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Abstract: The Canadian Stroke Best Practice Recommendations 7th

edition update of the Rehabilitation, Recovery and Community Partic-
ipation module is presented in three parts. This publication, Part One
of the series, reflects the growing and changing body of research evi-
dence available to guide planning, ongoing screening and assessment,
management, education, and support of individuals with stroke, their
families, and caregivers. This module provides guidance for the plan-
ning and delivery of coordinated and seamless systems of care from
acute stroke onset to return to community settings by an interdisciplinary
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team of healthcare providers with expertise in stroke. These recom-
mendations were developed with active involvement of people with
lived experience of stroke at all phases. These recommendations are
intended to support the progress achieved during the initial recovery
stages and enable individuals with stroke to resume life roles and lei-
sure activities as best as possible, to achieve optimal recovery goals.
Evidence for effective rehabilitation therapies and support for individ-
uals with stroke and their families continues to emerge and gaps in
knowledge should drive future research.
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S troke is on the rise in Canadawith over 108,000 individuals
with stroke presenting to hospitals in 2017/18 in Canada.1

As a leading cause of adult disability, stroke creates challenges
not only during the acute phase but throughout the transition to
community and beyond. More than 60% of people with stroke
have physical challenges requiring rehabilitation2 and approx-
imately 40% have persisting difficulties with thinking and
memory.3 Following the acute phase of stroke, access to stroke
rehabilitation is crucial to maximizing recovery. The transition
from hospital to community represents a critical period that
significantly impacts long-term outcomes and quality of life.
It also has significant impacts on family members and informal
caregivers, who play a crucial role in recovery. In 2022/23,
there were 969,095 people 20 yrs of age and older estimated
to be living with the effects of stroke in Canada.4

In Canada, one-third of individuals with stroke, usually
with transient ischemic attack (TIA) and milder strokes, are
discharged back to the community directly from the emergency
department.5 Of those individuals admitted to acute inpatient
care, 39% are discharged to their homeswithout support services,
and an additional 19% are discharged to their home setting with
some support service referrals.6 Among individuals with stroke
in Canada, 15% will be transferred to an inpatient rehabilitation
service, 8%will be transferred to long-term care or complex con-
tinuing care.6 Despite the prevalence of post-stroke disability, ac-
cess to stroke rehabilitation services and community-based sup-
ports remains inconsistent across the country.

The complexity and needs of individuals with stroke, both
during inpatient stay and after returning to the community,
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have been increasing partly due to a rise in pre-existing comor-
bid health conditions, shorter lengths of inpatient stay, and lon-
ger waits for community services. Individuals recovering from
stroke often require the support of several interdisciplinary
team members and services. During Community Consultation
and Review Panel sessions conducted in 2024, participants re-
ported that the coordination and integration of these supports
are often major challengeswhen navigating community health-
care services, and they often feel they have fallen through the
cracks, resulting in an inability to meet their rehabilitation
goals. This is evenmore of a challenge for certain communities
such as Indigenous peoples and South Asian communities.7,8

At its core, stroke rehabilitation is fundamentally about re-
building skills that enable a meaningful and fulfilling life and to
support individuals in regaining independence, reconnecting
with their identities, and participating in activities that bring pur-
pose and joy. This person-centered focus recognizes that mean-
ingful recovery extends beyond clinical improvements to en-
compass the person’s ability to engage with their community,
maintain relationships, and pursue personally significant goals.

Therefore, the 7th update of the Canadian Stroke Best
Practice Recommendations (CSBPR)Rehabilitation, Recovery
and Community Participation following Stroke module has
been reorganized to better align with the International Classifi-
cation of Functioning, Disability and Health Framework.9 Fur-
thermore, due to the broad scope of topics covered in this mod-
ule, this updated 7th edition has been divided into three parts:
Part One: Stroke Rehabilitation Planning for Optimal Care
Delivery; Part Two: Delivery of Stroke Rehabilitation to Opti-
mize Functional Recovery; and, Part Three: Optimizing Activity
and Community Participation following Stroke, Update 2025.

This module, Part One: Stroke Rehabilitation Planning
for Optimal Care Delivery, reflects the growing and changing
body of research evidence available to guide planning, ongoing
screening and assessment, management, education, and sup-
port of individuals with stroke, their families, and caregivers.
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This module provides guidance for the planning and delivery
of coordinated and seamless systems of care by an interdisci-
plinary team of healthcare providers with expertise in stroke.

These recommendations are intended to provide up-to-date
evidence-based guidelines to support health system leaders and
rehabilitation teams in creating seamless, coordinated systems
of care. The guidelines aim to preserve progress achieved dur-
ing the early recovery stages and enable individuals with stroke
to transition back to community living, resume life roles and
engage in meaningful leisure activities to achieve optimal re-
covery goals. Evidence for effective rehabilitation therapies
and support for individuals with stroke and their families con-
tinues to emerge, and gaps in knowledge should drive future
research. Successful planning, recovery, transitions and com-
munity participation following stroke requires integrated and
coordinated person-centered efforts by all members of care
teams involved with individuals with stroke, their families
and caregivers, and the broader community.

Notable Updates for this module, Stroke Rehabilitation
Planning For Optimal Care Delivery Update 2025, include
promoting a broader scope of healthcare professionals who
have expertise to support the ongoing management of medical
comorbidities and other medical needs as part of inpatient and
community rehabilitation programs; expanded recommenda-
tions for the use of virtual modalities beyond therapy delivery
to support rehabilitation functions such as transitions planning
and education; an enhanced scope of sensory impairment rec-
ommendations, specifically highlighting vision and perceptual
difficulties; additional recommendations regarding family
meetings and utilizing virtual modalities to enhance family in-
volvement in rehabilitation; expanded recommendations fo-
cusing on strategies for community engagement and enhancing
participation in community activities as part of returning to life
roles; additional guidance to ensure outpatient and community-
based rehabilitation aligns with the processes and standards of
inpatient programs; and further emphasis on the use of vali-
dated assessment tools across rehabilitation care.

The goal of disseminating these recommendations is to in-
crease the implementation of evidence-based stroke care across
Canada, to reduce practice variations in care delivery, and to
narrow the gap between current knowledge and clinical prac-
tice. These guidelines are reviewed and updated every 3–5
yrs, as evidence emerges that requires changes in practice.

GUIDELINE DEVELOPMENT METHODOLOGY
TheCanadian StrokeBest PracticeRecommendations devel-

opment and update process follows a rigorous framework10,11

and addresses all criteria defined within the AGREE Trust
model.12 The methodology for development and updates to
the CSBPR has previously been published13 and detailed
methodology can be found on the Canadian Stroke Best Prac-
tices website at www.strokebestpractices.ca. A broad interdis-
ciplinary group of experts was convened and participated in
reviewing, drafting, revising, and voting on all recommenda-
tion statements. A group of individuals having lived experi-
ence of stroke also actively participated in the review and up-
date process in a parallel review process through our Community
Consultation and Review Panel.

Experienced personnel conducted searches to identify
peer-reviewed literature that examined each topic area addressed
62 www.ajpmr.com
in the current module. Systematic reviews, meta-analyses, ran-
domized controlled trials, and observational studies were in-
cluded. The literature for this module was current to March
2025. Following a standardized abstraction format, evidence
tables were constructed, including content from selected stud-
ies and provided to the writing group for review. The writing
group discussed and debated the strength, importance, clinical
relevance and applicability of the evidence, risks, benefits and
harms. The values and preferences of individuals with strokewere
explored by the Community Consultation and Review Panel and
sharedwith the scientific writing group for consideration. Through
consensus, the group developed a draft set of proposed recommen-
dations. Throughout, additional literaturemay have been identified
and added to the evidence tables if it contributed to the final set of
recommendations. Evidence levels were assigned based on the
quality of available evidence, using the Grading of Recommenda-
tions, Assessment, Development and Evaluations system.14–16 Ex-
pert opinion, presented as clinical considerations, was used to for-
mulate recommendations and guidance in the absence of evidence.
These guidelines have undergone extensive internal and external
review, and consensus was achieved for all content. Inputs from
people with lived experience was incorporated throughout the
recommendations and supporting materials. Please visit the
Canadian Stroke Best Practices website for additional details of
the methodology and additional materials to support these rec-
ommendations, including rationales, system implications, perfor-
mance measures, knowledge translation and implementation tools,
evidence tables, and an extended summary of the evidence.17

A copy of the manuscript and online supplement trans-
lated in French are available as a Supplementary Files (http://
links.lww.com/PHM/C849, http://links.lww.com/PHM/
C850, http://links.lww.com/PHM/C851).

CANADIAN STROKE BEST PRACTICE
RECOMMENDATIONS FOR STROKE

REHABILITATION PLANNING FOR OPTIMAL CARE
DELIVERY, 2025

Refer to Online Supplement Appendix One for termi-
nology, definitions, and descriptions used throughout these
recommendations (https://links.lww.com/PHM/C850).

SECTION 1: INITIAL STROKE REHABILITATION
SCREENING AND ASSESSMENT

Following acute stroke, patients admitted to the hospital
should be assessed for their rehabilitation needs as soon as pos-
sible, preferably within 48 hrs. Early assessments help with the
development of individualized care plans designed to improve
mobility, independence in activities of daily living (ADL), and
health-related quality of life, and reduce the risk of complica-
tions. Additionally, early assessments support timely discharge
planning and care coordination across settings. They are also
essential in identifying patients who are potential candidates
for inpatient rehabilitation. These assessments and subsequent
interventions are most effectively conducted by members of a
multidisciplinary team, composed of core therapists and allied
health professionals.18 Admission to an inpatient program is
usually limited to patients who have moderate to severe disabil-
ity, more than one type of impairment or disability and who re-
quire the services of two or more rehabilitation disciplines, and
© Heart and Stroke Foundation of Canada, 2025.
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who can participate in, and benefit from rehabilitation therapies.
Patients with mild disability or a single disability can usually
benefit from outpatient or community-based services and gener-
ally do not require inpatient admission.
Section 1 Initial Stroke Rehabilitation Screening
and Assessment Recommendations

Note: these recommendations apply in inpatient and outpatient
settings

1.0 All individuals with acute stroke should be assessed to
determine the severity of stroke and early rehabilitation needs
[Strong recommendation; Moderate quality of evidence].

i. All individuals admitted to hospital with acute stroke
should have an initial assessment, conducted by rehabili-
tation professionals, as soon as possible after admission
[Strong recommendation; High quality of evidence].
a. The core rehabilitation professional team should include

physicians (i.e., physiatrist, neurologist, or other physicians
with training in stroke rehabilitation), nurses, physiothera-
pists, occupational therapists, speech-language pathol-
ogists, social workers, and dietitians [Strong recom-
mendation; High quality of evidence]. The individual
with stroke, their family, and caregivers should also
be included as part of the core team [Strong recom-
mendation; Moderate quality of evidence].

b. Additional teammembersmay include recreation therapists,
psychologists, vocational therapists, kinesiologists, reha-
bilitation therapy assistants, vision specialists, and pharma-
cists [Strong recommendation; Low quality of evidence].

c. All professional members of the rehabilitation team
should have specialized training in stroke care and recov-
ery [Strong recommendation; High quality of evidence].

d. All professional team members should be trained in
supported conversation to be able to interact with individ-
uals with communication limitations such as aphasia
[Strong recommendation;Moderate quality of evidence].

ii. Initial screening and assessment should ideally be com-
menced within 48 hrs of admission by rehabilitation pro-
fessionals in direct contact with the individualwith stroke
[Strong recommendation; Moderate quality of evidence].
a. Initial assessment may include: an evaluation of an indi-

vidual with stroke’s function, safety, physical, psycho-
logical and cognitive readiness, and ability to learn and
participate in rehabilitation therapies [Strong recom-
mendation; Low quality of evidence].

b. Transition planning should be considered during the
initial rehabilitation assessment [Strong recommenda-
tion; Moderate quality of evidence].

iii. Assessment of impairments, functional activity limitations, role
participation restrictions and environmental factors should
be conducted using standardized, valid assessment tools
[Strong recommendation; Moderate quality of evidence].
a. Assessment tools should be adapted for use with indi-

viduals who have communication differences or limi-
tations where required [Strong recommendation;Mod-
erate quality of evidence].
© Heart and Stroke Foundation of Canada, 2025.
b. Other limitations should also be taken into consider-
ation, such as impaired vision, hearing, and communica-
tion [Strong recommendation; Low quality of evidence].

iv. For individualswith strokewho do not initiallymeet criteria
for rehabilitation services, reassessment of rehabilitation
needs should be considered as indicated by changes in
health or functional status [Strong recommendation; Low
quality of evidence]. Refer to Appendix Two, Box 1 in On-
line Supplement for additional information, https://links.
lww.com/PHM/C850.

v. All individuals with stroke who present with acute stroke
or TIA who are not admitted to hospital should be
screened for the need to undergo a comprehensive rehabil-
itation assessment to determine the scope of deficits from
index stroke event and any potential rehabilitation require-
ments [Strong recommendation; Low quality of evidence].
a. Priority screening areas, including evaluation of safety (cog-

nition, fitness to drive, social support), swallowing, commu-
nication, and mobility, should be completed by a clinician
with expertise in stroke rehabilitationwhere feasiblebefore
the individual with stroke leaves the emergency depart-
ment or in the primary care setting [Strong recommenda-
tion; Lowquality of evidence].Refer toCSBPRSecondary
Prevention of Stroke module for additional information.19

b. Additional screening of impairments, including onset
of depression, cognitive changes, visual and other per-
ceptual impairment, functional activity limitations, role
participation restrictions, social and environmental fac-
tors, and the presence of modifiable stroke risk factors
(such as lifestyle behaviors) should be considered as
soon as possible, and at least within 2 wks of stroke on-
set [Strong recommendation; Low quality of evidence].

vi. Once an individualwith stroke has undergone assessment,
a standardized approach is recommended to determine the
appropriate setting for rehabilitation (including inpatient
rehabilitation, outpatient and community-based rehabili-
tation, and home-based rehabilitation.) [Strong recom-
mendation; Low quality of evidence].
a. Standardized criteria for admission to any rehabilita-

tion setting is ideally communicated to all referring
centers and services [Strong recommendation; Low qual-
ity of evidence]. Refer to Appendix Two, Box 1 in Online
Supplement for additional information on eligibility and
admission criteria for stroke rehabilitation, https://
links.lww.com/PHM/C850.

SECTION 2: DELIVERY OF INPATIENT STROKE
REHABILITATION

The benefits of stroke unit care are firmly established. The
most recent update of the Stroke Unit Trialists Collaboration
Cochrane review (2020) included the results of 29 trials
(5902 participants) comparing stroke unit care with alternative,
less organized care (general medical wards, mixed rehabilita-
tion ward, and a mobile stroke team).20 In this update, a single
trial with 49 participants was added since the last update in 2013.
A networkmeta-analysis is also included. Overall, comparedwith
alternative services, stroke units were associated with significant
reductions, ranging from 23% to 25%, in the odds of a poor out-
come (modified Rankin Scale 3–6 at the end of follow-up or the
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need for institutional care), death, death or institutional care, and
death or disability, all of which were supported by moderate
quality of evidence. At 12 mos, an extra two people are esti-
mated to survive for every 100 receiving stroke unit care, an ex-
tra 6 will be living at home, and an extra 6 will be independent
in daily activities. The benefits of stroke unit carewere indepen-
dent of sex, age, stroke type, and stroke severity. In the network
meta-analysis, compared with a generalward, the odds of a poor
outcome were reduced significantly with a stroke unit (odds ra-
tio [OR] = 0.74, 95% CI = 0.62–0.89), and mixed rehabilitation
ward (OR = 0.70, 95% CI = 0.52–0.95), but not compared with
a mobile stroke team (OR = 0.88, 95% CI = 0.58–1.34).

Section 2 Stroke Rehabilitation Unit
Recommendations
2.1 Stroke Rehabilitation Team

i. Stroke rehabilitation should be delivered by an interdisci-
plinary team of health professionals, with expertise and
training in providing post-stroke care, regardless of where
services are provided, to ensure consistency, promote opti-
mal recovery, and reduce the risk of complications [Strong
recommendation; Moderate quality of evidence].

ii. The interdisciplinary rehabilitation team should assess in-
dividuals with stroke within 48 hrs of admission and to-
gether with the individual and their family develop and
document a comprehensive individualized rehabilitation
plan which reflects the severity of the stroke, the needs
and goals of the individual, the best available research ev-
idence, and clinical judgment [Strong recommendation;
Low quality of evidence].

iii. Stroke unit teams should conduct at least one formal in-
terdisciplinary meeting per week to identify ongoing or
new rehabilitation problems, set goals, monitor progress,
and plan discharge for individuals with stroke on the unit
[Strong recommendation; Moderate quality of evidence].

iv. Individualized rehabilitation plans should be regularly up-
dated based on review of health status and stroke recovery
progress [Strong recommendation; Low quality of evidence].

v. Clinicians should use standardized, valid assessment tools
when appropriate to support treatment and care planning
[Strong recommendation; Low quality of evidence].

vi. Verbal and written information should be tailored to the
individual’s cognitive, sensory, and communication abilities
[Strong recommendation; Moderate quality of evidence].
Refer to Knowledge Translation and Implementation Re-
source sections at www.strokebestpractices.ca and Stroke
Engine for additional information on Stroke Rehabilita-
tion Screening and Assessment Tools.17

2.2 Stroke Rehabilitation Unit
i. All individuals who require inpatient rehabilitation fol-

lowing stroke should be treated on a specialized stroke re-
habilitation unit [Strong recommendation; High quality
of evidence], characterized by the following elements:
a. Rehabilitation care is formally coordinated and organized

[Strong recommendation; High quality of evidence].
b. The rehabilitation unit is geographically defined [Strong

recommendation; High quality of evidence].
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c. The rehabilitation unit is staffed by an interdisciplin-
ary rehabilitation team with expertise/core training in
stroke rehabilitation consisting of physicians (i.e., phys-
iatrist, neurologist, or other physicians with training in
stroke rehabilitation), nurses, physiotherapists, occu-
pational therapists, speech-language pathologists, so-
cial workers, and dietitians [Strong recommendation;
High quality of evidence]. The individual with stroke,
their family, and caregivers should also be included as
part of the core team [Strong recommendation;Moder-
ate quality of evidence].

d. Additional members of the interdisciplinary teammay
include pharmacists, stroke navigators, neuropsycholo-
gists, psychologists, palliative care specialists, recrea-
tion therapists, vocational therapists, kinesiologists, re-
habilitation therapy assistants, spiritual care providers,
vision specialists, sexual health specialists, music or
art therapists, peer supporters, stroke recovery group
liaisons, and other consulting services based on indi-
vidual needs [Strong recommendation; Low quality
of evidence].

e. Individuals who have experienced a stroke, their fam-
ilies, and caregivers should have early and active in-
volvement in the rehabilitation process [Strong recom-
mendation; Moderate quality of evidence].

f. Transition and discharge planning should be initiated
on admission to the unit [Strong Recommendation;
Low quality of evidence]. Refer to Section 7 for addi-
tional information on care planning.

g. Education for individuals with stroke, their families
and caregivers, is an integral part of stroke rehabilita-
tion care that should be included throughout rehabilita-
tion interactions [Strong recommendation; High qual-
ity of evidence]. Refer to the CSBPR Stroke Systems of
Care module, Section 5 for additional information on
education following stroke.21

h. All team members should be trained and capable of
interacting with individuals with communication limi-
tations such as aphasia, by using supported conversa-
tion techniques [Strong recommendation; Moderate
quality of evidence]. Refer to CSBPR Rehabilitation
Part Two, Section 7 Language and Communication
for additional information.

ii. Individuals who have experienced a moderate or
severe stroke, who are ready for rehabilitation and
have goals amenable to rehabilitation, should be given
an opportunity to participate in inpatient stroke reha-
bilitation [Strong recommendation; High quality of
evidence].

iii. Where admission to a dedicated stroke rehabilitation unit
is not possible, inpatient rehabilitation provided on a gen-
eral rehabilitation unit should be considered as an alterna-
tive (i.e., where interdisciplinary care is provided to indi-
viduals with stroke disabled by a range of disorders
including stroke) [Strong recommendation; Low quality
of evidence].

a. Individuals with stroke treated on general rehabilitation
units should receive equivalent rehabilitation intensity
and principles as individuals treated on dedicated stroke
© Heart and Stroke Foundation of Canada, 2025.



Volume 105, Number 1, January 2026 Stroke Rehabilitation Planning for Optimal Care
rehabilitation units, as described in section 3 [Strong rec-
ommendation; Moderate quality of evidence].

Section 2.2 Clinical Considerations
1. Considering the high prevalence of comorbidities and

complex medical needs in individuals with stroke, team
members should incorporate the use of healthcare profes-
sionals who can manage the medical needs of individuals
undergoing stroke rehabilitation.

SECTION 3: DELIVERY OF INPATIENT STROKE
REHABILITATION

Early mobilization post-stroke is intended to reduce the
risk of medical complications, including deep vein thrombosis,
pressure sores, painful shoulders, and respiratory infections.
While the potential benefits of early mobilization were exam-
ined in several smaller randomized controlled trials
(RCTs),22–24 the largest and most definitive trial was A Very
Early Rehabilitation Trial for Stroke (AVERT) trial. Bernhardt
et al.25 randomized 2104 adults (1:1) to receive early mobiliza-
tion, a task-specific intervention focused on sitting, standing,
and walking activity, initiated within 24 hrs of stroke onset,
or to usual care for 14 days, or until hospital discharge. The
median time to first mobilization was significantly earlier in
the early mobilization group (18.5 vs. 22.4 hrs, P < 0.0001).
Patients in the early mobilization group received significantly
more out of bed sessions (median of 6.5 vs. 3, P < 0.0001)
and received more daily therapy (median of 31 vs. 10 mins,
P < 0.0001). However, significantly fewer patients in the early
mobilization group had a favorable outcome (modified Rankin
Scale 0–2), the primary outcome, at 3 mos (46% vs. 50%; ad-
justed OR = 0.73, 95% CI = 0.59–0.90, P = 0.004). Therewere
no significant differences between groups for any of the sec-
ondary outcomes, nor were any interactions identified based
on prespecified subgroups for the primary outcome (age,
stroke type, stroke severity, administration of tissue plasmino-
gen activator, or geographical region of recruitment). Addi-
tional analysis fromAVERT indicated that very early mobiliza-
tion was associated with an increased risk of early mortality.26

After adjustment for age and stroke severity, the odds of 14-day
mortality were significantly higher in the early mobilization
group (adjusted OR = 1.76, 95% CI = 1.06–2.92). A Cochrane
review27 included the results from 9 RCTs of 2958 patients
(71% from AVERT), and reported no significant increase in
the odds of the primary outcome associated with early mobiliza-
tion (51% vs. 49%; OR = 1.08, 95%CI = 0.92 to 1.26); however,
the primary outcome was different than AVERT and included
death, dependency or institutionalization at 3 mos. In an explor-
atory network meta-analysis within the review, time-to-first mo-
bilization at 24 hrs was associated with lower odds of the primary
outcome compared with earlier or later mobilization.

Greater intensity of rehabilitation therapies received during
inpatient rehabilitation has been associated with significantly
greater improvements in Function Independence Measure scores
at hospital discharge.28,29 In a recent Cochrane review, Clark
et al.30 examined the effect of more time spent in the same type
of rehabilitation on activity measures post-stroke, including the
results of 21 RCTs (1412 participants, most of whom received
therapy within 6 mos of stroke onset). Different amounts of the
© Heart and Stroke Foundation of Canada, 2025.
same types of occupational therapy and/or physiotherapy pro-
vided daily were compared. The difference in total time between
control and intervention groups ranged widely from 186 to
6160 mins, with a median difference of 840 mins, depending
on the number of weeks or months therapy was provided. At
the end of the active intervention period, more time spent in reha-
bilitation therapies was not associated with significant improve-
ment in ADL performance compared with less time, nor with ac-
tivity measures of the upper or lower limb; however, in subgroup
analysis of studies with a larger difference in total amount of
therapy between treatment arms, there was a significant benefit
of more therapy inADL performance (standardizedmean differ-
ence [SMD] = 0.40, 95% CI = 0.14 to 0.66). In a systematic re-
view authored by Schneider et al.31 including the results of 14
studies (954 participants), a large increase in additional therapy
(≥240% of standard dose) was associated with significantly
greater improvements in measures of upper and lower-
limb function.
Section 3 Delivery of Inpatient Stroke
Rehabilitation Recommendations

i. All individuals with stroke should receive rehabilitation
therapies as early as possible once they are medically
stable and able to participate in active rehabilitation
[Strong recommendation; High quality of evidence]. Refer
to Appendix Two, Box 1 in Online Supplement for addi-
tional information on eligibility and admission criteria
for stroke rehabilitation, https://links.lww.com/PHM/C850.

ii. Very early high-intensity mobilization of individuals
with stroke within the first 24 hrs is not recommended
[Strong recommendation; High quality of evidence].
a. Mobilization of individuals with stroke should begin

when the person is medically stable and ideally be-
tween 24 and 48 hrs post-stroke, but caution is advised,
and clinical judgment should be used [Strong recom-
mendation; Moderate quality of evidence].

iii. Individuals with stroke should receive rehabilitation
therapies of appropriate intensity and duration, individu-
ally designed to meet their needs for optimal recovery
and tolerance levels [Strong recommendation; High
quality of evidence].

iv. Individualized rehabilitation plans should include a
person-centered approach, shared decision-making, cul-
turally appropriate and agreed-upon goals, and prefer-
ences of the individual with stroke, family, caregivers,
and the healthcare team [Strong recommendation; Mod-
erate quality of evidence].

v. Once deemed to be medically and neurologically stable,
individuals with stroke should receive a recommended
3 hrs per day of direct task-specific therapy, 5 days a
week [Strong recommendation; Moderate quality of evi-
dence], delivered by the appropriate interdisciplinary
stroke team members [Strong recommendation; Low
quality of evidence].

vi. Therapy should include repetitive and intense use of
tasks that challenge the individual with stroke to acquire
the necessary skills needed to perform functional tasks
and activities [Strong recommendation; High quality of
evidence].
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vii. The team should promote the practice and transfer of skills
gained in therapy into the individualwith stroke’s daily rou-
tine in preparation for continuation after discharge [Strong
Recommendation; Moderate quality of evidence].

SECTION 4: OUTPATIENT AND COMMUNITY
BASED REHABILITATION (INCLUDING EARLY

SUPPORTED DISCHARGE)
Outpatient therapy is often required following discharge

from acute and/or rehabilitation inpatient services to help pa-
tients continue to make gains toward their rehabilitation goals.
Continuing therapy may take several forms, depending on re-
source availability and patient considerations and may include
models such as hospital-based “day” programs, community-
based programs, or home-based rehabilitation. Based on the re-
sults from the Outpatient Service Trialists (2003),32 there is
strong evidence that any form of continuing rehabilitation ther-
apy is superior to no additional therapy. The review was com-
posed of 14 RCTs that included 1617 patients whowere living
at home before their stroke and whose stroke had occurred
within the previous year. Patients were randomized to receive
specialized outpatient therapy-based interventions or usual
care (often no additional treatment). Service interventions ex-
amined included home-based (n = 2), day hospital or outpatient
clinics (n = 12). In these trials, provision of services included
physiotherapy, occupational therapy services, or interprofes-
sional staff, aimed primarily at improving performance in
ADL. The duration of therapy in these trials ranged from
5 wks to 6 mos. At the end of scheduled follow-up, outpatient
therapy was associated with significantly reduced odds of a
poor outcome, greater improvements in ADL, and extended
ADL and mood scores compared with usual care. The authors
estimated that for every 100 persons with stroke in the commu-
nity receiving therapy-based rehabilitation services, 7 (95% CI
= 2–11) patients would avoid a poor outcome. In terms of es-
tablishing the relative superiority of outpatient-based rehabili-
tation programs compared with continued inpatient services,
the differences between service models appears minimal.33

Some patients with mild impairments can be safely trans-
ferred back to their homes to commence or continue their reha-
bilitation and achieve outcomes that are as good as or better
than those that would have been attained had they participated
in an inpatient rehabilitation program. This form of service
provision, early supported discharge (ESD), may be desirable
where resources exist and may have the added benefit of being
less costly. The effectiveness of ESD programs following acute
stroke has been evaluated most comprehensively by the Early
Supported Discharge Trialists. In the most updated version of
the review,34 the results from 17RCTs (2422 participants) were
included. Most of the trials evaluated ESD using a multidisci-
plinary team, which coordinated discharge from the hospital
and provided rehabilitation and patient care at home. ESD ser-
vices were associated with a reduction in the odds of death or
dependency at end of scheduled follow-up after a median dura-
tion of follow-up of 6 mos (OR = 0.80, 95% CI = 0.67 to 0.95).
The associated number needed to treat per 100 patients was 5.
The benefits were greatest among patients with mild to moder-
ate disability. ESD services were also associated with slightly
greater improvement in extended ADL performance, greater
66 www.ajpmr.com
patient satisfaction, and a significantly shorter hospital stay
(mean difference [MD] = −5.5, 95% CI = −2.9 to −8.2 days).

Section 4 Outpatient and Community Based
Rehabilitation, and Early Supported Discharge
Recommendations

Note: These recommendations apply to all individuals
with stroke who are assessed by healthcare professionals fol-
lowing a stroke event, treated by primary care, or at a stroke
prevention clinic, emergency department, urgent care center,
inpatient acute care or inpatient rehabilitation setting, and
discharged back to the community.

4.1 Outpatient & In-home Rehabilitation
i. Individuals with stroke who have ongoing rehabilitation

goals should continue to have access to specialized stroke
services after leaving hospital [Strong recommendation;
High quality of evidence].
a. This should include healthcare facility-based outpa-

tient services and/or in-home rehabilitation services,
and virtual stroke rehabilitation [Strong recommenda-
tion; High quality of evidence].

ii. Outpatient and/or in-home rehabilitation services should
be provided by interdisciplinary team members with ap-
propriate training and expertise [Strong recommendation;
High quality of evidence], based on the individual needs
and in consultation with the individual with stroke, their
family, and caregivers [Strong recommendation; Moder-
ate quality of evidence].
a. Services should ideally begin within 48 hrs of discharge

from an acute hospital (emergency department or in-
patient) or within 72 hrs of discharge from inpatient
rehabilitation [Strong recommendation; Low quality
of evidence].

iii. Outpatient and/or in-home rehabilitation service delivery
should be delivered in a setting that best meets the needs
of the individual, and consider functional rehabilitation
needs, participation-related goals, availability of family/
social support, individual, and family preferences where ap-
propriate [Strong recommendation; Lowquality of evidence].

iv. Outpatient and/or in-home rehabilitation services should
include the same elements as coordinated inpatient reha-
bilitation services [Strong recommendation; Moderate
quality of evidence]. This includes:
a. Involvement of individuals with stroke, their family,

and caregivers in recovery planning, rehabilitation man-
agement, goal setting, and transition planning [Strong
recommendation; Moderate quality of evidence].

b. An interdisciplinary stroke rehabilitation team [Strong
recommendation; High quality of evidence].

c. A case coordination approach including regular team
communication to discuss assessment of new clients, re-
view client management, goals, and plans for discharge
or transition [Strong recommendation; Moderate quality
of evidence].

d. Therapy provided for 60 mins per session per required
discipline [Strong recommendation; Moderate quality
of evidence], for 2–5 days per week, [Strong Recom-
mendation; Moderate quality of evidence].
© Heart and Stroke Foundation of Canada, 2025.
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e. Interdisciplinary care planning and communication is
essential to ensure continuity of care, individual with
stroke safety, and to reduce risk of complications and
adverse events during stroke care particularly at transi-
tion points [Strong recommendation; Moderate quality
of evidence].

v. At any point in their recovery, individuals with strokewho
have experienced a change in functional status and who
would benefit from additional rehabilitation services
should be offered a further period of rehabilitation in the
setting best suited to their needs if they meet the require-
ments outlined in Appendix Two, Box 1 in Online Sup-
plement [Strong recommendation; Moderate quality of
evidence]. Refer to Appendix Two, Box 1 in Online Sup-
plement for criteria for Eligibility Criteria for Stroke Re-
habilitation, https://links.lww.com/PHM/C850.

Section 4.1 Clinical Consideration:
1. The duration of outpatient and/or in-home rehabilitation ser-

vices should be based on the rehabilitation needs and goals of
the individualwith stroke, and progress towards those over time.

4.2 Early Supported Discharge (ESD)
i. For individuals with mild or moderate stroke, early sup-

ported discharge should be considered where appropriate
and services are available to provide the recommended inten-
sity of therapy [Strong recommendation; High quality of ev-
idence].Refer to Appendix Two, Box 4 in Online Supplement
for criteria for ESD, https://links.lww.com/PHM/C850.

ii. Early supported discharge services should be provided by
awell-resourced, coordinated, interdisciplinary specialized
team [Strong recommendation; High quality of evidence].

iii. Early supported discharge services should be provided
within 48 hrs of discharge from an acute hospital or
within 72 hrs of discharge from inpatient rehabilitation
[Strong recommendation; Moderate quality of evidence].

iv. Services should be provided five days per week at the
same level of intensity as they would have received in
the inpatient setting to meet individual with stroke needs
[Strong recommendation; Moderate quality of evidence].
Refer to Section 3 ii, Delivery of Inpatient Stroke Rehabil-
itation, for additional information.
a. Where possible, ESD should be provided by the same

team that provided inpatient rehabilitation to ensure a
smooth transition [Strong recommendation; Moderate
quality of evidence].

b. Where different therapists are providing ESD services,
communication with the hospital-based rehabilitation
team is important during the transition. Processes to
facilitate clear and timely communication should be
implemented and appropriate meetings scheduled to
ensure continuity of care [Strong recommendation;
Low quality of evidence].

SECTION 5: STROKE REHABILITATION IN LONG-
TERM CARE AND COMPLEX CONTINUING CARE

Following stroke rehabilitation, high levels of residual
disability combined with comorbidity or advanced age may
© Heart and Stroke Foundation of Canada, 2025.
warrant admission to a long-term care institution. Continu-
ing rehabilitation in this setting can significantly enhance re-
covery. Several studies indicate that ongoing, multidisciplin-
ary rehabilitation can improve physical function, indepen-
dence, and quality of life, even beyond the initial months after
a stroke.35,36 In a systematic review, including the results from
13 RCTs (n = 2379) involving persons >60 yrs, living in long-
term care facilities, Crocker et al.36 reported that rehabilitation
therapies were associated with a small improvement in ADL
performance (weighted mean difference = 0.24, 95% CI =
0.11–0.38), equating to a mean improvement of 1.3 Barthel In-
dex points, compared with usual care.

Section 5 Stroke Rehabilitation In Long-Term
Care And Complex Continuing Care
Recommendations

Note: These recommendations apply specifically to indi-
viduals with stroke living in long-term care or chronic or con-
tinuing care settings, including those who were already living
in long-term care at the time of their stroke. These recommen-
dations are intended to be implemented in addition to standard
care (e.g., physical, functional, emotional, cognitive, commu-
nication, and social needs) provided in chronic, continuing
or long-term care. Also refer to recommendations included in
other modules such as Secondary Prevention of Stroke19 and
Stroke Systems of Care21 for additional information on manage-
ment of individuals with stroke living in long-term care settings.

5.1 Assessment and Care Planning
i. All individuals who transition to a long-term or complex

continuing care setting following a stroke should have an
initial medical and functional assessment as soon as pos-
sible after admission [Strong recommendation; High
quality of evidence]. Refer to Rehabilitation, Recovery
and Community Participation following Stroke Part
Two: Delivery of Stroke Rehabilitation to Optimize Func-
tional Recoverymodule and other sections of this module
for information on assessments.
a. A discharge summary along with the care plan should

accompany the individual to a long-term or complex
continuing care setting [Strong recommendation; High
quality of evidence] Refer to Appendix Two, Box 7 in
Online Supplement 7 regarding information to include
in the transitions of care (discharge) summary, https://
links.lww.com/PHM/C850.

b. The initial assessment of functional, physical, emo-
tional, cognitive, communication and perceptual status
should align with existing assessment processes where
possible [Strong recommendation; Moderate quality
of evidence].

ii. Assessment results should be used to modify individual-
ized care plans to meet the rehabilitation needs and goals
of individuals who are admitted to long-term or complex
continuing care following a stroke and optimize quality of
life [Strong recommendation;Moderate quality of evidence].

iii. Individualized care plans should be updated to reflect
changes in reassessments, functional status, goals of the
individual with stroke, and care requirements and address
issues of safety [Strong recommendation; Moderate qual-
ity of evidence].
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iv. Individuals with stroke living in long-term or complex
continuing care setting should be referred to appropriate
healthcare professionals for further consultation when
changes in functional status are identified during the ini-
tial assessment or subsequent existing assessment pro-
cesseswhere possible [Strong recommendation;Moderate
quality of evidence].

v. Individuals with stroke living in long-term care, complex
continuing care and similar settings should receive care
from individuals who are knowledgeable in stroke care,
maintenance and recovery goals, and therapies aligned
to stroke best practice recommendations [Strong recom-
mendation; Moderate quality of evidence].
a. Individuals providing care in these settings should be

provided with updated education in these areas on a reg-
ular basis [Strong recommendation; Moderate quality of
evidence].
5.2 Rehabilitation and Restorative Care
i. Individuals admitted to a long-term care setting with on-

going rehabilitation goals post-stroke should continue to
have access to specialized stroke services (such as phys-
iotherapy, occupational therapy and speech-language
therapy) following admission [Strong recommendation;
Moderate quality of evidence].

ii. Individuals with stroke who live in long-term or complex
continuing care should also have access to other health disci-
plines and services that can support recovery and restorative
care [Strong recommendation; low quality of evidence].

iii. At any point in their recovery, individuals with stroke liv-
ing in long-term care who have experienced an improve-
ment in functional status and who would benefit from
new or additional rehabilitation services should be of-
fered a trial of higher intensity inpatient or outpatient re-
habilitation [Strong recommendation; Moderate quality
of evidence].

iv. Individuals with stroke living in long-term or complex
continuing care should have access to restorative care in-
terventions that foster self-care, social engagement and
emotional well-being [Strong recommendation; Moderate
quality of evidence].
5.3 Support and Education for the Individual With
Stroke, Their Family, and Caregivers
i. To facilitate active participation in care-planning in long-

term or complex continuing care settings, individuals liv-
ing with stroke, their family, and caregivers should be pro-
vided with training, education and support on:
a. How to advocate for access to rehabilitation and restor-

ative care as appropriate [Strong recommendation;
Low quality of evidence].

b. How to participate in care planning and be involved in
shared decision-making [Strong recommendation; Low
quality of evidence].

c. Process for appointing a substitute decision-maker
(proxy or agent), developing advance directives for
care, and palliative care options as appropriate [Strong
Recommendation; Low Quality of Evidence]. Refer to
Stroke Systems of Care module for additional informa-
tion on advance care planning and palliative care.21
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SECTION 6 VIRTUAL STROKE REHABILITATION
The results from a rapidly expanding volume of literature

suggest that virtual stroke rehabilitation is feasible and can be
as effective as in-person encounters for patients with motor,
cognitive and communication impairments. The authors of a
recently published systematic review examining remotely de-
livered therapy reported that measures of balance, upper and
lower extremity motor function, mobility, and performance of
activities of daily living, were not significantly different com-
pared to those of persons receiving conventional rehabilitation,
and in some cases, were superior.37–42 In the 2020 Cochrane
review,38 virtual care was also found to be effective in treating
individuals with speech and language impairments and low
mood post-stroke. Knepley et al.43 reported that functional out-
comes among those who received virtual stroke rehabilitation
were equivalent or better compared with those who received
in-person therapy, as was patient satisfaction. Additionally,
some virtually provided therapies were less costly than in-
person therapy. The adaptation of existing rehabilitation pro-
grams may offer alternative solutions to in-person therapy. Yang
et al.44 provided a virtual version of the Graded Repetitive Arm
Supplementary Program over 10 wks, to 9 persons with residual
difficulty using their affected upper extremity following remote
stroke. There were significant improvements over time for all
outcome measures, which included the Arm Capacity and
Movement test a new assessment tool developed for online use.

Section 6 Virtual Stroke Rehabilitation
Recommendations

Notes: In-person stroke rehabilitation should be prioritized
when possible, and virtual stroke rehabilitation should be consid-
ered a viable option when appropriate for an individual situation,
the goals of therapy, and current health and functional status.

These recommendations are based on the premise that
stroke rehabilitation can be provided through virtual technol-
ogy at any stage along the care continuum, alone or in combi-
nation with in-person formats (i.e., hybrid) and for a range of
intended goals. Virtual stroke rehabilitation has been shown
to safely and effectively increase access to rehabilitation ther-
apies and care providers, community reintegration, homemon-
itoring, as well as support mental health and activities of daily
living. Virtual healthcare delivery has been shown to enable
timely and cost-efficient access to best-available stroke reha-
bilitation regardless of where the person with stroke is located.
For the purposes of these recommendations, virtual stroke re-
habilitation will include both fully virtual and hybrid formats.

6.1 Access and Eligibility for Virtual Stroke
Rehabilitation
6.1.1 Access to Stroke Rehabilitation ThroughVirtual
Care Modalities

i. Virtual stroke rehabilitation should be considered as a
reasonable alternative for eligible individuals with stroke
when an in-person therapy session is not feasible or avail-
able, or as an adjunct when the goals of the session can be
achieved virtually [Strong recommendation; Moderate
quality of evidence].

ii. Virtual care modalities should be integrated into stroke
rehabilitation planning and service delivery across the
© Heart and Stroke Foundation of Canada, 2025.
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continuum (i.e., from acute care to stroke prevention,
stroke rehabilitation, home-based therapy, and ambula-
tory care) to support optimal recovery of individuals with
stroke, provide support for families, and ensure equitable
access to care throughout Canada [Strong recommenda-
tion; Moderate quality of evidence].

iii. All rehabilitation disciplines should consider the use of
virtual care technology for assessment of individuals with
stroke and for delivery of clinical therapies (e.g., exercise
monitoring and intensity adjustments, speech and lan-
guage therapies for aphasia) where appropriate [Strong
recommendation; Low quality of evidence].

iv. Home-based monitoring for outpatient stroke rehabilitation
through web-based applications may be considered as an
alternative or adjunct to in-person rehabilitation therapy
sessions when frequent monitoring is necessary and access
to in-person services is limited [Strong recommendation;
Moderate quality of evidence]. Refer to CSBPR Stroke Sys-
tems of Care module for additional information.21

Section 6.1.1 Clinical Considerations
1. Clinicians should consider the current health status of the in-

dividual with stroke (e.g., cognitive, communication, physi-
cal, and sensory abilities), behavioral factors, and available
resources, to determine the safety and appropriateness of vir-
tual stroke rehabilitation Refer to Heart & Stroke Virtual
Care Decision Framework for additional information.45

2. Clinicians should consider individual preferences when an
individual with stroke is eligible for both virtual and in-
person stroke rehabilitation, and the clinician is able to of-
fer either one or a combination of both options.

3. Clinicians should develop a safety or adverse events plan
with the individualwith stroke before starting virtual stroke
rehabilitation. This includes having the individual’s phone
number, address, and emergency contact information, and
asking them to have a family member or caregiver nearby
and/or a phone at hand. Refer to CSBPR Virtual Stroke
Care Toolkit for additional information.46

4. The benefits of virtual modalities may extend beyond ther-
apy activities and could support other rehabilitation func-
tions such as transitional planning, education and skills
training, and peer support.
6.1.2 Eligibility for Virtual Rehabilitation
i. All individuals with acute stroke admitted to hospital

should be assessed to determine the severity of their
stroke, their early rehabilitation needs, and the most ap-
propriate mechanism to deliver timely and effective
stroke rehabilitation, whether in-person, virtual, or a hy-
brid (a combination of in-person and virtual modalities)
model [Strong recommendation; Moderate quality of ev-
idence]. Refer to Section 1 for additional information.

ii. All individuals with acute stroke who are not admitted to
hospital should be screened in-person or using virtual health-
caremodalities for the need to undergo a comprehensive reha-
bilitation assessment to determine the scope of deficits from
the index stroke event and any potential rehabilitation require-
ments [Strong recommendation; Low quality of evidence].

iii. Clearly defined criteria and protocols should be available
to help referring sites determine when and how individuals
© Heart and Stroke Foundation of Canada, 2025.
with stroke can access virtually delivered services, includ-
ing stroke rehabilitation, secondary stroke prevention, and
ambulatory services [Strong recommendation; Low qual-
ity of evidence]. Refer to Heart & Stroke Virtual Care
Decision Framework for additional information.45

6.2 Assessment and Service Delivery for Virtual
Stroke Rehabilitation
6.2.1 Assessment

i. Where available, tools selected for assessment of impair-
ments, activity limitations, participation restrictions, and
environmental factors relevant to stroke rehabilitation
should have evidence of validity for the method of virtual
administration and be administered by trained personnel
[Strong recommendation; Low quality of evidence].
a. Assessment tools selected for use via videoconferencing

should have evidence of validity for this administration
method [Conditional recommendation; Low quality of
evidence]

b. Assessment tools selected for use via telephone should
have evidence of validity for this administration method
[Conditional recommendation; Moderate quality of
evidence].

ii. Screening for pre-stroke mental health and cognitive sta-
tus and for changes inmood or cognition following stroke
should be included as a routine component of virtual
stroke rehabilitation [Strong recommendation; Moderate
quality of evidence].

iii. For individuals with stroke who have cognitive, sensory
or communication impairments (such as aphasia or vision
loss), assessment tools should be adapted for use through
virtual modalities, as required [Strong recommendation;
Low quality of evidence].

Section 6.2.1 Clinical Considerations
1. There is limited published evidence on the safety, feasibil-

ity, reliability, and validity of approaches to administering
standardized assessment tools post-stroke using virtual re-
habilitation platforms or technologies. Safety precautions
should be taken during virtual performance-based health
assessments. Refer to Heart & Stroke Virtual Care Deci-
sion Framework for additional information.45

a. Healthcare professionals should receive training on the
administration of virtual performance-based assess-
ment tools to optimize validity and safety.

b. Assessment considerations may include ensuring the
individual with stroke has sufficient capacity to follow
instructions, access to handholds to maintain balance,
and a support person present to assist.

c. Healthcare professionals should provide instructions
to individuals with stroke and their families and care-
givers on how to prepare the home environment to ensure
safe participation in assessment and therapy activities.

2. When assessment tools cannot be fully administered virtu-
ally, a hybrid model that combines in-person and virtual as-
sessment should be considered.
a. Where possible, timed assessment tools should be ad-

ministered using a consistent method, either virtual or
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in-person. It is not advisable to directly compare timed
data from assessment tools administered in-person and
virtually, for the same individual, due to lag times.

3. Self-reported measures of rehabilitation outcomes, which
are typically evaluated using performance-based assess-
ment tools, may be feasible and useful to integrate when
in-person assessment is not available.

4. Motivation and mood may influence engagement of the in-
dividual with stroke during virtual and in-person stroke re-
habilitation sessions.
6.2.2 Service Delivery
i. Outpatient stroke rehabilitation services, whether delivered

using virtual modalities alone or a hybrid model, should of-
fer the same elements as coordinated, in-person rehabilita-
tion services [Strong recommendation;Moderate quality of
evidence]. Refer to Section 4 for additional information.

Refer to Stroke Systems of Care module for additional in-
formation on Virtual Care Principles.21

SECTION 7 INTERDISCIPLINARY STROKE
REHABILITATION CARE PLANNING,

TRANSITIONS AND COMMUNICATION
Discharge planning should begin as soon as possible dur-

ing each phase of care and involve the patient, family, care-
givers, and all interprofessional team members. Discharge
planning aims to ensure a safe and efficient transition between
care settings while maintaining a continuity of care and coordi-
nation of services that optimize recovery and secondary pre-
vention, as appropriate. Discharge planning activities should
include a pre-discharge needs assessment, home visits, meet-
ings between the care team, patient, family, and caregivers, a
post-discharge follow-up plan, and communication with team
members at the next phase of care. In a recent Cochrane review,
Gonçalves-Bradley et al.47 identified 33 RCTs including pa-
tients admitted to any type of hospital (acute, rehabilitation or
community) with any medical or surgical condition. Hospital
length of stay (mean difference = −0.73, 95% CI = −1.33 to
−0.12) and unscheduled 3-mo readmission risk (relative risk
[RR] = 0.87, 95% CI = 0.79 to 0.97) were both found to be sig-
nificantly reduced for elderly patients with a medical condition
who received discharge planning, compared to care as usual. In
the only RCT identified in the Cochrane review that included
patients post-stroke, Sulch et al.48 randomized 152 patients
within 2 wks of stroke onset to receive discharge planning ac-
cording to an integrated care pathway or care as usual. No sig-
nificant differences between groups were reported with respect
to 6-mo mortality (13% vs. 8%), institutionalization (13% vs.
21%), or length of stay (50 ± 19 vs. 45 ± 23 days). However,
those randomized to receive conventional care experienced sig-
nificantly greater change on the Barthel Index from 4 to 12wks
(median change = 6 vs. 2, P < 0.01) and reported significantly
greater scores on the EuroQol at 6 mos (72 vs. 63, P < 0.01).
Duncan et al.49 randomized 6024 patients with mild stroke
and TIA discharged home from 40 hospitals to receive a com-
prehensive post-acute stroke transitional caremanagement pro-
gram or usual care. While there were no significant differences
between groups in the primary outcome (Stroke Impact Scale-16
at 90 days), or most of the secondary outcomes, home blood
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pressure monitoring was self-reported by 72% of patients in
the transitional care group compared with 64% of usual care
group (adjusted OR = 1.43, 95% CI = 1.21–1.70).

Successful transition between inpatient and outpatient set-
tings is dependent on effective communication between health-
care professionals and clinical settings to avoid fragmentation
and delays. Kattel et al.50 included 19 studies in a systematic
review, which described hospital discharge communication be-
tween hospital-based providers and primary care physicians
(PCPs). While a median of 55.1% of hospital discharge com-
munications were transferred to the PCP within 48 hrs, 8.5%
of discharge summaries never reached the PCP. Information
that was absent from discharge summaries included diagnos-
tic test results (61%), pending tests at discharge (25%), and
follow-up plans (41%). The PCP received notification of
discharge in only 23% of cases. In a controlled study of 3248 hos-
pitals, Mitchell51 explored the association between physician/
nurse communication with the patient regarding discharge in-
structions and readmission. An average of 84% of patients re-
ported receiving discharge instructions. Hospitals that had smaller
bed numbers, were non-profit and located in non-urban areas
were more likely to provide discharge instructions. Patients re-
ported that, on average, nurses and doctors communicated well
with them 78% and 82% of the time, respectively. Controlling
for other factors, increasing frequency of communication sur-
rounding discharge instructions was associated with significantly
lower number of 30-day hospital re-admissions.
Section 7 Interdisciplinary Stroke Rehabilitation
Care Planning, Transitions and Communication
Recommendations

Note: Individualized care planning in stroke rehabilitation
refers to a tailored approach that focuses on the unique needs,
preferences, and goals of each individual with stroke recovering
from a stroke. This process involves a comprehensive assessment
of the individual with stroke’s medical history, physical abilities,
emotional well-being, cultural needs, environmental, and social
circumstances. Through collaboration among healthcare profes-
sionals, individuals with stroke, and their families, individualized
care planning aims to develop a personalized rehabilitation pro-
gram that addresses specific deficits, facilitates recovery, and en-
hances overall quality of life. The plan is regularly reviewed and
adjusted based on the individual with stroke’s progress and
evolving needs, ensuring that care remains relevant and effective
throughout the rehabilitation experience.

7.0 Interprofessional care planning and effective commu-
nication among all team members and individuals with stroke
are essential and should be part of all stroke rehabilitation care
planning and delivery to ensure continuity of care, safety, and
to reduce risk of complications and adverse events during
stroke care particularly at transition points [Strong recommen-
dation; Low quality of evidence].

7.1 Individualized Care Plan
i. The individual with stroke, their family, and caregivers

should be actively engaged in development of a care plan,
and regular updates as recovery progresses [Strong rec-
ommendation; Moderate quality of evidence].
© Heart and Stroke Foundation of Canada, 2025.
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ii. The rehabilitation team should review the care plan with
the individual with stroke at least weekly and at transition
points, updating the care plan to reflect changing needs,
which may include evolving goals, progress through re-
covery and changes in health status [Strong recommenda-
tion; Moderate quality of evidence].

iii. Family members and caregivers should have the oppor-
tunity to meet with the rehabilitation team to discuss re-
habilitation activities, progress, concerns and transition
planning [Strong recommendation; Moderate level of
evidence]; virtual modalities to support participation
may be considered [Strong recommendation, Low qual-
ity of evidence].

iv. A family meeting/conference to discuss the care plan, re-
habilitation treatments, and other relevant information
should be considered to support person and family-centered
rehabilitation and transitions of care [Strong recommen-
dation; Low quality of evidence].

Section 7.1 Clinical Consideration:
1. The care plan should be initiated at the first point of con-

tact with the healthcare system, such as the emergency
department, and be refined and updated as the person
progresses through the continuum of care.

7.2 Transition Planning
i. Transition planning should begin as soon as possible as

a well-organized collaboration between health profes-
sionals, the individual with stroke, their family, and care-
givers [Strong recommendation; Low quality of evidence].

ii. Transition discussions, decisions, and activities should occur
throughout the recovery process to reflect changing and
evolving needs, goals, and progress of the individual with
stroke [Strong recommendation; Low quality of evidence].

iii. The following should be considered throughout transition
planning:
a. A goal-oriented transition plan (e.g., discharge date)

should be developed and revised with the individual
with stroke, family, and caregivers [Strong recommen-
dation; Moderate quality of evidence].

b. Identification of and addressing possible transition is-
sues for the individual with stroke and their family, in-
cluding those factors that may delay discharge (such as
home environment concerns, unique responsibilities,
social supports including caregiver engagement, trans-
portation issues, and equipment needs) [Strong recom-
mendation; Moderate quality of evidence]. Ideally
these should be addressed early in transition planning
[Strong recommendation; Low quality of evidence].

c. Referrals and/or appointments should be initiated prior
to the individual with stroke leaving their current set-
ting, especially short stay settings including emer-
gency department and acute care for those discharged
directly back to the community [Strong recommenda-
tion; Low quality of evidence].

d. Assessment of caregiver ability to meet the specific
needs of the individual with stroke [Strong recommen-
dation; Low quality of evidence]. Refer to Section 8
and Section 9 for additional information.
© Heart and Stroke Foundation of Canada, 2025.
e. Utilization of virtual care where appropriate to facil-
itate transition planning and increase access to
timely and optimal stroke care follow-up [Strong
recommendation; Moderate quality of evidence].
Refer to CSBPRVirtual Stroke Care Toolkit for addi-
tional information.46

iv. Specific transition planning activities that should be com-
pleted as appropriate include:
a. A home assessment to identify home modifications

and any equipment required for accessibility and
safety [Strong recommendation; Moderate quality
of evidence].

b. Caregiver skills training tomeet the current and chang-
ing needs of the individual with stroke [Strong recom-
mendation; Moderate quality of evidence]. Refer to
Section 8 and Section 9 for additional information.

c. Planned and goal-oriented day, weekend, and/or over-
night visits to the identified discharge location [Strong
recommendation;Moderate quality of evidence], in or-
der to help identify potential barriers, assess readiness
for discharge, and inform therapy and discharge plan-
ning activities.

d. Written and verbal discharge instructions, with dem-
onstrations of skills as needed, are provided to the indi-
vidual with stroke and their family and tailored to their
needs and characteristics (language, comprehension,
culture) [Strong recommendation; Moderate quality of
evidence]. Refer to Clinical Consideration 1 for addi-
tional information.

e. Verbal and written information should be tailored to
the individual’s cognitive, sensory, and communica-
tion abilities and to the health literacy of the individual
with stroke, their family, and caregivers. [Strong rec-
ommendation; Moderate quality of evidence].

f. A post-discharge follow-up plan should be initiated
pre-discharge by a designated team member to ensure
continuity of care [Strong recommendation; Moderate
quality of evidence].

g. Individuals with stroke should have access to desig-
nated transition support team members as needed
post-discharge, such as a case manager or stroke
navigator [Strong recommendation; Moderate qual-
ity of evidence].

Section 7.2 Clinical Considerations:
1. When providing discharge instructions, healthcare team

members should address the following:
a. Any risks and safety considerations relevant to the in-

dividual’s recovery.
b. Clear individualized action and tailored resources to

support the recovery process.
c. Medications at discharge, including instructions for

use, any adjustments, renewals, and who will provide
ongoing medication management.

d. Details of follow-up care and appointments and con-
tact information for follow-up care providers.

e. A designated point of contact for any post-discharge
questions or concerns.
www.ajpmr.com 71



Nelson et al. Volume 105, Number 1, January 2026
7.3 Health Professional Communication
i. Processes should be in place to ensure timely and effec-

tive transfer of relevant information at all points of access
and transition in the healthcare system, to ensure seam-
less transitions and continuity of care [Strong recommen-
dation; Moderate quality of evidence].

ii. All members of the interdisciplinary stroke team should
share timely and up-to-date information with the individ-
ual with stroke, their family, and caregivers as appropri-
ate, and with healthcare providers at the next stage of care
[Strong recommendation; Moderate quality of evidence].

iii. The transfer of information should be:
a. Comprehensive and timely, occur before transitions,

and include all relevant information on the individual
with stroke, theirmedications, and progress to date, planned
appointments, ongoing recovery needs, and goals [Strong
recommendation; Moderate quality of evidence].

b. Provided to the primary care practitioner in a formal,
detailed, discharge summary prepared by the most re-
sponsible healthcare provider [Strong recommendation;
Moderate quality of evidence]. Note, not all individuals
with stroke may have a primary care provider, and if
not, this should also be addressed. Refer to Online
Supplement Appendix Two, Box 7 for core content
to be considered for inclusion in transitions of care
(discharge) summaries, https://links.lww.com/
PHM/C850.

c. Available through electronic health records that are ac-
cessible across settings and healthcare providers
[Strong recommendation; Low quality of evidence].

d. In multiple formats including the use of virtual modal-
ities when appropriate [Strong recommendation; Mod-
erate quality of evidence]. Refer to Section 6. Virtual
Stroke Rehabilitation, and the CSBPR Virtual Stroke
Care Toolkit for additional information.46

SECTION 8: SUPPORTING INDIVIDUALS WITH
STROKE, FAMILY, AND CAREGIVERS DURING

STROKE REHABILITATION
Following a stroke, patients, their families and informal

caregivers experience multiple life changes navigating between
the hospital and home, or other community settings. These
transitions are associated with substantial emotional, social,
and health-related challenges, particularly for the informal
caregiver, who may not have previously held this role. Inter-
ventions to provide support to patients, family, and caregivers
were examined in a systematic review,52 which included the re-
sults from 18 studies of caregivers of patients recovering from
stroke or patient/caregiver dyads. Participants were recruited
from acute hospitalization and from the community.Most care-
givers were spouses. The interventions included elements of
skills building, psychoeducation and support and were pro-
vided mainly face-to-face (group or individual) with some tele-
phone and web-based elements. In studies that recruited family
members, both patients and family members in the intervention
group experienced significantly greater improvements in mea-
sures of depression, anxiety and quality of life. In studies that
included patient/caregiver dyads, there was significantly
greater improvement in one or more outcomes, including life
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satisfaction. Symptoms of anxiety and depression were also
decreased significantly in another systematic review that in-
cluded 16 trials composed of stroke survivor/caregiver dyads
discharged home from rehabilitation hospitals.53 Interventions
in these trials included awritten guide for stroke survivors, and/
or video training, group discussions and face-to-face consulta-
tions, which were implemented in a hospital setting. Trials also
included telephone support after discharge, an educational in-
tervention and support with home visits or telephone support
after discharge.

Section 8 Supporting Individuals With Stroke,
Their Family, and Caregivers During Stroke
Rehabilitation Recommendations

8.0 Individuals with stroke, their family, and caregivers should
be supported through all transitions of carewith individualized psy-
chosocial supports, education, skills training, and information
about accessing community-based services and resources
[Strong Recommendation, High quality of evidence].

Refer to Stroke Systems of Care Module for Additional
Information on Supporting Individuals With Stroke, Family,
and Caregivers.21

8.1 Screening, Assessment and Management in
Stroke Rehabilitation and Recovery

i. Individuals with stroke, their family, and caregivers should
be screened for levels of coping, depressive symptoms,
and other physical and psychological issues throughout
the rehabilitation experience, using validated tools [Strong
Recommendation; High quality of evidence].

ii. Individuals with stroke, family, and caregivers should un-
dergo assessments to facilitate the development of a reha-
bilitation and recovery plan.
a. The type and depth of assessments should be tailored

to the individual’s needs, readiness, issues identified
during screening and stages of transition [Strong rec-
ommendation; Low quality of evidence].

iii. Assessments should address the following areas where
appropriate as they relate to a family member or care-
giver’s ability to support the individual with stroke
throughout their rehabilitation experiences and transi-
tions back to community:
a. Current health status of the caregiver, employment and

social responsibilities, and how those will be managed
in supporting the individual with stroke [Strong rec-
ommendation, Low quality of evidence].

b. Caregiver willingness, capacity for skills acquisition,
ability to support ADLs, and experience for providing
rehabilitation and recovery support to the individual with
stroke [Strong recommendation, Lowquality of evidence].

c. Caregiver ability to cope and manage the stress of pro-
viding rehabilitation and recovery support for the indi-
vidual with stroke [Strong recommendation, Moderate
quality of evidence].

d. Resource issues such as financial situation, housing,
transportation, insurance, healthcare benefits, medica-
tion and rehabilitation equipment cost coverage [Strong
recommendation, Moderate quality of evidence].
© Heart and Stroke Foundation of Canada, 2025.
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e. Level and type of support from other family members,
relatives and social networks [Strong recommenda-
tion, Low quality of evidence].

iv. When issues are identified through screening and as-
sessments, referrals to appropriate experts and services
to address rehabilitation and recovery issues and opti-
mize outcomes should be made for individuals with
stroke, families and caregivers [Strong recommenda-
tion, Moderate quality of evidence].

v. Individuals with stroke, families, and caregivers should be
provided with information about peer support groups or
services in their community, including caregiver support
groups or services, descriptions of the services and bene-
fits they offer, and be encouraged to consider participation
[Strong recommendation, Moderate quality of evidence].
Refer to Online Supplement Appendix Two, Box 8 for
CSBPR Supporting Successful Transitions of Care Check-
list, https://links.lww.com/PHM/C850.

SECTION 9: EDUCATION FOR INDIVIDUALS
WITH STROKE, THEIR FAMILY, ANDCAREGIVERS

DURING STROKE REHABILITATION
Education is an ongoing and vital part of the recovery pro-

cess for persons with stroke, family members and caregivers
for promoting recovery, preventing complications, and improv-
ing overall quality of life. Education fosters confidence, inde-
pendence, and better long-term outcomes by equipping pa-
tients and caregivers with knowledge about medications, life-
style modifications, and available resources. In a Cochrane
review, Crocker et al.54 included the results of 33 RCTs and re-
ported active information interventions, such as lectures and
videos, were shown to improve the patient’s knowledge of
stroke and stroke services and quality of life, while passive in-
terventions had no effect on symptoms of anxiety and depres-
sion compared with a control condition. Caregivers, on the
other hand, did not appear to experience any significant bene-
fits of the intervention. Neither passive (leaflet or pamphlet),
nor active (lecture) interventions were associated with signifi-
cant improvements in caregiver’s knowledge of stroke and
stroke services, compared with usual care. However, only 3
to 4 trials assessing this outcomewere included in pooled anal-
ysis. Conversely, active interventions were associated with an
improvement in the patient’s stroke knowledge (SMD = 0.41,
95% CI = 0.17–0.65: low quality), but not with anxiety or
depression. Eames et al.55 randomized 138 patients and their
carers to receive an individually tailored education and sup-
port package with verbal reinforcement for 3 mos, or to a
usual care group, which received unstructured, informal educa-
tion. Patients in the intervention group reported significantly
greater self-efficacy (access to stroke information domain,
P < 0.04), feeling of being informed (P < 0.01), and satisfac-
tion with medical (P < 0.001), practical (P < 0.01), service/
benefit (P < 0.05), and secondary prevention (P < 0.001)
information received.

Comprehensive stroke education programs have been as-
sociated with enhanced self-management, reduced caregiver
burden, and improved long-term quality of life for stroke survi-
vors and their families. A Cochrane review56 included the re-
sults from 14 RCTs of patients recovering from stroke who
© Heart and Stroke Foundation of Canada, 2025.
were living in the community. Trials compared interventions
composed of ≥1 component of self-management or targeted
more than a single domain of change, or both, with a control in-
tervention (either an inactive control such as waiting list or usual
care or an active control such as education only). Interventions
were provided by allied health professionals either on a one-to-
one basis or as a group, and all were delivered face-to-face ex-
cept one. Self-management programs were associated with a
significant improvement in quality of life (SMD = 0.20, 95%
CI = 0.00 to 0.41; low quality of evidence) and self-efficacy
(SMD = 0.33, 95% CI = 0.04 to 0.61; low quality of evidence).
Self-management programswere not associated with significant
improvements in activity limitations or impairment. Two trials
of nurse-led stroke self-management programswere associated
with significant improvements in Stroke Self-Efficacy
Questionnaire scores.57,58
Section 9 Education for Individuals With Stroke,
Their Family, and Caregivers During Stroke
Rehabilitation Recommendations

i. Education for individuals with stroke, their family, and
caregivers, is an integral part of stroke rehabilitation
and recovery that should be included as part of all health-
care encounters, and during transitions [Strong recom-
mendation; High quality of evidence].

ii. Individualized rehabilitation and recovery learning needs
and goals should be assessed and documented by mem-
bers of the healthcare team [Strong recommendation;
Moderate quality of evidence].

iii. Individuals with stroke, their family, and caregivers
should undergo an assessment to determine readiness
for education, health literacy, psychosocial support, abil-
ity to integrate rehabilitation and recovery knowledge
and training, and to access appropriate health information
and social services [Strong recommendation; Moderate
quality of evidence].

iv. Opportunities to learn and master self-management skills
should be provided during the rehabilitation and recovery
process to support the development of self-efficacy and
self-management [Strong recommendation; Moderate
quality of evidence]. Refer to Online Supplement Appendix
Two, Box 9 for CSBPR Education and Self-management
Checklist for Individuals With Stroke, Their Family, and
Caregivers, https://links.lww.com/PHM/C850.

v. With consent, family members and caregivers may be in-
vited and encouraged to attend rehabilitation therapy ses-
sions and given the opportunity to learn rehabilitation and
recovery skills to support safety and self-management
[Strong recommendation; Low quality of evidence].

vi. Rehabilitation teams should offer updated, validated and
reliable information and resources to individuals with
stroke, their family, and caregivers, facilitating easier
self-management and navigation of community-based
health and social systems following discharge [Strong
recommendation; Moderate quality of evidence].

Refer to Stroke Systems of Care Module for Additional In-
formation on Education for Individuals With Stroke, Families,
and Caregivers.21
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SUMMARY
The 7th update of the Canadian Stroke Best Practice Rec-

ommendations for Stroke Rehabilitation Planning for Optimal
Care Delivery provides evidence-informed recommendations
applicable to all adult Canadians who have experienced a stroke
and require rehabilitation and support through recovery. These
recommendations, guided by empirical evidence and the experi-
ences and insights of people with lived experience, are compre-
hensive, span the spectrum of care from admission to hospital
throughout the continuum of care, and attend to the issues of
care transitions. Adopting the International Classification of
Functioning, Disability and Health Framework has strengthened
the recommendations by providing a universal language and
structure emphasizing functioning and participation.

There is an urgent need for health systems to attend to the
recovery needs of stroke survivors and ensure services and re-
sources are in place to reduce fragmentation and ensure equita-
ble access is available for all individuals recovering from stroke.
These wholistic physical, emotional, psychological, social, spir-
itual and environmental needs are considered throughout this set
of Canadian Stroke Best Practice recommendations. Evidence
consistently demonstrates that timely access to specialized, coor-
dinated rehabilitation services optimizes recovery and reduces
long-term disability. As healthcare systems face increasing pres-
sures with an aging population and growing stroke prevalence,
prioritizing comprehensive rehabilitation becomes not only a
clinical necessity but also a social imperative.

Considerations for equity in accessing rehabilitative ser-
vices and facilitating linkages to community-based resources
must be addressed at all stages of recovery. However, a com-
prehensive and integrated approach to planning and delivering
stroke rehabilitation requires coordinated systems to be in place
in all regions of Canada; a challenge given the vast geographical
areawithmany smaller, and in some cases, isolated communities.
Virtual care modalities represent a promising approach to over-
coming geographical barriers and a potential mechanism for en-
gaging family members in rehabilitation and transition planning.
However, they must be implemented with careful attention to
digital literacy, access to technology, and the need for some in-
person assessment and treatment components.

Sex and gender differences in stroke rehabilitation out-
comes warrant careful consideration in clinical practice. Women
often present with different symptom profiles, may experience
more severe strokes, and face unique challenges in rehabilitation
related to pre-stroke functional status and social circumstances.
Women are more likely to be discharged to long-term care facil-
ities rather than home and may receive less intensive rehabilita-
tion services. Meanwhile, men may face different challenges re-
lated to psychological adaptation, particularly around identity
and traditional roles. These recommendations encourage reha-
bilitation professionals to apply sex and gender-specific consid-
erations in assessment, goal setting, and treatment planning to
optimize outcomes for all individuals.

With the growing number of people surviving stroke and
living with long-term effects, there is an urgent need to shift fo-
cus beyond acute rehabilitation to support long-term recovery
and address life after stroke issuesmorewholistically. As survival
rates improve, the limited evidence regarding community-based
services for the chronic phase of stroke recovery becomes
74 www.ajpmr.com
increasingly apparent. The traditional thinking about rehabili-
tation is often hindered in addressing the ongoing, sometimes
lifelong journey of stroke recovery, particularly as survivors
face new challenges related to aging with disability, changing
support systems, and evolving life circumstances. The “life af-
ter stroke” period, which may span decades, requires robust
evidence and evidence-based programming that supports indi-
viduals in achieving meaningful participation in their commu-
nities, maintaining functional gains, and adapting to evolving
challenges as they age with stroke effects.

Looking toward the future, several emerging trends are
shaping the landscape of stroke rehabilitation with implica-
tions for life after stroke. Technology-supported rehabilitation
shows promise for augmenting traditional approaches and pro-
viding sustainable, accessible supports, which may be main-
tained in the chronic phase. There is growing recognition of
the importance of self-management strategies that empower
individuals with stroke to take an active role in their long-term
recovery journey. Community-based rehabilitation models are
expanding to address needs beyond the traditional rehabilita-
tion period, with innovative programs focusing on participa-
tion, wellness, and secondary stroke prevention. As these
trends evolve, ongoing review and updates to the recommen-
dations will ensure they reflect current evidence and best prac-
tices, ultimately supporting the goal of facilitating meaningful
recovery and quality of life for all Canadians affected by stroke
throughout their entire post-stroke lifetime.
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