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Fig. 1. Delay before an initial contact with a rehabilitation professional. The data

were adjusted to take account the weight of each case file depending on the facility’s

share of national stroke management.
Early rehabilitation after stroke: Strong
recommendations but no achievement
in the French Acute Healthcare Facilities

Dear Editor,

In France, as in most other developed countries, stroke remains
the leading cause of acquired adult disability and the third leading
cause of death [1,2]. The rehabilitation treatment procedure set-up
during the first days following a stroke is one of the determining
criteria of the functional prognosis [3]. The recent report by the
American Stroke Association, as in the majority of best practice
guidelines, recommends prompt management and a specialized
assessment for all patients with a persistent deficiency (Level I
recommendation) [4]. In 2017, the follow-up of these recommen-
dations in France at the acute phase of a stroke was evaluated by
the French National Health Authority (Haute Autorité de Santé –
HAS). The aim of this study was to assess the follow-up of these
recommendations by the hospital departments caring for patients
during the acute phase of a stroke.

The selection of the institutions that were evaluated was
performed using the PMSI-MCO database (the PMSI is used for
coding the records according to the main diagnosis for which the
patient is treated at the institution). All French health facilities
treating at least 10 patients with an acute ischemic or hemorrhagic
stroke were evaluated. Patients admitted in 2016 with the mention
of a stroke as their main diagnosis and recorded on their
anonymous release summary were selected for this assessment.
The CVA was defined by using the following codes of the
International Classification of Diseases, the 10th revision (ICD
10): codes I61 (intracerebral hemorrhage), I63 (ischemic stroke)
and I64 (cerebrovascular accidents, unspecified). Codes I63.6
(cerebral infarction due to cerebral venous thrombosis) and G45
(transient ischemic attack) were not included in the selection of
retrieved files. The following were excluded: patients who died
during their stay, stays of less than 24 hours, stays of patients
under 18, stays divided between establishments (except for Tele-
Stroke) and stays with coding inconsistencies. After this first
screening, all the French health facilities included were evaluated
up to a maximum of 80 stays (for establishments with more than
80 stays a randomly selected sample was made).

In the selected files, the date of the first assessment by
rehabilitation professional as well as the professionals involved
during the stay physiotherapist, speech therapist, occupational
therapist, Physical and Rehabilitation Medicine (PRM) physician
were included. In the absence of an assessment, it was possible to
confirm that the patient’s condition did not require any specialized
evaluation in view of the clinical examinations carried out by the
physicians during the stay (the deficit was then considered as
totally regressive by the clinicians) or that no care management
had been performed.
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1877-0657/�C 2018 Elsevier Masson SAS. All rights reserved.
The quality of the evaluation criteria obtained was indepen-
dently monitored by the Regional Health Agencies (Agence
régionale de Santé – ARS) in a sample of the various institutions.

Taking into account the disparities in the stroke management
activity in France, each institution’s individual contribution to the
collection was not identical. It was therefore necessary to adjust
the data collected during the campaign by assigning a weight to
each file. This weight was based on the ratio between the number
of eligible files and the number of files assessed. It was therefore
proportional to the number of strokes coded by the patient care
facility during the year of study.

The analyses were performed using the SAS1 Enterprise Guide
software, version 7.1.

In this evaluation we included 550 health care facilities (HCF),
139 of which had a stroke unit (SU). The sample analyzed contained a
total 26,008 files. The average length of stay was 11.5 days.

In 19% of patients, we found that they had not received any
specialized care because the deficit was recorded as being totally
regressive. At least one assessment by a rehabilitation professional
was found for 61% of patients and 20% of patients had no
specialized assessment during their stay (despite the persistence of
a deficit). The majority of patients were assessed by a physiother-
apist and in 7% by a PRM physician (Fig. 1).

For patients with a persistent deficit, in HCF with a SU a
rehabilitation professional performed an assessment in 84% of
cases compared to 71% for HCF with no SU but with a Tele-stroke
installation and 68% for those with neither a SU nor a Tele-stroke.

Regarding assessment time delays, the first contact with a
rehabilitation professional was observed in 16% of cases on the first
day and in 35% of cases during the first 3 days (Fig. 2).

This study made it possible to establish, on the national level,
the poor follow-up of the recommendations on rehabilitation
management during the acute phase of a stroke. In fact, only 61% of
the patients had any contact with a rehabilitation professional and
most often at a late stage.
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Fig. 2. Rehabilitation professionals involved during the stay. The data were adjusted

to take account the weight of each case file depending on the facility’s share of

national stroke management.
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The HCF organization concerning the rehabilitation at the
stroke’s acute phase has very rarely been studied. Only a major
German registry study of 140 health facilities in the Baden–
Württemberg region reported that 90% of stroke patients were
treated in the acute phase [5]. For 90% of the patients it was
physiotherapy, 63% occupational therapy and 70% speech therapy
(compared to 29%, 6% and 13% respectively in the present study).
As regards the delay in the time of care, it was less than 48 hours
for 90% of patients. These results, which were much higher than
ours, are in agreement with most recommendations of good
practice [6].

For example, the value of early motor stimulation has been
proven since the creation of the first SUs in the 1990s [7]. Most
frequently performed by physiotherapists, it is based on the
prevention of decubitus complications (respiratory, circulatory,
muscular etc.) and on a positive stimulation of brain plasticity
[6]. A debate continues to persist regarding early stage manage-
ment as well as the intensity of stimulation to be proposed because
it appears that a too intensive motor rehabilitation during the first
24 hours (Very Early Rehabilitation – VER) can be deleterious
[8]. In fact, physical activity can lead to blood pressure changes that
have a negative impact on the ischemic penumbra of the first hours
following a stroke and increases the risk of intracerebral bleeding
(particularly after thrombolytic therapy) [9].

As regards other rehabilitation care services (speech therapy,
occupational therapy, etc.), recommendations of good practice are
less consensual. In a recent study, early intervention in speech
therapy (less than 48 hrs.) appeared to have a positive impact at
15 days and at 6 months post stroke [10]. Moreover, if it is
estimated that in the acute phase 40% of patients have swallowing
disorders and 30% aphasia [11], specialized care management
should be organized for the majority of patients (although this only
concerned 13% of patients in our study). As regards the
management of occupational therapy, no study, published has
answered the question of the optimal time of care but as more than
half of the patients will eventually have a moderate to severe
disability [12], a functional assessment by an occupational
therapist for patients in the acute phase should be more routinely
proposed. It was only found in 6% of the records in our study.

In view of these factors, it therefore seems important to
improve rehabilitation treatment during the first days following
stroke. Late treatment times and the low percentage of patients
assessed do not conform to good practice recommendations.
Moreover, 19% of the patients did not undergo any care treatment
because the medical examination did not find a deficit requiring a
specialized evaluation. This rate was higher than that reported in
the literature data, which observed that from 6 to 16% of patients
had no deficit (on the Rankin scale), and probably overvalued. A
major restructuring of the neurology services, particularly SUs,
should be carried out. This would permit a more systematic
functional evaluation of the patients, the screening of cognitive or
thymic disorders which are often underestimated at the acute
phase and a better orientation regarding structuring acute care
management. The obstacles to this restructuring are numerous.
We can mention the difficulties in recruitment of rehabilitation
professionals in the SUs and the lack of collaboration between the
PRM and neurology HCF.

This study has some limitations that need to be mentioned. The
medical records of patients were analyzed retrospectively. The
traceability of the information was therefore not systematic and
could have affected the results. Experiments, a test campaign and
four evaluation campaigns have been carried out since 2009 to
optimize this traceability. The clinicians were therefore made
aware of the importance of noting the completion of a rehabilita-
tion treatment program in the files.
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