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1. Background 

The Stroke Foundation has been developing stroke guidelines since 2002. The Clinical Guidelines for 

Stroke Management 2017 were approved by the National Health and Medical Research Council 

(NHMRC) in July 2017, with further changes approved in November 2017, July 2018, November 

2019, February 2021, July 2021, December 2021, August 2022, December 2022, July 2023, 

December 2023, January 2025, April 2025, September 2025 and April 2026. 

To ensure the currency of recommendations, the Stroke Foundation in partnership with Cochrane 

Australia tested a model of continually reviewing and updating recommendations in response to new 

evidence. This project commenced in July 2018 and concluded in June 2021 and was funded by the 

Australian Government Department of Health via the Medical Research Future Fund. Following on 

from this, funding was secured by the Australian Living Evidence Consortium allowing the Stroke 

Foundation to continue to review literature monthly and maintain the Australian and New Zealand 

Living Clinical Guidelines for Stroke Management (the Living Stroke Guidelines). However, from 2024 

the Stroke Foundation has been funding the living guidelines from public donations while it advocates 

for ongoing government funding. 

This Administrative report details the information required by the NHMRC in accordance with the 

requirements of the 2016 NHMRC Standards for Guidelines. 

2. Content Development Group (CDG) 

 

In September 2018, the Stroke Foundation called for an Expression of Interest (EOI) for healthcare 

professionals to be involved in the development of living guidelines. Requests for EOI were sent to all 

previous people involved in the 2017 update, as well as stroke care-related professional organisations 

(via representatives on the Australian Stroke Coalition). The EOI was also advertised on the Stroke 

Foundation’s website and in our healthcare professional newsletter. Further EOI’s have been 

circulated annually. The criteria for selection were: 

• Good working relationship with their professional organisation, 

• Extensive networks of peers to seek input as needed, 

• Strong clinical expertise/experience with a very good practical knowledge of current practice, 

• Detailed knowledge of research design and critical appraisal of evidence, 

• Familiarity with systematic reviews and development of clinical guidelines, and 

• Willingness and ability to commit to the necessary time commitment of this project (over a minimum 

24-month period). 

Applications in writing were assessed against the selection criteria by members of the Stroke 

Foundation Project Team and discussed with the relevant discipline leads (who sit on the steering 

committee). 

The Content Development Group (CDG) and associated working groups are responsible for: 

• reviewing the framework of the existing guidelines 

• determining any new clinical questions  

• identifying, reviewing and classifying relevant literature 

• reviewing extracted data from the literature including evidence summaries, rationale and 

practical information  
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• reviewing draft updates to existing guidelines or new recommendations 

• evaluating and responding to feedback from the consultation process. 

An overview of the roles and responsibilities and guidelines governance is provided in the 

Methodology Paper.  

Review of the current topics (adherence to pharmacotherapy and lifestyle modifications) was 

undertaken by the work group members outlined in Table 1. In addition, all lived experience members 

and relevant discipline working group members were asked to review draft changes and provide 

comments. Finally, the multidisciplinary Content Steering Committee signed off on the content prior to 

public consultation and discussed and agreed to the final copy after feedback was considered. A list 

of Steering Committee members is located at: https://informme.org.au/guidelines/clinical-guidelines-

for-stroke-management/guidelines-development-process  

Table 1: Content Development Working Group Members specifically involved in the adherence to 

pharmacotherapy and lifestyle modifications topics 

A/Prof Amanda Patterson Dietetics University of Newcastle, NSW 

Dr Barbara Cardoso Dietetics Monash University, VIC 

Prof Beata Bajorek Pharmacy University of Newcastle and Hunter 
Medical Research Institute, NSW 

Prof Bruce Campbell Neurology Royal Melbourne Hospital, VIC 

Prof Coralie English Physiotherapy University of Newcastle, NSW 

A/Prof Elizabeth Lynch Physiotherapy Flinders University, SA 

Dr Heidi Janssen Physiotherapy Hunter Medical Research Institute, 

NSW 

Dr Ibrahim Abubakar Pharmacy Royal Hobart Hospital, TAS 

Dr Katie Nesbitt Nursing Flinders University, SA 

Ms Lesley MacDonald-Wicks Dietetics University of Newcastle, NSW 

Dr Natasha Machado Exercise physiology Deakin University and Epworth 

Rehabilitation Camberwell, VIC 

Jessica D’Lima, Jouna Kolose, 

Toni Arfaras 

Lived experience (adherence to 

pharmacotherapy) 

 

Kim Beesley, Tony Finneran, 

Ali Reidy, Christine Owens, 

Jouna Kolose, Toni Arfaras 

Lived experience (lifestyle 

modifications) 

 

 

3. Lived experience involvement 

Based on feedback from lived experience on the Stroke Foundation Lived Experience Council, an 

innovative model of lived experience involvement is used which involves a panel of lived experience as 

‘lived experts’ and who are active members of the CDG. The Guidelines CDG Lived Experience Panel 

https://informme.org.au/guidelines/clinical-guidelines-for-stroke-management/guidelines-development-process
https://informme.org.au/guidelines/clinical-guidelines-for-stroke-management/guidelines-development-process
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ensures options, values and preferences of lived experience are central to the review and update of 

any clinical recommendations.  

For each topic being updated, 2-4 individuals from the panel with experience of the topic are included 

along with clinical experts to update the recommendations. The whole lived experience panel are then 

invited to review and comment on the draft changes. When more members are needed, the EOI is 

advertised on the Stroke Foundation’s website and in relevant newsletters and/or on social media 

platforms. All individuals will receive orientation training via teleconference and be provided with written 

materials, and are able to request extra assistance, a refresher session or materials whenever needed.  

Responsibilities 

People involved on the lived experience panel will be responsible for: 

• Periodically providing input into questions the guidelines answers (and the research literature is 

searched specifically for). This may involve helping rank the most important outcomes we want 

to search for in the research. 

• Review and comment on updated summaries of research, specifically information related to 

patient values and preferences.  

• Input into draft updates to any background text, specifically related to practical considerations 

and lived experience considerations. 

• Respond to feedback from the public consultation (in cooperation with the interdisciplinary 

group). 

 

4. Managing conflicts of interest 

The Guidelines are managed in accordance with the Stroke Foundation Conflict of Interest Policy, which 

is based on the NHMRC Identifying and Managing Conflicts of Interest of Prospective Members and 

Members of NHMRC Committees and Working Groups Developing Guidelines documents. Working 

group members are asked to review and update (at least annually) their previously disclosed potential 

conflicts of interest (COI). The form and policy will be provided to NHMRC for review along with 

summary of potential COIs (Appendix 1). 

 

5. Systematic literature review 

Any stroke related randomised controlled trials or systematic reviews are screened monthly and 

allocated to each relevant PICO. The working group in collaboration with CDG members identify if a 

new publication is likely to impact the overall body of evidence and lead to a change of the 

recommendations in which case it is fast tracked as a high priority. For new evidence that is unlikely 

to require a change to recommendations monthly allocation accumulates for six months at which point 

the CDG members are requested to review and advise the final inclusion and determine the potential 

impact of the evidence. Questions (PICO structure) specifically used in the current update are noted 

below. 

 

Table 2: Questions in PICO structure for adherence to pharmacotherapy and lifestyle modifications 

Clinical question Patient Intervention Comparator Outcomes 
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What strategies improve 
concordance with medication to 
improve outcomes for people 
with stroke? 

All people with 

stroke (broaden to 

all people with 

existing CVD) 

Medication 

adherence 

strategies 

No intervention Death 

Institutionlisation 

rate 

Medication 

compliance / 

adherence 

Medication specific 

outcomes 

What non-pharmacological 
interventions reduce risk factors 
for recurrent stroke?  

All patients with 

stroke 

Lifestyle 

modification 

No lifestyle 

modification 

Death 

Disability 

Secondary stroke 

 

6. Practice Statements (Consensus-based recommendations) and Practice Points 

For some topics, a systematic review of the available evidence was conducted, but there was either a 

lack of evidence or insufficient quality of evidence on which to base a recommendation. In cases where 

the CDG determined that recommendations were important, statements and advice about topics were 

developed based on consensus and expert opinion (guided by any underlying or indirect evidence). 

These statements were labelled as ‘Practice statements’ and correspond to the ‘consensus-based 

recommendations’ outlined in the NHMRC procedures and requirements. These statements should be 

regarded with greater discretion by guideline users. 

For topics outside the search strategy (i.e. where no direct systematic literature search was conducted), 

additional considerations are provided. These are labelled ‘Info Box’ and correspond to ‘practice points’ 

outlined in the NHMRC procedures and requirements.  

Final decisions about Practice Statements (Consensus-based recommendations) and Practice Points 

were made using informal group processes after open discussion facilitated by the Co-Chairs. If there 

was divergent opinion with respect to Practice Statements (Consensus-based recommendations) and 

Practice Points, they were not included in the guideline. 

 

7. Public consultation 

The Stroke Foundation conducted the public consultation process in accordance with Section 14A of 

the Commonwealth National Health and Medical Research Council Act 1992 and accompanying 

regulations. 

We advertised the ‘Notice of public consultation’ publicly on the Stroke Foundation websites – 

www.strokefoundation.com.au and www.informme.org.au from 12 December 2025 to 23 January 2026. 

Electronic communications were also sent to all organisations identified by the NHMRC as being 

mandatory to consult with, advising of the public consultation period (refer to Appendix 2 for a list of 

these organisations). Electronic communications were also sent to all professional and consumer 

organisations via the Australian Stroke Coalition and Stroke Foundation newsletter list (~27,000 health 

professionals). Feedback was received via email and the MAGICapp website.  

The Stroke Foundation received a number of responses from individuals and organisations (Table 3). 

http://www.strokefoundation.com.au/
http://www.informme.org.au/
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All individuals and organisations that provided feedback during the public consultation period will be 

contacted via letter and thanked for their input and advised of the action taken by the CDG in response 

to their feedback.  
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Table 3: Summary of the outcomes of public consultation for Adherence to pharmacotherapy 

Feedback 

from 

individual 

or group 

Organisation 

 
 

Feedback Actions taken 

Individual  

06.01.2026 

The Royal 

Melbourne 

Hospital, 

Melbourne 

Health 

Whilst the statement outlines some of the strategies on what can be done to promote 

adherence, the statement is silent on how such strategies can be implemented and 

which health professionals are ideally placed to have an input. Pharmacists in both the 

community & hospital settings play an integral role in facilitating adherence, from 

assessing each patient on an individual basis and reviewing their medication regimen 

through to advising on adherence strategies and liaising with their physician to optimize 

medication regimens (Improving medication adherence in the community: a purposive 

umbrella review of effective patient-directed interventions that are readily implementable 

in the United Kingdom National Health Service) 

The statement is also silent on the inherent complexities of how a stroke itself can 

detract from medication adherence and how it is important that these impediments be 

addressed. These include 

• A lack of dexterity and/or strength impeding an ability to self-administer non-oral 
medications such as eye preparations, inhalers or injections such as insulin or using 
a dose administration aid or opening containers with child-proof lids 

• Cognition/memory impairment 

• Sensory deficits such as visual or hearing impairments detracting from an 
understanding of written information or verbal counselling 

• Swallowing problems potentially leading to omission of large tablets or inappropriate 
crushing of modified release preparations 

• Unemployment leading to financial constraints which in turn impact the affordability 
of medications  

• Use of medications requiring variable dosing 
In addition there is further compromise if patients are socially isolated, illiterate or from a 

non-English speaking background 

Primary Healthcare Setting 

As alluded to in The impact of clinical services provided by community pharmacies on 

the Australian healthcare system: a review of the literature, pharmacists have an 

Many thanks for your 

feedback. 

We have gone through all the 

information provided. 

Additional information about 

the complexities of the stroke 

itself and the programs for 

pharmacists have been added 

to the practical information 

section. And information 

about barriers to medication 

adherence has been added to 

the other resources section of 

the evidence to decision 

framework. We have also sent 

the public consultation 

information to the 

Pharmaceutical Society of 

New Zealand for feedback. 
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integral role in promoting medication adherence. Moreover, mention is made of a lack of 

awareness of existing programmes. Periodically, the Pharmacy Guild negotiates with 

the Australian Federal Government to implement the Community Pharmacy Agreement 

which supports the Government in delivering its National Medicine Policy. This includes 

a MedsChek service to review a patient's medication regimen and the patient's 

understanding thereof and the Dose Administration Aids Program. In addition, the 

Federal Government funds Home Medication Reviews (see also 

https://www.ppaonline.com.au/wp-content/uploads/2019/01/HMR-Program-Rules.pdf 

and https://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=900) where 

pharmacists are trained to undertake clinical interventions and to assess the suitability 

of various strategies such as dose administration aids (which are not always 

appropriate); simplification of medication regimens through deprescribing, use of 

combination products to reduce pill burden & cost or long acting formulations to reduce 

frequency of dosing; or exploring digital medication adherence technologies 

Hospitals 

Clinical pharmacists have an integral role in closely liaising with medical and nursing 

staff, speech pathologists, occupational therapists and social workers to assess barriers 

to an individuals ability to manage with medications and explore options to optimize 

medication adherence. One important aspect is a focus on transitions of care in 

accordance with the Australian Commission on Safety and Quality In Health Care 

Evidence briefing on strategies to facilitate safer medication management at transitions 

of care 

Other Health Professionals 

Home visits by district nurses are another avenue for assisting with medication 

adherence, especially where daily supervision is required 

Research 

Given the Stroke Foundation is engaged with stroke survivors and carers, it would be 

interesting to survey this cohort to gain insights from a patient's perspective as to the 

medication adherence challenges and experiences, akin to this UK study 

With your website directed at survivors and carers, I am wondering if consideration can 

be given to disseminating information about the availability of Home Medicines Reviews 

in the Other Support Services section as well as the Medicine after stroke or TIA 



10 

 

   

 

factsheet. In addition, the website from the Pharmacy Guild provides assistance in 

locating a pharmacy that provides these services 

Finally, whilst I have outlined my perspectives from that of an Australian pharmacist, I 

acknowledge that the Stroke Guidelines are also directed to New Zealand. I am unsure 

if you will receive any submissions from New Zealand, but should such replies be 

limited, you may like to consider reaching out to the Pharmaceutical Society of New 

Zealand to gain an insight into programs available there. 

Group 

 

13.01.2026 

Safe Care 

Victoria 

Safer Care Victoria is currently delivering the Enhancing Stroke Care Collaborative, 

which is improving the timely delivery of hyper-acute treatment for ischaemic stroke 

patients at participating Victorian hospitals. 

I have asked our Stroke Clinical Leads who are supporting this collaborative to 

coordinate feedback on the draft guidelines. 

Thank you for your ongoing work in maintaining and updating these guidelines. 

n/a 

Group 

 

22.01.2026 

QLD health • The minor update to the adherence to pharmacotherapy section is well considered 
and consistent with contemporary literature regarding strategies to improve 
adherence. The authors may wish to include a statement of advice regarding the 
need/appropriateness of screening for medication adherence issues in stroke 
patients. 

• Both stroke network chairs support the following change to the Living Clinical 
Guidelines for Stroke Management: Weak recommendation updated based on new 
evidence and an expanded search including patients with cardiovascular disease. 

Many thanks for your 

feedback. 

Additional information has 

been added to the practical 

information section. 

Group 

23.01.2026 

QUM 

Reviews and 

Programs 

Section 

Following consultation amongst relevant teams within the Department, we provide the 

following comments for your consideration. These relate to the Adherence in 

Pharmacotherapy section. 

There are several factors for inclusion that may also contribute to a failure to adhere to 

prescribed medication. These include: 

• Polypharmacy 

• Access to medications particularly in regional/rural settings in the list of contributing 
factors/barriers to medication adherence 

• Depression associated with stroke as a chronic illness may affect overall medication 
adherence and self-care. 

Many thanks for your 

feedback. 

We have gone through all the 

information provided. 

Information about barriers to 

medication adherence has 

been added to the other 

resources section of the 

evidence to decision (EtD) 

section. The information for 

prescribers has also been 
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The management of depression in stroke patients is a concern. High incidence of 

depression (30%) is reported in the post-stroke period. Depression has been associated 

with increased mortality and risk for recurrent stroke. Major depression in stroke patients 

: A 3-year longitudinal study, Post-stroke depression and functional impairments – A 3-

year prospective study - ScienceDirect. 

We also suggest the guidelines include promotion of practitioner prescribing of 60-day 

prescription items to reduce patient medication costs. The MI-CRE has a 60-day 

dispensing program research program that includes looking at medication adherence. 

Prescribers could also be encouraged to prescribe fixed dose combinations (FDCs) 

where patients are using multiple antihypertensives and an FDC is available to reduce 

pill burden and costs for patients. 

Encouraging prescribers to consider switching patients to FDCs and using 60-day 

prescriptions, where available and appropriate, to reduce patient costs and pill burden, 

may improve adherence to therapy. 

Overall, the guidelines are comprehensive. 

Once again, thank you for the opportunity to provide comment. 

added to the other resources 

section (EtD) and the practical 

information section.  

Group 

23.01.2026 

Stroke and 

Ageing 

Research 

Group 

We strongly support the proposed strengthening of recommendations in the Adherence 

to Pharmacotherapy section of Chapter 4 (Secondary Prevention), which addresses a 

critically important aspect of post-stroke care that is often under-recognised as a 

determinant of poor long-term outcomes. 

Specifically, we identified areas of this updated guideline that could be strengthened 

with inclusion of contemporary Australian and international evidence to more 

comprehensively reflect the literature in this field. This includes data on medication use 

and discontinuation, determinants of non-adherence, and strategies to improve 

adherence after stroke. Our feedback and suggestions are detailed below: 

Australian data on medication adherence after stroke 

The preamble to the guideline section places considerable emphasis on international 

data, including findings from a Swedish cohort study reporting rates of medication 

continuation at two years after stroke (Glader et al., 2010). The guidelines subsequently 

state that “specific data regarding medication adherence in Australian patients with 

stroke is lacking.” We believe this statement to be incorrect and would like to draw the 

Many thanks for your 

feedback. 

We have gone through all the 

information provided and 

updated the information or 

added content to the relevant 

sections.  

The topic introductory text has 

been updated with the 

Australian data on medication 

adherence after stroke, 

clinical consequences of 

medication non-adherence, 

and determinants of 

medication non-adherence 
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guideline authors’ attention to the following Australian population-based study that 

directly addresses this evidence gap: 

• Dalli LL et al. Patterns of Use and Discontinuation of Secondary Prevention 
Medications After Stroke. Neurology. 2021;96(1):e30–e41. 

This cohort study of 17,980 patients, drawn from linked Australian Stroke Clinical 

Registry, demonstrates that medications are frequently discontinued post-stroke in 

Australia (Table 1), with rates comparable to those reported by Glader et al. The data 

for antihypertensives have also informed the Economic Impact of Stroke Report 2024 

(https://strokefoundation.org.au/media/g2rh1imp/2024-economic-impact-of-stroke-

report-final.pdf), in which substantial health benefits (179 DALYs) and cost savings 

($8.9M) were estimated from improved antihypertensive use post-stroke. Inclusion of 

this evidence would address the stated absence of Australian data, strengthen the local 

and contemporary relevance of the guideline narrative, and better align with the 

Economic Impact of Stroke Report. 

We have also highlighted inequities in medication adherence, by age, sex and region of 

birth: 

• Dalli LL et al. Sex differences in prescription, initiation, and discontinuation of 
secondary prevention medications after stroke. Stroke. 2025;56(7) 

• Kilkenny MF et al. Region of Birth Differences in Medication Adherence among 
Patients with Stroke or Transient Ischemic Attack. Neuroepidemiology. 
2025;59(6):747-752. 

Better acknowledgement of these disparities in medication adherence may promote 

more equitable care and inform targeted interventions to address gaps in medication 

adherence. 

Clinical consequences of medication non-adherence 

Medication non-adherence after stroke is strongly associated with adverse clinical 

outcomes. The guidelines appropriately cite our earlier work (Dalli et al. Stroke. 2021) 

demonstrating associations between medication adherence and survival after stroke. 

In addition, we have more recently shown that high adherence to antihypertensive 

therapy in stroke survivors is associated with a reduced risk of recurrent vascular 

events, without an accompanying increase in hospitalisations for serious falls. This new 

evidence addresses a commonly cited concern regarding antihypertensive use in older 

populations with stroke. 

and unmet information needs 

evidence suggested.  

The differences for gender 

and region of birth have been 

added to the other resources 

section of the evidence to 

decision framework. 

The information about chronic 

disease management plans 

has been added to the 

practical information section.  
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• Dalli LL et al. Antihypertensive Medication Adherence and the Risk of Vascular 
Events and Falls After Stroke: A Real-World Effectiveness Study Using Linked 
Registry Data. Hypertension. 2023;80(1):182–191. 

Incorporating this evidence would further reinforce the clinical importance of adherence 

and help contextualise the risk–benefit profile of antihypertensive medications. 

Determinants of medication non-adherence and unmet information needs 

The guidelines highlight a range of social and patient-related barriers to medication 

adherence, including financial strain, beliefs and concerns about medications, limited 

knowledge of stroke prevention therapies, and inadequate provision of information. The 

following study may also provide further evidence from Australian survivors of stroke on 

the importance of effectively communicating and understanding information about 

medications to support long-term adherence: 

• Dalli LL et al. Understanding of medications and associations with adherence, 
unmet needs, and perceived control of risk factors at two years post-stroke. 
Research in Social and Administrative Pharmacy. 2022;18(9):3542–3549. 

Strategies to improve medication adherence: the role of primary care coordination 

With respect to strategies to improve medication adherence after stroke, coordinated 

and continuous primary care represents an important intervention. In particular, general 

practitioner (GP) regularity, continuity of care, and the provision of chronic disease 

management plans may play an important role in supporting long-term adherence. 

We have recently conducted two population-based studies using emulated target trial 

(An emulated target trial is an observational study designed to mimic the structure and 

analytic principles of a randomised controlled trial. It helps reduce common biases in 

observational research by aligning study design with the hypothetical trial researchers 

would ideally conduct.) methods to evaluate Medicare-funded chronic disease 

management plans on medication adherence after stroke. 

These studies demonstrate improvements in medication adherence trajectories 

following exposure to structured chronic disease management in primary care: 

• Andrew NE et al. The population effect of a national policy to incentivize chronic 
disease management in primary care in stroke. Lancet Regional Health – Western 
Pacific. 2023;34:100723. 
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• Dalli LL et al. Chronic Disease Management to Enhance Medication Adherence 
Trajectories in Long-Term Survivors of Stroke. Pharmacoepidemiology and Drug 
Safety. 2025;34(5):e70148. 

In addition, complementary evidence from broader cardiovascular populations 

reinforces the importance of continuity and coordination of primary care in improving 

adherence: 

• Lin J et al. Impact of coordinated care on adherence to antihypertensive medicines 
among adults experiencing polypharmacy in Australia. Journal of Hypertension. 
2024;42(7):1248–1255. 

• Tammes P et al. Association between continuity of primary care and both 
prescribing and adherence of common cardiovascular medications. BMJ Open. 
2022;12:e063282. 

In summary, we strongly support the proposed strengthening of recommendations 

related to medication adherence in the updated guidelines. We respectfully suggest that 

incorporation of the above Australian and international evidence would enhance the 

completeness, contextual relevance, and practical applicability of the guidance, 

particularly in relation to local adherence patterns, patient-level barriers, and potentially 

effective primary care interventions. 

Thank you for the opportunity to contribute to this important update. We would be happy 

to provide assistance with reviewing specific changes to this section based on our 

above suggestions, as required. 

Group 

23.01.2026 

NSW Health Specific to the ‘Adherence to pharmacotherapy’, we note that the evidence base has 

been updated, including an expanded search incorporating patients with cardiovascular 

disease. The NSW Agency for Clinical Innovation support the recommendation 

remaining graded as weak, as this appropriately reflects the updated evidence provided.  

We welcome the open public consultation process and encourage NSW clinicians to 

provide feedback on the proposed changes. 

n/a 
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8. Dissemination  
 

Reviewing current evidence and developing evidence-based recommendations for clinical care are only 

the first steps to ensuring that evidence-based quality stroke care is available. Following publication, 

the Guidelines must be disseminated to all those involved in stroke care to inform and assist stroke 

care delivery. 

The Guidelines are intended for use by healthcare professionals, administrators, funders and policy 

makers who plan, organise and deliver care for people with stroke or TIA during all phases of recovery. 

Initial dissemination of any updated recommendations will take place via the following mechanisms: 

• Official launch (including information via various media platforms); 

• Circulation electronically to members of the Australian Stroke Coalition; (representatives of all 

state based clinical networks, and professional bodies including nursing, medical, ambulance and 

allied health); 

• Distribution to all organisations who have previously endorsed the Guidelines (if directly relevant 

to current update); 

• Distribution via the regular Guidelines summary email sent to healthcare professionals 

(approximately 27,000 clinicians and trainees); 

• Detailed information will be placed on the Stroke Foundation's healthcare professional website 

InformMe.org.au; 

• Publication of a content summary within relevant journals will be considered; 

• Presentation at national stroke conferences; and  

• Information about the updated guidelines will be integrated within the Stroke Foundation’s 

EnableMe website (which is dedicated to lived experience) and the main Stroke Foundation 

website. 

9. Implementation 
 

In considering implementation of the Guidelines at a local level, healthcare professionals are 

encouraged to identify the barriers, enablers and facilitators to evidence-based practice within their own 

environment and determine the best strategy for local needs. Where change is required, initial and 

ongoing education is essential and is relevant to all recommendations in the Guidelines. 

Evidence-based implementation strategies described in the literature are used to facilitate use of the 

Guidelines in practice. The Stroke Foundation has previously developed a framework for 

implementation; Implementing the Clinical Guidelines for Stroke Management: A guide to changing 

practice for stroke clinicians [1], which will continue to be promoted for use. 

Implementation strategies we suggest to facilitate use of the Guidelines include: 

• Education sessions: for example, hosting interdisciplinary face-to-face 

meetings/seminars/workshops or internet-based webinars. Resources will be developed to assist 
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facilitators with identifying barriers and solutions in the implementation phase. We currently deliver 

national webinars that facilitate uptake of guideline recommendations in priority areas. These often 

utilise key opinion leaders and allow live question and answers. Education specific to general 

practice is offered using an online webinar format that allows local stroke experts to share updated 

information and local resources related to best practice stroke care. Furthermore, education at 

national conferences focused on implementation considerations is used. Finally, on-demand 

education is available on InformMe related to guideline topics which are updated to keep consistent 

with the recommendations.  

• Education outreach visits: for example, a peer support model using centres viewed as 

‘champions’ in aspects of stroke management may be used to assist other centres locally. In QLD 

and TAS we provide the 'StrokeLink' program which facilitates quality improvement sessions with 

hospital teams. 

• Audit and feedback: data from the Australian Stroke Clinical Registry are fundamental to the 

implementation of these guidelines. Data dashboards for many aspects of acute care and now 

available for sites participating in the Registry. Furthermore, patient outcomes data is collected and 

reported for rehabilitation by the Australasian Rehabilitation Outcomes Centre (AROC).  

• Team meetings and working group meetings: for example, regular meetings of key stakeholders 

and team members should occur regularly to review data, identify gaps and drive quality 

improvement activities.  

A systematic review of the above strategies appears to have modest effectiveness in implementing 

evidence-based care, but it is unclear if single interventions are any better or worse than multiple 

interventions [2]. Thus, all of the above strategies may be used where appropriate for implementation 

of the Guidelines. Implementation related to the National Acute Stroke Care Standards is also actively 

included [3]. 

The Stroke Foundation strongly recommends a systematic approach to identifying gaps in service 

delivery, understanding local barriers or enablers to reducing those gaps, and developing a clear plan 

of action to improve stroke services. The Stroke Foundation is committed to supporting routine 

monitoring of adherence to the Guidelines via the Australian Stroke Clinical Registry and providing a 

centralised online portal to provide healthcare professionals with education and resources that facilitate 

quality improvement. 

In addition, existing resources and networks can also support implementation of the Guidelines: 

• The Acute and Rehabilitation Stroke Services Frameworks outline how acute and rehabilitation 

stroke services, and stroke units in particular, should be organised in different parts of Australia and 

the resources that may be needed (available at National Stroke Services Frameworks | InformMe - 

Stroke Foundation); 

• The Australian Stroke Coalition (ASC), brings together representatives from groups and 

organisations working in the stroke field, such as clinical networks and professional 

associations/colleges. The ASC works to tackle agreed priorities to improve stroke care, reduce 

duplication between groups and strengthen the voice for stroke care at a national and state level 

(see australianstrokecoalition.com.au); and 

https://informme.org.au/guidelines/national-stroke-services-frameworks
https://informme.org.au/guidelines/national-stroke-services-frameworks
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• Clinical networks, in NSW, QLD, SA, WA, TAS and VIC, help drive a systems wide approach to 

quality stroke care.  
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