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ABSTRACT: Primary care teams provide the majority of poststroke care. When optimally configured, these teams provide 
patient-centered care to prevent recurrent stroke, maximize function, prevent late complications, and optimize quality of 
life. Patient-centered primary care after stroke begins with establishing the foundation for poststroke management while 
engaging caregivers and family members in support of the patient. Screening for complications (eg, depression, cognitive 
impairment, and fall risk) and unmet needs is both a short-term and long-term component of poststroke care. Patients with 
ongoing functional impairments may benefit from referral to appropriate services. Ongoing care consists of managing risk 
factors such as high blood pressure, atrial fibrillation, diabetes, carotid stenosis, and dyslipidemia. Recommendations to 
reduce risk of recurrent stroke also include lifestyle modifications such as healthy diet and exercise. At the system level, 
primary care practices can use quality improvement strategies and available resources to enhance the delivery of evidence-
based care and optimize outcomes.
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The care of patients with stroke begins in the hospi-
tal and continues in the community, where recovery, 
reintegration, and health maintenance take place 

over the years that follow.1,2 Primary care clinicians pro-
vide most of this long-term care.3 In a typical primary 
care practice of 2000 adults, 100 will have a history of 
stroke, and 5 to 10 will have a new stroke each year.4–6 
The needs of these patients can be complex accord-
ing to the temporal phase of their illness, the cause and 
severity of their stroke, and other factors, including the 
presence of other chronic health conditions.7 Approxi-
mately 50% to 80% will have hypertension, 20% to 30% 
will have diabetes, and 10% to 30% will have comor-
bid heart disease or atrial fibrillation.4,8,9 Lung disease, 
depression, anxiety, kidney disease, and arthritis are also 
common. The care of patients with chronic illness and 
multiple coexisting conditions is a special expertise of 

primary care clinicians.10–12 When primary care practices 
achieve their defining functions (ie, prevention of dis-
ease, management of acute symptoms, management of 
chronic disease), they provide easy access and care that 
is continuous, comprehensive, and coordinated.10 They 
advocate for patients when specialty care is needed and 
ensure that different specialists and subspecialists work 
together.

Although there is a vast clinical science to guide pri-
mary care clinicians in caring for patients after stroke, it 
is dispersed across numerous original publications and 
professional guidelines. The purpose of this scientific 
statement is to summarize this literature and provide 
a practical system of goal-directed care for the whole 
patient over the duration of his or her life. We empha-
size strategies to prevent recurrent stroke, recognize and 
manage stroke complications, and maximize function.
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Primary care, like all medical specialties, needs to 
bridge the evidence-practice gap and ensure that every 
patient receives guideline-recommended care.13–16 One 
year after stroke, 97% of eligible patients remain on anti-
platelet therapy, but only 50% to 70% of patients achieve 
a blood pressure (BP) of <140/90 mm Hg, 79% remain 
on statin therapy, 84% remain at a nonsmoking status, 
and 48% exercise according to recommendations.17,18 
Only 17% achieve a healthy weight (body mass index 
<25 kg/m2).16,19 Unmet needs for physical rehabilitation, 
activities of daily living, mobility, pain control, and com-
munication remain prevalent.20 Many factors beyond the 
control of primary care clinicians contribute to shortfalls 
in poststroke care, including social factors (eg, lack of 
health insurance, lack of access to care for other rea-
sons, social isolation, structural racism), lack of perceived 
benefit from therapy, or fear of side effects. However, 
effective communication by primary care clinicians can 
improve adherence with effective care by boosting moti-
vation with accurate information and encouragement, 
and by overcoming language, cultural, and health liter-
acy barriers.21 This statement recognizes the challenges 
to optimal care and the central role of primary care in 
improving health on a population level.

METHODS
The members of the writing group were nominated by 
the chair and vice chair and approved by the American 
Heart Association (AHA)  Stroke Council’s Stroke Sci-
entific Statement Oversight Committee. The content 
was developed from systematic literature reviews and 
professional guidelines. Where evidence or high-quality 
guidelines were not available, content was based on 
consensus among writing group members. All members 
of the writing group edited each interim draft of this 
statement for content and style. Members unanimously 
approved the version that was first submitted for peer 
review. The statement was then revised in response to 
peer review comments and comments from AHA com-
mittees. The final version was reapproved for publication 
by all members of the writing group and by the AHA Sci-
ence Advisory and Coordinating Committee.

OVERALL CARE STRATEGY
Poststroke care is an iterative process of assessment, 
management, and feedback that adapts over time to the 
changing needs of the patient. To operationalize this pro-
cess, we propose a template for primary care visits that is 
based on current notions of chronic care management22 
to help clinicians achieve 5 generally accepted goals for 
poststroke care2: provide patient-centered care, prevent 
recurrent brain injury, maximize function, prevent late com-
plications, and optimize quality of life (Figure 1). The first 
of these, patient-centered care, is a philosophy that guides 

clinicians toward health outcomes that are most valued 
by individual patients. It emphasizes the alleviation of pain, 
fear, and anxiety.12,23–25 It emphasizes patient autonomy and 
communication to identify patient values and preferences 
that underlie autonomous decisions.12 In this section, we 
propose a 6-component strategy for use by primary care 
clinicians in achieving these 5 general goals.26 All compo-
nents can be covered in most office visits.

A final introductory comment: the first poststroke visit 
should occur soon after discharge from the acute care 
or rehabilitation hospital, in general, within 1 to 3 weeks. 
An early visit may reduce readmission and address inad-
vertent gaps in care that may exacerbate the high risk 
for stroke recurrence that marks the first 3 months after 
hospital discharge.27–31 The current average interval to 
first medical visit for patients discharged home after 
stroke is 27 days.32

Establish the Foundation for Care
Special priorities for the first poststroke visit are listed 
in Table 1. First is to know the patient’s experience, their 
understanding of what happened to them, and their con-
cerns. These will shape much of the care to come. Next 
is to understand the stroke event in sufficient detail to 
classify the pathogenesis (eg, why did it happen?),38 
which is not always established during the inpatient 
stay.34,35 Carotid imaging, when indicated, is usually com-
pleted in the hospital, but prolonged cardiac monitoring 
is usually deferred until after discharge. Approximately 
10% of ischemic stroke events are related to carotid ste-
nosis, and prolonged (eg, ≥30 days) rhythm monitoring 
will detect occult atrial fibrillation in ≈9% of patients.36 
Some cause-specific treatments are time sensitive, in 
particular, carotid revascularization, which  if indicated, 
should be performed within 2 weeks for most patients.38 
Primary care clinicians should examine whether any part 
of the evaluation of cause was deferred to the outpa-
tient setting. Dual antiplatelet therapy is initiated in the 
hospital and can reduce early recurrence by 25% but 
should be discontinued for many patients after 21 to 30 
days to reduce bleeding risk37; based on nonrandomized 
evidence, patients with stroke related to 70% to 99% 
intracranial stenosis may benefit from dual antiplatelet 
therapy extended up to 90 days.38,39 Patients are eligible 
for dual antiplatelet therapy if they have had a minor 
acute ischemic stroke or high-risk transient ischemic 
attack within the prior 12 to 24 hours and are not can-
didates for thrombolysis, endovascular therapy, endar-
terectomy, or anticoagulation.26,37 At the first visit, the 
patient and clinician should work to identify and remedi-
ate precursors that may have contributed to the stroke. 
Was BP not optimally controlled? Was anticoagulation 
inadvertently discontinued? What can they do differently 
in the future to reduce the patient’s risk of a recurrent 
stroke?
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Because there are important and complex decisions 
to make early after a stroke, this is when primary care 
physicians and neurologists may want to collaborate 
most closely. The work they do around the time of this 
visit can improve the transition to long-term primary care 
management.

After the first visit, it is helpful to document a brief 
narrative of the patient’s stroke to anchor stroke-specific 
care for future visits. Useful information may include pre-
stroke risk factors, symptoms, results of the diagnostic 
evaluation, anatomic location of the stroke, emergency 
therapy (if any), hospital course, presumed pathogenesis 
(including unrecognized or incompletely treated risk fac-
tors), and subsequent progress in rehabilitation. This nar-
rative can be updated at future visits.

Even when a primary care clinician has known a patient 
for years, a stroke can alter the goals and content of their 
relationship. New physical and medical conditions require 
attention, preventive treatments that a patient may not 
have valued in the past become more pressing, and the 
consequences of brain injury can alter a patient’s rela-
tionships, social roles, and sense of self. Keeping aware 
of the patient and his or her new situation becomes the 
basis for almost everything a primary care clinician can 
do. Foundational work for every visit, therefore, includes 
monitoring the consequences of the stroke and updat-
ing the medical and social history. Approximately 60% 
of stroke survivors have some neurological symptoms, 
and 5% to 50% have moderate disability, requiring some 
assistance with basic activities of daily living.40,41 An 

Figure 1. Cycle of patient-centered primary care after stroke.
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updated social history considers the patient’s past social 
circumstances, premorbid roles, family circumstances, 
and how any of these may have changed because of the 
stroke. Ultimately, the clinician’s awareness of the patient 
enables him or her to work with the patient, the family, 
and the multidisciplinary care team to address the social, 
emotional, and physical aspects of health.

Establish/Confirm the Patient’s and Family’s 
Perspective
Patient-centered care is fostered by a welcoming space 
where patients can express their values, aspirations, 
questions, fears, and needs. With the patient’s consent, 
caregivers can help identify the patient’s needs, family’s 
needs, and opportunities to improve everyone’s satisfac-
tion.42,43 Family and caregiver collaboration improves risk 
factor management and outcomes.44

Screen for Complications and Unmet Needs
Poststroke complications include anxiety, bone fracture, 
cognitive impairment, contractures, depression, falling, 
fatigue,45 hemiplegic shoulder pain, osteoporosis, pres-
sure ulcers, seizure, spasticity, and thromboembolism45–49 
(Table 2). Some stroke complications can be prevented; 
others can be managed to reduce morbidity. Most read-
missions within 30 days, furthermore, are medical rather 
than neurological and may be reduced by early primary 
care interventions.50

Depression is highly prevalent in the several months 
after stroke, but it continues to affect up to 25% of 
patients at 2 years.48,51 All major professional guidelines 
include a recommendation to screen for depression after 
stroke, provided there are resources in place to treat 
patients who screen positive.48 Treatment is identical to 
treatment for depression in patients without stroke.

Unmet needs are remediable gaps between what a 
patient would like to be able to do or experience and what 
he or she is currently doing or experiencing (Table 3).52–54  
Estimates of the prevalence of unmet needs in the 
months and years after hospital discharge range from 
20% to 75%.52,55,56 In addition to asking patients and 
caregivers about unmet needs, screening tools have 
been developed.20,54 Even in the subacute or chronic 
phase of stroke, many patients still benefit from physi-
cal, speech, or occupational therapy. Those in need can 
often be identified by asking, “Would this patient benefit 
from referral for any services to improve their functional 
impairments and promote their health and wellbeing?”

Characterize Control of Chronic Stroke Risk 
Factors
Two important questions to ask at poststroke visits are: 
“What caused this patient’s stroke?” and “Are we doing 
everything we can to prevent a recurrent stroke?” The 
answer to the latter starts with characterizing the control 
of stroke risk factors for which treatment is of proven 
benefit. Among the most prevalent and important risk 
factors are hypertension, atrial fibrillation, carotid steno-
sis, and dyslipidemia. For each of these, specific treat-
ment reduces the risk for recurrence (ie, Class 1, Level 
of Evidence A recommendations). It is also important 

Table 1.  Special Priorities for First Poststroke Visit

Obtain and review hospital records

Solicit the patient’s experience

  Technical understanding of the acute event

  Early questions

  Fears

  Psychological consequences

Classify the stroke pathogenesis

  Confirm that the pathogenetic evaluation is complete

 � Confirm that specific treatment for the pathogenesis is in place if  
applicable

Implement time-sensitive management if indicated

  Carotid revascularization

  Antiplatelet therapy

  Statin therapy

Check if the patient is a candidate for dual antiplatelet therapy*

  If yes, are they taking it?

  If yes, discontinue at 21 d if appropriate

Identify and remediate precursors of the stroke

  Why did it happen?

*For eligibility, see Preventing Recurrent Stroke. Extending dual antiplatelet 
therapy to 90 d is reasonable for a stroke related to severe stenosis of an intra-
cerebral artery.

Table 2.  Poststroke Complications

Anxiety

Cognitive impairment

Communication difficulty

Contractures

Depression

Dysphagia

Falling

Fatigue

Fracture

Hemiplegic shoulder pain

Mobility impairment

Osteoporosis

Pressure ulcers

Seizure (early and late)

Skin breakdown

Spasticity

Thromboembolism

Urinary or bowel incontinence
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to identify diabetes and intracranial atherosclerotic ste-
nosis, for which treatments exist, although with lower 
evidence of effect (ie, Class 1, Level of Evidence B-R 
recommendations). Because patients often miss doses 
or prematurely discontinue medication therapy, active 
adherence monitoring is important and can reveal the 
cause for falling short of treatment goals.57,58 Concern 
about the risks for adverse consequences is often 
responsible for medication nonadherence, in particu-
lar, among low-income or historically disenfranchised 
groups.59

In addition to medical conditions that affect stroke 
prognosis, several socioeconomic factors are associated 
with poor outcome.60–62 Designing care to accommodate 
poverty, food insecurity, low educational achievement, 
lack of access to care, lack of transportation, and other 
social determinants of health is challenging but central 
to the mission of primary care. The American Academy 
of Family Physicians recommends a practice culture that 
values health equity and a team-based approach that 
includes asking patients about their social determinants 
of health, identifying community resources, and connect-
ing patients to those resources.63 Employment of a social 
worker on the team is instrumental.

Beyond socioeconomic factors, Black race and His-
panic ethnicity have been associated with inferior qual-
ity of poststroke care and greater risk for recurrence, 
compared with White race.17,64–68 The inequity has been 
attributed to institutional, cultural, and interpersonal rac-
ism.66 Primary care clinicians can potentially mitigate this 
inequity through strategies such as those advocated by 
the American Academy of Family Physicians and training 
themselves and their staff to redress implicit bias.66

Set the Plan
The best plans in primary care arise from collaboration 
between patient and clinician.69 Plans are based on a 
list of problems, like high blood pressure or shoulder 

pain. When patients are invited to define those prob-
lems, clinicians may be surprised by the result. Family 
responsibilities, for example, may top a list that includes 
obesity, inactivity, blood pressure, or diabetes. Accom-
modating patient-identified problems is necessary to 
later move on to other problems. Two related concepts 
are tailoring, which involves applying clinical guidelines 
to the patient’s specific circumstances and goals, and 
sequencing or prioritizing care. Patients with stroke, 
especially those with major neurological deficits, can 
be overwhelmed by new medications and services 
after discharge from the acute care setting.70 Together, 
patients and their clinicians should negotiate a plan of 
care whereby certain clinical issues are prioritized and 
arrangements are made for timely follow-up to address 
issues that are deferred. Once problems are identified, 
action plans can be created based on things the patient 
wants to achieve and which they are confident they can 
achieve.69 Setting realistic goals helps avoid unneces-
sary defeat. The typical office visit concludes with plans 
to reinforce successful behavior, address unmet needs, 
and close gaps between goals and achievements.2

Implement the Plan and Schedule the Return 
Visit
When patients leave the office, they and their caregiv-
ers manage themselves. Self-management support, 
therefore, is a foundation of chronic disease manage-
ment.22 It starts from the problems, goals, and plans 
that emerge from collaborative care. It continues 
with patient and caregiver education for knowledge 
(about health, disease, prognosis, therapy, when to 
call 9-1-1) and skills in monitoring, problem solving, 
and decision making.2,44,69,71 Self-monitoring for con-
trol of BP, diabetes, and weight is now part of care 
pathways in professional guidelines. Self-monitoring 
provides feedback that can be combined with self-
management to achieve better risk control.72 Emerg-
ing evidence suggests that team care involving a 
registered nurse or pharmacist can improve chronic 
disease management, although most studies did not 
embed these health care professionals  in primary 
care practices.73,74 For many care goals, community 
nursing, pharmacy, social work, physiatry, physical 
therapy, speech therapy, occupational therapy, and 
medical specialties may each have a role.3,75 A return 
visit should be scheduled at an interval that accounts 
for the patient’s condition, risk factor stability, and risk 
for failure to achieve goals.

PREVENTING RECURRENT STROKE
The risk for recurrence approaches 8% in the first year 
after an ischemic stroke.76,77 After the first year, the annual 
risk levels out at ≈2%, which is still ≈4 times higher than 

Table 3.  Common Unmet Needs After Stroke

Communication assistance

Cognitive impairment screening

Depression

Fear of falling

Follow-up primary care

Independence in activities of daily living

Mobility impairment

Pain

Physical rehabilitation

Returning to work

Sexual performance

Spasticity

Urinary or bowel incontinence
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the risk in a person without prior stroke. In addition to 
clinically evident recurrences, 30% of patients with an 
acute stroke have clinically inapparent disease on brain 
imaging and elevated risk for future inapparent events, 

including small-vessel disease, which can accelerate 
cognitive and physical impairment.78 Fortunately, medical 
and surgical interventions are highly effective in prevent-
ing recurrent brain ischemia.79

Table 4.  Summary of 2021 Class 1 Recommendations for Secondary Stroke Prevention From the American Heart Association 
Relevant to Office-Based Primary Care Practice*

Diagnostic evaluation

  Image the carotid artery for anterior circulation stroke events

  ECG to screen for atrial fibrillation

  Image the brain with computed tomography or magnetic imaging to confirm the diagnosis

 � Perform complete blood cell count, prothrombin time, partial thromboplastin time, glucose, hemoglobin A1c, creatinine, lipid profile for insight into risk factors 
and therapy

Vascular risk factor management

  Recommend and facilitate optimal lifestyle practices†

  Treat hypertension to a goal of <130/80 mm Hg for most patients

  Prescribe atorvastatin 80 mg/d if there is no major-risk cardiac course of embolism, no other indication for statin therapy, and LDL-C >100 mg/dL‡

  Target hemoglobin A1c ≤7% for most patient with diabetes

  Select glucose-lowering medications with proven cardiovascular benefit in addition to metformin for patients with diabetes

 � Offer multidimensional care (lifestyle, nutrition counseling, self-management, medications) to achieve glycemic control and improve risk factors for patients 
with diabetes

  Facilitate weight management for patients with overweight or obesity

Additional recommendations for the management of large-artery atherosclerosis

  Prescribe 325 mg/d aspirin for patients with stroke related to 50%–99% intracranial stenosis

 � Refer patients with 70%–99% ipsilateral extracranial carotid stenosis for endarterectomy within 6 mo of the index event

  Refer selected patients with 50%–69% ipsilateral extracranial carotid stenosis for endarterectomy

  Provide intensive medical therapy§ regardless of carotid surgery

Cardioembolism

  Prescribe an oral anticoagulant for atrial fibrillation or flutter unless contraindicated

 � Select apixaban, dabigatran, edoxaban, or rivaroxaban in preference to warfarin for patients with atrial fibrillation or flutter, except for patients with moderate to 
severe mitral stenosis or a mechanical heart valve

 � Warfarin is recommended over novel oral anticoagulants for patients with atrial fibrillation associated with moderate to severe mitral stenosis or mechanical valves

Patient behavior

  Facilitate behavior change to improve stroke literacy, lifestyle, and medication adherence

Health equity

 � Address social determinants of health (such as literacy level, language proficiency, medication affordability, food insecurity, housing, transportation) when 
managing stroke risk factors

  Monitor health care performance measures on a population level to identify and reduce disparities

  Use the AHRQ Universal Precautions Toolkit for Health Literacy80 to ensure that oral instructions to patients are understandable and sensitive to health literacy

Antithrombotic medications

 � For noncardioembolic ischemic stroke or TIA, aspirin 50–325 mg, clopidogrel 75 mg, or combination aspirin 25 mg/dipyridamole 200 mg twice daily is 
recommended

   �For patients with recent minor (National Institutes of Health Stroke Scale ≤3) noncardioembolic ischemic stroke or high-risk TIA (ABCD2 score ≥4), dual 
antiplatelet therapy (aspirin plus clopidogrel) should be initiated early (ideally within 12–24 hours of symptom onset) and continued for 21–90 d, followed by 
single antiplatelet therapy.∥

LDL-C indicates low-density lipoprotein cholesterol; and TIA, transient ischemic attack.
*See the AHA/American Stroke Association guideline, “2021 Guideline for the Prevention of Stroke in Patients With Stroke and Transient Ischemic Attack,”38 for 

additional details, including additional class 1 recommendations regarding special cardiac, arterial, genetic, vascular, and other conditions.
†Optimal lifestyle practice: regular physical activity, weight management, smoking cessation, avoidance of passive tobacco smoke, avoidance of excessive alcohol 

use, and avoidance of certain substances such as stimulants and intravenous opioids. A healthy Mediterranean-type diet and sodium restriction are also recommended, 
but as class 2A.

‡The 2018 Cholesterol Clinical Practice Guideline81 goal offers slightly different recommendations, treating patients with ischemic stroke or TIA differently based on risk 
status and age. Most patients with stroke or TIA, however, are recommended for high-intensity statin therapy (atorvastatin or rosuvastatin) to lower LDL-C by ≥50%. For 
high-risk patients, including those with aortic arch atheroma, prescribe high-intensity statin therapy to reduce LDL-C by ≥50% and achieve an LDL-C value <70 mg/dL.

§Intensive medical therapy: antiplatelet therapy, blood pressure control to target, lipid-lowering therapy.
∥For patients with ischemic stroke or TIA within 30 d related to severe stenosis of a major intracranial artery, dual antiplatelet therapy for up to 90 d is reasonable to 

further reduce recurrent stroke risk.
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A first step in outpatient primary care is to confirm the 
cause of the stroke (see Establish the Foundation for 
Care) because the pathogenesis guides specific preven-
tive therapy. Indicated diagnostic tests (Table 4) that have 
not yet been completed should be prioritized on arrival 
in the community, especially carotid imaging and cardiac 
rhythm monitoring. Although most patients will have a 
stroke caused by 1 of 3 mechanisms (ie, cardioembo-
lism, large-vessel disease, or small-vessel disease), it is 
important to consider other causes (eg, arterial dissec-
tion, vasculitis, patent foramen ovale, sickle cell disease, 
Moyamoya, hypercoagulable states, carotid web, and 
fibromuscular dysplasia) that may have highly specialized 
and effective treatments. A full list of stroke causes and 
secondary prevention recommendations can be found in 
the AHA/American Stroke Association guideline, “2021 
Guideline for the Prevention of Stroke in Patients With 
Stroke and Transient Ischemic Attack.”38 Despite care-
ful searching, the cause of stroke remains uncertain for 
≈30% of patients.

Table 4 also lists the class 1 treatment recommenda-
tions from the AHA/American Stroke Association that 
apply the most common stroke causes and risk factors.38 
The AHA recommendations are similar to those of the 
Heart and Stroke Foundation of Canada.82 Carotid revas-
cularization for carotid stenosis, anticoagulation for atrial 
fibrillation, BP lowering, statin therapy, and antiplatelet 
therapy are proven in clinical trials to prevent recurrent 
vascular events. Lifestyle improvement, diabetes man-
agement, and weight optimization are also recommended 
as class 1. However, class 1 for these is assigned based 
on high-quality evidence that they reduce risk factors for 
stroke rather than more direct evidence that they prevent 
recurrent stroke.

Hypertension management is particularly important 
because 50% to 80% of patients have hypertension, 
and treatment is highly effective. Two trials showed that 
BP lowering after stroke reduces the risk for recur-
rence by 30% to 40%, one using indapamide alone83 
and the other using perindopril with the addition of 
indapamide as needed.84,85 The results of these trials 
provide the evidence to prioritize the selection of thia-
zide diuretic, angiotensin receptor blocker, or angioten-
sin-converting enzyme inhibitor for patients with stroke. 
However, choosing a BP-lowering regimen should con-
sider patient comorbidities, drug tolerance, and prefer-
ences.38 The 2021 AHA/American Stroke Association 
guideline cites moderate-quality evidence to strongly 
recommend a goal of <130/80 mm Hg after ischemic 
stroke for most patients.38 Treatment tolerance, safety, 
and patient characteristics are considerations for target 
BP, as for drug selection.

Research on strategies to prevent recurrent stroke 
or transient ischemic attack has been dominated by 
studies of single surgical and pharmaceutical inter-
ventions. Only recently have investigators and funding 

agencies ventured into research on interventions that 
address so-called lifestyle factors, including diet qual-
ity, physical activity, obesity, tobacco use, and substance 
use disorders.86 Lifestyle interventions can improve car-
diovascular risk factors but have not yet been shown to 
prevent clinical vascular events after stroke or transient 
ischemic attack.87

MAXIMIZING FUNCTION AND 
INDEPENDENCE
Approximately 800 000 US adults will have a new stroke 
each year, and 10% will die within 30 days.5,88 At the 
time of their stroke, ≈5% of patients <55 years of age 
and 40% >85 years of age have premorbid moderate 
disability (modified Rankin Scale score >2).41 By 90 days 
after a stroke, new stroke-related disability of at least 
moderate severity develops in 10% of younger adults to 
30% of adults >65 years of age.40 The cumulative bur-
den of premorbid and new disability likely exceeds 10% 
in younger adults and 50% in older adults.89 Life-chang-
ing indirect effects include depression, loss of income, 
and social isolation. The US Centers for Disease Control 
and Prevention estimated in 2009 that 1 076 000 adults 
>18 years of age (2.4% of the population) were at least 
moderately disabled as a result of stroke (ie, required 
an assistive device for mobility, required assistance for 
activities of daily living  or instrumental activities of daily 
living, or were limited in their ability to work around the 
home or at a job).90

Recovery begins early after stroke, and it can take 
years for a patient to achieve maximum restoration in 
function. Motor strength and limb mobility improve rap-
idly in the first 30 days and reach maximum recovery by 
≈4 months when rehabilitation is provided.91 Restora-
tion of ability to engage in physical activities stretches 
beyond this time, however, because of brain remodel-
ing (ie, healthy brain taking over functions of infarcted 
brain), adaptation of compensating strategies, resto-
ration of confidence, and use of adaptive equipment. 
Effective rehabilitation therapies exist not just for motor 
recovery but for cognition (ie, memory, orientation, 
attention, and language), communication, incontinence, 
pain, dysphagia, sensory impairment (ie, vision, neglect), 
spasticity, balance, and mobility.92 Improvements in each 
of these domains follows the same course as for motor 
improvement, with rapid early recovery followed by a 
longer time to maximum restoration of function. Stroke 
recovery can fluctuate over time, depending on many 
factors, such as caregiver support, chronic comorbid 
conditions, episodic acute events, access to assistive 
devices, joint flexibility, spasticity, pain, and degree of 
intact motor function.

All patients who have had a stroke should have an 
assessment of their capacity to perform activities of 
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daily living and instrumental activities of daily living, their 
communication abilities, and their functional mobility 
(Figure 2).1,92 This assessment determines the need for 
rehabilitation services. The assessment is initiated during 
admission to the hospital, rehabilitation center, or skilled 
nursing facility and again as part of discharge planning, 
but it should be repeated in the office setting. Capabili-
ties and needs for rehabilitation can change over time 
and across the continuum of stroke recovery.

Three questions can be helpful in this assessment: (1) 
What could the patient do before the stroke that they 
cannot do now? (2) What does the patient want to be 
able to do? (3) Has the patient reached full potential? 
Sometimes the answers to these questions are apparent 
on observation in the office of mobility, speech, balance, 
gait, and mood. Other times, the answers may come from 
direct inquiry of patients and caregivers. Direct inquiry is 
essential to classify the capability to perform activities 

Figure 2. An algorithm for screening and management of poststroke physical rehabilitation needs in primary care.
Class or recommendations from the 2016 AHA poststroke rehabilitation guidelines.92 ADL indicates activities of daily living; AFO, ankle-foot 
orthosis; and IADL, instrumental activities of daily living.
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of daily living and instrumental activities of daily living 
and can uncover other gaps between what a patient did 
before the stroke and what they would like to be able to 
do now. Common questions include, “Are you still able to 
shop for groceries?” and “Are you able to prepare and eat 
your favorite meals at home?”

Structured instruments for functional assessment and 
determination of rehabilitation needs are not commonly 
used in primary care, but a few can be helpful in special 
circumstances, especially to identify fall risk.93 The Berg 
Balance Scale and Morse Scale classify fall risk.94 The 
timed up and go test and the 10-meter walk test classify 
mobility skill.95 Screening patients after they have had 
a stroke for cognitive impairment by using a validated 
brief instrument (eg, the Mini-Mental State Examina-
tion or Montreal Cognitive Assessment test) is recom-
mended.92,96–98 Guidelines emphasize routine screening 
before hospital discharge, during the first year, and pos-
sibly later. Case finding is warranted, of course, when 
cognitive impairment is suspected from clinical obser-
vation or report by the patient or acquaintances. Formal 
neuropsychological testing is rarely needed. The Patient 
Health Questionnaire-9 test screens for depression.

Once functional status is classified and unmet reha-
bilitation potential has been identified, the next step is to 
link the patient with appropriate rehabilitation resources. 
Figure 2 is based on the 2016 AHA guidelines for adult 
stroke rehabilitation and recovery.92 Listed in the figure 
are the class 1 and class 2 recommendations for rehabil-
itation interventions for patients with specific indications. 
Where available, these interventions should be offered 
to eligible patients. Connecting patients to appropriate 
rehabilitation services may be as easy as making a refer-
ral to a local multidisciplinary outpatient rehabilitation 
facility, such as a rehabilitation hospital with outpatient 
services. However, specialty resources may include oto-
laryngology clinics with hearing and speech programs; 
neuro-ophthalmologists; orthotists; driver assessment 
programs (eg, a local department of motor vehicles or 
Easter Seals Program); a neurologist or physiatrist who 
can provide botulinum injection therapy; a vascular neu-
rologist to determine cause; stand-alone physical, occu-
pational, and speech therapy programs; and psychology 
(Table in the Data Supplement).

Aerobic exercise is important for all patients after 
stroke, regardless of specific rehabilitation needs. 
Exercise improves functional ability, walking endur-
ance, balance, cardiovascular health, and secondary 
stroke prevention.99,100 Primary care clinicians can 
improve physical activity participation by their patients 
through structured practices of assessment, coun-
seling, and referral. Linking patients to community 
exercise programs is particularly effective. Recent 
meta-analyses suggest that office-based practices 
can help patients increase levels of physical activ-
ity by 20% to 40%.101 The process starts by asking 

patients about their physical activity. Simple tools are 
available for this, such as the “Exercise Vital Sign” that 
includes 2 questions regarding the number of days per 
week and minutes per week the patient engages in 
moderate to vigorous activity. These questions can be 
included in office workflow (eg, the electronic medi-
cal record) and responses flagged to prompt further 
discussion between clinician and patient.101 The mini-
mal amount of physical activity required to achieve a 
meaningful health benefit after stroke has not been 
defined. For the average US adult, however, the AHA 
and US government recommend 150 minutes per 
week of moderate activity (eg, walking briskly) or 75 
minutes per week of vigorous activity (eg, jogging, 
running, carrying heavy groceries, strenuous fitness 
class).102 If patients with a stroke can achieve these 
goals, it would be reasonable to support their efforts.

PRACTICE QUALITY IMPROVEMENT
Quality improvement begins when clinicians identify 
an aspect of care to upgrade103; for example, clinicians 
may set a goal of improving BP control for patients 
with hypertension. Key features of quality improvement 
include (1) an iterative process of continuous planning, 
implementing change, study, testing, and redesign; (2) 
an agreed-on methodology (eg, Lean, Six Sigma); (3) 
empowerment of front-line workers and service users; 
and (4) data to inform and monitor the process (eg, 
audit and feedback).103 Quality improvement specifi-
cally goes beyond an audit to include ongoing practice 
change through human engagement in goal setting, 
reflecting and evaluating, and planning to reach goal.

Quality improvement solutions are sometimes invented 
to meet unique needs for a health care professional, prac-
tice, or health system, but often they are adapted from 
discoveries in health services research or implementa-
tion science, a field within health services research that 
seeks to improve the use of evidence-based research 
by clinicians and policymakers.103–105 Effective interven-
tions relevant to stroke care include employment of phar-
macists in a practice to improve medication adherence 
and achieve better control of hypertension and diabe-
tes74,106–108 and patient self-monitoring with or without 
self-management to improve BP control.109

In the field of stroke care, health services research has 
discovered effective interventions for poststroke care, 
often addressing the critical postdischarge transition per
iod.3,71,75,110–114 A broad conclusion from this research is that 
hospital-based or system-based collaborative care and 
case management can help patients with stroke to improve 
risk factor control. Effective models include advanced prac-
tice clinicians who are part of or in close communication 
with primary care teams, meet personally with patients, 
and have prescription authority. However, the benefit of 
case management may be reduced in circumstances of 
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high-quality primary care. Interventions directed at patient 
education or behavior alone are not effective.71,113

CONCLUSIONS
Stroke is a complex disease with many causes, conse-
quences, and treatments. All patients with stroke need 
high-quality primary care to manage new needs, prevent 
recurrence, remediate complications, optimize quality of 
life, and facilitate prompt access to specialists as needed. 
A simple approach to office-based primary care builds on 
this specialty’s foundational strengths to enhance care 
for 7 million US residents with a recent or remote stroke 
event. Primary care is developed, organized, and financed 
differently around the world, but the needs of patients 
are universal. The strategy we propose and the science 
that underlies it may be transferrable to other health sys-
tems and populations.

ARTICLE INFORMATION
The American Heart Association makes every effort to avoid any actual or poten-
tial conflicts of interest that may arise as a result of an outside relationship or a 

personal, professional, or business interest of a member of the writing panel. Spe-
cifically, all members of the writing group are required to complete and submit a 
Disclosure Questionnaire showing all such relationships that might be perceived 
as real or potential conflicts of interest.

This statement was approved by the American Heart Association Science 
Advisory and Coordinating Committee on April 19, 2021, and the American 
Heart Association Executive Committee on May 12, 2021. A copy of the docu-
ment is available at https://professional.heart.org/statements by using either 
“Search for Guidelines & Statements” or the “Browse by Topic” area. To pur-
chase additional reprints, call 215-356-2721 or email Meredith.Edelman@
wolterskluwer.com.

The American Heart Association requests that this document be cited as 
follows: Kernan WN, Viera AJ, Billinger SA, Bravata DM, Stark SL, Kasner SE,  
Kuritzky L, Towfighi A; on behalf of the American Heart Association Stroke 
Council; Council on Arteriosclerosis, Thrombosis and Vascular Biology; Council 
on Cardiovascular Radiology and Intervention; and Council on Peripheral Vas-
cular Disease. Primary care of adult patients after stroke: a scientific statement 
from the American Heart Association/American Stroke Association. Stroke. 
2021;52:e558–e571. doi: 10.1161/STR.0000000000000382 

The expert peer review of AHA-commissioned documents (eg, scientific 
statements, clinical practice guidelines, systematic reviews) is conducted by 
the AHA Office of Science Operations. For more on AHA statements and 
guidelines development, visit https://professional.heart.org/statements. Se-
lect the “Guidelines & Statements” drop-down menu, then click “Publication 
Development.”

Permissions: Multiple copies, modification, alteration, enhancement, and/or 
distribution of this document are not permitted without the express permission of 
the American Heart Association. Instructions for obtaining permission are located 
at https://www.heart.org/permissions. A link to the “Copyright Permissions Re-
quest Form” appears in the second paragraph (https://www.heart.org/en/about-
us/statements-and-policies/copyright-request-form).

Writing Group Disclosures

Writing group 
member Employment Research grant

Other 
research 
support

Speakers’ 
bureau/
honoraria

Expert 
witness

Ownership 
interest

Consultant/
advisory 
board Other

Walter N. Kernan Yale School of 
Medicine

None None None None None None None

Anthony J. Viera Duke University None None None None None None None

Sandra A. Billinger University of Kan-
sas Medical Center

NIH (grant funding)† None None None None None None

Dawn M. Bravata Richard L. Roude-
bush VA Medical 
Center

Department of Veterans 
Affairs (grant support for 
research study)*

None None None None None None

Scott E. Kasner University of Penn-
sylvania

Bristol Myers (clinical 
trial)†; NIH (NINDS) 
(multiple grants)†; 
Genentech (clinical trial)†

None None None None WL Gore*; 
Bristol 
Myers*; 
Medtronic*

University of 
Pennsylvania 
(professor)†

Louis Kuritzky University of 
Florida (Emeritus)

None None None None None None None

Susan L. Stark Washington Uni-
versity of St. Louis

None None None None None None None

Amytis Towfighi University of 
Southern California

None None None None None None None

This table represents the relationships of writing group members that may be perceived as actual or reasonably perceived conflicts of interest as reported on 
the Disclosure Questionnaire, which all members of the writing group are required to complete and submit. A relationship is considered to be “significant” if (a) 
the person receives $10 000 or more during any 12-month period, or 5% or more of the person’s gross income; or (b) the person owns 5% or more of the voting 
stock or share of the entity, or owns $10 000 or more of the fair market value of the entity. A relationship is considered to be “modest” if it is less than “significant” 
under the preceding definition.

*Modest.
†Significant.

Disclosures

D
ow

nloaded from
 http://ahajournals.org by on N

ovem
ber 11, 2024

https://professional.heart.org/statements
mailto:Meredith.Edelman@wolterskluwer.com
mailto:Meredith.Edelman@wolterskluwer.com
https://professional.heart.org/statements
https://www.heart.org/permissions
https://www.heart.org/en/about-us/statements-and-policies/copyright-request-form
https://www.heart.org/en/about-us/statements-and-policies/copyright-request-form


e568    September 2021� Stroke. 2021;52:e558–e571. DOI: 10.1161/STR.0000000000000382

CL
IN

IC
AL

 S
TA

TE
M

EN
TS

  
AN

D 
GU

ID
EL

IN
ES

Kernan et al Primary Care of Adult Patients After Stroke

REFERENCES
	 1.	 Lindsay P, Furie KL, Davis SM, Donnan GA, Norrving B. World Stroke Orga-

nization global stroke services guidelines and action plan. Int J Stroke. 
2014;9(suppl A100):4–13. doi: 10.1111/ijs.12371

	 2.	 Cameron JI, O’Connell C, Foley N, Salter K, Booth R, Boyle R, Cheung 
D, Cooper N, Corriveau H, Dowlatshahi D, et al; Heart and Stroke Foun-
dation Canadian Stroke Best Practice Committees. Canadian Stroke 
Best Practice Recommendations: managing transitions of care following 
Stroke, Guidelines Update 2016. Int J Stroke. 2016;11:807–822. doi: 
10.1177/1747493016660102

	 3.	 McAlister FA, Majumdar SR, Padwal RS, Fradette M, Thompson A, Buck B, 
Dean N, Bakal JA, Tsuyuki R, Grover S, et al. Case management for blood 
pressure and lipid level control after minor stroke: PREVENTION random-
ized controlled trial. CMAJ. 2014;186:577–584. doi: 10.1503/cmaj.140053

	 4.	 Kissela BM, Khoury JC, Alwell K, Moomaw CJ, Woo D, Adeoye O, Flaherty 
ML, Khatri P, Ferioli S, De Los Rios La Rosa F, et al. Age at stroke: tem-
poral trends in stroke incidence in a large, biracial population. Neurology. 
2012;79:1781–1787. doi: 10.1212/WNL.0b013e318270401d

	 5.	 Virani SS, Alonso A, Aparicio HJ, Benjamin EJ, Bittencourt MS, Callaway 
CW, Carson AP, Chamberlain AM, Cheng S, Delling FN, et al; on behalf 
of the American Heart Association Council on Epidemiology and Pre-
vention Statistics Committee and Stroke Statistics Subcommittee. Heart 
disease and stroke statistics—2021 update: a report from the American 
Heart Association. Circulation. 2021;143:e254–e743. doi: 10.1161/
CIR.0000000000000950

	 6.	 Alexander GC, Kurlander J, Wynia MK. Physicians in retainer (“con-
cierge”) practice. A national survey of physician, patient, and practice 
characteristics. J Gen Intern Med. 2005;20:1079–1083. doi: 10.1111/j. 
1525-1497.2005.0233.x

	 7.	 Pedersen RA, Petursson H, Hetlevik I. Stroke follow-up in primary care: 
a Norwegian modelling study on the implications of multimorbidity for 
guideline adherence. BMC Fam Pract. 2019;20:138. doi: 10.1186/ 
s12875-019-1021-9

	 8.	 White H, Boden-Albala B, Wang C, Elkind MS, Rundek T, Wright CB, Sacco 
RL. Ischemic stroke subtype incidence among whites, blacks, and Hispan-
ics: the Northern Manhattan Study. Circulation. 2005;111:1327–1331. doi: 
10.1161/01.CIR.0000157736.19739.D0

	 9.	 Schneider AT, Kissela B, Woo D, Kleindorfer D, Alwell K, Miller R, Szaflarski 
J, Gebel J, Khoury J, Shukla R, et al. Ischemic stroke subtypes: a popu-
lation-based study of incidence rates among blacks and whites. Stroke. 
2004;35:1552–1556. doi: 10.1161/01.STR.0000129335.28301.f5

	10.	 Starfield B. Primary Care: Concept, Evaluation, and Policy. Oxford University 
Press; 1992.

	11.	 Epperly T, Bechtel C, Sweeney R, Greiner A, Grumbach K, Schilz J, Stream 
G, O’Connor M. The shared principles of primary care: a multistakeholder 
initiative to find a common voice. Fam Med. 2019;51:179–184. doi: 
10.22454/FamMed.2019.925587

	12.	 Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for patients 
with chronic illness. JAMA. 2002;288:1775–1779. doi: 10.1001/jama. 
288.14.1775

	13.	 Holloway RG, Benesch C, Rush SR. Stroke prevention: narrowing the 
evidence-practice gap. Neurology. 2000;54:1899–1906. doi: 10.1212/ 
wnl.54.10.1899

	14.	 Heuschmann PU, Kircher J, Nowe T, Dittrich R, Reiner Z, Cifkova R, Malojcic 
B, Mayer O, Bruthans J, Wloch-Kopec D, et al. Control of main risk factors 
after ischaemic stroke across Europe: data from the stroke-specific module 
of the EUROASPIRE III survey. Eur J Prev Cardiol. 2015;22:1354–1362. 
doi: 10.1177/2047487314546825

	15.	 Bravata DM, Myers LJ, Arling G, Miech EJ, Damush T, Sico JJ, Phipps MS, 
Zillich AJ, Yu Z, Reeves M, et al. Quality of care for veterans with transient 
ischemic attack and minor stroke. JAMA Neurol. 2018;75:419–427. doi: 
10.1001/jamaneurol.2017.4648

	16.	 Redfern J, McKevitt C, Dundas R, Rudd AG, Wolfe CD. Behavioral risk fac-
tor prevalence and lifestyle change after stroke: a prospective study. Stroke. 
2000;31:1877–1881. doi: 10.1161/01.str.31.8.1877

	 17.	 Stuart AC, Sico JJ, Viscoli CM, Tayal AH, Inzucchi SE, Ford GA, Furie KL, 
Cote R, Spence JD, Tanne D, et al. Taking care of volunteers in a stroke trial: 
a new assisted-management strategy. Stroke Vasc Neurol. 2016;1:108–
114. doi: 10.1136/svn-2016-000029

	18.	 Razmara A, Ovbiagele B, Markovic D, Towfighi A. Patterns and predictors 
of blood pressure treatment, control, and outcomes among stroke survi-
vors in the United States. J Stroke Cerebrovasc Dis. 2016;25:857–865. doi: 
10.1016/j.jstrokecerebrovasdis.2015.12.027

	19.	 Dearborn JL, Viscoli CM, Young LH, Gorman MJ, Furie KL, Kernan WN. 
Achievement of guideline-recommended weight loss among patients with 
ischemic stroke and obesity. Stroke. 2019;50:713–717. doi: 10.1161/ 
STROKEAHA.118.024008

	20.	 Philp I, Brainin M, Walker MF, Ward AB, Gillard P, Shields AL, 
Norrving B; Global Stroke Community Advisory Panel. Development of 
a poststroke checklist to standardize follow-up care for stroke survi-
vors. J Stroke Cerebrovasc Dis. 2013;22:e173–e180. doi: 10.1016/j. 
jstrokecerebrovasdis.2012.10.016

	21.	 Baroletti S, Dell’Orfano H. Medication adherence in cardiovascular disease. 
Circulation. 2010;121:1455–1458. doi: 10.1161/CIRCULATIONAHA. 
109.904003

	22.	 Wagner EH. Organizing care for patients with chronic illness revisited. Mil-
bank Q. 2019;97:659–664. doi: 10.1111/1468-0009.12416

	23.	 Doyle C, Lennox L, Bell D. A systematic review of evidence on the links 
between patient experience and clinical safety and effectiveness. BMJ 
Open. 2013;3:e001570. doi: 10.1136/bmjopen-2012-001570

	24.	 Institute of Medicine Committee on Quality Healthcare in America . Cross-
ing the Quality Chasm: a New Health System for the 21st Century. National 
Academies Press; 2001.

	25.	 Jackson GL, Powers BJ, Chatterjee R, Bettger JP, Kemper AR, Hasselblad 
V, Dolor RJ, Irvine RJ, Heidenfelder BL, Kendrick AS, et al. The patient cen-
tered medical home. A systematic review. Ann Intern Med. 2013;158:169–
178. doi: 10.7326/0003-4819-158-3-201302050-00579

	26.	 Johnston SC, Amarenco P, Denison H, Evans SR, Himmelmann A, James 
S, Knutsson M, Ladenvall P, Molina CA, Wang Y; THALES Investigators. 
Ticagrelor and aspirin or aspirin alone in acute ischemic stroke or TIA. N 
Engl J Med. 2020;383:207–217. doi: 10.1056/NEJMoa1916870

Reviewer Disclosures

Reviewer Employment Research grant

Other 
research 
support

Speakers’ 
bureau/
honoraria

Expert 
witness

Ownership 
interest

Consultant/
advisory 
board Other

Jose Gutierrez Columbia University 
Medical Center

NIH† None None Astuno, Jr, 
LLC*

None None None

Richard L. Harvey The Shirley Ryan 
Abililtylab

NIH (PRALINE clinical Trial)†; 
NIH (PT+PNS clinical trial)*; 
Falk Trust (Hummingbird clini-
cal trial)†

None None None None ABBVie* None

Anjail Z. Sharrief University of Texas 
Medical School at 
Houston

None None None None None None None

This table represents the relationships of reviewers that may be perceived as actual or reasonably perceived conflicts of interest as reported on the Disclosure Ques-
tionnaire, which all reviewers are required to complete and submit. A relationship is considered to be “significant” if (a) the person receives $10 000 or more during any 
12-month period, or 5% or more of the person’s gross income; or (b) the person owns 5% or more of the voting stock or share of the entity, or owns $10 000 or more 
of the fair market value of the entity. A relationship is considered to be “modest” if it is less than “significant” under the preceding definition.

*Modest.
†Significant.

D
ow

nloaded from
 http://ahajournals.org by on N

ovem
ber 11, 2024



Stroke. 2021;52:e558–e571. DOI: 10.1161/STR.0000000000000382� September 2021    e569

CLINICAL STATEM
ENTS 

 AND GUIDELINES
Kernan et al Primary Care of Adult Patients After Stroke

	 27.	 Johnston SC. Clinical practice. Transient ischemic attack. N Engl J Med. 
2002;347:1687–1692. doi: 10.1056/NEJMcp020891

	28.	 Cabral NL, Muller M, Franco SC, Longo A, Moro C, Nagel V, Liberato RB, 
Garcia AC, Venancio VG, Gonçalves AR. Three-year survival and recurrence 
after first-ever stroke: the Joinville stroke registry. BMC Neurol. 2015;15:70. 
doi: 10.1186/s12883-015-0317-1

	29.	 Boulanger M, Bejot Y, Rothwell PM, Touze E. Long-term risk of myocardial 
infarction compared to recurrent stroke after transient ischemic attack and 
ischemic stroke: systematic review and meta-analysis. J  Am Heart Assoc. 
2018;7:e007267. doi: 10.1161/JAHA.117.007267

	30.	 Terman SW, Reeves MJ, Skolarus LE, Burke JF. Association between early 
outpatient visits and readmissions after ischemic stroke. Circ Cardiovasc 
Qual Outcomes. 2018;11:e004024. doi: 10.1161/CIRCOUTCOMES. 
117.004024

	31.	 Allen A, Barron T, Mo A, Tangel R, Linde R, Grim R, Mingle J, Deibert E. 
Impact of neurological follow-up on early hospital readmission rates for 
acute ischemic stroke. Neurohospitalist. 2017;7:127–131. doi: 10.1177/ 
1941874416684456

	32.	 Bettger J, Thomas L, Li L. Comparing Recovery Options for Stroke Patients. 
Patient-Centered Outcomes Research Institute (PCORI); 2019.

	33.	 Deleted in proof.
	34.	 Howard G, Schwamm LH, Donnelly JP, Howard VJ, Jasne A, Smith EE, 

Rhodes JD, Kissela BM, Fonarow GC, Kleindorfer DO, et al. Participa-
tion in Get With The Guidelines-Stroke and its association with quality 
of care for stroke. JAMA Neurol. 2018;75:1331–1337. doi: 10.1001/ 
jamaneurol.2018.2101

	35.	 Kopunek SP, Michael KM, Shaughnessy M, Resnick B, Nahm ES, Whitall J, 
Goldberg A, Macko RF. Cardiovascular risk in survivors of stroke. Am J Prev 
Med. 2007;32:408–412. doi: 10.1016/j.amepre.2007.01.021

	36.	 Sanna T, Diener HC, Passman RS, Di Lazzaro V, Bernstein RA, Morillo 
CA, Rymer MM, Thijs V, Rogers T, Beckers F, et al; CRYSTAL AF Investi-
gators. Cryptogenic stroke and underlying atrial fibrillation. N Engl J Med. 
2014;370:2478–2486. doi: 10.1056/NEJMoa1313600

	 37.	 Johnston SC, Easton JD, Farrant M, Barsan W, Conwit RA, Elm JJ, Kim 
AS, Lindblad AS, Palesch YY; Clinical Research Collaboration, Neurological 
Emergencies Treatment Trials Network, and the POINT Investigators. Clopi-
dogrel and aspirin in acute ischemic stroke and high-risk TIA. N Engl J Med. 
2018;379:215–225. doi: 10.1056/NEJMoa1800410

	38.	 Kleindorfer DO, Towfighi A, Chaturvedi S, Cockroft KM, Gutierrez J, 
Lombardi-Hill D, Kamel H, Kernan WN, Kittner SJ, Leira EC, et al. 
2021 Guideline for the prevention of stroke in patients with stroke and 
transient ischemic attack: a guideline from the American Heart Asso-
ciation/American Stroke Association. Stroke 2021;52:e364–e467. doi: 
10.1161/STR.0000000000000375

	39.	 Derdeyn CP, Chimowitz MI, Lynn MJ, Fiorella D, Turan TN, Janis LS, 
Montgomery J, Nizam A, Lane BF, Lutsep HL, et al; Stenting and Aggres-
sive Medical Management for Preventing Recurrent Stroke in Intracranial 
Stenosis Trial Investigators. Aggressive medical treatment with or without 
stenting in high-risk patients with intracranial artery stenosis (SAMMPRIS): 
the final results of a randomised trial. Lancet. 2014;383:333–341. doi: 
10.1016/S0140-6736(13)62038-3

	40.	 Knoflach M, Matosevic B, Rücker M, Furtner M, Mair A, Wille G, Zangerle A, 
Werner P, Ferrari J, Schmidauer C, et al; Austrian Stroke Unit Registry Col-
laborators. Functional recovery after ischemic stroke–a matter of age: data 
from the Austrian Stroke Unit Registry. Neurology. 2012;78:279–285. doi: 
10.1212/WNL.0b013e31824367ab

	41.	 Ganesh A, Luengo-Fernandez R, Wharton RM, Rothwell PM; Oxford Vas-
cular Study. Ordinal vs dichotomous analyses of modified Rankin scale, 
5-year outcome, and cost of stroke. Neurology. 2018;91:e1951–e1960. 
doi: 10.1212/WNL.0000000000006554

	42.	 Pindus DM, Mullis R, Lim L, Wellwood I, Rundell AV, Abd Aziz NA, Mant J. 
Stroke survivors’ and informal caregivers’ experiences of primary care and 
community healthcare services – a systematic review and meta-ethnogra-
phy. PLoS One. 2018;13:e0192533. doi: 10.1371/journal.pone.0192533

	43.	 Murray J, Young J, Forster A, Herbert G, Ashworth R. Feasibility study 
of a primary care-based model for stroke aftercare. Br J Gen Pract. 
2006;56:775–780.

	44.	 Riegel B, Moser DK, Buck HG, Dickson VV, Dunbar SB, Lee CS, Lennie 
TA, Lindenfeld J, Mitchell JE, Treat-Jacobson DJ, et al; on behalf of the 
American Heart Association Council on Cardiovascular and Stroke Nursing; 
Council on Peripheral Vascular Disease; and Council on Quality of Care 
and Outcomes Research. Self-care for the prevention and management of 
cardiovascular disease: a scientific statement for healthcare professionals 
from the American Heart Association. J Am Heart Assoc. 2017;6:e006997. 
doi: 10.1161/JAHA.117.006997

	45.	 Cumming TB, Blomstrand C, Skoog I, Linden T. The high prevalence of anxi-
ety disorders after stroke. Am J Geriatr Psychiatry. 2016;24:154–160. doi: 
10.1016/j.jagp.2015.06.003

	46.	 Kumar S, Selim MH, Caplan LR. Medical complications after stroke. Lancet 
Neurol. 2010;9:105–118. doi: 10.1016/S1474-4422(09)70266-2

	 47.	 Hinkle JL, Becker KJ, Kim JS, Choi-Kwon S, Saban KL, McNair N, Mead 
GE; on behalf of the American Heart Association Council on Cardiovas-
cular and Stroke Nursing and Stroke Council. Poststroke fatigue: emerg-
ing evidence and approaches to management: a scientific statement for 
healthcare professionals from the American Heart Association. Stroke. 
2017;48:e159–e170. doi: 10.1161/STR.0000000000000132

	48.	 Towfighi A, Ovbiagele B, El Husseini N, Hackett ML, Jorge RE, Kissela 
BM, Mitchell PH, Skolarus LE, Whooley MA, Williams LS; on behalf of the 
American Heart Association Stroke Council; Council on Cardiovascular and 
Stroke Nursing; and Council on Quality of Care and Outcomes Research. 
Poststroke depression: a scientific statement for healthcare professionals 
from the American Heart Association/American Stroke Association. Stroke. 
2017;48:e30–e43. doi: 10.1161/STR.0000000000000113

	49.	 Liu TW, Ng GYF, Chung RCK, Ng SSM. Decreasing fear of falling in chronic 
stroke survivors through cognitive behavior therapy and task-oriented train-
ing. Stroke. 2019;50:148–154. doi: 10.1161/STROKEAHA.118.022406

	50.	 Leppert MH, Sillau S, Lindrooth RC, Poisson SN, Campbell JD, Simpson 
JR. Relationship between early follow-up and readmission within 30 and 
90 days after ischemic stroke. Neurology. 2020;94:e1249–e1258. doi: 
10.1212/WNL.0000000000009135

	51.	 Murray J, Young J, Forster A, Ashworth R. Developing a primary care-based 
stroke model: the prevalence of longer-term problems experienced by 
patients and carers. Br J Gen Pract. 2003;53:803–807.

	52.	 Chen T, Zhang B, Deng Y, Fan J-C, Zhang L, Song F. Long-term unmet 
needs after stroke: systematic review of evidence from survey studies. BMJ 
Open. 2019;9:e028137. doi: 10.1136/bmjopen-2018-028137

	53.	 Hotter B, Padberg I, Liebenau A, Knispel P, Heel S, Steube D, Wissel J, 
Wellwood I, Meisel A. Identifying unmet needs in long-term stroke care 
using in-depth assessment and the Post-Stroke Checklist – The Managing 
Aftercare for Stroke (MAS-I) study. Eur Stroke J. 2018;3:237–245. doi: 
10.1177/2396987318771174

	54.	 Turner GM, Mullis R, Lim L, Kreit L, Mant J. Using a checklist to facili-
tate management of long-term care needs after stroke: insights from 
focus groups and a feasibility study. BMC Fam Pract. 2019;20:2. doi: 
10.1186/s12875-018-0894-3

	55.	 Ekstam L, Johansson U, Guidetti S, Eriksson G, Ytterberg C. The com-
bined perceptions of people with stroke and their carers regarding reha-
bilitation needs 1 year after stroke: a mixed methods study. BMJ Open. 
2015;5:e006784. doi: 10.1136/bmjopen-2014-006784

	56.	 Ullberg T, Zia E, Petersson J, Norrving B. Perceived unmet rehabilitation needs 
1 year after stroke: an observational study from the Swedish Stroke Regis-
ter. Stroke. 2016;47:539–541. doi: 10.1161/STROKEAHA.115.011670

	 57.	 Bushnell CD, Olson DM, Zhao X, Pan W, Zimmer LO, Goldstein LB, Alberts MJ, 
Fagan SC, Fonarow GC, Johnston SC, et al; AVAIL Investigators. Secondary 
preventive medication persistence and adherence 1 year after stroke. Neu-
rology. 2011;77:1182–1190. doi: 10.1212/WNL.0b013e31822f0423

	58.	 Dalli LL, Kim J, Thrift AG, Andrew NE, Sanfilippo FM, Lopez D, Grimley R, 
Lannin NA, Wong L, Lindley RI, et al; AuSCR Consortium. Patterns of use 
and discontinuation of secondary prevention medications after stroke. Neu-
rology. 2021;96:e30–e41. doi: 10.1212/WNL.0000000000011083

	59.	 Kronish IM, Diefenbach MA, Edmondson DE, Phillips LA, Fei K, Horowitz 
CR. Key barriers to medication adherence in survivors of strokes and 
transient ischemic attacks. J Gen Intern Med. 2013;28:675–682. doi: 
10.1007/s11606-012-2308-x

	60.	 Marshall IJ, Wang Y, Crichton S, McKevitt C, Rudd AG, Wolfe CD. The effects 
of socioeconomic status on stroke risk and outcomes. Lancet Neurol. 
2015;14:1206–1218. doi: 10.1016/S1474-4422(15)00200-8

	61.	 Pennlert J, Asplund K, Glader EL, Norrving B, Eriksson M. Socioeconomic 
status and the risk of stroke recurrence: persisting gaps observed in a 
nationwide Swedish study 2001 to 2012. Stroke. 2017;48:1518–1523. 
doi: 10.1161/STROKEAHA.116.015643

	62.	 Elfassy T, Grasset L, Glymour MM, Swift S, Zhang L, Howard G, Howard 
VJ, Flaherty M, Rundek T, Osypuk TL, et al. Sociodemographic disparities 
in long-term mortality among stroke survivors in the United States. Stroke. 
2019;50:805–812. doi: 10.1161/STROKEAHA.118.023782

	63.	 American Academy of Family Physicians. Addressing Social Determinants of 
Health in Primary Care. Team-Based Approach for Advancing Health Equity. 
American Academy of Family Physicians; 2018.

	64.	 Nguyen-Huynh MN, Hills NK, Sidney S, Klingman JG, Johnston SC. 
Race-ethnicity on blood pressure control after ischemic stroke: a 

D
ow

nloaded from
 http://ahajournals.org by on N

ovem
ber 11, 2024



e570    September 2021� Stroke. 2021;52:e558–e571. DOI: 10.1161/STR.0000000000000382

CL
IN

IC
AL

 S
TA

TE
M

EN
TS

  
AN

D 
GU

ID
EL

IN
ES

Kernan et al Primary Care of Adult Patients After Stroke

prospective cohort study. J Am Soc Hypertens. 2017;11:38–44. doi: 10.1016/j. 
jash.2016.11.002

	65.	 Sur NB, Wang K, Di Tullio MR, Gutierrez CM, Dong C, Koch S, Gardener 
H, García-Rivera EJ, Zevallos JC, Burgin WS, et al. Disparities and tem-
poral trends in the use of anticoagulation in patients with ischemic 
stroke and atrial fibrillation. Stroke. 2019;50:1452–1459. doi: 10.1161/ 
STROKEAHA.118.023959

	66.	 Williams DR, Lawrence JA, Davis BA. Racism and health: evidence and 
needed research. Annu Rev Public Health. 2019;40:105–125. doi: 10.1146/ 
annurev-publhealth-040218-043750

	 67.	 Albright KC, Huang L, Blackburn J, Howard G, Mullen M, Bittner V, Muntner P, 
Howard V. Racial differences in recurrent ischemic stroke risk and recurrent 
stroke case fatality. Neurology. 2018;91:e1741–e1750. doi: 10.1212/WNL. 
0000000000006467

	68.	 Lisabeth LD, Smith MA, Brown DL, Moyé LA, Risser JM, Morgenstern LB. 
Ethnic differences in stroke recurrence. Ann Neurol. 2006;60:469–475. 
doi: 10.1002/ana.20943

	69.	 Bodenheimer T, Lorig K, Holman H, Grumbach K. Patient self-management 
of chronic disease in primary care. JAMA. 2002;288:2469–2475. doi: 
10.1001/jama.288.19.2469

	70.	 Jamison J, Lyerbe L, Di Tanna GL, Sutton S, Mant J, De Simoni A. Evaluat-
ing practical support stroke survivors get with medicines and unmet needs 
in primary care: a survey. BMJ Open. 2018;8:eC19874. doi: 10.1136/ 
bmjopen-2017-019874

	71.	 Bridgwood B, Lager KE, Mistri AK, Khunti K, Wilson AD, Modi P. Interven-
tions for improving modifiable risk factor control in the secondary pre-
vention of stroke. Cochrane Database Syst Rev. 2018;5:CD009103. doi: 
10.1002/14651858.CD009103.pub3

	72.	 McManus RJ, Mant J, Haque MS, Bray EP, Bryan S, Greenfield SM, Jones 
MI, Jowett S, Little P, Penaloza C, et al. Effect of self-monitoring and medi-
cation self-titration on systolic blood pressure in hypertensive patients at 
high risk of cardiovascular disease: the TASMIN-SR randomized clinical 
trial. JAMA. 2014;312:799–808. doi: 10.1001/jama.2014.10057

	73.	 Shaw RJ, McDuffie JR, Hendrix CC, Edie A, Lindsey-Davis L, Nagi A, 
Kosinski AS, Williams JW Jr. Effects of nurse-managed protocols in the 
outpatient management of adults with chronic conditions: a system-
atic review and meta-analysis. Ann Intern Med. 2014;161:113–121. doi: 
10.7326/M13-2567

	74.	 Scirica BM, Cannon CP, Fisher NDL, Gaziano TA, Zelle D, Chaney K, 
Miller A, Nichols H, Matta L, Gordon WJ, et al. Digital care transforma-
tion: interim report from the first 5000 patients enrolled in a remote 
algorithm-based cardiovascular risk management program to improve lipid 
and hypertension control. Circulation. 2021;143:507–509. doi: 10.1161/ 
CIRCULATIONAHA.120.051913

	75.	 Irewall AL, Ögren J, Bergström L, Laurell K, Söderström L, Mooe T. 
Nurse-led, telephone-based, secondary preventive follow-up after stroke 
or transient ischemic attack improves blood pressure and LDL cho-
lesterol: results from the first 12 months of the randomized, controlled 
NAILED stroke risk factor trial. PLoS One. 2015;10:e0139997. doi: 
10.1371/journal.pone.0139997

	76.	 Dhamoon MS, Sciacca RR, Rundek T, Sacco RL, Elkind MS. Recur-
rent stroke and cardiac risks after first ischemic stroke: the Northern 
Manhattan Study. Neurology. 2006;66:641–646. doi: 10.1212/01.wnl. 
0000201253.93811.f6

	 77.	 Dhamoon MS, Tai W, Boden-Albala B, Rundek T, Paik MC, Sacco RL, Elkind 
MS. Risk of myocardial infarction or vascular death after first ischemic 
stroke: the Northern Manhattan Study. Stroke. 2007;38:1752–1758. doi: 
10.1161/STROKEAHA.106.480988

	78.	 Kang DW, Han MK, Kim HJ, Sohn H, Kim BJ, Kwon SU, Kim JS, 
Warach S. Silent new ischemic lesions after index stroke and the risk 
of future clinical recurrent stroke. Neurology. 2016;86:277–285. doi: 
10.1212/WNL.0000000000002289

	79.	 Hackam DG, Spence JD. Combining multiple approaches for the secondary 
prevention of vascular events after stroke: a quantitative modeling study. 
Stroke. 2007;38:1881–1885. doi: 10.1161/STROKEAHA.106.475525

	80.	 AHRQ Universal Precautions Toolkit for Health Literacy. Content last 
reviewed September 2020. Rockville, MD: Agency for Healthcare Research 
and Quality. Accessed June 13, 2021. https://www.ahrq.gov/health-liter-
acy/improve/precautions/guide/index.html

	81.	 Grundy SM, Stone NJ, Bailey AL, Beam C, Birtcher KK, Blumenthal RS, 
Braun LT, de Ferranti S, Faiella-Tommasino J, Forman DE, et al. 2018 AHA/
ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/
PCNA guideline on the management of blood cholesterol: a report of the 
American College of Cardiology/American Heart Association Task Force 

on Clinical Practice Guidelines. Circulation. 2019;139:e1082–e1143. doi: 
10.1161/CIR.0000000000000625

	82.	 Wein T, Lindsay MP, Côté R, Foley N, Berlingieri J, Bhogal S, Bourgoin A, 
Buck BH, Cox J, Davidson D, et al; Heart and Stroke Foundation Cana-
dian Stroke Best Practice Committees. Canadian stroke best practice 
recommendations: secondary prevention of stroke, sixth edition practice 
guidelines, update 2017. Int J Stroke. 2018;13:420–443. doi: 10.1177/ 
1747493017743062

	83.	 PATS Collaborating Group. Post-stroke antihypertensive treatment study. A 
preliminary report. Chin Med J (Engl). 1995;108:710–717.

	84.	 PROGRESS Collaborative Group. Randomised trial of a perindopril-based 
blood-pressure-lowering regimen among 6,105 individuals with previous 
stroke or transient ischemic attack. Lancet. 2001;358:1033–1041. doi: 
10.1016/S0140-6736(01)06178-5

	85.	 Katsanos AH, Filippatou A, Manios E, Deftereos S, Parissis J, Frogoudaki A, 
Vrettou AR, Ikonomidis I, Pikilidou M, Kargiotis O, et al. Blood pressure reduc-
tion and secondary stroke prevention: a systematic review and metaregres-
sion analysis of randomized clinical trials. Hypertension. 2017;69:171–179. 
doi: 10.1161/HYPERTENSIONAHA.116.08485

	86.	 Redfern J, McKevitt C, Wolfe CD. Development of complex interventions 
in stroke care: a systematic review. Stroke. 2006;37:2410–2419. doi: 
10.1161/01.STR.0000237097.00342.a9

	 87.	 Deijle IA, Van Schaik SM, Van Wegen EE, Weinstein HC, Kwakkel G, 
Van den Berg-Vos RM. Lifestyle interventions to prevent cardiovascular events 
after stroke and transient ischemic attack: systematic review and meta-anal-
ysis. Stroke. 2017;48:174–179. doi: 10.1161/STROKEAHA.116.013794

	88.	 Madsen TE, Khoury JC, Leppert M, Alwell K, Moomaw CJ, Sucharew H, Woo 
D, Ferioli S, Martini S, Adeoye O, et al. Temporal trends in stroke incidence 
over time by sex and age in the GCNKSS. Stroke. 2020;51:1070–1076. 
doi: 10.1161/STROKEAHA.120.028910

	89.	 Lesenne A, Grieten J, Ernon L, Wibail A, Stockx L, Wouters PF, Dreesen 
L, Vandermeulen E, Van Boxstael S, Vanelderen P, et al. Prediction of 
functional outcome after acute ischemic stroke: comparison of the CT-
DRAGON Score and a reduced features set. Front Neurol. 2020;11:718. 
doi: 10.3389/fneur.2020.00718

	90.	 Centers for Disease Control and Prevention. Prevalence and most common 
causes of disability among adults--United States, 2005. MMWR Morb Mortal 
Wkly Rep. 2009;58:421–426.

	91.	 Duncan PW, Goldstein LB, Matchar D, Divine GW, Feussner J. Measurement 
of motor recovery after stroke. Outcome assessment and sample size require-
ments. Stroke. 1992;23:1084–1089. doi: 10.1161/01.str.23.8.1084

	92.	 Winstein CJ, Stein J, Arena R, Bates B, Cherney LR, Cramer SC, Deruyter 
F, Eng JJ, Fisher B, Harvey RL, et al; on behalf of the American Heart 
Association Stroke Council, Council on Cardiovascular and Stroke Nursing, 
Council on Clinical Cardiology, and Council on Quality of Care and Out-
comes Research. Guidelines for adult stroke rehabilitation and recovery: 
a guideline for healthcare professionals from the American Heart Asso-
ciation/American Stroke Association. Stroke. 2016;47:e98–e169. doi: 
10.1161/STR.0000000000000098

	93.	 Lang CE, Bland MD, Connor LT, Fucetola R, Whitson M, Edmiaston J, 
Karr C, Sturmoski A, Baty J, Corbetta M. The brain recovery core: build-
ing a system of organized stroke rehabilitation and outcomes assessment 
across the continuum of care. J Neurol Phys Ther. 2011;35:194–201. doi: 
10.1097/NPT.0b013e318235dc07

	94.	 Maeda N, Kato J, Shimada T. Predicting the probability for fall incidence in 
stroke patients using the Berg Balance Scale. J Int Med Res. 2009;37:697–
704. doi: 10.1177/147323000903700313

	95.	 Bischoff HA, Stähelin HB, Monsch AU, Iversen MD, Weyh A, von Dechend 
M, Akos R, Conzelmann M, Dick W, Theiler R. Identifying a cut-off point for 
normal mobility: a comparison of the timed ‘up and go’ test in community-
dwelling and institutionalised elderly women. Age Ageing. 2003;32:315–
320. doi: 10.1093/ageing/32.3.315

	96.	 Quinn TJ, Elliott E, Langhorne P. Cognitive and mood assessment 
tools for use in stroke. Stroke. 2018;49:483–490. doi: 10.1161/ 
STROKEAHA.117.016994

	 97.	 Eskes GA, Lanctot KL, Herrmann N, Lindsay P, Bayley M, Bouvier L, Dawson 
D, Egi S, Gilchrist E, Green T, et al; on behalf of the Heart Stroke Foundation 
Canada Canadian Stroke Best Practices Committees. Canadian stroke best 
practice recommendations: mood, cognition and fatigue following stroke 
practice guidelines, update 2015. Int J Stroke. 2015;10:1130–1140. doi: 
10.1111/ijs.12557

	98.	 Rudd AG, Bowen A, Young GR, James MA. The latest national clinical 
guideline for stroke. Clin Med (Lond). 2017;17:154–155. doi: 10.7861/ 
clinmedicine.17-2-154

D
ow

nloaded from
 http://ahajournals.org by on N

ovem
ber 11, 2024

https://www.ahrq.gov/health-literacy/improve/precautions/guide/index.html
https://www.ahrq.gov/health-literacy/improve/precautions/guide/index.html


Stroke. 2021;52:e558–e571. DOI: 10.1161/STR.0000000000000382� September 2021    e571

CLINICAL STATEM
ENTS 

 AND GUIDELINES
Kernan et al Primary Care of Adult Patients After Stroke

	 99.	 Billinger SA, Arena R, Bernhardt J, Eng JJ, Franklin BA, Johnson CM, 
MacKay-Lyons M, Macko RF, Mead GE, Roth EJ, et al; on behalf of the 
American Heart Association Stroke Council; Council on Cardiovascular 
and Stroke Nursing; Council on Lifestyle and Cardiometabolic Health; 
Council on Epidemiology and Prevention; Council on Clinical Cardiology. 
Physical activity and exercise recommendations for stroke survivors: 
a statement for healthcare professionals from the American Heart 
Association/American Stroke Association. Stroke. 2014;45:2532–2553. 
doi: 10.1161/STR.0000000000000022

	100.	 Saunders DH, Sanderson M, Hayes S, Kilrane M, Greig CA, Brazzelli M, 
Mead GE. Physical fitness for stroke patients. Cochrane Database Syst Rev 
2016;3:CD003316. doi: 10.1002/14651858.CD003316.pub6

	101.	 Lobelo F, Rohm Young D, Sallis R, Garber MD, Billinger SA, Duperly J, 
Hutber A, Pate RR, Thomas RJ, Widlansky ME, et al; on behalf of the 
American Heart Association Physical Activity Committee of the Council 
on Lifestyle and Cardiometabolic Health; Council on Epidemiology and 
Prevention; Council on Clinical Cardiology; Council on Genomic and 
Precision Medicine; Council on Cardiovascular Surgery and Anesthesia; 
and Stroke Council. Routine assessment and promotion of physical ac-
tivity in healthcare settings: a scientific statement from the American 
Heart Association. Circulation. 2018;137:e495–e522. doi: 10.1161/CIR. 
0000000000000559

	102.	 Piercy KL, Troiano RP, Ballard RM, Carlson SA, Fulton JE, Galuska DA, 
George SM, Olson RD. The physical activity guidelines for Americans. 
JAMA. 2018;320:2020–2028. doi: 10.1001/jama.2018.14854

	103.	 Backhouse A, Ogunlayi F. Quality improvement into practice. BMJ. 
2020;368:m865. doi: 10.1136/bmj.m865

	104.	 Irwin R, Stokes T, Marshall T. Practice-level quality improvement interven-
tions in primary care: a review of systematic reviews. Prim Health Care Res 
Dev. 2015;16:556–577. doi: 10.1017/S1463423615000274

	105.	 Glasgow RE, Vinson C, Chambers D, Khoury MJ, Kaplan RM, Hunter C. 
National Institutes of Health approaches to dissemination and imple-
mentation science: current and future directions. Am J Public Health. 
2012;102:1274–1281. doi: 10.2105/AJPH.2012.300755

	106.	 Carter BL, Ardery G, Dawson JD, James PA, Bergus GR, Doucette WR, 
Chrischilles EA, Franciscus CL, Xu Y. Physician and pharmacist collabora-
tion to improve blood pressure control. Arch Intern Med. 2009;169:1996–
2002. doi: 10.1001/archinternmed.2009.358

	 107.	 Whelton PK, Carey RM, Aronow WS, Casey DE Jr, Collins KJ, Dennison  
Himmelfarb C, DePalma SM, Gidding S, Jamerson KA, et al. 2017 ACC/

AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA guide-
line for the prevention, detection, evaluation, and management of high blood 
pressure in adults: a report of the American College of Cardiology/American 
Heart Association Task Force on Clinical Practice Guidelines. Hypertension. 
2018;71:e13–e115. doi: 10.1161/HYP.0000000000000065

	108.		  Lee JK, Grace KA, Taylor AJ. Effect of a pharmacy care program 
on medication adherence and persistence, blood pressure, and low-
density lipoprotein cholesterol: a randomized controlled trial. JAMA. 
2006;296:2563–2571. doi: 10.1001/jama.296.21.joc60162

	109.	 McManus RJ, Mant J, Franssen M, Nickless A, Schwartz C, Hodgkinson 
J, Bradburn P, Farmer A, Grant S, Greenfield SM, et al; TASMINH4 inves-
tigators. Efficacy of self-monitored blood pressure, with or without tele-
monitoring, for titration of antihypertensive medication (TASMINH4): an 
unmasked randomised controlled trial. Lancet. 2018;391:949–959. doi: 
10.1016/S0140-6736(18)30309-X

	110.	 Joubert J, Reid C, Barton D, Cumming T, McLean A, Joubert L, Barlow J, 
Ames D, Davis S. Integrated care improves risk-factor modification after 
stroke: initial results of the Integrated Care for the Reduction of Secondary 
Stroke model. J Neurol Neurosurg Psychiatry. 2009;80:279–284. doi: 
10.1136/jnnp.2008.148122

	111.	 Duncan PW, Bushnell CD, Jones SB, Psioda MA, Gesell SB, D’Agostino 
RB Jr, Sissine ME, Coleman SW, Johnson AM, Barton-Percival BF, et al; 
on behalf of the COMPASS Site Investigators and Teams. Randomized 
pragmatic trial of stroke transitional care: the COMPASS study. 
Circ Cardiovasc Qual Outcomes. 2020;13:e006285. doi: 10.1161/ 
CIRCOUTCOMES.119.006285

	112.	 Cheng EM, Cunningham WE, Towfighi A, Sanossian N, Bryg RJ, Anderson 
TL, Barry F, Douglas SM, Hudson L, Ayala-Rivera M, et al. Efficacy of a chronic 
care-based intervention on secondary stroke prevention among vulnerable 
stroke survivors; a randomized controlled trial. Circ Cardiovasc Qual Outcomes. 
2018;11:e003228. doi: 10.1161/CIRCOUTCOMES.116.003228

	113.	 Olaiya MT, Kim J, Nelson MR, Srikanth VK, Bladin CF, Gerraty RP, 
Fitzgerald SM, Phan T, Frayne J, Cadilhac DA, et al; STANDFIRM inves-
tigators. Effectiveness of a shared team approach between nurses and 
doctors for improved risk factor management in survivors of stroke: a 
cluster randomized controlled trial. Eur J Neurol. 2017;24:920–928. doi: 
10.1111/ene.13306

	114.	 Sakakibara BM, Kim AJ, Eng JJ. A systematic review and meta-analysis on 
self-management for improving risk factor control in stroke patients. Int J 
Behav Med. 2017;24:42–53. doi: 10.1007/s12529-016-9582-7

D
ow

nloaded from
 http://ahajournals.org by on N

ovem
ber 11, 2024




