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Clinical stroke guidelines: where to now?
Craig S Anderson

Updated guidelines recommend improving access to specialised stroke units and thrombolytic therapy,
and the rapid assessment of patients with transient ischaemic attacks for stroke risk

S

troke, with its high incidence and serious consequences, is
one of the foremost health challenges for Australia and
globally. Although stroke rates appear to be decreasing,1
population ageing will intensify the impact of this disease and the
need for effective prevention and management strategies.2 Stroke is
a complex disease with a range of causes, manifestations, outcomes
and treatment approaches, but is too common and costly to be left
as the province of a single clinical discipline, neurology. As the
therapeutic time window in which to rescue or “protect” the brain
from ischaemic damage is extremely short, there is a need for good
systems of communication and responsive, expert team care, both
in the community and in hospitals, to ensure safe and effective
delivery of interventions early after onset and in subsequent
phases of acute stroke. Indeed, the single most important therapeutic advance in stroke medicine is arguably the recognition that
well coordinated, multidisciplinary care in the form of stroke care
units (SCUs) can significantly improve the chances of recovery
from stroke. So how can we improve patient access to expert SCU
care and therapies that provide the best opportunity for a favourable outcome?
A popular approach to improving the quality of health care
delivery is the development of clinical guidelines. A good example
is the Clinical guidelines for acute stroke management,3 produced by
the National Stroke Foundation in 2007. These guidelines update
a document published in 2003 and are available from the Foundation’s website (http://www.strokefoundation.com.au). They aim to
provide clinicians and patients with all the key information needed
to make the best decisions about the benefits and risks of
treatment, through the use of systematically developed statements,
recommendations and algorithms based on supporting grades of
evidence. In addition, the document may provide a degree of
medicolegal protection for the treating clinician, and political
leverage for developing services both locally and generally. So what
can we learn from these stroke guidelines, developed with specific
relevance to the local context?
The guidelines followed the rigorous standards of development
and production set down by the National Health and Medical
Research Council (NHMRC) and cover a wide range of clinically
relevant topics in a simple, accessible format. The multidiscip4

linary expert working group that developed the guidelines is to be
commended for seeking a wide range of external advice and
comment, for incorporating consumer values and preferences in a
unique additional grading of the recommendations, and for making sensible judgements for nearly half of the 148 recommendations where high-level randomised evidence was lacking — not
surprisingly, mainly in the areas of supportive care and early
rehabilitation.
A key recommendation emphasised in the updated guidelines is
the need for rapid assessment and management by specialists of
patients who present not only with established features of an acute
stroke but also with a transient ischaemic attack (TIA). TIA has
generally been considered more “benign” than stroke and akin to
migraine, because of its brevity and reversibility. However, recent
studies show that the risk of recurrent stroke early after a TIA is
similar to the risk after mild ischaemic stroke: about 10% in the
first week and 20% by 3 months.4,5 Thereafter, the annual risks of
stroke and myocardial infarction are around 5% and 2%–3%,
respectively.6 Given that 30%–40% of patients with ischaemic
stroke have had a preceding TIA or minor stroke,7,8 and that
evidence is accumulating of the benefits of early interventions such
as antiplatelet therapy, blood pressure-lowering therapy and
carotid endarterectomy, TIAs provide an important opportunity for
stroke prevention.8,9
However, the diagnosis of true stroke-related “focal” TIA is often
challenging as it generally relies on patients recalling symptoms
from a time when they were possibly impaired. As outlined in the
ABCD2 tool for assessment of patients with transient
ischaemic attack10
A. Age ⭓ 60 years = 1 point.
B. Blood pressure ⭓ 140/90 mmHg = 1 point.
C. Clinical features: unilateral weakness = 2 points, speech
impairment alone = 1 point.
D. Duration > 60 minutes = 2 points, 10–59 minutes = 1 point.
D. Diabetes = 1 point.
Total. 0–3 = low risk of stroke, 4–7 = high risk of stroke.
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stroke guidelines, a simple measure — the ABCD2 tool (a 7-point
score calculated from age, blood pressure, clinical features, duration of symptoms, and diabetes status [Box])10 — can help
clinicians, including those in primary care, with patient triage.
Those at “high” risk of subsequent stroke have the option of
admission to hospital to expedite investigations and management,
while those with “low” risk could be followed up quickly in
specialist outpatient clinics, where available. Early assessment
offers further benefits for patients, through establishing correct
diagnoses for TIA-mimics, such as syncope, seizure, anxiety–
hyperventilation and vestibular disturbance, allowing specific
interventions and avoidance of unnecessary, costly and sometimes
risky avenues of management. For all these reasons, and as
suggested by Kehdi et al in this issue of the Journal (page 9),11 early
in-hospital management of patients with TIA may improve outcomes. However, there are major implications for resources and
service configuration if rapid expert neurological assessment is to
be provided to patients who present to emergency departments
with TIA as well as those with stroke.
Importantly, the stroke guidelines also included cost-effectiveness analyses of the currently available, clinically proven interventions for prevention and treatment of stroke. Most
noteworthy was the finding that substantial economic and
health-related benefits could be derived from improved patient
access to high-quality stroke services through a modest additional investment of resources. Given that a substantial proportion of the Australian population lives in rural or remote areas,
where there are no SCUs or other specialty services, the guidelines recommend the creation of networks linking smaller
regional and rural centres to larger centres with SCUs. Furthermore, as the availability of SCUs varies widely even in urban
settings, the guidelines recommend that ambulances preferentially transfer patients with suspected stroke to hospitals with
SCUs. This recommendation is controversial. Recent audits12 and
experience indicate that not all SCUs are resourced appropriately
to allow safe and effective use of the thrombolytic agent,
recombinant tissue plasminogen activator (rtPA), in carefully
selected patients who present within the first few hours after the
onset of ischaemic stroke. Given that rtPA is proven to be costeffective, a reorganisation of services to allow ambulances to
route patients directly to “active rtPA SCUs” could allow many
more people to benefit from this treatment.
How can the recommendations in the stroke guidelines be
implemented in the real, service-challenged world, where modifying the behaviour of clinicians and providers is difficult, and
clinical settings are often not conducive to change? The transfer of
evidence into clinical practice has, to date, been unpredictable and
often slow and haphazard for many reasons, including poor
knowledge, limited therapeutic expertise, lack of time and, in
particular, economic restraints. The use of guidelines can better
align clinical management with evidence-based practice, but this is
difficult when expertise and services are non-existent or inappropriately resourced.
There is limited empirical evidence to support any specific
strategy for change over another, but current data suggest that
change is possible through comprehensive approaches that target
different levels and settings in the health care system.13 The
stroke management guidelines are a positive step. Implementa-

tion strategies, including the development of policy at the
highest, central level, are now needed. A key step would be for
the federal government to mandate the recommendation of the
National Service Improvement Framework that all people with
acute stroke receive SCU or appropriate alternative care around
the country.14 Implementation of such policies would provide the
best opportunity to improve the outcomes for patients with
stroke and the growing population at risk of this devastating
illness.
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