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Abstract: The 7th edition update of the Rehabilitation, Recovery and
Community Participation module is presented in three parts. Part
Three of the series reflects the current research evidence focused on
person-centered care, optimizing an individual’s return to their com-
munity and engaging in active and meaningful participation. Empha-
sis is placed on regular healthcare follow-up, maximizing secondary
prevention strategies, assessment, diagnosis, and management of
mood disorders and cognitive status, sleep health, and post-stroke fa-
tigue. Personal issues that are important and meaningful to individuals
with stroke are addressed, including returning to driving, vocational
roles, relationships, sexuality, life roles, leisure, social participation,
advance care planning, and palliative care. This module highlights
the need for coordinated and seamless systems of care that extend be-
yond the first few months after stroke, building on progress achieved

during the initial recovery, to support seamless longer-term recovery.
The main goal of these recommendations is to help individuals with
stroke achieve as much independence as possible in meaningful life
roles and leisure activities. Successful planning across transitions re-
quires integrated and coordinated people-centered efforts by all stroke
team members and the broader community. Active engagement of the
individual and family at all stages of planning and goal setting is
essential.
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Optimizing Activity and Community Participation

troke is a sudden and often life-altering condition that pre-

sents significant challenges for individuals and their fami-
lies. In Canada, over 108,000 individuals with stroke present
to hospitals annually,1 and in 2022/23, there were 969,095 peo-
ple 20 yrs of age and older estimated to be living with the ef-
fects of stroke in Canada.” Navigating the healthcare system
to optimize recovery requires access to timely rehabilitation,
support for community reintegration, and assistance in resum-
ing meaningful life roles.>*

Effective stroke recovery and successful outcomes extend
beyond the acute phase and depend on seamless, coordinated
people-centered care to help individuals achieve independence,
resume meaningful life roles, engage in leisure activities, and
participate actively in their communities.

The Canadian Stroke Best Practice Recommendations, 7th
edition update of the Rehabilitation, Recovery, and Community
Participation module is presented in three parts, two of which
have been published previously.>” This publication represents
the third and final installment. This staged approach was used
to comprehensively address body structure, function, activity, par-
ticipation, and environmental factors that influence recovery.

This publication, Part Three of the series, focuses on es-
sential recovery aspects often underaddressed in clinical prac-
tice, including mood and depression, sleep health and post-
stroke fatigue, cognitive function, returning to driving and
vocational roles, relationships, sexuality, leisure activities,
and social participation, which are fundamental to an individ-
ual’s identity and quality of life after stroke. Throughout this

series, emphasis is placed on the active involvement of individ-
uals with stroke and their families in identifying their recovery
needs, setting goals and developing individualized rehabilita-
tion, recovery, and participation plans.

Notable updates to these guidelines from the previous ver-
sion include reorganization of the topics included to align with
the International Classification of Functioning, Disability and
Health framework for improved clarity and flow; conversion
to GRADE methodology for evaluating the strength of each
recommendation and the quality of the available evidence; ev-
idence supporting multiple recommendations throughout this
module was upgraded to a higher level of evidence coupled
with a strong recommendation; and the scope of healthcare
professionals engaged as part of the stroke recovery team has
been broadened. New sections have been included for the man-
agement of medical issues; relationships, intimacy, and sexual-
ity in the rehabilitation context; as well as the expansion of the
section on leisure activities and community participation. In-
creased emphasis has been placed on the use of validated as-
sessment tools across the continuum of rehabilitation care.

GUIDELINE DEVELOPMENT METHODOLOGY

The CSBPR development and update process follows a rig-
orous framework”'® and addresses all criteria defined within the
AGREE Trust model.'! The methodology for development and
updates to the CSBPR has previously been published'? and de-
tailed methodology can be found on the Canadian Stroke Best
Practices website at www.strokebestpractices.ca. A broad
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interdisciplinary group of experts was convened and participated
in reviewing, drafting, revising, and voting on all recommenda-
tion statements that were then reviewed by external experts. A
group of individuals with lived experience of stroke also actively
participated in the review and update process in a parallel review
process through our Community Consultation and Review Panel.
The literature for this module was current to March 2025.

A copy of the manuscript and online supplement trans-
lated in French are available as a Supplementary Files (http://
links.lww.com/PHM/C857, http://links.lww.com/PHM/
C858, http://links.lww.com/PHM/C859).

CANADIAN STROKE BEST PRACTICE RECOM-
MENDATIONS. REHABILITATION, RECOVERY AND
COMMUNITY PARTICIPATION FOLLOWING STROKE,
PART THREE: OPTIMIZING ACTIVITY AND COMMU-
NITY PARTICIPATION FOLLOWING STROKE, 7TH
EDITION UPDATE, 2025

Refer to Online Supplement Appendix 1, https://links.Iww.
com/PHM/C859 for terminology, definitions and descriptions
used throughout these recommendations.

SECTION 1: MOOD AND DEPRESSION

Post-stroke mental health disorders, including depression
and anxiety, are highly prevalent following stroke. Approximately
one-third of all individuals will exhibit symptoms of depression at
some time post-stroke.'® The reported prevalence of depression
following stroke is substantially higher than in the general popu-
lation (24% vs. 8%)."* Anxiety and apathy have been reported in
20%—-30% of people who have experienced stroke, either alone or
in combination with a diagnosis of post-stroke depression.'>'®
Post-stroke depression (PSD) can be treated with pharmacologi-
cal agents, of which selective serotonin reuptake inhibitors are
most frequently used.!” Nonpharmacological approaches for the
treatment of PSD include different forms of psychotherapy, phys-
ical activity, noninvasive brain stimulation, and acupuncture.
Selective serotonin reuptake inhibitors can also be used to treat
anxiety and other mental health symptoms, such as emotional la-
bility and apathy, following stroke.

Section 1 Mood and Depression
Recommendations

Refer to Online Supplement Appendix 1, https://links.lww.com/
PHM/CS59, for definitions and descriptions related to this section.

1.0 General Recommendations
i. Individuals who have experienced a stroke should be con-
sidered at risk for post-stroke depression, which can oc-
cur at any stage of recovery [Strong recommendation;
High quality of evidence].

ii. Individuals with stroke, their family, and caregivers
should be given information and education about the po-
tential impact of stroke on mood as well as be provided
with applicable resources and supports to manage altered
mood states following stroke [Strong recommendation;
Low quality of evidence].

iii. Individuals with stroke, their family, and caregivers
should be provided with the opportunity to talk about
the impact of stroke on their lives and mental health at
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all stages of care [Strong recommendation; Low quality
of evidence]. Refer to the CSBPR Stroke Systems of Care
Module for further information on Patient and Family Ed-
ucation, and Community Follow—up.18

1.1 Screening for Post-Stroke Depression
i. All individuals with stroke should be screened for post-

stroke depression if deemed medically appropriate given

the high prevalence of post-stroke depression and the ev-
idence for treating symptomatic depression post-stroke

[Strong recommendation; Moderate quality of evidence].

Note: ‘Medically appropriate’ excludes individuals with

stroke who are unresponsive or who have deficits that in-

terfere with screening for mood disorders. Any pre-stroke
mental health or cognitive diagnoses should be taken into
consideration during the screening process.

Screening should be undertaken by trained professionals

using a validated screening tool [Strong recommenda-

tion; Moderate quality of evidence].

iil. Stroke assessments should include evaluation of risk fac-
tors for depression, particularly a history of depression to
ensure adequacy of assessment and access to appropriate
treatment [Strong recommendation; Low quality of evi-
dence]. Refer to note below for list of risk factors.

iv. For individuals who experience some degree of communi-
cation challenge or deficits following stroke, appropriate
screening strategies that do not rely on verbal communica-
tion should be implemented for possible post-stroke de-

pression to ensure adequate screening and assessment and
access to appropriate treatment [Strong recommendation;
Low quality of evidence].

=

il.

Note: Common risk factors associated with post-stroke depression
include increased stroke severity, functional dependence, presence
of cognitive impairment, and history of previous depression. In-
creased functional dependence (e.g., requiring help with activities
of daily living) and having a history of pre-stroke depression may
be the two most salient risk factors for the development of post-
stroke depression. Communication deficits and social isolation
may also be considered as possible risk factors for depression. Refer
to CSBPR Stroke Systems of Care Module for information on de-
pression in family and informal caregivers of people with stroke."®

Section 1.1 Clinical Considerations: Timing of
Screening for Post-stroke Depression
1. Screening for post-stroke depression may take place at var-
ious stages throughout the continuum of stroke care, espe-
cially at transition points, as time of onset for post-stroke
depression can vary and include:
a. At transfer from an inpatient acute setting to an inpatient
rehabilitation setting;
b. From an inpatient rehabilitation setting before return to
the community;
c. During secondary prevention clinic visits;
d. Following discharge to the community, during follow-up
appointments with consulting specialists, and during peri-
odic health assessments with primary care practitioners.
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2. Screening for depressive symptoms could be considered
during the initial acute care stay, if deemed medically ap-
propriate, particularly if evidence of depression or mood
changes are noted, or if risk factors for depression are pres-
ent, as outlined in section 1.1, iii.

. Repeated screening may be required since the ideal timing
for screening for post-stroke depression is unclear.

1.2 Assessment for Post-Stroke Depression

1. Individuals with stroke who have screening results that in-
dicate a risk for depression should be assessed in a timely
manner by healthcare professionals with expertise in diag-
nosis, management, and follow-up of depression [Strong
recommendation; Moderate quality of evidence].

1.3 Non-Pharmacological Management of
Post-Stroke Depression

i. It is reasonable to consider psychological interventions
(such as cognitive-behavioral therapy, interpersonal therapy;,
problem-solving therapy, motivational interviewing, accep-
tance, and commitment therapy), as one of the first line
treatments for depressive symptoms post stroke as a mono-
therapy, provided individuals with stroke have sufficient
cognitive and language skills to actively engage in therapy
[Strong recommendation; Moderate quality of evidence].

ii. Treatment for post-stroke depression may include psy-
chological interventions in combination with antidepres-
sants for appropriate individuals [Strong recommenda-
tion; Moderate quality of evidence].

iii. Supervised exercise, ideally performed at least three times
per week, is recommended to reduce depressive symp-
toms in people post-stroke with mild depressive symp-
toms [Strong recommendation; High quality of evidence]
and moderate depressive symptoms [Strong recommen-
dation; Moderate quality of evidence]."

Section 1.3 Clinical Considerations

1. Other approaches to adjunctive treatment of post-stroke de-
pression are emerging, with research in very early stages.
These may include mindfulness and recreational therapies
such as music therapy, and pet therapy. These therapies
could be considered on an individual basis at the discretion
of the treating healthcare professional in consultation with
the individual with stroke and their family if appropriate.

. Other therapies including repetitive transcranial magnetic
stimulation, or, for severe refractory depression, electro-
convulsive therapy, or deep brain stimulation. These have
all been suggested in the literature but lack sufficient evi-
dence for routine use and require more research. Note these
interventions are not yet available/approved specifically
for use in post-stroke depression in Canada.

1.4 Pharmacotherapy for Post-Stroke Depression

i. Individuals with stroke with mild depressive symptoms
or those diagnosed with minor depression may initially be
managed by “watchful waiting” [Strong recommendation;
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Moderate quality of evidence]. Refer to Online Supplement
Appendix 1 for definition of watchful waiting (https.//links.
ww.com/PHM/C859).

a. Pharmacological treatment should be considered and
started if depression is persistent or worsens and inter-
feres with clinical goals [Strong recommendation;
Moderate quality of evidence].

People diagnosed with a depressive disorder following stroke
should be considered for a trial of antidepressant medication
[Strong recommendation; High quality of evidence].

No one drug or drug class has been found to be superior
for post-stroke depression treatment. Side effect profiles,
however, suggest that some selective serotonin reuptake
inhibitors may be favored in this patient population
[Strong recommendation; Moderate quality of evidence].

a. Choice of an antidepressant medication will depend
upon symptoms of depression, potential side effects

of the medication, patient medical profile, and possible
drug interactions with other current medications and
medical diagnoses [Strong recommendation; Moderate
quality of evidence].

Response to treatment should be monitored regularly by a

health professional. Monitoring should include evaluation

of any changes in the severity of depression, review of poten-
tial side effects, and update of ongoing management plans

[Strong recommendation; Moderate quality of evidence].

Ifa good response is achieved, treatment should be contin-

ued for a minimum of 6-12 mos [Strong recommenda-

tion; Moderate quality of evidence].

a. Ifthe individual’s mood has not improved 2—4 wks after
initiating treatment, assess individual adherence to med-
ication regime. If compliant, then consider increasing
the dosage, adding an additional medication, or chang-
ing to another antidepressant [Strong recommendation;
Moderate quality of evidence]. Refer to CANMAT Mood
and Anxiety guidelines on pharmacotherapy.’

b. Following the initial course of treatment, ongoing phar-
macological treatment could be considered on an indi-
vidual basis (consider previous history and risk factors
for recurrence of depression) [Strong recommendation;
Low quality of evidence].

c. If a decision is made to discontinue an antidepressant, it
should be tapered over one to 2 mos [Strong recommen-
dation; Low quality of evidence].

Following initial treatment for post-stroke depression, individ-

uals should continue to be monitored for recurrence of depres-

sion [Strong recommendation; Low quality of evidence].

Note: Examples of a “good response” may be indicated by
positive changes in thoughts and self-perceptions (e.g., hope-
lessness, worthlessness, guilt), emotional symptoms (e.g., sad-
ness, tearfulness), neurovegetative symptoms (e.g., sleep, ap-
petite), and improved motivation to carry out daily activities.

Section 1.4 Clinical Considerations

1.

The involvement and feedback of individuals with stroke,
their family, and caregivers are an important component
of ongoing monitoring for post-stroke mood changes and
conditions.
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2. Counseling and education should include information about
potential recurrence of symptoms, emerging symptoms to
be aware of, the importance of adherence with prescribed
medication regime, and contacting their primary care physi-
cian or mental health expert should those signs reappear.

1.5 Prophylactic Treatment for Post-
Stroke Depression
i. While prophylactic pharmacotherapy has been shown to pre-

vent post-stroke depressive symptoms [Strong recommenda-
tion; High quality of evidence], its impact on function is less
clear. At this time, routine use of prophylactic antidepressants
for ALL individuals with stroke is not recommended as the
risk-benefit ratio has not been clearly established [Strong rec-
ommendation; Moderate quality of evidence].

ii. Psychological interventions (such as problem-solving
therapy, cognitive-behavior therapy) have been shown to
have efficacy for prophylactic treatment for post-stroke
depression and should be considered where appropriate
[Strong recommendation; Moderate quality of evidence].

Section 1.5 Clinical Considerations
1. Further research is required to determine individuals who
have experienced a stroke who are at higher risk for mood
disorders, choice of antidepressant agents, optimal timing,
and duration of intervention.

1.6 Other Mental Health States
i. Screening for anxiety may be considered in individuals
with stroke as increased prevalence has been demon-
strated following stroke [Strong recommendation; Mod-
erate quality of evidence].

a. Avalidated screening tool should be used to detect pres-
ence of pre-existing or new anxiety [Strong recommen-
dation; Moderate quality of evidence].

b. Individuals who have had a stroke with resulting com-
munication limitations should be screened for anxiety
using appropriate methods validated with individuals
experiencing aphasia [Strong recommendation; Moder-
ate quality of evidence].

ii. Psychological interventions (such as cognitive-behavior
therapy) have been shown to have efficacy for anxiety
and should be considered for individuals following stroke
[Strong recommendation; Moderate quality of evidence].

iii. Anxiety may appear in people who have experienced a

stroke who are not clinically depressed. It also frequently
co-exists with depression following stroke. For individ-
uals with stroke with marked anxiety with or without clin-
ical depression, it is reasonable to offer pharmacotherapy
[Strong recommendation; Low quality of evidence].

iv. Apathy may appear in people who have experienced a
stroke who are not clinically depressed. It also frequently
co-exists with depression following stroke. For individuals
with stroke with marked apathy, with or without clinical de-
pression, it is reasonable to offer nonpharmacological inter-
vention such as exercise or music therapy [Strong recom-
mendation; Low quality of evidence].

6! www.ajpmr.com

a. Psychostimulants may be considered in select individ-
uals; however, evidence remains limited [Strong recom-
mendation; Low quality of evidence].

b. Although evidence is limited in individuals with stroke,
psychotherapy may be considered as an adjunct to phar-
macotherapy [Strong recommendation; Low quality of
evidence].

v. Pseudobulbar affect: In cases of severe, persistent tearful-
ness, emotional incontinence or lability, a trial of antide-
pressant medication should be considered [Strong recom-
mendation; High quality of evidence].

a. Some selective serotonin reuptake inhibitors may be
considered over others for this population due to side
effect profiles [Strong recommendation; Low quality
of evidence].

b. There is no evidence for nonpharmacologic interven-
tions for this condition [Strong recommendation; Low
quality of evidence].

SECTION 2: SLEEP HEALTH AND
POST-STROKE FATIGUE

Post-stroke fatigue (PSF) is highly 0prevalent, affecting ap-
proximately 30%—70% of individuals.?’ PSF is associated with
poorer functional outcomes, greater dependence in activities of
daily living, increased risk of depression, and reduced return to
work and social activities.”! Management strategies include
pharmacological and nonpharmacological interventions. While
no medications are currently approved specifically for the treat-
ment of PSF, pharmacological agents that have been used with
some success include selective serotonin reuptake inhibitors
(e.g., fluoxetine)** and modafinil,>*** a central nervous system
stimulant that promotes wakefulness and is used to treat exces-
sive daytime sleepiness. Among the nonpharmacological treat-
ments, cognitive behavioral therapy,”> mindfulness stress reduc-
tion, and cognitive treatment combined with graded activity
training®” have been used.

Section 2 Sleep Health and Post-Stroke Fatigue
Recommendations

Refer to Online Supplement Appendix 1, https://links.lww.
com/PHM/C859, for definitions and descriptions related to
this section.

2.0 General Recommendations
i. Individuals should be monitored for post-stroke fatigue
throughout the trajectory of stroke recovery as it is a com-
mon and disabling condition [Strong recommendation;

Moderate quality of evidence].

ii. Healthcare professionals should anticipate the possibility of
post-stroke fatigue in individuals with stroke, and mitigate
fatigue through assessment, education of the individual
and their family, and interventions throughout the stroke-
recovery continuum [Strong recommendation; Moderate
quality of evidence].

2.1 Screening and Assessment
i. Prior to discharge from acute care or inpatient rehabilita-
tion, individuals with stroke, their family, and caregivers
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should be provided with information regarding sleep pat-
terns and post-stroke fatigue [Strong recommendation;
Moderate quality of evidence].

ii. Following return to the community, individuals with stroke
should be periodically screened for post-stroke fatigue dur-
ing follow-up healthcare visits (e.g., primary care, home
care, and outpatient prevention or rehabilitation clinics)
[Strong recommendation; Low quality of evidence].

iii. Individuals who experience post-stroke fatigue should be
screened for common and treatable comorbidities, condi-
tions, and for medications that are associated with and/or
exacerbate fatigue or impact sleep [Strong recommenda-
tion; Low quality of evidence].

a. Individuals with stroke should be screened for the pos-
sible presence of sleep apnea [Strong recommendation;
Low quality of evidence].

b. If sleep apnea is suspected, individuals with stroke
should be referred to a healthcare provider with exper-
tise in sleep health for further assessment and manage-
ment to improve outcomes including ability to partici-
pate in other aspects of stroke rehabilitation [Strong
recommendation; Moderate quality of evidence].

Section 2.1 Clinical Considerations

1. Comorbid conditions that may impact sleep and fatigue may
include signs of depression or other mood-related conditions;
sleep disorders or factors (e.g., sleep apnea, pain) that de-
crease quality of sleep; other common post-stroke medical
conditions and medications (e.g., infections such as urinary
tract infections, dehydration, sedating drugs, hypothyroidism,
anemia, nutritional deficiencies) that increase fatigue.

2.2 Management of Post-Stroke Fatigue

i. Individuals with stroke should be cared for by health-
care professionals who are knowledgeable in the symp-
toms of fatigue and its management [Strong recommen-
dation; Low quality of evidence].

il. Modafinil may be considered as a treatment for post-
stroke fatigue [Conditional recommendation; Low
quality of evidence].

ili. Antidepressant medication is not recommended for the
treatment of post-stroke fatigue in the absence of other
comorbid indications such as depression and anxiety
[Strong recommendation; Moderate quality of evidence].

iv. Cognitive behavioral therapy may be considered as an
adjunct treatment for post-stroke fatigue [Strong recom-
mendation; Low quality of evidence].

v. Mindfulness based stress reduction may be considered
as an adjunct treatment for post-stroke fatigue [Strong
recommendation; Low quality of evidence].

vi. Progressive exercise and graded return to activity are
recommended to improve deconditioning and physical
tolerance [Strong recommendation; Low quality of
evidence].

vii. Counseling and education should be provided to indi-
viduals with stroke, their family, and caregivers on
post-stroke fatigue, and energy conservation strategies

—_
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that consider optimizing daily function in high priority
activities (e.g., daily routines and modified tasks that an-
ticipate energy needs and provide a balance of activity
and rest) [Strong recommendation; Low quality of evi-
dence]. Refer to Online Supplement Box 2, https://links.
ww.com/PHM/C859, for additional information on en-
ergy conservation strategies.

viii. Encourage individuals who experience post-stroke fa-
tigue to communicate energy status and rest needs to
family members, caregivers, healthcare providers, em-
ployers, and social groups as a mechanism to increase
self-management [Strong recommendation; Low quality
of evidence].

2.3 Sleep Hygiene
i. Counseling and education for individuals post-stroke and
their family on the establishment of good sleep hygiene be-
haviors is recommended [Strong recommendation; Low
quality of evidence].

SECTION 3: COGNITIVE REHABILITATION FOR
INDIVIDUALS WITH STROKE

The incidence of post-stroke cognitive impairment during
the first year following stroke is estimated at 38%>® and may be
affected by factors such as pre-stroke cognition, stroke severity,
stroke type, and assessment method. Cognitive rehabilitation
interventions typically focus on common deficits of attention,
memory or executive function. In general, these interventions
aim to either: 1. reinforce or restore previous cognitive-
behavioral skills or functions (e.g., remediation of working
memory through targeted computerized exercises) or 2. teach
compensatory strategies, which may include internal strategies
(e.g., metacognitive and problem-solving strategies) or use of
external strategies or tools (e.g., electronic alerts for specific
reminders or environmental modification).*® Structured, task-
specific interventions focusing on attention and executive
function have shown moderate benefits, while memory train-
ing yields mixed results.*

Section 3 Cognitive Rehabilitation for Individuals
With Stroke Recommendations

Notes:
= Evidence supporting rehabilitation for cognitive challenges
related to vascular cognitive impairment (VCI) is growing,
but current evidence is in general derived from investiga-
tions with a limited number of patient groups, including
stroke, acquired brain injury (ABI), mild cognitive impair-
ment (MCI), or mixed dementia. Studies with these mixed
populations were included if they specified inclusion of indi-
viduals with a vascular etiology.
= Overall, specific cognitive interventions fall into two broad
approaches, emphasizing either teaching compensation
strategies or providing direct remediation and cognitive skill
training.
o Compensation focuses on teaching strategies, behaviors
and/or external tool use to manage impairments and is of-
ten directed at specific activity limitations to promote
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independence. It can include changes in the physical and
social environment or changing the way one performs an
activity.

o Direct remediation focuses on providing intensive spe-
cific cognitive skill training to directly improve the im-
paired cognitive domain, with the goal of generalization
or transfer of benefits to those activities that rely on that
domain. It can include therapist-directed adaptive exer-
cises, usually via computer or tablet-based tools directed
at specific deficits.

o Note that commercial brain games are not included in
these recommendations. Evidence for functional benefit
or impact on activity and participation limitations is lim-
ited and requires more research before being integrated
into these guidelines.

Refer to the CSBPR7 Vascular Cognitive Impairment module
for additional information on assessment, management and reha-
bilitation for individuals with vascular cognitive impairment.

3.0 Cognitive Rehabilitation for Individuals
with Stroke

i. Individuals presenting with stroke or TIA should be
screened for any changes in cognition following stroke
compared to their pre-stroke cognitive status. [Strong rec-
ommendation; Moderate quality of evidence]. Note,
changes can be reported by the individual, family mem-
bers, caregivers or clinicians. Refer to the CSBPR7 Vas-
cular Cognitive Impairment module Appendix 1 for addi-
tional information on the presenting signs and symptoms
of VCI>!

ii. All individuals with stroke should be assessed to deter-
mine their need for cognitive rehabilitation using vali-
dated assessment tools where available [Strong recom-
mendation; Low quality of evidence].

iil. Individuals with stroke and cognitive impairments, their
family, and caregivers should be engaged in the develop-
ment of a cognitive rehabilitation treatment plan that ad-
dresses current impairments and limitations, is goal-
oriented and involves shared decision-making [Strong
recommendation; Low quality of evidence].

a. Cognitive rehabilitation treatment plans should consider
the evolving nature of VCI and be regularly reviewed
and adapted as the individual’s cognitive status changes
[Strong recommendation; Low quality of evidence].

b. Interventions should be individualized, based on the
best available evidence, and have the long-term aim to
facilitate resumption or continued safe participation of
desired activities (e.g., self-care, home and financial
management, leisure, driving, return to work) [Strong
recommendation; Low quality of evidence].

c. Interventions should consider pharmacological and
nonpharmacological approaches [Strong recommenda-
tion; Low quality of evidence].

iv. The healthcare team should use a multipronged approach
for cognitive rehabilitation that includes both domain spe-

cific (e.g., attention, memory, executive function) and
global strategies (e.g., physical activity and exercise)
[Strong recommendation; High quality of evidence].
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v. Individuals with stroke and VCI who also have communi-
cation limitations should be assessed for cognitive reha-
bilitation using appropriate validated methods particularly
for individuals with aphasia [Strong recommendation;
Moderate quality of Evidence].

Section 3.0 Clinical Considerations
1. A comprehensive assessment of cognitive strengths and

weaknesses is required to consider the impact of challenges
(such as impaired visuo-perceptual function, learning abil-
ities, awareness, and insight of changes) on motivation,
ability to engage in planning and treatment, and specific
approaches to treatment delivery.

2. For treatment planning, consider the prognosis for cognitive

recovery or decline, and the potential impact of other effects
of stroke and existing comorbidities (such as fatigue, pain,
depression/or anxiety) on the individual’s ability to partici-
pate in and benefit from cognitive rehabilitation.

3. When engaging individuals with VCI, their family, and

caregivers in cognitive rehabilitation treatment, consider:

a. Interactive education about cognitive strengths and
weaknesses, and implications for treatment, function,
safety, as well as prognosis.

b. The prognosis for cognitive recovery or decline that may
impact treatment planning and delivery (e.g., related to
the time post stroke, severity of vascular pathology).

c. The availability of social support and the existing phys-
ical environment may impact participation, safety, and
outcomes. Modifying the social and/or physical envi-
ronment and embedding structure and routine may be
considered to optimize specific cognitive rehabilitation
techniques.

4. Both compensatory and remediation approaches may be ap-

plied in a person-centered approach to optimize function.

5. In addition to interventions tailored for specific cognitive

domains, other approaches that directly impact brain func-
tion or health (e.g., noninvasive brain stimulation, physical
activity) have received growing attention as modulators of
cognition.

6. Multimodal approaches (e.g., diet, social activities, music,

health education) may be considered to improve cognitive
performance or to prevent cognitive decline.

7. Virtual reality has been studied to address post-stroke at-

tention, memory, and executive function impairments and
may be considered, but its efficacy has not been established
(further research is required).

8. Computer based interventions may be considered as an ad-

junct to clinician-guided treatment. Research in this area
continues to evolve rapidly.

9. Evidence for the impact and outcomes of treatment on ac-

tivity or participation limitations is limited and requires
more research.

3.1 Executive Function

Note: This section includes interventions for the cognitive
domain of executive function (planning, organization, self-
monitoring, and awareness). In most cases this should be con-
sidered for mild to moderate executive dysfunction.

© 2025 Heart and Stroke Foundation of Canada. All rights reserved.
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i. Cognitive rehabilitation that focuses on executive func-
tion deficits may be addressed with both compensatory
and remediation strategies that are appropriate to the indi-
vidual’s needs and clinical profile [Strong recommenda-
tion; Low quality of evidence].

Compensation strategies may include:

a. Metacognitive strategy training and formal problem-
solving strategies, under the supervision of a trained
therapist, should be considered for individuals with
mild to moderate cognitive deficits [Strong recommen-
dation; Moderate quality of evidence].

b. In individuals with reduced self-awareness, the use of
skill-specific training and explicit feedback may be
considered to promote performance of specifically
trained functional tasks [Strong recommendation;
Low quality of evidence].

c. Modifications to the environment and external strate-
gies (e.g., written or electronic cues), should be consid-
ered for those individuals with mild to severe executive
dysfunction [Strong recommendation; Low quality of
evidence].

iii. Remediation using targeted computer-assisted executive
skill training facilitated and guided by a therapist may be
considered [Strong recommendation; Low quality of
evidence].

=3

il.

3.2 Attention

Note: This section includes interventions for the cognitive do-
main of attention (e.g., vigilance, working memory). In most cases,
this should be considered for mild to moderate attention deficits.

i. Cognitive rehabilitation that focuses on attention deficits
may be addressed with both compensatory and remedia-
tion strategies as appropriate to the individual’s needs
and clinical profile [Strong recommendation; Low qual-
ity of evidence].

ii. Compensation: Modifications of cognitive demands by
adapting the environment, tasks or treatment sessions (e.g.,
duration, planned rests, reducing distractions) may be con-
sidered [Strong recommendation; Low quality of evidence].

iii. Remediation: Targeted cognitive training directed by a
therapist, such as time pressure management, attention
process training, or computer-assisted cognitive rehabili-
tation, may be considered for appropriate individuals

[Strong recommendation; Low quality of evidence].

a. Working memory deficits may be remediated using
targeted computerized working memory skill training
facilitated and guided by a therapist [Strong recom-
mendation; Moderate quality of evidence].

3.3 Memory

i. Compensation strategies may be considered for individuals
with stroke and memory difficulties or impairments including:
a. Using strategies that provide external cues or support (e.g.,
assistive electronic and nonelectronic devices) [Strong rec-

ommendation; Moderate quality of evidence].
b. Using internal strategies, for those with mild memory
difficulties or impairments. These strategies are taught

© 2025 Heart and Stroke Foundation of Canada. All rights reserved.

to the individual and could include strategies to increase
memorability (e.g., visual imagery, association, and se-
mantic organization) and training techniques (e.g., self-
efficacy training, and spaced retrieval practice) [Strong
recommendation; Moderate quality of evidence].

c. For those with moderate to severe memory impairments,
errorless learning applied to specific functional tasks
(e.g., preventing mistakes in repeated practice with cues
that are reduced as learning is successful) is recom-
mended as an additional training technique [Strong rec-
ommendation; Moderate quality of evidence].

Section 3.3 Clinical Considerations
1. Treatment for memory difficulties or impairments may be
provided individually or in a group setting.

3.4 Aerobic Exercise

i. Aerobic exercise should be considered where appropriate
as a modality to improve attention, working memory,
and executive function [Strong recommendation; Moder-
ate quality of evidence]. Refer to CSBPR Rehabilitation,
Recovery and community Participation Part Two, Section
4.4. for additional information on aerobic training.

ii. Multimodal approaches: Aerobic exercise may be com-
bined with cognitive rehabilitation training to improve at-
tention, working memory, and executive function in indi-
viduals with VCI [Strong recommendation; High quality
of evidence]. Refer to CSBPR Rehabilitation, Recovery
and community Participation Part Two, Section 4.4. for
additional information on aerobic training.

SECTION 4: HEALTH MANAGEMENT, AND
RETURN TO DRIVING AND VOCATIONAL ROLES

Functional Health Management: Functional health man-
agement is a wholistic and proactive approach to maintaining
and improving an individual’s ability to perform activities of
daily living and to fully engage in social roles across the
lifespan, particularly in the presence of chronic conditions,
such as stroke and its related disability, or aging-related
changes. Targeted interventions such as home-based rehabilita-
tion®” and exercise programs,>*** cardiorespiratory program,
or resistance training®> can be helpful to promote indepen-
dence, prevent decline, and enhance quality of life.

Community-based Palliative Care: No trials specific to
stroke have been published on the topic of palliative care inter-
ventions. A Cochrane review"® included the results from 4 ran-
domized controlled trials(1234 participants, mainly with a diag-
nosis of cancer) and evaluated the effectiveness of home-based
end-of-life care compared to inpatient hospital or hospice care.
At 6 to 24 mos, individuals who received end-of-life care at
home were significantly more likely to die at home, aligning
with many patients’ preferences. However, home-based care
was not associated with a significant reduction in unplanned
hospital admission.

Advance Care Planning: Although no stroke-specific
studies have been published that examine the effectiveness of
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advance care planning, several studies exist that include patients
with mixed diagnoses, as well as those who are healthy.>’ >’ Ina
recent systematic review,”’ advance care planning interventions
demonstrated limited impact on quality of life or healthcare use
but were consistently associated with improved communication,
reduced decisional conflict, and increased alignment between
patient and caregiver preferences. Results from two smaller
RCTs demonstrated that structured advance care planning inter-
ventions significantly increased the likelihood that an individ-
ual’s end-of-life wishes were known and respected and im-
proved family satisfaction and emotional outcomes
following death.**~*

Return to Driving: Since driving is a part of many individ-
uals’ daily routine prior to stroke, returning to driving is often a
high priority for individuals with stroke and their families. In-
terventions to help individuals with stroke improve driving
skills have not been well studied. A Cochrane review in-
cluded the results from 4 RCTs. The interventions examined
included driving simulators and skills development using the
Dynavision device and Useful Field of View training. No
pooled analyses of the primary outcome, performance (pass/
fail) during on-road assessment, were possible. Based on the
results from a single trial, there was no significant difference
in the mean on-road scores between groups at 6 mos (mean dif-
ference [MD] = 15.0, 95% CI=—4.6 34.6, P = 0.13), although
participants in the intervention group had significantly higher
scores on road sign recognition test (MD = 1.69, 95% CI =
0.51-2.87, P=0.0051).

Return to work (RTW): Return to work is a key concern for
many people, particularly younger individuals recovering from
stroke. Several trials have evaluated interventions aimed at facil-
itating RTW after stroke, though evidence remains limited and
inconclusive. The RETurn to work After stroKE (RETAKE)
trial,41 a multicenter randomized controlled trial that assessed
the effectiveness of Early Stroke Specialist Vocational Rehabil-
itation in addition to usual care, found that ESSVR was not as-
sociated with an improvement in the odds of RTW (64.2% vs.
59.4%; adjusted odds ratio = 1.12, 95% CI=0.8 to 1.87). Ntsiea
et al.** reported that participation in a 6-wk individualized work-
place intervention program was associated with an increase in
the number of individuals who had returned to work following
a recent stroke (<8 wks), compared with those who received
usual care, at 6 mos (60% vs. 20%, P < 0.001).

Section 4 Health Management, and Return to
Driving and Vocational Roles Recommendations

4.0 Individuals with stroke, their families, and caregivers
should be provided with information, education, training, sup-
port, and access to services throughout transitions to the com-
munity to optimize the return to life roles, activities, and social
participation [Strong recommendation, Moderate quality
of evidence].

4.1 Health Management Following Stroke
i. Individuals living in the community following stroke
should have access to regular and ongoing healthcare
follow-up appropriate to their individual needs, which
may address evaluating progress of recovery, preventing
deterioration, maximizing functional and psychosocial
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outcomes, preventing stroke recurrence, and improving
quality of life [Strong Recommendation; Moderate Qual-
ity of evidence].

a. Initial review with primary care providers would ideally
occur within the first month following hospital dis-
charge and address the key secondary prevention, med-
ical and functional issues, and provide ongoing follow-
up as required [Strong recommendation; Low quality of
evidence]. Refer to CSBPR Secondary Prevention of
Stroke module for additional information and the post-
stroke checklist.**

ii. Individuals presenting with stroke or TIA should be
screened for any changes in cognition following stroke
or TIA compared to their pre-stroke cognitive status.
[Strong recommendation; Moderate quality of evidence].
Note, changes can be reported by the individual, family
members, caregivers or clinicians. Refer to CSBPR Vas-
cular Cognitive Impairment module Appendix 3 for more
information on the presenting signs and symptoms of
ver?!

iii. Individuals presenting with stroke or TIA should be
screened for any changes in mood and anxiety following
stroke compared to their pre-stroke mental health status.
[Strong recommendation; Moderate quality of evidence].

iv. Secondary prevention of stroke should be optimally man-

aged and risk factor reduction strategies optimized in all
settings including long-term care [Strong Recommenda-
tion; High Quality of Evidence]. Refer to CSBPR Second-
ary _Prevention _of Stroke module for additional
information.™

v. Referrals to appropriate specialists should be made to sup-
port and manage specific vascular risk factors and life-
style behaviors and choices where required [Strong Rec-
ommendation; Low Quality of Evidence]. Refer to
CSBPR Secondary Prevention of Stroke module for addi-
tional information.™

4.2 Functional Health Management

i. Individuals with stroke living in the community who ex-
perience a decline in functional status should receive
targeted interventions, as appropriate [Strong Recom-
mendation; Moderate Quality of Evidence] even if the
change occurs many months/years post-stroke. Refer to
appropriate topics within this module for targeted
interventions.

ii. Processes should be in place for individuals following a
stroke to re-access rehabilitation or other supports and
services as required based on changing needs during
longer-term recovery [Strong Recommendation; Moder-
ate Quality of Evidence].

iii. Individuals with stroke should have access to evidence-
based community exercise programs as appropriate
[Strong recommendation; High quality of evidence].**

4.3 Advance Care Planning
i. The healthcare team should ensure that individual goals
of care and advance care planning decisions are reviewed
periodically (e.g., annually) with the individual with
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il.

iii.

stroke, their family, and caregivers as appropriate, and up-

dated when needed, such as when there is a change in

health status [Strong recommendation; Low quality of ev-
idence]. Refer to CSBPR Stroke Systems of Care Module

Section 8 for additional information.”®

Advance care planning may include a substitute decision-

maker and should reflect provincial legislation [Strong

recommendation; Low quality of evidence].

a. Advance care planning discussions should be docu-
mented and reassessed regularly, including at transition
points or when there is a change in health status, with
the active care team and the individual with stroke or
substitute decision-maker, and included on the transi-
tion (discharge) summary [Strong recommendation;
Low quality of evidence].

Respectful advance care planning should be integrated as

part of a comprehensive care plan, taking into consider-

ation values and preferences with information regarding
the individual’s health status, understanding, prognosis,
medically appropriate treatments, and future medical care

[Strong recommendation; Low quality of evidence].

4.4 Community-Based Palliative Care

i

Referral and liaison with community-based hospice or palli-
ative care services should be coordinated as appropriate
based on the individual’s goals of care and condition [Strong
recommendation; Low quality of evidence]. Refer to Stroke
Systems of Care module for additional information.’

4.5 Driving following Stroke

4.5.1 Education and Screening

i. Individuals should be advised to stop driving for at least 1
mo after a stroke, in accordance with the Canadian Coun-
cil of Motor Transport Administrators Medical Standards
for Drivers [Strong recommendation; Moderate quality
of evidence].

1. The individual with stroke should be made aware whether

iil.

the local licensing authority has been informed that they
have had a change in their medical status that may nega-
tively impact their ability to safely drive [Strong recom-
mendation; Moderate quality of evidence].

Individuals who have had one or multiple TIAs should be
instructed to stop driving until a comprehensive neurolog-
ical assessment is completed, and findings indicate no re-
sidual loss of functional ability and discloses no obvious
risk of sudden recurrence that could create a hazard while
driving, in accordance with the Canadian Council of Motor
Transport Administrators Medical Standards for Drivers
[Strong recommendation; Moderate quality of evidence].
Refer to individual provincial and territorial laws for re-
quirements for reporting an individual’s fitness to drive
to driving authorities, and requirements to return to
driving.

Individuals with stroke may be screened for their interest
in returning to driving at points of transitions and
follow-up visits [Strong recommendation; Low quality
of evidence].

© 2025 Heart and Stroke Foundation of Canada. All rights reserved.

4.5.2 Assessment for Fitness to Drive

i

il.

Individuals interested in returning to driving following
stroke should be assessed for residual impairments, driv-
ing abilities and rehabilitation needs using valid and reli-
able methods in accordance with provincial/territorial
criteria for return to driving [Strong recommendation;
Moderate quality of evidence].

a. Sensory-perceptual assessment should consider vision,
visual fields, visual attention, and neglect [Strong rec-
ommendation; Moderate quality of evidence].

b. Motor assessment should consider strength, range of
motion, coordination, and reaction time [Strong recom-
mendation; Moderate quality of evidence].

c. Cognitive assessment should consider problem solving,
speed of decision making, attention, concentration, im-
pulse control, judgment, and reading/symbol compre-
hension [Strong recommendation; Moderate quality of
evidence].

For individuals who have residual neurological deficits
impacting driving ability following stroke, a full compre-
hensive driving evaluation, including a government-
sanctioned on-road assessment, should be considered to
determine fitness to drive [Strong recommendation; Mod-
erate quality of evidence].

4.5.3 Rehabilitation and Management for Return to
Driving
i. Following a stroke, individuals who have the functional

iii.

iv.

=

il.

potential and interest in returning to driving should be of-
fered appropriate rehabilitation therapies as required to
address functional, sensory-perceptual, motor, and cogni-
tive issues and increase the likelihood of being able to re-
turn to driving [Strong recommendation; Moderate qual-
ity of evidence].

Individuals with stroke who have the functional potential
and interest in return to driving may be referred to validated
training programs to help prepare for return to driving
[Strong recommendation; Moderate quality of evidence].
Individuals with stroke unable to return to driving should
be informed about and assisted to access transportation
alternatives [Strong recommendation; Low quality of
evidence].

Individuals with stroke unable to return to driving should
be offered support and/or counseling on coping with the
loss of the ability to drive [Strong recommendation; Low
quality of evidence].

4.6 Vocational Roles

i. Following a stroke, an individual should be screened for
vocational roles and interests, including both paid and un-
paid work such as employment, school, or volunteering
[Strong recommendation; Low quality of evidence].

a. This screening should take place early in the rehabilita-
tion phase and be reassessed at points of transitions as
appropriate [Strong recommendation; Low quality of
evidence].

b. Findings should be considered in planning for early and
ongoing rehabilitation and included in individualized
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goal setting when appropriate [Strong recommendation;
Low quality of evidence].

ii. A detailed cognitive and perceptual assessment with ap-
propriate healthcare professionals should be considered
to assist with determining the individual’s ability to meet
the needs of their current or potential employment re-
quirements and contribute to vocational planning [Strong
recommendation; Low quality of evidence].

iii. Individuals with stroke should be encouraged to resume
their vocational interests where possible and desired. A
gradual resumption could occur when appropriate and ad-
justments made to accommodate any limitations or resid-
ual challenges (such as vision, communication) [Strong
recommendation; Low quality of evidence].

iv. Referrals to vocational or educational services, and/or
counseling should be initiated and facilitated if an individual
with stroke has a goal to return to work or school, to assist
with the process of returning to vocational activities as part
of transitions to the community [Strong recommendation;
Low quality of evidence].

a. Individuals with stroke should be provided counseling and
information about employment benefits and legal rights as
required [Strong recommendation; Low quality of evidence].

v. Financial concerns and benefit options should be re-
viewed and revised, and assistance to create and imple-
ment a sustainable financial plan should be provided as
needed, during admission and/or prior to discharge, and
later in follow-up assessments and transitions [Strong rec-
ommendation; Low quality of evidence].

vi. Individuals with stroke should be supported with return to
work and education plans, which may include engagement
with employers/educators and recommendations on work
modifications, accommodations, and/or graduated return.
[Strong recommendation; Low quality of evidence].

SECTION 5: PARTICIPATION IN SOCIAL AND
LEISURE ACTIVITIES FOLLOWING STROKE

Resuming social and leisure activities after a stroke can be
challenging due to limited mobility, weakness, communication
or sensory difficulties, fatigue, and cognitive impairments.
Community-based interventions focusing on leisure therapy,
leisure therapy plus physical activity or leisure education have
been reported to improve measures of quality of life, mood, and
satisfaction with leisure activity.*>¢

Stroke often leads to a decline in sexual activity due to
physical, psychological, emotional, social, and relational
changes. Women are more likely to report reduced sexual desire
and satisfaction, while men report sexual dysfunction.*”*® Only
a few small trials examining interventions designed to address
issues relating to sexuality post stroke have been published. In-
terventions that have been examined include a structured sexual
rehabilitation session, pelvic muscle floor training, and oral ser-
traline to prevent premature ejaculation.*’

Section 5 Participation in Social and Leisure
Activities Following Stroke Recommendations
Notes:

Recreation and leisure refer to activities that individuals
engage in for enjoyment, relaxation, and personal fulfillment.
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These activities can range from hobbies, sports, or the arts,
and they play a vital role in promoting mental and physical
health. For stroke survivors, engaging in recreational activities
can aid in physical rehabilitation by enhancing motor skills
and coordination, while also providing a sense of accomplish-
ment and joy.

Social participation encompasses the ways individuals
connect with others and engage in community life. For stroke
survivors, maintaining social connections is essential for com-
bating feelings of isolation and depression, which can often ac-
company the recovery process. Social engagement can also fa-
cilitate the sharing of experiences and resources, fostering a
supportive network that aids in emotional recovery.

5.1 Recreation, Leisure and Social Participation
i. Individuals with stroke should be screened for goals spe-
cific to recreation, leisure, and social participation
[Strong recommendation, Moderate quality of evidence].
ii. A comprehensive assessment for interest and abilities to
resume previous or new recreation, leisure, and social ac-
tivities should be performed using validated assessments
when available. [Strong recommendation, Moderate
quality of evidence].

iii. Individuals with stroke who experience difficulty engag-
ing in recreation, leisure, and social activities should re-
ceive individualized plans and therapeutic interventions
developed through collaborative goal setting with their
healthcare team [Strong Recommendation; High quality
of evidence].

iv. Individuals with stroke should be provided with informa-
tion and referral to community-based resources to meet
ongoing physical, social, emotional, intellectual, and spir-
itual needs [Strong recommendation; Moderate quality of
evidence].

5.2 Relationships and Sexuality
i. Individuals with stroke, their family, and caregivers
should be educated and counseled on the potential impact
of stroke on interpersonal relationships including spou-
sal, familial, and other close relationships [Strong recom-
mendation, Moderate quality of evidence].

a. Topics to address in discussions may include coping,
adapting, and adjusting; changed family roles, parental re-
lationships; disrupted social identity, loss of social opportu-
nities, emotional difficulties, impact of post-stroke fatigue
on social participation; loneliness; and social isolation
[Strong Recommendation, Low Quality of evidence].

ii. All individuals with stroke should be given the opportu-
nity to discuss intimacy, sexuality, and sexual functioning
at all stages of stroke care and recovery at a time appropri-
ate for the individual [Strong recommendation; Moderate
quality of evidence].

a. Topics to address in discussions may include safety con-
cerns, changes in sexual desire, and the potential impact
of stroke on sexuality (e.g., physical, emotional, cogni-
tive and/or communication) and resuming sexual activity
[Strong recommendation; Moderate quality of evidence].

iii. Education sessions for individuals with stroke and/or
partners may address potential changes in intimacy and
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sexuality, resumption of intimacy and sexual activities,
and frequently asked questions regarding relationships
following a stroke [Strong recommendation, Low quality
of evidence].

iv. Referral to a sexual health specialist may be considered for
individuals with complex and/or persistent sexual difficul-
ties [Strong recommendation, Low quality of evidence].

Section 5.2 Clinical Considerations
1. When addressing intimacy, sexual function, and sexuality,
the following factors should be considered regardless of cur-
rent relationship status, sexual orientation, or gender identity
and should be available for all individuals with stroke:

a. Ensure conversations occur in an environment that prior-
itize privacy, safety, and comfort for the individual with
stroke and includes their close relationships if preferred.

b. Establish a therapeutic relationship prior to discussing
sensitive topics.

c. Tailor verbal and written information to the individual’s
cognitive, sensory, and communication abilities.

d. Initiate these discussions before, and continue them af-
ter transitions back to the community, including in sup-
ported living environments.

e. Address the influence of factors such as pain, mood,
anxiety, sensorimotor function, communication ability,
medication, and spasticity on sexual function.

f. Discuss indications, contraindications, and side effects
of medications to improve sexual function

5.3 Support for Community Participation
i. Healthcare team members across settings should share in-
formation and linkages about local support services and
disability benefits with individuals with stroke, their fami-
lies and caregivers [Strong recommendation; Moderate
quality of evidence].

a. Healthcare team members, individuals with stroke, their
families, and caregivers should work together to develop
an accessibility plan that identifies and helps them to
overcome any barriers to participation prior to transition
to a home or community-living setting [Strong recom-
mendation; Moderate quality of evidence].

b. This plan should consider the individual’s physical func-
tion, communication, emotional, cognitive, and percep-
tual abilities and impairments following stroke focused
on the individual’s goals for community participation
[Strong Recommendation, Moderate quality of evidence].

c. Regional disability legislation and guidelines should be
explained to individuals with stroke, family members,
and caregivers as appropriate to support transitions and
access to required services [Strong recommendation,
Low quality of evidence].

d. Healthcare team members should ensure timely comple-
tion of documentation and applications by healthcare
team members as required in collaboration with individ-
uals with stroke, their families, and caregivers, which
can help minimize delays with accessing eligible services
and funding [Strong recommendation, Low quality of
evidence].

© 2025 Heart and Stroke Foundation of Canada. All rights reserved.

SUMMARY

The 7th update of the Canadian Stroke Best Practice Rec-
ommendations for Optimizing Activity and Community Partic-
ipation following Stroke provides evidence-informed recom-
mendations that reflect the growing and changing body of re-
search evidence available focused on person-centered care,
optimizing an individual with stroke’s return to their commu-
nity, longer-term stroke recovery, and engaging in active and
meaningful participation. In Canada, optimizing recovery re-
quires navigating a complex and fragmented healthcare system
that encompasses acute care, inpatient rehabilitation, and com-
munity services. This module emphasizes the need for coordi-
nated and seamless systems of care that extend beyond the first
few months following stroke, building on progress achieved
during the initial recovery stages, to support seamless commu-
nity reintegration. These recommendations are intended to sup-
port individuals with stroke to achieve as much independence
as possible and successfully resume meaningful life roles and
leisure activities. Successful long-term planning across all tran-
sitions requires integrated and coordinated people-centered ef-
forts by all members of care teams involved with individuals
who have had a stroke, their families and caregivers, and the
broader community.

Active engagement of the individual and their family at all
stages of planning and goal setting is essential. These recom-
mendations have been guided by empirical evidence and the
experiences and insights of people with lived experience. Indi-
viduals with lived experience reported that the topics covered
in this module are often overlooked and seem to be less impor-
tant than addressing functional deficits. Consequently, stroke
team members may be too busy or unprepared to raise these is-
sues or have meaningful conversations to identify potential is-
sues requiring further exploration.

There is an urgent need to address the gap in supporting
social and community participation—health systems must en-
sure equitable access to services and resources that facilitate
not just physical recovery, but also the resumption of social
roles, leisure activities, and community engagement that are
critical for optimal long-term wholistic health outcomes and
adaptation after stroke.

A comprehensive and integrated approach to addressing
topics such as mood, cognition, sleep and life roles requires co-
ordinated systems to be in place in all regions of Canada; a
challenge given the vast geographical area with many smaller,
and in some cases, isolated communities. Virtual care modali-
ties represent a promising approach to overcoming geographi-
cal barriers and a potential mechanism for engaging family
members in rehabilitation and transition planning. However,
they must be implemented with careful attention to digital liter-
acy, access to technology, and the need for some in-person as-
sessment and treatment components.

Looking toward the future, several emerging trends are
shaping the landscape of stroke recovery. Technology and as-
sistive devices are emerging at a rapid pace and may play a
key role in supporting activity and community participation
following stroke. Continuing to develop community-based
programming that enables people post stroke to optimally par-
ticipate in exercise, social, vocational, and leisure activities can
ease the transition to community living and contribute to a
sense of well-being and health-related quality of life.>°

Wwww.ajpmr.com [ 13



Yao et al.

Volume 00, Number 00, Month 2025

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 practice. These rec-
ommendations are reviewed and updated every three to 5 yrs, as
new evidence emerges that requires changes in practice.
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