reason, one
on neglect and the other on perception. I can’t find
either referred to in the Guideline, nor the
appendices of excluded studies.
Under Cognitive Functions, it is not clear why the
three areas of attention, memory and visuospatial
functions have been chosen while others (e.g.
apraxia, a common problem after stroke) have
been omitted. In clinical practice, it is usual to
assess a wide range of cognitive functions and
target rehabilitation at those areas that have been
identified as problematic for the person. The main
presenting cognitive deficits are impairment of
executive function (which is not mentioned here)
and visuospatial neglect/inattention. The present
review includes visuospatial neglect but does not
differentiate between spatial neglect and
hemianopia (two very different problems) in the
studies reviewed, so it is not possible to draw
conclusions about the treatment of visuospatial
inattention. In addition, there is no mention of
impairment of non-neglect visuospatial abilities.
Memory deficits are reviewed despite being far
less common than impairment of executive
function. Furthermore, cognitive impairments
rarely occur as isolated impairments in one

Developer’s Response
Please respond to each
comment
Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.

These areas were
chosen following the
scope workshop and
from consultation with
stakeholders. It was not
possible to address all
areas of stroke
rehabilitation in the time
and resource available
and therefore it was
necessary to prioritise
areas to focus on. In
making decisions on
what to include the
following were taken into
consideration.
 Diverse practice
Areas of uncertainty
Critical clinical issue
Make a significant
difference to patient care
Change needed to
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domain, so the review of selective deficits does
not fully inform clinical practice.

345. SH

British
Psychologica
l Society
(BPS)

8

Full

18

13

In row 2 of the table, ‘Addenbrookes Cognitive
Advised Examination’ should instead read
‘Addenbrooke’s Cognitive Examination - Revised’.

346. SH

British
Psychologica
l Society
(BPS)

9

Full

18

13

Most of the outcome measures chosen here seem
inappropriate for the functions under
consideration. Drawing tests do not assess
attention and all the other measures listed here
only assess lateralised attention; none measure
sustained attention, selective attention or divided
attention. Specifically:


the Mini-Mental State Examination
(MMSE) is a tool not commonly used in
stroke services as it is a cognitive
screening test to identify those with
dementia;



the Behavioural Inattention Test is
designed to detect deficits in spatial
attention and will not be sensitive to
effects of training on sustained, divided
and selective attention (which are the

Developer’s Response
Please respond to each
comment
move area forward
Marked cost
implications / cost
effectiveness.
We recognise that there
are other cognitive
impairments not covered
and these will be
reconsidered when
updating the guideline.
Thank you for your
comment. This has been
corrected in the full
guideline.

We agree and have
reconsidered and revised
the outcome measures
included.
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aspects involved in attention training);


the Rivermead Perceptual Assessment
Battery (RPAB) was designed to detect
impairment in visuoperceptual ability and
has very few subtests with any attentional
components.

In addition, these are all cognitive tests designed
to detect specific cognitive impairments, they are
not designed to be outcome measures.
The most appropriate outcome measure for
attention training is the Rating Scale of Attentional
Behaviour (Ponsford & Kinsella, 1991), yet this is
not mentioned.
There is a similar problem with respect to memory
training. The measures listed include brief
screening tests which will detect some memory
problems (such as the MMSE, Addenbrookes
Cognitive Examination Revised [ACE-R] and
Abbreviated Mental Test) or which are cognitive
tests to assess the nature and severity of
cognitive impairment: they are not outcome
measures. Remediation of memory impairment
aims to improve memory abilities in everyday life
and increase independence in daily activities. The
BPS therefore recommends that specific tests of
memory function in daily life (such as the
Everyday Memory Questionnaire or an extended
Activities of Daily Living [ADL] scale) would be
appropriate outcome measures.
The outcomes for visuospatial functions also
include cognitive screening measures and cover
cognitive tests of visual inattention, but they do
not include tests to assess spatial abilities.
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(cont’d/…)
In addition, important outcome measures, such as
the Catherine Bergego Scale for Visual Neglect
(Azouvi et al., 2003), are omitted.
The only aspect of occupational therapy (OT) that
is included is the promotion of personal self care,
yet much of OT in clinical practice extends far
beyond personal self care. Notably, the effects of
OT aimed at increasing outdoor mobility, returning
to safe driving and fostering psychosocial
adjustment to disability would not be reflected in
these outcomes.
In the light of all the above, the BPS has strong
concerns about the particular set of topic areas
reviewed and the particular set of outcomes
chosen: there seems to be no way that these
reviews can achieve the remit of the guideline.
References:
Ponsford, J., & Kinsella, G. (1991). The Use of
a Rating Scale of Attentional Behaviour.
Neuropsychological Rehabilitation, 1, 241-257.
Azouvi, P., Olivier, S., de Montety, G., Samuel,
C., Louis-Dreyfus, A. & Tesio, L. (2003).
Behavioural Assessment of Unilateral Neglect:
Study of the psychometric properties of the
Catherine Bergego Scale. Archives of Physical
Medicine and Rehabilitation, 84, 51–57.
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347. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

9

Full

18

13

Why is attention training limited to sustained
attention? Why nothing on selective attention or
any other perceptual problems. Why have
measurement tools which do not directly
specifically attention been included (MMSE)?

348. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

10

Full

18

13

The ICF ‘functions’ specified manage to be both
incomplete and yet duplicate! The relationship
between the ICF ‘functions’, the questions and the
outcomes are illogical, incomplete and, in some
cases, just wrong

The headings used have
been revised following
additional work carried
out.

The ‘chapter’ on attention function and visuospatial functions is a duplicate. Why have both?
What is the difference? The latter is part of the
former. If the GDG insist that they are different
then this needs to be clearly defined. It would be
much more logical to combine them.

Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.

Why are ‘sensory functions’ limited to visual
fields and visual fields limited to hemianaopia.
What about proprioception, tactile sensation,
stereognosis? Diplopia? Etc, etc
Why is the review of treatment for hemianopia
limited to eye movement therapy? Why are visual
problems limited to hemianopia?
Why are some reviews limited to specific
intervention (how and why are these chosen over
other interventions?) and yet other reviews are on
anything related to an impairment (as in
‘swallowing functions’)

There is very little or no
evidence for visual
impairment therefore a
modified Delphi survey
has been undertaken
post consultation in order
to develop consensus on
the management of other
visual impairments.
The areas covered by the
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Muscle power functions: muscle power is
defined as the rate of force production. None of
the outcomes measure muscle power. I think you
mean strength (the amount of force produced).
This section muddles impairments (muscle power/
strength) with activity limitations (function/
disability).
In fact most of the exercise trials which have been
included here were not specifically of strength
training, they were of general exercise and the
main outcome was mobility
The FIM and BI have been included as measures
of the upper limb, yet it is quite possible to score
maximum marks on these measures with a
completely paralysed upper limb. They are not
appropriate measures of UL impairment or
function.
None of the included measures of the lower limb
actually measure strength or power. They are all
(except adverse events) measures of mobilitywhich is generally the primary outcome of LL
exercise trials but does not fit the framework of
this guideline
Communication: Why are the reviewed
interventions limited to advice and information to
carers? What about interventions for aphasia to
improve conversation skills?
The ‘hand and arm’ has been labelled under
‘mobility’. I dearly hope this is just a mistake.
Clearly, the upper limb is not part of ‘mobility’ and
should be in a separate section.

Developer’s Response
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comment
guideline are those
included in the scope
that was consulted on.
Clinical questions and
protocols are developed
with the GDG. As it
would be impossible to
cover all interventions for
stroke rehabilitation in
the time and resource
available the GDG are
asked to prioritise.
The question addressed
whether strength training
improved function and
reduced disability. The
interventions in the
studies included were
functional strength or
progressive resistance
type exercises.
An additional review on
speech and language for
aphasia was conducted
post consultation and
has been added to the
guideline.
The headings used in the
guideline have been
revised following
additional work carried
out.
We are aware that the
interventions within the
mobility section are
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The section on ‘mobility’ is just bizarre.
The interventions chosen for review are random
and incomplete. Whoever made the choices does
not appear to understand that CIMT, treadmill
training, electro-mechanical gait training (of which
treadmill training is a type) are all types of
repetitive task-specific training. So there is little
logical to having different reviews for them all.
Much of the exercise trials include strong
elements of task-specific training too but appear
to be excluded
The involvement of adverse events as an
outcome is inconsistent. Surely it should be
evaluated for all the reviews? Why is it included
for CIMT but not UL FES, for example?
One of the main reasons for using UL orthoses is
prevention of pain and to encourage active
movement and function. These should be
included as outcomes
Several interventions are specified for each limb
but different outcomes are identified for the
interventions. If the relative efficacy of the
interventions are ever to be compared then the
same outcomes need to be used for all
interventions for the same overall purpose.
One of the main measures for CIMT is the Motor
Activity Log, a measure of upper limb activity in
every-day life, this should be included as an
outcome
Why is FES for the hand and arm (for which there
is little evidence) included but not FES for the
lower limb- for which there is lot of evidence?
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examples of repetitive
practice but in order to
assess the effectiveness
of an intervention it is
necessary to conduct a
review of them
separately against usual
practice. We were
unable to compare
interventions with each
other due to the time
available.
The GDG considered
that some interventions
could possibly have
serious adverse events
and these were
highlighted as outcomes
to report.
There is already NICE
guidance on FES for the
lower limb; therefore this
was not addressed by
this guideline. We will
ensure that this is clearly
indicated within the
chapter.
There is very little or no
evidence for this area
therefore a modified
Delphi survey was
undertaken post
consultation in order to
develop consensus on
long term health and

Page 222 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

Domestic life: Self care. There is a mismatch
between the ‘chapter’ and the outcomes. Several
of the outcomes relate to extended ADL but the
chapter is just about basic ADL (self-care)
It is an unreasonable limitation to restrict
‘domestic life’ merely to a consideration of selfcare. What about EADL? What about leisure?
What about participation?
Despite the remit of the guidelines and the stated
definition of rehabilitation, none of the outcomes
relate to participation?
What about carers? That is a fairly major aspect of
‘domestic life’.
Why the emphasis on just one intervention
(intensive OT) to the exclusion of any others?
Why the emphasis on just one ADL (dressing)? Is
this really all that OTs do? Or all that is important
to people with stroke or stroke services?
It is an unreasonable limitation to restrict ‘Major
life areas’ to employment. What about
relationships, other social roles, hobbies/leisure,
other aspects of participations?
The inclusion of QoL as an outcome is a
capricious. Why is it included for AFOs (when it is
very unlikely that an AFO will impact on a
measure of QoL in a meaningful way), but not any
other the other ‘mobility functions’ areas nor the
assessments of domestic life, major life and some
of the environmental factors- all of which you
would expect to impact ton QoL. Like adverse
events, if included it needs to be included
consistently.

Developer’s Response
Please respond to each
comment
social support such as
participation and support
for carers.
As it is a given that
patients should be
offered occupational
therapy if they need it the
GDG thought a more
useful question would be
to evaluate whether
more intensive therapy
was beneficial. The
question included all
aspects of ADL not just
dressing.
The modified Delphi
survey was undertaken
post consultation in order
to develop consensus
on long term health and
social support such as
leisure and social
participation.
Quality of life outcomes
are considered for all
questions as they are
relevant for the health
economic analysis.
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Intercollegiat
e Working
Party for
Stroke

35

Full

18

13

The outcomes chosen for ‘cognitive functions:
attention function’ are incomplete and not really
appropriate. The goal of rehabilitation is to reduce
‘activity limitation’ (i.e. to improve function and
independence); the goal is not to improve
performance on tests of impairment. And in this
particular case the interventions that are likely to
be effective are strategy training, which is not
expected to improve any of these but does
improve function.
Thus the whole literature search is biased against
finding effective interventions.

350. SH

Intercollegiat
e Working
Party for
Stroke

36

Full

18

13

Exactly the same comment applies to ‘cognitive
functions: memory functions’. The outcomes
are clinically inappropriate and largely irrelevant in
the context of rehabilitation (and not of interest to
the patient).

351. SH

Intercollegiat
e Working
Party for
Stroke

37

Full

18

13

Exactly the same comments apply to ‘cognitive
function: visuo-spatial functions’ – none of the
outcomes chosen are patient-centred.

Developer’s Response
Please respond to each
comment
We agree that the aim of
the intervention is to
improve function, and the
GDG have
recommended that
interventions that focus
on the relevant functional
tasks should be
provided.
We have reconsidered
the cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.
We have reconsidered
the cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section
We have reconsidered
the cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section
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352. SH

Intercollegiat
e Working
Party for
Stroke

38

Full

18

13

And the same comment applies to ‘Sensory
functions: visual field functions’.

353. SH

Society for
Research in
Rehabilitatio
n (SRR)

15

FULL

18

13

Why is attention training limited to sustained
attention? Why nothing on selective attention or
any other perceptual problems.
Why have measurement tools which do not
directly specifically attention been included
(MMSE)?

354. SH

Society for
Research in
Rehabilitatio
n (SRR)

16

FULL

18

13

The specified ICF ‘functions’ manage to be both
incomplete and yet duplicate!
The relationship between the ICF ‘functions’, the
questions and the outcomes are illogical,
incomplete and, in some cases, just wrong
The ‘chapter’ on attention function and visuospatial functions is a duplicate. It would be much
more logical to combine them. Cognitive problems
could/ should be more logically divided in to
‘memory’, attention (including visuo-spatial) and
other perceptual problems (e.g. apraxia).
Why are ‘sensory functions’ limited to visual

Developer’s Response
Please respond to each
comment
We agree that the aim of
the intervention is to
improve function, and the
GDG have
recommended that
interventions that focus
on the relevant functional
tasks should be
provided.
We also co-opted an
expert in the field and
consulted on the
question protocol with
them.
We have reconsidered
the cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section
The headings used have
been revised following
additional work carried
out.

Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
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fields and visual fields limited to hemianaopia.
What about proprioception, tactile sensation,
stereognosis? Diplopia?
Why is the review of treatment for hemianopia
limited to eye movement therapy? What about the
use of prisms and other adaptive strategies
Why are some review questions limited to specific
interventions (how and why are these chosen over
other interventions?) and yet other reviews are on
anything related to an impairment (as in
‘swallowing functions’)
Muscle power functions: muscle power is
defined as the rate of force production. None of
the outcomes measure muscle power. I think you
mean strength (the amount of force produced).
This section muddles impairments (muscle power/
strength) with activity limitations (function/
disability).
In fact most of the included exercise trials were
not specifically of strength training; they were of
general exercise (with elements of repetitive
practice) and the main outcome was mobility. It
would be a more logical to review the effects of
lower limb exercise (of any type – most trials use
a mixture) on weakness, balance, mobility and
adverse events with a supplementary question
about whether any type of exercise or format to
deliver the exercise (e.g. individual, group, circuit
training) is more effective.
There should be a separate question for upper
limb exercise focussing on upper limb weakness,
arm limb control, adverse events and function in
every-day life.

Developer’s Response
Please respond to each
comment
studies originally
included and edited this
section.
There is very little or no
evidence for visual
impairment therefore a
modified Delphi survey
has been undertaken
post consultation in order
to develop consensus on
the management of other
visual impairments.
The areas covered by the
guideline are those
included in the scope
that was consulted on.
Clinical questions and
protocols are developed
with the GDG. As it
would be impossible to
cover all interventions for
stroke rehabilitation in
the time and resource
available the GDG are
asked to prioritise.
The question addressed
whether strength training
improved function and
reduced disability. The
interventions in the
studies included were
functional strength or
progressive resistance
type exercises.
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The FIM and BI have been included as measures
of the upper limb, yet it is quite possible to score
maximum marks on these measures with a
completely paralysed upper limb. They are not
appropriate measures of UL impairment or
function.
None of the included measures of the lower limb
actually measure strength or power. They are all
(except adverse events) measures of mobilitywhich is generally the primary outcome of LL
exercise trials but does not fit the framework of
this guideline
Communication: Why are the reviewed
interventions limited to advice and information to
carers? What about interventions for aphasia or
practice (forced or otherwise) to improve
conversation skills?
The ‘hand and arm’ has been labelled under
‘mobility’. I dearly hope this is just a mistake.
Clearly, the upper limb is not part of ‘mobility’ and
should be in a separate section.
The section on ‘mobility’ is just bizarre.
The interventions chosen for review are random
and incomplete. There is a lack of understanding
that CIMT, treadmill training, electro-mechanical
gait training (of which treadmill training is a type)
are all types of repetitive task-specific training. So
there is little logical to having different reviews for
them all. Much of the exercise trials include strong
elements of task-specific training too but are
excluded.

Developer’s Response
Please respond to each
comment
An additional review on
speech and language for
aphasia was conducted
post consultation and
has been added to the
guideline.
The headings used in the
guideline have been
revised following
additional work carried
out.
We are aware that the
interventions within the
mobility section are
examples of repetitive
practice but in order to
assess the effectiveness
of an intervention it is
necessary to conduct a
review of them
separately against usual
practice. We were
unable to compare
interventions with each
other due to the time
available.
The GDG considered
that some interventions
could possibly have
serious adverse events
and these were
highlighted as outcomes
to report.
There is already NICE
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The involvement of adverse events as an
outcome is inconsistent. Surely it should be
evaluated for all the reviews? Why is it included
for CIMT but not UL FES, for example?
One of the main reasons for using UL orthoses is
prevention of pain and to encourage active
movement and function. These should be
included as outcomes
Several interventions are specified for each limb
but different outcomes are identified for the
interventions. If the relative efficacy of the
interventions is ever to be compared then the
same outcomes need to be used for all
interventions for the same overall purpose.
One of the main measures for CIMT is the Motor
Activity Log, a measure of upper limb activity in
every-day life, this should be included as an
outcome
Why is FES for the hand and arm (for which there
is little evidence) included but not FES for the
lower limb- for which there is lot of evidence?
Domestic life: Self care. There is a mismatch
between the ‘chapter’ and the outcomes. Several
of the outcomes relate to extended ADL but the
chapter is just about basic ADL (self-care)
It is an unreasonable limitation to restrict
‘domestic life’ merely to a consideration of selfcare. What about EADL? What about leisure?
What about participation?
Despite the remit of the guidelines and the stated
definition of rehabilitation, none of the outcomes

Developer’s Response
Please respond to each
comment
guidance on FES for the
lower limb; therefore this
was not addressed by
this guideline. We will
ensure that this is clearly
indicated within the
chapter.
There is very little or no
evidence for this area
therefore a modified
Delphi survey was
undertaken post
consultation in order to
develop consensus on
long term health and
social support such as
participation and support
for carers.
As it is a given that
patients should be
offered occupational
therapy if they need it the
GDG thought a more
useful question would be
to evaluate whether
more intensive therapy
was beneficial. The
question included all
aspects of ADL not just
dressing.
The modified Delphi
survey was undertaken
post consultation in order
to develop consensus
on long term health and
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relate to participation?
What about carers? That is a fairly major aspect of
‘domestic life’.
Why the emphasis on just one intervention
(intensive OT) to the exclusion of any others?
Why the emphasis on just one ADL (dressing)? Is
this really all that OTs do? Is it all that is important
to people with stroke or stroke services?

Developer’s Response
Please respond to each
comment
social support such as
leisure and social
participation.
Quality of life outcomes
are considered for all
questions as they are
relevant for the health
economic analysis.

It is an unreasonable limitation to restrict ‘Major
life areas’ to employment. What about
relationships, other social roles, hobbies/leisure,
other aspects of participations?

355. SH

University of
Salford

11

FULL

18

13

The inclusion of QoL as an outcome is a
capricious. Why is it included for AFOs (when it
is very unlikely that an AFO will impact on a
measure of QoL in a meaningful way), but not the
other ‘mobility functions’ areas nor the
assessments of domestic life, major life and some
of the environmental factors- all of which you
would expect to impact on QoL. Like adverse
events, if included it needs to be included
consistently.
Why is attention training limited to sustained
attention? Why nothing on selective attention or
any other perceptual problems.
Why have measurement tools which do not
directly specifically attention been included
(MMSE)?

Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.
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University of
Salford

12

FULL

18

13

The specified ICF ‘functions’ manage to be both
incomplete and yet duplicate!
The relationship between the ICF ‘functions’, the
questions and the outcomes are illogical,
incomplete and, in some cases, just wrong
The ‘chapter’ on attention function and visuospatial functions is a duplicate. It would be much
more logical to combine them. Cognitive problems
could/ should be more logically divided in to
‘memory’, attention (including visuo-spatial) and
other perceptual problems (e.g. apraxia).
Why are ‘sensory functions’ limited to visual
fields and visual fields limited to hemianaopia.
What about proprioception, tactile sensation,
stereognosis? Diplopia?
Why is the review of treatment for hemianopia
limited to eye movement therapy? What about the
use of prisms and other adaptive strategies
Why are some review questions limited to specific
interventions (how and why are these chosen over
other interventions?) and yet other reviews are on
anything related to an impairment (as in
‘swallowing functions’)
Muscle power functions: muscle power is
defined as the rate of force production. None of
the outcomes measure muscle power. I think you
mean strength (the amount of force produced).
This section muddles impairments (muscle power/
strength) with activity limitations (function/
disability).
In fact most of the included exercise trials were

Developer’s Response
Please respond to each
comment
The headings used have
been revised following
additional work carried
out.

Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes, reviewed the
studies originally
included and edited this
section.
There is very little or no
evidence for visual
impairmenttherefore a
modified Delphi survey
has been undertaken
post consultation in order
to develop consensus
on the management of
other visual impairments.
The areas covered by the
guideline are those
included in the scope
that was consulted on.
Clinical questions and
protocols are developed
with the GDG. As it
would be impossible to
cover all interventions for
stroke rehabilitation in

Page 230 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.
not specifically of strength training; they were of
general exercise (with elements of repetitive
practice) and the main outcome was mobility. It
would be a more logical to review the effects of
lower limb exercise (of any type – most trials use
a mixture) on weakness, balance, mobility and
adverse events with a supplementary question
about whether any type of exercise or format to
deliver the exercise (e.g. individual, group, circuit
training) is more effective.
There should be a separate question for upper
limb exercise focussing on upper limb weakness,
arm limb control, adverse events and function in
every-day life.
The FIM and BI have been included as measures
of the upper limb, yet it is quite possible to score
maximum marks on these measures with a
completely paralysed upper limb. They are not
appropriate measures of UL impairment or
function.
None of the included measures of the lower limb
actually measure strength or power. They are all
(except adverse events) measures of mobilitywhich is generally the primary outcome of LL
exercise trials but does not fit the framework of
this guideline
Communication: Why are the reviewed
interventions limited to advice and information to
carers? What about interventions for aphasia or
practice (forced or otherwise) to improve
conversation skills?
The ‘hand and arm’ has been labelled under
‘mobility’. I dearly hope this is just a mistake.

Developer’s Response
Please respond to each
comment
the time and resource
available the GDG are
asked to prioritise.
The question addressed
whether strength training
improved function and
reduced disability. The
interventions in the
studies included were
functional strength or
progressive resistance
type exercises.
An additional review on
speech and language for
aphasia was conducted
post consultation and
has been added to the
guideline.
The headings used in the
guideline have been
revised following
additional work carried
out.
We are aware that the
interventions within the
mobility section are
examples of repetitive
practice but in order to
assess the effectiveness
of an intervention it is
necessary to conduct a
review of them
separately against usual
practice. We were
unable to compare
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Clearly, the upper limb is not part of ‘mobility’ and
should be in a separate section.
The section on ‘mobility’ is just bizarre.
The interventions chosen for review are random
and incomplete. There is a lack of understanding
that CIMT, treadmill training, electro-mechanical
gait training (of which treadmill training is a type)
are all types of repetitive task-specific training. So
there is little logical to having different reviews for
them all. Much of the exercise trials include strong
elements of task-specific training too but are
excluded.
The involvement of adverse events as an
outcome is inconsistent. Surely it should be
evaluated for all the reviews? Why is it included
for CIMT but not UL FES, for example?
One of the main reasons for using UL orthoses is
prevention of pain and to encourage active
movement and function. These should be
included as outcomes
Several interventions are specified for each limb
but different outcomes are identified for the
interventions. If the relative efficacy of the
interventions is ever to be compared then the
same outcomes need to be used for all
interventions for the same overall purpose.
One of the main measures for CIMT is the Motor
Activity Log, a measure of upper limb activity in
every-day life, this should be included as an
outcome
Why is FES for the hand and arm (for which there

Developer’s Response
Please respond to each
comment
interventions with each
other due to the time
available.
The GDG considered
that some interventions
could possibly have
serious adverse events
and these were
highlighted as outcomes
to report.
There is already NICE
guidance on FES for the
lower limb; therefore this
was not addressed by
this guideline. We will
ensure that this is clearly
indicated within the
chapter.
There is very little or no
evidence for this area
therefore a modified
Delphi survey was
undertaken post
consultation in order to
develop consensus on
long term health and
social support such as
participation and support
for carers.
As it is a given that
patients should be
offered occupational
therapy if they need it the
GDG thought a more
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is little evidence) included but not FES for the
lower limb- for which there is lot of evidence?
Domestic life: Self care. There is a mismatch
between the ‘chapter’ and the outcomes. Several
of the outcomes relate to extended ADL but the
chapter is just about basic ADL (self-care)
It is an unreasonable limitation to restrict
‘domestic life’ merely to a consideration of selfcare. What about EADL? What about leisure?
What about participation?
Despite the remit of the guidelines and the stated
definition of rehabilitation, none of the outcomes
relate to participation?
What about carers? That is a fairly major aspect of
‘domestic life’.
Why the emphasis on just one intervention
(intensive OT) to the exclusion of any others?
Why the emphasis on just one ADL (dressing)? Is
this really all that OTs do? Is it all that is important
to people with stroke or stroke services?

Developer’s Response
Please respond to each
comment
useful question would be
to evaluate whether
more intensive therapy
was beneficial. The
question included all
aspects of ADL not just
dressing.
The modified Delphi
survey was undertaken
post consultation in order
to develop consensus
on long term health and
social support such as
leisure and social
participation.
Quality of life outcomes
are considered for all
questions as they are
relevant for the health
economic analysis.

It is an unreasonable limitation to restrict ‘Major
life areas’ to employment. What about
relationships, other social roles, hobbies/leisure,
other aspects of participations?
The inclusion of QoL as an outcome is a
capricious. Why is it included for AFOs (when it
is very unlikely that an AFO will impact on a
measure of QoL in a meaningful way), but not the
other ‘mobility functions’ areas nor the
assessments of domestic life, major life and some
of the environmental factors- all of which you
would expect to impact on QoL. Like adverse
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Developer’s Response
Please respond to each
comment

events, if included it needs to be included
consistently.

357. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

4

FULL

19

When mentioning strength training vs usual care.
– as in many other areas of this guidance- usual
care is not defined
Range of movement is recorded as being
assessed by goniometry, which is known to have
low reliability and validity.

Usual care has been
described for each of the
included studies in the
summary table of the
review.

358. SH

British Pain
Society

2

Full

19

We agree pain is an adverse outcome and should
be measured and aggressively treated see above
comments for page 16 sentence 3

Thank you for your
comment.

359. SH

Intercollegiat
e Working
Party for
Stroke

39

Full

19

The question “In people after stroke what is the
clinical and cost effectiveness of repetitive task
training versus usual care of improving function
and reducing disability?” is ill-conceived, illogical,
and not an answerable question.

Within the context of the
trials included in the
review usual care
comprised of repetitive
tasks of a different part of
the body, less of the
intervention a different
intervention or nothing.

Usual care inevitably includes repetitive task
training. The person is inevitably transferred
several to many times a day; the person who can
walk will inevitably be asked to walk – by nurses,
by speech and language therapists, doctors etc

The word ‘training’ as
opposed ‘practice’ has
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and by relatives in order to get from place to
place.
The only sensible contrast is in the amount of
task-specific practice that the person is enabled
and encouraged to undertake – and your
evidence indeed uses a study on therapy
intensity as one of the major sources of support!

360. SH

Connect

2

Full

19

19 of the
table

Also, as worded, it seems that training rather
than practice is being studied but again this is
illogical. Rehabilitation is about facilitating and
enabling safe practice and thus increasing
independence; ‘training’ (a bad word and concept;
you mean teaching someone how to) is only a
small part of this.
The question relating to communication is
misguided. Listener advice and skills are crucial
to supporting communication between people with
stroke and their interlocutor. But listener skills do
not improve the communication of the person with
stroke. They may however improve the
communication between the two speakers but this
is not the question that is asked. This misguided
question resulted in a dearth of research papers
being possible for inclusion. If you ask for
evidence for the wrong question you get no
coherent answer as no-one would have
researched that question. See better examples
for example Simmons Mackie, N, Kagan, A,
Christie, C, Huijbregts, M, McEwen, S and
Willems, J (2007) ‘Communicative access and
decision-making for people with aphasia:
implementing sustainable healthcare systems
change’ Aphasiology, 21 (1) 39-66
Recommendation: review process for drafting of
the questions relating to literature searches.

Developer’s Response
Please respond to each
comment
been used deliberately to
indicate that the trials all
used circuit type tasks for
both upper and lower
limb, and other types of
repetitive tasks such as
dressing practice for
example were not
included in any of the
trials identified.

The question being
addressed was listener
advice skills or
information that would
help family members
and/or carers improve
communication with
people with aphasia. We
would agree this would
include communication
between speakers, and
as any outcome was
considered by this review
would include outcomes
for both the person with
aphasia and the
conversation partner.
Thank you for the
reference, however this
does not meet our
inclusion criteria for the
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Developer’s Response
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comment
question posed.

Intercollegiat
e Working
Party for
Stroke

40

Full

20

general

This applies to ‘domestic life: self-care’
The question is seriously flawed.

We agree that people
may have a range of
impairments and the
Occupational therapist
will conduct an analysis
of these when
considering treatments to
target functional
performance. We also
agree that dressing
practice is just one part
treatment. This is
described in the
introduction to the
domestic life chapter.
The question posed was
to consider the intensity
of personal Activities of
Daily Living therapies
and usual care as
described in the studies
was therapy once a
week or no therapy.
We agree rehabilitation is
a team activity and this
will be emphasised
through further
recommendations made

First, anyone who has problems dressing will have
many impairments (some or all of cognitive
losses, motor losses, visual losses, mood
disturbance, sensory losses etc etc) and any
intervention will need to consider and manage all
of these. There is no such thing as ‘usual care’
that is applied to all people.
Second there is no such thing as ‘occupational
therapy’ – it is not an intervention. There are
occupational therapists who may diagnose the
various factors that impact upon dressing failure,
and may undertake treatments for some and refer
on to others in the team for others. Occupational
therapists may facilitate dressing practice as one
part of their treatment.
Thirdly it has been well demonstrated that
rehabilitation is a team activity; rehabilitation is a
process that involves many professions. Even for
dressing the nursing team, and often the
physiotherapy team are also heavily involved in
the process of helping the patient.
Thus this question demonstrates that the group
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(or the reviewer who set the question) do not have
a clear understanding of the nature of
rehabilitation which makes the guideline (a) not
credible to anyone engaged in rehabilitation and
(b) probably invalid.

Developer’s Response
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comment
following the Delphi
consensus survey carried
out post consultation.

362. SH

Keele
University

10

full

20

There is some evidence of detrimental effects
associated with CIMT when applied in a
acute/hyper acute stroke population (Dromerick
et al 2009)

Our inclusion criteria
were 2 weeks post
stroke. We did not
evaluate an acute stroke
population.

363. SH

Keele
University

11

full

21

Technology can be used to apply principles of
repetitive task training (e.g. triggered stimulation
and robotics) – was this reviewed
There are some references for robots with gait
training but I could not spot any for Upper limb

Thank you for your
comment. Technology
assisted repetitive task
training was not specified
in our protocol and was
not reviewed. The review
on repetitive task training
focussed on comparing
repetitive task
(purposeful functional
tasks) for both upper and
lower limb to usual care.
Studies included were on
physical task (such as
reaching, grasping, sit-tostand, walking, using
stairs) performed by the
patient with/without the
assistance of a therapist.
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Keele
University

12

full

22

Line No

I would treat both subheadings as one
Also with respect to Body weight support and
increase in body weight above 40% is probably of
no use

to 24

365. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

13

Full

22

Comments
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32-37

“The GDG did not consider that after early
supported discharge patients would have any
additional information needs”. Why ever not?
There is plenty of evidence that patients and
families have unmet info and support needs
throughout the care pathway.
The GDG) “were in agreement that the interface
between health and social care before discharge
was established practice”.
What does this mean?
In practice the interface between health and social
care is often unclear and unsatisfactory, as
demonstrated in the recent CQC review. Even
provision of joint health and social care
documentation at discharge is patchy, and not all
stroke unit MDTs include a social worker.
It is a mystery why ESD is included in this
guideline,
given that the remit is for long-term rehabilitation.
By definition ESD is a short, time-limited
intervention
which focuses on discharge from hospital-based
care
(which is reflected in the outcomes stated). So it is
out-of-scope; very important, but out of scope

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The page you
refer to is inaccurate.

The GDG believed that
this group of patients
would not have any
different information
needs to other patients
being discharged from
hospital. We have
amended the wording to
make this clearer.
Further work has been
undertaken post
consultation to address
MDT working, discharge
planning and transfer of
care, co-ordination
between health and
social care, rehabilitation
planning, on-going
review, and long term
health and social care
needs including selfmanagement, social
participation and reaccess to rehabilitation
when needed. As there is
very little or no evidence
a modified Delphi survey
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Society for
Research in
Rehabilitatio
n (SRR)

23

FULL

22

32-37

“The GDG did not consider that after early
supported discharge patients would have any
additional information needs”. Why ever not?
There is plenty of evidence that patients and
families have unmet info and support needs
throughout the care pathway.
The GDG “were in agreement that the interface
between health and social care before discharge
was established practice”.
What does this mean?
In practice the interface between health and social
care is often unclear and unsatisfactory, as
demonstrated in the recent CQC review. Even
provision of joint health and social care

Developer’s Response
Please respond to each
comment
was undertaken to in
order to develop
consensus for these
areas.
ESD was included as a
direct response to
requests from
stakeholder’s comments
to include this in the
scope. The remit was to
produce a guideline for
people who have had a
stroke and have
continuing impairment.
This includes the
subacute (recovery
phase) and on-going
needs. We therefore do
not consider the inclusion
of ESD as being outside
of the scope of this
guideline. .
The GDG believed that
this group of patients
would not have any
different information
needs to other patients
being discharged from
hospital. We have
amended the wording to
make this clearer.
Further work has been
undertaken post
consultation to address
MDT working, discharge
planning and transfer of
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documentation at discharge is patchy, and not all
stroke unit MDTs include a social worker.
It is a mystery why ESD is included in this
guideline,
given that the remit is for long-term rehabilitation.
By definition ESD is a short, time-limited
intervention
which focuses on discharge from hospital-based
care
(which is reflected in the outcomes stated). So it is
out-of-scope; very important, but out of scope

Developer’s Response
Please respond to each
comment
care, co-ordination
between health and
social care, rehabilitation
planning, on-going
review, and long term
health and social care
needs including selfmanagement, social
participation and reaccess to rehabilitation
when needed. As there is
very little or no evidence
a modified Delphi survey
was undertaken to in
order to develop
consensus for these
areas.
ESD was included as a
direct response to
requests from
stakeholder’s comments
to include this in the
scope. The remit was to
produce a guideline for
people who have had a
stroke and have
continuing impairment.
This includes the
subacute (recovery
phase) and on-going
needs. We therefore do
not consider the inclusion
of ESD as being outside
of the scope of this
guideline.
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University of
Salford

15

FULL

22

32-37

“The GDG did not consider that after early
supported discharge patients would have any
additional information needs”. Why ever not?
There is plenty of evidence that patients and
families have unmet info and support needs
throughout the care pathway.

The GDG believed that
this group of patients
would not have any
different information
needs to other patients
being discharged from
hospital. We have
amended the wording to
make this clearer.
Further work has been
undertaken post
consultation to address
MDT working, on-going
review and care
planning, and social
support and delivery in
different settings which
was not included in the
original scope. As there
is very little or no
evidence a modified
Delphi survey was
undertaken in order to
develop consensus for
these areas.

The GDG “were in agreement that the interface
between health and social care before discharge
was established practice”.
What does this mean?
In practice the interface between health and social
care is often unclear and unsatisfactory, as
demonstrated in the recent CQC review. Even
provision of joint health and social care
documentation at discharge is patchy, and not all
stroke unit MDTs include a social worker.
It is a mystery why ESD is included in this
guideline,
given that the remit is for long-term rehabilitation.
By definition ESD is a short, time-limited
intervention
which focuses on discharge from hospital-based
care
(which is reflected in the outcomes stated). So it is
out-of-scope; very important, but out of scope

ESD was included as a
direct response to
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368. SH

British
Association
of Stroke
Physicians
(BASP)

14

Full

22

16

“The GDG noted that all patients are given
information…” BASP contests this assertion.
Feedback studies such as the Picker report have
demonstrated that not all patients are given
information in an accessible format appropriate to
their needs and at an appropriate time.

Thank you for your
comment. We have
edited this to reflect our
intention: Patients live in
an information rich
environment and obtain
information from a variety
of sources; a lot of that
information is not tailored
to patients, however.

369. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

11

Full

22

16

The GDG noted that all people after stroke are
given information related to their condition which
is tailored to their individual needs and personal
circumstances. This is not true – it should be, but
if often does not happen – see Sentinel Stroke
Audit, CQC, literature of patient needs.

Thank you for your
comment. We have
edited this to reflect our
intention: Patients live in
an information rich
environment and obtain
information from a variety
of sources; a lot of that
information is not tailored
to patients, however.
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370. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

32

Full

22

16

“The GDG noted that all patients are given
information…” This is not true. Feedback studies
(eg the Picker report) clearly demonstrated that
NOT ALL patients are given information. Of
course they should be given information, but they
are certainly not, always.

371. SH

Intercollegiat
e Working
Party for
Stroke

41

Full

22

16

The statement “all people after stroke are given
information related to their condition which is
tailored to their individual needs and personal
circumstances” is certainly not true – ask any
patient after discharge and a significant number
will deny receiving any information

372. SH

National
CLAHRC
Stroke
Group

7

Full

22

16

“The GDG noted that all patients are given
information…” This is not true. Feedback studies
(eg the Picker report) clearly demonstrated that
NOT ALL patients are given information. Of
course they should be given information, but they
are certainly not, always.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We will edit to
reflect our intention:
Patients live in an
information rich
environment and obtain
information from a variety
of sources; a lot of that
information is not tailored
to patients, however.
Thank you for your
comment. We have
edited this to reflect our
intention: Patients live in
an information rich
environment and obtain
information from a variety
of sources; a lot of that
information is not tailored
to patients, however.
Thank you for your
comment. We have
edited this to reflect our
intention: Patients live in
an information rich
environment and obtain
information from a variety
of sources; a lot of that
information is not tailored
to patients, however.
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373. SH

Society for
Research in
Rehabilitatio
n (SRR)

21

FULL

22

16

The GDG noted that all people after stroke are
given information related to their condition which
is tailored to their individual needs and personal
circumstances. This is not true – it should be, but
if often does not happen – see Sentinel Stroke
Audit, CQC, literature of patient needs.

374. SH

University of
Salford

13

FULL

22

16

The GDG noted that all people after stroke are
given information related to their condition which
is tailored to their individual needs and personal
circumstances. This is not true – it should be, but
if often does not happen – see Sentinel Stroke
Audit, CQC, literature of patient needs.

375. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

5

FULL

22

30

Why is patient experience and patient views using
qualitative research not appropriate? There are
well designed qualitative studies which can
provide critical contextual information about
emotional needs. Not all questions can be
answered by a randomised controlled trial

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We have
edited this to reflect our
intention: Patients live in
an information rich
environment and obtain
information from a variety
of sources; a lot of that
information is not tailored
to patients, however.
Thank you for your
comment. We have
edited this to reflect our
intention: Patients live in
an information rich
environment and obtain
information from a variety
of sources; a lot of that
information is not tailored
to patients, however.
Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patient’s emotional
needs. There is NICE
guideline focusing only
on patient experience
and as agreed with the
GDG this guidance has
been incorporated where
appropriate.
.
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376. SH

British
Association
of Stroke
Physicians
(BASP)

15

Full

22

30

“The GDG noted that patient experience and
patient views using qualitative studies would not
be appropriate to answer this question”. BASP
would challenge this decision. Patient experience
may be extremely important in understanding the
value of a rehabilitation intervention. This
comment diminishes the value of patient
experience research in psychological therapies.

377. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

12

Full

22

30

“The GDG noted that patient experience and
patient views using qualitative studies would not
be appropriate to answer this question”. Why not?
Patient experience is extremely important in
understanding the value of psychological
therapies – it is the main thing that the therapies
would seek to improve.

378. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

33

Full

22

30

“The GDG noted that patient experience and
patient views using qualitative studies would not
be appropriate to answer this question”. Why not?
Patient experience may be extremely important in
understanding the value of the intervention. This
comment completely negates the value of patient
experience research in psychological therapies.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patient’s emotional
needs. There is a NICE
guideline focusing only
on patient experience
and as agreed with the
GDG this guidance has
been incorporated where
appropriate.
Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patient’s emotional
needs. In addition, there
is a NICE guideline
focusing only on patient
experience and as
agreed with the GDG this
guidance is incorporated
where appropriate.
Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patient’s emotional
needs. In addition, there
is a NICE guideline
focusing only on patient’s
experience and as
agreed with the GDG this
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guidance is incorporated
where appropriate.

379. SH

Intercollegiat
e Working
Party for
Stroke

42

Full

22

30

“The GDG noted that patient experience and
patient views using qualitative studies would not
be appropriate to answer this question”. Why not?
Patient experience may be extremely important in
understanding the value of the intervention. This
comment completely negates the value of patient
experience research in psychological therapies.

380. SH

National
CLAHRC
Stroke
Group

8

Full

22

30

“The GDG noted that patient experience and
patient views using qualitative studies would not
be appropriate to answer this question”. Why not?
Patient experience may be extremely important in
understanding the value of the intervention. This
comment completely negates the value of patient
experience research in psychological therapies.

Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patients’ emotional
needs. There is a NICE
guideline focusing only
on patient experience
and as agreed with the
GDG this guidance is
incorporated where
appropriate.
Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patients’ emotional
needs. There is a NICE
guideline focusing only
on patient experience
and as agreed with the
GDG this guidance is
incorporated where
appropriate.
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381. SH

Society for
Research in
Rehabilitatio
n (SRR)

22

FULL

22

30

“The GDG noted that patient experience and
patient views using qualitative studies would not
be appropriate to answer this question”. Why not?
Patient experience is extremely important in
understanding the value of psychological
therapies – it is the main thing that the therapies
would seek to improve.

382. SH

The Stroke
Association

15

Full

22

30

It is very disappointing that evidence including
patient reported experience and outcomes were
not included. Given the paucity of evidence that
the GDG found on the effectiveness of
psychological support, the inclusion of this type of
evidence would have significantly added weight to
the guideline.

383. SH

University of
Salford

14

FULL

22

30

“The GDG noted that patient experience and
patient views using qualitative studies would not
be appropriate to answer this question”. Why not?
Patient experience is extremely important in
understanding the value of psychological
therapies – it is the main thing that the therapies
would seek to improve.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patient’s emotional
needs. , There is a NICE
guideline focusing only
on patient experience
and as agreed with the
GDG this guidance is
incorporated where
appropriate.
Thank you for your
comment. We agree that
patient experience
research could provide
information on patient’s
emotional needs. , There
is a NICE guideline
focusing only on patient
experience and as
agreed with the GDG this
guidance is incorporated
where appropriate.
Thank you for your
comment. We agree that
patient experience
qualitative research could
provide information on
patient’s emotional
needs. , There is a NICE
guideline focusing only
on patient’s experience
and as agreed with the
GDG this guidance is
incorporated where
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appropriate.

The Stroke
Association

16

Full

22

32

There is evidence indicating that the information
needs of stroke survivors and their families are
often not met (see the Stroke Association Needs
Survey, for example, or the CQC report). The
existence of Early Supported Discharge schemes
is not necessarily a guarantee of good information
provision or of seamless transition between health
and social care. This also begs the question of
the information needs and transition
arrangements for the majority of stroke patients
for whom ESD is not available or appropriate. Our
anecdotal evidence is that for many stroke
survivors and their families, discharge from
hospital is like “falling off a cliff” and that there are
often significant delays in patients accessing
rehabilitation and social care services after
discharge. It would have been very useful to
assess the impact of those delays on recovery
and quality of life.

We agree information for
all stroke patients leaving
hospital is important.
The NICE guideline
‘Patient Experience’
CG138 provides generic
guidance on information
and educational needs of
patients and carers and
we will incorporate this
where appropriate.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
goal setting, discharge
planning and transfer of
care, co-ordinating care
between health and
social care services and
on-going review of need.
Further
recommendations have
been made in these
areas and particular
attention has been paid
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by the GDG to ensure
patients and carers
information needs are
addressed.

British
Association
of Stroke
Physicians
(BASP)

16

Full

22

35

‘’The GDG did not consider that after early
supported discharge patients would have any
additional information needs”. BASP would
contest this assertion. Patient’s information needs
vary with time and according to the experience
they have had and those needs are often
sustained over long periods of time.

The GDG believed that
this group of patients
would not have any
different information
needs to other patients
being discharged from
hospital. We have
amended the wording to
make this clearer.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
goal setting, discharge
planning and transfer of
care, co-ordinating care
between health and
social care services and
on-going review of need.
Further
recommendations have
been made in these
areas and particular
attention has been paid
by the GDG to ensure
patients and carers
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addressed.

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

34

Full

22

35

“The GDG did not consider that after early
supported discharge patients would have any
additional information needs” why on earth not?
Patients information needs vary with time and
according to the experience they have had.

The GDG believed that
this group of patients
would not have any
different information
needs to other patients
being discharged from
hospital. We have
amended the wording to
make this clearer.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
goal setting, discharge
planning and transfer of
care, co-ordinating care
between health and
social care services and
on-going review of need.
Further
recommendations have
been made in these
areas and particular
attention has been paid
by the GDG to ensure
patients and carers

Page 250 of 605

Type

387. SH

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
information needs are
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Intercollegiat
e Working
Party for
Stroke

44

Full

22

35

“The GDG did not consider that after early
supported discharge patients would have any
additional information needs” why on earth not?
Patients information needs vary with time and
according to the experience they have had.

The GDG believed that
this group of patients
would not have any
different information
needs to other patients
being discharged from
hospital. We have
amended the wording to
make this clearer.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
goal setting, discharge
planning and transfer of
care, co-ordinating care
between health and
social care services and
on-going review of need.
Further
recommendations have
been made in these
areas and particular
attention has been paid
by the GDG to ensure
patients and carers
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National
CLAHRC
Stroke
Group

9

Full

22

35

“The GDG did not consider that after early
supported discharge patients would have any
additional information needs” why on earth not?
Patients information needs vary with time and
according to the experience they have had.

The GDG believed that
this group of patients
would not have any
different information
needs to other patients
being discharged from
hospital. We have
amended the wording to
make this clearer.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
goal setting, discharge
planning and transfer of
care, co-ordinating care
between health and
social care services and
on-going review of need.
Further
recommendations have
been made in these
areas and particular
attention has been paid
by the GDG to ensure
patients and carers
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British
Association
of Stroke
Physicians
(BASP)

17

Full

22

36

(The GDG) ‘’were in agreement that the interface
between health and social care before discharge
was established practice”. The meaning of this
statement is unclear. In practice the interface
between health and social care can itself be
unclear, as demonstrated in the recent CQC
review. The provision of joint health and social
care documentation at discharge is patchy, and
not all stroke unit MDTs include a social worker. A
specific recommendation in this area could
contribute significantly to service quality.

The GDG agree that
clear communication and
co-ordination between
health and social care is
important and this has
been addressed in
additional work carried
out post consultation.
MDT working, discharge
planning and transition of
care, interface between
health and social care in
assessment and
rehabilitation planning
and on-going long term
health and social support
needs and re-access to
services when needed
have been covered and
further recommendations
made by the GDG.
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390. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

35

Full

22

36

(The GDG) “were in agreement that the interface
between health and social care before discharge
was established practice”. What does this mean?
In practice the interface between health and social
care can be unclear, as demonstrated in the
recent CQC review. Even provision of joint health
and social care documentation at discharge is
patchy, and not all stroke unit MDTs include a
social worker.

391. SH

Intercollegiat
e Working
Party for
Stroke

45

Full

22

36

(The GDG) “were in agreement that the interface
between health and social care before discharge
was established practice”. What does this mean?
In practice the interface between health and social
care can be unclear, as demonstrated in the
recent CQC review. Even provision of joint health
and social care documentation at discharge is
patchy, and not all stroke unit MDTs include a
social worker.

Developer’s Response
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comment
The GDG agree that
clear communication and
co-ordination between
health and social care is
important and this has
been addressed in
additional work carried
out post consultation.
MDT working, discharge
planning and transition of
care, interface between
health and social care in
assessment and
rehabilitation planning
and on-going long term
health and social support
needs and re-access to
services when needed
have been covered and
further recommendations
made by the GDG.
The GDG agree that
clear communication and
co-ordination between
health and social care is
important and this has
been addressed in
additional work carried
out post consultation.
MDT working, discharge
planning and transition of
care, interface between
health and social care in
assessment and
rehabilitation planning
and on-going long term
health and social support
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needs and re-access to
services when needed
have been covered and
further recommendations
made by the GDG..

392. SH

National
CLAHRC
Stroke
Group

10

Full

22

36

(The GDG) “were in agreement that the interface
between health and social care before discharge
was established practice”. What does this mean?
In practice the interface between health and social
care can be unclear, as demonstrated in the
recent CQC review. Even provision of joint health
and social care documentation at discharge is
patchy, and not all stroke unit MDTs include a
social worker.

393. PR

NETSCC,
HTA Ref 1

01

Full

23

The GDG agree that
clear communication and
co-ordination between
health and social care is
important and this has
been addressed in
additional work carried
out post consultation.
MDT working, discharge
planning and transition of
care, interface between
health and social care in
assessment and
rehabilitation planning
and on-going long term
health and social support
needs and re-access to
services when needed
have been covered and
further recommendations
made by the GDG.
Thank you for your
comment.
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2.1 Please comment on the validity of the work
i.e. the quality of the methods and their
application (the methods should comply with
NICE’s Guidelines Manual available at
http://www.nice.org.uk/page.aspx?o=guideline
smanual). The literature search method is
appropriate and up to date. Supplementing new
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analysis where evidence is lacking constitutes a
good approach.
The exclusion criteria used for the health
economic evidence is justified.

23
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Thank you for your
comment.

31

395. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

36

Full

-34
23

19

Were the ICSWP guidelines considered?

Yes we are aware of this
guideline and have
considered its content.

396. SH

Intercollegiat
e Working
Party for
Stroke

46

Full

23

19

Were the ICSWP guidelines considered?

Yes we are aware of this
guideline and have
considered its content.

397. SH

National
CLAHRC
Stroke
Group

11

Full

23

19

Were the ICSWP guidelines considered?

Yes we are aware of this
guideline and have
considered its content.
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Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

14

Full

24

21-25

It is illogical that there are different sample sizes
for different areas of research. If 10 participants
are sufficient to make a reasonable judgement for
cognitive studies then it is sufficient for other
areas of research too, and should be applied
throughout. If it is an insufficient sample size for
other areas of work, then it should not be included
for cognition studies.
Although sample sizes have been stated these
have been widely ignored in the evidence tables
where there are numerous examples of trials
involving smaller sample sizes have been
included. No details of the excluded trials are
given so one cannot tell whether good trials with
adequate number shave been excluded and why
nor how consistent the flouting of the sample size
requirement has been. If one is going to ignore
the ‘rule’ then at least it should be ignored
consistently

399. SH

Society for
Research in
Rehabilitatio
n (SRR)

24

FULL

24

21-25

It is illogical that there are different sample sizes
for different areas of research. If 10 participants
are sufficient to make a reasonable judgement for
cognitive studies then it is sufficient for other
areas of research too, and should be applied
throughout. If n=10 is an insufficient sample size
for other areas of work, then it should not be
included for cognition studies.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This decision
was made for pragmatic
reasons. We included
only studies with a
minimum sample size of
20 participants (10 in
each arm) throughout the
review of evidence. The
problem with interpreting
evidence from small
sample studies is that it
is more difficult to
distinguish between a
real effect of an
intervention
and random variation.
The only exception was
with cognitive studies as
the GDG considered that
this type of intervention
would make it difficult for
participant’s recruitment
into studies. In addition,
due to lack of studies
conducted in the area,
we would be unable to
find large size studies.
Thank you for your
comment. This decision
was made for pragmatic
reasons. We included
only studies with a
minimum sample size of
20 participants (10 in
each arm) throughout the
review of evidence. The
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Although sample sizes have been stated, these
have been widely ignored in the evidence tables
where there are numerous examples of trials
involving smaller sample sizes that have been
included. No details of the excluded trials are
given so one cannot tell whether good trials with
adequate numbers have been excluded nor how
consistent the flouting of the sample size
requirement has been.

400. SH

University of
Salford

16

FULL

24

21-25

It is illogical that there are different sample sizes
for different areas of research. If 10 participants
are sufficient to make a reasonable judgement for
cognitive studies then it is sufficient for other
areas of research too, and should be applied
throughout. If n=10 is an insufficient sample size
for other areas of work, then it should not be
included for cognition studies.
Although sample sizes have been stated, these
have been widely ignored in the evidence tables
where there are numerous examples of trials
involving smaller sample sizes that have been
included. No details of the excluded trials are
given so one cannot tell whether good trials with
adequate numbers have been excluded nor how
consistent the flouting of the sample size
requirement has been.
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problem with interpreting
the evidence from small
sample studies is that it
is more difficult to
distinguish between a
real effect of an
intervention and random
variation. The only
exception was with
cognitive studies as the
GDG considered that this
type of intervention
would make it difficult for
participants’ recruitment
into studies. In addition,
due to lack of studies
conducted in the area,
we would be unable to
find large size studies.
Thank you for your
comment. This decision
was made for pragmatic
reasons. We included
only studies with a
minimum sample size of
20 participants (10 in
each arm) throughout the
review of evidence. The
problem with interpreting
the evidence from small
sample studies is that it
is more difficult to
distinguish between a
real effect of an
intervention and random
variation. The only
exception was with
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British
Psychologica
l Society
(BPS)

10

Full

24

17

The BPS is unclear as to the inclusion/exclusion
criteria. For example, we have been unable to
find reference to many of the Cochrane reviews
that exist in stroke rehabilitation despite the
selection methods stated elsewhere in the
guideline (e.g. page 25, line 25) that strongly
suggest that these would be considered for
inclusion. The reviews we would have expected
to see include those on: neglect (Bowen, 2007);
perception (Bowen, 2011); memory (das Nair,
2007); aphasia (Kelly, 2010); and repetitive task
training (French, 2007).
Kelly (2010) is listed as having been excluded
under the ‘does not match our protocol’ criterion;
however, this is in relation to the ‘conversation:
listener advice’ question rather than the ‘intensity
speech therapy’ question for which it seems more
suited.
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cognitive studies as the
GDG considered that this
type of intervention
would make it difficult for
participants’ recruitment
into studies. In addition,
due to lack of studies
conducted in the area,
we would be unable to
find large size studies.
The reasons for
inclusion/ exclusion have
been checked and
amended to make clearer
where appropriate. The
Cochrane reviews
excluded because they
did not fit the protocol
have been listed along
with the reasons for
exclusion.
An additional review on
speech and language
therapy has been
conducted post
consultation and the
Cochrane review (Kelly
2010) has been included.

The Lincoln (2000) Cochrane review of attention
was excluded as not matching, but it is unclear
why not.
(cont’d/…)
The BPS is particularly surprised by these
omissions as Cochrane reviews often contain
more than the data described in the included
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published papers (because reviewers contact
authors to obtain further unpublished information,
including checking the veracity of methodological
claims e.g. the use of randomisation).
References:
Bowen, A., Knapp, P., Gillespie, D., Nicolson
D.J. & Vail A. (2011). Non-Pharmacological
Interventions for Perceptual Disorders
Following Stroke and Other Adult-Acquired,
Non-Progressive Brain Injury. Cochrane
Database of Systematic Reviews 2011, Issue
2. Art. No.: CD007039. DOI:
10.1002/14651858.CD007039.
Bowen, A. & Lincoln, N. (2007). Cognitive
Rehabilitation for Spatial Neglect Following
Stroke. Cochrane Database of Systematic
Reviews 2007, Issue 2. Art. No.: CD003586.
DOI: 10.1002/14651858.CD003586.pub2.
das Nair, R. & Lincoln, N. (2007). Cognitive
Rehabilitation for Memory Deficits Following
Stroke. Cochrane Database of Systematic
Reviews 2007, Issue 3. Art. No.: CD002293.
DOI: 10.1002/14651858.CD002293.pub2.
French, B., Thomas, L.H., Leathley, M.J.,
Sutton, C.J., McAdam, J., Forster, A. et al.
(2007). Repetitive Task Training for Improving
Functional Ability after Stroke. Cochrane
Database of Systematic Reviews 2007, Issue
4. Art. No.: CD006073. DOI:
10.1002/14651858.CD006073.pub2.
Kelly, H., Brady, M.C. & Enderby, P. (2010).
Speech and language therapy for aphasia
following stroke. Cochrane Database of
Systematic Reviews 2010, Issue 5. Art. No.:
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CD000425. DOI:
10.1002/14651858.CD000425.pub2.
Lincoln, N.B., Majid, M.J. & Weyman, N.
(2000). Cognitive Rehabilitation for Attention
Deficits Following Stroke. Cochrane Database
of Systematic Reviews, Issue 4. Art. No.:
CD002842. DOI:
10.1002/14651858.CD002842.
402. SH

Intercollegiat
e Working
Party for
Stroke

47

full

24

17

Inclusion/exclusion criteria – It is puzzling that
there is no reference to (included/excluded) many
of the Cochrane reviews that exist in stroke
rehabilitation given the methods stated elsewhere
(e.g. page 25, line 25) in the guideline that these
will be considered for inclusion e.g. reviews on
neglect (Bowen 2007), perception (Bowen 2011),
memory (das Nair 2007), aphasia (Kelly 2010),
repetitive task training (French 2007). Some e.g.
Kelly 2010, are listed as excluded for the
reason“does not match our protocol” but this is for
the ‘conversation: listener advice’ question, rather
than the intensity speech therapy’ question for
which it seems more suited.
The Lincoln 2000 Cochrane review of attention
was excluded as not matching but it is unclear
why not. Others excluded e.g. Bowen 2007 were
just the Cochrane corner summary in the journal
Stroke there is no mention of consideration of the
full Cochrane review itself (also Bowen 2007).

The reasons for
inclusion/exclusion have
been checked and
amended to make clearer
where appropriate.
Those Cochrane reviews
excluded because they
did not fit the protocol
have been listed along
with the reasons for
exclusion.
An additional review on
speech and language
therapy has been
conducted post
consultation and the
Cochrane review (Kelly
2010) has been included.

These are very specific examples used to
illustrate the point that there is a need for a
response to address the more general issue of
where all the Cochrane reviews have gone or
whether they were simply missed.
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Cochrane reviews often contain more than the
data described in the included published papers
as reviewers contact authors, obtain further
unpublished information including checking the
veracity of methodological claims e.g. the use of
randomisation.

403. SH

Society for
Research in
Rehabilitatio
n (SRR)

25

full

24

17

Inclusion/exclusion criteria – I’m puzzled that I
can’t find reference to (included/excluded) many
of the Cochrane reviews that exist in stroke
rehabilitation given the methods stated elsewhere
(e.g. page 25, line 25) in the guideline that these
will be considered for inclusion e.g. reviews on
neglect (Bowen 2007), perception (Bowen 2011),
memory (das Nair 2007), aphasia (Kelly 2010),
repetitive task training (French 2007) electromechanical training (Merholz) and exercise for
stroke .
Some e.g. Kelly 2010 are listed as excluded for
“does not match our protocol” but this is for the
‘conversation: listener advice’ question, rather
than the intensity speech therapy’ question for
which it seems more suited.
The Lincoln 2000 Cochrane review of attention
was excluded as not matching but it is unclear
why not. Others excluded e.g. Bowen 2007 were
just the Cochrane corner summary in the journal
Stroke and I can find no mention of consideration
of the full Cochrane review itself (also Bowen
2007).

The reasons for
inclusion/exclusion have
been checked and
amended to make clearer
where appropriate.
Those Cochrane reviews
excluded because they
did not fit the protocol
have been listed along
with the reasons for
exclusion.
An additional review on
speech and language
therapy has been
conducted post
consultation and the
Cochrane review (Kelly
2010) has been included.

Why have the Cochrane reviews been missed?
They contain more than the data described in the
included published papers as reviewers contact
authors, obtain further unpublished information
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including checking the veracity of methodological
claims e.g. the use of randomisation.

404. SH

Keele
University

2

full

25

405. SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research
Unit

24

Full

25

After cross over all you have is a quasi controlled
study with a difference in base line – why were
these studies included. Also, was all of the data
used or was the RCT component of the data only
used

29-31

The statement “ The GDG believe that the reason
why no large trials were found for this population
was largely because stroke units are relatively
new therefore it has not been possible to conduct
large multi-centre RCTs” (page 25 lines 29-31).
This is a very general statement. There are in fact
several large trials or relevant to the rehabilitation
population that have been conducted via stroke
units (consider ACTNoW, FOOD or CLOTs as
some examples) and it is more than likely that the
development of stroke units has actually probably
facilitated the conduct of large rehabilitation trials
rather than hindered them.

Thank you for your
comments. Due to the
paucity of evidence for a
number of topic areas the
GDG decided to include
cross-over studies. We
have included all data
from these trials but
since these are paired
data we made
adjustments to the
standard errors.
We would agree that
conducting large multicentre trials is more
feasible since the
introduction of stroke
units. Many of the
studies reviewed were
from an earlier period
when this was not the
case. We have
conducted a further
review on speech and
language therapies post
consultation and have
included the ACTNoW
study. The other trials
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you suggest are not
relevant to the questions
addressed by this
guideline.

406. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

6

FULL

25

24

No justification for not incorporating good
qualitative evidence

407. SH

Intercollegiat
e Working
Party for
Stroke

48

full

25

30

Is it really the case that no large RCTs are found
because stroke units are relatively new? It is as,
or more, likely that, at least for cognitive
impairments, there is great variability in the nature
of deficits present in any cohort of patients.
Therefore, recruiting enough participants with
sufficiently similar deficit profiles for a large-scale
trial, even over multiple centres, could take many
years.

We believe we have
outlined the rationale for
the studies included
within reviews in section
4.3.3. A balance has to
be drawn on the added
value qualitative data
would provide the GDG
against the time and
resource required to
extract and present a
large number of small
qualitative studies many
of which are mixed
populations. If large
cohort studies had been
available we would have
included them.
Many of the studies
included in the reviews
were prior to the
formation of stroke units
and the GDG considered
that it would not have
been possible to conduct
large multi centred RCTs.
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There are of course a number of large RCTs that
have been performed in stroke rehabilitation
topics e.g. stroke unit trials, early supported
discharge, ACT NoW.

408. SH

409. SH

Society for
Research in
Rehabilitatio
n (SRR)

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

26

25

full

Full

25

26

30

1-12

RCTs.
Is it really the case that no large RCTs are found
because stroke units are relatively new? It is as,
or more, likely that, at least for cognitive
impairments, there is great variability in the nature
of deficits present in any cohort of patients.
Therefore, recruiting enough participants with
sufficiently similar deficit profiles for a large-scale
trial, even over multiple centres, could take many
years.

Analysis: No mention is made of how the NICE
reviewers dealt with and synthesised continuous
outcome summary data which was reported as
medians and ranges. It is a common issue in
reviewing studies of effectiveness in the
rehabilitation field.
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Further reviews on stroke
units and Speech and
language therapies have
been carried out post
consultation and have
included the trials you
refer to in your comment.
Many of the studies
included in the reviews
were prior to the
formation of stroke units
and the GDG considered
that it would not have
been possible to conduct
large multi centred RCTs.
Further reviews on stroke
units and Speech and
language therapies have
been carried out post
consultation and have
included the trials you
refer to in your comment.
Thank you for your
comment. This has been
addressed in the section
1.3.2 (“Data synthesis for
intervention studies”)
whereas we discussed
that when results were
only reported as medians
and interquartile ranges,
this information would be
added in the GRADE
tables without calculating
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the relative and absolute
effect. No meta-analysis
was conducted for
studies reporting only
medians and/or
interquartile ranges.

2.1 Please comment on the validity of the work
i.e. the quality of the methods and their
application (the methods should comply with
NICE’s Guidelines Manual available at
http://www.nice.org.uk/page.aspx?o=guideline
smanual). I disagree with the decision to
automatically downgrade trials where the patients
and the clinical teams were not masked to
treatment allocation. It is only possible to even
attempt to achieve this in an area where the
patient is the passive recipient of the treatment
and introducing it into the patient demands no skill
(pharmacological treatments are the obvious
example). For any treatment where the patient
has to cooperate or the clinical team actually has
to do something skilled it is impossible to mask
them to what they are doing. The direct effect of
failing to recognise this and downgrading all such
studies is that pharmacological therapies will
always come out as preferred to nonpharmacological. (Incidentally the offensive and
misleading term double or single blinding should
be avoided. I do not see how clinicians can speak
of blinding their patients with a straight face and
double or single leaves open the question of
which of the several stakeholders has been
masked: patient, clinical team, outcome assessor,
statistician, ...)

Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
participants who were not
blinded to their
intervention these were
no longer downgraded
based on that criterion.
However, the GDG
considered it important
for operators to be
blinded to the
interventions tested.
Therefore, now double
blinded or single blinded
(operator’s blinded)
studies are considered
as low risk of bias and
are not downgraded.
Only unblinded studies
are downgraded based
on that criterion.
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NETSCC,
HTA Ref 2

20

Full

27
28

412. PR

NETSCC,
HTA Ref 2

21

Full

27
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Failure to mask outcome assessors is a
completely different issue and although never as
simple as it looks in the textbooks it should
penalise studies.

Incidentally on page 27 there is a typo, surely
'rated down 1 or 2' is meant.
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Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
participants who were not
blinded to their
intervention these were
no longer downgraded
for that criterion.
However, the GDG
considered it important
for operators to be
blinded to the
interventions tested.
Therefore, now double
blinded or single blinded
(operator’s blinded)
studies are considered
as low risk of bias and
are not downgraded.
Only unblinded studies
are downgraded based
on that criterion.
Thank you for your
comment. This has now
been corrected.
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413. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

15

Full

27

25

It is unreasonable and spurious to downgrade
because they are not double-blinded. It is
impossible to blind patients or care giving to the
treatment they have received or delivered. It may
be a source of bias (it is not known to what extent
awareness of the treatment received biases
participants’ responses) but it is inherent within
this type of research. It is a fact of life, not a shortcoming.

414. SH

Society for
Research in
Rehabilitatio
n (SRR)

27

FULL

27

25 onwards

It is unreasonable and spurious to downgrade the
level of because a trial is not double-blinded. It is
not possible to blind patients or care-givers to the
treatment they have received or delivered, nor
would one really want to.
Double-blind may produce least biased outcome
in theory (it is not known to what extent
awareness of the treatment received biases
participants’ responses) but it is inherent within
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Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
participants who were not
blinded to their
intervention these were
no longer downgraded
based on that criterion.
However, the GDG
considered it important
for operators to be
blinded to the
interventions tested.
Therefore, now double
blinded or single blinded
(operator’s blinded)
studies are considered
as low risk of bias and
are not downgraded.
Only unblinded studies
are downgraded based
on that criterion.
Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
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this type of research. It is a fact of life, not a shortcoming and is of no practical or clinical relevance
because findings could not be replicated nor
implemented, in clinical practice.

415. SH

University of
Salford

17

FULL

27

25 onwards

It is unreasonable and spurious to downgrade the
level of because a trial is not double-blinded. It is
not possible to blind patients or care-givers to the
treatment they have received or delivered, nor
would one really want to.
It may be a source of bias (it is not known to what
extent awareness of the treatment received
biases participants’ responses) but it is inherent
within this type of research. It is a fact of life, not a
short-coming.
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participants who were not
blinded to their
intervention these were
no longer downgraded
based on that criterion.
However, the GDG
considered it important
for operators to be
blinded to the
interventions tested.
Therefore, now double
blinded or single blinded
(operator’s blinded)
studies are considered
low risk of bias and are
not downgraded. Only
unblinded studies are
downgraded based on
that criterion.
Thank you for your
comment. After further
consultation with the
GDG, we decided to
reapply GRADE study
limitations criteria to all
the evidence reviewed
for the guideline. When
studies included
participants who were not
blinded to their
intervention these were
no longer downgraded
based on that criterion.
However, the GDG
considered important for
the operators to be
blinded to the
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University
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full
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Association

26

Full
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4.3.9: difference or difference in prognostic
indicators would fall under this heading. If this is
the case can this link be more explicitly made.
Should this not be also accounted for in 4.3.7.

27

How quickly following assessment should
occupational therapy be offered? What is the
consequence of delay in accessing occupational
therapy? What intensity should occupational
therapy be offered and for how long?
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intervention tested.
Therefore, now double
blinded or single blinded
(operator’s blinded)
studies are considered
as low risk of bias and
are not downgraded.
Only unblinded studies
are downgraded based
on that criterion.
Thank you for your
comment. We think that
differences in prognostic
indicators are accounted
for in ‘study limitations’
(section 4.3.7). Baseline
differences are an issue
that would be appraised.
We added this to Table
4. Indirectness refers to
variations in the PICO
characteristics – such as
surrogate outcomes for
instance – which are not
prognostic as such.
The GDG were unable to
specify what intensity of
occupational therapy
should be offered from
the evidence reviewed.
However from additional
work carried out post
consultation, the GDG
have made further
recommendations on
assessment and
planning for
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Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

16

Full

30

table

The MID of the Motor Activity Log is included, but
it is does not appear as an ‘accepted outcome.
An MID of 0.2m/s for walking speed is
unreasonable. This is based on the change in
speed needed to move from one category to
another in Perry’s Walking Handicap Scale. This
is a massive change in ability. It means changing
from being restricted to walking inside to being
able to walking out-of-doors. Or from walking very
limited distances (such as along the drive to the
car) to walking anywhere out-of-doors. Very few
interventions or patients will achieve this or expect
to. Effective treatment usually only effects the
patients’ ability to get around within the category
(i.e. the patient gets better at walking indoors but
probably still assistance outdoors). These
changes are sufficient to improve patients activity
and everyday life and to suggest that they are not
important is unreasonable. It is not a degree of
change which is reflected in the MID stated for
other outcomes.
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rehabilitation, discharge
planning and goal setting
that should be
undertaken by the
multidisciplinary team.
Carrying out these tasks
would determine what
occupational therapy is
required and the GDG
consider this should start
when appropriate for the
individual patient.
Thank you for your
comment. The Motor
Activity Log outcome was
included in the
presentation of evidence
for the Functional
Electrical Stimulation
review question. The
protocol for this question
stated that we would
review any outcome
reported in the studies
selected for that
intervention.
These MIDs were
selected following
systematic search on
published MIDs in the
area and following
consultation with and
approval from the GDG.
Table 5 in section 1.3.10
describes the main
characteristics of the
selected studies. The

Page 271 of 605

Type

419. SH

Stakeholder

Order
No

Docu
ment

Page No

Keele
University

4

full

30

Line No

Comments
Please insert each new comment in a new row.








Disagree with 12 and 17 being minimum
clinically important difference – a
difference of 6 would take a person from
unable to do a task to partially being able
to do a task or able to do one task with
difficulty. This is far more important
difference. The Lang et al paper was
skewed by sample selection. (Inclusion
criteria for VECTORS trial meant that
subjects had upper arm function and were
of a separate subpopulation of stroke
patients who are likely to make significant
improvement in ARAT that are not
reflective of the general stroke
population.)
10% of FMA also makes no sense –
important to note 10% of FMA can be
equated with < 6 of the ARAT.
WFMT – same thoughts as with ARAT
(the MID is an overestimate)
A important confounding variable is base
line prognostic indicators in all such
studies and this has not been accounted
for at all.
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majority of these studies
were designed to
estimate MIDs for that
outcome for stroke
populations.

Thank you for your
comment.
These MIDs were
selected following a
systematic search for
published MIDs in the
area and following
consultation with and
seeking approval from
the GDG. Table 5 in
section 1.3.10 describes
the main characteristics
of the selected studies.
The majority of these
studies were designed to
estimate MIDs for
outcomes for stroke
populations.
The populations within
the included studies have
been checked and are
described as inpatients in
a hospital rehabilitation
setting early after stroke,
we therefore think the
MID is appropriate as it
matches the sample
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Walking estimates of seem OK
[0.2*60*60]/hr
Timed up and go OK
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given in the study
quoted.

It appears that the authors have a limited
understanding of the measures, UL in
particular. The application of the above
threshold has led to a misrepresentation of the
methodological limitations.
420. SH

Society for
Research in
Rehabilitatio
n (SRR)

28

FULL

30

table

The MID of the Motor Activity Log is included, but
it is does not appear as an ‘accepted outcome’.
An MID of 0.2m/s for walking speed is
unreasonable. This is based on the change in
speed needed to move from one category to
another in Perry’s Walking Handicap Scale. It
means changing from being restricted to walking
inside to being able to walking out-of-doors. Or
from walking very limited distances (such as along
the drive to the car) to walking anywhere out-ofdoors.
This is a massive change in ability. Very few
interventions or patients will achieve this, or
expect to. Treatment usually only effects the
patients’ ability to get around within the category
(i.e. the patient gets better at walking indoors but
probably still assistance outdoors). These
changes are sufficient to improve patients’ activity
and everyday life and to suggest that they are not
important is unreasonable. It is not a degree of
change which is reflected in the MID stated for
other outcomes.

Thank you for your
comment. Motor Activity
Log outcome was
included in the
presentation of evidence
for Functional Electrical
Stimulation review
question. The protocol for
this question stated that
we would review any
outcome reported in the
studies selected for that
intervention.
These MIDs were
selected following
systematic search on
published MIDs in the
area and following
GDG’s consultation and
approval. Table 5 in
section 1.3.10 describes
the main characteristics
of the selected studies.
The majority of these
studies were designed to
estimate MIDs for that
outcome for stroke
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populations.

University of
Salford

18

FULL

30

table

The MID of the Motor Activity Log is included, but
it is does not appear as an ‘accepted outcome’.

Thank you for your
comment. Motor Activity
Log outcome was
included in the
presentation of evidence
for Functional Electrical
Stimulation review
question. The protocol for
this question stated that
we would review any
outcome reported in the
studies selected for that
intervention.
These MIDs were
selected following
systematic search on
published MIDs in the
area and following
GDG’s consultation and
approval. Table 5 in
section 1.3.10 describes
the main characteristics
of the selected studies.
The majority of these
studies were designed to
estimate MIDs for those
outcomes for stroke
populations.

An MID of 0.2m/s for walking speed is
unreasonable. This is based on the change in
speed needed to move from one category to
another in Perry’s Walking Handicap Scale. It
means changing from being restricted to walking
inside to being able to walking out-of-doors. Or
from walking very limited distances (such as along
the drive to the car) to walking anywhere out-ofdoors.
This is a massive change in ability. Very few
interventions or patients will achieve this, or
expect to. Treatment usually only effects the
patients’ ability to get around within the category
(i.e. the patient gets better at walking indoors but
probably still assistance outdoors). These
changes are sufficient to improve patients’ activity
and everyday life and to suggest that they are not
important is unreasonable. It is not a degree of
change which is reflected in the MID stated for
other outcomes.
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422. SH

British
Association
of Stroke
Physicians
(BASP)

18

Full

31

1

Forrest plot (spelling and case).

423. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

37

Full

31

1

Forrest plot (spelling and case)

Thank you. This has
been corrected

424. SH

Intercollegiat
e Working
Party for
Stroke

49

Full

31

1

Forrest plot (spelling and case)

Thank you this has been
corrected

425. SH

National
CLAHRC
Stroke
Group

12

Full

31

1

Forrest plot (spelling and case)

Thank you this has been
corrected.

426. PR

NETSCC,
HTA Ref 1

03

Full

32

22-24

Would add that where possible, the GDG looked
at cost evidence in light of QALY evidence (such

Thank you for your
comment. The
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as where there were calculations regarding how
many QALYs had to be gained by the intervention
for it to be cost-effective given its cost).

427. PR

NETSCC,
HTA Ref 1

04

Full

33
34

428. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

17

Full

34

22-24

Procedure for making decisions about health
economics studies and deeming an intervention
as cost-effectiveness is robust. Agree that it is
good to include studies with life years gained as
an outcome measure converted to QALYs for
completeness.
The excessive use of “the GSG’s expert opinion’
is a major short-coming of these guidelines. The
recommendations are more often a summary of
the group’s opinions than a summary of the
evidence. It is clear that there are areas of stroke
rehabilitation in which the group lack
understanding or insight into the research, and in
some cases how ‘mainstream’ stroke services are
delivered which is why strange decisions have
been made.
At the very least, the recommendations need to
make clear where there is insufficient work to
make an evidence based recommendation and
where the recommendation is based on the
groups’ opinion.

Developer’s Response
Please respond to each
comment
description regarding
how the GDG considered
cost effectiveness in the
absence of published
studies or formal analysis
has been updated to
include this. Note that
this paragraph has been
moved to section 4.4.
Thank you for your
comment.

The Recommendations
were made using both
the evidence available
and informal consensus
based on the experience
and knowledge of the
GDG. For each review
conducted a section
entitled
‘Recommendations and
link to evidence’
summarises the GDG’s
evaluation of the
evidence presented and
subsequent discussion to
demonstrate the
consensus view of the
group and the rationale
behind how the
recommendations were
arrived at by the GDG.

Page 276 of 605

Type

429. SH

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment

Society for
Research in
Rehabilitatio
n (SRR)

29

FULL

34

22-24

The excessive use of “the GSG’s expert opinion’
is a major short-coming of these guidelines. The
recommendations are more often a summary of
the group’s opinions rather than a summary of the
evidence. It is clear that there are areas of stroke
rehabilitation in which the group lack
understanding or insight into the research, and in
some cases how ‘mainstream’ stroke services are
delivered which is why strange decisions have
been made.

The Recommendations
were made using both
the evidence available
and informal consensus
based on the experience
and knowledge of the
GDG. For each review
conducted a section
entitled
‘Recommendations and
link to evidence’
summarises the GDG’s
evaluation of the
evidence presented and
subsequent discussion to
demonstrate the
consensus view of the
group and the rationale
behind how the
recommendations were
arrived at by the GDG.

At the very least, the recommendations need to
make clear where there is insufficient work to
make an evidence based recommendation and
where the recommendation is based on the
groups’ opinion.
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University of
Salford

19

FULL

34

22-24

The excessive use of “the GSG’s expert opinion’
is a major short-coming of these guidelines. The
recommendations are more often a summary of
the group’s opinions rather than a summary of the
evidence. It is clear that there are areas of stroke
rehabilitation in which the group lack
understanding or insight into the research, and in
some cases how ‘mainstream’ stroke services are
delivered which is why strange decisions have
been made.
At the very least, the recommendations need to
make clear where there is insufficient work to
make an evidence based recommendation and
where the recommendation is based on the
groups’ opinion.

431. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

19

Full

36

35-37

Why limit dysphasia training to 3 times per week?
This is not supported by the evidence provided.
Given that the intensity of practice is known to be
key to the recovery of skills and other therapies
are recommended for 45 mins every day; why isn’t
the recommendation for daily practice and doseresponse studies to establish the optimal
frequency intensity and duration of therapy.

Developer’s Response
Please respond to each
comment
The recommendations
were made using both
the evidence available
and informal consensus
based on the experience
and knowledge of the
GDG For each review
conducted a section
entitled
‘Recommendations and
link to evidence’
summarises the GDG’s
evaluation of the
evidence presented and
subsequent discussion to
demonstrate the
consensus view of the
group and the rationale
behind how the
recommendations were
arrived at by the GDG.
The recommendation
states at least 3 times
per week, therefore more
than this may be offered
if appropriate.
There was insufficient
evidence to recommend
the high intensity over
the low intensity therapy,
but the GDG agreed this
may be appropriate in
some circumstances and
this is stated in the
section
‘Recommendations and
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link to evidence’.

432. SH

Society for
Research in
Rehabilitatio
n (SRR)

31

FULL

36

35-37

Why limit dysphasia training to 3 times per week?
This is not supported by the evidence provided.
Given that the intensity of practice is known to be
key to the recovery of skills and other therapies
are recommended for 45 mins every day; why isn’t
the recommendation for daily practice? Plus a
research recommendation for dose-response
studies to establish the optimal frequency intensity
and duration of therapy.

433. SH

University of
Salford

21

FULL

36

35-37

Why limit dysphasia training to 3 times per week?
This is not supported by the evidence provided.
Given that the intensity of practice is known to be
key to the recovery of skills and other therapies
are recommended for 45 mins every day; why isn’t
the recommendation for daily practice? Plus a
research recommendation for dose-response
studies to establish the optimal frequency intensity
and duration of therapy.

The recommendation
states at least 3 times
per week, therefore more
than this may be offered
if appropriate.
There was insufficient
evidence to recommend
the high intensity over
the low intensity therapy,
but the GDG agreed that
this may be appropriate
in some circumstances
and this is stated in the
section
‘Recommendations and
link to evidence’.
The recommendation
states at least 3 times
per week, therefore more
than this may be offered
if appropriate.
There was insufficient
evidence to recommend
the high intensity over
the low intensity therapy,
but the GDG agreed that
this may be appropriate
in some circumstances

Type
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and this is stated in the
section
‘Recommendations and
link to evidence’.

434. SH

NHS Devon

2

Full

36

3 onwards

Thank you for your
comment. The key
priorities have been
revised by the GDG
following additional work
undertaken post
consultation.

435. SH

College of
Occupational
Therapists

8

Full

36

18

We are surprised at the 10 key priorities
suggested by the GDG and question their
reasoning for the priorities they have selected.
The 10 areas selected offer very little to help
guide services for people with life long disability
(an area of stroke that is still lacking attention).
We are unclear why NOT offering upper limb FES
is considered a priority- in our experience
clinicians are familiar with the evidence for FES
and do not use this intervention routinely in arm
rehabilitation. Selecting a negative as a priority
seems to be a wasted opportunity where there is
so much still to do in improving services.
It is not clear how/why these 10 key priorities were
selected from options. What about - attention,
apraxia, dyspraxia?

Type

Thank you for your
comment. The key
priorities have been
revised by the GDG
following additional work
undertaken post
consultation.
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Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

18

Full

36

18

Like so much of these guidelines, the
recommendations do not fit with the remit, the
methods supposedly used, the questions to be
answered, the evidence found or the key priorities
for recommendations. They appear to reflect the
groups’ interests and (sometimes ill-informed)
‘hobby horses’ rather than the result of a
systematically constructed and consistently
applied synthesis of the evidence.
For example
The recommendation to “Assess the effect of
neglect on functional tasks” bears not relation to
the questions asked about attention or visuospatial problems (which was about the clinical and
cost-effectiveness of sustained attention training
versus usual care to improve attention) or the
outcomes included (which were measures of
cognitive/attention impairment – no measures of
function where included ) or the trials selected
(which relate to attention impairment training). The
whole section on cognition/ Visuo-spatial
problems/ attention is a mess as there is so much
overlap between them. It would be much more
logical and consistent to have a section on
perceptual problems (all of them) and another on
memory problems – both of which are cognitive.
As there is no evidence from the rest of these
guidelines to support the formulation or inclusion
of this recommendation; it looks as if the group
have just made it up.
The evidence from the actual analysis done has
been ignored - why bother it in the first place it??

Developer’s Response
Please respond to each
comment
The recommendations
were made using both
the evidence available
and informal consensus
based on the experience
and knowledge of the
GDG. For each review
conducted a section
entitled
‘Recommendations and
link to evidence’
summarises the GDG’s
evaluation of the
evidence presented and
subsequent discussion to
demonstrate the
consensus view of the
group and the rationale
behind how the
recommendations were
arrived at by the GDG.
We have reconsidered
the cognitive functions
chapter and have
amended some
outcomes and reviewed
the studies originally
included and have edited
this section.
Reference to electrically
powered wheelchairs has
been removed.

This impression is strengthened when the key
priorities are considered. There is very little
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evidence in the guideline to support the belief (it
appears to be no more than that) that assessing
the impact of neglect on function will have the
impact specified in the key priorities section
above. Many would argue that it is very unlikely to
have the impact suggested by its inclusion.
Neglect occurs in a minority of people with stroke
and spontaneously recovers in most survivors.
Although important to the individuals who have it
(the majority of whom have other severe
impairments which cause much greater activity
limitations) it is not an impairment which impacts
greatly on stroke survivors overall or service
delivery.
The specific inclusion of an electric wheelchair is
not relevant. Electrical wheelchairs are rarely used
in most stroke rehabilitation units and even less
often on the community and there is no evidence
to support or refute their use. So why specify?
Remove
437. SH

Society for
Research in
Rehabilitatio
n (SRR)

30

FULL

36

18 onwards

Like so much of these guidelines, the
recommendations do not fit with the remit, the
methods supposedly used, the questions to be
answered, the evidence found or the key priorities
for recommendations. They appear to reflect the
groups’ interests and (sometimes ill-informed)
‘hobby horses’ rather than the result of a
systematically constructed and consistently
applied synthesis of the evidence.
For example
The recommendation to “Assess the effect of
neglect on functional tasks” bears no relation to
the questions asked about attention or visuospatial problems (which was about the clinical and

The Recommendations
were made using both
the evidence available
and informal consensus
based on the experience
and knowledge of the
GDG For each review
conducted a section
entitled
‘Recommendations and
link to evidence’
summarises the GDG’s
evaluation of the
evidence presented and
subsequent discussion to
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cost-effectiveness of sustained attention training
versus usual care to improve attention) or the
outcomes included (which were measures of
cognitive/attention impairment – no measures of
function where included ) or the trials selected
(which relate to attention impairment training). The
whole section on cognition/ Visuo-spatial
problems/ attention is a mess as there is so much
overlap between them. It would be much more
logical and consistent to have a section on
perceptual problems (all of them) and another on
memory problems – both of which are cognitive.
As there is no evidence from the rest of these
guidelines to support the formulation or inclusion
of this recommendation; it looks as if the group
have just made it up.
The evidence from the actual analysis done has
been ignored - why bother with in the first place
it??

Developer’s Response
Please respond to each
comment
demonstrate the
consensus view of the
group and the rationale
behind how the
recommendations were
arrived at by the GDG.
Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
outcomes and reviewed
the studies originally
included and have edited
this section.
Reference to electrically
powered wheelchairs has
been removed.

This impression is strengthened when the key
priorities are considered. There is very little
evidence in the guideline to support the belief (it
appears to be no more than that) that assessing
the impact of neglect on function will have the
impact specified in the key priorities section
above. Many would argue that it is unlikely to
have the impact suggested by its inclusion.
Neglect occurs in a minority of people with stroke
and spontaneously recovers in most survivors.
Although important to the individuals who have it
(the majority of whom have other severe
impairments which cause much greater activity
limitations).
The specific inclusion of an electric wheelchair is
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not relevant. Electrical wheelchairs are rarely used
in stroke rehabilitation units and even less often in
the community and there is no evidence to
support or refute their use. So why specify?
Remove

438. SH

University of
Salford

20

FULL

36

18 onwards

Like so much of these guidelines, the
recommendations do not fit with the remit, the
methods supposedly used, the questions to be
answered, the evidence found or the key priorities
for recommendations. They appear to reflect the
groups’ interests and (sometimes ill-informed)
‘hobby horses’ rather than the result of a
systematically constructed and consistently
applied synthesis of the evidence.
For example
The recommendation to “Assess the effect of
neglect on functional tasks” bears no relation to
the questions asked about attention or visuospatial problems (which was about the clinical and
cost-effectiveness of sustained attention training
versus usual care to improve attention) or the
outcomes included (which were measures of
cognitive/attention impairment – no measures of
function where included ) or the trials selected
(which relate to attention impairment training). The
whole section on cognition/ Visuo-spatial
problems/ attention is a mess as there is so much
overlap between them. It would be much more
logical and consistent to have a section on
perceptual problems (all of them) and another on
memory problems – both of which are cognitive.

The Recommendations
were made using both
the evidence available
and informal consensus
based on the experience
and knowledge of the
GDG For each review
conducted a section
entitled
‘Recommendations and
link to evidence’
summarises the GDG’s
evaluation of the
evidence presented and
subsequent discussion to
demonstrate the
consensus view of the
group and the rationale
behind how the
recommendations were
arrived at by the GDG.
Thank you for your
helpful comment. We
have reconsidered the
cognitive functions
chapter and have
amended some
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As there is no evidence from the rest of these
guidelines to support the formulation or inclusion
of this recommendation; it looks as if the group
have just made it up.
The evidence from the actual analysis done has
been ignored - why bother with in the first place
it??

Developer’s Response
Please respond to each
comment
outcomes and reviewed
the studies originally
included and have edited
this section.
Reference to electrically
powered wheelchairs has
been removed.

This impression is strengthened when the key
priorities are considered. There is very little
evidence in the guideline to support the belief (it
appears to be no more than that) that assessing
the impact of neglect on function will have the
impact specified in the key priorities section
above. Many would argue that it is unlikely to
have the impact suggested by its inclusion.
Neglect occurs in a minority of people with stroke
and spontaneously recovers in most survivors.
Although important to the individuals who have it
(the majority of whom have other severe
impairments which cause much greater activity
limitations).
The specific inclusion of an electric wheelchair is
not relevant. Electrical wheelchairs are rarely used
in stroke rehabilitation units and even less often in
the community and there is no evidence to
support or refute their use. So why specify?
Remove
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Intercollegiat
e Working
Party for
Stroke

50

Full

36

19

Selecting this as a key recommendation is odd.
First persistent problems (beyond 3-4 weeks) are
rare.
Second, there is no good evidence of
effectiveness of interventions.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The key
priorities have been
revised by the GDG
following additional work
undertaken post
consultation

Third, problems with memory and concentration
are both more frequent (well over 50% have it)
and more disabling, and can be ameliorated
through teaching strategies (which were excluded
as interventions).

440. SH

Intercollegiat
e Working
Party for
Stroke

51

Full

36

22

It seems very odd to specifically select electrically
powered wheelchairs in this recommendation
Selecting this as a priority is really strange.
People with right hemianopia usually adapt, and
left hemianopia is associated with neglect which is
the predominant problem. Third, there is minimal
evidence that any intervention makes a practical
difference.
This recommendation illustrates the inconsistency
there is within the guideline. This very strong
recommendation (which will have major resource
implications ) is made on the basis of 2 studies
(page 74) that include a total of 52 patients in the
control and intervention arms and use outcome
measures that are paper based tests that may or
may not have any direct relevance to functional
performance.

Thank you for your
comment. The key
priorities have been
revised by the GDG
following additional work
undertaken post
consultation
The strongly worded
recommendation reflects
the GDG’s concern on
the impact this
impairment has on a
wide range of activities
and the safety issues if
left untreated.

In addition if it is being recommended then some
guidance should be given on how much, what sort
of therapy and whether all patients with
hemianopia should receive it or just those with or
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without neglect. And how soon after stroke should
it start? As worded at the moment it is unhelpful.

441. SH

The Royal
College of
Ophthalmolo
gists

1

Full

36

22

The eye movement therapies for hemianopia that
are cited are not available in ophthalmology /
orthoptic departments. There is no reference to
more recent research into rehabilitation of patients
with hemianopia, particularly compensation
training or restitution therapy, of which the former
has more robust support. The relevant issues are
well discussed with references in TrauzettelKlosinski S. Rehabilitation for visual disorders. J
Neuro-Ophthalmol 2010;3073-84. All of the
techniques are not generally available in
ophthalmic / orthoptic departments, still being
largely restricted to departments researching in
this area. Until the long-term value of any of
these therapies has been validated, including their
cost-effectiveness, it is not justified to make them
widely available, and recommending that patients
are referred for such treatment will generate
expectation that cannot be fulfilled.

The GDG have not
recommended any
particular therapy for
hemianopia however due
to the impact this
impairment has on a
wide range of activities
and the safety issues if
left untreated, they
considered it important to
recommend that an
assessment be carried
out and therapy offered
where needed.
Comprehensive searches
are undertaken and
these are updated during
development of the
guideline; however only
the papers in the review
presented met our
inclusion criteria.
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British
Association
of Stroke
Physicians
(BASP)

19

Full

36

25

The frequency of dysphagia assessment and
treatment will depend on many factors including
the length of time the impairment has persisted
and the trajectory of recovery. To advise three
times a week dysphagia therapy to ALL patients
would in many cases be inappropriate, however
BASP acknowledges that there may be groups of
patients that may benefit from such intensity of
therapy if tolerated. Swallow therapy could include
compensatory strategies, exercises and postural
advice and should be commenced as soon as
patient is able to carry out such interventions.
Appropriate dietary modification should also be
offered.
The Carnaby and colleagues study (2006) offered
dietary modification as ‘swallowing therapy’. How
is this reflected in the guideline? Many speech
and language therapists would not consider that
this is ‘swallowing therapy’. The guideline needs
to be more prescriptive: specifying the target
population, when, how, when not to and for how
long.

Developer’s Response
Please respond to each
comment
The recommendation
made is based on the
evidence found which
demonstrated the low
intensity therapy to be
effective and the benefits
clearly outweighed the
possible harms.
We would agree that
there may be instances
when this may not be
appropriate and
decisions about best
management and
treatment need to be
made between the health
professional and the
individual concerned.
Reference has been
made to
recommendations from
the Nutrition support in
adults guideline, which
provides guidance on
modified diets.
The GDG believe that
professionals with the
skills and training should
be able to assess when,
and for how long this
therapy should be
provided.
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443. SH

Connect

3

Full

36

26

444. SH

Intercollegiat
e Working
Party for
Stroke

52

Full

36

26

Recommendation to add ‘plus comprehensive
staff training (both professional and support staff)
on dysphagia’.
Though swallowing therapy is of undoubted
benefit, the time of the Speech and Language
Therapist is limited. Training of other staff to
recognise and screen for dysphagia increases
specialist assessment time and reduces the risk of
inappropriate treatment. See ‘An interdisciplinary
approach to the management of dysphagia’ 2002
S. Davies. The Nursing Times Sept.
Using the word could here is very weak. Either it
should or it shouldn't or else if there are indeed
options that can be selected from a menu then the
rationale being each needs to be described with
guidance as to which patients get which bits

445. SH

Royal
College of
Speech and
Language
Therapists

5.

FULL

36

28

Communication is more than conversation.
Aphasia can entail difficulties with comprehension,
language production, reading and writing.
Furthermore dyspraxia and dysarthria are not
mentioned.

Developer’s Response
Please respond to each
comment
We have specified that
those with the necessary
skills and training should
be providing this therapy.
Specification of training
and qualifications is
outside of the remit of
NICE guidance and is
addressed locally and by
professional
organisations.
Therapies offered would
be dependent on patient
need; therefore we think
the wording of the
recommendation reflects
the different strategies
available.
An additional review on
speech and language
therapy for aphasia has
been carried out post
consultation and the
GDG has drafted further
recommendations in light
of this additional
evidence.
There is very little or no
evidence for dyspraxia or
dysarthria therefore a
modified Delphi survey
was undertaken post
consultation in order to
develop
recommendations based
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446. SH

South
Central
Cardiovascul
ar Network

2

Full

36

32

Excellent to have clarity on the position of FES as
a treatment intervention.

Thank you for your
comment

447. SH

Intercollegiat
e Working
Party for
Stroke

53

Full

37

2

This is a poor choice. First, considering an
intervention will in itself have no effect. And who
should be given one? How is its effectiveness to
be judged? Which ankle-foot-orthosis? Second,
the patient is and the clinician should be
concerned with function, not swing-phase control.

The wording of the
recommendation reflects
the strength of the
evidence reviewed. This
intervention would not be
suitable for all people as
the ability to put on the
AFO or have support
from someone who could
do this for them would be
necessary. Thank you for
your suggestion we have
provided greater clarity
on for whom it would be
appropriate.

Type

Better criteria would be ‘tripping or falling
secondary to foot-drop or a slow or effortful gait
due to foot drop’.
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448. SH

South
Central
Cardiovascul
ar Network

3

Full

37

2

Is it possible to have a comment or link to the
existing NICE guideline on L/L FES?

Developer’s Response
Please respond to each
comment
Thank you for your
suggestion, reference to
this guidance has been
made within the walking
therapies section of the
guidance.

449. SH

National
CLAHRC
Stroke
Group

14

Full

37

5

‘Return to work issues should be identified at
onset of stroke’. At ‘onset of stroke’ the patient
may be at home, asleep or may not even have
realised they are have had a stroke. Wouldn’t ‘at
the earliest possible opportunity following onset of
stroke’ or something similar be more appropriate?

Thank you for your
suggestion. We have
reworded this; it now
states that this should be
done as soon as possible
after stroke.

450. SH

British
Association
of Stroke
Physicians
(BASP)

20

Full

37

8

Other features of Early Supported Discharge
services that were identified in the 2005 Cochrane
Review should also be mandated – e.g. that the
service should be hospital outreach, rather than
community in-reach.

Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
discharge planning and
transfer of care, and coordination of services
between health and
social care to ensure ongoing care and support in
all settings. The GDG
has made further
recommendations in light
of the work conducted.
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451. SH

College of
Occupational
Therapists

9

Full

37

10

What is the skill mix required and what members
of the team are required?

452. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

7

full

37

10

What is the skill mix required and what members
of the team are required?

453. SH

British
Association
of Stroke
Physicians
(BASP)

21

Full

37

13

The evidence base to support a dose-response
relation between therapy and outcome varies in
strength between the particular therapies. Whilst
there may be good evidence that 45 minutes of
physical therapy daily should be ‘offered’, the
same cannot be said of speech and language
therapy.

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
The GDG has made
further recommendations
on the areas of expertise
required in the core
multidisciplinary team...
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
The GDG has made
further recommendations
on the areas of expertise
required in the core
multidisciplinary team.
Within the included
intensity studies, the
description of
interventions delivered
was generally poor;
therefore the GDG was
unable to make
recommendations on
what should be delivered
within a package of
rehabilitation. The
studies included in the
intensity of speech and
language review were
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Connect

7

Full

37

13

It was disappointing to see that service delivery
was limited to early weeks/months of stroke
service delivery. As mentioned point 1, stroke is a
long term condition and all these service delivery
options relate to v early stages. Much has been
written about self-management for example (for
review see Jones and Riazi 2011 Disability &
Rehab 33(10) 797-810) and community service
delivery esp. in supported by the voluntary sector
(see Kagan reference 66, cited on page 322). If
we genuinely want to provide comprehensive
stroke care during the majority of time that people
live with stroke, areas beyond the early days and
weeks much be examined.

Developer’s Response
Please respond to each
comment
not considered by the
GDG to be examples of
particularly intensive
therapy and it was
agreed that further
research was required.
Since consultation, the
ACT NoW study has
been published and this
has been included in the
review and presented to
the GDG for their
consideration.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
including, on-going
review and care
planning, and long term
health and social
support. Further
recommendations have
been made on selfmanagement, social
participation including
and re-accessing
rehabilitation services
when needed. ,
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Connect
the
communicati
on disability
network

5

Full

37

14
First bullet
in shaded
box
AND adding
a final bullet

College of
Occupational
Therapists

10

It was good to see that voluntary work was
mentioned within the major life areas section.
However, despite this mention, this area was still
too limited. Return to work is not necessarily the
only good outcome for people who live with
stroke. Return to meaningful activities, however,
is. Many people who cannot return to work, do
however take on different meaningful roles that
are fulfilling and engaging (peer led services
involve people with stroke and aphasia in
volunteer roles as trainers, leaders of groups,
board members). And people in health social
care and the voluntary have a significant role to
play in this reallocation. It should be noted
however that research into this area is in its early
stages and as such valid outcome measures are
yet to be established.
Recommendation: add ‘including voluntary
work/not necessarily the work previously
undertaken’ to the p37 line 5 after Return to work.
Plus Add on p 236 First bullet in shaded box
should add ‘/meaningful activity’ after between
‘work’ and ‘issues’
AND adding a final bullet
‘active consideration of voluntary work and/or
meaningful roles beyond original occupation’
Why is speech and language therapy separate in
terms of delivering intensity of rehab (priority 9)?
Service delivery is pertinent to all therapies not
just speech and language therapy.

236

Full

37

17

Developer’s Response
Please respond to each
comment
We would agree that
other participation roles
are as important as
return to work. However
the question addressed
by the guideline was
focused on interventions
to aid people back to
work as the GDG
considered provision of
vocational rehabilitation
to be poor... Further work
has been undertaken
post consultation and
now includes long term
health and social
support, including social
participation activities,
support in social roles,
and self-management

Two separate questions
were addressed in the
guideline. 1. The
effectiveness of intensive
rehabilitation versus
standard rehabilitation.
This considered intensive
packages of
rehabilitation which could
include a number of
different therapies,
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457. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

8

full

37

17

Service delivery pertinent to all therapies not just
SALT

458. SH

Intercollegiat
e Working
Party for
Stroke

54

Full

37

18

While we have every sympathy with this, we do
not think there is the evidence to support it.

Developer’s Response
Please respond to each
comment
including speech and
language.
2. The effectiveness of
intensive speech and
language therapy versus
standard speech and
language therapy.
These were the
questions that the GDG
felt were important to
address in terms of
delivery of therapy.
We agree that placing
the SLT chapter under
this heading may not be
the best place and we
have now moved this to
the communication
section of the guideline.
We agree that placing
the speech and language
therapy chapter under
this heading may not be
the best place and we
have now moved this to
the communication
section of the guideline.
The GDG believed that
there was evidence to
support the
recommendation for
providing speech and
language therapy to
people after stroke.
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The recommendation to
carry out an assessment
was made by informal
consensus by the GDG
on the basis of their
clinical knowledge and
opinion. They were in
agreement that it is
important to assess the
impact the impairment
has on functional activity.
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British
Psychologica
l Society
(BPS)

11

Full

37

22

The recommendations do not seem to stem from
the evidence reviewed.

460. SH

British
Psychologica
l Society
(BPS)

12

Full

37

22

The addition of the word ‘perceptions’ in the
heading appears for the first time here (the
question on p.18 referred to ‘visuo spatial
functions’) and may be where the confusion of
neglect and perception originates.

Thank you we have
corrected this.

461. SH

Intercollegiat
e Working
Party for
Stroke

55

full

37

22

The addition of the word ‘perceptions’ in the
heading suddenly appears here (the question was
‘visuo spatial functions’ page 18) and may be
where the confusion of neglect and perception
starts from.

Thank you we have
corrected this

459. SH

For example, the first recommendation with
respect to visuo-spatial perceptions is to ‘assess
the effect of neglect on functional tasks such as
mobility dressing, eating and using an electrically
powered wheelchair using standardised
assessments and behavioural observation’;
however, there is no evidence that assessment
alone improves outcome.
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Thank you we have
corrected this.
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462. SH

Society for
Research in
Rehabilitatio
n (SRR)

32

full

37

22

The addition of the word ‘perceptions’ in the
heading suddenly appears here (the question was
‘visuo spatial functions’ page 18) and may be
where the confusion of neglect and perception
starts from.

463. SH

Intercollegiat
e Working
Party for
Stroke

56

Full

37

23

This recommendation is pointless. First, it
assumes that the person has already been
identified as having ‘neglect’ (a bad word to use in
recommendations that will be read widely
because its more normal meaning is quite
different). Second, what is the point of simply
assessing without any corresponding action?

The GDG were in
agreement that it is
important to assess the
impact the impairment
has on functional activity.
We agree with the use of
the term ‘neglect’ and
have revised this. A
further recommendation
has been made outlining
the interventions that
could be used.

464. SH

Intercollegiat
e Working
Party for
Stroke

57

Full

37

23

Vague recommendation “assess…”. Electrically
powered wheelchair is not relevant to all patients.
Why mention it?

Thank you for your
comment. This was given
as an example. The
recommendation has
been revised and
electrically powered
wheelchair removed.
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465. SH

The Stroke
Association

17

Full

37

23

This recommendation needs to answer, or provide
a narrative for, the following questions: at what
stage should this assessment take place – in the
acute stage; pre-discharge from hospital; once the
patient is at home; six weeks after discharge, for
example? Who should carry out the assessment?

466. SH

National
CLAHRC
Stroke
Group

15

Full

37

24

‘Using standardised assessments’. Any evidence
to suggest which should be used?

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as assessment
which was not included in
the original scope. The
GDG has drafted
additional
recommendations on
assessment for
rehabilitation and in
discharge planning and
transfer of care and have
emphasised the need for
cognitive assessments to
be undertaken.
There is very little or no
evidence for this area
therefore a modified
Delphi survey has been
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. No consensus was
reached for which
assessments or
screening tools should
be used and therefore it
was not possible for the
GDG to make specific
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Developer’s Response
Please respond to each
comment
recommendations in this
area.

467. SH

Intercollegiat
e Working
Party for
Stroke

58

Full

37

26

This recommendation is (a) badly worded and (b)
non-specific and unhelpful. Does it mean
“Patients who have an activity limitation (or
disability) where visuo-spatial neglect is a
contributing factor to the limitation should
undertake task-related practice of the activities
affected.”? The expression top down in this
context is obscure

The wording of this
recommendation has
been reconsidered and
revised by the GDG.

468. SH

The Stroke
Association

18

Full

37

26

How quickly following assessment should these
interventions be used, for how long and with what
intensity? Who should carry out these
interventions?

A health professional
with the appropriate skills
should carry out the
assessment, and
decisions regarding what
interventions, when, and
for how long
rehabilitation should take
place should be based
on the clinical judgement
of the health professional
in consultation with the
patient.

Type

Page 299 of 605

Type

469. SH

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

British
Psychologica
l Society
(BPS)

13

Full

37

30

The BPS would welcome clarification of whether
NICE is recommending that prism glasses be
used specifically for rehabilitation of neglect or to
also address other perceptual impairments.
We consider it important that a distinction be
made between prism glasses worn as an external
aid and brief training sessions with prism glasses
to create an adaptation effect.
Overall, the evidence base does not support
either use of prism glasses: there are studies
which suggest these may be useful but there are
no RCTs which demonstrate any significant
functional benefit.

470. SH

Intercollegiat
e Working
Party for
Stroke

59

full

37

30

Recommendations (for visual spatial perception).
Are prism glasses specifically beneficial for
rehabilitation of neglect, or does their use also
address other perceptual impairments?

Developer’s Response
Please respond to each
comment
We have changed the
wording of this
recommendation for
clarity.
Prisms demonstrated a
small benefit although we
agree the evidence base
is weak. The GDG
thought it was important
to offer therapies that
addressed cognitive
impairment in order to
maximise ability to
perform everyday
activities, and this was
best done by addressing
both impairments and
limitations in activity.
We have changed the
wording of this
recommendation for
clarity.
Prisms demonstrated a
small benefit although we
agree the evidence base
is weak. The GDG
thought it was important
to offer therapies that
addressed cognitive
impairment in order to
maximise ability to
perform everyday
activities, and this was
best done by addressing
both impairments and
limitations in activity.
Further details on the

Page 300 of 605

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
length of time the prism
glasses were worn are
given where reported

471. SH

Society for
Research in
Rehabilitatio
n (SRR)

33

Full

37

30

Recommendations (for visual spatial perception).
Are prism glasses specifically beneficial for
rehabilitation of neglect, or does their use also
address other perceptual impairments?

472. SH

CSP

2

FULL

37

31

Is there a necessity to look into people who had
had pre-existing memory loss / dementia who
subsequently have a stroke

We have changed the
wording of this
recommendation for
clarity. Prisms
demonstrated a small
benefit although we
agree the evidence base
is weak. The GDG
thought it was important
to offer therapies that
addressed cognitive
impairment in order to
maximise ability to
perform everyday
activities, and this was
best done by addressing
both impairments and
limitations in activity.
This is not the population
addressed within the
question reviewed. We
are unable to consider
co-morbidities within the
guideline.
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473. SH

British
Psychologica
l Society
(BPS)

14

Full

37

32

The recommendation does not seem to be based
on the evidence.

474. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

38

Full

37

32

Vague recommendation “assess…”. Electrically
powered wheelchair not relevant to all patients?
Why mention it?

475. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

39

Full

37

32

Standard practice

Developer’s Response
Please respond to each
comment
We agree the evidence
base is weak. The GDG
thought it was important
to offer therapies that
addressed cognitive
impairment in order to
maximise ability to
perform everyday
activities, and this was
best done by addressing
both impairments and
limitations in activity. The
recommendation is
based on the limited
evidence available and
the group’s clinical
opinion.
This was given as an
example. The
recommendation has
been revised and
electrically powered
wheelchair removed.

Thank you for your
comment.
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476. SH

Intercollegiat
e Working
Party for
Stroke

60

Full

37

32

Another unhelpful recommendation. First, it is a
command not a recommendation (it should use
the word ‘should’). Second it does not specify the
target population (all patients? Acutely or later?)
Third the second half assumes the first half. Last it
does not say what to do as a result.

477. SH

National
CLAHRC
Stroke
Group

13

Full

37

32

Vague recommendation “assess…”. Electrically
powered wheelchair not relevant to all patients?
Why mention it?

478. SH

National
CLAHRC
Stroke
Group

14

Full

37

32

Standard practice

Developer’s Response
Please respond to each
comment
The wording of the
recommendations follows
the guidance given in the
NICE Guidelines Manual.
The recommendation is
aimed at people at the
rehabilitation stage post
stroke. The following
recommendation gives
examples of interventions
to use.
Additional work
conducted post
consultation has
addressed screening and
assessment of patients
for rehabilitation and
includes cognitive
functions.
This was given as an
example. The
recommendation has
been revised and
electrically powered
wheelchair removed.

Thank you for your
comment.
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479. SH

The Stroke
Association

19

Full

37

32

At what stage should this assessment take place
– in the acute stage; pre-discharge from hospital;
once the patient is at home; six weeks after
discharge, for example? Who should carry out the
assessment?

480. SH

Intercollegiat
e Working
Party for
Stroke

61

Full

37

34

What is the provenance or use of a statement
about current practice?

481. SH

The Stroke
Association

20

Full

37

34

This recommendation needs to answer, or provide
a narrative for, the following questions: How
quickly following assessment should these
interventions be used, for how long and with what
intensity? Who should carry out these
interventions?

Developer’s Response
Please respond to each
comment
This would be at the
rehabilitation stage. The
Additional work
conducted post
consultation has
addressed screening and
assessment of patients
for rehabilitation and
includes cognitive
functions. The core
multidisciplinary team
and the range of
expertise required has
also been specified.
Noted. Thank you for
your comment.

A health professional
with the appropriate skills
should carry out the
assessment, and the
decision with regards
what intervention, when,
and for how long should
be based on the clinical
judgement of the health
professional in
consultation with the
patient.
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482. SH

College of
Occupational
Therapists

11

Full

37

37

Increasing awareness – can this be more specific
in relation to education? Taken from the
‘Supported information giving’ section (p40).

483. SH

Keele
University

7

full

38

Muscle Power function (13 – 15)
They recommend providing strength training but
no where do they say what is required to
produces changes in strength. There is good
evidence (RCT) that treatment with electrical
stimulation can lead to improvements in strength
so then saying that this should not routinely be
used is a contradiction.
Other thoughts
In the evidence statement intervention
poorly described
Time post stroke (range is of limited value
IQR is better)
To comment on strength training effects
one should have primarily used studies
that focussed on progressive strength
training. If other literature involving
repetitive task training was used then it is
only fair that any study in which strength
was measured should have been included
– can a comment be added in this regard.

Developer’s Response
Please respond to each
comment
Thank you for your
suggestion. The wording
has been reconsidered
by the GDG.

Details of the question
addressed for strength
training is given in the
Movement related
functions section of the
guideline. The types of
interventions included in
the review were weight
training, resistance
training, isometric and
isotonic exercises and
circuit training. The full
list of outcomes included
is given in the protocol.
Electrical stimulation was
not included as part of
this review. Many of the
studies included
progressive resistive type
exercises.
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Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

20

Full

38

27-33

This is not the question asked or the evidence
synthesised. It is so general and universally
accepted practice that it really isn’t relevant. Are
you ever going to recommend that patients should
not have physio with a suitably qualified
practitioner?
Why or how has sensory disturbance and balance
been included in the recommendation when these
problems have been excluded from the review?? I
can’t imagine that anyone would not recommend
physio for these problems, but they are not part of
this review
There is a lack of insight/ knowledge that many of
the included trials did not merely use strength
training. Most were of general exercise (often
delivered in a circuit training format) which
included elements of repetitive practice (so called
‘functional exercises’) and usually some stretching
and endurance work. It is not a reasonable
refection of the evidence to specify strength
training. The recommendation should be
‘exercise’ and then some consideration needs to
go into what type of exercise, how to deliver it etc.
It is presumably this lack of understanding of the
nature of exercise and treatment of weakness and
related upper limb and mobility limitations that led
to the GRASP and FAME trials to be excluded,
which is an unjustifiable omission.
It is perverse to lump upper limb and lower limb
exercise together (especially as the evidence
shows that it is more effective for the lower limb
than the upper). The recommendations (and
evidence) should be separated.

Developer’s Response
Please respond to each
comment
The comparator in many
of the studies included in
the review was routine
physiotherapy. The GDG
concluded from the
results shown in the
studies that strength
training was no better
than conventional
physiotherapy exercise
but that both arms of the
trials improved. The
GDG therefore made a
recommendation that
physiotherapy should be
offered but that strength
training could be
considered particularly
for those with weakness
in upper or lower limbs.
The recommendations
made are in line with
guidance given in the
NICE guideline manual
based on clinical
evidence and the clinical
expertise and judgement
of the GDG. The
rationale is given in the
Recommendations and
link to evidence section
of the guideline.
The GDG acknowledge
that definitions of
strength training varied
within the trials, with
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The remit of the guidelines is for long-term
rehabilitation yet some of the exercise trials
included are of people in acute/sub-acute stages
of stroke and who are under-going hospital based
rehabilitation. They should not have been included
(but then the remit has not been adhered to for
most other areas either!) It is most unfortunate
and unsatisfactory that the GRASP and FAME
trials which are for community based exercise
have been excluded

Developer’s Response
Please respond to each
comment
some being traditional
resistance and others
functional resistance
training focusing on
building stamina.
We agree that exercise is
the important element
and an additional review
has been undertaken to
address fitness. The
GDG has drafted
additional
recommendations for
general physical activity
in light of the additional
work undertaken.

Our inclusion criteria was
a stroke population two
weeks post stroke with
no upper limit. We have
included studies of those
patients in rehabilitation
in either hospital or
community setting who
meet these criteria.
Thank you for the
references these have
been checked against
our inclusion criteria and
the FAME study included
in the strength training
review.
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Society for
Research in
Rehabilitatio
n (SRR)

36

FULL

38

27-33

This is not the question asked or the evidence
synthesised. It is so general and universally
accepted practice that it really isn’t relevant. Are
you ever going to recommend that patients should
not have physio with a suitably qualified
practitioner?
Why or how has sensory disturbance and balance
been included in the recommendation when these
problems were not included from the review?? I
can’t imagine that anyone would not recommend
physio for these problems, but they are not part of
this review – although they should have been
As discussed previously, there is a lack of insight/
knowledge that many of the included trials did not
merely use strength training. Most were of general
exercise (often delivered in a circuit training
format) which included elements of repetitive
practice (so called ‘functional exercises’) and
usually some stretching and endurance work. It is
not a reasonable refection of the evidence to
specify strength training. The recommendation
should be ‘exercise’ and then some consideration
needs to go into what type of exercise, how to
deliver it etc.
It is presumably this lack of understanding of the
nature of exercise and treatment of weakness and
related upper limb and mobility limitations that led
to the GRASP and FAME trials to be excluded,
which is an unjustifiable omission.
It is perverse to lump upper limb and lower limb
exercise together (especially as the evidence
shows that it is more effective for the lower limb
than the upper). The recommendations (and
questions and evidence) should be separated.

Developer’s Response
Please respond to each
comment
The comparator in many
of the studies included in
the review was routine
physiotherapy. The GDG
concluded from the
results shown in the
studies that strength
training was no better
than conventional
physiotherapy exercise
but that both arms of the
trial improved. The GDG
therefore made a
recommendation that
physiotherapy should be
offered but that strength
training could be
considered particularly
for those with weakness
in upper or lower limbs.
The recommendations
made are in line with
guidance given in the
NICE guideline manual
based on clinical
evidence and the clinical
expertise and judgement
of the GDG. The
rationale is given in the
Recommendations and
link to evidence section
of the guideline.
The GDG acknowledge
that definitions of
strength training varied
within the trials, with
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The remit of the guidelines is for long-term
rehabilitation yet some of the included exercise
trials are of people in acute/sub-acute stages of
stroke and those under-going hospital based
rehabilitation. They should not have been included
(but then the remit has not been adhered to for
most other areas either!) It is most unfortunate
and unsatisfactory that the GRASP and FAME
trials, which are for community based exercise,
have been excluded

Developer’s Response
Please respond to each
comment
some being traditional
resistance and others
functional resistance
training focusing on
building stamina.
We agree that exercise is
the important element
and an additional review
has been undertaken to
address fitness. The
GDG has drafted
additional
recommendations for
general physical activity
in light of the additional
work undertaken.

Our inclusion criteria was
a stroke population two
weeks post stroke with
no upper limit. We have
included studies of those
patients in rehabilitation
in either hospital or
community setting who
meet this criterion.
Thank you for the
references these have
been checked against
our inclusion criteria and
the FAME study has
been included in the
strength review.
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Developer’s Response
Please respond to each
comment

University of
Salford

22

FULL

38

27-33

This is not the question asked or the evidence
synthesised. It is so general and universally
accepted practice that it really isn’t relevant. Are
you ever going to recommend that patients should
not have physio with a suitably qualified
practitioner?

The comparator in many
of the studies included in
the review was routine
physiotherapy. The GDG
concluded from the
results shown in the
studies that strength
training was no better
than conventional
physiotherapy exercise
but that both arms of the
trial improved. The GDG
therefore made a
recommendation that
physiotherapy should be
offered but that strength
training could be
considered particularly
for those with weakness
in upper or lower limbs.
The recommendations
made are in line with
guidance given in the
NICE guideline manual
based on clinical
evidence and the clinical
expertise and judgement
of the GDG. The

Why or how has sensory disturbance and balance
been included in the recommendation when these
problems were not included from the review?? I
can’t imagine that anyone would not recommend
physio for these problems, but they are not part of
this review – although they should have been
As discussed previously, there is a lack of insight/
knowledge that many of the included trials did not
merely use strength training. Most were of general
exercise (often delivered in a circuit training
format) which included elements of repetitive
practice (so called ‘functional exercises’) and
usually some stretching and endurance work. It is
not a reasonable refection of the evidence to
specify strength training. The recommendation
should be ‘exercise’ and then some consideration
needs to go into what type of exercise, how to
deliver it etc.
It is presumably this lack of understanding of the
nature of exercise and treatment of weakness and
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related upper limb and mobility limitations that led
to the GRASP and FAME trials to be excluded,
which is an unjustifiable omission.
It is perverse to lump upper limb and lower limb
exercise together (especially as the evidence
shows that it is more effective for the lower limb
than the upper). The recommendations (and
questions and evidence) should be separated.
The remit of the guidelines is for long-term
rehabilitation yet some of the included exercise
trials are of people in acute/sub-acute stages of
stroke and those under-going hospital based
rehabilitation. They should not have been included
(but then the remit has not been adhered to for
most other areas either!) It is most unfortunate
and unsatisfactory that the GRASP and FAME
trials, which are for community based exercise,
have been excluded

Developer’s Response
Please respond to each
comment
rationale is given in the
Recommendations and
link to evidence section
of the guideline.
The GDG acknowledge
that definitions of
strength training varied
within the trials, with
some being traditional
resistance and others
functional resistance
training focusing on
building stamina.
We agree that exercise is
the important element
and an additional review
has been undertaken to
address fitness. The
GDG has drafted
additional
recommendations for
general physical activity
in light of the additional
work undertaken.

Our inclusion criteria was
a stroke population two
weeks post stroke with
no upper limit. We have
included studies of those
patients in rehabilitation
in either hospital or
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community setting who
meet these criteria.
Thank you for the
references these have
been checked against
our inclusion criteria and
the FAME study has
been included in the
strength review.
Thank you for your
comment.
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487. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

40

Full

38

4

Standard practice

488. SH

National
CLAHRC
Stroke
Group

15

Full

38

4

Standard practice

Thank you for your
comment

489. SH

The Stroke
Association

21

Full

38

4

At what stage should this assessment take place
– in the acute stage; pre-discharge from hospital;
once the patient is at home; six weeks after
discharge, for example? Who should carry out the
assessment?

This would be at the
rehabilitation stage. The
acute phase is not within
the remit of this
guideline. Further work
has been undertaken
post consultation that
addresses screening and
assessment of people for
rehabilitation and
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Developer’s Response
Please respond to each
comment
includes cognitive
assessment. The range
of expertise required in
the core multidisciplinary
team has also been
specified.

490. SH

British
Psychologica
l Society
(BPS)

15

Full

38

7

The evidence does support the use of attention
training yet the conclusion here is not to retrain
attentional abilities but instead to ‘use
interventions for attention and associated
cognitive functions that focus on the relevant
functional tasks taking into account the underlying
impairment, for example minimising distractions
and providing prompts’.

Thank you for your
comment we have
reconsidered and revised
our recommendation.

491. SH

British
Psychologica
l Society
(BPS)

16

Full

38

7

There is no comment in the draft guideline on the
intervention under evaluation, i.e. ‘sustained
attention training’.

Thank you for your
comment. We have
removed the reference to
sustained attention.

492. SH

Intercollegiat
e Working
Party for
Stroke

174

full

38

7

The guideline does not comment on the
intervention it set out to evaluate ‘sustained
attention training’.

Thank you for your
comment. Only one
small study was identified
for this question that
evaluated sustained,
selective, alternating and
divided attention training
using the IVA-CPT
outcome measure for full,
auditory and visual
attention. This
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Society for
Research in
Rehabilitatio
n (SRR)

34

Full

38

7

The guideline does not comment on the
intervention it set out to evaluate ‘sustained
attention training’.

Developer’s Response
Please respond to each
comment
demonstrated an
improvement at end of
treatment and at follow
up. The GDG
considered that given the
limited evidence, a more
general recommendation
for therapies addressing
attention problems
focussing on functional
tasks was appropriate
and that it was not
possible to recommend
any specific intervention
for sustained attention.
Only one small study was
identified for this
question that evaluated
sustained, selective,
alternating and divided
attention training using
the IVA-CPT outcome
measure for full, auditory
and visual attention. This
demonstrated an
improvement at end of
treatment and at follow
up. The GDG
considered that given the
limited evidence, a more
general recommendation
for therapies addressing
attention problems
focussing on functional
tasks was appropriate
and that it was not
possible to recommend
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Developer’s Response
Please respond to each
comment
any specific intervention
for sustained attention.

494. SH

The Stroke
Association

22

Full

38

7

How quickly following assessment should these
interventions be used, for how long and with what
intensity? Who should carry out these
interventions?

495. SH

The Royal
College of
Ophthalmolo
gists

3

Full

38

12

It would be helpful to recommend that patients are
assessed for visual field defects by confrontation
testing. Referral of all stroke patients for visual
field testing would create an inappropriate and
detrimental burden on ophthalmic / orthoptic
services.

A health professional
with the appropriate skills
should carry out the
assessment, and the
decision with regards
what intervention, when,
and for how long should
be based on the clinical
judgement of the health
professional in
consultation with the
patient.
The review conducted
considered interventions
for visual field loss.
Because of the safety
concerns and serious
effect on quality of life
the GDG agreed an
assessment should be
carried out, but were
unable to specify how the
assessment should be
done. The
recommendation states
that an assessment
should be undertaken but
it does not say people
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Developer’s Response
Please respond to each
comment
should be referred to
ophthalmic / orthoptic
services for this to be
done. The initial
assessment could be
undertaken by a health
professional with the
necessary skills.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, assessment and
diplopia and other visual
impairments. As there is
very little or no evidence
for this area a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.
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496. SH

The Stroke
Association

23

Full

38

12

At what stage should this assessment take place
– in the acute stage; pre-discharge from hospital;
once the patient is at home; six weeks after
discharge, for example? Who should carry out the
assessment? What are the implications of visual
field defects on interventions for other deficits?

497. SH

British and
Irish
Orthoptic
Society
(BIOS)

4

full

38

13

The statement ‘visual field function: offer eye
movement therapy to people with hemianopia’
should be re-worded to add at the end - ,
‘provided by orthoptists with the relevant skills and
training in the diagnosis, assessment and
management of eye movement disorders following
stroke’ to ensure consistency with the rest of the
document. This would also ensure that the
appropriate services are provided and patients
access the correct specialist according to their
clinical need with a view to improving outcome.

Developer’s Response
Please respond to each
comment
This would be at the
rehabilitation stage. The
acute phase is not within
the remit of this
guideline. Further work
has been undertaken
post consultation that
addresses screening and
assessment of people for
rehabilitation and
includes visual
assessment. The range
of expertise required in
the core multidisciplinary
team has also been
specified. A member of
the team with the
necessary skills would
undertake this.
Thank you for your
suggestion. All the
therapies recommended
by the guideline should
be delivered by an
appropriately skilled and
trained health
professional, which may
or may not be an
orthoptist.
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498. SH

British
Psychologica
l Society
(BPS)

17

Full

38

13

Eye movement therapy is recommended for
people with hemianopia. However, the BPS
wonders if this might be incorrect and should,
instead, read ‘…for people with eye movement
disorders’.

499. SH

Intercollegiat
e Working
Party for
Stroke

62

Full

38

13

I do not think the current literature supports the
recommendation of ‘offering eye movement
therapy to people with hemianopia’. The lack of
evidence explains why the Stroke Association are
funding a trial in this area. If it is being
recommended then the recommendation needs to
specify what sort, how often and which patients

Developer’s Response
Please respond to each
comment
The evidence found was
for patients with
homonymous
hemianopia, which is why
the recommendation
relates to this group.
As there was very little or
no evidence for visual
impairments a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of a
wider stroke rehabilitation
professional and patient
body.
We would agree that the
evidence is limited,
however the GDG
thought the impact of this
condition in terms of
quality of life and safety
issues warranted a
recommendation for
those whose condition
persisted. The GDG has
clarified this in the
recommendation.
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500. SH

Intercollegiat
e Working
Party for
Stroke

63

full

38

13

Eye movement therapy is recommended for
people with hemianopia. Is this correct? Should it
instead read, for people with eye movement
disorders?

501. SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

10

Full

38

13

The statement ‘visual field function: offer eye
movement therapy to people with hemianopia’
should be re-worded to add at the end – ‘provided
by orthoptists with the relevant skills and training
in the diagnosis, assessment and management of
eye movement disorders following stroke’ to
ensure consistency with the rest of document.
This would also ensure that the appropriate
services are provided and patients access the
correct specialist according to their clinical need
with a view to improving outcome.

Developer’s Response
Please respond to each
comment
The evidence found was
for patients with
homonymous
hemianopia, which was
why the recommendation
related to this group.
As there was very little or
no evidence for visual
impairments a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of a
wider stroke rehabilitation
professional and patient
body.
Thank you for your
suggestion. All the
therapies recommended
by the guideline should
be delivered by an
appropriately skilled and
trained health
professional, which may
or may not be an
orthoptist.
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502. SH

Society for
Research in
Rehabilitatio
n (SRR)

35

full

38

13

Eye movement therapy is recommended for
people with hemianopia. Is this correct?
Should it instead read, for people with eye
movement disorders?

503. SH

The North of
England
Cardiovascul
ar Network

4

Full

38

13

More detail needed re recommendations/rehab for
driving, e.g. in Cognitive and Mobility sections –
not just visual field function section.

Developer’s Response
Please respond to each
comment
The evidence found was
for patients with
homonymous
hemianopia, which is why
the recommendation
related to this group.
As there was very little or
no evidence for visual
impairments a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of a
wider stroke rehabilitation
professional and patient
body.
Further work was
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, long term health
and social support which
was not included in the
original scope. As there
was very little or no
evidence for this area a
modified Delphi survey
was undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
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Developer’s Response
Please respond to each
comment
professional and patient
body. Further
recommendations have
been made to facilitate
social participation
including information on
transport and driving
DVLA requirements.

504. SH

The Stroke
Association

24

Full

38

13

How quickly following assessment should this
intervention be used, for how long and with what
intensity? Who should carry out this intervention?
What other interventions, including therapy that
help patients to compensate for visual field
defects are commonly used and could be helpful?

505. SH

The Royal
College of
Ophthalmolo
gists

5

Full

38

14

The DVLA regulations should also be consulted
when advising people with double vision about
driving.

A health professional
with the appropriate skills
should carry out the
assessment, and the
decision with regards
what intervention, when,
and for how long should
be based on the clinical
judgement of the health
professional in
consultation with the
patient.
Thank you. We have
revised the
recommendation in light
of your suggestion.
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Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

44

Full

38

20

What is the evidence for swallowing therapy three
times a week? What swallowing therapy do you
mean?

Developer’s Response
Please respond to each
comment
Evidence provided by the
Carnaby, 2006 study
compared standard ‘low
intensity’ swallowing
therapy (mainly
environmental
modifications, safe
swallowing advice for 3
times per week for a
month or during the
hospital stay) and
standard ‘high-intensity’
swallowing therapy
(dietary modification and
direct swallowing
exercises every working
day for a month or daily
for the duration of
hospital stay) to usual
care.
The GDG considered this
study to be a well
conducted single centred
study, which examined
the effects of high and
low intensity swallowing
on return to pre-stroke
diet and aspiration
pneumonia compared to
a control group.
Reported study
outcomes were graded
as moderate. There was
consensus amongst the
group that the benefit of
swallowing therapy
employing a full range of
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Intercollegiat
e Working
Party for
Stroke

64

Full

38

20

What is the evidence for swallowing therapy three
times a week? What swallowing therapy do you
mean?

Developer’s Response
Please respond to each
comment
techniques clearly
outweighed the harms
and should be offered at
least 3 times a week (the
low intensity level) to
patients with dysphagia.
Examples of swallowing
therapy have been stated
in the recommendation.
Evidence provided by the
Carnaby, 2006 study
compared standard ‘low
intensity’ swallowing
therapy (mainly
environmental
modifications, safe
swallowing advice for 3
times per week for a
month or during the
hospital stay) and
standard ‘high-intensity’
swallowing therapy
(dietary modification and
direct swallowing
exercises every working
day for a month or daily
for the duration of
hospital stay) to usual
care.
The GDG considered this
study to be a well
conducted single centred
study, which examined
the effects of high and
low intensity swallowing
on return to pre-stroke
diet and aspiration
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National
CLAHRC
Stroke
Group

19

Full

38

20

What is the evidence for swallowing therapy three
times a week? What swallowing therapy do you
mean?

Developer’s Response
Please respond to each
comment
pneumonia compared to
a control group. Study
outcomes reported were
graded as moderate.
There was consensus
amongst the group that
the benefit of swallowing
therapy employing a full
range of techniques
clearly outweighed the
harms and should be
offered at least 3 times a
week (the low intensity
level) to patients with
dysphagia.
Examples of swallowing
therapy have been stated
in the recommendation.
Evidence provided by the
Carnaby, 2006 study
compared standard ‘low
intensity’ swallowing
therapy (mainly
environmental
modifications, safe
swallowing advice for 3
times per week for a
month or during the
hospital stay) and
standard ‘high-intensity’
swallowing therapy
(dietary modification and
direct swallowing
exercises every working
day for a month or daily
for the duration of
hospital stay) to usual
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Welsh Stroke
Alliance
(Rehab Sub
group)

25

Full

38

27

The meaning of the term “Muscle power function”
is unclear and needs defining.

Developer’s Response
Please respond to each
comment
care.
The GDG considered this
study to be a well
conducted single centred
study, which examined
the effects of high and
low intensity swallowing
on return to pre-stroke
diet and aspiration
pneumonia compared to
a control group. Study
outcomes reported were
graded as moderate.
There was consensus
amongst the group that
the benefit of swallowing
therapy employing a full
range of techniques
clearly outweighed the
harms and should be
offered at least 3 times a
week (the low intensity
level) to patients with
dysphagia.
Examples of swallowing
therapy have been stated
in the recommendation.
An explanation of the
term has been given in
the introduction to the
chapter in the full
guideline. The heading
comes from the WHO
ICF.
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510. SH

Birmingham
Community
Health Care
NHS trust

8

Full

38

28

There is variability in the provision of therapy for
facial weakness, with overlap of skills between
physiotherapy and speech Therapy. It is less likely
that physiotherapists current role is to provide
physiotherapy for facial weakness. Are NICE
suggesting therapy for facial weakness should be
delivered by a physiotherapist?

511. SH

British
Association
of Stroke
Physicians
(BASP)

22

Full

38

28

BASP considers it regrettable that we need to
have a NICE guideline to say ‘offer physiotherapy
to people after stroke that have weakness’

512. SH

College of
Occupational
Therapists

12

Full

38

28

513. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

9

Full

38

28

Some comment regarding the physiotherapy
approach that should be preferred (Bobath etc)
should be made here, unless there is no evidence
to support any preferred approach, in which case
this should be stated.
We would recommend that this refers to therapy
rather than “physiotherapy” as it implies that
occupational therapists and other health
professionals don’t provide strength training.

Should read provide physio & OT

Developer’s Response
Please respond to each
comment
We have amended the
recommendation and
taken out the reference
to facial weakness.

As we did not have a
question and have not
reviewed the evidence
for different approaches
to physiotherapy we are
unable to recommend
one approach over
another.
We do not think that this
is implied in the
recommendation.
Physiotherapy may be
delivered by health
professionals with the
appropriate skills and
training.
Thank you for your
suggestion.
Recommendations for
OT have been made
elsewhere.
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514. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

45

Full

38

28

Do we really need a NICE guideline to say “offer
physiotherapy to people after stroke who have
weakness”?

515. SH

Intercollegiat
e Working
Party for
Stroke

65

Full

38

28

Do we really need a NICE guideline to say “offer
physiotherapy to people after stroke who have
weakness”?

516. SH

Intercollegiat
e Working
Party for
Stroke

66

Full

38

28

Prefix ‘physiotherapy’ with ‘stroke skilled’

517. SH

National
CLAHRC
Stroke
Group

20

Full

38

28

Do we really need a NICE guideline to say “offer
physiotherapy to people after stroke who have
weakness”?

Developer’s Response
Please respond to each
comment
The GDG considered it
important that this should
be stated. An additional
review has been
undertaken to address
fitness and the GDG
have drafted further
recommendations in light
of this.
The GDG considered it
important that this should
be stated. An additional
review has been
undertaken to address
fitness and the GDG
have drafted further
recommendations in light
of this.
A separate
recommendation has
been made stating that
physiotherapists with
relevant skills and
training in management
of people after stroke
should monitor and treat
those with movement
difficulties.
The GDG considered it
important that this should
be stated. An additional
review has been
undertaken to address
fitness and the GDG
have drafted further
recommendations in light
of this.
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518. SH

The Stroke
Association

25

Full

38

28

Surely physiotherapy should also be offered and
delivered under the recommendations under the
header mobility? Clarity and consistency needed.
How quickly following assessment should
physiotherapy be offered? What is the
consequence of delay in accessing
physiotherapy? What intensity should
physiotherapy be offered and for how long?

519. SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

8

Full

38

28

It is not within the physiotherapist current role to
provide physiotherapy for facial weakness. This
would usually be dealt with by a speech and
language therapist. Are NICE suggesting therapy
for facial weakness should be delivered by a
physiotherapist.

Developer’s Response
Please respond to each
comment
The headings have been
reviewed and revised.
A health professional
with the appropriate skills
should carry out the
assessment, and the
decision with regards
what intervention, when,
and for how long should
be based on the clinical
judgement of the health
professional in
consultation with the
patient.
Recommendations have
stated that 45 minutes 5
days a week of each
therapy should be
offered for those patients
able to participate and
likely to achieve
functional goals.
We have amended the
recommendation and
taken out the reference
to facial weakness.
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College of
Occupational
Therapists

13

Full

38

30

Occupational therapy also has a core role and is
integral in incorporating movement and sensation
into everyday activities. If this is not established
into daily routines then it is our professional
opinion that on discharge from intervention there
is an increased potential for the individual to
regress.
We would recommend that this refers to therapy
rather than “physiotherapy” as it implies that
occupational therapists and other health
professionals don’t provide strength training.

521. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

10

Full

38

30

OT also have a core role and are integral in
incorporating movement and sensation into
everyday activities. If this is not established into
daily routines then it is this groups professional
opinion that on discharge from intervention there
is an increased potential for the individual to
regress.

522. SH

College of
Occupational
Therapists

14

Full

38

33

Family members also provide assistance and
should be included here.

Developer’s Response
Please respond to each
comment
We agree and
recommendations for
occupational therapy
have been made
elsewhere.
We do not think that this
was implied in the
recommendation.
Physiotherapy may be
delivered by those health
professionals with the
appropriate skills and
training.
We agree and
recommendations for
occupational therapy
have been made
elsewhere in the
guideline.

Thank you for your
suggestion.
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523. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

7

FULL

38

34

Why ‘consider’ strength training: this seems a
vague statement given the evidence for strength
training, not only in stroke population but also
general population

524. SH

Intercollegiat
e Working
Party for
Stroke

98

Full

38

39

Is this really all the guideline has to say about
communication? We trust that the ACT NoW study
will be considered in the reruns of the evidence.

525. SH

South
Central
Cardiovascul
ar Network

4

Full

38

40

This training should also be available to all
members of the MDT so there is a consistent
approach to communication.

Developer’s Response
Please respond to each
comment
We have only considered
the evidence pertaining
to a stroke population
and the subsequent
recommendation is
based on the strength of
this evidence which was
found to be limited.
We have included the
ACT NoW study and the
GDG have drafted
recommendations in light
of the results reported...
An additional review was
undertaken to address
speech and language
therapies and further
recommendations have
been drafted.
Whilst we would agree
training for health
professionals is
important, the question
reviewed was on listener
advice skills and
information for family
members/carers. The
recommendation was
based on the evidence
presented to answer this
particular question.
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Keele
University

8

full

39

527. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

22

Full

39
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The evidence from one good RCT suggests that a
“static splint” prescribed for the night was not
effective in preventing established contractures to extrapolate from this to not to offer wrist and
hand splinting is inappropriate.

1-27

The mobility section is a mess which shows a lack
of basic understanding of the field.
The ‘upper limb’ is not a domain of ‘mobility’ and
should be in a separate section.
There is an apparent lack of awareness that
CIMT, treadmill training and electro-mechanical
training are all forms of repetitive task training.
Also treadmill training is a type of electromechanical gait training.
Combining these into repetitive task specific
training for the lower limb (or for mobility) and then
for the upper limb would be much more relevant
and meaningful.
There is also a lack of awareness that many of the
studies of ‘strength training’ were actually of
general exercise (which included an element of
strength training) which included a great deal of
practice of functional tasks (such as sit-to-stand,
walking balancing) and so this evidence should be
included in the repetitive task section.

Developer’s Response
Please respond to each
comment
The recommendation
was not to offer routinely.
The GDG have qualified
this by saying it may be
of benefit in selected
patients to manage tone,
reduce pain and improve
function. The GDG have
also noted that given the
paucity of evidence
further research is
required.
Thank you for your
suggestions. The
headings and structure of
the guideline have been
reviewed and revised.
We acknowledge that
many rehabilitation
interventions involve
repetitive task practice.
However, gait patterns
may vary depending on
the form of delivery of
repetitive task practice
and this may influence
outcome. Strength
training, while including
general physiotherapy
also focused on specific
strength or resistive type
training not included in
the repetitive task
practice review.
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Society for
Research in
Rehabilitatio
n (SRR)

38

FULL

39

1-27

The mobility section is a mess which shows a lack
of basic understanding of the field.
The ‘upper limb’ is not a domain of ‘mobility’ and
should be in a separate section.
There is an apparent lack of awareness that
CIMT, treadmill training and electro-mechanical
training are all forms of repetitive task training.
Also treadmill training is a type of electromechanical gait training.
Combining these into repetitive task specific
training for the lower limb (or for mobility) and a
separate section for the upper limb would be
much more relevant and meaningful.
There is also a lack of awareness that many of the
studies of ‘strength training’ were actually of
general exercise (which included an element of
strength training) which included a great deal of
practice of functional tasks (such as sit-to-stand,
walking balancing) and so this evidence should be
included in the repetitive task section.

529. SH

University of
Salford

24

FULL

39

1-27

The mobility section is a mess which shows a lack
of basic understanding of the field.
The ‘upper limb’ is not a domain of ‘mobility’ and
should be in a separate section.
There is an apparent lack of awareness that
CIMT, treadmill training and electro-mechanical
training are all forms of repetitive task training.
Also treadmill training is a type of electromechanical gait training.
Combining these into repetitive task specific
training for the lower limb (or for mobility) and then
for the upper limb would be much more relevant
and meaningful.

Developer’s Response
Please respond to each
comment
Thank you for your
suggestions. The
headings and structure of
the guideline have been
reviewed and revised.
We acknowledge that
many rehabilitation
interventions involve
repetitive task practice.
Strength training, while
including general
physiotherapy also
focused on specific
strength or resistive type
training not included in
the repetitive task
practice review.

Thank you for your
suggestions. The
headings and structure of
the guideline have been
reviewed and revised.
We acknowledge that
many rehabilitation
interventions involve
repetitive task practice.
Strength training, while
including general
physiotherapy also
focused on specific
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There is also a lack of awareness that many of the
studies of ‘strength training’ were actually of
general exercise (which included an element of
strength training) which included a great deal of
practice of functional tasks (such as sit-to-stand,
walking balancing) and so this evidence should be
included in the repetitive task section.

530. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

21

Full

39

4-7

The recommendations for FES contradicts each
other. One says don’t use it, the other says if you
do use it get a qualified person to do it.
So should UL FES be provided or not?

531. SH

Society for
Research in
Rehabilitatio
n (SRR)

37

FULL

39

4-7

The recommendations for FES contradict each
other. One says don’t use it, the other says that if
you do use it, get a qualified person to do it.
So should UL FES be provided or not?

Developer’s Response
Please respond to each
comment
strength or resistive type
training not included in
the repetitive task
practice review.

The recommendation
states not to use it
routinely. If a trial of the
intervention is considered
appropriate this should
only be carried out by a
qualified person. We do
not consider that these
are contradictory. The
GDG have reviewed and
amended these
recommendations to
provide greater clarity.
The recommendation
states not to use it
routinely. If a trial of the
intervention is considered
appropriate this should
only be carried out by a
qualified person. We do
not consider that these
are contradictory. The
GDG have reviewed and
amended these
recommendations to
provide greater clarity.
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532. SH

University of
Salford

23

FULL

39

4-7

The recommendations for FES contradict each
other. One says don’t use it, the other says that if
you do use it, get a qualified person to do it.
So should UL FES be provided or not?

533. SH

CSP

1

FULL

39

1

In this whole section about mobility (and perhaps
pertaining to other sections) there is no mention
about improving fitness following stroke. There is
good evidence (Cochrane review) that improving
physical fitness after stroke improves outcomes,
both physical and psychological. Saunders D H,
Greig C A, Mead G E, Young A. Physical fitness
training for stroke patients. Cochrane Database of
Systematic Reviews 2009; Issue 4(Art. No.:
CD003316.):DOI: 10.1002/14651858.CD003316.
There are also comprehensive guidelines on
delivery of exercise which could be utilised as a
source of recommendations: Physiotherapists
often deliver fitness interventions and / or refer
onwards to specialised exercise instructors and
this dimension of stroke rehabilitation must be
considered
(http://www.exerciseafterstroke.org.uk/resources/
Exercise_After_Stroke_Guidelines.pdf)

Developer’s Response
Please respond to each
comment
The recommendation
states not to use it
routinely. If a trial of the
intervention is considered
appropriate this should
only be carried out by a
qualified person. We do
not consider that these
are contradictory. The
GDG have reviewed and
amended these
recommendations to
provide greater clarity.
An additional review has
been undertaken to
address fitness and we
have included the
Cochrane review.
Further
recommendations have
been considered by the
GDG in light of new
evidence presented.
Thank you for the
reference, however we
are only able to refer to
other NICE guidance.
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534. SH

British
Association
of Stroke
Physicians
(BASP)

23

Full

39

3

There is an inconsistency between the advice
given in no’s 17 and 20 and that given in no’s 18
and 19. If recommendation 19 applies to
functional electrical stimulation, should not a
similar recommendation apply to hand and wrist
splinting? Either that, or recommendation 19
should be dropped.

535. SH

Intercollegiat
e Working
Party for
Stroke

67

Full

39

3

So when should it (splinting) be offered? If you
don't believe it should be used say so. These are
only guidelines and can be ignored by clinicians in
considered circumstances. Peppering the
recommendations with words like 'not routinely' is
very unhelpful

Developer’s Response
Please respond to each
comment
We do not consider this
to be inconsistent. The
recommendation 17
stated not to use
routinely not that it
cannot be used at all.
Recommendation 20
gave specific guidance
when constraint, such as
a mitten, could be
considered.
Recommendations 18
and 19 stated not to use
FES routinely. If a trial of
the intervention was
considered appropriate
this should only be
carried out by a qualified
person. The GDG have
reviewed and amended
these recommendations
to provide greater clarity.
The wording of
recommendations follows
guidance given in the
NICE methods manual.
We agree the decision
on whether to use this
would be dependent on
clinical opinion and
patient preference. The
GDG have indicated in
their recommendation
when its use might be
considered.
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536. SH

South
Central
Cardiovascul
ar Network

5

Full

39

6

What constitutes a “qualified rehabilitation
professional”? Can it say “FES should only be
offered in a research trial”?

537. SH

College of
Occupational
Therapists

15

Full

39

9

There are so many different protocols for
constraint-induced movement therapy– could this
include a suggested protocol?

Developer’s Response
Please respond to each
comment
A health professional
who has the necessary
skills and training to
programme the device.
The GDG have
recommended that
further research be
carried out, but believed
that though the evidence
demonstrated benefit, a
larger trial is needed.
They considered that it
was a simple device to
use at home, is cost
effective and some
patients derived benefit
from its use. The GDG
have reviewed and
amended these
recommendations to
provide greater clarity.
Thank you for your
comment. The GDG
were unable to
recommend one protocol
over another from the
evidence considered.
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comment. We have
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recommendation.
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538. SH

College of
Occupational
Therapists

16

Full

39

12

Can we use a stronger word than “consider” is this
not the best evidence we have for rehabilitation?

539. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

11

full

39

12

Can we use a stronger word than “consider” is this
not the best evidence we have for rehabilitation?

Thank you for your
comment. We have
revised this
recommendation.

540. SH

Intercollegiat
e Working
Party for
Stroke

68

Full

39

12

What is a task?

The evidence reviewed
comprised of circuit type
training and did not
include tasks such as
dressing practice. The
examples given were
from the studies
reviewed and were not
meant to be
comprehensive. Other
tasks may include getting
dressed.

Is a task necessarily functional? Would repetitive
gripping and relaxing of the hand be a repetitive
task? How does normal practice of an activity
(e.g. practicing getting dressed every day) differ
from repetitive task training? Does it?
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Intercollegiat
e Working
Party for
Stroke

69

Full

39

12

What is training?
Does training require guidance from and the
presence of a therapist at all times? Why? Surely
allowing someone who can practice a function
alone is no less effective?
Should the training be repeated, or the task?

542. SH

Intercollegiat
e Working
Party for
Stroke

70

Full

39

13

The real essence of this approach and question
relates to practice of functional activities. The
presence or otherwise of a therapist is irrelevant.
Would a qualified nurse be as good? Or an
trained carer? If not why not?
This recommendation is written badly. What does
“Consider repetitive task training on a range of
tasks for upper limb weakness (such as reaching,
grasping, pointing, moving and manipulating
objects) and lower limb weakness (such as sit-tostand, transfers, walking and using stairs)” mean?

Developer’s Response
Please respond to each
comment
The evidence came from
studies of therapist led
interventions. We did not
suggest in the
recommendation that a
therapist is required at all
times. It would be usual
following training from
the therapist that the
patient would practice
this.

Thank you for this
comment. We have
revised this
recommendation.

Consider but do no more? Consider and do
something in everyone? Select people, and if so
how?
How does ‘repetitive task training’ differ from what
is normally done? In what way is this anything
other than saying “help people recover their
functional abilities by enabling them to practice
safely?”.
Why for “upper limb weakness”? Surely
rehabilitation is about improving function, not
strength? Does this really mean “In patients who
have limited activities (function) in their arm, then
provide them with the opportunity to practice
functional activities that are within their capability,
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Developer’s Response
Please respond to each
comment

safely.”? Do you mean arm weakness? Is
reaching a task? How does reaching differ from
practicing arm flexion?
Why for “leg weakness”? (same comments as
above).

543. SH

Intercollegiat
e Working
Party for
Stroke

71

Full

39

16

Surely the provision of communication training
skills for conversation partners of people with
aphasia should be more than considered. More
directive language than ‘consider’ might need to
be used here.

Thank you for this
comment. We have
revised this
recommendation.

544. SH

Welsh Stroke
Alliance
(Rehab Sub
group)

27

Full

39

17

Walking: treadmill training. No mention of quality
of gait/walking important for recovery of walking
endurance and speed.

545. SH

Intercollegiat
e Working
Party for
Stroke

72

Full

39

18

So when should it (FES) be offered?

We agree that
improvements in gait is
important. The GDG
thought that treadmill
with body weight support
may help in achieving
better gait and this has
been included as an
option in the
recommendation.
The decision on whether
to offer this would be
dependent on clinical
opinion and patient
preference. The GDG
have reviewed and
amended these
recommendations to
provide greater clarity.
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546. SH

South
Central
Cardiovascul
ar Network

6

Full

39

19

Concerned about the viability of this
recommendation as it requires substantial capital
investment in treadmills and ceiling track support
slings.

547. SH

British
Association
of Stroke
Physicians
(BASP)

24

Full

39

26

Recommendation 26 is inconsistent – should not
this stipulation apply to all forms of assessment
and treatment, not just ankle-foot orthoses?

Developer’s Response
Please respond to each
comment
The GDG believed that
treadmill was widely
available in rehabilitation
units now. The
recommendations stated
that all patients should
be offered walking
practice which is
achievable by all
rehabilitation units, and
consider using treadmill.
This would be if it was
available and appropriate
for a particular patient
Yes we agree
assessment for all
rehabilitation therapies is
important. Further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as
screening and
assessment for
rehabilitation and the
expertise required in a
core multidisciplinary
stroke rehabilitation
team. As there was very
little or no evidence for
this area a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
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Developer’s Response
Please respond to each
comment
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

548. SH

Intercollegiat
e Working
Party for
Stroke

73

Full

39

26

What does ‘performed’ mean – the assessment or
the treatment or both? Who is qualified to do this?

549. SH

College of
Occupational
Therapists

17

Full

39

28

‘Domestic life’ is more encompassing than just
washing and dressing, e.g. meal preparation,
household management.

It means ‘carried out’ and
applies to both
assessment and
treatment. The wording
of recommendations
have been revised in
light of comments
received. Health
professionals with the
necessary skills and
training would be those
qualified to undertake
this.
The headings to sections
and chapters have been
revised in light of
comments received and
additional work
undertaken postconsultation.
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The headings to sections
and chapters have been
revised in light of
comments received and
additional work
undertaken postconsultation.
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550. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

12

full

39

28

Domestic life – more encompassing than Washing
& Dressing e.g. meal preparation, household
management.

551. SH

Intercollegiat
e Working
Party for
Stroke

74

Full

39

29

Does ‘address’ mean, to treat? And do you think
every stroke patient should receive occupational
therapy? If so then that seems very odd

Occupational therapy
should be provided to
those who require
therapy to address
difficulties around
personal activities of
daily living.

552. SH

Intercollegiat
e Working
Party for
Stroke

75

Full

39

29

Does this line add anything that isn't in the next
point (line 31). If it is kept there needs to be a
prefix of ‘stroke skilled’ prior to ‘occupational
therapy’

Thank you for your
suggestion. The wording
has been revised in light
of comments received.

553. SH

College of
Occupational
Therapists

18

Full

39

31

“Occupational therapists with the relevant skills
and training in the analysis and management of
activities of daily living”.
This recommendation must be amended. Activity
analysis is a core skill of occupational therapists
not a ‘relevant’ skill. All occupational therapists
are trained in activity analysis.

Thank you for your
suggestion. The wording
has been revised in light
of comments received.
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554. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

13

full

39

31

Activity analysis is a core skill of OT not a relevant
skill

555. SH

Intercollegiat
e Working
Party for
Stroke

76

Full

39

32

What does monitor mean? How are ‘difficulties’
defined?

This means to ‘check,
watch and supervise’. By
difficulty we mean people
who find activities of daily
living hard, or requiring
much effort and pains to
undertake.

556. SH

Intercollegiat
e Working
Party for
Stroke

77

Full

39

33

It is not clear what is meant by ‘style’ or ‘progress
independently’

Thank you, we have
reconsidered the wording
in light of your comment.

557. SH

Intercollegiat
e Working
Party for
Stroke

78

Full

39

35

Do Occupational Therapists use both restorative
and compensatory strategies together? Is this is
what is being suggested?

No, either may be
employed. The wording
has been revised to
provide clarity.
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comment the wording
has been revised to
provide greater clarity.
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558. SH

College of
Occupational
Therapists

19

Full

39

37

This would read more accurately if it was
reworded as follows:
Examples of restorative strategy may
involve……..’

559. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

14

full

39

37

Perhaps would read more accurately if it read
examples of “restorative strategy may
involve……..”

Thank you for your
comment the wording
has been revised to
provide greater clarity.

560. SH

Intercollegiat
e Working
Party for
Stroke

79

Full

39

39

What is a sequencing problem? Many experts
would refute such a problem actually exists.

Intercollegiat
e Working
Party for
Stroke

80

Full

39

9, 13, 19

The word consider in these recommendations is
very unhelpful. Who where when and how much?

People with a
sequencing problem
have poor concentration,
neglect or dyspraxia and
may have problems with
sequencing that affects
their ability to dress
themselves. We have
amended the
recommendation to make
this clearer.
The wording of the
recommendation follows
guidance given in the
NICE methods manual
and reflects the strength
of the evidence reviewed
and the consensus of the
GDG that CIMT and

561. SH

t
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Developer’s Response
Please respond to each
comment
treadmill would not be
appropriate for some
populations after stroke.

562. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

64

Full

39

29 – 33

This does not consider those who never improve
or are not appropriate and reads as a prescription
of never ending input which can be misread by the
lay person and sets expectations

We have revised and
reworded the entire
recommendation. Thank
you for your comment.

563. SH

College of
Occupational
Therapists

20

Full

40

1

This would read more accurately if it was
reworded as follows:
Example of compensatory strategies ………”

Thank you for your
comment the wording
has been revised to
provide greater clarity.

564. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

15

full

40

1

Perhaps would read more accurately if it read
example of “compensatory………”

Thank you for your
comment the wording
has been revised to
provide greater clarity.
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College of
Occupational
Therapists

21

Full

40

4

We agree with this statement but it needs to
expand to recommend that local
protocols/guidelines should be in place denoting
which organisation will provide this to ensure swift
and timely provision of equipment.
Equipment provision to care homes is surely a
local issue for funding.

Developer’s Response
Please respond to each
comment
We agree and further
work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, discharge
planning and transfer of
care, co-ordination of
health and social care
services, assessment for
rehabilitation and long
term health and social
support in different
settings. As there was
very little or no evidence
for this area a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. Further
recommendations specify
that standard procedures
should be in place to
ensure safe discharge of
patients.
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College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

16

full

40

4

Agree with statement but needs to expand to
recommend “local protocols/guidelines should be
in place denoting which organisation will provide
this to ensure swift and timely provision of
equipment.

Developer’s Response
Please respond to each
comment
We agree and further
work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, discharge
planning and transfer of
care, co-ordination of
health and social care
services, assessment for
rehabilitation and long
term health and social
support in different
settings. As there was
very little or no evidence
for this area a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. Further
recommendations specify
that standard procedures
should be in place to
ensure safe discharge of
patients.
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Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

65

Full

40

4

Suggests that OT provide equipment for all ADLs
even is going into a care home. This is great news
for patients however, again, this has implications
in the way it is stated as although social and
health services now have joint equipment stores
in most areas equipment that is needed for
residential homes comes from these stores
following an OT referral. However, in the case of
nursing homes it is the responsibility of the
nursing home to provide equipment as they
receive funding to do this. The concern is local
agreement and consultation with how this may
work as the NICE guidelines states “care homes”
as a generic term.

Developer’s Response
Please respond to each
comment
We do not specify who
provides the equipment
in the recommendation.
The GDG considered
that this would form part
of discharge planning.
The necessary
equipment needs to be in
place whatever the
setting. This should be
arranged by the MDT
and would be provided
by either health or social
care agencies.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, MDT working,
discharge planning and
transfer of care and coordination between
health and social care in
providing services. The
recommendations have
been reviewed in light of
the additional work
carried out.
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568. SH

Intercollegiat
e Working
Party for
Stroke

81

Full

40

4

Logically the recommendation to provide
equipment should come after the recommendation
to assess for it. Points 30 and 31 need to be
switched.

569. SH

South
Central
Cardiovascul
ar Network

7

Full

40

4

The Network needs to be aware that many
Community Equipment Services specifically
exclude “care homes” from their service level
agreements so this guideline has the potential to
generate conflict in the system unless it brings
additional equipment funding.

We do not specify who
provides the equipment
in the recommendation.
The GDG considered
that as part of the
discharge planning the
necessary equipment
needs to be in place
whatever the setting.
This should be arranged
by the MDT and would
be provided by either
health or social care
agencies.

570. SH

The Stroke
Association

27

Full

40

4

This recommendation should come after
recommendation 31 and should indicate that
equipment provision needs to happen in a timely
fashion.

We agree and have
switched these around.
Further work has been
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
such as, discharge
planning and transfer of
care and co-ordination
between health and
social care in providing
As there is very little or
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Developer’s Response
Please respond to each
comment
no evidence for this area
a modified Delphi survey
was undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

College of
Occupational
Therapists

22

Full

40

7

Protocols to ensure training for formal and
informal carers should be in place to record
competencies and ensure quality of training.

Thank you for your
comment. Further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as,
discharge planning and
transfer of care and coordination between
health and social care in
providing services.
Further
recommendations made
specify the need to have
standard operating
procedures and local
protocols to ensure safe
discharge, and that
training, information and
support is provided to
families and carers, and
this should be reviewed
regularly.

This could also be done by an appropriately
qualified social care professional e.g. an
occupational therapist.
Does this also need to cover the provision of
specialist equipment such as telecare, SMART
technology etc?
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572. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

17

Full

40

7

Protocols to ensure training for formal and
informal carers should be in place to record
competencies and ensure quality of training.

573. SH

Intercollegiat
e Working
Party for
Stroke

82

Full

40

7

There is no evidence to support the wide spread
use of home visits for such patients.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as,
discharge planning and
transfer of care and coordination between
health and social care in
providing services.
Further
recommendations made
specify the need to have
standard operating
procedures and local
protocols to ensure safe
discharge, and that
training, information and
support is provided to
families and carers, and
this should be reviewed
regularly.

Thank you for your
comment. The GDG
have recommended that
home visits be
undertaken unless the
person’s needs can be
identified in other ways.
Further work has been
undertaken post
consultation to address
the structure and process
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Developer’s Response
Please respond to each
comment
of stroke rehabilitation
such as, discharge
planning and transfer of
care. As there was very
little or no evidence for
this area a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

Intercollegiat
e Working
Party for
Stroke

83

Full

40

7

We assume that you are recommending a home
visit for people being discharged with early
supported discharge rather than ALL stroke
patients with some residual dependency.

It was not the intention to
recommend that every
patient has a home visit.
We have reviewed the
recommendation for
greater clarity.

The recommendations should be able to stand
alone and be interpretable out of context and this
one would not be. If you are indeed
recommending it for everyone then this is daft.
Someone who still needs some help with
changing light bulbs, or coping with finances or
doing the shopping may well not need a home
visit.
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575. SH

Intercollegiat
e Working
Party for
Stroke

84

Full

40

10

This is a very odd title given the selection of topics
that then get considered. Most people would think
this should include areas such as relationships,
sexuality, finance, housing, social support etc etc!

576. SH

College of
Occupational
Therapists

23

Full

40

12

Return to work issues should also be integrated
into goals and rehab plan.

577. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

46

Full

40

12

Return to employment (eg concern re answering
emails in a busy office) is not relevant to most
patients at time of stroke.

Developer’s Response
Please respond to each
comment
The headings and order
of chapters have been
reviewed and revised in
light of comments
received.

We agree and this has
been considered in the
further work undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as,
MDT working,
rehabilitation planning,
goal setting, and long
term health and social
support and delivery in
different settings which
were not included in the
original scope.
The recommendation
stated that when
considering return to
work an assessment of
the demands of the job
needs to be undertaken.
Multi-tasking such as
answering phones/emails
is given as an example.
The GDG consider that
many people would have
jobs that require this
function to be carried out
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Developer’s Response
Please respond to each
comment
and therefore this is a
valid example of what
needs to be considered
before the person returns
to work after having had
a stroke.

578. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

66

Full

40

12

Return to work conversations are too early in
inpatient settings and in most cases increases
stress and upsets family members.

The timing will vary
according to the
particular circumstances
and needs of the
individual patient, but the
consensus view of the
GDG was that it is
important to address
return to work issues
early as getting back to
work after a stroke was
the best outcome for a
person of working age.

579. SH

Intercollegiat
e Working
Party for
Stroke

85

Full

40

12

Return to employment (eg concern re answering
emails in a busy office) is not relevant to most
patients at time of stroke.

The recommendation
stated that when
considering return to
work an assessment of
the demands of the job
needs to be undertaken.
Multi-tasking such as
answering phones/emails
was given as an
example. The GDG
consider that many
people would have jobs
that require this function
to be carried out and
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Developer’s Response
Please respond to each
comment
therefore this is a valid
example of what needs
to be considered before
the person returns to
work after having had a
stroke.

National
CLAHRC
Stroke
Group

21

Full

40

12

Return to employment (eg concern re answering
emails in a busy office) is not relevant to most
patients at time of stroke. ‘Return to work issues
should be identified at onset of stroke’. At ‘onset
of stroke’ the patient may be at home, may be
asleep or may not even have realised they are
having a stroke. Wouldn’t ‘at the earliest possible
opportunity following onset of stroke’ or something
similar be more appropriate?

The recommendation
stated that when
considering return to
work an assessment of
the demands of the job
needs to be undertaken.
Multi-tasking such as
answering phones/emails
was given as an
example. The GDG
consider that many
people would have jobs
that require this function
to be carried out and
therefore this was a valid
example of what needs
to be considered before
the person returns to
work after having had a
stroke.
The timing will vary
according to the
particular circumstances
and needs of the
individual patient, but the
consensus view of the
GDG was that it is
important to address
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Developer’s Response
Please respond to each
comment
return to work issues
early as getting back to
work after a stroke was
the best outcome for a
person of working age.

581. SH

Intercollegiat
e Working
Party for
Stroke

87

Full

40

14

Simply giving a list of ‘key elements’ (and there is
no evidence to support any of them) is not helpful.
The list is simply describing good rehabilitation
processes that apply to each and every situation.

582. SH

College of
Occupational
Therapists

24

Full

40

17

Facilities should be available to enable accurate
assessment of work skills and occupational
therapy practitioners should be available with
training in vocational rehabilitation (we note
reference to this on page 238).

Thank you for your
comment. We agree
there was little robust
evidence for this area,
even though it has been
identified as important by
the Stroke Strategy and
NSF. The GDG
considered this to be an
important area largely
neglected, where needs
of this group of patients
were largely unmet. The
recommendations are
made by consensus of
the group.
Thank you for your
comment.
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comment.
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583. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

18

Full

40

17

Facilities should be available to enable accurate
assessment of work skills and OT practitioners
should be available with training in vocational
rehabilitation (we note reference to this on page
238)

584. SH

College of
Occupational
Therapists

25

Full

40

25

Include advice and support re: financial
implications e.g. better off calculations etc.

Thank you for your
suggestion. Reference
has been made to the
Managing long term
sickness and incapacity
to work NICE guidance
which addresses these
and other issues.

585. SH

British
Association
of Stroke
Physicians
(BASP)

25

Full

40

28

It is good to see supported information giving
recommended.

Thank you.

586. SH

College of
Occupational
Therapists

26

Full

40

28

Should we not be asking the service user whether
they want their family involved in their treatment?

Involving families and
carers would be with the
consent of the patient.
Reference has been
made to the Patient
Experience NICE
guideline which provides
generic
recommendations on
involvement of family
members.

Page 357 of 605

Type

Developer’s Response
Please respond to each
comment
Involving families and
carers would be with
consent of the patient.
Reference has been
made to the Patient
Experience NICE
guideline which provides
generic
recommendations on
involvement of family
members.
Thank you.
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587. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

19

full

40

28

Should we not be asking the service user whether
they want their family involved in their treatment?

588. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

47

Full

40

28

It is good to see supported information giving
recommended

589. SH

Intercollegiat
e Working
Party for
Stroke

88

Full

40

28

It is good to see supported information giving
recommended

Thank you.

590. SH

National
CLAHRC
Stroke
Group

22

Full

40

28

It is good to see supported information giving
recommended

Thank you.
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591. SH

College of
Occupational
Therapists

27

Full

40

31

Providing information is often not sufficient.
Patient and carers often require support to initiate
and implement accessing local resources.

592. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

20

Full

40

31

Providing information is often not sufficient,
patient and carers often requires support to initiate
and implement accessing local resources.

Developer’s Response
Please respond to each
comment
Reference has also been
made to the Patient
Experience NICE
guideline which provides
generic
recommendations on
involvement and support
of family members.
Further work conducted
post consultation has
addressed long term
health and social
support, and further
recommendations have
been made for facilitating
social participation
including local support
groups.
Reference has also been
made to the Patient
Experience NICE
guideline which provides
generic
recommendations on
involvement and support
of family members.
Further work conducted
post consultation has
addressed long term
health and social
support, and further
recommendations have
been made for facilitating
social participation
including local support
groups.
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593. SH

Intercollegiat
e Working
Party for
Stroke

89

Full

40

31

This is worded so badly, it is impossible to follow
what it means

594. SH

Intercollegiat
e Working
Party for
Stroke

90

Full

40

34

Information needs to be reviewed regularly
throughout the intervention and not just at the
start and on completion.

595. SH

Different
Strokes

1

Full

40

36

There is a very brief mention of psychological
therapy. A vast majority of stroke survivors
particularly those who are younger, report they
struggle with dealing with the emotional side.
Depression, anxiety and post traumatic stress
disorder are common although may be not be
identified immediately through depression or
anxiety assessment tools. They may also be
contributory factors to issues motivation and neuro
rehabilitation as well as barriers to return to work.
In addition they may also contribute to relationship
breakdowns as well

Developer’s Response
Please respond to each
comment
We have revised the
wording to provide
greater clarity.

Thank you for your
comment, the
recommendation has
been revised for
information needs to be
considered at the
person’s 6 and 12 month
review.
We have included
signposts to other NICE
guidance that address
depression and anxiety
and are applicable to a
stroke population. CG91
Depression in adults with
a chronic health problem,
CG113 Anxiety and CG
90 Depression in adults.
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Keele
University

14

full

41

597. SH

South
Central
Cardiovascul
ar Network

14

Full

41
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It would help to get to identify content and
intensity in this context
Also this statement makes the assumption that for
people with no active rehabilitation potential need
not get rehabilitation – this is contradictory to
some of the research from our group suggesting
that the potential for recovery does improve in the
severely disable stroke patient (secondary
analysis and in press publication)

21-40

There still seems to be some ambiguity about
what form of rehabilitation / therapy is included
(lines 21 - 24). The advice about speech and
language intensity (lines 25 - 40) quite rightly
does not make any recommendations about
intensity as there is no evidence to support
intensive (45mins) aphasia training. Could the
NICE committee make a clear statement that the
45mins of rehabilitation relates to neuromuscular
skeletal activities (normally physio and OT) where

Developer’s Response
Please respond to each
comment
The studies reviewed did
not provide detail on the
interventions delivered
therefore it is not
possible to make
recommendations on
what should be delivered
within a package of
rehabilitation. The GDG
acknowledged that the
recommendation for 45
minutes of each therapy
may not be appropriate
for all patients, and that
rehabilitation needs to be
tailored to the individual.
However it was not the
intention to imply that
those who do not have
the capacity should not
receive any rehabilitation.
The GDG have provided
clarity in intensity of
rehab for those people
not able to undertake 45
minutes of therapy.
The studies reviewed did
not provide any details
on the interventions
delivered; therefore it is
not possible to make
recommendations on
what should be delivered
within a package of
rehabilitation. Whilst the
GDG were unable to
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the principles of overload training (intensity) can
be related to impairment and functional
improvements.'

598. SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

4

Full

41

1-16

The service delivery section of the guideline only
focuses on limited aspects of care such as the
provision of ESD teams. There is no mention of
the role of inpatient stroke rehabilitation units, or
longer term rehabilitation. The role of specialist
rehabilitation nursing is conspicuous in its
absence, despite evidence to support the critical
role the nurses play in rehabilitation.

599. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

23

Full

41

17-24

The recommendations on intensity of therapy is
confusing. They could be combined to say that at
least 45 mins should be provided.
Much as one would support anything to increase
the amount of therapy and meaningful activity that
patients undertake the evidence does not support
(or refute) the choice of 45 mins.
We know that more is better but one of the most
important questions we need to answer is now
much therapy and/ or activity is needed.

Developer’s Response
Please respond to each
comment
make any specific
recommendation on the
intensity of SLT, they
agreed that 5 x 45
minutes was
acknowledged as
standard, and that this
could be part of a
rehabilitation package for
those patients who are
likely to benefit from such
an intervention, and is in
line with the current
Quality Standard.
Further work was
undertaken post
consultation to address
the structure and process
of stroke rehabilitation
and now includes stroke
rehabilitation units, long
term health and social
support and the expertise
required to form a core
stroke rehabilitation team
which includes nurses.
We agree that more
robust research
comparing different
intensities of
rehabilitation is required
and the GDG have made
a research
recommendation for this
that NICE will take
forward.

Page 362 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.
Dose response studies to establish how much
therapy and activity is needed for different types
of patients are one of the most pressing questions
facing stroke services at present- it’s omission is a
major short-coming.

600. SH

Society for
Research in
Rehabilitatio
n (SRR)

39

FULL

41

17-24

The recommendations on intensity of therapy is
confusing. They could be combined to say that at
least 45 mins should be provided.
Are you recommending this intensity right across
the stroke pathway (i.e. 45 minutes x 5 days per
week of rehabilitation from hyperacute to several
years post-stroke)? More specific guidance would
be helpful when requesting the extra resources
required.
Could you provide guidance on what grade of
staff/level of qualification might be involved? I

Developer’s Response
Please respond to each
comment
The GDG were in
agreement that the
studies included in the
review demonstrated that
more intensive
rehabilitation was
beneficial, but the levels
of intensity reported in
the studies would be
considered as a
conventional amount in
practice today. Health
economic modelling
showed that intensity at
the level currently
recommended in the
current stroke quality
standard was likely to be
cost effective, and in
addition, levels above
this would be cost
effective for those who
continue to make
functional gains.
Health economic
modelling showed that
intensity at the level
currently recommended
in the current stroke
quality standard was
likely to be cost effective,
and in addition, levels
above this would be cost
effective for those who
continue to make
functional gains. The
recommendations are
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assume you intend full use of the skill mix e.g. for
certain rehabilitation tasks to be performed by
assistants/students under the supervision of
qualified therapists, and it may help to state this
explicitly.
Much as one would support anything to increase
the amount of therapy and meaningful activity that
patients undertake the evidence does not support
(or refute) the choice of 45 mins.
We know that more is better but one of the most
important questions we need to answer is how
much therapy and/ or activity is needed, for
different types of patients.
Are you recommending this intensity right across
the stroke pathway (i.e. 45 minutes x 5 days per
week of rehabilitation from hyperacute to several
years post-stroke)? More specific guidance would
be helpful when requesting the extra resources
required.
There is an RCT in press which will probably
change whichever part of this guideline refers to
Speech and Language Therapist assessment and
intervention in the first four months of stroke. The
Bowen et al HTA monograph of the ACT NoW
study was not in print at the time of the draft
guideline but will be in December 2011 before
your guideline is in print. A preview copy is
available now from NIHR HTA for NICE to review.
It would be clinically useful to specify when in the
stroke pathway you are referring to as the
evidence on early versus late may be quite
different

Developer’s Response
Please respond to each
comment
separated to make this
distinction.
The recommendation
states that therapies
should be offered for as
long as identified
functional goals can be
achieved.
Staff skills and
qualifications are
determined by the
appropriate professional
bodies and staffing levels
would be determined
locally. Both areas are
outside of the remit of
NICE guidance. We
agree that more robust
research comparing
different intensities of
rehabilitation is required
and the GDG have made
a research
recommendation for this
that NICE will take
forward.
The GDG were in
agreement that the
studies included in the
review demonstrated that
more intensive
rehabilitation was
beneficial, but the levels
of intensity reported in
the studies would be
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Dose response studies to establish how much
therapy and activity is needed for different types
of patients are one of the most pressing questions
facing stroke services at present- the omission of
a research recommendation to this effect is a
major short-coming.

601. SH

University of
Salford

25

FULL

41

17-24

The recommendations on intensity of therapy is
confusing. They could be combined to say that at
least 45 mins should be provided.
Much as one would support anything to increase
the amount of therapy and meaningful activity that
patients undertake the evidence does not support
(or refute) the choice of 45 mins.
We know that more is better but one of the most
important questions we need to answer is how
much therapy and/ or activity is needed, for
different types of patients.
Dose response studies to establish how much
therapy and activity is needed for different types
of patients are one of the most pressing questions
facing stroke services at present- the omission of
a research recommendation to this effect is a
major short-coming.

Developer’s Response
Please respond to each
comment
considered as a
conventional amount in
practice today.

The ACT NoW study has
been included in the
review of intensity of SLT
and the GDG have
revised
recommendations in light
of this new evidence.
We agree that more
robust research
comparing different
intensities of
rehabilitation is required
and the GDG have made
a research
recommendation for this
that NICE will take
forward.
The GDG were in
agreement that the
studies included in the
review demonstrated that
more intensive
rehabilitation was
beneficial, but the levels
of intensity reported in
the studies would be
considered as a
conventional amount in
practice today. Health
economic modelling
showed that intensity at
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602. SH

Intercollegiat
e Working
Party for
Stroke

91

Full

41

18-23

What is the difference between people in 1.10.2.1
and those in 1.10.2.2?

603. SH

British
Psychologica
l Society
(BPS)

21

Full

41

27-29

The BPS would welcome clarification of whether
or not the recommendation here is for this
intervention to be carried out across the stroke
pathway (i.e. 45 minutes x 5 days per week of
rehabilitation from hyperacute to several years
post-stroke). More specific guidance would be
helpful when requesting the extra resources
required.

Developer’s Response
Please respond to each
comment
the level currently
recommended in the
current stroke quality
standard was likely to be
cost effective, and in
addition, levels above
this would be cost
effective for those who
continue to make
functional gains.
The minimum is for 45
minutes of each therapy
to be offered to all those
with capacity to tolerate it
and have functional
goals that can be
achieved. The GDG
agreed that more than 45
minutes was appropriate
for those who continue to
make functional gains.
The recommendations
apply to those patients
who are in a sub-acute
(recovery) phase.
The recommendation
stated that therapies
should be offered for as
long as identified
functional goals can be
achieved.
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Thank you for your
comment. The GDG
considered that the
people recruited into the
trials typically had mild to
moderate disability. The
recommendation
specifies that people
should be able to transfer
with assistance.
We agree and have
recommended that a
specialist stroke service
at the same intensity and
skill mix as available in
hospital be provided.

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

604. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

8

FULL

41

3

Where is the evidence that shows that Early
Supported Discharge is only appropriate for
people who can transfer with one person- this is
an example of how a research criteria has now
defined how a service should be set up, and could
lead to inequalities and inequity. Access to Early
Supported Discharge should be dependent on
whether the person will be safe at home not an
arbitrary functional measure.

605. SH

College of
Occupational
Therapists

28

Full

41

3

Early supported discharge must be a stroke
specialist service and should not be confused with
Reablement – investment is required.

606. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

21

Full

41

3

ESD must be a stroke specialist service and
should not be “confused” with Reablement –
investment is required.

We agree and have
recommended that a
specialist stroke service
at the same intensity and
skill mix as available in
hospital be provided.

607. SH

College of
Occupational
Therapists

29

Full

41

5

Could this be more specific than ‘without delay in
delivery’ i.e. within 24 hours?

We feel we will not be
able to specify a time
frame as this would vary
across patient’s needs.
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608. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

22

full

41

5

Can we be more specific than without delay in
delivery i.e. within 24 hours.

609. SH

College of
Occupational
Therapists

30

Full

41

7

Home assessments are only done if they are
clinically indicated.
A stroke OT practitioner should undertake a home
visit if clinically indicated to assess for both
personal domestic and extended ADL. (Extended
ADL cannot be assessed in hospital.)

Developer’s Response
Please respond to each
comment
We feel we will not be
able to specify a time
frame as this would vary
across patient’s needs.

This recommendation
has been revised to
provide greater clarity as
it was not the GDG’s
intention to imply home
assessments be provided
for all people.

The guidelines state that ‘home visits should be
undertaken for all ‘– surely they should be
recommending that assessments are only done if
they are clinically indicated.
610. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

23

full

41

7

Home assessments are only done if they are
clinically indicated.

This recommendation
has been revised to
provide greater clarity. .

A stroke OT practitioner should undertake Home
Visit if clinically indicated to assess for both
personal domestic and extended ADL. (Extended
ADL cannot be assessed in hospital)
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611. SH

Cumbria and
Lancashire
Cardiac and
Stroke
Networks

2

full

41

7

I feel that not every patient who is dependent in
activities needs a home visit and actually the
hospital OT rarely carries out home visits these
days as the in reach therapists assesses the
patient and home environment and decides
whether it is appropriate or not.Maybe the
guidance should say the “Hospital Occupational
therapists in coordination with the community
stroke team or ESD team will make the decision if
a home visit is needed or not based on
assessment of functional ability, cognition, support
at home on discharge from the community stroke
team/relatives, environmental factors and safety
issues”.

612. SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

3

Full

41

7

There is a recommendation that all patients with
residual deficits would need home visits prior to
discharge from hospital. This recommendation
does not account for individual clinical reasoning
or for more flexible methods of delivery such as
discharge home visits, or visit on the day of
discharge by the ESD team.

Developer’s Response
Please respond to each
comment
This recommendation
has been revised to
provide greater clarity.
Further work undertaken
post consultation has
addressed discharge
planning and transfer of
care in more detail As
there was very little or no
evidence for this area a
modified Delphi survey
was undertaken in order
to develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. The GDG have
considered further
recommendations in light
of this additional work.
This recommendation
has been revised to
provide greater clarity.
Further work undertaken
post consultation has
addressed discharge
planning and transfer of
care in more detail. As
there was very little or no
evidence for this area a
modified Delphi survey
was undertaken in order
to develop
recommendations based
on the consensus of the

Page 369 of 605

Type

613. SH

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
wider stroke rehabilitation
professional and patient
body. The GDG have
considered further
recommendations in light
of this additional work.

Welsh Stroke
Alliance
(Rehab Sub
group)

19

Full

41

7

Intensity of Rehabilitation the 45-min of therapy
debate is still raging. The studies quoted seem to
have been picked at random and they don’t
support the 45-min argument. There is no
consideration of activity outside formal therapy
sessions. There is no inclusion of the work by
Kwakkel in the sections related to intensity.

A systematic search was
conducted and studies
selected based on the
agreed question protocol.
Reasons for exclusion of
studies are given in the
appendix of the full
guideline.
The GDG were in
agreement that the
studies included in the
review demonstrated that
more intensive
rehabilitation was
beneficial, but the levels
of intensity reported in
the studies would be
considered as a
conventional amount in
practice today. Health
economic modelling
showed that intensity at
the level currently
recommended in the
current stroke quality
standard was likely to be
cost effective, and in
addition, levels above
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this would be cost
effective for those who
continue to make
functional gains.

College of
Occupational
Therapists

31

Full

41

11

‘Hospitals should have clear systems in place to
ensure patients and their families are involved in
client centred goal planning…’

Thank you for your
comment. Further work
has been undertaken
post consultation to
address transfer of care
and discharge planning,
co-ordination of planning
and delivery of services
between health and
social care and goal
setting. Training of
families and carers in
caring for the person
after stroke, including
them in goal setting has
been included as part of
this work.

Training families and carers in moving, handling
and dressing is carried out as part of the
occupational therapy process. Training formal
carers would be impossible as we do not know
which carers are going to be involved with the
patient until s/he has returned home. There is
also the issue of on-going responsibility and
accountability for staff groups for whom the
occupational therapy service has no immediate or
on-going professional accountability.
Training – who is going to do it?

615. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

24

Full

41

11

Hospitals should have clear systems in place to
ensure patients and families are involved in client
centred goal “planning………”
Training families and carers in moving, handling
and dressing is carried out as part of the OT
process. Training formal carers would be
impossible as we do not know which carers are
going to be involved with the patient until s/he has
returned home. There is also the issue of on-

Thank you for your
comment.
Further work has been
undertaken post
consultation to address,
transfer of care and
discharge planning, coordination of planning
and delivery of services
between health and
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going responsibility and accountability for staff
groups for whom the OT service has no
immediate or on-going professional accountability.
Training – who is going to do it?

Developer’s Response
Please respond to each
comment
social care and goal
setting. Training of
families and carers in
caring for the person
after stroke, including
them in goal setting has
been included as part of
this work.

616. SH

College of
Occupational
Therapists

32

Full

41

16

Access to wheelchair provision is required during
rehabilitation and at the point of discharge.
Access to specialist wheelchair provision should
be timely for those with postural needs – protocols
and systems and availabilities of specialist seating
need to be in place to ensure this.

Thank you for your
comment. The
recommendation has
been considered and
revised by the GDG.
Further
recommendations on
discharge and transfer of
care have also been
made as a result of
additional work carried
out post consultation.

617. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

25

Full

41

16

Access to wheelchair provision is required during
rehabilitation and at the point of discharge.
Access to specialist wheelchair provision should
be timely for those with postural needs – protocols
and systems and availabilities of specialist seating
need to be in place to ensure this.

Thank you for comment.
The recommendation has
been considered and
revised by the GDG.
Further
recommendations on
discharge and transfer of
care have also been
made as a result of
additional work carried
out post consultation.
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618. SH

British
Psychologica
l Society
(BPS)

18

Full

41

17

The BPS would welcome some guidance on the
grade of staff/level of qualification that might be
involved. We assume that the intention is to make
full use of the skill mix (e.g. for certain
rehabilitation tasks to be performed by
assistants/students under the supervision of
qualified therapists); it may be helpful for this to be
explicitly stated.

619. SH

College of
Occupational
Therapists

33

Full

41

17

A general comment about the section on the
Intensity of rehabilitation – We are disappointed
that there is no reference to what the patient
would want in relation to their intensity.
Could it include a statement on individual and
group approaches as in Recommendation 44 on
Intensity of Speech and language therapies?

620. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

26

full

41

17

General comment about the intensity section –
feel disappointed that there is no comments about
what the patient would want in relation to their
intensity.

Developer’s Response
Please respond to each
comment
Providing guidance on
levels of staff or
competencies required of
specialist professionals is
outside of the remit of
NICE guidance.

The studies included in
the review provided no
details on the
interventions delivered
and therefore the GDG
were unable to make
recommendations on
what should be offered
as part of a package of
rehabilitation. The
expectation would be
that the level of intensity
would be in agreement
with the patient and
would be delivered
individually or as part of a
group as appropriate.
The expectation would
be that the level of
intensity would be in
agreement with the
patient and would be as
part of agreeing goals;
Additional
recommendations have
been made on goal
setting following
additional work carried
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out post consultation.

621. SH

Intercollegiat
e Working
Party for
Stroke

92

full

41

17

Could you provide guidance on what grade of
staff/level of qualification might be involved? We
assume you intend full use of the skill mix e.g. for
certain rehabilitation tasks to be performed by
assistants/students under the supervision of
qualified therapists, and it may help to state this
explicitly.

Providing guidance on
levels of staff or
competencies required of
specialist professionals is
outside of the remit of
NICE guidance.

622. SH

South Asian
Health
Foundation
(SAHF)

4

Full

41

17

It is not clear that 45 mins is the TOTAL amount of
time for rehab per day. If this includes
physio/OT/SALT then this seems hopelessly
inadequate.

The recommendation is
for 45 minutes of each
therapy within the
package of rehabilitation,
not 45 minutes in total.

623. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

9

FULL

41

18

Where is the evidence to support 45 minutes of
treatment 5 days a week- the background
rationale about levels of intensity is not fully
explained
What is the definition of ‘each active therapy’ for
example does this include discussing goals/
exercise programme- or does it mean hands on
treatment from OT and Physiotherapy and SALT?

We agree that more
robust research
comparing different
intensities of
rehabilitation is required
and the GDG have made
a research
recommendation for this
that NICE will take
forward.
The GDG were in
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agreement that the
studies included in the
review demonstrated that
more intensive
rehabilitation was
beneficial, but the levels
of intensity reported in
the studies would be
considered to be a
conventional amount in
practice today. Health
economic modelling
showed that intensity at
the level currently
recommended in the
current stroke quality
standard was likely to be
cost effective, and in
addition, levels above
this would be cost
effective for those who
continue to make
functional gains. The 45
minutes would include
some discussion about
progress or revision of
goals with the patient, it
would not include
administrative tasks
related to patients.
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CSP

3

FULL

41

18

Welcome this, but perhaps more clarification of
what this means – active could be interpreted as
either a type of therapy, or that the professional is
still engaged in delivery to an individual. It is
explained in the detailed section, but as a
‘headline’ this needs clarification.
Could there be a statement that in frailer older
adults who may not tolerate 45 minutes of
rehabilitation, that rehabilitation up to the level
tolerated by an individual should be offered for a
minimum of 5 days a week.

625. SH

Intercollegiat
e Working
Party for
Stroke

93

full

41

18

Is this right across the stroke pathway (i.e. 45
minutes x 5 days per week of rehabilitation from
hyperacute to several years post-stroke)? More
specific guidance would be helpful when
requesting the extra resources required.

Developer’s Response
Please respond to each
comment
The GDG have reviewed
and revised the intensity
recommendations. We
acknowledge your
concern about older
frailer people and have
provided guidance for
this particular group.

The recommendations
apply to those patients
who are in a sub-acute
(recovery) phase.
The recommendation
stated that therapies
should be offered for as
long as identified
functional goals can be
achieved. The GDG have
clarified that further
rehabilitation may be
needed at a later stage
of the pathway in the
recommendation.
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626. SH

Royal
College of
Speech and
Language
Therapists

6.

FULL

41

18

The points below intensity, while important, do not
relate to intensity of speech and language
therapy. If this is the intention than we
recommend strengthening this wording.

627. SH

South
Central
Cardiovascul
ar Network

8

Full

41

18

Unfortunately it is unlikely generic community care
teams could not deliver this level of rehabilitation it
would require dedicated rehabilitation teams in the
community which.

Thank you for your
comment.

628. SH

The Stroke
Association

28

Full

41

18

Need to link this with the assessments for
interventions covered in earlier recommendations
which should indicate the priority and intensity of
specific interventions and feed into this overall
recommendation about intensity of therapy.

Thank you for your
suggestion. Further work
has been undertaken
post consultation to
address the structure and
process of stroke
rehabilitation such as
screening and
assessment for
rehabilitation, and the
intensity
recommendations will
follow on from these.
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629. SH

Birmingham
Community
Health Care
NHS trust

9

Full

41

19

The word capacity could be misinterpreted as the
‘mental capacity’. Ability may be a better term.

630. SH

College of
Occupational
Therapists

34

Full

41

19

Could ‘capacity’ be changed to ability? ‘Capacity’
could be mistaken as mental capacity.

631. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

27

full

41

19

Could this be changed from capacity to Ability.
(Capacity could be mistaken as mental capacity)

. Thank you, the GDG
have changed this to
ability

632. SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

9

Full

41

19

The word capacity could be misinterpreted as the
‘mental capacity’. Ability may be a better term.

Thank you, the GDG
have changed this to
ability

Thank you, the GDG
have changed this to
ability
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633. SH

Birmingham
Community
Health Care
NHS trust

10

Full

41

22

The word capacity could be misinterpreted as the
‘mental capacity’. Ability may be a better term.

634. SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

10

Full

41

22

The word capacity could be misinterpreted as the
‘mental capacity’. Ability may be a better term.

Thank you, the GDG
have changed this to
ability

635. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

10

FULL

41

23

Why refer to ‘functional goals’ that can be
achieved. There may be other goals that are just
as important that relate to social and
psychological needs

While we agree other
goals are important the
GDG considered that for
this question, the most
important outcomes were
improvement in function
and reduction in
disability.

636. SH

British
Association
of Stroke
Physicians
(BASP)

26

Full

41

25

There is no mention of how to manage patients
with dysarthria

As there was very little or
no evidence for this area
a modified Delphi survey
was undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body. The GDG have
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considered
recommendations for the
management and
treatment of people with
dysarthria in light of this
work.

British
Psychologica
l Society
(BPS)

19

Full

41

25

We would like to refer NICE to an RCT and
qualitative study of service users’ views by Bowen
and colleagues, due for publication in December
2011, which we believe would be helpful in
connection with the guidance concerning Speech
and Language Therapist assessment and
intervention in the first four months of stroke. A
preview copy of this paper is available on request.

Thank you. We will be
including this study and
the GDG will review the
recommendations made
for SLT in light of the
results shown.

Reference:
Bowen, A., Hesketh, A., Patchick, E., Young,
A., Davies, L., Vail, A., Watkins, C., Wilkinson,
M., Pearl, G., Lambon, R.M. & Tyrrell, P. (on
behalf of the ACT NoW investigators). Clinical
effectiveness, cost effectiveness and service
users’ perceptions of early, intensively
resourced communication therapy following a
stroke, a randomised controlled trial (The ACT
NoW Study). Health Technology Assessment
(in press).
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638. SH

British
Psychologica
l Society
(BPS)

20

Full

41

25

It would be clinically useful to specify when in the
stroke pathway the guideline is referring to, as the
evidence on early versus late may be quite
different.

639. SH

College of
Occupational
Therapists

35

Full

41

25

We are unsure as to why this is a separate section
and the need to describe role of speech and
language therapy.

640. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

24

Full

41

25

This section does not contain any
recommendation about the intensity of SALT. The
title should be the SALT for communication
impairments and limitations. The content is so
banal and generic that is not worth doing the
evidence synthesis for. .

Developer’s Response
Please respond to each
comment
The guideline addresses
those people in the subacute (recovery stage)
post stroke. For this
particular review the
GDG noted that some of
the studies included
those who had speech
difficulties for a
significantly long time
and it was felt this group
did not reflect those who
would normally be seen
in clinical practice. The
GDG consider the
intervention would last as
long as the patient was
deriving benefit and
achieving agreed goals.
A review was carried out
on the intensity of SLT
and the subsequent
recommendations were
made as a result of the
results shown by the
studies and discussion
and consensus of the
GDG.
The review conducted
was to address the
question on the
effectiveness and cost
effectiveness of intensive
SLT. The content may
appear banal but it
reflects the level of
evidence available, and
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641. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

48

Full

41

25

Have you not seen the results of the ACT-NoW
study? The results of this important study should
be taken into account by this guideline.

642. SH

Intercollegiat
e Working
Party for
Stroke

94

Full

41

25

The section on ‘intensity of speech and language
therapy’ has not considered the evidence on
‘standard’ speech and language therapy. It
makes no recommendations on provision of
speech and language therapy to people with
aphasia that carry any specific weight. It simply
says “provide speech and language therapy for
people with aphasia both individually and in
groups to meet identified needs.” What does this
mean in reality? How are patients to be
identified? Who determines needs, and how? Is
this from the onset, or only later on or only for the
first six weeks? Is a single visit enough? No
commissioner will pay any attention to this as it is
too vague.

Developer’s Response
Please respond to each
comment
because of this the GDG
were unable to make any
recommendations on
what intensity should be
offered.
An additional review has
been conducted on the
effectiveness of SLT for
aphasia and further
recommendations have
been considered in light
of this evidence.
This was not published at
the time of consultation
of this guideline.
However it has now been
incorporated into the
review and the GDG
have reconsidered
recommendations made
in light of any new results
shown.
An additional review has
been conducted on the
effectiveness of SLT for
aphasia and further
recommendations have
been considered in light
of this evidence.
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643. SH

Intercollegiat
e Working
Party for
Stroke

95

Full

41

25

Have you not seen the results of the ACT-NoW
study? The results of this important study should
be taken into account by this guideline.

644. SH

Intercollegiat
e Working
Party for
Stroke

96

full

41

25

There is an RCT in press which will probably
change whichever part of this guideline refers to
Speech and Language Therapist assessment and
intervention in the first four months of stroke. The
Bowen et al HTA monograph of the ACT NoW
study was not in print at the time of the draft
guideline but will be in December 2011 before
your guideline is in print. A preview copy is
available now from NIHR HTA for NICE to review.

645. SH

Intercollegiat
e Working
Party for
Stroke

100

full

41

25

It would be clinically useful to specify when in the
stroke pathway you are referring to as the
evidence on early versus late may be quite
different.

Developer’s Response
Please respond to each
comment
This was not published at
the time of consultation
of this guideline.
However we have
reviewed this study and
the GDG have
reconsidered the
recommendations made
in light of any new results
shown.
This was not published at
the time of consultation
of this guideline.
However we have
reviewed this study and
the GDG have
reconsidered the
recommendations made
in light of any new results
shown.
The guideline addresses
those people in the subacute (recovery stage)
post stroke. For this
particular review the
GDG noted that some of
the studies included
those who had speech
difficulties for a
significantly long time
and it was felt this group
did not reflect those who
would normally be seen
in clinical practice. The
GDG consider the
intervention would last as
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long as the patient was
deriving benefit and
achieving agreed goals.

646. SH

National
CLAHRC
Stroke
Group

23

Full

41

25

Have you not seen the results of the ACT-NoW
study? The results of this important study should
be taken into account by this guideline.

647. SH

Society for
Research in
Rehabilitatio
n (SRR)

40

FULL

41

25

This section does not contain any
recommendation about the intensity of SALT. The
title should be the SALT for communication
impairments and limitations. The content is so
banal and generic that is not worth doing the
evidence synthesis for.

This was not published at
the time of consultation
of this guideline.
However we have
reviewed this study and
the GDG have
reconsidered
recommendations made
in light of any new results
shown.
The review conducted
was to address the
question on the clinical
and cost effectiveness of
intensive speech and
language therapy. The
content may appear
banal but it reflects the
level of evidence
available, and because
of this the GDG were
unable to make any
recommendations on
what intensity should be
offered.
An additional review has
been conducted on the
effectiveness of speech
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and language therapy for
aphasia and further
recommendations will be
considered in light of this
evidence.

University of
Salford

26

FULL

41

25

This section does not contain any
recommendation about the intensity of SALT. The
title should be the SALT for communication
impairments and limitations. The content is so
banal and generic that is not worth doing the
evidence synthesis for.

The review conducted
was to address the
question on the clinical
and cost effectiveness of
intensive speech and
language therapy. The
content may appear
banal but it reflects the
level of evidence
available, and because
of this the GDG were
unable to make any
recommendations on
what intensity should be
offered.
An additional review has
been conducted on the
effectiveness of speech
and language therapy for
aphasia and further
recommendations have
been considered in light
of this evidence.
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649. SH

The Stroke
Association

29

Full

41

28

It would be useful to define intensity of and length
of intervention

650. SH

Intercollegiat
e Working
Party for
Stroke

101

Full

41

17, 25

Why are ‘intensity of rehabilitation’ and ‘intensity
of speech and language therapy’ separately
titled? Seems odd.

Two separate questions
were identified and
reviews conducted.
Speech and language
therapy does not fit into
this section; we have
moved this to the
communication chapter.

651. SH

Intercollegiat
e Working
Party for
Stroke

102

Full

41

42

This seems odd. Why is this stated just for
aphasia? Does that mean that you don't need an
appropriately qualified speech and language
therapist for patients with apraxia or dysarthria?

The question and review
was conducted for those
with aphasia. There was
little or no evidence for
apraxia or dysarthria
therefore a modified
Delphi survey was
undertaken post
consultation in order to
develop
recommendations based
on the consensus of the
wider stroke rehabilitation
professional and patient
body.

Page 386 of 605

Type

652. SH

653. SH

Stakeholder

Order
No

Docu
ment

Page No

Keele
University
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full

42

Society for
Research in
Rehabilitatio
n (SRR)

41

full

42
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FES agree in principle but this needs to be better
defined (what specific aspects of FES need to be
studied, which sub population should we do the
work on, at what time after stroke must we do this
work, what dose should we use)
Intensity of rehabilitation – people are lucky to get
45 minutes a day, i.e. if they can tolerate this.
Again you need to ask give directions on content,
quantity and intensity. Furthermore rehabilitation
needs to be targeted at specific deficits and has to
be within patient tolerance.
A final serious concern is the potential
exclusion of the severely disabled stroke
rehabilitation at a time when we have no
evidence to identify those with rehabilitation
potential.

The recommendations for further research are
inconsistent with the remit of the guidelines,
questions asked and the evidence synthesised.
Why choose these questions? They aren’t the
most important or pressing ones facing stroke
services or stroke survivors. They don’t answer
the major criticisms of the research quality which
came from the appraisal. They don’t reflect the
remit of the guidelines and they don’t address the
issues not included in these guidelines .

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We would
agree that answers to
these questions are
important which is why
the GDG have made
recommendations for
further research to be
carried out highlighting
the points you have
raised.
NICE ask the GDG to
give a rationale of why
the research is needed
and the key areas of
focus, rather than a
detailed protocol.
We agree that people
should have
rehabilitation at a level
which is appropriate for
them and enables them
to achieve identified
goals.
These research
recommendations have
been identified from the
systematic reviews
undertaken for this
guideline where no
evidence has been found
or if results are
inconclusive, because of
the limited nature of the
studies undertaken to
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Developer’s Response
Please respond to each
comment
date. We are only able
to make research
recommendations on the
areas considered by the
guideline as listed in the
scope.

654. SH

Association
of Chartered
Physiotherap
ists in
Neurology
(ACPIN)

11

FULL

42

11-13

Where do the definitions and total treatment time
come from for intensive vs moderate
rehabilitation?

The amount of therapy
delivered in the studies
included in the intensity
of rehabilitation review
varied between 2 hours
and 6 contacts a week.
The GDG considered
that the amount of
therapy described in the
studies would not be
considered as intensive
in current practice. The
GDG agreed that 2 hours
would be considered as
a conventional amount
whilst specialist
neurorehabilitation
services would provide
around 5 hours.

655. PR

NETSCC,
HTA Ref 1

07

Full

42

23-25

Some sub-group analysis should be done around
this issue such as younger vs. older patients and
how CE various levels of rehab are.

Thank you for your
suggestion.
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656. SH

College of
Occupational
Therapists

36

Full

42

2

Research is welcomed to inform occupational
therapists in the provision of effective
management of stroke patients in hospital and in
the community.

657. SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

28

full

42

2

Research is welcomed to inform OT’s in the
provision of effective management of stroke
patients in hospital and in the community.

Thank you for your
comment.

658. SH

Intercollegiat
e Working
Party for
Stroke

103

Full

42

3

But just stated that FES is no use! If you think it
needs more research to decide if it is helpful how
you can you be so didactic in the clinical
recommendation? Why not put in to the FES
recommendation that it should only be provided in
the context of research trials?

The GDG were aware
that currently FES is not
widely available, but that
there was some limited
evidence of being
beneficial to people with
a higher level of function.
This is why they
suggested it not be used
routinely but could be
offered if a health
professional with the
skills to make that
assessment thought it
appropriate. The GDG
also agreed that a larger
trial is needed and have
made a research
recommendation.
Recommending the
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intervention only within a
research trial would limit
the availability still further
and deny access to a
group of patients who
may derive some benefit.

659. SH

South
Central
Cardiovascul
ar Network

9

Full

42

3

I think there should be a comment on L/L FES and
its possible benefit of reducing tripping and falls in
mobility, or a link to the FES as an “orthotic”
guideline.

Thank you for your
comment. We have
linked to the NICE
recommendation on FES
for the foot within the
recommendations
section of the guideline.

660. SH

British
Psychologica
l Society
(BPS)

22

Full

42

7

It seems contradictory to us that this is a research
priority when it seems to be recommended
practice on the previous page.

The GDG were not able
to make a
recommendation for what
intensity speech and
language therapies
should be offered at from
the studies available, but
the GDG have reviewed
the research
recommendations in light
of additional work
conducted post
consultation and have
removed this as a priority
area.

Type

The BPS recommends specifying when in the
stroke pathway this might be evaluated.
We would welcome clarification of what primary
outcome area is meant by ‘measures of language
and social communication’ as this wording implies
several.
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661. SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

41

Full

42

7

This research recommendation has already been
carried out and completed (ACT-NoW study).

662. SH

Intercollegiat
e Working
Party for
Stroke

99

Full

42

7

This research recommendation has already been
carried out and completed (ACT-NoW study).

Thank you. The GDG
have reconsidered this
research
recommendation in light
of the publication of the
ACT-NoW study and
removed it as a priority
area...

663. SH

Intercollegiat
e Working
Party for
Stroke

104

full

42

7

It seems contradictory that this is a research
priority when it seems to be recommended
practice on the previous page.

The GDG were not able
to make a
recommendation for what
intensity speech and
language therapies
should be offered at from
the studies available, but
have reconsidered the
research
recommendations made
in light of additional work
conducted and have
removed this as a priority
area.

It is also worth specifying when in the stroke
pathway this might be evaluated.
What primary outcome area is meant by
“measures of language and social
communication”? This wording implies several.
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664. SH

National
CLAHRC
Stroke
Group

16

Full

42

7

This research recommendation has already been
carried out and completed (ACT-NoW study).

665. SH

Society for
Research in
Rehabilitatio
n (SRR)

42

full

42

7

It seems contradictory that this is a research
priority when it seems to be recommended
practice on the previous page.
It is also worth specifying when in the stroke
pathway this might be evaluated.
What primary outcome area is meant by
“measures of language and social
communication” as this wording implies several.

666. SH

British
Psychologica
l Society
(BPS)

23

Full

42

11

It would be clinically useful for the point in the
stroke pathway that is being referred to here to be
specified. Alternatively, it could be phrased
similarly to the neuropsychological question (line
20), i.e. ‘at different stages’.
It seems that there is a need for evaluations of
intensity at both early and late stages, but the
BPS considers it important that these should not
be blurred into one.

Developer’s Response
Please respond to each
comment
Thank you. The GDG
have reconsidered this
research
recommendation in light
of the publication of the
ACT-NoW study and
have removed it from the
guideline...
The GDG was not able to
make a recommendation
for what intensity speech
and language therapies
should be offered from
the studies available, but
have reconsidered the
research
recommendations made
in light of additional work
conducted and have
removed this as a priority
area. .
.
This would be patients
who have had a stroke
and are in the sub-acute
recovery phase in receipt
of rehabilitation.
We agree the evaluation
of different stages should
be reported separately.
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667. SH

Intercollegiat
e Working
Party for
Stroke

23

Full

42

11

I know of very few of my patients who could
tolerate 6 hours of therapy. I think this
recommendation reflects the make up of the GDG
with clinicians who are seeing stroke often many
months after the acute event and usually a
younger population than the average

668. SH

Intercollegiat
e Working
Party for
Stroke

105

full

42

11

It would be clinically useful to specify when in the
stroke pathway you are referring to or write it
similarly to the neuropsychological question (line
20 “at different stages”). It seems there is a need
for evaluations of intensity at both early and late
stages but these should not be blurred into one.

669. SH

Society for
Research in
Rehabilitatio
n (SRR)

43

full

42

11

It would be clinically useful to specify which part of
the stroke pathway you are referring to or write it
similarly to the neuropsychological question (line
20 “at different stages”). It seems there is a need
for evaluations of intensity at both early and late
stages but these should not be blurred into one.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We agree that
not all patients could
tolerate 6 hours of
therapy. However, in the
patients that can it would
be important to know
whether or not this
improves outcome and
has health economic
benefits.
This would be patients
who have had a stroke
and are in the sub-acute
recovery phase in receipt
of rehabilitation.
We agree the evaluation
of different stages should
be reported separately.
This would be patients
who have had a stroke
and are in the sub-acute
recovery phase in receipt
of rehabilitation.
We agree the evaluation
of different stages should
be reported separately.

Page 393 of 605

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

670. SH

Welsh Stroke
Alliance
(Rehab Sub
group)

24

Full

42

11

Key Research Recommendations Where does the
“intense versus moderate rehabilitation” (6 v 2
hours) come from? Where is the evidence base
for this?

671. SH

The North of
England
Cardiovascul
ar Network

5

Full

42

14

In “Key Research Recommendations” consider
adding Which psychological therapies for stroke?
(E.g. CBT, Relaxation therapies, Imagery, EMDR
etc). Work needed in this area.

Developer’s Response
Please respond to each
comment
The amount of therapy
delivered in the studies
included in the intensity
of rehabilitation review
varied between 2 hours
and 6 contacts a week.
The GDG considered
that the amount of
therapy described in the
studies would not be
considered as intensive
in current practice. The
GDG agreed that 2 hours
would be considered as
a conventional amount
whilst specialist
neurorehabilitation
services would provide
around 5 hours.
The research
recommendation does
address which
psychological
interventions should be
delivered to subgroups of
people after stroke and
their families, such as
those with cognitive
impairment, aphasia or at
different stages post
stroke.
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British
Psychologica
l Society
(BPS)

24

Full

42

31

The BPS welcomes the recommendation
regarding more research to determine which
neuropsychological interventions provide better
outcomes for patient and family at different stages
of the stroke pathway. We wonder, though, if it
might be possible for these recommendations to
be expanded. Evidence supporting cognitive
behaviour therapy (CBT) in the treatment of poststroke depression (PSD) from randomized
controlled trials is currently lacking. However,
‘high intensity’ and more ‘low intensity/self-help’
CBT approaches, if augmented as acknowledged
in the consultation document (p.250, line 22),
may have great potential for treating mood
disturbance after stroke (Broomfield et al., 2011).
The BPS therefore recommends more research
be conducted on the outcomes of augmented
CBT approaches.
We also consider that the use of other
psychological therapy approaches in stroke
patients (e.g. Interpersonal Therapy, Behavioural
Activation Therapy, Positive Psychology) merit
RCT investigation to evaluate improvements in
mood outcomes.

Developer’s Response
Please respond to each
comment
We agree the areas for
further research you
highlight are valid and
important areas. We are
however only able to
make research
recommendations for the
topics we have reviewed
in the guideline where we
found no evidence or the
evidence was very
limited.
When making a research
recommendation the
GDG are asked to
provide a focused
question along with
rationale on why this is
an important area, and
the key outcomes that
need to be considered.
Adding in other areas
would make the piece of
research unmanageable
to conduct.

There is currently a lack of research exploring
psychological approaches for prevention and
treatment of post-stroke anxiety (PSA) and the
BPS would welcome this area also being given
consideration.
Finally, post-stroke emotionalism is also common
after stroke and, while there is some empirical
support for pharmacotherapy treatment, not all
patients desire this and we would welcome further
research and testing of the outcomes of
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psychological approaches.
Reference:
Broomfield, N.M., Laidlaw, K., Hickabottom, E.,
Murray, M.F., Pendrey, R., Whittick, J.E. &
Gillespie, D.C. (2011). Post-Stroke Depression:
The case for augmented, individually tailored
Cognitive Behavioural Therapy. Clinical
Psychology and Psychotherapy,18, 202-217.
683.

SH

Association
of British
Neurologists

5

Full

43
70

Ditto comments (1) and (2) in row above.

We agree the areas for
further research you
highlight are valid and
important areas. We are
however only able to
make research
recommendations for the
topics we have reviewed
in the guideline where we
found no evidence or the
evidence was very
limited.
When making a research
recommendation the
GDG are asked to
provide a focused
question along with
rationale on why this is
an important area, and
the key outcomes that
need to be considered.
Adding in other areas
would make the piece of
research unmanageable
to conduct.
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The BPS considers the MMSE to have very
limited use as an outcome measure for visual
spatial rehabilitation because few items
specifically address neglect.
Similarly, while the RPAB assesses a wide range
of perceptual functions it does not provide
normative data specifically for neglect measures;
therefore, we do not consider it an appropriate
choice for identifying neglect or evaluating the
outcome of treatment for neglect.

685.

SH

Intercollegiat
e Working
Party for
Stroke

106

full

43

Outcome measures.
MMSE is of doubtful usefulness as an outcome
measure for visual spatial rehabilitation because
few items specifically address neglect.
RPAB: Three studies (Edmans, Kaira, Lincoln)
used RPAB as their outcome measure. That
battery assesses a wide range of perceptual
functions but it does not provide normative data
specifically for neglect measures and so is not an
appropriate choice for identifying neglect or
evaluating outcome of treatment for neglect.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We agree that
the MMSE has limited
value as an outcome
measure in this setting,
however, in selecting
outcomes we chose
those which we felt were
likely to have been used
in clinical practice.
Similarly while the RPAB
has limitations it was
used in a number of
studies to either select
patients or evaluate
outcomes and omitting
these studies would have
resulted in an incomplete
review.
Thank you for your
comment. We agree that
the MMSE has limited
value as an outcome
measure in this setting,
however, in selecting
outcomes we chose
those which we felt were
likely to have been used
in clinical practice.
Similarly while the RPAB
has limitations it was
used in a number of
studies to either select
patients or evaluate
outcomes and omitting
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Research in
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England
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42
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these studies would have
resulted in an incomplete
review.

Outcome measures.
MMSE is of doubtful usefulness as an outcome
measure for visual spatial rehabilitation because
few items specifically address neglect.
RPAB: Three studies (Edmans, Kaira, Lincoln)
used RPAB as their outcome measure.
That battery assesses a wide range of perceptual
functions but it does not provide normative data
specifically for neglect measures and so is not an
appropriate choice for identifying neglect or
evaluating outcome of treatment for neglect.

Thank you for your
comment. We agree that
the MMSE has limited
value as an outcome
measure in this setting,
however, in selecting
outcomes we chose
those which we felt were
likely to have been used
in clinical practice.

Disagree with using terminology ‘hemispatial
neglect’ – would argue ‘spatial inattention’ is a
more generally accepted and accurate term,
particularly due to the varying levels of inattention
observed. ‘neglect’ is a misleading term for many
milder cases and can encourage a perception that
only severe cases that appear neglectful are
problematic. This should be recognised

Similarly while the RPAB
has limitations it was
used in a number of
studies to either select
patients or evaluate
outcomes and omitting
these studies would have
resulted in an incomplete
review.
Thank you for your
comment. The phrase
hemispatial neglect has
now been replaced with
spatial inattention
throughout the
document.
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throughout the document.
The description also does not reflect the varying
levels of neglect; it’s important to make clear that
even an apparently mild extinction can be
problematic for extended function in the
community and requires intervention.

Developer’s Response
Please respond to each
comment
The introduction now
reflects the varying levels
of neglect.

688.

SH

British and
Irish
Orthoptic
Society
(BIOS)

6

full

43

16-17

The guideline gives the impression that R sided
hemianopia is more prevalent; studies have
shown that this is not the case, but that R sided
hemianopia can give rise to more symptoms due
to reading alexia

Thank you for your
comment this section has
been revised.

689.

SH

College of
Occupational
Therapists

37

Full

43

1

Should this include praxis?

Thank you for your
comment, the list was not
meant to be exhaustive
but to provide examples.
This has been made
clearer in the introduction
by adding the phrase
amongst others.

690.

SH

The North of
England
Cardiovascul
ar Network

6

Full

43

5

Add “emotional functioning”

Thank you for your
comment. We have
added emotional
functioning to the list
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26

692.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
British
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l Society
(BPS)

25

Full

693.
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e Working
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Stroke
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full

Full

Page No

Line No

Comments
Please insert each new comment in a new row.

43

9

43

10

“Top down” usually refers to whole activity
training, whereas, “bottom up” usually refers to
training of specific task components such as
specific aspects of attention, movement, grip and
parts of a sequence. It is called “bottom up”
because the task components are considered
building blocks which go from the bottom up, as
opposed to taking on the whole task which is “top
down. Full dressing practice would be regarded as
top down while selective attention training would
be bottom up. I think this is the wrong way round
in the guideline.
These definitions of ‘top down’ and ‘bottom-up’ are
the opposite to those with which we are familiar. It
is more usual to distinguish these depending on
whether the intervention actively seeks to make
the person aware of and compensate for the
problem (‘top down’) versus an approach, such as
simply wearing prisms, where awareness is not
required and the hypothesised mechanism is that
the intervention is altering the underlying
impairment (‘bottom-up’).

43

10

This definition of top down and bottom is the
opposite to the one we are familiar with. It is more
usual to distinguish these depending on whether
the intervention actively seeks to make the person
aware of and compensate for the problem (top
down) versus a bottom up approach (such as
simply wearing prisms) where awareness is not
required and the hypothesised mechanism is that
the intervention is altering the underlying
impairment.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. In order to
make this section clearer
we have removed the
phrases ‘top down’ and
‘bottom up’ and instead
provided a description of
the interventions.

Thank you for your
comment. In order to
make this section clearer
we have removed the
phrases ‘top down’ and
‘bottom up’ and instead
provided a description of
the interventions

Thank you for your
comment. In order to
make this section clearer
we have removed the
phrases ‘top down’ and
‘bottom up’ and instead
provided a description of
the interventions.
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Society for
Research in
Rehabilitatio
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45

full
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Full
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43

10

43

29

This definition of top down and bottom is the
opposite to the one I’m familiar with. It is more
usual to distinguish these depending on whether
the intervention actively seeks to make the person
aware of and compensate for the problem (top
down) versus a bottom up approach (such as
simply wearing prisms) where awareness is not
required and the hypothesised mechanism is that
the intervention is altering the underlying
impairment.
We suspect that the guideline is referring to prism
adaptation training here (e.g. Turton et al., 2010) –
a short specific intervention technique which is
different to simply prescribing the fitting of prisms
for general wear. It is important to distinguish
between these as they have different resource
implications and evidence bases.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. In order to
make this section clearer
we have removed the
phrases ‘top down’ and
‘bottom up’ and instead
provided a description of
the interventions.

Thank you for your
comment. This paper
has been excluded.

Reference:
Turton, A.J., O'Leary, K., Gabb, J., Woodward,
R., Gilchrist, I. (2010). A Single Blinded
Randomised Controlled Pilot Trial of Prism
Adaptation for Improving Self-Care in Stroke
Patients with Neglect. Neuropsychological
Rehabilitation, 20(2),180-196.
696.

SH

College of
Occupational
Therapists

38

Full

43

29

Should this read glasses not goggles?

Thank you for your
comment. ‘Goggles’ is
the term commonly used.
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697.

SH

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

29

full

43

29

Should this read Glasses not goggles

698.

SH

Intercollegiat
e Working
Party for
Stroke

108

full

43

29

You appear to be referring to prism adaptation
training (e.g. Turton 2010) a short specific
intervention technique which is different to simply
prescribing the fitting of prisms for general wear. It
is important to distinguish between these as they
have different resource implications and evidence
bases.

Thank you for your
comment. The Turton
paper has been
excluded.

699.

SH

Society for
Research in
Rehabilitatio
n (SRR)

46

full

43

29

I think you are referring to prism adaptation
training (e.g. Turton 2010) a short specific
intervention technique which is different to simply
prescribing the fitting of prisms for general wear. It
is important to distinguish between these as they
have different resource implications and evidence
bases.

Thank you for your
comment. The Turton
paper has been
excluded.

700.

SH

British
Psychologica
l Society
(BPS)

28

Full

44

The review seems very incomplete. For example,
the neglect review includes only 12 studies
whereas the updated Cochrane review (Bowen et
al., in preparation) has identified 20 RCTs of
treatment for neglect (Cherney et al., 2003;
Cottam, 1987; Edmans et al., 2000; Fanthome,
1995; Kalra, 1997; Robertson, 1990; Robertson,
2002; Rossi, 1990; Rusconi, 2002; Weinberg,
1977; Wiart, 1997; Zeloni, 2002; Ferreira, 2011;
Fong, 2007; Luukkainen-Markkula, 2009; Nys,
2008; Polanowska, 2009; Schroder, 2008; Tsang,

Thank you for your
comment. The studies
included in the Cochrane
Review by Bowen at
al.(in preparation) were
picked up in our update
searches and were
excluded for the following
reasons – Cherney,
2003, Zeloni, 2002, and
Ferreira, 2011 were

47
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2009; and Turton, 2010) .
(cont’d/…)
The BPS therefore has concerns about the
thoroughness of the search methods, as well as
the criteria used for the acceptance/rejection of
papers.
Reference:
Bowen, A., Hazelton, C., Pollock A. & Lincoln
N. (in preparation). Cognitive Rehabilitation for
Spatial Neglect Following Stroke. Cochrane
Database of Systematic Reviews.
1

the full references for these 20 studies are
available
on request.

Developer’s Response
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comment
excluded as their sample
size was below 10
participants. Cottam,
1987 was a dissertation.
Rusconi, 2002 had no
comparison group.
Weinberg, 1977: was a
post hoc subgroup
analysis in severe and
mild groups. Fong, 2007:
did not include any prespecified intervention
and comparison to match
our protocol. LuukkainenMarkkula, 2009 study
included a comparison
group not considered as
usual care. Polanowska,
2009 used electrical
stimulation of the left
hand compared to sham,
both in combination with
visual scanning.
Schroder, 2008 included
interventions
(transcutaneous nerve
stimulation and
optokinetic stimulation)
that did not match our
protocol.
We did not include the
original Bowen Cochrane
review (2007) on neglect
in our review of evidence
for this question because
it included a broad range
of interventions and
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It is important to note that perceptual disturbance
and neglect are two different impairments, and
that perceptual rehabilitation is not equivalent to
neglect rehabilitation. The importance of this
distinction is reinforced by the separate
examinations of these two clinical populations in
the Cochrane reviews of neglect (Bowen &
Lincoln, 2007) and perception (Bowen et al.,
2011).

Developer’s Response
Please respond to each
comment
outcomes that were not
pre-specified in our
protocol (fitting prisms to
spectacles, blinding the
right side of goggles,
specially adapted
glasses which gave
auditory feedback in
failure to scan the
neglected side, amongst
other interventions).
However, we consulted
this review, assessed the
evidence and checked all
the included studies
independently in the
Bowen Cochrane review
(2007) for potential
inclusion in our review as
a way of quality
assurance of our
included studies.
Thank you for your
comment, these
concerns have been
addressed in the
guideline.

Many different terms are used in the literature and
the words visual and spatial (justifiably) appear as
prefixes for both (e.g. one could have visual
neglect as distinct from a disturbance of visual
perception; spatial neglect or visuospatial neglect
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as distinct from visuospatial perception). This may
have caused some confusion in the drafting of the
guidance and the BPS seeks to clarify the
situation.
The review question (p.18, row 3 of the table in
4.1) is aimed at evaluating broad ranging
interventions (cognitive rehabilitation) for spatial
awareness and or neglect or visual neglect. These
three are justifiably all part of spatial neglect,
widely considered nowadays as a syndrome of
impairments of spatial attention (sometimes called
inattention). The addition of the word ‘perceptions’
in the heading suddenly appears on page 37 (line
21) whereas the question on page 18 includes the
ambiguous phrase ‘visuo spatial functions’. This
may be where the confusion of neglect and
perception originates.
The BPS is therefore concerned that the draft
guideline treats neglect as if it were an impairment
of perception and it pools evidence from studies of
essentially different impairments (i. spatial
attention=neglect; ii. perception). Neglect is a
lateralised disturbance of attention hence the
frequently used term unilateral neglect and the
fact that most neglect interventions seek to draw
attention to the neglected side. Perceptual
problems are not lateralised, affect the whole of an
object or space and require a different intervention
approach to that used for neglect. Some of the
studies on in the table beginning on page 44 (line
8) are not of neglect patients/interventions but of
perception: for example, only 42 out of the 80
participants in Edmans et al. (2000) had neglect
and the Cochrane reviews of neglect and
perception examined these separate clinical
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populations by extracting the clinical subgroups;
Lincoln et al. (1985) did not exclude neglect but
was essentially a trial of perception not neglect.
Several recent RCTs of neglect are neither
included nor explicitly excluded.
Although studies included in the draft guideline
looked at treating spatial neglect, few focused
exclusively on neglect: this may partially explain
why studies used different interventions and
different outcome measures.
References:
Bowen, A., Knapp, P., Gillespie, D., Nicolson
D.J. & Vail A. (2011). Non-Pharmacological
Interventions for Perceptual Disorders
Following Stroke and Other Adult-Acquired,
Non-Progressive Brain Injury. Cochrane
Database of Systematic Reviews 2011, Issue
2. Art. No.: CD007039. DOI:
10.1002/14651858.CD007039.
Bowen, A. & Lincoln, N. (2007). Cognitive
Rehabilitation for Spatial Neglect Following
Stroke. Cochrane Database of Systematic
Reviews 2007, Issue 2. Art. No.: CD003586.
DOI: 10.1002/14651858.CD003586.pub2.
Edmans, J.A., Webster, J. & Lincoln, N.B.
(2000). A Comparison of Two Approaches in
the Treatment of Perceptual Problems After
Stroke. Clinical Rehabilitation, 14, 230-243.
Lincoln, N.B., Whiting, S.E., Cockburn, J. &
Bhavnani, G. (1985). An Evaluation of
Perceptual Retraining. International
Rehabilitation Medicine, 7, 99-101.
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702.

SH

Intercollegiat
e Working
Party for
Stroke

109

full

44

703.

SH

Society for
Research in
Rehabilitatio
n (SRR)

48

full

44

Line No

Comments
Please insert each new comment in a new row.
Clinical evidence. The list of studies includes
some that are not restricted to participants with
deficits in visual spatial perception: Edmans, 2000;
Lincoln, 1985. Others either do not specify or
include only a small proportion of participants with
measured neglect: Fantholme, 1995; Harvey,
2003; Kaira, 1995; Nys, 2008; Tsang, 2009; Wiart,
1997. Although studies included in these
guidelines looked at treating spatial neglect, few
focused exclusively on neglect. This may partially
explain why studies used different interventions
and different outcome measures. N.B. Perceptual
training is not equivalent to neglect training.
Clinical evidence.
The list of studies includes some that are not
restricted to participants with deficits in visual
spatial perception: Edmans, 2000; Lincoln, 1985.
Others either do not specify or include only a small
proportion of participants with measured neglect:
Fantholme, 1995; Harvey, 2003; Kaira, 1995; Nys,
2008; Tsang, 2009; Wiart, 1997.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This clinical
review has been revised
and the chapter title
changed.

Thank you for your
comment. This clinical
review has been revised
and the chapter title
changed.

Although studies included in these guidelines
looked at treating spatial neglect, few focused
exclusively on neglect. This may partially explain
why studies used different interventions and
different outcome measures.
N.B. Perceptual training is not equivalent to
neglect training.
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704.

SH

Intercollegiat
e Working
Party for
Stroke

110

full

44

8

705.

SH

Society for
Research in
Rehabilitatio
n (SRR)

47

full

44

8

706.

SH

The North of
England
Cardiovascul
ar Network

43

Full

44

9 onwards

Some of these studies are not of neglect
patients/interventions but of perception (e.g. only
42/80 of Edmans had neglect and the Cochrane
reviews of neglect and perception examined these
separate clinical population; Lincoln did not
exclude neglect but was essentially a trial of
perception not neglect).
Several recent RCTs of neglect are not included
or excluded.
Some of these studies are not of neglect patients/
interventions but of perception (e.g. only 42/80 of
Edmans had neglect and the Cochrane reviews of
neglect and perception examined these separate
clinical population; Lincoln did not exclude neglect
but was essentially a trial of perception not
neglect).
Several recent RCTs of neglect are not included
or excluded.
Guidelines should more explicitly recognise that
the evidence varies significantly in selection
criteria, particularly in severity of inattention and in
inclusion/exclusion of hemianopia

College of
Occupational
Therapy
Specialist
Section
Neurological
Practice,
(SSNP)

30

707.

SH

To 47

full

46

th

4
column

Typo – should read prisms

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This clinical
review has been revised
and the chapter title
changed.

Thank you for your
comment. This clinical
review has been revised
and the chapter title
changed.

Thank you for your
comment.

Thank you for your
comment. The guideline
has been amended
accordingly.
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708.

SH

College of
Occupational
Therapists

39

Full

46

20

Rossi 1990 study, 4 column. Typo – should read
‘prisms’.

709.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

27

Full

48

48

NETSCC,
HTA Ref 2

30

In Table 8, the data from different cancellation
tests are analysed separately. What is the
justification in assuming that a star cancellation
and letter cancellation test are measuring different
things? Would it not be more valuable to
combine these tests are provide data on the effect
of these interventions on (any) cancellation tests?
“The GDG agreed that given the limited evidence
available and the weakness of the studies a
recommendation for assessment would be more
appropriate”. What is the evidence for this
recommendation? Has the evidence for the
impact of assessment been considered? How
should neglect be assessed? When and by
whom? What is the evidence of effect relating to
assessment? Do we know if assessment can
accurately identify patients with problems? What
is the benefit of knowing who has problems?
What is the point of assessing if there are no
effective treatments?
On page 52 we learn that the studies by Kaira 97
and Lincoln 85 have very serious limitations
superscript I. Moving to page 54 we learn that
superscript I means that both were single blinded
and that Nys 08 had unclear randomisation and
allocation concealment. Something has gone
wrong here.

710.

PR

To 54

Full

52
54

th

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The guideline
has been amended
accordingly.

Thank you for your
comment. The neglect
syndrome confers a very
high level of disability
and this is so obvious to
clinicians that demanding
further research into the
impact of assessment
would be meaningless.
The syndrome is highly
correlated with disability
and quality of life issues.

Thank you for your
comment. The guideline
has been amended
accordingly.
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711.

SH

College of
Occupational
Therapists

41

Full

56

13

This costs prism intervention only – not cognitive
therapies for spatial awareness as labelled.

712.

SH

College of
Occupational
Therapists

40

Full

56

18

Costs are all based on band 6 salary and do not
take account of skill mix and specialist banding
e.g. 7 and above.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The table title
has been amended

Thank you for your
comment. Staff costs
were estimated using the
typical salary band of
someone delivering the
intervention as identified
by GDG clinicians.
However, we recognise
that in practice, staff
bands will vary due to the
need for a skill mix
across teams. We have
added text to the
methods chapter (section
1.4 Evidence of cost
effectiveness) to indicate
this more clearly and
have noted that inputs to
calculations should not
be interpreted as
recommendations about
who should deliver care.
Additional clarifying text
has also been added
throughout the guideline
chapters where
intervention costs are
reported to improve
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Developer’s Response
Please respond to each
comment
clarity.

713.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing,
Midwifery
and Allied
Health
Professions
Research
Unit

28

Full

58

6

Thank you for your
comment.
Recommendations in this
area have been
amended.

714.

SH

College of
Occupational
Therapists

42

full

59

1

Very little of the recommendations appear to link
with the appraised research. There was an effect
seen from prism training and perception training
but from poor quality studies so should the
recommendation be for better quality research? If
expert opinion was used to formulate the
recommendations, then references would be
useful on the research which the opinion was
based on, e.g. evidence behind the need to look at
the impact of neglect on power chairs.
Again, the concept of “top down” and “bottom up”
arises. If this is from a different model than the
concept used in occupational therapy (WeinstockZlotnick and Hinojosa 2004) American Journal of
Occupational Therapy 58(4), then this should be
indicated.
Memory function – Shouldn’t this include group
approaches and be reflected in the costing?

Thank you for your
comment. Most studies
are likely to be
impairment based rather
than disease based.
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715.

SH

29

Full

59

1

This is positive to define different types of memory
as each may need a different approach.

716.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
British
Psychologica
l Society
(BPS)

30

Full

59

5

There appears to be confusion over terms in the
sentence: ‘A comprehensive assessment of
memory will examine working memory, short-term,
& long-term memory’. As used in the
neuropsychology literature, the first two of these
terms refer to the same construct, concerning
memory for material over very brief time periods
(i.e. seconds).

717.

SH

Intercollegiat
e Working
Party for
Stroke

111

Full

59

5

There appears to be confusion over terms. "A
comprehensive assessment of memory will
examine working memory, short-term, & long term
memory". The first two of these terms, as they are
used in the neuropsychology literature, refer to the
same construct (and refer to memory for material
over very brief time periods, i.e. seconds).

Developer’s Response
Please respond to each
comment
Thank you

Thank you for your
comment. There is a
distinction between
experimental and clinical
terminologies. In clinical
terminology there is a
distinction between
working memory and
short term memory and
long term memory.
Thank you for your
comment. There is a
distinction between
experimental and clinical
terminologies. In clinical
terminology there is a
distinction between
working memory and
short term memory and
long term memory.
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Please respond to each
comment
Thank you for your
comment. There is a
distinction between
experimental and clinical
terminologies. In clinical
terminology there is a
distinction between
working memory and
short term memory and
long term memory.
Thank you for your
comment. The GDG is
happy with the wording
of this recommendation.
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718.

SH

Society for
Research in
Rehabilitatio
n (SRR)

49

full

59

5

There appears to be confusion over terms. "A
comprehensive assessment of memory will
examine working memory, short-term, & long term
memory". The first two of these terms, as they are
used in the neuropsychology literature, refer to the
same construct (and refer to memory for material
over very brief time periods, i.e. seconds).

719.

SH

British
Psychologica
l Society
(BPS)

31

Full

59

7

Mood and apathy are called ‘impairments’: this
seems the wrong choice of word.

720.

SH

Intercollegiat
e Working
Party for
Stroke

112

Full

59

7

Mood and apathy are called "impairments". This
seems the wrong choice of word.

Thank you for your
comment. The GDG is
happy with the wording..

721.

SH

Society for
Research in
Rehabilitatio
n (SRR)

50

full

59

7

Mood and apathy are called "impairments". This
seems the wrong choice of word.

Thank you for your
comment. The GDG is
happy with the wording..
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SH

British
Psychologica
l Society
(BPS)

32

Full

59

8

It is written here that depression and apathy can
present ‘with apparent memory problems’. The
BPS feels it might be more appropriate to replace
‘apparent’ with ‘actual’, as the evidence suggests
that depression does have a direct impact on
memory functioning (Kauhanen et al., 1999;
Halvorsen et al., 2011).

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We have
edited the chapter
accordingly.

References:
Kauhanen, M.-L., Korpelainen, J. T. Hiltunen,,
P., Brusin, E., Mononen, H., Määttä, R. et al.
(1999). Post-stroke depression correlates with
cognitive impairment and neurological
deficits. Stroke, 30, 1875-1880.
Halvorsen, M., Waterloo, K., Sundet, K.,
Eisemann, M. & Wang, C.E.A. (2011). Verbal
learning and memory in depression: a 9-year
follow-up study. Psychiatry Research, 188(3),
350-354.
723.

SH

Intercollegiat
e Working
Party for
Stroke

113

Full

59

8

It is written that depression and apathy can
present "with apparent memory problems". The
word "actual" might be better than "apparent". The
evidence suggests that depression does have a
direct impact on memory functioning.

Thank you for your
comment. We have
edited the chapter
accordingly.

Page 414 of 605

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We have
edited the chapter
accordingly.

Type

Stakeholder

Order
No

Docu
ment

Page No

Line No

Comments
Please insert each new comment in a new row.

724.

SH

Society for
Research in
Rehabilitatio
n (SRR)

51

full

59

8

It is written that depression and apathy can
present "with apparent memory problems". The
word "actual" might be better than "apparent". The
evidence suggests that depression does have a
direct impact on memory functioning.

725.

SH

British
Psychologica
l Society
(BPS)

33

Full

59

11

It is stated here that loss (sic) of working memory
can result in difficulties such as recalling the cause
of one’s stroke. However, it is problems with
anterograde memory functioning (i.e. explicit
memory) that would cause this type of memory
failure. The BPS recommends that the reference
to difficulty in recalling the cause of one’s stroke
be removed from this sentence.

Thank you for your
comment the chapter has
been edited.

726.

SH

Intercollegiat
e Working
Party for
Stroke

114

Full

59

11

It is stated that loss (sic) of working memory can
result in difficulties such as recalling the cause of
one's stroke. Problems with anterograde memory
functioning (explicit memory) would cause this
type of memory failure; it seems odd to suggest
that impairment to working memory would result in
such difficulties.

Thank you for your
comment the chapter has
been edited.

727.

SH

Society for
Research in
Rehabilitatio
n (SRR)

52

Full

59

11

It is stated that loss (sic) of working memory can
result in difficulties such as recalling the cause of
one's stroke. Problems with anterograde memory
functioning (explicit memory) would cause this
type of memory failure; it seems odd to suggest
that impairment to working memory would result in
such difficulties.

Thank you for your
comment the chapter has
been edited.
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728.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

49

Full

59

12

Therapists’ names….

729.

SH

Intercollegiat
e Working
Party for
Stroke

115

Full

59

12

Therapists’ names….

Thank you for your
comment. We have
amended the guideline
accordingly.

730.

SH

National
CLAHRC
Stroke
Group

24

Full

59

12

Therapists’ names….

Thank you for your
comment. We have
amended the guideline
accordingly.

731.

SH

British
Association
of Stroke
Physicians
(BASP)

27

Full

59

20

“Loss of verbal memory may result in word finding
difficulties”. This statement does not appear to
inform us of anything new.

Thank you for your
comment. This is part of
the introduction which
outlines the nature of the
impairment.
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SH

British
Psychologica
l Society
(BPS)

34

Full

59

20

The BPS considers the phrase ‘loss of verbal
memory may result in word finding difficulties’ to
be extremely misleading, as word finding
difficulties are generally believed to result from
communication, not cognitive, impairment (Maher
& Rayner, 2004).

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This is part of
the introduction which
outlines the nature of the
impairment.

References:
Maher, L.M. & Rayner, A.M. (2004).
Management of Anomia. Topics in Stroke
Rehabilitation, 11(1), 10-21.
733.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

50

Full

59

20

“Loss of verbal memory may result in word finding
difficulties”. Does this statement inform us of
anything new?

Thank you for your
comment. This is part of
the introduction which
outlines the nature of the
impairment.

734.

SH

Intercollegiat
e Working
Party for
Stroke

116

Full

59

20

“Loss of verbal memory may result in word finding
difficulties”. Does this statement inform us of
anything new?

Thank you for your
comment. This is part of
the introduction which
outlines the nature of the
impairment.
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735.

SH

Intercollegiat
e Working
Party for
Stroke

117

Full

59

20

The phrase "loss of verbal memory may result in
word finding difficulties" is very misleading indeed.
Word finding difficulties are generally believed to
result from communication, not cognitive,
impairment.

736.

SH

National
CLAHRC
Stroke
Group

25

Full

59

20

“Loss of verbal memory may result in word finding
difficulties”. Does this statement inform us of
anything new?

Thank you for your
comment. This is part of
the introduction which
outlines the nature of the
impairment.

737.

SH

Society for
Research in
Rehabilitatio
n (SRR)

53

Full

59

20

The phrase "loss of verbal memory may result in
word finding difficulties" is very misleading indeed.
Word finding difficulties are generally believed to
result from communication, not cognitive,
impairment.

Thank you for your
comment. This is part of
the introduction which
outlines the nature of the
impairment.

738.

SH

Intercollegiat
e Working
Party for
Stroke

118

Full

60

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This is part of
the introduction which
outlines the nature of the
impairment.

Type

The sentence (in Table 10) "subjective memory
problems assessed through taught
mnemonics" does not make sense.

Thank you for your
comment. We have
amended the guideline
accordingly.
The intervention was
memory training, twice a
week for 4 weeks using
mnemonic strategies to
include “association” and
“organisation”.
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739.

SH

Society for
Research in
Rehabilitatio
n (SRR)

54

Full

60

740.

SH

British
Psychologica
l Society
(BPS)

35

Full

60

3

The memory and attention searches also seem
to have identified far fewer studies than
identified in Cochrane reviews and are
therefore incomplete.

741.

SH

British
Psychologica
l Society
(BPS)

36

F 60
u
l
l

4

The phrase (in Table 10, row 1, column 3)
‘subjective memory problems assessed
through taught mnemonics’ does not make
sense.

The sentence (in Table 10) "subjective memory
problems assessed through taught
mnemonics" does not make sense.

Developer’s Response
Please respond to each
comment
. Thank you for your
comment. We have
amended the guideline
accordingly.
The intervention was
memory training, twice a
week for 4 weeks using
mnemonic strategies to
include “association” and
“organisation”.
Thank you for your
comment. The studies
included in the Cochrane
review looked at a broad
range of interventions,
comparisons and
outcomes, some of which
does not match our
protocol. Primary studies
from the Cochrane
review relevant to our
protocol were identified
and included. Please see
appendix C.
Thank you for your
comment. We have
amended the guideline
accordingly.
The intervention was
memory training, twice a
week for 4 weeks using
mnemonic strategies to
include “association” and
“organisation”.
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742.

SH

Intercollegiat
e Working
Party for
Stroke

119

F 63
u
l
l

The costs in Table 12 seem wrong. The cost
per hour of a psychologist is given as £36, but
a physiotherapist and an occupational therapist
(who are said to be on a lower banding) are
given as £44 per hour.

743.

SH

Society for
Research in
Rehabilitatio
n (SRR)

55

F 63
u
l
l

The costs in Table 12 seem wrong. The cost
per hour of a psychologist is given as £36, but
a physiotherapist and an occupational therapist
(who are said to be on a lower banding) are
given as £44 per hour.

Thank you for your
comment. This has been
revised.

744.

SH

British
Association
of Stroke
Physicians
(BASP)

28

Present NHS provision makes it very unlikely
that every patient will have access to a
psychologist for memory testing. Most
cognitive assessments are done by
occupational therapists and the appropriate
role should be competency based, rather than
defined by discipline.

Thank you for your
comment. It is the GDG.s
opinion that someone
with cognitive memory
deficiencies cannot be
treated without a
psychologist and the cost
analysis reflects this
opinion. We appreciate
that in reality not every
patient has access to a
psychologist for memory
testing; however the cost
analysis is conducted on
the basis of what the
GDG feels should
happen.

Fu
ll

Page No

63

Line No

12

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This has been
revised.
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Thank you for your
comment. This has been
revised.
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745.

SH

British
Psychologica
l Society
(BPS)

37

Full

63

12

The costs in Table 12 appear incorrect: the
cost per hour of a psychologist is given as £36,
but those of a physiotherapist and an
occupational therapist (both said to be on a
lower banding) are given as £44.

746.

SH

Cumbria and
Lancashire
Cardiac and
Stroke
Networks

3

full

63

12

Intervention costs should include medical input
to MDT session

Thank you for your
comment. We have
added the cost of a
medical consultant to the
“Goal setting with multidisciplinary team” item in
the Intervention costs
table.

747.

SH

Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

42

Full

63

12

Unlikely that every patient will have access to a
psychologist for memory testing. Most
assessments done by OT

Thank you for your
comment. It is the GDG’s
opinion that someone
with cognitive memory
deficiencies cannot be
treated without a
psychologist and the cost
analysis reflects this
opinion. We appreciate
that in reality not every
patient has access to a
psychologist for memory
testing; however the cost
analysis is conducted on
the basis of what the
GDG feels should
happen.
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748.

SH

Intercollegiat
e Working
Party for
Stroke

120

Full

63

12

Unlikely that every patient will have access to a
psychologist for memory testing. Most
assessments are done by Occupational
Therapists,

749.

SH

National
CLAHRC
Stroke
Group

17

Full

63

12

Unlikely that every patient will have access to a
psychologist for memory testing. Most
assessments done by OT

Developer’s Response
Please respond to each
comment
Thank you for your
comment. It is the GDG’s
opinion that someone
with cognitive memory
deficiencies cannot be
treated without a
psychologist and the cost
analysis reflects this
opinion. We appreciate
that in reality not every
patient has access to a
psychologist for memory
testing; however the cost
analysis is conducted on
the basis of what the
GDG feels should
happen.
Thank you for your
comment. It is the GDG’s
opinion that someone
with cognitive memory
deficiencies cannot be
treated without a
psychologist and the cost
analysis reflects this
opinion. We appreciate
that in reality not every
patient has access to a
psychologist for memory
testing; however the cost
analysis is conducted on
the basis of what the
GDG feels should
happen.
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750.

SH

South
Central
Cardiovascul
ar Network

751.

SH

752.

SH

Docu
ment

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This has been
revised.

Page No

Line No

10

F 63
u
l
l

12

Just a challenge around costing - Is the
network sure that a psychologist is only
£36/hour and an OT up to 47/hr in this
example? On looking at local costing
psychologists are generally as or more
expensive than OTs

The North of
England
Cardiovascul
ar Network

7

F 63
u
l
l

12

Check costings? How come psychologist
costings seem cheaper than others e.g. OT
and PHYSIOS here, and elsewhere in
document.

Thank you for your
comment. This has been
revised.

College of
Occupational
Therapists

43

F 63
u
l
l

14

Again costing is not reflective of skill
mix/bandings and may be interpreted that
these are the recommended bandings for
these interventions to be delivered by.

Thank you for your
comment. Staff costs
were estimated using the
typical salary band of
someone delivering the
intervention as identified
by clinical GDG
members. However, we
recognise that in
practice, staff bands will
vary due to the need for
a skill mix across teams.
We have added text to
the methods chapter
(section 1.4 Evidence of
cost effectiveness) to
indicate this more clearly
and have noted that
inputs to calculations
should not be interpreted
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753.

SH

Intercollegiat
e Working
Party for
Stroke

121

F 64
u
l
l

It is surprising that the literature search did not
include the study by Fish et al. Fish et al
(2008) Compensatory strategies for acquired
disorders of memory and planning: differential
effects of a paging system for patients with
brain injury of traumatic versus
cerebrovascular aetiology. Journal of
Neurology, Neurosurgery and Psychiatry, 79,
930-935. This is a well conducted study that
does "address the range of memory difficulties
that may be faced by patients" (p. 64 of the
document).

754.

SH

Society for
Research in
Rehabilitatio
n (SRR)

56

f 64
u
l
l

It is surprising that the literature search did not
include the study by Fish et al. Fish et al
(2008) Compensatory strategies for acquired
disorders of memory and planning: differential
effects of a paging system for patients with
brain injury of traumatic versus
cerebrovascular aetiology. Journal of
Neurology, Neurosurgery and Psychiatry, 79,
930-935. This is a well conducted study that
does "address the range of memory difficulties
that may be faced by patients" (p. 64 of the
document).

Developer’s Response
Please respond to each
comment
as recommendations
about who should deliver
care. Additional clarifying
text has also been added
throughout the guideline
chapters where
intervention costs are
reported to improve
clarity.
Thank you for your
comment. Fish et al
(2008) was excluded
because it did not
address our pre-specified
population as agreed by
the GDG.
Only 36 people out of
143 had CVA which is
less than 50% as agreed
by the group. Please
refer to appendix M for
more details on the
excluded studies.
Thank you for your
comment. Fish et al
(2008) was excluded
because it did not
address our pre-specified
population as agreed by
the GDG.
36 people out of 143 had
CVA which is less than
50% as agreed by the
group. Please refer to
appendix M
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SH

British
Psychologica
l Society
(BPS)

38

Docu
ment

Page No

Line No

F 64
u
l
l

6

Comments
Please insert each new comment in a new row.
The BPS is surprised that the literature search
did not include Fish et al. (2008), which is a
well conducted study that does ‘address the
range of memory difficulties that may be faced
by patients’ (see Quality of Evidence section of
table in 6.2.2).
Reference:
Fish, J., Manly, T., Emslie, H., Evans, J.J. &
Wilson, B.A. (2008). Compensatory
Strategies for Acquired Disorders of
Memory and Planning: Differential effects of
a paging system for patients with brain
injury of traumatic versus cerebrovascular
aetiology. Journal of Neurology,
Neurosurgery and Psychiatry, 79, 930-935.

756.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Fish et al
(2008) was excluded
because it did not
address our pre-specified
population as agreed by
the GDG.
36 people out of 143 had
CVA which is less than
50% as agreed by the
group. Please refer to
appendix M

SH
Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

30

F
ull

64

6

The recommendations include the
assessment of executive function which,
but there needs to be an explanation of
the relationship between memory and
executive function as this may not be
understood by those using the guideline.

Thank you for your
comments. This section
reviewed and revised
accordingly

In the third paragraph of the quality of
evidence section, there is a statement that
retention of memory over a longer period
is a more common memory disorder than
working memory. I think care needs to be
taken when making such statements as it
can appear that the two are unconnected
when the latter contributes to the practical
application of the former, i.e. Baddeley’s
model of working memory is about control
and coordination of memory and sensory
input by the central executive, and
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Please respond to each
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working memory is a huge problem after
stroke.

757.

758.

SH

SH

British
Association
of Stroke
Physicians
(BASP)

29

Intercollegiat
e Working
Party for
Stroke

122

F 64
u
l
l

Fu
ll

65

46

BASP would prefer to see recommendations
regarding the appropriate screening
assessment for patients with cognitive
dysfunction (should we be using the MMSE,
MOCA?). Guidelines therefore should cover
the assessment process as well as
interventions.

In table on memory. The GDG itself
noted that it was ignoring (not considering
and reviewing) other evidence concerning
rehabilitation of memory. Why was such a
restrictive search strategy used that did
not look for compensatory strategies and
functional benefits?

The GDG considered
that there was little
evidence evaluating the
different screening tools
available, and therefore
a review of this literature
would not result in a
recommendation being
made specifying which
screening assessment
should be undertaken.
Screening tools were
included as part of the
Delphi survey and this
view was born out by
consensus not being
achieved for which tools
should be used.
Searches were
conducted for studies
evaluating any memory
strategy as indicated in
the protocol.
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759.

SH

760.

SH

761.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit
Greater
Manchester
and Cheshire
Cardiac and
Stroke
Network

Line No

31

F 65
u
l
l

6

This is very positive to list the different types of
attention and provide a brief definition.

32

F 66
u
l
l

2

Cognitive rehabilitation will also train
alternating and divided attention, and training
in the very early stages of severe stroke can
include stimulation to facilitate focussed
attention, but if the statement in the guideline
reflects the availability of research trials, this
needs to be stated to qualify the statement.

Thank you for your
comment. The
introduction and review
have been revised.

69

6

IVA-CPT at £1244 excluding VAT would have
to be shown to be effective before stroke units
spent money on it. This intervention is then not
recommended. Why is it mentioned and costed
here when the evidence for it is not sufficient to
recommend its use?

F 69
u
l

6

IVA-CPT at £1244 excluding VAT would have
to be shown to be effective before stroke units
spent money on it. This intervention is then not

The decision about
whether to recommend
an intervention is based
on consideration of
effectiveness and cost
effectiveness. Hence, the
costs of the intervention
are presented as part of
the evidence that was
considered.
The decision about
whether to recommend
an intervention is based

762.

SH

Intercollegiat
e Working
Party for

123

Fu
ll

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
Thank you for your
comment

Page No

43

Docu
ment
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Stroke
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l

Comments
Please insert each new comment in a new row.
recommended. Why is it mentioned and costed
here when the evidence for it is not sufficient to
recommend its use?

763.

SH

National
CLAHRC
Stroke
Group

18

F 69
u
l
l

6

IVA-CPT at £1244 excluding VAT would have
to be shown to be effective before stroke units
spent money on it. This intervention is then not
recommended. Why is it mentioned and costed
here when the evidence for it is not sufficient to
recommend its use?

764.

SH

College of
Occupational
Therapists

44

F 69
u
l
l

10

‘Intervention costs – cognitive therapies for
attention’. This table concentrates on costs for
one specific intervention so should be labelled
more appropriately.

765.

SH

The North of
England
Cardiovascul
ar Network

8

F 69
u
l
l

12

Could use costings for band 8 psychologist as
most neuropsychologists would be this band?

Developer’s Response
Please respond to each
comment
on consideration of
effectiveness and cost
effectiveness. Hence, the
costs of the intervention
are presented as part of
the evidence that was
considered.
The decision about
whether to recommend
an intervention is based
on consideration of
effectiveness and cost
effectiveness. Hence, the
costs of the intervention
are presented as part of
the evidence that was
considered.
Thank you for your
comment. This has been
amended.

Thank you for your
comment. This has been
amended and the costing
for band 8 has been
used.
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767.

SH

Stroke
Rehabilitatio
n Research
Programme
within the
Nursing
Midwifery
and Allied
Health
Professions
Research
Unit

33

F 70
u
l
l

5

768.

SH

The North of
England
Cardiovascul
ar Network

44

F 70
u
l
l

5

Comments
Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment

Like the memory section, an explanatory link to
executive function would be useful.
In the quality of evidence section, the second
paragraph states that the GDG felt that
computer based rehabilitation would be
unusual. There is probably already significant
use of computer cognition training being
undertaken across the country with the
widespread use of the E-Link system where a
proportion of the games focus on cognition and
the informal use of PowerPoint and picture
recognition and matching tasks which are
locally set up by therapists.
I would question that usual care is accepted as
a similar baseline assessment (not a routinely
available assessment) or shorter weekday
neuropsychological sessions – I think it would
be unusual for all patient’s with attentional
problems to receive neuropsychology and that
occupational therapy input should be
recognised as a more common intervention

Thank you for your
comment. The evidence
to recommendations
section has been revised
to provide greater clarity.

766.

The GDG have only
recommended that
people are assessed and
receive attention training
if deficits are found. They
have not specified who
should deliver therapy.

Also needs to have wider recognition of other
cognitive impairments such as executive
functioning – memory and attention is
insufficient to represent the range of difficulties
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SH

Welsh Stroke
Alliance
(Rehab Sub
group)

23

770.

771.
H

777.

SH

S 772.
N 773.
HS
Devon

British
and Irish
Orthopti
c
Society
(BIOS)

3

Docu
ment

Page No

Line No

F 70
u
l
l

3

774.

full

Comments
Please insert each new comment in a new row.

6.3.2

Full

775.
1

71

7

Executive function should be viewed as an
essential component for assessment not just
included under ‘memory’ or ‘attention’

776.

9

1

777.
This section relates to sensory
problems after stroke but only refers to
visual problems- there is no mention of
issues related to broader sensory or
proprioceptive loss.

The comment “Vision would normally be
screened following onset of Stroke”
doesn’t stipulate by whom.
It would be useful for the guideline to
state orthoptist as they are the only staff
group who has the appropriate
knowledge and skills to screen for eye
movement abnormalities and are able to
check visual acuity in patients with
communication disorders, etc.
Orthoptists are well placed to screen for
visual field loss and visual
inattention/perceptual defects at the
same time.

Developer’s Response
Please respond to each
comment
The GDG have
recommended that all
people should be
screened for cognitive
deficits, and where a
deficit is found a detailed
assessment should be
undertaken.

778.
The section heading
has been changed to reflect
that visual impairment is the
area covered. Due to time
and resources available it is
not possible to cover all
areas, however other visual
impairments have been
addressed in work carried
out post consultation.
Initial screening for visual
field defects should be
undertaken by health
professionals with the
appropriate competencies.
These people would be
determined locally.
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778.

SH

Sheffield
Teachin
g
Hospital
s NHS
Foundati
on Trust
(STHFT)

9

Full

71

9

779.

SH

The
Royal
College
of
Ophthal
mologist
s

4

Full

71

10

780.

SH

The
North of
England
Cardiova
scular
Network

45

Full

71

14

Developer’s Response
Please respond to each
comment
Initial screening for visual
field defects should be
undertaken by health
professionals with the
appropriate competencies.
These people would be
determined locally.

Comments
Please insert each new comment in a new row.
The comment “Vision would normally be
screened following inset of stroke”
doesn’t stipulate by whom. It would be
useful for the guideline to state orthoptist
as they are the only staff group who has
the appropriate skills and knowledge to
screen for eye movement abnormalities
and are able to check visual acuity in
patients with communication disorders
etc… Orthoptists are well placed to
screen for visual field loss and visual
inattention/perceptual defects at the
same time.
There is minimal reference to
identification and management of ocular
movement abnormalities. Treatment of
double vision and to a lesser extent
vertical gaze palsies is well established
to be effective and is already generally
available in ophthalmic / orthoptic
departments. All patients with stroke
with eye movement abnormalities, which
are usually associated with brainstem
involvement, should be promptly referred
for ophthalmic / orthoptic management,
the evidence for benefit being much
greater than for treatments for
hemianopia.
Usual care is listed as nothing – I think
this is questionable and it should be
acknowledged that functional
compensatory strategies and functional
visual scanning are often part of
occupational therapy input. Highlighting
this as an area of need of further
research would be valuable

Due to time and resources
available it is not possible to
cover all areas, however
other visual impairments
have been addressed in work
carried out post consultation.

When setting the question
the GDG were of the opinion
that screening for these
defects was carried out by
doctors but some patients
would not receive targeted
therapy to address visual
field problems. We would
agree that these therapies
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Stroke
Rehabilit
ation
Researc
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Program
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Nursing,
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34

Docu
ment

Page No

Full
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74

13-21

Developer’s Response
Please respond to each
comment
would often be part of
occupational therapies.
We have commented in the
recommendations and link to
evidence section that further
research in this area is
needed.

Comments
Please insert each new comment in a new row.

The guideline states “One study49
comprising of 33 participants showed a
statistically significant improvement in the
visual scanning (letter cancellation) test
in the eye movement therapy group
compared to the usual care group
(MODERATE CONFIDENCE IN
EFFECT).
One study49 comprising of 33
participants showed a statistically
significant improvement in visual spatial
tasks for participants who received eye
movement therapy compared to the
usual care group (MODERATE
CONFIDENCE IN EFFECT).”
This evidence leads to the
recommendation to “Offer eye movement
therapy to people with hemianopia”
However this one small study is Carter
1983 – one of the limitations of this study
is that it is not clear whether the
participants had visual neglect as well as
visual field defects. Consequently it is
not possible to know whether the small
treatment effect found in the eye
movement therapy group occurs as a
result as an impact of the visual field
defect, or as an impact on visual neglect.

This recommendation was
based on both evidence base
and GDG clinical expert
opinion.
Although the Carter study
was poorly defined in terms
of patient recruitment and it
was unclear if the patients
had hemianopia or visual
neglect, or both, the same
intervention was used for
both effectively.
The GDG considered that
there was insufficient
evidence to reach
generalised conclusions
regarding efficacy related to
activities of daily living,
although there is some
evidence regarding
effectiveness for reading.
The GDG also considered it
important for people who
have had a stroke to be
assessed for visual field
defects because of the
impact this impairment has
on the quality of the person’s
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i.e. we do not know if an effect would be
found in the population of people who
have visual field defects but NOT visual
neglect.

782.

SH

British
and Irish
Orthopti
c
Society
(BIOS)

2

full

74

6-10

Developer’s Response
Please respond to each
comment
life and the serious safety
issues in leaving this
untreated. They agreed that
a strongly worded
recommendation needed to
be made to reflect these
concerns even though the
evidence was limited to one
small study.

Comments
Please insert each new comment in a new row.

The estimation of an initial assessment of
a 30 minute appointment is an
underestimation, depending upon
whether confrontation or bedside
assessment is undertaken. All patients
need their visual acuity examining with
either eye separately prior to assessing
visual fields and this can take time (and
skill) in brain injured patients. A 45 - 60
minute appointment time is more realistic
if a comprehensive screen (including
visual perception defects and eyemovement abnormality) is to be
undertaken and any treatment instigated.
Also follow up appointments at 15
minutes are not really viable unless the
patient has made a dramatic
improvement and/or recovered. The
guidelines suggest that follow up would
be required for an average of 3 months;
however as adaptations to visual field
loss can continue after this period it
would be beneficial to include a follow up
at 6 months post stroke.

Thank you for your comment.
We have amended the costs
according to the resource
estimates provided in your
comment. The section now
reads as follows: “The GDG
considered that this therapy
would most likely be
delivered by an orthoptist or
an occupational therapist in
the NHS and would typically
consist of an initial 60 minute
assessment with a 20 minute
follow-up appointment every
three weeks and follow-up
would be required on
average for 6 months. The
estimated cost per hour of
client contact for a band 7
orthoptist is £57 (typical
salary band identified by
clinical GDG members). This
equates to an estimated total
cost per patient of £209”.
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Please respond to each
comment
Thank you. We have
amended the costs according
to the resource estimates
provided in your comment.
The section now reads as
follows: “The GDG
considered that this therapy
would most likely be
delivered by an orthoptist or
an occupational therapist in
the NHS and would typically
consist of an initial 60 minute
assessment with a 20 minute
follow-up appointment every
three weeks and follow-up
would be required on
average for 6 months. The
estimated cost per hour of
client contact for a band 7
orthoptist is £57 (typical
salary band identified by
clinical GDG members). This
equates to an estimated total
cost per patient of £209”.
Thank you for your comment.
We have amended the costs
according to your comment,
The section now reads as
follows: “The GDG
considered that this therapy
would most likely be
delivered by an orthoptist or
an occupational therapist in
the NHS and would typically
consist of an initial 60 minute
assessment with a 20 minute
follow-up appointment every

Comments
Please insert each new comment in a new row.

783.

SH

Sheffield
Teachin
g
Hospital
s NHS
Foundati
on Trust
(STHFT)

8

Full

74

6-10

The estimation of an initial assessment of
a 30 minute appointment is an
underestimation, depending on whether
confrontation or bedside assessment is
undertaken. All patients need their visual
acuity examining with either eye
separately prior to assessing visual fields
and this can take time (and skill) in brain
injured patients. A 45-60 minute
appointment time is more realistic, if a
comprehensive screen (including visual
perception defects and eye-movement
abnormality) is to be undertaken and any
treatment instigated. Also follow up
appointments at 15 minutes are not really
viable unless the patient has made a
dramatic improvement and/or recovered.
The guideline suggest that follow-up
would be required for an average of 3
months; however, as adaptations to
visual field loss can continue after this
period it would be beneficial to include
follow-up at 6 months post-stroke.

784.

SH

The
Royal
College
of
Ophthal
mologist
s

2

Full

74

6

Even if general availability of eye
movement therapy for hemianopia could
be justified, the estimated total cost per
patient of £85.50 is likely to be a gross
underestimate. It is suggested that
therapy would consist of an initial 30
minutes assessment followed by four 15
minutes follow-up appointments. Many
stroke patients with hemianopia have
physical and cognitive disabilities that
would require longer appointments.
There are very few data on the duration
of treatments required for long-term
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benefit and a number of the newer
treatments have an initial equipment cost
for each patient.

785.

SH

British
and Irish
Orthopti
c
Society
(BIOS)

1

Full

74

21

786.

SH

British
Associati
on of
Stroke
Physicia
ns
(BASP)

30

Full

74

21

Developer’s Response
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comment
three weeks and follow-up
would be required on
average for 6 months. The
estimated cost per hour of
client contact for a band 7
orthoptist is £57 (typical
salary band identified by
clinical GDG members). This
equates to an estimated total
cost per patient of £209”.
Further work has been
undertaken post consultation
to address screening and
assessment for rehabilitation
and to consider other visual
defects. The GDG have
made additional
recommendations in light of
this additional work.
Health professionals with the
appropriate qualifications and
competencies would be
expected to perform
assessments and deliver
therapies.

Comments
Please insert each new comment in a new row.

Advice regarding assessment of visual
fields in all stroke patients is welcome
and that follow up is important. This can
be used to further justify the needs of
service provision. However, it would be
useful for the guideline to state when this
should be done, ideally within 7-14 days
post-stroke to allow time for rapid,
spontaneous recovery but ensure that
patients are screened early so as to
facilitate rehabilitation strategies and
promote early discharge in those with
persistent defects. The guideline does
not mention how this should be done (i.e.
to confrontation or with formal perimetry)
or by whom/what professional group
should undertake this.
The evidence for eye movement therapy
is not robust at all, based as it is on one
small study.

We agree, the evidence was
very limited, therefore the
GDG concluded it was not
possible to make specific
recommendations on the
interventions to offer. They
did agree by consensus that
it was important for people to
be screened for visual field
defects and that because of
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74
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the impact this impairment
has on the person’s quality of
life and the safety issues a
strongly worded
recommendation was
warranted.

Comments
Please insert each new comment in a new row.

"Sensory Functions"
recommendation:
general comments
We welcome the inclusion of a
recommendation on sensory functions in
the guideline. It focuses on three specific
aspects and comments on these can be
found below in points 6, 7 and 8.
We believe this guideline should also
have covered the broader aspects of
visual impairment such as:
 the emotional support required after
sudden sight loss. We appreciate
that psychological therapies are
covered in the document but there is
no explicit link to sight loss.
 coping techniques to help stroke
patients with sight loss adjust to
every day living. For example,
ensuring they use good lighting in
their home.
 the need for social care, which is
high among those with visual
impairments.
o We welcome the statement
on page 41 of the guideline

Due to the time and resource
available it was not possible
to cover all areas, however
further work post consultation
has been undertaken which
has addressed other visual
impairments, health and
social care and registration of
sight loss. Further
recommendations have been
made in light of this
additional work.
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788.

SH

Royal
National
Institute
of Blind
People

6

Full

74

21

Developer’s Response
Please respond to each
comment

which reads "appropriate
agencies (including GPs) to
be informed before
discharge and an agreed
health and social care plan
to be put in place." We would
expect timescales to be
outlined in the plans in order
to ensure that there are no
delays in receiving
rehabilitation.
registering sight loss with the local
council (where appropriate). This
would help stoke patients with sight
loss get practical support from local
social services.

"Sensory Functions"
recommendation:
assess all patients for visual field
defects
All patients should have a sight test as
soon as possible after suffering from a
stroke.
Visual problems can affect up to two
thirds of stroke patients and can impact
on their general rehabilitation. For
example, sight loss can impede mobility
and increase the risk of falls. Early
detection of visual problems will mean
that patients can either be treated or
learn coping strategies to help them go
about their daily lives.

Thank you for your comment.
The remit of the guideline is
to address rehabilitation for
people after stroke. The
GDG are unable to make
recommendations for visual
impairments caused by other
conditions. The transient
nature of sight loss for some
people after stroke is noted
by the GDG in the
recommendations and link to
evidence section of the
guideline.
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Developer’s Response
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It is important to note that patients may
have had poor sight before their stroke.
Especially as most strokes occur in those
over the age of 65 and the risk of sight
loss increases with age. Therefore, a
sight test will help detect non-stroke
related eye problems so that they can be
managed appropriately.
As with other problems caused by stroke,
some people's sight loss may be
transient, resolving itself over time as the
brain recovers. Therefore the guideline
should highlight the need for
professionals to be mindful of the link
between visual problems and stoke
throughout rehabilitation; as well as the
potential for the problems to be transient
in some patients.
789.

SH

Royal
National
Institute
of Blind
People

7

Full

74

21

"Sensory Functions"
recommendation:
offer eye movement therapy to people
with hemianopia
The guideline recommends that eye
movement therapy should be offered to
people with hemianopia. Although this is
the most common type of visual field loss
following stroke, there are other types
which we believe also need to be
managed. For example:
 central visual loss - magnifiers can
be used to help this condition by
increasing the size of the item that is
being viewed.
 visual neglect - where stroke patients

Due to time and resources
available it was not possible
to address all areas.
However, following
stakeholder comments
further work has been
undertaken post consultation
and other visual impairments
has been considered by the
GDG.
Visual neglect was included
in the cognitive rehabilitation
question.
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Developer’s Response
Please respond to each
comment

are unaware of objects on their
affected side and need continued
support from professionals to help
manage their condition
visual hallucinations - these are
common in people who experience
sudden sight loss and can be very
worrying for patients. Support from
professionals is required to help
people understand the hallucinations
and why they occur.

As well as other types of visual field loss,
there are also other therapy options
which do not appear to have been
considered in the guideline (see below).
We believe these should have been
reviewed alongside the recommended
eye movement therapy:
(a) using optical aids to widen the field of
view
(b) visual restorative treatment to train
the brain to use alternative pathways for
visual information
(c) training in compensatory strategies
790.

SH

Royal
National
Institute
of Blind
People

8

Full

74

21

"Sensory Functions"
recommendation:
consult the Driving and Vehicle
Licensing Agency (DVLA) regulations
when advising people with visual field
loss about driving.
We welcome a recommendation on
fitness to drive after stroke. Patients
need proper assessment and advice as
they are often keen to know whether they

Further work has been
undertaken post consultation
which includes consideration
of other visual impairments.
Further work has also
considered long term needs
such as social participation
including transport and
driving. The GDG has
reconsidered and revised the
recommendations in light of
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this work.

Comments
Please insert each new comment in a new row.
can return to driving post stroke.
Many factors dictate whether a person is
fit to drive including ability to concentrate
and make decisions. Therefore, we
believe advice on fitness to drive should
be given to all stroke patients (where
appropriate) and not only to those with
visual field loss.
Further information is available from the
Stroke Association at:
http://www.stroke.org.uk/document.rm?id
=824

791.

SH

Sheffield
Teachin
g
Hospital
s NHS
Foundati
on Trust
(STHFT)

7

Full

74

21

Advice regarding assessment of visual
fields in all stroke patients is welcome
and that follow-up is important. This can
be used to further justify the needs for
service provision. However, it would be
useful for the guideline to state when this
should be done, ideally within 7-14 days
post-stroke to allow time for rapid,
spontaneous recovery but ensure that
patients are screened early to facilitate
rehabilitation strategies, and promote
early discharge in those with persistent
defects. The guideline does not mention
how this should be done (i.e., to
confrontation or with formal perimetry), or
by whom/what professional group should
undertake this.

We are unable to go into this
level of detail however
Further work has been
undertaken post consultation
to address screening and
assessment for rehabilitation,
and discharge planning and
further recommendations
have been made for these
areas.
Health professionals with the
appropriate qualifications and
competencies would be
expected to perform
assessments and deliver
therapies.
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Stakeholder

Order
No

Docu
ment

Page No

Line No

792.

SH

The
North of
England
Cardiova
scular
Network

46

Full

74

793.

SH

Stroke
Rehabilit
ation
Researc
h
Program
me
within
the
Nursing
Midwifer
y and
Allied
Health
Professi
ons
Researc
h Unit

35

Full

75

21

Developer’s Response
Please respond to each
comment
From the limited evidence
found that addressed this
question effectiveness was
demonstrated in improving
reading and there was
insufficient evidence related
to activities of daily living.
The wording of the
recommendation reflects the
GDG’s view that this
impairment can have a major
impact on quality of life and
there are also safety issues
to consider.

Comments
Please insert each new comment in a new row.
Functional impact of hemianopia is
acknowledged briefly only in the small
print but recommendation for functional
impact (as in the visuo-spatial section)
are not given – even though the small
print recognises it should be strongly
worded

Although the guideline does highlight that
“The GDG agreed that a strongly worded
recommendation needed to be made to
reflect these concerns even though the
evidence was limited to one small study”,
we feel that this strongly worded
recommendation is not evidence-based
and is therefore potentially misleading,
and may lead to ineffective treatments.

The strength of the
recommendation was based
on the consensus view of the
GDG that because of the
safety issues and the serious
impact this impairment can
have on quality of life,
therapy should be offered to
this group of people. The
GDG have not specified what
the therapy should comprise
of because it was not
possible to do so with so
limited evidence. The
decisions reached are in line
with NICE guideline
methods.
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795.

796.

SH

SH

Royal College of
Speech and
Language Therapists

Airedale NHS
Foundation Trust

7.
F

76

ULL

2

Full

76

1

There is no mention of the Matrix Report
“An economic evaluation of speech and
language therapy” in the dysphagia
section when considering economic
evidence

Thank you for your comment.
This report was not identified
because it is not indexed in the
databases searched for the
literature review. However, we
have added the dysphagia
analysis from the report to this
section.

The section that starts at this point is an
example of where more detail would be
helpful in planning services. Rehabilitation
for swallow is one of the individual areas
which takes up time within the
rehabilitation programme and is
impossible to not do even if evidence is
scanty. To include only 3 RCT out of 669
titles and abstracts, with a further 25
excluded of the full copies assessed for
eligibility, seems excessively
restrictive. Although the quality of
evidence could not be questioned, the
detail of advice offered may end up to be
not very useful. The practical evidence
offered for this area is:“Offer swallowing
therapy at least three times a week for
people with dysphagia. Swallowing
therapy could include compensatory
strategies, exercises and postural advice.”
To be perfectly honest, this adds nothing
to the therapy which is happening in the
vast majority of stroke
rehabilitation units. The situation is
repeated for some of the other areas of
advice, such as 1 RCT used to base
advice offered for improving sustained
attention.

Thank you for your comment.
Titles and abstracts were
assessed for quality and
eligibility. The studies/papers
excluded did not address
either the pre-specified
intervention, comparison or
outcome set out in the
clinical/review question as
agreed by the Guideline
Development Group and in
line with NICE methodology.

It would perhaps have been more useful
to offer two levels of advice - one based
on these tight criteria and then some kind
of summary review or consensus of the

Although the
recommendations may reflect
what currently occurs within
your stroke rehabilitation
service this is not replicated
everywhere and therefore
offering such guidance would
seem valid in a national
guideline.
In view of comments received
further work has been
undertaken post consultation
to address the structure and
process of stroke rehabilitation
such as, MDT working,
assessment and care
planning, and delivery in
different settings which was
not included in the original
scope.
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wider research.

797.

SH

Cumbria and
Lancashire Cardiac
and Stroke Networks

798.

SH

Royal College of
Speech and
Language Therapists

799.

SH

The British Dietetic
Association

4

19

full

76

1

Although not specific to stroke
constipation and incontinence are
common problems in the stroke
population. Should there be reference to
these?

These areas are addressed in
the Urinary incontinence in
neurological disease guideline
(CG147), and the faecal
incontinence guideline (CG49).
Reference has been made to
both of these within the
guideline.

8.
FULL

76

3

The guideline states that 67% of stroke
patients experience dysphagia however
there is no reference for this.

Thank you for your comment.
We have added this reference.

Full

76

3

Recognises that dysphagic patients are at
risk of malnutrition, but document does not
consider how this should be addressed

Thank you for your comment.
We were unfortunately unable
to cover all areas and focused
on the clinical areas
stakeholders and GDG
members initially suggested as
critical areas to address.
Please refer to Nutrition
support in adults. NICE clinical
guideline 32 (2006) We
consider these
recommendations to be
applicable to a stroke
population and have
incorporated specific
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recommendations and cross
reference has been made to
other relevant NICE guidance.

800.

SH

The British Dietetic
Association

29

Full

76

3

Recognises that dysphagic patients are at
risk of malnutrition, but document does not
consider how this should be addressed

801.

SH

British Association of
Stroke Physicians
(BASP)

31

Full

76

8

Symptoms suggestive of dysphagia are
unlikely to be very helpful. Many patients
with dysphagia are asymptomatic which is
why all patients with stroke need a formal
swallow assessment and instrumental
assessment when necessary (see NICE
guideline on acute stroke). Swallow
assessment is not mentioned in this
paragraph.

Thank you for your comment.
We were unfortunately unable
to cover all areas and focused
on the clinical areas
stakeholders and GDG
members initially suggested as
critical areas to address.
Please refer to Nutrition
support in adults. NICE clinical
guideline 32 (2006) We
consider these
recommendations to be
applicable to a stroke
population and have
incorporated specific
recommendations and cross
reference has been made to
other relevant NICE guidance.
Following stakeholder
comments further work has
been undertaken post
consultation which includes
screening and assessment of
patients prior to rehabilitation
which we believe has
addressed your concern. We
have also reviewed the
introduction in light of this
further work.
Direct reference to
recommendations on
assessment of swallowing
within the stroke guideline
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(CG68) has already been
made

802.

SH

Greater Manchester
and Cheshire Cardiac
and Stroke Network

51

Full

76

8

Symptoms suggestive of dysphagia are
unlikely to be very helpful. Many patients
with dysphagia are asymptomatic which is
why all patients with stroke need a formal
swallow assessment and instrumental
assessment when necessary (see NICE
guideline on acute stroke). Swallow
assessment is not mentioned in this
paragraph.

803.

SH

Intercollegiate
Working Party for
Stroke

124

Full

76

8

Symptoms suggestive of dysphagia are
unlikely to be very helpful. Many patients
with dysphagia are asymptomatic which is
why all patients with stroke need a formal
swallow assessment and instrumental
assessment when necessary (see NICE
guideline on acute stroke). Swallow
assessment is not mentioned in this
paragraph.

Following stakeholder
comments further work has
been undertaken post
consultation which includes
screening and assessment of
patients prior to rehabilitation
which we believe has
addressed your concern.
Direct reference to
recommendations on
assessment of swallowing
within the stroke guideline
(CG68) has already been
made.
Following stakeholder
comments further work has
been undertaken post
consultation which includes
screening and assessment of
patients prior to rehabilitation
which we believe will address
your concern.
Direct reference to
recommendations on
assessment of swallowing
within the stroke guideline
(CG68) has already been
made.
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804.

SH

National CLAHRC
Stroke Group

805.

SH

Royal College of
Speech and
Language Therapists

806.

SH

The British Dietetic
Association

26

20

Full

76

8

Symptoms suggestive of dysphagia are
unlikely to be very helpful. Many patients
with dysphagia are asymptomatic which is
why all patients with stroke need a formal
swallow assessment and instrumental
assessment when necessary (see NICE
guideline on acute stroke). Swallow
assessment is not mentioned in this
paragraph.

9.
FULL

76

8

In the signs and symptoms for dysphagia
there is no mention of increased SOB
(silent aspiration).

Full

76

15

Recognises that unexplained weight loss
can be a consequence of dysphagia, but
document does not consider how this
should be addressed.

Following stakeholder
comments further work has
been undertaken post
consultation which includes
screening and assessment of
patients prior to rehabilitation
which we believe has
addressed your concern.
Direct reference to
recommendations on
assessment of swallowing
within the stroke guideline
(CG68) has already been
made.
Thank you for your comment
we have added this to the list
of signs and symptoms

Thank you for your comment.
Assessment for malnutrition is
covered by the Stroke
guideline (CG68) and direct
reference to this guidance has
been made. In the
rehabilitation period we have
recommended that health
professionals should regularly
monitor and reassess people
with dysphagia who are on a
modified diet.
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807.

SH

The British Dietetic
Association

30

Full

76

15

Recognises that unexplained weight loss
can be a consequence of dysphagia, but
document does not consider how this
should be addressed

808.

SH

Greater Manchester
and Cheshire Cardiac
and Stroke Network

52

Full

76

21

Explain “general dysphagia therapy
programme”

Assessment for malnutrition is
covered by the Stroke
guideline (CG68) and direct
reference to this guidance has
been made. In the
rehabilitation period we have
recommended that health
professionals should regularly
monitor and reassess people
with dysphagia who are on a
modified diet.
Thank you. This has been
clarified.

809.

SH

Intercollegiate
Working Party for
Stroke

125

Full

76

21

Explain “general dysphagia therapy
programme”

Thank you. This has been
clarified.

810.

SH

National CLAHRC
Stroke Group

27

Full

76

21

Explain “general dysphagia therapy
programme”

Thank you. This has been
clarified.
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811.

SH

British Society of
Gerodontology

812.

SH

813.

814.

1

Full

76

22

There is no mention of the link between
aspiration pneumonia and poor oral
hygiene. (Scannapieco FA, Bush RB, Paju
S. Associations between periodontal
disease and risk for nosocomial bacterial
pneumonia and chronic obstructive
pulmonary disease. A systematic review.
Ann Periodontol 2003;8(1):54-69.

We agree this is an important
point and the GDG have
recommended that mouth care
is given.

Royal College of
Speech and
Language Therapists

10.
FULL

77

7

The Carnaby study mentions direct
swallowing exercises (supraglottic
swallow) however this is a manoeuvre not
an exercise.

Thank you for your comment.
The wording describing the
study has been taken directly
from the paper.

SH

Royal College of
Speech and
Language Therapists

11.
FULL

79
80

Explanations of what table 19 and 20
actually mean would be helpful. We are
unsure what is moderate confidence,
indirectness or imprecision. We are
concerned that an everyday clinician may
be confused by this.

SH

British Association of
Stroke Physicians
(BASP)

Full

83

Thank you for your comment.
The table also known as The
Grading of Recommendations
Assessment, Development
and Evaluation (GRADE) was
used to assess the quality of
evidence for each outcome
with a transparent way by
taking into account individual
study quality and the metaanalysis results. For further
details, please see section
4.3.5 in the full guideline.
Thank you for your comment.
The intervention being referred
to is swallowing therapy for
dysphagia. This text has been
clarified in the guideline.

32

6

It is not clear which intervention is being
considered.
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815.

SH

Greater Manchester
and Cheshire Cardiac
and Stroke Network

53

Full

83

6

Which intervention?

Thank you for your comment.
The intervention being referred
to is swallowing therapy for
dysphagia. This text has been
clarified in the guideline.

816.

SH

Intercollegiate
Working Party for
Stroke

126

Full

83

6

Which intervention?

Thank you for your comment.
The intervention being referred
to is swallowing therapy for
dysphagia. This text has been
clarified in the guideline.

817.

SH

National CLAHRC
Stroke Group

28

Full

83

6

Which intervention?

Thank you for your comment.
The intervention being referred
to is swallowing therapy for
dysphagia. This text has been
clarified in the guideline.

818.

SH

Royal College of
Speech and
Language Therapists

12.
FULL

83

8

8.1.1.2: GDG estimation of 15-40 minutes
of treatment for 2 weeks on average. The
RCSLT would welcome the reference for
this figure as we are not aware of the
evidence to support this statement.

Thank you for your comment.
As stated this value was an
estimate from clinical
members of the GDG and so
we cannot provide a reference.
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819.

SH

Royal College of
Speech and
Language Therapists

13.
FULL

84

8.1.2 in the row on “relative values of
different outcomes” the statement
“Unaddressed dysphagia may result in
percutaneous endoscopic gastrostomy
(PEG) feeding” is a strange choice of
words as a well assessed and managed
dysphagia could easily also result in PRG.

Thank you for your helpful
comment. We have now
addressed this in the text.

820.

SH

Royal College of
Speech and
Language Therapists

14.
FULL

84

There is repetition on page 85 of
information on page 84.

Thank you for your comment.
The template is designed to
repeat the recommendations
on follow-on pages to aid
reading.

We are not confident that the evidence
presented supports the recommendation
to offer swallowing therapy 3 times each
week

Thank you for your comment.
Evidence provided by the
Carnaby, 2006 study
compared standard ‘low
intensity’ swallowing therapy
(mainly environmental
modifications, safe swallowing
advice for 3 times per week for
a month or during the hospital
stay) and standard ‘highintensity’ swallowing therapy
(dietary modification and direct
swallowing exercises every
working day for a month or
daily for the duration of
hospital stay) to usual care.
The GDG considered this
study to be a well conducted
single centred study, which
examined the effects of high
and low intensity swallowing
on return to pre-stroke diet and
aspiration pneumonia
compared to a control group.

821.

SH

NHS Devon

85

4

Full

84

1

Page 450 of 605

822.

SH

The British Dietetic
Association

31

Full

84

1

It is disappointing to note that on-going
monitoring specifically by dieticians is not
mentioned as ensuring adequate
nutritional intake whilst on modified food/
fluids is a very important part of
rehabilitation and poor nutrition only
hinders the process for all rehab
professionals involved.

823.

SH

National Patient
Safety Agency

1

Full

84

8.1.2

Dysphagia is tackled from a swallowing
therapy point of view but there is no
reference to the impact of the condition on
nutrition and the knock effect of poor
nutrition on rehabilitation outcomes. Nor is
there reference to managing feeding to
avoid aspiration.
There should be an item that introduces
the Dysphagia Diet Food Descriptors as a
tool alongside the swallowing exercises.
There should be some guidance about the
use of distinct textures as a tool to help
get people back to normal food one step
at a time, safely as part of the
recommendations.
The problem is compounded by the fact

Study outcomes reported were
graded as moderate. The
evidence demonstrated a
significantly lower proportion of
people receiving the
swallowing therapy
experienced chest infections
compared to the control group.
There was consensus
amongst the group that the
benefit of swallowing therapy
employing a full range of
techniques clearly outweighed
the harms and should be
offered at least 3 times a week
(the low intensity level) to
patients with dysphagia.
The recommendation states
health professionals with
relevant skills and training
which would include dieticians
where appropriate.

Direct reference will be made
to the Nutrition support in
adults guideline (CG 32) which
makes recommendations for
people with Dysphagia
The therapies specified within
the recommendations are
taken from those used within
the studies reviewed. No
reference was made to the
Dysphagia diet food
descriptors and therefore the
GDG would not be able to
make any direct reference to
this within the wording of the
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824.

SH

British Society of
Gerodontology

2

Full

85

1

that the recommendations refer the reader
to the NICE guidelines on Nutriton
Support in Adults which makes no
mention of the Dysphagia diet descriptors
or texture modification as an option.

recommendations.

Other considerations should include the
potential effect of thickened foods on
dental health in patients with poor oral
clearance and the need for assistance
with oral hygiene measures.

Thank you for your comment.
We have added a note to the
trade-off between clinical
benefits and harms section in
the recommendations and link
to evidence section.
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Document

Page
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827.
SH

Society for Research
in Rehabilitation
(SRR)

57

full

86

Line No

Comments
Please insert each new comment in a
new row.
Muscle power: please also refer to
comments above on this item.
It would be useful to consult the
Cochrane Systematic review by
Saunders et al. (2009) which comprises
another 3 trials on strength training
which don’t seem to have been included
here, and consult their search strategy
to identify trials published since.
Additionally, in this section on muscle
power function, the concept of repetition
to improve muscle power appears to
have been confused with the concept of
repetition to enhance skill acquisition.
This section would be better placed
under Repetitive Task Training and
instead a short rationale of the use of
repetition to improve muscle strength/
power would be useful.

Developer’s Response
Please respond to each
comment
Thank you for your
comments. We have
consulted the Cochrane
review and also carried out an
updated search as a way of
quality assurance. Of the 3
trials (Inaba, 1973; Kim, 2001;
Ouellette, 2004) on strength
training, two (Kim, 2001 and
Ouellette, 2004) met our prespecified intervention,
comparison and outcomes.
We have added this to the
updated review and amended
the guideline accordingly.
Please see summary of
included studies.
Thank you for your
suggestion. The interventions
described in the studies
involved repeating the
strength building exercise.
The point being made was
that many rehabilitation
interventions involve repetitive
task practice, and it is the
continued repeating that is the
significant factor in leading to
an improvement, which in this
case increased strength,
would help improve function.
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828.

SH

Stroke Rehabilitation
Research
Programme within
the Nursing Midwifery
and Allied Health
Professions
Research Unit

36

Full

86

829.

SH

Welsh Stroke
Alliance (Rehab Sub
group)

26

Full

86

Line No

3-6

Comments
Please insert each new comment in a
new row.
We have serious concerns about
section 9.1, and believe that it contains
misleading and – potentially ‘wrong’ –
background information. The text
implies (although it does not explicitly
state) that the ‘weakness’ following
stroke is due to a loss of muscle power.
This is not correct. The commonly
occurring hemiplegic weakness(face,
upper limb, trunk and lower limb) is a
loss of motor control as a result of the
upper motor neuron lesion (i.e. the
stroke). Hemiplegic weakness is NOT a
problem of muscle POWER function.
People with loss of motor control and
movement limitations following stroke
may develop muscle weakness (loss of
muscle power) secondary to their
movement limitations. The evidence
relating to muscle strengthening
interventions is specific to this loss of
muscle power (reduced muscle
strength), and NOT to the loss of
muscle control (hemiplegic weakness).
Poorly written first paragraph

Developer’s Response
Please respond to each
comment
Thanks you for your helpful
comments. The introduction
has been reviewed and
revised.

The introduction has been
reconsidered and revised
where appropriate.
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830.

Type

Stakeholder

Order
No

Document

Page
No

Line No

SH

Intercollegiate
Working Party for
Stroke

127

Full

86

1

Comments
Please insert each new comment in a
new row.
The classification into different
‘functions’ is not rational. Almost all
functional activity requires and depends
upon movement (how else can one do
anything) and also on muscle power.
Difficulties will arise for many reasons,
and usually with several or many being
important.
A person may walk in a limited way
because:
- motor control and strength is reduced
- sensation is poor
- vision is poor
- the patient is afraid of falling
- depression
- the lack of anywhere to go
- inadequate footwear
- pain from arthritis
- a belief that walking might cause
another stroke
etc etc

831.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

12

FULL

86

7

A therapist will need to take all these
into account when considering
treatment, and may need to alter or
‘treat’ several at the same time.
What about Goal directed and whole
task practise within the context of
strength training?

Developer’s Response
Please respond to each
comment
The structure and headings
used in the guideline were
based on the International
Classification of Functioning,
Disability and Health (ICF)
classification system used
and endorsed by WHO.
The structure and headings
used in the guideline have
been revised following
comments received and
additional work conducted
post consultation.

Thank you for your comment.
We have amended the
chapter introduction to reflect
this.
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832.

SH

Intercollegiate
Working Party for
Stroke

128

Full

86

9

833.

PR

NETSCC, HTA Ref 1

08

Full

100

9-10

834.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

13

FULL

103

1

Comments
Please insert each new comment in a
new row.
All rehabilitation, and indeed all life
“leads to neuroplastic changes in the
brain” - this seems an irrelevant
comment.

Developer’s Response
Please respond to each
comment
Thank you for your comment.

In the table – would be clearer if the
categorization used for clinical evidence
was kept for the HE evidence although
there are only two papers – resistance
and strength training. I found it
confusing that the table was named
strength training when only Cooke is for
that. I would call the table ‘intervention
costs – muscle power function’
What is the evidence for the relationship
of strength training and increased tone
that may lead to deterioration? Who are
the ‘some authorities’? This could be
interpreted as guidance but there is no
supporting evidence that strength
training increases spasticity

Thank you for your comment.
We have amended the table
caption and have also added
subcategories within the table
to match the clinical review
categories.

This reflects the discussion by
the GDG who noted that there
is a view held by some
professionals that this type of
training may be associated
with an increase in tone. This
was not the view held by the
GDG who go on to agree that
they believed there was no
detrimental effect of this type
of intervention. This section
will be reviewed to ensure
clarity.
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835.

SH

British Association of
Stroke Physicians
(BASP)

33

Full

103

1

836.

SH

Intercollegiate
Working Party for
Stroke

129

Full

103

1

837.

SH

Stroke Rehabilitation
Research
Programme within
the Nursing,
Midwifery and Allied
Health Professions
Research Unit

37

Full

103

1

Comments
Please insert each new comment in a
new row.
‘Consider strength training for
people……etc ‘.The terminology of
‘consider’ leaves the reader uncertain
regarding the strength of
recommendation. If it is recommended,
when, how, for how long, at what
intensity and does it differ between
upper and lower limb? Evidence so far
suggests that strength training improves
strength but not necessarily improves
function.

9.1.2 We would like clarification about
the choice of a stationary cycle as a
suggested tool here- we know that this
is presented as a suggestion only of a
method of strength training but it does
seem to point therapists towards the
specific use of this device, for which the
evidence is not currently sufficiently
robust.
The recommendation to:
“Provide physiotherapy to people
after stroke, who have weakness
(face, upper limb, trunk and lower
limb), sensory disturbance or
balance difficulties which impact on
function.” May be justified.....but not by
the evidence which has been
considered for this section, which has
been limited to evidence relating to lack
of muscle strength/power. There is a
large body of evidence relating to the
effect of physiotherapy for people with
hemiplegia after stroke. This evidence

Developer’s Response
Please respond to each
comment
Use of the term consider
reflects the strength of the
evidence found and is in line
with guidance on the wording
of recommendations in the
NICE Guidelines Manual
2009.
When it would be delivered
and for how long would be
dependent on what was
appropriate for the individual
patient and in agreement with
them and their health
professional.
These are given only as
examples and have come
from the types of intervention
delivered in the studies
reviewed.

The GDG have edited the
recommendation to provide
clarity. The comparator in
many of the studies included
in the review was routine
physiotherapy. The GDG
concluded from the results
shown in the studies that
strength training was no
better than conventional
physiotherapy exercise but
that both arms of the trials
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838.

Type

Stakeholder

Order
No

Document

Page
No

Line No

SH

Stroke Rehabilitation
Research
Programme within
the Nursing,
Midwifery and Allied
Health Professions
Research Unit

38

Full

103

1

Comments
Please insert each new comment in a
new row.
is often contradictory and is therefore
difficult to interpret. This guideline as
failed to address the complexities of this
issue and is only going to serve to
further complicate the evidence relating
to the effect of physiotherapy for
hemiplegia.
It is essential that this guideline is
corrected so that it becomes clear that
the evidence relating to muscle strength
training relates only to people who have
a loss of muscle strength....and not to
those people who have hemiplegia as a
result of loss of muscle control.
Physiotherapists with the relevant
skills and training in the diagnosis,
assessment and management of
movement in people with stroke
should regularly monitor and treat
people with movement difficulties
until they are able to maintain or
progress function either
independently or with assistance
from others
But the important question to patients,
and to the NHS, is what are the relevant
skills and training. Some physiotherapy
NHS posts require a physiotherapist to
be ‘Bobath’ trained. This training is
expensive for the NHS. Whether or not
physiotherapists are Bobath trained and
use Bobath techniques is of high clinical
relevance. So what are “relevant skills
and training”? This guidelines does
nothing to help with this question, which
is really disappointing.

Developer’s Response
Please respond to each
comment
improved. The GDG
therefore made a
recommendation that
physiotherapy should be
offered but that strength
training could be considered
particularly for those with
weakness in upper or lower
limbs.

Thank you for your comment.
Training requirements and
qualifications for health
professionals are outside the
remit of NICE guidelines and
are addressed by the
appropriate professional
bodies.
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839.

Type

Stakeholder

Order
No

Document

Page
No

Line No

SH

The North of England
Cardiovascular
Network

47

Full

103

1

Comments
Please insert each new comment in a
new row.
The evidence seems to support ‘usual
practice’ more than anything, which
would typically involve multi-disciplinary
input including occupational therapy
management of movement difficulties
after stroke using repetitive functional
tasks – this occupational therapy input
should be recognised and
recommended in line with physiotherapy
input

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post consultation
to address the structure and
process of stroke
rehabilitation and
multidisciplinary team working
has been included. Further
recommendations have been
made on assessment,
planning and goal setting for
rehabilitation which would
involve the whole team.

Page 459 of 605

Type

843. SH

844.

SH

Stakeholder

Order
No

Document

Page
No

Cumbria and Lancashire
Cardiac and Stroke
Networks

7

full

105

Royal College of
Speech and Language
Therapists

291

15.
FULL

105

Line No

Comments
Please insert each new comment in a
new row.
“The thing that strikes me is that all
SLT recommendations related to
communication appear to relate only to
aphasia. Unless I've missed it, there
appears to be no mention of
recommendations for therapy for
dysarthria and verbal dyspraxia. This
may well be because there is no
evidence to support recommendations
for this area but, if this is the case,
should this not be stated so that it is at
least clear that these two areas of
communication impairment have
been considered?”

There is no mention of the Matrix
Report “An economic evaluation of
speech and language therapy” in the
communication section when
considering economic evidence.

Developer’s Response
Please
respond
to
each
comment
Thank you for your comment.
Speech and language therapy
for people with aphasia was
prioritised by the GDG as this
represents the largest
population with speech
impairment and where there
was the largest evidence base.
The protocol states that only
aphasia is being considered in
the review. However we
acknowledge that guidance for
other groups was lacking and
the GDG has reconsidered this
following the Delphi expert
consensus survey work
conducted post consultation,
and the recommendations are
now addressing all those with
communication difficulties.
Thank you for your comment.
This report was not identified
because it is not indexed in the
databases searched for the
literature review. Analyses from
the report have now been
included where relevant in the
review questions addressed in
the guideline. However, there is
no analysis addressing the
review question in this chapter
(listener advice skills/training or
information).
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845.

Type

Stakeholder

SH

Royal College of
Speech and Language
Therapists

Order
No

Document

Page
No

16.
FULL

105

Line No

Comments
Please insert each new comment in a
new row.
The section on communication is
limited in scope by only addressing
communication invention topics on
listener advice for aphasic patients and
functional tasks. Therapy is more than
'listener advice'. This only covers a
very limited area of research.
This section does not reflect the range
of speech and language therapy
intervention and input from speech and
language therapy for stroke patients.
The RCSLT is disappointed that other
types of communication disorders after
stroke for example dysarthria or
dyspraxia are not considered.

846.

SH

Royal College of
Speech and Language
Therapists

17.
FULL

105

The section on communication does
not relate the results or
recommendations to clinical practice to
inform speech and language
therapist’s working skill set.

Developer’s Response
Please
respond
to
each
comment
Thank you for your comment.
We were unfortunately unable
to cover all areas and focused
on interventions that family
members and carers could
utilise as the GDG considered
them to be key communication
partners in aphasia
rehabilitation programmes, and
this was a high priority area in
which to conduct a review. We
appreciate this is only a small
part of the range of therapies
available and therefore we have
conducted an additional review
on SLT for people with aphasia
to address this. In addition we
have considered other language
impairments for which there
was very limited evidence
through the Delphi expert
consensus work we conducted
post consultation The
subsequent recommendations
made by the GDG address all
those with communication
difficulties.
Other recommendations for
speech and language therapy
are given in the intensity of SLT
chapter. We recognise it is not
helpful to have these two
sections presented separately
and so have re-ordered these
chapters during the redrafting of
the guideline. The GDG
recognises that the guidance for
speech and language therapies
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Stakeholder

847.

SH

848.

SH

Order
No

Document

Page
No

Line No

Comments
Please insert each new comment in a
new row.

Royal College of
Speech and Language
Therapists

18.
FULL

105

This section does not highlight the time
required to give a patient after stroke
the best care or even the very best of
care on their rehabilitation journey.

Royal College of
Speech and Language
Therapists

19.
FULL

105

Other types of intervention and roles
are not mentioned for example
impairment based therapy, functional
work, advice to other professionals,
discharge planning from hospital to
home and counselling type skills.

Developer’s Response
Please
respond
to
each
comment
is currently limited, and we have
conducted an additional review
to address this. In addition we
have considered other language
impairments for which there
was very limited evidence
through the Delphi expert
consensus work conducted post
consultation. This additional
work has been considered by
the GDG and further
recommendations made to
address all those with
communication difficulties.
The GDG acknowledge the time
required and the additional
benefit family and carers bring
in supporting and facilitating
communication with the patient.

Other recommendations for
speech and language therapy
are given in the intensity of
speech and language therapy
chapter. We recognise it was
not helpful to have these two
sections presented separately
and have now re-ordered these
chapters when the guideline
was redrafted. The GDG
recognises that the guidance for
speech and language therapies
is currently limited, and we have
conducted an additional review
to address this. This additional
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Stakeholder

Order
No

Document

Page
No

Line No

Comments
Please insert each new comment in a
new row.

Developer’s Response
Please
respond
to
each
comment
work has been considered by
the GDG and further
recommendations made for all
those with communication
difficulties.
Further work was also
undertaken post consultation to
address the structure and
process of stroke rehabilitation
and includes discharge/care
planning, and delivery in
different settings...

849.

SH

Stroke Rehabilitation
Research Programme
within the Nursing
Midwifery and Allied
Health Professions
Research Unit

39

Full

105

1

(and line 2 page 110). In addition, the
section that makes up the main
‘communication’ focus of the draft
guidelines was originally a subsection
of the ‘information provision’ review
question Presentation of this evidence
would be far more appropriate within
this section.

Thank you for your suggestion.
The structure of the guideline
has been revised following the
additional work conducted post
consultation.

850.

SH

Royal College of
Speech and Language
Therapists

20.
FULL

105

2

Listener advice training is discussed in
the text. To avoid confusion (for
example offering generalised advice
as opposed to advice and training) we
recommend the sub-heading is
changed to “Conversation: listener
advice training”.

Thank you for your suggestion
we have made this change.
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Type

851.

SH

Stakeholder

Connect

Order
No

Document

4

Full

Full
AND AGAIN
Full

Page
No

Line No

105

10

36

29

110

2 within
the table

Comments
Please insert each new comment in a
new row.
Supported communication is
mentioned and exemplified well on
p105. However, good communication
access for people with aphasia is not
limited to supporting their interactions.
It is also crucial to attend to and
maximize the environment within
which they communicate (ensuring the
environment is clean, welcoming,
quiet, has physical resources within
reach, distraction-free etc.. ) and also
to attend to and modify documents that
they come across (appointment letters,
rehabilitation timetables, medication
instructions etc…). Communication
access should have been
recommended in its broadest sense.
See for example Brennan, A, Worrall,
L & McKenna, K (2005) ‘The
relationship between specific features
of aphasia friendly written material and
comprehension of written material for
people with aphasia; an exploratory
study’ Aphasiology, 19, 8, 693-711 and
Halloran, R. O & Hickson, L, & Worrall,
L. (2008). Environmental factors that
influence communication between
people with communication disability
and their healthcare providers in
hospital: a review of the literature
within the International Classification of
Functioning, Disability and Health
(ICF) framework. International Journal
of Language and Communication
Disorders. V 43, No. 6
Recommendation: p36, line 29 and
p110 line 2 within the table alter
‘communication skills ‘ to

Developer’s Response
Please
respond
to
comment

each

Thank you for your comment.
We have rewritten the
recommendation and
addressed environmental
issues.
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Type

852.

SH

Stakeholder

Royal College of
Speech and Language
Therapists

Order
No

Document

21.
FULL

Page
No

106
107
108
109

Line No

Comments
Please insert each new comment in a
new row.
‘communication access skills’ with the
addition of ‘plus attention to the
environment and documents’ in
parenthesis after ‘drawing’. This would
cover all elements of communication
access: interactions, environments and
documents.

Developer’s Response
Please
respond
to
comment

The studies summarised on page
106,107, 108,109 are limited to
aphasia either conversation training or
functional therapy. There are only a
small number of studies discussed.
The studies may show evidence for
these approaches however to a lay
person the significance of the results is
unclear. We recommend adding a
narrative summary of these results to
make it clearer to any health
professionals who would be interested
in the guidelines.

Thank you for your comment.
The Grading of
Recommendations
Assessment, Development and
Evaluation (GRADE) format is
used for the review purposes
and for transparency. It is used
to assess the quality of each
outcome, taking into account
individual study quality and
meta-analysis results. For more
information on the significance
of the result and the rationale
please see recommendations
and the ‘Link to evidence
(LETR) sections.
A summary of the included
studies can be found in the
summary table in the guideline
and an explanation of the
GRADE table can be found in
the methods section.

each
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Stakeholder

853.

SH

854.

Order
No

Page
No

Line No

Royal College of
Speech and Language
Therapists

22.
FULL

106

3

SH

Royal College of
Speech and Language
Therapists

23.
FULL

109

18-29

The clinical evidence statements on
page 109 are all written about one
particular study which is limiting.

855.

SH

The North of England
Cardiovascular Network

Full

109

11

Costs of transport £40?

Thank you for your comment.
The source footnote that was
accidently omitted has been
added.

856.

SH

Royal College of
Speech and Language
Therapists

24.
FULL

110

The recommendations on page 110
are at times unclear and do not link
these results to clinical practice.

Thank you for your comment.
The structure of the guideline
has been revised and all
sections on communication
brought together to provide
greater clarity. Additional work
conducted post consultation on
speech and language therapy
has enabled the GDG to review
and make further

9

Comments
Please insert each new comment in a
new row.
Kagan’s intervention investigates
efficacy of supported conversation
training for people with aphasia. This
approach offers more than the listener
advice skills which is the search term
used in the systematic review, we
recommend that this is accompanied
by careful explanation.

Developer’s Response
Please
respond
to
each
comment
Thank you for your comment.
Explanations detailing the
Kagan intervention are given in
the recommendations and link
to evidence (LETR) sections
under the ‘Relative value placed
on the outcomes considered’;
Quality of evidence’; and
‘Trade-off between clinical
benefits and harms’.
Thank you for your comment.
The evidence statement reflects
the different outcomes reported
by the study. One statement is
written for each outcome as this
is depicted in the GRADE
tables.

Document
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Type

857.

SH

Stakeholder

SOCIAL CARE
INSTITUTE FOR
EXCELLENCE

Order
No

Document

1

FULL

Page
No

Line No

110

10.1.2

Comments
Please insert each new comment in a
new row.

Developer’s Response
Please
respond
to
comment
recommendations.

In “Trade-off between
clinical benefits and harms”:
...The GDG considered
there were likely to be
benefits from providing
simple communication skills
training to carers, family
members and staff.

Thank you for your suggestion.
The population considered in
the review were family
members and carers of people
with aphasia. One of the studies
included volunteer carers and
we have stated that these are
the groups who may benefit
from this type of intervention.

each
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860. SH

Stakeholder

Order
No

Document

Page
No

Line No

Intercollegiate
Working Party for
Stroke

130

Full

111

General

Comments
Please insert each new comment in
a new row.
The section completely overlooks
the whole question of spasticity,
which many people find a more
perplexing symptom.

861.

SH

The North of England
Cardiovascular
Network

10

Full

111

17

Consider using “however” rather
than “on the other hand” considering
subject of this section.

862.

SH

British Association of
Stroke Physicians
(BASP)

34

Full

111

27

BASP is concerned by the absence
of any specific recommendations
about spasticity management given
that around 40% of people with
stroke will develop some form of
spasticity, 15% will require
pharmacological therapy and around
5% will require botulinum toxin. If
wrist splinting is not to be used
routinely, are there any categories of
patient for whom it should be
considered?

Developer’s Response
Please respond to each
comment
Thank you for your
comment. This was
considered during the
scoping of the guideline, but
as this is such a big topic it
was felt this could not be
included. This will be
considered for inclusion
when updating the guideline.
Thank you for your
comment. The guideline has
been amended accordingly.

Thank you for your
comment. This was
considered during the
scoping of the guideline, but
as this is such a big topic it
was felt this could not be
included as part of this
guideline. This will be
considered for inclusion
when updating the guideline.
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Type

Stakeholder

Order
No

Document

Page
No

Line No

Comments
Please insert each new comment in
a new row.
Any comment about other modes of
treatment for spasticity – tizanidine,
botulinum?

863.

SH

Cumbria and
Lancashire Cardiac
and Stroke Networks

5

full

111

27

864.

SH

The North of England
Cardiovascular
Network

48

Full

114

10

Questionable that custom made
splints would cost more than prefabricated splints

865.

SH

Intercollegiate
Working Party for
Stroke

131

Full

115

10-15

11.1.1.2 The suggestion that an OT
makes the splint and an experienced
PT might adjust it is very much out of
step with current thinking and how
most therapy departments now
operate. Members of good
interdisciplinary specialist therapy
teams should all be trained in such
interventions and capable of
reassessing and expert
recommendations should reflect this
current thinking

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Inclusion of
spasticity was considered
during the scoping of the
guideline, but as this is such
a big topic it was felt this
could not be included as part
of this guideline. This will be
considered for inclusion
when updating the guideline.
Thank you for your
comment. After careful
consideration, the GDG
agreed that custom-made
splints will cost considerably
more than pre-fabricated
splints due to the additional
materials, and to the much
higher personnel costs.
Therefore no change is
required to this consideration
in the guideline.
Thank you for your
comment. We have
amended the paragraph to
clarify that other therapists
can also adjust the custommade splints.
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Order
No

Document

Page
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Line No

Comments
Please insert each new comment in
a new row.
Does this need to include costs of
review, repair and replacement of
splints?

866.

SH

College of
Occupational
Therapists

45

Full

115

14

867.

SH

The North of England
Cardiovascular
Network

49

Full

115

25

ROM has been selected as the
outcome measure due to potential
functional impact should movement
recover, however it is arguable that
pain has significant functional impact
regardless of motor recovery and
should also have been measured as
an outcome

868.

SH

The North of England
Cardiovascular
Network

50

Full

115

25

Main body of recommendation
should be clearer that it supports
that splinting be provided for
selected patient’s for the
management of tone, pain and
function

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We feel that
calculating the cost of
review, repair and
replacement of splints would
add more complexity and
uncertainty to our cost
analysis. We feel that the
level of detail presented in
our analysis is enough to
inform the decision-making
process.
Thank you for your
comment. We were
unfortunately unable to cover
all outcomes and focused on
those that the GDG
members thought were the
key ones.
Thank you for your
comment. We have reviewed
and revised these
recommendations.
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Document
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Line No

869.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

14

FULL

115

27

870.

SH

Intercollegiate
Working Party for
Stroke

175

Full

116

General

871.

SH

Intercollegiate
Working Party for
Stroke

132

Full

116

Comments
Please insert each new comment in
a new row.
Hand splints- why has extensibility
only been used as an outcome, what
about prevention of deformity,
swelling, alignment, comfort etc.
Evidence appears to be limited to 1
study.
Why mention the ‘belief about splints
causing spasticity’, this is ambiguous
and could be misinterpreted

Do any centres actively use FES for
the upper limb anymore? Why is
this topic relevant/important?

Recommendation and link to
evidence: other considerations
section. Would like to suggest that
the wording “except in selected
patients where splinting may be
used to help manage tone, reduce
pain and improve function” be placed
nearer to the short recommendation
as it makes the overall
recommendation more meaningful.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The review
question is on preventing
loss of range of the upper
limb using orthoses. For this
reason the GDG agreed the
outcome of interest to be
‘range of movement
assessed by goniometry’.
The range of movement is a
potential outcome that
includes function and
amount of tone.
Thank you for your
comment.
This was included in the
scope and consulted on. It
was not highlighted by
stakeholders that this was a
therapy no longer provided
and therefore did not need to
be included in the scope.
Thank you for your
comment. We have
reviewed and revised these
recommendations
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872.

Type

Stakeholder

Order
No

Document

Page
No

SH

Keele University

15

full

117

Line No

Comments
Please insert each new comment in
a new row.
Para 4.3.1 states that studies will be
restricted to sample size of 20
subjects (10 in each arm)
Alon 2007 is included at 11.2.1.1
but has 15 subjects (c=7, tx=8). This
study post dates the relevant
Cochrane review ( Pomeroy 2009)
but as is acknowledged has
unblinded assessors and reports
effect sizes of 1.23.
Chae et al 1998 was not included in
the draft but studies 46 subjects
(with 28 completing tx) to compare
stimulation to extensor carpi radialis
and extensor digitorum communis.
This showed improvements in arm
function with effect size of 0.78 at 12
weeks post tx with assessment
carried out by blinded assessor and
drop rates reported.
Thus it is difficult to be confident that
appropriate studies have been
selected from which to derive
guidelines when there are
inaccuracies and omissions

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
There was no restriction on
sample size for this question
as agreed by the GDG.
We have amended the
methods section accordingly
to reflect this. We consulted
the Pomeroy, 2009
Cochrane review and have
added the Chae et al, 1998
to the list of included studies
and amended the review
accordingly.

Some specific comments related to
evidence statements
873.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

15

FULL

138

3

FES- guidance is ambiguous- when
is it considered “appropriate?”

Thank you this
recommendation has been
amended.
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874.

Type

Stakeholder

Order
No

Document

Page
No

Line No

SH

Intercollegiate
Working Party for
Stroke

133

Full

139

General

Comments
Please insert each new comment in
a new row.
Constraint induced movement
therapy- do any centres routinely
use CIMT? Why is this topic
relevant/important?

Developer’s Response
Please respond to each
comment

The use of the wording in the
recommendation is in line
with NICE methodology as
indicated in the guidelines
manual and reflects the
strength of the evidence.
The GDG also agreed that
this intervention would not
be suitable for all patients
therefore the use of the term
‘consider‘ is appropriate in
this context.
Evidence from the majority
of studies included in the
review was in those people
who had 20 degrees of wrist
extension at baseline,
therefore the GDG made the
recommendation for this
group.

875.

SH

British Association of
Stroke Physicians
(BASP)

35

Full

157

33

‘Consider constraint induced
movement therapy….with movement
of 20 degrees extension etc’ The
ambiguity of the term ‘consider’ is
unlikely to carry sufficient weight
when making commissioning
decisions, and could undermine
existing services.

876.

SH

Intercollegiate
Working Party for
Stroke

134

Full

157

33

11.3.2 CIMT has been shown to be
effective with patients with 10
degrees of wrist extension, please
clarify if you are only recommending
CIMT for those people with
20degrees.

There is considerable
interest in the use of CIMT.
The fact that centres may
not use it routinely when
there is a growing literature
on the subject is an
appropriate reason to
include it in the guideline.
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877.

Type

Stakeholder

Order
No

Document

Page
No

SH

Association of British
Neurologists

8

Full

158
171

878.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

17

FULL

158

Line No

Comments
Please insert each new comment in
a new row.
The recommendation on repetitive
task training for the upper limb is
not supported by the conclusions of
a recent Cochrane review of this
topic. The Cochrane review is not
even mentioned, and this seems to
be anomaly.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We consulted the
original Cochrane review for
this topic but it was not used
for our review because it
included a broad range of
interventions and outcomes
that were not pre-specified in
our protocol (global motor
function, balance, motor
impairments, amongst
others).
The GDG concluded that
although evidence was
limited the benefits of
repeated practice clearly
outweighed any possible
harm and agreed by
consensus that repeated
practice of the upper limb
was important to enable
patients to undertake
activities themselves.

Why use the term ‘consider’
repetitive task training, when there
are studies that show that repetitive
task training is essential for learning
and mastery?

The GDG agree and have
redrafted this
recommendation.
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Order
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Document

Page
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879.

SH

Intercollegiate
Working Party for
Stroke

135

Full

158

880.

SH

Society for Research
in Rehabilitation
(SRR)

58

full

158

Line No

Comments
Please insert each new comment in
a new row.
Other considerations contains some
ageist language suggesting that
CIMT tends to be used with younger
patients who are highly motivated to
get movements back, we would like
this wording to be revised.

Developer’s Response
Please respond to each
comment
This section has been
revised to emphasise that it
is not an intervention that
would be suitable for or
tolerated by all patients.

Repetitive task training: see
comments above.
It would be useful to consult the
Cochrane systematic review by
French et al. (2007) for studies on
this topic, and use their search
strategy for more recent studies.
The review by French et al. identified
14 trials, although some of these
might have been included in other
sections in your guideline.

Thank you for your
comment.
We consulted the French et
al. 2009 Cochrane review
and included four primary
studies (Blennerhassett,
2004; Kwakkel 1999;
Salbach 2004; Winstein
2004) that addressed our
protocol. We have added
this Cochrane review to
section of “Cochrane
Reviews considered”
We have also consulted the
Mehrholz et al. 2010
Cochrane review and
included ten primary studies
that addressed our protocol.
We have added this
Cochrane review to section
of “Cochrane Reviews
considered”

See also the Cochrane review on
electro-mechanical gait training
(which includes treadmill training) by
Merholz et al.
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881.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

18

FULL

158

20

882.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

16

FULL

158

33

Comments
Please insert each new comment in
a new row.
Why not overground walking practise
alone; what are the levels of training
necessary for a treatment effect?
What is the definition of walking
training?

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
The recommendation states
that walking training should
be offered and this could be
done alone. The level of
training would be dependent
on the individual patient, but
would be included as part of
the 45 minutes of each
active treatment 5 days per
week as specified in the
intensity of rehabilitation
recommendation. Walking
training as described in the
included studies were
walking practice on floor and
stairs, over ground gait
training, walking outdoors
etc. full details can be found
in appendix H.

Other considerations, ‘ageist’
language in the following sentence:’
tends to be used with younger
motivated patients’ Where is the
evidence for this? Is it anecdotal?

Thank you for your
comment.
This section has been
revised to emphasise that it
is not an intervention that
would be suitable for or
tolerated by all patients.

Page 476 of 605

883.

884.

Type

Stakeholder

Order
No

Document

Page
No

Line No

SH

The North of England
Cardiovascular
Network

11

Full

158

53

SH

Intercollegiate
Working Party for
Stroke

136

Full

159

Comments
Please insert each new comment in
a new row.
“beware of adverse events such
as...low mood etc” in
Recommendations box. This is very
important – but why does it occur
only in this recommendations box
and not others in different sections,
where it is equally as important (e.g..
Swallow, communication, adjusting
to using wheelchair etc).

Why are such a limited range of
outcome measures used to select
papers? The Jebsen hand test is a
good measure. Why not include any
study which used that? The timed
up and go is a good measure of
mobility. Why were studies excluded
if they used that rather than the list?

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
The GDG wished to highlight
this because of the nature of
the intervention. They
agreed that use of constraint
is often for long periods and
requires a significant
commitment to adhere to this
form of therapy. It may
therefore impact on the
person’s mood and the
health professional should
consider this when
assessing for or monitoring
those partaking in this type
of therapy.
We are unable to include
every outcome measure
used in studies with the
resources and time
available. Therefore the
GDG was asked to identify
those outcomes that should
be included. Validated
outcome measures were
prioritised by the GDG when
agreeing the question and
protocol.
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Document

Page
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Line No

Comments
Please insert each new comment in
a new row.
The Blennerhasse study falls outside
your inclusion criteria with only 15
patients in the arm group and 15 in
the leg group? If a study reports two
groups in one paper but another
study reports them separately you
exclude one but not the other. This
is illogical.

885.

SH

Intercollegiate
Working Party for
Stroke

137

Full

159

886.

SH

Intercollegiate
Working Party for
Stroke

138

Full

160

Kwakkel is a study on intensity of
practice and rehabilitation

887.

SH

British Pain Society

3

Full

166

We recommend validated pain
scales particularly for older people
e.g NRS or VRS

Developer’s Response
Please respond to each
comment
Thank you for your
comment. Blennerhasse
study was included because
the comparison and control
groups matched our protocol
and the sample size was
above the 10 participants per
group inclusion criterion. If a
study reports only one
intervention group without a
comparison group, this study
would be excluded as it
didn’t match our protocols
that were designed to test
two groups.
The Kwakkel 1999 trial
included for the repetitive
task training question looked
at the intensity of leg and
arm training compared with
splinting. The intervention,
comparison and outcomes
stated matched our protocol
and were included. This
same trial was also included
in the Cochrane review for
repetitive task training
(French 2009)
Thank you for your
comment. We are unable to
include all outcome
measures used by studies
with the resource and time
available. Therefore the
GDG are asked to identify
those outcomes that should
be included.
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888.

SH

Intercollegiate
Working Party for
Stroke

139

Full

170

889.

SH

Intercollegiate
Working Party for
Stroke

140

Full

170

Line No

Comments
Please insert each new comment in
a new row.
How did the GDG agree or conclude
that there were no significant harms?
Was there any evidence? What
about pain in joints that are
overused?

How did the GDG conclude
(probably correctly, but …) that
repeated practice was likely to be
beneficial, given the evidence all of
which was rated low confidence?
The reason, almost certainly, was
that the members actually knew that
there was much good, strong
evidence that had not been
considered.
There is clearly a major problem with
the systematic review when only 4 of
18 studies are selected. This just
demonstrates that the process of
reviewing was systematically flawed.

Developer’s Response
Please respond to each
comment
From the studies included in
the review there was no
difference between both
arms for the pain outcome
measure. When discussing
the results the GDG agreed
that there were no significant
harms that would suggest
the intervention should not
be offered.
Thank you for your
comment.
The quality ratings refer to
the outcomes specified and
not the trial itself.
The groups’ conclusion was
based on both the evidence
presented and their clinical
expertise.
The Cochrane review on
repetitive task training
(French 2009) was assessed
for inclusion and 4 studies
which matched our protocol
were included. The studies
included were assessed for
eligibility and quality assured
by two separate reviewers.
The studies excluded did not
address the review question,
the comparisons,
interventions and outcomes
specified did not match ours.
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890.

SH

Intercollegiate
Working Party for
Stroke

141

Full

190

19

891.

SH

British Association of
Stroke Physicians
(BASP)

36

Full

190

20

Comments
Please insert each new comment in
a new row.
11.5.3 The evidence statement in
the guidelines does not necessarily
lead to the eventual
recommendation- the link to
evidence statement describes the
equivocal nature of some of the
evidence in this area, but the
recommendation clearly states that
treadmill training should be
considered as an option for walking
training. We would like some
clarification here.

Again the term ‘consider’ is used
with reference to treadmill training.
The recommendations need to be
more specific for both clinicians and
commissioners.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The evidence
showed an improvement in
walking in both the
intervention and control
groups, as reflected in the
evidence statements,
therefore a recommendation
was made that everyone
should be offered walking
training. The GDG
concluded that treadmill
facilities are generally readily
available in rehabilitation
units and as it was equal to
conventional walking training
could be considered for
people who are already
walking as there are added
benefits, such as getting
more practice with minimal
supervision. This is why
‘consider’ is used in the
recommendation. We
believe the rationale is
clearly stated within the
‘recommendations and link
to evidence’ section.
The evidence showed an
improvement in walking in
both the intervention and
control groups, as reflected
in the evidence statements,
therefore a recommendation
was made that everyone
should be offered walking
training. The GDG
concluded that treadmill
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Please insert each new comment in
a new row.

SH

Stroke Rehabilitation
Research Programme
within the Nursing
Midwifery and Allied
Health Professions
Research Unit

40

Full

190

20

The evidence on treadmill training is
reviewed and then the
recommendation is made to:
“Offer walking training to address
endurance and speed to people
who are able to walk with or
without assistance.”
This recommendation does not state
that it relates only to treadmill
training; but it was only the evidence
on treadmill training that was
considered. The evidence on
overground (i.e. normal without
treadmill) walking training has not
been looked at(?), so on what basis
can you write / justify a guideline
about walking training?
Electromechanical gait training – the
conclusions that the GDG have
made from this evidence appear to
be different from the conclusions
made in the Cochrane systematic
review. How can this be justified?

Developer’s Response
Please respond to each
comment
facilities are generally readily
available in rehabilitation
units and as it was equal to
conventional walking training
it could be considered for
people who are already
walking as there are added
benefits, such as getting
more practice with minimal
supervision. ‘Consider’ is
used in the recommendation
to reflect the strength of the
evidence reviewed.
The evidence showed an
improvement in walking in
both the intervention and
control groups, who received
conventional walking training
therefore a recommendation,
was made that everyone
should be offered walking
training. The GDG
concluded that treadmill
facilities are generally readily
available in rehabilitation
units and as it was equal to
conventional walking training
it could be considered for
people who are already
walking as there are added
benefits, such as getting
more practice with minimal
supervision
The recommendation made
by the group for
electromechanical gait
training was as a result of its
extremely limited availability
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Please insert each new comment in
a new row.

Developer’s Response
Please respond to each
comment
and usage in the NHS. Also
studies included had serious
to very serious limitations in
terms of sample size and
study design therefore
effects noted in the studies
cannot be generalised.

893.

SH

Intercollegiate
Working Party for
Stroke

142

Full

191

General

EM gait training. How routinely is this
used?

Thank you for your
comment. It is not routinely
used.

894.

SH

Intercollegiate
Working Party for
Stroke

143

Full

205

32

11.6.2 Why has this technique been
specifically raised here and
suggested for further research,
particularly as this statement seems
to contradict what is said on p206
about insufficient departments
having resource for such
equipment?

895.

PR

NETSCC, HTA Ref 1

09

Full

206

The GDG considered that
the results which were
maintained at follow up from
a well conducted study
demonstrated the potential
benefit of this intervention
and that further research in
the area would be
worthwhile. The GDG
agreed it would not be
possible to recommend a
therapy which would require
a major outlay cost by the
NHS without a larger trial
and cost effectiveness
assessment.
Thank you for your
suggestion.

Would think about adding this
intervention to research
recommendations.
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SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

20

FULL

206

6

Comments
Please insert each new comment in
a new row.
Why mention the controversy around
walking AFO’s : if there is no
evidence to support this claim.
The stretch reflex is modulated
during walking so clinical measures
of spasticity performed non-weight
bearing are not good indicators of
changes in spasticity. Thus, the
controversy is not evidence based or
even based on sound theory. Stating
this at all could plant unnecessary
concerns about AFO use where the
evidence is positive.
There is little information about the
types of AFO’s: off the shelf or
bespoke? Or how long to use it for?
It is suggested that they need to be
well fitted, but by who?
The issue about review should be
strengthened in line with the BSRM
guidelines on orthotic management.
A review must be arranged to
ensure comfort, appropriateness of
the prescription to a person’s day to
day requirements and to ensure use.
There is evidence of poor uptake of
AFOs when prescribed. We note that
this issue was not explored in the
literature review when the cost
implications of this are far reaching.

Developer’s Response
Please respond to each
comment
We have edited this section
to address your comments.
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897.

SH

The North of England
Cardiovascular
Network

2

FULL

207

1

898.

PR

NETSCC, HTA Ref 1

10

Full

214

Comments
Please insert each new comment in
a new row.
No reference to Functional electrical
stimulation (FES) for dropped foot as
an alternative to orthoses. Clinicians
locally have documented improved
outcomes with FES. Document
needs to refer to nice guidance
IPG278

Would include (if possible) the cost
of custom AFOs or even some
information about what those costs
might look like (e.g. 50% higher than
pre-made), a statement of what
percent of AFOs are custom vs. premade and whether this matters for
the recommendation.

Developer’s Response
Please respond to each
comment
Thank you for your
comment.
Direct reference to this
guidance has been made in
the FES section of the
guideline.
The question we reviewed
did not compare FES with
orthoses and therefore we
are unable to comment on its
use as an alternative
therapy. We will however
ensure that clear signposting
to IPG278 is given in the
appropriate sections of the
guidance.
Thank you for your
comment. Custom AFOs
span a wide range of costs;
the GDG experts could not
give any estimates on
particular costs as this would
depend on various factors
which vary case by case.
These factors were covered
in the evidence to
recommendation section in
the guideline and include
goals related to the use of
the device, patient/carer
compliance and ease of use,
materials and time needed to
achieve the first two goals,
skill, time and expertise of
the professionals involved,
time involved in follow-up
and, often, maintenance of
the device to achieve on-
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Developer’s Response
Please respond to each
comment
going goals.
Therefore no estimates of
cost or proportion of
custom/pre-made AFOs
have been given in the
guideline.
Thank you for your
comment. The intervention
was delivered in a single day
and therefore the results of
this study are limited to the
immediate effects on walking
ability.
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Document

Page
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899.

SH

Greater Manchester
and Cheshire Cardiac
and Stroke Network

54

Full

215

What does “the GDG considered the
Tyson 2009 study to be one off tests
“ mean?

900.

SH

Intercollegiate
Working Party for
Stroke

144

Full

215

What does: “the GDG considered
the Tyson 2009 study to be one off
tests “, mean?

Thank you for your
comment. The intervention
was delivered in a single day
and therefore the results of
this study are limited to the
immediate effects on walking
ability.

901.

SH

National CLAHRC
Stroke Group

29

Full

215

What does “the GDG considered the
Tyson 2009 study to be one off tests
“ mean?

Thank you for your
comment. The intervention
was delivered in a single day
and therefore the results of
this study are limited to the
immediate effects on walking
ability.
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a new row.
Suggests that MDT should provide
follow up and regular review of AFO.
Therefore should we be able to
access our trust’s orthotics service
quickly, so that the patient has
orthotic while being seen by CICS to
ensure it’s effective use as part of
the rehab?

Developer’s Response
Please respond to each
comment
The GDG agreed that stroke
rehabilitation services should
have access to an orthotics
service. The speed of that
access would be determined
locally.

215

1

Tysonm 2001 (typo)

Thank you for your
comment. We have
amended the guideline
accordingly.

215

19

The reader is baffled by the
sentence “the GDG considered the
Tyson 2009 study to be one off
tests.’’

The intervention was
delivered in a single day and
therefore the results are
limited to the immediate
effects on walking ability.
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Document

Page
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902.

SH

Sheffield Teaching
Hospitals NHS
Foundation Trust
(STHFT)

17

Full

215

903.

SH

British Association of
Stroke Physicians
(BASP)

37

Full

904.

SH

British Association of
Stroke Physicians
(BASP)

38

Full

909

Paul Taylor, Duncan
Wood and Ian Swain
The National Clinical
FES Centre, Salisbury
UK and Republic of
Ireland Chapter of the
International FES
Society (IFESS)

FES for upper
limb

Terminology
The report uses the term Functional
Electrical Stimulation (FES) to
describe all treatments involving the
application of electrical stimulation to
the human body to produce
movement. This is technically
incorrect as the term FES should
only apply to the use of electrical
stimulation that produces a
functional movement used to assist

Thank you for your
comment. We rechecked
the terminology used. The
searches included the terms
FES, FET and NMES in the
strategy.
We went through the
references provided (below)
and have included papers
from these references
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Please insert each new comment in
a new row.
activities of daily living at the time
the stimulation is present. Hence,
electrical stimulation for the
correction of dropped foot is FES as
the foot is lifted in gait. Stimulation
used with a solely therapeutic aim,
for example to open the hand with
the aim of strengthening muscle or
reduce antagonist spasticity without
the provision of direct function is not
FES. This is referred to as exercise
stimulation or Neuro- Muscular
Electrical Stimulation (NMES). A
third category of treatment is
Functional Electrical Therapy (FET).
I this application, functional tasks are
practised with the assistance of
electrical stimulation but with the
sole aim of producing a therapeutic
effect. In this case the assistance
given by the stimulation is not truly
practical in everyday life but a
means of promoting a mass practice
effect. All the papers referenced in
the review report studies that used
NMES or FET. While use of
terminology may be considered a
point of pedantry, the team should
consider if this has had an effect on
the identification of papers for
review.

Developer’s Response
Please respond to each
comment
matching our protocol.
To reduce performance
bias, studies were
downgraded (for blinding)
only if the outcome
assessors were left unblinded.
Shoulder subluxation was
outside of our scope
However we have included
shoulder pain as part of the
Modified Delphi survey
undertaken and the GDG
have drafted
recommendations based on
these results.
Thank you for your
suggestion a footnote to
IPG278 for guidance of FES
in dropped foot will be added
to this section.
The recommendations have
been revised by the GDG.

Blinding
The GDG recognised the difficulty of
conducting blinded trials. Indeed as
meny rehabilitation techniques
require the active participation of the
participants, it is not realistic to factor
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a new row.
out this aspect from the treatment by
providing a placebo that is intended
to focus the efforts of a treatment.
This removes the comparator
treatment further away from normal
care, adding a confounding and
artificial treatment. I therefore
believe it is not justified to down
grade the quality scores for nonblinded studies.

Developer’s Response
Please respond to each
comment

Shoulder subluxation
The use of electrical stimulation for
the treatment of shoulder
subluxation has significant evidence
for its efficacy and was
recommended as an intervention in
the RCP guidelines on stroke. Its
omission from this report is therefore
surprising.
FES for correction of dropped foot
The report refers the reader to IPG
278 for guidance of FES for dropped
foot. This is added in the section on
upper limb FES so would not be
found by searching the contents
page. A better location for the
mention would be next to the section
on AFOs. IPG 278 did not include
an economic assessment as is the
case with this report. There is
economic data available (Economic
Report. Functional Electrical
Stimulation for dropped foot of
central neurological origin.
CEP10012. Published by the NHS
Purchasing and Supply Agency Feb
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2010 www.dh.gov.uk/cep).
Additionally further papers have
been published extending the
evidence to include reduction of falls,
improvements in quality of life and
patient centred evaluation. We
therefore suggest that there is a
separate section for FES for the
correction of dropped foot, which
includes the additional information,
bringing the review to the same level
as the other rehab techniques
included in this report.

Developer’s Response
Please respond to each
comment

Choice of articles
The included articles does not
appear to be comprehensive.
Notable missing articles include :
Shu-Shyuan Hsu, Ming-Hsia
Hu, Yen-Ho Wang, PingKeung Yip, Jan-Wei Chiu
and Ching-Lin Hsieh. DoseResponse Relation Between
Neuromuscular Electrical
Stimulation and UpperExtremity Function in
Patients With Stroke. Stroke
2010, 41:821-824: originally
published online March 4,
2010
Chae J, Bethoux F, Bohine
T, Dobos L, Davis T, Friedl
A. Neuromuscular
Stimulation for Upper
Extremity Motor and
Functional Recovery in
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Acute Hemiplegia. Stroke.
1998; 29:975-979.

Developer’s Response
Please respond to each
comment

Kraft GH, Fitts SS and
Hammond, MC. Techniques
to improve function of the
arm and hand in chronic
hemiplegia. Arch. Phys.
Med. Rehabil. 1992; 73:
220-227.

The report also does not mention the
review articles published in this area.
For example:
Kroon JR, van der Lee JH,
Ijzerman MJ, Lankhorst GJ.
Therapeutic electrical
stimulation to improve motor
control and functional
abilities of the upper
extremity after stroke: a
systematic review. Clinical
Rehabilitation 2002 16: 350360
Chae J, Bethoux F, Bohinc
T, Dobos L Davis T, Friedl
A. Neuromuscular
Stimulation for Upper
Extremity Motor and
Functional Recovery in
Acute Hemiplegia. Stroke
1998; 29: 975-979
Chae J, Yu D. A critical
review of neuromuscular
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electrical stimulation for
treatment of motor
dysfunction in hemiplegia.
Asst Technol 2000; 12: 3349

Developer’s Response
Please respond to each
comment

Chae J, Sheffler L, Knutson
J. Neuromuscular electrical
stimulation for motor
restoration in hemiplegia.
Top Stroke Rehabil. 2008
Sep-Oct;15(5):412-26.
Sheffler LR, Chae J.
Neuromuscular electrical
stimulation in
neurorehabilitation. Muscle
Nerve. 2007 May;35(5):56290.
de Kroon JR, Ijzerman MJ,
Chae J, Lankhorst GJ,
Zilvold G. Relation between
stimulation characteristics
and clinical outcome in
studies using electrical
stimulation to improve motor
control of the upper
extremity in stroke. J
Rehabil Med. 2005
Mar;37(2):65-74.

Conclusion of the report
The overall conclusions of the review
of the evidence for the use of
electrical stimulation for retraining
function following stroke is probably
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representative of the state of field;
that is that there is evidence for the
efficacy and safety of the technique
but large scale trials and evidence
for cost effectiveness are lacking.
However, the wording used in the
recommendation is not very clear,
offering guidance on the staff who
should provide the treatment if it is
considered appropriate but not
giving any recommendation on when
the treatment is appropriate. The
recommendations on the other
interventions in this section appear
clearer.

Developer’s Response
Please respond to each
comment

th

Addition to this report 16 November
2011
On further reading of the Guidelines
we have noticed that the
recommendation for the use of
electrical stimulation in section 5.1 –
5 and section 5.2 – 18 is different
from what is written in section
11.2.2. The latter section does not
include the phrase “Do not routinely
offer functional electrical stimulation
for the hand and arm.”
Consequently it is not at all clear
what the recommendation of the
report is. As the overwhelming
evidence for the technique appears
positive and consistent, the
statement does not appear justified,
particularly in comparisons to other
interventions that receive a stronger
recommendation based on what
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appears weaker evidence such as
AFO use. Please clarify the reports
position.

Developer’s Response
Please respond to each
comment
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Society for
Research in
Rehabilitation
(SRR)

59

full

231

Line No

Comments
Please insert each new comment in a
new row.
The area of physical activity and
exercise and fitness training after
stroke does not seem to have been
addressed, in contrast to a range of other
guidelines for stroke. This is an important
area that we recommend be included.
There is robust evidence that physical
fitness is reduced after stroke (Ivey et al.
2005), that this impacts on activity,
participation and well-being (Mayo et al.
1999). Furthermore, there is robust
evidence that physical fitness training after
stroke is safe, feasible and effective for a
range of outcomes (Mead et al. 2007,
Saunders et al. 2009).

Developer’s Response
Please respond to
each comment
Thank you for your
comment. Further work
has been conducted
post consultation and an
additional review of
cardiorespiratory
exercise has been
completed and was
considered by the GDG
and further
recommendations for
physical activity and
exercise have been
made.

A number of clinical guidelines and policy
documents now recommend that stroke
survivors be encouraged to participate in
physical fitness training (SIGN 108, 2008;
SIGN 118, 2010; RCP, 2008; Scottish
Government’s Better Heart Disease and
Stroke Care Action Plan, 2009). There
are national guidelines for communitybased Exercise after Stroke services
(http://www.exerciseafterstroke.org.uk/) ,
as well as an academically accredited
course for exercise professionals to work
with stroke survivors
(http://www.laterlifetraining.co.uk/courses/
exercise-for-stroke-instructor/).
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938.

SH

British
Association of
Stroke
Physicians
(BASP)

42

Full

231

1

939.

SH

Greater
Manchester and
Cheshire
Cardiac and
Stroke Network

59

Full

231

1

Comments
Please insert each new comment in a
new row.
“Major Life areas” is unusual heading.
Given that the section only addresses
employment, why not just call the section
employment or return to work? BASP is
concerned by the omission of other
important major life issues such as sexual
function, leisure activities, self
management/self efficacy, housing, driving
etc..

“Major Life areas” is a very odd title. In fact
it only addresses 13.1 Employment and
there isn’t a 13.2 so why not just call the
section employment or return to work?
Suggests you think the only “major life
area” is employment!

Developer’s Response
Please respond to
each comment
The headings and order
of the guideline have
been reconsidered by
the GDG following
further work undertaken
post consultation. This
includes long term
health and social
support, such as selfmanagement and social
participation, for
instance, leisure
activities, accessing
support groups, driving,
supporting social roles.
The GDG have made
further
recommendations for
these areas in light of
additional work
conducted.
The headings and order
of the guideline have
been reconsidered by
the GDG following
further work undertaken
post consultation.
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new row.
“Major Life areas” is a very odd title. In fact
it only addresses 13.1 Employment and
there isn’t a 13.2 so why not just call the
section employment or return to work?
Suggests you think the only “major life
area” is employment!

Developer’s Response
Please respond to
each comment
The headings and order
of the guideline have
been reconsidered by
the GDG following
further work undertaken.

1

“Major Life areas” is a very odd title. In fact
it only addresses 13.1 Employment and
there isn’t a 13.2 so why not just call the
section employment or return to work?
Suggests you think the only “major life
area” is employment!

The headings and order
of the guideline have
been reconsidered by
the GDG following
further work undertaken
post consultation.

231

4

In considering importance of work,
consider “physical and psychological ill
health”

Thank you for your
comment.

231

21

Liaison should be with employers “and
occupational health teams”

Thank you for your
comment.
The introduction states
that vocational
rehabilitation is
multidisciplinary and is
often delivered by
occupational and
psychology health
professionals based
within community
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940.

SH

Intercollegiate
Working Party
for Stroke

149

Full

231

1

941.

SH

National
CLAHRC
Stroke Group

34

Full

231

942.

SH

The North of
England
Cardiovascular
Network

12

Full

943.

SH

NHS Plus

1

Full
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Developer’s Response
Please respond to
each comment
rehabilitation teams. And
these would be liaising
with employers.

SH

NHS Plus

2

Full

236

1

See also: Managing long-term sickness
absence and incapacity to work. NICE
public health guidance 19 (2009)

Thank you for your
comment. We have
placed greater emphasis
on managing people in
line with the
recommendations made
in this guideline. The
NICE electronic pathway
will link directly to these
recommendations.

To
238

The NICE guidance on sickness absence
should have much greater emphasis here.
Including only as “See also” without
providing any detail or commentary
understates the important
recommendation in PH19 that have direct
relevance here.
It would have more impact if:
a. The note was changed to something
like “These recommendations should
be read in conjunction with those in
Managing long-term sickness absence
and incapacity to work. NICE public
health guidance 19 (2009)”
b. The specific recommendations in
PH19 could be summarised in the
notes to the recommendation making
them immediately accessible.
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6

Full

239

Full

36-37

Full

239
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Support and
relationships

It was disappointing to see that the role
of supporting information was not
championed more generally in terms of
the positive effect of information provision
on mood and well being. The benefits of
this to quality of life are rehearsed in the
recent publication by the Stroke
Improvement Programme ‘Psychological
care after stroke: Improving stroke
services for people with
cognitive and mood disorders’.
Recommendation: include Support and
Relationships both information provision
and psychological therapies to the list of
priorities mentioned on pages 36-37.
Both underpin all the other rehabilitation
and support aims.

10

This question relates to ‘What is the
clinical and cost-effectiveness of
supported information provision versus
unsupported information provision on
mood and depression in people?’. It is
unclear why this question was selected
and the GDG did not consider the impact
of information provision on quality of life?

Developer’s Response
Please respond to each
comment
Noted, thank you for your
comment. The studies
included in the review did
not find any significant
effect on mood, however
the GDG acknowledged
that a large number of
different personal or
social factors could
influence the results and
that these were often
difficult to identify and
capture within the context
of a study. The
consensus of the group
was that the provision of
information was important
and reference will be
made to the Patient
experience in adult NHS
services guideline (CG
138) which covers both
information and support
for patients and carers.
The GDG acknowledged
that provision of
information is important
but agreed a more useful
question to address
related to if active
methods of information
provision rather than
passive (giving out written
information)
demonstrated positive
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247

16

Why are these costings for Psychologist
different from previous ones?

Thank you for your
comment. The costs for
psychologists have been
checked across the
guideline and updated to
be consistent.

Full

249

1

The recommendation table appears
twice, once at the top of p 249 and once
at the top of 250.

Thank you for your
comment. The template is
designed to repeat the
recommendations on
follow-on pages to aid
reading.

Full

249

1

The recommendation table appears
twice, once at the top of p249 and once
at the top of p250.

Thank you for your
comment. The template is
designed to repeat the
recommendations on
follow-on pages to aid
reading.

Developer’s Response
Please respond to each
comment
effects on mood and
activities of daily living.
Improvement in mood or
not being depressed
would impact on the
person’s quality of life.
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249

1

The recommendation table appears
twice, once at the top of p 249 and once
at the top of 250.

Full

249

1

In recommendations section, consider
adding “Provide information in varying
formats - written, recordings of verbal
conversations, DVD, CD etc"

Full

250

14.2 Psychological Therapies

252

In view of the fact that many people with
stroke suffer from cognitive and speech
impairments which lead to difficulties with
verbal expression and communication, I
feel that it is a serious omission that there
is no discussion of the potential role of
non-verbal psychological therapies such
art therapy, music therapy or drama
therapy. At the minimum the arts
therapies should be included where other
psychological therapies are mentioned
(see below; points 2, 3 & 4).

Developer’s Response
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comment
Thank you for your
comment. The template is
designed to repeat the
recommendations on
follow-on pages to aid
reading.

Thank you for your
comment. We will refer to
the Patient experience in
adult NHS services
guideline (CG 138) which
covers information and
support for patients and
carers and makes a
specific recommendation
on using appropriate
formats.
Thank you for your
comment. We were
unfortunately unable to
cover all areas of stroke
rehabilitation with the
resources and time
available. Art therapy was
not included in the scope
and we are therefore
unable to make any
comment on this within
the guideline.

Rationale:

Page 500 of 605

T
y
p
e

Stakeholder

Order
No

Document

Page No

Line No

Comments
Please insert each new comment in a
new row.


Developer’s Response
Please respond to each
comment

I refer to the Stroke rehabilitation:
Scope Consultation Table 28 Jan
2010 – 24 Feb 2010 which states in
response to the British Associaton of
Art Therapists that:
“We agree that art therapists, music
therapists and drama therapists
have an important role in the
rehabilitation of people after stroke.
The scope has been revised to
state that: A rehabilitation service
comprises an appropriately skilled
multidisciplinary team of people
who work together towards
common goals for each person with
stroke, involve and educate the
person, family and carers, and can
resolve most of the common
problems faced by people with
stroke” (p.92)

The impact of emotional difficulties on
long-term physical, psychological and
social rehabilitation is acknowledged in
the National Stroke Strategy (DoH,
2007). The Arts Therapies are
recognised for their non-verbal approach,
and the Strategy suggests that:
“A number of Allied Health
Professionals can support access and
may also be able to deliver
psychological therapies- for example
art therapists…and that services
should consider how they can support
access for people with communication
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and cognitive difficulties to these
opportunities” (p.43).


The DOH National Stroke Strategy
(2007) also states that targeted
interventions can help specific
problems and includes rehabilitation
specialist e.g. engaging in art and
leisure activities.



Arts therapists registered with the
Health Professions Council are able to
offer flexible, creative and innovative
approaches, grounded in core
psychotherapeutic principles. As part
of a multidisciplinary team, these
approaches can be helpful in
supporting individuals and carers with
post-stroke emotional disorders and
relationship issues. The inclusion of
non-verbal psychological therapies
such as the arts therapies within a
multidisciplinary approach is particular
appropriate for patients who may have
complex issues (including cognitive
and communication impairment),
which might impact on their ability to
participate in standard verbal
interventions.



See supporting evidence (number 4).
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The most obvious and biggest area of
omission in the guidelines is the minimal
mention of families – I note that in the
evidence on page 250, the team
conducted a literature search to look for
RCT’s on the effectiveness of conducting
psychological therapies in the context of
families and found no RCT’s. On this
basis they appear to have decided to
make no recommendations. This
thinking appears flawed as there have
been so few funded psychologists
working in this area there has not been
the opportunity to build up the RCTs.
The lack of evidence base therefore will
perpetuate the lack of provision.
The same point covers the sparse
comments on the use of psychological
therapies, and it appears that the only
mood disorder considered has been
depression – there is no mention of
anxiety, anger, mood lability,etc. But
again the lack of current provision means
only a limited ability to build up the
research evidence.
The limitations are further compounded
by the following decision

22

“The GDG noted that patient experience
studies and patient views using
qualitative research would not be
appropriate to answer this question.”
By this decision the GDG effectively
discounted the vast majority of the
reported psychological work in the field.

Developer’s Response
Please respond to each
comment
Thank you for your
comment. The literature
search conducted for this
question was for
systematic reviews (of
RCTs, cohort studies or
observational studies), or
RCTs. None were found,
but when considering
extending searches the
GDG believed there were
no observational studies
of a reasonable size
available to warrant
considering this study
design. From update
searches conducted one
study was found and this
has been added. A further
recommendation has
been made to provide
education and support to
patients and carers about
the emotional adjustment
required post stroke.
The GDG have made a
recommendation for
research on which
neuropsychological
interventions should be
provided to identified
subgroups of stoke
patients and their families
at different stages of the
care pathway.
Reference will be made to
other NICE guidance
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(p.22). The RCT methodology is far less
appropriate to this field than other
therapies and treatment – particularly
given the sparcity of practioners in the
field.
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Full
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14.2 Psychological Therapies
Supporting evidence relating to the use
of Art Therapy/Psychotherapy:
● A study conducted by Symmons, J et
al, (2011) aimed to understand the
experience of participation in visual art
from the perspective of adults undergoing
outpatient physical rehabilitation and to
determine whether art has a place in this
context.
This qualitative study involved
interviewing adults who attended a
weekly art class run by a qualified art
teacher and occupational therapists in an
outpatient physical rehabilitation setting.
Nine participants with neurological
conditions discussed their experience of
the programme and the goals they were
working towards or had achieved through
painting.

Developer’s Response
Please respond to each
comment
Depression: the treatment
and management of
depression in adults (CG
90), Depression in adults
with a chronic physical
health problem (CG 91)
and Generalised anxiety
disorder and panic
disorder (with or without
agoraphobia) in adults
(CG113). The GDG
agreed that the
recommendations were
applicable to a stroke
population.
Thank you for your
comment. We were
unfortunately unable to
cover all areas of stroke
rehabilitation with the
resources and time
available. Art therapy was
not included in the scope
and was not a therapy
considered in the
psychological question
reviewed and we are
therefore unable to make
any comment on this
within the guideline.
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The themes that emerged from the study
show that art contributed to the
participants meeting their individual
rehabilitation goals. It also assisted the
participants in using time, increasing
enjoyment, regaining confidence and
planning for engagement in future
activities. All these achievements were
seen by the participants to contribute to
their rehabilitation or recovery. The
identified themes align with the aims of
rehabilitation and are similar to findings
from many other studies investigating the
use of art by people affected by illness or
disability.
The findings of this study inform clinical
practice in the use of visual art with
clients in rehabilitation and validate its
place in a physical rehabilitation
programme.
● Michaels (2010) suggests that, as part
of a multi-disciplinary approach,
psychodynamic art psychotherapy is
particularly appropriate for those with
entrenched emotional and psychosocial
difficulties, and/or complex needs, for
whom standard treatments and solely
verbal forms of psychological help are
less accessible.
The discussion explores the dynamic
themes concerning the painful struggle to
hold open a mental space for thinking
about the traumatic impact of acute
stroke. The case material suggests that
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art therapy offers a potential 'space for
linking' shattered and meaningless
experience, by mediating between mind
and body, self and other, past and
present.
● Weston (2008) emphasises the nonverbal aspects of the arts within a
therapeutic relationship. Drawing on
Wald (1989) and McGraw (1989), she
highlights the importance of the sensory
quality of art materials, enabling people
to ‘access feeling and trigger memory,
and engage many parts of the brain’
(p.215), even at early stages of recovery.
Case material suggests that, as insight
develops within the therapeutic
relationship, a space may open up for
working through issues of loss, grief and
anger.
● Kim, Kim, Lee & Chun (2008), noted
that improvements in communication
were particularly linked to the therapist’s
recognition of the ‘patient’s pictorially
described reality’ (p.133), as well as
physical and psychological stimulation.
● It is also seen that AT can serve as a
rehabilitation method in a complex
diagnosis and links have been made
between trauma, psychological problems
and poor recovery after stroke (Noble
and Schenk, 2008).
Pachalska, M. et al (2006) talk about
patients who survived Nazi concentration
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camps are now in advanced age, so that
rehabilitation centers in Poland are
seeing increasing numbers of such
patients, especially after strokes. In many
cases, the process of rehabilitation is
severely hampered by Post-Traumatic
Stress Disorder (PTSD), while the
neuropsychological consequences of the
stroke itself often evoke traumatic
memories and simultaneously
disorganize or destroy the patient's
previous coping mechanisms. The
present study describes the program
developed by the authors for
concentration camp survivors in poststroke rehabilitation, including the use of
art therapy and specially prepared films
to help the patients cope with PTSD. The
experimental group (KL) consisted of 8
such patients (4 men, 4 women, aver-age
age 79.1 +/- 4.28) with mild post-stroke
aphasia who went through the PTSD
program, while the comparison group (C)
included 8 post-stroke patients. matched
for age and gender, who were not
concentration camp survivors and
showed no premorbid symptoms of
PTSD. All subjects were tested at
baseline and again 3 months later, using
structured interview and observation,
self-rating scales for three basic negative
emotions (anger, anxiety and sadness)
and the Frustration and Aggression Test
for the Disabled.
The results showed significant
differences between the groups at
baseline, while at follow-up the
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differences between groups had changed
in both extent and distribution.
● A study by Kovalchuk (2007)
addresses the efficacy of different
psychotherapeutic techniques in the
rehabilitation of patients who survived
stroke. Psychotherapeutic effect on a
level of rehabilitation of different functions
in post-stroke patients as well as their
psycho-emotional state have been
studied in 407 patients after acute
disturbance of brain blood circulation. To
evaluate psychoemotional status of
patients, they used the Wakefield scale
for depression self-rating and the Beck
Inventory. Disturbance and rehabilitation
level of different functions as well as
efficacy of rehabilitative measures in
patients were assessed using the Bartel
scale, the Lindmark scale and the
Scandinavian stroke scale. The incidence
of the main types of psychoemotional
disorders among post-stroke patients
was determined in the frames of the
study. They also analysed the efficacy of
the following psychotherapeutic
techniques: persuasion, suggestion,
Coue method of self-suggestion,
autogenic training, art-therapy,
catharsis, causal, game and behavioural
psychotherapeutic techniques. Efficacy
coefficients were calculated using
specifically developed equations for each
type of psychotherapy studied. In
conclusion, the use of some
psychotherapeutic techniques in the
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rehabilitation of post-stroke patients is
not always necessary and sometimes
may lead to negative results. The most
effective proved to be persuasion, reality
suggestion, self-suggestion (Coue
method) and art therapy.
● Yaretzky et al, (2006) review group
work with clay as an additional form of
therapy with a group of 8 patients with
Cerebrovascular Accident (CVA), or
stroke, and femur neck fractures. The
objective of the therapy was to combine
bilateral sensorimotor activities of the
upper limbs with social interaction
directed towards future leisure-time
activity. The subject of the clay work was
the home; which is central in the life of
the elderly person. The article describes
initial group activity with two groups of
patients. Analysis of the activity was
through retrospective observation;
examining videotapes, photographs, and
questionnaires at the end of each
session. Group work with clay provided a
sensorimotor therapeutic solution in
geriatric rehabilitation, further
comprehensive comparative research
using accepted function indices is being
conducted on using other methods and
materials.
● Garner (1996) and Carol (2006)
suggest that the flexibility and complexity
of artmaking, together with its ability to
connect physical and psychological
resources, makes it well suited to
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address the wide range of deficits often
experienced by individuals with brain
injury, including stroke. The journal for
the American Academy of Neurology
described art therapy as an emerging
mainstream healthcare profession, being
increasingly used to augment standard
medical treatments (Brey, 2006).
● Within a time-limited psychotherapeutic
group approach Gonen & Soroker (2000)
encourage the use of imagination,
symbolic representation and metaphor.
The artwork acts as a catalyst for
observation and discussion of common
themes and issues; promoting selfexpression and relationship with others
and exposing individuals to different
coping strategies.
In 1991 Art therapy (AT) was
incorporated in the stroke-rehabilitation
program of the Loewenstein Hospital
located in Raanana, Israel (Gonen, Ring,
Stern, & Soroker, 1992). From the very
beginning the staff felt the need to
develop a structured model of AT for the
subacute stroke patients undergoing
intensive rehabilitation. A prerequisite
from such a model would be the creation
of a form complementary to the
conventional treatment modalities
already being applied in the rehabilitation
program, and a consideration to such
constraints as mean hospitalization time
and restricted number of qualified AT
clinicians versus a large number of
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patients in need. They also believed that
the structured model to be developed
should include means for assessing its
efficiency with respect to its declared
objectives. In this paper they describe the
Loewenstein model of AT for stroke
patients, and the means developed for
evaluating the role of AT as a part of a
rehabilitation program. The outcome was
dependant on various factors, ie. Length
of treatment, group or individual and the
confidence of AT staff. However, for
many stroke patients with a large variety
of neurological and neuropsychological
manifestations, who participated in their
AT groups, the model presented was
found to be appropriate and effective.
● Wald (1999) suggests that apathy and
failure to rehabilitate can occur when a
patient fails to take part in their own
rehabilitation. She suggests that the
flexible, practical and imaginative aspects
that are implicit in art-making within a
therapeutic environment, can facilitate
the person’s own process of engaging
with the struggles of life.
● Mishkind’s (1998) qualitative study of
the Institutionalized Stroke Patient
documents one woman's opportunity for
self-growth and increased quality of life
through the use of art therapy. The
purpose of this research is to gain
theoretical insight into the various art
therapy methods that can be utilized with
the left hemisphere damaged aphasic
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and apraxic stroke patient. Thus,
ultimately increasing the quality of their
life through the examination of right
cerebral hemisphere functioning, and
how that can equate to new learning.
Also documented in this study is the
increased lucidity gained by this
individual through right brain dominant
procedures over a four month period.
This study combines the gentle teachings
of art therapy and applied clinical
neuropsychology in an account of one
client's neurological, psychological, and
psychosocial growth.
This research emphasizes that with
patience, empathetic understanding, and
a strong therapeutic relationship, the
cerebral vascular accident client can
realize dramatically improved functioning.
● Wisdom (1997) emphasises the
symbolic nature of art and its capacity to
hold and express the unspeakable, as
well as to offer opportunities for
reflection, and to facilitate choice and
control in the face of loss and
powerlessness.
● Masihiah (1996) writes in his paper that
Stroke patients experience physical,
emotional, and social difficulties during
various stages of the rehabilitation
process. Use of painting as a means of
self-expression can help by providing an
outlet for the release of emotions that the
patient can no longer hold inside. A
series of paintings by N., a 57-yr- old
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male stroke patient, offers a clear
demonstration of the artistic process as a
vehicle for airing feelings of anger,
yearning, loneliness, and the desire to
make contact. As the only Arab patient in
a Jewish hospital, N. used symbols that
developed out of his experience of a
culture that was foreign to him. His
paintings offer a striking example of the
integrative role that art can play in the
recognition and organization of the
internal conflicts experienced by the
patient.
● Weinberg, Diane J (1985) Discusses
the potential of computer art therapy as
an adjunct to conventional rehabilitative
art therapy with quadriplegic, cerebral
vascular accident (stroke), and brain
trauma patients. Limitations of
conventional art therapy with each of
these 3 types of patients are described,
and the capabilities of a graphic art
program called Video Easel are
delineated. It is argued that computer art
therapy has the potential to help patients
adapt and cope and value remaining
functions through successful art
experiences, increase self-esteem and
motivation, provide a nonthreatening way
to express anger and frustration and a
temporary escape from the awareness of
physical and mental pain, and allow for
autonomy and control.
● Sandburg, L. et al (1984) Describes a
therapeutic technique in which stimulus
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drawings are used to facilitate diagnosis
and/or treatment with adult psychiatric
patients, stroke patients, and adolescent
art therapy clients. The technique
consists of presenting a set of 50 line
drawings of people, animals, places, and
things and asking the patients to choose
some drawings, imagining something
happening to the subjects chosen, and
showing what is happening in drawings
of their own. When response drawings
are finished, they are discussed. A case
of a withdrawn 16-yr-old male illustrates
the use of the technique in therapy.
● A case report by Kim, Sun-Hyun(1980)
discusses the potential for art therapy to
aid in the recovery of early-chronic stroke
patients. The patient was diagnosed with
having a subarachnoid haemorrhage
from a cerebral aneurysm rupture 1 year
prior to hospitalisation. Therapies used
as part of the patients treatment included
10 weeks of art therapy conducted twice
a week, resulting in improvements in the
patient’s emotions and cognition. The
patient’s artwork provides an especially
valuable opportunity for tracking
improvements in cognition not easily
detected in standard rehabilitation
therapy. Results from the MMSE, MVPT,
and psychological tests conducted before
and after art therapy treatment showed
improved scores in visual perception and
cognition, as well as an increase in motor
activity and function as a secondary
effect. This case report suggests that art

Page 514 of 605

T
y
p
e

Stakeholder

Order
No

Document

Page No

Line No

Comments
Please insert each new comment in a
new row.

Developer’s Response
Please respond to each
comment

therapy may have a positive therapeutic
effect on chronic stroke patients.
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Section 14.2 of the document draws
attention to the importance of a
multidisciplinary approach and adapting
an intervention ‘to suit an individual’s
cognitive and/or physical presentation’.
With reference to the above I would
suggest the following changes to include
arts therapists:

We agree that a number
of different professionals
may provide
psychological therapies.
The ones stated are given
as an example and are
not meant to be definitive.

‘Within the NHS, psychological
therapies are provided by members
of different professional disciplines,
including neuropsychologists, clinical
psychologists, specially trained
mental health nurses, occupational
therapists, counsellors,
psychotherapists and arts
therapists.’
958.

S
H

British
Association of Art
Therapists
(BAAT)

2

Full

250

14-16

Section 14.2 states that ‘It is often useful
to draw upon a variety of psychological
models...’ (line14), but does not include
non-verbal psychological therapies such
as the arts therapies.

Thank you for your
suggestion.

I would suggest the following addition:
‘It is often useful to draw upon a
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variety of psychological models (eg
Behaviour therapy, cognitive
behaviour therapy and also
supportive counselling) depending on
the individual’s presentation. Nonverbal psychological therapies
such as art therapy, music therapy
and drama therapy may be
particularly appropriate for
patients where physical, cognitive
and emotional difficulties impact
on their ability to participate in
standard verbal treatments.’

959.

S
H

The North of
England
Cardiovascular
Network

15

Full

250

3

This whole section perhaps needs
expanding and more detail.

Thank you for your
comment. The full
guideline has been reordered and the content
revised.

960.

S
H

The North of
England
Cardiovascular
Network

16

Full

250

7

Widen the remit of this section to include
psychological care provided by all staff,
not just psychologists (and change title of
this section to reflect this?).
Describe the psychological support and
strategies offered by whole MDT (see
competencies framework). Consider
relating to the “4 tier model” (used in
national cancer framework/docs and now
generalising into other areas of physical
health) whereby MDT operate at levels 1
and 2 and refer on to level 3 and 4 for
specialised input. Specialists support

Thank you for your
suggestion. The
introduction describes a
range of professionals
who may provide
psychological therapies
but this was given as an
example and not meant to
be definitive.
Further work has been
undertaken post
consultation to address
MDT working,
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MDT through training, supervision,
consultancy). The whole team should be
incorporating psychological aspects into
all aspects of rehabilitation. Differentiate
between, and describe more fully,
psychological therapies offered directly
by specialists (e.g. individual, couples,
family, group work and the various
therapy models).

961.

S
H

The North of
England
Cardiovascular
Network

17

Full

250

12

Typo – (incorrect use of apostrophe for
plural)

962.

S
H

Different Strokes

2

Full

250

15

There is mention of cognitive behavioural
therapy as an intervention for stroke,
however it is recognised that other types
of therapy are equally effective as a
psychological intervention e.g. person
centred therapy; psychodynamic therapy
and yet they are not mentioned

Developer’s Response
Please respond to each
comment
assessment, discharge
and transfer of care,
rehabilitation planning
and long term health and
social support. The
psychological and
emotional needs of
patients and carers have
been considered by the
GDG when formulating
recommendations for
these areas.
Thank you for your
comment. We have
amended the guideline
accordingly.

Thank you for your
comment. We were
unfortunately unable to
cover all areas of
psychological therapies in
the time and resources
available. The GDG
therefore prioritised the
questions to be
addressed by the
guideline. Reference will
be made to other NICE
guidance Depression:
the treatment and
management of
depression in adults (CG
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963.

S
H

The North of
England
Cardiovascular
Network

18

Full

964.

S
H

The North of
England
Cardiovascular
Network

22

Full
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250

16

Typo – (full stop missing).

251

1

Why are carers’ and patients’
psychological needs combined into one
section. Their needs may be very
different (different forms of assessment,
intervention) and perhaps therefore
should be addressed separately? E.g.
SAD-Q relevant for some pts, not usually
carers.

Developer’s Response
Please respond to each
comment
90), Depression in adults
with a chronic physical
health problem (CG 91)
and Generalised anxiety
disorder and panic
disorder (with or without
agoraphobia) in adults
(CG113). The GDG
agreed that the
recommendations within
these guidelines were
applicable to a stroke
population.
Thank you for your
comment. We have
amended the guideline
accordingly.

Thank you for your
comment.
The focus of the review
was on the family and/or
carers but could also
include the patient. We
recognise that
psychological needs may
be different, and this has
been addressed in the
further work undertaken
post consultation. This
includes: assessment,
discharge and transfer of
care, rehabilitation
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23

Full
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1

DISCS could be mentioned in mood
screening as it is validated tool
mentioned in other guidelines?

Developer’s Response
Please respond to each
comment
planning and long term
health and social support.
Reference has been
made to the other NICE
guidelines listed below:
Depression: the
treatment and
management of
depression in adults (CG
90), Depression in adults
with a chronic physical
health problem (CG 91)
and Generalised anxiety
disorder and panic
disorder (with or without
agoraphobia) in adults
(CG113). The GDG
agreed that the
recommendations were
applicable to a stroke
population.
Thank you for your
suggestion. We would
have included any quality
of life or depression
outcome. The ones listed
in the protocol are those
highlighted by the GDG
as examples only.
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Full
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2

The BPS recommends that mention be
made, alongside the mood outcomes
listed here, of the Patient Health
Questionnaire (PHQ). Evidence for the
reliability and validity of this scale in the
accurate detection of PSD is converging
(e.g. Williams et al., 2005) and the scale
is useful clinically, given its brevity and
ease of use.

Developer’s Response
Please respond to each
comment
Thank you for your
suggestion. We would
have included any quality
of life or depression
outcome. The ones listed
in the protocol are those
highlighted by the GDG
as examples only. .

Reference/s:
Williams, L.S., Brizendine, E.J., Plue,
L., Bakas, T., Tu, W., Hendrie, H. &
Kroenke, K. (2005). Performance of
the PHQ-9 as a Screening Tool for
Depression after Stroke. Stroke, 36,
635-638.
967.

S
H

British
Association of Art
Therapists
(BAAT)

5

Full

251

12

Intervention Costs
The suggestion for intervention costs are
based upon clinical psychologists,
whereas some of the psychotherapeutic
modalities such as the arts therapies may
be of lower cost, eg. arts
therapists/psychotherapists are typically
employed at Band 7.

Thank you for your
comment. Although a
number of different
professionals may
provide psychological
therapies, staff costs
were estimated using the
typical salary band of
someone delivering the
intervention as identified
by clinical GDG
members.
We were unfortunately
unable to cover all areas
of stroke rehabilitation
with the resources and
time available. Art therapy
was not included in the
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968.

S
H

South Central
Cardiovascular
Network

11

Full

969.

S
H

The North of
England
Cardiovascular
Network

19

970.

S
H

Association of
Chartered
Physiotherapists
in Neurology
(ACPIN)

21
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Comments
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251

16

Community based clinical psychologist
£90/hr doesn’t match up with the low
costs cited on page 63 line 12.

Thank you for your
comment. The costs for
psychologists have been
checked across the
guideline and updated to
be consistent.

Full

251

16

Do these costings for psychology match
those elsewhere in document? (e.g. pg
63, line 12)

Thank you for your
comment. The costs for
psychologists have been
checked across the
guideline and updated to
be consistent.

FULL

252

3

The statement ‘assess mood particularly
when emotional functioning affects
neurological rehabilitation’- why only
when it affects rehabilitation, what about
the effect on day to day functioning and
quality of life

Developer’s Response
Please respond to each
comment
scope and was not a
therapy considered in the
psychological question
reviewed, therefore we
did not look specifically at
its cost.

The GDG agree that
psychological needs will
vary over time and in
different settings and
have acknowledged this
in their recommedations.t
Further work has been
undertaken post
consultation to address
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MDT working,
assessment, discharge
and transfer of care,
rehabilitation planning
and long term health and
social support. The
psychological and
emotional needs of
patients and carers have
been considered by the
GDG when formulating
recommendations for
these areas. Referring
has also been made to
the following NICE
guidelines: Depression:
the treatment and
management of
depression in adults (CG
90), Depression in adults
with a chronic physical
health problem (CG 91)
and Generalised anxiety
disorder and panic
disorder (with or without
agoraphobia) in adults
(CG113). The GDG
agreed that the
recommendations were
applicable to a stroke
population.
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The North of
England
Cardiovascular
Network

20
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S
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The North of
England
Cardiovascular
Network

21

Full
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252

3

Consider changing wording. It’s not the
“diagnosis of stroke” but the “stroke”
itself, which affects relationships.

252

3

In the Table, re mood screening, why is it
“not possible to provide details of what
assessments should comprise”? Lots of
work being done on this nationally, and
including the new document
“Psychological Care After Stroke” (NHS
Improvement). Mood screening should
be carried out at key points throughout
the rehab journey, and all or most MDT
staff should be able to do this using
relevant validated tools.

Developer’s Response
Please respond to each
comment
Thank you for your
comment, we have
amended this section.

Thank you for your
comment. Further work
undertaken post
consultation has
addressed screening and
assessment tools used in
stroke rehabilitation as
part of a Delphi survey.
consensus was not
reached on which
assessment tools to use
and therefore it has not
been possible to make
specific recommendations
in this area . The GDG
have specified that a
comprehensive
assessment of
psychological and
emotional functioning
should be carried out as
part of rehabilitation
planning.
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24

Full
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252

3

More detail needed about how, in the
absence of detailed research evidence
into specific psychological therapies for
stroke at present, we need to generalise
research findings from areas other than
stroke. (EG evidence for CBT in
depression). However, there are studies
happening now, e.g. CBT for stroke
(Nadina Lincoln).

252

3

Somewhere in this section, add more
detail on other psychological aspects of
care, often carried out by other MDT
members, (not just psychologist). E.g.
mood screening, motivational counselling
and support on lifestyle change.
Psychological aspects of goal setting.
Treating anxiety and depression.

Developer’s Response
Please respond to each
comment
We will be referring to the
following NICE
guidelines: Depression:
the treatment and
management of
depression in adults (CG
90), Depression in adults
with a chronic physical
health problem (CG 91)
and Generalised anxiety
disorder and panic
disorder (with or without
agoraphobia) in adults
(CG113). The GDG
agreed that the
recommendations were
applicable to a stroke
population. This has
been made explicit in the
recommendations and
link to evidence section.
Thank you for your
comment.
Further work undertaken
post consultation has
addressed screening and
assessment for
rehabilitation, MDT
working, goal setting, ,
long term health and
social care and support in
social roles . This has
been added to an
additional section of the
guideline. We have also
referred to the following
other NICE guidance:
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Full
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3

Include in psychology section;
helping/training carers to deal with
challenging behaviour?
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Depression: the
treatment and
management of
depression in adults (CG
90), Depression in adults
with a chronic physical
health problem (CG 91)
and Generalised anxiety
disorder and panic
disorder (with or without
agoraphobia) in adults
(CG113).
Thank you for your
comment. Further work
undertaken post
consultation has
addressed the education
and support needs of
family and carers, and the
GDG have made further
recommendations to
address this at different
stages of the stroke
pathway.
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Cumbria and
Lancashire Cardiac
and Stroke Networks

6

full

253

1

“the outcomes considered don't really
capture any outcomes related to SLT
(Speech and language) issues.”

As the review addressed early
supported discharge
compared with usual care the
GDG prioritised general
outcomes that measure
mobility, function ADL,
readmission etc. as the key
outcomes for this question.

NHS Devon

6

Full

253

15

It is unclear why the section on service
delivery takes no account of:
1. Models of inpatient rehabilitation
2. Use of stroke competencies
3. Interface between health and social
care
4. Why only intensity of SLT is included
here and no mention of other areas of
therapies

Thank you for your comment.
These areas were not
included in the scope and
therefore were not addressed.
However further work has
been undertaken post
consultation to address the
structure and process of
stroke rehabilitation such as,
MDT working, screening and
assessment for rehabilitation,
discharge planning and
transfer of care, interface and
co-ordination between health
and social care services and
long term health and social
care needs.
The GDG considered that
intensity of SLT and
rehabilitation were important
questions to address and this
is why they were prioritised for
inclusion. A further review on
SLT for aphasia was
conducted post consultation
and will be added to the
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guideline.

979.

SH

Welsh Stroke Alliance
(Rehab Sub group)

20

Full

253

17

The review of Early Supported Discharge is
inadequate. Studies that were included in
the Cochrane Review by the Early
Supported Discharge Trialists (2005) are
not included. There is an overuse of
consensus from the Guideline Development
Group particularly in the “Other
considerations”. There are concerns about
the recommendations particularly the
criteria for discharge adn the lack of
consideration of cognitive and language
difficulties.

Thank you for your comment.
We checked independently all
the included studies in the
Early Supported Discharge
Trialists (2005) for potential
inclusion in our review as a
way of quality assurance and
included 10 relevant primary
studies from this Cochrane
review that matched and
addressed our specified
protocol.
We did not include the
Cochrane Review by the Early
Supported Discharge Trialists
(2005) in our review of
evidence for this question
because it included a range of
interventions and outcomes
that were not pre-specified in
our protocol (subjective health
status, patient satisfaction,
activities of daily, amongst
others).
Please see excluded studies
with reasons in the appendix
M
The GDG used both the
evidence available and their
collective expertise when
making recommendations
which is part of the NICE
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guideline development
process.
Further work has been
undertaken post consultation
to address the structure and
process of stroke rehabilitation
such as, discharge planning
and transfer of care,
assessment for rehabilitation
and a further review for
speech and language
therapies has been
undertaken. The GDG has
made further
recommendations in light of
this additional work.

980.

SH

Sheffield Teaching
Hospitals NHS
Foundation Trust
(STHFT)

15

Full

274

981.

SH

South Central
Cardiovascular
Network

12

Full

274

1

Service delivery: Home visits are not
always done from hospital, however, they
are very helpful when they are completed,
as this ensures the patient is safe at home
until are service (OT) can assess and
facilitates progress straight onto rehab, and
setting functional goals.

Thank you for your comment.
We agree and further work
has been conducted post
consultation to expand on this
area, and now includes
discharge planning and
transfer of care, assessment
and planning for rehabilitation
and goal setting.

Table: The recommendation for home visits
for “all patients who remain dependent in
some activities” means HV will be the
predominant default position, there are
some challenges around ability to meet this

The GDG have revised this
recommendation to provide
greater clarity, as it is not
intended that everyone should
have a home visit if needs can
be identified in other ways.
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CCP Technical

29

Full
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983.

984.

SH

SH

Intercollegiate
Working Party for
Stroke

151

Society for Research
in Rehabilitation
(SRR)

60

Full

full

276

276

General
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In the ‘Other considerations’ section, the
GDG discussed ESD teams within the
studies and the composition of ESD team,
and stated “The consensus of the group
was that neuropsychology should be
considered part of the rehabilitation team”.
However, this consensus of rehab team
composition has not been reflected in the
recommendations at all. Are there any
reasons why after GDG discussion and
consensus, they came to the decision not
to specify the composition of rehab team?
(while the rationales for not specifying the
components of ESD were given, but no
rationales for why not specifying the
‘team’?)
Intensity of rehabilitation. Can intensity of
rehabilitation as a quantitative measure be
divorced from the content of the
rehabilitation programme and from the
specific deficit that is being rehabilitated?
Intensive rehabilitation, using materials and
methods that do not target individual needs
may be less effective than less intensive
but specifically selected rehabilitation.

Thank you for your comment.

Intensity of rehabilitation.
Can intensity of rehabilitation as a
quantitative measure be divorced from the
content of the rehabilitation programme and
from the specific deficit that is being
rehabilitated? Intensive rehabilitation, using
materials and methods that do not target
individual needs may be less effective than
less intensive but specifically selected

Thank you for your comment.

Further work has been
undertaken post consultation
to address the structure and
process of stroke rehabilitation
such as, MDT working, and
the composition of the team.
The GDG have reconsidered
recommendations made in
light of further work
conducted.

Thank you for your comment.
We agree that the content
tailored to the individual is
important and the
recommendation states that
the therapies be based on
achievable goals agreed
between the person and the
rehabilitation team.

We agree the content tailored
to the individual is important
and the recommendation
states that the therapies be
based on achievable goals
agreed between the person
and the rehabilitation team.
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rehabilitation.

985.

SH

British Psychological
Society (BPS)

40

Full

276

2-19

The BPS is not convinced that the intensity
of rehabilitation, as a quantitative measure,
can be divorced from the content of the
rehabilitation programme and from the
specific deficit that is being rehabilitated;
intensive rehabilitation, using materials and
methods that do not target individual needs,
may be less effective than less intensive
but specifically selected rehabilitation.

Thank you for your comment.
We agree the content tailored
to the individual is important
and the recommendation
states that the therapies be
based on achievable goals
agreed between the person
and the rehabilitation team.

986.

SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

22

FULL

276

11

Re: definition of ‘active therapy’ again;
And why is there no mention of studies
such as Kwakkel’s meta-analysis, which
could be used to inform the levels of
intensity of rehabilitation required

The wording has been
clarified and means each
stroke rehabilitation therapy.
The Kwakkel studies were
excluded because they did not
meet the inclusion criteria
specified in the protocol.

987.

SH

Greater Manchester
and Cheshire Cardiac
and Stroke Network

61

Full

286

16

“In Ryan more intensive…” do you mean in
the study by Ryan and colleagues?

Thank you for your comment.
This has been amended.
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988.

SH

Intercollegiate
Working Party for
Stroke

152

Full

286

16

“In Ryan more intensive…” do you mean in
the study by Ryan and colleagues?

Thank you for your comment.
This has been amended.

989.

SH

National CLAHRC
Stroke Group

36

Full

286

16

“In Ryan more intensive…” do you mean in
the study by Ryan and colleagues?

Thank you for your comment.
This has been amended.

990.

SH

British Association of
Stroke Physicians
(BASP)

43

Full

287

12

‘Ryan study’ presumably means ‘in the
study by Ryan and colleagues.’

Thank you for your comment.
This has been amended.

991.

SH

British Association of
Stroke Physicians
(BASP)

44

Full

287

16

“In Ryan more intensive…” presumably
means ‘in the study by Ryan and
colleagues’

Thank you for your comment.
This has been amended.
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289

Service Delivery: Currently we do not
provide any therapy for 45mins x 5 days
per week in each therapy/discipline. Not
possible to offer more at present.

289

No clarity if the 45 minute treatment/face to
face should be carried out by qualified MDT
members or unqualified staff or support
workers. There doe not appear to be any
recommendations about sensory rehab,
e.g., mental practice, minor box, seisory
feedback.

Thank you for your comment,
The recommendation made by
the GDG is based on the
available evidence and is in
line with the current NICE
Stroke quality standard.
Commissioning and
implementation will be
addressed by the NICE
implementation and costing
teams and as such will be
passed on to NICE for their
consideration.
Thank you for your comment.
Rehabilitation should be
delivered by health
professionals with the
appropriate qualifications,
skills and competencies to
deliver the intervention in line
with regulations made by the
appropriate professional
bodies.
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992.

SH

Sheffield Teaching
Hospitals NHS
Foundation Trust
(STHFT)

16

Full

993.

SH

Sheffield Teaching
Hospitals NHS
Foundation Trust
(STHFT)

18

Full

Line No

It was not possible to cover all
areas of stroke rehabilitation
within the time and resource
available and therefore we
focused on those interventions
highlighted by the GDG for
those areas outlined in the
scope.
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SH

Association of
Chartered
Physiotherapists in
Neurology (ACPIN)

23

FULL

289

15

Time post stroke- recommendation and link
to evidence not clear

Thank you for your comment.

South Central
Cardiovascular
Network

13

Full

289

15

Existing community rehabilitation services
do not have the capacity to deliver this level
of rehabilitation intensity. (from a very local
perspective -We do not have dedicated
stroke or neuro-rehabilitation teams in the
community)

2

Full

291

1

The role of the Speech and Language
Therapist is limited to language therapy
with no reference to nutrition and texture
modification as part of the early supportive
discharge process.

995.

SH

996.

SH

We have amended the LETR
to make this clearer. Thank
you for your comment.

The GDG acknowledge your
concerns, however this
recommendation reflects the
evidence reviewed and the
recommendation is in line with
the current Stroke quality
standard and is not new.
Commissioning of services
and implementation will be
addressed by the NICE
implementation and costing
teams and as such will be
passed on to NICE for
consideration.
Thank you for your comment.
We acknowledge that no
reference to nutrition is made
in this chapter. This is
because the reviews carried
out specifically addressed
speech and language
therapies.
In the Swallowing chapter we
have cross referred to the
Nutrition support in adults’
guideline as the
recommendations are
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applicable for a stroke
population, and we have
recommended that health
professionals with the relevant
skills and training should be
managing people with
dysphagia who are receiving a
modified diet.
Cross reference has also
been made to the appropriate
section of the Stroke
guideline (CG 68)

997.

998.

SH

SH

British Association of
Stroke Physicians
(BASP)

45

British Association of
Stroke Physicians
(BASP)

46

Full

291

1

Why is intensity of speech and language
therapy in a section on service delivery?

Thank you for your comment.
We have restructured the
guideline following additional
work that has been carried out
and have moved this section
to the communication chapter.

Full

291

1

BASP is concerned that the timing of this
draft may result in the omission of the ACTNoW study (due for publication in
December 2011) from the final guideline,
and recommends that the results of this
important recent and methodologically
robust study should be taken into account
by the GDG before final publication of the
NICE guideline in 2012. Otherwise the
NICE guideline may be considered out of
date as soon as it is published.

Thank you for your comment.
The GDG agree and this has
now been included.

Page 538 of 605

Type

Stakeholder

Order
No

Document

Page
No

Line No

Comments
Please insert each new comment in a new
row.

Developer’s Response
Please respond to each
comment

999.

SH

Greater Manchester
and Cheshire Cardiac
and Stroke Network

63

Full

291

1

Why is intensity of speech and language
therapy in a section on service delivery?

We have restructured the
guideline following additional
work that has been carried out
and have moved this section
to the communication chapter.

1000.

SH

Intercollegiate
Working Party for
Stroke

153

Full

291

1

Why is intensity of speech and language
therapy in a section on service delivery?

We have restructured the
guideline following additional
work that has been carried out
and have moved this section
to the communication chapter.

1001.

SH

National CLAHRC
Stroke Group

38

Full

291

1

Why is intensity of speech and language
therapy in a section on service delivery?

We have restructured the
guideline following additional
work that has been carried out
and have moved this section
to the communication chapter.

1002.

SH

NHS Devon

7

Full

292

12

This section relates to the question ‘In
people after stroke with communication
difficulties what is the clinical and costeffectiveness of intensive speech therapy
versus standard speech therapy?’ The
evidence presented to answer this question
appears to largely demonstrate that there is
no significant difference between intensive
and standard SLT but the recommendation
does not reflect this evidence and, in fact,

Thank you for your comment.
We disagree. The
recommendation for speech
and language therapies does
not specify an amount of
therapy because there was no
evidence to support this.
The recommendation made
for a minimum of 45 minutes
of each therapy 5 x per week
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Stroke Rehabilitation
Research Programme
within the Nursing,
Midwifery and Allied
Health Professions
Research Unit

Order
No

41

Document

Full

Page
No

292

Line No

12
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bears no relationship to the question asked.
It is unclear if SLT is considered part of the
previous recommendation regards 45
minutes of rehabilitation or not.

was based on another
systematic review which
looked at packages of
rehabilitation therapies. Each
package of therapy would be
determined by the needs of
the individual and the goals
agreed between the patient
and the therapist and could
include speech and language
therapy. This recommendation
is in line with the current Stoke
Quality Standard.

This is a more relevant question for people
with communication impairments, family
members and clinicians. However again
there appears to have been a serious
deviation from the initial review question to
a focus purely on people with aphasia.
There are other communication
impairments that arise following stroke
including dysarthria and dyspraxia. Was
any effort made to address the intensity of
therapy for these patient groups? The
scope of the review of interventions
appears to be biased towards aphasia
therapy only.

Thank you for your comment.
The protocol states in the
intervention section that
aphasia therapy and
constraint induced aphasia
therapy were the interventions
to include in the review.

The clinical evidence review for this section
appears wholly inadequate. The reviewers
sought comparisons of intensive SLT
versus non-intensive SLT and comparisons
of SLT v no SLT. It is questionable whether
comparisons of SLT versus no SLT can
inform the comparison relating to intensity.

The decision to focus on
aphasia was taken as this is
the larger group within a
stroke population.
Unfortunately given the time
and resources available it was
not possible to address all
communication impairment.
However further work has
been undertaken post
consultation to address other
types of language
impairments and the GDG
have drafted
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Four highly relevant systematic reviews that
all address the issue of intensity do not
appear to have been included (in particular
Kelly et al 2010, Boghal et al 2003, Robey
1994, 1998, Cherney 2008). No reason is
given for their exclusion. The RCTs
included also appear to be limited to just
seven trials (Bakheit 2007; Denes,
Doesbourgh 2004, Hartmann, Katz, Lincoln
1984, Wertz, ) It should be noted that
Hartmann was actually a quasi-RCT and
this should be highlighted in the Summary
of Studies tables on pages 292-300 (Tables
63-65 no line numbers available).
An additional five RCTs of relevance do not
appear to have been included (Laska 2011
SLT v nil; Lyon 1997 SLT v Nil; Mackay
1988 SLT v nil; Smania 2006 SLT v nil;
Smith 1981 SLT v nil; intensive SLT v nil).

Developer’s Response
Please respond to each
comment
recommendations for all
people with communication
difficulties in light of this.
The GDG requested that both
comparisons be included as it
was felt the literature would be
limited and therefore studies
comparing speech and
language therapy with no
therapy would still inform the
group.
Boghal 2003, Cherney 2008
and Robey 1994 studies do
not address the clinical review
question ‘intensive speech
therapy versus standard
speech therapy (more versus
less).
We do not consider the
Hartmann paper to be a quasiRCT but we acknowledge that
the allocation sequence was
not clear. We therefore
downgraded based on study
limitations.
Following post consultation
comments, we have carried
out additional work on the
aphasia review (in light of the
ACT NOW study) and have
included studies from the Kelly
2010 systematic review
addressing SLT versus no
SLT; and SLT versus social
support and stimulation.
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1004.

SH

Greater Manchester
and Cheshire Cardiac
and Stroke Network

62

Full

295

1

The ACT-NoW study has been omitted.
This is a serious omission and needs
correction.

At the time of consultation this
study was not published and
therefore could not be
included.. However the GDG
agrees that it is an important
study and it has now been
included.

1005.

SH

Intercollegiate
Working Party for
Stroke

97

Full

295

1

The ACT-NoW study has been omitted.
This is a serious omission and needs
correction.

At the time of consultation this
study was not published and
therefore could not be
included. However, the GDG
agree that it is an important
study and it has now been
included.

1006.

SH

National CLAHRC
Stroke Group

37

Full

295

1

The ACT-NoW study has been omitted.
This is a serious omission and needs
correction.

At the time of consultation this
study was not published and
therefore could not be
included. However the GDG
agree that it is an important
study and it has now been
included.

1007.

SH

Stroke Rehabilitation
Research Programme
within the Nursing,
Midwifery and Allied
Health Professions
Research Unit

42

Full

300

8-6

In addition, two studies that were included
within the review are not fully included in
the GRADE table. Instead they are
presented within the narrative section as
the results from these trials were not
presented in numerical data suitable for
inclusion within the originally published
report of the trial. However, the Kelly et al
review 2010 sourced the original data
(Lincoln 1984) or accessed previously

Thank you for your comment.
When this question was
reviewed, the results of the
two studies mentioned were
not presented in numerical
data that could be
incorporated into the GRADE
table. A narrative summary
was agreed as a way of
presenting these studies in
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Document
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unpublished data (Wertz 1986) for these
trials and included this data in their review.
This data is in the public domain thus
permitting the FULL inclusion of these trials
with the guideline development process.

order to capture the outcomes
reported and a way of
presenting these outcomes to
the group.
However, following post
consultation comments, we
carried out additional work
and have included studies
from the Kelly 2010
systematic review addressing
speech and language therapy
versus no speech and
language therapy; and speech
and language therapy versus
social support and stimulation.

The statement concerning intensive speech
therapy: ”The GDG agreed there would not
be any harms associated with this form of
therapy” shows a lack of critical thinking.
There are many potential harms:
depression and anger from failure to meet
expectations raised by therapy; failure to
focus on increasing social participate while
waiting for communication to improve;
waste of person’s time that could be better
spent on other activities; failure of family
and others to adapt in expectation of
improvement etc.

This has been revised. Thank
you for your comment.
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SH

Sheffield Teaching
Hospitals NHS
Foundation Trust
(STHFT)

2

Full

303

10

There are a number of areas where
recommendations made do not reflect the
evidence presented, or take account of
multi-disciplinary approaches to
rehabilitation. For example, regarding the
management of aphasia, the review
question relates to evidence for more
intensive versus less intensive speech and
language therapy. However, the
recommendation following this question
makes no reference to the intensity
required.

Thank you for your comment.

The North of England
Cardiovascular
Network

31

SH

Typ
e
1011.
SH

Full

Stakeholder

Orde
r No

Docume
nt

Page
No

Anglia
Stroke and
Heart
network

6

NICE

Gener
al

307

Line
No

1

Remove word “Psychometrics” from
glossary? as it does not appear in
document?

Comments
Please insert each new comment in a new row.
I got part of the way through the comprehensive document, and then
concentrated on the concise version!
I think it is a really useful and thorough document that should prove a
great tool for guiding management. The only omission that I could think
of was the issue of fatigue which we are finding to be a real problem in
offering rehab particularly in the ESD setting. There probably isn’t
much to do about it but with an increasingly ageing population I think it
will become more of a problem.

The recommendation for
speech and language
therapies does not specify an
amount of therapy because
there was no evidence to
support this. Further work
conducted post consultation
has considered the role of the
multidisciplinary team in
rehabilitation and the GDG
have made additional
recommendations.
Thank you for your comment.
The guideline has been
amended accordingly.

Developer’s Response
Please respond to each
comment
Thank you for your comment.
We were unfortunately
unable to cover all areas and
focused on those that
stakeholders and GDG
members initially suggested
as critical areas to address.
We recognise that fatigue is
an important area but there is
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SH

Anglia
Stroke and
Heart
network

11

NICE

Gener
al

Birmingham
Community
Health Care
NHS trust

7

SH

Line
No
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little evidence available in
this area at present but the
GDG were aware of research
currently being undertaken.
Inclusion of this topic will be
reconsidered when updating
the guideline.

This comment expresses concern that the role of Dietician in the
guidance.

Thank you for your comment.
However, diet, nutritional
support and the use of
supplements has been
addressed in the NICE
guideline; Nutrition support in
adults: oral nutrition support,
enteral tube feeding and
parenteral nutrition,
http://guidance.nice.org.uk/C
G32. We have considered
whether other
recommendations can be
incorporated within this
guideline and have sign
posted more directly to the
Nutrition Support guidance

There is barely any mention of Dietitians and nutrition at all. I can only
see the word Dietitian (dietician) once in the early supported discharge
section and even then it is part of a generic HCPs reference. There is
no mention of it in the dysphagia section, even when modified diet is
mentioned which can have a big impact on nutritional status and no
mention of the word nutrition at all apart from the in references the
NICE guidelines on “Nutrition support in adults”.
I would have expected something about tube feeding and the potential
need for long term alternative nutrition which has psychological and
social implications

NICE

Gener
al

There is no mention of the nursing role in the rehabilitation of stroke
patients. Is this because their role is not perceived as ‘rehab’ or
because they do not provide specific intervention. A significant
omission we feel.

Thank you for your comment.
We agree that nurses have
an important role in the
rehabilitation of people after
stroke. NICE guidelines
make recommendations on
treatment and processes of
care rather than specifying
roles of different health care
professionals. However, as a
result of further work post
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NICE
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consultation we have
specified the constituency of
a core multi-disciplinary team
best suited to the delivery of
rehabilitation and this
includes nurses.

Many of the ‘recommendations’ are not actually recommendations.

The GDG have reconsidered
these recommendations in
light of your comments to
make clearer what
management would include.

For example 1.8.1.2 simply states that “Key elements of successful
management include:” [followed by a list of unspecified activities].
Does this mean that services should do all of these, or some, or none?
And how does a clinician or service decide which ‘element’ to use for
which patient?
For example 1.6.3.1 simply states: “Consider constraint-induced
movement therapy for patients with movement of 20 degrees of wrist
extension and 10 degrees of finger extension. Be aware of potential
adverse events (such as falls, low mood and fatigue).” What does this
mean? Should the intervention be used or not? Simply considering it
will not benefit a patient! And how does a reader interpret “Be aware of
potential adverse events”? This applies to every single clinical
decision! Is the guideline recommending not using this treatment?
For example 1.1.2.2 states “Interventions used in practice include the
following:” [Followed by a list]. Are these interventions being
recommended? Is ‘custom and practice’ considered evidence of
effectiveness?
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1015.

SH

Livability
Icanho

11

NICE

Gener
al

Very limited on breadth of SLT

1016.

SH

Livability
Icanho

12

NICE

Gener
al

There appeared to be no nursing staff included in the Guideline
development group and continence seems to have been missed.

Developer’s Response
Please respond to each
comment
Thank you for your comment.
We were unfortunately
unable to cover all areas of
stroke rehabilitation and have
focused on those that
stakeholders and GDG
members initially suggested
as critical areas to address.
We have conducted a further
review on speech and
language therapies and have
reconsidered the
recommendations made in
this area, which now provides
recommendations for all
people with speech and
language difficulties after
stroke.
Thank you for your comment.
We did have a nursing
representative on the
guideline development group.
We will make this clearer in
the guideline development
group members listed within
the guideline.
A guideline on neurological
incontinence has recently
been developed by NICE and
therefore will not be covered
in this guideline, but cross
reference to this guidance
will be made.
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SH

Livability
Icanho

15

NICE

Gener
al
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Comments
Please insert each new comment in a new row.
It is not clear how this document sits within the other relevant
documents and if taken out of context or alone would not cover the
breadth of service provision that is required.
It generally feels simplistic with little breadth to the comments although
when looking at all supporting evidence it is less so. It is possible and
worrying that this wont be looked at and the depth of understanding
would then be lost.
The guidelines should increase the awareness of the therapist about
the array of deficits that can occur so a good screening can occur
before hospital discharge and once in the community so problem areas
are not missed. Guidance should be clear about which treatments are
easiest to administer for a stroke skilled worker and which should be
for a specialist.
How did the areas highlighted get identified? It only seems a small part
of the breadth of stroke rehabilitation? Expect much greater detail on
interventions etc

Developer’s Response
Please respond to each
comment
Thank you for your comment.
The short version of the
guideline is based on a
standard NICE template.
The NICE guideline includes
only the recommendations
made. Please see the full
version of the guideline for
the reviews and rationale
behind the recommendations
made. We will pass your
comments on to the NICE
editor as NICE holds the
copyright to the short
guideline version.
The topics chosen for
inclusion were a result of the
comments received from
Stakeholders during the
scoping of topics for
inclusion. The review
questions were developed by
the NCGC technical team in
collaboration with the GDG.
This is a large topic area and
it was not possible to include
all aspects of stroke
rehabilitation with the time
and resources available.
However, further work has
been undertaken post
consultation to address the
structure and process of
stroke rehabilitation such as
screening and assessment
for rehabilitation, discharge
planning and transfer of care
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and the long term health and
social care needs of people
after stroke, including selfmanagement and social
participation.

Gener
al

It is a document that must be congratulated on getting health and
social care together to look at rehabilitation.

Thank you for your comment.

Gener
al

Strong endorsement for the section that promotes further areas of
research indicated especially with interest in the intensity of
rehabilitation area, although I’m not sure even with the evidence
supporting this level or even greater levels of intensity whether funding
is likely to back this type of community based rehabilitation – a
minimum of each therapy sessions visiting for 45 minutes per day 5 x a
week. This would be up to 1.5hrs of therapy a day per client in real
terms this means community therapists carry a caseload of 4 maximum
5 patients at any one time – would this be able to be funded?

Thank you for your comment.
The GDG were very aware of
these issues and
acknowledge your concerns
however, an economic model
was carried out exploring this
issue and the GDG
concluded that it was likely
that the levels of intensity
recommended would be cost
effective. The issues you
have highlighted will be
addressed by the NICE
implementation and costing
teams and as such will be
passed on to NICE for
consideration.
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Livability
Icanho
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NICE
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Livability
Icanho

17
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1020.

SH

Livability
Icanho

18

NICE

Gener
al

Overall the document is basic, it lacks depth and can not cover all
aspects as the rehabilitation of adults with complex disability is
complex and requires specialist skills. This fact should be
acknowledged.
Guidance should be clear about which treatments are easiest to
administer for a stroke skilled worker and which should be for a
specialist.
General terms used e.g. ‘Physiotherapist with relevant skills and
training’ what does this mean? Clarity would be essential when
workforce planning etc

1021.

SH

Livability
Icanho

19

NICE

Gener
al

More detail is needed in order to follow the statements e.g. do not
routinely offer wrist and hand splinting – this may lead some therapists
to never offer it when evidence supports if could be useful in certain
circumstances and is an important adjunct to Botox.
FES in upper limb can be very useful and if potential gains can be
made the document should read if muscle stimulation indicated refers
to specialist team to holistically assess this.

and
specifi
c
13

Line
No
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Developer’s Response
Please respond to each
comment
Thank you for your comment.
The NICE guideline includes
only the recommendations
made. The introduction
states that the guidance is
not intended to be
comprehensive.
NICE guidelines make
recommendations on
treatment and processes of
care rather than specifying
roles of different healthcare
professionals. Where the
GDG believed care could be
delivered by appropriately
trained health professionals
this was stated throughout
the guideline, but the
guideline also articulates the
components of a core multidisciplinary team best suited
to the delivery of
rehabilitation.
This recommendation now
indicates when splints and
ES may be used
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SH

Livability
Icanho

20

NICE

Gener
al

These comments mean some sections are much more detailed for
example the work rehab section is significantly more detailed – the
document should all be as descriptive as this section.

NIHR Stroke
Research
Network

3

Gener
al

The guidelines state that they are ‘not comprehensive’ but demonstrate
little coherent strategy of their chosen areas of focus e.g. significant
emphasis on vocational rehabilitation. It is unclear why this area had
such emphasis particularly given the median age of stroke survivors.

SH

NICE

Line
No
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comment
The details given in some
recommendations of what an
intervention should comprise
have come from the studies
included in the evidence
review and consensus of the
GDG. The wording of
recommendations and level
of detail given has been
reconsidered by the GDG
and amended where
possible.
The topics chosen for
inclusion were a result of the
comments received from
Stakeholders during the
scoping of topics for
inclusion. The review
questions were developed by
the NCGC technical team in
collaboration with the GDG.
This is a large topic area and
it was not possible to include
all aspects of stroke
rehabilitation within the time
and resource available.
Vocational rehabilitation was
considered by the GDG to be
an important area where
needs are not currently being
met and therefore was a
priority area for review.
.
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1024.

SH

NIHR Stroke
Research
Network

4

NICE

Gener
al

The guidelines state that they focus on ‘topical interventions’ – it is
unclear how these ‘topical’ areas were chosen. It could be interpreted
that they reflect the interests of members of the working group and not
of the wider stroke rehabilitation community or evidence of the
epidemiology of symptomotology
.

1025.

SH

NIHR Stroke
Research
Network

5

NICE

Gener
al

The use of the wording ‘consider’ throughout the guidelines is unhelpful
and vague. It is either a recommendation or not. It is unlikely
commissioners will consider the development of any service or
intervention if it does not have clear recommendations. Some areas
have the recommendation ‘should be considered’ when there is
actually strong RCT evidence to support a robust recommendation.

1026.

SH

NIHR Stroke
Research
Network

14

NICE

gener
al

Occupational therapy is only mentioned in terms of promotion of self
care. There is extensive evidence to support occupational therapy in
extended activities of daily living in areas such as outdoor mobility and
general participation in instrumental activities of daily living.

Developer’s Response
Please respond to each
comment
The topics chosen for
inclusion were a result of the
comments received from
Stakeholders during the
scoping of topics for
inclusion. The review
questions were developed by
the NCGC technical team in
collaboration with the GDG.
This is a large topic area and
it was not possible to include
all aspects of stroke
rehabilitation within the time
and resource available.
Thank you. NICE
recommendations are
phrased according to the
standards set in the NICE
Technical Manual. The
wording of the
recommendations have been
reconsidered by the GDG in
light of comments received
and additional work
conducted post consultation
and revised where
appropriate..
Thank you for your comment.
We were unfortunately
unable to cover all areas and
focused upon those that
stakeholders and GDG
members initially suggested
as critical areas to address.
However further work has
been undertaken post
consultation to address the
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structure and process of
stroke rehabilitation such as,
MDT working, and the role
this team plays in screening
and assessment for
rehabilitation, rehabilitation
planning and goal setting,
long term needs including
social participation and selfmanagement all of which
would include occupational
therapy expertise as part of
the MDT.

Treadmill training, FES and constraint induced therapy are novel
therapies that the RCP Guidelines do not recommend for everyday
practice – it is unclear why these physical aspects of stroke
rehabilitation have been selected.

The topics chosen for
inclusion were a result of
the comments received
from Stakeholders during
the scoping phase of the
guideline. This is a large
topic area and it was not
possible to include all
aspects of stroke
rehabilitation within the
time and resource
available. Focus is
therefore given to areas
where there is Diverse
practice
 Areas of uncertainty
 Critical clinical issue
 Make a significant
difference to patient care
 Change needed to move
area forward
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Please respond to each
comment
 Marked cost implications /
cost effectiveness.

The guidelines are an aspiration to full care of the post care of people
with stroke disease. If implemented it can only help. I note there are no
time periods set for intervention which is probably deliberate apart from
SALT. It is also important to see that psychological considerations
should be taken into account, and the aim of trying to get people back
to work

Thank you for your comment.
No time periods are set. We
included rehabilitation studies
beyond 6 months from the
index stroke. The
appropriateness of
interventions for individuals
would be made on a case by
case basis for as long as
benefit was gained.
We agree psychological
considerations are important
and have referred to the
following NICE guidance
where appropriate:
 Depression in adults
 Depression with a chronic
health problem
 Anxiety
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1029.

SH

Royal
College of
Physicians
(RCP)

7

NICE

Gener
al

Given the above emphasis on transitions, we are disappointed that the
medical model phraseology of ‘discharge’ rather than ‘transfer of care’
is used throughout.

1030.

SH

Royal
College of
Speech and
Language
Therapists

NICE
25.

Gener
al

The RCSLT is concerned that the NICE and Full guidelines do not
reflect the role of speech and language therapists and the range of
approaches used in therapy as well as the other demands within the
role.

1031.

SH

Royal
College of
Speech and
Language
Therapists

NICE
26.

Gener
al

In the evidence there is no reference to the Matrix Evidence report “An
economic evaluation of speech and language therapy.”

Developer’s Response
Please respond to each
comment
Thank you for your
comment. We agree and
have changed the wording
to ‘transfer of care’ where
appropriate.

Further work has been
undertaken post consultation,
including a further review on
speech and language
therapies and was an area
included in the Delphi survey.
The GDG have therefore
made further
recommendations for all
people with speech and
language difficulties post
stroke.
Thank you for your comment.
The NICE version of the
guideline does not contain
details of the evidence
reviewed.
A report has, however, now
been included where relevant
in the review questions
addressed in the full
guideline. This report was not
identified previously because
it is not indexed in the
databases searched for the
literature review.
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Royal
College of
Speech and
Language
Therapists

NICE
27.

Gener
al

Some of our members felt that the NICE guideline was a little disjointed
and did not flow that well.

SH

Royal
College of
Speech and
Language
Therapists

NICE
28.

Gener
al

There is no reference in the document to the evidence available about
reintroducing impairment therapy in long term recovery where
appropriate.

We included rehabilitation
studies beyond 6 months
from the index stroke. The
appropriateness of
interventions for individuals
would be made on a case by
case basis for as long as
benefit was gained, which
may include offering
repeated rehabilitation
therapies at various stages of
the stroke pathway. Further
work has been undertaken
post consultation which has
addressed long term health
and support, including selfmanagement social
participation and reaccess to
rehabilitation when needed.

SH

Royal
National
Institute of
Blind People

NICE

Gener
al

Accessible information:

Thank you we will pass your
comments on to the NICE
editor.
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Please insert each new comment in a new row.

Developer’s Response
Please respond to each
comment
Thank you for your comment.
The short version guideline is
based upon a standard NICE
template and includes only
the recommendations.

Docume
nt

We welcome the following statement in this NICE guideline: "Treatment
and care, and the information patients are given about it, should be
culturally appropriate. It should also be accessible to people with
additional needs such as physical, sensory or learning disabilities, and
to people who do not speak or read English."
The Equality Act expressly includes a duty to provide accessible
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information as part of the reasonable adjustment duty.
Online information on websites should conform to the W3C's Web
Accessibility Initiative Web Content Accessibility Guidelines (WCAG)
1.0, level AA, as required by the NHS Brand Guidelines and the
Central Office of Information.
With regard to the accessibility of print materials, including
downloadable content such as PDF files, we would request that
wherever possible they comply with our "See it Right" guidelines:
http://www.rnib.org.uk/professionals/accessibleinformation/Pages/see_i
t_right.aspx
1035.

SH

Sheffield
Teaching
Hospitals
NHS
Foundation
Trust
(STHFT)

6

NICE

Gener
al

The draft guideline does not have credibility and will not improve
practice. Furthermore the guideline in its current form has the potential
to impact negatively on the commissioning of specialist rehabilitation
services, and services for longer term support.
We strongly recommend that the work on the guideline is halted
pending review of the process and close examination of the scope of
the guideline to be fit for purpose. The group would welcome the
opportunity to be involved in a completely fresh approach to ensuring
all aspects of stroke rehabilitation are considered, and the final product
is useful for clinical practice and commissioning of services.

Further work has been
undertaken post consultation
to address the structure and
process of stroke
rehabilitation such as, MDT
working, discharge planning
and transfer of care, coordination of health and
social care services,
screening and assessment
for rehabilitation, goal setting,
and long term health and
social support, including selfmanagement, social
participation and reaccessing
services when needed. As
there is little or no evidence
for these areas a Delphi
survey has been conducted
with the wider stroke
professional community,
Further reviews have been
conducted for fitness, goals
setting, stoke units and
speech and language
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therapies. The GDG have
made further
recommendations in light of
this additional work, which
we believe provides a more
complete stroke pathway.

The scoping document suggests that the NICE guidance on nutrition
support should be referred to for nutrition information; however that
document is now 7 years old and is neither stroke nor rehabilitation
specific. It is far too general to be a useful replacement for a review of
evidence looking at stroke and nutrition.

Thank you for your comment.
The developers believe that
the current NICE guidance
on nutrition support is
applicable to Stroke
Rehabilitation as it covers
diet, nutritional support and
the use of supplements. A
recent review has been
undertaken to establish
whether there is new
evidence that would require
an update of this guideline.
The conclusion of this review
was that there was no new
evidence that would change
the recommendations and
therefore the guidance is still
valid.
(Nutrition support in adults:
oral nutrition support, enteral
tube feeding and parenteral
nutrition,
http://guidance.nice.org.uk/C
G32.)
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1037.

SH

The British
Dietetic
Association

21

NICE

Gener
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The guideline states a multidisciplinary assessment is carried out, but
does not mention dietetics as one of the multidisciplinary team (MDT)
members. A member who was the only dietitian on the development
group for SIGN 118 stroke rehab states the iimportance of having a
representative from not only all geographical areas but also all therapy
groups that the guideline is relevant to, particularly for something so
focused on MDT working as stroke.

1038.

SH

The British
Dietetic
Association

22

NICE

Gener
al

NHS Quality Improvement Scotland recommend the following:
1. 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.
2. 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.
3. Ongoing monitoring of nutritional status after a stroke should
include a combination of the following parameters:
a. biochemical measures (i.e. low pre-albumin, impaired
glucose metabolism)

Developer’s Response
Please respond to each
comment
Thank you for your
suggestion. We agree a
dietician is a valuable
member of the MDT. The
developers are mindful of the
need for ensuring that a
broad range of experience
and knowledge is
represented on the group.
This has to be balanced with
the need to ensure that the
GDG is a workable size and
as such enables individuals
to contribute effectively. Diet
and nutrition was not
included in the scope.
Instead we refer to the
Nutrition support in Adults
guideline. When convening
the guideline development
group the developers have
followed the principles
outlined in the NICE
Technical Manual.
Assessment and
management of acute stroke
is not within the scope of this
guideline. However we will
sign post readers to the NICE
Acute Stroke guideline for
further information. We have
also made reference to the
Nutrition support in Adults
guideline.

b. swallowing status
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unintentional weight loss

d. eating assessment and dependence
e. nutritional intake.
4. 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.
5. Patients with dysphagia should have an oropharyngeal
swallowing rehabilitation programme that includes restorative
exercises in addition to compensatory techniques and diet
modification

1039.

SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

7

NICE

Gener
al

These recommendations would apply to stroke rehabilitation as well as
acute stroke.
There is no mention of the nursing role in the rehabilitation of stroke
patients. Is this because their role is not perceived as ‘rehab’ or
because they do not provide specific intervention. A significant
omission we feel.

Thank you for your comment.
We agree that nurses have
an important role in the
rehabilitation of people after
stroke; however, NICE
Guidelines make
recommendations on
treatment and processes of
care rather than specifying
roles of different health care
professionals. However as a
result of further work post
consultation we have
specified the constituency of
a core multi-disciplinary team
best suited to the delivery of
rehabilitation and this states
nurses should be part of this
team.
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4

We welcome the inclusion of restoration of psychological as well as
physiological function in the introduction. However, we are concerned
that there is no specific mention of emotional issues until the section on
Psychological Therapies (page 17 para 1.9.2). We would suggest a
cross reference from the cognitive therapy section would be helpful as
patients/carers and non psychology staff are unlikely to distinguish the
two elements.

Thank you for your comment.
We have reorganised the
sections and the
psychological
recommendations now follow
the cognitive ones

NICE
29.

4
6

In the introduction on pages four and page six there should be greater
focus on empowering the patient as opposed to 'being done unto'.

Thank you for your comment.
The introduction has been
revised.

NICE

4

? would public at large understand the meaning of ‘morbidity’

Thank you for your comment.
We will pass this on to the
NICE editor. Another version
of the guideline
(Understanding NICE
Guidance) aimed at the
general public will be
published alongside the
guideline.
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Thank you for your
suggestion we have made
this amendment.
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1043.

SH

Livability
Icanho

2

NICE

4

14

? replace societal with participation in society

1044.

SH

Livability
Icanho

13

NICE

4

24

Use of word goal according to patients / carers not a term they are
comfortable with – our service is now using aims and objectives.

Thank you for your comment.
We appreciate your comment
however,
This to be a Commonly
understood word and is used
within the literature.

1045.

SH

NIHR Stroke
Research
Network

8

NICE

5

2

The guidelines state that they will ‘consider the evidence.’
Unfortunately the evidence that has been considered is limited, does
not reflect the breadth of rehabilitation or the issues needed to be
addressed by commissioners or local services. The recommendations
put forward also do not follow a logical synthesis of the evidence
selected for review.

Thank you for your
comment.
The questions addressed
were on the effectiveness of
interventions therefore the
GDG considered it
appropriate to consider
evidence from RCTs.
Unfortunately given the time
and resources available it
was not possible to cover all
areas of stroke rehabilitation,
therefore focus was given to
specific areas based on the
comments received on the
scope from stakeholders.
However further work has
been undertaken post
consultation to address the
structure and process of
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In the section, ‘Patient-centred care’, We support the need for written
information for stroke patients, but are uncertain of the force of the
term, ‘should’. By ‘tailored to needs’, is it intended that this should be
individualised? That would be very demanding of resources.

3

Concern re the particular needs of patients 16 – 18 age whose needs
are not referred to in the document.

Developer’s Response
Please respond to each
comment
stroke rehabilitation and will
provide a more complete
stroke rehabilitation pathway.
The structure of the guideline
has been revised in light of
additional work conducted
and rearranged into a more
logical sequence.
The recommendations made
by the GDG were based on
the evidence presented and
the group’s collective
expertise and knowledge.
The rationale behind the
recommendations made is
available in the
‘recommendations and link to
evidence’ sections of the full
guideline.
Thank you we have passed
your comments on to the
NICE editor as this section
appears in all short versions
of the guideline and is the
responsibility of NICE.

Thank you for your comment.
The GDG considers all of the
guideline to apply to this age
group as well as to adults.
You do not specify which
particular needs have not
been addressed, but areas
such as vocational rehab
have been included and also
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interventions such as
constraint induced movement
therapy which is more likely
to be tolerated by a younger
and/or fitter population.

Could the section regarding Cognitive functions, visuo-spatial
perceptions be re-worded? Current reading could be misconstrued as
‘all patients should be offered an electrically powered chair’ rather than
being assessed as appropriate.

The wording has been
amended; however, this is
given as an example and is
not meant to imply that all
people will need a
wheelchair.

How were these priorities arrived at? Should reviews be included? If
employment is considered, why not wider access to life opportunities,
especially for older people?

The key priorities for
implementation were
selected by the Guideline
Development Group from all
the recommendations made
within the guideline. The
evidence reviews are
available in the Full guideline.
The key priorities have been
reconsidered by the GDG
following additional work
carried out post consultation.
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1050.

SH

NHS Plus

3

NICE

7

As noted above. The NICE guidance on sickness absence should have
much greater emphasis here. I suggest something like “This should be
read in conjunction with…”

1051.

SH

NIHR Stroke
Research
Network

9

NICE

7

Key priorities for implementation – it is unclear how these areas were
singled out as being ‘key’

Developer’s Response
Please respond to each
comment
Thank you for your comment.
We will cross refer to the
managing long term sickness
guideline

Thank you for your comment.
These recommendations
were selected by the GDG as
likely to have the biggest
impact on patient care and
patient outcomes in the NHS
as a whole.
The NICE implementation
team will provide clinical
audit support, promotional
slide sets and other tools to
aid implementation of these
priorities.

1052.

SH

Royal
College of
Speech and
Language
Therapists

NICE
30.

7
9

The RCSLT questions why “cognitive functions” appeared first on page
seven and nine in the priority section.

Thank you for your comment.
The key priorities have been
reconsidered by the GDG
following additional work
carried out post consultation.
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The wording has been
amended however this is
given as an example and is
not meant to imply that all
people will need a
wheelchair.
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University
Hospitals
Birmingham
NHS
Foundation
Trust
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NICE

7

1054.

SH

Livability
Icanho

3

NICE

7

4

Place comma between mobility and dressing

Thank you for your comment.
The guideline has been
amended accordingly.

1055.

SH

British
Association
of Stroke
Physicians
(BASP)

47

NICE

7

11

The frequency of dysphagia assessment and treatment will depend on
many factors including the length of time the impairment has persisted
and the trajectory of recovery. To advise three times a week
dysphagia therapy to all patients would in many cases be
inappropriate.

Thank you for your comment.
The recommendation made
for swallowing therapy is
based on the evidence which
showed a significantly higher
proportion of people returning
to a pre stroke diet at 6
months and lower incidence
of chest infections. We agree
that this may not be suitable
for every patient, which is
why we have also
recommended that an
assessment be undertaken
before offering the therapy.

Could the section regarding Cognitive functions, visuo-spatial
perceptions be re-worded? Current reading could be misconstrued as
‘all patients should be offered an electrically powered chair’ rather than
being assessed as appropriate.
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NICE
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Why is communication training for the individual not mentioned?

1057.

SH

Birmingham
Community
Health Care
NHS trust

2

NICE

8

Having considered evidence base used for “45mins of therapy at least
5 times per week” it is questionable how realistic it is to relate this
evidence to the acute setting. 2 of the studies used are not relevant to
the acute setting and all of the studies were assessed as having
“serious limitations” in their quality assessment. Due to the changing
needs of the patient and ability to participate with therapy as time
progresses would it be advisable to separate the section on intensity of
rehabilitation into acute, sub-acute and long-term rehabilitation?
Although it is recognized that early mobility is important in stroke
recovery perhaps a re-wording of the summary within the NICE version
to place greater emphasis on delivering therapy at an intensity
appropriate to that patient rather than a time directive would be an
option.
Possibly an area for future research/long term studies comparing
current UK methods and intensity of rehab now that “45 minutes, 5
times per week” has been rolled out, attempted and trialled across the
UK. Including looking at the role joint therapy treatments can play in

Developer’s Response
Please respond to each
comment
The review question that the
GDG considered important
was whether communication
skills training for families and
carers provided added
benefit in facilitating
communication for people
with aphasia as this
represents a large group of
stroke patients. However
from the additional work on
speech and language
therapies conducted the
GDG have made further
recommendations for the
person with stroke to have
opportunities for
communication/conversation
support from trained people
as well as by the therapist.
Thank you for your comment.
The information and
evidence laid out in the
guideline is for the
rehabilitation period after
stroke. Of the studies
included, only one was in an
acute setting. The ‘serious
limitations’ refers to the
quality of the outcomes
reported and not the quality
of the studies.
The GDG consider the
recommendations to be
applicable to any period in
which stroke rehabilitation is
being delivered to aid the
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this pattern of working and limitations to delivering 45 minutes per day,
ie access to patients, staffing levels, carry over effect, etc

1058.

SH

Royal
College of
Speech and
Language
Therapists

NICE
31.

8

The RCSLT is pleased that the option of intensive speech and
language therapy is highlighted.

Developer’s Response
Please respond to each
comment
recovery of a patient after
stroke. The intensity of
rehabilitation should be at a
level that allows patients to
achieve realistic goals and
this would be tailored to the
individual. The
recommendations have been
revised to reflect different
levels of ability. We do not
think subdividing the
guideline into different
phases of rehabilitation
would be helpful.
Thank you for your
suggestion for further
research. We agree that
determining the intensity of
rehabilitation to offer is an
important area and we have
made a research
recommendation for intensive
rehab (6 hours) versus
moderate rehab (2 hours).
Thank you for your comment.
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1059.

SH

The British
Dietetic
Association

23

NICE

8

Service Delivery:
Secondary Prevention
Patients should be given individualised advice including:
Fruit and vegetables, fish, fat, weight, salt, alcohol, supplements
As per National Clinical Guidelines for stroke, RCP, 2008.
Dietitians are experts in this field

1060.

SH

The British
Dietetic
Association

24

NICE

8

Service Delivery
Rehabilitation
As per As per National Clinical Guidelines for stroke, RCP, 2008.
Until a safe swallowing method has been established, all patients with
identified swallowing
difficulties should:
• receive hydration (and nutrition after 24–48 hours) by alternative
means
• be considered for nasogastric tube feeding
• be considered for the additional use of a nasal bridle if the
nasogastric tube needs frequent replacement
• have written guidance for all staff/carers to use when feeding or
providing liquid.
Every patient who requires food or fluid of a modified consistency
should:
• be referred to a dietitian or multidisciplinary nutrition team
• have texture of modified food or liquids described using national
agreed descriptors
• have both fluid balance and nutrition monitored.

Developer’s Response
Please respond to each
comment
Thank you for your comment.
We would agree that
Dieticians have expertise in
the area of nutrition
management. General
dietary advice is outside of
the scope of this guideline.
We have cross referred to
the NICE guideline; Nutrition
support in adults:
http://guidance.nice.org.uk/C
G32 and the Acute Stroke
guidance to provide
additional information
applicable to a stroke
population.

Recommendations on
swallowing, feeding and
nutrition for the acute phase
of stroke are given in the
NICE Stroke guideline
(clinical guideline 68). We
have cross referred to this
guidance in addition to
Nutrition support in adults:
oral nutrition support, enteral
tube feeding and parenteral
nutrition,
http://guidance.nice.org.uk/C
G32.
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Gastrostomy feeding should be considered for patients who:
• need but are unable to tolerate nasogastric tube feeding within the
first four weeks
• are unable to swallow adequate amounts of food and fluid orally at
four weeks
• are at long-term high risk of malnutrition.
Malnutrition, poor nutrition and dehydration are
common after stroke, being present in up to 30% of patients. The risk
of malnutrition increases with increasing hospital stay. Malnutrition and
dehydration are associated with a worse outcome and a slower rate of
recovery and stroke patients with dysphagia are more at risk due to the
multiple impairments associated with difficulty/inability to eat and drink
normally.
All patients, when first assessed, should be screened for malnutrition
and the risk of malnutrition by a trained person using a validated
procedure (eg clinical judgement, the Malnutrition Universal Screening
Tool (MUST)).
Screening for malnutrition should be repeated
• weekly for hospital inpatients
• when there is clinical concern in all other patients.

1061.

SH

The British
Dietetic
Association

25

NICE

8

Fluid balance should be monitored carefully when modified consistency
drinks and enteral
input are given
Service delivery: Nutrition Care
All patients to receive nutritional screening post stroke with those at
high risk of malnutrition being referred to registered Dietitian for
specialist assessment. All patients with dysphagia to be referred to
registered Dietitian for specialist assessment. Alternative feeding to be
considered for all patients unable to swallow. Appropriate texture diets
to be given to those patients needing nutritional adequacy. Patients to
receive individualised secondary advice regarding diet from registered
Dietitian at an appropriate point during their rehabilitation

Thank you for your comment.
The stroke rehabilitation
guideline has referred to the
Guidance on nutritional care
in the NICE Stroke guideline
(clinical guideline 68) and.
Nutrition support in adults:
oral nutrition support, enteral
tube feeding and parenteral
nutrition,
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http://guidance.nice.org.uk/C
G32 This includes
recommendations on
screening, malnutrition,
nutrition support, information
and education.
We have
specified in the
recommendation that
assessment and delivery of
interventions should be
carried out by those health
professionals with the
relevant skills and training
which would include
dieticians.

Having considered evidence base used for “45mins of therapy at least
5 times per week” it is questionable how realistic it is to relate this
evidence to the acute setting. 2 of the studies used are not relevant to
the acute setting and all of the studies were assessed as having
“serious limitations” in their quality assessment. Due to the changing
needs of the patient and ability to participate with therapy as time
progresses would it be advisable to separate the section on intensity of
rehabilitation into acute, sub-acute and long-term rehabilitation?
Although it is recognized that early mobility is important in stroke
recovery perhaps a re-wording of the summary within the NICE version
to place greater emphasis on delivering therapy at an intensity
appropriate to that patient rather than a time directive would be an
option.
Possibly an area for future research/long term studies comparing
current UK methods and intensity of rehab now that “45 minutes, 5
times per week” has been rolled out, attempted and trialled across the
UK. Including looking at the role joint therapy treatments can play in
this pattern of working and limitations to delivering 45 minutes per day,
ie access to patients, staffing levels, carry over effect, etc

Thank you for your comment.
The information and
evidence laid out in the
guideline is for the
rehabilitation period after
stroke. Of the studies
included, only one was in an
acute setting. The ‘serious
limitations’ refers to the
quality of the outcomes
reported and not the quality
of the studies.
The GDG consider the
recommendations to be
applicable to any period in
which stroke rehabilitation is
being delivered to aid the
recovery of a patient after
stroke. The intensity should
be delivered at a level that
allows patients to achieve
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realistic goals and this would
be tailored to the individual.
We do not think subdividing
the guideline into different
phases of rehabilitation
would be helpful.
Thank you for your
suggestion for further
research. We agree that
determining the intensity of
rehabilitation to offer is an
important area and we have
made a research
recommendation for intensive
rehab (6 hours)

1063.

SH

British
Association
of Stroke
Physicians
(BASP)

48

NICE

8

3

Other features of Early Supported Discharge services that were
identified in the 2005 Cochrane Review should also be mandated –
e.g. that the service should be hospital outreach, rather than
community in-reach.

We are unable to make such
a recommendation based on
the clinical question and
review conducted for this
guideline. However further
work has been undertaken
post consultation to consider
discharge and transfer of
care and interface between
health and social care. From
this the GDG has reviewed
and made further
recommendations to address
key areas identified by
stakeholders.
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1064.

SH

Livability
Icanho

4

NICE

8

3

‘assistance of one person’. Concern expressed re the availability of a
person at home to undertake transfers if the person following
intervention from the ESD team is required to attend other rehabilitation
/ social activities and transport provider restricted from crossing the
threshold.

1065.

SH

British
Association
of Stroke
Physicians
(BASP)

49

NICE

8

7

The evidence base to support a dose-response relation between
therapy and outcome varies in strength between the particular
therapies. Whilst there may be good evidence that 45 minutes of
physical therapy daily should be ‘offered’, the same cannot be said of
speech and language therapy.

Developer’s Response
Please respond to each
comment
It would be expected that
adequate assistance is
provided to enable the
person to access
rehabilitation services.
Additional recommendations
have been made by the GDG
on discharge planning and
transfer of care and interface
between health and social
care as a result of additional
work carried out post
consultation. These place an
emphasis on adequate
provision being in place to
enable access to
rehabilitation services.
The recommendation made
is for speech and language
therapy to be provided but
the GDG did not indicate
what the dose should be.
The GDG did not consider
the studies included in the
review to be examples of
intensive therapy and
therefore have made a
recommendation for further
research to be conducted to
evaluate more than 8 hours
of language therapy per
week.
The recommendation for 45
minutes of each active
therapy is in line with the
current NICE quality standard
and the GDG’s consensus
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view that the interventions
offered would be based on
individual need and the GDG
consider that this could
include speech and language
therapy.

With respect to cognitive function:
(1)There seems to be no mention of the most appropriate instruments
for screening for cognitive problems for day to day practical clinical
use on stroke and rehabilitation units – there is now a body of work on
limitations of MMSE in comparison with newer instruments which we
suggest it would be useful to review, discuss and consider as a topic
for recommendation for further research.
(2) An important feature of post stroke cognitive impairment is
executive dysfunction which should be more clearly highlighted in its
own right rather than simply mentioning it in the context of memory or
attentional deficits.

Thank you for your comment.
The questions reviewed
addressed the effectiveness
of interventions for cognitive
function; we did not consider
screening tools. However
further work conducted post
consultation considered
screening and assessment
for rehabilitation and the
GDG have made further
recommendations based on
this work. The Delphi survey
undertaken to obtain
consensus of the wider
stroke rehabilitation
professional and patient body
demonstrated that there was
no consensus on which
particular tools should be
used. The cognitive reviews
have been reviewed and
revised following stakeholder
comments.
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1067.

SH

NIHR Stroke
Research
Network

10

NICE

9

Many areas of cognitive function have not been considered. It is
unclear why visuo-spatial, memory and attention have been targeted
and not others. Reviews around these areas are incomplete.

1068.

SH

Royal
College of
Physicians
(RCP)

6

NICE

9

We welcome the emphasis on transitions. However, we are surprised
that nowhere in the document is specific mention made of social
services and their potential contribution.

1069.

SH

Livability
Icanho

7

NICE

9

17

Comments
Please insert each new comment in a new row.

Cognitive functions should include a screening for cognitive deficits
(attention, memory and executive dysfunction). Executive dysfunction
should have its own description not be mentioned as part of Attention.
Again a therapist should be able to screen for potential problems but
rehabilitation requires more specialist skills in both assessment and
treatment, especially in considering emotional issues and differential
diagnosis.

Developer’s Response
Please respond to each
comment
.
Thank you for your comment.
We were unfortunately
unable to cover all areas and
focused on those that
stakeholders and GDG
members initially suggested
as critical areas to address.
The cognitive chapters have
been reviewed and revised
following stakeholder
comments.
Further work has been
undertaken post consultation
which addresses the
interface between health and
social care. Further
recommendations have been
made n this area.
Thank you for your comment.
Further work carried out post
consultation, includes
screening and assessment
for rehabilitation. Further
recommendations have been
made for full neurological
assessments to be carried
out, along with assessment
of psychological and
emotional functioning.
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1070.

SH

Anglia
Stroke and
Heart
network

2

NICE

10

1.2.1

The comment below indicates that more clarity is required about the
respective roles of the professions involved.
Eye movement therapy- would this be an expectation of therapy or
ophthalmology? Is this input subject to local arrangement and
agreement?
Offer eye movement therapy to people with hemianopia. It is not
clear from this statement as to which professional would be carrying
these out and it is strongly felt that only a specialist in the field should
carry out such specific treatment.

1071.

SH

Anglia
Stroke and
Heart
network

5

NICE

10

1.1.3

1072.

SH

Anglia
Stroke and
Heart
network

This comment expresses concern about governance relating to
training.
Attention : the group has concerns that the use of standardised
assessments will be difficult to achieve given the cost implication of
ensuring that all relevant people are trained appropriately and also the
availability of the courses to ensure correct accreditation

9

NICE

10

1.4.3

This comment requests more clarity about whether monitoring patients
is included as therapy time.
Regularly monitor: Although treatment time is stipulated at 45 minutes
per day there is no time scale set for monitoring purposes.

Developer’s Response
Please respond to each
comment
Thank you for your comment.
The expectation would be for
interventions to be delivered
by an appropriately skilled
and trained health
professional.

Thank you. Training issues
are outside of the remit of a
NICE guideline.
Qualifications and
competencies are addressed
by the relevant professional
bodies and the expectation
would be for therapies to be
delivered by health
professionals with the
relevant skills and training.

Your concerns have been
forwarded to the NICE
implementation team for this
guideline.
Assessment and monitoring
would be on-going as part of
the patient’s rehabilitation
programme and time
allocated to this would need
to be determined locally
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1073.

SH

British and
Irish
Orthoptic
Society
(BIOS)

7

NICE

10

30

Some patients will require assessment of other vision defects, for
example ocular motility defects post stroke (Rowe et al Age and Ageing
2009)

1074.

SH

The British
Dietetic
Association

26

NICE

11

No mention is made of the importance of nutrition. There has been
research in this field since Guideline 32 was published and stroke
patients have particular issues around diet and nutrition that should be
covered in this guideline. The NICE Guideline 32 is not stroke specific
and there has been research in the field of stroke and nutrition since it
was published

Developer’s Response
Please respond to each
comment
Further work has been
undertaken post consultation
which addresses other visual
impairments. As there was
very little or no evidence for
this area a modified Delphi
survey was undertaken in
order to develop
recommendations based on
the consensus of the wider
stroke rehabilitation
professional and patient
body. Further guidance has
been provided for areas
where consensus was
reached. The GDG have
revised the recommendation
to say all people with visual
difficulties should be
assessed.
Thank you for your comment.
The stroke rehabilitation
guideline has referred to the
guidance on nutritional care
in the NICE Stroke guideline
(clinical guideline 68) and
Nutrition support in adults:
oral nutrition support, enteral
tube feeding and parenteral
nutrition,
http://guidance.nice.org.uk/C
G32 This includes
recommendations on
screening, malnutrition,
nutrition support, information
and education.
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Developer’s Response
Please respond to each
comment
.

1075.

SH

British and
Irish
Orthoptic
Society
(BIOS)

8

NICE

11

1

And offer appropriate management of other vision impairments. In
addition, consider partial sight registration for people with permanent
visual field loss

1076.

SH

Royal
College of
Physicians
(RCP)

8

NICE

11

1.2.1.2

We question how widely available ‘eye movement therapy’ is.

The recommendations have
been reviewed and revised
by the GDG following
comments from stakeholders.
Further work has been
undertaken post consultation
which addresses other visual
impairments. As there was
very little or no evidence for
this area a modified Delphi
survey was undertaken to
develop recommendations
based on the consensus of
the wider stroke rehabilitation
professional and patient
body. Further guidance has
been provided for areas
where consensus was
reached.
Thank you for your comment.
The GDG made this
recommendation in order to
change current practice and
make this therapy more
widely available to people.
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1077.

SH

Intercollegiat
e Working
Party for
Stroke

157

NICE

12

1.5.1.1 Why is communication training for the individual not
mentioned? There also should be reference to group therapy and peer
support (for both individual and family).

1078.

SH

Intercollegiat
e Working
Party for
Stroke

158

NICE

12

1.5.1.1 This should be provided as standard care not merely
considered

Developer’s Response
Please respond to each
comment
.
The review question that the
GDG considered important
was whether communication
skills training for families and
carers provided added
benefit in facilitating
communication for people
with aphasia as this
represents a large group of
stroke patients. However
from the additional work on
speech and language
therapies conducted the
GDG have made further
recommendations for the
person with stroke to have
opportunities for
communication/conversation
support from trained people
as well as by the therapist.

Thank you. The GDG has
amended the wording of this
recommendation.
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1079.

SH

Intercollegiat
e Working
Party for
Stroke

159

NICE

12

1.4.1.1 Provide physiotherapy to whom? And how much?

1080.

SH

Royal
College of
Speech and
Language
Therapists

NICE
32.

12

In the section on communication the first point should be related to
assessment to ensure that any deficits in comprehension and reading
are recognised. This will then lead to appropriate management with
the abilities and deficits in verbal expression and writing being
determined.

1081.

SH

Royal
College of
Speech and
Language
Therapists

NICE
33.

12

We are concerned that the wording of 1.5.1.1. “consider” gives too
much discretion to offer or not to offer treatment.

Developer’s Response
Please respond to each
comment
The recommendation states
that physiotherapy should be
provided to those who have
muscle weakness, sensory
disturbance and difficulties
balancing. The GDG have
recommended a minimum of
45 minutes of each therapy 5
x per week for those who
have the capacity. This may
be more or less dependent
on the assessment of the
individual patient.
Recommendations made in
the intensity of speech and
language therapy section
refers to an assessment of
the language deficit being
carried out. The GDG have
revised the speech and
language therapy
recommendations in light of
additional work carried out
post consultation. The
sections on communication
and speech and language
therapy recommendations
have been brought together
for greater clarity.
Thank you. The GDG have
revised the wording of this
recommendation.
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SH

Anglia
Stroke and
Heart
network

10

NICE

12

1.6.2

This comment suggests more guidance about FES would be
preferable.
Hand and arm: functional electrical stimulation for the upper limb
Walking : ankle foot orthoses
This group of therapists felt the use of functional electrical stimulation
(FES) could be offered to lower limb as well as upper limb, providing
the expertise and equipment were available.

1.6.7

1083.

SH

The North of
England
Cardiovascu
lar Network

38

NICE

12

1084.

SH

Birmingham
Community
Health Care
NHS trust

3

NICE

1085.

SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

3

NICE

8

Developer’s Response
Please respond to each
comment
The recommendations made
within the guidance refer to
the ES for the upper limb.
Reference has been made to
NICE guidance IPG278 for
the lower limb.
This has been made clearer
in the text.

The summary lifted from the full version recommendations does not set
the tone for stroke related communication disorders. It suggests
intervention only needs to be considered, gives no indication that it
needs to be done by a qualified SLT and gives the indication that one
of a list of interventions can be applied with equal value. Later on the
guidance mentions qualified practitioner and assessment and intensity
on input

We agree having the
communication and speech
and language therapy
recommendations split into
different parts of the
guideline is not helpful and
we have reviewed the order
to achieve greater clarity

13

Section 1.6.3.1. Clarify that this should be at least 20 degrees of active
wrist extension and 10 degrees of active finger extension.

Thank you for your
suggestion the GDG
considers the wording of this
recommendation to be clear.

13

Section 1.6.3.1. Clarify that this should be at least 20 degrees of active
wrist extension and 10 degrees of active finger extension.

Thank you for your
suggestion the GDG
considers the wording of this
recommendation to be clear.
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1086.

SH

Royal
College of
Physicians
(RCP)

9

NICE

13

1.6.6

We are surprised at the restriction on electro-mechanical gait training in
1.6.6, as a previous systematic review showed clear evidence of
benefit (albeit that cost-effectiveness of this intervention may be less
certain).

1087.

SH

Birmingham
Community
Health Care
NHS trust

4

NICE

14

Re: equipment provision to care homes
This does not reflect current practice. At present the only equipment
provided to Care Homes (Nursing) would be wheelchairs and specialist
seating. Is the guideline development group recommending routine
equipment provision to Nursing Homes??

1088.

SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

4

NICE

14

Re: equipment provision to care homes
This does not reflect current practice. At present the only equipment
provided to Care Homes (Nursing) would be wheelchairs and specialist
seating. Is the guideline development group recommending routine
equipment provision to Nursing Homes??

Developer’s Response
Please respond to each
comment
We are unclear about what
systematic review you are
referring to?
The GDG considered that it
was not possible to make a
recommendation given the
limited availability of this
equipment and the high initial
outlay cost when the
evidence of benefit was
limited. The GDG were not
confident that
electromechanical gait
training would be cost
effective and therefore a
recommendation for use
within a research context was
made.
We are not specifying who
should supply equipment but
that equipment needed is
identified as part of a planned
and co-ordinated discharge
process.

We do not specify either
specialist or routine
equipment in the
recommendation. The GDG
considered that as part of
discharge planning the
necessary equipment needs
to be in place whatever the
setting. This should be
arranged by the MDT and
would be provided by either
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Developer’s Response
Please respond to each
comment
health or social care
agencies. We have reviewed
the recommendation to
ensure clarity.

1089.

SH

Royal
College of
Physicians
(RCP)

11

NICE

14

1.7.1.3

There is an apparent conflict in Section 1.7.1.3 between the paragraph
on restoration (‘incorporate both arms’) and that on compensation
(‘teaching to dress one-handed’). In fact, practitioners will recognise
that both may be valid, the emphasis on each aspect varying, among
other things, as a function of time after stroke; but we would suggest
that the section as it stands is confusing, and should be clarified.

1090.

SH

Anglia
Stroke and
Heart
network

7

NICE

14

1.7.1.4

This comment expresses concern about local policy in relation to the
guidance.
Ensure appropriate equipment is provided to patients once
discharged from hospital whatever the setting including care
homes: Locally, eligibility procedures may exclude the OT from
providing equipment in care homes.

1091.

SH

Royal
College of
Physicians
(RCP)

10

NICE

14

1.6.7.1

We agree with the recommendations on ankle-foot Orthoses and draw
attention to the ‘Best Practice Statement on the use of ankle-foot
Orthoses following stroke’ (NHS QIS: Edinburgh, 2009)

We agree that a combination
of restorative and
compensatory approaches
may be used, and that was
our meaning when stating in
the recommendation ‘therapy
may consist of restorative or
compensatory strategies’.
We will review the wording to
ensure this is clear.
The recommendation does
not specify that it is the OT
who should provide the
equipment. The MD team
planning and delivering the
care for the patient should
ensure that provision is
organised by the appropriate
agency.
Thank you for your comment.
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Developer’s Response
Please respond to each
comment
We agree. Thank you for
your comment. The wording
has been revised to provide
clarity.
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1092.

SH

Livability
Icanho

8

NICE

14

8

Domestic: All OTs should have (not with) the relevant skills and
training in the analysis and management of ADL tasks
OT to address ADL may consist of restorative strategies or
compensation approaches. The therapist needs to be aware of the
impact of physical, cognitive, perceptual and language problems on a
persons independence.

1093.

SH

British
Association
of Stroke
Physicians
(BASP)

50

NICE

14

23

This paragraph is repetitious.

Thank you for your comment.
Recommendations have
been reviewed and edited by
the GDG.

1094.

SH

Birmingham
Community
Health Care
NHS trust

5

NICE

15

Re training of formal and informal carers in the use of equipment by
OTs.
At present therapists only train the informal carers. Can the guidance
be altered to reflect this as social services/private care agencies should
be responsible for training formal carers in the use of equipment?

We have amended this
recommendation to indicate
that training should be
delivered by the appropriately
qualified professional.

1095.

SH

NHS Plus

4

NICE

15

As noted above. The NICE guidance on sickness absence should have
much greater emphasis here. Including only as “See also” without
providing any detail or commentary understates the important
recommendation in PH19 that have direct relevance here. The specific
recommendations in PH19 should be summarised making them
immediately accessible.

Thank you for your comment.
Absence from work should
be managed in line with other
guidance such as the Long
term sickness guideline. We
have placed greater
emphasis on this publication
within the guideline.
However, NICE editorial
policy does not allow us to
summarise specific
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SH

Royal
College of
Speech and
Language
Therapists

1097.

SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

1098.

SH

Royal
College of
Physicians
(RCP)
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Developer’s Response
Please respond to each
comment
recommendations from other
guidance.

15

In employment we welcome the inclusion of communication in the first
bullet. This is important as the two abilities are both important in
employment requirement considerations.

Thank you for your comment.
This has been added.

NICE

15

Re training of formal and informal carers in the use of equipment by
OTs.
At present therapists only train the informal carers. Can the guidance
be altered to reflect this as social services/private care agencies should
be responsible for training formal carers in the use of equipment .

We have amended this
recommendation to indicate
that training should be
delivered by the appropriately
qualified professional.

NICE

15

We very much welcome the focus on employment in section 1.8 – too
often neglected.

Thank you for your comment.
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comment
RTW in the employment
sector means out of work
people, trying to gain
employment. In healthcare,
return to work is different as it
addresses how deficits affect
work.
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1099.

SH

Livability
Icanho

9

NICE

15

5

Employment: Impact of any deficits on return to work should be
identified (not just RTW issues). An awareness of financial needs in
terms of benefits, insurance. Only therapist with the relevant skills and
understanding about RTW issues should advise the client about when
they will be able to RTW. The therapist should be aware of benefits
and financial implications such as insurance policies.

1100.

SH

British and
Irish
Orthoptic
Society
(BIOS)

9

NICE

15

12

Consider any permanent vision loss that will impact on work
performance.

We agree this is an important
issue. The current
recommendations would be
applicable to those who have
visual impairments.

1101.

SH

Birmingham
Community
Health Care
NHS trust

6

NICE

16

Re: Home visit for ESD
Can the guidance be clarified to specify whether a ‘home visit’ included
those done with and without the patient. A formal home visit may not
be required for all patients being discharged to ESD

The recommendation has
been clarified to say a home
visit should be done unless
the person’s needs can be
assessed in other ways.

1102.

SH

Intercollegiat
e Working
Party for
Stroke

160

NICE

16

1.9.2 ‘Psychological therapies’ is an inappropriate heading; the issue is
one of emotional distress. This recommendation is of little value as it
simply says “think about emotional distress and treat it” which is not
much advance on current practice and does not help the clinician.

The heading has been
changed to mood. We have
included sign posts to other
NICE guidance that address
depression and anxiety and
are applicable to a stroke
population.
CG91 Depression in adults
with a chronic health
problem; CG113 Anxiety and
CG90 Depression in adults.

Page 586 of 605

Comments
Please insert each new comment in a new row.

Developer’s Response
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comment

16

1.9.1.1 Could be clearer here that information giving can be both verbal
and written, and should take account of a range of factors such as
communication difficulties, reading age, access for people with physical
difficulties (can they turn the page of the booklet you have just given
them?)

16

1.10.1.1 There should be a reference to the CLAHRC guidelines on
ESD here.

We agree and will refer
directly to the patient
experience in adult NHS
services guideline (NICE
clinical guideline 138) which
specifies provision of both
oral and written information
and in an accessible format.
Other recommendations
made in the guideline specify
that information needs to be
provided in an appropriate
format for the patient.
Only references to guidelines
developed by NICE are given
in accordance with the NICE
guideline development
process.
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SH

Intercollegiat
e Working
Party for
Stroke

161

NICE

1104.

SH

Intercollegiat
e Working
Party for
Stroke

162

NICE
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1105.

SH

Intercollegiat
e Working
Party for
Stroke

163

NICE

16

1.9.2.1 This recommendation does not address the psychological
needs of the carers, which also has and impact on the care received by
the patient. The assessment also needs a timescale for review
(perhaps by a GP or at an out patient clinic) and an endorsement to be
included in a joint care plan at discharge.

1106.

SH

Intercollegiat
e Working
Party for
Stroke

164

NICE

16

1.9.1.2 The list of local resources should include the NHS – outside of
the immediate stroke team, eg stop smoking services, warfarin clinics
etc.

1107.

SH

Royal
College of
Speech and
Language
Therapists

NICE
35.

16

“Psychological Therapies” refers to “comprehension” and implies that
assessment of comprehension could be done by anyone. This should
be clarified to highlight expert healthcare professionals.

Developer’s Response
Please respond to each
comment
The GDG have considered
and revised
recommendations to address
carer’s needs. We have also
referred directly to the
‘Depression in adults with a
chronic health problem’
(NICE clinical guideline 91)
which addresses support for
families and carers.
Discharge planning,
assessment and on-going
review of needs have now
been addressed as part of
additional work carried out
post consultation and further
recommendations made for
these areas.
Thank you for your
suggestion. The resources
given are examples and not
meant to be exhaustive. .

Thank you for your
comment.
The recommendations made
in the guideline apply to
those who have the
necessary training and
qualifications to carry out the
intervention specified.
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Developer’s Response
Please respond to each
comment
Thank you for your comment.
The recommendation has
been clarified to say a home
visit should be done unless
the person’s needs can be
assessed in other ways.
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1108.

SH

University
Hospitals
Birmingham
NHS
Foundation
Trust

6

NICE

16

1109.

SH

The North of
England
Cardiovascu
lar Network

39

NICE

16

1-2

Home visits should be considered but will not be appropriate for all
those patients and will depend on follow-up service provision such as
FDT and the type of activity that may be a problem. In this case a site
visit or follow-up visit may be more appropriate.

We agree a home visit may
not be necessary for all
patients. The
recommendation has been
clarified to say a home visit
should be done unless the
person’s needs can be
assessed in other ways

1110.

SH

Anglia
Stroke and
Heart
network

8

NICE

16

1.10.1

This comment requests clarity about terminology.
Early supported discharge: The group are concerned that this
requires a “specialist stroke service” and the understanding was that
this had now been amended to a “skilled” stroke service.
There was also discussion as to ‘why’ if a patient was transferring with
one or independently, that this could be classified as ‘early supported
discharge’ as this would be the level they would be for discharge
anyway.

Thank you for your comment.
We have reworded the
recommendation to reflect
that people who have had a
stroke could be discharged
as long as it is safe to do so.

1111.

SH

Anglia
Stroke and
Heart
network

3

NICE

16

1.8.1

The comment indicates concern about the capacity of the team to
become involved in the detail of vocational rehab.
Return to work/ vocational rehabilitation: This can be identified as a
need at the onset of stroke on the acute stroke unit however the acute
stroke OTs would expect the community to follow this up on discharge
as more meaningful once home. Currently the OTs on the acute stroke
unit do not have the capacity or skills to take this forward and therefore
it would be best placed in the community or as an Outpatient they
consider.

The recommendation states
that return to work issues
should be identified as soon
as possible after stroke which
could be on an acute stroke
unit. However, management
would be undertaken at the
appropriate time for an
individual patient as part of
their rehabilitation.

Re: Home visit for ESD
Can the guidance be clarified to specify whether a ‘home visit’ included
those done with and without the patient. Also is a formal home visit
really needed for all of the patients going for ESD
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Developer’s Response
Please respond to each
comment
The wording of the
recommendation has been
revised to indicate with or
without assistance
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1112.

SH

The North of
England
Cardiovascu
lar Network

41

NICE

16

13

Early supported discharge should be offered to those patients who can
transfer safely with 1 person if they have someone there to assist with
the transfer.

1113.

SH

Livability
Icanho

5

NICE

16

20

Reference again in 1.10.1.1 to one person – refer above (4)

Thank you the
recommendation has been
edited.

1114.

SH

Royal
College of
Speech and
Language
Therapists

NICE
36.

17

There is little evidence to prescribe a certain intensity of service. There
is evidence that with certain patients increased intensity of therapy
(physio, speech or OT) is productive and exploits neuro plasticity.
However the general consensus is that the intensity of rehabilitation
should be determined by the needs of the patient, their general health
and stamina, their willingness to participate and retained abilities as
well as deficits. It is important that there is the opportunity to provide
more intensive therapy to those who need it and that the intensity
should not be determined by resources or availability.

Thank you for your comment.
We found the level of
intensity recommended to be
both effective and cost
effective. We agree that this
may not be appropriate for
every person and the
rehabilitation package should
be tailored to the individual.
The recommendation states
that this is appropriate for
those patients with capacity
to do 45 minutes of
rehabilitation and where
benefit for the patient will be
derived.
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1115.

SH

The North of
England
Cardiovascu
lar Network

40

NICE

17

6 - 14

I fail to see any real difference between 1.10.2.1 and 1.10.2.2?

1116.

SH

Royal
College of
Physicians
(RCP)

13

NICE

17

1.10.2

We are pleased to see clear statements on the intensity of therapies
(1.10.2), which should provide targets for audit.

1117.

SH

Anglia
Stroke and
Heart
network

4

NICE

17

1.10.1.
2

This comment requests clarity about whether home visits are arranged
on a needs only basis or for blanket provision.
Home-visits are not provided routinely and only on a needs led basis
and through clinical reasoning. All patients are assessed for
appropriate equipment for discharge and referred for appropriate rehab
after discharge. If the OTs were to provide home-visits for all stroke
patients then the time spent on rehabilitation would reduce even
further.
Another comment from an OT was as follows: The Home Visiting point

Developer’s Response
Please respond to each
comment
Thank you for your comment.
The developers believed it
important to create different
recommendations to address
the varying levels of disability
resulting from stroke. 45
minutes 5 times per week is
the minimum for those who
have capacity and will derive
benefit. There may be other
patients who would benefit
from more than 45 minutes x
5 times per week or others
who would be unable to
manage 45 minutes, and
need a level appropriate for
their capacity.

Thank you for your comment.

Thank you for your comment.
The recommendation has
been clarified to say a home
visit should be done unless
the person’s needs can be
assessed in other ways. We
would suggest that best
practice would be where
there is joined up working
between hospital, community
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is an interesting one as it clearly states prior to discharge from hospital
to home, a home visit should be undertaken for all patients who remain
dependent in some activities and this is to identify additional support
required and to ensure safe and enabling environment. How will this fit
with best practice, the need for prompt discharge and the facilities
available in the community will require good joined up working.

1118.

SH

The North of
England
Cardiovascu
lar Network

1

NICE

17

15

The comment really relates to the whole of section 1.10.3 – Intensity of
speech and language therapy. I find the fact that you have split speech
and language therapy away from Physio and OT quite confusing. This
guideline comes directly after the one stating that patient should be
given 45 minutes of each active therapy for a minimum of 5 days of the
week etc – so are you expecting services to adopt this standard for
speech and language or not? 1.10.3 does not give any specific
guidance on how much SLT therapy should be offered and the low
level of evidence in the full version does not really help. I understand
that you go onto to stipulate in the 'areas that need more research' that
the intensity of speech and language requires more work. However,
until this work is undertaken and some more solid results are formed I
think you need to make it clear whether SLT does or does not fall into
the '45 minutes of therapy' .

Developer’s Response
Please respond to each
comment
health services and social
care agencies to ensure a
planned discharge and coordinated rehabilitation care
are in place for the patient
and their family/carers.
Further recommendations for
these areas have been made
by the GDG following further
work conducted post
consultation.
We agree and have moved
this chapter to the
communication section of the
guideline. The
recommendation for a
minimum of 45 minutes of
each therapy 5 x per week
would include speech and
language therapies. This is
based on the variety of
therapies included in the
studies in the intensity of
rehabilitation question. A
separate review was
conducted on intensive
speech and language
therapy to determine whether
a larger dose of this therapy
was more beneficial than
usual care. From the
evidence available it was not
possible to recommend a
specific amount of SLT
therapy.
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Intercollegiat
e Working
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165

NICE
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Royal
College of
Speech and
Language
Therapists
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The British
Dietetic
Association
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Developer’s Response
Please respond to each
comment

1.10.3.4 Again, we would expect a reference to peer support here
Noted. Thank you for your
comment.

27

NICE
37.

18

There is no mention of “neuroplasticity” of the brain.

Thank you for your comment.

NICE

18

There is again no mention of Dietetic input

Thank you for your comment.
The developers believe that
nutrition is sufficiently
covered by the remit of
another clinical guideline
published by NICE.
Diet, nutritional support and
the use of supplements has
been addressed in the NICE
guideline; Nutrition support in
adults: oral nutrition support,
enteral tube feeding and
parenteral nutrition. Please
see:
http://guidance.nice.org.uk/C
G32.
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1122.

SH

NIHR Stroke
Research
Network

13

NICE

19

There is little rationale for the research priorities recommended in the
NICE guidelines. There has been no attempt to inform this section
through other work on this same topic. For example the SRN Stroke
Rehabilitation Clinical Study Group has already highlighted areas for
further research.

1123.

SH

Royal
College of
Physicians
(RCP)

14

NICE

19

Research Recommendations

The British
Dietetic
Association

28

1124.

SH

Line
No

Comments
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We are pleased to see the suggestion on FES research. However, this
does not mention FES as a treatment, rather than a training, modality –
for example, the work of Yu in implantable FES.

NICE

19

There is no mention of any stroke specific nutrition research that is
needed

Developer’s Response
Please respond to each
comment
Thank you for your comment.
Factors contributing to the
selection of research
recommendations for the
NICE version are listed in the
methodology section under
‘Developing
recommendations’ 4.5.1
within the full version of the
guideline. Research
recommendations are made
based on the areas reviewed
within the guideline, where
the GDG agreed there was
inconclusive or no evidence.
Thank you for your comment.
We agree implantable FES is
not the same as surface ES.
The studies included in the
review were all surface ES
and therefore the research
recommendation reflects the
literature reviewed and
considered by the GDG.
Thank you for your comment.
We are only able to make
research recommendations
for the areas we have
covered in the guideline
where we found inconclusive
or no evidence. As we
referred to other NICE
guidance for management of
nutrition we cannot make
research recommendations
for this topic.
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comment
Diet, nutritional support and
the use of supplements has
been addressed in the NICE
guideline; Nutrition support in
adults: oral nutrition support,
enteral tube feeding and
parenteral nutrition, Please
see:
http://guidance.nice.org.uk/C
G32.

4.4 It is untrue that 19% - 73% of people return to work. Only about
15% of strokes occur in people of working age, and the number at work
is lower.

Thank you for your
suggestion. The research
recommendations have been
reconsidered by the GDG
and this recommendation has
been withdrawn.

While I would not dispute the importance of work to those wanting to
work, the proportion interested is small and this recommendation will
have little overall effect.

1126.

SH

Royal
College of
Physicians
(RCP)

15

NICE

22

A much greater concern is social isolation and the absence of any
meaningful activities in the lives of many patients after stroke, a topic
which has been completely ignored despite (a) the scope, (b) its
importance to large numbers of patients and (c) its potential to reduce
depression and dependence.
The sections on employment/return to work can be considered age
discriminatory in their references to employment and benefits. Older
people who have had a stroke may also wish to return to ‘work’. This is
likely to be volunteering or other similar activities yet they should
similarly receive appropriate services.

Thank you for your
suggestion. The research
recommendations have been
reconsidered by the GDG
and this recommendation has
been withdrawn.
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1127.

SH

Livability
Icanho

10

NICE

22

6

Vocational Therapy: The importance of a client not returning too work
to early should be emphasised as this could cause them to lose their
job. There is evidence to support the fact it is easier for a client to
return to work to an existing job than to find and secure new
employment with a disability. The therapist needs to ensure that the
client is ready to return and is ‘at their best’. An attempt that is too
early could fail and then the opportunity to return to that job is likely to
be lost as an employer would retire the person on medical grounds.

1128.

SH

British
Association
of Stroke
Physicians
(BASP)

51

NICE

30

10

This statement ‘Research suggests…’ is not supported by the latest
research into speech and language therapy in the acute phase of
stroke recovery (the ACT-NoW trial, (currently in press). Features of
the intervention in this trial, such as the use of trained volunteers
delivering a plan of treatment determined following assessment by a
speech and language therapist, should be incorporated into the NICE
guideline before publication next year.

Thank you for your comment.
The research
recommendations have been
reconsidered by the GDG
and this recommendation has
been withdrawn.

1129.

SH

Association
of British
Neurologists

7

NICE

41

17

Does the recommendation for 45 minutes of ‘active rehabilitation’
apply to physiotherapy, speech therapy and occupational therapy? If
so, this seems extremely short. We think it needs clarifying in the NICE
version of the guideline.

Thank you for your comment,
the recommendation applies
to a package of rehabilitation
therapies as appropriate for
the individual patient and this
would be a minimum of 45
minutes of each therapy, not
45 minutes in total.
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The rationale for key clinical
issues is not clear. Overall the
guidelines seem very
impairment focussed. What
about leisure & psychosocial
support?

Developer’s Response
Please respond to each comment

Re scope. Why did this exclude
interventions for post stroke
mood disorders (e.g.
depression and anxiety) when
it has long been known that coexisting cognitive and
communication difficulties may
compromise ability to
participate in standard
evidence based interventions
recommended in other NICE
guidelines. (A deliberate
paraphrase of your research
recommendation Appendix pg
473).

We were unfortunately unable to cover all
areas and focused on those that
stakeholders and GDG members initially
suggested as critical areas to address.
Reference has been made to other NICE
guidance on depression and anxiety CG
91 and CG 113.

We were unfortunately unable to cover all
areas and focused on those that
stakeholders and GDG members initially
suggested as critical areas to address.
In order to prioritise the areas for
consideration within the time and resource
allocated for the development of the
guideline, the following were taken into
consideration:
 Diverse practice
 Areas of uncertainty
 Critical clinical issue
 Impact on patient care
 Changes needed to move the area
forward
 Cost implications/effectiveness
Additional work has been conducted
post consultation and this includes
long term health and social support.
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1181.

SH

Intercollegiate
Working Party for
Stroke

21

Appendices

3

1182.

SH

The British Dietetic
Association

32

APPENDICES

6

Line
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Please insert each new
comment in a new row.
This was not a novel finding but
an omission that was pointed
out at the scoping stage and a
missed opportunity to include
the high quality evidence that
already exists for certain
interventions and would have
improved the clinical utility of
this guideline. We do not have
all the answers and agree it is
a priority area for research
investment, but an
acknowledgement of the
omission may encourage
commissioners to use other
guidelines in the short term.
There is no mention in the
scope about referring people
back into the healthcare
system after they have been
discharged. Why was this not
considered?

Clinical issues that will be
covered should include food,
nutrition and hydration issues.
NICE guideline 32 is not stroke
specific

Developer’s Response
Please respond to each comment

Thank you for your comment. A modified
Delphi survey was undertaken post
consultation in order to develop
recommendations based on the consensus
of the wider stroke rehabilitation
professional and patient body and will
include re-accessing rehabilitation when
needed.
Thank you for taking the time to help the
developers refine the guideline. The
developers believe that the current NICE
guidance on nutrition support is applicable
to Stroke Rehabilitation as it covers diet,
nutritional support and the use of
supplements.
(Nutrition support in adults: oral nutrition
support, enteral tube feeding and
parenteral nutrition,
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http://guidance.nice.org.uk/CG32.)

1183.

SH

The British Dietetic
Association

33

APPENDICES

95

Search criteria did not include
clinical / cost effectiveness of
early supported discharge with
regards to enterally fed patients

Thank you for your comment. The search
strategy was designed to retrieve papers
for all people after stroke.

1184.

PR

NETSCC, HTA Ref 2

22

Appendices

217

2.2 Please comment on the
health economics and/or
statistical issues depending
on your area of expertise.
The inclusion and exclusion
criteria are hard to reconcile
here. Reference 373 in the
appendix is excluded because
the individual papers have
been accessed which is fair
enough but Table 49 only
includes five of them and the
appendix does not give
reasons for excluding all of the
others.

Thank you for your comment. We have
added the reasons for excluding the other
papers. (Turton, 1990: Jongbloed, 1991).

-230
474
-491
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23
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1186.

SH

Intercollegiate
Working Party for
Stroke

166

Appendices

362

1187.

PR

NETSCC, HTA Ref 1

11

Appendices
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As a minor point if I said I was
looking for systematic reviews
as well as individual reports
(page 25 lines 25 to 27 claims
this) then I would have included
373 and similar reviews in the
main text not just in the
appendix.
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The question is the wrong
question. Before considering
intensity one must consider
evidence that speech therapy
leads to benefit. As there is a
Cochrane review that answers
this question I cannot
understand why it was not
used. It is irrational to
recommend intense therapy
which is not deliverable (and
not tolerated by many patients)
and which will benefit only a
few without considering the
great majority who currently get
no therapy.
1.2.2.1 – the assumption that
there is no difference in costs
post-rehab between groups
should be briefly justified here
(as stated later on p. 458)

An additional review on speech and
language therapies has been conducted
and will be included in the guideline.

Thank you for your comment. Studies that
matched the protocol and answered the
review/clinical question from reference 373
were assessed and included for this
review.

Thank you for your comment. This has
been added.

Page 600 of 605

Developer’s Response
Please respond to each comment

Type

Stakeholder

Order
No

Document

Page No

1188.

PR

NETSCC, HTA Ref 1

12

Appendices

456

1189.

PR

NETSCC, HTA Ref 1

13

Appendices

466

Third paragraph – this analysis
is very good for demonstrating
robustness of results.

1190.

PR

NETSCC, HTA Ref 2

35

Appendices

469

I know it is a cliché to say more
research is necessary but it
might have been easier to list
the areas where no more
research was necessary as the
reviewers are continually
having to apologies for the
paucity of research.

Thank you for your comment.

4.2 Please comment on
whether the research
recommendations, if
included, are clear and
justified. This recommendation
implies studies looking for
interactions (in the statistical
sense). Since these have lower
precision this would demand

Thank you for your comment this research
recommendation has been be reviewed by
the GDG.

473

1191.

PR

NETSCC, HTA Ref 2

34

Appendices

473

Line
No

Comments
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Are there any limitations to
mention regarding the fact that
Ryan’s study and therefore this
study do not allow new people
to enter the model every year?
(at least that is my reading of
how the model works – that we
look at people age 77 and how
they move through cycles not
allowing new people to enter).

Thank you for your comment. It is standard
practice in cost effectiveness analysis to
follow a single cohort of patients and
estimate their lifetime costs and health
outcomes - differences in costs are then
weighed against differences in health
outcomes. It would however be relevant in
a cost impact model aimed at helping
providers budget for an intervention – this
type of analysis is often undertaken by
NICE as part of implementation activities.
Thank you for your comment.
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1192.

SH

Intercollegiate
Working Party for
Stroke

167

Appendices

481

1193.

SH

Intercollegiate
Working Party for
Stroke

168

Appendices
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quite substantial studies.
Looking at the current evidence
though most of the studies
reviewed are very small and I
think this recommendation is
hence unrealistic until research
capacity in this area has been
increased.
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How can reference 266 be said
to have a ‘non-relevant
outcome’ when the outcome
was ‘standing independently’, a
vital skill? This simply
demonstrates the failure of the
systematic reviewer to
understand how to do a
systematic review in
rehabilitation. The question is
‘does repetitive task training
lead to change?’ Not ‘does it
change a small limited number
of tests?’. If the study is
focused on training someone to
stand the researcher will not
measure walking!
Exactly the same applies to
reference 268; it is
inappropriate to select studies
on the basis of the outcome
measure because each study
will choose a measure
appropriate to the particular
task being trained, not one of a
group chosen after the event
by a systematic reviewer.

Thank you for your comment. In order to
evaluate the clinical effectiveness of
repetitive task training versus usual care,
the GDG agreed on specific population,
intervention (s), comparison (s) and
outcomes.
Barreca et al, 2004 (ref 266) reported Sit
to Stand (STS), global rating scale,
Dartmouth Primary Care Cooperative
Information Project (COOP charts) and
falls as outcomes. These outcomes
reported by Barreca, 2004 were not
specified in our protocol.

Thank you for your comment. Studies were
not selected on the basis of outcome
measures alone. Studies were either
included or excluded on the basis of the
population, intervention, comparison and
outcome (PICO) format specified by the
GDG. The comparison and outcomes in
the Dean et al, 1997 (ref 268) compared
ground reaction forces and different reach
directions to a sham. These interventions
and comparison did not match our
protocol.
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SH

Intercollegiate
Working Party for
Stroke

169

Appendices
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Working Party for
Stroke
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Reference 273. The motor
relearning programme involves
task-specific training and
indeed initiated this approach.
The systematic reviewer has
simply looked for specific
words rather than considering
what the study actually studied.

Thank you for your comment. The
Langhammer et al, 2000 (ref 273)
compared Bobath to Motor Relearning
Programmes.
The paper states that “the Bobath concept
represents a theoretical framework in
reflex-hierarchal theory, while the motor
relearning programme is based in system
theory, and is basically task oriented”. The
tasks in this programme are not specified.
These interventions were not detailed and
also not specified in our protocol.

In fact it has to be
acknowledged that sometimes
it is difficult to know what was
done, but in this case the
exclusion is another error.
Reference 275: Why is a
secondary analysis a reason
for exclusion? It is evidence

Thank you for your comment. We included
the primary analysis (Salbach, 2004) which
reports the same population, intervention,
comparison, outcomes and results as the
secondary analysis (Salbach, 2005; ref.
275).
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1196.

SH

Intercollegiate
Working Party for
Stroke

171

Appendices

482

1197.

SH

Intercollegiate
Working Party for
Stroke

172

Appendix

475

1198.

SH

Intercollegiate
Working Party for
Stroke

173

Appendix
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Reference 277 also studied
task training
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Memory function exclusions.
By excluding papers that used
other patient groups (e.g,
Geursens, ref 92, Salazar, ref
99) or studied another aspect
of memory function (e.g.
slowness, ref 103) the review is
overlooking many important
studies that in reality will or
should inform clinical practice.
This makes the guideline (a)
not credible to readers and (b)
not useful to clinicians because
it only reviews a small minority
of the relevant evidence.
Excluded studies Mant el al
1998 (ref 458) is excluded
because of “not specified
comparison/intervention’. The
abstract states “The control
group received nothing.”

Thank you for your comment. Geusgens,
2007 (ref 92) is not an experimental study;
it is a review of which we included relevant
primary studies that matched and
addressed our protocol.
Salazar (ref 99) does not address the
stroke population specified in the protocol
by the GDG. The population (100%)
Salazar et al addressed had traumatic
brain injury.

Thank you for your comment. The study
compared ‘Bobath’ to ‘movement science
based treatment’ for stroke. These
interventions and outcomes do not address
the protocol specified by the group.

Thank you for your comment. The Mant et
al, 1998 (ref 458) does not match prespecified intervention and comparison.
The protocol states: Supported information
(in the form of active information provision,
encourage feedback, peer support,
interactive computer programme) as the
intervention and unsupported information
(in the form of leaflets, notice board
information) as the comparison. The
intervention group in this study received
‘information pack’ (in the form of leaflets)
and the control received ‘nothing’. The
‘information pack’ given is not a form
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‘supported information’ and ‘Nothing’ was
not specified in the protocol.
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