
Patient
with

stroke

Lambeth and Southwark Stroke Clinical Pathway

PREVENTION PRIMARY CARE ACUTE DISCHARGE
FROM HOSPITAL

COMMUNITY REHABILITATION SERVICES 
- at home or intermediate care

LONG TERM SUPPORT
- at home
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Raised
BP

noted
(>140/9
0mmHg)

Patient
with
likely
TIA

Offer life
style

advice:
Diet,

exercise,
smoking
cessation

Repeat
BP
on 2 

separate
occasions

Add to
Hyper-
tension

register if BP
is persists
>140/90
mmHg

Undertake CV risk 
assessment and treat with drug
therapy those patients with:
a) Persistent BP >160/100mmHg
b) Persistent BP >140/90mmHg and 10
year CVD risk >20% or existing CHD or
evidence of target organ damage

High
Risk
TIA

More than 1 TIA in a
week
On Warfarin
ABCD2 score 4 or
more
<50yrs old & typical
vascular symptoms

[

[

[

[

Urgent referral 
to TIA clinic
(seen within 

7 days)

TIA

Start Aspirin 300mg
daily, if no 
contraindications
Tell the patient not to
drive unless advised
by the TIA clinic
Any further events,
instruct the patient  to
return to A&E asap
If witness present at
time of TIA (relative /
carer) invite them to
attend clinic with
patient if the patient is
unsure of the event
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TIA Patient
Handbook

Presents within
6 hours from

onset of stroke

Presents more
than

6 hours from
onset of stroke
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Acute Stroke Unit
Full MDT Assessment by stroke
team:

Continence
Communication
Swallowing
Nutritional status
Pressure sore prevention 
Cognitive impairment
ADL skills, Moving and handling,
Emotional needs
Physiological monitoring
Diagnostic tests/imaging
Daily ward rounds
Rehabilitation starts – therapy
assessment and intervention
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Rehabilitation
bed for Patient
Centred
Palliative Care 

When
stable

Reassurance of
family
Addressing pain,
depression,
confusion, 
Nutrition & 
hydration 
decisions
Treatment 
decisions
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Rehabilitation
Bed for
Continued
Assessment &
Goal-Centred
Rehabilitation

Continence
management
Food & fluid
intake
Prevention of
pressure
sore/other
complications
OT/Physio/SLT/
pharmacist/
dietician input
Rehab focused
nursing
Family/carer
involvement &
assess carer
needs
Social care input
Psychosocial
needs
Information 
giving e.g. patient
handbook / peer
support, lifestyle 
modification
advice
Secondary 
prevention
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Admitted to 
appropriate 
investigation

unit

Seen &
assessed 
by stroke 

team

Referral from:

CT scan
Immediate or <
1hr for urgent

patients & < 24
hours  for all
other patients

Neurosurgical
Assessment &

Intervention 
(if appropriate)

Thrombolysis
given 

(if meets
criteria)

within 6 hours
of stroke event

Joint Discharge
Planning 
(Acute & 
Community Teams):

Full involvement of
patients/families
GPs, primary health
teams, social 
services and family
carers informed
Equipment and
support services in
place
Patients receive
information on local
voluntary 
and statutory
agencies
Training and
equipment for carers 
Access to community
opportunities, 
including peer
support
Community therapies
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Stroke Patient
Handbook

MDT Assessment -
rehabilitation
referral:

Psychological
impairment
Communication
Cognitive impairment
Motor impairment
Sensory impairment
Functional
rehabilitation
interventions
Swallowing, feeding,
nutrition
Prevention of
complications
Self care
Continence
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Patient referred to appropriate 
community setting / service

Intensive
inpatient 

rehabilitation - 
Frank Cooksie

Wolfson

Neuro and
specific

community based
rehabilitation

including early
and intensive

support

Intermediate 
care inpatient
rehabilitation -

Dulwich Hospital
Pulross LCC

Post discharge
MDMs: goal setting

and discharge 
planning (GAS*)

As acute
assessments
but add:

Return to
work/leisure
Driving
Housing
Sexuality
Respite for
carers
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Social Care
Assessment /
Reviews (if
required):

Practical care
Equipment
Housing
Benefits
Social
Spiritual
Access to community
opportunities,
including peer support
Information on
stroke/stroke
services/sign posting
to other services
Carer support
Employment 
Leisure
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Appropriate
intervention

Annual Review
(management of
secondary
prevention and
medical review):

Cholesterol
Blood Pressure
Antiplatelets/
Anticoagulants
Carotid stenosis
Smoking
Other risk factors e.g.
alcohol, diet,
exercise, diabetes.
Access to community
opportunities,
including peer
support
Information on stroke/
stroke services/sign
posting to other
services
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Discharged

Via Ambulance

Blue Light (to A&E
with Thrombolysis)

Via Ambulance

Ward
Leaflet

Discharge
planning

starts here

Referred
& transferred

MDM review:
at 6 months post

stroke and otherwise 
to meet clinical 

need 

Ongoing Management by GP

Review / revise
goals

Stroke Patient
Handbook

Discharged to GP if no
rehabilitation needed

Stroke Patient
Handbook

Stroke Patient
Handbook

F.A.S.T.

Weekly 
MDT Goal
Settings
(includes 

GAS*) 

Ward
Clinic
Other hospital
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Stroke Patient
Handbook

Discharged 
to GP

Aggressive Long Term
Management of Risk

Factors & Psychosocial
Needs

* Goal Attainment Scaling November 2007
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