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Abstract
Despite on-going technological developments, clinical assessment remains an essential tool to evaluate the effects
of rehabilitation treatment and to predict functional recovery. This paper provides a review of clinical assessment for
stroke patients focusing on predictive value of motor, function and participation assessment, taking into consideration
some specific evaluations for upper and lower limb function, trunk control, balance and walking. In the future an
increased integration between clinical assessment, neurophysiology and neuroimaging will be required, in order to
apply specific evaluation pathways to reach a more accurate and customized prognostic stratification.
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Introduction
Functional recovery could be defined as the restoration of
function with resumption of the previous activity with characteristics
comparable to those pre-stroke [1]. Knowing that recovery is a
dynamic and modifiable concept, modern neurorehabilitation is aimed
at improving functional recovery after stroke, taking advantage from
the mechanisms of brain plasticity that occur after an acute event. The
final objective is to reach the best recovery as possible in the single
subject. To achieve this it is important to predict and stratify functional
recovery, defining in early stages long-term individual functional
recovery potential. Despite on-going technological developments,
clinical assessment of functional recovery remains an essential tool to
evaluate the effects of rehabilitation treatment and to predict functional
recovery [1]. For instance, clinical evaluation is still crucial in the
description of compensatory mechanisms distinguishing them from
real motor recovery.
The study and assessment of stroke patients is linked to numerous
outcome measures applicable to one or more of disease dimensions.
The commonly used outcome measures in stroke rehabilitation have
been classified in the WHO International Classification of Functioning,
Disability and Health (ICF: WHO, 2001, 2002), a multi-dimensional
framework for health and disability. The ICF framework (2001, 2002)
provides the conceptual basis for measurement of three primary levels
of human functioning: the body or body part, the whole person and the
whole person in relation to his/her social context. In effect, behavioral
functional recovery can be evaluated at different levels, referring to body
functions/structure (impairment), activities (formerly conceived as
disability) and participation (formerly referred to as handicap). Activity
and participation are affected by environmental and personal factors
(referred to as contextual factors within the ICF). The ICF provides
a useful reference to identify and quantify the concepts contained in
outcome measures used in stroke trials [2].

change, sensibility and minimal clinically important difference have
widespread usage and are discussed as being essential to the evaluation
of outcome measures [3].
Reliability refers to the reproducibility and internal consistency of
the instrument [4]. Reproducibility addresses the degree to which the
score is free from random error. Test re-test & inter-observer reliability
both focus on this aspect of reliability. Internal consistency assesses the
homogeneity of the items of the scale. Validity is the actual capacity of
an instrument to measure what it is intended and presumed to measure.
Forms of validity include face, content, construct and criterion.
Concurrent, convergent or discriminative, and predictive validity
are all considered as forms of criterion validity. Though, concurrent,
convergent and discriminative validity all depend on the existence
of a “gold standard” to provide a basis for comparison. If no gold
standard exists, they represent a form of construct validity in which the
relationship to another measure is hypothesized [5]. Responsiveness
reflects the sensitivity to detect clinical changes within patients over
time (which might be indicative of therapeutic effects). Responsiveness
is most commonly evaluated through correlation with other change
scores, effect sizes, standardized response means, relative efficiency,
sensitivity & specificity of change scores and Receiver Operating
Characteristic (ROC) analysis. Assessment of possible floor and ceiling
effects indicate limits to the range of detectable change beyond which
no further improvement or deterioration can be detected. Sensibility
refers to the overall appropriateness, importance and ease of use of the
instrument [6].
Minimal clinically important difference is a parameter to define
a threshold that is considered to be an important improvement for
the patient [7]. For each outcome measure mentioned in this article,
reliability, validity and responsiveness of are reported (Table 1).

Motor Impairment Assessment
The first level or category of the ICF classification system, Body
Structure/Impairment, includes the identification or assessment

In the following chapters, our discussion follows this classification
providing an overview of clinical assessment for stroke patients. The
focus is on predictive value of motor, function and participation
assessment taking into consideration specific evaluations for upper and
lower limb function, trunk control, balance and walking.
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Before describing in detail clinical tools, it is necessary to analyse
their psychometric properties. The knowledge of the properties of
these tools is useful also to guide the selection of the most appropriate
outcomes measure. In particular, reliability, validity, responsiveness to
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NOTE: +++=Excellent; ++=Adequate; +=Poor; n/a = insufficient information; TR=Test re-test; IC= internal consistency; IO = Interobserver; varied (re. floor/ceiling effects;
mixed results); UE=upper extremity.
Table 1: Reliability, validity and responsiveness of outcome measure mentioned in the article. [Taken from: Matthew Moses B. A., & Teasell R. Outcome Measures in Stroke
Rehabilitation. Evidence-Based Review of Stroke Rehabilitation, 2013].

of impairments in body function, structure or system (including
psychological).
Among the tools to assess motor impairment, Fugl-Meyer
Assessment (FMA) scale [8] is one of the most widely used and
internationally accepted [9]. The scale is divided in five different
items: sensibility, pain, passive motion, active motion and balance,
providing a global assessment of motor recovery after stroke. FMA is
a feasible, well-designed and very efficient quantitative measure [9],
to be administered by a trained physical or occupational therapist. It
should take approximately 30 – 45 minutes to administer the scale,
but a limitation is that it may take considerably longer [10]. Other
limitations of the motor domain include a ceiling effect, omission of
some potentially relevant items and weighting of the arm more than
the leg [9]. Anyhow, it requires no specialized equipment and can be
administered across a variety of settings and has been tested for use in
longitudinal assessments.
Motricity Index (MI) is a test able to provide a rapid overall
indication of a patient’s limb impairment [11]. The total score of MI
derives from the evaluation of one movement at each joint. The arm
scores of MI measure strength in pinch grip, elbow flexion (from 90°)
and shoulder abduction. The leg scores of MI evaluate strength in hip
flexion, knee extension and ankle dorsiflexion [11,12].
Modified Ashworth Scale (MAS) is a clinical tool to assign a rating
of the amount of resistance or muscle tone perceived by the examiner
moving the limb through its full range of motion. The original Ashworth
scale consisted of 5 grades from 0 to 4 [13]. More recently, Bohannon
and Smith added one grade (1+) and revised the wording of the scale
in an attempt to make the scale more sensitive. MAS is widely used
and accepted even if ambiguity of wording and lack of standardized
procedures limit the scale’s usefulness for comparison across studies as
well as lower levels of reliability instrument [4] (Table 1).
The National Institutes of Health Stroke Scale (NIHSS) is an
instrument for broader assessment of patient’s impairment. In fact,
NIHSS is a general measure of the severity of symptoms associated with
stroke and it is used as a quantitative measure of neurological deficit
after the acute event. It is widely used and can be administered rapidly
following acute admission [14].

Functional Assessment
The most used scales for function assessment could be divided
Int J Neurorehabilitation
ISSN: 2376-0281 IJN, an open access journal

between those scales that assess global aspects, such as the improvements
in ADLs (i.e. the Barthel Index), and those that assess specific limitation
in the execution of a task (as Action Research Arm Test or Wolf Motor
Function Test for upper limb).

ADL evaluation
The evaluation of ability in ADLs has been widely used as a
main outcome measure after stroke [15] and reducing the degree
of dependence in ADLs is one of the central aims of rehabilitation
treatment in stroke patients. The prediction of ADL function at an early
stage enables clinicians to select the best treatment programs and goals
for these patients [16]. ADLs could be divided in basic ADL (BADL)
and instrumental ADL (IADL). BADL include self-care activities and
the ability to live independently. Barthel Index (BI) and Functional
Independence Measure (FIM) are reliable and valid scales (Table 1) to
evaluate patient’s ability to carry out BADL and are among the most
used assessment scales in stroke rehabilitation.
BI is a very simple test consisting in 10 items to investigate
independence/dependence in common ADL, to be administered
through direct observation. BI proved to be a useful instrument with high
inter-rater reliability, internal consistency, convergent and predictive
validity [17]. A relative insensitivity and a lack of responsiveness (with
significant ceiling and floor effects) have been reported [18].
Developed in part as a response to the highlighted criticism of BI,
FIM assesses physical and cognitive disability in terms of burden of
care. FIM contains 13 items related to motor score (self-care, bowel and
bladder continence, mobility and ambulation) and 5 items related to
social/cognition score [19]. Many studies have evaluated its reliability,
validity and sensitivity to change. In an evaluation of responsiveness,
FIM, motor FIM and the BI were all found to have similar effect sizes,
while the total-FIM was reported to exhibit no ceiling effect (0%
as compared to the BI’s 7%). This would suggest that the FIM might
have no real advantage in terms of responsiveness to change despite
having more items and a more precise scoring range for each item.
Nevertheless, it has been demonstrated a high concordance between
FIM and BI [20] and it has also been shown that the BI was used more
often than the FIM in randomized controlled trials and that it was cited
in trials of superior quality [21]. Even if BADL evaluation has been
widely used as outcome measure in stroke patients, BADL evaluation
does not take into account of significant impairment in higher levels of
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physical functions or activities necessary for independence at home and
in community [15]. This is the field of application of IADL evaluation
scales, among which the most used are Frenchay Activities Index [22]
and Philadelphia Geriatric Center (PGC) Instrumental ADL Scale
[23,24]. In these scales, domestic, leisure/work and outdoor activities
assessment are included. For the reasons previously submitted, some
author [25,26] recommended to combine the IADL and BADL
evaluation in order to measure ADL function in a more comprehensive
way.

The short forms of the FMA and WMFT had comparable
psychometric properties to their own original assessments and
demonstrate sound clinical utility [36] made a psychometric comparison
of the shortened FMA and the streamlined WMFT. The streamlined
FMA demonstrated greater responsiveness, better concurrent and
predictive validity compared with the streamlined WMFT in subacute
stroke patients. The streamlined FMA, for its better psychometric
properties, is more practical for use in the assessment of arm function
in patients with subacute stroke.

Upper limb assessment

Another method of assessment of upper limb function is Action
Research Arm Test (ARAT). It consists of 19 items divided into 4
subscales: grasp, grip, pinch, and gross movement. The items are scored
on a 4-level ordinal scale [37]. The ARAT is a responsive and valid
instrument to measure upper-extremity functional limitation [38].

Partial or complete motor recovery of upper limb, even after initial
paralysis, represents an important example of the recovery potential of
the brain [27]. The initial measurement of upper limb impairment and
function were found to be the most significant predictors of upper limb
recovery [28]. In particular, the evaluation of active finger extension
proved to be a strong and reliable early predictor of recovery of arm
function in stroke patients [29]. Initial shoulder shrug predicted good
hand movement and hand function at 1, 2, and 3 months, respectively
[30]. Initial presence of synergistic hand movement predicted good
hand movement at 1, 2, and 3 months and hand function at 1 and
2 months. Initial active shoulder abduction predicted good hand
movement at 1 month and hand function at 1 and 2 months only.
Combining the early assessment of the movements of the hand
and shoulder, the Early Prediction of Functional Outcome after Stroke
(EPOS) cohort study [31] found that the evaluation of voluntary
extension of the fingers and abduction of the hemiplegic shoulder
within 72 hours after stroke predict upper limb function at 6 months
(measured with the ARAT scale). Moreover, Stinear et al. [32] outlined
the predicting recovery potential (PREP) algorithm to predict upper
limb motor recovery including as a key factor the SAFE (Shoulder
Abduction, Finger Extension) score. This score is a measure of shoulder
abduction and finger extension evaluated with MRC scale 72 hours after
stroke onset. With this algorithm, they tried to stratify various levels
of functional recovery according to clinical and neurophysiological
evaluations and trying to define the goals of rehabilitation basing on
that prediction. The PREP algorithm is currently the only sequential
algorithm that combines clinical, neurophysiological and neuroimaging
assessment at the sub-acute stage to predict the potential for subsequent
recovery of upper limb function [33].
Many tools are available for the assessment of arm function.
Together with FMA, Wolf Motor Function Test (WMFT) is one of the
most widely used test to quantify possible changes of arm function
in response to rehabilitation therapy [34] WMFT is a time-based
method to evaluate upper extremity function while providing insight
into joint-specific and total limb movements [34] WMFT consists of
17 items or tasks, arranged in order of complexity and progress from
proximal to distal joint involvement. Functional scores for the WMFT
are derived via the application of a 6 point scale, ranging from 0 (does
not attempt with involved upper extremity) to 5 (arm does participate
and movement appears to be normal). Functional ability scale (FAS)
scores are expressed as the mean of item scores [34]. The WMFT is
an instrument with high interrater reliability, internal consistency, testretest reliability and adequate stability [34].
Even if Hsieh et al. [35] demonstrated moderate associations
between total and motor FIM scores and timed performance scores at
WMFT, the relationship between quality of movement (FAS) and FIM
scores was substantially weaker. In addition, only timed task completion
was predictive of functional outcome as assessed on the FIM.

Int J Neurorehabilitation
ISSN: 2376-0281 IJN, an open access journal

Hsieh et al. [35] examined and compared the responsiveness,
construct validity and predictive validity of FMA, ARAT and WMFT
in stroke rehabilitation trials. The FMA confirmed a large degree of
responsiveness, along with good construct and predictive validity
properties. Moreover, the ARAT showed good responsiveness and
construct validity, but its predictive validity was low. The construct
validity of the 2 measures of the WMFT was supported; the WMFTFAS had a large responsiveness, and the WMFT-TIME had moderate
predictive validity. Nevertheless, the responsiveness of the WMFTTIME was small, and the predictive validity of the WMFT-FAS was low.
Thus, compared to the ARAT and the WMFT, the FMA is a
relatively complete outcome measure of motor function after stroke
rehabilitation.
At last, other clinical instruments widely used are: Jebsen Taylor
Hand Function Test, a well validated test for functional motor assessment
of a broad range of hand functions used in ADL, Box and Block Test, a
unilateral assessment of gross manual dexterity, and Nine Hole Peg Test,
a simple and quick assessment for finger dexterity (Table 1).

Lower limb evaluation, balance and walking
For most of stroke patients the primary aim of rehabilitation
treatment is the recovery of walking ability. For this reason, along with
motor function evaluation of lower limbs, it is important to evaluate
walking ability. As we already stated, lower limb assessment can be
performed with lower extremity subscores of FMA and MI; walking
performance measurement is instead based on simple tests like 6-minute
walk test (6MWT) (alternatively replaced by 2- and 12- minute walk
test) and 10-meter walk test (10mWT) (sometimes replaced by 5- or
8- meter distances) [5].
The 6MWT is a widely used tool that provides a quantitative
measure of submaximal exercise capacity. Subjects are instructed to
“walk as far as possible in six minutes”, without encouragement [39].
Initially 6MWT was predominantly used to assess outcomes in
individuals with cardiac and pulmonary diseases, while subsequently
its use was introduced also in stroke population [39]. In 10mWT
participants are asked to walk for 10 meters while being timed so that
their walking speed may be calculated. All these walking tests are brief,
inexpensive and simple to administer.
A study compared the change in 2-, 6- and 12-minute walk test scores
to change in FIM walking subscores during inpatient rehabilitation
following stroke [40], finding that serial 6- and 12-minute walk
tests were more sensitive to change and more useful in gait outcome
documentation than FIM walking subscores.
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Repeated comfortable walking speed measurements are sensitive
enough to detect clinically important changes in physically independent
gait in people severely affected by stroke [41]. In a recent study [42]
5-meter walk test and 6-minute walk test were used to assess gait speed
and walking distance in stroke patients. Both gait speed and walking
distance were found to be strongly associated with community walking.
Community walking after stroke is an equally accurate predictor
for community walking as walking distance in mildly to moderately
affected patients approximately 9 months post-stroke.
Balance is another clinical factor to evaluate stroke patients: the risk
of falls after stroke is high and balance is important to prevent falls [43].
The measurement of balance function with scales like Berg Balance
Scale (BBS) can predict falls [44]. BBS is a scale to assess the ability
to maintain balance, either statically or while performing functional
movements, and to evaluate fall risk. It comprises 14 tasks common to
everyday life [45].
Furthermore, an objective measure of basic mobility and balance
maneuvers can be performed using the Timed “up & go” (TUG). TUG
assesses the ability to perform sequential motor tasks relative to walking
and turning [4]. TUG requires subjects to stand up from a chair, walk
for a distance of 3 meters, turn around, walk back to the chair and
seat themselves. This activity is timed and the test is administered
through direct observation of task completion. TUG is quick and
easy to administer with high inter- and intra-reliabilty, demonstrating
consistent and reliable results [46].

Trunk control
Trunk Control Test (TCT) is a clinical method to examine some
aspects of trunk movement and it is performed in four different positions
(rolling to weak side, rolling to strong side, sitting up from lying down
and sitting in a balanced position on the edge of the bed, with the feet
off the ground). TCT is sometimes administered together with MI
scores of arm and leg: when the scores are added, an overall evaluation
of motor function is reached. Anyway, the TCT alone resulted to have
a good predictive value when related to eventual walking ability [47].
A good correlation was found between trunk control at an early
stage and comprehensive ADL function in stroke patients 6 months
after stroke event [48]. As we previously stated, early prediction of ADL
function at 6 months after stroke is critical, but the addition of TCT to
early evaluations may be important.

Participation Assessment
Participation represents the involvement of an individual in a
life situation [21]. Restrictions to participation describe difficulties
experienced by the subject in a life situation or role. Social context
may take longer to stabilize than the impaired body structure [49],
so suggested time frame for assessment should be delayed compared
to body function and activity. The main instruments are: Canadian
Occupational Performance Measure, EuroQol Quality of Life Scale,
Assessment of Life Habits, London Handicap Scale, Medical Outcomes
Study Short-Form 36 (SF-36), Nottingham Health Profile, Reintegration
to Normal Living Index, Stroke Adapted Sickness Impact Profile, Stroke
Impact Scale and Stroke Specific Quality of Life.
SF-36 is an assessment tool divided in two domain: physical
component subscale and Mental component subscale, each ranging
from 0 to 100 [50]. The SF-36 questionnaire can be administered by
self-completion questionnaire or by interview (either on the telephone
or in-person). Higher rates of missing data have been reported among
older patients when using a self-completed form of administration [51].
Int J Neurorehabilitation
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Instrumental Neurophysiological/Imaging Parameters
There is a substantial unexplained inter-individual variability in
the capacity for motor recovery that cannot be explained only with
clinical assessment. Prabhakaran et al. assessed motor recovery in 41
stroke patients administering FMA Motor Score within 72 hours after
stroke onset and at 3 and 6 months follow-ups. They found that clinical
variables could explain only 47% of the variance in recovery.
In this light, clinical assessments could be combined with
neurophysiological and neuroimaging parameters helping to predict
functional recovery. Stinear et al. [52] proposed an algorithm
the prediction of functional potential initially considering only
instrumental neurophysiological and neuroimaging measures. Through
these parameters the structural integrity of the corticospinal tracts
was assessed. The parameters included were the presence or absence
of motor evoked potentials in the affected upper limb (assessed using
transcranial magnetic stimulation) and the lateralization of cortical
activity during affected hand use at functional MRI. Furthermore,
diffusion tensor imaging was used to measure the asymmetry in
fractional anisotropy of the internal capsules. They proposed to use the
level of predicted recovery obtained for the selection of individualized
rehabilitation strategies. Anyway, in a subsequent study [32] the same
group outlined the importance of clinical evaluation 72 hours after
stroke onset adding the measure of shoulder abduction and finger
extension (evaluated with MRC scale) in the predictive algorithm.

Conclusion
In the future it is expected that the clinical assessment will continue
to play a vital role in the evaluation and prognostic definition of poststroke patients.
Anyway, there is still no consistency in the selection of outcome
measures or the timing of assessments. There is also remarkable
heterogeneity of patients enrolled in different trials without adequate
adjustment for expected outcomes [49,53]. This methodological
variability makes quite difficult a results comparison across various
studies and consequently the thorough understanding of the efficacy
of the rehabilitative intervention. In fact, the choice of a given outcome
measure (rather than another one) can significantly influence the results
of a study. A way to minimize this problem might be the definition
of feasible clinical guidelines, that should be universally accepted
and followed. This would help in improving post-stroke clinical
assessment in order to increase comparability between research articles.
Furthermore, an increased integration between clinical assessment,
neurophysiology and neuroimaging will be required to apply specific
evaluation pathways. The introduction of integrated algorithms for
evaluation may allow a more accurate and customized prognostic
stratification, defining an individual functional recovery potential for
the single subject.
References
1. Lamola G, Fanciullacci C, Rossi B, Chisari C (2014) Clinical evidences of brain
plasticity in stroke patients. Archives Italiennes de Biologie 152: 259-271.
2. Geyh S, Kurt T, Brockow T, Cieza A, Ewert T, et al. (2004) Identifying the
concepts contained in outcome measures of clinical trials on stroke using the
International Classification of Functioning, Disability and Health as a reference.
Journal of Rehabilitation Medicine 36: 56-62.
3. Barnes MP, Good DC (2013) Outcome measures in stroke rehabilitation.
Neurological Rehabilitation: Handbook of Clinical Neurology 110: 105-111.
4. Matthew Moses BA, Teasell R (2013) Outcome Measures in Stroke
Rehabilitation. Evidence-Based Review of Stroke Rehabilitation.
5. Salbach N, Mayo N, Higgins J, Ahmed S, Finch L, et al. (2001) Responsiveness

Volume 2 • Issue 3 • 1000174

Citation: Lamola G, Bertolucci F, Rossi B, Chisari C (2015) Clinical Assessments for Predicting Functional Recovery after Stroke. Int J Neurorehabilitation
2: 174. doi:10.4172/2376-0281.1000174

Page 6 of 7
and predictability of gait speed and other disability measures in acute stroke.
Arch Phys Med Rehabil 82: 1204-1212.
6. Fitzpatrick R, Davey C, Buxton MJ, Jones DR (1998) Evaluating patient-based
outcome measures for use in clinical trials. Health Technol Assess 2: 1-74.
7. Jaeschke R, Singer J, Guyatt GH (1989) Measurement of health status:
ascertaining the minimal clinically important difference. Controlled clinical trials
10: 407-415.
8. Fugl-Meyer AR, Jaasko L, Leyman I. Olsson S. & Steglind S (1975) The
poststroke hemiplegic patient. I. A method for evaluation of physical
performance. Scand J Rehabil Med 7: 13-31.
9. Gladstone DJ, Danells CJ, Black SE (2002) The Fugl-Meyer assessment of
motor recovery after stroke: a critical review of its measurement properties.
Neurorehabilitation and Neural Repair 16: 232-240.
10. Malouin F, Pichard L, Bonneau C, Durand A, Corriveau D (1994) Evaluating
motor recovery early after stroke: comparison of the Fugl-Meyer Assessment
and the Motor Assessment Scale. Arch Phys Med Rehabil 75: 1206-1212.

29. Smania N, Paolucci S, Tinazzi M, Borghero A, Manganotti P, et al. (2007) Active
finger extension a simple movement predicting recovery of arm function in
patients with acute stroke. Stroke 38: 1088-1090.
30. Katrak P, Bowring G, Conroy P, Chilvers M, Poulos R, et al. (1998) Predicting
upper limb recovery after stroke: the place of early shoulder and hand
movement. Archives of physical medicine and rehabilitation 79: 758-761.
31. Nijland RH, van Wegen EE, Harmeling-van der WBC, Kwakkel G (2010)
Presence of Finger Extension and Shoulder Abduction Within 72 Hours After
Stroke Predicts Functional Recovery Early Prediction of Functional recovery.
Stroke 41: 745-750.
32. Stinear CM, Barber PA, Petoe M, Anwar S, Byblow WD (2012) The PREP
algorithm predicts potential for upper limb recovery after stroke. Brain 135:
2527-2535.
33. Stinear CM, Byblow WD, Ward SH (2014) An update on predicting motor
recovery after stroke. Annals of physical and rehabilitation medicine 57: 489498.

11. Demeurisse G, Demol 0, Robaye E (1980) Motor evaluation in vascular
hemiplegia. Eur Neurol 19: 382-389.

34. Morris DM, Uswatte G, Crago JE, Cook III EW, Taub E (2001) The reliability
of the Wolf Motor Function Test for assessing upper extremity function after
stroke. Arch Phys Med Rehabil 82: 750-755.

12. Collin C, Wade D (1990) Assessing motor impairment after stroke: a pilot
reliability study. Journal of Neurology, Neurosurgery, and Psychiatry 53: 576579.

35. Hsieh YW, Wu CY, Lin KC, Chang YF, Chen CL, et al. (2009) Responsiveness
and validity of three outcome measures of motor function after stroke
rehabilitation. Stroke 40: 1386-1391.

13. Ashworth B (1964) Preliminary trial of carisoprodal in multiple sclerosis.
Practitioner 192: 540-542.

36. Hsieh YW, Hsueh IP, Chou YT, Sheu CF, Hsieh CL, et al. (2007) Development
and validation of a short form of the Fugl-Meyer Motor Scale in patients with
stroke. Stroke 38: 3052-3054.

14. Anemaet WK (2002) Using standardized measures to meet the challenge of
stroke assessment. Topics in geriatric rehabilitation 18: 47-62.
15. Kelly-Hayes M, Robertson JT, Broderick JP, Duncan PW, Hershey LA, et al.
The American Heart Association stroke outcome classification. Stroke 29:
1274-1280.
16. Kwakkel G, Wagenaar RC, Kollen BJ, Lankhorst GJ (1996) Predicting disability
n stroke: a critical review of the literature. Age Ageing 25: 479-489.
17. Hsueh IP, Lee MM (2001) Psychometric characteristics of the Barthel activities
of daily living index in stroke patients. J Formos Med Assoc 100: 526-532.

37. Lyle RC (1981) A performance tests for assessment of upper limb function in
physical rehabilitation treatment and research. Int J Rehabil Res 4: 483-492.
38. Lang CE, Wagner JM, Dromerick AW, Edwards DF (2006) Measurement of
upper-extremity function early after stroke: properties of the action research
arm test. Archives of physical medicine and rehabilitation 87: 1605-1610.
39. Dalgas U, Severinsen K, Overgaard K (2012) Relations between 6 minute
walking distance and 10 meter walking speed in patients with multiple sclerosis
and stroke. Arch Phys Med Rehabil 93: 1167-1172.

18. Sarker SJ, Rudd AG, Douiri A, Wolfe CD (2012) Comparison of 2 extended
activities of daily living scales with the Barthel Index and predictors of their
outcomes: cohort study within the South London Stroke Register (SLSR).
Stroke 43: 1362-1369.

40. Kosak M, Smith T (2005) Comparison of the 2, 6, and 12 minute walking tests
in patients with stroke. J Rehabil Res Dev 42: 103-107.

19. Linacre JM, Heinemann AW, Wright BD, Granger CV, Hamilton BB (1994). The
structure and stability of the Functional Independence Measure. Arch Phys
Med Rehabil 75: 127-132.

42. Bijleveld-Uitman M, van de Port I, Kwakkel G (2013) Is gait speed or walking
distance a better predictor for community walking after stroke?. Journal of
rehabilitation medicine 45: 535-540.

20. Svensson GG, H E (2000) Parallel reliability of the functional independence
measure and the Barthel ADL index. Disability & Rehabilitation 22: 702-715.

43. Weerdeseteyn V, de Niet M, Van Duijnhoven HJ, Geurts AC (2008) Falls in
individuals with stroke. J Rehabil Res Dev 45: 1195-1213.

21. Sangha H, Lipson D, Foley N, Salter K, Bhogal S, et al. (2005) A comparison
of the Barthel Index and the Functional Independence Measure as outcome
measures in stroke rehabilitation: patterns of disability scale usage in clinical
trials. International Journal of Rehabilitation Research 28: 135-139.

44. Simpson LA, Miller WC, Eng JJ (2011) Effect of stroke on fall rate, location and
predictors: a prospective comparison of older adults with and without stroke.
PLoS One 6: e19431.

22. Schuling J, de Haan R, Limburg M, Groenier KH (1993) The Frenchay Activities
Index: assessment of functional status in stroke patients. Stroke 24: 1173–1177.
23. Lawton MP (1988) Instrumental Activities of Daily Living (IADL) scale: original
observer-rated version. Psychopharm Bull 24: 785-787.

41. Kollen B, Kwakkel G, Lindeman E (2006) Time dependency of walking
classification in stroke. Physical therapy 86: 618-625.

45. Bronstein AM, Pavlou M (2013) Balance. Handb Clin Neurol 110: 189-208.
46. Faria CD, Teixeira-Salmela LF, Neto MG, Rodrigues-de-Paula F (2012)
Performance-based tests in subjects with stroke: outcome scores, reliability
and measurement errors. Clin Rehabil 26: 460-469.

24. Lawton MP (1988) Instrumental Activities of Daily Living (IADL) scale: self-rated
version. Psychopharm Bull 24: 789-791.

47. Collin C, Wade D (1990) Assessing motor impairment after stroke: a pilot
reliability study, Journal of Neurology, Neurosurgery, and Psychiatry 53: 576579.

25. Pedersen PM, Jorgensen HS, Nakayama H, Raaschou HO, Olsen TS (1997)
Comprehensive assessment of activities of daily living in stroke. Arch Phys Med
Rehabil 78: 161-165.

48. Hsieh CL, Sheu CF, Hsueh IP, Wang CH (2002) Trunk control as an early
predictor of comprehensive activities of daily living function in stroke patients.
Stroke 33: 2626-2630.

26. Spector WD, Fleishman JA (1998) Combining activities of daily living with
instrumental activities of daily living to measure functional disability. J Gerontol
B Psychol Sci Soc Sci 53: S46-S57.

49. Duncan PW, Jorgensen HS, Wade DT (2000) Outcome measures in acute
stroke trials a systematic review and some recommendations to improve
practice. Stroke 31: 1429-1438.

27. Hendricks HT, van Limbeek J, Geurts AC, Zwarts MJ (2002) Motor recovery
after stroke: a systematic review of the literature. Arch Phys Med Rehabil 83:
1629-1637.

50. Ware JE Jr, Sherbourne CD (1992). The MOS 36-item short-form health survey
(SF-36). I. Conceptual framework and item selection. Med Care 30: 473-483.

28. Coupar F, Pollock A, Rowe P, Weir C, Langhorne P (2011) Predictors of upper
limb recovery after stroke: a systematic review and meta-analysis. Clinical
rehabilitation.

Int J Neurorehabilitation
ISSN: 2376-0281 IJN, an open access journal

51. Brazier JE, Harper R, Jones NM, O’Cathain A, Thomas KJ, et al. (1992)
Validating the SF-36 health survey questionnaire: new outcome measure for
primary care. BMJ 305: 160-164.

Volume 2 • Issue 3 • 1000174

Citation: Lamola G, Bertolucci F, Rossi B, Chisari C (2015) Clinical Assessments for Predicting Functional Recovery after Stroke. Int J Neurorehabilitation
2: 174. doi:10.4172/2376-0281.1000174

Page 7 of 7
52. Stinear CM, Barber PA, Smale PR, Coxon JP, Fleming MK, et al. (2007)
Functional potential in chronic stroke patients depends on corticospinal tract
integrity. Brain 130: 170-180.

Int J Neurorehabilitation
ISSN: 2376-0281 IJN, an open access journal

53. Di Pino G, Pellegrino G, Assenza G, Capone F, Ferreri F, et al. (2014)
Modulation of brain plasticity in stroke: a novel model for neurorehabilitation.
Nature Reviews Neurology 10: 597-608.

Volume 2 • Issue 3 • 1000174

