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Introduction

NHS Quality Improvement Scotland (NHS QIS) leads the use of 
knowledge to promote improvement in the quality of health for the 
people of Scotland and performs three key functions: 

•  providing advice and guidance on effective clinical practice, including 
setting standards 

•  driving and supporting implementation of improvements in quality, 
and

•  assessing the performance of the NHS, reporting and publishing the 
findings.

In addition, NHS QIS also has central responsibility for patient safety and 
clinical governance across NHSScotland.

This best practice statement was produced by University of Glasgow 
using the NHS QIS methodology and with project support from NHS 
QIS. Funding for the project was granted by the National Advisory 
Committee on Stroke with support from NHS Greater Glasgow and Clyde 
Stroke Managed Clinical Network. It is a consensus statement agreed by 
a representative working group of stroke care professionals. It is not a 
systematic review or a clinical guideline but is based upon a review of the 
available literature, conducted in a systematic and logical way.

Key	principles	of	best	practice	statements	
A series of best practice statements has been produced by NHS QIS, 
designed to offer guidance on best and achievable practice in a specific 
area of care. These statements reflect the current emphasis on delivering 
care that is patient-centred, cost-effective and fair. They reflect the 
commitment of NHS QIS to sharing local excellence at a national level. 

Best practice statements are produced by a systematic process, outlined 
overleaf, and underpinned by a number of key principles.

•  They are intended to guide practice and promote a consistent, 
cohesive and achievable approach to care. Their aims are realistic but 
challenging.

• They are primarily intended for use by registered nurses, midwives, 
allied health professionals, and the staff who support them, but will 
also be of relevance to medical professionals. 

•  They are developed where variation in practice exists and seek to 
establish an agreed approach for practitioners.

•  Responsibility for implementation of these statements rests at local 
level.

Best practice statements are periodically reviewed, and, if necessary, 
updated in order to ensure the statements continue to reflect current 
thinking with regard to best practice. 

This best practice statement is accessible electronically via the NHS QIS 
website (www.nhshealthquality.org) and the University of Glasgow 
University website (www.glasgow.ac.uk/nursing).

Supporting	implementation
In the interests of supporting implementation, readers are encouraged 
to use the tools in Appendices 1 and 2, either for reflection on individual 
competence, confidence and practice, or for improvement at an 
organisational level.

Comments on best practice statements are very much welcomed. We are 
always keen to hear from anyone who has been involved with using the 
statements in their own area of practice. In particular, we would like to 
hear about specific successes or challenges relating to implementation 
and impact on quality of care provision. 

Any information provided will be used to inform the next review of the 
statement. 

Please forward any comments to: qis.bestpracticestatements@nhs.net

Privacy note: We will only use your email details to reply to your comment. Your address 
will not be passed on to any third parties.
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Key	stages	in	the	development	of	this	best	practice	statement

Project group undertakes scoping process and decides topic selection 

Working group 
established 

Virtual reading group to advise on 
consultation drafts established  

 

 

Application for funding to NACS successful 

Steering group established 

 

 

• Refine focus and content of statement  
• Review evidence for relevance to   

practice  
• Determine how patients’ views will be 

incorporated 
• Consider challenges of using statement 

in practice 
 

Project manager appointed  

Feedback on impact of 
statement is sought/impact 

evaluation  

• Review literature on 
topic 

• Source grey literature 
• Ascertain current 

policy and legislation 
• Seek information from 

voluntary groups and 
other relevant sources 

• Draft document sent to virtual 
reading group  

• Wide consultation process 

Review and revise statement in light of 
consultation comments  

 

 

Publish and disseminate 
statement 
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Background

Stroke can be a sudden and catastrophic event, carrying a significant risk 
of death. In 2009, around 8,000 people were admitted to hospitals in 
Scotland following a stroke1. Stroke, along with cancer and heart disease, 
remains one of the three biggest killers in Scotland2. For these reasons, 
stroke remains a national clinical priority for Scotland3. Caring for stroke 
patients in dedicated stroke units has been shown to result in lower levels 
of mortality and disability4. 

Throughout this statement, the term ‘patient’ refers to patients affected 
specifically by stroke unless otherwise indicated.

Pain is known to be a common complication following stroke5. Pain may 
be present for a variety of reasons relating to the effects of stroke or to 
pre-existing conditions5.

Pain has been defined by the International Association for the Study of 
Pain (IASP) as:

“An unpleasant sensory and emotional experience associated 
with actual or potential tissue damage, or described in terms of 
such damage.”6,p250

The Royal College of Physicians gives an expanded definition as follows:

“Pain is a subjective, personal experience, only known to the 
person who suffers. The experience of pain is multidimensional 
and may be described at several levels:

•  sensory dimension: the intensity, location and character of 
the pain sensation

•  affective dimension: the emotional component of pain and 
how pain is perceived

•  impact: the disabling effects of pain on the person’s ability to 
function and participate in society.”7,p2

In addition, McCaffery (1980) made a classic statement that:

“Pain is whatever the patient in pain says it is, existing whenever 
he says it does.”8,p26

Pain is a significant part of many stroke patients’ experience. Although 
pain is defined as an individualised experience, specific types of pain 
which commonly occur following stroke are well described. Headache9, 
hemiplegic shoulder pain(HSP)10 and neuropathic pain including central 
post stroke pain (CPSP)11 are among the major types of pain described 
and all can occur within the first month following stroke12-14 as well as in 
the longer term. While pain and other symptoms of stroke require to be 
managed, the patient and their experience should always be at the centre 
of staff concerns. The British Pain Society makes a distinction between 
acute and chronic pain: 

“Pain is an emotion experienced in the brain; it is not like touch, 
taste, sight, smell or hearing. It is categorised into acute pain - 
less than twelve weeks duration and chronic pain - of more than 
twelve weeks. Pain can be perceived as a warning of potential 
damage, but can also be present when no actual harm is being 
done to the body.”15

Within post stroke pain literature there are many papers which deal with 
chronic pain following stroke, for example chronic shoulder pain16 and 
CPSP17. It has been demonstrated that pain is common in the first 30 
days following stroke18,19 and that specific types of CPSP may actually 
begin within the first 30 days14,18-22. Therefore this statement will highlight 
best nursing practice in the assessment, management and prevention of 
pain within that time period.

SIGN 118 states that every stroke patient is to be assessed for the presence 
of pain “as soon as possible”5,p6. Pain has been referred to as the fifth vital 
sign23 after blood pressure, heart rate, respiratory rate and temperature. 
Routine measurement of pain as a fifth vital sign, however, has been 
shown not to lead in itself to an improvement in pain management24. 

Stroke-related cognitive impairment or aphasia may affect a patient’s 
ability to self-report pain7. However, in many cases, it is still possible for 
healthcare staff to assess pain in affected patients by using an appropriate 
scale7. Further work is required to produce validated tools for pain 
assessment in those with cognitive, visual and severe communication 
impairment post stroke. 
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The literature on pain following stroke tends to look at chronic pain. 
There were relatively few papers concerned with pain in the first 30 days 
following stroke. Papers tended to be concerned with specific types of 
post stroke pain and no paper looked at the total pain experience of 
individuals up to 30 days post stroke. This highlights a need for further 
research into post stroke pain and the need to establish the efficacy of 
individual interventions in preventing and treating post stroke pain.

Search	strategy
Literature was searched systematically to answer the search question, 
‘What is the best practice in end of life care following an acute stroke?’ 
where acute stroke was defined as 30 days following the stroke event. 
Databases searched were:
• All Evidence Based Medicine Reviews
• The Cochrane Library
• Medline
• CINAHL
• Embase
• AMED
• PsychBite
• PsychInfo
• IBSS
• Web of Science 
• British Nursing Index

Search	priorities	
1. To identify any systematic reviews 

2. To identify any literature searches done systematically

3. To identify observational literature

4. Identification of grey literature, ie 

“Grey literature is best defined as literature which cannot readily 
be acquired through normal bookselling channels and which 

is therefore difficult to identify and obtain. Other terms, such as 
‘non-conventional’ or ‘semi-published’ are also used to describe it. 
Examples of grey literature include technical or research reports, 
doctoral dissertations, some conference papers and pre-prints, 
some official publications, discussion and policy papers.”25

Keywords
Stroke, pain, nausea, distress, agitation, mood, headache, aphasia, 
multidisciplinary team, nurse, nursing care, patient, hospital, stroke 
unit, referral, information, assessment, impact, non-pharmacological 
relief of pain, pharmacological relief of pain, analgesia, pain prevention, 
positioning, instrument, tool. 

Exclusions	from	searches
Literature relating to hospices or community/primary care was excluded 
by the steering group on the grounds that the target audience are nurses 
working in hospitals or care homes, and that hospices and primary care 
have guidelines and frameworks which are particular to their specialty.
Other exclusions included paediatric literature (this statement concerns 
care of adult patients) and any papers relating to subarachnoid 
haemorrhage. Although meeting the classic World Health Organisation 
definition of stroke26 subarachnoid haemorrhage is usually excluded 
from stroke management guidelines since it has different risk factors, 
pathology and clinical management27,28. 

Search	parameters
• written in English
• related to studies of humans 
• contained abstracts and 
• published between 2003-2010
• a proviso allowed consideration of 1997-2002 papers if necessary but 

this was not required.

Search	results
3,527 papers were identified.
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Rapid	evidence	assessments	
A rapid evidence assessment (REA) methodology was used. While 
similar in principle to systematic reviews, REAs have a narrower focus 
with a specific search question, inclusion/exclusion criteria, condensed 
timescales (2-6 months) and review processes allowing a quick, feasible 
evaluation of good quality information29,30. They have been used 
effectively in mental health30 and social science reviews31.

Identification	of	literature	and	handling	of	results
The search strategy was devised with support from a University of 
Glasgow librarian. Results of searches were reduced to 190 relevant 
references by using the search question when reading the abstracts, and 
further reduced to 83 following cull by second independent reviewer. 
Papers fell into five topic areas. The 83 papers were distributed to the 
working group and evaluated using relevant data evaluation tools.

Data	evaluation
Standard SIGN methodological checklists were used to evaluate 
systematic reviews, randomised controlled trials, cohort studies and case-
control studies32.

In order to identify a relevant tool to evaluate qualitative research, we 
reviewed literature and consulted with peers. Following appraisal of each 
identified tool (eg Newcastle Ottawa Scale33, Joanna Briggs Institute 
tools34), it was decided to adapt a checklist devised by the Critical 
Appraisal Skills Programme(CASP),35 on the grounds that it was user 
friendly and has been widely used. The CASP employs statements as 
prompts for evaluation. These were turned into questions eg “Consider: 
if the findings are explicit, if there is adequate discussion of the evidence” 
became “Consider: are the findings explicit? Is there adequate discussion 
of the evidence both for and against the researcher’s arguments?”

(Further information about this checklist may be obtained by contacting 
the University of Glasgow project team via www.glasgow.ac.uk/nursing).

Evidence summary sheets were adapted from SIGN32.

The	working	group
The working group was made up of healthcare professionals with a range 
of experience and expertise in stroke or palliative care of pain, from seven 
NHS boards in Scotland. A patient representative was a member of this 
group.  

Distribution	of	tools	to	working	group
A questionnaire was sent to all working group members to gauge 
familiarity with systematic reviewing. Results showed that there was a 
range of experience in terms of systematic reviewing, eg participation in 
SIGN guidelines but that none had authored a systematic review. 

Papers were allocated to five topic subgroups (2-4 members in each) of 
the working group. Consideration was given to topic groups, in terms of 
professional background and reviewing experience so there was a blend 
of knowledge and skill. Each paper was sent with appropriate reviewing 
tools and evidence summary sheets. Working group members used 
the checklists and evidence summaries to make statements about the 
evidence base or to reject papers.

Group members read papers individually and collaborated on evaluating 
evidence, making consensus statements of best practice where evidence 
was absent. Decisions and justifications to accept or reject papers and 
their findings, or to make statements of best practice had to be agreed 
with other subgroup members.

Virtual	reading	group
Similar to the working group, the virtual reading group comprised 
healthcare professionals, educationalists and academics with an interest 
in stroke or palliative care. Virtual readers read and commented on the 
statement in draft form. In addition there was widespread consultation 
on the document with distribution through the stroke managed clinical 
networks, NHS QIS networks, and the Scottish Stroke Nurses’ Forum 
and other groups. All consultation comments were considered and 
responded to by the working group with changes made to the statement 
as necessary.   

Methodology
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Format	of	statement
The statement is divided into seven sections covering:

Section 1: Early recognition and assessment of pain

Section 2: Pain assessment tools 

Section 3: Pharmacological interventions

Section 4:  Positioning

Section 5:  Central post stroke pain (CPSP)

Section 6:  Hemiplegic shoulder pain (HSP)

Section 7:  Headache

Each section contains a table corresponding to the what, why and how of 
best practice, ie summarising the statement, the reason for the statement 
and how to achieve the statement or to demonstrate that it is being 
achieved and highlights the underpinning philosophy of the statement 
and/or explicit skill requirements to achieve best practice. Key challenges 
of the statement reflect existing examples of best practice and highlight 
areas that may require specific action or development.

How	can	the	statement	be	used?	
This best practice statement can be used in a variety of ways, although 
primarily it is intended to serve as a guide to best practice and promote 
a consistent and cohesive approach to care. The target audience for this 
statement is registered nurses working in acute stroke units and care 
homes.

The statement is intended to be challenging but realistic and can be 
used:

• as a basis for developing and improving care directly and indirectly
• to stimulate learning among multidisciplinary teams 
• to promote effective multiprofessional team working and enhance 

partnerships with patients, carer(s) and relevant others, and 
• to stimulate ideas and priorities for research.
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Section	1:	Early	recognition	and	assessment	of	pain	

Key	points:

1.  Early recognition and management of pain is essential for stroke rehabilitation. Staff consider the inclusion of pain assessment in proforma for 
admission and day-to-day documentation of care.

2. Early and appropriate treatment of pain can reduce the risk of chronic pain states.
3. Early recognition of the type of pain is key to appropriate management.
4. Early assessment of pain is followed by referral to appropriate specialist colleagues as required.
   

Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

All patients following stroke have 
the presence of pain assessed, 
documented and reassessed on an 
ongoing basis.

There is a high prevalence of pain post stroke5,36 .

Patients may have pain independent of stroke36 .

Audit of patient notes shows the presence, location and 
type of pain is recorded.

Early recognition of pain is essential 
to delivering timely patient-centred 
care.

Early intervention prevents further complications and enhances stroke 
recovery.

Nurses have a responsibility to recognise pain symptoms and should 
understand the need for regular pain assessment37. 

The patient notes show that pain has been assessed.

Drug administration documentation records that 
appropriate analgesia is being given.

Staff recognise that patients 
who have had a stroke may have 
communication difficulties and/or 
cognitive impairment which make 
assessment of pain a challenge. 

Communication difficulties are common after stroke5.

Due to the subjective nature of pain, self- reporting is the most accurate 
indicator of pain. However, where communication difficulties exist, alternative 
assessment methods are recommended38. Observable non-verbal pain 
behaviours may include grimacing, rocking, withdrawal or aggression7.

Cognitive impairment occurs in 10% of stroke patients5.

Patients with communication difficulties or cognitive impairment may not be 
able to vocalise their pain needs.

The patient notes show that assessment has been 
completed and action taken.

A range of assessment tools are available for use in the 
clinical area.

The patient notes show evidence of involvement of 
an occupational therapist/psychologist for those with 
cognitive impairment.

The patient notes show evidence of involvement 
of a speech and language therapist for those with 
communication needs.
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Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

During pain assessment, staff identify 
the location and nature of pain and 
how it is experienced by the patient.

Early recognition of the type of pain is crucial for appropriate management39. 

Patients may suffer from pain related to pre-existing conditions5.

Audit of patient notes shows the presence, location and 
type of pain is recorded.

The patient notes show that appropriate medication and 
treatment strategies are initiated.

Key	challenges:

• Availability of non-verbal pain assessment tools.

• Finding a suitable stroke pain assessment tool for use in clinical practice.

• Providing staff with training and education in the recognition of pain in all stroke patients.
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Section	2:	Pain	assessment	tools

Key	points:

1. Whenever possible, the patient is the primary assessor of their own pain.
2. All stroke patients have their pain assessed, documented and reassessed.
3. A range of pain assessment tools is available to suit the needs of the patient.
4. Visual analogue scales and behavioural pain assessment tools are available in the clinical area.
   

Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

Nurses use an appropriate pain 
assessment tool which takes 
into account the cognitive and 
communication abilities of every 
patient.

Pain assessment tools are most effective when tailored to individual need38. A range of tools is available and used within the clinical 
area.

Patient notes show that assessment has been carried out 
and action taken where appropriate.

Nurses are able to select tools to 
meet the needs of patients with visual 
field deficits.

Vertical visual analogue scales have been shown to be more effective in stroke 
patients with visual field deficits40.  

Tools are available within the clinical area and their use is 
evidenced in the patient notes.

The use of an algorithm is considered 
when assessing post stroke pain. 
Algorithms may be general7 or 
address more complex issues such as 
shoulder pain5.

Pain may be related to stroke or to other conditions. It is important in either 
case that its assessment is accurate, appropriate treatment is offered and 
change is monitored.

Assessment, treatment and monitoring of pain is 
recorded in the patient notes.

Key	challenges:

• Training and education in the use of pain assessment tools.

• Knowledge and availability of stroke-specific pain assessment tools.

• Some visual, cognitive and psychomotor impairments may have an impact on the successful use of visual analogue scales.

• The lack of validated tools for pain assessment in those with cognitive, visual and severe communication impairment post stroke.
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Section 3: Pharmacological interventions

Key points:

1.  Nurses take into account the prescribed and over the counter medicines the patient is already taking. They are aware of the potential cumulative 
and antagonistic effects and interactions which may occur when additional medicines are prescribed for post stroke pain.  

2. Nursing staff are aware of the limitations of the effectiveness of medicines for post stroke pain41. 
   

Statement  Reason for statement How to demonstrate statement is being 
achieved

Nurses are aware that there is little 
evidence for effective therapies for 
prevention of the onset of central 
post stroke pain (CPSP). 

The tricyclic antidepressant, amitriptyline is ineffective for prevention of 
onset of CPSP but may be an effective treatment. In a trial of 39 patients with 
central post stroke pain after thalamic stroke, amitriptyline was no better than 
placebo at preventing onset of CPSP42,43. 

There are local protocols for the use of pain medicines 
in stroke patients and there is evidence that staff access 
clinical guidelines.

Nurses are aware that there are 
effective treatments for neuropathic 
pain.

Antidepressants, in particular amitriptyline and venlafaxine are effective for 
neuropathic pain. A Cochrane review of antidepressants for neuropathic pain 
concluded that a third of patients obtained relief of neuropathic pain with 
these particular antidepressants. 

There is limited evidence for selective serotonin reuptake inhibitors (SSRIs) and 
none for serotonin-norepinephrine reuptake inhibitors (SNRIs)42. 

There are local protocols for the use of pain medicines 
in stroke patients and there is evidence that staff access 
clinical guidelines.

Opportunities exist for nurses to 
link with pharmacy staff and access 
expert pharmacy advice.

Nurses have a professional obligation to access specialist advice when 
necessary37.

Patient notes show that advice is sought where 
appropriate.

Nurses are aware that there are 
alternative medicines formulations 
and routes of administration other 
than oral available for patients who 
have difficulty swallowing. 

Dysphagia is a frequent complication in the acute phase following stroke44 and 
patients with dysphagia often experience difficulty in swallowing medicines44. 

“Administration of medicines by NG and PEG tubes has some inherent 
problems. Alternative formulations of medicines, routes of administration, 
or medication may be available... Hospital and community pharmacists or 
medicines information centres should be consulted…” 44, p18

The patient notes demonstrate consideration of routes 
other than oral for administration of medicines where the 
patient has dysphagia.

Patient notes show that advice is sought where 
appropriate.

Key challenges:

•	 The development of staff training to understand the risks and uses of medicine formulations in poststroke pain.

•	 Research to establish the efficacy of individual pharmacological treatments for poststroke pain.
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Section	4:	Positioning	

Key	points:

1. The rehabilitation potential following stroke is maximised.
2. Therapeutic positioning prevents complications and minimises pain.
3. Pictorial reminders45 of good positioning may be helpful when related to individuals’ specific positioning issues.
4. Staff are trained through organisational and/or online training, eg Stroke Training and Awareness Resources (STARS)46, in specific positioning and 

handling of people with stroke.
   

Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

Therapeutic positioning5 is initiated 
for all stroke patients following 
stroke. 

Therapeutic positioning is integral to the prevention of pain and reduction of 
complications5.

Stroke morbidity is increased by inappropriate positioning during the early 
recovery phase39.

The patient notes show that therapeutic positioning has 
been undertaken.

The patient notes show that there is consideration of the 
patient’s comfort. 

As part of the pain assessment, nurses 
include a review of the positioning 
of the patient and consider how this 
affects the patient’s pain.

Pain can be avoided and/or minimised by a regular change of the patient’s 
position.

The aims of ensuring good body alignment/therapeutic positioning include 
reduction of complications such as contractures and pressure sores47,which 
may occur after stroke19.

The patient notes demonstrate regular changes of 
position.

Staff implement careful positioning 
and handling of the patient at all 
times.

Careful positioning and handling is part of usual care and is recommended for 
prevention of post stroke shoulder pain5.

Allodynia is common in individuals with central post stroke pain (CPSP)48 and 
may be evoked by gentle touch or temperature change.

This is documented in the patient notes.

Training records demonstrate staff attendance at moving 
and handling training provided by the organisation. 

There is a record of training in stroke core 
competencies49.

Key	challenges:

• Providing training and education in therapeutic positioning.

• Extending routine organisational training on moving and handling to accommodate the requirements of stroke patients.
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Section	5:	Central	post	stroke	pain	(CPSP)

Key	points:

1. Nurses are aware of signs and symptoms of CPSP and its treatment, including allodynia. This is important for appropriate pain management.
2. Assessment of pain in stroke patients is ongoing.
3. If patients report pain, this is communicated to the multidisciplinary team and appropriate action taken by the relevant healthcare professional.
4. Nurses provide information about CPSP to patients and family/carers in a variety of formats.
   

Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

Where CPSP is suspected, patients are 
assessed according to recommended 
grading systems.

Nurses are well placed to inform other members of the multidisciplinary team 
of the patient’s condition. A grading scale exists11,22 and should be made 
available for use by the multidisciplinary team.

Assessment is documented in the patient notes.

Nurses are aware that there are 
effective treatments available for 
CPSP. 

Amitriptyline can be considered as first line therapy for treating CPSP50. 

Amitriptyline has been shown to achieve a reduction in CPSP in research 
studies51.

Consideration of treatment is documented in the patient 
notes.

Patients not responding to initial 
treatments are considered for other 
therapies.

Research studies have shown small effects on CPSP within the first 30 days 
following stroke from other drugs such as gabapentin, pregabalin, lamotrigine 
or drug combinations which may be worth using where other drugs have not 
been effective22,52-54.

Consideration of treatment is documented in the patient 
notes.

Non-pharmacological interventions 
such as coping strategies and 
behavioural therapy may benefit 
patients.

Some patients find these approaches beneficial55. Consideration of these interventions is documented in 
the patient notes.

Key	challenges:

• Cognitive or communication difficulties may make assessment difficult.

• Training of nurses to screen for, assess and record post stroke pain.

• Availability of staff with the appropriate training to deliver non-pharmacological interventions.
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Section	6:	Hemiplegic	shoulder	pain	(HSP)

Key	points:

1. Where there is evidence of a patient having HSP, there is referral to specialist colleagues.
2. Patients with more severe hemiplegia are identified as having greater risk of developing HSP.  
3. A positioning and handling strategy is paramount in the prevention and treatment of HSP in stroke patients with upper limb weakness. 
   

Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

Staff are aware that stroke patients 
experience shoulder pain which may 
develop as a direct result of trauma 
to soft tissue structures around the 
shoulder joint.

HSP is common and distressing for stroke patients. The shoulder joint is 
intrinsically unstable and as a result trauma to joint structures is common in 
the context of care and rehabilitation13,56. 

There is a record of training in stroke core 
competencies49.

Patients reporting shoulder pain have 
an early assessment to determine the 
source and nature of the pain.

The extent of shoulder trauma increases over time following a stroke.

Early referral to physiotherapy will allow the relevant diagnostic tests to be 
undertaken21.

This is documented in the patient notes.

Staff are aware that partial dislocation 
of the shoulder joint (subluxation) 
is associated with more HSP and 
the presence of either or both is 
recorded. 

Subluxation of the shoulder joint contributes to shoulder pain, trauma and 
damage to soft tissue structures57,58. Reducing subluxation may reduce the risk 
of HSP developing59. 

There is a record of training in stroke core 
competencies49.

Presence of subluxation or HSP is documented in the 
patient notes.

Staff are aware that trauma to 
the shoulder can occur during, 
and possibly as a consequence of 
handling. 

Normal alignment of the shoulder joint and scapula requires intact muscular 
control which may be compromised as a result of weakness and loss of 
sensation following the stroke. 

Continual awareness of this and ongoing physical management of shoulder 
alignment during day-to-day care handling procedures and rehabilitation may 
help to prevent the onset of damage10,56.

There is a record of training in stroke core 
competencies49.

Training records demonstrate staff attendance at moving 
and handling training provided by the organisation.

Staff are aware of the increased risk of 
HSP in patients with left hemiplegia.

HSP is associated more with left hemiplegia than right, and this may be as a 
result of left visuo-spatial neglect. The trauma may be as a result of a lack of 
awareness, and therefore self-care, of the affected side56.

There is a record of training in stroke core 
competencies49.
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Key	challenges:

• Education of staff and promoting insight into the patient experience of stroke, eg through use of Stroke Training and Awareness Resources (STARS) 
Advancing Modules61.

• Preserving normal anatomical alignment of the patient’s shoulder complex at all times.

• Extending routine organisational training on moving and handling to accommodate the requirements of stroke patients.

Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

Staff ensure that they seek 
appropriate guidance and support 
in following local protocols in 
therapeutic handling.

This includes access to local expertise, and more formal learning programmes.

Pictorial reminders60 of good positioning may be helpful.

Clear local protocols are available for staff to access.

There is a record of training in stroke core 
competencies49.

Nurses ensure analgesia is offered to 
the patient.

Musculoskeletal pain will respond to appropriate and adequate analgesia. Drug administration records demonstrate this.

On discharge, the patient, and/or 
family/carer, is given guidance on 
medication, moving and handling 
and shoulder care.

This is good practice. There is a record that information has been given.
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Section	7:	Headache

Key	points:

1. Nurses specifically enquire about headache in stroke patients. 
2. Headache associated with dipyridamole use is managed by adherence to good prescribing guidelines.
   

Statement	 	Reason	for	statement How	to	demonstrate	statement	is	being	
achieved

Assessment of patients who have had 
a transient ischaemic attack (TIA) 
or stroke includes enquiry about 
headache.

Headache is often overlooked by the clinician as a result of concentrating on 
clinical signs and management62.

Enquiry about headache, and its outcome is documented 
in the patient notes.

Particular attention is paid to patients 
with a history of migraine as they 
are at greater risk of headache after 
stroke. 

Patients with lacunar strokes are less 
at risk of headache.

Headache after stroke is more common in patients with a history of 
migraine63,64 and is rare in lacunar stroke65.

History of migraine is documented in the patient notes.

Patients being started on 
dipyridamole MR (modified release) 
are informed that headache is a 
common side effect, and that it can 
be controlled by dose titration and 
paracetamol.

It is good practice to inform the patient of common side effects of medicines. It is documented in the patient notes that this 
information has been given.

Dipyridamole MR used as secondary 
prevention after stroke is introduced 
by dose titration. Paracetamol is used 
as additional treatment for initial 
doses, to reduce the incidence of 
headache.

Dipyridamole in modified release form is effective in secondary stroke 
prevention, therefore it is used in acute stroke, but it causes headache in a 
large proportion of patients66. Titration of the dose with additional analgesia 
(eg paracetamol) with initial doses reduces the severity and incidence of 
headache caused by dipyridamole MR67.

Use of this regime is documented in the patient notes.

Key	challenges:

• Assessing the patient with cognitive or communication difficulties. 

• Ensuring other causes of headache (eg acute intracerebral bleeding or arterial dissection) are excluded.

• Ensuring clear communication about titrated dose of dipyridamole MR, especially when the patient is transferred between wards or discharged.
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Appendix	1:	A	sample	reflective	tool	for	individual	practitioners

This tool is not for audit but is for individual practitioners to reflect on their practice in light of the best practice statement. It is to encourage 
self-assessment of knowledge and skills in caring for patients following acute stroke and who may be suffering from pain. It may be useful in self-
assessment before and after a training event.

This tool has been developed from the best practice statement; it should be used in conjunction with the statement and not in isolation.

As a nurse caring for patients following acute stroke:   

I	assess	every	stroke	patient	for	pain	including	headache:
on admission 
on an ongoing basis

Yes No
Yes No

I	do	this	by:
asking the patient about pain Yes No
involving family/carers Yes No
using pain assessment tools Y/N (specify which ones) Yes No
observing for non-verbal pain behaviours Y/N (give examples) Yes No

I	am	confident	in:

a 
assessing patients who communicate 
to me that they are in pain

not confident fully confident

1 2 3 4 5

b 
interpreting non-verbal signs of pain 
in patients with communication 
difficulties after stroke

not confident fully confident

1 2 3 4 5

I	am	confident	in	undertaking	my	role	in:

a 
positioning stroke patients and how 
to modify this for those who may 
experience pain     

not confident fully confident

1 2 3 4 5

b
moving and handling stroke patients 
and how to modify this for those who 
may experience pain    

not confident fully confident

1 2 3 4 5
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As a nurse caring for patients following acute stroke:  

I	know	where	I	can	seek	further	help:

a with specialist advice for moving and handling stroke patients who may experience pain Yes No

b in communicating with patients with poststroke aphasia Yes No

c
with administering medicines including analgaesia to patients who cannot swallow 
following an acute stroke

Yes No

d with specialist advice if a patient suffers from hemiplegic shoulder pain Yes No

I	am	aware	of	the	signs	and	symptoms	of	shoulder	subluxation		 Yes No

I	recognise	shoulder	subluxation	in	patients	following	acute	stroke			 Yes No

I	am	aware	of	the	signs	and	symptoms	of	allodynia					 Yes No

I	consider	the	possibility	that	allodynia	may	be	present	in	patients	following	acute	stroke		 Yes No

I	monitor	the	effectiveness	of	pain-relieving	
interventions	including	the	administration	
of	analgesia,	in	the	following	ways:

I	communicate	about	pain	management,	eg	moving,	positioning,	monitoring	the	effects	of	analgesia	and	other	drugs	with:

a the patient Yes No

b family/carers Yes No

c others in the multidisciplinary team Yes No

I do this by:
(specify method, eg discussion, written information, team meeting, notes, communication 
folder, phone)
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As a nurse caring for patients following acute stroke:  

I	am	confident	in	communicating	about	pain	management	with:

a the patient 

not confident fully confident

1 2 3 4 5

b family/carers 

not confident fully confident

1 2 3 4 5

c the multidisciplinary team 

not confident fully confident

1 2 3 4 5

Having	reflected	on	my	practice,	I	will	
undertake	the	following	actions	to	address	
the	gaps	this	reflection	has	identified:
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Appendix	2:	An	improvement	framework	using	case	notes

The following framework is for those practitioners who would like to identify in the local area aspects of care for improvement in management of pain 
following acute stroke. This could also support healthcare professionals and organisations who would like to improve current practicei. This should be 
used in conjunction with the best practice statement and not in isolation.

In identifying areas for improvement, the stroke team should first identify a possible ‘gap’ in the service they are providing and agree an area for 
improvement. A small number of case notes extracted at random from the unit can then be surveyed for evidence that this particular aspect of care 
is being undertaken and recorded in the notes. 100% success with this would suggest that this area is working well and that a different area of care 
could be identified for improvement. As with all change for improvement, it is important that all the team members take part in discussions and are in 
agreement about what the area for improvement is, what will be done, who will do it, and by when. 

For example, it could be that the team agrees that an appropriate area for improvement is headache assessment. An agreed index or measure, for 
example assessment of patients for headache, is selected. Five case notes are surveyed to indicate if this happened for each patient (or if the reason 
for the variance from this was documented). If the notes indicate that information is not being sought and recorded systematically, this could form 
the focus of an improvement activity. A typical aim would be that a small sample of case notes identifies 100% compliance with the assessment of 
patients for headache within, for example, one month’s time. 

1 Use one of the following statements to identify an area for improvement: Yes No

a There is evidence that all patients following stroke have the presence of pain assessed. 

b There is evidence that assessment of pain is followed by appropriate action.

c There is evidence of communication about pain management with the patient.

d
There is evidence of communication about pain management within the multidisciplinary 
team.

iA further source of support may be locally-defined fields on the Scottish Stroke Care Audit Computer System68 which should become available from summer 2011. Practitioners may 
consider use of one or more of these fields to conduct a local audit. These fields will be left blank for this purpose and may be used for short term audit of local practice, for example, 
particular aspects of pain assessment or management including whether all patients are screened for headache, or the use of pain assessment tools. These data will not be analysed 
centrally by the Scottish Stroke Care Audit but can be extracted and used locally.
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2 This clinical area has the following characteristics: Yes No

a There are training opportunities in pain management for different professional groups 
including nurses.

If Yes:

What is the frequency? 

Are they tailored to stroke staff?

Are there gaps in this provision? 

Action:

b  Pain assessment tools are available which are suitable for use in patients with stroke.  

c Information on pain after stroke is available for patients and families/carers – specify how this is delivered: 

A negative answer to any of these questions would indicate that action is necessary. 
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Glossary

algorithm A set of agreed routes by which a 
process can be carried out following a 
logical flow.

allodynia Pain due to a stimulus which does not 
normally provoke pain. For example, 
stroking the skin lightly with clothes or 
cotton wool will produce pain.

antagonistic	effect	
(drug)

Where a drug binds to a receptor cell 
and inhibits the normal physiological 
reaction of a receptor cell.

aphasia A condition which affects the speech, 
language and communication skills of 
people after they have experienced brain 
damage. One of the most common 
sources of such damage in adults is 
stroke and about a quarter of people 
who have strokes also have aphasia.

arterial	dissection A tear in the innermost wall of the 
artery causing blood to pool in the 
lining of the artery, which can partially 
or completely block blood flow, or 
cause rupture followed by bleeding into 
surrounding tissues.

behavioural	pain	
assessment	tool

A method for detecting the presence 
of pain in patients with cognitive or 
communication difficulties.

central	post	stroke	
pain	(CPSP)

The development of continuing and 
often severe neuropathic pain, often in 
the distribution of the original stroke. 
This often gives a combination of 
sensory loss and allodynia as well as 
spontaneous pains.

cognitive	impairment A reduced ability to know, think, learn or 
make decisions.

cumulative	effect	
(drug)

The state at which repeated 
administration of a drug may produce 
effects that are stronger than those 
produced by the first dose.

dose	titration To slowly increase the dose of a drug to 
a level that can be maintained.

dysphagia Difficulty in swallowing.

formulation	
(medicine)

The form of a drug. Common 
formulations include tablets, soft-gel 
capsules, oral liquids, injected liquids, 
creams and dermal patches.

hemiplegic	shoulder	
pain	(HSP)

Often affects post stroke patients 
with reduced arm function, and may 
contribute to poor upper limb recovery, 
depression, and sleeplessness.

incidence The number of new cases of a disease 
within a defined group of people over a 
period of time.
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interaction	(drug) A modification of the effect of a drug 
when administered with another 
drug. The effect may be an increase 
or a decrease in the action of either 
substance, or it may be an adverse effect 
that is not normally associated with 
either drug.

lacunar	stroke Small strokes in the deeper part of the 
brain.

multidisciplinary	team	 A group of people from different fields 
such as medicine, nursing, and social 
work who work together to provide care 
for patients with a particular condition. 
Team members may come from different 
organisations.

musculoskeletal	pain Pain affecting bones, muscles, ligaments, 
tendons and bursae. It can be caused by 
trauma, disease, or over use.

nasogastric	(NG)	tube A narrow tube that is passed into the 
nose and down the oesophagus (food 
pipe) into the stomach. This allows 
feed to be delivered directly into the 
stomach.

National	Advisory	
Committee	on	Stroke	
(NACS)

Established in October 2002, to oversee 
the recommendations in the stroke 
element of the Coronary Heart disease 
and Stroke Strategy. Website address: 
www.sehd.scot.nhs.uk/stroke/NAC.htm

neuropathic	pain Pain arising as a direct consequence 
of a lesion or disease affecting the 
somatosensory system. Treede 
et al (2009) on behalf of Special 
Interest Group for Neuropathic Pain, 
International Association for the Study of 
Pain (IASP).

non-verbal	pain	
behaviour

Physical expression of pain, in the face 
for example.

pain	assessment	tool A way of measuring a patient’s pain 
often taking the form of a chart, list or 
questionnaire.

patient-centred	care Providing care that is respectful of 
and responsive to individual patient 
preferences, needs, and values and 
ensuring that patient values guide all 
clinical decisions.

percutaneous	
endoscopic	
gastrostomy	(PEG)	
tube

Where a small feeding tube goes directly 
through the skin and into the stomach. 
The tube is inserted using an endoscope 
to guide the tube through a small 
abdominal incision. 

placebo Dummy treatment which is given to 
some of the volunteers participating in a 
clinical trial. Patients can feel better even 
when the treatment they are given is a 
'sugar pill' or placebo.
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prevalence The number of existing cases of a 
disease among a certain group of 
people, usually at a specified point in 
time.

psychomotor Relating to the production of voluntary 
movements.

Scottish	Stroke	Nurse	
Forum	(SSNF)

A group whose aims include sharing and 
developing knowledge, expertise and 
best practice in stroke nursing services. 
Website address: www.chss.org.uk/links/
ssnf/ssnf.shtml

secondary	prevention Deals with areas such as lifestyle 
changes or drugs in order to reduce the 
likelihood of a disease’s recurrence or to 
slow or reverse its progress.

selective	serotonin	
reuptake	inhibitor	
(SSRI)	

A type of antidepressant medication.

self-report Where patients report their experiences 
and behaviour. 

serotonin-
norepinephrine	
reuptake	inhibitor	
(SNRI)

A class of compounds mainly used as 
antidepressants.

Stroke	Training	and	
Awareness	Resources	
(STARS)

A learning tool for health and social care 
staff to enable them to become more 
knowledgeable and skilful in the care 
they provide. Website address: www.
strokecorecompetencies.org

subluxation	 Partial dislocation.

therapeutic	
positioning	(of	
patients)

Aims to prevent complications such 
as contractures, pain, abnormal tone, 
respiratory problems and pressure sores 
or to assist functional recovery.

transient	ischaemic	
attack	(TIA)

The result of temporary disruption of the 
circulation to part of the brain due to a 
blood clot or spasm of the vessel walls. 
Similar symptoms to a stroke, but the 
patient recovers within 24 hours.

tricyclic	antidepressant Among the first modern psychiatric 
drugs, and named for their three-ring 
chemical structure.

vertical	visual	
analogue	scale	

Direct rating where raters are asked to 
place a mark at a point between two 
anchor states appearing at either end of 
a vertical line. It is used as a method of 
valuing health states.

visual	analogue	scale Direct rating where raters are asked to 
place a mark at a point on a scale, that 
is, between two anchor states which 
appear at either end of the line. It is used 
as a method of valuing health states.
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visual	field	defect Constant deficits in vision. Visuo-spatial 
neglect may also be present. 

visuo-spatial	neglect Those affected typically fail to report or 
orient appropriately for visual stimuli 
presented on the opposite side to the 
damaged area of the brain.



26

Pain management following acute stroke – March 2011

Reference	list

1. ISD Scotland, NHS National Services Scotland. Scottish Stroke Care 
Audit 2010 national report: stroke services in Scottish hospitals - data 
relating to 2005-2009. 2010 [cited 2010 Sep 20]; Available from: 
http://www.strokeaudit.scot.nhs.uk/Downloads/2010%20report/
SSCAReport0610.pdf

2. Registrar General for Scotland. Scotland’s population 2008: The 
Registrar General’s annual review of demographic trends. 154th 
ed. SG/20009/98. Edinburgh: General Register Office for Scotland; 
2009. Available from: http://www.gro-scotland.gov.uk/files2/stats/
scotlands-population-2008-the-registrar-generals-annual-review-of-
demographic-trends-154th-edition/scotlands-population-2008-the-
register-generals-annual-review-154th-edition.pdf

3. The Scottish Government. Better health, better care: action plan. 
2007 [cited 2010 Sep 6]; Available from: http://www.scotland.gov.
uk/Resource/Doc/206458/0054871.pdf

4. Stroke Unit Trialists’ Collaboration. Collaborative systematic review of 
the randomised trials of organised inpatient (stroke unit) care after 
stroke. BMJ. 1997;314(7088):1151-9.

5. Scottish Intercollegiate Guidelines Network. Management of 
patients with stroke: rehabilitation, prevention and management of 
complications, and discharge planning. SIGN guideline 118. 2010 
[cited 2010 Jul 27]; Available from: http://www.sign.ac.uk/pdf/
sign118.pdf

6. Bonica J. The need of a taxonomy [editorial]. Pain. 1979;6(3):247-8.

7. Royal College of Physicians, British Geriatrics Society, British Pain 
Society. The assessment of pain in older people: national guidelines. 
Concise guidance to good practice series, number 8. London: 
RCP; 2007 [cited  2011 Jan 31]; Available from: http://www.bgs.
org.uk/Publications/Clinical%20Guidelines/pain%20concise%20
guidelines%20WEB.pdf 

8. 8.  McCaffery M. Understanding your patient’s pain. Nursing. 
1980;10(9):26-31.

9. Verdelho A, Ferro J, Melo T, Canhao P, Falcao F. Headache in 
acute stroke. A prospective study in the first 8 days. Cephalalgia. 
2007;28(4):346-54.

10. Vasudevan JM, Vasudevan SV. Hemiplegic shoulder pain: diagnosis 
and management. Crit Rev Phys Rehabil Med. 2008;20(3):207-20.

11. Treede RD, Jensen TS, Campbell JN, Cruccu G, Dostrovsky JO, Griffin 
JW, et al. Neuropathic pain: redefinition and a grading system for 
clinical and research purposes. Neurology. 2008;70(18):1630-5.

12. Mitsias PD, Ramadan NM, Levine SR, Schultz L, Welch KM. Factors 
determining headache at onset of acute ischemic stroke. Cephalalgia. 
2006;26(2):150-7.

13. Dromerick AW, Edwards DF, Kumar A. Hemiplegic shoulder pain 
syndrome: frequency and characteristics during inpatient stroke 
rehabilitation. Arch Phys Med Rehabil. 2008;89(8):1589-93.

14. Andersen G, Vestergaard K, Ingeman-Nielsen M, Jensen TS. Incidence 
of central post-stroke pain. Pain. 1995;61(2):187-93.

15. British Pain Society. Useful definitions & glossary [online]. 2010 [cited 
2010 Oct 5]; Available from: http://www.britishpainsociety.org/
patient_def_glossary.htm

16. Chae J, Mascarenhas D, Yu DT, Kirsteins A, Elovic EP, Flanagan SR, et 
al. Poststroke shoulder pain: its relationship to motor impairment, 
activity limitation, and quality of life. Arch Phys Med Rehabil. 
2007;88(3):298-301.

17. McGeoch PD, Williams LE, Lee RR, Ramachandran VS. Behavioural 
evidence for vestibular stimulation as a treatment for central post-
stroke pain. J Neurol Neurosurg Psychiatry. 2008;79(11):1298-301.

18. Langhorne P, Stott DJ, Robertson L, MacDonald J, Jones L, McAlpine 
C, et al. Medical complications after stroke: a multicenter study. 
Stroke. 2000;31(6):1223-9.



27

Pain management following acute stroke – March 2011

19. Indredavik B, Rohweder G, Naalsund E, Lydersen S. Medical 
complications in a comprehensive stroke unit and an early supported 
discharge service. Stroke. 2008;39(2):414-20.

20. Verdelho A, Ferro JM, Melo T, Canhao P, Falcao F. Headache in 
acute stroke. A prospective study in the first 8 days. Cephalalgia. 
2008;28(4):346-54.

21. Rajaratnam BS, Venketasubramanian N, Kumar PV, Goh JC, Chan YH. 
Predictability of simple clinical tests to identify shoulder pain after 
stroke. Arch Phys Med Rehabil. 2007;88(8):1016-21.

22. Klit H, Finnerup NB, Jensen TS. Central post-stroke pain: clinical 
characteristics, pathophysiology, and management. Lancet Neurol. 
2009;8(9):857-68.

23. American Pain Society Quality of Care Committee. Quality 
improvement guidelines for the treatment of acute pain and cancer 
pain. JAMA. 1995;274(23):1874-80.

24. Mularski RA, White Chu F, Overbay D, Miller L, Asch SM, Ganzini L. 
Measuring pain as the 5th vital sign does not improve quality of pain 
management. J Gen Intern Med. 2006;21(6):607-12.

25. Civil Service Policy Hub. Key databases for public policy research 
[online]. 2008 [cited 2010 Sep 6]; Available from: http://www.
nationalschool.gov.uk/policyhub/evaluating_policy/magenta_book/
key-data.asp.

26. Hatano S. Experience from a multicentre stroke register: a preliminary 
report. Bull World Health Organ. 1976;54(5):541-53.

27. Warlow C, van Gijn J, Dennis M, Wardlaw J, Bamford J, Hankey G, 
et al. Stroke: practical management, 3rd ed. Malden,MA: Blackwell 
Publishing; 2008.

28. Davenport R, Dennis M. Neurological emergencies: acute stroke.  
J Neurol Neurosurg Psychiatry. 2000;68(3):277-88.

29. Hemingway P, Brereton N. What is a systematic review? [online]. 
2009 Apr [cited 2010 Apr 26]; Available from: http://www.medicine.
ox.ac.uk/bandolier/painres/download/whatis/Syst-review.pdf

30. Underwood L, Thomas J, Williams T, Thieba A. The 
effectiveness of interventions for people with common 
mental health problems on employment outcomes: a 
systematic rapid evidence assessment [online]. 2007 [cited 
2010 Sep 6]; Available from: http://eprints.ioe.ac.uk/5264/1/
Underwood2007TheeffectivenessofinterventionsSummary_(2).pdf

31. Joliffe D, Farrington DP. A rapid evidence assessment of the impact 
of mentoring on re-offending: a summary.Home Office Online 
Report 11/07. 2007 [cited 2010 Sep 6]; Available from: http://rds.
homeoffice.gov.uk/rds/pdfs07/rdsolr1107.pdf

32. Scottish Intercollegiate Guidelines Network. Critical appraisal: 
checklists: methodology [online]. 2010 [cited 2010 Jul 7]; Available 
from: http://www.sign.ac.uk/methodology/checklists.html 

33. Wells GA, Shea B, O’Connell D, Peterson J, Welch V, Losos M, et 
al. The Newcastle-Ottawa Scale (NOS) for assessing the quality 
of nonrandomised studies in meta-analyses [online]. 1999 [cited 
2010 Sep 6]; Available from: http://www.medicine.mcgill.ca/
rtamblyn/Readings%5CThe%20Newcastle%20-%20Scale%20
for%20assessing%20the%20quality%20of%20nonrandomised%20
studies%20in%20meta-analyses.pdf

34. The Joanna Briggs Institute. Joanna Briggs Institute reviewers’ manual: 
2008 ed. 2008 [cited 2010 Sep 6]; Available from: http://www.
joannabriggs.edu.au/pdf/JBIReviewManual_CiP11449.pdf

35. Public Health Resource Unit. Critical Appraisal Skills Programme 
(CASP). Making sense of evidence: 10 questions to help you make 
sense of qualitative research [online]. 2006 [cited 2010 Sep 6]; 
Available from: http://www.sph.nhs.uk/sph-files/Qualitative%20
Appraisal%20Tool.pdf/?searchterm=critical appraisal skills programme



28

Pain management following acute stroke – March 2011

36. Jonsson AC, Lindgren I, Hallstrom B, Norrving B, Lindgren A. 
Prevalence and intensity of pain after stroke: a population based study 
focusing on patients’ perspectives. J  Neurol Neurosurg Psychiatry. 
2006;77(5):590-5.

37. Nursing & Midwifery Council. The Code: standards of conduct, 
performance and ethics for nurses and midwives [online]. 2008 [cited 
2010 Sep 23]; Available from: http://www.nmc-uk.org/Nurses-and-
midwives/The-code/The-code-in-full/

38. Herr KA, Spratt K, Mobily PR, Richardson G. Pain intensity assessment 
in older adults: use of experimental pain to compare psychometric 
properties and usability of selected pain scales with younger adults. 
Clin J Pain. 2004;20(4):207-19.

39. Scottish Intercollegiate Guidelines Network. Management of patients 
with stroke or TIA: assessment, investigation, immediate management 
and secondary prevention. SIGN guideline 108. 2008 [cited 2011 Jan 
31]; Available from: http://www.sign.ac.uk/pdf/sign108.pdf

40. Benaim C, Froger J, Cazottes C, Gueben D, Porte M, Desnuelle C, et 
al. Use of the Faces Pain Scale by left and right hemispheric stroke 
patients. Pain. 2007;128(1-2):52-8.

41. Frese A, Husstedt IW, Ringelstein EB, Evers S. Pharmacologic treatment 
of central post-stroke pain. Clin. J Pain. 2006;22(3):252-60.

42. Saarto T, Wiffen PJ. Antidepressants for neuropathic pain. Cochrane 
Database of Systematic Reviews 2007, Issue 4. 2010 [cited 2011 
Jan 31]; Available from: http://onlinelibrary.wiley.com/o/cochrane/
clsysrev/articles/CD005454/frame.html

43. Kumar G, Soni CR. Central post-stroke pain: current evidence. 
J Neurol Sci. 2009;284(1-2):10-7.

44. Scottish Intercollegiate Guidelines Network. Management of patients 
with stroke: identification and management of dysphagia. SIGN 
guideline 119. 2010 [cited 2010 Sep 7]; Available from: http://www.
sign.ac.uk/pdf/sign119.pdf

45. Chest Heart & Stroke Scotland. Positioning for people affected by 
stroke. Factsheet 16 [online]. 2009 [cited 2010 Sep 23]; Available 
from: http://www.chss.org.uk/publications/documents/factsheets/
F16_stroke_positioning_chart.pdf#search=”positioning”

46. Chest Heart & Stroke Scotland, NHS Education for Scotland. Stroke 
core competencies for health and social care staff : Stroke Training 
and Awareness Resources (STARS) [online]. 2010 [cited 2010 Sep 
17]; Available from: http://strokecorecompetencies.org/node.
asp?id=home

47. Chatterton HJ, Pomeroy VM, Gratton J. Positioning for stroke patients: 
a survey of physiotherapists’ aims and practices. Disabil Rehabil. 
2001;23(10):413-21.

48. Bowsher D. Allodynia in relation to lesion site in central post-stroke 
pain. J Pain. 2005;6(11):736-40.

49. NHS Education for Scotland. Stroke: core competencies for healthcare 
staff. 2005 [cited 2010 Sep 23]; Available from: http://www.chss.org.
uk/education_and_training/documents/NHS_Stroke_CC_A6_booklet.
pdf

50. Scottish Intercollegiate Guidelines Network. Management of 
patients with stroke: rehabilitation, prevention and management of 
complications, and discharge planning. SIGN guideline 118. 2010 
[cited 2010 Jul 27]; Available from: http://www.sign.ac.uk/pdf/
sign118.pdf

51. Leijon G, Boivie J, Johansson I. Central post-stroke pain--neurological 
symptoms and pain characteristics. Pain. 1989;36(1):13-25.

52. Serpell MG, Neuropathic Pain Study Group. Gabapentin in 
neuropathic pain syndromes: a randomised, double-blind, placebo-
controlled trial. Pain. 2002;99(3):557-66.

53. Vranken JH, Dijkgraaf MG, Kruis MR, van der Vegt MH, Hollmann 
MW, Heesen M. Pregabalin in patients with central neuropathic pain: 
a randomized, double-blind, placebo-controlled trial of a flexible-dose 
regimen. Pain. 2008;136(1-2):150-7.



29

Pain management following acute stroke – March 2011

54. Vestergaard K, Andersen G, Gottrup H, Kristensen BT, Jensen TS. 
Lamotrigine for central poststroke pain: a randomized controlled trial. 
Neurology. 2001;56(2):184-90.

55. Widar M, Ek AC, Ahlstrom G. Coping with long-term pain after a 
stroke. J Pain Symptom Manage. 2004;27(3):215-25.

56. Ratnasabapathy Y, Broad J, Baskett J, Pledger M, Marshall J, Bonita R. 
Shoulder pain in people with a stroke: a population-based study. Clin 
Rehabil. 2003;17(3):304-11.

57. Huang YC, Liang PJ, Pong YP, Leong CP, Tseng CH. Physical findings 
and sonography of hemiplegic shoulder in patients after acute stroke 
during rehabilitation. J Rehabil Med. 2010;42(1):21-6.

58. Pong YP, Wang LY, Wang L, Leong CP, Huang YC, Chen YK. 
Sonography

59. Paci M, Nannetti L, Taiti P, Baccini M, Rinaldi L. Shoulder subluxation 
after stroke: relationships with pain and motor recovery. Physiother  
Res Int. 2007;12(2):95-104.

60. Zeferino SI, Aycock DM. Poststroke shoulder pain: inevitable or 
preventable? Rehabilitation nursing: the official journal of the 
Association of Rehabil Nurs. 2010;35(4):147-51.

61. Chest Heart & Stroke Scotland, NHS Education for Scotland. 
Stroke core competencies for health and social care staff : Stroke 
Training and Awareness Resources (STARS): advancing module 
5 - management of physical complications following stroke 
[online]. 2010 [cited 2010 Sep 23]; Available from: http://www.
strokeadvancingmodules.org/node.asp?id=physical

62. Raghunathan S, Richard B, Khanna P. Causes and clinical 
characteristics of headache in ischaemic stroke. Prog Neurol 
Psychiatry. 2008;12(5):21-3.

63. Nardi K, Parnetti L, Pieri ML, Eusebi P, Calabresi P, Sarchielli P. 
Association between migraine and headache attributed to stroke: 
a case-control study. Headache: The Journal of Head & Face Pain. 
2008;48(10):1468-75.

64. Tentschert S, Wimmer R, Greisenegger S, Lang W, Lalouschek W. 
Headache at stroke onset in 2196 patients with ischemic stroke or 
transient ischemic attack. Stroke. 2005;36(2):e1-3.

65. Arboix A, Garcia-Trallero O, Garcia-Eroles L, Massons J, Comes E, 
Targa C. Stroke-related headache: a clinical study in lacunar infarction. 
Headache. 2005;45(10):1345-52.

66. Halkes PH, van Gijn GJ, Kappelle LJ, Koudstaal PJ, Algra A, European/
Australasian Stroke Prevention in Reversible Ischaemia Trial Study 
Group. Risk indicators for development of headache during 
dipyridamole treatment after cerebral ischaemia of arterial origin. J 
Neurol Neurosurg Psychiatry. 2009;80(4):437-9.

67. Chang YJ, Ryu SJ, Lee TH. Dose titration to reduce dipyridamole-
related headache. Cerebrovasc Dis. 2006;22(4):258-62.

68. Scottish Stroke Care Audit. Scottish Stroke Care Audit form - 
inpatients [online]. 2010 [cited 2010 Oct 6]; Available from: http://
www.strokeaudit.scot.nhs.uk/Downloads/files/Forms/NC_Forms_pdf/
SSCA_IPform_v1[1].3_Jul2010.pdf



30

Pain management following acute stroke – March 2011

Bibliography	

These papers informed the group’s thinking but were not cited.

Ada L, Foongchomcheay A, Canning CG. Supportive devices for 
preventing and treating subluxation of the shoulder after stroke. 
Cochrane Database of Systematic Reviews 2005, Issue 1. 2009 [cited 
2011 Jan 31]; Available from: http://onlinelibrary.wiley.com/o/
cochrane/clsysrev/articles/CD003863/frame.html

Arboix A, Grau-Olivares M, Garcia-Eroles L, Massons J, Comes E, Targa 
C. Clinical implications of headache in lacunar stroke: relevance of site 
of infarct. Headache. 2006;46(7):1172-80.

Bjoro K, Herr K. Assessment of pain in the nonverbal or cognitively 
impaired older adult. Clin Geriatr Med. 2008;24(2):237-62.

Bouhassira D, Attal N, Alchaar H, Boureau F, Brochet B, Bruxelle J, et 
al. Comparison of pain syndromes associated with nervous or somatic 
lesions and development of a new neuropathic pain diagnostic 
questionnaire (DN4). Pain. 2005;114(1-2):29-36.

Buck D, Jacoby A, Massey A, Steen N, Sharma A, Ford GA. 
Development and validation of NEWSQOL, the Newcastle Stroke-
Specific Quality of Life Measure. Cerebrovasc Dis. 2004;17(2-3):143-
52.

Burge E, Kupper D, Finckh A, Ryerson S, Schnider A, Leemann 
B. Neutral functional realignment orthosis prevents hand pain in 
patients with subacute stroke: a randomized trial. Arch Phys Med 
Rehabil. 2008;89(10):1857-62.

DiLorenzo L, Traballesi M, Morelli D, Pompa A, Brunelli S, Buzzi 
MG, et al. Hemiparetic shoulder pain syndrome treated with deep 
dry needling during early rehabilitation: a prospective, open-label, 
randomized investigation. J Musculoskelet Pain. 2004;12(2):25-34.

Gilmore PE, Spaulding SJ, Vandervoort AA. Hemiplegic shoulder pain: 
implications for occupational therapy treatment. Can J Occup Ther. 
2004;71(1):36-46.

Goulding R, Thompson D, Beech C. Caring for patients with 
hemiplegia in an arm following a stroke. Br J Nurs. 2004;13(9):534-9.

Griffin A, Bernhardt J. Strapping the hemiplegic shoulder prevents 
development of pain during rehabilitation: a randomized controlled trial. 
Clin Rehabil. 2006;20(4):287-95.

Gustafsson L, McKenna K. A programme of static positional stretches 
does not reduce hemiplegic shoulder pain or maintain shoulder range of 
motion--a randomized controlled trial. Clin Rehabil. 2006;20(4):277-86.

Henry JL, Lalloo C, Yashpal K. Central poststroke pain: an abstruse 
outcome. Pain Res & Manag. 2008;13(1):41-9.

Jackson D, Horn S, Kersten P, Turner-Stokes L. A pictorial scale of pain 
intensity (SPIN) for patients with communication impairments. Int J Ther 
Rehabil. 2006;13(10):457-63.

Jackson D, Horn S, Kersten P, Turner-Stokes L. Development of a pictorial 
scale of pain intensity for patients with communication impairments: 
initial validation in a general population. Clin Med. 2006;6(6):580-5.

Koog YH, Jin SS, Yoon K, Min B. Interventions for hemiplegic shoulder 
pain: systematic review of randomised controlled trials. Disabil Rehabil. 
2010;32(4):282-91.

Korner-Bitensky N, Kehayia E, Tremblay N, Mazer B, Singer F, Tarasuk 
J. Eliciting information on differential sensation of heat in those with 
and without poststroke aphasia using a visual analogue scale. Stroke. 
2006;37(2):471-5.

Kumar B, Kalita J, Kumar G, Misra UK. Central poststroke pain: a review of 
pathophysiology and treatment. Anesth & Analg. 2009;108(5):1645-57.

Kuptniratsaikul V, Kovindha A, Suethanapornkul S, Manimmanakorn 
N, Archongka Y. Complications during the rehabilitation period in Thai 
patients with stroke: a multicenter prospective study. Am J Phys Med 
Rehabil. 2009;88(2):92-9.

Lang CE, Wagner JM, Edwards DF, Dromerick AW. Upper extremity use in 
people with hemiparesis in the first few weeks after stroke. J Neurol Phys 
Ther. 2007;31(2):56-63.



31

Pain management following acute stroke – March 2011

Lynch D, Ferraro M, Krol J, Trudell CM, Christos P, Volpe BT. Continuous 
passive motion improves shoulder joint integrity following stroke. Clin 
Rehabil. 2005;19(6):594-9.

Mazzocato C, Michel-Nemitz J, Anwar D, Michel P. The last days of dying 
stroke patients referred to a palliative care consult team in an acute 
hospital. Eur J Neurol. 2010;17(1):73-7.

Mee LY, Bee WH. A comparison study on nurses’ and therapists’ 
perception on the positioning of stroke patients in Singapore General 
Hospital. Int J Nurs Pract. 2007;13(4):209-21.

Page T, Lockwood C. Prevention and management of shoulder pain in the 
hemiplegic patient. Int J Evid Based Healthc. 2003;1(5):149-65.

Pertoldi S, Di Benedetto P. Shoulder-hand syndrome after stroke. A 
complex regional pain syndrome. Eura Medicophys. 2005;41(4):283-92.

Price CI, Curless RH, Rodgers H. Can stroke patients use visual analogue 
scales? Stroke. 1999;30(7):1357-61.

Seneviratne C, Then KL, Reimer M. Post-stroke shoulder subluxation: a 
concern for neuroscience nurses. Axone. 2005;27(1):26-31.

Turner-Stokes L, Disler R, Shaw A, Williams H. Screening for pain in 
patients with cognitive and communication difficulties: evaluation of the 
SPIN-screen. Clin Med. 2008;8(4):393-8.

Turner-Stokes L, Jackson D. Assessment of shoulder pain in hemiplegia: 
sensitivity of the ShoulderQ. Disabil Rehabil. 2006;28(6):389-95.

Vuadens P, Barnes M, Peyron R, Laurent B. Spasticity and pain after stroke. 
In: Barnes M, Dobkin B, Bogousslavsky J, editors. Recovery after stroke. 
Cambridge: Cambridge University Press; 2005. p. 286-319.

Rejected papers:

Coackley A, Ellershaw J. The terminal phase. Medicine. 2008;36(2):105-8.

Diener HC, Katsarava Z, Weimar C. Headache associated with ischemic 
cerebrovascular disease. Rev Neurol (Paris). 2008;164(10):819-24.

Douen AG, Medic S, Sabih M, Pageau N, Shuaib A. Titrated initiation 
of acetylsalicylic acid-dipyridamole therapy reduces adverse effects and 
improves tolerance in patients with stroke. J Stroke Cerebrovasc Dis. 
2008;17(6):356-9.

Duarte RA, Fishman O. The role of the neurologist in assessment and 
management of individuals with acquired brain injury. In: Elbaum 
J, Benson DM, editors. Acquired brain injury: an integrative neuro-
rehabilitation approach. New York: Springer; 2007. p. 39-63.

Griffiths H, Gallimore D. Positioning critically ill patients in hospital. Nurs 
Stand. 2005;19(42):56-64.

Gustafsson L, McKenna K. Correlation between two measurement scales 
of hemiplegic shoulder pain. Int J Ther Rehabil. 2003;10(6):247-52.

Hansson P. Post-stroke pain case study: clinical characteristics, therapeutic 
options and long-term follow-up. Eur J Neurol. 2004;11 Suppl 1:22-30.

Hong YH, Lee YS, Park SH. Headache as a predictive factor of severe 
systolic hypertension in acute ischemic stroke. Can J Neurol Sci. 
2003;30(3):210-4.

Jaraczewska E, Long C. Kinesio taping in stroke: improving functional use 
of the upper extremity in hemiplegia. Top Stroke Rehabil. 2006;13(3):31-
42.

Kalita J, Vajpayee A, Misra UK. Comparison of prednisolone with 
piroxicam in complex regional pain syndrome following stroke: a 
randomized controlled trial. QJM. 2006;99(2):89-95.

Kang HS, Sok SR, Kang JS. Effects of Meridian acupressure for stroke 
patients in Korea. J Clin Nurs. 2009;18(15):2145-52.



32

Pain management following acute stroke – March 2011

Leung A, Donohue M, Xu R, Lee R, Lefaucheur JP, Khedr EM, et 
al. rTMS for suppressing neuropathic pain: a meta-analysis. J Pain. 
2009;10(12):1205-16.

Lisabeth LD, Brown DL, Hughes R, Majersik JJ, Morgenstern LB. Acute 
stroke symptoms: comparing women and men. Stroke. 2009;40(6):2031-
6.

Lokk J. Dipyridamole-associated headache in stroke patients--
interindividual differences? Eur Neurol. 2009;62(2):109-13.

Lu Y, He Z. Rehabilitative treatment for knee osteoarthritis in 28 
hemiplegic patients after stroke. Neural Regen Res. 2007;2(11):702-4.

Mok E, Woo CP. The effects of slow-stroke back massage on anxiety 
and shoulder pain in elderly stroke patients. Complement Ther Nurs 
Midwifery. 2004;10(4):209-16.

Ploughman M, Corbett D. Can forced-use therapy be clinically applied 
after stroke? An exploratory randomized controlled trial. Arch Phys Med 
Rehabil. 2004;85(9):1417-23.

European Stroke Organisation (ESO) Executive Committee, ESO Writing 
Committee. Guidelines for management of ischaemic stroke and transient 
ischaemic attack 2008. Cerebrovasc Dis. 2008;25(5):457-507.

Rothrock JF. Headaches due to vascular disorders. Neurol Clin. 
2004;22(1):21-37.

Simmons BB, Parks SM. Intracerebral hemorrhage for the palliative care 
provider: what you need to know. J Palliat Med. 2008;11(10):1336-9.

Turner-Stokes L, Jackson D. Shoulder pain after stroke: a review of the 
evidence base to inform the development of an integrated care pathway. 
Clin Rehabil. 2002;16(3):276-98.

Zorowitz RD, Smout RJ, Gassaway JA, Horn SD. Usage of pain medications 
during stroke rehabilitation: the Post-Stroke Rehabilitation Outcomes 
Project (PSROP). Top Stroke Rehabil. 2005;12(4):37-49.



33

Pain management following acute stroke – March 2011

Who	was	involved	in	developing	the	statement	

This best practice statement was produced by University of Glasgow using the NHS QIS methodology and with project support from NHS QIS. 
Funding for the project was granted by the National Advisory Committee on Stroke (NACS) with support from NHS Greater Glasgow and Clyde (NHS 
GG&C) Stroke Managed Clinical Network (MCN).

Project managers

Lorraine N Smith Professor of Nursing 
University of Glasgow

Eileen Cowey Research Assistant 
University of Glasgow

Steering group

Linda Campbell Stroke Co-ordinator, NHS Highland;  
Vice Chair, Scottish Stroke Nurse Forum (SSNF)

Campbell Chalmers Stroke Nurse Consultant, NHS Lanarkshire; 
Secretary, SSNF

Martin Dennis Professor of Neurosciences, University of Edinburgh 
Chair of NACS

Hazel Fraser Stroke Co-ordinator, NHS Fife;  
Chair, SSNF 

Rosemary Hector Programme Co-ordinator 
NHS QIS

Christine McAlpine Clinical Director, Stroke and Disability Services, 
NHS Greater Glasgow and Clyde;  
Lead Clinician NHS GG&C Stroke MCN 

Lorraine N Smith Professor of Nursing  
University of Glasgow

Working group

Martin Allan Public Partner 
NHS Quality Improvement Scotland

Susan Ashworth Library Assistant Director  
University of Glasgow

Janette Barrie Nurse Consultant Long Term Conditions 
NHS Lanarkshire

Audrey Bruce CHSS Lead Stroke Nurse, Lothian 
Chest Heart & Stroke Scotland

Linda Campbell Stroke Co-ordinator 
NHS Highland

Hazel Fraser Stroke Co-ordinator; NHS Fife; also representing 
Chest, Heart & Stroke Scotland

Elaine Greenhorn Registered Nurse, Acute Stroke 
NHS Lanarkshire

Anne Kinnear Pharmacist 
NHS Lothian

Maggie Lawrence Research Fellow, Glasgow Caledonian University; 
also representing SSNF

Mary Joan MacLeod Senior Lecturer in Clinical Pharmacology and 
Consultant Physician/Clinical Lead Consultant 
Physician (Acute Stroke) NHS Grampian

Christine McAlpine Clinical Director, Stroke and Disability Services; 
Lead Clinician NHS GG & C Stroke MCN; also 
representing the Stroke Association Scotland

Alison McGregor Clinical Psychologist, Pain Management/Stroke 
NHS Greater Glasgow and Clyde

Claire Ritchie Allied Health Professional Consultant 
NHS Lanarkshire



34

Pain management following acute stroke – March 2011

Working group (continued)

Lynn Robertson Lead Physiotherapist, Stroke Rehabilitation 
NHS Dumfries & Galloway

Lorraine N Smith Professor of Nursing 
University of Glasgow

Mark Smith Consultant Physiotherapist 
NHS Lothian

Virtual reading group  

Donna Balfour Registered Nurse, Stroke Liaison 
NHS Forth Valley

Mark Barber Consultant Physician, Geriatric Medicine and 
Stroke; Lead Clinician, Lanarkshire Stroke MCN 
NHS Lanarkshire

Charlie Chung Clinical Specialist Occupational Therapist 
NHS Fife

Hazel Dodds National Clinical Co-ordinator, Scottish Stroke Care 
Audit, NHS National Services Scotland

Fiona Ewart Stroke Practice Development Facilitator 
Chest, Heart & Stroke Scotland

Catherine Mackenzie Professor of Speech and Language Therapy 
University of Strathclyde

Fiona MacPherson Clinical Nurse Specialist, Chronic Pain 
NHS Lothian

John McLennan Lead Physiotherapist, Chronic Pain Service 
NHS Lothian

Gillian Mead Reader in Geriatric Medicine; Honorary Consultant 
Geriatrician, University of Edinburgh

Peter Passmore Professor, Geriatric Medicine 
Queen’s University Belfast

Terry Quinn Lecturer in Geriatric/Stroke Medicine 
University of Glasgow

Reference group (virtual reading) (continued)

Anne Rowat Lecturer, School of Nursing, Midwifery and Social 
Care, Edinburgh Napier University

Chris Roy Consultant in Rehabilitation Medicine 
NHS Greater Glasgow and Clyde

Pat Schofield Pain in Older People Special Interest Group 
British Pain Society

Margaret Somerville Director of Advice and Support 
Chest, Heart & Stroke Scotland

Jane Timperley Lead Clinician, Chronic Pain Management Service 
NHS Fife

NHS Quality Improvement Scotland support team 

Rosemary Hector Programme Co-ordinator

Penny Bond Professional Practice Development Officer 
(Nursing)

Michelle Miller Programme Co-ordinator

Richard Daly Health Information Scientist

Alison Winning Senior Health Information Scientist

Suzanne Wilson Senior Health Information Scientist



© NHS Quality Improvement Scotland 2011
www.nhshealthquality.org

The Scottish Health Council, the Scottish Intercollegiate Guidelines Network (SIGN) and  
the Healthcare Environment Inspectorate are also key components of our organisation.

Scottish Intercollegiate Guidelines Network

SIGN

Edinburgh Office 
Elliott House
8-10 Hillside Crescent
Edinburgh EH7 5EA

Phone: 0131 623 4300
Textphone: 0131 623 4383

Glasgow Office
Delta House
50 West Nile Street
Glasgow G1 2NP
 
Phone: 0141 225 6999
Textphone: 0141 241 6316

Healthcare
Environment
Inspectorate

You can read and download this document from our website.  
We can also provide this information:

by email | in large print | on audio tape or CD | in Braille (English only) | in community languages.


