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Objectifs de la présentation

- Objectif 1 : Etre au courant des lignes directrices mondiales en matiére
d’AVC pour le suivi a long terme des patients victimes d’AVC.

* Objectif 2 : Comprendre quels sont les domaines communs de difficulté pour
les patients souffrant d’AVC a long terme.

» Objectif 3 : Recevoir une liste de contrble pour suivre vos patients souffrant
d’AVC a long terme.



Le tiers des patients ayant survécu a un
AVC présentent une déficience résiduelle
importante apres 5 ans

- Dans une étude, on a évalué les degrés d'incapacité et de handicap 5 ans
apres un AVC (n = 418) en utilisant plusieurs outils de mesure différents.

- Prés du tiers des patients ayant survecu a un AVC présentaient une déficience modeéree
a grave 5 ans apres I'AVC, peu importe l'outil de mesure utilisé pour évaluer la
déficience.
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Proportion de patients partiellement
ou totalement dépendants 3 mois
apres I'AVC
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a Proportion de patients qui, trois mois aprés avoir subi un AVC, ont déclaré dépendre de I'aide et du soutien d'aidants.

Adapté du rapport sur le registre Riks-Stroke de 2012. Disponible a I'adresse
http://www.riks-stroke.org/index.php?content=analyser.



Besoin d'une aide a long terme
deux ans apres I'AVC

S'habiller
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Pourcentage de patients qui ont besoin d'aide

Adapté de Glader EL, et al. Lakartidningen. 2001;98(41):4462-4467.



Sondage mené aupres de patients
deux ans aprées un AVC

Question du sondage : « Recevez-vous actuellement des

traitements de réadaptation? »
Non, n'‘en ont pas besoin 55
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Pourcentage de patients
Adapté de Glader EL, et al. Lakartidningen. 2001;98(41):4462-4467.
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Les déficiences consécutives a un
AVC sont fréquentes et variées

* 50 % des patients présentent cing ou six types de déficiences
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UK Stroke Survivor Unmet Needs Survey:
Souligne la nécessité a 5 ans apres un AVC

» Cross-sectional survey 1 a 5 ans post AVC
- 2 échantillons : National/Local Register (South London)
« 1251/1799 questionnaires retournes

* 49% ont déclaré des besoins non satisfaits

* Le nombre median de besoins non satisfaits = 3 (1-13)
o 59% douleur
o 54% information sur les AVC
o 42% ont déclaré changement negatif dans leur relation avec le conjoint
o 39% besoin affectif non comblé

McKevitt C, et al. Stroke. 2011;42(5):1398-1403.



South London Stroke Register: Invalidité et besoin
de readaptation de 10 ans

+ 10% - 20% des patients avaient une incapacité moderée a sévere a 10 ans

+ 20% - 30% des patients a n'importe quel moment pendant 10 ans, nécessitent une évaluation et
I'intervention de réadaptation

By Barthel Index (mean, 95% confidence interval)
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Statistiques Inquiétantes

33% des survivants d'un AVC ne se sentent pas préts a gerer leurs
problemes lors de la decharge de I'hopital

18-46% éprouvent des problemes sociaux

19%-62% eprouvent des problemes émotionnels

Murray J et al. Br J Gen Pract 2003;53:137-142
McKeuvitt C et al. UK stroke survivors needs survey. London: The Stroke Association 2010



Sondages menés aupres d'aidants
deux ans apres I'AVC

- Indiquent un besoin d'obtenir de plus amples renseignements [ Riks-Stroke J
et un meilleur soutien.
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Research

Understanding long-term unmet needs in Australian survivors of stroke

Nadine E. Andrew', Monique Kilkenny'?, Rebecca Naylor®, Tara Purvis', Erin Lalor?,
Natasha Moloczij?, Dominique A. Cadilhac'?, on behalf of the National Stroke Foundation

Background Limited data exist on the long-term needs of
community-dwelling stroke survivors. We aimed to describe
factors associated with the extent to which needs were met in
Awustralian survivors of stroke.

Method Multifaceted strategies were used to obtain a
national sample. Adults 12+ months poststroke and living in
the community participated. Needs were assessed over the
domains of health, everyday living, work, leisure, social
support, and finances. Multivariable negative-binomial and
logistic regression were used.

Results Seven hundred sixty-five survivors completed surveys.
Most (84%) reported having needs that were not being fully
met (median 4 of 20, Q1, Q3: 1, 9). Variations occurred based
on age, residential location, time since stroke, and disability
level. Multivariable results showed that having fatigue, cogni-
tion or emotional problems, decreasing age, and increased
disability were associated with increasing numbers of needs
not being fully met (P < 0-001). Factors associated with needs
not being fully met were as follows: (1) greater disability
(adjusted odds ratio: 3-4, 95% confidence interval: 1.9, 6-0) and
fatigue problems (adjusted odds ratio: 2-0, 95% confidence
interval: 1-1, 3-4) (health domain); (2) greater disability
(adjusted odds ratio: 7-0, 95% confidence interval: 3-0, 17-0)
and being one to two-years poststroke (adjusted odds ratio:
3-4, 95% confidence interval: 1-5, 7-8) (work domain); and (3)
increased disability (adjusted odds ratio: 3-8, 95% confidence
interval: 2-2, 6-5) and memory problems (adjusted odds ratio:
2-1, 95% confidence interval: 1-0, 4-2) (leisure domain).
Conclusion The extent to which long-term needs were met
was influenced by a variety of factors, particularly age, disabil-
ity levels, and residential location. Changes need to be made
to the way and extent to which survivors are supported fol-
lowing stroke.

Key words: community care, outcomes, stroke care, stroke, treatment,
unmet needs
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Introduction

Stroke is a leading cause of long-term adult disability (1). In
Australia, 90% of stroke survivors live at home (2), and approxi-
mately 65% are dependent on others to help them with everyday
activities (1). Quality of life two and five-years after stroke has
been reported by many stroke survivors as poor (3,4), and many
experience activity limitation, restricted social participation, and
psychological issues such as anxiety and depression many years
after their stroke (5,6).

Long-term problems are often a consequence of survivors
struggling to come to terms with their new condition and inte-
grating back into the community (7). In particular, mood changes
have been frequently reported and found to be associated with
loss of independence, inability to resume previously enjoyed
activities, and an inability to fulfill previous roles (8-11). Stroke
survivors have also reported that health systems are not respon-
sive to their changing needs and that there is a lack of long-term
re-assessment of their needs (12).

Despite the growing numbers of stroke survivors and the rec-
ognized need to support survivors and their carers living in the
community, there is little research in this area. The authors of
recent literature reviews have concluded that research in this area
lacks a systematic approach to problem identification, has a poor
evidence base, and is not underpinned by sound theoretical con-
cepts (13-15). In 2010, the United Kingdom Stroke Association
released a report which was used to identify the extent to which
the long-term needs of 799 community-dwelling stroke survivors
were being met (16). The UK survey highlighted that the long-
term health needs of stroke survivors were not being met and that
the consequences of stroke were impacting many facets of survi-
vors' lives. However, the extent to which these results reflect the
needs of stroke survivors in other countries and impact on
domains other than health is unknown.

Commissioned by the National Stroke Foundation (NSF),
we aimed to describe, from the perspectives of Australian
community-based stroke survivors: (1) levels of long-term needs
not being fully met {minimum one-year poststroke); (2) the
greatest areas where needs were not fullv met: (3) factors associ-

Andrew et al. Int J Stroke. 2014 Oct 9 suppl A100:106-112



Table 2 Participants with fully met and not fully met health needs as a proportion of those with needs in that area
Categories Total with needs Need was fully met Need was not fully met
Needs category within domains (N) n (%) n (%)
Health domain (total) 708 115416} 593 (84)
Physical problems Swallowing 302 170 (56) 132 (44)
Mobility 555 300 (54) 255 (46)
Falls 491 265 (54) 226 (46)
Incontinence 378 182 (48) 196 (52)
Pain 408 187 (46) 221 {54)
Speech 382 159 (42) 223 (58)
Vision 335 119 (36) 216 (64)
Cognitive/Emotional Reading 284 87 (31) 197 (69)
problems Emotions 435 118 (27) 317 (73)
Fatigue 499 124 (25) 375 (75)
Cognition 410 104 (25) 306 (75)
Memory 433 101 (23) 3327 7)
Concentration 431 93 (22) 338 (78)
Living domain (total) 521 346 (66) 175 (34)
Personal care 340 281 (83) 9(17)
Home help 339 206 (61) 133 (39)
Home adaptations 397 321 (80) 6 (19)
Transport 366 172 (47) 194 (53)
Work domain 171 69 (40) 102 (60)
Leisure domain 368 131 (36) 237 (64)
Support domain 420 202 (48) 218 (52)
Financial domain 301 188 (62) 113 (38)
All domains 730 119 (16) 611 (84)

Table 2 Participants with fully met and not fully met health needs as a proportion of those with needs in that area Andrew et al. Int J Stroke. 2014 Oct 9 suppl A100:106-112



Besoins Non Satisfaits
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Fig. 2 Proportion of participants whose needs were not being

fully met across each domain. Fig. 3 Proportion of participants whose needs were not being fully met

across each domain. IRR, incidence rate ratio.
Andrew et al. Int J Stroke. 2014 Oct 9 suppl A100:106-112
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Long-term unmet needs and associated

factors in stroke or TTA survivors
An observational study

ABSTRACT

Obijective: To extensively investigate long-term unmet needs in survivors of stroke or TIA and to
identify factors associated with these unmet needs.

Methods: Community-dwelling adults were invited to participate in a survey =2 years after dis-
charge for stroke/TIA. Unmet needs were assessed across 5 domains: activities and participation,
ervironmental factors, body functions, post-acute care, and secondary prevention. Factors
associated with unmet needs were determined with multivariable negative binomizal regression.

Results: Of 485 participants invited to complete the survey, 391 (81%) responded (median age
73 years, 67% male). Most responders (B7%) reported unmet needs in =1 of the measured
domains, particularly in secondary prevention (719%:). Factors associated with fewer unmet needs
included older age (incident rate ratio [IRR] 0.62, 95% confidence interval [CI] 0.50-0.77),
greater functional ability (IRR 0.33, 95% C| 0.17-0.67), and reporting that the general practi-
tioner was the most important in care (IRR 0.69, 95% C1 0.57-0.84). Being depressed (IRR 1.61,
95% Cl 1.23-2.10) and receiving community services after stroke (IRR 1.45, 95% CI 1.16-
1.82) were associated with more unmet needs.

Conclusions: Survivors of stroke/TIA reported considerable unmet needs =2 vears after dis-
charge, particularly in secondary prevention. The factors associated with unmet needs could help
guide policy decisions, particularly for tailoring care and support services provided after
discharge. Neurology® 2017;89:68-75

GLOSSARY

Cl = confidence interval; GP = general practitioner; IRR = incident rate ratio; STANDFIRM = Shared Team Approach
Between Murses and Doctors for Improved Risk Factor Management.

Similar to other countries, survivors of stroke in Australia often experience long-term disabil-
ity,"* resulting in profound difficulties and needs after discharge.** In one recent study, 84%
reported unmet needs at a median of 2 years after stroke.” This may significantly affect survivors’
ability to carry out normal actvities ™ or to cope with ongoing care needs, including routine
review of post—acute care and secondary prevention.”

Previous SUrvcys on ]ang-tcrm unmet I'IEI'_‘CIS WCrc ﬁ'}CLISCCI. on I'IEI'_‘CIS ICEU].tiIl'.I.g fmm FI.I['lL'tiDﬂﬂ]

87%ont déclaré des besoins non satisfaits



Initiatives visant a améliorer la gestion post-AVC a

long terme

- World Stroke Organization:
o L’AVC peut étre évitée
o Un AVC peut €étre traité
o Un AVC peut étre gere a long terme

* |l n'y a pas des lignes directrices publiées
pour la gestion a long terme apres un AVC?

National

STROKE
Strategy

LONG-TERM
e CARE & SUPPORT




En Résumé

* Pres de 50% des survivants d'un AVC ont des besoins non satisfaits de

readaptation

» Beaucoup des problemes sont facilement gérés s'ils sont identifies

rapidement

* Nous devons soutenir les initiatives dans le but d'améliorer a long terme la

sulvi et la gestion post AVC

 Des outils sont necessaires pour soutenir a long terme la suivi post AVC
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Examples from the Exhaustive List

Mobility

Activities of daily living (ADL)
Spasticity

Pain

Continence

Emotional state

Mood

Communication (speech)
Seeing

Hearing

Getting around

Sleep (disturbance)

Life satisfaction
Abnormal sensation
Accommodation
Financial needs

Risk factor reassessment (secondary prevention)
Current medications (including side effects)
Rehabilitation needs (including equipment)
Looking after yourself

Driving

Tissue viability (including skin, sores, pressure
ulcers)

Nutrition/swallowing

Epilepsy

Cognition

Social participation/empowerment — ability to do
what is important to you

Education/information — did you receive and do
you need any more?

Safety and relationships
Mental health and well-being
Staying healthy



) LISTE DE CONTROLE POST-AVC : -
AMELIORER LAVIE APRESUNAVC

WSO

v Best Practice
mmendations fr
Stmke Care

Cetta lista da contrile post-AV'C 3 &é congue pour aidar les prestatairas de 2oins & raconnaitre les troublas conssoutifa & un AVC suscaptibles d'Btra traitds ou
récassitant une consultation spécialisée. |l 8'agit d'un outil suczinct et facile d'uti lisstian, corgu pour &tre rempli svec |e patient et 'sidant, au basain. Lamploi da la
liste da contrile post-4V'C procure une apprache standardisde qui pamet de reconnaitre las prablémes a lang terme des survivants d'AVC et d'adressar les patients vers

das traitements adéquats.
DIRECTIVES :

Weuillez posar au patient cheque question numérotéa et inscrira la réponse dans |a case prévue & cat effet. En ganeral, =i la réponse est « NOM », il convient de metire
& jour |= doasier du patient et d'obzerver son Svalution. 5i la répanze et « QU =, vavillaz donner svite an appliguant |ez mesures adéquates. Notaz qua lea mesures
oécritea dans |s présante verzian sont & but indicatif et qua les champs « 5§ Oui » ot « 5§ Nen »{accantués en jaune) peuvent ot devraient &tre révisds pour la mizsa en

pratique locala.

1. PREVENTION SECONDAIRE

Diepuis votra AVE ou votra demiéra
éualuation, ever-vous repu das conzeils sur
dea medifications & apportar & votra mods de
vis pourvotre santé et sur la médication afin
de préwvenir |e risque d'swoir un autre AT 7

5i La réponse est NOMN, adressez le patient 3 un médecin de premisr recours pour une
évaluation des facteurs de rsgue ef un traiftement =il v a lieu, ou 3 un centre de
prévention secondaire des AVC.

iF

Observez Mivalution

Diepuis wotra A4C ou wotre damidéra
éyaluation, Sprouver-vous plug de difficuttés
& prerdre 3oin de vous-méms T

2. ACTIVITES DE LA VIE QUOTIDIENNE (AVD)

Observez Mivalution

‘-

5i la réponse est QU 3 l'une des questions,

Ayanyousda la difficuttl & vous hebiller & le pafient 3 une Equipe cu A un

ik lever ou @ prendre un bain 7 programime de soins post-AVC en milieu
Maznuz da la difficult & préparer des communautaire, 3 un cenire de prévention
beoissors ou des repas chauds ¥ secondaire des AV, 3 un centre de

) ) réadaptation ou 3 un thérapeute approprié
.?.m_-ujmssala difficults & sortir & (e un he i
Fetérizur ? iothe ) pour une Svaluation plus

Depuiz votra SVC ou votre damiéra
évaluation, Sprouver-vous plus de difficutts
& marcher ou & vous déplacer en taute
sécurits du lit & ure chaiza ?

complste.

Observez Mivalution

‘

51 la réponse est NOM, adressez e patient 3
une Aquipe OU 3 Un programime de soins
m—ﬁ'\fc &n milley communautaire, 3 un
centre de prévention secondalre des AVC, 3
U cenire de réadaptation ou & un thémpeute
APpropre (C.-3-0. Un ergotnerapedte ou un
physloiherapeute) pour une evaluation pius
compiéte.

Continuaz-vous & suivre des
traitaments de réadaptation 7

S11a réponse est U, mettaz 3 Jour e dossier
u patient &t revoyes 3 13 prochaine évaluation.

Diepuiz wotra A4C ou wotre damidére
éyaluation, reasentez-yous une raideur
croissante dars ks bras, les maina
ou les jambes 7

(I

Observez Mivalution

:

Si1a réponse est NON, mettez 3 jour ke dossier
u patiant et revoyez 4 13 prochaine evalkation.

Sila réponse est OU, adressaz be patient 3 un
Est-ca qu'alle nuit & voe activités de la | centre de réadaptafion. 3 un centre de

vie quatidienna 7 prévention secondaire des AVC, 3 un
programme de soms post-AWC en mieu |
communautaire, 3 un ouEun
physiothérapeute, 3 un physiatre ou 3 un
neurchogue qui fraite |a spasticite consécutive 3
un AVC pour une evaluation plus compléte.

Diepuis votra AVC ou votra demiéra
évaluation, awez-vous Eprouvé uns
niowvalla douleur 7

Obsanvez I"dvalution

i

5i La réponse est O, adressez le patient 3 un médecin qui fraite la douleur
consaoutive 3 un AVC pour une evaluation plus compléte et un diagnostic.

Diepuis vokra AVE ou votra demiéra
évaluation, Sprouver-vous plus de diffiouttés
o maftrisar votre vessie ou voa intesting ?

Obsanez I"évolution

0

5113 reponse @5t OUI, 30Messe ke patent 3 un professionnel de |a sante qul traite
rincontinence (uologue, neurtiogue, physiatre, centre de prévention secondalre dee
AVC, programme de &0ins post-AWC en milleu communiautaire) pour une avaluation
plus compiete.

1. COMMUNICATION

Dlepuis votra AVE ou votra demiéra
éualuation, Sprouver-vous plus de diffiouttés
& communiguer evec |es autres 7

Obsanvez I"dvalution

g0

Si1a réponse est OUI, adressez le patient 3 un orthophoniste pour une avaluation plus
DU 3 un cenire de rEadapiation, 2 un cenire de préveniion secondalne des
ANC 0U 3 N DrOgramime (e 50ins post-44'C en milleu communautaire pour une

evaluation plus cormplate.

Diepuis votra AVE ou votra demiéra
éualuation, vous santez-wous plus anxieuws ou

déprima 7

Obsarver Févoktion

i d

Diepuiz votra AWC ou votre damiére
éyaluation, Sprouver-vous plus de difficuttd
& réflachir, & vous concenrer ou & vous
rappaler certzings chozes 7

Sila réponse est OUY, adressez b pafint 3 un clinicien de premier recours spécialisé
dans les troubles de Mumeur consecutifs 3 un AVC. 3 un psychologue, 3 un
psychiatre, 3 un cenfre de prévention secondaire des AV ou 3 un programime de sons
post-AVC en miliew communautare.

Obsarvaz Mévalution

‘A

Silaréponse est NOM, mettez 3 jour le dossier du patient et
rewoyez a la prochaine evaluation.

Est-ce que cala nuit &
e activités da la vie
quotidienna 7

Sila réponse est DU, adressez be patient 3 un clinicien de
premier recours spacialisd dans les troubles cognit®s
consécutifs & un AVC (dans un centre de prévention
secondaire des AVC, une dirigue de la mEmoine, un centre
de réadaptation ou un programme de soins post-4WC en
milieu communautaine) pour une évaluation plus compiéte.

10. LA VIE APRES UN AVC

Diepuis voire AT ou volre demiére évaluation,
trouver-vous certaines choses importarkas
vz yaue plus difficiles & faine [p. e, loisis,
pasze-temps, tranail, ou encona lea relatione
vt |as proches, 2elon ecas] 7

Obe=arver Mévokrtion

e

5ila réponse est OUI, adressez ke patient 3 un anganisme de soutien aux personnes.
touchees par un AVC (p. ex.. groupes d'aide régionaux, Fondation des maladies du
COEUr du ions canadiennes pour les pratiques oplimales de
=oins de [AVT).

11. RELATIONS AVEC LA FAMILLE

Diepuis votra AVE ou votra demiéra
évaluation, sst-ca qus |es rslations avec
vatre famille zont deverues plug difficiles ou
tandusz ?

|
|

Obsarvez Mévohtion

4t

&l la reponse est OUI, fixez ke prochaln rendez-wous en Soins de premier recours avec
e patient &t un membre de |a famille. Dans ke ca& ol le membre de la famille est
adresseT-ies A UN organisme de soutien aux fouchees par un AVC

present, personnes
(p- ex,, |a Fondation des maladies du coeur du Canada) ou un peychologue.




@/ cerzgianstoke  potStroke Checklist &

Developead by the Global Stroke Cammunity Advisory Panal (2012), endorsed by the World Stroke Organization, adapted by
the Heart and Stroke Foundation Canadian Stroke Best Practice Recommendations development team (2014)

Patient Name: Date Completed:
Completed by: () Healthcare Provider () Patient () Family Member () Other

Since Your Stroke or Last Assessment

Secondary
Prevention
Refer patient to primary care providers for risk factor assessment and
Have you received medical NO O treatment if appropriate, or secondary stroke prevention servicas.
advice on health-related lifestyle
changes or madications to
prevent another stroke? YES ()  Continue to monitor progress
Activities of
Daily Living (ADL) NO ()  Continue to monitor progress
Do you have difficulty: If Yes to any, consider refarral
Areyou findingit more difficult ves O (O dressing, washing, or bathing? Egomes Cam semvicees
to take care of yoursalf? Dmﬂrﬂ hst elrinks o meals? mwmmmﬂﬂwmt
Ogelﬂ'lgoulsldu? sarvices.
Mobili
o ty NO ()  Continue to monitor progress
Saeuyiod1 i ingy M o ML i oy g;?tﬁ':I Oh ammm;&ﬂwm
wialk or move safely (Le., from bad ng
YES O toreceive prevention senices.
to chalr)?
rehabilitation (C)Yes. Update patient record; review at next
therapy? assessmant.
o Spasticity NO ()  Continue to monitor progress
(ONo.  Update patient record; review at next
Do you have increasing stiffness Isthis
. interferi
i your armes, hands, o legs? YES O wihxlidqm; Oh cmwmmm
of daily living? physician with experience in post-stroke
spasticity (e.q, physiatrist, neuralogist).
o Paiin
NO ID Continue to monitor progress
Do you have any new pain? YES O Ensure thera is adequate evaluation by a healthcare provider with expertise
in pain manageament.
Incontinencea
o NO D Continue to monitor progress
Are you having maore problams Consider referral to healthcare provider with exparisnce in incontine
controlling your bladder or bowels?  YES O s.e-cmd‘;)rslmm pmmbnssi'-.::ss.r " ——

Since Your Stroke or Last Assessment

e Communication

Are you finding it more difficult
to communicate?

°Mood

Do you feel more anxious
or depressed?

e Cognition

Are you finding it more difficult
to think, concentrate, or
remember things?

@ Life After Stroke

Are you finding it more difficult
to carry out leisure activities,
hobbies, work, or engage in
sexual activity?

Personal
Relationships

Have your personal
relationships (with family,
friends, or others) become
more difficult or strained?

@ Fatigue

Are you experiencing fatigue that is
interfering with your ability to do
your exercises or other activities?

@ Other Challenges

Do you have other challenges
or concerns related to your

stroke that are interfering
with your recovery or
causing you distress?

No O
Yes O

no O
ves O

No O
ves O

No O
ves O

Continue to monitor progress

Consider referral to speech language pathologist; rehabilitation service;
sacondary stroke prevention services.

Continue to monitor progress

Consider referral to healthcare provider (e.g., psychologist,

neuropsychologist, psychiatrist) with experience in post-stroke
mood changes; secondary stroke prevention services.

Continue to monitor progress

Isthis ¥

dclr e OhNe. nél.lpgahpeﬂemmoord.mdewa

sl (O Yes. Consider referral to healthcare provider with
participate experience in post-stroke cognition changes;
inactivities? secondary stroke pravention services:
Continue to monitor progress

Consider referral to stroke support organization (local/provincial support
group, Heart and Stroke Foundation of Canada Living with Stroke program);
leisure, vocational, or recreational therapist.

Continue to monitor progress

OSchedueneoa primary care visit with patient and family memberis) to
discuss difficulties.

OConsider referral to stroke support organization (local/provincial support
group, Heart and Stroke Foundation of Canada); heaithcare provider
(e.g. psychologist, counsellor, therapist) with experience in family
relationships and stroke.

Continue to monitor progress

OD‘scuss fatigue with Primary Care provider.
(O Consider referral to home care services for education
and counselling.

Continue to monitor progress

(O schedule next primary care visit with patient and family member(s) to
discuss challenges and concerns.

(O Consider referral to healthcare provider: stroke support organization
(local or provincial support group, Heart and Stroke Foundation of
Canada).

For more information refer to heartandstroke.ca or strokebestpractices.ca
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Résume

*Le PSC a été concu pour étre un outil facile & utiliser pour pas couvrir

tous les probleme de temps mais de cibler les zones qui ont le plus
d'impact sur la qualité de vie des patients qui sont traitables par des
Interventions fondées sur les preuves.

* Objectifs
o Aider les professionnels de soins de santé pour identifier les problemes
post-AVC
o Faciliter I'orientation des soins
o Améliorer le niveau de gestion a long terme des survivants d'un AVC
- AMELIORER LA QUALITE DE VIE



Comment et pourquol utiliser la CFP

* PSC est concu pour traiter le patient dans son ensemble" et offre
des pistes de soins

« La PSC remplit le vide qui n'a jamais été abordée dans la prise en
charge des patients victimes d'AVC



&COUS e I GCH’G

LONG-TERM

CARE & SUPPORT

Stroke is a leading cause of adult
disability worldwide. Stroke survivors
need appropriate long-term care and
support.

Therapy and follow up after stroke

Most persons Mat Survve a Sroke have some degree of POSE-SITDKe oisabilives.
Alhough refabilisaton does Not reverse brain damage, it Can subsEnaly
¥mprove function 123ding 1o bester qualiy of Lse.

Personswho have had 3 stroke are in nead of long-term foliow-up and
ManiEoring I ensure they have 2pPropriale preverve sirasegies and risk t3cor
control, with therapy directed at opsimization of thelr aciMuies of daly IMng,
mabiliey, SpasyCity. fiain, COMINeNCE, COMMUNICANoN, Mood and cognition.

Spasticity

Alter SIroke, paralyzed muscles may involuntarsy coneract ishoren or flex) and
create sMness and ughtness [spasticiy]. Spastciey in the arm can cause a Bght
fist, bens eibow and arm pressed 2gainst the chest. Spasticity may Fmgair abiiny
10 perform dally acivities Such as dressing.

Psychological and emotional support

SErOKe SUTVIVDTS Ty EXperience depression. SIroke SUrvors who are
depressed may be less able 1o follow [TEaIment and rehabinason promncols.
They may iso have the tendency 10 have IMiable behay

depression may take Some time. Ta facilisae rehabil

1hey have 2CCESS [ professional help aswell as receie susiained emosional
SUPPOIT Irom shesr tamilies and frends.

Prévention Secondaire
AVQ

Mobilité

Spasticité

Douleur

Incontinence
Communication
Humeur

Cognition

La Vie Apres un AVC
Relation Avec La Famille



