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The treatment and management of stroke patients with a pre-
existing disability, including cognitive disability, are important
areas of further study. Patients with disability are often excluded
from stroke randomized clinical trials (RCTs) for pragmatic rea-
sons relating to interpreting findings1,2,3 and obtaining consent.4

However, the lack of RCT evidence for the efficacy of a treatment
does not equate to a lack of efficacy. In this issue of the journal,
Cruise et al. conducted a systematic review of the literature to illu-
minate various dimensions related to the treatment and manage-
ment of stroke patients with a premorbid disability with the goal of
determining potential biases in practice that may result in a dispar-
ity in access to best practices in this population.5 They identified 24
observational studies and addressed four themes: differences in
outcomes in patients with disability versus without prestroke dis-
ability, differences in treatment, choice of stroke outcome, and
treatment practices.

The authors found that the effectiveness of standard of care
stroke treatments given in routine clinical practice is largely similar
for patients with prestroke disability compared to those without.
These results were found across a range of treatments, ranging
from hyperacute revascularization treatments, stroke unit care
during the acute hospitalization, and rehabilitation after acute
stroke. However, stroke patients with a prestroke disability were
less likely to receive treatment, raising concerns that the disability
may exclude patients from receiving treatment, and leading to
worse poststroke outcomes. The study also revealed that stroke
patients with pre-existing cognitive impairment were not priori-
tized for rehabilitation or had fewer sessions. Furthermore,
although the determination of eligibility for rehabilitation thera-
pies should be a shared decision that includes the consideration
of the patient’s and their caregivers’ preferences and rehabilitation
goals, the practitioners acknowledged in a qualitative study that
there is a subjective component, and the clinician’s personal biases
may influence such a decision.

Although the authors reviewed the variations in clinician prac-
tices in determining rehabilitation eligibility, they acknowledged
that they had a paucity of data on how physicians make decisions
to treat patients. Beyond clinician decision-making, it is relevant to
explore other reasons why treatments may be different. Taking the

example of intravenous thrombolysis, there may be delays in rec-
ognizing symptoms of stroke in patients with baseline disability
resulting in later arrival to hospital for patients with prestroke dis-
ability compared to those without disability, differences in contra-
indications (prior intracerebral hemorrhage, therapeutic
anticoagulation), or the lack of immediate substitute decision-
maker for consent.6 While we must work towards reducing
inequities in treatment, inequalities may remain due to differences
in patient characteristics and other confounding factors.

The authors’ message that clinical research, including RCTs,
should strive to be more inclusive of patients with baseline disabil-
ity and should measure outcomes that matter to patients and their
caregivers is loud and clear. The limitations of themodified Rankin
Scale, the most widely used scale for functional outcomes in stroke
research, have been previously raised, but may be more prominent
among those with baseline disability. Further work is needed on the
impact of stroke therapies on patient quality of life, patient-
reported outcome, and experience measures.7

Taken together, these findings should be a call-to-action for
practitioners and policymakers. The guidance from best practices
should highlight that all patients regardless of their prestroke dis-
ability including cognitive impairment should be given access to
the standard and most appropriate stroke treatment and manage-
ment. This would ensure that people with disability are given equit-
able opportunity to return to their prestroke ability as are people
without disability. This is especially important for stroke patients,
as stroke is more prevalent in older persons, who have greater dis-
ability than younger persons.

Disclosures. None.

Statement of authorship. Both authors contributed to the writing of this edi-
torial evenly.

References

1. Kim SY. The ethics of informed consent in Alzheimer disease research. Nat
Rev Neurol. 2011;7:410–4.

2. National Institute of Neurological Disorders and Stroke rt-PA Stroke Study
Group. Tissue plasminogen activator for acute ischemic stroke. N Engl JMed.
1995;333:1581–8.

Corresponding author: Dr. Noreen Kamal, PhD, Dalhousie University, Department of Industrial Engineering, Halifax, NS, Canada. Email: Noreen.Kamal@dal.ca
Cite this article: Kamal N and Yu AYX. (2023) Addressing Access to Stroke Treatment for Patients with Pre-existing Disabilities. The Canadian Journal of Neurological Sciences 50:

809–810, https://doi.org/10.1017/cjn.2023.5

© The Author(s), 2023. Published by Cambridge University Press on behalf of Canadian Neurological Sciences Federation.

The Canadian Journal of Neurological Sciences (2023), 50, 809–810

doi:10.1017/cjn.2023.5

https://doi.org/10.1017/cjn.2023.5 Published online by Cambridge University Press

https://orcid.org/0000-0001-5957-2183
https://orcid.org/0000-0002-7276-9551
mailto:Noreen.Kamal@dal.ca
https://doi.org/10.1017/cjn.2023.5
https://doi.org/10.1017/cjn.2023.5
https://doi.org/10.1017/cjn.2023.5


3. Goyal M, Menon BK, van Zwam WH, et al. Endovascular thrombectomy
after large-vessel ischaemic stroke: a meta-analysis of individual patient data
from five randomised trials. Lancet. 2016;387:1723–31.

4. Demaerschalk BM, Kleindorfer DO, AdeoyeOM, et al. Scientific rationale for
the inclusion and exclusion criteria for intravenous alteplase in acute ische-
mic stroke: a statement for healthcare professionals from the American Heart
Association/American Stroke Association. Stroke. 2016;47:581–641.

5. Cruise C, Mfoafo-M’Carthy N, Ganesh A, Lashewicz B. Imperfect patients:
disparities in treatment of stroke patients with pre-morbid disability. Can J
Neurol Sci. 2023;50:826–837. DOI 10.1017/cjn.2022.341.

6. Ganesh A, Fraser JF, Gordon Perue GL, et al. Endovascular treatment and
thrombolysis for acute ischemic stroke in patients with premorbid disability
or dementia: a scientific statement from the American Heart Association/
American Stroke Association. Stroke. 2022;53:e204–17.

7. Smith A, Hewitt J, Quinn TJ, RoblingM. Patient-reported outcomemeasures
(PROMs) use in post-stroke patient care and clinical practice: a realist syn-
thesis protocol. Syst Rev. 2021;10:1.

810 The Canadian Journal of Neurological Sciences

https://doi.org/10.1017/cjn.2023.5 Published online by Cambridge University Press

https://doi.org/10.1017/cjn.2022.341
https://doi.org/10.1017/cjn.2023.5

	Addressing Access to Stroke Treatment for Patients with Pre-existing Disabilities
	References


