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FINAL

NATIONAL INSTITUTE FOR HEALTH AND
CLINICAL EXCELLENCE

SCOPE
1 Guideline title

Stroke rehabilitation: the rehabilitation and support of stroke patients

1.1 Short title
Stroke rehabilitation

2 The remit

The Department of Health has asked NICE ‘to produce a joint clinical and
social care guideline on the long-term rehabilitation and support of stroke
patients’.

3 Clinical need for the guideline

3.1 Epidemiology

a) Stroke is a major healthcare problem in the UK. It can have a
devastating and lasting impact on the lives of people and their
carers. Approximately 110,000 people in England have a first or
recurrent stroke each year, and 25% of strokes occur in people
younger than 65 years. The risk of recurrent stroke within 5 years
of a first stroke is between 30 and 40%.

b) Most people survive a first stroke, often with significant morbidity.
There are more than 900,000 people living in England who have
had a stroke. It is the single largest cause of complex impairment,
activity limitation and participation restriction in England and
approximately 300,000 people are living with moderate to severe
impairment, activity limitation and participation restriction as a
result.
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c) Mood disturbance such as anxiety and depression is common in
people after stroke. It is often related to the severity of both
cognitive and motor impairments and the severity of activity of
limitation. Mood disturbance in people after stroke may exacerbate
their other impairments and limit functional recovery, and may have
a significant impact on family and carers.

d) Stroke is the third largest cause of death in England and accounts
for 11% of all deaths in England and Wales.

3.2 Current practice

a) Many people have a high burden of impairment, activity limitation and
participation restriction after stroke, and much of post-stroke care relies on
rehabilitation interventions.

b) 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. The World
Health Organisation International Classification Function (ICF) provides a
conceptual framework for rehabilitation, defining impairments of body
structure and function, activities and participation roles. Stroke rehabilitation is
a reiterative, active, educational, problem solving process focused on the
individuals needs with the following components: assessment, goal setting,
intervention, and evaluation. The rehabilitation process aims to maximise the
participation of the person in his or her social setting; and to minimise the pain
and distress experienced by the individual and their family and carers.

c) There are a wide range of interventions which aim to improve outcomes for
people with stroke. Much of the evidence supporting stroke rehabilitation has
been based on evaluating the multidisciplinary approach, or on the effect of a
particular discipline. There is a need to examine the clinical and cost
effectiveness of individual components of treatment in stroke rehabilitation.
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d) Consideration will be given to health care interventions that may be
delivered within a social care setting or where provision would normally be
made by social services in order to ensure that recommendations made will
dove tail with social care provision.

4 The guideline

The guideline development process is described in detail on the NICE website
(see section 6, ‘Further information’).

This scope defines what the guideline will (and will not) examine, and what the
guideline developers will consider. The scope is based on the referral from the
Department of Health.

The areas that will be addressed by the guideline are descrbed in the
following sections.

4.1 Population

411 Groups that will be covered

a) Adults and young people 16 years and older who have had a stroke
with continuing impairment, activity limitation or participation
restriction.

41.2 Groups that will not be covered

a) Infants and children under 16 years.
b) People who have had a transient ischaemic attack.
4.2 Healthcare setting

Primary, secondary, tertiary and community care setting

421 Key clinical issues that will be covered

a) Interventions used within the primary, secondary , tertiary and
community care setting, including:
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* Exercise therapies to develop efficient movement, motor
leaming, gait and balance, upper limb function and hand
dexterity, for example strength training, and aerobic fitness
training.

+ Repetitive task training for limb function and movement

e Orthoses for upper and lower limbs

o FES (functional electrical stimulation) for upper limbs.

» Other therapies to improve physical function, for example,
treadmill training, body-weight-supported treadmill training,
constraint-induced movement therapy, , and gait trainers for
lower limbs.

« Cognitive function interventions, for example interventions to
improve memory, attention, orientation, spatial awareness
and/or neglect.

« Speech and language therapies including treatments focussing
on the underlying level of linguistic impairment

e Eye movement therapy.

o Treatment of dysphagia.

b) Rehabilitation of daily activities, for example washing and
dressing.

c¢) Rehabilitation of participation roles, for example leisure and
return to work.

d) Support for people after stroke and their carers for example,
systemic family therapy and group education support.

e) Provision of information for people after stroke and their
carers, including provision of information for people after stroke

with aphasia.

f) Intensity of rehabilitation.
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g) Early supported discharge.

42.2 Clinical issues that will not be covered

a) Primary prevention of stroke.

b) Secondary prevention of stroke.

c) Assessment for rehabilitation

d) Assessment and management of acute stroke.

4.3 Main outcomes

a) Physical function, communication and activities of daily living
outcomes appropriate to each intervention, including assessment
using:
« Barthel Index
« Nottingham Extended Activities of Daily Living (EADL) scale
e 10-metre timed walk, 6-minute walk and the timed 'up and go’

test

o General Health Questionnaire (GHQ)
* Hospital Anxiety and Depression Scale (HADS)
e SF-36
e EuroQol.

4.4 Economic aspects

Developers will take into account both clinical and cost effectiveness when
making recommendations involving a choice between altemative

interventions. A review of the economic evidence will be conducted and
analyses will be carried out as appropriate. The preferred unit of effectiveness
is the quality-adjusted life year (QALY), and the costs considered will usually
only be from an NHS and personal social services (PSS) perspective. Further
detail on the methods can be found in 'The guidelines manual’ (see ‘Further
information’).

10
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4.5 Status
451 Scope

This is the final scope.

45.2 Timing
The development of the guideline recommendations will begin in April 2010.

5

Related NICE guidance

5.1 Published guidance

511 NICE guidance to be incorporated

This guideline will incorporate the following NICE guidance.

Depression in adults (update). NICE clinical guideline 90 (2009). Available
from www.nice.org.uk/guidance/CG90

Depression in adults with a chronic physical health problem. NICE clinical
guideline 91 (2009). Available from www.nice.org.uk/guidance/CG91
Functional electrical stimulation for drop foot of central neurological origin.
NICE interventional procedure guidance 278 (2009). Available from
www_.nice.org.uk/quidance/IPG278

Faecal incontinence. NICE clinical guideline 49 (2007). Available from
www _nice.org.uk/guidance/CG49

Nutrition support in adults. NICE clinical guideline 32 (2006). Available from
www.nice.org.uk/quidance/CG32

51.2 Other related NICE guidance

Managing long-term sickness and incapacity for work. NICE public health
guidance 19 (2009). Available from www nice.org.uk/quidance/PH19
Stroke NICE clinical guideline 68 (2008). Available from

www nice.org.uk/quidance/CG68
Neuropathic pain — pharmacological management. NICE clinical guideline.

PublicationMarch 2010. www nice.org.uk/guidance/CG96

11
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5.2 Guidance under development

NICE is currently developing the following related guidance (details available
from the NICE website).

« Anxiety (partial update). NICE clinical guideline. Publication expected
January 2011.

6 Further information

Information on the guideline development process is provided in:

» ‘How NICE clinical guidelines are developed: an overview for stakeholders’
the public and the NHS'
« ‘The guidelines manual’.

These are available from the NICE website
(www_nice.org.uk/GuidelinesManual). Information on the progress of the
guideline will also be available from the NICE website (www_nice.org.uk).
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Stroke rehabilitation

Process and protocol framework for post consultation GDG
consensus meeting

B.1 Background

The draft version of the full guideline was made public for stakeholder consultation from the 30th
August 2011 to 25th October 2011. During consultation, substantial stakeholder comments were
received which raised a number of significant issues in relation to the guideline scope and
recommendations developed in the guideline.

The issues raised by stakeholders are broadly summarised as the following key themes (see also
appendix ll):

e Inconsistency between the remit and the guideline scope
o Lack of stroke rehabilitation patient care pathway

e Lack of recommendations on service delivery, roles and responsibility of the multidisciplinary
team/stroke rehab services

e Lack of recommendations on holistic assessment, care planning, goal setting, ongoing review and
monitoring

e Lack of recommendations on transfer of care/discharge planning and interface with social care,
including care/nursing home

e Lack of recommendations on long-term health and social support for people after stroke
e Lack of recommendations on patient information needs
e Other areas commented as important that need to be included:

o those covered by the scope: mood disorders (depression and anxiety), physical fitness and
exercise, other speech and language therapies, diplopia.

o Those not covered by the scope: nutrition and diet, spasticity, pain, incontinence, fatigue.

Stakeholders had concerns that because the guideline did not present a complete stroke
rehabilitation patient pathway this may lead to services being reduced or even withdrawn.
Stakeholders also noted the agreed approach to rehabilitation was a holistic one that reflected
individual patient need provided by a multidisciplinary team but this was not considered by the
guideline which had focused only on the delivery of interventions.

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, and to focus on questions which would have the greatest impact on improving patient
outcomes. The starting point of the guideline as stated in the introduction, is that all people should
receive a package of rehabilitation, but there is variation in practice, both in the amount and content.
The focus of the outcomes for the interventions included in the guideline has been on function and
mobility as these were considered by the GDG to have the biggest impact on patients’ lives.

However many stakeholders considered that the patient experience and holistic approaches to care
had been neglected and represented a major gap in the guidance.

14
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In light of the comments received from stakeholders, the GDG agreed that additional work could be
carried out for some of these areas or reference made to other NICE guidance, in order to produce a
more complete piece of guidance that would be useful to health professionals delivering
rehabilitation to a stroke population. The current guidance has followed standard NICE methodology
and the GDG were in agreement that for those areas where either weak or no evidence was available
a robust process needed to be followed that would be defendable.

In agreement with NICE and the members of the Guideline Development Group (GDG) the NCGC
technical team will conduct additional work following an agreed process as detailed in this protocol.

B.2 Process and methodology

Overview

Additional work will be conducted to address the structure and process of stroke rehabilitation such
as, multi-disciplinary team working, assessment and ongoing review and care planning, and delivery
in different settings which was not included in the original scope. These and the areas highlighted by
stakeholders as outlined in appendix Il will be considered.

Additional searches and reviews of the clinical and economic literature will be undertaken following
the usual NICE process and presented to the GDG who will use this evidence as a basis for further
recommendations to be made. Where there are recommendations in other NICE guidance that are
relevant to the stroke population and address comments highlighted by stakeholders, cross
reference will be made to these rather than undertaking further original work.

In conjunction with the NICE editor a stroke rehabilitation pathway will be developed to provide a
framework for the recommendations and signpost to other NICE guidance.

The current layout and order of the guideline will be reviewed and an additional section incorporated
covering the prerequisites for rehabilitation including: assessment for rehabilitation, goal setting, and
information and communication.

Where there is a lack of published evidence the NCGC technical team will identify and invite relevant
health professionals from both health and social care sectors, to participate in the development of
consensus statements based on the literature available or their expert opinion using a modified
Delphi formal consensus technique. The resulting statements will form the basis for the GDG to
consider and utilise to develop further recommendations,

No new economic modelling is currently planned due to the limited scope of this additional work and
the likelihood that clinical evidence will be limited.

B.3 Stagel

Mapping of patient care pathway:

In partnership with the NICE editor and GDG input an algorithm will be developed outlining the
structure, process and outcomes of the framework for stroke rehabilitation and the current
recommendations will be incorporated.

The additional areas identified to be included will be mapped to the NICE pathway, and any new
recommendations made following the additional work carried out will be added.

15
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B.4

Signposts will be made to other relevant NICE guidance for those areas outside of the scope or that
provide additional sources of information for those areas covered by the scope. Where other
relevant NICE guidance is available no additional original work will be conducted.

Expected outputs from Stage One:

Sign posts to NICE guidance will be made and relevant recommendations cross referred to in the
following:

e Patient Experience in adult NHS services (CG138): to address patient information needs, care
planning and continuity of care. .

e 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): to address mood disorders

e Nutrition support in adults: oral nutrition support, enteral tube feeding and parenteral nutrition
(CG32) and Stroke: diagnosis and initial management of acute stroke and transient ischaemic
attack (CG 68): to address nutrition and dietary support.

e Neuropathic pain: the pharmacological management of neuropathic pain in adults in non-
specialist settings (CG 96): to address some aspects of pain.

e Urinary incontinence in neurological disease: management of lower urinary tract dysfunction in
neurological disease (publication august 2012) and faecal incontinence: the management of faecal
incontinence in adults (CG 49): to address incontinence.

e Spasticity in children and young people with non progressive brain disorders: management of
spasticity and co-existing motor disorders and their early musculoskeletal complications
(publication June 2012): to address spasticity within a sub population.

Stage 2

Systematic reviews: develop review questions, PICO(s) and review protocol(s)

Evidence for the following areas will be sought as described below:

e Service delivery, multidisciplinary team working

e Assessment for rehabilitation, care planning, goal setting, and ongoing review of patients.
e Transfer of care, discharge planning and interface between health and social care

e Long term health and social support for people after stroke.

e Visual impairment including Diplopia

e Speech and language therapies

e Shoulder pain

The patient experience guideline will be cross referred to for the above areas where adequately
covered and in agreement with the GDG. For areas not covered by the Patient Experience guideline,
literature searches will be undertaken to identify relevant evidence. As noted by the GDG there may
be a large literature base for many of these topics much of which will be of limited value in terms of
enabling further recommendations to be made, therefore the following strategy will be used.

Firstly, a search will be undertaken to identify the areas where useful evidence exists to guide
drafting of formal review questions. The search will be a comprehensive literature search of
databases with terms designed to identify evidence related to the topics outlined above. It will be
conducted following the NICE process but filters will be applied to restrict the retrieval to other
guidelines and systematic reviews only.

16
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In addition a similar scoping search will be done for economic evidence relating to the same areas.
The search strategy will be the same as that used to identify clinical evidence except that it will not
be limited to systematic reviews or guidelines and will have instead a search filter to capture only
economic evaluations (NCGC recommended economics filter). A first sift will be undertaken to
identify potentially relevant economic papers related to the topics listed above.

Where recent systematic reviews are found these will be used as the basis for drafting formal review
questions and protocols in collaboration with the GDG and signed off by the group (see appendix Ill).
Full searches will then be undertaken for these review questions. Inclusion will be restricted to the
review and any new studies that update the reviews. Systematic reviews will be assessed using the
usual NICE quality check list and will be reviewed following NICE methods. Economic evidence will
also be sought using the same search strategy and an economic filter. Economic analyses based on
studies included in the clinical review will be critically appraised using standard NICE methods. This
evidence will be presented to the GDG for their consideration and recommendations will be drafted
following usual NICE process. From the scoping search conducted, systematic reviews have been
identified for the following areas:

e Physical fitness/exercise.
e Goal setting
e speech and language therapies

e Service delivery — stroke units

Relevant guidelines that are identified from the scoping search will be quality assessed using the
AGREE Il tool checklist. Those of sufficient quality will be reviewed for recommendations relating to
the topics outlined at the start of this section. The evidence base for these recommendations will be
checked to ensure that no areas with a significant evidence base have been missed by the approach
taken above.

The guideline recommendations will be used as the starting point for consensus work (see Stage 3
below). Once consensus work is completed the economic scoping sift results will be rechecked to see
if there are any economic analyses relating to areas where recommendations will be made. Due to
the nature of the process set out above it is possible that economic analyses may be identified where
clinical evidence has not been formally reviewed. This may make interpretation of the economic
studies difficult. We will make a judgement at the time in discussion with the GDG about whether it
is useful to include such economic studies.

Patient information needs

As agreed with the GDG relevant recommendations from the patient experience guideline will be
incorporated where appropriate. In addition, consensus statements will be developed as part of the
modified Delphi survey that will enable the GDG to provide specific information for the stroke
population.

B.5 Stage3

Develop draft consensus statements:

Once the areas for which there is little or no evidence have been established, a combination of the
GDG with identified health care professionals, supported by the NCGC technical team will form the
targeted consensus group of approximately 150 people. The modified Delphi approach will provide a
strong primary research output from the expert group for the GDG to interpret and distil into

17



Stroke Rehabilitation - Appendices
Process Protocol

consensus based recommendations. Relevant health care professionals will be identified through
nominations made by the GDG, the RCP Intercollegiate Stroke Working Party and NICE colleagues.
The group will reflect the health professional community who deliver care to patients after stroke,
and as a minimum will represent those professions delivering care for the topics included in the
survey. Both the Chair of the GDG and the RCP Intercollegiate Stroke Working Party will review the
list of nominees to ensure that relevant experts have been identified and are representative of the
stroke rehabilitation professional constituency. Invited Delphi consensus participants will comply
with NICE methods and will have no other input into the subsequent development of the guideline.

The technical team will distill key aspects of the national guidelines identified by the search and
appraised using the AGREE Il tool to map the areas for which there is no evidence or limited
evidence. This document will provide the basis for statements that will feature in Round 1 of the
modified Delphi Survey.

fhis pre-survey development phase will be managed by the NCGC technical team in collaboration
with two external independent consultant experts who will be co-opted onto the guideline to
support this important additional work. The consultant experts’ role will be to provide guidance to
the technical team in the formulation and validation of consensus statements at each round of the
survey. They will not be participants in the survey or have any other involvement in further
development of the guideline. The survey questionnaire will be sent to all members of the consensus
group utilising Survey Monkey software. Responses will remain anonymous to an external audience,
but individual participants will carry a unique code that enables the technical team to feedback
original responses alongside group responses in the latter sequential rounds. It is anticipated that
the whole process will be conducted electronically, with a 4-6 week cycle time between rounds. This
will allow for the questionnaire invitation to be sent, two reminders and for the analysis to be
conducted prior to the next sequential round.

The NCGC technical team has the expertise to analyse the survey results and it is expected that a
further two to three rounds of questionnaires will be necessary to produce the robust consensus
output for GDG consideration.

Once the modified Delphi Survey is completed, a report of the analysis and final results will be
circulated to all consensus group participants for their information. A GDG meeting will be convened
where the results will be presented by the NCGC technical team and discussed by the GDG. This
process will be similar to consideration of evidence reviews with final recommendations formulated
that will populate discrete areas of the stroke rehabilitation pathway. The whole process will be
written up and will feature as part of the methods section, and captured in the Link of evidence to
recommendations (LETR) sections of the guidance to illustrate the rationale used to form
recommendations.

Modified Delphi Technique

The Delphi technique has been used successfully for generating, analysing and synthesising expert
view, and moving this through iteration to reach a consensus position. The technique uses sequential
questionnaires to solicit individual responses, with the potential threat of peer pressure removed®.
This is an important consideration and is a key strength of the technique.

Strauss and Ziegler'sb (1975) seminal work on the technique highlights the features of the technique:

® Goodman C (1986) A Delphi Survey of clinical nursing research priorities within a regional health authority. Unpublished
MSc Thesis University of London
® Strauss H and Ziegler H (1975) The Delphi Technique and its uses in social sciences research. Journal of Creative Behaviour
9 (4) 253-259
18
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e Enables the effective use of a panel of experts

e Datais generated through sequential questioning

e Highlights consensus and divergent opinion

e Anonymity is guaranteed

e |terative in style, it facilitates controlled feedback

e Results are summarised from previous rounds and then communicated to participants

e It handles judgemental data effectively

The modification to the technique largely focuses on the preparation of a Round 1 questionnaire.
Typically experts may be asked to highlight the top five priorities in any given area. We believe that
this should be replaced and informed by the synthesis of national guidelines identified from the
search published and quality assured by the AGREE Il instrument. The technical team will work to
develop initial statements validated by the co-opted and independent (from the GDG and
Intercollegiate Group) consultant experts in forming the Round 1 questionnaire. Sequential rounds
will then move the whole group of participants to a consensus position. It is anticipated that we will
need to conduct 3 iterations (sequential rounds) via Survey Monkey conducted fairly rapidly to
ensure we maintain high return from the invited group of participants. As with any research
methodology, it has potential limitations, particularly around accountability for expressed views due
to anonymity. In considering the application of this technique to stroke rehabilitation, we do not
think this is a risk at all, given the interest generated in the area and the desire by the specialists’
professional groupings to get this guidance right.

The consensus group participants will rate each round of statements using a four point Likert scale.
Results will be summarised from previous rounds and communicated to participants through Survey
Monkey. The second and third rounds of surveys will invite participants to re-rate the statements
until consensus is reached. The threshold of 70% will be used as a measure of consensus agreement
for each statement and these statements will not be included in subsequent rounds.

Quantitative data results will be analysed using relevant statistical tests (eg. paired T test).
Qualitative data will be through conventional themed analysis. The process will be written up as a
discrete section in the full guideline, and targeted for peer review publication.

As reported by Sleep et al (1995)°, the technique offers a significant tool for prioritising issues,
offering a cost effectiveness solution in determining consensus which can inform policy. This seems
to be the ideal technique that is fit for this purpose with Sim and Wright (2000)d agreeing that the
technique is ideal for collecting structured quantitative data. This with regard to the current
challenges with stroke rehabilitation seems ideal.

B.6 Staged

GDG meetings

An agenda and relevant paperwork will be circulated to GDG members prior to the meeting. The
areas to be covered, the methods that will be employed on the day, the attendees and their role
within the meeting and the outputs of the meeting will have been agreed and circulated beforehand
and will act as the terms of reference. Dr Diane Playford will be the Chair of this and any other GDG
meetings held. Only the areas listed on the agenda will be discussed.

“Sleep J, Bullock | and Grayson K (1995) Establishing priorities for research in education within one college of nursing and
midwifery. Nurse Education Today 15 439-445
4 Sim J and Wright C (2000) Research in Healthcare: Concepts, Design and Methods. Stanley Thomas Publishing:
Cheltenham.
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The consensus statements emerging from the iterative modified Delphi technique will be presented
to the GDG and will form the basis of discussion. The GDG will formulate recommendations based on
the consensus statements. The original modified Delphi survey participants will not attend any GDG
meetings and will not play any part in the decision making, formulation of new recommendations or
in the editing/changing of recommendations made previously.

Outputs

Minutes for all additional GDG meetings held will be circulated and NICE minutes made available via
the NICE website. The process and methodology used for all additional work conducted will be
recorded in the methods section of the guideline. The additional questions reviewed and evidence
presented will be incorporated into the relevant chapter of the guideline and resulting discussion and
rationale behind recommendations made will be entered into the ‘recommendations and link to
evidence’ section of the chapter. For those topic areas where recommendations are made resulting
from formal consensus methods, an additional section will be added to the link of evidence to
recommendations (LETR) section and a synopsis of the process, discussion and decision making will
be made explicit.

All additional work conducted and recommendations made will be subject to a second consultation
where stakeholders will be invited to comment on the changes made following usual NICE process.

20
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B.7

Process Protocol Appendix |

Summary of key themes on issues raised by stakeholders

1.

Inconsistency between the remit and the guideline scope

a. There are significant comments from stakeholders that the elements of 'social care', 'long-
term' and 'support' in the remit were not currently covered by the guideline scope and
guideline recommendations.

Lack of stroke rehabilitation patient care pathway

a. There are stakeholders that commented the guideline recommendations are narrowly focused
on a range of very specific interventions, without any context.

b. There are stakeholders that commented there is a lack of clarity on stages of rehabilitation in
terms of patients pathways and timescales, include care pathway from hospital to community
based rehabilitation

Lack of recommendations on service delivery, roles and responsibility of the multidisciplinary
team/stroke rehab services

a. There are stakeholders that commented there is a lack of recommendations for the
following:

— Composition of MDT/Stroke rehab services

— Roles and responsibility of MDT/stroke rehab services at different stages of patient care
pathway

— Coordination of patient care plan by MDT/stroke rehab services at different stages patient
care pathway

Lack of recommendations on holistic assessment, care planning, goal setting, ongoing review and
monitoring

a. There are stakeholders that commented there is a lack of recommendations for the following:
— Assessment and care planning based on individual needs
— Goal setting at different stages of patient pathways

— Patient performance review and ongoing monitoring

. Lack of recommendations on transfer of care/discharge planning and interface with social care,

including care/nursing home

a. There are stakeholders that commented there is a lack of recommendations on transfer of
care/discharge planning for the following:

— between hospital and primary/community care

— between health and social care, including transitional process for admitting/returning to
care/nursing home

— role of MDT on coordinating the discharge planning/transfer of care

6. Lack of recommendations on long-term health and social support for people after stroke

a. There are stakeholders that commented there is a lack of recommendations on the following:
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Self-care/self management on patient activities of daily living/extended activities of daily
living (i.e. "Life after stroke")

Employment

Driving

Housing/finance
Leisure/social participation
Relationships/family life

Carer support

7. Lack of recommendations on patient information needs for example

a.

There are stakeholders that commented there is a lack of recommendations on patient
information needs on the following areas:

Standard of information provision

Specific information on dietary needs

Specific information on Early supported discharge

Specific information on transition between health and social care

Review of information needs throughout the different stages of patient care pathway (not
just at the start and on completion)

The emphasis on the positive effect of information provision on mood and well being

8. Other topics commented as important that need to be included in the guideline

a.

There are stakeholders that commented the following topics need to be included in the
guideline:

Topics covered by the scope:

Mood disorders (depression and anxiety)
Physical fitness/exercise

Other speech and language therapies
Diplopia

Topics not covered by the scope
Nutrition and diet

Spasticity

Pain including shoulder pain
Incontinence
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Areas to address
service delivery
multidisciplinary teams
stroke units
assessment for rehab
care plans

goal setting

ongoing monitoring

discharge planning/transfer of care
interface with social care

long term health and social support
visual impairment (diplopia)
physical fitness

speech and language therapies
aphasia

apraxia

dysarthia

shoulder pain

patient information

B.8 Process Protocol Appendix Il — Areas to address

Evidence

consensus
systematic review indentified
consensus

consensus
systematic review identified
consensus

consensus

consensus
consensus
consensus

systematic review identified

systematic review identified
consensus
consensus
consensus
cross refer to NICE guidance
consensus
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B.9 Process protocol Appendix lll - Review protocols

Review Protocol stroke rehab — fitness training

Component

Review question

Population

Intervention

Comparison

Outcomes

Exclusion

Search strategy
Search terms

The review strategy

Description

GDG - post consultation (exercise training to increase fitness after stroke)
In people after stroke does cardiorespiratory or resistance training improve
outcome (fitness, function, quality of life, mood and reduce disability)?

Adults and young people 16 or older who have had a stroke

Any cardiorespiratory or resistance fitness training such as:
Aquatic physical exercise

Cycle, rowing or treadmill ergometry

Weight bearing resistance training

Dynamic and isokinetic muscle strength training

Usual care (other physiotherapy)

Mortality rate, dependence / or level of disability, physical fitness, mobility,
physical function, quality of life and mood

(indices and scales may include: blood pressure, body mass, maximal
oxygen uptake (peak VO2 (ml/kg/min)), endurance, Barthel, Rivermead
mobility index , SF-36, EuroQuol, HADS, Becks, Geriatric depression scale,
Epidemiologic studies for depression scale (CES-D))

In the resistance group outcomes will be dropped that had already been
reported in the completed guideline review on strength training (see
chapter 9 of the Stroke rehab guideline)

Cochrane search strategy

Cochrane search terms

Only studies restricted to stroke patients to be included

Post stroke but irrespective of the time since onset of stroke

No minimum time of follow-up

Outcome assessments at the end of intervention or at the end of follow-up
period
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Review Protocol stroke rehab — stroke rehabilitation units

Component

Review question

Population

Intervention

Comparison

Outcomes

Exclusion

Search strategy

Search terms

The review strategy

Description
GDG — post consultation organisation of rehabilitation stroke care
In people after stroke does organised rehabilitation care (comprehensive or

rehabilitation stroke units) improve outcome (mortality, dependency,
requirement for institutional care and length of hospital stay)?

Adults and young people 16 or older who have had a stroke

Organised stroke units such as:

Stroke ward (including a multidisciplinary team in a discrete area caring
exclusively for stroke patients). Subdivided into:

Rehabilitation stroke units (accepting patients after acute management)
Comprehensive (combined acute as well as rehabilitation)

Mixed rehabilitation (a multidisciplinary team including specialist nursing
staff providing rehabilitation service)

General medical ward: care in an acute medical or neurology ward without
routine multidisciplinary input.

Primary outcomes: Death, dependency and requirement for institutional
care at the end of scheduled follow up of the original trial.

Dependency is defined as a requirement for physical attention such as
assistance for transfers, mobility, dressing, feeding or toileting. This would be
equivalent to a modified Rankin score of 0 to 2, a Barthel Index of more than
18 out of 20 or an Activity Index (Al) of more than 83.

Requirement for long-term institutional care is taken to mean care in a
residential home, nursing home, or hospital at the end of scheduled follow
up.

Quality of life

Patient and carer satisfaction

Duration of stay in hospital or institution or both.

Studies not focusing solely on patients with stroke.

systematic reviews

Search for randomised control trials which have been published since the
search of the Cochrane review search cut-off date (April 2006)

Cochrane search terms

Only studies restricted to stroke patients to be included

Post stroke but irrespective of the time since onset of stroke

No minimum time of follow-up

Mortality by length of follow-up

Type of organised stroke unit (comprehensive / rehabilitation)
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Review Protocol stroke rehab

Component

Review question

Population

Intervention

Comparison

Outcomes

Exclusion

Search strategy

Search terms

The review strategy

Description
GDG — post consultation (goal setting)

Does the application of patient goal setting as part of planning stroke

rehabilitation activities lead to an improvement in psychological wellbeing,

functioning and activity ?

Adults and young people 16 or older who have had a stroke

Any patient goal setting approach

Alternative rehabilitation goal setting approaches

Psychological measures and health related quality of life
physical function
ADL

These may include: Barthel, Nottingham extended activities of daily living,
FIM, rating scales, survey data (quantitative), themes identified by
qualitative studies

Studies with mixed neurological populations where the proportion of
patients with stroke is < 50%

The databases to be searched are Medline, Embase, Cochrane Library,
CINAHL, Psychinfo, Sports Discuss

Guidelines

systematic reviews

(if new search is conducted it should include observational and qualitative
studies)

If systematic reviews are identified search strategies could be checked and
used by the IS for an update or new search

Post stroke but irrespective of the time since onset of stroke
No minimum time of follow-up
No minimum participant numbers
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Review Protocol stroke rehab — aphasia

Component

Review question

Population

Intervention

Comparison

Outcomes

Exclusion

Search strategy

Search terms

The review strategy

Description

GDG — post consultation aphasia after stroke

In people after stroke is speech and language therapy compared to no
speech and language therapy or placebo (social support and stimulation)

effective in improving language / communication abilities and / or
psychological wellbeing?

Adults and young people 16 or older who have had a stroke

Speech and language therapy:

Any form of targeted practice tasks or methodologies with the aim of
improving language or communication abilities

No speech and language therapy.

Placebo (social support and stimulation)

Functional communication which mean the ability to communicate in ‘real
world settings’ (defined as language or communicational skills sufficient to

permit the transmission of a message via spoken, spoken, written or non-
verbal modalities, or a combination of these channels). Measures include

Formal measures of receptive language skills (language understanding)
Formal measures of expressive language skills (language production)
Overall level of severity of aphasia as measured by specialist test batteries
(may include Western Aphasia Battery or Porch Index of Communicative
Abilities)

Psychological or social wellbeing including depression, anxiety and distress
Patient satisfaction / carer and family views

Compliance / drop-out

Studies not focusing solely on patients with stroke.

systematic reviews

Search for randomised control trials which have been published since the
search of the Cochrane review search cut-off date (April 2009)

Cochrane search terms

Only studies restricted to stroke patients to be included
Post stroke but irrespective of the time since onset of stroke
No minimum time of follow-up

Type of control (SLT vs. no SLT and in a second analysis SLT vs. Social support
and stimulation)
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B.10 Process Protocol Appendix IV - Consensus protocols

consensus protocols - stroke rehab

Component

Population

Review question

Intervention

Outcomes

Review question

intervention

outcomes

review question

intervention

outcomes

review question

intervention

Description
GDG - post consultation organisation of rehabilitation stroke care

Adults and young people 16 or older who have had a stroke

What should be the constituency of a multidisciplinary rehabilitation team
and how should the team work together to ensure the best outcomes for
people who have had a stroke?

the constituency of a multidisciplinary rehabilitation team

Working practices, such as communication and co-ordination of services
(team and family meetings, co-ordination of care between rehab specialties
and other agencies)

Patient and carer satisfaction

optimised strategies to minimise impairment and maximise
activity/participation

In planning rehabilitation for a person after stroke what assessments and
monitoring should be undertaken to optimise the best outcomes?
assessment

care plans

monitoring

Patient and carer satisfaction

optimised strategies to minimise impairment and maximise
activity/participation

What planning and support should be undertaken by the multidisciplinary
rehabilitation team before a person who had a stroke is discharged from
hospital or transfers to another team/setting to ensure a successful
transition of care?

discharge planning, emotional/educational support and co-ordination and
resources of other services/agencies

Patient and carer satisfaction
successful discharge
quality of life

optimised strategies to minimise impairment and maximise
activity/participation

What ongoing health and social support does the person after stroke and
their carer(s) require to maximise social participation and long term
recovery?

continued monitoring and re-access into rehab

long term support/care at home

social participation activities

carer/family support & education
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outcomes

Review question

intervention

outcomes

review question

intervention

outcomes

review question

intervention

outcomes

Patient and carer satisfaction
quality of life

optimised strategies to minimise impairment and maximise
activity/participation

How should people with shoulder pain after stroke be managed to reduce
pain?

assessment

pain management

FES

physical therapies

mobility & function

pain

What interventions improve communication in people with apraxia or
dysarthia after a stroke?

assessment

speech and language therapies

communication aids

quality of life

communication skills

social participation

How should people with visual impairments including diplopia be best
managed after a stroke?

screening & assessment

information on compensatory strategies

quality of life

Activities of daily living

social participation
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GDG Meeting 2 07/07/2010  No change
GDG Meeting 3 01/09/2010 No change
GDG Meeting 4 13/10/2010  No change
GDG Meeting 5 24/11/2010  No change
GDG Meeting 6 12/01/2011  No change
GDG Meeting 7 23/02/2011  No change
GDG Meeting 8 30/03/2011  No change
GDG Meeting 9 11/05/2011  No change
GDG Meeting 10 22/06/2011  No change
GDG Meeting 11 29/05/2012  No Change
GDG Meeting 12 22/06/2012  No change
GDG Meeting 13 23/11/2012  No change
GDG Meeting 14 08/11/2012  No change
GDG Meeting 15 05/03/2013  No changes
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C.2.15 Thelwell: Sue
GDG meeting
GDG Application
GDG Induction
GDG Meeting 1
GDG Meeting 2
GDG Meeting 3
GDG Meeting 4
GDG Meeting 5
GDG Meeting 6
GDG Meeting 7
GDG Meeting 8
GDG Meeting 9
GDG Meeting 10
GDG Meeting 11
GDG Meeting 12
GDG Meeting 13
GDG Meeting 14
GDG Meeting 15

Date

28/04/2010
27/04/2010
07/07/2010
01/09/2010
13/10/2010
24/11/2010
12/01/2011
23/02/2011
30/03/2011
11/05/2011
22/06/2011
29/05/2012
22/06/2012
23/11/2012
08/11/2012
05/03/2013

Declaration of Interest
None

No change
No change
No change
No change
No change
No change
No change
No change
No change
No change
No change
No change
No change
No change
No change

No changes
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C.3 Cooptee Members

C.3.1 Parnaby: Julia Co-optee

GDG meeting Date Declaration of Interest
GDG Application None
GDG Induction 28/04/2010 N/A
GDG Meeting 1 27/04/2010 N/A
GDG Meeting 2 07/07/2010 N/A
GDG Meeting 3 01/09/2010 N/A
GDG Meeting 4 13/10/2010 N/A
GDG Meeting 5 24/11/2010 N/A
GDG Meeting 6 12/01/2011 N/A
GDG Meeting 7 23/02/2011 N/A
GDG Meeting 8 30/03/2011 N/A

GDG Meeting 9 11/05/2011  Attended GDG meeting
No change

GDG Meeting 10 22/06/2011  N/A
GDG Meeting 11 29/05/2012 N/A
GDG Meeting 12 22/06/2012 N/A
GDG Meeting 13 23/11/2012 N/A
GDG Meeting 14 08/11/2012 N/A
GDG Meeting 15 05/03/2013  No changes
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Pound: Carole Co-optee

GDG meeting
GDG Application

GDG Induction
GDG Meeting 1
GDG Meeting 2
GDG Meeting 3
GDG Meeting 4

GDG Meeting 5
GDG Meeting 6
GDG Meeting 7
GDG Meeting 8
GDG Meeting 9
GDG Meeting 10
GDG Meeting 11
GDG Meeting 12
GDG Meeting 13
GDG Meeting 14
GDG Meeting 15

Date

28/04/2010
27/04/2010
07/07/2010
01/09/2010
13/10/2010

24/11/2010
12/01/2011
23/02/2011
30/03/2011
11/05/2011
22/06/2011
29/05/2012
22/06/2012
23/11/2012
08/11/2012
05/03/2013

Declaration of Interest

Personal pecuniary interest: Occasional paid consultancy/training work
through advocacy agency (Connect the communication disability
network) and University Departments. No current research grants.
Scholarship bursary from Brunel University.

N/A
N/A
N/A
N/A

attended GDG meeting

Personal pecuniary interest: Occasional consultancy with Connect and
NHS Stroke Services.

N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

No changes
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GDG meeting
GDG Application

GDG Induction
GDG Meeting 1
GDG Meeting 2
GDG Meeting 3
GDG Meeting 4
GDG Meeting 5
GDG Meeting 6
GDG Meeting 7

GDG Meeting 8

GDG Meeting 9

GDG Meeting 10
GDG Meeting 11
GDG Meeting 12
GDG Meeting 13
GDG Meeting 14
GDG Meeting 15

Date

28/04/2010
27/04/2010
07/07/2010
01/09/2010
13/10/2010
24/11/2010
12/01/2011
23/02/2011

30/03/2011

11/05/2011
22/06/2011
29/05/2012
22/06/2012
23/11/2012
08/11/2012
05/03/2013

Rowe: Fiona co-optee N/A — Cooptee

Declaration of Interest

Non-personal pecuniary interest: Grant funding: Warrington and Halton Hospitals
NHS Foundation Trust. 2010 Determination of true visual field impairment in
unreliable visual field results.

Warrington and Halthon Hospitals NHS Foundation Trust. 2010 Effectiveness of visual
rehabilitation for stroke survivors with homonymous hemianopia. To cover salary of a
part-time research assistant to undertake exploratory work on the effectiveness of
prism therapy.

University of Liverpool School of Health Sciences Pump Priming Fund. 2007 Impact of
visual impairment on functional performance in stroke patients.

Will be seeking further funding to explore efficacy of treatment options for visual
impairment following stroke through grant applications to charitable organisations
and the NIHR.

Equipment Loan: Haag Streit International. Research loan of Octopus 900 perimeter
for investigation of visual field loss. 2008 to present.

personal-pecuniary

Travel expenses; Haag Streit International has paid my travel expenses for
attendance at one conference in 2008 and another in 2009.

Personal non-pecuniary interest: Research lead for the British and Irish Orthoptic
Society. Orthoptic representative on the UK Stroke Forum steering committee.

N/A
N/A
N/A
N/A
N/A
N/A
N/A
Attended GDG meeting

Non-personal pecuniary interest: Small grant awarded from Warrington and Halton
Hospitals NHS Foundation Trust to cover salary of a part-time research assistant to
undertake exploratory work on the effectiveness of prism therapy for stroke patients
with homonymous hemianopia.

VISION trial funded by the Stroke Association. This trial is a 3-arm trial comparing
prism therapy and hand-held visual search training versus information only (control —
standard care).

Personal non-pecuniary interest: Will be seeking further funding to explore efficacy

of treatment options for visual impairment following stroke through grant
applications to charitable organisations and the NIHR.

Involved in author group for Cochrane systematic review of therapy interventions for
homonymous hemianopia.

Attended GDG meeting
No change

N/A

N/A

N/A

N/A

N/A

N/A

No changes

49



Stroke Rehabilitation - Appendices

Declarations of interest

C.3.4 White: Ronald Barney Co-optee

GDG meeting
GDG Application
GDG Induction
GDG Meeting 1
GDG Meeting 2
GDG Meeting 3
GDG Meeting 4
GDG Meeting 5
GDG Meeting 6
GDG Meeting 7

GDG Meeting 8

GDG Meeting 9

GDG Meeting 10
GDG Meeting 11
GDG Meeting 12
GDG Meeting 13
GDG Meeting 14
GDG Meeting 15

Date

28/04/2010
27/04/2010
07/07/2010
01/09/2010
13/10/2010
24/11/2010
12/01/2011
23/02/2011

30/03/2011
11/05/2011
22/06/2011
29/05/2012
22/06/2012
23/11/2012
08/11/2012
05/03/2013

Declaration of Interest
None

N/A

N/A

N/A

N/A

N/A

N/A

N/A

attended GDG meeting
No change

N/A

N/A

N/A

N/A

N/A

N/A

N/A

No changes
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C.4 Delphi Survey External Team

C.4.1 Davie: Charles

Delphi Survey

C.4.2 Skrypak: Mirek

Delphi Survey

April to July,
2012

April to July,
2012

Declaration of Interest

None.

Declaration of Interest

Non Personal Pecuniary Interest

Member of London Stroke Clinical Advisory Group

Chair of NCL Cardiovascular and Stroke Network Life after Stroke
Group

Panel member for CLAHRC (Collaboration for Leadership in Applied
Health Research and Care) and NHS Stroke Improvement Programme
modified Delphi consensus activity, which aims to provide guidelines
on how to implement effective community stroke services for stroke
survivors following acute care in hospital.

Presented as a guest speaker at a joint funded project by the EU and
the Polish Ministry of Health and Education about Occupational
Therapy. Received hospitality and accommodation and flights to and
from Poland.

Currently undertaking a pilot study for my dissertation at Brunel
University, which is approved and registered with NHS ethics and
Research and Development at NOCLOR. The study is titled ‘The
effects of self-modelled action observation on upper limb motor
rehabilitation of patients with stroke’.

Co-applicant for an NIHR SDO funded bid focused on Enhanced ESD
for Stroke. Proposal submitted to NIHR.

Published NHS Evidence QIPP case study titled ‘Management of
patients with stroke: REDS’ showing cost savings service has made
which | manage.

Featured in Mind the Gap publication focusing on implementation of
NICE QS 7 in regards to 45 minute daily therapy

HSJ article published focused on adequate commissioning, resourcing
and operational management of an ESD team.
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Appendix D: Literature search strategies
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Search strategies used for the Stroke Rehabilitation guideline were run in accordance with the NICE
Guidelines Manual 2009: http://www.nice.org.uk/media/5F2/44/The guidelines manual 2009 -
All chapters.pdf

All searches were run up to 05/10/12. Any studies added to the databases after this date were not included
unless specifically stated in the text.

D.1 Clinical Searches

Searches for clinical reviews were run in Medline (OVID), Embase (OVID), the Cochrane Library
(Wiley) and Cinahl (EBSCO). In addition to the databases outlined above, some searches (A.3.1, A.3.9
and A.3.10) were run in PsychINFO (OVID). Typically, searches were constructed in the following way:

» A PICO format was used for intervention searches. Population (P) terms were combined with
Intervention (I) and sometimes Comparison (C) terms (as indicated in the tables under each
individual question in Section A.3). An intervention can be a drug, a procedure or a diagnostic
test. Outcomes (O) are rarely used in search strategies for interventions. Study type filters
were used where appropriate (see A.1).

D.2 Economic searches

Searches for economic reviews were run in Medline (Ovid), Embase (Ovid), the NHS Economic
Evaluations Database (NHS EED), and the Health Technology Assessment (HTA) database (see A.1.4).
NHS EED and HTA were searched via the Centre for Reviews and Dissemination (CRD) interface. Post
consultation searches the Health Economic Evaluations Database (HEED) was also search which was
unavailable at the time of the initial searches. For Medline and Embase an economic filter was
applied to the standard population. All other searches were conducted using only population terms.

D.3 Study design search terms

D.3.1 Systematic review (SR) search terms

Medline search terms

"review"/ or review.pt. or review.ti.

(systematic or evidence* or methodol* or quantitativ* or analys* or assessment*).ti,sh,ab.

land?2

meta-analysis.pt.

Meta-Analysis/

exp Meta-Analysis as Topic/

(meta-analy* or metanaly* or metaanaly* or meta analy*).mp.

el e RN L ol R N e

((systematic* or evidence* or methodol* or quantitativ*) adj5 (review* or survey* or
overview*)).ti,ab,sh.

((pool* or combined or combining) adj (data or trials or studies or results)).ti,ab.

10.

or/3-9

Embase search terms

1.

‘ "review"/ or review.pt. or review.ti.
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2. (systematic or evidence* or methodol* or quantitativ* or analys* or assessment*).ti,sh,ab.

3. land2

4, Meta-Analysis/

5. "Systematic review"/

6. (meta-analy* or metanaly* or metaanaly* or meta analy*).mp.

7. ((systematic* or evidence* or methodol* or quantitativ*) adj5 (review* or survey* or
overview*)).ti,ab,sh.

8. ((pool* or combined or combining) adj (data or trials or studies or results)).ti,ab.
or/3-8

PsychINFO search terms

1. "Review"/ or review.pt. or review.ti.

2. (systematic or evidence* or methodol* or quantitativ*).ti,ab.

3. land2

4, Meta-Analysis/

5. meta-analy* or metanaly* or metaanaly* or meta analy*).ti,ab.

6. ((systematic* or evidence* or methodol* or quantitativ*) adj3 (review* or overview?*)).ti,ab.

7. ((pool* or combined or combining) adj2 (data or trials or studies or results)).ti,ab.

8. (systematic* or meta*).pt. or (literature review or meta analysis or systematic review).md.

9. or/3-8

Randomised controlled studies (RCTs) search terms

Medline search terms

randomized controlled trial.pt.

controlled clinical trial.pt.

randomi#ted.ab.

placebo.ab.

clinical trials as topic.sh.

randomly.ab.

trial.ti.

® N | kW IN e

or/1-7

Embase search terms’

1.

random*.ti,ab.

factorial*.ti,ab.

(crossover* or cross over* or cross-over*).ti,ab.

((doubl* or singl*) adj blind*).ti,ab.

(assign* or allocat* or volunteer* or placebo*).ti,ab.

Crossover procedure/

Double blind procedure/

Single blind procedure/

O R N s WIN

Randomized controlled trial/

[any
©

or/1-9

PsychINFO search terms

1.

‘ exp Clinical Trial/
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randomi* .ti,ab.

((clinical* or control*) adj3 trial*).ti,ab.

((singl* or doubl* or trebl* or tripl*) adj5 (blind* or mask*)).ti,ab.

Placebos/ or placebo*.ti,ab.

(volunteer* or "control group" or controls).ti,ab.

((crossover or cross-over or cross over) adj2 (design* or stud* or procedure* or trial*)).ti,ab.

I INJ | R W N

or/1-7

D.3.3 Observational studies search terms

Medline search terms

Epidemiologic studies/

exp Case control studies/

exp Cohort studies/

case control.tw.

(cohort adj (study or studies)).tw.

cohort analy*.tw.

(follow up adj (study or studies)).tw.

(observational adj (study or studies)).tw.

O R N A W IN =

longitudinal.tw.

[any
©

retrospective.tw.

(IR
[EEN

prospective.tw.

12. or/1-11

Embase search terms

1. Clinical study/

2. Case control study/

3. Family study/

4. Longitudinal study/

5. Retrospective study/

6. Prospective study/

7. Randomized controlled trials/

8. 6 not7

9. Cohort analysis/

10. (cohort adj (study or studies)).mp.

11. (case control adj (study or studies)).tw.
12. (follow up adj (study or studies)).tw.

13. (observational adj (study or studies)).tw.
14. (epidemiologic* adj (study or studies)).tw.
15. or/1-5,8-14

D.3.4 Health economic search terms

Medline search terms

1. exp "Costs and cost analysis"/

2. Economics/
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3. (economic* or pharmacoeconomic*).ti,ab.

4, (cost or costs or costed or costly or costing* or price or prices or pricing).ti.
5. (expenditure or budget*).ti,ab.

6. cost-effective*.ti,ab.

7. (cost adj2 (effectiv* or reduc* or saving*)).ti,ab.

8. (value adj2 money).ti,ab.

9. Quiality-adjusted life years/

10. QALY*.ti,ab.

11. or/1-10

12. ((metabolic or energy or oxygen) adj2 (expenditure or cost*)).ti,ab.
13. 11 not 12

Embase search terms

1.

exp Economic aspect/

(economic* or pharmacoeconomic*).ti,ab.

(cost or costs or costed or costly or costing™ or price or prices or pricing).ti.

(expenditure or budget*).ti,ab.

cost-effective*.ti,ab.

(cost adj2 (effectiv* or reduc* or saving*)).ti,ab.

(value adj2 money).ti,ab.

Quiality-adjusted life years/

O (X N Uk W IN

QALY* ti,ab.

[any
©

or/1-9

[EEY
=

((metabolic or energy or oxygen) adj2 (expenditure or cost*)).ti,ab.

[y
N

10 not 11

D.4 Standard population search strategy

Medline search terms

exp Stroke/

exp Cerebral Hemorrhage/

(stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.

((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

"brain attack*".ti,ab.

or/1-5

Letter/

editorial.pt.

O |0 N A W IN =

historical article.pt.

[any
©

Case report/

[ER
[EEN

exp Animal/ not Human/

[EEY
g

Animals, Laboratory/

[uny
w

exp Animal experiment/

[EEY
P

exp Animal model/

[any
v

exp Rodentia/

[EEY
o

or/7-15
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17. 6 not 16
18. limit 17 to english language

Embase search terms
1. exp Stroke/
2. exp Cerebrovascular accident/
3. exp Brain infarction/
4. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.
5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
6. "brain attack*".ti,ab.
7. exp Intracerebral hemorrhage/
8. or/1-7
9. letter.pt.
10. Letter/
11. editorial.pt.
12. note.pt.
13. Case report/
14. Case study/
15. exp Animal/ not Human/
16. Nonhuman/
17. exp Animal Studies/
18. Animals, Laboratory/
19. exp Experimental animal/
20. exp Animal experiment/
21. exp Animal model/
22. exp Rodentia/
23. conference abstract.pt.
24. or/9-23
25. 8 not 24
26. limit 25 to english language

Cinahl search terms
S1 MW Stroke or MH Cerebral Hemorrhage
S2 stroke* or cva or poststroke* or apoplexy or "cerebrovascular accident"
S3 (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)
S4 "brain attack*"
S5 S1orS2orS3orS4

Cochrane search terms

#1 MeSH descriptor Stroke explode all trees

#2 MeSH descriptor Cerebral Hemorrhage explode all trees

#3 (stroke or strokes or cva or poststroke* or apoplexy):ti,ab

#4 ((cerebro* or brain or brainstem or cerebral*) next (infarct* or accident*)):ti,ab
#5 "brain attack*":ti,ab

#6 #1 OR #2 OR #3 OR #4 OR #5

PsychINFO search terms
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1. exp Stroke/

2. exp Cerebral hemorrhage/

3. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.
4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
5. "brain attack*".ti,ab.

6. Cerebrovascular accidents/

7. exp Brain damage/

8. (brain adj2 injur*).ti.

9. or/1-8

10. Letter/

11. Case report/

12. exp Rodents/

13. or/10-12

14. 9 not 13

D.5 Searches by specific questions

D.5.1 Cognitive functions

Searches for the following three questions were run as one search:

Q. In people after stroke what is the clinical and cost-effectiveness of memory strategies
versus usual care to improve memory?

Q. In people after stroke what is the clinical and cost-effectiveness of sustained attention
training versus usual care to improve attention?

Q. In people after stroke what is the clinical and cost-effectiveness of cognitive rehabilitation
versus usual care to improve spatial awareness and/or visual neglect?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population
Stroke

Intervention Comparison Study filter used Date parameters
Memory strategies OR RCTs and All years to
Attention training OR Systematic 05/10/12
Cognitive Reviews [Medline,

rehabilitation Embase and

PsychINFO only]

Medline search terms

exp Perceptual disorders/

Perception/ or Visual perception/ or exp Space perception/

Extinction, Psychological/

Attention/

Cognition/

Cognition disorders/ or Auditory perceptual disorders/

exp Memory/

exp Memory Disorders/

ORI N | R IWIN e

(hemi-neglect or hemineglect).ti,ab.

H
©

((unilateral or spatial or visual or visuo-spatial) adj2 neglect).ti,ab.
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11. ((perceptual or visuo-spatial or visuo-perceptual or attentional) adj3 (disorders* or deficit* or
impairment* or abilit*)).ti,ab.

12. (inattention or hemi-attention or extinction).ti,ab.

13. exp Hemianopsia/

14. (hemianopia or hemianopsia).ti,ab.

15. (orientate or orientation).ti,ab.

16. or/1-15

17. Rehabilitation/

18. Therapeutics/ or Therapy, Computer-assisted/

19. exp Cerebrovascular disorders/rh

20. (training or re-training or retraining or therap* or rehab* or treatment* or therap*).ti,ab.

21. Neuropsychological tests/

22. or/17-21

23. 16 and 22

24, Cognitive therapy/

25. neurorehab*.ti,ab.

26. ((neuro* or cognitive or memory) adj2 (retrain* or rehab*)).ti,ab.

27. Reminder systems/

28. ((perceptual or visuo-spatial or visuo-perceptual or attention or cognitive or cognition or
scanning) adj3 (training or re-training or retraining or rehabilitation or intervention or
therapy)).ti,ab.

29. ((meta-cognitive or metacognitive or cognitive) adj2 strateg*).ti,ab.

30. or/23-29

Embase search terms

1. exp Perception disorder/

2. Perception/

3. Depth perception/

4. Visual deprivation/

5. exp Attention/

6. Reinforcement/

7. Cognition/

8. Cognitive defect/

9. Perception deafness/

10. exp Memory/

11. exp Memory Disorder/

12. (hemi-neglect or hemineglect).ti,ab.

13. ((unilateral or spatial or visual or visuo-spatial) adj2 neglect).ti,ab.

14. ((perceptual or visuo-spatial or visuo-perceptual or attentional) adj3 (disorders* or deficit* or
impairment* or abilit*)).ti,ab.

15. (inattention or hemi-attention or extinction).ti,ab.

16. hemianopia/

17. (hemianopia or hemianopsia).ti,ab.

18. (orientate or orientation).ti,ab.

19. or/1-18

20. Rehabilitation/
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21. Therapy/

22. Computer assisted therapy/

23. exp Cerebrovascular disease/rh [Rehabilitation]

24, (training or re-training or retraining or therap* or rehab* or treatment* or therap*).ti,ab.

25. Neuropsychological test/

26. or/20-25

27. 19 and 26

28. Cognitive therapy/

29. Cognitive rehabilitation/

30. neurorehab*.ti,ab.

31. ((neuro* or cognitive or memory) adj2 (retrain* or rehab*)).ti,ab.

32. Reminder system/

33. ((perceptual or visuo-spatial or visuo-perceptual or attention or cognitive or cognition or
scanning) adj3 (training or re-training or retraining or rehabilitation or intervention or
therapy)).ti,ab.

34. ((meta-cognitive or metacognitive or cognitive) adj2 strateg*).ti,ab.

35. or/27-34

Cinahl search terms

S1 Perceptual disorders/

S2 Visual perception/ or Perception/

S3 Cognition/ or Cognition disorders/

S4 Auditory perceptual disorders/

S5 Spatial perception/

S6 Memory/ OR Memory disorders/

S7 hemi-neglect OR hemineglect

S8 (unilateral OR spatial OR visual OR visuo-spatial) AND neglect

S9 (perceptual OR visuo-spatial OR visuo-perceptual OR attentional) NEAR (disorders* OR deficit*
OR impairment* OR abilit*)

S10 inattention OR hemi-attention OR extinction

S11 hemianopia OR hemianopsia

S12 orientate OR orientation

S13 S1 ORS2 ORS3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR S10 OR S11 OR S12

S14 exp Rehabilitation/

S15 Therapeutics/

S16 exp Therapy, Computer assisted/

S17 training OR re-training OR retraining OR therap* OR rehab* OR treatment* OR therap*

S18 Neuropsychological tests/

S19 S$14 OR S15 OR S16 OR S17 OR S18

S20 S13 AND S19

S21 Cognitive therapy/ OR "Cognitive Therapy (IOWA NIC) (NON-CINAHL)"/

S22 neurorehab*

S23 neuro* OR cognitive OR memory) NEAR (retrain* OR rehab*)

S24 Reminder systems/

S25 (perceptual OR visuo-spatial OR visuo-perceptual OR attention OR cognitive OR cognition OR

scanning) NEAR (training OR re-training OR retraining OR rehabilitation OR intervention OR
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therapy)
S26 (meta-cognitive OR metacognitive OR cognitive) NEAR strateg*
S27 S20 OR S21 OR S22 OR S23 OR S24 OR S25 OR S26

Cochrane search terms

#1 MeSH descriptor Perceptual Disorders explode all trees

#2 MeSH descriptor Perception, this term only

#3 MeSH descriptor Visual Perception, this term only

#4 MeSH descriptor Space Perception explode all trees

#5 MeSH descriptor Extinction, Psychological, this term only

#6 MeSH descriptor Attention, this term only

#H7 MeSH descriptor Cognition, this term only

#8 MeSH descriptor Cognition disorders, this term only

#9 MeSH descriptor Auditory Perceptual Disorders, this term only

#10 MeSH descriptor Memory explode all trees

#11 MeSH descriptor Memory Disorders explode all trees

#12 (hemi-neglect or hemineglect):ti,ab

#13 ((unilateral or spatial or visual or visuo-spatial) next neglect):ti,ab

#14 ((perceptual or visuo-spatial or visuo-perceptual or attentional) next (disorders* or deficit* or
impairment* or abilit*)):ti,ab

#15 (inattention or hemi-attention or extinction):ti,ab

#16 MeSH descriptor Hemianopsia explode all trees

#17 (hemianopia or hemianopsia):ti,ab

#18 (orientate or orientation):ti,ab

#19 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14
OR #15 OR #16 OR #17 OR #18

#20 MeSH descriptor Rehabilitation, this term only

#21 MeSH descriptor Therapeutics, this term only

#22 MeSH descriptor Therapy, Computer-Assisted, this term only

#23 (training or re-training or retraining or therap* or rehab* or treatment* or therap*):ti,ab

#24 MeSH descriptor Neuropsychological Tests, this term only

#25 #20 OR #21 OR #22 OR #23 OR #24

#26 #19 AND #25

#27 MeSH descriptor Cognitive Therapy, this term only

#28 neurorehab*:ti,ab

#29 ((neuro* or cognitive or memory) NEXT (retrain* or rehab*)):ti,ab

#30 MeSH descriptor Reminder Systems, this term only

#31 ((perceptual or visuo-spatial or visuo-perceptual or attention or cognitive or cognition or
scanning) NEXT (training or re-training or retraining or rehabilitation or intervention or
therapy)):ti,ab

#32 ((meta-cognitive or metacognitive or cognitive) NEXT strateg*):ti,ab

#33 #26 OR #27 OR #28 OR #29 OR #30 OR #31 OR #32

PsychINFO search terms

1. Perception/ or Visual perception/ or exp Space perception/

2. exp Attention/

3. Cognition/
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4. exp Memory/

5. exp Memory disorders/

6. hemi-neglect or hemineglect).ti,ab.

7. ((unilateral or spatial or visual or visuo-spatial) adj2 neglect).ti,ab.

8. ((perceptual or visuo-spatial or visuo-perceptual or attentional) adj3 (disorders* or deficit* or
impairment* or abilit*)).ti,ab.

9. (inattention or hemi-attention or extinction).ti,ab.

10. exp Hemianopsia/

11. (hemianopia or hemianopsia).ti,ab.

12. (orientate or orientation).ti,ab.

13. Hemianopia/

14, exp Perception/

15. Perceptual disturbances/

16. perception/ or auditory perception/ or perceptual distortion/ or perceptual localization/ or
perceptual orientation/ or spatial perception/ or visual perception/

17. Sensory neglect/

18. Memory/ or memory disorders/

19. Hemianopia/

20. Cognitive impairment/

21. or/1-20

22. Rehabilitation/

23. (training or re-training or retraining or therap* or rehab* or treatment* or therap*).ti,ab.

24. Neuropsychological rehabilitation/

25. neurorehab*.ti,ab.

26. or/22-25

27. 21and 26

28. Cognitive therapy/

29. neurorehab*.ti,ab.

30. ((neuro* or cognitive or memory) adj2 (retrain* or rehab*)).ti,ab.

31. ((perceptual or visuo-spatial or visuo-perceptual or attention or cognitive or cognition or
scanning) adj3 (training or re-training or retraining or rehabilitation or intervention or
therapy)).ti,ab.

32. ((meta-cognitive or metacognitive or cognitive) adj2 strateg*).ti,ab.

33. exp Cognitive behavior therapy/

34, Cognitive techniques/

35. (behavior therapy or cognitive behavioral therapy or cognitive restructuring or cognitive
techniques or cognitive therapy).sh,id.

36. cbt.ti,ab.

37. ((cognit* or behavio#tr* or metacognit*) adj3 (analy* or interven* or modif* or program* or
psychoanaly* or psychotherap* or restructur® or retrain* or technique* or therap* or train*
or treat*)).ti,ab.

38. (behav* and cognit* and (analy* or interven* or modif* or program* or psychoanaly* or
psychotherap* or restructur® or retrain* or technique® or therap* or train* or treat*)).ti,ab.

39. (rational emotive behavior therapy or self instructional training).sh,id. or (self management.sh.
and (cognit* or behavio#tr* or metacognit*).ti,ab,id.)

40. (((selfinstruct* or self* instruct® or selfmanag* or self manag* or selfattribut* or self attribut*

or (self* adj2 (instruct* or manag* or attribution*))) and (cognit* or behavio#r* or

62



D.5.2

Stroke Rehabilitation - Appendices
Literature search strategies

metacognit*)) or ((rational* adj3 emotiv*) or ret*0 or rebt*0)).ti,ab.

41.

or/27-40

Sensory functions: visual field

Q. In people after stroke what is the clinical and cost-effectiveness of eye movement therapy
for visual field loss versus usual care?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population
Stroke

Intervention Comparison Study filter used Date parameters
Eye movement RCTs and All years to
therapy Systematic 05/10/12

Reviews [Medline
and Embase only]

Medline search terms

1. (scotom* or nystag™* or strabism*).ti,ab.

2. exp Dyslexia, Acquired/

3. (dyslex* or alexi*).ti,ab.

4, exp Eye movements/

5. exp Eye movement measurements/

6. saccad*.ti,ab.

7. (visual adj2 (field or acuity)).ti,ab.

8. exp Visual perception/ph, pp [Physiology, Physiopathology]
9. exp Photic stimulation/mt [Methods]

10. exp Vision tests/

11. ((ocul* or vis*) adj5 (rehab* or therap* or train* or search* or scan* or screen*)).ti,ab.
12. or/1-11

Embase search terms

1.

(scotom* or nystag* or strabis*).ti,ab.

exp Alexia/

(dyslex* or alexi*).ti,ab.

exp Eye movement disorder/

exp Visual field/

exp Visual field defect/

(visual adj2 (field or acuity)).ti,ab.

exp Saccadic eye movement/

O R N s WwIN

saccad*.ti,ab.

=
e

exp Vision test/

[uny
=

exp Photostimulation/

-
N

((ocul* or vis*) adj5 (rehab* or therap* or train* or search* or scan* or screen*)).ti,ab.

13.

or/1-12

Cinahl search terms

S1 (hemianop* or scotom* or nystag* or strabis*)
S2 (dyslex* or alexi*)
S3 saccad*
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S4 ("visual field*" or "visual acuity")

S5 (("eye movement*") or ("eye movement*" n3 therap*))

S6 perimet*

S7 (ocul* and (rehab* or therap* or train* or search* or scan* or screen*))
S8 (visual* and (rehab* or therap* or train* or search* or scan* or screen*))
S9 S1 or S2 or S3 or S4 or S5 or S6 or S7 or S8

Cochrane search terms

#1 (hemianop* or scotom* or nystag* or strab*):ti,ab

#2 MeSH descriptor Dyslexia, Acquired explode all trees

#3 (dyslex* or alexi*):ti,ab

#4 MeSH descriptor Eye Movements explode tree 2

#5 MeSH descriptor Eye Movement Measurements explode all trees

#6 (visual NEAR/2 (field or acuity)):ti,ab

#7 saccad*:ti,ab

#8 MeSH descriptor Vision Tests explode all trees

#9 MeSH descriptor Photic Stimulation, this term only

#10 MeSH descriptor Visual Perception explode all trees

#11 ((ocul* or vis*) NEAR/5 (rehab* or therap* or train* or search* or scan* or screen*))
#12 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #80R #9 OR #11 OR #11

Digestive system functions

Q. In people after stroke what is the clinical and cost-effectiveness of interventions for
swallowing versus alternative interventions/usual care to improve swallowing
(dysphagia)?

Search constructed by combining the columns in the following table using the AND Boolean operator
Population Intervention Comparison Study filter used Date parameters
Stroke Dysphagia therapies RCTs, Systematic All years to

Reviews and 05/10/12

observational
studies [Medline
and Embase only]

Medline search terms

Deglutition/

exp Deglutition disorders/

exp Gagging/

Pneumonia, Aspiration/

Respiratory aspiration/

Pharyngeal diseases/

(dysphagi* or odynophagi* or achalasi*).ti,ab.

(swallow* or deglutiti* or oropharyn*).ti,ab.

O IR N A WIN =

(masticat* or chew* or (food and bolus)).ti,ab.

,_\
o

(aspiration adj4 (silent or penetration or pneumonia or videofluoroscop*)).ti,ab.

=
[EEY

(FEESST or VFSS or Mendelsohn* or supraglottic).ti,ab.

-
N

or/1-11
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Embase search terms

1. Swallowing/

exp Dysphagia/

Esophagus achalasia/

Oropharynx/

Pharynx disease/

Aspiration pneumonia/

exp Respiratory tract aspiration procedure/

(dysphagi* or odynophagi* or achalasi*).ti,ab.

O R N s WwIN

(swallow* or deglutiti* or oropharyn*).ti,ab.

10. (masticat* or chew* or gagging or (food and bolus)).ti,ab.

11. (aspiration adj4 (silent or penetrative or pneumonia or videofluoroscop*)).ti,ab.
12. (FEESST or VFSS or Mendelsohn* or supraglottic*).ti,ab.

13. or/1-12

Cinahl search terms

S1 (MH "Deglutition")

S2 (MH "Deglutition Disorders")

S3 (MH "Gagging")

S4 (MH "Pneumonia, Aspiration")

S5 (MH "Pharyngeal Diseases+")

S6 (dysphagi* or odynophagi* or achalasi*)

S7 (swallow* or deglutiti* or oropharyn*)

S8 (aspiration and (silent or penetration or pneumonia or videofluoroscop*))
S9 (FEESST or VFSS or Mendelsohn* or supraglottic)

S10 food and bolus

S11 S1 or S2 or S3 or S4 or S5 or S6 or S7 or S8 or S9 or S10

Cochrane search terms

#1 MeSH descriptor Deglutition, this term only

#2 MeSH descriptor Deglutition Disorders explode all trees
#3 MeSH descriptor Gagging explode all trees

#4 MeSH descriptor Pneumonia, Aspiration, this term only
#5 MeSH descriptor Respiratory Aspiration, this term only
#6 MeSH descriptor Pharyngeal Diseases, this term only
#7 (deglutit* or swallow*):ti,ab

#8 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7

Communication
Searches for the following two questions were run as one search:

Q. What listener advice skills/information would help family members/carers improve
communication in people with aphasia after stroke?

Q. In people after stroke with communication difficulties what is the clinical and cost-
effectiveness of intensive speech therapy versus standard speech therapy?

Search constructed by combining the columns in the following table using the AND Boolean operator
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Population

Intervention Comparison Study filter used Date parameters
Asphasia or speech RCTs and All years to
disorder/therapy* Systematic 05/10/12

Reviews [Medline
and Embase only]

*Search did not employ standard population search strategy outlined in Section C.2. Only intervention terms

included.

Medline search terms

1. exp Aphasia/

2. Language disorder/ or Anomia/

3. (aphasia* or dysphasi* or anomia or anomic).ti,ab.

4. ((language or lingusitic) adj5 (disorder* or impair* or problem* or dysfunction)).ti,ab.

5. or/1-4

6. Language therapy/ or Speech therapy/

7. Speech-language pathology/

8. ((speech or language or aphasia or dysphagia or phonolog*) adj5 (therp* or train* or
rehabilitat* or treat* or remediat* or pathol*)).ti,ab.

9. remedial therap*.ti,ab.

10. (conversat* or volunteer* or partner* or layperson* or laypeople or support* or computer* or
word* or software or voice).ti,ab.

11. or/6-10

12. 5and 11

13. exp Aphasia/rh, th or Language disorders/rh, th or Anomia/rh, th

14. 12 or 13

15. Letter/

16. Editorial/

17. exp Historical article/

18. Anecdotes as Topic/

19. Comment/

20. Case report/

21. Animal/ not (Animal/ and Human/)

22. Animals, Laboratory/

23. exp Animal experiment/

24. exp Animal model/

25. exp Rodentia/

26. or/15-25

27. 14 not 26

28. limit 27 to english language

Embase search terms

1.

exp Aphasia/

Language disorder/ or Anomia/

(aphasia* or dysphasi* or anomia or anomic).ti,ab.

((language or lingusitic) adj5 (disorder* or impair* or problem* or dysfunction)).ti,ab.

or/1-4

AN I ol

Language therapy/ or Speech therapy/
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Speech-language pathology/

8. ((speech or language or aphasia or dysphagia or phonolog*) adj5 (therp* or train* or
rehabilitat* or treat* or remediat* or pathol*)).ti,ab.

9. remedial therap*.ti,ab.

10. (conversat™ or volunteer* or partner* or layperson* or laypeople or support* or computer* or
word* or software or voice).ti,ab.

11. or/6-10

12. 5and 11

13. exp Aphasia/rh, th or Language disorders/rh, th or Anomia/rh, th

14. 12 0r13

15. limit 14 to english language

16. letter.pt.

17. Letter/

18. editorial.pt.

19. note.pt.

20. Case report/

21. Case study/

22. Animal/ not (Animal/ and Human/)

23. Nonhuman/

24. exp Animal studies/

25. Animals, Laboratory/

26. exp Experimental animal/

27. exp Animal experiment/

28. exp Animal model/

29. exp Rodent/

30. or/16-29

31. 15 not 30

Cinahl search terms

S1 MH Aphasia or MH Aphasia, Broca or MH Aphasia, Wernick or aphasi* or dysphasi* or anomia
or anomic or ( (language or linguistic) and (disorder* or impair* or problem* or dysfunction) )

S2 MH Speech Therapy or MH Rehabilitation, Speech and Language or MH Language Therapy or
MH Alternative and Augmentative Communication or ( (speech or language or aphasia or
dysphasia) and (therap* or train* or rehabilitat* or treat* or pathol*) )

S3 conversat* or volunteer* or partner* or layeperson* or laypeople or support* or computer or
word or software or voice

sS4 S2orS3

S5 S1and S4

Cochrane search terms

#1 MeSH descriptor Aphasia explode all trees

#2 MeSH descriptor Language Disorders explode all trees

#3 MeSH descriptor Anomia explode all trees

#4 #1 OR #2 OR #3

#5 MeSH descriptor Language Therapy explode all trees

#6 MeSH descriptor Speech Therapy explode all trees

#H7 MeSH descriptor Speech-Language Pathology explode all trees
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#8 conversat* or volunteer* or partner* or layperson* or laypeople or support* or computer* or
word* or software or voice:ti,ab,kw

#9 #5 OR #6 OR #7 OR #8

#10 #4 AND #9

#11 (child*):ti

#12 #10 NOT #11

An additional search was run on the website of the journal Aphasiology:
http://www.tandf.co.uk/journals/titles/02687038.asp

|11

‘ aphasia and stroke

Mobility

Searches for the following six questions were run as one search:

Q.

Q.

In people after stroke what is the clinical and cost effectiveness of repetitive task training
versus usual care on improving function and reducing disability?

In people after stroke what is the clinical and cost effectiveness of all treadmill versus usual
care on improving walking?

In people after stroke who can walk, what is the clinical and cost effectiveness of treadmill
plus body support versus treadmill only on improving walking?

In people after stroke what is the clinical and cost effectiveness of strength training versus
usual care on improving function and reducing disability?

In people after stroke what is the clinical and cost effectiveness of electromechanical gait
training versus usual care on improving function and reducing disability?

In people after stroke what is the clinical and cost effectiveness of constraint induced
therapy versus usual care on improving function and reducing disability?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison Study filter used Date parameters
Stroke Repetitive task training OR RCTs and All years to
Treadmill training OR Systematic 05/10/12
Strength training OR Gait Reviews [Medline
training OR Constraint and Embase only]
therapy OR Electrical
stimulation

Medline search terms

(mobili$ adj2 aid$).ti,ab.

((constraint-induced or constraint induced) adj movement therap$).ti,ab.

((gait or balance or equilibrium) adj1 (retrain$ or re-train$)).ti,ab.

exp *gait disorders, neurologic/rh or *motor skills disorders/rh or postural balance/rh

electric stimulation therapy/

(electric$ stimulation or electrotherapy$).ti,ab.

exercise movement techniques/ or walking/

(treadmill or tread mill).ti,ab.

L0 N W IN e

(electromechanic$ adj2 device$).ti,ab.

,_\
o

((force adj (platformS$ or plate$)) or force-plate$ or force-platforms$).ti,ab.

=
[EEN

early ambulation/

-
N

((early or acceleratS) adjl (mobili$ or ambluat$)).ti,ab.
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13. ((motor or movement$ or task$ or skill$ or performance) adj5 (repetitS$ or repeat$ or train$ or
re?train$ or learn$ or re?learn$ or practicS or practis$ or rehearsS or rehers$)).ti,ab.

14, ((motor or movement$ or task$ or skillS or performance) adj5 (schedule$ or intervention or
therap$ or program$ or regim$ or protocol$)).ti,ab.

15. (functional adj5 (taskS or movement)).ti,ab.

16. transcranial magnetic stimulation/

17. ((magnetic stimulation$ adj1 transcranial) or rtms or tms).ti,ab.

18. (strength adj2 train*).ti,ab.

19. or/1-18

Embase search terms

1. (mobili$ adj2 aid$).ti,ab.

2. ((constraint-induced or constraint induced) adj movement therap$).ti,ab.

3. ((gait or balance or equilibrium) adj1 (retrain$ or re-train$)).ti,ab.

4, exp *gait disorders, neurologic/rh or *motor skills disorders/rh or postural balance/rh

5. electric stimulation therapy/

6. (electric$ stimulation or electrotherapy$).ti,ab.

7. exercise movement techniques/ or walking/

8. (treadmill or tread mill).ti,ab.

0. (electromechanic$ adj2 device$).ti,ab.

10. ((force adj (platformS$ or plate$)) or force-plate$ or force-platforms$).ti,ab.

11. early ambulation/

12. ((early or accelerat$) adj1 (mobili$ or ambluat$)).ti,ab.

13. ((motor or movement$ or task$ or skill$ or performance) adj5 (repetit$ or repeat$ or train$ or
re?train$ or learn$ or re?learn$ or practicS or practis$ or rehearsS or rehers$)).ti,ab.

14. ((motor or movements$ or task$ or skill$ or performance) adj5 (schedule$ or intervention or
therap$ or program$ or regim$ or protocol$)).ti,ab.

15. (functional adj5 (taskS or movement)).ti,ab.

16. transcranial magnetic stimulation/

17. ((magnetic stimulation$ adj1 transcranial) or rtms or tms).ti,ab.

18. (strength adj2 train*).ti,ab.

19. or/1-18

Cinahl search terms

S1 strength and train*

S2 ( magnetic stimulation* and transcranial ) or ( rtms or tms))

S3 functional and (task* or movement)

S4 ( motor or movement* or task* or skill* or performance ) and ( Schedule* or intervention or
therap* or program* or regim* or protocol* )

S5 ( motor or movement* or task* or skill* or performance ) and ( repetit* or repeat* or train* or
re?train® or learn* or re?learn* or practic*or practis* or rehears* or rehers* )

S6 ( early or accelerat* ) and ( mobili* or ambluat* )

S7 MH early ambulation

S8 ( force and (platform* or plate*) ) or ( force-plate* or force-platform* )

S9 electromechanic* and device*

S10 treadmill* or tread mill

S11 ( electric* and stimulation and therapy ) or electrotherapy*

S12 ( neurologic and rehabilitat* ) or ( "motor skills disorders" and rehabilitat* ) or ( "motor
postural balance" and rehabilitat* )

S13 MJ gait disorders

S14 mobili* and aid*

S15 (gait or balance or equilibrium) and (retrain* or re-train*)

S16 (constraint-induced or constraint induced) and movement therap*

S17 S1 or S2 or S3 or S4 or S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14 or S15 or

S16
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Cochrane search terms

#1 MeSH descriptor Gait Disorders, Neurologic, this term only

#2 MeSH descriptor Motor Skills Disorders, this term only

#3 MeSH descriptor Postural Balance explode all trees

#4 MeSH descriptor Electric Stimulation Therapy explode all trees

#5 MeSH descriptor Early Ambulation explode all trees

#H6 MeSH descriptor Transcranial Magnetic Stimulation explode all trees

#7 (motor or movement* or task* or skill* or performance) near (repetit* or repeat* or train* or
re*train or learn* or re*learn* or practic* or practis* or rehears* or rehers*):ti,ab,kw

#8 (functional near (task* or movement)):ti,ab,kw or (magnetic stimulation* near
transcranial):ti,ab,kw or (rtms or tms):au

#9 (constraint-induced or constraint induced near movement therap*):ti,ab,kw

#10 gait near train*:ti,ab,kw

#11 treadmill*:ti,ab,kw

#12 strength near train*:ti,ab,kw

#13 #1 OR #2 OR#3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12

D.5.6 Mobility: Functional Electrical Stimulation

Q. In people after stroke what is the clinical and cost-effectiveness of Functional Electrical
Stimulation for hand function versus usual care?

Search constructed by combining the columns in the following table using the AND Boolean operator

Intervention /

Population exposure Comparison Study filter used Date parameters

Stroke Upper Limb Functional SRs RCTs and All years to
electrical observational 05/10/12
Stimulation studies (Medline

and Embase only)

Medline search terms

1. (upper adj2 (limb$S or extremitS)).ti,ab.

2. (shoulderS or hand$ or wrist$ or armS).ti,ab.
3. (reach$ adj2 grasp$).ti,ab.

4. Or/1-3

5. Electric Stimulation Therapy/

6. Electric Stimulation/

7. Transcutaneous Electric Nerve Stimulation/
8. Transcranial Magnetic Stimulation/

9. ((function$ or neuromuscul$ or peripheral$ or transcutan$ or electric$) adj4 stimulat$).ti,ab.
10. electrotherapy.ti,ab.

12. (FES or TENS or NMES or FNS).ti,ab.

13. RoboticS.ti,ab.

14. Or/5-13

15. 4and 14

Embase search terms

1. (upper adj2 (limb$S or extremitS)).ti,ab.

2. (shoulderS or hand$ or wristS or arm$).ti,ab.
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3. (reach$ adj2 grasp$).ti,ab.

4. Or/1-3

5. Electric Stimulation Therapy/

6. Electric Stimulation/

7. Transcutaneous Electric Nerve Stimulation/
8. Transcranial Magnetic Stimulation/

9. ((function$ or neuromuscul$ or peripheral$ or transcutan$ or electric$) adj4 stimulat$).ti,ab.
10. electrotherapy.ti,ab.

12. (FES or TENS or NMES or FNS).ti,ab.

13. RoboticS.ti,ab.

14. Or/5-13

15. 4and 14

Cinahl search terms

S1 (upper and (limb* or extremit*) ) or shoulder* or hand* or wrist* or arm* or ( reach* and
grasp*)

S2 MH Electric Stimulation Therapy or MH Electric Stimulation or MW Transcutaneous Electric
Nerve Stimulation or MH Transcranial Magnetic Stimulation

S3 FES or TENS or NMES or FNS

S4 S2 or S3

S5 S1and S4

Cochrane search terms

#1 upper near limb* or extremit*:ti,ab

#2 shoulder* or hand* or wrist* or arm*: ti,ab

#3 reach* and grasp: ti,ab

#4 #1 or #2 or #3

#5 (MeSH descriptor Electric Stimulation Therapy, this term only)

#6 MeSH descriptor Electric Stimulation, this term only

#7 MeSH descriptor Transcutaneous Electric Nerve Stimulation, this term only

#8 ((function* or neuromuscul* or peripheral* or transcutan* or electric*) near/3 stimulat*)
#9 #5 or #6 or #7 or #8

#10 #4 and #9

Mobility: Orthoses

Searches for the following two questions were run as one search:

Q. In people after stroke what is the clinical and cost-effectiveness of orthoses for prevention
of loss of range of upper limb versus usual care?

Q. In people after stroke what if the clinical and cost-effectiveness of ankle-foot orthoses of
all types to improve walking function versus usual care?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population
Stroke *

Intervention Comparison Study filter used Date parameters
Orthoses (upper OR RCTs and All years to
lower limb) Systematic 05/10/12

Reviews [Medline
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Population Intervention Comparison Study filter used Date parameters
and Embase only]

*Population differs from standard population search strategy outlined in Section A.2, with additional terms
included for hemiplegia and hemipareses. As a consequence both population and intervention terms have
been included below for each database.

Medline search terms

1. exp Stroke/
2. exp Cerebral hemorrhage/
3. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.
4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
5. "brain attack*".ti,ab.
6. exp Hemiplegia/
7. (hemiplegi* or hemipare*).ti,ab.
8. or/1-7
9. Letter/
10. editorial.pt.
11. historical article.pt.
12. Case report/
13. exp Animal/ not Human/
14. Animals, Laboratory/
15. exp Animal experiment/
16. exp Animal model/
17. exp Rodentia/
18. or/9-17
19. 8 not 18
20. limit 19 to english language
21. exp Orthopedic fixation devices/
22. exp Orthotic devices/
23. (orthosts or orthoti* or splint* or AFO or DAFO or brace*).ti,ab.
24, exp Biomechanics/
25. or/21-24
26. 20 and 25
Embase search terms
1. exp Stroke/
2. exp Cerebrovascular accident/
3. exp Brain infarction/
4. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.
5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
6. "brain attack*".ti,ab.
7. exp Intracerebral hemorrhage/
8. exp Hemiplegia/
9. exp Hemiparesis/
10. (hemiplegi* or hemipare*).ti,ab.
11. or/1-10
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12. letter.pt.
13. Letter/
14. editorial.pt.
15. note.pt.
16. Case report/
17. Case study/
18. exp Animal/ not Human/
19. Nonhuman/
20. exp Animal studies/
21. Animals, Laboratory/
22. exp Experimental animal/
23. exp Animal experiment/
24. exp Animal model/
25. exp Rodentia/
26. conference abstract.pt.
27. or/12-26
28. 11 not 27
29. limit 28 to english language
30. exp Orthosis/
31. exp Foot orthosis/
32. exp Orthotics/
33. exp Orthopedic equipment/
34, exp Biomechanics/
35. (orthosts or orthoti* or splint* or AFO or DAFO or brace*).ti,ab.
36. or/30-35
37. 29 and 36
Cinahl search terms
S1 MW Stroke or MH Cerebral Hemorrhage
S2 stroke* or cva or poststroke* or apoplexy or "cerebrovascular accident"
S3 (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)
sS4 "brain attack*"
S5 (MH "Hemiplegia")
S6 hemiplegi* or hemipare*
S7 S1 ORS2 ORS3 OR S4 OR S5 OR S6
S8 (MH "Orthopedic Fixation Devices+")
S9 (MH "Orthoses+")
S10 (orthosis or orthoses or orthoti* or splint* or AFO or DAFO or brace*)
S11 S8 OR S9 OR S10
S12 S7 and S11

Cochrane search terms

#1 MeSH descriptor Stroke explode all trees

#2 MeSH descriptor Cerebral Hemorrhage explode all trees

#3 (stroke or strokes or cva or poststroke* or apoplexy):ti,ab

#4 ((cerebro* or brain or brainstem or cerebral*) NEXT (infarct* or accident*)):ti,ab
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#5 "brain attack*":ti,ab

#6 MeSH descriptor Hemiplegia explode all trees

#7 (hemiplegi* or hemipare*):ti,ab

#8 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7

#9 MeSH descriptor Orthopedic Fixation Devices explode all trees
#10 MeSH descriptor Orthotic Devices explode all trees

#11 (orthos?s or orthoti* or splint* or AFO or DAFO or brace*):ti,ab
#12 #9 OR #10 OR #11

#13 #8 AND #12

Domestic life

Q. In people after stroke what is the clinical and cost-effectiveness of intensive occupational
therapy focused specifically on personal activities of daily living (dressing/others) versus
usual care?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population
Stroke

Intervention Comparison Study filter used Date parameters
Intensive therapy for RCTs and All years to
daily activities Systematic 05/10/12

Reviews [Medline,
and Embase only]

Medline search terms

1. Occupational therapy/

2. occupational therapy.ti,ab.

3. lor2

4. ((personal or day or daily) adj3 activit*).ti,ab.

5. (bath* or dress* or groom* or eat* or wash* or toilet*).ti,ab.
6. *Self Care/

7. exp "Activities of Daily Living"/

8. or/4-7

9. 3and 8

Embase search terms

1. Occupational therapy/

2. occupational therapy.ti,ab.

3. lor2

4. ((personal or day or daily) adj3 activit*).ti,ab.

5. (bath* or dress* or groom* or eat* or wash* or toilet*).ti,ab.
6. *Self Care/

7. exp "Activities of Daily Living"/

8. or/4-7

9. 3and 8

Cinahl search terms

S1

MW Occupational Therapy or Occupational Therapy or ((personal or day or daily) AND activit*)
or ( (bath* or dress* or groom* or eat* or wash* or toilet*) ) or "Activities of Daily Living"+
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Cochrane search terms

#1 MeSH descriptor Occupational Therapy explode all trees
#2 (occupational therapy):ti,ab,kw
#3 #1 OR #2
#4 (personal or day or daily) near activit*:ti,ab,kw or (bath* or dress* or groom* or eat* or wash*
or toilet*):ti,ab, kw
#5 MeSH descriptor Self Care, this term only
#6 MeSH descriptor Activities of Daily Living explode all trees
#7 (#4 OR #5 OR #6) AND #3
Employment
Q. In people after stroke what is the clinical and cost-effectiveness of interventions to aid

return to work versus usual care?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison Study filter used Date parameters
Stroke or brain Return to work All years to
injury* (support of) 05/10/12

*Population differs from standard population search strategy outlined in Section A.2, with additional terms
included for brain injury. As a consequence both population and intervention terms have been included below
for each database.

Medline search terms

1. exp Stroke/

2. exp Cerebral hemorrhage/

3. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.
4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
5. "brain attack*".ti,ab.

6. Brain Injuries/

7. (brain adj2 injur*).ti,ab.

8. or/1-7

9. Letter/

10. editorial.pt.

11. historical article.pt.

12. Case report/

13. exp Animal/ not Human/

14. Animals, Laboratory/

15. exp Animal experiment/

16. exp Animal model/

17. exp Rodentia/

18. or/9-17

19. 8 not 18

20. limit 19 to english language

21. exp Rehabilitation, Vocational/

22. Employment, supported/ or Unemployment/ or Employment/

23. (occupation* adj2 (return*® or retrain* or support* or rehabilitat*)).ti,ab.
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24, (employ* adj2 (return* or retrain* or support* or rehabilitat*)).ti,ab.
25. (vocation* adj2 (return* or retrain* or support* or rehabilitat*)).ti,ab.
26. (job* adj2 (return* or retrain* or support* or rehabilitat*)).ti,ab.
27. (work* adj2 (return*® or retrain* or support* or rehabilitat*)).ti,ab.
28. ((sheltered or permitted or voluntary) adj2 work).ti,ab.
29. or/21-28
30. 20 and 29
Embase search terms
1. exp Stroke/
2. exp Cerebrovascular accident/
3. exp Brain infarction/
4. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.
5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.
6. "brain attack*".ti,ab.
7. exp Intracerebral hemorrhage/
8. or/1-7
9. letter.pt.
10. Letter/
11. editorial.pt.
12. note.pt.
13. case report/
14. Case study/
15. exp Animal/ not Human/
16. Nonhuman/
17. exp Animal studies/
18. Animals, Laboratory/
19. exp Experimental animal/
20. exp Animal experiment/
21. exp Animal model/
22. exp Rodentia/
23. conference abstract.pt.
24, or/9-23
25. 8 not 24
26. limit 25 to english language
27. exp Rehabilitation, Vocational/
28. exp Employment/ or Unemployment/
29. (occupation* adj2 (return* or retrain* or support* or rehabilitat*)).ti,ab.
30. (employ* adj2 (return*® or retrain* or support* or rehabilitat*)).ti,ab.
31. (vocation* adj2 (return* or retrain* or support* or rehabilitat*)).ti,ab.
32. (job* adj2 (return* or retrain* or support* or rehabilitat*)).ti,ab.
33. (work* adj2 (return*® or retrain* or support* or rehabilitat*)).ti,ab.
34. ((sheltered or permitted or voluntary) adj2 work).ti,ab.
35. or/27-34
36. 26 and 35
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Cinahl search terms

S1 MW Stroke or MH Cerebral Hemorrhage

S2 stroke* or cva or poststroke* or apoplexy or "cerebrovascular accident"
S3 (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)
S4 "brain attack*"

S5 brain AND injury

S6 MH Brain Injuries

S7 S1 or S2 or S3 or S4 or S5 or S6

S8 MH Rehabilitation, Vocational or MH Employment or MH Unemployment
S9 occupation* and (return* or retrain* or support* or rehabilitat*)

S10 employ* and (return*® or retrain* or support* or rehabilitat*)

S11 vocation* and (return* or retrain* or support* or rehabilitat*)

S12 job* and (return* or retrain* or support* or rehabilitat*)

S13 work* and (return* or retrain* or support* or rehabilitat*)

S14 (sheltered or permitted or voluntary) and work

S15 S8 or S9 or S10 or S11 or S12 or S13 or S14

S16 S7 and S15

Cochrane search terms

#1 MeSH descriptor Stroke explode all trees

#2 MeSH descriptor Cerebral Hemorrhage explode all trees

#3 (stroke or strokes or cva or poststroke* or apoplexy):ti,ab

#4 ((cerebro* or brain or brainstem or cerebral*) next (infarct* or accident*)):ti,ab
#5 brain attack* or brain near injur*:ti,ab

#6 MeSH descriptor Brain Injuries explode all trees

#7 #1 OR #2 OR #3 OR #4 OR #5 OR #6

#8 MeSH descriptor Rehabilitation, Vocational explode all trees

#9 MeSH descriptor Employment, Supported explode all trees

#10 MeSH descriptor Unemployment explode all trees

#11 MeSH descriptor Employment, this term only

#12 occupation* near (return* or retrain* or support* or rehabilitat*):ti,ab
#13 employ* near (return* or retrain* or support* or rehabilitat*):ti,ab
#14 vocation* near (return* or retrain* or support* or rehabilitat*):ti,ab
#15 job* near (return* or retrain* or support* or rehabilitat*):ti,ab

#16 work* near (return® or retrain® or support* or rehabilitat*):ti,ab

#17 (sheltered or permitted or voluntary) near work:ti,ab

#18 #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17
#19 #7 AND #18

D.5.10 Patient information

Q. What is the effectiveness of supported versus unsupported information provision on mood
and depression in people with stroke?

Search constructed by combining the columns in the following table using the AND Boolean operator
Population Intervention Comparison Study filter used Date parameters
Stroke* Patient information RCTs and All years to
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Population

Intervention Comparison Study filter used Date parameters
Systematic 05/10/12
Reviews [Medline,
Embase and

PsychINFO only]

*Population for Medline and Embase differs from standard population search outlined in Section A.2, with with
a more focussed strategy employed. As a consequence both population and intervention terms have been
included in this section.

Medline search terms

1. exp *Stroke/ or exp Stroke/rh

2. exp *Cerebral hemorrhage/

(stroke or strokes or brain attack® or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti.

4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti.
((stroke or strokes) adj10 (aphasi* or hemipar* or hemiplegi* or dysphasi* or hemianopi* or
rehab*)).ti,ab.

6. or/1-5

7. Letter/

8. editorial.pt.

9. historical article.pt.

10. Case report/

11. exp Animal/ not Human/

12. Animals, Laboratory/

13. exp Animal experiment/

14. exp Animal model/

15. exp Rodentia/

16. or/7-15

17. 6 not 16

18. limit 17 to english language

19. Patient education as Topic/

20. Patient education handout/

21. exp Consumer health information/

22. Access to information/

23. exp Information centers/

24, exp Communications media/

25. exp Computer communication networks/ or Internet/

26. Health Knowledge, Attitudes, Practice/

27. Knowledge/

28. Library services/

29. Information services/

30. Search engine/

31. Computer-assisted instruction/

32. *Learning/

33. Social support/ or *Counseling/ or exp Patient participation/

34. *Communication/
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35. Communication barriers/ or Information dissemination/ or Information seeking behavior/ or
Persuasive communication/

36. Answering services/ or Health communication/ or Hotlines/ or Information literacy/

37. or/19-36

38. 18 and 37

39. (doctor patient communic* or patient doctor communic* or nurse patient communic* or

patient nurse communic* or professional patient communic* or patient professional
communic*).ti,ab.

40. ((client* or patient or inpatient or carer* or care?giver* or consumer*) adjl (helpline* or
advice line* or newsletter* or knowledge or inform* or educ* or advoc* or literature or
infopack* or knowledge or leaflet* or booklet* or handout* or decision aid* or pamphlet* or
training or factsheet® or counsel* or internet or website*)).ti,ab.

41. (stroke adj2 (information or education*) adj2 (intervention* or program* or resource* or
material* or pack* or leaflet* or need* or requirement* or support* or accessible or
pathway*)).ti,ab.

42. ("information for patients" or patient participat* or community voices or peer support or
patient story or patient stories or "access to information").ti,ab.

43. ((active or individuali* or passive or aphasia or interactive or prescription*) adj2 (information*
or education* or learn*)).ti,ab.

44, (online adj2 (forum* or communit*)).ti,ab.

45. (strokeline or talkstroke or social networking or facebook or twitter or messageboard*).ti,ab.

46. (stroke adj2 (helpline* or advice line* or website*)).ti,ab.

47. (workshop* or groupwork or seminar* or "discussion group*").ti,ab.

48. or/39-47

49, 18 and 48

50. 38 0or49

Embase search terms

1. exp *Stroke/ or exp Stroke/rh or *Stroke patient/

2 exp *Cerebrovascular accident/ or exp Cerebrovascular accident/rh

3. exp *Brain infarction/

4 (stroke or strokes or "brain attack*" or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti.

5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti.
((stroke or stroke*) adj10 (aphasi* or hemipar* or hemiplegi* or dysphasi* or hemianopi* or
rehab*)).ti,ab.

7. exp *Intracerebral hemorrhage/
or/1-7

9. letter.pt.

10. Letter/

11. editorial.pt.

12. note.pt.

13. Case report/

14. Case study/

15. exp Animal/ not Human/

16. Nonhuman/

17. exp Animal studies/

18. Animals, Laboratory/
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19. exp Experimental animal/

20. exp Animal experiment/

21. exp Animal model/

22. exp Rodentia/

23. conference abstract.pt.

24. or/9-23

25. 8 not 24

26. limit 25 to english language

27. (doctor patient communic* or patient doctor communic* or nurse patient communic* or
patient nurse communic* or professional patient communic* or patient professional
communic*).ti,ab.

28. ((client™* or patient or inpatient or carer* or care?giver* or consumer*) adjl (helpline* or
advice line* or newsletter* or knowledge or inform* or educ* or advoc* or literature or
infopack™ or knowledge or leaflet* or booklet* or handout* or decision aid* or pamphlet* or
training or factsheet* or counsel* or internet or website*)).ti,ab.

29. (stroke adj2 (information or education*) adj2 (intervention* or program* or resource* or
material* or pack* or leaflet* or need* or requirement* or support* or accessible or
pathway*)).ti,ab.

30. ("information for patients" or patient participat* or community voices or peer support or
patient story or patient stories or "access to information").ti,ab.

31. ((active or individual* or passive or aphasia or interactive or prescription*) adj2 (information*
or education* or learn*)).ti,ab.

32. (online adj1 (forum* or communit*)).ti,ab.

33. (strokeline or talkstroke or social networking or facebook or twitter or messageboard*).ti,ab.

34, (stroke adj2 (helpline* or advice line* or website*)).ti,ab.

35. (workshop* or groupwork or seminar* or "discussion group*").ti,ab.

36. or/27-35

37. exp *Patient information/

38. exp *Patient advocacy/

39. exp *Patient education/

40. exp *Patient counseling/

41. exp *Consumer health information/

42. exp *Patient participation/

43, exp *Social support/

44, exp *Access to information/

45, *Information center/ or *Information Dissemination/

46. *Interpersonal communication/ or *Communication skill/ or *Persuasive communication/

47. exp *Internet/

48. *Search engine/

49, exp *Information service/

50. exp *Teaching/

51. exp *Learning/

52. *Mass medium/

53. *Mass communication/ or *E-mail/ or *Fax/ or *Mobile phone/ or *Postal mail/ or exp
*Telecommunication/ or *Telephone/ or *Television/ or *Videoconferencing/ or *Wireless
communication/

54, exp *Publication/
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55.

or/37-54

56.

26 and (36 or 55)

Cinahl search terms

S1 MW Stroke or MH Cerebral hemorrhage

S2 stroke* or cva or poststroke* or apoplexy or "cerebrovascular accident"

S3 (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)

sS4 "brain attack*".

S5 S1orS2 orS3orS4

S6 (MH "Patient Education")

S7 (MH "Consumer Health Information")

S8 (MH "Access to Information+")

S9 (MH "Libraries+") OR (MH "Information Centers") OR (MH "Information Services") OR (MH
"Library Services") OR (MH "Telephone Information Services")

S10 (MH "Information Needs") OR (MH "Information Literacy") OR (MH "Information Resources+")

S11 (MH "Information Seeking Behavior") OR (MH "Communication Barriers") OR (MM
"Communication")

S12 (MH "Communications Media") OR (MH "Mail+") OR (MH "Telecommunications+")

S13 (MH "Computer Assisted Instruction") OR (MH "Electronic Data Interchange+") OR (MH
"Computer Communication Networks+")

S14 (MM "Knowledge") OR (MH "Health Knowledge")

S15 (MM "Learning") OR (MH "Support, Psychosocial+") OR (MM "Counseling") OR (MH "Peer
Counseling") OR (MH "Consumer Participation")

S16 S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14 or S15

S17 S5 and S16

S18 (patient N2 information) or (patient N2 education) or ( patient N2 knowledge) or ( patient N2
website* ) or (patient N2 advocac*) or (patient N2 leaflet*) or (patient N2 factsheet*) or
(patient N2 helpline*) or (patient N2 counsel*) or (carer* N2 information) or (carer* N2
education) or (caregiver* N2 information) or (caregiver* N2 education*) or (carer* N2
training) or (caregiver* N2 training)

S19 ("stroke information" or "stroke education") and (intervention* or program* or resource* or
material* or leaflet * or need* or requirement* or support* or pathway*)

S20 "patient participation" or "accessible information" or "community voic*" or "peer support" or
"patient story" or "patient stories" or "access to information"

S21 (active N2 learn*) or (individuali* N2 learn*) or (passive N2 learn*) or (aphasia N2 information)
or (interactive N2 learn*) or (interactive N2 education) or (individuali* N2 education*) or (
individuali* N2 information) or (interactive N2 information)

S22 "online forum*" or "online communit*" or "information prescription*" or strokeline or
talkstroke or "social networking" or messageboard* or twitter or facebook or workshop* or
"discussion group*" or groupwork or seminar*

S23 stroke and (helpline* or "advice line*" or website*)

S24 S$18 or S19 or S20 or S21 or S22 or S23

S25 S5 and S24

S26 S17 or S25

S27 Limit 26 to: English Language; Exclude MEDLINE records; Clinical Queries: Review or Therapy -

High Sensitivity; Human; Age Groups: All Adult

Cochrane search terms

#1

MeSH descriptor Stroke explode all trees
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#2 MeSH descriptor Cerebral Hemorrhage explode all trees

#3 (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident"):ti

#4 brain attack*:ti,ab

#5 ((cerebro* or brain or brainstem or cerebral) NEXT (infarct* or accident*)):ti

#6 ((stroke or strokes) NEAR (aphasi or hemipar* or hemiplegi* or dysphasi* or hemianopi* or
rehab*)):ti,ab

#7 #1 OR #2 OR #3 OR #4 OR #5 OR #6

#8 MeSH descriptor Patient Education as Topic explode all trees

#9 MeSH descriptor Consumer Health Information explode all trees

#10 MeSH descriptor Access to Information, this term only

#11 MeSH descriptor Information Centers, this term only

#12 MeSH descriptor Communications Media explode all trees

#13 MeSH descriptor Computer Communication Networks explode all trees

#14 MeSH descriptor Health Knowledge, Attitudes, Practice explode all trees

#15 MeSH descriptor Knowledge, this term only

#16 MeSH descriptor Library Services, this term only

#17 MeSH descriptor Information Services, this term only

#18 MeSH descriptor Search Engine, this term only

#19 MeSH descriptor Computer-Assisted Instruction, this term only

#20 MeSH descriptor Learning, this term only

#21 MeSH descriptor Social Support, this term only

#22 MeSH descriptor Counseling, this term only

#23 MeSH descriptor Patient Participation, this term only

#24 MeSH descriptor Communication, this term only

#25 MeSH descriptor Communication Barriers, this term only

#26 MeSH descriptor Information Dissemination, this term only

#27 MeSH descriptor Information Seeking Behavior, this term only

#28 MeSH descriptor Persuasive Communication, this term only

#29 MeSH descriptor Answering Services, this term only

#30 MeSH descriptor Hotlines, this term only

#31 #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17 OR #18 OR #19 OR #20
OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 OR #27 OR #28 OR #29 OR #30

#32 #7 AND #31

#33 (strokeline or talkstroke or "social networking" or facebook or twitter or messageboard*):ti,ab

#34 stroke NEXT (helpline* or "advice line*" or website*):ti,ab

#35 online NEXT (forum* or communit*):ti,ab

#36 ((active or individuali* or passive or aphasia or interactive or prescription) NEAR (information
or education or learning)):ti,ab

#37 ("information for patients" or "patient participat*" or "community voic*" or "peer support" or
"patient story" or "patient stories" or "access to information" or workshop* or groupwork or
seminar* or "discussion group" or "discussion groups"):ti,ab

#38 ((client* or patient® or carer* or caregiver* or consumer*) NEXT ( helpline* or information or
education or advocacy)):ti,ab

#39 ((education* or information) NEXT (provision or intervention* or program* or resource* or
material* or support or need* or prescription* or pathway*)):ti,ab

#40 ((client* or patient or carer* or caregiver* or consumer*) NEXT (leaflet* or pamphlet* or

82



Stroke Rehabilitation - Appendices
Literature search strategies

training or counsel* or website*)):ti,ab

#41 #33 OR #34 OR #35 OR #36 OR #37 OR #38 OR #39 OR #40

#42 #7 AND #41

#43 #32 OR #42

PsychINFO search terms

1 exp Stroke/

2 exp Cerebral Hemorrhage/

3 (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.

4 ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

5 "brain attack*".ti,ab.

6 Cerebrovascular accidents/

7 or/1-6

8 Letter/

9 Letter*/

10 Case report/

11 exp Rodents/

12 or/8-11

13 7 not 12

14 exp Client education/ or Health knowledge/ or Health literacy/ or Client participation/

15 Information seeking/ or Computer searching/ or Information/ or Information literacy/ or
Information services/

16 Audiovisual communications media/

17 exp Communications media/

18 Learning/

19 Computer assisted instruction/

20 Internet/

21 exp Social networks/

22 exp Social support/

23 Counseling/ or Peer counseling/

24 exp Hot line services/

25 exp Information dissemination/

26 Persuasive communication/

27 exp Interpersonal communication/ or Group discussion/ or Communication barriers/

28 exp Educational programs/

29 or/14-28

30 13 and 29

31 (doctor patient communic* or patient doctor communic* or nurse patient communic* or
patient nurse communic* or professional patient communic* or patient professional
communic*).ti,ab.

32 ((client* or patient or inpatient or carer* or care?giver* or consumer*) adj2 (helpline* or
advice line* or newsletter* or knowledge or inform* or educ* or advoc* or literature or
infopack* or knowledge or leaflet* or booklet* or handout* or decision aid* or pamphlet* or
training or factsheet* or counsel* or internet or website*)).ti,ab.

33 (stroke adj2 (information or education*) adj2 (intervention* or program* or resource* or

material* or pack* or leaflet* or need* or requirement* or support* or accessible or
pathway*)).ti,ab.
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34 ("information for patients" or patient participat* or community voices or peer support or
patient story or patient stories or "access to information").ti,ab.

35. ((active or individuali* or passive or aphasia or interactive or prescription*) adj2 (information*
or education* or learn*)).ti,ab.

36. (online adj2 (forum* or communit*)).ti,ab.

37. (strokeline or talkstroke or social networking or facebook or twitter or messageboard*).ti,ab.

38. (stroke adj2 (helpline* or advice line* or website*)).ti,ab.

39. (workshop* or groupwork or seminar* or "discussion group*").ti,ab.

40. or/31-39

41. 13 and 40

42. 300r41

Psychological therapy

Q. In people after stroke what is the clinical and cost effectiveness of psychological
interventions provided to the family (including the patient)?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison Study filter used Date parameters
Stroke* Psychological RCTs and All years to
interventions Systematic 05/10/12
Reviews [Medline,
Embase and

PsychINFO only]

*Population differs from standard population search strategy outlined in Section A.2, with additional terms
included for brain injury. As a consequence both population and intervention terms have been included below
for each database.

Medline search terms

exp Stroke/

2. exp Cerebral hemorrhage/
(stroke or strokes or "brain attack*" or cva or poststroke* or apoplexy or "cerebrovascular
accident").ti.

4, ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti.

((stroke or strokes or poststroke*) adj3 (patient* or rehab* or survivor* or carer* or family or
families or caregiver*)).ti,ab.

6. exp Brain injuries/

7. (brain adj2 injur*).ti.

8. or/1-7

9. Letter/

10. editorial.pt.

11. historical article.pt.

12. Case report/

13. exp Animal/ not Human/
14. Animals, Laboratory/
15. exp Animal experiment/
16. exp Animal model/

17. exp Rodentia/
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18. or/9-17

19. 8 not 18

20. limit 19 to english language

21. Psychotherapy/ or Psychotherapy, brief/ or Psychotherapy, multiple/ or Cognitive therapy/ or
Socioenvironmental therapy/ or exp Milieu therapy/ or exp Psychotherapy, group/

22. exp Counseling/

23. Psychoanalysis/ or Psychoanalytic therapy/

24. *Spouses/px [Psychology]

25. *Caregivers/px [Psychology]

26. (CBT or psychotherap* or counsel* or psychoeducation* or psycho-education*).ti,ab.

27. (cognitive adj2 behavio?r* adj2 therap*).ti,ab.

28. (psycholog* adj2 treatment*).ti,ab.

29. (support adj2 program*).ti,ab.

30. talking therap*.ti,ab.

31. ((psycholog* or psychosocial or family or families or family-based or family-centered or carer*

or caregiver*® or relationship or couple*) adj3 (intervention* or support or therapy or
therapies)).ti,ab.

32. or/21-31

33. 20 and 32

34. (infant or paediatric or pediatric or neonat*).ti.
35. "cognitive rehab*".ti.

36. 34 0r 35

37. 33 not 36

Embase search terms

1. exp *Stroke/ or *stroke patient/

2 exp *Cerebrovascular accident/

3. exp *Brain infarction/

4 (stroke or strokes or cva or brain attack* or poststroke* or apoplexy or "cerebrovascular
accident").ti.

5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti.
((stroke or strokes or poststroke*) adj3 (patient™ or rehab* or survivor* or carer* or
caregiver* or care-giver* or family or families)).ti,ab.
exp *Intracerebral hemorrhage/
exp *Brain injury/

(brain adj2 injur*).ti.

10. or/1-9

11. conference abstract.pt.

12. letter.pt.

13. Letter/

14. editorial.pt.

15. note.pt.

16. Case report/

17. Case study/

18. exp Animal/ not Human/

19. Nonhuman/
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20. exp Animal studies/

21. Animals, Laboratory/

22. exp Experimental animal/

23. exp Animal experiment/

24, exp Animal model/

25. exp Rodentia/

26. or/11-25

27. 10 not 26

28. limit 27 to english language

29. exp *Counseling/

30. *Psychoanalysis/ or *Psychoanalytic therapy/

31. (CBT or psychotherap* or counsel* or psychoeducation* or psycho-education*).ti,ab.

32. (cognitive adj2 behavio?r* adj2 therap*).ti,ab.

33. (psycholog* adj2 treatment*).ti,ab.

34. (support adj2 program*).ti,ab.

35. talking therap*.ti,ab.

36. ((psycholog* or psychosocial* or family or families or family-based or family-centered or
carer* or caregiver* or relationship or couple*) adj3 (intervention* or support or therapy or
therapies)).ti,ab.

37. Marital therapy/

38. *Psychotherapy/

39. *Cognitive therapy/ or *Milieu therapy/

40. *Group therapy/

41. Family therapy/

42. *Sociotherapy/ or *Psychosocial care/

43, or/29-42

44. 28 and 43

45, (paediatric or pediatric or infant* or neonat*).ti.

46. cognitive rehab* ti.

47. 45 or 46

48. 44 not 47

Cinahl search terms

S1 Stroke* or cva or poststroke* or apoplexy or "cerebrovascular accident"

S2 (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)

S3 "brain attack*"

S4 (MH "Stroke Patients") OR (MH "Stroke") OR (MH "Cerebral Hemorrhage")

S5 (MH "Brain Injuries+") or brain N2 injur*

S6 S1orS2 orS3 or S4 or S5

S7 (MH "Psychotherapy, Brief") OR (MM "Psychotherapy, Group+") OR (MH "Socioenvironmental
Therapy") OR (MH "Psychotherapy") OR (MH "Cognitive Therapy")

S8 (MH "Counseling+")

S9 (MH "Psychoanalysis")

S10 cbt or psychotherap* or counsel* or psychoeducation* or psycho-education*

S11 cognitive N2 behavio?r N2 therap*

S12 psycholog* N2 treatment* or support N2 program* or talking N2 therap*
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S13 (psycholog* N2 intervention* or psycholog* N2 support or psycholog* N2 therap* or famil*
N3 intervention* or famil* N3 support or famil* N3 therap* ) or ( carer* N2 support or carer*
N2 intervention* or carer* N2 therap* ) or ( caregiver* N2 support or caregiver N2
intervention* or caregiver* N2 therap* )

S14 couple* N2 therap* or couple* N2 intervention or couple* N2 support or relationship N2
support or relationship N2 therap* or relationship N2 intervention*

S15 S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14

S16 S6 and S15

S17 Limit S16 to: English Language; Exclude MEDLINE records; Clinical Queries: Therapy or Review -

High Sensitivity; Human; Age Groups: All Adult

Cochrane search terms

#1 MeSH descriptor Stroke explode all trees

#2 MeSH descriptor Cerebral Hemorrhage explode all trees

#3 (stroke or strokes or cva or poststroke* or "brain attack*" or apoplexy):ti

#4 ((cerebro* or brain or brainstem or cerebral*) next (infarct* or accident*)):ti

#5 ((stroke or strokes or poststroke*) NEAR (patient® or rehab* or survivor* or carer* or family or
families or care-giver* or caregiver*)):ti,ab

#6 #1 OR #2 OR #3 OR #4 OR #5

#7 MeSH descriptor Brain Injuries explode all trees

#8 (brain NEXT injur*):ti

#9 #6 OR #7 OR #8

#10 MeSH descriptor Psychotherapy, this term only

#11 MeSH descriptor Counseling explode all trees

#12 MeSH descriptor Psychoanalysis, this term only

#13 MeSH descriptor Caregivers, this term only with qualifier: PX

#14 MeSH descriptor Spouses, this term only with qualifier: PX

#15 (CBT or psychotherap* or counsel* or psychoeducation* or psycho-education* or "talking
therap*"):ti,ab

#16 ((cognitive NEXT behavio?r) NEXT therap*):ti,ab

#17 (psycholog® NEXT treatment*):ti,ab

#18 (support NEXT program*):ti,ab

#19 ((psycholog* or psychosocial* or family or families or family-centred or family-centered or
couple* or relationship or carer* or caregiver® or care-giver*) NEAR (intervention* or support
or therapy or therapies)):ti,ab

#20 MeSH descriptor Cognitive Therapy, this term only

#21 MeSH descriptor Socioenvironmental Therapy, this term only

#22 MeSH descriptor Milieu Therapy explode all trees

#23 MeSH descriptor Psychotherapy, Group explode all trees

#24 MeSH descriptor Psychoanalytic Therapy, this term only

#25 MeSH descriptor Psychotherapy, Brief, this term only

#26 MeSH descriptor Psychotherapy, Multiple, this term only

#27 #10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR
#22 OR #23 OR #24 OR #25 OR #26

#28 #9 AND #27

#29 (cognitive NEXT rehab*):ti

#30 #28 NOT #29
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#31 (neonat* or paediatric or pediatric or infant*):ti
#32 #30 NOT #31
PsychINFO search terms

1 exp Stroke/

2 exp Cerebral hemorrhage/

3 (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.

4 ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

5 "brain attack*".ti,ab.

6 Cerebrovascular accidents/

7 exp Brain damage/

8 (brain adj2 injur*).ti.

9 or/1-8

10 Letter/

11 letter*/

12 Case report/

13 exp Rodents/

14 or/10-13

15 9 not 14

16 psychotherapy/ or brief psychotherapy/ or client centered therapy/ or exp cognitive behavior
therapy/ or exp group psychotherapy/ or individual psychotherapy/ or relationship therapy/ or
supportive psychotherapy/ or cognitive therapy/ or couples therapy/

17 exp Counseling/ or exp Psychotherapeutic counseling/ or Psychosocial rehabilitation/ or
Psychosocial readjustment/ or Rehabilitation counseling/

18 Psychoanalysis/ or Psychoanalytic therapy/

19 (CBT or psychotherap* or counsel* or psychoeducation* or psycho-education*).ti,ab.

20 (cognitive adj2 behavio?r* adj2 therap*).ti,ab.

21 (psycholog* adj2 treatment*).ti,ab.

22 (support adj2 program?*).ti,ab.

23 talking therap*.ti,ab.

24 ((psycholog* or psychosocial or family or families or family-based or family-centered or carer*
or caregiver® or relationship or couple*) adj3 (intervention* or support or therapy or
therapies)).ti,ab.

25 or/16-24

26 15 and 25

27 cognitive rehab* ti.

28 (neonat* or paediatric or pediatric or infant*).ti.

29 27 or 28

30 26 not 29

D.5.12 Supported discharge

Q. In people after stroke what is the clinical and cost-effectiveness of early supported
discharge versus usual care?

Search constructed by combining the columns in the following table using the AND Boolean operator
Population Intervention Comparison Study filter used Date parameters
Stroke Supported discharge RCTs and All years to
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Population Intervention Comparison

Medline search terms

Study filter used Date parameters
Systematic 05/10/12
Reviews [Medline

and Embase only]

*Home care services/

*Home nursing/

*Patient discharge/

*Length of stay/

((early or earlier or earliest or hospital or patient* or support*) adj4 discharg*).ti,ab.

((hospital or home) adj3 (care or nurs*)).ti,ab.

(subacute adj2 rehabilit*).ti,ab.

® N |V kW IN e

or/1-7

Embase search terms

1. *Home care services/

*Home nursing/

*Patient discharge/

*Length of stay/

((early or earlier or earliest or hospital or patient* or support*) adj3 discharg*).ti,ab.

((hospital or home) adj2 (care or nurs*)).ti,ab.

(subacute adj2 rehabilit*).ti,ab.

® N | R W

or/1-7

Cinahl search terms

S1 MH home care services or MH home nursing or MH patient discharge or MH Length of Stay
S2 (early or earlier or earliest or hospital or patient* or support* ) and discharg*

S3 (hospital or home ) and ( care or nurs* )

sS4 subacute and rehabilit*

S5 S1orS2orS3orS4

Cochrane search terms

#1 MeSH descriptor Home Care Services, this term only
#2 MeSH descriptor Home Nursing, this term only

#3 MeSH descriptor Patient Discharge, this term only
#4 MeSH descriptor Length of Stay, this term only

#5 #1OR#2 OR#3 OR#4

D.5.13 Intensive rehabilitation

Q. In people after stroke what is the clinical and cost- effectiveness of intensive rehabilitation

versus standard rehabilitation?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison

Stroke* Intensive
rehabilitation

Study filter used Date parameters

RCTs and All years to
Systematic 05/10/12
Reviews [Medline
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Population

Intervention Comparison Study filter used Date parameters

and Embase only]

*Population differs from standard population search strategy outlined in Section A.2, with additional terms
included for brain injury. As a consequence both population and intervention terms have been included below
for each database.

Medline search terms

1. exp Stroke/

2. exp Cerebral hemorrhage/

3. (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.

4. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

5. "brain attack*".ti,ab.

6. Brain injuries/

7. (brain adj2 injur*).ti,ab.

8. or/1-7

9. Letter/

10. editorial.pt.

11. historical article.pt.

12. Case report/

13. exp Animal/ not Human/

14. Animals, Laboratory/

15. exp Animal experiment/

16. exp Animal model/

17. exp Rodentia/

18. or/9-17

19. 8 not 18

20. limit 19 to english language

21. ((intensive* or intensity or dose*) adj3 (exercise* or physical* activ* or physical training or
formal training or aerobic*)).ti,ab.

22. (duration adj3 (exercise* or physical* activ* or physical training or formal training or
aerobic*)).ti,ab.

23. ((high* frequency or low* frequency) adj2 (exercise* or training or program* or activit* or
regime*)).ti,ab.

24, ((high* intensi* or low* intensi*) adj2 (exercise* or training or program* or activit* or
regime*)).ti,ab.

25. ((day* or time or timing or dose* or hour*) adj2 (training or program* or activit* or
regime*)).ti,ab.

26. ((day* or time or timing or dose* or hour* or month* or year*) adj2 rehabilit*).ti,ab.

27. ((intensi* or frequen* or duration or therap*) adj3 rehabilit*).ti,ab.

28. or/21-27

29. 20 and 28

Embase search terms

1. Exp Stroke/

2 exp Cerebrovascular accident/

3. exp Brain infarction/

4 (stroke or strokes or cva or poststroke* or apoplexy or "cerebrovascular accident").ti,ab.
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5. ((cerebro* or brain or brainstem or cerebral*) adj3 (infarct* or accident*)).ti,ab.

6. "brain attack*".ti,ab.

7. exp Intracerebral hemorrhage/

8. exp Brain injury/

9. (brain adj2 injur*).ti,ab.

10. or/1-9

11. conference abstract.pt.

12. letter.pt.

13. Letter/

14. editorial.pt.

15. note.pt.

16. Case report/

17. Case study/

18. exp Animal/ not Human/

19. Nonhuman/

20. exp Animal studies/

21. Animals, Laboratory/

22. exp Experimental animal/

23. exp Animal experiment/

24, exp Animal model/

25. exp Rodentia/

26. or/11-25

27. 10 not 26

28. limit 27 to english language

29. ((intensive* or intensity or dose*) adj3 (exercise* or physical* activ* or physical training or
formal training or aerobic*)).ti,ab.

30. (duration adj3 (exercise* or physical* activ* or physical training or formal training or
aerobic*)).ti,ab.

31. ((high* frequency or low* frequency) adj2 (exercise* or training or program?* or activit* or
regime*)).ti,ab.

32. ((high* intensi* or low* intensi*) adj2 (exercise* or training or program* or activit* or
regime*)).ti,ab.

33. ((day* or time or timing or dose* or hour*) adj2 (training or program* or activit* or
regime*)).ti,ab.

34. ((day* or time or timing or dose* or hour* or month* or year*) adj2 rehabilit*).ti,ab.

35. ((intensi* or frequen* or duration or therap*) adj3 rehabilit*).ti,ab.

36. or/29-35

37. 28 and 36

Cinahl search terms

S1 MW Stroke or MH Cerebral Hemorrhage

S2 stroke* or cva or poststroke* or apoplexy or "cerebrovascular accident"

S3 (cerebro* OR brain OR brainstem OR cerebral*) AND (infarct* OR accident*)
S4 "brain attack*".

S5 brain AND injury

S6 MH Brain Injuries
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S7 S1 or S2 or S3 or S4 or S5 or S6

S8 day* or timing or time* or dose* or hour* or month* or years* or intensi* or frequen* or
duration or therap*

S9 rehabilit*

S10 S8 and S9

S11 S7 and S10

S12 Limit S11 to: English Language; Exclude MEDLINE records; Human; Age Groups: All Adult

Cochrane search terms

#1 MeSH descriptor Stroke explode all trees

#2 MeSH descriptor Cerebral Hemorrhage explode all trees

#3 (stroke or strokes or cva or poststroke* or apoplexy):ti,ab

#4 ((cerebro* or brain or brainstem or cerebral*) next (infarct* or accident*)):ti,ab
#5 brain attack* or brain near injur*:ti,ab

#H6 MeSH descriptor Brain Injuries explode all trees

#7 #1 OR #2 OR #3 OR #4 OR #5 OR #6

#8 (day* or time* or timing or dose* or hour* or month* or year*) AND rehabilit*:ti,ab
#9 (intensi* or frequen* or duration or therap*) AND rehabilit*:ti,ab

#10 #8 OR #9

#11 #7 AND #10

Post consultation searches
Fitness and rehabilitation

Q. In people after stroke does cardiorespiratory or resistance training improve outcome
(fitness, function, quality of life, mood and reduce disability)?

Update of: Physical fitness training for stroke patient. Brazzelli,M. Saunders, DH. Grieg, CA. Mead,
Cochrane Database Syst Rev 2001. Issue 11 CD003316

Q. In people after stroke does organised rehabilitation care (comprehensive or rehabilitation
stroke units) improve outcome (mortality, dependency, requirement for institutional care and
length of hospital stay)?

Search results from A.3.5 Mobility and additional search below

Search constructed by combining the columns in the following table using the AND Boolean operator
Intervention /

Population exposure Comparison Study filter used Date parameters
Stroke (including SRs, Guidelines All years to
brain injury) (Medline only) 05/10/12

Medline search terms

exp rehabilitation/ or exp rehabilitation centers/ or exp rehabilitation nursing/

exp physical medicine/ or exp physical therapy modalities/

exp exercise therapy/

exp occupational therapy/

exp social work/

rh.fs.

rehab$.ti,ab.

X IN|O |V RIWIN e

(physiotherap$ or (physi$ adj therap$) or (occupational adj therap$) or ((speech or language)

92



Stroke Rehabilitation - Appendices
Literature search strategies

adj3 therap$) or (social adj2 (work$ or service$))).ti,ab.

9. exp "Delivery of Health Care"/
10. exp Patient Care Team/
12. or/1-10

Cochrane search terms

#1 MeSH descriptor Rehabilitation explode all trees

#2 MeSH descriptor Rehabilitation Centers explode all trees

#3 MeSH descriptor Rehabilitation Nursing explode all trees

#4 MeSH descriptor Physical Medicine explode all trees

#5 MeSH descriptor Physical Therapy Modalities explode all trees

#6 MeSH descriptor Exercise Therapy explode all trees

#7 MeSH descriptor Occupational Therapy explode all trees

#8 MeSH descriptor Social Work explode all trees

#9 (rehab*):ti,ab,kw

#10 (physiotherap*):ti,ab,kw or (physi* near therap*):ti,ab,kw or (occupational near

therap*):ti,ab,kw or (speech or language) near therap*:ti,ab,kw or (social near (work* or
service*)):ti,ab,kw

#11 MeSH descriptor Delivery of Health Care explode all trees
#12 MeSH descriptor Patient Care Team explode all trees
#13 (#1 or #2 or #3 or #4 or #5 or #6 ot #7 or #8 or #9 or #10 or #11 or #12 or #13)

Trip database searched 19/12/11 term used ‘stroke rehabilitation
http://www.tripdatabase.com/search?criteria=stroke+rehabilitation

In addition Website searches for Stroke guidelines on the following sites using the search terms
‘Stroke’ or ‘Stroke rehabilitation’:

http://my.americanheart.org/professional/StatementsGuidelines/ByTopic/TopicsQ-Z/Stroke-
Statements-Guidelines_ UCM_320600_Article.jsp

American Academy of Neurology
http://www.aan.com/index.cfm?axon=redirect&&path=/go/home

European Stroke Initiative
http://www.eso-stroke.org/

American College of Cardiology
http://www.cardiosource.org/acc

Internet Stroke Centre
http://www.strokecenter.org/

American Stroke Association
http://www.strokeassociation.org/STROKEORG/

Association of Chartered Physiotherapists in Neurology
http://www.acpin.net/

Chartered Physiotherapists Working With Older People: AGILE
http://agile.csp.org.uk/

Cochrane Stroke Group
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http://www.dcn.ed.ac.uk/csrg/

Different Strokes
http://www.differentstrokes.co.uk/

Help the Aged now AgeUK
http://www.ageuk.org.uk/

New Zealand Clearing House for Health Outcomes and Health Technology Assessment
http://www.worldcat.org/identities/lccn-n98-801635

and

http://www.otago.ac.nz/christchurch/research/nzhta/

Northern Ireland Multidisciplinary Association for Stroke Teams
http://www.nimast.org.uk/

Stroke Association
http://www.stroke.org.uk/

Stroke Therapy Evaluation Programme (STEP)
http://www.dcn.ed.ac.uk/STEP/About.htm

The National Stroke Foundation (Australia)
http://www.strokefoundation.com.au/

Q. In people after stroke does organised rehabilitation care (comprehensive or rehabilitation
stroke units) improve outcome (mortality, dependency, requirement for institutional care or
length of hospital stay)?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison Study filter used Date parameters
Stroke Units RCTs and 2006-05/10/12
Systematic
Reviews [Medline,
Embase

Medline search terms

1. *Hospital Units/

2. Patient care team/

3. (stroke adj2 (ward* or team* or unit* or mobile or care or caring or comprehensive)).ti,ab.

4, exp "Delivery of Health Care"/

5. exp Interprofessional Relations/

6. ((multi?disciplinary or inter?disciplinary or cross?disciplinary or integrated or multi?modal or
multi?professional or inter?professional or cross?professional) adj3 (therap$ or team$ or
care)).ti,ab.

7. Or/1-6

Embase search terms

"hospital subdivisions and components"/

health care delivery/

patient care/

teamwork/

(stroke adj2 (ward* or team* or unit* or mobile or care or caring or comprehensive)).ti,ab.

OUTA|WINE

interdisciplinary communication/
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7. *"multidisciplinary team meeting"/

8. ((multi?disciplinary or inter?disciplinary or cross?disciplinary or integrated or multi?modal or
multi?professional or inter?professional or cross?professional) adj3 (therap$ or team$ or
care)).ti,ab.

9, or/1-8

Cochrane search terms

MeSH descriptor Hospital Units, this term only

MeSH descriptor Patient Care Team explode all trees

(stroke near2 (ward* or team* or unit* or mobile or care or caring or comprehensive)):ti,ab,kw

MeSH descriptor Delivery of Health Care explode all trees

MeSH descriptor Interprofessional Relations explode all trees

SR E I

(#6 OR #7 OR #8 OR #9 OR #10)

Q. Does the application of patient goal setting as part of planning stroke rehabilitation activities
lead to an improvement in psychological wellbeing, functioning and activity?

Update of: A systematic review and synthesis of the quantitative and qualitative evidence behind
patient-centred goal setting in stroke rehabilitation Clin Rehabil June 2011 25: 501-514, first
published on March 25, 2011 doi:10.1177/0269215510394467

Search constructed by combining the columns in the following table using the AND Boolean operator
Population Intervention Comparison Study filter used Date parameters
Stroke Goal setting 2010-05/10/12

Medline search terms

Patient-Centered Care/

*patient participation/

(patient adj1 (centred$ or centered$ or focus$ or orient$)).ti,ab.

(client adj1 (centred$S or centered$ or focusS or orientS)).ti,ab.

(person adjl (centredS or centered$S or focus$ or orient$)).ti,ab.

Or/1-5

(goal or goals).ti,ab.

goals/

O IN D U1 R W =

7 or8

[
©

6and9

Embase search terms

patient autonomy/ or patient decision making/

*patient participation/

(patient adj1 (centred$ or centered$ or focus$ or orient$)).ti,ab.

(client adj1 (centred$S or centered$ or focusS or orient$S)).ti,ab.

(person adjl (centredS or centered$S or focus$ or orient$)).ti,ab.

or/1-5

(goal or goals).ti,ab.

goal attainment/

O IN I U H W

7 or8

[
©

6and9

Cochrane search terms

1. MeSH descriptor Patient Participation, this term only

2 MeSH descriptor Patient-Centered Care, this term only

3. ((patient or client or person) NEXT (centr* or center* or focus* or orient*)):ti,ab
4 #1 or #2 or #3
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MeSH descriptor Goals explode all trees

goal or goals:ti,ab

#5 OR #7

®INo U,

#4 and #8

Cinahl search terms

S1. ( patient N1 centr* OR patient N1 center® OR patient N1 focus* OR patient N1 orient* ) OR (
client N1 centr* OR client N1 center* OR client N1 focus*OR client N1 orient* ) OR ( person N1
centr* OR person N1 center* OR person N1 focus* OR person N1 orient* )

S2. (MH "Patient Centered Care") OR (MM "Consumer Participation")

S3. SlorS2

S4. (MH "Goals and Objectives") OR (MH "Goal Attainment") OR (MH "Goal-Setting")
S5. goal OR goals

S6. S4 or S5

S7. S3 and S6

PsychINFO search terms

client centered therapy/

client participation/

(patient adj1 (centred$ or centered$ or focus$ or orientS)).ti,ab.

(client adj1 (centredS or centered$ or focusS or orient$)).ti,ab.

(person adj1 (centredS or centered$ or focusS or orientS)).ti,ab.

or/1-5

goals/ or goal orientation/ or goal setting/

(goal or goals).ti,ab.

OO INID U W IN e

7o0r8

=
o

6and9

Q. In people after stroke is speech and language therapy compared to no speech and language
therapy or placebo (social support and stimulation) effective in improving language /
communication abilities and / or psychological wellbeing?

Update of: Speech and language therapy for aphasia following stroke. Kelly,H. Brady, MC. Enderby,P.
Cochrane Database Syst Rev 2010 Issue 5 CD000425

Search for Aphasia or speech therapy disorder re-run (see section A.3.4)

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison Study filter used Date parameters
Asphasia or speech RCTs and 2009-05/10/12
disorder/therapy Systematic

Reviews [Medline
and Embase only]

Economic searches

Economic searches were run in Medline and Embase by combining the standard population with the
economic filter (A.1.4) and limiting by date range (see table below). Economic searches were
executed in the NHS EED and HTA (CRD) databases by running a standard population without a date
limitation. Search terms for the CRD database are given below.

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison Study filter Date parameters
used
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Stroke Economic [only e 2009-05/10/12 (Medline
Embase and and Embase)
Medline] e Allyears-05/10/12 (CRD)

CRD search terms

1. (stroke* or cva or "brain attack" or "cerebrovascular accident*" or "cerebrovascular apoplexy")
and (acute or rehab* or prevent* or manag*)
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Post consultation searches

The following additional searches were run for Economics

Fitness and rehabilitation

Q. In people after stroke does cardiorespiratory or resistance training improve outcome
(fitness, function, quality of life, mood and reduce disability)?

Q. In people after stroke does organised rehabilitation care (comprehensive or rehabilitation
stroke units) improve outcome (mortality, dependency, requirement for institutional care and
length of hospital stay)?

Search constructed by combining the columns in the following table using the AND Boolean operator

Intervention /

Population exposure Comparison Study filter used Date parameters
Stroke (including Rehabilitation, Economic [only 2009-05/10/12
brain injury) multidisciplinary Embase and All years-
teams Medline] 05/10/12 (CRD &
HEED)

Medline search terms

1. | rehabilitation/ or vocational rehabilitation/ or cognitive rehabilitation/ or community based
rehabilitation/ or community reintegration/ or functional assessment/ or functional training/
or home rehabilitation/ or muscle training/ or occupational therapy/ or psychosocial
rehabilitation/ or recreational therapy/ or exp speech rehabilitation/

2. | rehabilitation center/

3. | rehabilitation nursing/

4. | rehabilitation care/

5. | rehabilitation medicine/

6. | rehabilitation patient/

7. | exp physical medicine/

8. | patient care planning/

9. | exp nursing care delivery system/

10. | social work/

11. | rh.fs.

12. | rehabS.ti,ab.

13. | (physiotherap$ or (physi$ adj therap$) or (occupational adj therap$) or ((speech or language)
adj3 therap$) or (social adj2 (work$ or service$))).ti,ab.

14. | health care delivery/

15. | patient care/

16. | teamwork/

17. | interdisciplinary communication/

18. | *"multidisciplinary team meeting"/

19. | ((multi?disciplinary or inter?disciplinary or cross?disciplinary or integrated or multi?modal or
multi?professional or inter?professional or cross?professional) adj3 (therap$ or teamS$ or
care)).ti,ab.

20. | or/1-20
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Embase search terms

=

exp Rehabilitation Centers/ or exp Rehabilitation/ or exp Rehabilitation Nursing/

exp Physical Medicine/

exp Physical Therapy Modalities/

exp Exercise Therapy/

exp Occupational Therapy/

exp Social Work/

rh.fs.

rehabs$.ti,ab.

WP N ik W iN

(physiotherap$ or (physi$ adj therap$) or (occupational adj therap$) or ((speech or language)
adj3 therap$) or (social adj2 (workS or service$))).ti,ab.

10.

exp "Delivery of Health Care"/

11.

exp Patient Care Team/

12.

exp Interprofessional Relations/

13.

((multi?disciplinary or inter?disciplinary or cross?disciplinary or integrated or multi?modal or
multi?professional or inter?professional or cross?professional) adj3 (therap$ or team$ or
care)).ti,ab.

14.

or/1-14

HEED searc

h terms

=

ax=stroke

ax=brain AND injur*

cs=1or2

ax=rehab*

ax=multidisciplin*

ax=service delivery

ax=plan*

cs=4or5or6or7or8

W0 N U WIN

cs=3and 9

CRD search

terms

1.

(stroke* OR poststroke* OR CVA OR "brain attack" OR "cerebrovascular accident*" OR
"cerebrovascular apoplexy" OR " brain injur*") AND (rehab* OR reintegrat* OR physiotherap*
OR "occupational therap*" OR "exercise therap*" OR crossdisciplin®* OR cross-disciplin®* OR
multidisciplin®* OR multi-disciplin* OR interdisciplin* OR "speech therap*" OR "language
therap*" OR "social service*" OR "social care" OR multiprofessional OR multi-professional OR

interprofessional OR cross-professional)

Q. In people after stroke does organised rehabilitation care (comprehensive or rehabilitation
stroke units) improve outcome (mortality, dependency, requirement for institutional care or
length of hospital stay)?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population Intervention Comparison Study filter used Date parameters
Stroke Units Economic [only 2010-05/10/12
Embase and All years-
Medline] 05/10/12 (CRD &
HEED)
HEED search terms
1. | ax=stroke
2. | ax=ward* or unit* or comprehensive
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3. | ax='mobile team' within 2
4. | cs=20R3
5. ] cs=1and 4
CRD search terms
1. | (stroke)
2. | (ward* or unit* or comprehensive)
3. | ("mobile team")
4, | #2 OR#3
5. | 1AND #4

Q. Does the application of patient goal setting as part of planning stroke rehabilitation activities
lead to an improvement in psychological wellbeing, functioning and activity?

Search constructed by combining the columns in the following table using the AND Boolean operator

Population
Stroke

Intervention Comparison Study filter used Date parameters
Goal setting Economic [only 2010-05/10/12
Embase and All years-
Medline] 05/10/12 (CRD &
HEED)

See terms for Goal setting clinical search

CRD search terms

1. | MeSH DESCRIPTOR Stroke EXPLODE ALL TREES
2. | MeSH DESCRIPTOR Cerebral Hemorrhage EXPLODE ALL TREES
3. | (stroke* or cva or poststroke* or apoplexy or "brain attack*" or "cerebrovascular accident*")
4. | #1 OR #2 OR#3
5. | MeSH DESCRIPTOR patient-centered care EXPLODE ALL TREES
6. | MeSH DESCRIPTOR patient participation EXPLODE ALL TREES
7. | (patient centr* OR patient center* OR patient focus* OR patient orient* OR patient-centr* OR
patient-center* OR patient-focus* OR patient-orient*)
8. | (client centr* OR client center* OR client focus* OR client orient* OR client-centr* OR client-
center* OR client-focus* OR client-orient*)
9. | (person centr* OR person center* OR person focus* OR person orient* OR client-centr* OR
person-center* OR person-focus* OR person-orient*)
10. | #5 OR #6 OR #7 OR #8 OR #9
11. | MeSH DESCRIPTOR goals EXPLODE ALL TREES
12. | (goal or goals)
13. | #11 OR #12

Q. In people after stroke is speech and language therapy compared to no speech and language
therapy or placebo (social support and stimulation) effective in improving language /
communication abilities and / or psychological wellbeing?

Search for Aphasia or speech therapy disorder re-run (see section A.3.4)

Search constructed by combining the columns in the following table using the AND Boolean operator

Population

Intervention Comparison Study filter used Date parameters

Asphasia or speech Economic [only 2009-05/10/12

disorder/therapy Embase and All years-
Medline] 05/10/12 (CRD &
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Population Intervention Comparison Study filter used Date parameters
HEED)

CRD search terms
1. | (aphasia*):Tl OR (dysphasi*):TI OR (anomia):TI OR (anomic):TI IN NHSEED, HTA
(aphasia*) OR (dysphasi*) OR (anomia) OR (anomic) IN NHSEED, HTA
MeSH DESCRIPTOR Aphasia EXPLODE ALL TREES
MeSH DESCRIPTOR Language Disorders EXPLODE ALL TREES
(language disorder*) OR (language impair*) OR (language problem*) OR (language disfunction)
IN NHSEED, HTA
6. | (lingusitic disorder*) OR (lingusitic impair*) OR (lingusitic problem*) OR (lingusitic disfunction)
IN NHSEED, HTA
7. | #1 OR #2 OR #3 OR #4 OR #5 OR #6

Al Bl Bl

HEED search terms

ax=aphasia* or anomia or anomic
ax=dysphagi*

ax=language OR linguistic
ax=disorder*

ax=impair*

ax=problem*

ax=disfunction*
¢cs=4OR50R60R7

cs=3 AND 8

=

WX || |v kW
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Appendix E: Review Protocols
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E.1 In people after stroke what is the clinical and cost-effectiveness
of cognitive rehabilitation versus usual care to improve spatial
awareness and/or neglect and visual neglect?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke
Intervention Prisms and goggles
Track to left
Top down
Comparison Usual care
Outcomes MMSE, BIT, drawing tests (clock drawing etc.), Line Bisection tests, all cancellation tests

(line cancellation, bell cancellation etc. ), sentence reading, target screen examinations
(lump together all cancellation tests and drawing tests)
Exclusion None
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL ,
Psycinfo
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SR of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=10 (5 in each arm)
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Time after stroke (anytime)
Report of adverse events
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E.2 In people after stroke what is the clinical and cost-effectiveness
of memory strategies versus usual care to improve memory?

Clinical methodology
Population Adults and young people 16 or older who have had a stroke

Intervention Memory strategy training: (mnemonic strategies ‘association’ and ‘organisation’, drill-
and-practice, memory aids internal, external or both, errorless learning)

(3 groupings — 1. Compensatory strategies — 2.restorative strategies, 3. Rehearsal - drill

& practice)
Comparison Usual care
Outcomes Wechsler Memory Scale

Rivermead behavioural memory assessment. MMSE. Addenbrooks Cognitive Advised
Examination abbreviated mental test score.

Exclusions None
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL ,
Psycinfo
Studies will be restricted to English language only
Databases will be searched from the date of the Cochrane review
Compensatory strategy
Restoratory
Errorless learning
The review SR of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=10 (5 in each arm)
Minimum proportion of participants with stroke: 50%
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Time after stroke (any time after stroke)
Report of adverse events
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E.3 In people after stroke what is the clinical and cost-effectiveness
of sustained attention training versus usual care to improve
attention?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke

Intervention Computerised training programme using reaction times and pattern recognition.
Comparison Usual care

Outcomes Test of everyday attention, ABMT, MMSE, Addenbrooks Cognitive examination - revised
Exclusions None

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL,
Psycinfo

Studies will be restricted to English language only
Databases will be searched from the date of the Cochrane review
The review SR of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=10 (5 in each arm)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Time after stroke (anytime)
Report of adverse events
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E.4 In people after stroke what is the clinical and cost-effectiveness
of eye movement therapy for visual field loss versus usual care?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke

Intervention Eye movement therapy, visual search therapy, visual scanning , scanning compensatory
training

Comparison Usual care (usually nothing), Sham Rehabilitation

Outcomes Reading (speed and accuracy), Eye movement, Scanning, Letter Cancellation test

Exclusion Prism therapy, visual restorative therapy, Perimetry, Quality of Life

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin.
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=10 (5 in each arm)
Minimum proportion of participants with stroke: 50%
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
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E.5 In people after stroke what is the clinical and cost-effectiveness
of interventions for swallowing versus alternative interventions /
usual care to improve swallowing? (dysphagia)

Clinical methodology
Population: Adults and young people 16 or older who have had a stroke
Intervention Carbonated water
Frazier free water protocol
Swallowing exercises : Specific exercises:
effortful swallowing technique
head-positioning

a

b

c. tongue exercises

d. thickening fluids/texture modification
e

Mendelssohn’s manoeuvre

Comparison Usual care
Thickening fluids
Nil by mouth
Alternative interventions
Naso Gastric feeding

Outcomes Occurrence of aspiration pneumonia (most important)
Occurrence of chest infections
Reduction in hospital stay
Reduction in re-admission
Return to normal diet
Exclusion No Obstructive Dysphagia
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs, RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Minimum proportion of participants with stroke: 50%
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)

Report of adverse events (Adverse events — see above, malnutrition, dehydration,
progression to tube feeding, death)
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E.6 In people after stroke what is the clinical and cost effectiveness of
strength training versus usual care on improving function and
reducing disability?

Clinical methodology
Population Adults and young people 16 or older who have had a stroke
Intervention Upper limb strength training and / or
Lower limb strength training
Trunk and pelvis
(Weight Training, Resistance Training, Isometric and Isotonic Exercises, Circuit Training

for strength)
Comparison Usual care
Outcomes Upper Limb

Fugl-meyer Assessment, Action Research Arm test (ARAT), Functional Independence
Measure (FIM) /Barthel Index, MRC Scale, Newton/Metres,

Lower Limb/Trunk and pelvis
Functional Independence Measure (FIM) /Barthel Index, Timed up and go test, any
timed walks, distance walks, Newton/Metres,
Exclusion None
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL, AHMED
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Report of adverse events (pain, falls and (tone) spasticity)
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E.7 What listener advice skills/training or information would help
family members/carers improve communication in people with
aphasia after stroke?

Clinical methodology

Population Families and carers of adults and young people 16 or older who have had a stroke with
aphasia

Intervention Listener advice skills/training or information

Comparison Usual care or nothing, sham or alternative interventions

Outcomes Any outcome — quality of life outcomes

Exclusion None

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy No restriction on sample size
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 any months / > 12 months

any)
Report of adverse events
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E.8 In people after stroke what is the clinical and cost-effectiveness
of orthoses for prevention of loss of range of the upper limb
versus usual care?

Clinical methodology
Population Adults and young people 16 or older who have had a stroke

Intervention Possibly include ‘soft and scotch’ casts,

All the usual ones, orthoses, orthosis, splint, brace, low temperature splints, palm
protector.

With or without botulinum toxin, lycra splinting

Comparison Usual care
Outcomes Range of movement assessed by goniometry
Exclusion None

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL (n.b.
Cochrane withdrawn as analysis was incorrect)

Studies will be restricted to English language only

No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)

Only patients with stroke included (100%)

Follow up period (any)

Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)

Report of adverse events
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E.9 In people after stroke what is the clinical and cost-effectiveness
of Functional Electrical Stimulation (FES) for hand function versus
usual care?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke

Intervention FES with or without Robotics, FES with or without Transcranial Magnetic stimulation
Comparison Usual care

Outcomes Any outcome reported in the paper.

Upper limb outcomes including: Action Research Arm Test (ARAT), Fugl-Meyer
Assessment, 9 hole peg test, grip strength

Exclusion Shoulder, shoulder subluxation and shoulder pain, hand pain
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin.
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy No restriction on sample size
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months any)
Report of adverse events
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E.10 In people after stroke what is the clinical and cost effectiveness of
constraint induced therapy versus usual care on improving
function and reducing disability?

Clinical methodology
Population Adults and young people 16 or older who have had a stroke

Intervention Constraint induced therapy
For upper limb
Subgroup analysis —
less than 5 hours
More than 5 hours
Any constraint — e g slings
Comparison Usual care

Outcomes Functional Independence Measure (FIM) /Barthel Index, Fugl-Meyer Assessment, Action
Research Arm test (ARAT), Wolfe, 9 hole peg test,

Exclusion None

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Minimum proportion of participants with stroke: 50%
Follow up period (any)
Length of intervention / study = 5 out of 7 days for 2-3 weeks
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Report of adverse events - Falls
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E.11 In people after stroke what is the clinical and cost effectiveness of
repetitive task training versus usual care on improving function
and reducing disability?

Clinical methodology
Population Adults and young people 16 or older who have had a stroke
Intervention Repetitive task practice

Lower limb functional tasks and / or

Upper limb functional tasks

(purposeful functional tasks with therapist present)
Comparison Usual care

Outcomes Lower limb

Any timed walk, 6 minute walk test, 5 metre, 10 metre timed walks (lump together),
change in walking distance, Rivermead mobility index

Upper limb

Arm: Fugl Meyer Assessment, ARAT

Hand: Any peg hole test, Frenchay Arm Test, MAS

(Group together any timed walk and any peg hole test).
Exclusion Treadmill and Constraint induced movement therapy

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL , AMED
Studies will be restricted to English language only
Databases will be searched from the date of the Cochrane review.
The review SR of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Time after stroke (anytime)
Report adverse events
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E.12

E.13

In people after stroke what is the clinical and cost effectiveness of

all treadmill versus usual care on improving walking?

In people after stroke who can walk, what is the clinical and cost
effectiveness of treadmill plus body support versus treadmill only
on improving walking?
Clinical methodology
Population Adults and young people 16 or older who have had a stroke
Intervention Treadmill with or without body support
Comparison Usual care (other physiotherapy)
Outcomes Walking speeds (5 m/ 10 m / 30 m), any timed walk, walking endurance, Functional
Independence Measure (FIM)/Barthel Index, Rivermead mobility index
Exclusion None

Search strategy

The review
strategy

The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin

SRs of RCTs or RCTs, SRs of cohort studies

Minimum sample size of participants: N=20 (10 in each arm)

Minimum proportion of participants with stroke: 50%

Follow up period (any)

Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Time after stroke (anytime)

Report of adverse events
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E.14 In people after stroke what is the clinical and cost effectiveness of
electromechanical gait training versus usual care on improving
function and reducing disability?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke
Intervention Electromechanical gait training
Locomat,
Comparison Usual care
Outcomes Walking speeds (5 m/ 10 m / 30 m), any timed walk, walking endurance, Functional

Independence Measure (FIM) /Barthel Index, Rivermead mobility index
Exclusion None
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Minimum proportion of participants with stroke: 50%
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Report of adverse events
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E.15 In people after stroke what is the clinical and cost-effectiveness
of ankle-foot orthoses of all types to improve walking function
versus usual care?

Clinical methodology
Population Adults and young people 16 or older who have had a stroke

Intervention ‘soft and scotch’ casts,

orthoses, orthosis, splint, brace, low temperature splints, ankle-foot orthoses
(AFO),ground reaction ankle-foot orthoses (GRAFO), dynamic ankle-foot orthoses

(DAFO)
Comparison Usual care
Outcomes Walking speed: 6 min walk test, 10 metre timed walk

Lower limb MAS (stairs)
Walking endurance, Functional Independence Measure (FIM), Barthel Index,
Rivermead mobility index
Cadence
Gait symmetry (stance time, step length)
Quality of Life outcomes
Exclusion KAFOs (Knee Ankle Foot Orthoses)

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Minimum proportion of participants with stroke: 50%
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months
Report of adverse events (Pressure sores, falls, pain)
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E.16 In people after stroke what is the clinical and cost-effectiveness
of intensive occupational therapy focused specifically on personal
activities of daily living (dressing / others) versus usual care?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke

Intervention Intensive OT - Dressing , grooming, bathing, feeding/eating, washing, toileting
Comparison Usual care (OT once a week)/no care

Outcomes Nottingham Extended Activities of Daily Living (NEADL), Extended Activities of Daily

Living (EADL), Functional Independence Measure (FIM), Barthel Index, Nottingham
dressing assessment, Northwick park nursing dependency scale, Rivermead Mobility
Index

Exclusion None
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months any
Report adverse events
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E.17 In people after stroke what is the clinical and cost-effectiveness
of interventions to aid return to work versus usual care?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke

Intervention Job retention
Return to work (tailored to the impairment of the patient recognising the demands of
the job)

Comparison Usual care
Nothing

Outcomes Same job same employer

Same job different employer
Different job same employer
Different job different employer
Unemployment

Retired due to ill health
Voluntary work

Benefit claims

Exclusion Barriers to returning to work
Patient experience studies
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL,
Psychinfo
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SR of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Minimum proportion of participants with stroke: 50%
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months)
Report of adverse events
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E.18 What is the effectiveness of supported versus unsupported
information provision on mood and depression in people with
stroke?

Clinical methodology
Population Adults and young people 16 or older who have had a stroke

Intervention Supported information giving (active information provision, encourage feedback, peer
support, interactive computer programme, )
Comparison Unsupported Information (leaflets, notice board information etc.)
Outcomes Impact on mood/depression
Hospital Anxiety and Depression Scale,
General health questionnaire
Visual Analogue Mood Scale
Stroke Aphasic Depression Questionnaire (SAD-Q)
Geriatric Depression Scale
Beck Depression Inventory
Self-efficacy
General Self-Efficacy Scale
Stroke Self-Efficacy Questionnaire
Locus of Control Scale
Extended activities of daily living
Nottingham extended activities of daily living
Frenchay Activities Index
Yale mood scale
Exclusion None

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SR of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months
Report of adverse events
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E.19 In people after stroke what is the clinical and cost-effectiveness
of psychological therapies provided to the family (including the
patient)?

Clinical methodology

Population Adults and young people over 16 with stroke
And family carers (family member or relative, or other unpaid carer support)

Intervention Family Therapy
Cognitive-Behaviour Therapy
Relationship counselling (to include Couples therapy)
All interventions may include some form of information.

Comparison Usual care (usually nothing)

Outcomes Quality of Life (for both carer and patient) —

Any Qol and depression outcomes including the following: stroke impact scale,
euroQol,care giver burden scale, caregiver strain index, carer strain index, burden of
stroke scale, Stroke and aphasia quality of life scale, ASCOT scale.

Occurrence of depression/anxiety/mood in carers —
Beck Depression Inventory, Beck Depression Inventory 2, Geriatric Depression Scale,
neuropsychiatric inventory, Hospital Anxiety and Depression Scale (HADS),General
health questionnaire, Visual Analog Mood Scale, SAD-Q.
Exclusion Patient experience studies
Patient views
Cross over studies
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL,
Psychinfo
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SR of RCTs or RCTs, SRs of cohort studies
strategy No restriction on sample size
Only patients with stroke included (100%)
Reporting of long/short term outcomes

We will not consider the number of therapy sessions given in each study but it will be
reported.
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E.20 In people after stroke what is the clinical and cost-effectiveness
of early supported discharge versus usual care?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke(specify which cohort)
Intervention Early supported discharge for stroke (specify what this is in extraction)

Comparison Usual care; stroke hospital units

Outcomes Barthel Index , length of hospital stay, Functional Independence Measure, Caregiver

strain index, falls, readmissions, Hospital Anxiety and Depression Scale (HADS),
mortality, Quality Of Life (any outcome), Nottingham Extended Activities of Daily Living
(NEADL)

Exclusion Hospital at home, intermediate care
Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Only patients with stroke included (100%)
Follow up period (up to 1-2 years)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months= any)
Report of adverse events
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E.21 In people after stroke what is the clinical and cost-effectiveness
of intensive rehabilitation versus standard rehabilitation?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke

Intervention Intensive rehabilitation (inpatient and outpatient)(hours per day, no of days of
treatment, weeks versus months, large versus small dose)

Comparison Standard rehabilitation or none

Outcomes Length of stay, Functional Independence Measure (FIM), Barthel Index, Quality of life
(any measure), Nottingham activities of daily living (NADL), Rankin, Rivermead Mobility
Index

Exclusion Movement specific interventions

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
The review SRs of RCTs or RCTs, SRs of cohort studies
strategy Minimum sample size of participants: N=20 (10 in each arm)
Minimum proportion of participants with stroke: 50%
Follow up period (any)
Report of long/short term outcome (< 6 months / < 12 months / > 12 months= any)
Rehabilitation starting on acute ward; no
Report of adverse events

123



Stroke Rehabilitation - Appendices
Review Protocols

E.22 In people after stroke with communication difficulties what is the
clinical and cost-effectiveness of intensive speech therapy versus
standard speech therapy?

Clinical methodology

Population Adults and young people 16 or older who have had a stroke and have communication
difficulties

Intervention Intensive speech therapy, - aphasia therapy, constraint induced aphasia therapy
(Any study with more versus less)

Comparison less speech therapy or nothing

Outcomes any outcome reported in the paper

Asha facs, boston naming test, Western aphasia battery, stroke dysphasia index,
McKenna grading naming test,

Exclusion None

Search strategy The databases to be searched are Medline, Embase, Cochrane Library, CINAHL
Studies will be restricted to English language only
No date restriction will be applied. Databases will be searched from their date of origin
Dysarthria, aphasia

The review SRs of RCTs or RCTs, SRs of cohort studies

strategy No restriction on sample size
Only patients with stroke included (100%)
Follow up period (any)
Reporting of long/short term outcome (< 6 months / < 12 months / > 12 months any)
Report of adverse events
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E.23 Health economic evidence questions
Objectives To identify economic studies relevant to the review questions set out above.

Criteria Populations, interventions and comparators as specified in the individual review protocols
above. Must be a relevant economic study design (cost-utility analysis, cost-benefit analysis,
cost-effectiveness analysis, cost-consequence analysis, comparative cost analysis).

Search An economic study search was undertaken using population specific terms and an economic
strategy study filter — see Appendix D.
Review Each study is assessed using the NICE economic evaluation checklist — NICE (2009) Guidelines
strategy Manual, Appendix H.

Inclusion/exclusion criteria

If a study is rated as both ‘Directly applicable’ and ‘Minor limitations’ (using the NICE economic
evaluation checklist) then it should be included in the guideline. An evidence table should be
completed and it should be included in the economic profile.

If a study is rated as either ‘Not applicable’ or ‘Very serious limitations’ then it should be
excluded from the guideline. It should not be included in the economic profile and there is no
need to include an evidence table.

If a study is rated as ‘Partially applicable’ and/or ‘Potentially serious limitations’ then there is
discretion over whether it should be included. The health economist should make a decision
based on the relative applicability and quality of the available evidence for that question, in
discussion with the GDG if required. The ultimate aim being to include studies that are helpful
for decision making in the context of the guideline. Where exclusions occur on this basis, this
should be noted in the relevant section of the guideline with references.
Also exclude:
unpublished reports unless submitted as part of the call for evidence
abstract-only studies
letters
editorials
reviews of economic evaluationsError! Reference source not found.
foreign language articles
Where there is discretion The health economist should be guided by the following hierarchies.
Setting:
UK NHS
OECD countries with predominantly public health insurance systems (e.g. France,
Germany, Sweden)
OECD countries with predominantly private health insurance systems (e.g. USA,
Switzerland)
Non-OECD settings (always ‘Not applicable’)
Economic study type:
Cost-utility analysis
Other type of full economic evaluation (cost-benefit analysis, cost-effectiveness
analysis, cost-consequence analysis)
Comparative cost analysis
Non-comparative cost analyses including cost of illness studies (always ‘Not
applicable’)
Year of analysis:
The more recent the study, the more applicable it is
Quality and relevance of effectiveness data used in the economic analysis:

The more closely the effectiveness data used in the economic analysis matches with the
studies included for the clinical review the more useful the analysis will be to decision making
for the guideline.

(a) Recent reviews will be ordered although not reviewed. The bibliographies will be checked for relevant
studies, which will then be ordered.
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F.1 Introduction

During consultation on the draft version of the full guideline, stakeholder comments were received
which raised a number of significant issues in relation to the guideline scope and recommendations
developed in the guideline.

Stakeholders had concerns that because the guideline did not present a complete stroke
rehabilitation patient pathway this may lead to services being reduced or even withdrawn.
Stakeholders also noted the agreed approach to rehabilitation was a holistic one that reflected
individual patient need provided by a multidisciplinary team but this was not considered by the
guideline which had focused only on the delivery of interventions.

In light of the comments received from stakeholders, the GDG agreed that additional work would be
carried out to address the structure and process of stroke rehabilitation which had not been included
in the original draft version (or reference would be made to other NICE guidance). This was done to
produce a more complete piece of guidance that would be useful to health professionals who deliver
rehabilitation to a stroke population.

The evidence base is weak or absent for many of the areas stakeholders wished the guideline to
include, therefore a different methodology was necessary that would provide a robust process to
enable the GDG to make further recommendations. Where there was a lack of published evidence
the NCGC technical team used a modified Delphi method (anonymous, multi-round, consensus-
building technique) based on other available guidelines or expert opinion. This type of survey has
been used successfully for generating, analysing and synthesising expert view to reach a group
consensus position. The resulting statements will form the basis for the GDG to consider and utilise
to develop further recommendations.

Whilst the stakeholder consultation clearly showed a concern that recommendations had not been
made for particular areas of the rehabilitation pathway, the results of the Delphi survey have
demonstrated that for many of these areas there does not appear to be consensus agreement held
by the wider stroke rehabilitation professional body.

A process and protocol framework was drawn up for this additional work which was published on the
NICE website (http://guidance.nice.org.uk/CG/Wave21/4/FinalProtocol/pdf/English) and is added
here as Appendix B.

The modified Delphi process and areas that are covered by it are detailed below.

It is important to emphasise that a search was conducted for systematic reviews on any of the
additional topics that were identified by stakeholders. Where there were good quality systematic
reviews identified, the evidence was updated (i.e. searches from the cut-off dates of the reviews) and
findings were presented to the GDG. The GDG based their recommendations on this evidence.
Reviews were identified for goal setting, stroke units, fithess and management of aphasia. Modified
Delphi — areas to address

The following areas were identified as additional topics. These were prioritised based on
stakeholders’ comments received during the consultation period of the guideline:

e Service delivery, multidisciplinary team working

e Assessment for rehabilitation, care planning, goal setting, and ongoing review of patients.
e Transfer of care, discharge planning and interface between health and social care

e Long term health and social support for people after stroke.

e Visual impairment including Diplopia

e Speech and language therapies —dysphasia, dysarthrophonia and articulatory dyspraxia
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e Shoulder pain

F.2 Modified Delphi methodology

For review areas where little or no evidence was identified, a modified Delphi survey method*>*°

adopted. In NICE processes, little or no evidence for reviews is an exceptional circumstance when
formal consensus techniques (such as the Delphi method) can be adopted?®?. For this guideline a full
process and protocol framework was drawn up which can be found in Appendix A. Two external,
independent experts were recruited to act as consultants in the development of the survey
statements. The consultant experts’ role was to provide guidance to the technical team in the
formulation and validation of consensus statements at each round of the survey. They neither took
part in the survey nor the GDG meeting in which recommendations were drawn up from the Delphi
consensus statements.

was

Delphi statements were distilled from the content of existing national and international stroke
rehabilitation guidelines. The identified guidelines were quality assured by two research fellows using
the Appraisal of Guidelines for Research and Evaluation (AGREE) instrument as described in the
Appendix B. In this process the topic ‘goal setting’ was an exception since a systematic review was
identified covering this issue. However, after presenting the evidence from this review to the GDG
they came to the conclusion that important aspects of goal setting in clinical practice were not
captured. To be able to draw up further recommendations regarding this topic it remained in the
Delphi. The relevant sections of the guidelines were summarised and these summaries were used as
the basis for draft statements. Statements were then discussed and revised with the recruited
experts. Additional statements were drafted by the expert consultants with the technical team for
areas where no existing guidance was available (e.g. interface between health and social care).
Please see the appendicised table outlining the mapping process.

The Delphi panel comprised of stroke rehabilitation clinicians and other professionals with significant
experience in stroke rehabilitation (referred to as the expert panel) covering a wide range of
disciplines involved in stroke care. Members of the panel were identified by means of nomination,
where each Guideline Development Group member had the option to nominate a maximum of 10
experts (providing name, work setting, discipline, area of expertise and contact details). These
nominations were then collated and reviewed by the chair of the GDG and the RCP Intercollegiate
Stroke Working Party and, after removal of duplicates, inspected for representativeness. There was
an under-representation of social workers and orthoptists and organisations were directly contacted
to nominate potential participants. In the first instance 164 experts were contacted and invited to
participate. The list comprised:

e 6 geriatricians

e 9 neurologists

e 12 nurses

e 9 occupational therapists

e 8 people from patient representation/organisations: 7 were employees from patient
organisations and 1 was a GDG patient representative (3 of those came employed by the Stroke
Association, 3 from Different Strokes, one person from Speakability)

e 49 physiotherapists
e 6 psychologists
e 7 research / policy makers
e 9 social workers
e 16 speech and language therapists
e 19 stroke physicians
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e 14 ‘other’ health care professionals (e.g. orthoptist, dietician, GP and pharmacists).

A survey, consisting of 68 statements plus 3 demographic questions (profession, setting, and
geographic area), was then circulated to the expert panel. This survey included open text options in
which panel members could give comments to statements. 116 panel members (69%), with
representatives from all professions, responded to the survey. Participants were asked to comment
on and rate how much they agreed with statements via an online survey. Comments from round 1
were then used to revise and refine the entire set of Delphi statements as is done in the usual
piloting process of survey design. This process was carried out in conjunction with the consultant
experts as well as the Chair of the guideline.

The new survey (round 2) was then sent out to the whole panel of 164 experts. In round two 89%
(103/116) of panel members who took part in the first round responded , 83% (85/103) took part in
round 3 and 86% (75/85) in round 4. Detailed statistics on each round could be found in Delphi
Methodology Appendix 3. Throughout this process the group that participated stayed broadly
representative of the panel that was originally identified. Details of group membership in each of the
rounds can be obtained from the National Clinical Guideline Centre stroke guideline technical team
demand. There was an option to decline to participate in Round 1 five members and in Round 2 six
panel members declined to take part. The survey included a general set of statements to be rated by
all panel members, as well as specialist topics (shoulder pain, speech and language management and
visual impairments) targeted at those with particular experience in this field of expertise. These
sections could be skipped by panel members without specific experience in these areas. For the
majority of all 69 statements (plus demographics), a Likert scale was applied to indicate the level of
agreement. Some statements employed multiple choice options. A four option Likert scale was used:
strongly disagree, disagree, agree and strongly agree. A rate of 70% or higher of particpants ‘strongly
agreeing’ was set for rounds 1 and 2, with this threshold for consensus being reviewed in rounds 3
and 4. In analysing the data, and in understanding the difficulty of reaching consensus in the latter
rounds where iteration had featured, a decision was reached by the technical team to accept a rate
of 67% ‘strongly agree’ as consensus as long as the majority of other participant responses were
‘agree’ and less than 10 of panel members disagreed. This was a pragmatic response by the technical
team and meets published criteria that consensus is achieved when at 66.6% of an expert panel
agrees. Statements that reached these levels would not feature in the next round. Statements that
did not reach this level were reviewed by the technical team with the GDG chair and expert
consultants and were amended based on the panel’s comments in the survey. This procedure of re-
evaluation continued until either the consensus rate was achieved or until the experts no longer
modified their previous estimates / responses (or comments). There is not complete agreement
about the termination of Delphi and one researcher has stated ‘if no consensus emerges, at least a
crystallizing of the disparate positions usually becomes apparent’ (Gordon, 1971)".

When there were low levels of disagreement, some statements were not edited and re-included in
the next round. With already low levels of disagreement it was felt that re-inclusion of these
statements would encourage panel members to shift from an ‘agree’ to a ‘strongly agree’ response.
This process lead to a survey with eleven statements in round 4. None of them reached the level of
agreement specified for consensus, even with revision in previous rounds. A joint meeting of the
technical team with the expert advisors and the chair of the guideline the results for the remaining
11 questions were discussed. Due to the fact that despite rephrasing levels of agreement had not
changed it was decided that experts no longer modified their responses for this set of questions and
that therefore consensus was unlikely to be achieved with further revision. In other words when both
the level of agreement and the type of comments no longer changed it was agreed that a further
round would not achieve consensus. The comments that illustrated these differences in opinions or
comments that showed agreement but no longer changed were then highlighted in the final Delphi
report.
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How and when consensus was achieved for all statements in rounds 2 to 4 is presented in the
appendices.

Since there was an over-representation of physiotherapists in the panel responses were inspected by
profession in the analysis. There were no systematic differences in physiotherapists’ responses
compared to those of other professions. Hence further details of responses per profession were not
included in the report.

F.3 Qualitative analysis

A free text box was available for panel comments for each statement. Members of the panel used
these text boxes frequently. Rates of comments ranged between 7-20% of for some items gaining
early consensus, and up to 60% for items that were more controversial. For some items direct
prompts were provided (e.g. ‘list the possible role of a MDT co-ordinator’) and most panel members
commented providing additional items, i.e. with a rate if 60% or higher.

Overall comments fell into several categories:
1. Those highlighting particular issues related to the clarity of the statement.
a. Those criticising / or disagreeing with the statement content.

2. Those providing additional options / approaches to those given in the statement (whether or not
prompted).

3. Those giving additional or qualifying information to the content of the statement.

Comments in category 1 were discussed after each round to inform possible changes to the
statement for the next round. The technical team discussed these with the external consultants and
Chair of the guideline and agreed on changes to the statements based.

When additional options were given by panel members (category 2 above), the frequency of
comments (e.g. how often people mentioned a particular additional assessment) was inspected and
applicability was discussed in the technical team meeting. Sometimes the frequency of mention
clearly indicated a missing option which needed to be included in the list for the next round.
However, frequency was not regarded as the only indicator for further inclusion the technical team
also inspected idiosyncratic responses. Some suggested items were discussed but were deemed not
to be a high priority for inclusion in the next round. Suggestions that did not feature in later rounds
are provided in the Tables below in the relevant comments section.

Category 3 comments were reviewed using discourse analysis. As a starting point the most frequent
keywords were inspected using the survey text analysis feature. The survey software provides a
visual representation of keywords with more frequently produced items indicated by larger font size
(the so called ‘cloud’). It was then checked whether these words / concepts could correspond to
identifiable themes. In cases where the cloud was not found to be useful category 3 comments were
carefully inspected and thematically interpreted. Representative comments or extracts from
comments are frequently provided in the tables of results below. The themes and individual points
that were raised by panel members were then discussed in the technical team meeting with the
external consultants and Chair of the guideline .

For results of the qualitative analysis please refer to the final column of the consensus and non-
consensus statement tables.
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F.4 Service delivery - multidisciplinary team working

F.4.1 Consensus protocol

Table 1:

What should be the constituency of a multidisciplinary rehabilitation team and how

should the team work together to ensure the best outcomes for people who have had a
stroke?

Population

Components

Outcomes

F.4.2
F.4.2.1
Table 2:
Number
1.

Adults and young people 16 or older who have had a stroke

e Constituency of a multidisciplinary rehabilitation team

e Working practices, such as communication and co-ordination of services (team and
family meetings, co-ordination of care between rehab specialties and other

agencies)

e Patient and carer satisfaction

e optimised strategies to minimise impairment and maximise activity/participation

Multidisciplinary team working

Delphi statements where consensus was achieved

Statement

A core stroke rehabilitation team
should comprise of membership from
the following disciplines:

e Consultant neurology/stroke
medicine

o Nursing

e Physiotherapy

e  Occupational therapy

e Speech and Language Therapy
e Clinical Neuro Psychology

e Rehabilitation Assistant

e Social work

Results
%

81.0

89.1
99.0
99.0
99.0
74.0
72.2
71.2

Table of consensus statements, results and comments

Amount and content of panel
comments — or themes

28/101 (28%) panel members
commented

Pharmacists and Nutritionist did not
reach consensus

Some other ‘optional’ team
members were suggested in
comments, for instance:

e Orthoptists
e Counsellor
e Family or patient support worker

e Access to relevant others such as
peers with stroke, information
navigators, voluntary sector
organisations

An opinion was expressed that
different specialists are required at
different stages of rehabilitation
(“The core team should be available
although it is recognised that at
different stages of the rehabilitation
pathway and depending on the
needs of the patient the level of
these inputs may vary.”)

The importance of voluntary sector
involvement was stated with regards
to the role of a co-ordinator (“This
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Results Amount and content of panel
Number Statement % comments — or themes

role could be provided by the
voluntary sector, the best example
being the Stroke Association’s
information, advice and support co-
ordinators.”).

2. Throughout the care pathway roles 72.7 18/99 (18%) panel members
and responsibilities of the multi- commented
disciplinary stroke rehabilitation team
services should be clearly outlined,
documented and communicated to
the patient and their family.

Information to the family of the
person who has had a stroke should
only be given with patient’s consent

Communication was viewed as
integral in rehabilitation process

Extracts:

‘Verbal communication should be
supported by clear, unambiguous
written information to avoid any
subsequent disputes/confusion.’

‘I think it helps communication for
patients and staff, however the
frequency and process of this has to
be realistic in its delivery.’

3. In order to inform and direct further 81.0 9/100 (9%) commented:
assessment, members of the MDT Reliability and validity of screening
should screen the person who has had instruments was highlighted

a stroke for a range of impairments

and disabilities. .
Reason for screening:

Screening to inform treatment /
further assessment rather than
screening for screening’s sake

Treatment:

Some people commented that the
focus in stroke rehabilitation should
be on treatment rather than
measurement.

F.4.2.2 Delphi statement where consensus was not reached

Table 3: Table of ‘non-consensus’ statements with qualitative themes of panel comments
Amount and content of panel

Number Statement Results comments — or themes
1. The person who has had a stroke is 62.9 26/100 (26%) panel members
integrated in the stroke rehabilitation commented in round 2; 29/84 (35%)
team. commented in round 3 and 24/70

(34%) commented in round 4:
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Number Statement

2. A member of the multidisciplinary
stroke rehabilitation team should be
tasked with coordination and steering
(e.g. communication, family liaison and
goal planning) of the rehabilitation of
the person who has had a stroke at
each stage of the care pathway.

Results

62.5

Amount and content of panel
comments — or themes

Impairments of the persons who
have had a stroke that affect
participation should be considered
for this statement. (“Some
individuals can easily make a very
active and substantial contribution
to the work of the team whereas
others because of the severity of the
stroke or of any communication
difficulties would be much more
limited.”)

Patient preference:

It may not be the wish of the person
who has had a stroke to participate
in the team (“When | need care or
help | wish to be treated with
respect, dignity and as an equal, but |
view the MDT as people who support
me, advise me and have clinical
expertise, they are the team who
help me.”).

Between rounds 3 and 4 the
statement was changed from:

‘is a member of’
to

‘is integrated in’ the stroke
rehabilitation team’.

Most panel members objected to
the concept of team membership.

The concept of membership as
opposed to partnership was
highlighted

Two panel members expressed the
opinion that this statement was
redundant.

A direct prompt was given for this
question (to list the roles). In round 2
61/100 (61%) panel members
commented; 48/85(56%) in round 3
and 34/72 (47%) in round 4:

There was a list of possible roles for
a coordinator:

e Communication
e Goal planning
e Family liaison
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Amount and content of panel
Number Statement Results comments — or themes

e Key working
e Discharge planning
e Single point of contact

“few teams cover the whole of the
stroke care pathway and this would
not work practically”.

“where a member of the team is
responsible, the process becomes
slowed down.”

F.5 Assessment for rehabilitation, goal setting and care planning
F.5.1 Consensus protocol

Table 4: In planning rehabilitation for a person after stroke what assessments and monitoring
should be undertaken to optimise the best outcomes?

Population Adults and young people 16 or older who have had a stroke
Components e assessment

e care plans

e monitoring
Outcomes e Patient and carer satisfaction

e optimised strategies to minimise impairment and maximise activity/participation
F.5.2 Assessment for rehabilitation
F.5.2.1 Delphi statements where consensus was achieved

Table 5: Table of consensus statements, results and comments

Results Amount and content of panel
Number Statement % comments — or themes
1. After admission to hospital the person 34/100 (34%) panel members
who has had a stroke should have the commented:
following assessed as soon as possible:
e Positioning 82.0 A number of additional
e Moving and handling 92.0 assessments/measurements were
e Swallowing 94.9 suggested (a lot of these are covered
in other sections):
e Transfers 79.5
. e Activities of daily living
e Pressure area risk 90.0
. e Mood
e (Continence 86.8
. e Pain
e Communication 80.0
- e Motor control
e Nutritional status 77.7

e Cognition

A number of people commented that
the terminology ‘sensory
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Number

Results
Statement %
Comprehensive assessment takes into
account:
e Previous functional status 86.1
e Impairment of psychological 81.1

functioning

e Impairment of physiological body 81.1
functions and structures

e Activity limitations due to stroke 84.1

e Participation restrictions in life are 5 >
stroke

e Environmental factors (social
physical and cultural)

76.2

Family members and/or carers should  71.7
be informed of their rights for a carers’
needs assessment.

The impact of the stroke on the 78.0
person’s family, friends and/or carers

should be considered and if

appropriate they can be referred for

support.

People who have had a stroke should 69.0
have a full neurological assessment

including cognition, vision, hearing,

power, sensation and balance.

Amount and content of panel
comments — or themes

registration’ [the one option that did
not reach consensus] was unclear.

25/100 (25%) panel members
commented:

Additional issues to take into
account:

e Patient and carer views
e Motivation
e Co-morbidities

11/99 (11%) panel members
commented:

This was generally viewed as an
important issue.

Extracts:

‘Those carers who are passive need
to be informed that this is available
and many may be too timid to know
they can request this assessment.’

11/100 (13%) panel members
commented:

Comments were divided:

e Some thought that this was
obvious

e Others thought that in reality
there is a lack of available
support mechanisms.

19/84(23%) panel members
commented:

This was a statement that was added
in Round 3 based on comments in
Round 2.

Comments to this statement were —
more individual than in themes:

e The phrase ‘full assessment *
was queried by one (“If you
mean that a full neurological
assessment includes a screening
process that can lead to a more
detailed assessment as needed
then | ‘strongly agree’)
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Statement

Experts agreed with screening for the
following:

e Mood

e Pain

Routine collection and analysis of a
range of measures should include:

e National Institute of Health Stroke
Scale

e Barthel Index

e Hospital Anxiety Depression Scale
(HADS)

Results
%

69.8
68.6

74.0 (of 50)
selected as
first option
46.5 (of 43) -
as second
option

56.3 (of 32)
as third
option

Amount and content of panel
comments — or themes

e Some people wanted additional
assessments (swallow,
coordination, movement
control, shoulder sublaxation for
instance)

e |t was mentioned that this
should be done according to
need and that people should not
be over assessed.

e The need to have a neurologist
doing this was questioned.

In round 2 this was an open text
question and 83 people answered; in
round 3 this was rephrased into a
statement with multiple options
format and 18/83 (22%) commented:

There was confusion about some of
the options and additional screening
tools were suggested:

e Dysphagia / Swallow tests

e Falls

e (Carers Strain Index

In round 2 - 40/87 (46%) panel
members commented; 26/77(34%)
in round 3. This was included in a
different format in Round 3 (to
select the three main).

Those that did not reach consensus
were:

e Modified Rankin

e Berg Balance Scale

e EQSD

e General Health Questionnaire
(GHQ)

e  Geriatric Depression Scale

Some people disliked the fact that
only 3 options could be selected and
stated that it depends on the
individual patients which measures
would be selected.

Others panel members highlighted
that measures depend on the stage
of rehabilitation (“NIHSS is a
reasonable baseline whereas the
Berg is most useful beyond the acute
phase. It also depends on what sort
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Number

Statement

Results
%

Delphi statement where consensus was not reached

Table 6:

Number
1.

Amount and content of panel
comments — or themes

of ‘analysis’ you are expecting to be
done. Is the data for understanding

the severity of stroke or the outcome
of rehab?”)

It was questioned whether the
statement refers to outcome or
baseline measures (“...It depends
what you are trying to show? If it’s
outcomes and service demands?
Maybe rehab complexity scales to
show the demands and resources
you need. FIM to show functional
outcomes perhaps instead of
Barthel.”).

Additional measures were also

suggested:
e TOM
e PHQ

e Nottingham Extended Activities
of Daily Living Scale

Table of ‘non-consensus’ statements with qualitative themes of panel comments

Statement

The specific list of professional
screening tools to be included:

Montreal Cognitive Assessment
(MOCA)

Frenchay Aphasia Screening Test
(FAST)

Malnutrition Universal Screening
Tool (MUST)

The Waterlow Pressure score risk
assessment tool (pressure ulcers)

Results

%

25.4

22.5

42.6

44.9

Amount and content of panel
comments — or themes

In round 2 - 48/93 (52%) panel
members commented; 40/72(56%)
in round 3 — the options changed
between rounds 2 and 3:

A number of additional scales/tools

were mentioned [some of which

were already included in other

statements]:

e Berg Balance scale

e Modified Rivermead Mobility
Index

e Mood

e Therapy outcome measure

e Screen for malnutrition

Validity, reliability and training need
to be taken into consideration. (“You
should state ‘using a recognised
tool;”

“The tool is not important so long as
it is a validated tool. There is no need
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Number Statement

2. Data collection should be overseen by

a national body.

F.5.3 Goal Setting

Delphi statements where consensus was achieved

Results
%

62.0

Amount and content of panel
comments — or themes

to direct which tools people should
use.”

Concern was raised about possible
recommendations being too
prescriptive (“These tools should
only be suggested tools not
prescriptive as the clinician should be
able to make the decision as to the
most appropriate tool”.

“The tool is not important as long as
it is a validated tool. There is no need
to direct which tools people should
use”.)

Whether these were screening tools
or outcome measures was also
guestioned.

In round 2 - 27/97 (28%) panel
members commented; 21/81(26%)
in round 3 and 16/71 (23%) in round
4.

It was highlighted that this is already
in existence in some place (such as
the RCP audit, the Scottish Stroke
Care Audit or the National Sentinel
Stroke Audit)

Table 7: Table of consensus statements, results and comments

Number Statement

Both profession specific as well as
multidisciplinary stroke teams' goals
should be person focused.

Results
%
81.8

Amount and content of panel
comments — or themes

17/99 (17%) panel members
commented

This was seen important in the
process of goal planning by some
panel members (“Absolutely. We
don’t do this enough yet and we
need to get much better at this to
use outcome measures properly and
really effectively.”)

It was seen as most important that
goals should be set by or set
collaboratively with the person who
has had a stroke (“Goals need to be
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Statement

Efforts should be made to establish
the wishes and expectations of the
person who has had a stroke and their
carer/family.

The following criteria should be used
when setting goals with the person
who has had a stroke:

Meaningful and relevant

Should be focused on activities and
participation

Challenging but achievable

Both short and long-term targets
May involve one MDT team member
or may be multidisciplinary

Involve carer / family where possible,
with consent of person who has had a
stroke

Used to guide therapy and treatment

Results
%

86.9

92.0
69.7

76.0

70.1

76.0

81.0

Amount and content of panel
comments — or themes

genuinely person generated.”

“Goal setting should be
collaborative, set with the patient,
and multidisciplinary rather than uni-
disciplinary”

“There should be one set of patient
agreed patient centred goals”)

Four people expressed the opinion
that this was not a sensible
statement.

13/99 (13%) panel members
commented

It was highlighted that these
expectations need to be realistic.

Some people questioned the term
‘efforts’ and what this would mean in
real terms.

One person indicated the opinion
that this was a redundant statement.

20/100 (20%) panel members
commented

Rather than themes individual issues
were highlighted:

The type of goal depends on the
stage and setting of rehabilitation
(“Initial goals in the acute setting
may be less focussed on activities
and participation as the treatment
begins to develop a base from which
further goals may be set, e.g.
increasing the length of treatment
that can be tolerated. Not all
objectives can be identified within
recognised assessment tools in the
early stages.”)

Some goals might not be easily
measurable (“Goals do not have to
be measurable as improvement in
engagement and motivation can be a
goal that will be difficult to
quantify.”)

Goals should be jargon free.

One person indicated the opinion
that this was a redundant statement.

140



F.5.3.2

Stroke Rehabilitation - Appendices
Delphi Methodology Report

Delphi statements where consensus was not achieved

Table 8:

Number

Statement

Goals should have predicted dates for
completion.

A review of goals of the person who
has had a stroke should be conducted
between the person and the
multidisciplinary team member
delivering the intervention at the
expected date of completion.

%
36.5

42.4

Table of ‘non-consensus’ statements with qualitative themes of panel comments
Results

Amount and content of panel
comments — or themes

In round 2 - 24/98 (24%) panel
members commented; 19/85(22%)
in round 3:

Themes:

Flexibility — timing of goals should
not be too rigid and prescriptive.

Type of goals — some goals don’t
leant themselves to predict an end
point

Effect on patients — focus on dates
and failure can lead to distress and
have an impact on confidence and
esteem

Progression — Rather than giving one
date, regular reviews lead to a
feeling of progress

In round 2 - 14/99 (14%) panel
members commented; 13/85(15%)
in round:

The panel’s comments have the
following themes — some of these
are mirroring those for expected
dates of goals:

Expected date — it was queried
whether there would be an expected
date (“l don’t agree that goals always
need to have an expected date of
completion.”)

Regular reviews — goals should be
regularly reviewed as an ongoing
process (“But should be constantly
reviewed throughout therapy.”).

Flexibility — when and how the
review would take place should be
flexible (“These people should be
involved but there does need to be
some flexibility”).

Team or individual member - Could
involve an individual team member,
but sometimes also the whole team
(“This should be part of the weekly
MDT meeting which the patient
should take part in.”).

One person objected to this
statement since it represents and
ideal scenario rather than what can
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Results
Number Statement %
The reasons for unattained goals and 56.5

goals that have been reassessed need
to be documented.

Patients should have a written copy of 52.4
their goals.

F.5.4 Care Planning

F.5.4.1 Delphistatements where consensus was achieved

Amount and content of panel
comments — or themes

be achieved in clinical practice (“if
you did all these things, you’d never
have time to do any actual
therapy.”).

In round 2 - 11/99 (11%) panel
members commented; 6/85(7%) in
round 3:

Generally this was seen as positive,
but it was stated that this may be too
reflective for some and that it needs
to benefit the individual rather than
be a measure of outcome.

“It is helpful to know why a goal is
not being met — to learn about
patterns of recovery and what
affects progress.”

In round 3 (this statement was first
introduced in round 3) 17/84 (20%)
panel members commented

There was a feeling that the format
of this documentation would not
always be accessible to the person
who has had a stroke (cognitive or
language impaired persons for
instance).

“It might be helpful if this stated that
these goals should be in language
appropriate to the patient (not MDT
language) and that where possible,
they should reflect the patient’s own
words in setting the goals.”

“For patients with memory problems
this is particularly important but also
written goals aid communication
between the patient, team and
family”.

Table 9: Table of consensus statements, results and comments

Results

Number Statement %

Amount and content of panel
comments — or themes
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Number

Statement

Documentation related to
rehabilitation should be
individualised, and contain the
following minimum information:

Basic demographics including
contact details and next to kin

Diagnosis and relevant medical
information

List of current medications
including allergies

Standardised screening
assessments to include those
identified in earlier questions

Person focused rehabilitation goals
Multidisciplinary progress notes

Key contact from the stroke
rehabilitation team to co-ordinate
health and social care needs

Discharge planning information

Joint health/social care plans if
developed

Follow up appointments

In the development of
rehabilitation plans, efforts should
be made to encourage the person
who has had a stroke and carers to
be involved and actively
participate.

Results

%

93.9

96.9

92.9

78.7

93.9

79.5

87.8

85.8

76.5

79.5

86.9

Amount and content of panel
comments — or themes

17/99 (17%) panel members
commented:

A number of additional
documents were suggested:

Return to work information was
mentioned most frequently

Information on additional
support available after discharge
(carer support organisations,
stroke support groups etc)

Stroke education / lifestyle
information

17/99 (17%) panel members
commented:

This was seen as important in
person centred care.

It was mentioned that the wishes
of the person who has had a
stroke should be taken into
consideration. Some people find
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Number

Statement

Rehabilitation plans should be
reviewed by the multidisciplinary
team at least once per week.

Results

%

71.4

Amount and content of panel
comments — or themes
this a stressful experience.

Three people expressed an
opinion that this was a redundant
statement.

In round 2 - 41/95 (43%) panel
members commented;
34/77(44%) in round 3

The phase of rehabilitation was
commented on. Weekly reviews
early on in the acute phase, or
when the person who has had a
stroke is an inpatient, reducing to
longer intervals as the
rehabilitation progresses.

“not sensible. In first 6 weeks
weekly is needed there after two
weekly is reasonable — or longer”

“in light of the quick throughput
of hospital stroke patients the
review may need to be
undertaken twice a week”.

There was a concern not to be
too prescriptive about timing.

“because each person who has
had a stroke is different, the
review should take place
according to needs of the
individual and this will vary”

Type of plan and type of goal
was also seen as important:

“This depends on how you define
rehabilitation plans. Are they
broad, e.g. to go home
independently walking and self
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Number

Statement

Results

%

Delphi statement where consensus was not reached

Table 10:

Number

1.

Amount and content of panel
comments — or themes

care and returning to work or
more specific to the moment e.g.
to be able to stand for 5 minutes
in a standing frame?”

Table of ‘non-consensus’ statements with qualitative themes of panel comments

Statement

When there is a significant change,
or when a plateau/potential is
reached, or before discharge, a
meeting involving the stroke
rehabilitation team, with an
invitation to the person and their
family/carer, should be conducted
to discuss these points.

Results
%

63.4

Amount and content of panel
comments — or themes

In round 2 - 22/99 (22%) panel
members commented;
16/85(19%) in round 3 and 11/72
(15%) in round 4:

There were several themes:

MDT — some members of the
panel thought that this does not
have to involve the whole team
(“The meetings should happen
but only include the relevant
staff, not the whole stroke
rehabilitation team”).

Before discharge — this was seen
as the most important aspect of
the statement.

Need for an additional meeting —
if there are regular reviews then
changes / plateau should not
come as a surprise

Meeting type — this needs to be
tailored (formal or informal) to
the individual and their
carer/family

Statement — the statement itself
was seen as having too many
different components to answer
with one response.

Several people commented that
the terms ‘plateau’ or ‘potential’
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Number

Statement

Results

%

Amount and content of panel
comments — or themes

was unclear. (“What is plateau?
One day of no change, one week,
one month?”)

F.5.5 Transfer of care, discharge planning and interface with social care

F.5.5.1

Component and consensus protocol

Table 11: What planning and support should be undertaken by the multidisciplinary
rehabilitation team before a person who had a stroke is discharged from hospital or
transfers to another team/setting to ensure a successful transition of care?

Population

Components

Outcomes

Adults and young people 16 or older who have had a stroke

e Discharge planning

e Emotional / educational support

e Co-ordination and resources of other services/agencies (such as social care)

e Patient and carer satisfaction

e Successful discharge
e Quality of life

e optimised strategies to minimise impairment and maximise activity/participation

F.5.6 Transfer of care and discharge planning

F.5.6.1

Delphi statements where consensus was achieved

Table 12: Table of consensus statements, results and comments

Number

Statement

Each patient should have a
documented discharge report which
has been discussed with the person
who has had a stroke and their carer/s
prior to transfer of care, including
discharges to residential settings.

A discharge report (informing ongoing
rehabilitation planning) should contain
information about the following:

Diagnosis and health status
Mental capacity

Functional abilities

Transfers and mobility

Care needs for washing, dressing,

Results
%
75.5

86.8
69.7
86.8
82.8
82.8

Amount and content of panel
comments — or themes

14/98 (14%) panel members
commented

This was seen as important, but it
was questioned whether this would
be different to the GP report, a copy
of which would be given to the
person who has had a stroke.

This should be written in an
accessible way.

31/99 (31%) panel members
commented

A few further suggestions and
comments were made:

The individual’s named point of
contact.

Joint health and social care plan.
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Number

Statement

toileting and feeding

Psychological and emotional needs
Medication needs

Social circumstances

Management of risk including the
needs of vulnerable adults

Ongoing goals

Ways of accessing rehabilitation
services

A home visit (with the person who has
had a stroke present) may be required
when simulation of the home
environment set up in the inpatient
setting has been inconclusive or there
is an indication for further assessment.

Local systems with open
communication channels and timely
exchange of information should be
established to ensure that the person
who has had a stroke is able to
transfer to their place of residence in a
well timed manner.

Local health and social care providers
should have established standard
operating procedures to ensure a safe
discharge process.

Results
%

77.7
84.8
76.7
74.7

76.5
74.4

69.8

71.7

74.0

Amount and content of panel
comments — or themes

Stroke Association Information

Further comments:

The terms ‘mental capacity’ was
queried —i.e. capacity for what, and
whether ‘cognitive status’ may be a
better term

It was felt not necessary to have all
these for all people.

14/96 (14%) panel members
commented

A limited number of panel members
provided comments for this
statement:

One person felt that there were
limits on staff time and resources

Another person stated that this
depended on whether an early
supported discharge team was
available.

This could delay discharge from
hospital was mentioned.

The term ‘may’ was queried.

10/99 (10%) panel members
commented

Of the ten people who commented
on this statement seven indicated
that the phrasing of the statement
was confusing and contained jargon.

Of the other three, one commented
on the role of the key worker,
another person commented that this
should minimise duplication and
administration and the third person
stated that this should be done as
soon as it is safe to do so.

11/100 (11%) panel members
commented

Individual issues were raised in the
comments:

Any changes to procedures need to
be communicated in timely fashion

Take into account person’s wishes
and be aware of carer stress and
vulnerable adult procedures

Ideally joint standard procedures
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Number Statement

Results

%

F.5.6.2 Delphi statement where consensus was not reached

Amount and content of panel
comments — or themes

A need for flexibility and broad
guidance that can be easily
individualised, rather than
prescriptive procedures.

Table 13: Table of ‘non-consensus’ statements with qualitative themes of panel comments

Number Statement

1. An access visit (without the person
present) can ascertain suitability of
access to, from and within the
property in respect to the person's
functional, cognitive status and
managing risk.

2. A home visit can ascertain a
person's potential for managing
risk and cognitive/functional
impairment within a familiar
environment.

Results

%

36.6

56.8

Amount and content of panel
comments — or themes

In round 2 - 20/98 (20%) panel
members commented;
15/84(18%) in round 3 and 13/71
(18%) in round 4:

The majority of comments
expressed that the statement was
unspecific and did not say
whether it should be done or in
what circumstances (“The issue is
when — always, sometimes, why,
how to decide.”).

Several people expressed the
opinion that this statement was
too obvious, since it included the
word ‘may’ or later the word

‘ ’

can'.

Inround 2 - 11/99 (11%) panel
members commented;
13/84(15%) in round 3 and 8/70
(11%) in round 4:

The majority of comments
expressed that the statement was
unspecific and did not say
whether it should be done or in
what circumstances.
(“...guidelines should be given
guidance about to whom and
under what circumstances a visit -
either access or with the patient
should be done.”
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Number Statement

Results

%

Both access and home visits should 19.4
be coordinated by an occupational
therapist and if this is not possible

they should have clinical oversight

from an occupational therapist.

As part of rehabilitation care 52.1
planning, both access and home

visits can be used separately or
sequentially, to ascertain suitability

for rehabilitation, management of

risk and management of life after

stroke within the person’s home
environment.

Amount and content of panel
comments — or themes

“usually not required if ESD team
involved in care”.)

Several people expressed the
opinion that this statement was
too obvious, since it included the
word ‘may’ or later the word

‘ ’

can'.

In round 2 - 38/95 (40%) panel
members commented;
34/83(41%) in round 3 and 15/72
(21%) in round 4:

The main point of contention was
whether or not an OT should
oversee this.

“although the OT would usually
be involved, this does not need to
be the case and it may be
appropriate for another member
of the team to co-
ordinate/conduct this depending
on what limitations the pt
presented with.”

In round 2 - 9/99 (9%) panel
members commented; 9/83(11%)
in round 3 and 11/71 (15%) in
round 4:

It was felt that this statement
was vague and did not define the
circumstances of when and how
this should happen.

There was also a comment that
this should not delay discharge
and that this is something the
community stroke team could
undertake.
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Interface with social care

Delphi statements where consensus was achieved

Table 14: Table of consensus statements, results and comments

Number
1.

Results

Statement %

Where appropriate, social workers 72.0
should be involved with the stroke
rehabilitation team in the assessment

of post hospital care needs.

The role of social care and any service  72.7
provision required should be discussed

with the person who has had a stroke

and documented within the social care

plan.

When social needs are identified there  76.8
needs to be timely involvement of

social services to ensure seamless

transfer from primary to community

care.

Amount and content of panel
comments — or themes

11/100 (11%) panel members
commented

The panel assumed that a social
worker would be part of the MDT

Some people thought that the term
‘appropriate’ needed to be defined.

10/99 (10%) panel members
commented

A few panel members highlighted
the relationship between this
statement and the joint care plan
and that there should be access to
one set of notes.

A couple of people thought that this
should be discussed fully with the
person who has had a stroke and
with the carer or nearest relative.

In another comment it was stated
that it is not necessary to discuss the
whole plan with the person who has
had a stroke in case the amount of
information was overwhelming

11/100 (11%) panel members
commented

Several panel members commented
that a social worker should be part of
the MDT.

One person commented whether the
statement should read ‘from
secondary to community care’ rather
than ‘from primary to community
care’.

Another comment was regarding the
concepts of ‘timely’ and ‘seamless’
which were not defined and the
statement should be set out to
describe minimum standards.
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Number
4,

Results
Statement %

Coordination between health and 77.8
social care should include a timely,

accurate assessment (including
documentation and communication)

to facilitate the transitional process for
admission/return to care or nursing

homes.

Should family members wish to 79.8
participate in the care of the person

who has had a stroke; they should be

offered training in assisting the person

who has had a stroke in their activities

of daily living prior to discharge.

Amount and content of panel
comments — or themes

10/99 (10%) panel members
commented

This should also include the
management staff of the care home.

Social worker should be part of the
MDT.

There would be no need for this
since integrated health and social
care teams would deal with this.

The term ‘timely’ was questioned.

18/99 (18%) panel members
commented

There were some comments about
the need for consent from the
person who has had a stroke.

The difficulty of arranging this prior
to discharge was mentioned and
whether this could be done at the
person’s home was raised.

It was also stated that there should
not be an assumption that people
are willing to provide high levels of
care.

Respite care and carer support
options should also be identified and
put in place.

F.6 Long term health and social support for people after stroke

F.6.1 Component and consensus protocol

Table 15: What ongoing health and social support does the person after stroke and their carer(s)
require to maximise social participation and long term recovery?

Population

Components

Outcomes

Adults and young people 16 or older who have had a stroke

e Continued monitoring and re-access into rehab

e Long term support/care at home
e Social participation activities

e Carer/family support & education
e Patient and carer satisfaction

e Quality of life

151



F.6.2

F.6.2.1

Stroke Rehabilitation - Appendices
Delphi Methodology Report

Long term health and social support for people after stroke

Delphi statements where consensus was achieved

e optimised strategies to minimise impairment and maximise activity/participation

Table 16: Table of consensus statements, results and comments

Number

Statement

If there is a new identified need for
further stroke rehabilitation services,
the person who has had a stroke
should be able to self re-refer with the
support of a GP or specialist
community services.

Focus on life after stroke may include:

Information and discussion about
community access

Participation in community activities
Social roles
Information about driving

Opportunities to discuss issues around
sexual function

While the person with stroke is in
hospital local processes should ensure
that referral is made to adult social

Results

%
66.7

75.2

72.9
70.2
76.4
68.2

67

Amount and content of panel
comments — or themes

In round 2 - 23/99 (23%) panel
members commented; 11/81(14%)
in round 3:

One issue that was highlighted is the
demand this may create (“Direct self
referral could lead to demand
outstripping resources of the stroke
rehab service. There does need to be
an assessment.”).

Other panel members thought that
the phrase ‘with the support of’ was
unclear since this would not mean
self-referral anymore.

“we operate self referral for anyone
previously known to the stoke
service”.

“this is unclear, how can you self
refer with the support of a GP, are
they still being gatekeepers then?”

In round 2 - 10/98 (10%) panel
members commented; 37/85(44%)
in round 3 (direct prompt given in
round 3):

A few other areas of focus were
suggested.

Return to work / training
Relationships, childcare issues

Secondary prevention — diet,
exercise

Psychological / emotional adaptation

Stroke groups — communication
support activities

Support for carers

Access to welfare benefits and
allowances, equipment

In round 2 - 19/99 (19%) panel
members commented; 21/84(25%)
in round 3:
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Results
Number Statement %

care for an assessment of need (if the
person has a need for social care).

Delphi statement where consensus was not reached

Amount and content of panel
comments — or themes

It was highlighted that a social
worker should be part of the MDT.

“at an appropriate time to allow the
social worker to work alongside the
MDT to fully appreciate the patient’s
difficulties and get to know them and
their family. This shouldn’t be
started right at the end of the
inpatient stay, but ‘worked up’
during the inpatient stay”.

Some people commented that this
should be a joined up process and
happen in a timely manner.

“yes, prior to discharge so there is
not a long gap between services
ending and others beginning”.

A couple of people commented that
the statement was not very clear
(e.g. ‘local processes’ was not
defined and also, who would be
making the assessment is unclear)

Table 17: Table of ‘non-consensus’ statements with qualitative themes of panel comments

Number Statement Results

1. Review intervals need to be specified 65.0
and agreed with the person who has
had a stroke in regards to their long
term rehabilitation needs.

2. A review of health and social care 44.6
needs of the person who has had a
stroke hat is formally reported and / or
coordinated or conducted with the GP
services should take place at least
(options: 6 months, 12 months,
unspecified)

Amount and content of panel
comments — or themes

In round 2 - 13/100 (13%) panel
members commented; 9/80(11%) in
round 3:

Opinions were divided. Some
members suggested that this should
be needs based and flexible whereas
others said that the 6 and 12 month
follow-up was sufficient.

In round 2 - 40/98 (41%) panel
members commented; 20/83(24%)
in round 3:

The majority of comments stated, 6
wks, 6 months and then annually.

(“in accordance with the National
Stroke Strategy @ 6/52, 6/12 then
annually”).

There were some comments
recommending a need based system
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Number

Statement

Where the persons who have had a
stroke are still making progress likely
to lead to functional change, they
should be offered a goal-focused
enabling care package.

When a person with stroke leaves
hospital, there should be a review of
the discharge process with the person
who has had a stroke together with
their family and carers by a member of
the community stroke rehabilitation
team. The aim of this review is to

Results

56.9

56.9

Amount and content of panel
comments — or themes

that would allow more frequent
intervals if necessary.

It was also commented that this
would depend on the time post
discharge.

There was a concern that if it were
to be a needs based approach
people would not be given an
opportunity for a meeting unless
they have a need

“If left to individual needs it tends to
result in crises management
meetings. There should be some sort
of structure and process to ensure
that reviews are frequent enough to
monitor the patient longer term
safely and reasonably but not too
frequent to be unnecessary and
possibly devaluing the merit...”

In round 3 - 21/84 (25%) panel
members commented; 15/72(21%)
in round 4:

Some people commented that this
statement was not very clear and
that the term enabling care package
was not universally understood.

Extract:

“I suspect there will be some issues
as to how you measure functional
change and the word likely should
there be a timescale put on this as
this caveat would suggest that most
patients/clients would fall into this
category and services will find this
very difficult to deliver...”

Some comments were made about
the term ‘functional change’ and
that the statement was unclear
about what it may be referring to.

In round 2 - 22/99 (22%) panel
members commented; 16/85(19%)
in round 3 and 11/72 (15%) in round
4.

There were some comments about
the amount of reviews that were
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Amount and content of panel
Number Statement Results comments — or themes
ensure that the discharge plan was suggested.
followed and carried out, that their
current status and goals are reviewed,
and a continuing rehabilitation plan is
devised.

This should be done according to
need since some people may be
discharged and do not wish or need
a post discharge meeting.

“Will this apply to every stroke
patient or only those discharged with
a disability — | agree it should be
every stroke patient but that would
create a huge workload for the
community stroke team ... | feel that
this should be reconsidered and
reflect the varied post-stroke needs
of patients and their carers.”

5. Self-management and training needs 61.1 In round 2 - 12/98 (12%) panel
form part of long term health members commented; 13/84(11%)
education for the person after stroke. in round 3 and 9/72 (15%) in round

4.

It was stated that there was
insufficient evidence to conclude
that this works.

There is also the issue that it
depends on the level of post stroke
ability.

“in order to support secondary
prevention and more independence,
education is important.”

“self management isn’t just about
education, a person may need other
interventions to facilitate behaviour
change”.

F.7 Shoulder pain

F.7.1 Component and consensus protocol

Table 18: How should people with shoulder pain after stroke be managed to reduce pain?

Population Adults and young people 16 or older who have had a stroke and have symptoms of
shoulder pain

Components e Assessment
e Pain management
e FES
e Physical therapies

Outcomes e Mobility
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Delphi statements where consensus was achieved

e Function

e pain

Table 19: Table of consensus statements, results and comments

Number
1.

Statement

Information should be provided by the

healthcare professional on how to
prevent pain/trauma to the shoulder.

When managing shoulder pain the
following treatments should be
considered:

e Positioning
e Analgesics

Results

%
77.6

70.7
64.2

Delphi statement where consensus was not reached

Amount and content of panel
comments — or themes

7/49 (14%) panel members
commented

Most panel members who
commented on this question queried
who to give the information to
(patient, carer, other staff) and
under which conditions (if there is
weakness in the shoulder).

It was stated in one comment that
there was no information available
on this topic.

In round 2 - 23/49 (47%) panel

members commented; 13/42(31%)
in round 3

None of the other treatment

options gained consensus the

options were:

e Armsslings,

e Shoulder support,

e High intensity transcutaneous
nerve stimulation, and

e Functional Electrical Stimulation

Comments were divided:

e A number of panel members
stated that shoulder pain has to
be treated in a flexible manner
and according to individual
needs.

e Some stated that treatment
should be evidence based.

e Others stated that the evidence
for most of the options was poor

Table 20: Table of ‘non-consensus’ statements with qualitative themes of panel comments

Number
1.

Statement

The person who has had a stroke

Results
%
63.6

Amount and content of panel
comments — or themes

In round 2 - 13/48 (27%) panel
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Results Amount and content of panel
Number Statement % comments — or themes
should be assessed for shoulder pain members commented; 7/42(17%) in
round 3

There was a general opinion that
this should be easily ascertained and
therefore a full assessment is not

needed.
2. There is a need for an algorithm to 31.0 In round 2 - 23/49 (47%) panel
assess and treat shoulder pain members commented; 13/42(31%)
in round 3

Some comments were made that
there are algorithms already in
existence.

Others commented that the
evidence for treatments was poor
and therefore there is not enough
information to create an algorithm.

There were also comments that this
would be useful.

F.8 Speech and language therapies

F.8.1 Component and consensus protocol

Table 21: What interventions improve communication in people dysphasia, dysarthrophonia and
articulatory dyspraxia?

Population Adults and young people 16 or older who have had a stroke and who have speech and
language impairments

Components e Assessment
e Speech and language therapies
e Communication aids
Outcomes e Quality of life
e Communication skills
e Social participation

F.8.2 Speech and language therapies for dysphasia, dysarthrophonia and articulatory dyspraxia
F.8.2.1 Delphi statements where consensus was achieved

Table 22: Table of consensus statements, results and comments

Results Amount and content of panel
Number Statement % comments — or themes
1. For all people with speech and 78.6 3/28 (11%) panel members
language impairments the Speech and commented

Language Therapist needs to explain
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Number

Results
Statement %

and discuss the impairment with the
person who has had a
stroke/family/carers/treatment team
and teach them how to manage the
condition.

Early after stroke the person with a 93.1
speech and language impairment

should be facilitated to communicate
everyday needs and wishes, and

supported to understand and

participate in decisions around, for

example, medical care, transfer to the
community, and housing. This may

need alternative and augmentative

forms of communication.

People who have had a stroke and 73.1
who have persisting speech and

language deficits should be assessed

for alternative means of

communication (gesture, drawing,

writing, use of communication aids).

The impact of speech and language 81.5
impairments on life roles e.g. family,

leisure, work, etc should be assessed

and possible environmental barriers

(e.g. signs, attitudes), should be

addressed, jointly with the MDT.

Amount and content of panel
comments — or themes

One person commented that this
does not need to be carried out by a
speech and language therapist as
long as it is under the guidance of
one.

Carer involvement was also
highlighted.

One person expressed surprise that
Communication Support Services
were not included in the whole
speech and language section.

4/29 (14%) panel members
commented

It was commented that there are
interactions with cognition and
emotion and therefore input from
other MDT members may be
needed.

It was stated that AAC may be low
tech and simple paper and pen or
higher tech I-pad apps could be
used.

One comment was that this depends
on the person’s individual
assessment, readiness to participate
and his/her stated goals.

Training for some members of the
MDT may also be necessary.

2/26 (8%) panel members
commented

One person stated that mixing
people with language and those with
speech impairments together is not
appropriate in this statement.

The other person thought that this
statement was too obvious to be
useful.

3/27 (11%) panel members
commented

One person pointed out that this
would not happen in the acute stage
of rehabilitation.
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Number

Statement

Results

%

F.8.2.2 Delphi statement where consensus was not reached

Amount and content of panel
comments — or themes

Another person thought that it
should also involve family and
friends, employers and relevant
other agencies

A third person indicated that
‘addressed’ was not clear.

Table 23: Table of ‘non-consensus’ statements with qualitative themes of panel comments

Number
1.

Statement

The key aim of speech and language
therapy early after stroke should be to
minimise the communication
impairment.

The list of approaches that may be
used with a patient who is dysphasic:

e Picture cards
e Drawings

Results

%

55.0

36.8
42.1

Amount and content of panel
comments — or themes

In round 2 - 17/27 (63%) panel
members commented; 11/20(55%)
in round 3

Panel members thought that there
are many facets to the aims of
speech and language therapy that
were not captured by this
statement. Such as:

e To deal with the impact of the
communication impairment

e To assess and educate regarding
the extent of the difficulty

e To address the person’s
confidence,

e To enhance skills of
communication partners

e Toremove barriers to
communication

Extract:

“This can be very broadly defined.
Minimising the communication
impairment is not necessarily just
reducing the actual impairment. It
may be providing advice and
information which enhances
understanding and indirectly
minimises the problem, it may be
using strategies to facilitate
communication, it may be providing
facilitated emotional support to
reduce trauma which can enhance
communication.”

In round 2 - 20/27 (74%) panel
members commented; 11/19(58%)
in round 3

Some further approaches were
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Number

Statement

e Sound Boards

o  Writing

e Phonological sound cueing
e Modelling words

e Sentence completion

e Melodic intonation therapy
e Neurolinguistic approach

e Computerised approach

The list of approaches that might be

used with a patient who is dysarthric:

e Oral muscular exercises

e Monitoring rate of speech
production

Results
%

12.5
33.3
27.7
22.2
33.3
5.8
27.7
38.8

21.7
34.7

Amount and content of panel
comments — or themes

suggested:

e Talking mats

e Semantic cueing
e Gesture

e Cognitive neuropsychological
approaches

e Constraint induced therapy
(which uses picture cards)

e Augmentative and alternative
communication

One person highlighted that any
approach needs to be evidence
based.

It was also highlighted that the
statement implies a focus on
language impairment rather than
focus on the skills and competence
of the person who has dysphasia and
those in their communicative
environment. This panel member
suggested the following approaches
to do this:

e Information and support for the
person and their
family/friends/service providers
(and also about language
strengths)

e Training of conversation
partners

e Access to peer support

Others specifically favoured
impairment-based approaches.

It was highlighted that this would
vary from person to person (“The
Speech and Language Therapist
would make a communication book
tailored to the individual rather than
alphabet chart and/or talking mats
to aid discussion”).

In round 2 - 12/24 (47%) panel
members commented; 14
commented in round 3 (free text
prompt)

The following approaches were
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Number

Statement
e Pausing
e Alphabet supplementation

List of approaches that might be used
with a patient who has
dysarthrophonia:

e Biofeedback
e Voice amplifier

e Intense therapy to increase
loudness

The list of approaches that might be
used with a patient who has
articulatory dyspraxia:

e Cognitive linguistic therapy
e Repetitive drills

e Auditory input/analysis

e Automatic speech

e Singing

e Phonemic cueing

Results
%

26.0
27.2

12.5
11.7
0.0

20.0
41.6
33.3
38.4
8.3

16.6

Amount and content of panel
comments — or themes

suggested:

e Initiation of vocalisation
(exercises for articulation)

e Coordination between
breathing and speech
(breathing support exercises)

e Sustaining voice during speech

production
e Pacing
e Gesture

e Advice about condition, and
training of conversation
partners

e Computer therapy
e  Writing / drawing

e Augmentative and alternative
communication

e Compensatory slowing of
speech rate with exaggerated
articulation

One person highlighted that this
should be a focused approach based
on assessment (“the system that is
most compromised would be
targeted e.g. respiration, palatal
movement, voice, articulation, rate
of speech, phrasing, intonation”).

In round 2 - 9/23 (39%) panel
members commented; 7/17(41%) in
round 3

No clear approaches were suggested.
It was stated that this depends on
the patient’s presentation and
severity.

It was also highlighted that this is a
rare problem and that there is no
evidence to support a particular
approach.

In round 2 - 16 panel members
commented (free text prompt);
8/14(57%) in round 3

No further approaches were
suggested and it was highlighted that
any approach needs to be evidence
based.
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Results Amount and content of panel
Number Statement % comments — or themes

e  Word imitation 8.3
e Computer programmes 38.4
e Varley approach 27.2
e AAC (Augmentative and 18.1

Alternative Communication)

reading aloud 111
e Distraction practice with feedback 9.0
e Phoneme manipulation tasks 18.1
e Segment by Segment approach 27.2
e SWORD (computer software) 25.0
e Prosodic therapy

6. Any patient with severe articulation 61.1 In round 2 - 3/25 (12%) panel

difficulties (<50% intelligibility) members commented; 3/18(17%) in
reasonable cognition and language round 3
function should be assessed for and It would depend on stage of rehab,
provided with alternative or success of rehab and prognosis.

augmentative communication aids.

One person objected to a level (i.e.
below 50% intelligibility) being
stated (“... as it may be different for
each patient and intelligibility may
depend on familiarity with the
patient.

F.9 Visual impairments

F.9.1

F.9.2

F.9.2.1

Component and consensus protocol

Table 24: How should people with visual impairments including diplopia be best managed after a

stroke?
Population Adults and young people 16 or older who have had a stroke
Components e Continued monitoring and re-access into rehab

e Long term support/care at home
e Social participation activities
e Carer/family support & education
Outcomes e Patient and carer satisfaction
e Quality of life
e optimised strategies to minimise impairment and maximise activity/participation

Visual impairments — people with diplopia or other ongoing visual symptoms after stroke
Delphi statements where consensus was achieved

Table 25: Table of consensus statements , results and comments

Results Amount and content of panel
Number Statement % comments — or themes
1. People who have persisting double 70.8 1/24 (4%) panel member
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Number

Results

Statement %

vision after stroke require a formal
orthoptic assessment.

Delphi statement where consensus was not reached

Amount and content of panel
comments — or themes

commented

The person who commented thought
that all other forms of visual
impairment would also require
orthoptic assessment.

Table 26: Table of ‘non-consensus’ statements with qualitative themes of panel comments

Number
2.

Results

Statement %

All people who have impaired acuity, 23.8
double vision or a visual field defect

following a stroke require a formal
opthalmology assessment.

People who have ongoing visual
symptoms after a stroke, should be
provided with information on
compensatory strategies from:

e Ophthalmology services

15.7
e Orthoptic services 50.0
e  Occupational therapy services 315
People who have had a stroke and 38.1

have visual impairments should be
provided with contact details for the
RNIB or Stroke Association for further

Amount and content of panel
comments — or themes

In round 2 - 7/24 (29%) panel
members commented; 7/21(33%) in
round 3

It was pointed out that different
aspects in the statement require
different actions (“Impaired acuity
and double vision both require an
ophthalmological diagnosis. Visual
field defect after stroke is less
problematic, and the diagnosis is
usually known —in such cases
adaptive treatments and education
are the priority.”).

Other comments also highlighted
that this is not always needed.

In round 2 - 6/23 (26%) panel
members commented; 9/20 (45%) in
round 3

It was highlighted that it depends on
availability and on the need
(“Occupational Therapists are most
likely to advise re rehab and
application to daily life whereas
orthoptists can advise on vision
strategies. Ophthalmology will ax
and rx eye problems but perhaps not
so much advise on strategies.”).

One panel member was involved in
the development of web-based
therapies that work by inducing
compensatory eye movements

In round 2 - 4/23 (17%) panel
members commented; 1/21 (5%) in
round 3
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Number Statement

information on visual impairments

after stroke.

5. Assessment and information for
registering as sight impaired or
severely sight impaired should be
provided by referral to an

ophthalmologist.

Results
%

47.6

Amount and content of panel
comments — or themes

People who have persisting double
vision after stroke require a formal
orthoptic assessment.

It was pointed out that this should be
done if symptoms persist and not
given routinely to everybody.

In round 2 - 2/24 (8%) panel
members commented; 5/21 (24%) in
round 3

It was commented that:

“All involved in stroke care should
realise that only ophthalmologists
can sign the certification of visual
impairment form.”

Others queried whether an
orthoptist could also do this.
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F.10 Delphi Methodology Appendix 1: See Process Protocol in

Guideline Appendix B

F.11 Delphi Methodology Appendix 2: Appraisal of existing guidelines

F.11.1

F.11.2

Assessment of existing guidelines for consensus statements

For the assessment of guideline quality, we used complete guideline documents including any
additional information available, as in Appendices or other supplementary information, on related
websites (e.g. evidence table, algorithms or short guides). The evaluation was conducted using the
Appraisal of Guidelines for Research and Evaluation (AGREE — by The AGREE Research Trust
http://www.agreetrust.org) instrument which is specifically designed for the assessment of practice
guidelines. It comprises 23 items divided into 6 domains of guideline quality. These 6 domains are:

scope and purpose (3 items)
stakeholder involvement (3 items)
rigour of development (8 items)
clarity of presentation (3 items)
applicability (4 items)

oV k wnN e

editorial independence (2 items)

There is an additional overall rating of the quality and a statement of whether the guideline would be
recommended for use in practice. Each of the 23 items is rated on a scale from 1 (strongly disagree)
to 7 (strongly agree). Results are calculated and reported as the 6 domain scores rather than a total
overall and expressed as a percentage across appraisers (in this guideline 2 reviewers appraised all
guidelines independently using AGREE). There are no pre-specified cut-offs for domain results in the
AGREE instrument. However, the overall assessment features an option of not recommending the
guideline for use in practice which would mean that the guideline would be excluded. For domain
figures of assessed guidelines please see Figure 1.

AGREE assessment of national and international stroke guidelines

Searches were conducted for guidelines that address the management of stroke (for the search
strategy see Appendix D). For details of the scopes of each guideline see Table 27. After assessment
with the AGREE-Il instrument by two reviewers we included 7 guidelines. AGREE figures are
appendicised to this report.

Table 27: Overview of included guidelines.
GUIDELINES SCOPE
Royal College of Physicians18 e Acute diagnosis and treatment (from NICE guideline) — including
organisation of services
e All aspects of rehabilitation
e Long-term care and support
e Secondary prevention
e Prevention of complications
SIGN* e Organisation of services
e Rehabilitation
e Prevention
e Management of complications
e Discharge planning
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GUIDELINES SCOPE

g 2 g q o
Australian e Organisation of services

e Stroke recognition and pre-hospital care (including early assessment
and diagnosis as well as acute medical and surgical management)

e Secondary prevention
e Rehabilitation
e Managing complications
e Community participation and long-term recovery
e Cost and socioeconomic implications
New Zealand® e This is the Australian guideline plus a section specific to New

Zealand issues (perspectives of people with stroke, Maori and
stroke, Pacific people and stroke, younger adults and stroke)

Dutch (Royal Cutch Society for e General treatment principles
Physical Therapy)* e Immobilization phase

e Mobilization phase: walking ability and gait-related abilities

e Mobilization phase: dexterity

e Mobilization phase: ADL skills

e Mobilization phase: Cognitive rehabilitation
Canadian Best Practice’ e Public awareness of stroke

e Prevention of stroke

e Hyperacute stroke management

e Acute management

e Stroke rehabilitation

e Managing stroke care transitions

e Cross-continuum topics in stroke management
Veterans (American)* e Rehabilitation during the acute phase

e Prevention of complications

e Medical co-morbidities

e Assessment of impairments

e Assessment of activity and function

e Assessment of support systems

e Discharge from rehabilitation

e Treatment interventions for rehabilitation after stroke

F.11.3 Overall quality assessment and inter-rater agreement

Two raters assessed the overall quality, the results of which are presented in Table 28. As shown in
the table Inter-rater agreement was generally high ranging from the lowest agreement for the
Australian guideline (Cronbach’s alpha of .40) to the highest agreement (Cronbach’s alpha of .91)
for the Veterans (American) guideline. Domain scores of all assessed guidelines are graphically
presented in Figure 1.

Table 28: Overall assessment of the included guidelines (the higher the rating 1-7 the higher the
assessed quality, overall assessments were: ‘yes-recommend’,” yes — with modifications’
and ‘no-would not recommend’)

Guidelines and inter-rater agreement Quality rating (1-7) and Quality rating (1-7) and
(alpha value) assessment — rater 1 assessment — rater 2
Royal College of Physicians (.71) 4, yes —with modifications 5, yes — with modifications
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Guidelines and inter-rater agreement
(alpha value)

SIGN (.79)
Australian (.40)
New Zealand (.53)

Dutch (Royal Cutch Society for Physical
Therapy) (.82)

Canadian Best Practice (.58)

Veterans (American) (.91)

Quality rating (1-7) and
assessment — rater 1

6, yes — with modifications
6, yes — recommend
6, yes — recommend

5, yes —with modifications

5, yes — with modifications

4, yes —with modifications

Quality rating (1-7) and
assessment — rater 2

5, yes — with modifications
6, yes —recommend
5, yes — with modifications

6, yes — recommend

5, yes — with modifications

4, yes —with modifications
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F.11.4 Guideline domain profile

Figure 1: AGREE-domain scores for both included (RCP, SIGN, Veterans, Dutch, Australian, Canadian Best Practice and New Zealand) and excluded

(European (ESO), Singapore, British Columbian and South African). Scores are given as percentages using both raters’ scores with higher
percentage indicating better quality.
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Delphi statement drafting process - identfied guideline content mapped to areas in post-consultation

Table 29:
Sections from other
guidelines that are relevant
to areas need addressing for
this guideline
SERVICE DELIVERY

RCP - The whole chapter 3
(Systems underlying stroke
services):

SIGN — chapter 3
(Organisation of services)
New Zealand — Chapter 1
(organisation of services)
Australian — Chapter 1.
Dutch — Chapter 1.
Canadian — sections 5.0
Veterans (American) —Chapter
7

Were sections from other
guidelines evidence based or
consensus based

RCP - The majority of the
recommendations from chapter
3 are stated as ‘following on
from other sections of the
guideline’ then there are many
by ‘consensus’ and some
extrapolations from the NICE
guideline, a few others are
based on qualitative or (i.e. goal
setting) or on studies that do
not directly address the stroke
population. Recommendations
with regards to stroke
rehabilitation units were based
on Stroke units trialists’
collaboration Cochrane review
(2007)

SIGN — stroke unit research,
case control or cohort studies
Australian / New Zealand —
mainly from the Stroke units
trialists’ collaboration 2007 and
Foley N, Salter K, et al. (2007)
another meta-analysis of acute,
combined and rehabilitation
units. Early Supported
Discharge (ESD) Trialists. Some

Areas to address and summary of guideline content plus first draft of statements.

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

RCP — Rehabilitations should be delivered by a
specialist stroke service which could be an
inpatient unit, day-hospital unit or at home. It
should involve a multidisciplinary team with
access to specialist equipment and availability
of specialist staff training.

SIGN — stroke patients should be admitted to a
stroke unit staffed by a multidisciplinary team
or in exceptional circumstances (when
admission is not possible) admitted to a generic
rehabilitation unit. Integrated care pathway is
not recommended. Patients and carers should
be early actively involved in the process.

Australian / New Zealand — early active
inpatient rehabilitation by a dedicated stroke
team and if ongoing inpatient rehabilitation is
required patient should be transferred to a
dedicated stroke rehabilitation service. Before
discharge all patients should be assessed by a
specialist stroke rehab team regarding their
suitability for ongoing rehabilitation.

Dutch — a hospital stroke unit should be in a
stroke service with appropriate rehabilitation
facilities

Canadian-

divides by stroke unit care and all settings.

Statements drafted for the Delphi process

Recommendations with regards to the efficacy
of stroke rehab units (and whether combined
acute/rehab or specific rehab) will come from
the update of the Cochrane review on stroke
units.
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

MULITIDISCIPLINARY TEAMS

RCP — Sections 3.2
recommendation B point 2
and section 3.3
recommendation B

SIGN — key recommendation
and section 3.3 (membership)
and whole chapter 6

New Zealand — section 1.8

Australian — Multidisciplinary
team approach in
introduction and section
1.2.1.

Were sections from other
guidelines evidence based or
consensus based

lower level evidence and some
consensus.

Dutch — Stroke unit systematic
reviews

Canadian — rehabilitation stroke
unit — Systematic reviews

Veterans — organised
multidisciplinary rehab — Stroke
units trialists’ collaboration
2007 & systematic reviews

RCP — Stroke units trialists’
collaboration 2007

SIGN — stroke unit research
Australian / New Zealand -
Stroke units trialists’
collaboration 2007

Dutch — Another earlier
systematic review since
superseded by SUTC 2007
Canadian — interprofessional
specialist rehabilitation teams —
Stroke unit trialists
collaboration;

Veterans — stroke unit trialists,

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

all patients treated in comprehensive or
rehabilitation stroke unit.

Post acute stroke rehabilitation to be delivered
in formally co-ordinated setting

Veterans — formally organised & coordinated
rehab setting with team experienced in stroke
services.

if service is not available locally then refer
patient to other facility.

community rehab for patients mild-moderate
disability.

inpatient rehab for patients requiring daily prof
nursing/multiple interventions required.

RCP — specifies constituency of a rehab team.

SIGN — specifies constituency of a rehab team
as well as a description of the roles within such
a team.

Australian / New Zealand — specifies
constituency of rehab team from the outset
(i.e. before the review chapters)

Dutch — specifies constituency of rehab team.
Canadian -

specifies the constituency of a rehab team .
Veterans- specifies constituency

Statements drafted for the Delphi process

A core stroke rehabilitation team should
comprise of membership from the following
disciplines:

Consultant neurology/stroke medicine

Nursing

Physiotherapy

Occupational therapy

Speech and language therapyNutrition/Dietetics
Clinical/Neuro psychology Social work
Pharmacy

The stroke rehabilitation team should have a
dedicated appropriate professional tasked with
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

Dutch —section C 1.1
Canadian — sections 5.2

Veterans (American) —Chapter
7.1

ASSESSMENT FOR REHAB

RCP — Section 3.10:
Use of assessment / measures

SIGN — not directly described
in an extra section

New Zealand — section 1.6 as
well as chapter 3.

Australian — section 1.6.
Dutch —section C 1.1
Canadian — sections 5.1

Veterans (American) —
Chapters 1-6 all under the
main heading of assessment

Were sections from other
guidelines evidence based or
consensus based

Evans (1995) cifu (1999) SRs

RCP - All based on consensus (2
articles mentioned but not
directly stroke related)

SIGN — consensus statement

Australian / New Zealand —
consensus (chapter 3 concerns
rapid assessment in the
emergency department)

Dutch — a little bit unclear since
only a very broad statement is
made

Canadian — initial assessment by
rehab team RCT evidence
assessment tools -
observational studies

Veterans — AHCPR, RCP, SIGN
guideline

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

RCP — Active involvement of specialist
rehabilitation services with patients from the
time of admission wherever they are admitted.
Patients should be seen by at least one member
of the specialist rehabilitation team within 24
hours for assessment and by all team members
within 5 days for treatment. A rehab
assessment service should agree on standard
sets of data that should be collected and
recorded routinely. Data collection tools should
fulfil criteria as much as possible. These are:
relevant data covering the require range (valid
and fulfil a need); have sufficient sensitivity to
detect change within and between patients; of
known repeatability; simple to use; have easily
understood scores.

Services should have protocols determining the
collection and use of data and to be able to
guide the use of more complex assessment
tools

Statements drafted for the Delphi process

coordination and steering of the stroke care
pathway.

The stroke rehabilitation team should have
dedicated rehabilitation assistants.

The person who has had a stroke is a member of
the stroke rehabilitation team.

Initial assessment for stroke rehabilitation
should take place within:

24 hrs

48 hrs

As soon as possible

No guidance as to when to assess

The person who has had a stroke should be seen
by all the appropriate members of the
multidisciplinary team individually (tailored to
the patient’s needs).

Clinicians should have criteria for the type of
assessment data or assessment tools that are
specific to or an adjunct to stroke rehabilitation.

A holistic assessment takes into account a
person’s previous body structure and function in
terms of participation and activity across
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

Were sections from other
guidelines evidence based or
consensus based

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

SIGN — Timing of rehab assessment not
specified

Australian / New Zealand — A national stroke
audit from 2009 highlighted that there are only
68 stroke units and 8 rehab units in Australia
therefore the timing aspect is not specified. It
states that ideally stroke patients should be
admitted to a stroke unit within 3 hours, but
timing of assessment is not directly stated.
Dutch — A fully standardised assessment at
admission

Canadian — initial assessment by rehab team
within first 24-48 hrs.

states what assessment should comprise of.
assessment on rehab unit — within 24-48 hrs of
admission.

Use standardised assessment tools

Veterans —

early screening for rehab,

standardised assessments FIM, NOMS, NIHSS.
multidisciplinary assessment

covering medical stability, rehab needs,
impairment & function

Statements drafted for the Delphi process

personal and environmental contexts prior to
the stroke, and determines current body
structure and function following the stroke and
the impact this has on the person’s ability to
participate and be active in their personal and
environmental contexts.

A holistic assessment should be supported by
use of the following standardised clinical tools,
measures, scales or data:

Level-of-consciousness scale
Stroke deficit scale

Global disability scale
Measure(s) of disability/

Measure(s) of activities of daily living Mental
status screening

Mood/depression

Assessment of motor function

Balance assessment

Mobility assessment

Assessment of speech and language function
Health status/quality of life measures

Family assessment

Other (please specify)

There should be a minimum set of rehabilitation
assessments/markers/outcomes/data which
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indicate level of impairment and disability,
health and social functional status including
behaviour and quality of life perception. These
should be able to be tracked across the stroke
pathway and longitudinally when focus is
targeted towards meaningful life after stroke.

At different stages of the care pathway roles and
responsibilities of multidisciplinary stroke
rehabilitation team services should be clearly
specified,documented, and communicated to
the patient and their family

Service delivery would be improved if clinicians
had a standard matrix of outcomes to evaluate
and monitor care provision.

Data protection and usage should be governed
and overseen by a national protocol.

The person who has had a stroke should have
their mood assessed and monitored as part of a
rehabilitation plan.

Carers should have their own needs and if
appropriate psychological wellbeing assessed
prior to discharge of the person who has had a
stroke.
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

CARE PLANS

See also discharge planning
RCP — section 3.11 (goal
setting — implies there is a
care plan)

SIGN —section 5.2.1

New Zealand — section 1.3.1
Australian — section 1.3.1.
Dutch —section C 1.1
Canadian — sections 4.3
(advance care planning,
palliative and end-of-life care)
and section 6.3
(interprofessional

Were sections from other
guidelines evidence based or
consensus based

RCP — Consensus

SIGN — Consensus

Australian / New Zealand —
Consensus (some studies with
non-conclusive results are
mentioned in the research
summary)

Dutch — unclear since only a
bullet point statement is made

Canadian- care plans —
narratives or consensus -level C
evidence.

Veterans- unclear consensus?

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

RCP — See goal setting

SIGN — multidisciplinary team meeting at least
once a week

Australian / New Zealand — Mainly described as
part of discharge planning

Dutch — formulation of an interdisciplinary care
plan as used in stroke units.

Canadian - teams should conduct formal
interprofessional meeting at least once a week
to plan and monitor patient care.
comprehensive individualised rehabilitation
plans to be developed.

care management plans to include pre-
discharge needs assessment.

careplan to cover medical, rehab, psychosocial

Statements drafted for the Delphi process

Rehabilitation care plans should be
individualised and contain the following
minimum information which can be shared in
written form with the person who has had a
stroke:

Diagnosis and relevant medical information
Person focused rehabilitation goals
Assessment data or outcome results

Key contact from the stroke rehabilitation team
List of current medications

Discharge planning information

Consent and signature(family member or carer if
person is not able to sign)
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline
communication)

Were sections from other
guidelines evidence based or
consensus based

Veterans (American) — section
7.1

GOAL SETTING RCP — Consensus, partially
based on two papers by Diane’s
research group and other

studies more generally goal

RCP Section 3.11 and section

6.2:
o | ssidiing setting related
. . SIGN — based on RCP guidance
Evaluating and stopping )
SR Australian / New Zealand — Two

consensus recommendations,
one recommendation from the
STUC Cochrane and one
evidence level C.

SIGN — section 3.3.1 (part of
multidisciplinary care)
New Zealand — section 1.7

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

and functional needs available to all involved in
patient’s care.

Veterans —

provide information to patient/carer to enable
informed decision making.

provides content of care plans.

document plans and involve family/carers in
planning

RCP — During the goal setting process: every
patient should have their wishes and
expectations established and acknowledged;

Participate in the goal setting process;

Be given help to understand the nature of goal
setting;

What goals should be like:

meaningful and relevant;

challenging but achievable;

both short and long-term targets;

Statements drafted for the Delphi process

Rehabilitation care plans should be formally
reviewed by the multidisciplinary team at least
once a week

If appropriate people receiving stroke
rehabilitation and their carers could be invited
to all care plan reviews.

A family meeting involving the stroke
rehabilitation team, person who has had a
stroke and their family/carer should be
conducted when there is a significant change or
a point in time requiring review of the
rehabilitation plan and care provision.

Patients and carers should be involved and
actively participating in the development of care
plans.

For this section most, but possibly not all,
recommendations might come from the
systematic review.

Further statements may include:

Both profession specific as well as joint stroke
team goals should be patient focused.

Patients / carers should be encouraged to be
actively involved in the goal setting and
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

Australian — section 1.7

Dutch — C 1.1 mentions care
plans which suggests that
goals are set - not directly
stated.

Canadian — 6.3
recommendation Il.

Veterans (American) — not
directly stated, but section 7.1
implies that assessment
should be documented which
suggests goals will be set.

Were sections from other
guidelines evidence based or
consensus based

Dutch — unclear since only a
bullet point statement is made

Canadian — observational - level
B evidence

Veterans — unclear. AHCPR and
consensus

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

include single clinicians and team;

documented with specified time targets and
measureable outcomes;

involve family if possible;
used to guide therapy and treatment

Patients should have their progress measured
against goals at regular intervals (e.g. goal
attainment scaling)

When a patient’s goal is not achieved, the
reason(s) should be established and:

goal should be adjusted or
intervention should be adjusted or

no further intervention should be given
towards the goal

SIGN — Goals developed during team meetings
and then discussed in ‘family conferences’
between the patient and multidisciplinary team
where goals should be discussed with the
patient and family / carers.

Australian / New Zealand — patients and carers
should have their wishes established and
acknowledged. They should have the
opportunity to participate in the process of goal
setting. Goals should be set collaboratively and
they should be prescribed, specific and
challenging. Stroke survivors should be offered
training in self management.

Dutch — not specifically described

Canadian — consider patient and carer

Statements drafted for the Delphi process
reviewing process.

A weekly review of goals should be conducted.

The reasons for unattained goals need to be
documented and if appropriate goals could be
re-assessed.

The wishes and expectations of the person who
has had a stroke and their carer should be
established and considered in the goal setting
process.

Please indicate two of the most important
criteria for goals:

meaningful and relevant;
challenging but achievable;

both short and long-term targets;
include single clinicians and team;

documented with specified time targets and
measureable outcomes;

involve family if possible;
used to guide therapy and treatment
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

TRANSFER OF
CARE/DISCHARGE PLANS

RCP - Section 3.6 and 3.7
SIGN — chapter 5

New Zealand — section 1.3
Australian — section 1.3
Dutch — not in scope
Canadian — section 6.4

Veterans (American) — section
7.6 and 8 Annotation K.
(discharge patients from
rehabilitation)

Were sections from other
guidelines evidence based or
consensus based

RCP — section 3.6 consensus;
section 3.7 mainly consensus
papers on early supported
discharge, one paper that looks
relevant (ordered)

SIGN — mixture consensus,
extrapolated evidence and the
early supported discharge
Cochrane. Home based care
(DOMINO trial and Bradford
Community stroke trial,
involvement of GP based on

consensus and level D evidence.

Australian / New Zealand —
Consensus and level C-D
evidence

Canadian — section on
transitions in care-
observational/consensus level
B-C evidence.

Veterans — transfer to
community — consensus,
Discharge plans - consensus

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

preferences and goals

Veterans — rehab should be guided by goals
developed with team, patient and family.

RCP — hospitals should have a locally negotiated
protocol detailing: preparation for patients and
carers; that GPs, primary healthcare teams and
social services are all informed; the availability
of equipment and support services; that
continuing specialist services are available
without delay; the provision of information to
patients and carers;

patients discharged who remain dependent
should be offered transition package; home
environment should be assessed; there should
be continuing involvement by the specialist
stroke service; carers should be trained;
patients should continue to have access to
specialist stroke services after leaving hospital
and know how to contact them.

SIGN — prior to discharge there should be a
home visit; discharge documents should be
sent to all relevant agencies; early supported
discharge for patients with mild/moderate
stroke; access to specialist therapy based
rehabilitation services

Australian / New Zealand — prior to discharge

patients should be assessed to see whether a
home visit is needed.

Statements drafted for the Delphi process

Each patient should have a documented
discharge plan which has been discussed with
the person who has had a stroke and their
carer/s prior to discharge, including discharges
to residential settings.

During their stroke rehabilitation, people who
remain dependent should be offered an
enabling package of care.

Prior to discharge carers/family members should
be trained in meaningfully assisting the stroke
survivor in their activities of daily living to feel
empowered about the relevant rehabilitation
needs of the person who has had a stroke.

Seamless transfer of care requires open
communication channels that are free of
barriers in terms of advance notice and timely
exchange of information that is free from
repetition and needless paperwork so as not to
hold up discharge from one location to another.

177



Stroke Rehabilitation - Appendices
Delphi Methodology Report

Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

Were sections from other
guidelines evidence based or
consensus based

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

Before discharge the hospital should ensure:

Patients and families have the opportunity to
identify and discuss their post-discharge needs

General practitioners, primary health care
teams and community services are informed

All medication, equipment and support services
are organised

Any continuing specialist treatment is organised

A documented post-discharge care plan is
developed in collaboration with the patient and
family and a copy provided to them.

A locally developed protocol may assist in the
implementation of a safe discharge process.

A discharge planner may be used to coordinate
a comprehensive discharge plan.

Relevant members of the multidisciplinary
team should provide specific and tailored
training for carers / family before discharge.

After hospital discharge: patients should have
access to a multidisciplinary community
rehabilitation team. Rehabilitation in the home
setting should be offered. Education by trained
staff should be offered to patients / carers. A
case management model and be used after
discharge. A member of the stroke team should
review the stroke survivor in first 3 mths, then
again at 6 and 12 mths after discharge. Contact
information for the specialist stroke service
should be provided.

Statements drafted for the Delphi process

There should be a post-discharge planning
meeting coordinated by the rehabilitation team
that is providing care for the person who has
had a stroke together with their family and
carers.

Local health care providers should have a
protocol to ensure a safe discharge process.

Ways of accessing multidisciplinary services
need to be outlined to persons who had a stroke
and their families/carers and should be included
in written form on their joint careplan.

Review intervals need to be specified and
negotiated with the person who has had a
stroke in regards to their long term
rehabilitation needs.

An access visit (when ongoing needs have been
determined) should be scheduled for persons
who have had a stroke to assess suitability for
rehabilitation or discharge to their home
environment depending on their health and
social needs.

Following the access visit a home visit may be
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Long term rehabilitation: Stroke survivors indicated if the individual needs to be assessed
should be reviewed annually. Those with within their home environment.

residual impairments should receive therapy to

set new goals. Stroke survivors with confirmed

difficulties should have a documented

management plan. Should be encourage to

participate in long-term exercise programs.

Canadian —

support for patients, carers and families in
transition between care environments.

initiate asap after admission.
involve patient and carers.

should include needs assessment, caregiver
training, family and team meetings etc
activities.

discharge plans should include action plans,
follow-up care and goals — medication,
interventions and roles and responsibilities of
care provider and caregiver.

Veterans —transition to community —
assessment of ADL and mobility, preparation of
family and carers, information on community
services/resources provided

discharge- discharge plan complete and all
necessary equipment training provided to
family/carers before discharge.

psychosocial needs of family members

179



Stroke Rehabilitation - Appendices

Delphi Methodology Report

Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

INTERFACE WITH SOCIAL
CARE

RCP — not directly mentioned
SIGN - role of the social
worker?

New Zealand — not explicitly
stated

Australian — not specifically
described

Dutch — not in scope
Canadian — not described

Veterans (American) —
sections 7.6 and 7.7 (‘transfer
to community living’ and
‘function / social support’ -
mention case management
and health and social services
professionals)

LONG TERM HEALTH AND
SOCIAL SUPPORT

RCP — chapter 7 long term

Were sections from other
guidelines evidence based or
consensus based

SIGN - level 4 evidence relating
to multidisciplinary care and
planning of discharge

RCP — consensus
SIGN — Therapy-based

rehabilitation services for stroke

patients at home. Cochrane

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

provided for.

RCP —patients whose situation changes should
be offered further assessment; patients with
residual impairments should be offered a
formal review (at least every 6 mths); further
therapy only given if clear goal identified;

Statements drafted for the Delphi process

The role of social care should be clearly stated
and documented within the care plan.

Where appropriate social workers should be
involved together with the stroke rehabilitation
team in the assessment of post hospital social
needs.

People who have had a stroke may need
specialist social care provision specific to their
individual and personal health and well being
needs.

There is a need for greater and more timely
involvement of social services in the transfer
from hospital to primary / community care.

The coordination between health and social care
should be improved, documented and
communicated across the relevant settings to
facilitate the transitional process for admission /
return to care or nursing home.

A formal review, that is formally reported and/or
coordinated or conducted with the stroke
survivor’s GP, should take place at least:

Once every 6 months
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

management after recovery

SIGN — sections 5.5, 5.6 and
5.7

New Zealand — Chapter 8
Australian — Chapter 8
Dutch — not in scope
Canadian — section 6.6

Veterans (American) —
Chapter / section 17 (family /
community support)

Were sections from other
guidelines evidence based or
consensus based

Australian / New Zealand —
Generally based on Consensus
and level C evidence. The issue
of return to leisure activities
was based on a systematic
review and RCT.

Canadian —rehab services
stroke patients at home —
cochrane

Veterans — assessment of
progress consensus; long term
management - consensus

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

encourage social activities and facilitate social
participation; identify emotional needs of
patients and carers; ensure that patients and
carers can access support and advice; patients
in nursing homes should be able to receive
assessment and treatment from specialist
stroke rehab services; staff in nursing homes
should be familiar with the common clinical
features of stroke. There is a whole section of
recommendations concerned with carers’
needs

SIGN - stroke patients in the community should
have access to specialist therapy-based
rehabilitation services with self-referral for
stroke therapy services to be considered.

Return to work should be reviewed early in the
rehabilitation pathways.

There are several recommendations about
driving after stroke (must not drive for at least
one month, patients with activity limitations
must inform DVLA, clinicians should be vigilant
about possible executive function impairments,
if in doubt refer to disabled drivers assessment
centre)

The GP’s at the time of discharge into
community:

The GPs and community staff should receive
adequate information

Medication changes need to be outlined

Statements drafted for the Delphi process
Once every 12 months

No specified time — arranged according to
individual needs.

Should there be an identified need to re-access

stroke rehabilitation services and self re-referral
is not possible, then the GP should be the point

of contact to facilitate re-referral.

The person who had stroke should be given
information about driving post stroke and how
to contact the DVLA.

Opportunities to discuss issues around sexual
function should be provided.

Focus on life after stroke should include, if
appropriate, sharing of information and
discussion about community access,
participation in meaningful and person focused
community activities and roles which may or
may not be specific to stroke.

An occupational therapist should be keyworking
for the person who had a stroke to discuss
return to work and vocational rehabilitation.

Self-management and training needs, form part
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The patient’s physical and emotional wellbeing  of the long term health plan.
needs to be monitored.

Secondary prevention and lifestyle factors to be
monitored

Pain to be assessed.
Australian / New Zealand — Self-management:

patients should be supported to access self-
management programs.

Stroke specific programs for self-management
programs should be provided for those who
need more specialist programs.

A collaboratively developed self-management
care plan can be used to optimise skills
Driving:

Patients should be asked whether they intend
to drive

Patients who wish to drive should be assessed
should be advised on where they can access
information and that they have to report their
condition to license authorities and insurance.
Should not drive for a months (patients with
TIA two wks) and if necessary be assessed

If deemed medically fit but required for further
testing patient should be referred to
occupational therapy driving assessment.
Return to work: Targeted occupational therapy
programs can be used to increase participation
in leisure activities
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Patients wishing to return to work should be
offered assessment and assistance

Sexuality: stroke survivors and partners should
be offered

The opportunity to discuss issues relating to
sexuality with an appropriate health
professional

Written information addressing issues relating
to sexuality post stroke

Any intervention (related to sexuality) should
address psychological aspects as well as
physical function.

Peer support: stroke survivors and family /
carers should be given information about
availability and potential benefits of local stroke
support groups and other sources for peer
support.

Carer support:

Carers should be provided with tailored
information and support during all stages of the
recovery process

Where it is the wish of the patient the carer
should be actively involved in the recovery
process (assistance with goal setting, therapy
sessions, discharge planning and long-term
activities)

Carers should be offered support services after
the stroke survivors return to the community
(problem solving or educational counselling
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cross refer to neuropathic
pain GL

SHOULDER PAIN

RCP — section 6.22
SIGN —sections 4.12

RCP — Three consensus
recommendations, two based
on SR Ada et al 2002 for FES
with additional RCT trials by
Griffin et al 2006, Hanger et al
2000 and Kalita et al 2006

SIGN — Prevention based on RCT
evidence, SR (hemiplegic

approach)

Assistance should be provided for family /
carers to manage stroke survivors who have
behavioural problems

Canadian-

Psychological and social support reviewed
regularly.

Continued access to appropriate therapy if
difficulty with ADL to improve/prevent
deterioration

declining activity or mobility at 6 mo assess for
targeted rehab.

veterans — re-evaluate progress during rehab.
Review psychosocial and community
integration needs, assess when/if further rehab
needed.

post-discharge telephone followup, patient info
on access to community resources, ongoing
monitoring and secondary prevention
strategies employed.

RCP — prevention of pain by handling the weak
arm correctly; avoiding arm slings; correct
positioning of arm. Every patient should be
assessed for shoulder pain. Patients should be
offered simple analgesia. When experiencing
more severe pain the following should be
considered: high-intensity transcutaneous
nerve stimulation; shoulder strapping; FES.

The person who has had a stroke should be
assessed for shoulder pain.

Initial treatment for shoulder pain should be
analgesics.
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

(prevention) and section 4.13
(management)

Australian / New Zealand —
section 7.6.1

Dutch — mentioned in F13
Veterans section 2.6
pain

SPEECH AND LANGUAGE
THERAPIES

Were sections from other
guidelines evidence based or
consensus based

patients) related to
biofeedback, Cochrane review
on strapping, FES (Ada et al
2002) NMES individual RCT,
Botox small N RCTs, steroid
injections small N RCT and time
series study without control
group

Australian / New Zealand —
Consensus and level B/C
evidence

Dutch — SR (hemiplegic
patients) on glenhumeral
subluxation

Canadian — assessment,
prevention and management of
shoulder pain. SR for FES (Ada
Foongchomcheay 2002),
mobilisation techniques -
observational study

veterans — FES for shoulder pain
RCT (Price & pandyan 2001;Van
Peppen 2004)

RCP - Aphasia based on a
mixture of consensus and

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

Patients should not be offered shoulder
supports and slings or intr-articular steroid
injections.

SIGN — Not recommended:

shoulder strapping

intra-articular steroids without inflammatory
disorders

Due to the complex nature of shoulder pain an
algorithm should be considered (example
algorithm for post-stroke shoulder pain
provided in an appendix)

Australian / New Zealand — Management may
include: Strapping and education of staff, carers
people with stroke about prevention of trauma.

For patients who develop shoulder pain
management should be based on interventions
for acute musculoskeletal pain. Do not use:
corticosteroid injections

ultrasound

Dutch — mention neuromuscular stimulation to
improve motion, but state that it does not lead
to a decrease in pain.

Canadian —joint protection strategies, FES,
stretching and mobilisation, botox recs.
veterans — monitor shoulder mobility manage
subluxation and pain using FES

RCP — Aphasia: Any patient with left
hemisphere damage should be screened for

Statements drafted for the Delphi process

Shoulder supports or slings are not effective in
managing shoulder pain.

High-intensity transcutaneous nerve stimulation
or FES can be effective in relieving shoulder pain.

Arm slings should be avoided in the treatment
for shoulder pain.

There is a need for an algorithm to assess and
treat shoulder pain.

Generally:
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

RCP - sections 6.36 (aphasia),
6.37 (dysarthria) and 6.38
(apraxia of speech)

SIGN — section 4.6

New Zealand — section 6.5
(aphasia 6.5.1; dyspraxia of
speech 6.5.2 and dysarthria
6.5.3)

Australian — section 6.5
(aphasia 6.5.1; dyspraxia of
speech 6.5.2 and dysarthria
6.5.3)

Dutch — not in scope
Canadian — not addressed

Veterans (American) — section
4.2 (assessment of
communication impairments)
and section 12
Communication (dysarthria
and aphasia — apraxia of
speech not mentioned)

Were sections from other
guidelines evidence based or
consensus based

evidence; Dysarthria on
consensus one review article
and 2 non-specific treatment
reviews, Apraxia based on
consensus only

SIGN — expert opinion
Australian / New Zealand —
Cochranes and SRs as well as
consensus recommendations
for aphasia, dyspraxia of speech
based on consensus and level D
evidence, dysarthria based on
consensus and level D evidence
veterans — Cochrane & SRs for
aphasia

1 SR apraxia, 1 SR dysarthria
(Wambaugh 2006 Yorkston
2007), assessment of
communication impairments —
consensus, level Il unclear.

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

aphasia using formal screening tools; patients
found to have aphasia should be formally
assessed by an SLT; the SLT should:

explain the nature of the impairment to
patient, family and treating team

establish method of communication and inform
/ train family and treating team

re-assess nature and severity at appropriate
intervals

Patients with aphasia persisting for >2 wks
should:

be given treatment aimed at reducing identified
specific language impairments

be considered for early intensive (2-8 hrs/wk)
SL therapy

be assessed for alternative means of
communication (gesture, drawing, writing, use
of communication aids)

While patient has difficulties with
communication:

all people interacting regularly with patient
should be taught

the patient’s mood should be assessed
Patients with aphasia persisting for >6 mths
should:

should be considered for and referred for a
further episode of specific treatment (if
appropriate)

Statements drafted for the Delphi process

For all patients with speech and language
impairments the SLT needs to explain and
discuss impairment with
patient/family/carers/treatment team and teach
strategies.

The persons with speech and language
impairments should be assessed for alternative
means of communication (gesture, drawing,
writing, use of communication aids).

The Impact of speech and language impairments
on other aspects of life should be assessed and
possible environmental barriers should be
addressed, jointly with the occupational
therapist if appropriate.

Aphasia (this will be covered by another new
review — and therefore recommendations will be
discussed when evidence is presented to the
GDG)

Dysarthria:
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

Were sections from other
guidelines evidence based or
consensus based

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

have their and their families need for social
support assessed formally.

Dysarthria: Any patient with unclear /
unintelligible speech should be assessed by an
SLT to determine nature and cause.

Any patient with severe dysarthria should:

be taught techniques to improve clarity of
speech

be assessed for compensatory techniques
(letter board, communication aids)

The communication partner should be taught
how to assist communication.

Apraxia of speech: Any patient with difficulty
articulating words should be formally assessed.
Any patient with severe articulation difficulties
but reasonable cognition and language function
should be assessed for and provided with
alternative or augmentative communication
aids.

SIGN — Aphasia: Patients should be referred to
SL therapy with a minimum of 2 hrs/wk.
Treatments for aphasia require a minimum of 6
mths treatment. Referral to volunteer stroke
services should be considered.

Dysarthria: Patients should be referred to SL
therapy services for assessment and
management.

Apraxia of speech: No recommendation.
Australian / New Zealand — Aphasia: All patients

Statements drafted for the Delphi process
Interventions for persons with dysarthria post
stroke may include:

Biofeedback or voice amplifier

Intense therapy to increase loudness

Oral muscular exercises

Not enough evidence to make any statement

with regards to the use of a particular type of
intervention

Apraxia of speech:

Any patient with severe articulation difficulties
but reasonable cognition and language function
should be assessed for and provided with
alternative or augmentative communication
aids.

Interventions for persons with apraxia of speech
post stroke may include:

integral stimulation approach, visual cueing, and
articulatory placement cueing

principles of motor learning to structure practice
sessions

PROMPT therapy (which stands for: Prompts for
Restructuring Oral and Muscular Phonetic
Targets)

Not enough evidence to make any statement
with regards to the use of a particular type of
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should be screened with valid and reliable tool.  intervention
Those with suspected aphasia should be

assessed by a specialist clinician. For a patient

with aphasia the clinician should:

document provisional diagnosis

explain and discuss impairment with
patient/family/carers/treatment team and
teach strategies

in collaboration with patient identify goals and
develop a tailored intervention plan. Goals and
plans should be reviewed regularly

Alternative means of communication (gesture,
drawing, writing, use of communication aids)
should be used if necessary

All written information should be available in
an aphasia friendly format.

Individually tailored treatment can include:

treatment of aspects of language following
models derived from cognitive
neuropsychology

constraint-induced language therapy

use of gesture

supported conversation techniques
therapy programs delivered via computer

Group therapy and conversation groups can be
used and should be used if aphasia persists.

People with chronic aphasia should have their
mood monitored.
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Environmental barriers facing people with
aphasia should be addressed (negative
attitudes, aphasia friendly information,
consideration of cultural background)

Impact of aphasia on other aspects of life
should be assessed.

Not recommended: Use of piracetam

Dyspraxia of speech: Patients should be
comprehensively assessed. Interventions
should be individually tailored and can
incorporate:

integral stimulation approach, visual cueing,
and articulatory placement cueing

principles of motor learning to structure
practice sessions

PROMPT therapy (which stands for: Prompts
for Restructuring Oral and Muscular Phonetic
Targets)

Augmentative or alternative communication
modalities should be used.

Dysarthria: Patients should be assessed to
determine nature and cause.

Interventions can include:
Biofeedback or voice amplifier

Intense therapy to increase loudness (e.g. Lee
Silverman voice treatment)

Oral muscular exercises
People with severe dysarthria should be
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Sections from other
guidelines that are relevant
to areas need addressing for
this guideline

diplopia other visual
impairments

Were sections from other
guidelines evidence based or
consensus based

Veterans — studies small and
nonrandomised, majority of
evidence in brain injury

SIGN — section 4.5 visual
problems — cohort study —

assessment of visual problems.

Limited poor quality evidence
for visual scanning
/compensatory techniques for
visual field defects.

section 6.9 (orthoptic care)
mentions diplopia and use of
prisms occlusion, orthoptic
exercises or

compensatory head postures

New Zealand / Australian —
diplopia mentioned in 6.2.4
(vision impairments) eye
patching mentioned

Recommendations from other guidelines that
were used by the expert consultants to draft
the Delphi statements

assessed for alternative or augmentative
communication devices.

Veterans- dysarthia compensatory treatment
prosthesis, writing, gesturing, augmentative
communication devices

general assessment — carry out assessment
use, standardised testing procedures

Veterans (American) — section 14.2 consider
scanning training, visual field stimulation,
prisms eye exercises as restorative strategies

prisms or patching as compensatory strategies

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

Patients with disorders of eye movements
should be referred for orthoptic assessment
and

should receive appropriate advice or
interventions from appropriately trained
specialists

Statements drafted for the Delphi process

Already have recommendations for hemianopia

All patients with impaired acuity, double vision
or a visual field defect following a stroke
requires a formal ophthalmology assessment

Patients with persisting double vision after
stroke require a formal orthoptic assessment

Patients with ongoing visual symptoms should
be provided with information on compensatory
strategies from ophthalmology, orthoptic and
occupational therapy services

Patients should be provided with contact details
for the RNIB or Stroke Association for further
information on visual impairments after stroke.
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A review by Khan et al. (stroke
and visual rehabilitation 2008)
mentions prisms and patching
for diplopia

prisms for heminaopia — RCT,
Rossi

computer based training of
stimulus detection study RCT
Kasten (brain injury including
stroke)

RCP — from consensus and
systematic review - Riggs 2007
for compensatory strategies

People with stroke who report or appear to
have difficulties with vision and/or perception
should be screened using specific assessment
instruments, and if a deficit is found, referred
on for comprehensive assessment by relevant
health practitioners.

15-diopter Fresnel prism glasses can be used to
improve visual function in people with
homonymous hemianopia but there is no
evidence of benefit in activities of daily living
(Rossi et al, 1990).

Computer-based visual restitution training can
be used to improve visual function in people

with visual field deficits (Kasten et al, 1998).

Every patient should have:

e practical assessment of visual acuity wearing
their appropriate glasses, checking their

ability to see newspaper text and distant

Assessment and Information for registering as
sight impaired or severely sight impaired should
be provided by referral to an opthalmologist
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objects clearly

Any patient who has a visual field deficit should
be informed and, if a car driver, should

specifically be informed about the
consequences for driving (see 6.48).

C Any patient whose visual field defect causes
practical problems should be taught

compensatory techniques.

D Treatment for hemianopia using prisms
should only be provided if:

¢ the treatment is supervised by someone with
expertise in this treatment

e the effects are evaluated

¢ the patient is aware that it may not have any
benefit for them.

PATIENT INFORMATION NOT COVERED WITHIN THE DELPHI PROCESS
NEEDS

cross refer patient exp GL

SPASTICITY NOT COVERED WITHIN THE DELPHI PROCESS

cross refer to spasticity in
child GL and

make general rec for
assessment by specialist

NUTRITION AND DIET NOT COVERED WITHIN THE DELPHI PROCESS
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INCONTINENCE NOT COVERED WITHIN THE DELPHI PROCESS

cross refer to nutrition GL

cross refer to incontinence
due to neurological disorder
GL and faecal incontinence GL

MOOD NOT COVERED WITHIN THE DELPHI PROCESS

cross refer to depression in
adults, depression with a
chronic illness, anxiety GLs
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F.12 Delphi Methodology Appendix 3

Round 1

Comments from round 1
were used to revise and
refine the entire set of
Delphi statements as is I
done in the usual piloting
process of survey design.
The new survey (round 2)
was then sent out to the
whole panel of 164 experts.

Delphi Round 3
Number of Invitees:

103

Response from:
85
(82.5% of previous
round’s participants)

Delphi Round 4 10 Non Responses
Number of Invitees:

85

11.7%

Response from:
75
(88.2% of previous
round’s participants)

Round 2

18 Non responses

17.4%
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Round 3 Questions and Results

Round 4 Questions and Results

A core stroke rehabilitation team should comprise of membership from the
following disciplines/roles:

%

Consensus achieved in last round.

Answer Options S Agree Disagree S'frongly Response Strongly
Agree Disagree Count
Agree
Consultant
neurology/stroke 81 17 2 0 100 81.00%
medicine
Nursing 90 11 0 0 101 89.11%
Physiotherapy 100 0 0 101 99.01%
Occupational therapy 100 0 0 101 99.01%
speech and Language 99 1 0 0 100 99.00%
Therapy
Nutrition/Dietetics 63 33 2 0 98 64.29%
Clinical/Neuro psychology 74 26 0 0 100 74.00%
Rehabilitation assistant 73 26 1 1 101 72.28%
Social work 71 28 0 0 99 71.72%
Pharmacy 33 51 11 0 95 34.74%
Other: 28
answered question 101
skipped question 2
One member of the multi-disciplinary stroke rehabilitation team should be tasked A member of the multi-disciplinary stroke rehabilitation team should be tasked with Last round statement and results: A member of the multi-disciplinary stroke
with coordination and steering of the rehabilitation of the person who has had a coordination and steering (e.g. communication, family liaison and goal planning) of rehabilitation team should be tasked with coordination and steering (e.g.
stroke for all stages of the care pathway. the rehabilitation of the person who has had a stroke for all stages of the care communication, family liaison and goal planning) of the rehabilitation of the
Answer Options Response Response pathway. rs)ir;;n X/ho h.as hasj a sFroke fc.)r allostages of the. care pfath\/\:ay. (St.rongly agree:
D T . Response Response .8%, Agree: 41.2%, Disagree: 5.9%, Strongly Disagree: 1.2%) Edited
Answer Options Percent Count statement: A member of the multi-disciplinary stroke rehabilitation team
Strongly agree 54.0% 54 should be tasked with coordination and steering (e.g. communication, family
Agree 35.0% 35 Strongly agree 51.8% 44 liaison and goal planning) of the rehabilitation of the person who has had a
Disagree 11.0% 11 Agree 41.2% 35 stroke at each stage of the care pathway.
Strongly disagree 0.0% 0 Disagree 5.9% A Obti Response Response
Please list what you consider the core activities of the co-ordinator 61 Strongly disagree 1.2% nswer Options Percent Count
role: . rP(I:Iaj.se list what you consider the core activities of the co-ordinator 48 S aes 62.5% 45
answered question 100 : ' e 30.6% 22
skipped question 3 answered question 85 ;
. . Disagree 6.9% 5
skipped question 0
Strongly disagree 0.0%
Please list what you consider the core activities of the co- 34
ordinator role:
answered question 72
skipped question 1

People who have had a stroke should have a full neurological assessment including
cognition, vision, hearing, power, sensation and balance.

. Response Response
Answer Options Pefcent C(?unt
Strongly Agree 69.0% 58
Agree 27.4% 23
Disagree 3.6% 3
Strongly Disagree 0.0%
Other (please specify) 19
answered question 84
skipped question 1

Consensus achieved in previous round.
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The person who has had a stroke is a member of the stroke rehabilitation team.

. Response
Answer Options Percent
Strongly Agree 65.0%
Agree 20.0%
Disagree 12.0%
Strongly Disagree 3.0%

Comment:
answered question
skipped question

Response
Count

65
20
12
3
26

100

The person who has had a stroke is a member of the stroke rehabilitation team.

. Response Response
Answer Options P P

Last round statement and results: The person who has had a stroke is a member
of the stroke rehabilitation team. (Strongly agree: 52.4%, Agree: 35.7%,
Disagree: 7.1%, Strongly Disagree: 4.8%) The person who has had a stroke is
integrated in the stroke rehabilitation team.

Percent Count
Strongly Agree 52.4% 44
Agree 35.7% 30
Disagree 7.1% 6
Strongly Disagree 4.8% 4
Comment: 29
answered question 84
skipped question 1

. Response Response

Answer Options Pefcent C(?unt

Strongly Agree 62.9% 44

Agree 24.3% 17

Disagree 7.1% 5

Strongly Disagree 5.7%

Comment: 24
answered question 70

skipped question 3

After admission to hospital the person who has had a stroke should have the

following assessed as soon as possible:

%

Answer Options Elenely Agree Disagree Sfrongly Response Strongly
agree disagree Count Agree
Positioning 82 17 0 1 100 82.00%
Seating 64 33 3 0 100 64.00%
Moving and handling 92 6 2 0 100 92.00%
Swallowing 94 5 0 0 99 94.95%
Transfers 78 18 2 0 98 79.59%
Pressure area risk 90 10 0 0 100 90.00%
Continence 86 13 0 0 g0 86.87%
Mental capacity 61 35 3 1 100 61.00%
Communication 80 20 0 0 100 80.00%
Nutritional status 77 21 1 0 99 77.78%
Sensory registration 57 38 2 1 98 58.16%
Other (please specify) 34
answered question 100
skipped question 3

Consensus achieved in last round.

In order to inform and direct further assessment, members of the MDT should
screen the person who has had a stroke for a range of impairments and disabilities.

. Response
Answer Options Percent
Strongly agree 81.0%
Agree 18.0%
Disagree 1.0%
Strongly disagree 0.0%

Other (please specify)
answered question
skipped question

Response
Count

81
18

1

100

Consensus achieved in last round.
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Do you agree with including the following screening tools:

Statement not included in further round as consensus unlikely to be achieved.

? Do you agree with including the following screening tools: o
. Strongl . Strongl Response
. Strongly . Strongly Response % Answer Options Agregey Agree  Disagree Disagrgez Copunt S
Answer Options Agree Disagree . Strongly Agree
Agree Disagree Count .
Agree Montreal Cognitive 15 39 4 1 59
National Institute of Assessment (MOCA) 25.42%
Health Stroke Scale/Score 41 44 1 2 88 Frenchay Aphasia Screening 14 a 4 0 62
(NIHSS) 46.59% Test (FAST) 22.58%
Modified Rankin Scale 27 44 13 3 87 31.03% Malnutrition Universal 29 36 3 0 68
Barthel Index 27 53 8 1 89 30.34% Screening Tool (MUST) 42.65%
Malnutrition Universal The Waterlow Pressure
Sereenig oo VST 45 33 4 0 82 54.88% score risk assessment tool 31 36 1 1 69
The Waterlow Score (pressure ulcers) 44.93%
(Pressure ulcer risk) 50 32 2 1 85 58.82% List any other screening tools you use: 40
List any other screening tools you use: 48 answered question 72
answered question 93 skipped question 13
skipped question 10
Consensus achieved in last round.
11
Stroke Rehabilitation Expert Delphi Survey Round 2
Comprehensive assessment takes into account:
%
Answer Options ST Agree Disagree SFroneg Response Strongly
agree disagree Count
Agree
Previous functional status 87 13 0 1 101 86.14%
Impairment of
psychological functioning 82 9 0 0 101 81.19%
impairment of
physiological body 82 19 0 0 101
functions and structures 81.19%
Activity limitations due to
stroke 8 16 0 0 101 84.16%
Participation restrictions
in life after stroke 76 24 1 0 101 75.25%
Environmental factors
(social, physical and 77 23 0 1 101
cultural) 76.24%
Personal factors including
patients beliefs and 80 20 1 0 101
values 79.21%
Other (please specify) 25
answered question 101
skipped question 2
Consensus achieved in previous round.
10 Do you agree with screening for the following:
Is there anything else you would screen for (for instance mood)? o
. Strongly . Strongly Response
Answer Options Agree Disagree . Strongly
ATEE S Reég;)::e agree disagree Count .
Mood 58 24 1 0 83 69.88%
' 83 Pain 57 26 0 0 83 68.67%
ansm./ered questl.on & Emotional well being 51 27 3 0 81 62.96%
B el 2l Other (please specify) 18
answered question 83
skipped question 2
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9 Routine collection and analysis of a range of measures should include, which three Consensus achieved in previous round.
12 Routine collection and analysis of a range of measures should include: N B .
A
. Strongly . Strongly Response % GUETLO L I 1 2 3 R?:::tse S
Answer Options Agree Disagree . Strongly Agree
agree CLELLD Count Agree National Institute of Health Stroke
40 9 5 54
National Institute of Scale/Score (NIHSS) 74.07%
Health Stroke Scale/Score 40 37 3 3 83 Modified Rankin Scale 10 10 8 28 35.71%
(NIHSS) 48.19% Barthel Index 17 21 11 49 34.69%
Rankin 31 40 10 4 85 36.47% Hospital Anxiety Depression Scale 5 13 20 38
Barthel Index 28 49 6 3 86 32.56% (HADS) 13.16%
Hospital Anxiety 28 39 14 2 33 Berg Balance Scale 3 9 5 17 17.65%
Depression Scale (HADS) 33.73% EQ5D 0 5 12 17 0.00%
Berg Balance Scale = = 20 z B 21.79% General Health Questionnaire (GHQ) 1 4 13 7.69%
EQ5D = = 16 7 U 22.08% Geriatric Depression Scale 0 4 2 6 0.00%
832§:$n:2?:zh(GHQ) 15 36 25 4 80 18.75% Others (please specify) ‘ 26
Geriatric Depression Scale 12 35 24 7 78 15.38% ansv!/ered quest:.on 7
Others (please specify) 40 skipped question 8
answered question 87
skipped question 16
14 Consensus achieved in last round.
Throughout the care pathway roles and responsibilities of the multi-disciplinary
stroke rehabilitation team services should be clearly outlined, documented and
communicated to the patient and their family.
. Response Response
Answer Options Percent Count
Strongly agree 72.7% 72
Agree 24.2% 24
Disagree 2.0%
Strongly disagree 1.0% 1
Comment: 18
answered question 99
skipped question 4
10
13 Data collection should be overseen by a National Body: Last round results: This statement remains unchanged: (Strongly agree: 53.1%,
Local and National data collection should be overseen by a national body. Agree: 39.5%, Disagree: 6.2%, Strongly Disagree: 1.2%) Data collection should be
. Response  Response Answer Options Rssfcc::fte Ri:scljol?:tse overseen by a National Body:
Answer Options Percent Count
Strongly Agree 53.1% 43 Answer Options Response Response
Strongly agree 60.8% 59 Agree 39.5% 32 Percent Count
Agree 34.0% 33 Disagree 6.2% 5 Strongly Agree 62.0% 44
Disagree 4.1% Strongly Disagree 1.2% Agree 32.4% 23
Strongly disagree 1.0% 1 Comment: 21 Disagree 4.2% 3
Comment: 27 answered question 81 Strongly Disagree 1.4% 1
answered question 97 skipped question 4 Comment: 16
skipped question 6 answered question 71
skipped question 2
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16 Consensus achieved in last round.
The impact of the stroke on the person's family, friends and/or carers should be
considered and if appropriate they can be referred for support.
. Response Response
Answer Options Percent Count
Strongly agree 78.0% 78
Agree 22.0% 22
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment: 13
answered question 100
skipped question 3
15 | Family members and/or carers should be informed of their rights for a carers needs Consensus achieved in last round.
assessment.
. Response Response
Answer Options Pefcent Cc?unt
Strongly agree 71.7% 71
Agree 28.3% 28
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment 11
answered question 99
skipped question 4
Consensus achieved in last round.
17 Documentation related to rehabilitation should be individualised, and contain

the following minimum information:

Strongly e

Strongly Response

%

Answer Options e Disagree e Count Strongly
Agree
Basic demographics
including contact details 93 5 1 0 99
and next of kin 93.94%
Diagnosis and relevant
medical information 9 2 1 0 9 96.97%
List of current
medications including 92 6 1 0 99
allergies 92.93%
Standardised screening
assess.ment.s.to |.nclude. 78 18 ) 1 99
those identified in earlier
questions 78.79%
Comprehensive
Standardised measures 60 29 1 3 3 64.52%
Person focused
rehabilitation goals 3 6 0 0 9 93.94%
Multidisciplinary progress
notes 78 20 0 0 98 79.59%
Key contact from the
stroke rehabilitation team
to co-ordinate health and 87 10 0 2 9
social care needs 87.88%
Discharge planning
information 8 13 1 0 9 85.86%
Joint health/social care
plans if developed s 21 2 0 98 76.53%
Follow up appointments 78 18 2 0 98 79.59%
Other (please specify) 17
answered question 99
skipped question 4
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Consensus achieved in last round.

18 1 Rehabilitation plans should be reviewed by the multidisciplinary team at least:
Rehabilitation plans should be reviewed by the multidisciplinary team at least:
o AR G5 TeTE Response Response
. Strongly ' Strongly Response Percent Count
Answer Options Agree Disagree . Strongly
agree disagree Count s Once per week 71.4% 55
Once per week 57 31 2 2 92 61.96% Once every two weeks 28.6% 22
Every two weeks 18 28 17 2 65 27.69% Comment: 34
Monthly 5 18 19 17 59 8.47% answered question 77
Comment: 41 skipped question 8
answered question 95
skipped question 8
12 |  people receiving stroke rehabilitation and/or their family/carers (with consent) should be Statement not included in further round as consensus unlikely to be achieved.
19 invited to rehabilitation plan reviews.
People rec.eiv.ing stroke reh’flbil'itation and/f)r their family/carers (with consent) . Respanse Respanse
should be invited to rehabilitation plan reviews. Answer Options Percent Count
Strongly agree 52.4% 44
Answer Options Response  Response Agree 44.0% 37
Percent Count
Disagree 2.4% 2
Strongly agree 59.6% 59 Strongly disagree 1.2%
Agree 38.4% 38 Comment: 26
Disagree 2 z answered question 84
Strongly disagree 0.0% skipped question 1
Comment: 21
answered question 99
skipped question 4
13 Last round statement and results: A meeting involving the stroke rehabilitation
20 A meeting involving the stroke rehabilitation team, person who has had a stroke and their team, person who has had a stroke and their family/carer with the patient's
A meeting involving the stroke rehabilitation team, person who has had a stroke and family/carer with the patient's consent, should be conducted when there is a significant consent, should be conducted when there is a significant change, or when a
their family/carer with the patient's consent, should be conducted when there is a change , or when a plateau/potential is reached, and before discharge. plateau/potential is reached, and before discharge. (Strongly agree: 60.2%,
significant change or before discharge. . Response Response Agree: 33.7%, Disagree: 4.8%, Strongly Disagree: 1.2%) Edited statement:
Answer Options Percent Count When there is a significant change, or when a plateau/potential is reached, or
before discharge, a meeting involving the stroke rehabilitation team, with an
P O Response  Response Strongly agree 60.2% 50 invitation to the person and their family/carer, should be conducted to discuss
Percent Count Agree 33.7% 28 these points.
Strongly agree 67.7% 67 Disagree 4.8% . Response Response
. Answer Options
Agree 25.3% 25 Strongly disagree 1.2% 1 Percent Count
Disagree 4.0% 4 Comment: 24 Strongly agree 63.4% 45
Strongly disagree 3.0% 3 answered question 83 Agree 26.8% 19
Comment: 30 skipped question 2 Disagree 8.5%
answered question 99 Strongly disagree 1.4%
skipped question 4 Comment: 19
answered question 71
skipped question 2
Consensus achieved in last round.
21 In the development of rehabilitation plans, efforts should be made to encourage the
person who has had a stroke and carers to be involved and actively participate.
i G Response Response
Percent Count
Strongly agree 86.9% 86
Agree 13.1% 13
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment: 17
answered question 99
skipped question 4
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Consensus achieved in last round.

22 Both profession-specific as well as multi-disciplinary stroke teams' goals should be
person focused.
Answer Obtions Response Response
P Percent Count
Strongly agree 81.8% 81
Agree 16.2% 16
Disagree 1.0%
Strongly disagree 1.0%
Comment: 17
answered question 99
skipped question 4
. 15| Areview of goals of the person who has had a stroke should be conducted between the person Statement not included in further round as consensus unlikely to be achieved.
24 | Areview of goals of the person who has had a stroke should be conducted between and the multi-disciplinary team member delivering the intervention at the expected date of
the person and the multi-disciplinary team member delivering the intervention at completion.
the expected date of completion.
. Response Response
. Response Response Answer Options
Answer Options Percent Count Percent Count
Strongly agree 54.5% 54 Strongly agree 42.4% 36
Agree 39.4% 39 Agree 52.9% 45
Disagree 4.0% 4 Disagree 28 .
Strongly disagree 2.0% 2 Strongly disagree g
Comment: 14 Comment: 13
answered question 99 answered question 85
skipped question 4 skipped question 0
14 . . Statement not included in further round as consensus unlikely to be achieved.
23 . . Goals should have predicted dates for completion.
Goals should have predicted dates for completion.
e erepiions Response Response
i G Response Response Percent Count
Percent Count Strongly agree 36.5% 31
Strongly agree 49.0% 48 Agree 58.8% 50
Agree 43.9% 43 Disagree 3.5%
Disagree 5.1% Strongly disagree 1.2%
Strongly disagree 2.0% Comment: 19
Comment: 24 answered question 85
answered question 98 skipped question 0
skipped question 5
16 Statement not included in further round as consensus unlikely to be achieved.
Th f ttained Is and Is that have b d dtobed ted
25 The reasons for unattained goals and goals that have been reassessed need to be € reasons for unattalned goa's and goals that have been reassessed heed to be documented.
documented.
. Response Response
Answer Options
friEer Gt Response Response Percent Count
P t Count
ercen oun Strongly agree 56.5% o
Strongly agree 61.6% 61 Agree 40.0% 34
Agree 36.4% 36 Disagree 2.4% 2
Disagree 0.0% 0 Strongly disagree 1.2%
Strongly disagree 2.0% 2 Comment:
Comment: 11 answered question 85
answered question €L skipped question 0
skipped question 4
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17 Statement not included in further round as consensus unlikely to be achieved.
Patients should have a written copy of their goals.
. Response Response

Answer Options Pefcent C(?unt

Strongly Agree 52.4% 44

Agree 42.9% 36

Disagree 3.6% 3

Strongly Disagree 1.2%

Other (please specify) 17
answered question 84

skipped question 1

Consensus achieved in last round.

26 Efforts should be made to establish the wishes and expectations of the person who
has had a stroke and their carer/family.
e GG Response Response
Percent Count
Strongly agree 86.9% 86
Agree 12.1% 12
Disagree 1.0% 1
Strongly disagree 0.0%
Comment: 13
answered question 99
skipped question 4
27 Consensus achieved in last round.

The following criteria should be used when setting goals with the person who

has had a stroke:
Answer Options

Meaningful and relevant
Should be focused on
activities and
participation

Challenging but
achievable

Both short and long-term
targets

May involve one MDT
member or may be multi-
disciplinary

Documented with
specified time targets

Be measurable

Involve carer/family
where possible, with
consent of the person
who has had a stroke
Used to guide therapy
and treatment

Other (please specify)

Strongly e

agree

92

69

76

71

68

63
61

76

81

8

24

19

26

26

29
31

23

19

Disagree Sfrongly

disagree
0 0
6 0
4 1
2 1
2 1
5 2
6 2
0 1
0 0

answered question
skipped question

Response
Count

100

99

100

100

97

99
100

100

100

20
100

%
Strongly
Agree
92.00%
69.70%

76.00%

71.00%

70.10%

63.64%
61.00%

76.00%

81.00%
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Consensus achieved in last round.

28 Each patient should have a documented discharge report which has been discussed
with the person who has had a stroke and their carer/s prior to transfer of care,
including discharges to residential settings.
. Response Response
Answer Options Per")cent Cgunt
Strongly agree 75.5% 74
Agree 22.4% 22
Disagree 1.0% 1
Strongly disagree 1.0% 1
Comment: 14
answered question 98
skipped question 5
35 Local systems with open communication channels and timely exchange of Consensus achieved in last round.
information should be established to ensure that the person who has had a stroke is
able to transfer to their place of residence in a well timed manner.
i G Response Response
Percent Count
Strongly agree 71.7% 71
Agree 27.3% 27
Disagree 1.0% 1
Strongly disagree 0.0% 0
Comment: 10
answered question 99
skipped question 4
37 | Where the persons who have had a stroke are still making progress likely to lead to Consensus achieved in previous rounds
functional change, they should be offered a goal-focused enabling care package.
i G Response Response
Percent Count
Strongly agree 68.4% 67
Agree 26.5% 26
Disagree 2.0% 2
Strongly disagree 3.1% 3
Comment: 27
answered question 98
skipped question 5
. . . . 23 When a person with stroke leaves hospital, there should be a review of the discharge process 13
38 There should be a post-discharge review meeting with the person who has had a Last round results: This statement remains unchanged. (Strongly agree: 58.8%,

stroke together with their family and carers coordinated by the stroke rehabilitation

team that will be providing the care.

Answer Options

Strongly agree
Agree

Disagree
Strongly disagree
Comment:

Response
Percent
57.6%
35.4%
5.1%
2.0%

answered question
skipped question

Response
Count

57
35

22
99

with the person who has had a stroke together with their family and carers by a member of
the community stroke rehabilitation team. The aim of this review is to ensure that the
discharge plan was followed and carried out, that their current status and goals are
reviewed, and a continuing rehabilitation plan is devised.

. Response Response
Answer Options Per")cent C(funt
Strongly agree 58.8% 50
Agree 34.1% 29
Disagree 5.9% 5
Strongly disagree 1.2% 1
Comment: 16
answered question 85
skipped question 0

Agree: 34.1%, Disagree: 5.9%, Strongly Disagree: 1.2%) When a person with
stroke leaves hospital, there should be a review of the discharge process with the
person who has had a stroke together with their family and carers by a member
of the community stroke rehabilitation team. The aim of this review is to
ensure that the discharge plan was followed and carried out, that their current
status and goals are reviewed, and a continuing rehabilitation plan is devised.

Answer Options

Strongly agree
Agree

Disagree
Strongly disagree
Comment:

Response
Percent
56.9%
37.5%
4.2%
1.4%

answered question
skipped question

Response
Count
41
27
3
1
11
72

1
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29 | A discharge report (informing ongoing rehabilitation planning) should contain Consensus achieved in last round.
information about the following:
ol)
Answer Options Elenely Agree Disagree Sfrongly Response Stro/ngly
agree disagree Count B
Diagnosis and health
statgus 86 12 0 ! 9 86.87%
Mental capacity 69 26 3 1 99 69.70%
Functional abilities 86 13 0 0 99 86.87%
Positioning and posture 68 28 1 2 99 68.69%
Transfers and mobility 82 16 0 1 99 82.83%
Care needs for washing,
dressing, toileting and 82 15 0 2 99
feeding 82.83%
Psychological and
emotional needs 77 21 0 1 9 77.78%
The needs of famil
members and/or chers 2 22 = 2 2 65.66%
Medication needs 84 14 0 1 99 84.85%
Social circumstances 76 21 1 1 99 76.77%
Management of risk
including the needs of 74 23 0 2 99
vulnerable adults 74.75%
On going goals 75 21 0 2 98 76.53%
Ways of accessing
rehabilitation services 3 23 2 0 98 74.49%
Other (please specify) 31
answered question 99
skipped question 4
36 Consensus achieved in last round.
Local health and social care providers should have established standard operating
procedures to ensure a safe discharge process.
e G5 e Response Response
Percent Count
Strongly agree 74.0% 74
Agree 23.0% 23
Disagree 3.0% 3
Strongly disagree 0.0% 0
Comment: 11
answered question 100
skipped question 3
30 An access visit (without the person present) may be required to ascertain suitability 18 An access visit (without the person present) may be required to ascertain suitability of access Last round statement and results: An access visit (without the person present)

of access to, from and within the property in respect to the person's functional and
cognitive status.

Answer Options Response Response
Percent Count
Strongly agree 56.1% 55
Agree 42.9% 42
Disagree 0.0%
Strongly disagree 1.0% 1
Comment: 20
answered question 98
skipped question 5

to, from and within the property in respect to the person's functional and cognitive status.

. Response Response
Answer Options Per")cent C(?unt
Strongly agree 47.6% 40
Agree 50.0% 42
Disagree 1.2% 1
Strongly disagree 1.2% 1
Comment: 15
answered question 84
skipped question 1

may be required to ascertain suitability of access to, from and within the
property in respect to the person's functional and cognitive status. (Strongly
agree: 47.6%, Agree: 50.0%, Disagree: 1.2%, Strongly Disagree: 1.2%) Edited
statement: An access visit (without the person present) can ascertain suitability
of access to, from and within the property in respect to the person's functional,
cognitive status and managing risk.

. Response  Response
Answer Options Percent Count
Strongly agree 36.6% 26
Agree 53.5% 38
Disagree 7.0%
Strongly disagree 2.8%
Comment: 13
answered question 71
skipped question 2
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33 | A home visit may also be required to ascertain a person's potential for managing 19 | * A home visit may also be required to ascertain a person's potential for managing 9 Last round statement and results: A home visit may also be required to ascertain a
cognitive/functional impairment within a familiar environment. cognitive/functional impairment within a familiar environment. person's poential for managing cognitive/functional impairment within a familiar
environment. (Strongly agree: 57.1%, Agree: 40.5%, Disagree: 2.4%, Strongly
Answer Options Response Response Answer Options Response Response Disagree: 0.0%) Edited statement: A home visit can ascertain a person's potential
Percent Count Percent Count for managing risk and cognitive/functional impairment within a familiar
Strongly agree 67.7% 67 Strongly agree 57.1% 48 environment.
Agree 30.3% 30 Agree 40.5% 34 Answer Options Response  Response
Disagree 2.0% 2 Disagree 2.4% 2 Percent Count
Strongly disagree 0.0% Strongly disagree 0.0% Strongly agree 58.6% 41
Comment: 11 Comment: 13 Agree 40.0% 28
answered question 99 answered question 84 Disagree 1.4% 1
skipped question 4 skipped question 1 Strongly disagree 0.0%
Comment: 8
answered question 70
skipped question 3
Consensus achieved in previous rounds.
31 A home visit (with the person who has had a stroke present) may be required when
simulation of the home environment set up in the in-patient setting has been
inconclusive or there is an indication for further assessment.
. Response Response
Answer Options Percent Count
Strongly agree 69.8% 67
Agree 30.2% 29
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment: 14
answered question 96
skipped question 7
34 Both access and home visits are conducted and coordinated by an occupational 21 11 Last round statement and results: Both access and home visits are conducted and

therapist.

Answer Options Rs:fg:'te Reégj::e
Strongly agree 32.6% 31
Agree 53.7% 51
Disagree 12.6% 12
Strongly disagree 1.1% 1
Comment: 38

answered question 95

skipped question 8

Both access and home visits are conducted and coordinated by an occupational therapist.

Answer Options Rs:fg:ie
Strongly agree 27.7%
Agree 49.4%
Disagree 21.7%
Strongly disagree 1.2%
Comment:

answered question
skipped question

Response

Count

23
41
18
1
34

83

coordinated by an occupational therapist. (Strongly agree: 27.7%, Agree: 49.4%,
Disagree: 21.7%, Strongly Disagree: 1.2%) Edited statement: Both access and home
visits should be coordinated by an occupational therapist and if this is not possible
they should have clinical oversight from an occupational therapist.

Strongly agree 19.4% 14
Agree 62.5% 45
Disagree 15.3% 11
Strongly disagree 2.8% 2
Comment: 15
answered question 72
skipped question 1
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33 Both access and home visits can be used separately or sequentially to ascertain 20 Both access and home visits can be used separately or sequentially to ascertain suitability for 10 Last round statement and results: Both access and home visits can be used
suitability for rehabilitation and management of life after stroke within the specified rehabilitation and management of life after stroke within the specified home environment. spearately or sequentially to ascertain suitability for rehabilitation and
home environment. Response Response management of life after strok'e within the specified ho'me environment.. (Strongly
A _ Response Response Answer Options Per")cent P, agree: 51.8%, Agree: 45.8%,_ I_)lszfgree: 2.4%, St_rongly Disagree: 0.0%) Edlte_d_
nswer Options PerEai: Count statement: As part of rehabilitation care planning, both access and home visits can
Strongly agree 51.8% 43 be used separately or sequentially, to ascertain suitability for rehabilitation,
Strongly agree 56.6% 56 Agree 45.8% 38 management of risk and management of life after stroke within the person’s home
Agree 41.4% 41 e 2.4% 2 environment.
Disagree 1.0% S ey demees 0.0% 0 Answer Options Response  Response
Strongly disagree 1.0% Comment: 9 Percent Count
Comment: answered question 83 Strongly agree 52.1% 37
answered question 99 skipped question 2 Agree 40.8% 29
skipped question 4 Disagree 4.2%
Strongly disagree 2.8%
Comment: 11
answered question 71
skipped question 2
22 12
Where the persons who have had a stroke are still making progress likely to lead to functional Last round results: This statement remains unchanged. (Strongly agree: 57.1%,
change, they should be offered a goal-focused enabling care package. Agree: 39.3%, Disagree: 1.2%, Strongly Disagree: 2.4%) Where the persons who
have had a stroke are still making progress likely to lead to functional change, they
Answer Options Response Response should be offered a goal-focused enabling care package.
Percent Count
Strongly agree 57.1% 48 . Response  Response
e 39.3% 33 S TR Percent Count
Disagree 1.2% Strongly agree 56.9% 41
Strongly disagree 2.4% Agree 34.7% 25
Comment: 21 Disagree 6.9%
answered question 84 Strongly disagree 1.4%
skipped question 1 Comment: 15
answered question 72
skipped question 1
39 Consensus achieved in last round.

Referral to adult social care for an assessment of need should be made by the key
worker where it is apparent that the person has a need for social care.

While the person with stroke is in hospital local processes should ensure that referral is made
to adult social care for an assessment of need (if the person has a need for social care).

Answer Options Rs:fg:jte Recssjrr::e Answer Options Rs:fg:jte th:s;j):tse

Strongly agree 63.6% 63 Strongly agree 67.9% 57

Agree 29.3% 29 Agree 31.0% 26

Disagree 6.1% Disagree 1.2%

Strongly disagree 1.0% 1 Strongly disagree 0.0% 0

Comment: 19 Please describe how this is done in your local service: 21
answered question 99 answered question 84

skipped question 4 skipped question 1
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40 | Where appropriate, social workers should be involved with the stroke rehabilitation Consensus achieved in last round.
team in the assessment of post hospital care needs.
. Response Response
Answer Options Per")cent C(?unt
Strongly agree 72.0% 72
Agree 28.0% 28
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment: 11
answered question 100
skipped question 3
Consensus achieved in last round.
41 The role of social care and any service provision required should be discussed with
the person who has had a stroke and documented within the social care plan.
. Response Response
Answer Options Percent Count
Strongly agree 72.7% 72
Agree 26.3% 26
Disagree 0.0%
Strongly disagree 1.0% 1
Comment: 10
answered question 99
skipped question 4
42 Consensus achieved in last round.
When social needs are identified there needs to be timely involvement of social
services to ensure seamless transfer from primary to community care.
i G Response Response
Percent Count
Strongly agree 76.8% 76
Agree 22.2% 22
Disagree 0.0%
Strongly disagree 1.0% 1
Comment: 11
answered question 99
skipped question 4
43 Consensus achieved in last round.

Coordination between health and social care should include a timely, accurate
assessment (including documentation and communication) to facilitate the
transitional process for admission/return to care or nursing homes

. Response Response
Answer Options P P

Percent Count
Strongly agree 77.8% 77
Agree 22.2% 22
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment: 10
answered question 99
skipped question 4
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44 Should family members wish to participate in the care of the person who has had a Consensus achieved in last round.
stroke; they should be offered training in assisting the person who has had a stroke
in their activities of daily living prior to discharge.
i G Response Response
Percent Count
Strongly agree 79.8% 79
Agree 20.2% 20
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment: 18
answered question 99
skipped question 4
45 Review intervals need to be specified and agreed with the person who has had a 25 Statement not included in further round as consensus unlikely to be achieved.
stroke in regards to their long term rehabilitation needs. Review intervals need to be specified and agreed with the person who has had a stroke in
regards to their long term rehabilitation needs.
AR G5 TeTE Response Response
Strongly agree 62.0% 62 Percent Count
Agree 35.0% 35 Strongly agree 65.0% 52
Disagree 2.0% Agree 33.8% 27
Strongly disagree 1.0% Disagree 0.0%
Comment: 13 Strongly disagree 1.3%
answered question 100 Comment:
skipped question 3 answered question 80
skipped question 5
46 26 Statement not included in further round as consensus unlikely to be achieved.
A review of health and social care needs of the person who has had a stroke that A review of health and social care needs of the person who has had a stroke that is formally
is formally reported and/or coordinated or conducted with the GP services, reported and/or coordinated or conducted with the GP services, should take place at least:
should take place at least:
Answer Options S Agree Disagree Strongly EESSEIS StrZr)leg q Response Response
agree disagree Count . Answer Options Percent Count
Once every 6 months 34 24 10 5 73 46.58% 6 months 44.6% 37
Once every 12 months 17 28 10 5 60 28.33% 12 months 22.9% 19
No specified time - 37 17 19 2 75 49.33% No specified time - arranged according to individual needs 32.5% 27
'arrérTged gt Other (please specify) 20
individual needs .
Other (please specify) 40 ansm./ered questl.on 8
answered question 98 eidppeclqiestion 2
skipped question 5
28 Statement not included in further round as consensus unlikely to be achieved.
48 If there is a new identified need for further stroke rehabilitation services, and self If there is a new identified need for further stroke rehabilitation services, the person who has

re-referral is not possible, then the GP will be asked to refer.

. Response Response
Answer Options P P

had a stroke should be able to self re-refer with the support of a GP or specialist community
services.

Percent Count
55.7% 54 Answer Options Response  Response
Strongly agree 7% p Percent Count
Agree 34.0% 33 66.7%
7 54
Disagree 7.2% Strongly agree 30 9; 25
Strongly disagree 3.1% 3 Agree ) .Slyo :
Comment: 23 Dlsanged. 0.0‘;
answered question 97 ST BRI =
. . Comment: 11
skipped question 6
answered question 81
skipped question 4
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49
Opportunities to discuss issues around sexual function should be provided.
Answer Obtions Response Response
P Percent Count
Strongly agree 65.3% 64
Agree 34.7% 34
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comment: 13
answered question 98
skipped question 5
29 F life after strok includ Consensus achieved in last round.
50 Focus on life after stroke may include, sharing of information and discussion about ocus on fite after stroke may Include:
community access, participation in community activities and social roles. %
Answer Options Strongly Agree Disagree Strongly  Response Strongl
Answer Options Response  Response P agree B 8 disagree  Count sly
Percent Count Inf tl ddi . gree
nformation and discussion
. 64 21 0 0 85
Strongly agree 68.4% 67 about community access 75.29%
30.6% 30 icipation i i
Agree o Par.tl.u'patlon in community 62 23 0 0 35
Disagree 0.0% activities 72.94%
Strongly disagree 1.0% 1 Social roles 59 22 2 1 84 70.24%
Comment: 10 Information about Driving 65 20 0 0 85 76.47%
answered question 98 _Opportumtles to discuss
Kinped . 5 issues around sexual 58 27 0 0 85
skippea question function 68.24%
Are there any other aspects with regard to life after stroke that should 37
be included:
answered question 85
skipped question 0
27 Self-management and training needs form part of long term health education for the person
47 | Self-management and training needs form part of long term health education for after stroke. Last round results: This statement remains unchanged. (Strongly agree: 58.3%, Agree:
the person after stroke. 38.1%, Disagree: 2.4%, Strongly Disagree: 1.2%) Self-management and training needs
Answer Options Response Response form part of long term health education for the person after stroke.
. Response Response Percent Count
Answer Options
Percent Count o
Strongly agree 58.3% 49 A Ooti Response Response
Strongly agree 63.3% 62 Agree 38.1% 32 nswer Jptions Percent Count
34.79 34 i
Agree 04 Disagree 2.4% 2 Strongly agree 61.1% 44
Disagree . 12; Strongly disagree 1.2% 1 Agree 36.1% 26
Strongly disagree .0% Comment: 13 Disagree 1.4%
Comment: ] . 12 N answered question 84 Strongly disagree 1.4%
0'75;’3’ ed quest/.on i skipped question 1 COTITERE
skipped guestion answered question 72
skipped question 1
51 . . : : 30 . . : ; N/A
Do you have the relevant experience to answer questions regarding shoulder pain? Do you have the relevant experience to answer questions regarding shoulder pain?
. Response Response . Response Response
Answer Options Answer Options
Percent Count Percent Count
Ye§ (you }NI“ automatically be directed to the shoulder 51.0% 51 Yes ( Click n'ext aer you will automatically be directed to the 50.6% 43
pain section) shoulder pain section)
No (.you will be automatically directed to the next 49.0% 49 No (Click.'Next' and you will be automatically directed to the 49 4% 4
section) next section)
answered question 100 answered question 85
skipped question 3 skipped question 0
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31 ) Statement not included in further round as consensus unlikely to be achieved.
52 The person who has had a stroke should be assessed for shoulder pain.
The person who has had a stroke should be assessed for shoulder pain.
AR G5 TeTE Response Response
. Response Response Percent Count
Answer Options Percent Count
Strongly agree 63.6% 28
Strongly agree 62.7% 32 Agree 36.4% 16
Agree 33.3% 17 Disagree 0.0% 0
Disagree 3.9% 2 Strongly disagree 0.0% 0
Strongly disagree 0.0% 0 Comments: 5
Comments: 7 answered question 44
answered question 51 skipped question 41
skipped question 52
Consensus achieved in last round.
53 Information should be provided by the healthcare professional on how to prevent
pain/trauma to the shoulder.
. Response Response
Answer Options
Percent Count
Strongly agree 77.6% 38
Agree 20.4% 10
Disagree 0.0% 0
Strongly disagree 2.0% 1
Comments: 7
answered question 49
skipped question 54
54 32 . X . . Consensus achieved in last round.
When managing shoulder pain the following treatments should be considered:
When managing shoulder pain the following treatments should be considered: -
o
% Answer Options Strongly Agree Disagree Sfrongly Response Strongly
. Strongly . Strongly Response agree disagree Count
Answer Options Agree Disagree . Strongly Agree
agree disagree Count
Agree Positioning 29 12 0 0 41 70.73%
Arm Slings 1 20 20 4 45 2.22% Strapping 10 23 7 1 41 24.39%
Shoulder support 7 33 6 2 48 14.58% Physical therapies 25 17 0 0 42 59.52%
High intensity Arm Slings 1 25 8 4 38 2.63%
tr:c\nscut.aneous nerve 1 21 16 2 40 S e ST 10 29 1 0 40 25.00%
stimulation 2.50% L .
Functional Electrical High intensity
Stimulation 6 31 8 2 47 12.77% transcutaneous nerve 7 20 10 0 37
S stimulation 18.92%
Analgesics 24 23 0 0 47 51.06% Functional Electrical
Comments: 23 Stimulation / 26 8 ! 42 16.67%
answered question 49 Analgesics 27 15 0 0 42 64.29%
skipped question 54 Comments: 15
answered question 42
skipped question 43
33 . . . Statement not included in further round as consensus unlikely to be achieved.
55 There is a need for an algorithm to assess and treat shoulder pain.
There is a need for an algorithm to assess and treat shoulder pain.
e erepiions Response Response
. Response Response Percent Count
Answer Options Percent Count
Strongly agree 31.0% 13
Strongly agree 35.4% 17 Agree 50.0% 21
Agree 41.7% 20 Disagree 16.7%
Disagree 16.7% 8 Strongly disagree 2.4%
Strongly disagree 6.3% 3 Comments:
Comments: 13 answered question 42
answered question 48 skipped question 43
skipped question 55

210




Round 2 Questions and Results

Round 3 Questions and Results

Round 4 Questions and Results

56 Do you have the relevant experience to answer questions regarding speech and 34 Do you have the relevant experience to answer questions regarding speech and language N/A
language therapies? therapies?
AR BT Response Response AR G5 TeTE Response Response
Percent Count Percent Count
Yes (you will automatically be directed to the speech and Yes (Click 'next' and you will automatically be directed to the
language therapies section) — 33 speech and language therapies section) ey 23
L\leoct(i\g%l; will be automatically redirected to the next 66.7% 66 rl:l:X(tCSI;cclii'::)xt' and you will be automatically redirected to the 72.9% 62
answered question 99 answered question 85
skipped question 4 skipped question 0
57 For all people with speech and language impairments the Speech and Language Consensus achieved in last round.
Therapist needs to explain and discuss the impairment with the person who has had
a stroke/family/carers/treatment team and teach them how to manage the
condition.
i G Response Response
Percent Count
Strongly Agree 78.6% 22
Agree 21.4% 6
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comments: 3
answered question 28
skipped question 75
58 | The aim of speech and language therapy early after stroke should be to restore 35 | The key aim of speech and language therapy early after stroke should be to minimise the Statement not included in further round as consensus unlikely to be achieved.
function. communication impairment.
i G Response Response i G Response Response
Percent Count Percent Count
Strongly agree 22.2% 6 Strongly agree 55.0% 11
Agree 48.1% 13 Agree 20.0% 4
Disagree 22.2% 6 Disagree 20.0% 4
Strongly disagree 7.4% 2 Strongly disagree 5.0% 1
Comments: 17 Comments: 11
answered question 27 answered question 20
skipped question 76 skipped question 65
59 Early after stroke the person with a speech and language impairment should be Consensus achieved in last round.

facilitated to communicate everyday needs and wishes, and supported to
understand and participate in decisions around, for example, medical care, transfer
to the community, and housing. This may need alternative and augmentative forms
of communication.

Answer Options Response Response
Percent Count

Strongly agree 93.1% 27
Agree 6.9% 2
Disagree 0.0% 0
Strongly disagree 0.0% 0
Comments: 4

answered question 29

skipped question 74
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Round 3 Questions and Results

Round 4 Questions and Results

60 People who have had a stroke and who have persisting speech and language deficits Consensus achieved in last round.
should be assessed for alternative means of communication (gesture, drawing,
writing, use of communication aids).
i G Response Response
Percent Count
Strongly agree 73.1% 19
Agree 23.1% 6
Disagree 0.0% 0
Strongly disagree 3.8% 1
Comments: 2
answered question 26
skipped question 77
61 The impact of speech and language impairments on life roles e.g. family, leisure, Consensus achieved in last round.
work, etc should be assessed and possible environmental barriers (e.g. signs,
attitudes), should be addressed, jointly with the MDT.
. Response Response
Answer Options Pe:)cent Cc?unt
Strongly Agree 81.5% 22
Agree 14.8% 4
Disagree 3.7% 1
Strongly disagree 0.0% 0
Comments: 3
answered question 27
skipped question 76
36 . . . X . X X Statement not included in further round as consensus unlikely to be achieved.
62 T oy oo Which of the following approaches might you use with a patient who is dysphasic:
example: %
% Answer Options SN Agree Disagree SFroneg Response Strongly
P S Strongly e el e Sfrongly Response S agree disagree Count o
agree disagree Count
Agree Picture cards 7 10 0 2 19 36.84%
Alphabet charts 8 12 > 2 27 29.63% Drawings 8 9 0 2 19 42.11%
Gestures 14 10 0 1 25 56.00% Sound Boards 2 8 4 2 16 12.50%
Please list additional approaches here: 20 Writing 6 9 1 2 18 33.33%
answered question 27 Phonological sound cueing 5 11 1 1 18 27.78%
skipped question 76 Modelling words 4 10 1 3 18 22.22%
Sentence completion 6 ) 2 1 18 33.33%
Melodic information therapy i 10 5 1 17 5.88%
Neurolinguistic approach 5 8 3 2 18 27.78%
Computerised approach 7 8 1 2 18 38.89%
Please list additional approaches here: 11
answered question 19
skipped question 66
63 37 | Please list the approaches you might use with a patient who is dysarthric. For example, Free text analysis needed.
Please list the approaches you might use with a patient who is dysarthric, for communication aids, breathing support:
example:
% Answer Options Response Count
Answer Options SN Agree Disagree Sfrongly Response Strongly
agree disagree Count . 14
Oral muscular exercises 5 17 1 0 23 21.74% answered question 14
Monitoring rate of speech skipped question 71
production 8 14 1 0 23 34.78% ppecd
Pausing 6 17 0 0 23 26.09%
Alphabet
supplementaiton 6 15 1 0 22 27.27%
Please list additional approaches here: 12
answered question 24
skipped question 79
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Round 3 Questions and Results

Round 4 Questions and Results

38 Please list the approaches you would use with a patient who has dysarthrophonia? Statement not included in further round as consensus unlikely to be achieved.
64 | Please list the approaches you would use with a patient who has (For example: biofeedback, voice amplifier, intense therapy to increase loudness)
dysarthrophonia? (For example: biofeedback, voice amplifier, intense therapy %
to increase loudness) Answer Options Elenely Agree Disagree Sfrongly Response Strongly
% agree disagree Count
A o Strongly - DI Strongly Response st | Agree
nswer Options agree gree Disagree .- e  Count rongly Biofeedback 2 11 1 2 16 12.50%
Agree Voice amplifier 2 13 1 1 17 11.76%
Biofeedback 4 15 4 0 23 17.39% P . R
] - Intense therapy to increase 0 10 5 1 16
Voice amplifier 3 17 2 0 22 13.64% udhess 0.00%
!ntense P 3 12 7 0 22 Please list additional approaches here: 7
increase loudness 13.64% .
. . answered question 17
Please list additional approaches here: 9 i .
i skipped question 68
answered question 23
skipped question 80
66 40 Any patient with severe articulation difficulties (<50% intelligibility) reasonable cognition Statement not included in further round as consensus unlikely to be achieved.
Any patient with severe articulation difficulties (<50% intelligibility) reasonable cognition and and language function should be assessed for and provided with alternative or
language function should be assessed for and provided with alternative or augmentative augmentative communication aids.
communication aids. . Response  Response
Answer Options
. Response Response Percent Count
Answer Options Percent Count
Strongly agree 61.1% 11
Strongly agree 68.0% 17 Agree 38.9% 7
Agree 24.0% 6 Disagree 0.0% 0
Disagree 4.0% 1 Strongly disagree 0.0% 0
Strongly disagree 4.0% 1 Comments: 3
Comments: 3 answered question 18
answered question 25 skipped question 67
skipped question 78
65 39 Which of the approaches listed below would you use with a patient who has Statement not included in further round as consensus unlikely to be achieved.
Please list the approaches you would use with a patient who has articulatory dyspraxia. gRtleHIgtoryIdyEpIald; -
. Strongly . Strongly Response ?
Answer Options Agree Disagree . Strongly
. Response agree disagree Count
Answer Options Count Agreed
16 Cognitive linguistic therapy 2 2 4 2 10 20.00%
; Repetitive drills 5 4 1 2 12 41.67%
an5|A./ered quest/'on 16 Auditory input/analysis 4 3 3 2 12 33.33%
skipped question 87 Automatic speech 5 6 0 2 13 38.46%
Singing 1 7 3 1 12 8.33%
Phonemic cueing 2 8 i 1 12 16.67%
Word imitation 1 8 2 1 12 8.33%
Computer programmes 5 6 1 1 13 38.46%
Varley approach 3 4 2 2 11 27.27%
AAC (Augmentative and
Alternative Communication) 2 5 3 1 11
reading aloud 18.18%
Distraction practice with
1 2
feedback 3 3 9 11.11%
Phoneme manipulation tasks 1 7 1 2 11 9.09%
Segment by Segment
approach 2 > 2 2 1 18.18%
SWORD (computer software) 3 5 1 2 11 27.27%
Prosodic therapy 3 5 2 2 12 25.00%
Other (please specify) 8
answered question 14
skipped question 71
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Round 3 Questions and Results

Round 4 Questions and Results

41 Do you have the relevant experience to answer questions regarding visual N/A
67 . . . . . . impairments?
Do you have the relevant experience to answer questions regarding visual impairments?
AnswerOptions Response Response
. Response Response Percent Count
Answer Options P R Count
CIcen o Yes (Click"next' and you will automatically be directed to 25.9% 2
Yes (you will automatically be directed to the visual 25.5% 25 the visual impairments section) e
impairments section) =% No (Click 'next' and you will be automatically redirected to
. . . 74.1% 63
No (you will be automatically redirected to the end of the 74.5% 73 the end of the survey)
. (v]
survey) answered question 85
answered question 98 skipped question 0
skipped question 5
42 | All people who have impaired acuity, double vision or a visual field defect following a Statement not included in further round as consensus unlikely to be achieved.
68 All people who have impaired acuity, double vision or a visual field defect following a stroke stroke require a formal ophthalmology assessment.
require a formal ophthalmology assessment. . Qe R
Answer Options
. Response Response Percent Count
Answer Options Percent Count
Strongly Agree 23.8% 5
Strongly Agree 45.8% 11 Agree 33.3% 7
Agree 208% 5 Disagree 381% 8
Disagree 33.3% 8 Strongly disagree 4.8% 1
Strongly disagree 0.0% 0 Comment: 7
Comment: 7 answered question 21
answered question 24 skipped question 64
skipped question 79
69 Consensus achieved in last round.
People who have persisting double vision after stroke require a formal orthoptic assessment.
Answer Options Response Response
2 Percent Count
Strongly Agree 70.8% 17
Agree 25.0% 6
Disagree 4.2% 1
Strongly disagree 0.0% 0
Comment: 1
answered question 24
skipped question 79
43 People who have ongoing visual symptoms after a stroke, should be provided with Statement not included in further round as consensus unlikely to be achieved.
70 People who have ongoing visual symptoms after a stroke, should be provided with information on compensatory strategies from:

information on compensatory strategies from ophthalmology, orthoptic and occupational

o,

o
therapy services. Answer Options SECITY Agree Disagree Sfrongly Response Strongly
Agree disagree Count
Answer Options Response Response Agree
P Percent Count Ophthalmology services 3 12 3 1 19 15.79%
Strongly Agree 56.5% 13 Orthopti_c sell'vi;es 10 9 1 0 20 50.00%
Agree 39.1% 9 Occgpatlona therapy 6 12 1 0 19
- services 31.58%
Disagree 0.0% 0
Strongly disagree 4.3% 1 e °
gy & . answered question 20
Comment: 6 , ,
. skipped question 65
answered question 23
skipped question 80
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Round 3 Questions and Results

Round 4 Questions and Results

71 44 People who have had a stroke and have visual impairments should be provided with Statement not included in further round as consensus unlikely to be achieved.
People who have had a stroke should be provided with contact details for the RNIB or Stroke contact details for the RNIB or Stroke Association for further information on visual
Association for further information on visual impairments after stroke. impairments after stroke.
. Response Response
. Response Response
Answer Options Porcent Count Answer Options Percent e
Strongly Agree 43.5% 10 Strongly Agree 38.1% 8
Agree 47.8% 11 Agree 61.9% 13
Disagree 4.3% Disagree 0.0% 0
Strongly Disagree 4.3% Strongly Disagree 0.0% 0
Comment: Comment: 1
answered question 23 answered question 21
skipped question 80 skipped question 64
45 |  Assessment and Information for registering as sight impaired or severely sight impaired Statement not included in further round as consensus unlikely to be achieved.
72 Assessment and Information for registering as sight impaired or severely sight impaired should be provided by referral to an ophthalmologist

should be provided by referral to an opthalmologist
. Response Response
Answer Options
. Response Response Percent Count
Answer Options Percent Count
Strongly Agree 47.6% 10
Strongly Agree 50.0% 12 Agree 38.1% 8
Agree 41.7% 10 Disagree 9.5% 2
Disagree 8.3% 2 Strongly disagree 4.8% 1
Strongly disagree 0.0% 0 Comment: 5
Comment: 2 answered question 21
answered question 24 skipped question 64
skipped question 79
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Appendix G: Flow charts of selected studies

G.1.1 In people after stroke what is the clinical and cost-effectiveness of cognitive
rehabilitation versus usual care to improve spatial awareness and/or neglect and visual
=T =] U= o N 218

G.1.2 In people after stroke what is the clinical and cost-effectiveness of memory
strategies versus usual care t0 improve MemOry? .......ccccciieiiineienirnenicnienesienienssesnenssssssennnes 218

G.1.3 In people after stroke what is the clinical and cost-effectiveness of sustained
attention training versus usual care to improve attention? .......c.cccceeeiiiirreeeeeriecieeeneeeneeneeen. 218

G.14 In people after stroke what is the clinical and cost-effectiveness of eye movement
therapy for visual field loss versus usual care?.......c..ccoveeeeiireeniirienierteenieeneencernenneesnensnes 219

G.1.5 In people after stroke what is the clinical and cost-effectiveness of interventions for
swallowing versus alternative interventions / usual care to improve swallowing?
(DYSPRAGIA). coeiiiiiiiiiiiiiiiiir e e s e e s s e s s s s e s s s e s s s e s s e e s s e s s s e ennes 220

G.1.6 In people after stroke what is the clinical and cost effectiveness of strength training
versus usual care on improving function and reducing disability?.........cccccccuecciiiriireeeannnne.. 221

G.1.7 In people after stroke what is the clinical and cost effectiveness of constraint
induced therapy versus usual care on improving function and reducing disability?.............. 221

G.1.8 In people after stroke what is the clinical and cost effectiveness of repetitive task
training versus usual care on improving function and reducing disability?........ccccccceerrennneens 221

G.1.9 In people after stroke what is the clinical and cost effectiveness of all treadmill
versus usual care on improving walking? In people after stroke who can walk, what is the
clinical and cost effectiveness of treadmill plus body support versus treadmill only on
IMProving WalKinNg? ...ceeeiiiiiiiiiiiiiniiiiinicniinreneienrenessseenssissesnssissesnsssssennssssssnnssssssnnsssssens 221

G.1.10 In people after stroke what is the clinical and cost effectiveness of
electromechanical gait training versus usual care on improving function and reducing
Lo 13- 1 <11 11 4V P STTRUS 221

G.1.11 What listener advice skills/information would help family members/carers improve
communication in people with aphasia after stroke? .........ccoveereeirreiiiiieeicenneeneeneeeeneenennne 222

G.1.12 In people after stroke with communication difficulties what is the clinical and cost-
effectiveness of intensive speech therapy versus standard speech therapy? .........cccceuuunnen. 222

G.1.13 In people after stroke what is the clinical and cost-effectiveness of orthoses for
prevention of loss of range of the upper limb versus usual care?..........ccccerrrrrrreencccceerreeennn. 223

G.1.14 In people after stroke what is the clinical and cost-effectiveness of ankle-foot
orthoses of all types to improve walking function versus usual care? .......cccceeeeeeirerrreenennnnn. 223

G.1.15 In people after stroke what is the clinical and cost-effectiveness of Functional
Electrical Stimulation for hand function versus usual care? ........ccccccvvviiiiiiniiieinnniniiiennineennn 224

G.1.16 In people after stroke what is the clinical and cost-effectiveness of psychological

therapies provided to the family (including the patient)? ........ccceueeciiiriiirirccccciirrrreeeeeee, 225
G.1.17 In people after stroke what is the clinical and cost-effectiveness of early supported
discharge versus USUAl Care@?........euuucceiiiiieiieeeciceerieeennensessssseeeennssssssssssseesnnssssssssssssssnnnnssans 226

G.1.18 In people after stroke what is the clinical and cost-effectiveness of intensive
occupational therapy focused specifically on personal activities of daily living (dressing /
Others) VErsuS USUAI CAre? ......cuvueeeuueeieeeiiieeeennniieeeeteeeennnssesseseesssnnssssessssessssssssssssssssssssnnnnssnns 227
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G.1.19 In people after stroke what is the clinical and cost-effectiveness of interventions to
aid return to WOrk versus USUal Care? ......cccccciieeeceiieeeieiiinneieeiinneseenenessessensssessenssssssenssssssnnnes 228
G.1.20 In people after stroke what is the clinical and cost-effectiveness of intensive
rehabilitation versus standard rehabilitation?...........cccciiiiimiiiiiiniiiirrc e 229

G.1.21 What the effectiveness is of supported versus unsupported information provision
on mood and depression in people With Stroke? ..........eeeeiiiiirieiriccinrirrreree e 230

G.1.22 In people after stroke, does cardiorespiratory or resistance training improve
outcome (fitness, function, quality of life, mood) and reduce disability? ..........cccceerveeeannne.. 231

G.1.23 In people after stroke, does organised rehabilitation care (comprehensive,
rehabilitation and mixed rehabilitation stroke units) improve outcome (mortality,
dependency, requirement for institutional care and length of hospital stay)?.........ccccceeeenns 232

G.1.24 In people after stroke is speech and language therapy compared to no speech and
language therapy or placebo (social support and stimulation) effective in improving
language/communication abilities and/or psychological wellbeing?...........cccovvvrererrerecrrrnnee 233

G.1.25 Does the application of patient goal setting as part of planning stroke rehabilitation
activities lead to an improvement in psychological wellbeing, functioning and activity?...... 234

G.1.26 In people after stroke is speech and language therapy compared to no speech and
language therapy or placebo (social support and stimulation) effective in improving
language/communication abilities and/or psychological wellbeing?...........cccccceeeerrrecccrnnnes 235
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G.1.1

G.1.2

G.1.3

Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of cognitive rehabilitation

versus usual care to improve spatial awareness and/or neglect and visual neglect?

12 RCTs were included for this review

In people after stroke what is the clinical and cost-effectiveness of memory strategies

versus usual care to improve memory?

2 RCTs were included for this review

In people after stroke what is the clinical and cost-effectiveness of sustained attention

training versus usual care to improve attention?

One randomised control trial included for this review

Titles and abstracts
identified

n =3041

Full copies retrieved and
assessed for eligibility

|

Excluded n = 2976

Not relevant design,
intervention,

n=65 comparison and

specified outcomes

Publications included
Excluded n =52

Please see excluded list

in the review
n =13 RCTs

)
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G.1.4

Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of eye movement therapy

for visual field loss versus usual care?

2 RCTs were included for this review

Titles and abstracts
identified

n=1262

. . Excluded n=1224
Full copies retrieved
and assessed for Not relevant design,
eligibility intervention,
n=38 comparison and

specified outcomes

Publications included

Excluded n =35
Please see excluded list

in the review
n =3 RCTs

e
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G.1.5

Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of interventions for
swallowing versus alternative interventions / usual care to improve swallowing?

(Dysphagia).

3 RCTs were included for this review

Titles and abstracts
identified

n =669

. . Excluded n = 641
Full copies retrieved and
assessed for eligibility Not relevant design,
intervention, comparison
n=28 =
and specified outcomes

Publications included
Excluded n = 25

Please see excluded list

in the review
n =3 RCTs
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G.1.6

G.1.7

G.1.8

G.1.9

G.1.10

Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost effectiveness of strength training versus
usual care on improving function and reducing disability?

6 RCTs were included for this review

In people after stroke what is the clinical and cost effectiveness of constraint induced
therapy versus usual care on improving function and reducing disability?

15 RCTs were included for this review

In people after stroke what is the clinical and cost effectiveness of repetitive task training
versus usual care on improving function and reducing disability?

5 RCTs were included for this review

In people after stroke what is the clinical and cost effectiveness of all treadmill versus
usual care on improving walking? In people after stroke who can walk, what is the clinical
and cost effectiveness of treadmill plus body support versus treadmill only on improving
walking?

13 RCTs were included for this review

In people after stroke what is the clinical and cost effectiveness of electromechanical gait
training versus usual care on improving function and reducing disability?

10 RCTs were included for this review

Titles and abstracts
identified

n=4129

1
Excluded n = 3949

Not relevant design,
intervention,

n=180 comparison and

specified outcomes

Full copies retrieved and
assessed for eligibility

Publications included
Excluded n =125

in the review )
Please see excluded list

n =55 RCTs
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G.1.11

G.1.12

Stroke Rehabilitation - Appendices
Flow charts of selected studies

What listener advice skills/information would help family members/carers improve

communication in people with aphasia after stroke?

2 RCTs were included for this review

In people after stroke with communication difficulties what is the clinical and cost-
effectiveness of intensive speech therapy versus standard speech therapy?

7 RCTs were included for this review

Titles and abstracts
identified

n=4164

=

: ; Excluded n = 4119
Full copies retrieved
and assessed for Not relevant design,
eligibility intervention,
comparison and
n=45 o
specified outcomes

o ~, e ~

|

Publications included
Excluded n =36

Please see excluded list

in the review
n =9 RCTs
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G.1.13

G.1.14

Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of orthoses for prevention

of loss of range of the upper limb versus usual care?

One RCT was included for this review

In people after stroke what is the clinical and cost-effectiveness of ankle-foot orthoses of

all types to improve walking function versus usual care?

2 RCTs and 3 cross-over trials were included for this review

Titles and abstracts
identified

n=521

. . Excluded n =476
Full copies retrieved and
assessed for eligibility Not relevant design,
intervention, comparison
n=45 e
and specified outcomes

4

Publications included

in the review Excluded n = 38
n =4 RCTs + 3 cross over Please see excluded list
trials
S Wi
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Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of Functional Electrical

Stimulation for hand function versus usual care?

13 RCTs were included for this review

Titles and abstracts
identified

n =817

. . Excluded n = 785
Full copies retrieved and
assessed for eligibility Not relevant design,
- intervention, comparison
n=32 s
and specified outcomes

/

Publications included
Excluded n =17

Please see excluded list

in the review
n =15 RCTs
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Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of psychological therapies

provided to the family (including the patient)?

No studies were included for this review

Titles and abstracts
identified

n=912

. . Excluded n = 870
Full copies retrieved and
assessed for eligibility Not relevant design,
intervention, comparison
n=42 s
and specified outcomes

-

Publications included
Excluded n =41

Please see excluded list

in the review
n=1RCTs
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Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of early supported

discharge versus usual care?

10 RCTs were included for this review

Titles and abstracts
identified

n =1997

Excluded n = 1966

Full copies retrieved

and assessed for Not relevant design,
eligibility intervention,
n=31 comparison and

specified outcomes

Publications included
Excluded n =21

Please see excluded list

in the review
n =10 RCTs J
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Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of intensive occupational
therapy focused specifically on personal activities of daily living (dressing / others) versus

usual care?

7 RCTs were included for this review

Titles and abstracts
identified

n =893

Full copies retrieved ST W=t

and assessed for Not relevant design,
eligibility intervention,
n=15 comparison and

specified outcomes

Publications included

Excluded n =8
Please see excluded list

in the review
n=7RCTs
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G.1.19

Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of interventions to aid

return to work versus usual care?

One RCT was included for this review

Titles and abstracts
identified

n= 1530

= N 2
Full copies retrieved Excluded n = 1470
and assessed for Not relevant design,
eligibility intervention,
n =60 comparison, and
specified outcomes
-

v

Publications included

Excluded n =59

Please see excluded list

in the review
n=1RCT
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Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke what is the clinical and cost-effectiveness of intensive rehabilitation

versus standard rehabilitation?

4 RCTs were included for this review

Titles and abstracts
identified

n=2914

Full copies retrieved Bl

and assessed for Not relevant design,
eligibility intervention,
n=29 comparison and

specified outcomes

"

Publications included

Excluded n = 25

in the review .
Please see excluded list

n =4 RCTs
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Stroke Rehabilitation - Appendices
Flow charts of selected studies

What the effectiveness is of supported versus unsupported information provision on mood

and depression in people with stroke?

5 RCTs were included for this review

Titles and abstracts

identified
n=1131
| _ | \
Full copies retrieved Excluded n = 1098
and assessed for Not relevant design,
eligibility intervention,
" comparison and
n=33 i
specified outcomes
=

Publications included

Excluded n =28

Please see excluded list

in the review
n=5 RCTs
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Flow charts of selected studies

In people after stroke, does cardiorespiratory or resistance training improve outcome
(fitness, function, quality of life, mood) and reduce disability?

)

\

J

Systematic review

Systematic
reviews
identified, n =
1138
. 2 4
4 N 4
Copies retrieved
and assessed for Excluded, n = 1137
eligibility, n =1
Cochrane
systematic review
UBrazzeIIi 2011) ) k
|
v v
Included, n =21 Excluded, n=11
studies from studies from
Cochrane Cochrane review

(see exclusion list)
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G.1.23 In people after stroke, does organised rehabilitation care (comprehensive, rehabilitation

and mixed rehabilitation stroke units) improve outcome (mortality, dependency,
requirement for institutional care and length of hospital stay)?

(- )

Systematic reviews
identified, n = 1138

\. J

2 y
) (- )

f

Copies retrieved and
assessed for eligibility,
n =1 Cochrane Excluded, n=1137
systematic review
(Stroke Unit Trialist
Collaboration 2009)

. J . J
|
v v
Included, n = 20 Excluded, n =11
studies (RCTs) studies from
from the Cochrane review
Cochrane (See exclusion list)

Quectamatic roviaw
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G.1.24

Stroke Rehabilitation - Appendices
Flow charts of selected studies

In people after stroke is speech and language therapy compared to no speech and
language therapy or placebo (social support and stimulation) effective in improving
language/communication abilities and/or psychological wellbeing?
Systematic reviews
identified, n =1270
v L 4
Copies retrieved and
assessed for eligibility, Excluded, n = 1269
n =1 Cochrane systematic
review (Brady,et al, 2012)
]
Included, n = 14 (13 from Excluded, n = 17 studies
included studies + 1 from from Cochrane review (See
excluded list) studies from exclusion list)
Cochrane Systematic
review
Titles and abstracts identified
since search cut-off date of
Cochrane systematic review (top-
up search), n= 1449
y 4
fCopies retrieved and \ (Excluded, n=1436 \
assessed for eligibility, Not relevant design,
n =13 papers from top up intervention, comparison
search and specified outcomes
Included, n=1 Excluded, n =12

(see exclusion list)
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Stroke Rehabilitation - Appendices
Flow charts of selected studies

Does the application of patient goal setting as part of planning stroke rehabilitation
activities lead to an improvement in psychological wellbeing, functioning and activity?

r

Titles and
abstracts

search cut-off

review (top-up

\:n:rr‘h\ n=24

identified since

date of systematic

~\

J

y

r

~\

Copies retrieved
and assessed for
eligibility, n=8

4
fEchuded, n=16
Not relevant
design,
intervention,
comparison and

~\

J

specified
\ ) \outcomes
Publications Excluded, n=6
included in review, (from top-up
n = 2 qualitative search)

studies
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G.1.26

Stroke Rehabilitation - Appendices

Flow charts of selected studies

In people after stroke is speech and language therapy compared to no speech and
language therapy or placebo (social support and stimulation) effective in improving

language/communication abilities and/or psychological wellbeing?
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Appendlx H: Clinical evidence tables

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

In people after stroke does cardiorespiratory or resistance training improve
outcome (fitness, function, QOL, mood and reduce disability)?

In people after stroke what is the clinical and cost-effectiveness of cognitive
rehabilitation verusus usual care to improve sptial awareness and visual neglect?

In people after stroke what is the clinical and cost effectiveness of memory
strategies versus usual care to improve memory?

In people after stroke what is the clinical and cost effectiveness of sustained
attention training versus usual care to improve attention?

In people after stroke what is the clinical and cost effectiveness of eye movement
therapy for visual field loss versus usual care?

In people after stroke what is the clinical and cost-effectiveness of interventions for
swallowing versus alternative interventions/usual care to improve swallowing?
(Dysphagia)

In people after stroke what is the clinical and cost effectivenss of strength training
versus usual care on improving function and reducing disability?

What listener advice skills/information would help family members/carers improve
communication in people with aphasia after stroke?

In people after stroke what is the clinical and cost-effectiveness of orthoses for
prevention of loss of range of the upper limb versus usual care?

In people after stroke what is the clinical and cost-effectiveness of functional
Electrical Stimulation for hand function versus usual care?

In people after stroke what is the clinical and cost effectiveness of constraint
induced therapy versus usual care on improving function and reducing disability?
In people after stroke what is the clinical and cost-effectiveness of repetitive task
training versus usual care on improving function and disability?

In people after stroke who can walk, what is the clinical and cost effectiveness of
treadmill plus body support versus treadmill only on improving walking?

In people after stroke what is the clinical and cost effectinvess of electromechanical
gait training versus usual care on improving function and reducing disability?

In people after stroke what is the clinical and cost effectinvess of ankle/foot
orthoses of all types to improve walking function versus usual care?

In people after stroke what is the clinical and cost effe tinvess of interventions to
aid return to work versus usual care?

What is the clinical and cost effectinvess of supported information provision versus
unsupported information provision on mood and depression in people with stroke?
In people after stroke what is the clinical and cost effectiveness of psychological
therapies provided to the family (including patients)?

In people after stroke what is the clinical and cost effectivess of early supported
discharge versus usual care?

In people after stroke what is the clinical and cost effectivenss of intensive
rehabilitation versus standard rehabilitation?

In people after stroke with communication difficulties what is the clinical and cost
effectivess of intensive speech therapy versus standard speech therapy?

Does the apolication of patient goal setting as part of planning stroke rehabilitation
activities lead to an improvement in psychological well being, functioning and
activity?
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Evidence Table

Question: In people after stroke does cardiorespiratory or resistance
training improve outcome (fitness, function, QOL, mood and
reduce disability)?
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Study Type Systematic Review

Brazzelli M;Saunders DH;Greig CA;Mead GE;

Physical fithess training for stroke patients
RefID 16154  pip: 879 2011

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:
Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Direction =
D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Direction =

Overall Study Quality -Strengths and Clear and focussed objectives; criteria for considering studies for the
Weaknesses: review were clearly described abd detailed; relevant databases
searched; Data collection analysis well described and detailed;
methodological quality assessment was appropriate, detailed and
reproducable

DETAILS

# of patients: 21 trials, involving 910 participants, which comprised cardiorespiratory (14 trials,
718 participants). and resistance trainina (7 trials. 192 participants)

Prevalence (Diagnostic):
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Patient Characteristics Stroke survivors. Mean age was approximately 64 years. Mean time since onset of
symptoms ranged from 8.8 days in trials assessing participants before discharge
from hospital to 7.7 years in trials assessing participants after hospital discharge

Interventions/ Test/ Factor being Cardiorespiratory training; Resistance training
investigated

Comparisons Usual care

Length of Study/ End of follow up ranged from 12-36 weeks

Follow-up

Outcome measures studied Mortality rate; Dependence or level of disability; Physical fithess; Mobility; Physical

function; Quality of life; Mood

Results See guideline for results

Effect Size

Source of funding: Funded by the Department of Health

Does the study answer the Authors' concluded that there is sufficient evidence to incorporate
question?/Further Comments cardiorespiratory training involving walking within post-stroke rehabilitation

programmes to improve speed, tolerance, and independence during walking

Kelly H;Brady MC;Enderby P;

Speech and language therapy for aphasia following stroke
Ref ID 4915 RID: 909 2010

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

239



Stroke Rehabilitation - Appendices

Clinical evidence tables

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Direction =

Overall Study Quality -Strengths and

Weaknesses:

DETAILS

# of patients:

Prevalence (Diagnostic):

Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size
Source of funding:

Does the study answer the
question?/Further Comments

Thirteen trials comprising 1205 participants comparing Speech and Language
therapy (SLT) to no SLT. and to placebo (social support and comunicative

Study participants included people with aphasia as a result of stroke

Speech and Language Therapies (SLTs)

No SLT, and placebo (social support and comunicative stimulation)

No general statement made about follow up

Functional communication, receptive language skills, expressive language skills,
severity of aphasia, psychological or social wellbeing, patient satisfaction / carer
and family views, compliance / drop-out

See guideline

Department of Health

Authors observed a consistensy in the direction of results which favoured
intensive SLT over conventional SLT, though significantly more people withdrew
from intensive SLT than conventional SLT
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Stroke Unit Trialists' Collaboration;

Organised inpatient (stroke unit) care for stroke
Ref ID 318 RID: 908 2007

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:
Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Direction =
D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bhias present? If so,
what is the likely direction of its effect?:

Direction =
Overall Study Quality -Strengths and Clear and focussed objectives; criteria for considering studies for the
Weaknesses: review were clearly described and detailed; relevant databases

searched; Data collection analysis well described and detailed;
methodological quality assessment was appropriate

DETAILS

# of patients: Tewnty trials involving 6936 participants, compared organised stroke unit care
(comprehensive stroke unit; mixed rehabilitation stroke unit; rehabilitation stroke

Prevalence (Diaghostic):

Patient Characteristics Any patient admitted to hospital who had suffered a stroke

Interventions/ Test/ Factor being Organised stroke units
investigated
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Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

General medical wards

Median 12 months; range 6 to 12 months

Death, death or dependency, death or institutional care, duration of stay in
hospital or institution or both, quality of life, patient and carer satisfaction

See guideline for results

Funded by the Department of Health

Authors' conclude that stroke patients who receive organised inpatient care in a
stroke unit are more likely to be alive, independent, and living at home.
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Study Type Randomised Controlled Trial

Bowen A;Hesketh A;Patchick E;Young A;Davies L;Vail A;Long A;Watkins C;Wilkinson M;Pearl G;Lambon
RM;Tyrrell P;

Clinical effectiveness, cost-effectiveness and service users' perceptions of early, well-resourced
communication therapy following a stroke: a randomised controlled trial (the ACT NoW Study)

RefID 16253  pip: 949 2012 May

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW risK of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =
Overall Study Quality -Strengths and Multi-centre, parallel-group randomised controlled trial (RCT) (12
Weaknesses: English NHS hospital and community stroke services).

Randomisation was by an external, independent, web-based
randomisation service from the York Trials Unit (University of York)
to ensure concealment of allocation. Randomisation was stratified.
Participants were randomised using a 1:1 allocation ratio and block
sizes of two, four and six with differing combinations. Variable block
sizes were used to reduce the likelihood of selection bias through
predictable allocation sequences. Attempts were made to ensure
that research assistants who collected data on outcome
assessments were blinded to the randomisation group. However, it
was anticipated that research assistants could become unblinded.
Outcome assessor did not know the patients and were blinded as to
allocation. Intention- to- treat approach used.
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DETAILS

# of patients: 170 participants. Allocated to control n = 85 (primary analysis n = 72); allocated to
therapy n = 85 (primary analysis n = 81)

Prevalence (Diaghostic):

Patient Characteristics Participants ranged in age from 32 to 97 years (mean 70 years) and 56% were
men. Almost all had aphasia (90%), 39% had dysarthria and 29% had both. Half
were classified as having a severe activity restriction (disability) in terms of their
baseline communication. Half had dysphagia (impaired swallowing).

Baseline characteristics by allocation group

Characteristic AC (n = 85) SL therapy (n = 85)
Mean age, years (range) 70 (40-92) 70 (32-97)
Male 46 (54%) 49 (58%)
Diagnosis

Aphasia only 53 (62%) 51 (60%)

Dysarthria only 8 (9%) 9 (11%)

Both 24 (28%) 25 (29%)
Aphasia impairment,

mean (SD) 19(11),n=77 19(1.2),n=76
Dysarthria impairment,

mean (SD) 25(11),n=32 22(1.2),n=34
Either impairment*®

severe (0-2) 58 (68%) 58 (68%)
Communication activity

Mean (SD) 22(1.2) 2.3(1.3)

Severe 47 (55%) 40 (47%)
Dysphagia present 47 (55%) 41 (48%)
BI

Mean (SD) 10.7 (7.3) 12.7 (7.2)

Mild (18-20) 22 (26%) 36 (42%)

Moderate (11-17) 22 (26%) 17 (20%)

Severe (0-10) 41 (48%) 32 (38%)

*Stratification factor in the randomisation routine

Interventions/ Test/ Factor being On average started 2 weeks after stroke, involved an average of 22 ACT NoW

investigated (Assessing the effectiveness of Communication Therapy in the North West)
speech and language therapy contacts, for 18 hours (mean), delivered over 13
weeks in both hospital and community settings.

Comparisons Attention Control (AC): an average of 19 ACT NoW visitor contacts, for a mean of
15 hours. Visitors did not provide therapy or any communication strategies.
Visitors had excellent social skills and general competency and were trained to
deliver social attention absent of any intuitive form of communication therapy or

strategy
Length of Study/ Six months
Follow-up
Outcome measures studied Functional communicative ability on the Therapy Outcome Measure activity
subscale (TOM)
Results Scale AC: mean (SD),n SL therapy: mean (SD), n
TOM 3.1(1.7), 27 3.1(1.4),33
TOM, Therapy Outcome Measure activity subscale
Effect Size
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Source of funding: Project was funded by the NIHR Health Technology Assessment programme. The

etralla acenniatinn fiindad nart Af tha traatmant ~rncte

Does the study answer the Authors concluded that functional communicative ability at 6 months had improved
question?/Further Comments by a clinically meaningful amount for people in both groups. However, there was

no evidence of an added benefit of early communication therapy from SL
therapists for people with communication disability or their carers over and above
that from AC and natural recovery, when both were provided at a higher level than
in typical standard practice.

Bowen A;Hesketh A;Patchick E;Young A;Davies L;Vail A;Long A;Watkins C;Wilkinson M;Pearl G;Lambon
RM;Tyrrell P;

Clinical effectiveness, cost-effectiveness and service users' perceptions of early, well-resourced
communication therapy following a stroke: a randomised controlled trial (the ACT NoW Study)

RefID 16253 g 948 2012 May

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =
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Overall Study Quality -Strengths and Multi-centre, parallel-group randomised controlled trial (RCT) (12

Weaknesses:

DETAILS

# of patients:

Prevalence (Diagnostic):

Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

English NHS hospital and community stroke services).
Randomisation was by an external, independent, web-based
randomisation service from the York Trials Unit (University of York)
to ensure concealment of allocation. Randomisation was stratified.
Participants were randomised using a 1:1 allocation ratio and block
sizes of two, four and six with differing combinations. Variable block
sizes were used to reduce the likelihood of selection bias through
predictable allocation sequences. Attempts were made to ensure
that research assistants who collected data on outcome
assessments were blinded to the randomisation group. However, it
was anticipated that research assistants could become unblinded.
Outcome assessor did not know the patients and were blinded as to
allocation. Intention- to- treat approach used.

170 participants. Allocated to control n = 85 (primary analysis n = 72) ; allocated to
therapv n = 85 (primary analvsis n = 81)

Participants ranged in age from 32 to 97 years (mean 70 years) and 56% were
men. Almost all had aphasia (90%), 39% had dysarthria and 29% had both. Half
were classified as having a severe activity restriction (disability) in terms of their
baseline communication. Half had dysphagia (impaired swallowing).

Baseline characteristics by allocation group

Characteristic AC (n =85) SL therapy (n = 85)
Mean age, years (range) 70 (40-92) 70 (32-97)
Male 46 (54%) 49 (58%)
Diagnosis

Aphasia only 53 (62%) 51 (60%)

Dysarthria only 8 (9%) 9 (11%)

Both 24 (28%) 25 (29%)
Aphasia impairment,

mean (SD) 19(11),n=77 19(1.2),n=76
Dysarthria impairment,

mean (SD) 25(1.1),n=32 22(1.2),n=34
Either impairment*

severe (0-2) 58 (68%) 58 (68%)
Communication activity

Mean (SD) 22(1.2) 2.3(1.3)

Severe 47 (55%) 40 (47%)
Dysphagia present 47 (55%) 41 (48%)
BI

Mean (SD) 10.7 (7.3) 12.7 (7.2)

Mild (18-20) 22 (26%) 36 (42%)

Moderate (11-17) 22 (26%) 17 (20%)

Severe (0-10) 41 (48%) 32 (38%)

*Stratification factor in the randomisation routine

On average started 2 weeks after stroke, involved an average of 22 ACT NoW
(Assessing the effectiveness of Communication Therapy in the North West)
speech and language therapy contacts, for 18 hours (mean), delivered over 13
weeks in both hospital and community settings.

Attention Control (AC): an average of 19 ACT NoW visitor contacts, for a mean of
15 hours. Visitors did not provide therapy or any communication strategies.
Visitors had excellent social skills and general competency and were trained to
deliver social attention absent of any intuitive form of communication therapy or
strategy

Six months
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Outcome measures studied Functional communicative ability on the Therapy Outcome Measure activity
subscale (TOM); participants' perceptions on the Communication Outcomes After
Stroke scale (COAST); carers' perceptions of participants (carer COAST); serious
adverse events

Results Scale AC: mean (SD), n SL therapy: mean (SD), n
TOM 3.0(1.6),72 3.3(1.4), 81
COAST 73 (18), 50 71 (18), 67
Carer COAST 62 (18), 59 62 (21), 70
COPE
Negative 23 (3.2), 58 24 (3.5), 67
Positive 13(2.4), 57 13 (2.5), 68
Support 11 (3.2), 57 12 (3.3), 65

TOM, Therapy Outcome Measure activity subscale; COAST, Communication
Outcomes

After Stroke scale; COPE, Carers of Older People in Europe Index; AC, Attention
control; SL, Speech Language.

Serious adverse events
Worst SAE AC (n =85) SL therapy (n = 85)

Hospitalisation 3 (4%) 1 (1%)
Stroke 4 (5%) 2 (2%)
Death 8 (9%) 4 (5%)
Any 15 (18%) 7 (8%)
Effect Size
Source of funding: Project was funded by the NIHR Health Technology Assessment programme. The
etralra acenriatinn fiindad nart Af tha traatmant ~rncte
Does the study answer the Authors concluded that functional communicative ability at 6 months had improved
question?/Further Comments by a clinically meaningful amount for people in both groups. However, there was

no evidence of an added benefit of early communication therapy from SL
therapists for people with communication disability or their carers over and above
that from AC and natural recovery, when both were provided at a higher level than
in typical standard practice.

Globas C;Becker C;Cerny J;Lam JM;Lindemann U;Forrester LW;Macko RF;Luft AR;

Chronic stroke survivors benefit from high-intensity aerobic treadmill exercise: arandomized
control trial

RefID 186 RID: 1080 2012

QUALITY

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction = computer-based random number
generator by study-independent staff

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =  impossible to blind intervention

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear risk of bias Direction = assessment at end of intervention
period only; outcome assessment
blinding not stated; could bias in
favour of intervention
Overall Study Quality -Strengths and computer-based random number generator by study-independent
Weaknesses: staff;blinding of outcome assessment not stated; could bias in favour
of intervention; sample size calculation: 15 subjects per group
required to detect a significant difference in VO2peak
(2.4mL/kg/min) with a power of 0.8 at p<0.05

DETAILS

# of patients: n=38 randomised, TAEX 20, control 18

Prevalence (Diagnostic):

Patient Characteristics Inclusion: Chronic (>6 months) stroke survivors aged >60 years with residual
hemiparetic gait (at least 1 clinical sign for paresis, spasticity or circumduction of
affected leg while walking; ability to walk on treadmill at 20.3km/hr for 3 minutes
with handrail support.Exclusion: Unstable angina pectoris, heart failure NYHA >II°,
haemodynamically significant valvular dysfunction, peripheral arterial occlusive
disease, dementia (Mini-Mental State Examination <20), aphasia (unable to follow
2 commands) major depression (CES-D >16) and other medical conditions
precluding participation in aerobic exercise; patients already performing aerobic
exercise for >20 min/day and >1 day/week. Gender: 29 male, 7 female. Mean
(SD) age (years): 68.7 (6.3) range 60-84 years. Time since stroke onset: 65.1
(57.3) months

Interventions/ Test/ Factor being High-intensity aerobic treadmill exercise (TAEX) for 3 months (39 sessions)
investigated starting with 10-20 minutes at 40-50% heart rate reserve (HRR) building up to 30-
50 minutes at 60-80% HRR
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Comparisons TAEX versus Conventional Care Physiotherapy (1-3 sessions of 1 hour
each/week) including passive muscle tone-regulating exercises for upper and
lower extremity, balance training

Length of Study/ Crossover trial but only results for first period extracted (at end of 3 months
Follow-up intervention) as intervention changed for second period
Outcome measures studied Primary: Body-mass adjusted peak VO2; sustained walking ability (6 minute walk).

2ry: 10m timed walk at comfortable and maximal speeds; 5 chair rise test; Berg
balance scale; Rivermead Index; SF-12

Results Maximum walking speed in 10 minute walk increased in TAEX by 0.12 (0.12)m/s
and decreased non-significantly in controls -0.02 (0.02)m/s, p<0.001. Comfortable
walking speed increased in TAEX by 0.07 (0.02) m/s and remained unchanged in
controls (0.0 (0.2)m/s, NS. Berg Balance Scale improved 1.7 (3) points in TAEX
and decreased in controls -0.9 (3.2) p<0.05. 5 chair rise test (leg strength)
improved in TAEX by 2.4 (0.9) s and in controls 0.1 (0.9) s NS. RMI improved in
TAEX 13.2 (1.7) to 13.3 (1.7) and declined in controls (12.1 (2.5) to 11.3 (2.5),
p=0.02. Mental score of SF-12: improved in TAEX by 2.2 (1.2) points more than
controls -1.8 (1.5), p=0.006. Other subscores of SF-12 did not differ

Effect Size Body-mass adjusted peak VO2 improved by 5.5 (1.0)mL/kg/min in TAEX and non-
significantly deteriorated in control -0.8 [0.8]ml/kg/min; ITT p<0.001.Distance
walked in 6 minutes: increased in TAEX by 57.7 (44.6) m and in controls by 4.7
(5.9) m p<0.001

Source of funding: grant of the “Forschungskolleg Geriatrie” of the Robert Bosch Foundation
Does the study answer the TAEX effectively improves cardiovascular fitness and gait in people woth chronic
question?/Further Comments stroke

Hartman J;Landau WM;

Comparison of formal language therapy with supportive counseling for aphasia due to acute
vascular accident

Ref ID 871 RID: 287 1987 Jun

QUALITY

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

low risk of bias Direction =

Overall Study Quality -Strengths and Inadequate randomisation and allocation concealment; 50/60

Weaknesses: randomised dropped out (16.67%); blinded assessment of outcome.
DETAILS

# of patients: 60 randomised (30 to speech therapy and 30 to counselling).

Prevalence (Diagnostic):

Patient Characteristics Inclusion: 1st stroke affecting left hemisphere; native speakers of American
English; functionally normal hearing and vision; right-handed.
Exclusion: multiple vascular lesions; other serious pathology; inadequate current
history; left-handed; too ill to participate.
Age range: speech therapy: 30-86 years (mean 65.8 years); counselling group: 32-
91 years (mean 63.7 years).
Speech therapy: 18 men and 12 women; counselling: 10 men and 20 women.

Interventions/ Test/ Factor being Conventional speech therapy: language drills; home practice; auditory stimulation
investigated at single-word and phrase level; follow spoken commands; reading; repetition,
sentence completion, cueing strategies, twice weekly for 6 months.

Comparisons Conventional speech therapy vs. unstructured conversation-based
counselling/support focused on problems of everyday life; encouraging
independent problem-solving by patient/family, twice weekly for 6 months.

Length of Study/ post-treatment and 3 months®
Follow-up
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Outcome measures studied Primary: Porch Index of Communicative Ability (PICA) change 1 month (baseline)
to month 7 (post-treatment) and month 10 (3-month follow up) analysis of

covariance with month 1 as covariate

Results Pre-treatment: speech therapy: 8.79 (3.36), n=30; counselling 8.85 (3.72), n=30.
Post-treatment: speech therapy: 10.52 (3.24), n=30; counselling 10.65 (3.78),
n=30.
3-month follow up: speech therapy: 11.22 (2.88), n=24; counselling 10.86 (4.02),
n=26.

All differences non-significant.

Effect Size

Source of funding: not stated

Does the study answer the This was a small study with a high drop-out rate comparing standard speech

question?/Further Comments therapy with counselling (each twice weekly for 6 months) and showing no

difference between the groups at post-treatment or at 3-month follow-up.

Holmgren E;Gosman-Hedstrom G;Lindstrom B;Wester P;

What is the benefit of a high-intensive exercise program on health-related quality of life and
depression after stroke? A randomized controlled trial

RefID 16123  pip: 837 2010 Sep

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =
B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW risK Of bias Direction =
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D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk

Direction =
Overall Study Quality -Strengths and Single centre, single blinded, randomised controlled trial;
Weaknesses: randomisation conducted with a minimization software program,

MiniM to avoid imbalances at baseline between the two groups;
nurses and physiotherapist who perfomed the clinical test
assessments were blinded to group allocation; participants were
instructed not to reveal anything from their 5 weeks in the study at
the different assessment times; all participants were blinded as for
the content of the two different groups before randomisation

DETAILS

# of patients: 34 patients with stroke included in the study; 15 allocated to intervention and 19
allocated to control.

Prevalence (Diagnostic):

Patient Characteristics Inclusion to the study was done 3-6 months after stroke onset.

Baseline characteristics of the participants

Intervention grp Control grp
n=15 n=19
Sex (M/F) 9/6 12/7
Age 77.7£7.6 79.247.5
Inpatient rehabilitation
Days at stroke unit 12.5£5.0 10.915.3
Days from stroke
Onset to study start 139.7+ 37.3 126.8+28.2
Diagnosis of depression 3 2
Use of medication
SSRI or other anti-
depressant 6 4
Use of sleeping pills 4 6
MMSE 26.3+3.5 25.5+4 .4
Fall risk index (19, 37)
No 1 16
Low 1 0
Medium 0 3
High 0 0
Interventions/ Test/ Factor being Seven sessions a week divided over 3 days with individualized group training,
investigated supervised by a physiotherapist (PT) plus one session a week for 1hr with
educational group discussions about fall risk and security aspects led by a PT and
an OT
Comparisons One session a week for 1hr each during the 5-week period. Session was an
educational group discussion session led by one occupational therapist (OT)
Length of Study/ Post-Intervention; 3 months post-intervention; 6 months post-intervention
Follow-up
Outcome measures studied Health Related Quality of Life (HRQoL) as measured by the SF-36 and symptoms

of depression as measured by the gds-15.

252



Stroke Rehabilitation - Appendices
Clinical evidence tables

Results Baseline
Outcome: study population (n=34); IG (n=15); CG (n=19)
SF-36
PCS 30.8+9.6; 30.9+8.3; 30.8£10.7
MCS 53.2+9.4; 53.6+£10.0; 52.8+9.2
SF-36
PF 45.8+20.8; 45.7+21.7; 45.8+20.6
RE 81.4+35.0; 73.3+42.2; 87.7+27.7
MH 77.2+17.3; 82.1+13.6; 73.3+19.2
GDS-15 3.042.1; 2.5+1.7; 3.4+2.3

Post-Intervention
Outcome: study population (n=33); IG (n=14); CG (n=19)
SF-36
PCS 32.8+11.3; 32.2+10.6; 33.2+12.0
MCS 54.6+10.0; 54.4+10.3; 54.8+10.0
SF-36
PF 48.5+24.6; 52.1+22.2; 45.81+26.6
RE 79.8+35.3; 71.4£38.9; 86.0+32.0
MH 81.6x17.7; 84.6x12.4; 79.4x20.8
GDS-15 4.242.7; 3.1£2.1; 5.0+2.8

6 months post-intervention
Outcome: study population (n=33); IG (n=14); CG (n=19)
SF-36
PCS 35.3+£12.8; 35.3£13.3; 35.4+12.9
MCS 53.3+12.0; 50.4+15.0; 55.4+9.3
SF-36
PF 48.7+23.6; 51.5+18.6; 46.7+26.9
RE 83.0+34.3; 71.8+40.5; 90.7+27.6
MH 79.0+£17.8; 81.2£11.9; 77.3+21.2
GDS-15 3.4+2.4; 3.0+1.5; 3.7+2.9

Results are presented as mean+SD. GDS-15, Geriatric Depression Scale; SF-36,
Short Form 36; IG, Intervention Group; CG, Control Group; PCS, Physical
Component Scale; MCS, Mental Component Scale; PF, Physical Functioning; RE,
Role Functioning-emotional; MH, Mental Health.

Effect Size

Source of funding: Study supported by grants from the Swedish Institute for Health Sciences,
Quiadich Qtralka Faiindatinn Quiadich Haart anAd | 1inAa FEalindatinn Nlartharn

Does the study answer the Authors concluded that high-intensive functional exercises implemented in real-life

question?/Further Comments situations should also include education on hidden dysfuntions after stroke

instead of solely focus on falls and safety aspects to have a favourable impact on
Health Related Quality of Life (HRQoL).

Jin H;Jiang Y;Wei Q;Wang B;Ma G;

Intensive aerobic cycling training with lower limb weights in Chinese patients with chronic
stroke: discordance between improved cardiovascular fitness and walking ability

RefID 16304  Rip: 996 2012

QUALITY

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:
High risk of bias Direction = randomisation by drawing lots

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =  impossible to blind intervention;
stated to be single blind

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

low risk of bias Direction =
Overall Study Quality -Strengths and randomisationand allocation concealment inadequate; no sample
Weaknesses: size calculation

DETAILS
# of patients: n=133: 68 intervention and 65 control

Prevalence (Diagnostic):

Patient Characteristics Inclusion: age 50 or more; Chinese Han; single stroke >6 months ago;
independent in ambulation with or without walking aid. Exclusion: heart failure,
unstable angina, peripheral arterial occlusive disease, aphasia, dementia,
untreated major depression, other medical conditions precluding participation.
Gender: intervention 48 male, 20 female, control 46 male, 19 female. Mean (SD)
age (years): intervention 57 (6), control 56 (7). Time since stroke onset:
intervention 18.5 (5.2) months, control 17.9 (4.8). Admitted to rehabilitation centre.

Interventions/ Test/ Factor being Cycling exercise group: 8-week aerobic cycling training + paretic lower limb
investigated weights 40 mins/day 5 times a week, target aerobic intensity 50-70% heart rate
reserve

Comparisons Cycling exercise versus Control: low-intensity overground walking training 20-30%
heart rate reserve. Both groups had balance exercise 30 minutes and supervised
stretching 20 minutes

Length of Study/ assessment at end of 8-week intervention, no follow up
Follow-up
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Outcome measures studied Primary outcome measure: 6 minute walking distance, Rivermead Mobility Index.
Secondary outcome measures: knee muscle strength (dynamometer); balance
(Berg scale); spasticity (Modified Ashworth Scale)

Results 6 minute walking distance (m) intervention 218.5 (63.7), control 213.5 (50.6),
p<0.001. Rivermead Mobility Index intervention 10.5 (1.7), control 10.4 (1.6) NS.
Berg balance scale intervention 48.6 (2.9), control 48.3 (3.9) NS. Modified
Ashworth Scale median 1 (IQR 0-1), control median 1 (IQR 0-1), NS. Paretic knee
muscle strength intervention 72.4 (10) control 60.1 (6.3) p<0.001. Non-paretic
knee muscle strength intervention 118.8 (11.7) control 102.6 (6.6) p<0.001

Effect Size Cardiovascular fitness: post treatment peak VO2 (L/min) intervention 1.13 (0.17),
control 0.89 (0.14), p<0.001

Source of funding: none
Does the study answer the The enhanced cardiovascular fitness after aerobic cycling training was not
question?/Further Comments associated with increased walking ability.

Palmer R;Enderby P;Cooper C;Latimer N;Julious S;Paterson G;Dimairo M;Dixon S;Mortley J;Hilton R;Delaney
A;Hughes H;

Computer therapy compared with usual care for people with long-standing aphasia poststroke: a
pilot randomized controlled trial

RefID 16928  Rip: 1001 2012

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:
Low risk of bias Direction =  web-based randomisation system

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =  impossible to blind intervention

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW riSK Or bias Direction =
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D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

low risk of bias Direction =  Single blind (outcome assessor
blinded to training type)

Overall Study Quality -Strengths and Adequate randomisation and allocation concealment; of 17 control

Weaknesses: group: 17 completed baseline; 13 (76.5%) completed 5 months and
11 (64.7%) 8 months (3 withdrew due to ill health and 3 declined to
continue); of 17 intervention group: 16 baseline (1 became ineligible
due to further stroke); 15 (88.2%) 5 months and 13 (76.5%) 8
months (withdrawals due to ill health and change in family
circumstances; none declined to continue). Intention to treat
analysis. Sample size calculation: no large RCTs on which to base
sample size calculation; authors aimed to recruit 30 patients to have
at least 12 evaluable per group

DETAILS

# of patients: n=34, intervention = 17; control = 17

Prevalence (Diaghostic):

Patient Characteristics Inclusion: participants with stroke and aphasia with word-finding difficulties as one
of the predominant features; ability to repeat spoken words; no longer receiving
speech and language therapy. Exclusion: severe visual or cognitive difficulties
reducing ability to use computer program. Gender: control 12 male, 5 female;
intervention 9 male, 7 female. Mean (SD) age (years): control 66.2 (12.3) n=17,
intervention 69.5 (12.2), n=16. Time since stroke onset: control 6.6 years (range
1.8 to 12); intervention 6.2 years (range 1-29). Community

Interventions/ Test/ Factor being Computer treatment: Usual language activities as for control group plus speech

investigated and language therapy delivered through independent use of computer program
(StepbyStep; library of over 13000 language exercises) supported by a volunteer;
work through exercises for at least 20 minutes 3 days a week for 5 months

Comparisons Computer treatment versus Usual care: participation in activities that provide
general language stimulation: attendance at communication support groups and
conversation, reading and writing activities that are part of daily life

Length of Study/ Treatment duration 5 months; follow up at 8 months
Follow-up
Outcome measures studied Primary: this was a pilot study; main outcome feasibility of carrying out

trial.Secondary:clinical effectiveness (mean difference in % improvement in word
retrieval ability from Object and Action Naming Battery), cost-effectiveness

Results % words named correctly at 8 months (follow up 3 months after end of
intervention): intervention 67.9 (n=12), control 56.6 (n=11), mean difference in
change from baseline 11.3% (95% CI -7.4% to +29.9%), p=0.221

Effect Size % words named correctly at 5 months (end of intervention): intervention 67.2
(n=15), control 47.4 (n=13), mean difference in change from baseline 19.8% (95%
Cl 4.4% to 35.2%), p=0.014

Source of funding: National Institute for Health Research; Stroke and Telehealth themes of South

Varkehira Callaharatinn far | aadarchin in annliad haalth racaarrh anAd ~ara: NlAarth
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Does the study answer the The difference in percentage of words named correctly at 5 months (end of
question?/Further Comments intervention) favoured the intervention but was non-significant at 8 months follow
up in this small pilot study.

Van De Port IGL;Wevers LEG;Lindeman E;Kwakkel G;

Effects of circuit training as alternative to usual physiotherapy after stroke: Randomised
controlled trial

Ref ID 246 RID:

QUALITY

A. Selection bias (systematic differences between the comparison groups)

1024 2012

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the

likely direction of its effect?:
Direction = baseline differences accounted for in

Low risk of bias ! ¢ ”
analysis so low risk of bias

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =  impossible to blind participants or

those administering care but outcome
acercaament hlinded

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

low risk of bias Direction =
Overall Study Quality -Strengths and Adequate randomisation, allocation concealment, sample size.
Weaknesses: Baseline characteristics similar except time from onset of stroke,

baseline strength, baseline leg motricity index and six minute walk
test; all analyses adjusted for these baseline covariates. Single blind
(outcome assessment blinded)

DETAILS
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# of patients:

Prevalence (Diagnostic):

Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

250: 125 circuit training; 125 usual physiotherapy

Inclusion: patients with verified stroke who had completed inpatient rehabilitation
(discharged home) as soon as they were able to start outpatient rehabilitation;
able to walk a minimum of 10m without physical assistance; need to continue
physiotherapy to improve walking competency or physical condition or both; able
to give informed consent; motivated to participate in 12 week intensive
physiotherapy programme. Exclusion: cognitive defects determined by Mini-
Mental State Examination Score <24 points; unable to communicate; lived more
than 30km from rehabilitation centre. Gender: Task-oriented circuit training:
82/126 male, 44 female; Usual physiotherapy care 80/124 male, 44 female. Mean
(SD) age (years): Task-oriented circuit training: 56 (10) n=126, Usual
physiotherapy care: 58 (10) n=124. Time since stroke onset: Task-oriented circuit
training: 91 (42) days; Usual physiotherapy care: 103 (51) days. Outpatients

Task-oriented circuit training: 90 minute graded task-oriented circuit training twice
a week for 12 weeks aimed at improving walking competency (warm up 5 minutes;
circuit training 60 minutes; evaluation/break 10 minutes; group game 15 minutes)

Task-oriented circuit training versus Usual physiotherapy care for 12 weeks
according to guidelines; no restrictions on content, time or duration

12 weeks (end of intervention) and 24 weeks (12 weeks after end of intervention)

1ry: Stroke Impact Scale Mobility 2ry: Other domains SIS; RMI, falls efficacy,
NEADL, HADS, fatigue severity, Motricity Index, functional ambulation, 6 min walk,
5m comfortable walk, timed balance, timed up and go, modified stairs, letter
cancellation

SIS: Strength: 12 wk CT 62.70 (21.49); control 56.30 (23.81); NS btwn gps; 24 wk
CT 63.85 (22.20); control 57.52 (24.56); NS. Memory and thinking: 12 wk CT
85.49 (16.75); control 87.12 (15.32); p=0.024 btwn gps; 24 wk CT 87.23 (15.92);
control 87.08 (15.92); NS. Mood and emotions: 12 wk CT 81.91 (14.81); control
81.86 (14.25); NS; 24 wk CT 82.02 (14.87); control 82.18 (16.02); NS.
Communication with others: 12 wk CT 85.97 (18.84); control 87.09 (17.14); NS; 24
wk CT 86.74 (16.67); control 87.32 (17.23); NS. ADLs during typical day: 12 wk
CT 78.70 (16.30); control 76.07 (16.82); NS; 24 wk CT 79.34 (16.12); control
77.37 (17.89); NS. Ability to use most affected hand: 12 wk CT 58.60 (37.36);
control 52.56 (37.94); NS; 24 wk CT 60.64 (36.55); control 55.51 (37.94); NS.
Social participation in ADLs: 12 wk CT 70.90 (20.78); control 73.05 (18.25); NS;
24 wk CT 71.78 (21.18); control 75.74 (16.44); NS.Stroke recovery: 12 wk CT
63.09 (17.60); control 64.07 (17.13); NS; 24 wk CT 67.08 (16.57); control 66.63
(18.94); NS. Fatigue severity scale: 12 wk CT 4.25 (1.74); control 4.22 (1.66); NS;
24 wk CT 4.23 (1.72); control 4.03 (1.67); NS. Falls efficacy scales: 12 wk CT
102.70 (21.11); control 102.15 (20.68); NS; 24 wk CT 104.45 (20.38); control
104.03 (22.19); NS.Hospital anxiety and depression scale (HADS): Depression:
12 wk CT 4.92 (3.62); control 4.42 (3.69); NS; 24 wk CT 4.52 (3.52); control 4.28
(4.00); NS.HADS Anxiety: 12 wk CT 3.80 (3.40); control 4.01 (3.60); NS; 24 wk CT
3.65 (3.13); control 3.66 (3.55); NS. Nottingham extended activities of daily living
(NEADL): Mobility: 12 wk CT 13.90 (3.77); control 12.97 (4.31); NS; 24 wk CT
14.17 (3.75); control 13.62 (4.14); NS.Kitchen: 12 wk CT 12.76 (3.33); control
12.08 (3.71); NS; 24 wk CT 13.18 (2.89); control 12.45 (3.53); NS.Domestic: 12
wk CT 8.19 (4.45); control 7.20 (3.95); NS; 24 wk CT 8.39 (4.56); control 7.95
(4.08); NS.Leisure: 12 wk CT 9.45 (3.16); control 9.46 (2.90); p=0.04 btwn gps; 24
wk CT 10.50 (3.79); control 10.39 (3.60); NS.Rivermead Mobility Index (RMI): 12
wk CT 13.47 (1.44); control 12.82 (1.90); NS; 24 wk CT 13.50 (1.42); control 13.03
(1.82); NS.Timed balance test: 12 wk CT 4.06 (1.02); control 3.74 (1.06); NS; 24
wk CT 3.82 (1.45); control 3.36 (1.52); NS.Motricity Index (arm): 12 wk CT 68.30
(25.12); control 62.20 (27.21); NS; 24 wk CT 69.88 (24.44); control 65.04 (27.49);
NS Ml leg: 12 wk CT 76.41 (19.18); control 69.20 (21.20); NS; 24 wk CT 75.18
(19.64); control 69.68 (21.09); NS.Letter cancellation task: time to accomplish
(sec): 12 wk CT 148 (64); control 146 (89); NS; 24 wk CT 151 (69); control 149
(86); NS; omissions (left): 12 wk CT 0.69 (1.43); control 0.76 (1.61); NS; 24 wk CT
0.81 (1.72); control 0.68 (1.56); NS.omissions (right): 12 wk CT 0.44 (1.06);
control 0.41 (1.12); NS; 24 wk CT 0.47 (1.19); control 0.57 (1.13); NS.Functional
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ambulation: 12 wk CT 4.87 (0.36); control 4.74 (0.55); NS; 24 wk CT 4.89 (0.36);
control 4.78 (0.49); NS Six minute walk test (m): 12 wk CT 412 (117); control 354
(145); p=0.01 btwn gps; 24 wk CT 416 (118); control 366 (151); NS.Timed up and
go (sec): 12 wk CT 11 (7); control 15 (16); NS; 24 wk CT 11 (8); control 14.60
(13.79); NS Modified stairs test (sec): 12 wk CT 1 (8); control 17 (10); NS; 14 (9);
control 16.78 (9.82); NS.

Effect Size Mobility SIS: 12wk CT 87.27 (12.38) control 83.73 (13.25) NS; 24wk CT 86.56
(13.19) control 84.42 (14.48) NS Gait speed (m/sec): 12 wk CT 1.1 (0.3); control
0.89 (0.36); p<0.001; 24 wk CT 1.1 (0.3); control 0.94 (0.39); p=0.04

Source of funding: none stated

Does the study answer the No differences between groups on mobility stroke impact scale; circuit training

question?/Further Comments associated with higher scores on gait speed, walking disance and modified stairs
test; few other differences in secondary outcomes; only gait speed still significant
at follow up
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Study Type Cohort

Sellars C;Hughes T;Langhorne P;

Speech and language therapy for dysarthria due to non-progressive brain damage
RefID 4918 RID: 950 2005

QUALITY

A. Selection bias (systematic differences between the comparison groups)
A4 Based on your answers t, in your opinion was selection bias present? If so, what is the

likely direction of its effect?:
Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Direction =
D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Direction =

Overall Study Quality -Strengths and
Weaknesses:

DETAILS

# of patients:

Prevalence (Diagnostic):

Patient Characteristics
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Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments
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Study Type Qualitative

Worrall L;Sherratt S;Rogers P;Howe T;Hersh D;Ferguson A;Davidson B;

What people with aphasia want: Their goals according to the ICF
RefID 16189  Rip: 904 2011

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:
Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Direction =
D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Direction =

Overall Study Quality -Strengths and A combination of face to face and telephone interviews was used in
Weaknesses: this study. Using only face-to-face in-depth interviews may have
yielded richer data than the combination of face-to-face and
telephone interviews. Telephone interviews lack the personal
contact made in face-to-face interviews and lose verbal cues. A
further limitation to the study is that only one researcher interviewed
and analysed the data. Methods well described. No baseline data

DETAILS

# of patients: 50 participants (24 males, 26 females; mean age 63.9 + 10.8 years) with aphasia
post stroke (mean duration 54.9+ 43.6 months) were recruited through an aphasia

Prevalence (Diaghostic):
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Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size
Source of funding:

Does the study answer the
question?/Further Comments

Question: In people after stroke what is the clinical and cost-
effectiveness of cognitive rehabilitation versus usual care to
improve spatial awareness and visual neglect?
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Study Type Randomised Controlled Trial

Fanthome Y;Lincoln NB;Drummond A;Walker MF;

The treatment of visual neglect using feedback of eye movements: a pilot study
RefID 722 RID: 40 1995

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

High risk of bias Direction = Direction of effect uncertain as small
sample size of 18 patients

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Direction of effect uncertain as small

sample size of 18 patients

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW risK of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Direction of effect uncertain as small

sample size of 18 patients

Overall Study Quality -Strengths and Strengths: no attrition bias, appropriate intervention and outcome

Weaknesses: measures . . .
Weaknesses: unclear if study was randomised, small sample size of

18 patients, unclear if assessors were blind to treatment arms

DETAILS

# of patients: 9 patients in intervention arm, 9 in control arm
Prevalence (Diagnostic): N/A
Patient Characteristics UK study. Intervention group: mean age(SD) = 66(11), mean(SD) time post

stroke(months) = 1(1), 6 men and 3 women
Control group: mean age(SD) = 71(8), mean(SD) time post stroke(months) = 1(1),
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Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Harvey M;Hood B;North A;Robertson IH;

6 men and 3 women

The inclusion criteria for entry into the study were: subjects were not blind; they
were under 80 years of age; had no history of dementia or psychiatric problems;
were not too ill to be assessed; were right-handed; had a score of more than 6 on
the Abbreviated Mental Test; had a right hemisphere stroke and scored less than
130 on the Behavioural Inattention Test (BIT). None had received any specific
previous treatment for their visual neglect, although all patients were in hospital
and receiving physiotherapy and occupational therapy

Intervention group were required to wear the feedback glasses for 2h and 40min
a week for 4 weeks. This was divided into 40min a day for 4 days. Subjects
usually wore the glasses for 20min in the morning and 20min in the afternoon. The
glasses were calibrated at the beginning of each session. During the first two
sessions the experimenter remained with subjects throughout the treatment time
to ensure that they understood the principle of the glasses and responded to the
auditory signal each time it came on. At subsequent sessions the experimenter
calibrated the glasses and then left the subject. Subjects wore the glasses while
sitting in the hospital day-room or beside their beds.

Subjects’ eye movements were recorded while looking at slides. Subjects sat in
front of a table with the chin resting on a fixed chin rest. The eye movement
glasses were put on and if subjects were short-sighted they wore their own
glasses over these. Slides were projected onto a screen, 171cm in front of them.
Subjects were first required to look at a calibration slide which consisted of a
central cross (0.5 x 0.5cm) and two letters, one on either side of the cross,
equidistant from it.

The projected size of the slides were 48.2 x 36cm and the size of each letter as
projected was 11 x 9cm with letters separated by a 1cm gap. A line of 25 upper-
case letters was presented on three slides. The first was a practice slide and
contained three letter A’s. The eye movements from this slide were not recorded.
The second and third slides each contained six letter A’s. The subject was
instructed to count the number of A’s. The fourth slide was a picture taken from
the Western Aphasia Battery which was reversed so that most of the activity was
taking place on the left. The fifth and sixth slides were two short passages.

The control group did not receive any treatment for their visual inattention or other
perceptual deficits for 4 weeks

At end of treatment and follow-up at 4 weeks

Recording of eye movements and BIT

For both assessment at 4 weeks (end of study) and 4 week follow-up
No significant differences were found between intervention group versus control
group for BIT or eye movement outcomes.

Chest, Heart and Stroke Association

Use of glasses providing a reminder bleep if patients failed to move eyes to the
left in a 15 second interval had no significant effect on eye movements or on BIT
at end of study and at 4 weeks follow-up.

The effects of visuomotor feedback training on the recovery of hemispatial neglect symptoms:
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assessment of a 2-week and follow-up intervention
RefID 667 RID: 63 2003

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

High risk of bias Direction =  Uncertain due to small sample size of
14 patients

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Uncertain due to small sample size of

14 patients

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Yes Direction =  Investigators may have been biased

in favour of intervention
Overall Study Quality -Strengths and Strengths: no attrition bias, relevant intervention and outcome
Weaknesses: Weakness: no description of randomisation, single blind study,

small sample size of 14 patients, wide range post stroke (range 5
to 25 month), small sample size of apparently 14 patients, 3 day
intervention lead by experimenter but this was succeded by 10 day
intervention over 14 days which patients performed on their own
(although it was stated 'HCP often controlled execution of the
training'). Unlear if assessors of the study were blinded.

DETAILS

# of patients: Intervention: 17 patients, Control 17 patients
Prevalence (Diagnostic): N/A
Patient Characteristics UK study. Study stated no difference found between intervention and control

groups with respect to age, time since stroke, and screening of hemispatial

neglect. Mean age (SD) = 69(9.3), 8 male, 4 female, 2 unspecified in paper. CVA
attack range 5 to 25 months. Assessment for neglect assessed on Balloons test,
and the BIT. Not all patients fell below cut-offs on both tests (< 10% Ballons, 129
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Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

BIT), but each intervention and control group contained either 3 or 4 very impaired
(<10% Balloons, <70 BIT) and two only mildly impaired when results of both taken
into account.

Rehabilitation of rod lifting exercise, administered on 3 consecutive daily sessions,
lasting approximately 1 hour. 3 step process using. Step 1- line bisection,
landmark and reaching for for real objects, Step 2- Step 1-repeat of step 1. Three
wooden rods 1.1cm diameter, 0.63 g/cm in weight and either 50, 75, 100cm in
length were used. Each rod was presented horizontally on a test mat in front of the
patient, with the middle of the rod in line with the patient’s body midline.

The intervention group patients tried to reach, lift and balance the rods at the
centre, readjusting until satisfied with the judged central grip, whilst patients in the
control group reached and lifted the right-hand side of the rod only. The
intervention group therefore received proprioceptive as well as visual feedback as
the rod would tilt if not grasped in the centre, however both groups received a
comparable amount of motoric experience of reaching and lifting rods. The rods
varied in length and spatial location and reaches were repeated eight times in
each session creating 72-rod lifts. All patients used their right hand only.

In addition to the immediate experimenter-led intervention, a 6-week extended rod
lifting intervention was run assessing the effects with a larger test battery that was
performed at baseline (before any intervention) and re-administered in part after
the 3-day experimenter present session and in full, following a further 10 days of
home-based intervention.

As for intervention group, however, control group reached and lifted the right hand
side of the rod only.

Immediately after intervention and 1 month follow-up

BIT convention scores, BIT behavoural scores.

BIT conventional scores (pre-post analysis)

No significant main effect of time was found on the 2 x 4 mixed ANOVA although
there was a significant time by group interaction (F [3,30] = 4.367, P = 0.01).
Paired t-tests indicated a significant effect between the end of the home-based
training and the 1-month follow-up: the intervention group scores improved
significantly, whereas the scores of the control group did not differ between the
end of the training and the follow-up (presented graphically).

BIT behavioural scores

In contrast to the conventional scores, no simple main effect of time nor a time by
group interaction was found for the 2 x 3 ANOVA run on the BIT behavioural
scores.

Balloon test
No simple main effect of time nor a time by group interaction was found following
the 2 x 4 ANOVA of the laterality bias of the Balloons test.

James S McDonnell grant to M Harvey, B Hood and IH Robertson. A North was

enlav fiindad hvy lamae Q@ MADAnnal

Reported significant time by group interaction on BIT conventional subscores at
month indicating improvement in intervention group, but no improvement on 6
behavourial sub-tests and Balloons Test.
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Kalra L;Perez |;Gupta S;Wittink M;

The influence of visual neglect on stroke rehabilitation
Ref ID 31 RID: 25 1997

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

High risk of bias Direction =  Uncertain as small sample size of 50
patients

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Uncertain as small sample size of 50

patients

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW riSK Or bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bhias present? If so,
what is the likely direction of its effect?:

Low

Direction =
Overall Study Quality -Strengths and Strengths: no attrition bias, appropriate intervention and outcomes,
Weaknesses: assessors were blind to intervention

Weaknesses: single blind study, small sample size of 50 patients

DETAILS

# of patients: Intervention: 25 patients, Control: 25 patients
Prevalence (Diagnostic): N/A
Patient Characteristics UK study. The median duration between the acute episode and randomization

was 6 days (range, 2 to 14 days). Intervention group mean(SD) age = 78(9),
men(%) = 44, mean Rivermead Perceptual Assessment Battery (RPAB) overall 16
subsets(SD) = 177(53), Median Barthel(range) = 4(2-12). Control group
mean(SD) age = 76(10), men(%) = 36, mean Rivermead Perceptual Assessment
Battery (RPAB) overall 16 subsets(SD) = 185(44), Median Barthel Index of
ADL(BADL) (range) = 4(2-7). Criterion for neglect = < 2 SD below normative mean

268



Stroke Rehabilitation - Appendices
Clinical evidence tables

on RPAD.

Interventions/ Test/ Factor being  Intervention
investigated Modified approach to conventional therapy involving spatiomotor cueing based on

the “attentional-motor integration” model and early emphasis on restoration of
function. The principle behind this approach was that movements of the affected
limb in the deficit hemisphere led to a summation of activation of the affected
receptive fields of two distinct, but linked, spatial systems for personal and
extrapersonal space, resulting in improvements in attentional skills and
appreciation of spatial relationships on the affected side.

Comparisons Conventional therapy input concentrating on restoration of normal tone,
movement patterns, and motor activity before addressing skilled functional activity

Length of Study/ 12 weeks

Follow-up

Outcome measures studied Mean RPAB scores; overall (16 subsets), body image subset, cancellation subset.

BADL in survivors, mortality, median length of stay in hospital, physiotherapy and
OT time per patient(hours), mortality, discharge home, institutional care

Results Mean RPAB scores-overall (16 subsets) (SD) intervention versus control =
224.32 (55.38) versus 199.44( 64.87) (not significant), body image subset(SD)
intervention versus control = 13.19 (1.47) versus 9.72 (1.33) (p<0.01),
cancellation subset (SD) intervention versus control = 37.19(13.10) versus 30.12
(18.45). BADL in survivors- Median at discharge(range) intervention versus
control = 14 (9-18) versus 12.5 (4-16) (not significant). Median change(range)
intervention versus control = 10 (6-15) versus 8 (3-14) (not significant). No
difference found for intervention versus control group for; mortality, median length
of stay in hospital, physiotherapy time per patient(hours), mortality, discharge
home, institutional care, occupational therapy time per patient(hours)

Effect Size
Source of funding: Not stated
Does the study answer the Study indicates that perceptual training may improve spatial neglect

question?/Further Comments

Mancuso M;Pacini M;Gemignani P;Bartalini B;Agostini B;Ferroni L;Caputo M;Capitani D;Mondin E;Cantagallo A,

Clinical application of prismatic lenses in the rehabilitation of neglect patients. A randomized
controlled trial

Ref ID 16285 RID: 1037 2012

QUALITY

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the

likely direction of its effect?:
High risk of bias

Direction = Possibly overestimation of effect size for
experimental group

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk

Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss

of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

High risk of bias

Direction = Over-estimation of effect

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear

Direction =
Overall Study Quality -Strengths and This study is small scale and has a short follow-up time. It is only
Weaknesses: single blinded (blinding otherwise not stated) with very little

DETAILS

# of patients:

Prevalence (Diagnostic):

Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

description of methodology (method of randomisation or allocation
concealment). Many useful outcome measures were collected.

N=13 experimental N=9 control

Experimental Control
Age m (sd) 70 (9) 62 (13)
Years in education m (sd) 8 (5) 11 (4)
Days from onset m (sd) 180 (301) 129 (132)

All patients were selected in accordance with tests for neglect and those who had
abnormal scores in at least two tests were enrolled. No patient had visual field
deficits which could preclude the proper performance of tests or exercises or
severe symptoms of cognitive impairment

Pointing exercise with prismatic lenses producing optical shift of 5 degrees to the
right
Each group (intervention and control) was treated with 5 rehabilitation sessions

lasting about 30 minutes each, from Monday to Friday in the morning by the same
investigator in each center.

Pointing exercise with neutral lenses
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Length of Study/ 5 days
Follow-up
Outcome measures studied Albert test, Bells test, Bit drawing test, Line orientation test, line bisection test,

Dealing playing cards test

Results Participants were tested at TO (baseline) and T1 (after 5 days). Three p-values are
provided: Within refers to whether subjects got better over time. Between refers to
whether one group was overall better than the other on the outcome measure and
Interaction means whether the rate of improvement or deterioration was
dependent on the type of intervention that was received (i.e. taking the baseline
into account).

Experimental group Control
Group
TO T1 TO T1 Within p
Between p Interaction p
Albert R 17.77 17.92 16.22 17.67 0.016
0.038 0.75
AlbertL  14.69 16.54 12.22 15.89 0.083
0.510 0.4
BellsR 13.75 13.08 12.11 14.89 0.148
0.011 0.759
BelsL 7.83 10.08 4.56 9.1 0.009
0.174 0.508
BIT draw 1.00 1.58 1.44 1.89 0.030
0.771 0.400
LINE Ori 9.36 12.82 9.89 14.63 0.001
0.345 0.583
LINEBi 20.12 25.24 14.66 41.57 0.006
0.147 0.453
DealR 13.92 12.83 13.13 13.00 0.010
0.283 0.150
Effect Size Please see above
Source of funding: Not stated
Does the study answer the The results showed that the prismatic lenses of only five degrees, used for the
question?/Further Comments study, did not contribute to the variation in performance. Thus this deviation of the
fixation pint of the visual field to the right is not sufficient to create a therapeutic
effect.

Nys GM;de Haan EH;Kunneman A;de Kort PL;Dijkerman HC;

Acute neglect rehabilitation using repetitive prism adaptation: a randomized placebo-controlled
trial

RefID 177 RID: 53 2008

QUALITY

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:
Unclear/unknown risk Direction = Likely effect in favour of intervention

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Likely to favour intervention

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Yes Direction = Favour intervention
Overall Study Quality -Strengths and Strengths: no attrition bias, appropriate intervention and relevant
Weaknesses: outcomes

Weaknesses: unclear randomisation, patients recruited from 3
hospitals but no further information given, single blinded study,
small sample size of 16 patients, unclear if assessment at 1 month
follow up was blinded, unclear description of the control intervention

DETAILS

# of patients: Treatment arm: 10 patients, Control arm: 6 patients
Prevalence (Diagnostic): N/A
Patient Characteristics Dutch Study. Experimental group: mean age(SD) = 64(14), male sex = 70%, days

since stroke onset(SD) = 9(5), short BIT score at baseline = 27(17)

Control: mean age(SD) = 62(11), male sex = 50%, days since stroke onset(SD) =
11(6), short BIT score at baseline = 25(22)

Patients were screened for the presence of neglect using four subtasks of the
Behavioural Inattention Test. Patients who performed < cut off on at least two of
the four tasks were included in the study.

Interventions/ Test/ Factor being Four-day-in-a-row experimental treatment with 10 degree rightward deviating

investigated prisms. Prism exposure- 100 fast pointing movements to 2 visual targets
presented 10 degrees to left and right of the body midline, with 50 to each in a
random order.

Comparisons Four-day-in-a-row experimental treatment without prism.
Length of Study/ Immediate assessment and 1 month follow-up
Follow-up
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Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Line bisection, letter cancellation, scene copying, four letter conventional tests, full
BIT

Schenkenberg Line Bisection: intervention group showed better performance than
control group [F(2,13) = 3.25, p=0.035 one-tailed]. The interaction between group
and treatment session was not significant but the interaction was significant when
considering line deviation separately [F(7,98) = 1.73, p=0.05 one-tailed]. One-
sample t-tests for each group separately demonstrated that different scores of
line bisection performance (post-treatment minus pre-treatment performance)
were not significantly different from zero.

Letter cancellation: Significant interaction found between group and session
[F(7,8) =2.7; p=0.045 one-tailed], indicating intervention group improved faster
than control group. No other significant effects found. One-sample t-tests for each
group separately demonstrated that difference scores of letter cancellation
performance (post-treatment minus pre-treatment performance) were not
significantly different from zero.

Scene copying: significant interaction was found between group and session, in
which the pattern of improvement of sessions was different for control group
versus intervention group [F(7,8) 1=7.7, p=0.003]. One-sample t-tests for each
group separately demonstrated that difference scores of scene copying
performance (post-treatment minus pre-treatment performance) were not
significantly different from zero.

Results at one month follow-up, improvement compared with baseline
Repeated measure analysis comparing performance on the four BIT tasks
administered both in the screening and the long term assessment for the
intervention group versus control group (Star Cancellation, Figure Copying,
Representational Drawing and Line Bisection). Overall, the patients performed
better at the second assessment indicating a significant recovery [F(4,11)=5.6,
p=0.01] as is to be expected during the first weeks post-stroke. Statistical
improvement was observed in three of the four tasks (Star Cancellation
[F(1,14)=23.3; p<0.001)] Line Bisection [F(1,14)=12.8; p=0.003)] and
Representational Drawing [F(1,14) = 18.5; p<0.001)]. Patients demonstrated a
smaller non-significant improvement on Figure Copying [F(1,14)=3.3; p=0.09]).
There was neither a main effect of group nor any interaction effect between task
and group, indicating EG demonstrated similar outcome at one month post-
treatment versus control group.

Full BIT at 1 month follow-up

No main effect of group (neither for conventional BIT or the ecological BIT),
indicating no long-lasting effect of the intervention. Three of the 6 patients in the
control group and 5 of the 10 patients intervention group still Intervention may
improve acute neglect.

Dutch Brain Foundation

At 1 month follow up, there was no difference in neglects outcomes for
intervention group (prisms) versus control.

Robertson IH;Gray JM;Pentland B;Waite LJ;

Microcomputer-based rehabilitation for unilateral left visual neglect: a randomized controlled trial

273



Stroke Rehabilitation - Appendices
Clinical evidence tables

Ref ID 723 RID: 27 1990

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction = Uncertain due to small sample size of
36 patients

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Uncertain due to small sample size of
36 patients

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Low risk of bias Direction = Intention to treat anlysis

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Low risk Direction =
Overall Study Quality -Strengths and Strengths: no attrition bias, assessor at end of study and at 6
Weaknesses: months blind to intervention, intention to treat analysis, appropriate

intervention and outcomes
Weaknesses: single blind study, small sample size of 36 patients

DETAILS

# of patients: Intervention: 20 patients, Control: 16 patients
Prevalence (Diagnostic): N/A
Patient Characteristics UK study. Significant unilateral left field visual neglect according to BIT; failure in 3

out of 9 tests. 33 patients sustained CVA's, 2 sustained head injuries, 1 surgery
brain tumour. Intervention: mean(SD) age = 64(13), mean(SD) onset of neglect
(weeks) = 19(21), men/women = 9/11. Control mean(SD) age = 63(03),
mean(SD) onset of neglect (weeks) = 11(6) men/women = 10/6.

Interventions/ Test/ Factor being Computerised scanning and attention training, 14 sessions of 75 minuites each,

investigated usually 2 times per week. Mean(SD) hours = 15.5(1.8). Training procedure:
Shapes were presented on the screen, and all of them were identical except one.
The subject identified the one which was different and identified it by touching the
screen where feedback was given. The nature of the shapes could be varied and
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Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

combined with different odd shapes, and the total number of shapes could be 4,
16 or 64. A voice synthesizer cued the subject to “look left” and subjects were
encouraged to verbalize this. A flashing left-pointing arrow with the words “Look
Left” prominently displayed also appeared with the other cues before presentation
of each task.

Also in the program, a horizontal and vertical line bisection task enabled the
subject to create four screen quadrants. Subjects then underwent an automated
training procedure to scan the screen, using a scanning window, by touching each
of the screen quadrants in a predetermined order. This scanned procedure owes
much to the “systematic clockwise scanning” procedure used by Weinberg and
colleagues. Subjects were first given an assessment version of the scanning
program. Next the quadrant creation and quadrant scanning procedures were
carried out. Once these had been successfully accomplished, the scanning task
was presented again, although this time with the scanning box superimposed on
the “odd one out” task. In this final stage, the person carried out this task using the
scanning box as an aid.

The second main suite of programs consisted of a combined scanning and
attention program. The program was one where an infinite number of tasks could
be programmed into one basic framework. This framework was a target presented
at the top of the screen and a series of matching targets and distractors
presented. The task was for the person to locate and touch the targets as quickly
as possible, and the responses were recorded via touch-sensitive screen.
Feedback as to accurate detection was given by the computer in the form of
auditory and visual rewards, and this was related to the speed of response. Before
each response, the subject touched a red band at the far left of the screen, which
immediately turned green. Failure to do this resulted in the computer flashing a
message across the screen to “touch left” along with a flashing arrow. The flashing
message and arrow continued until the person touched the red band.

Exposure to plausable computer activities that were considered not to improve
congitive function (word games, quizes and simple logical games such as 'reds
and greens'). Mean(SD) hours = 11.4(5.2)

End of study and at 6 months follow-up

Primary BIT. Others revised Weschsler Adult Intelligence Scale (WAIS = R),
Neale Reading Teast, letter cancellation test, Rey-Osterreith Test

At end of study: There was no difference for intervention versus control the
following outcomes; BIT(SD) (intervention 52.0(24.0) versus 59.9(20.2) for
control), Rey-Osterreith complex figure copy (intervention 25.9(13.4) versus
20.7(11.6) for control), Neale Reading Test(SD) (intervention 20.1(26.1) versus
9.2(16.5) for control), Letter cancellation test (intervention 43.4(30.4) versus
43.2(28.3) for control), WAIS-R block design (intervention 4.9(2.0) versus 5.3(2.0)
for control). There was a significant (p=0.02) difference for WAIS-R picture
completion (intervention 7.5(2.8) versus 5.1(2.5) for control). At 6 months follow up
there were no significant differences between intervention versus control for any
outcome. BIT(SD) (intervention 60.1(18.6) versus 61.8(21.5) for control), Rey-
Osterreith complex figure copy (intervention 29.7(11.3)) versus 26.8(11.8) for
control), Neale Reading Test(SD) (intervention 6.2(9.1) versus 14.9(23.0) for
control), Letter cancellation test (intervention 20.0(16.4) versus 23.1(14.5) for
control), WAIS-R block design (intervention 4.9(3.2) versus 4.4(1.8) for control).
WAIS-R picture completion (intervention 7.2(2.9) versus 5.9(1.5) for control).

Scottish Home and Health Department

Study indicated computerised traning for negelct did not improve outcomes
compared with control group.
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Robertson IH;McMillan TM;Macleod E;Edgeworth J;Brock D;

Rehabilitation by limb activation training reduces left-sided motor impairment in unilateral
neglect patients: a single randomised control trial

Ref ID 731 RID: 28 2002

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =
B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Unclear/unknown risk . .
Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear

Direction =
Overall Study Quality -Strengths and strengths: randomised, long follow up
Weaknesses:

weaknesses: unclear randomisation, allocation concealment.

Attrition bias

DETAILS

# of patients: N=40 ( n=19 Perceptual training +Limb Activating Device; n=21 to Perceptual

trainina + “dummy” Limb activatina Device )

Prevalence (Diagnostic):
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Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Inclusion criteria

Diagnosis of right hemisphere stroke according to WHO criteria ; no history of
major psychiatric problems or organic disorder (other than stroke) likely to
influence cerebral function ; no other coexisting disease or disability preventing
testing ; willingness to provide informed consent to participate in the study ;
presence of unilateral left visual neglect as defined by a score of 51 or less on the
Star Cancellation Test of the Behavioural Inattention Test (BIT) or a score of 7 or
less on the Line Bisection Test of the BIT, with at least 2 of the 3 lines in this test
bisected to the right of centre ; sensory physical and cognitive capacities at a level
sufficient to carry out all the assessment procedures ; age 20-75; no other
disability or disease likely to prevent or contaminate assessment or follow-up ;
right-handed ; score of 7 or above on the Hodkinson Mental Test for dementia

Patients’ characteristics

Variable LAT+PT Control group (PT)
Sex (M: F) 13:6 16:5 ns
Age mean (SD) 69.3 (9) 67 (9.47) ns
Time post stroke

Mean (SD) 152.8 (142.4) 152.1 (117.9) ns
Lesion type

Infarct: Hemorrhage* 18:1 16:4 ns
First: Recurrent stroke 15:4 19:2 ns
Destination on discharge from hospital
Home: RU:NH** 9:8:2 11:9:1
Barthel index 13.3 (5.7) 11.4(6.5) ns
Motricity index

Left arm leg 52.4 (31.1) 44.5(34.1) ns
Tactile Sensory Detections
Left 8.8 (2.4) 7.6(3.5) ns
Frenchay Arm Test 2.2 (2.4) 1.5(2) ns
BIT score*** 107.8 (29.9) 108.7(32) ns
Verbal memory 17.3 (7.5) 25.2(9.3) p<0.006

(Immediate recall)
Test of Everyday Attention

Elevator counting  11.1 (4.4) 11 (3.5) ns
Stimuli detected in

lower left visual field 4.3 (1.6) 4(1.9) ns
Stimuli detected in

upper left visual field 4.4 (1.4) 43(1.6) ns
Depression (HADS) 7.3 (3.6) 83(39) ns

*1 subject not classified; RU — Rehabilitation Unit; Nursing Home; BIT score —
Behavioural Inattention Test score.

Experimental group: Perceptual training + Limb Activating Device
Both groups received training of 12 sessions of 45 minutes duration over a 12
week period

Control group: Perceptual training + “dummy” Limb activating Device. Both groups
received training of 12 sessions of 45 minutes duration over a 12 week period

Follow up 6 months for BIT, Landmark Test, Comb and Razor tests ; up to 18-24
months for Barthel index, CB rating Scale of Neglect and Motricity Index

Barthel Index, CB rating Scale of Neglect, Motricity Index, BIT Behavioural Tests,
Landmark Test, Comb and razor test

Outcome Experimental Control
Barthel index
Posttraining 13.1 (5.5) 12.6 (5.1)
3 months 14.6 (4.6) 12,5 (4.7)
6 months 13.6 (14.5) 12.3 (5.1)

18-24 months 25.1 (21.3)* 24.3 (15.2)*
*at final follow up ceiling effects dictated Barthel to be replaced by the Nottingham
Extended ADL score

Outcome Experimental Control
CB Rating Scale of Neglect
Posttraining 9.4 (9.1) 12.6 (8.8)
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Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Rossi PW;Kheyfets S;Reding MJ;

3 months 9.9 (8.4)
6 months 11.9 (8.6)
18-24 months 7.6 (6.2)

Motricity Index (total, left side)

Posttraining 62 (31.5)

3 months 66.1 (30.6)
6 months 67.3 (32.6)
18-24 months 67.3 (33.3)

Outcome Experimental
BIT Behavioural Test

Posttraining 30.2 (11.9)

3 months 30.1 (11.5)

6months 30.1 (13.2)
Landmark Test

Posttraining 4(1.7)

3 months 3.3(1.4)

6 months 4.2 (1.6)

Comb and razor test

Posttraining 0.27 (0.15)
3 months 0.22 (0.14)
6 months 0.25 (0.16)

11.9 (8.3)
13.8 (10.5)
9.5 (6.8)

48.4 (36.9)
51 (35.3)

49.6 (35.6)
44.9 (33.4)

Control

31.2 (11.9)
32.8 (11.9)
33.5 (12.6)

3.4 (2)
4 (2.1)
3.7 (1.8)

0.25 (0.13)
0.22 (0.14)
0.24 (0.11)

2 factor ANCOVA performed on each of the 3 outcome measures, with one
between-subject factor and one within-subject factor. Only Motricity Index showed
significant time by treatment effect p=0.009

UK NHS National R&D Programme; 24months follow up was funded by the

I Iniviarcitv Af Quirrav Qmall MRrante Qrhama

LAT treatment was associated with significantly improved left sided motor
function, with effects lasting up to 18-24 months. No significance was reached for
time by condition interactions for all other outcomes.

Due to unclear reporting of randomisation and allocation concealment
methodology the level of risk of bias remains unclear and so cannot be ruled out

Fresnel prisms improve visual perception in stroke patients with homonymous hemianopia or

unilateral visual neglect

Ref ID 57 RID:

QUALITY

29

1990

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction = Prism group patients significantly older
than control group p<0.01

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear

Direction =
Overall Study Quality -Strengths and strength: randomised, no attrition
Weaknesses:

weaknesses: small sample size, unclear randomisation and
allocation concealment, no blinding, outcome data missing for the
Tangent Screen examination outcome

DETAILS

# of patients: N=39 (n=18 in prism group ; n=21 in control group)

Prevalence (Diagnostic):

Patient Characteristics Inclusion criteria: free of disabling cardiac pulmonary or rheumatologic problems
that might have precluded rehabilitation efforts.
Exclusion: best-corrected visual acuity worse than 20-200 and those unable to
comprehend and cooperate with visual field assessment

Characteristics
Variable Control Prism P value
(N=21) (N=18)

Age (SEM) 63.3 (2.5) 72.6 (1.8) <0.01
Sex: M/F 9/12 10/8 ns
Interval poststroke (wks)

(SEM) 4.7(0.6) 4.4(0.3) ns
Lesion type:
Infarct/haemorrhage 18/3 15/3 ns
Side of stroke: R/L  13/8 16/2 ns
Deficit type

HHA/VN 15/6 12/6 ns
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Interventions/ Test/ Factor being

investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Modified MMS
(SEM) 10.3(1.1) 12.8 (0.9) ns

15-dopter plastic press-on Fresnel prisms: cut to shape of half circle overlaying
only affected hemifield, with base of prism towards affected field.Both groups
receive routine rehabilitation programme (physical,occupational,speech therapy)

Routine rehabilitation programme (physical,occupational,speech therapy)

4 weeks

Modified Mini Mental Status Examination, Motor Free Visual Perception Test, Line
bisection task, Line cancellation Task, Harrington Flocks Visual Screener,
Tangent Screen Examination, Barthel ADL-Mobility Score

Results are only reported in text:

MVPT response: Prism Control  P-value
Baseline 53.2(8) 47.7(6) ns

4 weeks 80.8 (4) 56.9(6) <0.01

LB* error scores: Prism Control P-value
Baseline 23(0.7) 22(0.5) ns

4 weeks 0.68 (0.2) 2.2(0.5) <0.01
*Line Bisection

LC** Task errors: Prism Control  P-value
Baseline 15(3) 12.8(3) ns

4 weeks 24 (1) 9.8(2) <0.02

**Line cancellation

HFVS error scores: Prism Control  P-value
Baseline 175(2) 212(2) ns

4 weeks 58(1) 14.2(2) <0.01
*** Harrington Flocks Visual Screener

Tangent Screen Examination: 15/16 prism-treated patients showed expansion of
their visual field at 4 weeks relative to baseline compared with 7/17 control
patients (chi squared=8.02, p<0.01).

The 2 prism patients and 5 controls for which data was missing were not retested
due to scheduling problems.

Modified MMS: not reported post treatment
Barthel ADL: no significant difference in scores was found between groups at any
study interval.
Prism  Control P-value
Baseline 37 (5) 42 (6) ns
4 weeks 50 (5) 54 (5) ns

Number of falls: similar during study interval: 4/18 in prism and 4/21 in control

not reported

After 4 weeks, the prism-treated group performed significantly better than controls
on the MFVPT, line bisection task, lince cancellation task, Harrington Flocks
Visual Field Screener and Tangent screen examination. There was no significant
difference in Barthel ADL between group. Thus treatment with 15-diopter Fresnel
prisms improves visual perception test scores but not ADL function in stroke
patients with homonymous hemianopia or unilateral visual neglect.

Due to unclear reporting of randomisation allocation concealment and other
methodlogical weaknesses the risk of bias is high for this study
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Tsang MH;Sze KH;Fong KN;

Occupational therapy treatment with right half-field eye-patching for patients with subacute
stroke and unilateral neglect: a randomised controlled trial

RefID &4 RID: 46 2009

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

High risk of bias Direction =  Small sample size of 16 patients makes

this difficult to estimate

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Small sample size of 16 patients
makes this difficult to estimate

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW riSK Of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Yes Direction = Assessment after intervention was
done by an independent assessor, but
at 1 month follow-up this is unclear.
Likelv direction of bias uncertain due

Overall Study Quality -Strengths and Strengths: no attrition bias, appropriate intervention and outcomes
Weaknesses: Weaknesses: single blind study, no follow-up, small sample size of
34 patients

DETAILS
# of patients: 17 patients in intervention, 17 patients in control
Prevalence (Diagnostic): N/A
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Patient Characteristics Stroke patients with partial anterior circulation infarction determined according to
clinical and radiological criteria were included in the study. The “middle group” of
patients was objectively defined on the basis of impairments in power, balance,
proprioception, and cognition, using a validated scale, which ranged from 1.6 (no
deficits) to 6.4 (maximum deficit). Patients with hemianopsia or severe dysphasia
(restricting communication) were excluded from the study.

Interventions/ Test/ Factor being Intervention group received 4 weeks of conventional occupational therapy with

investigated right half-field eye patching glasses, which were worn throughout the occupational
therapy treatment sessions. Five occupational therapy sessions of 60 min each
per week.

Comparisons 4 weeks of conventional occupational therapy without eye-patching. Five
occupational therapy sessions of 60 min each per week

Length of Study/ Studied at end of treatment, no follow up

Follow-up

Outcome measures studied Conventional BIT, FIM

Results The t test was used to compare the initial BIT-conventional and FIM scores

between the two groups before the treatment (Table Il). At the baseline, control
and intervention groups were comparable in all important prognostic
characteristics. There were no significant differences in the initial scores of BTI-
conventional (p=0.394) and FIM (p=0.099) between the two groups. Both the
control and intervention groups showed significant within-group improvements in
BIT-conventional (control mean = 8.29), p=0.004; intervention mean = 25.06,
p=0.004) and FIM (control mean = 12.41, p=0.002; intervention mean = 16,
p=0.000 after 1 month. There were no group differences in the variable MMSE
(p=0.6; control mean=15.94; intervention mean= 17.18).

There was a significant difference between the subjects in the control and
intervention groups in the BIT gain (p=0.046). Stroke patients treated with right
half-field eye-patching had a significantly higher BIT gain (mean =25.06) than
stroke patients treated with conventional method (mean =8.29).

For intervention versus control, there was no significant difference (p=0.467) in
FIM Comparing the items in FIM, only eating (p=0.027), bathing (p=0.047), and
dressing the lower body (p=0.045) were significantly different between the two

groups.

Effect Size

Source of funding: Not stated

Does the study answer the Study may indicate benefit of right half eye patching , however study had no
question?/Further Comments follow-up.

Turton AJ;O'Leary K;Gabb J;Woodward R;Gilchrist ID;

A single blinded randomised controlled pilot trial of prism adaptation for improving self-care in
stroke patients with neglect

Ref ID 3354 RID: 119 2010

QUALITY

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =  Uncertain

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =  Uncertain

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW riSK Or bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection hias present? If so,
what is the likely direction of its effect?:

No detection bias present

Direction =
Overall Study Quality -Strengths and Strengths: clear description of appropriate randomisation, 2
Weaknesses: assessors blinded to patient treatment arm and wherever possible

assessors were carried out by same assessors, all patients
allocated to treatment arms were accounted for in study and drop
out explained, clearly explained intervention and sham intervention,
no attrition bias, approriate and clearly described outcomes.
Weakness: single blind study as healthcare professional conducting
overseeing treatment and sham was not blinded to intervention.

DETAILS

# of patients: 36 patients randomised: 19 to sham treatment and 17 patients to prism treatment
Prevalence (Diagnostic): N/A
Patient Characteristics Control group: mean age(SD) = 71(14), male to female = 11.7, mean(SD) days

since stroke = 47(39), median (IQR) BIT = 109(60), frequency hemianopia = 4,
mean(SD) Motricity score = 50(30), meadian(IQR) Sensory score = 9(6-10), mean
(IQR) Barthel score = 45(35-63).

Experimental group: mean age(SD) =72(14), male to female = 8.8, mean(SD)
days since stroke = 45(23), median (IQR) BIT = 88(72), frequency hemianopia =
3, mean(SD) Motricity score = 54(37), meadian(IQR) Sensory score = 9(4-10),
mean (IQR) Barthel score = 43(20-76).

Eligibility criteria: right hemisphere stroke occurring at least 20 days before study,
self-care problems due to neglect (OT identified), ability to sit and point with the
unaffected hand, ability to understand and follow instructions and medical fitness
to participate.

Presence of neglect confirmed by star cancellation task and/or line bisection test
from the BIT.
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Interventions/ Test/ Factor being The treatment procedure involved repeated pointing movements to targets, using

investigated the right “unaffected” hand while wearing the prism glasses. Ten dioptre prisms
that shifted the field of view 6 degrees to the right were held in optician’s trial
frames (fitted with felt blinkers to prevent interference from peripheral vision)
The participant, positioned directly in front of a box containing a touch-screen, was
required to use the index finger to touch a bold vertical line (width 15mm), which
appeared either directly in the centre of 100mm to the left or right of centre on the
screen. Target lines were presented in an unpredictable sequence with each block
comprising 10 central, 10 right and 10 left of centre targets, in three blocks of 30
trials. The pointing arm was screened from view with the starting position for each
movement marked by a Velcro disc, under the screen. The participant was able to
see only the terminal part of each pointing movement to allow visuomotor
adaptation.
Before wearing the glasses, participants were given some pointing practice, with
vision of the terminal part of the movement, to ensure they understood the task.

Comparisons Sham treatment using plain glasses

Length of Study/ 4 days and 8 weeks

Follow-up

Outcome measures studied Primary outcome measure: CBS (Azouvi et al., 1996, 2003). Neglect in 10 self-

care behaviours are rated to give a total score out of 30 points.
Secondary outcome measure: conventional pencil and paper tests from the BIT

Results At 4 days follow up
Both groups significantly improved their performances on both the CBS and the
BIT; two factor repeated measures analysis of variance: assessment sessions
CBS F(1,32)=49.6, p <0.001; BIT F(1, 32)= 17.0, p <0.001; but there was no
difference between groups. Mean (SD) change scores for the CBS were similar for
both groups: experimental group -3.5 (3.1), control group — 3.3 (2.5). Mean (SD)
change scores for BIT assessments, were 14.8 (18.7) and 9.7(15.9), respectively.
The results of the analysis of variance using logits instead of raw CBS score were
similar with no significant difference between groups.
At 8 weeks follow-up
No significant difference between groups in CBS or BIT test performances.

Effect Size

Source of funding: Stroke Association

Does the study answer the For intervention versus control group at 4 days and 8 weeks follow-up no effect
question?/Further Comments on BIT or self care (CBS).

Wiart L;Come AB;Debelleix X;Petit H;Joseph PA;Mazaux JM;Barat M;

Unilateral neglect syndrome rehabilitation by trunk rotation and scanning training
Ref ID 34 RID: 35 1997

QUALITY

A. Selection bias (systematic differences between the comparison groups)

284



Stroke Rehabilitation - Appendices
Clinical evidence tables

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

High risk of bias Direction = Uncertain as small sample size of 22
patients

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Uncertain as small sample size of 22
patients

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

High risk Direction =  Uncertain as small sample size of 22

patients
Overall Study Quality -Strengths and Strengths: appropriate outcomes, specified in study that control
Weaknesses: group received standard rehabilitation for same amount of time as

intervention group, no attrition bias

Weaknesses: single blind study, inadequate description of
randomisation, unclear if assessors were blind to intervention and
control groups, small sample size of 22 patients, control group
significantly older in control group (p<0.02), FIM score significantly
lower in control group (p<0.01).

DETAILS

# of patients: Intervention: 11 patients, Control: 11 patients
Prevalence (Diagnostic): N/A
Patient Characteristics French study. Inclusion criteria: stroke < 3 months, MMSR cut-off score 74/100,

FIM cut-off score 90/126, line cancellation of 40 standardised lines (cut-off score:
more than 2 left omissions). Experimental group: sex F/M = 5/6, age(SD) = 66(8),
days after stroke(SD) = 35(9), MMSR/100(SD) = 84(6), Schekenberg,%RD (SD) =
50(22), Bells/18(SD) = 13(2), Albert/20(SD) = 14(6), FIM/126(SD) = 66(18).
Controll group: sex F/M = 5/6, age(SD) = 72(6), days after stroke(SD) = 30(4),
MMSR/100(SD) = 81(4), Schekenberg,%RD (SD) = 53(27), Bells/18(SD) = 14(3),
Albert/20(SD) = 16(4), FIM/126(SD) = 54(10). Exclusion criteria: history of stroke,
alteration of general status, or cognitive difficulties incompatible with rehabilitation.

Interventions/ Test/ Factor being Every day for 20 days intervention group received 1 hour of the experimental
investigated treatment (Bon Saint Come's Device), followed by 2-3 hours of traditional
rehabilitation (1 to 2 hours of physiotherapy, 1 hour of occupational therapy).
Intervention
The first part of the system was a polysar thoracolumbar vest and an attachment
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Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

of a vertical metal bar that projects forward horizontally just above the apex of the
subject’s head. The extremity of the bar, or pointer, was situated 1.5m in front of
the patient, who was forced to make an axial rotation of the trunk under visual
control to displace the pointer laterally and explore the visual field.

The second part of the device consisted of a series of targets attached to a mobile
wooden panel placed in front of the patient. The targets, of different geometric
form, housed an electrical circuit connected to a light bulb and to a buzzer. When
the pointer was brought into contact with the target, audible and luminous signals
are elicited, producing a biofeedback effect.

The patient had to learn how to use the device, visualizing the pointer and moving
it by trunk rotation. The patient had to detect the visual and audible signals and
touch the corresponding target with the pointer. If the patient succeeded, the
same signals were emitted, providing positive feedback. An incorrect manoeuvre
provoked no response and the patient was asked to try again.

Control group 3 to 4 hours of traditional rehabilitation each day for 20 days.

End of study (day 30) and day 60

Line bisection (Albert test, cutoff score of 2 left omissions), Schekenberg test
(cutoff score 11% of right deviation), line cancellation, Bells test (cutoff score of 6
left omissions).

Results at end of study

Control group: the Schekenberg test score went from 53% (SD22) of right
deviation (RD) at day 0 to 45% (SD25) at end of study, the bell test score from
14(3) left omissions to 13(4 ) left omissions, and the Albert test score from 16 (4)
left omissions to 12(7) left omissions.

Intervention: Schekenberg test score went from 50% (27) of RD at day 0 to 17%
(SD 14) at end of study, the bell test score from 14(2) left omissions to 6(4) left
omissions, and the Albert test score from 14 (5) left omissions to 4 (4) left
omissions.

Intervention versus control group: Schekeberg test 45% (25) in control versus
17% (14) of RD in intervention group (p <0 .01); bell test 13 (4) left omissions in
control versus 6(4) left omissions in intervention group (p <0 .02); Albert test
12(7) left omissions in control versus 4(4) left omissions in intervention group (p
<0.05).

Results at 60 day follow-up

Study stated that at day 60, the quantitative improvements found at day 30 were
slightly improved in both groups maintaining the same differences between the
control and experimental groups. These results were presented graphically.

None stated

Study may indicate that Bon Saint Come's Device /| method may improve spatial
awareness

Question: In people after stroke what is the clinical and cost
effectiveness of memory strategies versus usual care to
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improve memory?
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Study Type Randomised Controlled Trial

Aben L;Heijenbrok-Kal MH;Van Loon EMP;Groet E;Ponds RWHM;Busschbach JJV;Ribbers GM;

Training memory self-efficacy in the chronic stage after stroke: A randomized controlled trial

RefID 16288  Rip: 981 2012

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction =
B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias Direction =  Likely to overestimate intervention

effect

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Unclear/unknown risk . .
Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Unclear

Direction =
Overall Study Quality -Strengths and Strengths: It is a relatively large study with baseline adjusted
Weaknesses: outcome analysis. Study quality is relatively good with relevant

outcome measures.

Weaknesses: It is unclear whether data was imputed for the ITT
analysis. Participants were analysed regardless of whether they
finished the trial or not in the group they were allocated to.

DETAILS

# of patients: N=77 intervention N=76 control

Prevalence (Diagnostic):
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Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Patients were included in the study if 18 months or more had elapsed since their
first and only stroke, if they were between 18 and 80 years old and were living
independently and if they reported subjective memory complaints. Subjective
memory complaints were assessed using a semistructured telephone interview.
Patients who reported memory deficits but nevertheless were able to adequately
deal with these deficits by using memory aids were excluded.

Experimental Control
Age m (sd) 58 (10) 58 (9)
Time postonset months (sd) 52 (39) 55 (35)
Memory self-efficacy (MSE) 8.5 (1.76) 8.39 (1.62)
Delayed recall AVLT 7.58 (3.68) 6.43 (3.51)
Delayed recall RBMT 13.02 (7.73) 11.30 (5.70)

Note AVLT=Auditory Verbal Learning Test; RBMT = Rivermead Beharvioural
Memory Test

Memory self efficiency training which consists of 4 parts: (1) general introduction
on memory and stroke, including the consequences of actual memory deficits and
how to cope with these; (2) a training in internal and external memory strategies to
improve compensating abilities (e.g. visualization, diary use, and taking notes); (3)
psycho-education on the influence of beliefs, anxiety, memory-related worries, and
motivation on memory performance and (4) realistic goal setting regarding
memory-demanding tasks, using cognitive behavioural therapeutic aspects.

9 twice-weekly group sessions of 1 hour

Peer support group in which general education on causes and consequences of
stroke was provided. Patients were invited to share problems experienced in their
daily life. No active therapeutic interventions were performed. A psychologist was
present to provide basic information on stroke and to moderate the sessions.

All patients were assessed at home within 3 weeks prior to the intervention (TO)
then there were 4.5 weeks of intervention (9 twice weekly sessions) then they
were assessed within 10 days after the intervention (T1)

Memory Self-Efficacy (MSE), Delayed recall AVLT, Delayed recall RBMT, EQ5D

Intervention Group Control
Group Group comparison
Change score T1-TOa T1-
TO Adjusted for Baselineb
Mean SE p-value Mean SE p-
value B SE p-value
MSE 0.48 0.14 .001 0.12 0.12
314 0.40 0.17 .019
Delayed recall AVLT 1.01 0.26 .000 1.22 0.29
.000 -0.11 042 .802
Delayed recall RBMT -0.01 0.49 .978 0.97 0.46
.040 -0.63 0.71.378

a A positive (or negative) number means an increase (or decrease) in outcome
score over the intervention period.

b A positive (or negative) number means that the intervention group scored higher
(or lower) than the control group at T1 adjusted for baseline.

See above

Kinder Fonds Adriaanstichting (The Dutch Children’s fund Adriaanstichting)

The MSE may be used to improve memory function in a chronic stroke population.

289



Stroke Rehabilitation - Appendices
Clinical evidence tables

Doornhein K;De Haan EHF;

Cognitive Training for Memory Deficits in Stroke Patients
Ref ID 727 RID: 39 1998

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Unclear/unknown risk . .
Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear Direction =

Overall Study Quality -Strengths and Strengths: randomised

Weaknesses: o
Weaknesses: very small sample, number and flow of participants

throughout trial not mentioned, no follow up after treatment

DETAILS

# of patients: N=12 n=6 training programme n=6 pseudo treatment “drill and practice” control
aroup

Prevalence (Diagnostic):

Patient Characteristics

Age Education
Treatment 51.3(18.3) 4.3 (0.9)
Control 51.7 (10.8) 4 (1.6)

Exclusion: patients with severe aphasia, apraxia or agnosia
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Interventions/ Test/ Factor being Memory training: twice a week for 4 weeks ; subjective memory problems

investigated assessed; mnemonic strategies taught were "association" and "organisation".
Homework books used. Control group: "drill and practice" exercises,spend more
time repeating material

Comparisons memory training vs pseudo training

Length of Study/ no real follow up after intervention

Follow-up

Outcome measures studied (1) for target memory tasks: Name-Face Paired Associated Memory Test, Stylus
Maze test

(2) For Control memory task: 15 Words Test, Oxford Recurring Faces Test,
Memory Questionnaire

Results Treatment Control
Target tasks
Name-face 9.7(5.9) 5.8(5.3)
Stylus Maze 18.9(0.4) 14.4(2.6)
Control tasks
15 Words 39.2(11.7) 29(4.7)
Recurring Faces 50(3.5) 46.5(3.5)
Memory Questionnaire 93(53.5) 85.3(11.1)
Effect Size
Source of funding: no details reported
Does the study answer the Participants who received the training programme appeared to perform
question?/Further Comments significantly better than those on the pseudo treatment group on the trained

memory tasks but not on the control memory tasks; and no differences were
observed on subjective ratings of everyday memory functions between both
groups.

There were substantial limitations to the study quality (small sample size, unclear
randomisation, allocation concealment, and no follow up

Westerberg H;Jacobaeus H;Hirvikoski T;Clevberger P;Ostensson ML;Bartfai A;Klingberg T;

Computerized working memory training after stroke--a pilot study
Ref ID 54 RID: 34 2007

QUALITY

A. Selection bias (systematic differences between the comparison groups)

291



Stroke Rehabilitation - Appendices

Clinical evidence tables

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the

likely direction of its effect?:

Unclear/unknown risk

Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

High risk of bias

Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss

of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Unclear/unknown risk

Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Unclear/Unknown risk

Direction =

Overall Study Quality -Strengths and strength: randomised

Weaknesses:

DETAILS

# of patients:

Prevalence (Diaghostic):

Patient Characteristics

weaknesses: very small sample size, no details on randomisation,
allocation concealment or blinding methods, no follow up. The
methodological quality of the study is unclear, and the risk of bias is
either unclear or high.

N=18 (n=9 treatment ; n=9 control)

Setting: Sweden

Inclusion: stroke 12-36 months ago; stroke documented by PET, MR or CT; age
30-65; daily access to a PC with internet connection at home; self reported deficits
in attention

Exclusion: 1Q<70 (IQ was based on the age-normalised results from the WAIS-R
test). All participants were assessed with the WAIS-R test within 6 months before
entering the study; motor or perceptual handicap that would prevent use of the
computer programme; changing medication during study period ; fulfilling criteria
for major depressive-disorder diagnosis as per the DSM-IV diagnosis code ;
known history of abuse of alcohol or illicit drugs

Participants’ characteristics

Variable Control Treatment All
(n=9) (n=9)

Age 53.6 (8) 55 (8) 54 (7.7)

1Q 101 (13) 103 (11) 102 (12)
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Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Male/female 4/5 8/1
Education (yrs) 12.1 (1.8) 124 (1.7) 123 (1.7)
First ever stroke 8 8
Time since stroke

Months 20.8(6.2) 19.3(6.2) 20.1(6)
Type of stroke

Haemorrhagic 23 6

Infarction 3 7

Severity (1 mild; 3 severe)
1.9 (0.8) 2.1(0.6) 2(0.7)
No of training days - 23(2.2)

The training method was implemented with a software product used at home on a
PC. All tasks involved maintenance of multiple stimuli at the same time, short
delays during which the representation of stimuli should be held in WM, unique
sequencing of stimuli order in each trail, the difficulty adapting as a function of
individual performance. The training plan specified that participants must
complete 90 trials each day (taking about 40 minutes), 5 days a week for 5 weeks.
The software directly included reinforcement, which was implemented via scores
and positive verbal feedback on performance. The participants completed their
training on a PC at home and reported their daily results via the internet to a
server at the hospital. A certified psychologist provided feedback once a week via
telephone.

The control group condition was passive: the participants only performed the
neuropsychological test battery and completed the CFQ twice — with no training in
between — at the same time points as the training group. The control group did not
receive phone calls during the 5 weeks between test and retest.

Working memory training vs no training

no follow up, just pre and post-training tests

Wechsler Adult Intelligence Scale : Span board ; digit span
Word list learning: number of repetitions ; delayed recall

CFQ
Results
Pre training Post training
Control Treatment Control Treatment
CFQ total 41 (14) 36.9(10.2) 43(13.8) 29.2 (12.1)

WAIS Span board 5.7(1.4) 5.2 (1) 5.7(1.8) 6.2(1)
WAIS Digit span 5.7 (0.9) 5.8 (1) 57(1.3) 7.3(1)
Word list learning:

No of repetitions 6.9 (2.9) 6.3 (2.7) 7.4 (2.79) 6 (2.5)
Delayed recall 56(2) 6(1.9) 59((21) 6.4(1.7)

Swedish Stroke Foundation

The study results suggest significant differences between groups for WAIS Span
board and digit span. Significant reduction of cognitive symptoms as measurede
by the CFQ. However the methodological quality of the study put doubt into the
results: very small (mainly male) sample size, unclear randomisation and
allocation concealment methods, no follow up

Question: In people after stroke what is the clinical and cost
effectiveness of sustained attention training versus usual
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care to improve attention?
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Study Type Randomised Controlled Trial

Barker CS;Feigin VL;Lawes CM;Parag V;Senior H;Rodgers A;

Reducing attention deficits after stroke using attention process training: a randomized
controlled trial

RefID 3356 RID: 121 2009

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction =  randomisation, blinding and allocation
concealment well described

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =  nature of intervention means blinding
of participants not possible

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Low risk of bias no information on which groups the

different participants who did not
complete the study belonged to

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

Direction =

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

low risk Direction =  the person carrying out the
intervention was the only team
member who was unblinded to
randomisation status. The named

Overall Study Quality -Strengths and Strengths: well randomised, allocation concealment appropriate and
Weaknesses: blinding well carried out. Reasonable sample size, very low attrition
rate

Weaknesses: nature of intervention made blinding of the treating
neuropsychologist not possible.

Overall good quality recent study set in New Zealand
DETAILS

# of patients: N=78 (n=38 in Attention Process Training [APT], n=40 in control)
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Prevalence (Diaghostic):

Patient Characteristics

Interventions/ Test/ Factor being

investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Setting: New Zealand

Participants were stroke survivors admitted to 2 New Zealand hospitals over 18
months who experienced an attention deficit as determined during
neuropsychological screening assessment. Stroke survivors were approached
within 2 weeks after stroke.

Excluded if they could not give informed consent, experienced severe cognitive
deficits precluding participation, were medically unstable, not fluent in English as
required for standardisation assessment, or had another condition that could
impact results.

Patients characteristics:

Parameter APT Standard care
(n=38) (n=40)
Age (mean(SD)) 70.2 (15.6) 67.7 (15.6)
Gender N(%)
Male 23 (60.5) 24 (60)
Female 15 (39.5) 16 (40)
Barthel Index
mean(SD) 14.9 (5.3) 14 (5.9)
MMSE mean(SD) 26.5 (2.8) 26.7 (2.6)
Stroke type
Ischemic 31 (81.6) 37 (92.5)
Intracerebral hemorrhage
3(7.9) 1(2.5)
Unknown 2(5.3) 2 (5)
Hemisphere of lesion
Left 14 (43.8) 25 (58.1)
Right 15 (46.9) 17 (39.5)
Other 3(9.1) 1(2.3)

Time after stroke
mean (SD) 18.48 (11.95) 18.58 (7.62)

In addition to standard care, participants in the APT group received up to 30 hours
of individual APT conducted for 1 hour on weekdays for 4 weeks (mean
13.5hours, SD 9.44). Because of issues such as fatigue, a 30hour maximum was
set and hours of APT treatment received were recorded. Participants discharged
from hospital before 30 hours was achieved continued to receive APT sessions in
the community. All APT sessions were administered by a registered clinical
neuropsychologist, who was the only member of the study team who did not
remain blinded to ransomization status throughout the study.

Control group received standard care alone

standard care + APT vs standard care alone

5 weeks after randomisation and 6 months

Primary outcome: IVA-CPT Full Scale Attention Quotient (FSAQ) combining
auditory and visual scores

Other outcomes: 1/ Attention measures: Trail Making , PASAT , Bell . 2/ Broader
outcomes: SF-36, MRS total score, GHQ-28

Parameter Baseline diff. btwn grps diff btwn grps
APT SC at 5 wks at 6 months
Mean(SD) mean(SD) mean(95%CIl) mean(95%Cl)
1/ Attention measures:
IVA-CPT(z score)
Full attention* -4.93(3.44) -3.52(2.99) 2.76(1.31-4.21) 2.49(1.24 —3.74)
Auditory attention -4.01(3.17) ; -3.35(2.79) 1.96(0.48 — 3.45) 0.83(-0.47 — 2.13)
Visual attention -4.44(3.78) ; -3.44(3.43) 1.56(-0.01 —3.12) 1.41(0.02 —2.8)
Trail-making (z score)

A -2.6(3.85); -3.97(5.53) ; 0.01(-1.64 — 1.65)  0.55(-1.17 — 2.28)

B -2.41(3.04) ; -3.01(3.70) ; -0.29(-1.84 — 1.26) 0.12(-1.50 — 1.75)
PASAT (z score)*

2.4sec -1.63(0.90) ; -1.58(0.54) ; 0.46(-0.05 — 0.97) 0.74(-0.04 — 0.98)

2.0sec -1.24(0.8) ; -1.3(1.05) ; 0.54(-0.08 - 1.17)  0.15(-0.45 - 0.74)
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Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Bell (raw)
Left 11.94(4.77) ; 12.35(4.79) ; 0.92(-0.38 — 2.21)  1.59(-0.02 — 3.2)
Centre 4.31(1.11) ; 4.30(1.49) ; -0.18(-0.76 — 0.40) 0.016(-0.36 — 0.69)
Right 13.49(2.87) ; 13.3(2.83) ; -0.54(-1.82 — 0.75) 0.47(-0.68 — 1.62)
2/ Broader outcomes
SF-36
PCS 32.3(10.11) ; 33.59(10.7) ; 1.84(-2.4 — 6.08) 3.21(-2.43 — 8.84)
MCS 46.22(11.3) ; 42.48(11.34) ; -3.14(-8.53 — 2.25) 0.31(-5.38 — 5.99)
MRS total score 2.58(1.24);2.55(1.34); ... (... -...);-0.29(-0.75 - 0.17)
CFQ total score 23.5(13.07) ; 28(10.81); ...(... - ...) ; 6.14(-0.5 - 12.78)
GHQ-28 6.53(4.58) ; 7.95(4.91) ; ... (... - ...); -0.27(-2.78 — 2.25)

* Primary outcome

A baseline n=21 in APT and n=18 in SC

Difference in change: positive values favour APT except for MRS and GHQ-28
... indicates not administered at 5 weeks

CFQ: Cognitive Function Questionnaire ; MRS modified Rankin Scale ; SC:
standard care ; MCS: Mental component score ; PCS: physical component score

New Zealand Health Research Council ; National Heart Foundation (New

ZaalanAd\ Eallawechin

Yes. This well conducted, high quality study showed that APT resulted in
significantly greater improvement on the primary outcome (IVA-CPT Full Scare
Attention Quotient) than standard care. APT is a viable and effective means of
improving attention deficits after incident stroke.

Question: In people after stroke what is the clincial and cost-effectivess
of eye movement therapy for visual field loss versus usual

care?
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Study Type Randomised Controlled Trial

Carter LT;Howard BE;O'Neil WA;

Effectiveness of cognitive skill remediation in acute stroke patients

RefID 1046 RID: 554 1983

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Unclear/unknown risk . .
Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =
Overall Study Quality -Strengths and Randomization not clear; patients characteristics were compared
Weaknesses: between experimental and control groups to check for homogeneity;

to help protect against experimental bias, pre-test scores were not
disclosed to the tester or the patient until after the post-test was
completed; allocation concealment done; testers were blinded;
experimental blind testing procedure was used; due to the layout of
the stroke unit, at times it was possible for the tester to see which
patients were given training by the other assistant

DETAILS

# of patients: 33 acute stroke patients. Treatment (n =16) and control (n = 17). Randomization
(pretest - posttest)

Prevalence (Diagnostic):
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Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Means (Standard Deviations) for Subject Variables and Control Patients

Variable Experimental Group  Control Group P Value

Age 70.5 (x11.4) 73.4 (£9.2) >.20

Sex M=7 M=9 >.50
F=9 F=8

Barthel Score* 25.2 (+8.6) 22.9 (x11.7) >.20

Neurological

Severity Score** 29.4 (£3.9) 28.5 (+6.4) >.20

Pre-test Score*** 54.2 (+24.3) 48.9 (x24.1) >.10

No. Days — from

Admittance to Stroke

Program to Pre-test 4.81 (+1.6) 4.6 (+2.6) >.20

No. Days from Pre-

test to Post-test 221 (£7.1) 22.2 (£6.3) >.20

*Scale of 100; **Scale of 60; ***Of 100

Cognitive skill retraining which involved:
* Visual scanning

* Visual-Spatial

* Time estimation

Letter cancellation test: patient was visually and verbally instructed to find and
cross out the target letter each time it appeared among other letters on the page.

Visual-Spatial task: First part required patient to match an object that was identical
to the sample. 2nd part, the correct match was the same as the sample butin a
different spatial orientation.

Time —Judgement task: each patient was asked to estimate a 1-minute time
period.

Retraining was on a one-to-one basis for 30 to 40 minutes per day, 3 days per
week, for 3 weeks. Intervention continued for as long as patient was on the stroke
program, an average of 3 to 4 weeks.

Routine stroke program: Social worker interviews, physical therapy, speech
therapy, occupational therapy, family visits, and constant interaction with the
rehabilitation nursing staff.

Not mentioned

Letter cancellation; Visual-Spatial matching to sample (identifying objects)

Mean Improvement Scores * and SDs for Each Skill Area

Task Experimental Grp Control Grp P Values
Mean SD n Mean SD n
Scanning 359 213 9 3.8 132 10 <.005
V-8** 31.0 228 14 -3.3 18.0 15 <.005

*Based on a 100-pt scale; **Visual-Spatial, SDs: Standard deviations
Both treatment and non-treatment patients were post-tested for performance on
the different skills before discharge from the stroke program.

Visual scanning is needed for reading and looking at objects in the entire visual
field. Scanning is necessary for many activities in a rehabilitation setting, such as
accurately perceiving and locating objects in space, operating a wheelchair and
for transferring to and from a wheel-chair.

V-S orientation is needed for identifying and perceiving objects with different forms
and in various positions (object constancy).
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Source of funding: Research was supported by a grant awarded to the first author by Southern New

Ennland | ann Tarm Cara Roarantalanmy Cantra Rranm | lniviarcitvg

Does the study answer the Patients receiving treatment had overall and separate skill improvement scores
question?/Further Comments that were significantly higher than those for control patients.

Modden C;Behrens M;Damke [;Eilers N;Kastrup A;Hildebrandt H;

A randomized controlled trial comparing 2 interventions for visual field loss with standard
occupational therapy during inpatient stroke rehabilitation

RefID 16286  Rip: 979 2012

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

High risk of bias Direction = Randomisation by throwing dice; could

bias in either direction

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Low risk of bias Direction =  impossible to blind individuals
administering care

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

high risk of bias Direction = in favour of intervention
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Overall Study Quality -Strengths and

Weaknesses:

DETAILS

# of patients:

Prevalence (Diagnostic):

Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

Single blind (outcome assessor not blinded to training type). Sample
size calculation: expansion of 1° over whole visual field defined as a
meaningful effect; with SD 5.9, a and B error of 0.05, this gives
sample size 15 per group. Baseline characteristics similar.
Randomisation by throwing dice - inadequate randomisation and
allocation concealment. Assessment at end of 3 week treatment
period only no follow up

n=47 randomised of whom two unable to receive intervention due to health
impairment, 45 completers presented. Restorative computer trainina (RT) 15

Inclusion: patients with posterior cerebral artery stroke and visual field defect
(homonymous hemianopia) admitted for inpatient rehabilitation. Exclusion:
Patients with visual neglect, eye movement disorders, neuropsychological
disorders like aphasia, dysexecutive syndromes, memory deficits or higher order
motor impairments like apraxia. Gender: RT 10 male, 5 female; CT 9 male, 6
female; OT 7 male, 8 female. Mean (SD) age (years): RT 58.3 (11.4); CT 57.1
(8.3); OT 59.0 (11.1). Time since stroke onset: RT: 4.7 weeks; CT 4.9 weeks; OT
4.3 weeks. Inpatients

Restorative computer training (RT) using computer-based stimulation of border
areas of visual field defects (eye movements not allowed), Computer-based
compensatory therapy teaching visual search strategy (CT) — eyes taught to
explore hemianopic field.15 single sessions of 30 minutes over 3 weeks

RT and CT versus Standard occupational therapy (OT) using different
compensatory strategies to train for activities of daily living (active control) e.g.
using eye, head and body movements.All patients had standard inpatient
rehabilitation including physiotherapy, speech therapy and health education

at end of 3-week intervention only no follow up

Primary: visual field expansion, visual search performance, reading performance.
Secondary: visual conjunction search, alertness, Barthel Index

Reduction in reading errors: RT: 0.9 (SD 2.4) n=15, NS vs. baseline; CT: 0.9 (1.1)
n=15, p=0.016 vs. baseline; OT: 0.7 (1.0) n=15, NS vs. baseline; NS between
groups Improved alertness: RT: 28.5 (SD 56.9) n=15, p=0.33 vs. baseline; CT:
77.8 (SD 112.9) n=15, p=0.001 vs. baseline; OT: -13.3 (SD 112.7) n=15, NS vs.
baseline; NS between groups Visual conjunction search (visual scanning): RT: 2.7
(SD 5.1) n=15, NS vs. baseline; CT: 7.0 (SD 5.0) n=15, p=0.001 vs. baseline; OT:
3.5 (SD 6.8) n=15, NS vs. baseline; NS between groups Activities of daily living
(Extended Barthel Index): RT: 1.5 (SD 2.8) n=15, p=0.027 vs. baseline; CT: 3.3
(SD 3.6) n=15, p=0.005 vs. baseline; OT: 1.8 (SD 2.0) n=15, p=0.003 vs. baseline;
NS groups

Vis field enlarge RT3.9(4.9)n=15 p=0.003vs. baseline (t1) CT2.9(4.0)n=15
p=0.013vs. t1 OT1.3(4.7)n=15 p=0.316vs. t1; NS btwn gps. search perform:
RT5.3(10.5)p=0.005vs. t1 CT5.4(5.2) p=0.003vs. t1 OT2.3(5.0)NS CTvs. OT
p=0.048 RT/OT, RT/CT NS

none

Compared with OT, CT gave better visual search performance; RT did not give
larger expansion of visual field; larger trial with longer follow up needed
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Spitzyna GA;Wise RJ;McDonald SA;Plant GT;Kidd D;Crewes H;Leff AP;

Optokinetic therapy improves text reading in patients with hemianopic alexia: a controlled trial
RefID 313 RID: 517 2007 May 29

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =
B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

High risk of bi ot
Igh risk or bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bhias present? If so,
what is the likely direction of its effect?:

High risk of bias

Direction =
Overall Study Quality -Strengths and Small cross over trial (n=22). Treatment blocks lasted 4 weeks each.
Weaknesses: Allocation concealment unclear. Baseline comparisons reported.

N=3 drop-out. Intention to treat analysis not used.

DETAILS

# of patients: N=22 participated in the study.
N=19 completed the studv and were included in the analvses (n=11 in MT and

Prevalence (Diaghostic):

Patient Characteristics Inclusion: Patients with a right sided homonymous hemianopia that interfered with
reading were included.

In the majority of cases the hemianopia was secondary to a posterior cerebral

artery territory stroke (infarct or haemorrhage), but head injury and tumours were
among the causative lesions. All the patients had a fixed homonymous field
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Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

defect that had been present for at least 3 months.

There was no significant difference between the groups for the following variables:
degrees of sparing (with respect to vertical meridian); single word reading speed;
text reading speed. There was a significant difference between the groups for age
at onset of hemianopia although these data were skewed by an outlier who had
his hemianopia age 5 years old.

General neurological assessment:

All patients were tested once on a battery of neurological tests including: a test of
general intellectual function, the Wechsler Abbreviated Scale of Intelligence
(WASI); a test of visuo-spatial function, the visual Object and space perception
battery (VOASP); a graded test of spelling; and Warrington’s recognition memory
test for words and faces. There was no significant differences between the groups
on all of the variables.

Moving text (MT) daily for two 4 week blocks.

The tapes were made by animating freely available text from a variety of Sherlock
Holmes stories across a computer screen from right to left, so called Times
Square presentation. Patients were instructed to read the story on the tapes and
try to follow it, although no tests of comprehension were made to check this.
Patients were asked to keep diaries of how many minutes they spent each day on
both the therapies. The aim was to achieve a minimum of 400 minutes of rehab
(20 sessionsx20 min) over approximately 4 weeks.

Sham visual rehabilitation therapy (spot-the —difference) for 4 weeks and then
crossed over to MT for the second.

Spot the difference tests were taken from a children’s puzzle book —let. The
number of differences on each page varied between 8 and 12. Patients were
instructed to look for as many differences as possible between the two pictures,
but were not told how many to expect, completing at least 2 cartoons over 20 mins.

baseline (2-4 weeks), 5 weeks , 6 weeks, 8 weeks

Text reading speeds ; single word reading speeds ; recording and analysis of eye
movements ; recording and analysis of visual field perimetry.

Text reading speeds: (using passages 3,4,5 of the Neale analysis of reading)
Between group effects: There was a main effect of time across both treatment
groups: F (1,17)=15.40, P<0.001, but no interaction between treatment group and
time , either comparing data from the three time points that spanned both blocks
of therapy (baseline, 5 weeks, 6 weeks): F (2,16)=0.97, p<0.388, or over the two
that spanned just the first block (baseline, 5 weeks): F (1,17)=1.27, p<0.275.
Within group effects: MT — Results from MT revealed an overall effect of time: F
(2,9)= 23.91, P<0.001, with patients improving from a speed of 95 wpm at
baseline to 103 at 5 weeks and 114 at 6 weeks .

Within group effects: spot-the-difference- results from this group revealed that an
overall effect of time: F (2,9)=19.39, p<0.001, with patients improving from a mean
speed of 82 wpm at baseline to 86 at 5 weeks and 101 at 6 weeks.
Post-rehabilitation effects ( 6 weeks- 8 weeks): Reading times for both groups
decreased after therapy stopped, but not significantly for spot-the-difference
group: reduction in mean at 6 weeks from 101 wpm to 97 at 8 weeks, t (7)=1.43,
p=0.196; and at marginal significance for MT, reduction in mean at 6 weeks from
118 wpm to 107 at 8 weeks, t (10)=2.17, p=0.055.

Single word reading speeds:(using 25 examples of 3,4,5 7 and 9 letter words
taken from the MRC psycholinguistic battery)

There was no significant effect of therapy on the single word reading slopes (a
planned analysis); however patients reads single words of all lengths (3,5,7, 9
letters long) significantly quicker post-rehabilitation, although some of these
effects were marginally significant.

Eye movement data: (patients silently read 3 out of a corpus of 10 short text
passages extracted from a newspaper, eye movements recorded with SR eye-link
Il video based head mounted eye tracking system);

Three spatial and 4 temporal measures were analysed.

Spatial characteristics:

a)Saccadic amplitudes (progressive and regressive): comparison was made on
the effect of therapy between progressive (rightward) and regressive (leftward)
saccades. Both groups increased the size of their progressive saccades with main
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Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

effect of time: F (2,34)=15.93, p<0.001. Again there was also a group by time
interaction at both 5 weeks: F (1,17)=7.38, P=0.015 and 6 weeks: F (2,34)=4.46,
p=0.016. There was no main effect of time on regressive saccades: F (2,34)=0.84,
P=0.44

b)Incoming saccadic amplitude: Thee was both a main effect of time across both
groups: F (2,34)=7.87, p=0.002, and a group by time interaction which was
marginal at 5 weeks: F (1,17)=3.98, P=0.06, and significant at 6 weeks: F
(2,34)=3.88, p=0.03.

c) Landing position: There was a non significant trend for landing position to
increase with time across both groups : F (2,34)=2,41, p=0.105.

Temporal characteristics: Patients in both groups improved over the therapy as
judged by the number of fixations per 100 words, with a main effect of time across
both groups: F (2,34)=29.78, p<0.001, with a group by time interaction at both 5
weeks: F (1,17)=33.45, p<0.001 and 6 weeks: F (2,34)=17.94, p<0.001.

Analysis of perimetry:(static fields were measured suing the automated Humphrey
field analyser , dynamic fields using a Goldmann perimeter).

Only one of the 19 patients visual fields changed between baseline and 6 weeks,
from O to 2 degrees of sparing. There was no change across the group: Wilcoxon
Singned ranks test, Z-1.00, p=0.317.

Not reported.

Yes. Moving text (MT) therapy showed significant improvements in static text
reading speed over both therapy blocks (18% improvement), while spot-the-
difference group did not significantly improve over the first block (5%
improvement) but did when they crossed over to the MT block (23% improvement)
MT therapy was associated with a direction-specific effect on saccadic amplitude
for rightward but not leftward reading saccades.

Question: In people after stroke what is the clinical and cost-
effectiveness of interventions for swallowing versus
alternative interventions / usual care to improve swallowing?

(dysphagia)
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Study Type Randomised Controlled Trial

Carnaby G;Hankey GJ;Pizzi J;

Behavioural intervention for dysphagia in acute stroke: a randomised controlled trial

Ref ID 5045 RID: 579 2006

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction =
B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW risK of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear Direction =
Overall Study Quality -Strengths and Large study; randomisation and allocation concealment adequate;
Weaknesses: baseline characteristics comparable between groups; outcome

assessor blinded; analysis were by intention to treat; minimal loss to
follow up; patient and treating therapist were aware of the treatment
allocation; small number of patients and outcome events making
way for imprecision with wide confidence intervals; study was
undertaken in a single centre making generalisability uncertain.
Primary outcome measure was return to normal diet and differences
in achieving certain diets strongly affected by care practices (e.g.
perceptions of staff or involvement of swallowing clinician) rather
than patient's functional feeding ability alone. Trial not powered to
compare low-intensity versus high-intensity intervention; 3
randomised groups (low, high and usual care).

DETAILS
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# of patients:

Prevalence (Diagnostic):

Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size

Source of funding:

Does the study answer the
question?/Further Comments

306: 102 to each of high-intensity treatment, low-intensity treatment and usual
care.

Inclusion: Stroke within previous 7 days; dysphagia; consent
Exclusion: swallowing treatment; surgery to head and neck

High intensity Low intensity Usual care
Mean (SD) age (yr) 69.8 (12.5) 72.0 (12.4) 71.4 (12.7)
Male (n, %) 60 (59%) 59 (58%) 59 (58%)
Barthel Index <15 (n, %) 80 (78%) 80 (78%) 81 (79%)
Rankin score <3 (n, %) 15 (15%) 21 (21%) 17 (17%)

Standard low-intensity treatment (swallowing compensation strategies:
environmental e.g. upright position; safe swallowing advice e.g. slowed rate of
eating; dietary modification) 3 times per week for a month or duration of hospital
stay. Standard high-intensity treatment (direct swallowing exercises e.g. effortful
swallowing, supraglottic swallow technique; dietary modification) every working
day per week for a month or duration of hospital stay.

High and low-intensity treatment (combined in some analyses) versus usual care
(at physician's discretion; treatment if offered mainly comprised supervision of
feeding and precautions for safe swallowing e.g. positioning, slowed rate of
feeding)

6 months

1ry: return to pre-stroke diet in 6 months. 2ry: time to normal diet; recovering
functional swallowing or developing dysphagia-related complication (e.g. chest
infection, dehydration, calorie-nitrogen deficient); died; institutionalised;
dependent in ADL

High intensity = Low intensity  Usual care

Normal diet at 6 mth: 71 (70%) 65 (64%) 57 (56%)
Functional swallowing: 49 (48%) 44 (43%) 33 (32%)
Dysphagia complication: 50 (49%) 44 (43%) 64 (63%)
Chest infection: 28 (27%) 26 (25%) 48 (47%)
Death: 17 (17%) 20 (20%) 23 (23%)
Institutionalisation: 19 (19%) 17 (17%) 26 (25%)

Dependency (Rankin =3) 69 (68%) 68 (67%) 72 (71%)

Royal Perth Hospital Medical Research Foundation, Australia.

The authors concluded that the intervention helped patients to achieve functional
swallowing, return to a normal diet and avoid chest infections. However, they
acknowledged that the patients and therapist were aware of treatment allocation,
which introduces the possibility of bias. . The primary outcome measure was
return to normal diet and differences in achieving certain diets strongly affected by
care practices (e.g. perceptions of staff o rinvolvement of swallowing clinician)
rather than patient's functional feeding ability alone. Trial not powered to compare
low-intensity versus high-intensity intervention; 3 randomised groups (low, high
and usual care).

DePippo KL;Holas MA;Reding MJ;Mandel FS;Lesser ML;

Dysphagia therapy following stroke: a controlled trial

Ref ID 5041 RID:

575 1994 Sep
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QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Low risk of bias Direction =
B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

Unclear/unknown risk . .
Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear

Direction =
Overall Study Quality -Strengths and Patients randomised to 3 levels of intervention as no-intervention
Weaknesses: control deemed unethical; randomisation and allocation

concealment adequate; not blinded; no sample size calculation; low
numbers of events so study may have been underpowered.

DETAILS

# of patients: 115 (38 in group A; 38 in group B and 39 in group C)

Prevalence (Diagnostic):

Patient Characteristics Inclusion: Admitted to inpatient rehabilitation unit for stroke; age 20-90 years
inclusive; laboratory values below endpoint criteria; dysphagia (failure on Burke
Dysphagia Screening Test and modified barium swallow [MBS] evidence)
Exclusion: known significant oral or pharyngeal anomaly; severe dysphagia
(aspiration of over 50% of all consistencies presented even after use of
compensatory swallowing techniques
Group A Group B Group C

Median age (yr) (IQR) 76 (66-80) 74.5 (64-80) 73 (66-80)
Male/Female 22/16 19/19 27/12
Mean MMSE (SD) 16 (12) 17 (10) 18 (10)
Barthel score 37 (23) 48 (20) 46 (38)

Median (IQR) weeks post-stroke 4.6 (3.6-6.1) 4.5 (3.4-5.6) 4.9 (3.7-6.6)
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Interventions/ Test/ Factor being Group C:

investigated Dysphagia therapist prescribed diet consistency based on the MBS evaluation
but seen daily in mealtime dysphagia management group where additional
instructions and reinforcement of techniques given.

Comparisons Group A:
one formal dysphagia treatment session; dysphagia therapist recommended an

appropriate diet consistency based on the Modified Barium Swallow results;
patient/family chose diet consistency they thought appropriate (could change
during stay on request); recommendation and training in compensatory
techniques with no daily reinforcement by a dysphagia therapist (additional
rehearsal of techniques during rehabilitation given only if patient/family requested)
Group B:

As group A, but patient/family did not choose diet; dysphagia therapist prescribed
diet consistency based on the MBS evaluation; group re-evaluated by dysphagia
therapist every 2 weeks.

Length of Study/ 1 year post stroke
Follow-up
Outcome measures studied Pneumonia, dehydration, calorie-nitrogen deficient, recurrent upper airway

obstruction, death.

Results Group A (n=38) Group B(n=38) Group C (n=39)
Pneumonia 1 5 2
Dehydration 3 0 1
Calorie-nitrogen deficient 2 2 3
Recurrent upper airway obstruction 1 0 0
Death 0 0 0

37% of patients in group C independent in compensatory swallowing techniques
compared with 19% in groups A and B

Effect Size

Source of funding: US Public Health Service grant

Does the study answer the No significant difference between the groups on any outcome up to 1 year post-
question?/Further Comments stroke; small number of events so study likely underpowered; authors suggest that

a maijority of patients also had language or cognitive deficits that might have
impaired their ability to learn and implement the techniques regardless of daily
reinforcement

Garon BR;Engle M;Ormiston C;

A randomized control study to determine the effects of unlimited oral intake of water in patients
with identified aspiration

Ref ID 5040 RID: 574 1997

QUALITY

A. Selection bias (systematic differences between the comparison groups)
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A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
ow risk of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

unclear

Direction =
Overall Study Quality -Strengths and Small study; randomisation and allocation concealment unclear;
Weaknesses: groups comparable at baseline; follow-up swallowing evaluations not

at set times but based on patients' neurological improvement

DETAILS

# of patients: 20 (10 in each group)

Prevalence (Diagnostic):

Patient Characteristics Inclusion: Recent stroke in last 3 weeks; aspiration of thin liquids.
Exclusion: Previous stroke, degenerative neurological dysfunction, pneumonia,
multiple medical diagnoses, reflux or oesophageal disorders, unable to
understand study, poor cognition, severe cough reflex to aspiration, unable to
rinse and expectorate, unable to hold a cup and self-feed, impulsive patients,
concern about hydration status.

Intervention group Comparison group
Mean age: 77.5 years 76.1 years
Male: 8/10 6/10
Consistent aspiration (>50% swallows): 5/10 2/10

Inconsistent aspiration (10-50% swallows): 4/10  2/10
Infrequent aspiration (<10% of swallows): 1/10  6/10
Cough reflex absent: 7/10 5/10

Interventions/ Test/ Factor being Free access to water (amount measured) in addition to thickened liquids but not
investigated with meals or for an hour after meals. No compensatory swallow techniques,
direct or indirect swallow therapy or cues given.
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Length of Study/
Follow-up

Outcome measures studied

Results

Effect Size
Source of funding:

Does the study answer the
question?/Further Comments

Question: In people after

Thickened liquids only (with meals or as requested) and no access to water. No
compensatory swallow techniques, direct or indirect swallow therapy or cues given.

Followed up until no thin liquid aspiration on follow-up videofluoroscopic
evaluation (but this was not at a set time interval). Intervention group range 7-35
days; control group 8-64 days.Plus 30 days follow up.

Aspiration pneumonia, dehydration, need for intravenous fluids, amounts of liquids
consumed, time from aspiration to no aspiration on follow up assessment, patient
satisfaction.

Intervention group Comparison group
Pneumonia: 0
Dehydration: 0 0
Mean (range) time to no aspiration: 19.1 days (7-35) 27.2 days (8-64)
Mean (range) total liquid intake: 1318 cc/day (800-1900) 1210cc/day (400-
1800)
Satisfaction with thickened liquid: 0 1
Satisfaction with water: 10 NA

None stated

The study was too small to demonstrate any difference between groups.

stroke what is the clinical and cost

effectiveness of strength training versus usual care on
improving function and reducing disability?
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Study Type Randomised Controlled Trial

Cooke EV;Tallis RC;Clark A;Pomeroy VM;

Efficacy of functional strength training on restoration of lower-limb motor function early after
stroke: phase | randomized controlled trial

RefID 78 RID: 241 2010 Jan

QUALITY

A. Selection bias (systematic differences between the comparison groups)

A4 Based on your answers t, in your opinion was selection bias present? If so, what is the
likely direction of its effect?:

Unclear/unknown risk Direction =

B. Performance bias (systematic differences between groups in the care provided, apart from
the intervention under investigation)

B4 Based on your answers to the above, in your opinion was performance bias present? If so,
what is the likely direction of its effect?:

Unclear/unknown risk Direction =

C. Attrition bias (systematic differences between the comparison groups with respect to loss
of participants)

C4 Based on your answers to the above, in your opinion was attrition bias present? If
so, what is the likely direction of its effect?:

L isk of bi i i
OW riSK Of bias Direction =

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D6 Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?:

Low risk Direction =
Overall Study Quality -Strengths and Multicentre trial - Some differences in 4th centre added later (VICON
Weaknesses: movement analysis system also used).

For those unable to walk, investigators imputed a value of 0 for both
walking speed and step length, but treated step time as missing data.
At baseline all measures were balanced across groups with the
exception of hemiplegic side and number able to walk at 0.8m's or
more.

Mean duration of additional therapy received by 2 experimental
groups was equal (15.7 for CPT and 14.8 for FST)

DETAILS

# of patients: n=109, Control=38, CPT=35, CPT+FST=35
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Prevalence (Diaghostic):

Patient Characteristics

Interventions/ Test/ Factor being
investigated

Comparisons

Length of Study/
Follow-up

Outcome measures studied

Results

Inpatients older than 18 yrs, between 1&3 weeks after anterior circulatory stroke
(haemorrhage or infarction). Some voluntary muscle contraction in the paretic
lower limb (score of at least 28/100 on the lower limb section of the motricity
index) with potential for clinically important improvement. Able to follow a 1-stage
command. Independently mobile, with or without aids, prior to the index stroke. No
orthopaedic surgery and no trauma affecting the lower limb in the last 8 weeks. No
previous history of neurological disease other than stroke.

Variable Control CPT CPT + FST
Gender: 55%M 45%F ; 63%M 37%F ; 61%M 39%F.
Hemiside: 55%L,45%R ; 62%L,37%R ; 67%L,33%R.
Age yrs(SD): 66.37(13.7); 67.46(11.3) ; 71.17(10.6).
Days since stroke: 36.76(22.41) ; 32.43(21.29); 33.86(16.5).
Walking speed: 0.17(0.24) ; 0.27(0.36) ; 0.23(0.29).
Number unable to perform walk measure(%) 57.9 ; 57.1; 58.3

All participants received routine CPT from their clinical physiotherapists using a
treatment schedule. Content & duration of each session recorded. It included soft
tissue mobilization, facilitation of muscle activity, facilitation of coordinated
multijoint movement, tactile and proprioceptive input, resistive exercise and
functional retraining. All additional therapy was delivered using standardized
treatment schedules for up to 1 hour, 4days/week for 6 weeks (24 hours) by
research physios independent of clinical team. One physio at each of 4 centres
performed both CPT and FST for consistency. To ensure adherence to protocol
they were supervised throughout the trial.