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Abstract 53 

 54 
Background 55 
Rehabilitation has been identified by the World Stroke Organisation (WSO) as a key priority to 56 
reduce the global burden of stroke. Global access to rehabilitation is inconsistent and is 57 
particularly limited in low-and-middle-income countries. Progress in rehabilitation has not been 58 
as well evidenced as progress in acute care. The WSO certification program, which commenced 59 
in 2021, focuses on acute interventions. A rehabilitation certification program, applicable in 60 
both inpatient and outpatient rehabilitation settings, has been developed to complement the 61 
acute certification program to address global implementation of evidence-based stroke care. 62 
 63 
Aim 64 
To develop globally-applicable, evidence-based, stroke rehabilitation recommendations and 65 
performance metrics for use in a stroke rehabilitation certification program.  66 
 67 
Methods 68 
Strong recommendations were extracted from high-quality stroke rehabilitation Clinical 69 
Practice Guidelines, systematic reviews and syntheses of clinical practice guidelines and from 70 
the defining criteria of International Stroke Recovery and Rehabilitation Alliance (ISRRA) Centres 71 
of Clinical Excellence.   72 
 73 
The WSO Rehabilitation Implementation Committee led development of the recommendations, 74 
and invited input from three international, multidisciplinary consultation groups. Group 1 75 
compared strong recommendations from the Australia / New Zealand Living Guidelines with 76 
other international guidelines to identify consistent, high-quality recommendations. Group 2 77 
mapped recommendations from global guideline syntheses against Australia/New Zealand 78 
Living Guidelines. Group 3 reviewed and adapted ISRRA Centre of Clinical Excellence 79 
recommendations.  80 
 81 
Recommendations were consolidated through consensus meetings involving representatives 82 
from each workgroup, including people from high, upper-middle and lower-middle income 83 
countries. Strong recommendations that were consistent across teams, alongside additional 84 
recommendations based on certainty of evidence, anticipated risk versus benefit, and 85 
relevance across settings were included as patient-level recommendations in the 86 
implementation certification program. Service-level recommendations were generated through 87 
consensus or derived from existing guidelines. 88 
 89 
An implementation manual, outlining “what”, “who”, and “how”, as well as indicators to 90 
demonstrate performance of each recommendation was developed to support clinical 91 
implementation and to facilitate assessment for certification.  92 
 93 
The criteria were piloted between November 2024 and September 2025 at 15 centres in six 94 
upper- and lower-middle-income countries (four continents) and subsequently refined. 95 
Expectations (mandatory or recommended) for each level of certification (Minimal, Essential 96 
and Advanced) were set post-pilot through rating strength of evidence, a series of group 97 
discussions and review of pilot data.  98 
 99 
Results 100 
Fifty-five recommendations were included. Nine recommendations address service-level 101 
indicators and 46 address patient-level indicators. Service-level indicators address defining 102 
features of rehabilitation services that are not apparent in individual patient medical record 103 
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audits. Patient-level indicators address management of swallowing impairment, nutrition and 104 
hydration, information provision and goal setting, amount and timing of rehabilitation, exercise 105 
and motor rehabilitation, visual function, communication, mood and cognition, management of 106 
complications, and discharge planning and support. An implementation manual complements 107 
the recommendations to guide clinical care and consistent assessment.  108 
 109 
Conclusions 110 
The WSO rehabilitation recommendations and performance metrics incorporate the most 111 
current evidence and have been refined following pilot testing. The recommendations are 112 
globally relevant and support both resource-limited and high-income settings in participating in 113 
the rehabilitation certification program to advance international stroke rehabilitation delivery.   114 

 115 
 116 
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Background: 122 
 123 
Recognition of the importance of access to rehabilitation for improving health and reducing 124 
inequities is gaining momentum. In 2017, the World Health Organisation convened the 125 
Rehabilitation 2030 Initiative, advocating for global action to enhance rehabilitation.1, 2 More 126 
recently, the World Stroke Organisation-Lancet Neurology Commission identified rehabilitation 127 
as a key priority to reduce the global burden of stroke.3 Despite these initiatives, advances in 128 
stroke rehabilitation have not kept pace with advances in evidence, infrastructure and service 129 
developments in acute care.1 Access to rehabilitation post-stroke remains inconsistent and is 130 
particularly limited in low-and-middle-income countries (LMICs)4, where the highest stroke-131 
related burden is experienced.3,5,6  132 

The World Stroke Organisation (WSO) introduced a certification program in 2021, designed to 133 
promote implementation of evidence-based care in acute services.8, 9 Acute stroke service 134 
certification has demonstrated effectiveness in ensuring the implementation of evidence-based 135 
acute stroke practices internationally, including in over 100 hospitals in LMICs.9  136 

Prior to acute stroke certification, globally relevant recommendations and suggested 137 
performance metrics across acute and rehabilitation phases of care had been developed.10 First 138 
started in 2014,10 these were updated in 2023.7 The 2023 update had significant changes 139 
including an increase in recommendations focusing on rehabilitation. However, the authors 140 
acknowledged variation in the strength of rehabilitation recommendations in the update and the 141 
under-representation of guidelines from LMICs, leaving uncertainty around feasibility of 142 
implementation in settings with limited resources and infrastructure.7 In aligned work, the World 143 
Health Organisation published a guide and list of required resources to enable rehabilitation for 144 
neurological conditions, including stroke.11 145 

Building on prior work to improve access to acute stroke care globally9, and responding to the 146 
World Health Organisation’s Rehabilitation 2030 Call to Action, the WSO convened a 147 
Rehabilitation Implementation Committee in 2022 to promote access to evidence-based stroke 148 
rehabilitation. The Rehabilitation Implementation Committee’s remit was to establish a 149 
certification process by identifying globally relevant evidence-based stroke rehabilitation 150 
practices to be delivered with associated performance metrics and a feasible method of 151 
evaluating performance.  152 
 153 
Separate from, but aligned with the WSO mission to improve stroke care, was the formation of 154 
the International Stroke Recovery and Rehabilitation Alliance (ISRRA) in 2020, an international 155 
expert group focussed on improving stroke recovery and rehabilitation.12 An early output from 156 
ISRRA was to define globally relevant criteria for healthcare centres that aspire to deliver 157 
excellent stroke rehabilitation and generate exceptional outcomes for patients.13 The Centres of 158 
Clinical Excellence working group included medical, nursing and allied health professionals 159 
from 10 countries from five continents (including LMICs and HICs).13 Stroke survivors from 160 
Australia, India, Malaysia, the UK and USA were consulted at key timepoints, and the criteria 161 
were pilot tested in five HIC and five LMICs between 2022-24.14 162 
 163 
This paper reports the development and refinement of evidence-based, internationally relevant 164 
recommendations and performance indicators that were developed for use in the WSO 165 
Rehabilitation Certification program.  166 
 167 
 168 
Methods 169 
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Collating globally relevant rehabilitation recommendations and performance measures 170 
The WSO Executive Committee formed a rehabilitation committee as part of its implementation 171 
initiatives. The WSO Rehabilitation Implementation Committee, chaired by Sean Savitz,  172 
brought together international experts in neurorehabilitation, stroke neurology, and 173 
implementation science. The committee initially reviewed the existing WSO rehabilitation 174 
recommendations as presented in Mead et al (2023)7 and suggested adaptations (including re-175 
wording and adding recommendations) to enable implementation of the recommendations in 176 
varying international contexts. In 2025, three groups were invited to consult on the 177 
recommendations for inclusion in a Certification Program, and worked separately using 178 
different methods before convening to reach consensus (Figure 1). Members of each working 179 
group and countries which they represent are presented in Appendix 1. 180 
 181 
Consultation_1: Individuals with expertise in stroke rehabilitation guideline development who 182 
self-nominated to review the WSO criteria (representing stroke guideline committees from 183 
Australia/New Zealand, Europe, India, Singapore and United Kingdom/Ireland) reviewed 184 
Chapters Four to Eight (Secondary prevention, Rehabilitation, Managing complications, 185 
Discharge planning and transfer of care, Community participation and long-term care) from the 186 
Australia/New Zealand Living Stroke Guidelines15 and compared consistency with guideline 187 
recommendations from five international guidelines (Canada, Europe, South Africa, United 188 
Kingdom/Ireland, USA).16-20 The Australia/New Zealand guidelines15 were selected as the base 189 
because they are living (i.e. recommendations are updated as new evidence becomes 190 
available)7 and use a rigorous process (GRADE)21 to rate evidence quality. The South African 191 
guidelines20 were contextualised from prior (now out-dated) versions from Australia,15 United 192 
Kingdom/Ireland,18 Canada16 and USA19 guidelines, so were not used in further deliberations.  193 
Strong recommendations (using GRADE framework21, 22, based on certainty/quality of evidence, 194 
situation and risk of harm versus benefit) from Australia/New Zealand15 were included in the 195 
final set if also found in one or more additional guidelines. Details of the certainty of evidence 196 
for each recommendation is presented in Appendix 2.  197 
 198 
Consultation_2: An international multidisciplinary workgroup from the WSO Future Leaders 199 
Program (Cohort 3) CAREMAP Project team (50% of representatives from middle-income 200 
countries)23 mapped rehabilitation recommendations from three systematic reviews and 201 
syntheses of global guidelines3, 7, 24 against the Australia/New Zealand guidelines15 (as with 202 
Consultation_1, selected as they are living). When strong recommendations21 from 203 
Australia/New Zealand15 were included in one or more syntheses,3, 7, 24 they were included in the 204 
final set. 205 
 206 
Consultation_3: Individuals involved in developing or pilot-testing the ISRRA Centres of Clinical 207 
Excellence criteria13 reviewed these criteria for application in the WSO Rehabilitation 208 
Certification program. Methods used to define the criteria are described elsewhere.13  Service-209 
level criteria that were not already covered by recommendations from the WSO guideline 210 
review7 or the Australia/New Zealand guidelines15 were nominated for inclusion and re-worded 211 
to align with other recommendations, while maintaining consistency of meaning.  212 
 213 
Suggested recommendations from all consultation groups were tabled alongside those from the 214 
WSO Rehabilitation Implementation Committee, and two or three representatives from each 215 
group (including representatives from upper-and-lower-middle income countries and HICs) 216 
compared, discussed and refined the nominated recommendations in a series of online 217 
meetings. Duplicated recommendations among the three consultation groups were removed. 218 
To avoid overlap, criteria that are addressed in the acute certification program and are expected 219 
to carryover to the rehabilitation program were also removed.  220 
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 221 
To ensure that the final list of recommendations was comprehensive, represented the existing 222 
evidence and was fit-for-purpose for the WSO Rehabilitation Certification program, a decision-223 
making framework (Figure 1) was agreed upon wherein all strong recommendations from two or 224 
more guidelines were included. Additional recommendations were included when certainty of 225 
evidence underpinning the recommendation was high (as per Australia/New Zealand Guideline 226 
GRADE scores) or a benefit (or risk) associated with receiving or not receiving the practice 227 
outlined in the recommendation was identified and was anticipated by committee members to 228 
be relevant to a high proportion of stroke survivors (e.g. management of swallow, mood 229 
screening, details presented in Appendix 2). Decisions regarding inclusion of recommendations 230 
addressing harmful interventions (marked as practices to avoid) were based on the frequency 231 
of, and anticipated risk associated with receiving the potentially harmful practice.22 In addition, 232 
the criteria from ISRRA Centres of Clinical Excellence13 were included to provide aspirational 233 
targets and enable recognition of clinical excellence, but were initially anticipated to be 234 
applicable to well-resourced settings.  235 

 236 
The suggested recommendations for inclusion were presented to the WSO Rehabilitation 237 
Implementation Committee in June 2025, and endorsed for use in pilot-testing, with some 238 
minor word changes to improve clarity, while maintaining alignment with the evidence base 239 
from which the recommendation was sourced. Leads of each Workgroup were invited to join the 240 
WSO Rehabilitation Implementation Committee to continue to provide input. When iterations 241 
were approved by the Committee, the latest version of the recommendations was pilot-tested. 242 
Three iterations of the criteria from June 2025 involved changes to wording of recommendations 243 
for clarity, changes in structure and organisation of recommendations to facilitate ease of audit, 244 
and removal of recommendations duplicated in the acute certification program.  245 
 246 
Setting 247 
The Rehabilitation Certification program is intended to apply to both inpatient and outpatient 248 
rehabilitation settings. It is designed to work seamlessly with the acute certification program, 249 
and with no overlap. In this way, both certification programs can be used at sites which provide 250 
both acute and rehabilitation services. All criteria apply to sites with both inpatient and 251 
outpatient rehabilitation services. For sites with inpatient or outpatient services only, criteria 252 
that do not apply may be scored as “Not Applicable”. A single rehabilitation certification 253 
program that does not delineate between inpatient and outpatient services was deliberately 254 
developed, in consideration of the wide variation in health systems and structures globally.  255 
 256 
 257 
Pilot program 258 
A convenience sample of 15 rehabilitation centres from six upper- and lower-middle income 259 
countries (Brazil, Colombia, Egypt, India, Malaysia and Vietnam, Appendix 3) participated in 260 
pilot testing the criteria for feasibility between November 2024 and September 2025. Prior to 261 
each visit, participating centres were made aware of the process, to enable preparation of 262 
documentation required for the evaluation. The first nine pilots were conducted using an early 263 
version of the criteria (Appendix 4), and the final six were conducted using the final criteria 264 
(pending minor wording changes for clarity and prior to assignment of mandatory versus 265 
recommended). Separate assessments were used for inpatient and outpatient services in the 266 
early pilots (Appendix 4), before the committee reached consensus post-pilots that a single 267 
assessment program was most appropriate to reflect global variability in services.  268 
 269 
Site visits were conducted by one or two assessors from the WSO Rehabilitation Committee, 270 
not affiliated with the site/s they assessed. Time spent at each centre varied, with feedback 271 
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from assessors guiding future site visits within the pilot to occur over one to two days, to allow 272 
time to accomplish the following:  273 

• Meeting to brief assessors about the centre and its services;  274 
• Documentation audits of five completed cases (selected by the site) showcasing 275 

management of people with a range of post-stroke impairments from admission to 276 
discharge; 277 

• Interview with staff members from each professional discipline involved in stroke 278 
rehabilitation at the site, ensuring a range of seniority levels; and 279 

• Observation of routine clinical activities (eg case discussions, ward rounds, therapy 280 
activity). 281 

 282 
The assessor(s) evaluated and recorded evidence of the WSO rehabilitation recommendations 283 
having been fully met, partially met, or not met. For certification purposes, whether a 284 
recommendation is met is binary (fully met or not met), however the ‘partially met’ score was 285 
designed to provide feedback to support sites in their future implementation efforts. Sites were 286 
provided with written and verbal feedback on performance against each criterion with 287 
recommendations for improvement after completion of the assessment.  288 
 289 
Finalising the recommendations 290 
On completion of the evidence-review and pilot-testing, recommendations were finalised 291 
through consensus discussions at the Rehabilitation Implementation Committee meeting on 22 292 
January, 2026. The GRADE ratings and source of evidence for each recommendation were 293 
reviewed (GRADE ratings were not reassessed), as were factors relating to their implementation 294 
in different settings. Using this information, criteria were deemed mandatory or recommended, 295 
for the three levels of certification (minimal, essential and advanced). When a potential conflict 296 
of interest was identified (e.g. involved in ISRRA criteria development), an online poll was 297 
conducted, with potentially conflicted members abstaining.  298 
 299 
Mandatory and Recommended Criteria 300 
In line with the acute program8, mandatory criteria were identified which were limited to: 301 

• Strong patient-level recommendations21 supported by high certainty evidence;  302 
• Staffing levels considered necessary by the Implementation Committee to deliver the 303 

defined level of service; 304 
• Documentation considered necessary by Implementation Committee to enable audit 305 

for certification; and  306 
• Four recommendations sourced from ISRRA Centres of Clinical Excellence (mandatory 307 

for advanced centres). 308 
 309 
The remaining criteria were set as Recommended (Minimal and Essential services: 75% must be 310 
met at first certification; Advanced services: 85% must be met at first certification).8 311 
 312 
Requirements for each level of certification 313 
In line with the approach developed for the acute certification program8, three levels of 314 
certification were set.  315 

• Minimal services are newly developing services. Recommendations are designed to 316 
guide priorities for establishing a stroke rehabilitation service in a resource-limited 317 
setting.   318 

• Essential services have access to a full multidisciplinary team and consistently deliver 319 
evidence-based rehabilitation.  320 
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• Advanced services provide highly specialised evidence-based rehabilitation and 321 
contribute to research and mentoring activities that have potential to advance stroke 322 
rehabilitation knowledge beyond their service.  323 

 324 
Decisions regarding inclusion of recommendations for each level of certification (Minimal, 325 
Essential and Advanced), were made collaboratively with the Committee, based on feasibility of 326 
implementation in different settings, informed by pilot-testing and input from committee 327 
members from upper- and lower-middle income countries. Accordingly, Advanced services are 328 
expected to meet more recommendations than essential and minimal services. Scoring criteria 329 
are outlined in Appendix 5. 330 

 331 
Implementation Manual 332 
Building on the format used in the 201410 guidelines, an Implementation manual, outlining 333 
“who” (who delivers and who receives the recommended practice), “what” (detailed definition 334 
of the recommended practice) and “how” (detailed guide outlining how the recommended 335 
practice should be implemented) was developed for each recommendation (Appendix 5). The 336 
guide is intended to be used by participating sites to inform implementation, and by assessors 337 
to promote consistency when evaluating participating sites.  338 
 339 
Results 340 
 341 
A total of 55 recommendations are included for use in the WSO Stroke Rehabilitation 342 
Certification Program. Nine recommendations address service-level performance and 46 343 
address patient-level factors (Table 1). One criterion (recommendation for swallow screen) was 344 
removed as it is addressed in the acute certification program, however recommendations about 345 
management of swallow impairment were retained. The strength of recommendations and 346 
certainty of evidence underpinning each recommendation are presented in Appendix 2.  347 
 348 
Discussion 349 

This work extends the reach of the WSO certification program from the acute sector, aiming to 350 
enhance global access to high-quality rehabilitation after stroke. Deliberate efforts were made 351 
to ensure the recommendations and performance metrics were internationally relevant, by 352 
including representatives from a range of global regions, from upper- and lower-middle income 353 
countries and HICs, and from different professional disciplines. Piloting the program at 15 sites 354 
in six upper- and lower-middle income countries (four continents) by eight assessors from five 355 
countries allowed the team to check whether the recommendations, metrics and assessment 356 
processes could be applied cross-culturally. Pilot testing facilitated refinement of some 357 
recommendations.  358 

The implementation manual was developed to both support consistent evaluation practices by 359 
assessors and support rehabilitation centres to deliver evidence-based rehabilitation. By 360 
deliberately presenting who should deliver and who should receive each recommended 361 
practice, and how implementation of the practice can be achieved, we have sought to pro-362 
actively address a lack of clarity, a commonly reported implementation barrier.25 Further, the 363 
systematic approach to appraising sources of evidence for initial consideration, and 364 
transparent reporting of the methods to select and refine the included recommendations, is 365 
intended to enhance credibility in the evidence underpinning the recommendations, another 366 
common implementation barrier.25   367 
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The implementation manual (freely available, Appendix 6) is both a source of pragmatic and 368 
usable information regarding evidence-based rehabilitation and an audit tool. Centres can use 369 
the manual to deliver two of the most widely used implementation strategies in healthcare26 (i.e. 370 
education and audit with feedback), to continually improve their delivery of evidence-based 371 
rehabilitation, regardless of whether they choose to take part in the WSO certification program. 372 
The WSO Rehabilitation Certification Program will be launched in 2026.  373 

The certification program has been designed to recognise and address the global discrepancy in 374 
access to rehabilitation and resource availability. This work contributes to promotion of equity, 375 
addressing the distribution bias of publication and funding for research in high income 376 
countries, where the majority of high-quality guidelines are developed.5, 15-19 In the absence of 377 
quality guidelines specific to each geographical area5, this process begins to  address this 378 
inequity and is anticipated to guide practice, funding and policy internationally.  379 

Limitations of the recommendations and the process by which they were compiled must be 380 
acknowledged. Certainty of evidence for stroke rehabilitation practices trails that of acute 381 
interventions.3 Accordingly, only one included patient-level recommendation is supported by 382 
high-certainty evidence (tailored repetitive practice of walking; the only mandatory patient-level 383 
criterion in the program). While multiple sources of evidence were considered, views and 384 
preferences of stroke survivors were not sought outside of the work conducted by ISRRA, and 385 
representatives with lived experience of stroke were not members of any workgroups. Similar to 386 
prior work7, recommendations that are important to stroke survivors may not have been 387 
included. While deliberate efforts were made to ensure the recommendations were applicable 388 
in low-resource settings, low-income countries4 were not represented in the committee, any 389 
consultation group or any site in which pilots were conducted. This work has been 390 
demonstrated to be applicable in lower- and upper-middle income countries, but future work 391 
should include consultation with, and pilot-testing in, low-income countries.  392 

Considering the recognition of rehabilitation as a priority, it is anticipated that evidence to guide 393 
stroke rehabilitation delivery will evolve. In particular, a paucity of high-certainty evidence 394 
pertaining to management of fatigue, mood, continence, cognitive/perceptual and visual 395 
impairment limited the ability to make recommendations to guide their practice. Stroke 396 
rehabilitation researchers and research funders are called to action, to work to fill these 397 
evidence gaps. The WSO guidelines certification program will require regular updates as new 398 
evidence emerges. Future iterations of the included recommendations and performance 399 
metrics will include the perspective of people with lived experience of stroke and their 400 
caregivers, and input from representatives from low-income countries.  401 
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Table 1. Rehabilitation Criteria and requirements for each level of certification 

 Recommendation Minimal Essential Advanced 
Service-level Recommendations 
1 Centre engages in quality improvement in stroke rehabilitation. This can 

occur on a hospital level (essential service), or national and/or 
international level (advanced service).  

  Mandatory Mandatory 

2 Centre engages in stroke rehabilitation research at local, national, or 
international levels. 

    Mandatory 

3 Centre provides education about stroke and its management to the 
community and/or external agencies to promote awareness about stroke 
and/or advocacy.  

  Recommended Mandatory 

4 Centre provides formal guidance/support to other centres to improve their 
rehabilitation service delivery (mentorship). 

    Mandatory 

5 Centre engages in continuing professional development for staff in stroke 
rehabilitation. A formal system/structure is in place. 

Mandatory Mandatory Mandatory  
(20 hours / year) 

6 Centre maintains a data collection system to monitor performance 
metrics. Participation in an external stroke data repository is also 
recommended. 

  Mandatory Mandatory 

7 Centre has a process within the rehabilitation team for communicating 
the goals, progress and management plans of stroke survivors. 

Recommended Recommended Recommended 

8 Centre has a process for documentation of clinical assessment and other 
clinical interactions. 

Mandatory Mandatory Mandatory 

9 Centre should provide communication partner training to health 
professionals or volunteers who interact with people with aphasia after 
stroke. 

  Recommended Recommended 

Patient-level Recommendations: Organisation and commencement of rehabilitation  

10 Stroke survivors should commence mobilisation out of bed between 24- 
48 hours of stroke onset unless otherwise contraindicated. 

Recommended Recommended Recommended 

11 Centre provides stroke rehabilitation care conducted by a 
multidisciplinary team resourced to provide the recommended levels of 
rehabilitation therapy.  

Mandatory: 
Medical, Nursing, 

Physiotherapy 

Mandatory: team includes 
Medical, Nursing, Physiotherapy, 

Occupational Therapy, Speech 
Pathology, with access to 

dietetics, Psychology, Social Work 

Mandatory: team includes 
Medical, Nursing, 

Physiotherapy, Occupational 
Therapy, Speech Pathology, 

Dietetics, Psychology, Social 
Work 
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12 For stroke survivors, inpatient rehabilitation should be structured to 
provide at least three hours of structured therapy (occupational therapy 
and physiotherapy) per day, 5 days per week. 

  Recommended Recommended 

Patient-level Recommendations: Swallowing difficulties 
13 People who fail the swallowing screening are referred to a speech 

pathologist for a comprehensive swallowing assessment. Where 
available, this may include instrumental assessment (e.g., 
videofluoroscopic modified barium swallow [VMBS] and/or fibreoptic 
endoscopic evaluation of swallowing [FEES]). Where instrumental 
assessment is not available on-site, a referral pathway is in place to 
access it when clinically indicated. 

  Recommended: Speech 
Pathology assessment and 

referral pathway for instrumental 
assessment where indicated 

Recommended: onsite or timely 
access to instrumental 

assessment as part of standard 
practice 

14 All stroke survivors, particularly those with swallowing difficulties, have 
assistance and/or education to maintain good oral and dental (including 
dentures) hygiene. 

Recommended Recommended Recommended 

15 For stroke survivors with swallowing difficulties, behavioural approaches 
such as safe swallowing advice, environmental and dietary modifications 
are employed as early as possible. Targeted swallowing exercises (e.g., 
Shaker exercises or chin tuck against resistance) are prescribed following 
comprehensive clinical and/or instrumental assessment by a qualified 
speech pathologist. 

  Recommended Recommended 

Patient-level Recommendations: Hydration and nutrition 
16 Stroke survivors have their hydration status assessed, monitored, and 

managed throughout their hospital admission. Where fluid support is 
required, crystalloid solution is used in preference to colloid solutions as 
the first option to treat or prevent dehydration. 

Recommended Recommended Recommended 

17 All stroke survivors should be screened for malnutrition at admission and 
on an ongoing basis (at least weekly) while in hospital. 

Recommended Recommended Recommended 

18 For stroke survivors with poor or deteriorating nutrition status, nutrition 
supplementation should be offered. Enteral diet should be started if 
required within a maximum of 7 days of admission (preferably within 24–
48 hours). 

Recommended Recommended Recommended 

Patient-level Recommendations: Information provision and goal setting 



14 
 

19 Stroke survivors and carers are offered information tailored to meet their 
individual needs (e.g., relevant language and communication formats), 
and given the opportunity to follow up and/or clarify. 

Recommended Recommended Recommended 

20 A person-centred and collaborative approach towards goal setting with 
stroke survivors and their families is recommended. Goals are clearly 
communicated and documented, and regularly reviewed throughout the 
continuum of care.  

Recommended Recommended Recommended 

Patient-level Recommendations: Exercise and motor rehabilitation 
21 Individually tailored aerobic training involving large muscle groups should 

be incorporated into rehabilitation to improve cardiorespiratory fitness. 
  Recommended Recommended 

22 Stroke survivors with difficulty walking should be given the opportunity to 
undertake tailored repetitive practice of walking (or components of 
walking) as much as possible.  
 Modalities including but not limited to the following, may be used:   
-Circuit class therapy (with a focus on overground walking practice),  
-Treadmill training with or without body weight support 

Mandatory Mandatory Mandatory 

23 Strength training should be undertaken by people with reduced strength in 
arms and/or legs to improve strength after stroke. 

Recommended Recommended Recommended 

24 For stroke survivors with impaired upper limb function but some active 
wrist and finger extension, intensive constraint-induced movement 
therapy (minimum 2 hours of active therapy per day for 2 weeks, plus 
restraint of the less-affected upper limb for at least 6 hours a day) should 
be provided. 

    Recommended 

25 For stroke survivors with difficulty maintaining balance in sitting, 
practising reaching beyond arm’s length while sitting with 
supervision/assistance is undertaken. 

Recommended Recommended Recommended 

26 For stroke survivors with difficulty moving from sitting to standing, task-
specific training of the sit-to-stand task is undertaken. 

Recommended Recommended Recommended 

27 For stroke survivors with impaired standing balance, task-specific training 
of standing balance, including activities that challenge balance, should be 
undertaken. 

Recommended Recommended Recommended 

28 Avoidance of potentially harmful practices 
Amphetamines should not be prescribed to improve activities of daily 
living, due to risk of harm outweighing benefits. 

Recommended Recommended Recommended 
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Patient-level Recommendations: Visual function 
29 Stroke survivors are screened for impaired visual fields, visual perception 

and oculomotor function with a valid and reliable tool. For stroke survivors 
with visual impairment, a formal assessment and management plan is 
undertaken, with referral to a vision specialist for further assessment and 
treatment if warranted.  

Recommended Recommended Recommended 

Patient-level Recommendations: Communication 

30 All stroke survivors are screened for communication disorders with a valid 
and reliable tool. 

Recommended Recommended Recommended 

31 People with communication disorders detected in screening should be 
referred to speech pathology for standardised and formal assessment. A 
system to facilitate communication should be established as early as 
possible. 

Recommended Recommended Recommended 

32 For stroke survivors with aphasia, early aphasia therapy, starting within 
the first 4 weeks post stroke is provided. Speech and language therapy is 
provided to improve functional communication, reading comprehension, 
auditory comprehension, general expressive language and written 
language. 

  Recommended Recommended 

33 All written information (i.e., health, aphasia, social, and community 
supports) are available in an aphasia-friendly format. 

  Recommended Recommended 

34 People with aphasia are offered assessment and treatment in their 
preferred language. 

  Recommended Recommended 

Patient-level Recommendations: Mood and cognition 
35 Stroke survivors are screened for mood disturbances by trained personnel 

using a standardised tool. If mood disturbances are present, a structured 
management plan is implemented. 

  Recommended Recommended 

36 Stroke survivors are screened for cognitive and perceptual deficits by a 
trained person (e.g. neuropsychologist, occupational therapist or speech 
pathologist) using validated and reliable tools. People with suspected 
cognitive and perceptual impairments (e.g., reduced attention, memory, 
executive function, limb apraxia, neglect) are formally assessed and 
managed by trained personnel. If cognitive and perceptual deficits are 
detected, a structured management plan is formulated, documented and 
implemented.  

  Recommended Recommended 
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Patient-level Recommendations: Prevention and management of complications 

37 Regular skin assessments using an objective scale of risk (e.g. Braden 
scale) are conducted within 8 hours of admission to stroke rehabilitation, 
and re-conducted after change of clinical status. A prevention and 
management plan including repositioning every 4-6 hours, and use of 
barrier creams and/or pressure redistribution devices as appropriate, are 
enacted for people who are identified to be at high risk of pressure injury. 

Recommended Recommended Recommended 

38 For DVT prophylaxis in people with ischaemic stroke who are immobile, 
low-molecular weight heparin in prophylactic doses may be used in the 
absence of contraindications. Antithrombotic stockings are not 
recommended for the prevention of DVT or PE post stroke.  

Recommended Recommended Recommended 

39 Stroke survivors with suspected urinary incontinence are assessed by 
trained personnel using a structured functional assessment. If urinary 
incontinence is detected, a structured continence management plan is 
formulated, documented and implemented. Routine use of indwelling 
catheters is not recommended. 

Recommended Recommended Recommended 

40 Stroke survivors with suspected fecal incontinence or constipation are 
assessed by trained personnel using a structured functional assessment. 
If fecal incontinence or constipation are detected, a structured bowel 
management plan is formulated, documented and implemented.  

Recommended Recommended Recommended 

41 For stroke survivors at risk of falling, multifactorial interventions, including 
an individually prescribed exercise program and advice on safety, are 
provided. People with severe vitamin D deficiency are offered 
supplementation.  

Recommended Recommended Recommended 

42 Stroke survivors with motor weakness are assessed for spasticity. 
Management should be organised if spasticity is contributing to pain, 
difficulty with personal hygiene and dressing activities, and/or for 
cosmesis. Management strategies may include medical interventions 
such as Botulinum Toxin A injections, accompanied by active movements 
and neuromuscular electrical stimulation. 

  Recommended Recommended 

43 People with persistent or progressive focal spasticity after stroke affecting 
one or two areas for whom a therapeutic goal can be identified (e.g. ease 
of care, pain) may be offered intramuscular botulinum toxin. This should 
be accompanied by rehabilitation therapy.   

  Recommended Recommended 
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44 For stroke survivors at risk of shoulder subluxation, stroke survivors and 
carers/families are educated about proper manual handling, including 
how to position and support the arm (e.g., use of arm sling during 
standing/walking, use of lap trays in sitting). Interventions such as 
electrical stimulation may be considered. Shoulder strapping should not 
be routinely used. 

Recommended Recommended Recommended 

45 For stroke survivors at risk of shoulder pain, stroke survivors and 
carers/families are educated about proper manual handling, including 
how to position and support the arm and to avoid pulling or sleeping on 
the arm. Interventions such as shoulder strapping, electrical stimulation 
and shoulder injections may be considered. Overhead pulleys should not 
be used.  

Recommended Recommended Recommended 

46 For patients at risk of contractures or who have developed contractures, 
comprehensive active therapy should be used in the prevention and 
management of contractures, rather than splinting and/or stretching. 
Splinting and/or stretching should not be routinely used. 

Recommended Recommended Recommended 

Patient-level Recommendations: Discharge planning and support 

47 Centre has a follow-up system in which stroke survivors are reviewed at 
least once after their discharge from hospital. During these follow-up 
sessions, their health and social care needs are assessed and addressed 
accordingly.  

  Recommended Recommended 

48 Centre should provide a documented comprehensive discharge plan, 
including ongoing therapy, plans for care and/or follow-ups (where 
relevant) for stroke survivors. Early Supported Discharge (ESD) services 
can be part of the comprehensive discharge plan, particularly if offered to 
stroke survivors with mild to moderate disability, where appropriate 
home-based coordinated stroke care is available. 

Recommended Recommended Recommended 

49 Centre refers patients for ongoing therapy delivered by trained clinicians 
for people with difficulty performing activities of daily living after leaving 
hospital. 

  Recommended Recommended 

50 Centre provides telehealth services that may be used as an alternative 
approach to delivering rehabilitation, especially for stroke survivors who 
cannot access specialist rehabilitation in the community. It may also be 
used as an adjunct to in-person therapy. Delivering of specific 
interventions via telehealth should only be considered for those that have 
demonstrated benefits. 

  
 

Recommended 



18 
 

51 Carers of stroke survivors (i.e. spouses, family members or friends who 
support the stroke survivor) should be provided with tailored support 
during the recovery process. The tailored support depends on the carer's 
needs, and can include information provision, opportunities to talk with 
relevant health professionals and/or referrals to appropriate community 
services. Support is offered and delivered in a mode that suits the carer.   

Recommended Recommended Recommended 

52 Self-management interventions that are directed by the stroke survivor, 
should be offered on discharge or within the first four months of transition 
to community living. 

Recommended Recommended Recommended 

53 Stroke survivors who are to be discharged to the community have their 
community mobility assessed and receive appropriate rehabilitation, help 
or support to return to mobility in the community.  

  Recommended Recommended 

54 Stroke survivors being discharged to the community are asked about their 
employment (paid and unpaid) prior to their stroke and if they wish to 
return to work or study. A formal assessment and management plan is 
initiated for stroke survivors who wish to return to work or study. 

  Recommended Recommended 

55 Stroke survivors are given information about the availability and potential 
benefits of a local stroke support group and/or other sources of peer 
support before leaving hospital and when back in the community.  

  Recommended Recommended 
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Figure 1. Methods used to determine recommendations for Certification Program 
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Appendix 1: Consultation Group Membership 

2022 WSO Rehabilitation Implementation Committee Membership 
Consultation Group 1 

Dr Marina Charalambous, Cyprus 
Prof Dorcas Gandhi, India* 
A/Prof Kwah Li Khim, Singapore 
A/Prof Elizabeth Lynch, Australia 
Dr John Solomon, India* 
A/Prof Rachel Stockley, United Kingdom 
A/Prof Shamala Thilarajah, Singapore 

Consultation Group 2 
Prof Jussara Baggio, Brazil** 
Ismália De Sousa, Canada 
Prof Dorcas Gandhi, India* 
Dr Laura Jolliffe, Australia 
Dr Jessica Nolan, Australia 
A/Prof Yina Quique, Colombia** and USA 
Juen Kiem Tan, Malaysia** 

Consultation Group 3 
Dr Thoshen Kandasamy, Australia 
A/Prof Elizabeth Lynch, Australia 
A/Prof Rachel Stockley, United Kingdom 

*lower-middle income country1 
**upper-middle income country1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1. The World Bank. World Bank Country and Lending Groups, 

https://datahelpdesk.worldbank.org/knowledgebase/articles/906519#Low_income 
(2026, accessed 17 February 2026). 
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Appendix 2: Certainty of evidence underpinning recommendations that focus on patient care 
 

In the rehabilitation certification program, only strong recommendations for an intervention, underpinned by high-certainty evidence were marked as mandatory. 
Relevant to these recommendations, GRADE1 supports discordant recommendations (strong recommendations based on low-certainty evidence) when the 
benefits of adhering to a recommendation clearly outweigh the risk.2 While not discordant, recommendations underpinned by moderate certainty evidence were 
not marked as mandatory. Weak recommendations and ‘good practice points’ were included through committee consensus, considering risk of harm versus benefit 
and anticipated relevance to a high proportion of stroke survivors. Decisions were informed by representatives from upper- and lower-middle income countries and 
assessors post-pilots and included criteria were deemed feasible and relevant for each service level, considering expected resource availability.  
 

 Recommendation Minimal Essential Advanced Strength of 
recommendation3 

Certainty of 
evidence3 

Discordance2 

Service-level Recommendations    
1 Centre engages in quality improvement in 

stroke rehabilitation. This can occur on a 
hospital level (essential service), or national 
and/or international level (advanced service).  

  Mandatory Mandatory    

2 Centre engages in stroke rehabilitation 
research at local, national, or international 
levels. 

    Mandatory    

3 Centre provides education about stroke and 
its management to the community and/or 
external agencies to promote awareness 
about stroke and/or advocacy.  

  Recommended Mandatory    

4 Centre provides formal guidance/support to 
other centres to improve their rehabilitation 
service delivery (mentorship). 

    Mandatory    

5 Centre engages in continuing professional 
development for staff in stroke rehabilitation. 
A formal system/structure is in place. 

Mandatory Mandatory Mandatory  
(20 hours / year) 

   

6 Centre maintains a data collection system to 
monitor performance metrics. Participation in 
an external stroke data repository is also 
recommended. 

  Mandatory Mandatory    

7 Centre has a process within the rehabilitation 
team for communicating the goals, progress 
and management plans of stroke survivors. 

Recommended Recommended Recommended Strong Low Yes 
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8 Centre has a process for documentation of 
clinical assessment and other clinical 
interactions. 

Mandatory Mandatory Mandatory    

9 Centre should provide communication 
partner training to health professionals or 
volunteers who interact with people with 
aphasia after stroke. 

  Recommended Recommended Strong Moderate No 

Patient-level Recommendations: Organisation and commencement of rehabilitation     

10 Stroke survivors should commence 
mobilisation out of bed between 24- 48 hours 
of stroke onset unless otherwise 
contraindicated. 

Recommended Recommended Recommended Strong Low Yes 

11 Centre provides stroke rehabilitation care 
conducted by a multidisciplinary team 
resourced to provide the recommended levels 
of rehabilitation therapy. 

Mandatory: 
Medical, 
Nursing, 

Physiotherapy 

Mandatory: team 
includes Medical, 

Nursing, Physiotherapy, 
Occupational Therapy, 
Speech Pathology, with 

access to dietetics, 
Psychology, Social 

Work 

Mandatory: full 
multidisciplinary 

team 

   

12 For stroke survivors, inpatient rehabilitation 
should be structured to provide at least three 
hours of structured therapy (occupational 
therapy and physiotherapy) per day, 5 days 
per week. 

  Recommended Recommended Strong Moderate No 

Patient-level Recommendations: Swallowing difficulties    
13 People who fail the swallowing screening are 

referred to a speech pathologist for a 
comprehensive swallowing assessment. 
Where available, this may include 
instrumental assessment (e.g., 
videofluoroscopic modified barium swallow 
[VMBS] and/or fibreoptic endoscopic 
evaluation of swallowing [FEES]). Where 
instrumental assessment is not available on-
site, a referral pathway is in place to access it 
when clinically indicated. 

  Recommended: Speech 
Pathology assessment 

and referral pathway for 
instrumental 

assessment where 
indicated 

Recommended: 
onsite or timely 

access to 
instrumental 

assessment as part 
of standard practice 

Swallow screen: strong 
(addressed in acute 

certification program). 
 

Referral for assessment: 
Weak 

 
 
 
 
 

Low 

No 
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14 All stroke survivors, particularly those with 
swallowing difficulties, have assistance 
and/or education to maintain good oral and 
dental (including dentures) hygiene. 

Recommended Recommended Recommended Strong Low Yes 

15 For stroke survivors with swallowing 
difficulties, behavioural approaches such as 
safe swallowing advice, environmental and 
dietary modifications are employed as early 
as possible. Targeted swallowing exercises 
(e.g., Shaker exercises or chin tuck against 
resistance) are prescribed following 
comprehensive clinical and/or instrumental 
assessment by a qualified speech 
pathologist. 

  Recommended Recommended Strong Low Yes 

Patient-level Recommendations: Hydration and nutrition    
16 Stroke survivors have their hydration status 

assessed, monitored, and managed 
throughout their hospital admission. Where 
fluid support is required, crystalloid solution 
is used in preference to colloid solutions as 
the first option to treat or prevent dehydration. 

Recommended Recommended Recommended Strong Low Yes 

17 All stroke survivors should be screened for 
malnutrition at admission and on an ongoing 
basis (at least weekly) while in hospital. 

Recommended Recommended Recommended Strong Moderate  No 

18 For stroke survivors with poor or deteriorating 
nutrition status, nutrition supplementation 
should be offered. Enteral diet should be 
started if required within a maximum of 7 days 
of admission (preferably within 24–48 hours). 

Recommended Recommended Recommended Strong Moderate No 

Patient-level Recommendations: Information provision and goal setting    
19 Stroke survivors and carers are offered 

information tailored to meet their individual 
needs (e.g., relevant language and 
communication formats), and given the 
opportunity to follow up and/or clarify. 

Recommended Recommended Recommended Strong Low Yes 

20 A person-centred and collaborative approach 
towards goal setting with stroke survivors and 
their families is recommended. Goals are 
clearly communicated and documented, and 

Recommended Recommended Recommended Strong Low Yes 
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regularly reviewed throughout the continuum 
of care.  

Patient-level Recommendations: Exercise and motor rehabilitation    
21 Individually tailored aerobic training involving 

large muscle groups should be incorporated 
into rehabilitation to improve 
cardiorespiratory fitness. 

  Recommended Recommended Strong Moderate No 

22 Stroke survivors with difficulty walking should 
be given the opportunity to undertake tailored 
repetitive practice of walking (or components 
of walking) as much as possible.  
 Modalities including but not limited to the 
following, may be used:   
-Circuit class therapy (with a focus on 
overground walking practice),  
-Treadmill training with or without body weight 
support 

Mandatory Mandatory Mandatory Strong High No 

23 Strength training should be undertaken by 
people with reduced strength in arms and/or 
legs to improve strength after stroke. 

Recommended Recommended Recommended Strong Moderate No 

24 For stroke survivors with impaired upper limb 
function but some active wrist and finger 
extension, intensive constraint-induced 
movement therapy (minimum 2 hours of 
active therapy per day for 2 weeks, plus 
restraint of the less-affected upper limb for at 
least 6 hours a day) should be provided. 

    Recommended Strong Moderate No 

25 For stroke survivors with difficulty maintaining 
balance in sitting, practising reaching beyond 
arm’s length while sitting with 
supervision/assistance is undertaken. 

Recommended Recommended Recommended Strong Low Yes 

26 For stroke survivors with difficulty moving 
from sitting to standing, task-specific training 
of the sit-to-stand task is undertaken. 

Recommended Recommended Recommended Strong Low Yes 

27 For stroke survivors with impaired standing 
balance, task-specific training of standing 
balance, including activities that challenge 
balance, should be undertaken. 

Recommended Recommended Recommended Strong  Moderate No 
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28 Avoidance of potentially harmful practices 
Amphetamines should not be prescribed to 
improve activities of daily living, due to risk of 
harm outweighing benefits. 

Recommended Recommended Recommended Strong Low Yes 

Patient-level Recommendations: Visual function    
29 Stroke survivors are screened for impaired 

visual fields, visual perception and 
oculomotor function with a valid and reliable 
tool. For stroke survivors with visual 
impairment, a formal assessment and 
management plan is undertaken, with referral 
to a vision specialist for further assessment 
and treatment if warranted.  

Recommended Recommended Recommended Good practice point  Consensus-based 
recommendation 

No 

Patient-level Recommendations: Communication    

30 All stroke survivors are screened for 
communication disorders with a valid and 
reliable tool. 

Recommended Recommended Recommended Good practice point  No 

31 People with communication disorders 
detected in screening should be referred to 
speech pathology for standardised and formal 
assessment. A system to facilitate 
communication should be established as 
early as possible. 

Recommended Recommended Recommended Good practice point  No 

32 For stroke survivors with aphasia, early 
aphasia therapy, starting within the first 4 
weeks post stroke is provided. Speech and 
language therapy is provided to improve 
functional communication, reading 
comprehension, auditory comprehension, 
general expressive language and written 
language. 

  Recommended Recommended Strong Low Yes 

33 All written information (i.e., health, aphasia, 
social, and community supports) are 
available in an aphasia-friendly format. 

  Recommended Recommended Good practice point  No 

34 People with aphasia are offered assessment 
and treatment in their preferred language. 

  Recommended Recommended Good practice point  No 

Patient-level Recommendations: Mood and cognition    
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35 Stroke survivors are screened for mood 
disturbances by trained personnel using a 
standardised tool. If mood disturbances are 
present, a structured management plan is 
implemented. 

  Recommended Recommended Good practice point  No 

36 Stroke survivors are screened for cognitive 
and perceptual deficits by a trained person 
(e.g. neuropsychologist, occupational 
therapist or speech pathologist) using 
validated and reliable tools. People with 
suspected cognitive and perceptual 
impairments (e.g., reduced attention, 
memory, executive function, limb apraxia, 
neglect) are formally assessed and managed 
by trained personnel. If cognitive and 
perceptual deficits are detected, a structured 
management plan is formulated, documented 
and implemented.  

  Recommended Recommended Good practice point / 
weak recommendation 

Low No 

Patient-level Recommendations: Prevention and management of complications    

37 Regular skin assessments using an objective 
scale of risk (e.g. Braden scale) are 
conducted within 8 hours of admission to 
stroke rehabilitation, and re-conducted after 
change of clinical status. A prevention and 
management plan including repositioning 
every 4-6 hours, and use of barrier creams 
and/or pressure redistribution devices as 
appropriate, are enacted for people who are 
identified to be at high risk of pressure injury. 

Recommended Recommended Recommended Good practice point  No 

38 For DVT prophylaxis in people with ischaemic 
stroke who are immobile, low-molecular 
weight heparin in prophylactic doses may be 
used in the absence of contraindications. 
Antithrombotic stockings are not 
recommended for the prevention of DVT or PE 
post stroke.  

Recommended Recommended Recommended Low-molecular weight 
heparin: Weak 

 
Antihrombotic stockings: 

Strong against 

Moderate 
 
 

Moderate 

No 
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39 Stroke survivors with suspected urinary 
incontinence are assessed by trained 
personnel using a structured functional 
assessment. If urinary incontinence is 
detected, a structured continence 
management plan is formulated, documented 
and implemented. Routine use of indwelling 
catheters is not recommended. 

Recommended Recommended Recommended Weak Low No 

40 Stroke survivors with suspected fecal 
incontinence or constipation are assessed by 
trained personnel using a structured 
functional assessment. If fecal incontinence 
or constipation are detected, a structured 
bowel management plan is formulated, 
documented and implemented.  

Recommended Recommended Recommended Weak Low No 

41 For stroke survivors at risk of falling, 
multifactorial interventions,  including an 
individually prescribed exercise program and 
advice on safety, are provided. People with 
severe vitamin D deficiency are offered 
supplementation.  

Recommended Recommended Recommended Good practice point / 
weak recommendation 

Very Low No 

42 Stroke survivors with motor weakness are 
assessed for spasticity. Management should 
be organised if spasticity is contributing to 
pain, difficulty with personal hygiene and 
dressing activities, and/or for cosmesis. 
Management strategies may include medical 
interventions such as Botulinum Toxin A 
injections, accompanied by active 
movements and neuromuscular electrical 
stimulation. 

  Recommended Recommended Weak Low / Very low No 

43 People with persistent or progressive focal 
spasticity after stroke affecting one or two 
areas for whom a therapeutic goal can be 
identified (e.g. ease of care, pain) may be 
offered intramuscular botulinum toxin. This 
should be accompanied by rehabilitation 
therapy.   

  Recommended Recommended Weak Low No 
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44 For stroke survivors at risk of shoulder 
subluxation, stroke survivors and 
carers/families are educated about proper 
manual handling, including how to position 
and support the arm (e.g., use of arm sling 
during standing/walking, use of lap trays in 
sitting). Interventions such as electrical 
stimulation may be considered. Shoulder 
strapping should not be routinely used. 

Recommended Recommended Recommended Weak / Good practice 
point 

 Consensus-based 
recommendation 

 
Electrical 

stimulation: 
moderate 

No 

45 For stroke survivors at risk of shoulder pain, 
stroke survivors and carers/families are 
educated about proper manual handling, 
including how to position and support the arm 
and to avoid pulling or sleeping on the arm. 
Interventions such as shoulder strapping, 
electrical stimulation and shoulder injections 
may be considered. Overhead pulleys should 
not be used.  

Recommended Recommended Recommended Weak Low / Consensus-
based 

recommendation 

No 

46 For patients at risk of contractures or who 
have developed contractures, comprehensive 
active therapy should be used in the 
prevention and management of contractures, 
rather than splinting and/or stretching. 
Splinting and/or stretching should not be 
routinely used. 

Recommended Recommended Recommended Strong  High No 

Patient-level Recommendations: Discharge planning and support    

47 Centre has a follow-up system in which stroke 
survivors are reviewed at least once after their 
discharge from hospital. During these follow-
up sessions, their health and social care 
needs are assessed and addressed 
accordingly.  

  Recommended Recommended Good practice point   

48 Centre should provide a documented 
comprehensive discharge plan, including 
ongoing therapy, plans for care and/or follow-
ups (where relevant) for stroke survivors. Early 
Supported Discharge (ESD) services can be 
part of the comprehensive discharge plan, 
particularly if offered to stroke survivors with 
mild to moderate disability, where 

Recommended Recommended Recommended Strong Moderate No 
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appropriate home-based coordinated stroke 
care is available. 

49 Centre refers patients for ongoing therapy 
delivered by trained clinicians for people with 
difficulty performing activities of daily living 
after leaving hospital. 

  Recommended Recommended  Consensus-based 
recommendation 

 

50 Centre provides telehealth services that may 
be used as an alternative approach to 
delivering rehabilitation, especially for stroke 
survivors who cannot access specialist 
rehabilitation in the community. It may also 
be used as an adjunct to in-person therapy. 
Delivering of specific interventions via 
telehealth should only be considered for 
those that have demonstrated benefits. 

    Recommended Weak Low No 

51 Carers of stroke survivors (i.e. spouses, family 
members or friends who support the stroke 
survivor) should be provided with tailored 
support during the recovery process. The 
tailored support depends on the carer's 
needs, and can include information provision, 
opportunities to talk with relevant health 
professionals and/or referrals to appropriate 
community services. Support is offered and 
delivered in a mode that suits the carer.   

Recommended Recommended Recommended Weak Moderate No 

52 Self-management interventions that are 
directed by the stroke survivor, should be 
offered on discharge or within the first four 
months of transition to community living. 

Recommended Recommended Recommended Strong Moderate No 

53 Stroke survivors who are to be discharged to 
the community have their community mobility 
assessed and receive appropriate 
rehabilitation, help or support to return to 
mobility in the community.  

  Recommended Recommended Weak Low No 
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54 Stroke survivors being discharged to the 
community are asked about their employment 
(paid and unpaid) prior to their stroke and if 
they wish to return to work or study. A formal 
assessment and management plan is initiated 
for stroke survivors who wish to return to work 
or study. 

  Recommended Recommended Weak Low No 

55 Stroke survivors are given information about 
the availability and potential benefits of a 
local stroke support group and/or other 
sources of peer support before leaving 
hospital and when back in the community.  

  Recommended Recommended Weak Very Low No 

 

 

1. The GRADE Working Group. The GRADE Book, https://book.gradepro.org/ (2024, accessed 31 January 2026). 
2. Yao L, Ahmed MM, Guyatt GH, et al. Discordant and inappropriate discordant recommendations in consensus and evidence based guidelines: empirical 
analysis. BMJ 2021; 375: e066045. 20211125. DOI: 10.1136/bmj-2021-066045. 
3. Stroke Foundation. Living Clinical Guidelines for Stroke Management, https://informme.org.au/guidelines/living-clinical-guidelines-for-stroke-management 
(2026, accessed 31 January 2026). 

 

  

https://book.gradepro.org/
https://informme.org.au/guidelines/living-clinical-guidelines-for-stroke-management
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Appendix 3. WSO Rehabilitation Certification Pilot Sites 

Number Country Site 
1 Colombia Clínica La Colina 
2 Egypt El-Hadara University Hospital 
3 Egypt Armed Forces Medical Complex Kobry el Qobba 
4 Egypt Assiut University Hospital 
5 Egypt Al Mansoura University Rehab Centre 
6 Brazil Hospital Albert Einstein  
7 Brazil Centro Estadual de Reabilitação (inpatient)* 
8 Brazil Centro Estadual de Reabilitação (outpatient)* 
9 Brazil Hospital Santa Casa de Misericordia, Brazil 
10 India Manipal academy of Higher Education and its affiliated hospital Kasturba 

Medical College and Hospital. Karnataka 
11 India Sree Chitra Tirunal Institute for Medical Sciences & Technology, Kerala 
12 Vietnam An Binh Hospital 
13 Malaysia Hospital Canselor Tuanku Muhriz UKM    
14 Malaysia Damansara Specialist Hospital,  
15 Malaysia Hospital Rehabilitasi Cheras (HRC) 

*Operate as separate centres, with separate leadership.  
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Appendix 4: STROKE REHABILITATION CENTER AUDIT REPORT TEMPLATE - INPATIENT 

General Information 

- Hospital Name: _____________________________ 

- City: _____________________________ 

- Country: _____________________________ 

- Reviewers: _____________________________ 

- Date of Visit: _____________________________ 

- Level of Certification: ( ) Essential ( ) Advanced 

Summary of the Visit 

Inpatient Services 

- Description: _______________________________________________ 

- Suggestions: _______________________________________________ 

Outpatient Services 

- Description: _______________________________________________ 

- Suggestions: _______________________________________________ 

Key Audit Areas 

Documentation 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

  - _____________________________________________ 

Staffing 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

  - _____________________________________________ 

Equipment 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 
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Education for Health Professionals 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Quality Improvement Processes 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Research (Applicable to Advanced Centers Only) 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Quality Indicators 

- Assessment and Treatment Plan Documentation: 

_______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Strengths 

- _______________________________________________ 

Gaps 

- _______________________________________________ 

Reviewers' Recommendations 

- Certification Status: 

  ( ) Certification 

  ( ) Certification pending receipt of action plan by the center 

  ( ) Major changes needed; next site visit will determine certification 

- Level of Certification Recommended: 

  ( ) Essential 

  ( ) Advanced 

- Specific Recommendations for Action Plan: 

  - _____________________________________________ 

  - _____________________________________________ 
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Audit checklist for WSO Rehab Certification and Performance Metrics 

 

 Inpatient Essen

tial 

Adva

nced 

Availability 

of this 

criteria 

Yes/No 

Practice Criteria    

Clinical staff specialized in stroke rehabilitation, 

trained in principles of neurorehabilitation, and 

educated to provide for the individualized 

rehabilitation needs of stroke patients. 

Mand

atory 

Mand

atory 

 

All clinical pathways and protocols based on 

evidence derived from clinical research and 

clinical practice guidelines 

Mand

atory 

Mand

atory 

 

Person-centered, collaborative, goal setting with 

patients and their families, clearly communicated 

and documented, regularly reviewed, including 

around transitions of care 

Mand

atory 

Mand

atory 

 

Acute stroke patients admitted to hospital should 

have an initial assessment by rehabilitation 

professionals within 48 hrs.  

Mand

atory 

(as 

soon 

as 

possi

ble) 

Mand

atory 

 

All acute stroke patients should have an initial 

functional assessment to determine rehabilitation 

needs and receive an individualized 

rehabilitation plan. 

Mand

atory 

Mand

atory 

 

Commence mobilization within 48 h of stroke 

onset unless otherwise contraindicated but do not 

start intensive out-of-bed activities within 24 h 

of stroke onset 

Mand

atory 

Mand

atory 

 

Processes/System    

Multidisciplinary (or interdisciplinary) 

evaluation for all patients. Physical, 

occupational, and speech / language / cognitive 

modalities need to be addressed in the rehab plan 

of care 

Mand

atory 

Mand

atory 

 

Structured discharge processes including a plan 

for follow-up rehab services, assessments (and 

mode of assessment specified e.g., in-person, 

telemedicine, telephone, etc)  

Reco

mme

nded 

Mand

atory 

 

Goal setting and individualized rehabilitation 

plans developed 

Mand

atory 

Mand

atory 

 

Interdisciplinary meetings to discuss patient 

progress against treatment goals and update 

Reco

mme

nded 

Mand

atory  
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management plans weekly and monthly or bi-

monthly in outpatient 

Protocols based on functional status and best 

clinical practices for  self-care and mobility 

Mand

atory  

Mand

atory 

- 

 

Plans of care to address each impairment of the 

stroke patient based on best practice, as bellow: 

Mand

atory 

Mand

atory 

 

*Upper Limb: 

1. Health care staff, patients, and family should be 

educated to correctly protect, position, and 

handle the involved arm to prevent and treat 

shoulder subluxation. Shoulder pain must be 

addressed. The caregivers, family and patient 

need to receive information about shoulder 

paresis and its positioning.  

2. For reduced strength, provide progressive 

resistance training which is meaningful, 

engaging, repetitive, progressively adapted, task-

specific, and goal-oriented 

3. Incorporation of reaching into functional tasks is 

recommended 

4. Active wrist and finger extension, traditional or 

modified intensive constraint-induced movement 

therapy should be provided where applicable 

5. For severe paresis, mirror therapy and mental 

practice should be considered as adjuncts 

6. Patients should be assessed at least once per 

week for spasticity with referrals made for 

medical management when appropriate 

7. Chemo-denervation using botulinum toxin can 

be used to increase range of motion and decrease 

pain for patients with focal symptomatically 

distressing spasticity 

8. Pain needs to be addressed with an objective 

measure (e.g, neuropathic or shoulder pain) 

during hospital stay and training provided to 

assess after discharge 

9. Orthotics need to be individualized with their 

prescription  

 

*Lower Limb/Balance/Gait 

1. Stroke survivors with difficulty walking should 

undertake tailored repetitive practice of walking 

(or components of walking) 

2. For reduced strength in legs, provide progressive 

resistance training which is meaningful, 

engaging, repetitive, progressively adapted, task-

specific, and goal-oriented 

3. Difficulty sitting, practicing reaching beyond 

arm’s length while sitting with supervision/ 

assistance should be undertaken.  Incorporation 

of reaching into functional tasks is 

recommended. 

 

Mand

atory 

 

 

 

 

 

 

 

Mand

atory 

 

 

 

Mand

atory  

 

Mand

atory 

 

 

Mand

atory 

 

Mand

atory 

 

 

Reco

mme

nded 

 

 

 

Mand

atory 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

 

 

 

 

 

Mand

atory 

 

 

 

Mand

atory  

 

Mand

atory 

 

 

Mand

atory 

 

Mand

atory 

 

 

Mand

atory 

 

 

 

Mand

atory 

 

Mand

atory 

 

 

 

Mand

atory 
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4. Difficulty in standing up from a chair, practice of 

standing up should be undertaken and activities 

that challenge balance should be provided 

5. Provide a formal fall prevention program 

6. Ankle-foot orthoses should be used on selected 

patients with foot drop following proper 

assessment and with follow-up to verify 

effectiveness 

7. Patients should be assessed for spasticity and 

pain with referrals made for medical 

management when appropriate.  

8. Chemo-denervation using botulinum toxin can 

be used to increase range of motion and decrease 

pain for patients with focal symptomatically 

distressing spasticity 

*Vision 

1. All patients with a stroke diagnosis should be 

screened for oculomotor and visual perceptual 

deficits 

2. Visual neglect should be addressed with 

functional task training 

3. Appropriate referrals for vision specialists 

should occur when available (in hospital or after 

discharge) 

 

*Aphasia/Communication:  

1. Patients should be screened for language, speech 

and communication difficulties with a structured 

screening tool 

2. Patients who fail the screening test should be 

referred to Speech and language services for 

standardized and formal assessment.  Establish a 

communication system within 72 hrs 

3. Speech and language therapy (SLT) should be 

provided post-stroke to establish functional 

communication i.e. reliable yes/no and 

expression of basic needs in the acute setting. 

4. SLT intervention in the acute phase of stroke 

should aim to improve language and 

communication impairments, promote functional 

communication and the use of communication 

aids (augmentative and alternative 

communication). 

5. A personalized patient-centered therapeutic 

program should be employed to enable people 

with communication problems after stroke to 

communicate everyday needs and wishes and to 

support decision making.  

 

*Cognitive Impairment 

1. Patients should be screened for cognitive 

impairment with a structured screening tool 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

 

Mand

atory 

 

Mand

atory 

Mand

atory 

 

 

Mand

atory 

 

 

Reco

mme

nded 

 

 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

Mand

atory 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

Mand

atory 

Mand

atory 

 

 

 

Mand

atory 

 

 

 

Mand

atory 

 

Mand

atory 

Mand

atory 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

Mand

atory 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

Mand

atory 
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2. A plan of care should be implemented that 

targets specific cognitive impairments 

3. Pharmacologic treatments should be addressed.  

 

*Dysphagia 

1. Patients should be screened within 72 hrs for 

swallowing difficulties with a structured 

screening tool. 

2. Health care professionals should regularly 

monitor and reassess patients with dysphagia 

who need modified food and liquid. 

3. People with stroke that fail the swallow 

screening assessment should be referred to SLT 

services for clinical and/or instrumental 

assessment (Videofluoroscopy or FEES). 

4. Behavioral approaches such as swallowing 

exercises (e.g. shaker exercises, or chin tuck 

against resistance), environmental modifications, 

safe swallowing advice, and appropriate dietary 

modifications should be used early 

5. Ensure good oral and dental (including dentures) 

hygiene, particularly for those with dysphagia, 

through assistance and/or education 

6. Patients unable to meet nutritional requirements 

need nutritional support (oral or with tube 

feeding) 

 

*Mental Health 

1. Patients should be screened for depression using 

a structured depression screening tool 

2. Patients with depression should be treated 

(behavioral therapy and/or antidepressants) 

3. Support and educate people after stroke and their 

families and carers, in relation to emotional 

adjustment to stroke, recognizing that 

psychological needs may change over time and 

in different settings 

 

*Continence 

1. For urinary incontinence, identify and manage its 

cause (e.g. infection, constipation, urinary 

retention, overactive bladder) 

2. For fecal incontinence, identify and manage its 

cause (e.g. infection, fecal impaction, and 

overflow) 

3. Prolonged use of indwelling bladder catheters 

should be avoided as much as possible to reduce 

risk of urinary tract infection 

4. A bowel management program should be 

implemented for persistent constipation or bowel 

incontinence with inclusion of dietary and 

nutritional education. 

 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

 

Reco

mme

nded 

 

 

 

 

 

Reco

mme

nded 

 

 

Mand

atory 

 

Mand

atory 

 

 

Mand

atory 

 

Mand

atory 

 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

 

 

Mand

atory 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

 

 

 

Reco

mme

nded 

 

 

Mand

atory 

 

Mand

atory 

 

 

Mand

atory 

 

Mand

atory 

 

 

Mand

atory 

 

 

 

Mand

atory 

 

 

 

 

Mand

atory 
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5. Before discharge, agree on a health and social 

care plan with the patient and family/carer 

 

*Pain 

1. All patients should be screened for pain daily 

with a standardized tool and with consideration 

of medical and therapeutic management when 

present (neuropathic pain, shoulder pain, others) 

 

*Physical Exercise 

1. Individually tailored training (e.g, aerobic/ 

resistive) involving large muscle groups (with 

monitoring of heart rate and blood pressure) 

should be incorporated into a comprehensive 

stroke rehabilitation program to enhance 

cardiovascular endurance and cognitive function 

 

 

Reco

mme

nded 

 

 

 

Mand

atory 

 

Mand

atory 

 

Mand

atory 

 

 

 

 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

 

Reco

mme

nded 

 

 

 

Mand

atory 

 

 

 

 

 

Reco

mme

nded 

 

 

 

Mand

atory 

 

Mand

atory 

 

Mand

atory 

 

 

 

 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

Mand

atory 

 

 

 

Reco

mme

nded  

 

 

 

Mand

atory 

 

 

 

 

 

Reco

mme

nded 
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Reco

mme

nded 

 

Functional Electrical Stimulation (FES) of the 

wrist and forearm muscles should be considered 

to reduce motor impairment and improve 

function and of the lower extremities muscles for 

people with gait disturbance  

 Reco

mme

nded 

 

Virtual reality, including both immersive 

technologies such as head mounted or robotic 

interfaces and non-immersive technologies such 

as gaming devices can be used as adjunct tools to 

other rehabilitation therapies, to provide 

additional opportunities for engagement, 

feedback, repetition, intensity, and task-oriented 

training 

 Reco

mme

nded 

 

Standardized measurements for each impairment Mand

atory 

Mand

atory 

 

For the provision of rehabilitation, 

documentation should include how much time is 

devoted to each discipline (PT/OT/SLT).  

Mand

atory 

Mand

atory 

 

Activities of Daily Living (ADL) training 

tailored to individual needs and eventual 

discharge setting. 

Mand

atory 

Mand

atory 

 

Discharge planning should be individualized to 

the patient’s impairments and functional 

limitations and include caregivers in planning.  

Centers should have discharge criteria  

Mand

atory 

Mand

atory 

 

Develop a health and social care plan with the 

patient and family/carer; provide home safety 

recommendations in written format or in-home 

assessment when able, provide resources for 

caregiver support 

Reco

mme

nded 

Mand

atory  

 

Patients who have poor balance, low balance 

confidence, and fear of falls or are a risk for falls 

should be provided with a balance training 

program and safety education. 

Mand

atory 

Mand

atory 

 

A planned transition to self-directed physical 

activity at home or in the community should be 

implemented. 

Reco

mme

nded 

Reco

mme

nded 

 

Patient, family, and caregiver education should 

be provided formally and informally, with skills 

training, and involvement in care planning 

Mand

atory 

Mand

atory 

 

Center must engage in quality improvement 

projects in rehabilitation 

Mand

atory 

Mand

atory 

 

A data collection system must be in place to 

monitor performance metrics 

Mand

atory 

Mand

atory 

 

Center engages in research (e.g., observational 

studies, novel interventions, implementation, 

knowledge translation, etc),   

 Reco

mme

nded 

 

Infrastructure    

All patients admitted to inpatient rehabilitation 

following stroke are treated on a specialized 

Mand

atory 

Mand

atory 
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stroke rehabilitation unit (if available).  If on a 

general rehabilitation floor, stroke specific 

protocols of clinical care must be developed and 

followed. 

Dedicated therapy rooms available on the stroke 

unit  

Reco

mme

nded 

Mand

atory  

 

Vital Sign monitoring Mand

atory 

Mand

atory 

 

Patients have access to areas for rehabilitation 

outside the room 

Reco

mme

nded 

Reco

mme

nded 

 

Ability to administer antiplatelet, anticoagulants, 

anti-hypertensives, statins, DVT prophylaxis 

Mand

atory 

Mand

atory 

 

Rooms can be adaptable for individualized needs 

of treatment sessions 

Reco

mme

nded 

Reco

mme

nded 

 

Bathrooms Mand

atory 

Mand

atory 

 

Handrails Reco

mme

nded 

Reco

mme

nded 

 

Videofluorscopy and Fiberoptic Endoscopic 

Evaluation of Swallowing 

Reco

mme

nded 

Mand

atory 

 

Workforce/Training    

Stroke Rehabilitation Director Mand

atory 

Mand

atory 

 

Nurse Coordinator Reco

mme

nded 

Reco

mme

nded 

 

Is there in the service the professionals bellow? 

If no include zero, if yes include the number of 

professionals available:  

Physiotherapists 

Occupational Therapist 

Speech Therapist 

Dieticians 

Social workers 

Psychologist 

 

 

____ 

(Man

dator

y) 

___ 

(Reco

mme

nded) 

____ 

(Man

dator

y) 

____ 

(Man

dator

y) 

___ 

(Reco

mme

nded) 

 

 

____ 

(Man

dator

y) 

____ 

(Man

dator

y) 

____ 

(Man

dator

y) 

____ 

(Man

dator

y) 

____ 

(Man

dator

y) 
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____ 

(Reco

mme

nded) 

___ 

(Reco

mme

nded) 

Rehabilitation professionals (physiotherapists, 

occupational therapists, speech therapists) should 

participate in educational program trainings 

(documented minimum 4h/year) 

Mand

atory 

Mand

atory 

 

Nurses trained in neurorehabilitation Reco

mme

nded 

Reco

mme

nded 

 

Physicians trained in Neurorehabilitation Reco

mme

nded 

Mand

atory 

 

NIHSS certification (physiotherapist) Mand

atory 

Mand

atory 

 

Modified Rankin scale certification 

(physiotherapist) 

Mand

atory 

Mand

atory 

 

Cross training of skills to nurses, nursing 

assistants, therapy technicians, and family 

members 

Reco

mme

nded 

Reco

mme

nded 

 

 

Key Performance Indicators for Rehabilitation Stroke 

Centers (inpatient) 

Fulfilled/unfulfilled 

1.Proportion of patients assessed by a multidisciplinary team 

of rehabilitation specialists 

 

2.Proportion of patients/family receiving person centered, 

collaborative goal setting 

 

4.Amount of task-specific therapy (minutes per day)  

3.For patients unable to meet nutritional requirements, 

proportion receiving nutritional support (oral or with tube 

feeding), and interval until its institution 

 

4.Proportion of patients having aerobic training (when 

appropriate and applicable) at least three times weekly 

 

5.Proportion of patients who receive repetitive task training 

for their respective impairments (see individual impairments) 

 

6.Proportion of patients with focal symptomatic distressing 

spasticity (upper and lower limbs) who receive chemo-

denervation using botulinum toxin 

 

7. Proportion of patients with foot drop getting an ankle-foot 

orthoses 

 

8.Proportion of patients with aphasia evaluated by speech 

and language therapy 
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9.Proportion of all patients receiving appropriate handling to 

avoid shoulder subluxation including correct position of the 

hemiparetic arm and avoidance of overhead pulleys 

 

10.Proportion of patients who are screened for depression 

using a structured depression assessment tool 

 

11.Proportion of patients who have their cognitive function 

assessed 

 

12.Proportion of patients provided mirror therapy  

13.Proportion of patients receiving, and being discharged 

with, indwelling bladder catheters (lower proportion is 

better) 

 

14.For people with constipation or bowel incontinence, the 

proportion with a bowel management program 

 

15.Proportion of people with ongoing rehabilitation goals 

and those with difficulty performing activities of daily living 

who have access to specialized rehab services after leaving 

inpatient setting 

 

Source: WSO Guidelines 2022 

 

Main Sources:  

WSO A systematic review and synthesis of global stroke guidelines on behalf of the World Stroke 

Organization.  

 

Lindsay, P., Furie, K. L., Davis, S. M., Donnan, G. A., & Norrving, B. (2014). World Stroke Organization 

Global Stroke Services Guidelines and Action Plan. International Journal of Stroke, 9(SA100), 4–

13. doi:10.1111/ijs.12371) 

 

Lancet Neurology Commission: Pragmatic solutions to reduce the global burden of stroke.  October 2023 

 

Canadian Stroke Best Practices. Outpatient and In-Home Stroke Rehabilitation (including Early Supported 

Discharge). 2019 UPDATED, 6th Edition. 
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STROKE REHABILITATION CENTER AUDIT REPORT TEMPLATE - OUTPATIENT 

General Information 

- Outpatient department/facility Name: _____________________________ 

- City: _____________________________ 

- Country: _____________________________ 

- Reviewers: _____________________________ 

- Date of Visit: _____________________________ 

- Level of Certification: ( ) Essential ( ) Advanced 

Summary of the Visit 

Inpatient Services 

- Description: _______________________________________________ 

- Suggestions: _______________________________________________ 

Outpatient Services 

- Description: _______________________________________________ 

- Suggestions: _______________________________________________ 

Key Audit Areas 

Documentation 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

  - _____________________________________________ 

Staffing 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

  - _____________________________________________ 

Equipment 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Education for Health Professionals 

- Description: _______________________________________________ 
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- Suggestions: 

  - _____________________________________________ 

Quality Improvement Processes 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Research (Applicable to Advanced Centers Only) 

- Description: _______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Quality Indicators 

- Assessment and Treatment Plan Documentation: 

_______________________________________________ 

- Suggestions: 

  - _____________________________________________ 

Strengths 

- _______________________________________________ 

Gaps 

- _______________________________________________ 

Reviewers' Recommendations 

- Certification Status: 

  ( ) Certification 

  ( ) Certification pending receipt of action plan by the center 

  ( ) Major changes needed; next site visit will determine certification 

- Level of Certification Recommended: 

  ( ) Essential 

  ( ) Advanced 

- Specific Recommendations for Action Plan: 

  - _____________________________________________ 

  - _____________________________________________ 

 

Audit checklist for WSO Rehab Certification and Performance Metrics 
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Outpatient Essential Advanced Availability of this 

criteria 

Yes/No 

Practice Criteria    

Clinical staff specialized in stroke rehabilitation, 

trained in principles of neurorehabilitation, and 

educated to provide for the individualized 

rehabilitation needs of stroke patients. Community-

dwelling stroke survivors with confirmed difficulties 

in personal or extended activities of daily living should 

have specific therapy from a trained clinician (e.g. 

task-specific practice and training in the use of 

appropriate aids) to address these issues.   

Mandatory Mandatory  

All clinical pathways and protocols based on evidence 

derived from clinical research and clinical practice 

guidelines 

Mandatory Mandatory  

Person-centered, collaborative, goal setting with 

patients and their families, clearly communicated and 

documented, regularly reviewed, including around 

transitions of care 

Mandatory Mandatory  

Patients need to be revaluated periodically (at least 

every 2 months), and the rehabilitation goals need to 

be re-addressed 

   

Processes/System    

Multidisciplinary (or interdisciplinary) evaluation for 

all patients. Physical, occupational, and speech / 

language / cognitive modalities need to be addressed in 

the rehab plan of care.   The plan should include all 

types of health services including telerehab for 

continued supervision of the patient. 

Mandatory Mandatory  

Goal setting and individualized rehabilitation plans 

developed.  Telerehab should be considered as an 

alternative delivery service  

Mandatory Mandatory  

Telerehab should be considered as an alternative health 

delivery service to achieve key metrics 

Recommen

ded 

Recommen

ded 

 

Interdisciplinary meetings to discuss patient progress 

against treatment goals and update management plans 

weekly and monthly or bi-monthly in outpatient 

Recommen

ded 

Mandatory   

Protocols based on functional status and best clinical 

practices for  self-care and mobility 

Recommen

ded 

Mandatory   

Plans of care to address each impairment of the patient 

with stroke  based on best practice, as bellow: 

Mandatory Mandatory  

*Upper Limb: 

1. Health care staff, patients, and family should be 

educated to correctly protect, position, and 

handle the involved arm to prevent and treat 

shoulder subluxation. Shoulder pain must be 

addressed. The caregivers, family and patient 

need to receive information about shoulder 

paresis and its positioning.  

2. For reduced strength, provide progressive 

resistance training which is meaningful, 

 

Mandatory 

 

 

 

 

 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

 

 

 

Mandatory 
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engaging, repetitive, progressively adapted, 

task-specific, and goal-oriented 

3. Incorporation of reaching into functional tasks  

4. Active wrist and finger extension, traditional or 

modified intensive constraint-induced 

movement therapy should be provided where 

applicable 

5. For severe paresis, mirror therapy and mental 

practice should be considered as adjuncts 

6. Patients should be assessed for spasticity with 

treatment including medical management when 

appropriate 

7. Chemo-denervation using botulinum toxin can 

be used to increase range of motion and 

decrease pain for patients with focal 

symptomatically distressing spasticity 

8. Pain need to be addressed (e.g, neuropathic or 

shoulder pain) with an objective measure 

9. Orthotics need to be individualized with their 

prescription  

 

*Lower Limb/Balance/Gait 

Stroke survivors with difficulty walking should 

undertake tailored repetitive practice of walking (or 

components of walking) 

1. For reduced strength in legs, provide 

progressive resistance training which is 

meaningful, engaging, repetitive, progressively 

adapted, task-specific, and goal-oriented 

2. Difficulty sitting, practicing reaching beyond 

arm’s length while sitting with supervision/ 

assistance should be undertaken.  Incorporation 

of reaching into functional tasks is 

recommended. 

3. Difficulty in standing up from a chair, practice 

of standing up should be undertaken and 

activities that challenge balance should be 

provided 

4. Provide a formal fall prevention program 

5. Ankle-foot orthoses should be used on selected 

patients with foot drop following proper 

assessment and with follow-up to verify 

effectiveness 

6. Patients should be assessed for spasticity and 

pain and managed when appropriate.  

7. Chemo-denervation using botulinum toxin can 

be used to increase range of motion and 

decrease pain for patients with focal 

symptomatically distressing spasticity 

Vision 

1. All patients with a stroke diagnosis should be 

screened for oculomotor and visual perceptual 

deficits 

 

Mandatory  

 

Mandatory 

 

 

Mandatory 

 

Mandatory 

 

 

Mandatory 

for referral 

 

 

 

 

Mandatory 

 

Mandatory 

 

 

 

 

Mandatory 

 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

Mandatory 

 

Mandatory 

Mandatory 

 

 

Mandatory 

 

Recommen

ded 

 

 

 

 

 

Recommen

ded 

 

 

Mandatory  

 

Mandatory 

 

 

Mandatory 

 

Mandatory 

 

 

Mandatory 

 

 

 

 

Mandatory 

 

Mandatory 

 

 

 

 

Mandatory 

 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

Mandatory 

 

Mandatory 

Mandatory 

 

 

Mandatory 

 

Mandatory 

 

 

 

 

 

Mandatory 

 

 

Mandatory  
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2. Visual neglect should be addressed with 

functional task training 

3. Appropriate referrals for vision specialists 

should occur when available 

 

Aphasia/Communication:  

1. Patients should be screened for language, 

speech and communication difficulties with a 

structured screening tool 

2. Patients who fail the screening test should be 

treated with standardized and formal 

assessment 

3. Speech and language therapy (SLT) should be 

provided post-stroke to establish functional 

communication i.e. reliable yes/no and 

expression of basic needs in the acute setting. 

4. SLT intervention should aim to improve 

language and communication impairments, 

promote functional communication and the use 

of communication aids (augmentative and 

alternative communication). 

5. A personalized patient-centered therapeutic 

program should be employed to enable people 

with communication problems after stroke to 

communicate everyday needs and wishes and 

to support decision making. 

6. SLT intervention in the outpatients setting 

should support conversation techniques for 

potential communication partners and patients 

should be referred to support groups.  

 

Cognitive Impairment 

1. Patients should be screened for cognitive 

impairment with a structured screening tool 

2. A plan of care should be implemented that 

targets specific cognitive impairments 

3. Pharmacologic treatments should be addressed.  

 

Dysphagia 

1. Patients should be screened for swallowing 

difficulties with a structured screening tool. 

2. People with stroke that fail the swallow 

screening assessment should be evaluated for 

SLT for clinical and/or instrumental assessment 

(Videofluoroscopy or FEES on-site or 

referred). 

3. Behavioral approaches such as swallowing 

exercises (e.g. shaker exercises, or chin tuck 

against resistance), environmental 

modifications, safe swallowing advice, and 

appropriate dietary modifications should be 

used early 

 

Recommen

ded 

 

Mandatory 

 

 

 

Mandatory 

 

 

Mandatory 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

 

Mandatory 

 

 

 

 

Mandatory 

 

 

 

 

 

Recommen

ded 

 

Recommen

ded 

 

Recommen

ded 

 

 

Mandatory 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

Mandatory 

 

 

Mandatory 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

 

Mandatory 

 

 

 

 

Mandatory 

 

 

 

 

 

Mandatory 

 

Mandatory 

 

Mandatory 

 

 

Mandatory 

 

Mandatory 

 

 

 

Mandatory 

 

 

 

 

Mandatory 

 

 

Mandatory 
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4. Ensure good oral and dental (including 

dentures) hygiene, particularly for those with 

dysphagia, through assistance and/or education 

5. Patients unable to meet nutritional 

requirements need nutritional support (oral or 

with tube feeding) 

 

Mental Health 

1. Patients should be screened for depression 

using a structured depression screening tool 

2. Patients with depression should be treated 

(behavioral therapy and/or antidepressants) – 

referred if not available 

3. Support and educate people after stroke and 

their families and carers, in relation to 

emotional adjustment to stroke, recognizing 

that psychological needs may change over time 

and in different settings 

 

Continence 

1. For urinary incontinence, identify and manage 

its cause (e.g. infection, constipation, urinary 

retention, overactive bladder)  

2. For fecal incontinence, identify and manage its 

cause (e.g. infection, fecal impaction, and 

overflow) -  

3. Prolonged use of indwelling bladder catheters 

should be avoided as much as possible to 

reduce risk of urinary tract infection 

4. A bowel management program should be 

implemented for persistent constipation or 

bowel incontinence with inclusion of dietary 

and nutritional education. 

 

Pain 

1. All patients should be screened for pain with a 

standardized tool and with consideration of 

medical and therapeutic management when 

present (neuropathic pain, Shoulder pain, 

others) 

 

Physical Exercise 

1. Individually tailored training (e.g, aerobic/ 

resistive) involving large muscle groups (with 

monitoring of heart rate and blood pressure) 

should be incorporated into a comprehensive 

stroke rehabilitation program to enhance 

cardiovascular endurance and cognitive 

function 

 

 

Mandatory 

 

 

Mandatory 

 

 

 

Recommen

ded 

 

Recommen

ded 

 

 

Mandatory 

 

 

 

 

 

 

Recommen

ded 

 

 

Recommen

ded 

 

 

Mandatory 

 

 

Recommen

ded 

 

 

 

 

 

 

Mandatory 

 

 

 

 

 

Recommen

ded 

 

 

 

 

 

Mandatory  

 

Mandatory  

 

 

Mandatory 

 

 

 

 

 

 

Mandatory  

 

 

Recommen

ded 

 

 

Mandatory 

 

 

Recommen

ded 

 

 

 

 

 

 

Mandatory 

 

 

 

 

 

Mandatory 
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Standardized measurements that follow the rehab 

continuum of impairments, activities and participation 

according to the WHO International Classification of 

Functioning, Disability and Health. 

Mandatory Mandatory  

Activities of Daily Living (ADL) training tailored to 

individual needs. 

Recommen

ded 

Mandatory  

For the provision of rehabilitation, documentation 

should include how much time is devoted to each 

discipline (PT/OT/SLT).  

Mandatory Mandatory  

Patients who have poor balance, low balance 

confidence, and fear of falls or are a risk for falls 

should be provided with a balance training program 

and safety education. 

Mandatory Mandatory  

Patient, family, and caregiver education should be 

provided formally and informally 

Mandatory  Mandatory  

Center must engage in quality improvement projects in 

rehabilitation 

Mandatory Mandatory  

A data collection system must be in place to monitor 

performance metrics. The center could be re-evaluated 

these data at a minimum every three months.  

Mandatory Mandatory  

Center engages in research (e.g., observational studies, 

novel interventions, implementation, knowledge 

translation, etc),   

 Recommen

ded 

 

Functional Electrical Stimulation (FES) of the wrist 

and forearm muscles should be considered to reduce 

motor impairment and improve function and for people 

with gait disturbance 

 Recommen

ded 

 

Virtual reality, including both immersive technologies 

such as head mounted or robotic interfaces and non-

immersive technologies such as gaming devices can be 

used as adjunct 

tools to other rehabilitation therapies, to provide 

additional opportunities for engagement, feedback, 

repetition, intensity, and task-oriented training 

 Recommen

ded 

 

Infrastructure    

Rehabilitation equipment adequate for 

neurorehabilitation intervention, including therapy 

plinths with enough space for mobility exercises, basic 

functional tools for limb use, and necessarydurable 

medical equipment for trials 

Mandatory Mandatory  

Vital sign monitoring Mandatory Mandatory  

Accessible for wheelchair access Mandatory Mandatory  

Dedicated room for privacy with ADL training Recommen

ded 

Recommen

ded 

 

Workforce/Training    

Stroke Rehabilitation Director Mandatory Mandatory  

Nurse Coordinator Recommen

ded 

Recommen

ded 

 

Is there in the service the professionals bellow? If no 

include zero, if yes include the number of 

professionals available:  

Physiotherapists 
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Occupational Therapist 

Speech/Language/Cognitive Therapist 

Dieticians 

Social workers or professional with relevant training  

Psychologist 

____ 

(Mandatory

) 

___ 

(Recommen

ded) 

____ 

(Mandatory

) 

____ 

(Mandatory

) 

___ 

(Recommen

ded) 

____ 

(Recommen

ded) 

____ 

(Mandatory

) 

____ 

(Mandatory

) 

____ 

(Mandatory

) 

____ 

(Mandatory

) 

____ 

(Mandatory

) 

___ 

(Recommen

ded) 

Rehabilitation professionals (physiotherapists, 

occupational therapists, speech therapists) should 

participate in educational program trainings 

(documented minimum 4h/year) 

Mandatory Mandatory  

Nurses trained in neurorehabilitation Recommen

ded 

Recommen

ded 

 

Physicians trained in Neurorehabilitation Recommen

ded 

Mandatory  

Physicians trained to inject botulinum toxin Recommen

ded 

Mandatory  

NIHSS certification (PT, OT) ) Mandatory Mandatory  

Modified Rankin scale certification (PT, OT, SLT) ) Mandatory Mandatory  

Cross training of skills to nurses, nursing assistants, 

therapy technicians, and family members 

Recommen

ded 

Recommen

ded 

 

 

Key Performance Indicators for Rehabilitation Stroke Centers 

(Outpatient) 

Fulfilled/unfulfilled 

1. Median length of time between referral for outpatient rehabilitation to 

commencement of therapy 

 

2. Proportion of patients with a documented rehabilitation plan of 

evaluation and treatment with outcomes that follow the WHO 

International Classification of Functioning, Disability and Health,  

 

3. Frequency and duration of services provided by rehabilitation 

professionals in the community 

 

4. Proportion of patients/family receiving person centered, collaborative 

goal setting 

 

5. Proportion of patients who receive repetitive task training for their 

respective impairments (see individual impairments) 

 

6. Amount of task-specific therapy (minutes per day)  

7. Proportion of patients with foot drop getting an ankle-foot orthoses  

8. Magnitude of change in functional status scores, using a standardized 

measurement tool (e.g, mRS and Functional Independence Measure), 

for stroke survivors engaged in community rehabilitation programs. 
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9. Number of stroke patients assessed by physiotherapy, occupational 

therapy, speech–language pathologists and social workers (or 

professionals with similar training)  

 

10. Proportion of patients with focal symptomatic distressing spasticity 

(upper and lower limbs) who receive chemo-denervation using 

botulinum toxin 

 

11. Proportion of all patients receiving appropriate handling to avoid 

shoulder subluxation including correct position of the hemiparetic 

arm and avoidance of overhead pulleys 

 

12. Proportion of patients who are screened for depression using a 

structured depression assessment tool 

 

13. For patients with a diagnosis of depression, proportion receiving 

psychotherapy and/or antidepressants 

 

14. Proportion of patients who have their cognitive function assessed  

Source: WSO Guidelines 2022 

 

Main Sources:  

WSO A systematic review and synthesis of global stroke guidelines on behalf of the World Stroke 

Organization.  

 

Lindsay, P., Furie, K. L., Davis, S. M., Donnan, G. A., & Norrving, B. (2014). World Stroke Organization 

Global Stroke Services Guidelines and Action Plan. International Journal of Stroke, 9(SA100), 4–

13. doi:10.1111/ijs.12371) 

 

Lancet Neurology Commission: Pragmatic solutions to reduce the global burden of stroke.  October 2023 

 

Canadian Stroke Best Practices. Outpatient and In-Home Stroke Rehabilitation (including Early Supported 

Discharge). 2019 UPDATED, 6th Edition. 
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Appendix 5: Rehabilitation Certification Scoring Guide 
 
To achieve certification for the first time, sites must fully meet all mandatory criteria set for the targeted level, in addition to 75% of recommended criteria(1). At the 
second certification (one year after initial certification, then every subsequent two years) sites must meet all mandatory criteria, in addition to 85% of 
recommended criteria(1).  
 
Criteria for each level: 

• Minimal certification: 31 criteria (four mandatory, 27 recommended) 
• Essential certification: 51 criteria (five mandatory, 46 recommended) 
• Advanced certification: 55 criteria (nine mandatory, 46 recommended). 

 
To be considered fully met, patient-level criteria must be met in 100% of audited cases, however may be marked not applicable where appropriate (eg aphasia 
management criteria, if the audited patient did not have language impairment). A score of ‘partially met’ does not contribute to certification but may provide 
guidance to sites in implementing strategies to achieve a score of ‘fully met’ in the future.  
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1. World Stroke Organisation. Stroke Centers Certification Guide WSO. 2025. 

 

The recommendations in this program apply to stroke survivors who are medically stable, not receiving end of life care, and have functional goals. Geographic 
location of a stroke survivor’s home, community and financial means should not affect their access to, or quality of, stroke rehabilitation. Stroke unit care1 is 
recommended as the gold standard, but this program may be applied to promote evidence-based practice in all settings that deliver stroke rehabilitation.   
 

 
Recommendation Scoring What How Who Performance indicator  

Service-level Recommendations 

1 Centre engages in 
quality improvement in 
stroke rehabilitation. 
This can occur on a 
hospital level (essential 
service), national, 
and/or international 
level (advanced 
service).  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Engagement in quality 
improvement means that 
the centre systematically 
reviews and enhances how 
stroke rehabilitation is 
delivered, ensuring that care 
becomes safer, more 
effective, and more aligned 
with evidence-based 
standards at hospital, 
national, and international 
levels. It involves using 
structured methods such as 
audit and feedback, 
guideline or pathway 
implementation, process 
redesign, and monitoring of 
outcomes to close gaps 
between current practice 
and best practice, whether 
the work is done as part of 
routine hospital governance 
(essential service) or 
through wider collaborative 
initiatives and benchmarking 
programmes (advanced 
service).  

Quality improvement in stroke rehabilitation 
can be delivered through structured, 
data-driven projects that systematically test 
and embed better ways of working. Quality 
improvement projects can be conducted via 
clinical audits and targeted quality 
improvement initiatives that compare current 
practice with standards, identify gaps, and 
implement changes. These projects often 
use formal frameworks or specific methods 
such as the Fishbone diagram, root cause 
analysis, and Kaizen cycles, and may also 
draw on Plan–Do–Study–Act (PDSA) cycles, 
process mapping, or run charts to design, 
test, and monitor changes in rehabilitation 
processes and outcomes over time2-4. 
Involvement in stroke rehabilitation 
guidelines may also be considered as part of 
quality improvement when staff help to 
shape, evaluate, or implement these 
guidelines within the service. This can 
include contributing to local, national, or 
international guideline panels, participating in 
evidence review and adaptation of 
recommendations, and leading projects that 
embed guideline-based pathways into 
routine care, monitor adherence, and refine 
processes based on audit and outcome data.  

Delivered by any member 
of the rehabilitation team 
or equivalent 
staff/personnel; process 
can also be overseen by 
data managers and quality 
improvement leads within 
the centre. Can also 
include staff released or 
supported to take on 
national leadership 
positions (e.g., 
professional bodies, 
editorial boards or 
committees). 
Received by stroke 
survivors and their families 
who experience safer, 
more effective, and more 
consistent care, as well as 
the wider organisation or 
health system, which 
benefits from improved 
processes, better 
outcomes, and data to 
inform planning and 
benchmarking.  

Evidence of quality improvement 
activities in place (e.g., 
documented proposals or project 
plans, quality improvement 
application or approval forms, 
slide decks outlining QI aims and 
methods, data collection sheets 
or dashboards used to monitor 
change, reports or publications 
describing stroke rehabilitation QI 
projects, and records of audit 
cycles with action plans and 
re-audit). Data can be captured 
by presence/absence of quality 
improvement activities. 
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2 Centre engages in 
stroke rehabilitation 
research at local, 
national, or 
international levels. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Engagement in research 
means that the centre does 
more than deliver clinical 
care; it also contributes to 
generating new knowledge 
that improves stroke 
rehabilitation practice at 
local, national, or 
international levels. This can 
include designing or leading 
stroke rehabilitation studies 
(e.g., randomised controlled 
trials, cohort studies, 
registry studies, interviews, 
surveys and focus groups), 
recruiting patients into 
multicentre trials, 
collaborating with 
universities or research 
networks, collecting and 
analysing outcome data, 
and sharing findings through 
conference presentations 
and peer-reviewed 
publications. Research 
projects often require an 
Institutional Review Board 
(IRB) ethics application to 
be approved prior to 
starting. 

Engagement in research activities can be 
demonstrated when the centre routinely 
contributes to generating and sharing new 
knowledge about stroke rehabilitation, often 
in collaboration with external partners or 
academic institutions. This may include 
acting as a recruiting site for multi-site 
rehabilitation implementation studies or 
clinical trials, having staff named as 
investigators on such multi-centre 
rehabilitation trials, and maintaining formal 
research collaborations or networks at local, 
national, or international level. It can also be 
shown by supporting staff to pursue further 
education through structured Masters or PhD 
pathways and enabling off-site learning such 
as sabbaticals, conference attendance, and 
specialised training, facilitating a return with 
up-to-date stroke rehabilitation expertise that 
is implemented within the service. Additional 
indicators include:  staff delivering 
conference presentations on stroke care and 
rehabilitation, running courses or workshops 
for other health professionals (based on their 
research work), and producing 
peer-reviewed publications or reports related 
to stroke rehabilitation. 

Delivered by any member 
of the rehabilitation team 
or equivalent 
staff/personnel; process 
can also be overseen by 
data managers, and 
research leads within the 
centre.   
Received by stroke 
survivors and their families 
who participate in, or 
ultimately benefit from, 
rehabilitation research 
through improved 
therapies and models of 
care, as well as local, 
national, and international 
stroke services and 
professional communities 
that adopt and implement 
the evidence generated by 
these studies. 

Evidence of research activities in 
place (e.g., documented research 
strategy or plan, records showing 
the centre as a recruiting site for 
multi-site rehabilitation 
implementation studies or clinical 
trials, lists of staff named as 
investigators or collaborators on 
stroke rehabilitation studies, 
copies or citations of stroke 
rehabilitation publications and 
conference presentations, 
documentation of formal 
collaborations with external 
partners or academic institutions 
that have resulted in research 
outputs, and records of staff 
enrolment in research-focused 
Masters/PhD programmes or 
research training). Data can be 
captured by presence/absence of 
research activities. 

3 Centre provides 
education about stroke 
and its management to 
the community and/or 
external agencies to 
promote awareness 
about stroke and/or 
advocacy.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Stroke advocacy means 
actively promoting better 
understanding, prevention, 
and management of stroke 
beyond the walls of the 
centre, enforcing system 
and attitude changes in 
favour of people at risk of, 
or living with, stroke. It 
includes providing education 
about stroke and its 
management to the 
community and external 
agencies (e.g., schools, 
workplaces, social services, 
and policymakers) to raise 
awareness of risk factors 

Centres can demonstrate stroke advocacy 
by reaching out to the wider community. 
Examples include: writing news articles, 
giving public talks or running community 
sessions on stroke prevention, warning 
signs, and recovery, taking part in 
awareness campaigns, webinars, podcasts, 
radio talks, television interviews, and other 
media activities that present stroke as a key 
health priority and encourage fast access to 
stroke care.  

Delivered by healthcare 
professionals and leaders 
from the centre (e.g., 
doctors, nurses, allied 
health staff, educators, 
researchers, and service 
managers) who provide 
education, speak at 
events, and engage with 
media or policymakers.   
Received by community 
members (including 
people at risk of stroke, 
stroke survivors, and 
families), other health and 
social care providers, 
community organisations, 

Evidence of advocacy activities in 
place (e.g., documented plan for 
community stroke education and 
advocacy, calendar or schedule 
of public talks and community 
education sessions, records of 
conference presentations or 
courses delivered for other 
professionals, copies or links to 
media pieces such as podcasts, 
radio talks, television interviews, 
webinars, or social media 
campaigns, attendance lists or 
participant feedback from 
community sessions, and reports 
summarising advocacy activities 
and their reach or impact). Data 
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and warning signs, 
encourage timely access to 
stroke services, reduce 
stigma, and influence 
policies or resource 
allocation that support 
optimal stroke care and 
rehabilitation. 

schools, workplaces, 
patient groups, lay public 
and external agencies or 
policymakers who use this 
information to improve 
awareness, prevention, 
and access to stroke 
services. 

can be captured by 
presence/absence of advocacy 
activities provided to the 
community. 

4 Centre provides formal 
guidance/support to 
other centres to 
improve their 
rehabilitation service 
delivery (mentorship). 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Mentorship is a structured 
supportive relationship in 
which more experienced 
staff guide, coach, and 
oversee less experienced or 
external colleagues to 
develop their clinical skills, 
confidence, and quality of 
care. It can include staff 
from one centre providing 
ongoing advice, feedback, 
and practical support to staff 
in other centres (within the 
same country or 
internationally) to help them 
adopt and sustain 
best-practice stroke 
rehabilitation. 

Mentorship can be supported through formal 
and structured activities that connect 
experienced teams with staff from other 
centres to build skills and improve quality of 
care. These supports might take the form of 
outreach quality improvement activities, 
where mentors help review cases, 
processes, and outcomes and guide local 
teams to implement evidence-based stroke 
rehabilitation practice. Staff exchanges or 
supporting visits can also be arranged, 
where multidisciplinary staff from one centre 
travel to another centre where local teams 
can observe their practice, learn specific 
techniques or pathways, and upskill through 
direct coaching and feedback in the clinical 
environment. 

Delivered by senior or 
expert staff, clinical 
educators, and quality 
improvement or service 
leads from the supporting 
centre (can be any 
member of the 
rehabilitation team or 
equivalent 
staff/personnel). 
Received by staff from 
other centres (within the 
same country or 
internationally) needing 
support to develop or 
improve best practice. 

Evidence of mentorship system 
in place (e.g., documented 
mentorship policy or guideline, 
list of designated mentors and 
mentees, signed mentorship 
agreements, scheduled 
mentorship meetings in 
rosters/calendars, records of 
outreach or supporting visits 
between centres, mentorship 
session logs or feedback forms, 
reports summarising mentorship 
activities and outcomes). Data 
can be captured by 
presence/absence of a 
mentorship system in place. 

5 Centre engages in 
continuing professional 
development (CPD) for 
staff in stroke 
rehabilitation. A formal 
system/structure is in 
place. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

CPD is an ongoing, 
structured process where 
healthcare professionals 
update and expand their 
knowledge, skills, and 
professional behaviours 
throughout their careers to 
maintain and improve the 
quality of care they provide. 
It typically includes activities 
such as attending courses 
and workshops, completing 
online learning, taking part 
in supervision and peer 
review, engaging in audit 
and quality improvement, 
and reflecting on clinical 
practice to support 
evidence-based stroke 
rehabilitation. 

CPD can be delivered through a range of 
planned learning activities that are formally 
recorded in staff training records. These may 
include reading peer-reviewed research, 
shadowing more experienced clinicians in 
practice, joining webinars or in-house 
training sessions, attending lectures or 
skills-based courses, and enrolling in further 
study such as research or postgraduate 
programmes. The total amount of training 
should meet the professional requirements 
of the country where the clinician works; 
where no national standard exists, a 
minimum of 4 hours of documented CPD per 
full-time equivalent (FTE) staff member is 
recommended. 

Delivered by the 
rehabilitation service or 
organisation, through its 
education, training, and 
leadership structures (e.g., 
clinical educators, senior 
clinicians, or management 
responsible for staff 
development).  
Received by all healthcare 
professionals involved in 
providing stroke 
rehabilitation, including 
medical, nursing, and 
allied health staff, who 
participate in ongoing 
education as part of their 
CPD. 

Evidence of CPD structure in 
place (e.g., education/training 
materials, evidence of CPD 
calendar and/or schedule, and/or 
direct observation of events). 
Data can be captured by 
presence/absence of a CPD 
structure. 
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6 Centre maintains a 
data collection system 
to monitor performance 
metrics. Participation in 
an external stroke data 
repository is also 
recommended. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

A data collection system for 
stroke rehabilitation is an 
organised and systematic 
process for recording, 
monitoring, and analysing 
key clinical and service 
data; with this, centres can 
monitor outcomes and 
improve care over time. It 
should capture standardised 
information on patient 
characteristics, 
assessments, interventions, 
and outcomes in a way that 
is accurate, timely, and easy 
to retrieve for audit and 
quality improvement. 
Centres can also submit 
their data to an external 
stroke registry or repository, 
allowing their performance 
to be compared with 
national or international 
benchmarks for stroke 
rehabilitation quality. These 
comparisons highlight 
where results fall short of 
benchmarks and help teams 
target specific areas for 
service change and 
improvement. 

A data collection system can start simply and 
then be strengthened over time. Centres can 
begin with basic tools such as Excel 
spreadsheets, paper forms, or whiteboard 
logs to capture core stroke rehabilitation data 
(e.g., admission details, key assessments, 
therapy intensity, and outcomes), provided 
these are kept legible, dated, and regularly 
updated. As capacity grows, services can 
move to more structured approaches using 
electronic health record templates, 
standardised data forms, or registry 
software, with agreed data fields and clear 
roles for who enters, checks, and updates 
information. Data should then be securely 
transferred or uploaded to a protected 
platform, external database, or stroke 
registry for storage and analysis, and centres 
are encouraged to participate in recognised 
external repositories (such as national or 
international stroke rehabilitation registries) 
to benchmark results against wider quality 
standards and guide improvement efforts. 

Delivered by any member 
of the rehabilitation team 
or equivalent 
staff/personnel; process 
can also be overseen by 
data managers, and 
quality improvement 
personnel within the 
centre, usually 
coordinated by a named 
data or quality lead, and 
overseen by the centre’s 
leadership team.   
Received by all stroke 
survivors admitted to the 
rehabilitation service. 

Evidence of existing data 
repository or collection system for 
stroke rehabilitation +/- functional 
interface (e.g., dashboard, 
reporting screen, or registry 
portal) that allows authorised 
healthcare professionals to view 
and use the data for clinical care 
and quality improvement. Data 
can be captured by 
presence/absence of a data 
collection system. 

7 Centre has a process 
within the rehabilitation 
team for 
communicating the 
goals, progress and 
management plans of 
stroke survivors. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

A communication process 
within the rehabilitation 
team is a formal, agreed 
way of sharing up-to-date 
information about each 
stroke survivor’s progress, 
goals, and management 
plans among all team 
members. This usually 
includes routine 
mechanisms such as 
multidisciplinary meetings, 
shared notes or care plans, 
and clear handover 
procedures, ensuring 
everyone involved in the 

A structured communication process is 
maintained by using regular and planned 
forums where team members share updates 
on each stroke survivor’s goals, progress, 
and management plans. This can include 
routine clinical handovers, scheduled 
rehabilitation team meetings, brief team 
huddles, and ward rounds, all using a 
consistent format, thus facilitating 
information that is clear, timely, and 
accessible to the whole multidisciplinary 
team. 

Delivered by any member 
of the rehabilitation team 
or equivalent 
staff/personnel. 
Received by all stroke 
survivors admitted to the 
rehabilitation service. 

Evidence of communication 
process of stroke survivor's 
goals, progress, and 
management plans within 
rehabilitation team (e.g., written 
documentation, direct 
observation of clinical handovers, 
rehabilitation team meetings, 
team huddles and/or ward 
rounds.). Data can be captured 
by presence/absence of a 
communication process. 
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person’s rehabilitation has 
consistent and accurate 
information, and can 
coordinate their inputs 
effectively. 

8 Centre has a process 
for documentation of 
clinical assessment 
and other clinical 
interactions. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Documentation is a formal, 
structured record system 
that captures relevant, 
accurate, and up-to-date 
information about a stroke 
survivor’s care, 
assessments, and 
interventions. 

Documentation may be paper-based and/or 
electronic. Documentation should be 
accurate and complete. Information about 
every assessment, intervention, outcome, 
complication, and change in status and/or 
care should be documented. Every entry 
should be dated and the person who made 
the entry should be identifiable.  

Delivered by any member 
of the rehabilitation team 
or equivalent 
staff/personnel. 
Received by all stroke 
survivors admitted to the 
rehabilitation service. 

Evidence of documented notes, 
medical record audit findings. 
Data can be captured via 
presence/absence of a compliant 
documentation system. 

9 Centre should provide 
communication partner 
training (CPT) to health 
professionals or 
volunteers who interact 
with people with 
aphasia after stroke. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

CPT consists of structured 
teaching sessions for family, 
carers, volunteers, and 
health professionals to show 
them how to better support 
and improve conversations 
with people who have 
aphasia. 

CPT is provided through a structured 
education and skills-based programme that 
teaches partners how to communicate more 
effectively with a person with aphasia. It can 
be delivered in person (individually or in 
groups) using video demonstrations, 
role-play, and real-time practice with 
feedback, and may include joint sessions 
with the person with aphasia where 
appropriate. At least one structured session 
is offered, with further sessions or 
reinforcement tailored to the person’s usual 
communication settings, and the frequency 
and duration are clearly recorded. Interactive 
remote delivery, such as guided telehealth 
sessions, can also be used when 
face-to-face training is not possible. 

Delivered by speech and 
language therapist (SLT), 
trained assistant under 
SLT supervision, or 
equivalent staff/personnel. 
Received by 
communication partners 
including family, carers, 
volunteers and health 
professionals (e.g., 
nurses, therapy assistants) 
who are regularly 
interacting with the stroke 
survivors with aphasia. 

Evidence of CPT sessions 
delivered (e.g., materials, training 
logs, observation notes, inclusion 
of CPT in team discussion notes, 
identification of communication 
partners). Data can be captured 
as: 
- Percentage of people in 
rehabilitation team who have 
received CPT. 
- Numerator: Number of people in 
rehabilitation team who have 
received CPT. 
- Denominator: Total number of 
people in rehabilitation team who 
are regularly interacting with 
stroke survivors with aphasia.  

Patient-level Recommendations: Organisation and commencement of rehabilitation 

10 Stroke survivors should 
commence mobilisation 
out of bed between 24-
48 hours of stroke 
onset unless otherwise 
contraindicated. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Mobilisation out of bed is 
defined as at least one 
episode of out-of-bed 
activity/mobility within 48 
hours of stroke admission 
(sitting on edge of bed not 
included). 

Out of bed mobilisation means making sure 
the person with stroke actually gets up from 
bed and spends time upright. This can 
involve sitting out in a chair, standing with 
support, or walking short distances, 
depending on their strength, balance, and 
safety. 

Delivered by 
physiotherapist, nurse or 
equivalent staff/personnel. 
Received by all stroke 
survivors participating in 
rehabilitation.  

Evidence of out-of-bed 
activity/mobility within 48 hours of 
stroke admission (e.g., time of 
first mobilisation, person who 
facilitated it). Data can be 
captured as: 
- Percentage of stroke survivors 
who receive timely out-of-bed 
mobilisation. 
- Numerator: Number of stroke 
survivors who have received 
out-of-bed activity within 48 hours 
of admission. 
- Denominator: Total number of 
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stroke survivors admitted during 
the measurement period. 

11 Centre provides stroke 
rehabilitation care 
conducted by a 
multidisciplinary team 
resourced to provide 
the recommended 
levels of rehabilitation 
therapy. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Multidisciplinary stroke care 
means that a 
multidisciplinary team works 
together to assess and 
manage the stroke 
survivor's needs across 
different domains. The team 
typically includes 
rehabilitation physicians, 
nurses, physiotherapists, 
occupational therapists, 
speech and language 
therapists, clinical or 
neuropsychologists, and 
dietitians, each available 
with enough time and 
staffing to provide 
recommended levels of 
therapy. Care involves 
assessment and 
intervention by medical, 
nursing, and allied health 
professionals, or equivalent 
personnel with specific 
training and experience in 
stroke care and 
rehabilitation, who co-
ordinate their input to deliver 
a coherent and 
person-centred plan. Stroke 
unit care, consisting of co-
located beds within a 
geographically defined unit, 
with staff who have specific 
interest and experience in 
stroke management, is 
recommended as best 
practice.1  
 
 
  

Multidisciplinary stroke care is provided by 
ensuring that different professionals are 
available and work together to assess and 
treat the person’s needs. At a minimum, 
medical, nursing, and physiotherapy staff are 
based on-site, and if occupational therapy, 
speech and language therapy, psychology, 
or dietetics are not available in person, there 
should be clear referral or telehealth 
pathways for stroke survivors to access 
these services. Early on, at least two 
rehabilitation professionals complete initial 
assessments to determine stroke severity 
and early rehabilitation needs. These 
assessments look at the person’s overall 
function and safety, including their ability to 
manage activities of daily living (e.g., 
dressing, grooming, and showering), 
physical function and mobility tasks (e.g., 
sitting, standing up, and walking), as well as 
cognitive, communication, and swallowing 
function, and their readiness and ability to 
engage in rehabilitation. 

Delivered by medical, 
nursing, and allied health 
professionals (e.g., 
physiotherapists, 
occupational therapists, 
speech and language 
therapists, psychologists, 
and dietitians), or 
equivalent staff/personnel 
with specific training and 
experience in stroke 
rehabilitation, with at least 
full-time on-site medical, 
nursing, and 
physiotherapy staff and 
referral or remote access 
to other disciplines where 
they are not on-site.  
Received by all stroke 
survivors admitted to the 
rehabilitation service. 

Evidence of multidisciplinary 
assessment and care plan (e.g., 
organisational chart that 
describes health care 
professionals within rehabilitation 
service, documented notes). 
Data can be captured as: 
- Percentage of stroke survivors 
who receive assessment and 
management by multidisciplinary 
team members, aligned with 
expectations for each level of 
certification.  
Numerator: Number of stroke 
survivors who receive 
assessment and management by 
multidisciplinary team members, 
aligned with expectations for 
each level of certification. 
Denominator: Total number of 
stroke survivors admitted to the 
rehabilitation service during the 
measurement period.  
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12 For stroke survivors, 
inpatient rehabilitation 
should be structured to 
provide at least three 
hours of structured 
therapy (occupational 
therapy and 
physiotherapy) per day, 
5 days per week.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Structured therapy refers to 
the provision of planned and 
goal-directed therapy in a 
defined dose rather than 
ad-hoc or casual practice. It 
involves a set number of 
therapy minutes or hours 
per day and per week, 
delivered consistently over a 
specified period to ensure 
the person receives enough 
repetition and intensity to 
drive recovery. Prescription 
of home exercises, 
independent practice, or 
self-management exercises 
are not included. 

Scheduled therapy (conducted for 3 hours 
per day on weekdays for 5 days per week) 
can include any of the following: 
dressing, showering, meal preparation, 
transfers, sitting, standing, walking, reaching 
and manipulation tasks, or equivalent 
therapy provided by an occupational 
therapist and physiotherapist, or two 
equivalent staff/personnel. Any efforts to 
increase therapy time that are 
supervised/guided by trained staff are also 
included (e.g., circuit class therapy and 
exercise group sessions). 

Delivered by occupational 
therapist and 
physiotherapist, or 
equivalent staff/personnel.  
Received by all stroke 
survivors participating in 
rehabilitation. 

Evidence of structured therapy 
(e.g., whiteboard schedule). Data 
can be captured as: 
- Percentage of stroke survivors 
who receive structured therapy 
for 3 hours / day, 5 days / week;  
- Numerator: Number of stroke 
survivors who receive structured 
therapy for 3 hours / day, 5 days / 
week. 
- Denominator: Total number of 
stroke survivors participating in 
rehabilitation during the 
measurement period. 

Patient-level Recommendations: Swallowing difficulties 

13 People who fail the 
swallowing screening 
are referred to a 
speech pathologist for 
a comprehensive 
swallowing 
assessment. Where 
available, this may 
include instrumental 
assessment (e.g., 
videofluoroscopic 
modified barium 
swallow [VMBS] and/or 
fibreoptic endoscopic 
evaluation of 
swallowing [FEES]). 
Where instrumental 
assessment is not 
available on-site, a 
referral pathway is in 
place to access it when 
clinically indicated. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

A swallow screen is a brief 
check to identify stroke 
survivors who may have 
swallowing problems and 
need a full assessment. If 
the screen cannot be done 
or is failed, a more detailed 
swallowing assessment is 
carried out by a speech and 
language therapist (SLT). 
This comprehensive 
assessment includes a 
clinical bedside evaluation 
with oral motor and cranial 
nerve examination, 
observation of swallowing 
trials with food and fluids 
where it is safe to do so, 
and a structured judgement 
of aspiration risk and the 
need for further tests. When 
clinically indicated, an 
instrumental assessment 
such as videofluoroscopic 
swallowing study 
(VFSS/VMBS) or FEES is 
arranged to clarify 
swallowing safety and guide 
management. 

A formal swallowing assessment process 
starts as soon as someone fails, or cannot 
complete, the initial swallow screen. The 
SLT aims to carry out a bedside clinical 
assessment as early as possible, usually 
within 24 hours, to examine swallowing, 
identify risks, and decide on next steps. If an 
instrumental assessment is needed, the SLT 
arranges on-site imaging directly where this 
is available or triggers an agreed external 
referral pathway with clear documentation 
when it is not. Management 
recommendations are then made from the 
assessment findings, which may include 
changes to diet and fluid textures, specific 
swallowing therapy, temporary nil-by-mouth 
(NBM) status with alternative nutrition, or 
escalation to medical and nutrition teams for 
further input. 

Delivered by SLTs with 
dysphagia competency, 
with instrumental 
assessments (such as 
VMBS or FEES) carried 
out by the SLT in 
collaboration with 
radiology or ENT teams, 
according to local 
services.   
Received by stroke 
survivors who fail the initial 
swallow screen or are 
clinically suspected to 
have dysphagia as a result 
of their stroke. 

Evidence of swallow screen and 
assessment by SLT, 
standardised assessment tools 
and/or related clinical pathway. 
Data can be captured as: 
- Percentage of stroke survivors 
with appropriate and timely 
swallow screen and assessment. 
- Numerator: Number of stroke 
survivors with appropriate and 
timely swallow screen and 
assessment by SLT. 
- Denominator: Total number of 
stroke survivors during the 
measurement period. 
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14 All stroke survivors, 
particularly those with 
swallowing difficulties, 
have assistance and/or 
education to maintain 
good oral and dental 
(including dentures) 
hygiene. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Post-stroke oral and dental 
hygiene includes education 
and support for keeping the 
mouth, teeth, and dentures 
clean, with hands-on help 
for tooth-brushing and 
denture care where needed. 
It involves using suitable 
oral care products (e.g., 
fluoride toothpaste, 
antiseptic mouthwash, and 
suction toothbrushes when 
required), providing training 
for staff, patients, and 
caregivers on safe, effective 
mouth-care techniques, and 
following oral care protocols 
adapted for people with 
dysphagia to lower 
aspiration risk and improve 
oral health. 

Oral and dental hygiene after stroke is built 
into everyday care and is safe for people 
with different support needs. It is provided as 
part of routine daily care, with extra support 
for those who are dependent or at higher 
risk. Education is given using clear verbal 
explanations, demonstrations at the bedside, 
and printed aphasia-friendly materials. Oral 
care is written into the person’s care plan, 
checked regularly, and reinforced during 
ward rounds, therapy sessions, and nursing 
handovers. Approaches are adapted for 
cognitive, physical, or communication 
difficulties (e.g., simplifying steps, using 
prompts, changing positioning, or providing 
more hands-on assistance). 

Delivered by nurses as 
part of routine care, with 
input from SLTs for 
dysphagia-related risks 
and involvement of 
dental/oral health 
professionals when 
specific problems arise; 
carers and family 
members may also be 
trained to help provide 
daily mouth care.   
Received by all stroke 
survivors, with focused 
attention on those who 
have swallowing 
difficulties, cognitive 
problems, reduced 
mobility, or a history of 
poor oral hygiene. 

Evidence of oral care plan and 
daily hygiene routine in patient 
records, staff training and/or 
competency records on oral 
hygiene procedures, or stroke 
survivor and/or carer feedback on 
confidence and ability to maintain 
oral hygiene. Data can be 
captured as: 
- Percentage of stroke survivors 
with oral and dental hygiene care 
plan. 
- Numerator: Number of stroke 
survivors with oral and dental 
hygiene care plan. 
- Denominator: Total number of 
stroke survivors within the 
measurement period. 

15 For stroke survivors 
with swallowing 
difficulties, behavioural 
approaches such as 
safe swallowing advice, 
environmental and 
dietary modifications 
are employed as early 
as possible. Targeted 
swallowing exercises 
(e.g., Shaker exercises 
or chin tuck against 
resistance) are 
prescribed following 
comprehensive clinical 
and/or instrumental 
assessment by a 
qualified SLT. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

For stroke survivors with 
swallowing difficulties, early 
management focuses on 
making swallowing as safe 
as possible and then on 
targeted rehabilitation where 
appropriate. This can 
include teaching safe 
swallowing strategies (e.g., 
slowing the rate of eating 
and drinking, taking small 
sips or bites, and using a 
double swallow), adjusting 
the environment (e.g., 
ensuring an upright posture, 
minimising distractions, and 
providing assisted feeding 
when needed), and 
modifying food and fluid 
textures. Once a full 
swallowing assessment has 
been completed (clinical 
and, where indicated, 
instrumental such as VFSS 
or FEES), specific 
rehabilitative swallowing 

These approaches are put in place as soon 
as a swallowing difficulty or risk is identified, 
with practical strategies introduced at the 
bedside and during therapy. Safe swallowing 
techniques and environmental or diet/fluid 
modifications are demonstrated and 
practiced with the patient during meals or 
dedicated therapy sessions, with staff 
reinforcing them consistently across the day. 
Swallowing exercises are then built into a 
structured therapy programme following a 
detailed assessment, with clear instructions, 
repetition, and regular monitoring. Education 
is provided to patients, families, and ward 
staff using clear, accessible written and 
visual materials and supported 
communication techniques, empowering all 
involved persons to help. Techniques are 
reviewed frequently and adjusted in 
response to the person’s progress, fatigue, 
and changing goals. 

Delivered by SLTs, with 
support from trained 
nurses or therapy 
assistants to carry out the 
recommended strategies 
and exercises.   
Received by stroke 
survivors with confirmed or 
suspected swallowing 
difficulties, and family 
members or care staff who 
are trained to provide 
consistent support and 
use of strategies. 

Evidence of swallowing 
exercises/approaches 
appropriate to risk status and 
clinical/instrument assessment 
(e.g., audits of timely 
interventions and compliance 
with SLT recommendations). 
Data can be captured as: 
- Percentage of stroke survivors 
with swallowing care that is 
appropriately assessed, 
documented, and implemented. 
- Numerator: Number of stroke 
survivors with documented 
swallowing assessment and risk 
status, care plans including safe 
swallowing and dietary 
recommendations, swallowing 
exercises linked to assessment 
findings and/or recorded 
staff/caregiver education. 
- Denominator: Total number of 
stroke survivors with suspected 
or diagnosed swallowing 
difficulties within the 
measurement period. 
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exercises (e.g., chin tuck, 
Shaker–type head-lifting 
exercises, or effortful 
swallow practice) can be 
prescribed and practised to 
improve swallowing function 
over time. 

Patient-level Recommendations: Hydration and nutrition 

16 Stroke survivors have 
their hydration status 
assessed, monitored, 
and managed 
throughout their 
hospital admission. 
Where fluid support is 
required, crystalloid 
solution is used in 
preference to colloid 
solutions as the first 
option to treat or 
prevent dehydration. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Hydration status refers to 
how well a stroke survivor’s 
fluid needs are being 
assessed, monitored, and 
managed, whether fluids are 
taken by mouth or given 
intravenously. It includes 
checking and recording fluid 
intake and losses, 
prompting or assisting with 
drinking, using fluid balance 
charts, starting IV fluids or 
formal hydration protocols 
when needed, and providing 
education to staff and carers 
when communication or 
swallowing problems make 
adequate drinking more 
difficult. 

Hydration status is assessed at admission 
and then monitored regularly using fluid 
intake and output charts, examination 
findings (e.g., skin turgor, urine output, and 
the moisture of mucous membranes), and, 
when indicated, blood tests like urea, 
creatinine, and electrolytes. Oral hydration is 
encouraged as the first choice, with 
intravenous fluids used if drinking is unsafe 
or inadequate. The multidisciplinary team 
reviews hydration status routinely during 
ward rounds or therapy handovers and 
adjusts the plan as needed. 

Delivered by nurses (who 
take the lead in day-to-day 
monitoring and fluid 
management), doctors 
(who prescribe and review 
fluid plans), SLTs (who 
advise on safe 
swallowing), and dietitians 
(who provide guidance on 
fluid intake within overall 
nutrition plans).  
Received by all stroke 
survivors during their 
hospital stay, with extra 
focus on those who have 
swallowing difficulties, are 
drowsy or less alert, or 
have cognitive or 
communication problems 
that put them at higher risk 
of dehydration. 

Evidence of a documented 
hydration assessment at 
admission with ongoing updates 
in the clinical record, including 
completed and current fluid 
balance charts and clear 
documentation of any actions 
taken when dehydration risk or 
signs are identified (e.g., 
prescribing IV fluids or increasing 
supervised oral intake). Data can 
be captured as: 
- Percentage of stroke survivors 
with adequate assessment and 
management of hydration.   
- Numerator: Number of stroke 
survivors with documented 
admission and ongoing hydration 
assessments, up-to-date fluid 
balance charts, and recorded 
intervention when dehydration 
risk or signs are present. 
- Denominator: Total number of 
stroke survivors admitted during 
the measurement period. 

17 All stroke survivors 
should be screened for 
malnutrition at 
admission and on an 
ongoing basis (at least 
weekly) while in 
hospital. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Screening for malnutrition 
post-stroke is a structured, 
early check to identify who 
is undernourished or at risk, 
guaranteeing that support 
can begin promptly. It is 
usually done with a 
validated screening tool 
such as the Malnutrition 
Universal Screening Tool 
(MUST)5, which considers 
body mass index, recent 
unplanned weight loss, and 
the impact of acute illness 

Stroke survivors are screened for 
malnutrition at hospital admission and then 
at least once a week during their inpatient 
stay, using a standardised bedside 
screening tool. The results, risk level, and 
any actions taken are documented in the 
clinical record. When risk is identified, staff 
implement appropriate interventions such as 
enriched or fortified meals, texture-modified 
diets if there is dysphagia, and/or prescribed 
oral nutritional supplements, with referrals 
made as needed. 

Delivered by nurses (who 
carry out the initial and 
regular malnutrition 
screening), dietitians and 
doctors (who provide input 
when risk is identified), 
and SLTs (who contribute 
when swallowing problems 
affect intake).  
Received by all stroke 
survivors admitted to 
hospital, regardless of how 
they are fed (oral, enteral, 

Evidence of completed 
malnutrition screening at 
admission and at least weekly 
thereafter, with each stroke 
survivor assigned a documented 
risk category (e.g., low, medium, 
or high). Evidence that those 
identified as medium or high risk 
have an appropriate nutrition 
intervention and/or referral 
recorded in their notes. Data can 
be captured as: 
- Percentage of stroke survivors 
who receive timely screening and 
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on current food intake. 
When screening shows 
nutritional risk, a nutrition 
care plan is put in place, 
which may include dietary 
changes (e.g., fortified 
meals or texture 
modification), oral nutritional 
supplements, and/or referral 
to a dietitian for detailed 
assessment and ongoing 
management. 

or parenteral) or their level 
of independence. 

appropriate follow-up. 
- Numerator: Number of stroke 
survivors with admission and 
weekly screening, documented 
risk category, and/or documented 
nutrition intervention/ referral if at 
medium/high risk. 
- Denominator: Total number of 
stroke survivors admitted during 
the measurement period. 

18 For stroke survivors 
with poor or 
deteriorating nutrition 
status, nutrition 
supplementation 
should be offered. 
Enteral diet should be 
started if required 
within a maximum of 7 
days of admission 
(preferably within 24–
48 hours). 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Nutrition supplementation 
for patients at risk of 
malnutrition includes using 
oral nutritional supplements 
when usual eating is not 
enough, providing enteral 
feeding (such as via 
nasogastric or percutaneous 
endoscopic gastrostomy 
(PEG) tubes) for those who 
cannot safely meet their 
needs by mouth, and 
regularly reassessing 
nutritional status to adjust 
the supplementation plan as 
required. 

Nutrition supplementation is delivered once 
poor or worsening nutritional status has been 
identified through screening and clinical 
judgment. It involves starting oral nutritional 
supplements promptly and monitoring intake, 
tolerance, and weight or other markers to 
check effectiveness. If oral intake is unsafe 
or remains inadequate, enteral feeding is 
begun within about 7 days of admission 
(ideally within 24–48 hours). A 
multidisciplinary team supports safe delivery 
(for example, SLT for swallowing, dietetics 
for the feeding plan, nursing for 
administration), with a documented nutrition 
care plan that is reviewed and updated 
regularly. 

Delivered by dietitians 
(who assess nutritional 
status and prescribe 
supplements or feeds), 
nurses (who administer 
and monitor oral 
supplements and enteral 
feeds), SLTs for those with 
dysphagia affecting intake, 
and doctors (who arrange 
enteral access and 
medical escalation when 
needed), or equivalent 
staff/personnel. 
Received by stroke 
survivors who have poor 
oral intake, ongoing weight 
loss or declining nutritional 
status, or who are nil by 
mouth because of 
swallowing problems or 
other medical reasons. 

Evidence of documented 
nutritional risk, clinical decision to 
start supplementation, timing of 
enteral feeding initiation (within 7 
days of admission, ideally within 
24–48 hours), and ongoing 
monitoring of oral/enteral intake, 
weight, and related nutrition 
parameters during the hospital 
stay. Data can be captured as: 
- Percentage of stroke survivors 
who have documented 
assessment and multidisciplinary 
management of nutrition 
supplementation. 
- Numerator: Stroke survivors at 
nutritional risk (e.g., poor intake, 
weight loss, nil by mouth) who 
have received assessment and 
multidisciplinary management of 
nutrition supplementation. 
- Denominator: All stroke 
survivors identified at nutritional 
risk or with poor/deteriorating 
nutritional status during the 
measurement period. 

Patient-level Recommendations: Information provision and goal setting 

19 Stroke survivors and 
carers are offered 
information tailored to 
meet their individual 
needs (e.g., relevant 
language and 
communication 
formats), and given the 

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Active information provision 
after stroke refers to the 
deliberate and repeated 
provision of information to 
stroke survivors and their 
families in a tailored, 
interactive way rather than 
just handing out generic 

Active information provision after stroke is 
delivered by first asking stroke survivors and 
their families what they most want or need to 
know, then matching the content and format 
to those needs. Information might aim to 
build understanding (e.g., explaining the 
stroke recovery journey, lifestyle changes, or 
strategies for managing fatigue) or to 

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel. 
Received by stroke 
survivors and their 
carers/families. 

Evidence of active information 
provision to stroke survivors and 
carers/families (e.g., peer support 
group information provided as 
requested, follow-up question re: 
peer support group in next 
session, reviewing 
pamphlets/websites in different 
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opportunity to follow up 
and/or clarify. 

material. It involves three 
key steps:  
a) talking with the stroke 
survivor and carers to 
understand their specific 
information needs;  
b) adapting the information 
to make it relevant, 
understandable, and usable 
(e.g., in preferred language 
and communication format); 
and  
c) checking whether these 
needs have been met and 
offering clear opportunities 
to ask questions or follow up 
later.  
This contrasts with passive 
information provision, where 
information is made 
available without any real 
engagement (e.g., simply 
leaving leaflets in a common 
area or posting content 
online with no support to 
interpret or apply it). 

connect people with support (e.g., contact 
details for peer support groups, national 
stroke associations, financial subsidies, and 
social services). Staff then provide this 
tailored information in ways the person can 
actually use (e.g., age-appropriate resources 
for younger survivors, aphasia-friendly 
materials with simplified text and visuals, or 
translations into the survivor’s preferred 
language). Finally, time is set aside to check 
understanding, answer questions, and offer 
follow-up opportunities in later sessions 
allowing information to be updated as needs 
and circumstances change. 

languages, or aphasia-friendly 
materials with stroke survivors 
and carers/families). Data can be 
captured as: 
- Percentage of stroke survivors 
and carers/families who receive 
active information provision. 
- Numerator: Number of stroke 
survivors and carers/families who 
receive active information 
provision. 
- Denominator: Total number of 
stroke survivors and 
carers/families participating in 
rehabilitation during the 
measurement period. 

20 A person-centred and 
collaborative approach 
towards goal setting 
with stroke survivors 
and their families is 
recommended. Goals 
are clearly 
communicated and 
documented, and 
regularly reviewed 
throughout the 
continuum of care.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Goal-setting is a 
collaborative process where 
rehabilitation professionals 
and stroke survivors agree 
on meaningful, realistic 
goals that reflect the 
survivor’s own priorities, 
values, and needs. The 
stroke survivor is an active 
partner, and goals are 
framed in specific, 
measurable, time-bound 
terms (short- and 
long-term), such as “stand 
up from a 45 cm chair with 
minimal assistance in 3 
sessions” or “walk 5m 
indoors with standby assist 
in 2 weeks,” rather than 
abstract impairment targets 
like “increase knee extensor 

Goal-setting is delivered through regular, 
documented discussions with stroke 
survivors (and families/carers when 
appropriate) to agree, review, and update 
goals over multiple sessions along the care 
pathway. When the survivor has cognitive or 
communication difficulties, families/carers 
are actively involved to ensure goals still 
reflect the person’s interests and 
preferences. A structured format is used, 
typically SMART (Specific, Measurable, 
Achievable, Realistic, Timed), and teams 
may use a standardised tool such as the 
Goal Attainment Scale to record and monitor 
progress against these goals. 
 
 
 
 
 
 

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel. 
Received by stroke 
survivors and their 
carers/families. 

Evidence of person-centred goals 
set together with stroke survivors 
and their families/carers. Data 
can be captured as: 
- Percentage of stroke survivors 
(and their families/carers when 
appropriate) who are involved in 
goal-setting. 
- Numerator: Number of stroke 
survivors (and their 
families/carers when appropriate) 
who are involved in goal-setting. 
- Denominator: Total number of 
stroke survivors participating in 
rehabilitation during the 
measurement period. 
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strength to grade 3” or 
“improve Berg Balance 
Score by 2 points.” 

 
 
  

Patient-level Recommendations: Exercise and motor rehabilitation 

21 Individually tailored 
aerobic training 
involving large muscle 
groups should be 
incorporated into 
rehabilitation to 
improve 
cardiorespiratory 
fitness. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

After stroke, 
cardiorespiratory fitness and 
aerobic training are 
important because most 
stroke survivors have low 
fitness levels, which limit 
mobility, reduce 
participation in 
rehabilitation, and increase 
recurrent stroke risk. 
Improving fitness through 
aerobic training can 
enhance walking speed and 
endurance, support better 
performance in daily 
activities, and contribute to 
improved cardiovascular 
health and risk factor 
control. 

Aerobic (cardiorespiratory) training after 
stroke is delivered by building up longer 
periods of continuous or interval exercise 
using large muscle groups, within the 
person’s tolerance and safety limits. Stroke 
survivors are encouraged to accumulate 
~30-40 minutes of aerobic exercise, ~3–5 
times per week over ~12 weeks, with the 
understanding that some may start with 
shorter durations and gradually increase 
over time as fitness improves. Aerobic 
training to improve endurance is usually 
done for sustained periods on equipment 
such as a recumbent stepper, treadmill, arm 
or leg cycle ergometer, rowing machine, or 
through functional activities like overground 
walking or stair climbing. 

Delivered by 
physiotherapists, or 
equivalent staff/personnel; 
Received by stroke 
survivors suitable for 
aerobic training (i.e., no 
contraindications to 
moderate intensity 
exercise, screened or 
cleared medically as per 
site protocol for 
determining eligibility of 
aerobic/physical fitness 
training) 

Evidence of aerobic training. 
Aerobic training is considered to 
have been delivered if they align 
with details in sections What, 
How, and Who, and demonstrate 
build up periods over time. Data 
can be captured as: 
- Percentage of stroke survivors 
who receive aerobic training. 
- Numerator: Number of stroke 
survivors who receive aerobic 
training. 
- Denominator: Total number of 
stroke survivors suitable for 
aerobic training during the 
measurement period. 
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22 Stroke survivors with 
difficulty walking should 
be given the 
opportunity to 
undertake tailored 
repetitive practice of 
walking (or 
components of 
walking) as much as 
possible.  
 Modalities including, 
but not limited to the 
following, may be used:   
-Circuit class therapy 
(with a focus on 
overground walking 
practice),  
-Treadmill training with 
or without body weight 
support. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Walking is the functional 
movement in which a 
person moves forward on 
two legs with at least one 
foot in contact with the 
ground at all times. It 
consists of a repeating cycle 
of steps, where each leg 
alternates between 
supporting the body (in 
stance) and swinging 
through to take the next 
step (in swing). Walking 
also includes the ability to 
walk at different speeds, in 
different environments, and 
dual-tasking to mimic real-
life activities. Task-specific 
training of walking includes 
part-task and whole-task 
practice of walking that is 
repetitive and specifically 
tailored to improve 
independence with walking. 

Part-task practice focuses on the essential 
components of walking, and this can include 
a component in stance or swing. Examples 
include hip extension with knee flexed off 
side of bed (in supine), hip and knee 
extension (in standing +/- body weight 
support), and/or hip and knee flexion for 
start-mid swing (in supine or standing and 
stepping over object). Whole-task practice 
focuses on the entire activity of walking. 
Examples include overground walking or 
treadmill walking (+/- body weight support), 
walking over obstacles, walking while being 
timed, dual-task activities (e.g., walking and 
engaging in conversation, walking and 
carrying a bag of groceries), and/or circuit 
class therapy (e.g., different stations focused 
on part-task practice of walking). 

Delivered by 
physiotherapists, 
occupational therapists, or 
equivalent staff/personnel; 
Received by stroke 
survivors with identified 
goals related to improving 
walking (e.g., can walk 
independently prior to 
stroke).  

Evidence of part-task and/or 
whole-task practice for walking 
training. Data can be captured 
as: 
- Percentage of stroke survivors 
who receive walking training. 
- Numerator: Number of stroke 
survivors who receive walking 
training. 
- Denominator: Total number of 
stroke survivors with identified 
walking goals during the 
measurement period. 

23 Strength training 
should be undertaken 
by people with reduced 
strength in arms and/or 
legs to improve 
strength after stroke. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Muscle strength is the ability 
of a muscle to generate 
force in a specific 
movement or action. 
Strength training for 
impaired strength often 
follows a structured and 
progressive exercise 
programme in which 
weakened muscles work 
against resistance (e.g., 
body weight, bands, weights 
or machines) to increase 
their force-producing 
capacity. Strength training 
includes repetitive practice 
and progressive resistance 
training, and requires 
voluntary contraction of the 
muscles. Interventions that 
only include an artificial 
drive of muscle contraction 
(e.g., passive robotics, 

Strength training is delivered through two 
complementary approaches: repetitive 
practice and progressive resistance training. 
a) Repetitive practice is delivered by 
repeatedly performing part of a task or the 
whole task (e.g., sitting, standing up, or 
walking) to ensure that the weaker muscles 
of the affected arm or leg contract voluntarily 
many times. This is usually used when 
muscles are weaker than antigravity (less 
than grade 3 on manual muscle testing). 
Examples include knee flexion/extension on 
a slide sheet (in side-lying), hip abduction on 
a slide sheet or in a suspension cage (in 
supine), hip extension by pushing down on 
weighing scales (in sitting), squats on a 
tilt-table, or EMG-triggered electrical 
stimulation of wrist extensors or ankle 
dorsiflexors (in sitting), and it can be 
combined with mirror therapy. 
b) Progressive resistance training is 
delivered by having the person work the 
target muscles against relatively high loads 

Delivered by 
physiotherapists, 
occupational therapists, 
nurses, or equivalent 
staff/personnel; 
Received by stroke 
survivors with reduced 
strength in arms and/or 
legs. 

Evidence of exercises and/or use 
of equipment for strength 
training. Data can be captured 
as: 
- Percentage of stroke survivors 
who receive strength training. 
- Numerator: Number of stroke 
survivors who receive strength 
training. 
- Denominator: Total number of 
stroke survivors with reduced 
strength in arms and/or legs 
during the measurement period. 
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electrical stimulation without 
attempts to move limb, 
mental practice, massage, 
passive movements/range 
of motion exercises) are not 
considered strength training. 

for a small number of repetitions (e.g., a load 
they can lift 8–12 times for at least two sets), 
with the load increased gradually as strength 
improves. This is usually used when muscles 
are at least antigravity strength (more than 
grade 3 on manual muscle testing). 
Examples include training with free weights, 
weight machines, pneumatic resistance 
equipment, or isokinetic devices. 

24 For stroke survivors 
with impaired upper 
limb function but some 
active wrist and finger 
extension, intensive 
constraint-induced 
movement therapy 
(CIMT; minimum 2 
hours of active therapy 
per day for 2 weeks, 
plus restraint of the 
less-affected upper 
limb for at least 6 hours 
a day) should be 
provided. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

CIMT is a structured 
rehabilitation approach that 
aims to improve use of the 
weak/affected arm by 
deliberately restricting the 
use of the strong/unaffected 
arm and intensively 
exercising the affected one. 
It combines “forced-use” of 
the affected arm (by 
restraining the unaffected 
arm for most of the waking 
day) with high-repetition, 
task-oriented practice of the 
affected arm, using a 
shaping approach in which 
tasks are broken into small, 
progressively harder steps 
and positive feedback is 
given for each improvement.  

CIMT is delivered by providing: 
a) intensive and supervised task-specific 
practice with the affected arm for ~2–5 hours 
daily, 5 days a week for ~2 weeks; 
b) a transfer package with homework to 
promote use of the affected arm in daily 
activities outside therapy sessions; and  
c) restriction of the unaffected arm with a 
mitt/sling for ~6 hours daily encouraging use 
of the affected arm. 

Delivered by 
physiotherapists, 
occupational therapists, 
nurses, or equivalent 
staff/personnel; 
Received by stroke 
survivors suitable for 
CIMT. Criteria include 
- some movement in 
affected arm and hand 
(e.g., active wrist and 
finger extension, at least 
10° extension of wrist joint 
and 20° extension of 
metacarpophalangeal 
joints),  
- sufficient cognition and 
motivation to participate in 
intensive arm 
rehabilitation; 
- sufficient standing 
balance (e.g., no need to 
rely on intact arm/arm 
support to mobilise safely); 
- no significant pain, 
spasticity or reduced 
range of motion in affected 
arm or hand; 
- has identified goals 
related to arm activities 
(e.g., can move affected 
arm independently prior to 
stroke)  

Evidence of CIMT delivered. 
Data can be captured as: 
- Percentage of suitable stroke 
survivors who receive CIMT.  
- Numerator: Number of suitable 
stroke survivors who receive 
CIMT. 
- Denominator: Total number of 
stroke survivors suitable for CIMT 
during the measurement period. 
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25 For stroke survivors 
with difficulty 
maintaining balance in 
sitting, practising 
reaching beyond arm’s 
length while sitting with 
supervision/assistance 
is undertaken. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Sitting balance is the ability 
to keep the body stable 
while sitting, without 
excessive sway, loss of 
posture, or need for physical 
support. It also includes the 
ability to sit safely on 
different surfaces, or when 
reaching, turning, or 
responding to small pushes 
or environmental 
challenges. Task-specific 
training of sitting balance 
includes part-task and 
whole-task practice of sitting 
that is repetitive and 
specifically tailored to 
improve independence with 
sitting. 

Part-task practice focuses on the essential 
components of sitting. Examples include 
weight shifting/pushing down on to the 
floor/weighing scales (in sitting), and/or knee 
flexion with use of slide sheet/skateboard (in 
sitting). Whole-task practice focuses on the 
entire activity of sitting. Examples include 
sitting on surfaces of different textures, dual-
task activities (e.g., sitting and engaging in 
conversation, sitting and looking up, sitting 
and reaching at dinner table), circuit class 
therapy (e.g., different stations focused on 
part-task practice of sitting) and/or use of 
technology. 

Delivered by 
physiotherapists, 
occupational therapists, or 
equivalent staff/personnel; 
Received by stroke 
survivors with identified 
goals related to improving 
sitting balance (e.g., can 
sit independently prior to 
stroke).  

Evidence of part-task and/or 
whole-task practice for sitting 
balance training. Data can be 
captured as: 
- Percentage of stroke survivors 
who receive sitting balance 
training. 
- Numerator: Number of stroke 
survivors who receive sitting 
balance training.  
- Denominator: Total number of 
stroke survivors with identified 
sitting balance goals during the 
measurement period. 

26 For stroke survivors 
with difficulty moving 
from sitting to standing, 
task-specific training of 
the sit-to-stand task is 
undertaken. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Sitting to standing (or 
standing up) is the 
functional movement in 
which a person changes 
posture from sitting on a 
supported surface (e.g., on 
a chair or bed) to an upright 
standing position over their 
feet, without using the seat 
or hands for support. It also 
includes the ability to stand 
up from surfaces of various 
heights and textures, and 
dual-tasking to mimic real-
life activities. Task-specific 
training of standing up 
includes part-task and 
whole-task practice of 
standing up that is repetitive 
and specifically tailored to 
improve independence with 
standing up. 

Part-task practice focuses on the essential 
components of standing up. Examples 
include knee flexion with use of 
skateboard/slide sheet (in sitting), hip 
flexion/forward movement of shoulders (in 
sitting), and/or knee and hip flexion and 
extension via squats on a tilt-table (in 
standing). Whole-task practice focuses on 
the entire activity of standing up. Examples 
include standing up from chairs/beds of 
different height and texture, dual-task 
activities (e.g., standing up and engaging in 
conversation, standing up and taking a step), 
and/or circuit class therapy (e.g., different 
stations focused on part-task practice of 
standing up). 

Delivered by 
physiotherapists, 
occupational therapists, or 
equivalent staff/personnel; 
Received by stroke 
survivors with identified 
goals related to improving 
sitting to standing (e.g., 
can stand up 
independently prior to 
stroke).  

Evidence of part-task and/or 
whole-task practice for sitting to 
standing training. Data can be 
captured as: 
- Percentage of stroke survivors 
who receive sitting to standing 
training. 
- Numerator: Number of stroke 
survivors who receive sitting to 
standing training. 
- Denominator: Total number of 
stroke survivors with identified 
sitting to standing goals during 
the measurement period. 

27 For stroke survivors 
with impaired standing 
balance, task-specific 
training of standing 
balance, including 
activities that challenge 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Standing balance is the 
ability to keep the body 
stable while standing, 
without excessive sway, 
loss of posture, or need for 
physical support. It also 

Part-task practice focuses on the essential 
components of standing. Examples include 
weight shifting with body weight support (in 
standing), and hip and knee extension on a 
tilt-table (in standing). Whole-task practice 
focuses on the entire activity of standing. 

Delivered by 
physiotherapists, 
occupational therapists, or 
equivalent staff/personnel; 
Received by stroke 
survivors with identified 

Evidence of part-task and/or 
whole-task practice for standing 
balance training. Data can be 
captured as: 
- Percentage of stroke survivors 
who receive standing balance 
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balance, should be 
undertaken. 

includes the ability to stand 
safely with feet together or 
on one leg, or when 
reaching, turning, or 
responding to small pushes 
or environmental 
challenges. Task-specific 
training of standing balance 
includes part-task and 
whole-task practice of 
standing that is repetitive 
and specifically tailored to 
improve independence with 
standing. 

Examples include standing on surfaces of 
different texture, dual-task activities (e.g., 
standing and engaging in conversation, 
standing and looking up, standing and 
washing hair/ reaching/hanging clothes), 
circuit class therapy (e.g., different stations 
focused on part-task practice of standing), 
use of virtual reality and/or Tai Chi. 

goals related to improving 
standing balance (e.g., 
can stand independently 
prior to stroke).   

training. 
- Numerator: Number of stroke 
survivors who receive standing 
balance training.  
- Denominator: Total number of 
stroke survivors with identified 
standing balance goals during 
the measurement period. 

28 Avoidance of 
potentially harmful 
practices 
Amphetamines should 
not be prescribed to 
improve activities of 
daily living, due to risk 
of harm outweighing 
benefits. 

Ž  Fully met 
Ž  Not met  

Amphetamines are a type of 
stimulant drugs that 
increase activity in the 
central nervous system and 
speed up communication 
between the brain and the 
body. They are usually used 
to treat conditions such as 
attention-deficit/hyperactivity 
disorder and narcolepsy, but 
they also carry significant 
risks, including 
cardiovascular side effects, 
agitation, insomnia, and 
potential for dependence 
and misuse. In stroke, they 
should not be used for the 
purpose of improving 
activities of daily living. 

Not applicable, practice is not 
recommended.  

Not applicable, practice is 
not recommended.  

To score fully met, no stroke 
survivors should be prescribed 
amphetamines to improve 
activities of daily living. 

Patient-level Recommendations: Visual function 

29 Stroke survivors are 
screened for impaired 
visual fields, visual 
perception and 
oculomotor function 
with a valid and reliable 
tool. For stroke 
survivors with visual 
impairment, a formal 
assessment and 
management plan is 
undertaken, with 
referral to a vision 

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Visual impairments after 
stroke include loss of visual 
field, problems moving the 
eyes, and difficulties 
processing or interpreting 
what is seen (visual 
perception), as well as 
oculomotor problems such 
as double vision or poor eye 
tracking. All stroke survivors 
should be screened for 
impaired visual fields, visual 
perception, and oculomotor 

Screening is delivered for every stroke 
survivor to check visual fields, visual 
perception, and oculomotor function. Vision 
screening tools, such as the Vision 
Impairment Screening Assessment (VISA), 
Oxford visual perception screen or Cerebral 
vision screening, can be used6-8. 
Management is then provided for those with 
visual impairment, using compensatory 
strategies (e.g., visual scanning training for 
field loss or occlusion/eye patching for 
double vision) and/or restorative approaches 
(e.g., eye-movement or tracking exercises), 

Delivered by trained 
rehabilitation professionals 
such as physiotherapists, 
occupational therapists, 
doctors, or equivalent 
staff/personnel (for 
screening, assessment 
and management), and by 
vision specialists (e.g., 
orthoptists, 
neuro-optometrists, 
ophthalmologists, or 
occupational therapists 

Evidence of screening for 
impaired visual fields, visual 
perception, and oculomotor 
function, and whether those with 
visual impairments received 
assessment and management 
and/or referral to a vision 
specialist (if needed). Data can 
be captured as: 
- Percentage of stroke survivors 
who receive screening, 
assessment and management, 
and/or referral to a vision 
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specialist for further 
assessment and 
treatment if warranted.  

function using a valid and 
reliable tool, and that 
anyone found to have visual 
impairment should receive a 
formal assessment and a 
documented management 
plan, with referral to an 
appropriate vision specialist 
(e.g., orthoptist, 
ophthalmologist, or 
neuro-optometrist) for 
further assessment and 
treatment when needed. 

with referral to an appropriate vision 
specialist for further assessment and 
treatment when indicated. 

with expertise in 
stroke-related vision) for 
more detailed assessment 
and management if 
needed;    
Received by all stroke 
survivors admitted for 
rehabilitation (for 
screening), and by those 
identified with visual or 
oculomotor impairments 
(for targeted assessment 
and management). 

specialist (if needed). 
- Numerator: Stroke survivors 
who have documented evidence 
of screening for visual fields, 
visual perception, and 
oculomotor function by trained 
rehabilitation professional, and/or 
a formal assessment and 
management plan, and/or referral 
to a vision specialist (if needed). 
- Denominator: Total number of 
stroke survivors during 
measurement period. 

Patient-level Recommendations: Communication 

30 All stroke survivors are 
screened for 
communication 
disorders with a valid 
and reliable tool. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

All stroke survivors receive 
a brief and structured 
screen for communication 
disorders (e.g., aphasia, 
dysarthria, apraxia of 
speech, and 
cognitive-communication 
disorder) using valid and 
reliable tools. The screening 
tool should cover key areas 
including expressive and 
receptive language, speech 
clarity, and communicative 
intent, and may be a brief 
standardised instrument or 
a locally developed tool that 
has been appropriately 
validated. 

Screening is delivered within 48 hours of 
admission to stroke care, or as soon as the 
person is medically stable, using a brief (5–
15 minute) bedside check of communication. 
It uses spoken and/or written prompts, 
pictures, and simple comprehension 
questions, with results documented and any 
identified difficulties leading to referral to a 
speech and language therapist for full 
assessment. 

Delivered by trained 
rehabilitation professionals 
such as doctors, nurses, 
SLTs, or equivalent 
staff/personnel; 
Received by all stroke 
survivors admitted to 
rehabilitation. 

Evidence of communication 
screening for stroke survivors. 
Data can be captured as:   
- Percentage of stroke survivors 
who receive a documented 
communication screen within 48 
hours of admission (or when 
medically stable).   
- Numerator: Number of stroke 
survivors with a completed 
communication screen recorded 
in the notes, using a valid/reliable 
tool, and evidence of referral to 
speech pathology if concerns are 
identified.   
- Denominator: Total number of 
stroke survivors admitted during 
the measurement period. 

31 People with 
communication 
disorders detected in 
screening should be 
referred to speech 
pathology for 
standardised and 
formal assessment. A 
system to facilitate 
communication should 
be established as early 
as possible. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Anyone who shows signs of 
a communication problem 
on screening is promptly 
referred for a full 
communication assessment 
by SLT. Assessment 
includes understanding and 
using spoken language, 
speech clarity, reading and 
writing, and social/pragmatic 
communication. When a 
communication disorder is 
confirmed, a suitable 
communication support 
system (e.g., a 

A referral is made immediately to SLT 
following a positive communication screen. 
The SLT completes a full formal assessment 
using standardised or locally validated tools, 
and, based on the results, develops a 
communication support plan in collaboration 
with stroke survivors, family/carers, and staff. 
Supports are documented, trialled, and 
implemented in daily care and therapy 
sessions to facilitate consistent use across 
settings. 

Delivered by SLTs for 
formal assessment and 
communication support, 
multidisciplinary team for 
implementation of 
communication strategies, 
and/or equivalent 
staff/personnel;  
Received by: Stroke 
survivors with identified or 
suspected communication 
difficulties (from screening 
or observation). 

Evidence of referral and 
communication support following 
a positive screen. Data can be 
captured as: 
- Percentage of stroke survivors 
with a positive communication 
screen who receive formal SLT 
assessment and have a 
documented communication 
support plan.   
- Numerator: Number of stroke 
survivors with a positive 
communication screen who have 
documentation of referral to SLT, 
completion of a formal 
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communication book, 
pictorial or written aids, 
gesture strategies, or 
assistive communication 
technology) is put in place 
as early as possible to help 
the person express 
themselves and understand 
others. 

communication assessment, 
communication strategies 
recorded in the care plan, and/or 
multidisciplinary team notes 
indicating use of the 
communication plan.   
- Denominator: Total number of 
stroke survivors with a positive 
communication screen during the 
measurement period. 

32 For stroke survivors 
with aphasia, early 
aphasia therapy, 
starting within the first 
4 weeks post stroke is 
provided. Speech and 
language therapy is 
provided to improve 
functional 
communication, 
reading 
comprehension, 
auditory 
comprehension, 
general expressive 
language and written 
language. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Speech and language 
therapy for aphasia is aimed 
at improving functional 
communication (e.g., using 
gestures, supported 
conversation), auditory and 
reading comprehension, 
expressive spoken 
language (e.g., word finding, 
sentence formation), and 
written language (e.g., 
spelling, sentence 
construction). Therapy may 
be individualised and 
include impairment-based, 
functional, or pragmatic 
interventions based on 
needs and goals. 

Speech and language therapy for aphasia is 
initiated within the first 4 weeks after stroke 
and provided in structured one-to-one and/or 
group sessions, supported by home practice 
tasks, visual supports, and communication 
aids. It may be delivered face to face or via 
telehealth, as appropriate, with session 
frequency and intensity adjusted to the 
person’s tolerance and stage of recovery, 
and all therapy goals and progress regularly 
documented and reviewed. 

Delivered by SLT or SLT 
assistants working under 
SLT supervision, or 
equivalent staff/personnel; 
Received by stroke 
survivors diagnosed with 
aphasia who are medically 
stable and able to 
participate in therapy 
within the first 4 weeks 
after stroke onset. 

Evidence of timely provision of 
SLT for aphasia. Data can be 
captured as:   
- Percentage of stroke survivors 
with aphasia who have 
documented SLT assessment 
and initiation of therapy within 4 
weeks post-stroke.   
- Numerator: Number of stroke 
survivors with aphasia who have 
SLT assessment and start of 
therapy recorded within 4 weeks 
post-stroke, with documented 
therapy goals, session content, 
progress notes, and evidence 
that at least one communication 
domain is being targeted.   
- Denominator: Total number of 
stroke survivors with aphasia 
during the measurement period. 
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33 All written information 
(i.e., health, aphasia, 
social, and community 
supports) are available 
in an aphasia-friendly 
format. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Provision of written 
information in an aphasia-
friendly format means that 
the information uses simple, 
clear language, short 
sentences, large fonts, 
bullet points, visual supports 
(e.g., images, icons, 
diagrams) and a 
layout/design that supports 
comprehension. This 
includes materials on stroke 
recovery, aphasia, 
medication, therapy, and 
social and community 
supports. 

Delivery of this criteria involves providing 
aphasia-friendly written information in 
person, by post, or digitally during the 
hospital stay and/or at discharge. The 
materials are reviewed with the person with 
aphasia and/or their communication partner, 
either as part of an individual package (e.g., 
personalised discharge folder) or through 
group education sessions. Supported 
communication techniques (e.g., pointing to 
key information and checking understanding) 
are used to help the person engage with and 
understand the written materials. 

Delivered by trained 
rehabilitation 
professionals, such as 
SLTs (for aphasia-specific 
information), nurses, 
occupational therapists, 
social workers, and other 
staff or equivalent 
staff/personnel using 
approved aphasia-friendly 
materials;   
Received by stroke 
survivors with aphasia and 
their family members or 
other communication 
partners. 

Evidence of provision of 
aphasia-friendly written 
information. Data can be 
captured as:   
- Percentage of stroke survivors 
with aphasia who receive 
aphasia-friendly written 
information that is documented 
as having been reviewed with 
them and/or their 
family/communication partners.   
- Numerator: Number of stroke 
survivors with aphasia who have 
aphasia-friendly written 
information recorded in their 
notes or discharge documents, 
whose use of adapted materials 
is verified (e.g., by audit or team 
review), and where there is 
documentation that the 
information was discussed or 
reviewed with them and/or their 
family, with feedback indicating it 
was accessible.   
- Denominator: Total number of 
stroke survivors with aphasia 
during the measurement period. 

34 People with aphasia 
are offered assessment 
and treatment in their 
preferred language. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Aphasia post-stroke impairs 
a person’s ability to 
understand, formulate, or 
express language, in 
speech, writing and/or 
reading. This criteria is 
important because it makes 
aphasia care more 
accurate, effective, and 
person-centred. 
Assessment and treatment 
of aphasia are delivered in 
the person’s preferred or 
primary language, using 
culturally and linguistically 
appropriate assessment 
tools and therapy materials 
to ensure they can 
understand, respond, and 
participate fully. 

People with aphasia are offered assessment 
and treatment in their preferred language by 
first identifying and documenting language 
preference at the initial assessment. Speech 
and language therapy is then provided in 
that language, either by a multilingual 
therapist or with the support of qualified 
interpreters (in person or remotely). 
Assessment tools, therapy materials, and 
supported communication strategies are 
chosen or adapted to be culturally and 
linguistically appropriate. When direct 
provision in the preferred language is not 
possible, professional interpreter services 
are routinely integrated for assessment and 
treatment to still occur in the person’s 
primary language. 

Delivered by bilingual or 
multilingual SLTs where 
available, or by SLTs 
working with trained 
medical or 
aphasia-informed 
interpreters who are 
briefed in advance and, 
where possible, remain 
consistent across 
sessions; 
Received by people with 
aphasia from culturally 
and linguistically diverse 
backgrounds, or anyone 
who communicates 
primarily in a language 
other than the majority or 
local language. 

Evidence of assessment and 
treatment of aphasia in the 
preferred language. Data can be 
captured as:   
- Percentage of people with 
aphasia who receive assessment 
and treatment in their preferred 
or primary language.  
- Numerator: Number of people 
with aphasia documented as 
having their preferred language 
recorded, receiving input from a 
bilingual SLT or trained 
interpreter, using culturally and 
linguistically appropriate tools, 
and having goals that reflect their 
real-life language use.   
- Denominator: Total number of 
people with aphasia during the 
measurement period who have a 
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documented language 
preference or use a language 
other than the majority/local 
language. 

Patient-level Recommendations: Mood and cognition 

35 Stroke survivors are 
screened for mood 
disturbances by trained 
personnel using a 
standardised tool. If 
mood disturbances are 
present, a structured 
management plan is 
implemented. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 

Mood disturbances post-
stroke are changes in 
emotional state that arise 
after a stroke, such as 
persistent sadness, anxiety, 
emotional instability, 
irritability, or loss of interest, 
which are directly related to 
brain injury and the 
psychological impact of 
stroke. They commonly 
include depression, anxiety, 
emotional lability (sudden 
crying or laughing), 
increased anger or 
frustration, and fatigue, and 
can significantly affect 
quality of life and recovery 
for both survivors and their 
caregivers.  

Mood disturbances post-stroke are screened 
and managed using a combination of 
standardised tools and structured follow-up 
care. Screening can be carried out with 
reliable and validated assessment tools, 
including but not limited to the Geriatric 
Depression Scale, Hospital Anxiety and 
Depression Scale, PHQ-9, or the Aphasia 
Depression Rating Scale9-12, chosen 
according to the person’s communication 
and cognitive abilities, and regional and 
cultural sensitivity. When a mood 
disturbance is identified, a structured 
management plan is put in place, which may 
include referral to neuropsychology, clinical 
psychology or psychiatry, prescription of 
appropriate medications, psychological 
therapies and counselling, relaxation 
strategies, and/or participation in structured 
exercise programmes. 

Delivered by trained 
rehabilitation 
professionals, or 
equivalent staff/personnel.   
Received by stroke 
survivors who are 
identified as having mood 
disturbances on screening 
or clinical assessment. 

Evidence of screening, and 
management of mood 
disturbances. Screening tools will 
be reviewed for accepted 
reliability and validity at each site 
level.  Data can be captured as: 
- Percentage of stroke survivors 
who receive appropriate 
screening/management of mood 
disturbances.   
- Numerator: Number of stroke 
survivors documented as having 
received appropriate 
screening/management of mood 
disturbances. 
- Denominator: Total number of 
stroke survivors during 
measurement period.  
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36 Stroke survivors are 
screened for cognitive 
and perceptual deficits 
by a trained person 
(e.g., 
neuropsychologist, 
occupational therapist 
or speech pathologist) 
using validated and 
reliable tools. People 
with suspected 
cognitive and 
perceptual impairments 
(e.g., reduced 
attention, memory, 
executive function, limb 
apraxia, neglect) are 
formally assessed and 
managed by trained 
personnel. If cognitive 
and perceptual deficits 
are detected, a 
structured 
management plan is 
formulated, 
documented and 
implemented.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

Cognitive and perceptual 
impairments after stroke are 
difficulties in how a person 
thinks, understands, and 
makes sense of their 
surroundings. They can 
involve problems with 
orientation, short-term 
memory, attention, planning 
and sequencing, problem 
solving, judgement, insight, 
recognising people or 
objects, and spatial 
awareness such as neglect. 
Some of these difficulties 
may improve with 
rehabilitation, while others 
are best managed using 
compensatory strategies. 

All stroke survivors are screened for 
cognitive and perceptual impairments (e.g., 
reduced attention, memory, executive 
function, apraxia, neglect) by trained staff 
(such as a neuropsychologist, occupational 
therapist, or speech pathologist) using 
validated tools. If difficulties are suspected, 
formal assessment with appropriate 
standardised measures is completed to 
define the nature and extent of impairment. 
When deficits are confirmed, a structured, 
documented management plan is developed 
and implemented by trained professionals. 

Delivered by trained 
rehabilitation professionals 
such as occupational 
therapists, SLTs, 
neuropsychologists, or 
equivalent staff/personnel; 
Received by all stroke 
survivors, who undergo 
screening for cognitive 
and perceptual 
impairments using 
validated tools; 
Received by stroke 
survivors identified with 
cognitive and/or 
perceptual impairments, 
who then have a formal 
assessment and a 
structured, documented 
management plan 
implemented by trained 
personnel. 

Evidence of screening, 
assessment and management of 
cognitive and perceptual deficits. 
Data can be captured as: 
- Percentage of stroke survivors 
who receive appropriate 
screening/assessment/managem
ent of cognitive and perceptual 
deficits.   
- Numerator: Number of stroke 
survivors documented as having 
received appropriate 
screening/assessment/managem
ent of cognitive and perceptual 
deficits. 
- Denominator: Total number of 
stroke survivors during 
measurement period. 

Patient-level Recommendations: Prevention and management of complications 

37 Regular skin 
assessments using an 
objective scale of risk 
(e.g., Braden scale13) 
are conducted within 8 
hours of admission to 
stroke rehabilitation, 
and re-conducted after 
change of clinical 
status. A prevention 
and management plan 
including repositioning 
every 4-6 hours, and 
use of barrier creams 
and/or pressure 
redistribution devices 
as appropriate, are 
enacted for people who 
are identified to be at 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

A pressure injury is a 
localized damage to the skin 
and/or underlying soft 
tissue, usually over a bony 
prominence or under a 
medical device, caused by 
sustained pressure, or 
pressure combined with 
shear, that impairs blood 
flow and leads to tissue 
damage. 

Pressure injury prevention and management 
post-stroke will be delivered through early 
risk assessment and a structured care plan. 
All patients will have a validated 
skin/pressure risk assessment (e.g., Braden 
Scale) within 8 hours of admission and after 
any significant change in clinical status. For 
those at high risk, a documented prevention 
and management plan will include 
repositioning at least every 4–6 hours, use of 
barrier creams and/or pressure-redistributing 
devices, and, where appropriate, education 
of family or caregivers to assist with 
repositioning and skin care.  

Delivered by nurse, 
occupational therapist, or 
equivalent staff/personnel;  
Received by stroke 
survivors at risk of 
pressure injury (e.g., with 
sensory loss, impaired 
mobility or consciousness, 
incontinence, or poor 
nutrition). 

Evidence of assessment and 
management of pressure injury. 
Data can be captured as: 
- Percentage of stroke survivors 
who receive appropriate 
assessment/management of 
pressure injury.   
- Numerator: Number of stroke 
survivors documented as having 
received appropriate 
assessment/management of 
pressure injury. 
- Denominator: Total number of 
stroke survivors at risk of 
developing pressure injury (e.g., 
with sensory loss, impaired 
mobility or consciousness, 
incontinence, or poor nutrition). 
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high risk of pressure 
injury. 

38 For DVT prophylaxis in 
people with ischaemic 
stroke who are 
immobile, low-
molecular weight 
heparin in prophylactic 
doses may be used in 
the absence of 
contraindications. 
Antithrombotic 
stockings are not 
recommended for the 
prevention of DVT or 
PE post stroke.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Deep venous thrombosis 
(DVT) is the formation of a 
blood clot in a deep vein, 
usually in the leg, due to 
factors such as immobility. It 
is a serious medical 
complication because the 
clot can grow or break off. A 
pulmonary embolism (PE) is 
a life-threatening 
complication in which part of 
a DVT clot travels to and 
blocks an artery in the 
lungs, causing impaired 
blood flow and potentially 
death if not promptly 
treated.  

Usually delivered through a standard DVT 
prophylaxis protocol for immobile patients 
with ischaemic stroke, applied consistently 
on the stroke unit and during any 
subsequent inpatient stay. Eligible patients 
are assessed for contraindications to 
anticoagulation (e.g., active bleeding, very 
high haemorrhagic risk, severe 
thrombocytopenia), and, if none are present, 
started on prophylactic-dose 
low-molecular-weight heparin (such as 
enoxaparin 40 mg once daily, or an 
equivalent regimen according to local policy) 
as soon as clinically appropriate and usually 
within the first few days after stroke. The 
drug is prescribed on the medication chart, 
administered by subcutaneous injection, and 
continued for the recommended duration or 
until the patient is mobile; staff monitor for 
signs of bleeding, thrombocytopenia, and 
changes in renal function, and adjust 
treatment if needed. At the same time, the 
protocol should clearly state that graduated 
compression or “antithrombotic” stockings 
must not be used for prevention of DVT or 
PE after stroke, and this is reinforced 
through staff education, nursing care plans, 
and routine prescription review to prevent 
inappropriate stocking use. However, 
intermittent pneumatic compression can be 
considered if centres have them. 

Delivered by medical 
doctor, nurse or equivalent 
staff/personnel; 
Received by stroke 
survivors with ischemic 
stroke and suspected or 
confirmed DVT/PE. 

Evidence of assessment and 
management of risk of DVT/PE. 
To score "fully met", ensure 
antithrombotic stockings are NOT 
used as part of routine care. Data 
can be captured as: 
- Percentage of stroke survivors 
who receive appropriate DVT/PE 
risk management.   
- Numerator: Number of stroke 
survivors documented as having 
received appropriate DVT/PE risk 
management. 
- Denominator: Total number of 
ischaemic stroke survivors at risk 
of developing DVT/PE (e.g., 
stroke survivors who are 
immobile). 
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39 Stroke survivors with 
suspected urinary 
incontinence are 
assessed by trained 
personnel using a 
structured functional 
assessment. If urinary 
incontinence is 
detected, a structured 
continence 
management plan is 
formulated, 
documented and 
implemented. Routine 
use of indwelling 
catheters is not 
recommended. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Bladder dysfunction is 
defined as disturbance of 
normal bladder function, in 
which the bladder has 
difficulty storing, controlling, 
or emptying urine, leading to 
problems such as urgency, 
frequency, incontinence, 
retention, or a weak stream. 
Other associated terms 
include urge incontinence 
(i.e., due to detrusor 
overactivity resulting in a 
sudden and strong urge to 
urinate) or functional 
incontinence (i.e., due to 
cognitive, language, and/or 
physical immobility post-
stroke in presence of normal 
bladder function). 

Assessment should be conducted by trained 
personnel using a structured, functional 
assessment. This requires 5 sequential 
steps: 
1. Clinical history assessment 
2. Measurement of severity and impact of 
symptoms using validated scale/s 
3. Physical examination (pelvic floor muscle 
function, neurological examination) 
4. Simple investigations (urinalysis, 
measurement of post-void residual volume) 
5. Advanced investigations (urodynamic 
tests, pressure-flow studies) 
 
Depending on cause, management may 
include: anticholinergic medications, 
prompted/scheduled voiding regime / timed 
toileting, containment aids (e.g., 
incontinence pads, etc) 
 
Routine use of indwelling catheters is not 
recommended. 

Delivered by medical 
doctor, nurse or equivalent 
staff/personnel; 
Received by stroke 
survivors with suspected 
or confirmed bladder 
dysfunction. 

Evidence of assessment and 
management of bladder 
dysfunction. To score "fully met", 
ensure indwelling catheters are 
NOT used as part of routine care. 
Data can be captured as: 
- Percentage of stroke survivors 
who receive appropriate 
assessment and management of 
bladder dysfunction.   
- Numerator: Number of stroke 
survivors documented as having 
received appropriate assessment 
and management of bladder 
dysfunction. 
- Denominator: Total number of 
stroke survivors with bladder 
dysfunction. 

40 Stroke survivors with 
suspected faecal 
incontinence or 
constipation are 
assessed by trained 
personnel using a 
structured functional 
assessment. If faecal 
incontinence or 
constipation are 
detected, a structured 
bowel management 
plan is formulated, 
documented and 
implemented.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Bowel dysfunction is defined 
as disturbance of normal 
bowel function, typically 
involving difficulty passing 
stool (constipation), loss of 
control over bowel 
movements (faecal 
incontinence), or abnormal 
frequency or consistency of 
stools.   

Assessment should be conducted by trained 
personnel using a structured functional 
assessment. This can occur via: 
1. Clinical history assessment (e.g., 
functional toileting problems, bowel symptom 
history such as rectal outlet delay, 
constipation or faecal incontinence) 
2.  Physical examination (e.g., rectal and 
neurological examinations, rectal stool 
impaction) 
3. Investigations (e.g., abdominal x-ray for 
rectal stool impaction) 
 
Depending on cause, management can 
include: suppositories, footstool use, 
enemas, short-term laxatives, increase 
frequency of mobilisation (for constipation), 
prompted or scheduled voiding regime 
programme/bowel retraining, containment 
aids (e.g., incontinence pads), other 
strategies such as dietary advice, skin care, 
odour control 

Delivered by medical 
doctor, nurse or equivalent 
staff/personnel; 
Received by stroke 
survivors with suspected 
or confirmed bowel 
dysfunction. 

Evidence of assessment and 
management of bowel 
dysfunction. Data can be 
captured as: 
- Percentage of stroke survivors 
who receive appropriate 
assessment and management of 
bowel dysfunction.   
- Numerator: Number of stroke 
survivors documented as having 
received appropriate assessment 
and management of bowel 
dysfunction. 
- Denominator: Total number of 
stroke survivors with bowel 
dysfunction. 
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41 For stroke survivors at 
risk of falling, 
multifactorial 
interventions, including 
an individually 
prescribed exercise 
programme and advice 
on safety, are provided. 
People with severe 
vitamin D deficiency 
are offered 
supplementation.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

A fall is defined as a 
sudden, unintentional loss 
of balance that causes a 
person to move from an 
upright position to a lower 
level, typically ending up on 
the ground or floor. 
Management often includes 
assessment and treatment 
of stroke-related 
impairments (e.g., muscle 
weakness, sensory loss, 
neglect) that contribute to 
balance deficits and falls.                                                            

Post-stroke fall risk management will be 
delivered through a structured process that 
begins with a comprehensive assessment of 
underlying risk factors, including muscle 
strength, sensation, attention, visual and 
spatial perception, medications and their 
side effects, nutrition, hydration, and sleep. 
Based on this assessment, an individualised 
intervention programme will be provided, 
which may include task-specific balance, 
strength, and gait training, home hazard 
assessment and modification, vision 
assessment and correction, education, and 
prescription of appropriate assistive devices. 
A qualified health professional will usually 
conduct a detailed home assessment to 
identify and reduce environmental fall 
hazards. Vitamin D levels will be checked, 
and people with severe deficiency will be 
offered supplementation as part of their fall 
risk management plan. 

Delivered by medical 
doctor, physiotherapist, 
occupational therapist, 
nurses or equivalent 
staff/personnel; 
Received by stroke 
survivors at risk of falling 
(e.g., presence of 
impairments such as 
weakness, loss of 
sensation, neglect).  

Evidence of post-stroke falls risk 
assessment and management. 
Data can be captured as: 
- Percentage of stroke survivors 
who receive appropriate 
assessment and management of 
falls risk.   
- Numerator: Number of stroke 
survivors documented as having 
received appropriate assessment 
and management of falls risk. 
- Denominator: Total number of 
stroke survivors at risk of falls 
(e.g., stroke survivors with 
identified mobility, balance, or 
other falls risk factors). 

42 Stroke survivors with 
motor weakness are 
assessed for spasticity. 
Management should be 
organised if spasticity 
is contributing to pain, 
difficulty with personal 
hygiene and dressing 
activities, and/or for 
cosmesis. 
Management strategies 
may include medical 
interventions such as 
Botulinum Toxin A 
injections, 
accompanied by active 
movements and 
neuromuscular 
electrical stimulation. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Spasticity is defined as a 
motor disorder 
characterised by a velocity-
dependent increase in tonic 
stretch reflexes (muscle 
tone) with exaggerated 
tendon jerks resulting from 
hyper-excitability of the 
stretch reflex as one 
component of the upper 
motor neuron syndrome. 
Stroke survivors with motor 
weakness undergo timely 
assessment for spasticity, 
and appropriate spasticity 
management is initiated 
when it contributes to pain, 
personal care difficulties 
(hygiene, dressing), or 
cosmetic concerns. 

Spasticity can be assessed using 
standardised clinical tools such as the 
Modified Tardieu Scale, or Modified 
Ashworth Scale14, with clear documentation 
of whether it contributes to pain, difficulties in 
personal hygiene or dressing, cosmetic 
concerns, or significant activity limitations 
(e.g., standing). When assessment shows 
that spasticity is problematic from the stroke 
survivor’s or carer’s perspective, an 
individualized management plan is 
developed and discussed, which may 
include medical interventions such as 
Botulinum Toxin A injections (and, in some 
cases, oral medications), alongside adjunct 
therapies like active movement training and 
neuromuscular electrical stimulation 
integrated into routine therapy sessions. The 
response to these interventions is reviewed 
regularly and the plan is adjusted through an 
agreed referral and multidisciplinary 
pathway, ensuring that appropriate 
specialists are involved when more complex 
spasticity management is required. 

Delivered by medical 
doctor, physiotherapist, 
occupational therapist, 
nurses or equivalent 
staff/personnel; 
Received by stroke 
survivors with motor 
weakness/at risk of 
spasticity 

Evidence of assessment of 
spasticity (e.g., protocols/clinical 
pathways). Data can be captured 
as: 
- Percentage of stroke survivors 
who receive appropriate 
assessment of spasticity. 
- Numerator: Number of stroke 
survivors documented as having 
received appropriate assessment 
of spasticity. 
- Denominator: Total number of 
stroke survivors at risk of 
spasticity (e.g., number of stroke 
survivors with motor weakness). 
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43 People with persistent 
or progressive focal 
spasticity after stroke 
affecting one or two 
areas for whom a 
therapeutic goal can be 
identified (e.g., ease of 
care, pain) may be 
offered intramuscular 
botulinum toxin. This 
should be 
accompanied by 
rehabilitation therapy.   

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Management of spasticity 
includes the delivery of 
intramuscular botulinum 
toxin to reduce persistent or 
progressive focal spasticity 
affecting one or two areas. 
This is often followed by 
rehabilitation therapy that 
focuses on strengthening 
and movement. 

Stroke survivors with focal spasticity that 
persists or worsens after initial conservative 
measures, and is largely confined to one or 
two regions, should first have collaboratively 
defined, specific therapeutic goals (e.g., 
easier hand opening for palm hygiene, 
reduced shoulder pain for dressing, or 
improved limb position in the wheelchair). 
Intramuscular botulinum toxin is then 
delivered by a suitably qualified clinician to 
the targeted muscles when spasticity is 
persistent and causes pain, loss of range of 
motion, or interferes with personal care or 
hygiene, with the aim of reducing pain or 
discomfort and restoring range of motion or 
ease of care; in some cases, oral 
medications may also be used as part of 
medical management. Rehabilitation therapy 
provided after injections includes active 
movements, neuromuscular electrical 
stimulation, positioning, splinting/serial 
casting (if needed), task-specific functional 
activities, and goal-related practice, 
integrated into routine therapy sessions. 
Spasticity is only actively treated when 
clinical assessment indicates it is causing 
pain, difficulty with personal hygiene, 
affecting appearance from the person’s 
perspective, or significantly limiting activities 
such as standing, and the person’s progress 
towards agreed goals is reviewed regularly 
to ensure that injection patterns and the 
rehabilitation plan can be adjusted in 
subsequent cycles according to their 
response and changing needs. 

Injection delivered by 
qualified / trained member 
of the healthcare team 
(usually medical staff, may 
be qualified and trained 
advanced scope 
physiotherapist in some 
countries); 
Rehabilitation delivered by 
physiotherapist, 
occupational therapist, 
nurses or equivalent 
staff/personnel; 
Received by stroke 
survivors with 
persistent/progressive 
spasticity that impacts 
comfort, range of 
motion/movement, or daily 
care.  

Evidence of management of 
spasticity. Data can be captured 
as: 
- Percentage of stroke survivors 
who receive appropriate 
management of spasticity. 
- Numerator: Number of stroke 
survivors documented as having 
received appropriate 
management of spasticity. 
- Denominator: Total number of 
stroke survivors with 
persistent/progressive spasticity. 
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44 For stroke survivors at 
risk of shoulder 
subluxation, stroke 
survivors and 
carers/families are 
educated about proper 
manual handling, 
including how to 
position and support 
the arm (e.g., use of 
arm sling during 
standing/walking, use 
of lap trays in sitting). 
Interventions such as 
electrical stimulation 
may be considered. 
Shoulder strapping 
should not be routinely 
used. 
 
  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Shoulder subluxation is 
defined as the inferior 
displacement of the humeral 
head, relative to the glenoid 
fossa. It occurs due to 
weakness of the shoulder 
muscles and is sometimes 
associated with shoulder 
pain.  

Stroke survivors with or at risk of shoulder 
subluxation should be educated to support 
the weight of their arm (e.g., using pillows or 
lap trays while sitting, slings during standing 
activities). Stroke survivors, family members 
and all staff should consistently use safe 
manual handling techniques, ensuring the 
shoulder is supported in an anatomically 
correct position and avoiding pulling on the 
affected arm during transfers and other 
exercises. Electrical stimulation of shoulder 
muscles (i.e., supraspinatus and posterior 
deltoid) may be considered (not compulsory 
to meet criteria). Shoulder strapping is not 
advisable as an intervention to prevent or 
reduce shoulder subluxation, as minor skin 
irritation may occur in a small proportion of 
individuals with poor skin integrity.    

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel; 
Received by stroke 
survivors at risk of 
shoulder subluxation (e.g., 
stroke survivors who are 
unable to move their arm, 
or have significant 
weakness around 
shoulder joint/less than 
antigravity strength in 
shoulder muscles).  
  

Evidence of education or training 
on manual handling and safe 
positioning/supporting of the arm. 
To score "fully met", ensure 
shoulder strapping is NOT used 
as part of routine care. Data can 
be captured as: 
- Percentage of stroke survivors 
who receive education or training 
on manual handling and safe 
positioning/supporting of the arm. 
- Numerator: Number of stroke 
survivors/caregivers documented 
as having received education or 
training on manual handling and 
safe positioning/supporting of the 
arm. 
- Denominator: Total number of 
stroke survivors at risk of 
shoulder subluxation (e.g., 
number of stroke survivors with 
weakness in arm/unable to hold 
arm in  90 degree shoulder 
flexion and external rotation) 

45 For stroke survivors at 
risk of shoulder pain, 
stroke survivors and 
carers/families are 
educated about proper 
manual handling, 
including how to 
position and support 
the arm and to avoid 
pulling or sleeping on 
the arm. Interventions 
such as shoulder 
strapping, electrical 
stimulation and 
shoulder injections may 
be considered. 
Overhead pulleys 
should not be used.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Shoulder pain is defined as 
pain around the shoulder 
area. It is often described by 
stroke survivors to be 
intermittent and diffuse in 
origin. It is hard to pinpoint 
the exact cause, and is 
often treated as acute 
musculoskeletal pain.  

Management focuses on reducing 
aggravating factors (e.g., reducing pressure 
on the shoulder by not sleeping on shoulder, 
not lifting the arm above shoulder height) 
and promoting easing factors (e.g., sleeping 
on other shoulder/supporting the arm and 
keeping it below shoulder height). Safe 
manual handling must be applied 
consistently to protect the shoulder joint, and 
traction through the joint and unsupported 
range-of-movement exercises (e.g., 
overhead pulleys) should be avoided. 
Management is broadly similar to that for 
shoulder subluxation, with the additional 
options of shoulder strapping and 
medications, and can also include 
subacromial steroid injections for rotator cuff 
pathology or a suprascapular nerve block. 

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel; 
Received by stroke 
survivors at risk of 
shoulder pain (e.g., stroke 
survivors who are unable 
to move their arm, or have 
significant weakness 
around shoulder joint/less 
than antigravity strength in 
shoulder muscles).  

Evidence of education or training 
on manual handling and safe 
positioning/supporting of the arm. 
To score "fully met", ensure 
overhead pulleys are NOT used 
as part of routine care. Data can 
be captured as: 
- Percentage of stroke survivors 
who receive education or training 
on manual handling and safe 
positioning/supporting of the arm. 
- Numerator: Number of stroke 
survivors/caregivers documented 
as having received education or 
training on manual handling and 
safe positioning/supporting of the 
arm. 
- Denominator: Total number of 
stroke survivors at risk of 
shoulder pain (e.g., number of 
stroke survivors with weakness in 
arm/unable to hold arm in  90 
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degree shoulder flexion and 
external rotation) 

46 For patients at risk of 
contractures or who 
have developed 
contractures, 
comprehensive active 
therapy should be used 
in the prevention and 
management of 
contractures, rather 
than splinting and/or 
stretching. Splinting 
and/or stretching 
should NOT be 
routinely used. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Contracture is defined as 
the shortening of soft 
tissues resulting in the loss 
of passive joint range of 
motion. Contracture is often 
associated with muscle 
weakness and/or spasticity. 
Contracture typically occurs 
in weak muscles that remain 
in shortened positions for 
prolonged periods of time. 
Muscle groups at risk of 
contractures typically 
include shoulder adductors, 
shoulder internal rotators, 
elbow flexors, forearm 
pronators, wrist and finger 
flexors, hip and knee 
flexors, and ankle plantar 
flexors. 

Comprehensive therapy can be delivered in 
the form of strengthening exercises with 
muscles in lengthened position, and regular 
positioning. Some examples of strengthening 
exercises with muscles in lengthened 
positions include wrist extension 
(lengthening wrist flexor muscles), and sit-to-
stand exercises (lengthening ankle plantar 
flexor muscles). Some examples of regular 
positioning include having a pillow under the 
arm (in sitting), pillow at the end of the bed 
(in supine) and feet positioned in footplates 
of wheelchair (in sitting). These positions 
ensure that the muscles at risk of 
contractures do not remain in shortened 
positions for prolonged periods of time, and 
are more easily tolerated than positions for 
stretching. (Note: stretching involves placing 
the muscles in a maximally lengthened 
position and is typically more uncomfortable 
than regular positioning.) 

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel; 
Received by stroke 
survivors at risk of 
contractures (e.g., stroke 
survivors who are unable 
to move their arm or leg, 
and have significant 
weakness and/or 
spasticity around a joint).  

Evidence of providing 
comprehensive active therapy 
and/or regular positioning to 
stroke survivor. To score "fully 
met", ensure stretching and/or 
splinting is NOT routinely used as 
part of routine care. If prescribed, 
reasons need to be clear. Data 
can be captured as: 
- Percentage of stroke survivors 
who receive comprehensive 
active therapy and/or regular 
positioning.  
- Numerator: Number of stroke 
survivors documented as having 
received comprehensive active 
therapy and/or regular 
positioning. 
- Denominator: Total number of 
stroke survivors at risk of or who 
have contractures (e.g., number 
of stroke survivors with weakness 
in arm/leg). 

Patient-level Recommendations: Discharge planning and support 
47 Centre has a follow-up 

system in which stroke 
survivors are reviewed 
at least once after their 
discharge from 
hospital. During these 
follow-up sessions, 
their health and social 
care needs are 
assessed and 
addressed accordingly.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

A follow-up system for 
stroke is a structured 
process to review each 
stroke survivor after they 
leave hospital, at least once, 
to check how they are 
managing and what further 
help they need. It is used to 
reassess medical issues, 
rehabilitation progress, and 
social support needs, and to 
put in place any additional 
treatment, therapy, or 
community services 
required. 

This can be done by arranging follow-up 
appointments after discharge, held in 
person, by telephone, or through telehealth. 
During these reviews, multidisciplinary staff 
check the person’s current status, identify 
any ongoing or new problems/unmet needs, 
and co-ordinate appropriate treatments, or 
referrals to other services. 

Delivered by any member 
of the rehabilitation team 
or equivalent 
staff/personnel. 
Received by all stroke 
survivors discharged from 
the rehabilitation service. 

Evidence of a follow-up 
system/process (e.g., recorded 
follow-up appointments, 
documented notes that health 
and social care needs were met 
and appropriate actions or 
referrals were made). Data can 
be captured as: 
- Percentage of stroke survivors 
who receive a post-discharge 
follow-up review. 
- Numerator:  Number of stroke 
survivors who receive a post-
discharge follow-up review. 
- Denominator: Total number of 
stroke survivors discharged from 
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rehabilitation during the 
measurement period. 

48 Centre should provide 
a documented 
comprehensive 
discharge plan, 
including ongoing 
therapy, plans for care 
and/or follow-ups 
(where relevant) for 
stroke survivors. Early 
Supported Discharge 
(ESD) services can be 
part of the 
comprehensive 
discharge plan, 
particularly if offered to 
stroke survivors with 
mild to moderate 
disability, where 
appropriate home-
based coordinated 
stroke care is available. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met  

When stroke survivors are 
discharged from 
rehabilitation services, they 
need information about 
ongoing healthcare and 
community supports. 
Discharge plans are the 
collated set of activities 
planned by the rehabilitation 
team with the stroke 
survivor/carer, including 
details about follow-up visits 
+/- further rehabilitation, 
contact details of relevant 
health professionals or 
support agencies involved, 
secondary prevention plans, 
relevant details about 
equipment providers etc. In 
some centres, early 
supported discharge (ESD) 
can be part of the discharge 
plans, and is defined as a 
service that offers people in 
hospital an early discharge 
with support and/or 
‘therapeutic’ rehabilitation at 
home.  

A comprehensive discharge plan and early 
ESD involve giving the patient and caregiver 
a clear, written plan that includes key contact 
details, follow-up appointments, and next 
steps, and making sure this is explained and 
handed over before leaving hospital. If there 
is an ESD programme, this is usually 
provided on most weekdays (about 4–5 days 
per week) over 4–5 weeks, or until agreed 
recovery goals are reached, typically within 
three months.   
 
ESD is organised through regular 
multidisciplinary team meetings and starts 
with early identification of suitable patients in 
hospital, a visit from a key team member, 
and joint discharge planning with the patient 
and carer, which may include a 
pre-discharge home visit or an 
environmental home review. Care is 
documented in medical records and in a 
formal discharge summary at the end of the 
ESD period, which may be shared with the 
patient. Support and rehabilitation from the 
ESD team can include information, 
psychological and social support (e.g., inks 
to support groups), and hands-on 
rehabilitation for everyday activities like 
dressing, showering, meal preparation, 
transfers, sitting, standing, walking, reaching 
and hand use, as well as speech and 
language therapy or equivalent input from 

Delivered by any member 
of the rehabilitation team 
or equivalent 
staff/personnel, with early 
ESD staffed according to 
locally agreed full-time 
equivalent (FTE) 
arrangements for each 
professional group15.  
Received by all stroke 
survivors discharged from 
the rehabilitation service, 
with ESD offered, where 
available, to those with 
mild to moderate disability 
who are suitable for early 
supported discharge (e.g., 
Barthel Index16 scores of 
~10–18 out of 20). 

Evidence comprehensive 
discharge plan provided to stroke 
survivor and/or carer (e.g., 
printed summaries, exercise 
videos, contact numbers, pre-
scheduled follow-ups recorded in 
clinical notes), existence of an 
ESD with access to appropriate 
medical, nursing, and allied 
health staff, and staffing levels 
informed by published guidance, 
such as Langhorne et al17. Data 
can be captured as: 
- Percentage of stroke survivors 
with comprehensive discharge 
plan, and where appropriate, 
ESD services. 
- Numerator: Numerator: Number 
of stroke survivors with 
documented provision of a 
discharge plan (in any 
recognised format) and, where 
relevant, documented evidence 
of having accessed an ESD 
service within the centre. 
- Denominator: Total number of 
stroke survivors discharged from 
rehabilitation during the 
measurement period. 
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medical, nursing, or allied health 
professionals. 

49 Centre refers patients 
for ongoing therapy 
delivered by trained 
clinicians for people 
with difficulty 
performing activities of 
daily living after leaving 
hospital. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Activities of daily living 
(ADL) are the basic 
self-care tasks people need 
to manage everyday life, 
and therapy focuses on 
improving a person’s ability 
to carry these out. These 
tasks include eating and 
drinking, functional mobility, 
going to the toilet, dressing, 
carrying out personal 
hygiene (including washing 
body, bathing/showering), 
and grooming (including oral 
hygiene). 

ADL therapy is usually led by occupational 
therapists, who start with a detailed 
assessment of what the person can do and 
where they need help. Treatment then uses 
task-focused or activity-based practice of 
everyday tasks, teaching adaptive or 
compensatory techniques to facilitate ADL 
completion as independently as possible. 
Assistive technology (e.g., modified cutlery, 
dressing aids, shower chairs, or grab bars) is 
introduced where helpful, alongside 
environmental changes like ramps, hoists, 
stair lifts, or handrails at home. In low- and 
middle-income countries, some ADL training 
tasks can be shared or shifted to other 
trained health workers or rehabilitation 
assistants (i.e., use of task shifting and task 
sharing approaches) to increase access. 
Criteria pertains to ADL service provided 
post-discharge from hospital. 

Delivered by occupational 
therapist, or equivalent 
staff/personnel. 
Received by stroke 
survivors with ADL goals. 

Evidence of ADL therapy that is 
available and arranged for stroke 
survivors after discharge. Data 
can be captured as: 
- Percentage of stroke survivors 
who have access to 
post-discharge ADL services and 
receive them. 
- Numerator: Number of stroke 
survivors who receive post-
discharge ADL services.  
- Denominator: Total number of 
stroke survivors with ADL goals 
during the measurement period. 

50 Centre provides 
telehealth services that 
may be used as an 
alternative approach to 
delivering 
rehabilitation, 
especially for stroke 
survivors who cannot 
access specialist 
rehabilitation in the 
community. It may also 
be used as an adjunct 
to in-person therapy. 
Delivering of specific 
interventions via 
telehealth should only 
be considered for those 
that have 
demonstrated benefits. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Telehealth rehabilitation 
services involve delivering 
stroke rehabilitation to 
patients at a distance using 
information and 
communication technologies 
(e.g., video calls, apps, or 
online platforms) to facilitate 
work with a rehabilitation 
professional while in a 
different location. These 
services are specifically 
aimed at providing 
assessment, therapy, 
monitoring, and education 
directly to patients, and do 
not include programmes 
that use telehealth only to 
train or support healthcare 
professionals. 

Telehealth stroke rehabilitation can deliver a 
full range of rehab services at a distance, 
including assessment, prevention, treatment, 
supervision, education, consultation, and 
counselling, with a particular emphasis on 
daily living activities, sitting and standing 
balance, arm and hand function, 
communication after aphasia, and mood or 
depression. These services are provided 
using interactive technologies such as 
telephone calls, videoconferencing, desktop 
video systems, and monitoring through 
sensors or wearable devices, and may use 
real-time sessions or “store and forward” 
methods such as emails, recorded videos, or 
online resources, often involving more than 
one health professional working together. 

Delivered by medical, 
nursing, allied health 
professional (including 
psychologist) or equivalent 
staff/personnel. 
Received by stroke 
survivors with 
rehabilitation goals and 
who would benefit from 
telehealth rehabilitation. 

Evidence of telehealth 
rehabilitation service delivered to 
stroke survivors (e.g., referral and 
clinical pathways of telehealth 
rehabilitation, record logs of 
video calls made). Data can be 
captured as: 
- Percentage of stroke survivors 
who receive telehealth 
rehabilitation services. 
- Numerator: Number of stroke 
survivors who receive telehealth 
rehabilitation services.   
- Denominator: Total number of 
stroke survivors appropriate for 
telehealth rehabilitation service 
during the measurement period. 
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51 Carers of stroke 
survivors (i.e., 
spouses, family 
members or friends 
who support the stroke 
survivor) should be 
provided with tailored 
support during the 
recovery process. The 
tailored support 
depends on the carer's 
needs, and can include 
information provision, 
opportunities to talk 
with relevant health 
professionals and/or 
referrals to appropriate 
community services. 
Support is offered and 
delivered in a mode 
that suits the carer.   

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Carer support is defined as 
any strategy designed to 
meet specific information 
needs and support needs 
(which encompass physical, 
mental and emotional 
support), since carers will 
have different needs 
throughout the recovery 
process. 

Tailored support can include educational 
resources/packages to build carers’ skills 
and confidence, help with their own self-care 
and mental health, and information on carer 
groups, financial subsidies, and social 
services. It is provided throughout recovery, 
individually or in groups, in person, by 
phone, or online, depending on the carer’s 
needs. Support can involve information 
provision, chances to speak with relevant 
health professionals, and referrals to 
appropriate community services, and is 
offered in a mode that suits the carer. 

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel; 
Received by 
partners/family 
members/friends/ 
caregivers of stroke 
survivors who support the 
stroke survivor during the 
recovery process. 

Evidence of providing tailored 
support to carers.  
Data can be captured as: 
- Percentage of carers who 
receive tailored support. 
- Numerator: Number of carers 
for stroke survivors documented 
as having received tailored 
support (e.g., information 
materials on contacts for carer 
support groups). 
- Denominator: Total number of 
carers (e.g., number of stroke 
survivors with carers). 

52 Self-management 
interventions that are 
directed by the stroke 
survivor, should be 
offered on discharge or 
within the first four 
months of transition to 
community living. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Self-management is defined 
as taking an active part in 
the management of own 
condition, particularly for 
people with chronic 
diseases. 

Components of a self- management 
intervention after stroke may include 
problem‐solving, goal‐setting, decision‐
making, self-monitoring, coping with the 
condition, or interventions that sustain or 
progress physical and psychological well-
being. They can be delivered in one‐to‐one 
or group format, and can have varying 

delivery styles such as face‐to‐face or online 
communication, written materials, or 
telephone. Sometimes, materials/resources 
such as log book (to document/record goals, 
mood, medication adherence), and/or 
equipment (e.g., fitness tracker, blood 
pressure machine) are provided to help with 
self-management of risk factors, 
complications and other problems post-
stroke. 

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel working in 
the community. Can 
include health 
professionals and/or lay 
leaders;  
Received by stroke 
survivors who are 
discharged to living in the 
community. 

Evidence of referring or engaging 
stroke survivors in the 
participation of a self-
management programme before 
discharge. Data can be captured 
as: 
- Percentage of stroke survivors 
who receive a self-management 
intervention. 
- Numerator: Number of stroke 
survivors documented as having 
received a self-management 
intervention. 
- Denominator: Total number of 
stroke survivors discharged to 
living in the community. 
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53 Stroke survivors who 
are to be discharged to 
the community have 
their community 
mobility assessed and 
receive appropriate 
rehabilitation, help or 
support to return to 
mobility in the 
community.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Community mobility is 
defined as getting out and 
about in the community, and 
is important for promoting 
participation and preventing 
social isolation.  

Community mobility interventions are varied 
and depend on the stroke survivor's needs. 
Interventions can include rehabilitation (e.g., 
walking outdoors in crowds, various 
surfaces/terrains, lighting and distractions, 
crossing roads, stairs, escorted travels on 
buses and trains etc), prescription of 
assistive devices (e.g., walking sticks, 
wheelchairs, motorized scooters) and/or 
referrals to social services or stroke support 
organisations to support the stroke survivor 
to move about in their community (e.g., 
community-based exercise 
programmes/events). Rehabilitation may 
also include virtual reality training that 
mimics community walking.  

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel working in 
the community/social 
services setting; 
Received by stroke 
survivors with difficulty in 
outdoor mobility and who 
can mobilise outdoors 
independently prior to 
stroke. 

Evidence of community mobility 
assessment, rehabilitation, help 
or support provided to stroke 
survivors.  Data can be captured 
as: 
- Percentage of stroke survivors 
who receive help with community 
mobility. 
- Numerator: Number of stroke 
survivors documented as having 
been engaged in community 
mobility. 
- Denominator: Total number of 
stroke survivors discharged to 
the community who were 
previously mobilising outdoors 
independently. 

54 Stroke survivors being 
discharged to the 
community are asked 
about their employment 
(paid and unpaid) prior 
to their stroke and if 
they wish to return to 
work or study. A formal 
assessment and 
management plan is 
initiated for stroke 
survivors who wish to 
return to work or study. 

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Employment is defined as 
return to work, study or 
other vocational activity. It is 
linked to a person's 
financial, psychological and 
emotional well-being. 
Sometimes, it also has 
implications on the family, 
particularly if the stroke 
survivor was previously the 
main income earner or carer 
of young children or elderly 
family members.  

The rehabilitation team discusses prior 
employment and goals of return to work, 
study or vocational activities. A formal 
assessment and management plan might not 
take place at the rehabilitation hospital, but 
should be initiated if the stroke survivor has 
a goal of returning to work or studies. This 
might require a referral from the hospital to 
another specialist centre or supported 
employment service to conduct more 
detailed assessments and interventions 
including site visits and workplace 
interventions. 

Delivered by any member 
of the rehabilitation team, 
or equivalent 
staff/personnel working in 
the community/social 
services setting;  
Received by stroke 
survivors previously 
engaged in work, study or 
other vocational activity 
and have intention to 
return to them. 

Evidence of asking stroke 
survivors regarding the status of 
their work, study or vocational 
activities. Can include referrals to 
more appropriate organisations 
for formal assessment and 
management. Data can be 
captured as: 
- Percentage of stroke survivors 
who were asked about return to 
employment. 
- Numerator: Number of stroke 
survivors documented as having 
been asked about employment or 
has a formal assessment and 
management plan to return to 
work, study or vocational 
activities. 
- Denominator: Total number of 
stroke survivors discharged to 
the community who were 
previously working, studying or 
volunteering and intend to return 
to activities post-stroke. 
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55 Stroke survivors are 
given information about 
the availability and 
potential benefits of a 
local stroke support 
group and/or other 
sources of peer 
support before leaving 
hospital and when back 
in the community.  

Ž  Fully met 
Ž  Partially met 
Ž  Not met 
Ž  Not applicable: 
_____________ 

Peer support is defined as 
the sharing of experiences 
with others. 

The rehabilitation team gives information 
about local options for peer support, or other 
options for connecting with peers. Peer 
support may be delivered individually, in a 
group, face-to-face, online, or by telephone.  

Delivered, offered and/or 
facilitated by any member 
of the rehabilitation team; 
Received by stroke 
survivors and their 
families/caregivers. 

Evidence of information re: local 
stroke support group/peer 
support given to stroke survivors 
and/or families/caregivers prior to 
discharge (e.g., contacts for peer 
support groups and other 
relevant resources).  
Data can be captured as: 
- Percentage of stroke survivors 
who receive information about 
stroke support groups. 
- Numerator: Number of stroke 
survivors documented as having 
received information about stroke 
support groups. 
- Denominator: Total number of 
stroke survivors discharged to 
the community during 
measurement period. 
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