- .
Focused Issue of This Month - £|E£52| 8471 7|2 /)

a7 E8E &

—

Management of Acute Stroke Complication
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| Abstract |

cute complications following stroke may increase mortality and impede functional recovery.

Most of the complications are treatable and preventable. Close monitoring of the
complications and proper management are necessary for the better outcome of the patients.
Common complications include aspiration pneumonia, dysphagia, urinary tract infection,
incontinence, malnutrition, deep vein thrombosis, pressure sore, fall, pain, seizure, and
depression. Proper positioning and early mobilization are recommended to prevent major
complications. Aspiration pneumonia is one of the frequent causes of death in acute stroke
setting. Dysphagia screening should be done to evaluate the risk of aspiration. If oral feeding is
not safe, nasogastric tube feeding should be considered. The majority of urinary tract infections in
acute stroke are associated with the use of indwelling catheters, therefore prolonged indwelling
catheterization should be avoided. Nutritional assessment and supplements are necessary in
acute stroke patients. Low dose subcutaneous heparin or low molecular weight heparin should
be considered for patients with high risk of deep vein thrombosis. If heparin is contraindicated,
compressive stockings are an alternative. Regular assessment for skin breakdown and fall risk is
recommended for all patients. Shoulder pain is also one of the frequent complications in stroke
patients. Proper handling and mobilization in acute stage may prevent shoulder pain.
Administration of anticonvulsants may prevent recurrent post-stroke seizures. Depression may
limit functional outcome by inhibiting patient motivation and treatment with antidepressants
should be considered. Proper management of acute complications needs multidisciplinary team
approach that consists of physicians, nurses, therapists, and nutritionists. Adequate prevention
and management of complications may improve functional outcome of acute stroke.
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Table 1. Frequencies of acute complications following stroke

Complication Range of frequencies* (%)

Medical
Aspiration pneumonia 7~22
Urinary tract infection 7~28
Deep vein thrombosis 0.6~6
Pulmonary embolism 0.6~18
Pressure ulcer 0.6~21
Malnutrition/Dehydration 2~16
Shoulder pain 2~27
Other pain 6~34
Depression 1~50
Fall 22~25

Neurologic
Recurrent stroke 5~18
Epileptic seizure 2~5

* Data taken from (3~13).
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Table 2. AHA/ASA-endorsed guidelines for assessment of swallowing

Management of Acute Stroke Complication

Recommendation

Recommendation level*

Recommend that all patients have their swallow screened prior to initiating B
oral intake of fluids or food, utilizing a simple valid bedside testing protocol.

Recommend that the swallow screening be performed by the Speech and Language |
Pathologist (SLP) or other appropriately trained personnel, SLP is not available.

If the patient’s swallow screening is abnormal, a complete bedside

swallow examination is recommended.

Recommend that all patients who have a positive bedside screening be tested using
videofluoroscopy swallowing study (VFSS)/modified barium swallow. Patients with a high B

risk for aspiration and/or dysphagia

(e.g., brainstem stroke, pseudobulbar palsy, and multiple strokes),

regardless of screening results, should undergo VFSS.

Consider fiber-optic endoscopic examination of swallowing (FEES) as C

an alternative to VFSS.

There is insufficient evidence to recommend for or against fiber-optic endoscopic |
examination of swallowing with sensory testing (FEESST) for the assessment of dysphagia.

Recommend that the diagnostic assessment, whether VFSS or another modality, include a
definition of swallow physiology with identification of the physiologic abnormality and B

treatment strategies to directly assess their effectiveness.

Consider addressing food consistency with dietetics to ensure standardization, |

consistency, and palatability.

* Recommendation level

A: a strong recommendation that the intervention is always indicated and acceptable,

B: a recommendation that the intervention may be useful/effective,

C: arecommendation that the intervention may be considered,

D: a recommendation that a procedure may be considered not useful/effective, or may be harmful,
| : Insufficient evidence to recommend for or against; clinical judgment should be used.
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Management of Acute Stroke Complication

Table 3. AHA/ASA-endorsed guidelines for prevention of deep vein thrombosis

Recommendation

Recommendation level*

Recommend that all patients be mobilized as soon as possible (the act C
of getting a patient to move in the bed, sit up, stand, and eventually walk).
Strongly recommend the use of subcutaneous low-dose unfractionated A

heparin (LDUH) (5,000 units twice a day, unless contraindicated)

Consider the use of graduated compression stockings or an intermittent B
pneumatic compression machine as an adjunct to anticoagulation, or as
an alternative to anticoagulation for patients with intracerebral hemorrhagie

or for patients in whom anticoagulation is contraindicated.

* Recommendation level

A: a strong recommendation that the intervention is always indicated and acceptable,

B: a recommendation that the intervention may be useful/effective,

C: a recommendation that the intervention may be considered,

D: a recommendation that a procedure may be considered not useful/effective, or may be harmful,
| - Insufficient evidence to recommend for or against; clinical judgment should be used.
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Table 4. Braden scale for predicting pressure sore risk

1 2 3 4
Sensory perception Completely limited Very limited Slightly limited No impairment
Moisture Constantly moist Very moist Occasionally moist Rarely moist
Activity Bedfast Chairfast Walks occasionally Walks frequently
Mobility Completely immobile Very limited Slightly limited No limitation
Nutrition Very poor Probably inadequate Adequate Excellent
Friction & Shear Problem Potential problem No apparent problem
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Management of Acute Stroke Complication

Table 5. AHA/ASA-endorsed guidelines for prevention of pressure ulcer

Recommendation Recommendation level*

Recommend that a thorough assessment of skin integrity should be completed upon C
admission and monitored, at least daily, thereafter.

Recommend the use of proper positioning, turning, and transferring techniques and
judicious use of barrier sprays, lubricants, special mattresses, and protective dressings A
and padding to avoid skin injury due to friction or excessive pressure.

* Recommendation level

A: a strong recommendation that the intervention is always indicated and acceptable,

B: a recommendation that the intervention may be useful/effective,

C: arecommendation that the intervention may be considered,

D: a recommendation that a procedure may be considered not useful/effective, or may be harmful,
| : Insufficient evidence to reco-mmend for or against; clinical judgment should be used.
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