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Abstract

Introduction:

Efforts towards reducing stroke burden have been an immense challenge. One important reasons could be the
scope and quality of clinical practice guidelines (CPGs) developed for stroke rehabilitation in Low-and-Middle-
Income-Countries (LMICs), restricting its translation to clinical practice. This systematic review aimed to assess the
availability, scope and quality of CPGs for stroke rehabilitation in LMICs.

Methods:

Following PRISMA guidelines, CPGs for stroke rehabilitation in LMICs were searched across four major electronic
databases (Medline, EMBASE, CINAHL and PEDro). Additional studies were identified from grey literature and a
hand search of key bibliographies and search engines. The availability and content of the CPGs were narratively
summarized and quality of de novo CPGs was analyzed using ‘Appraisal of Guidelines REsearch and Evaluation’
(AGREE) tools: version || & Recommendations Excellence (REX) version. . Features of
contextualizations/adaptations of non-denovo CPGs were narratively summarized.

Results:

Twelve CPGs from 10 countries were included. CPGs from Pakistan, Sri Lanka, India, and China were developed de
novo. CPGs from Kenya, Philippines, South Africa, Cameroon, Mongolia, and Ukraine were
contextualized/adapted based on existing guidelines from high-income-countries. Most contextualized CPGs had
limited stakeholder involvement, local health systems/patient pathway analyses. All ten countries included
recommendations for physiotherapy, seven for communication, swallowing, and five for occupational therapy
services post-stroke. Quality assessment using AGREE-REX and AGREE-II for de novo guidelines was poor,
especially scoring low in development & applicability.

Conclusion:

Contextualized CPGs for stroke rehabilitation in LMICs were scarcely available and not meeting required quality.
There is a need for development of context-specific, culturally-relevant CPGs for stroke rehabilitation in LMICs to
improve implementation/translation into clinical practice.
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Introduction

Stroke has been the leading cause of death and disability globally for the past four decades.1 Much of the stroke-
related disability-adjusted life years (DALYs) have been contributed by Low-and-Middle-income Countries
(LMICs).[1] The burden of stroke rehabilitation is huge globally with about 86 million people affected by it and
experiencing 18 million Years Lived with Disability (YLD).[2]This burden is compounded in LMICs due to the wide
differences in the quality of stroke rehabilitation, with chasms identified in the knowledge and skills of
rehabilitation professionals, evidence-based resources available for rehabilitation, and the components of stroke
rehabilitation available at various service tiers.[3], [4]

To address this growing public health problem, evidence-based interventions for stroke rehabilitation from High-
income countries (HICs) have largely been translated and recommended for LMICs.[5] However, given the
dissimilar context and context-specific challenges and resources, it may not be feasible to effectively translate
evidence-based guidelines into practice in LMICs.[6] The World Stroke Organization — Lancet Neurology
Commission, Stroke Collaboration Group has recently proposed pragmatic solutions for the implementation of
evidence-based interventions.[7] This aims to reduce the global stroke burden based on the findings of a
worldwide qualitative study that identified barriers and facilitators to surveillance systems, stroke prevention,
acute care, and rehabilitation.[8] The commission identified a paucity of guidance on stroke rehabilitation in
LMICs, particularly in the form of evidenced guidelines or Clinical Practice Guidelines (CPGs).[7] This is
corroborated by poor quality, unavailability, cultural and regional unsuitability, non-specificity, and low evidence
of recommendations in CPGs from LMICs. [8], [9] Additionally it has been reported that in contrast to HIC CPGs,
LMIC CPGs focus more on the organizational structure rather than the actual content of rehabilitation sessions.
Ideal rehabilitation sessions as backed by evidence are rarely implementable in LMICs, take for example the NICE
CPG recommendation of minimum 3hours of therapy per day in contrast to the average 17 hours of therapy over
a month achieved by the ATTEND trial in India. Similarly the recommendation of minimum 2 hours of active
constraint induced movement therapy per day is far from reality in LMICs. [10], [11] This is further compounded
differences in available workforce, rehabilitation resources, policies and payment methods in HICs and LMICs. [12]
The use of relevant CPGs could aid in addressing such implementation gaps in stroke rehabilitation, particularly in
LMICs. However, the quality and content of stroke rehab CPGs from LMICs are not well characterised or reported,
in addition to not being led or endorsed by recognised government or national agencies.[8],[13] With the
sociocultural uniqueness of various LMICs, it becomes imperative to evaluate existing CPGs for their quality and
relevance to local contexts.[14],[15]Hence, we systematically reviewed the availability of CPGs for stroke
rehabilitation developed by and contextualised for LMICs, evaluated the quality of such CPGs using Appraisal of
Guidelines for Research & Evaluation- Il (AGREE-I1)[16] and Appraisal of Guidelines for Research & Evaluation-
Recommendation Excellence (AGREE-REX) instruments.[17]

The primary objective of this systematic review was to assess the availability, scope, and quality of clinical practice
guidelines for stroke rehabilitation in LMICs.

Methods

Design: This review was conducted in accordance with the Preferred Reporting Items for Systematic Reviews and
Meta-Analysis (PRISMA guidelines) for systematic review. [18] The protocol of this review was registered in
PROSPERO (CRD42022382486). The detailed methodology is described in our protocol paper. [19] Literature
searches were developed and conducted by AH & AM. (Supplementary file 1).

Criteria for considering studies for inclusion:

Articles were included if they were CPGs for stroke rehabilitation, developed or contextualized for stroke
rehabilitation in LMICs. The list of LMICs was based on the World-Bank’s classification. We included articles/CPGs
published between January 2000 and July 2022. Both empirical and non-empirical studies were included. CPGs
only available through purchase and CPGs without information on rehabilitation were excluded.

Searching electronic and non-electronic databases:

The search terms were conceptualised and developed using MeSH terms ‘stroke’, ‘rehabilitation’ and ‘clinical
practice guidelines’ were used as keywords. The search was run in four electronic databases namely Medline,
EMBASE, CINAHL and PEDro. AH and AM ran the searches in August 2022. The search was focused on published
CPGs for stroke rehabilitation in LMICs between January 2000 and July 2022. SK and DG ran the additional
searches in SUMSearch, Google, and guideline portals (Guidelines International Network, National Guideline
Clearinghouse, BIGG International database of GRADE guidelines, ECRI Guidelines Trust). Additionally, groups
involved in stroke rehabilitation CPG production and analysis, websites of stroke associations, health institutes of
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national importance, and government websites of LMICs were contacted and requested for CPGs relevant to this
review. (For more details, please refer to our protocol paper [19]).

Study selection:

We utilized the Rayyan web tool to screen and select articles. Titles and/or abstracts were screened by DG, NSC,
PJV, CJF, IS, JD, VM, HS & AP, and potentially eligible full texts were independently reviewed by DG & IS based on
predefined selection criteria. We included the most recent versions of CPG developed for use in LMICs for the
rehabilitation of individuals with stroke. Where several versions existed, the most recent one was used. In cases
of updates to pre-existing CPGs where updates mentioned only new recommendations, the previous version was
included as well. In case of disagreement, consensus was reached with a third reviewer (JS).

Data extraction:

A customized data extraction form on Microsoft Excel was used, and three independent reviewers (DG, IS & GU)
independently extracted data from the included studies on the title of the study, country of origin, characteristics
of the study (Scope: national/regional, level of care, multidisciplinary/uni-disciplinary), phase of intervention
(Acute, subacute, chronic), rehabilitation setting (in-patient, out-patient, community/home setting), domain of
care (Motor, sensory, speech-language, swallowing, cognitive, functional, occupational, physical activity, fatigue,
nutrition, etc) and information on stroke rehabilitation relevant recommendations. In addition, levels of evidence
for each recommendation were extracted wherever applicable. Information was extracted on the type of CPG
from each country, whether it was originally developed for the country or if it was contextualized from another
CPG. Overall consistency in data extraction among DG, IS, and GU was reviewed by SK.

Assessment of the quality of quidelines

CPGs that were developed de novo, were evaluated on AGREE-II & AGREE-REX instruments.[16], [17] The purpose
of AGREE Il was to provide a framework to assess the quality of guidelines, provide a methodological strategy for
the development of guidelines and to inform how and what information ought to be reported in guidelines. The
AGREE Il consists of 23 key items organized into six domains followed by two global rating items (Overall
Assessment). Each domain captures a unique dimension of guideline quality: Scope and Purpose, Stakeholder
Involvement, Rigour of development, Clarity of Presentation, Applicability, and Editorial Independence. Each of
the AGREE Il items and the two global rating items were rated on a seven-point scale (1- strongly disagree to 7—
strongly agree). Domain scores are calculated by summing up all the scores of the individual items in a domain
and by scaling the total as a percentage of the maximum possible score for that domain. Similarly, the total score
of the instrument is calculated across all domain scores.

The AGREE REX instrument assesses the Clinical credibility, implementability and consideration of values of all
relevant stakeholders in the formulation of the recommendations which are represented as three domains of the
instrument. Scoring is similar to the AGREE-II instrument. We followed the AGREE instrument manuals accessible
at the Agree trust (https://www.agreetrust.org/) to appraise the eligible CPGs.

Three independent reviewers (DG, JS & VM) evaluated relevant CPGs on the AGREE instruments. If CPGs were
contextualized/adapted from other CPGs, they were deemed unsuitable for scoring on the AGREE instruments.
However, information on the various types of processes/frameworks used in contextualization/adaptation and
features considered for contextualization/adaptation (cost, implementation & dissemination strategies, patient
pathways, co-design, cultural/regional adaptations, health system analysis, alternate recommendations if any),
were synthesised and reported.

Results

A total of 4329 CPGs were retrieved, of which 3990 underwent level 1 screening after removal of duplicates. 69
articles were retrieved for full text screening out of which 12 CPGs were finally included for the review. [20-31]
More details about the study selection process are available from the PRISMA flow diagram (shown in Fig. 1).
Finally, CPGs were included from ten LMICs. Table 1 provides the detailed characteristics of the included CPGs.
CPGs from only four LMICs namely Pakistan, Sri Lanka, China & India were developed de novo.[20], [21], [22],
[31]Rest of the six CPGs from Kenya, the Philippines, South Africa, Cameroon, Mongolia & Ukraine and they were
contextualized from CPGs available in HICs. [23-27] Of the 12 CPGs, two CPGs were from the Philippines [28-30]
one of which was an older contextualization based on which a national guideline was proposed, and the other an
updated contextualization published in 2015.

Content of the CPGs

Overall, all 10 countries have included recommendations on Physiotherapy, eight countries for Speech-Language
as well as swallowing, and five on Occupational therapy. Only two of them have included recommendations
related to social worker’s support in stroke care (Mongolia, South Africa). Five countries have provided
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recommendations for post-stroke cognition (South Africa, Mongolia, Sri Lanka, China & Pakistan) and five on
nutritional aspects of rehabilitation (Mongolia, Pakistan, Sri Lanka, Ukraine & India). Most of the countries have
reported recommendations covering acute, chronic, and community-based settings except CPGs from Pakistan &
Ukraine. Recommendations for motor rehabilitation were an important aspect reported in all the CPGs. Sensory
and functional rehabilitation recommendations were covered by nine countries except Pakistan. Physical activity
recommendations were reported by five countries (Kenya, South Africa, Mongolia, Sri Lanka & Ukraine). Fatigue
management was reported in the recommendation of two countries (South Africa & Mongolia). Details of these
are provided in Table 1. Recommendations from included CPGs and their underpinning level of evidence were
also synthesised and presented as Supplementary Material 2.

Target audience & Stakeholder involvement

Most of the included CPGs identified healthcare practitioners as their primary audience. However, it is important
to note that additional target groups outside of healthcare providers were identified only in the CPGs of Mongolia
and Cameroon.

A large target audience was catered to by the CPGs in Mongolia [26], including medical professionals, nurses,
physiotherapists, public health experts, research assistants, programme administrators, and rehabilitation
consultants. This showcases the different healthcare personnel involved in the care and rehabilitation of stroke
survivors. Physicians were considered key persons in designing the standards of stroke care in these CPGs.
Similarly, in Cameroon, the primary target audience for their CPG were physicians, WHO representatives, and
technical rehabilitation officers [25]. This implies that the guidelines were primarily targeted at physicians and
physician-scientists specialised in physical medicine and rehabilitation contributing to global healthcare
organisations. However, CPGs from Mongolia and Cameroon thus emphasise inclusiveness by acknowledging a
variety of professions that are integral to stroke care and rehabilitation in these countries.

Stakeholders involved in the development/contextualization of the included CPGs were a mix of medical doctors
(internal medicine, neurologists, physical medicine, and rehabilitation), physiotherapists, and nurses. While some
CPGs had a comprehensive stakeholder team including but not limited to administrators, and policymakers in
addition to medical doctors, and nurses (Kenya [23], South Africa [24], Cameroon [25]), others had limited
representation as they included only Neurologists (Pakistan), Doctors of Physical Medicine and Rehabilitation
(Philippines). It is also important to note that only two of the 12 CPGs (Kenya [23] & South Africa [24]) included
stroke survivors and caregivers in the guideline development/contextualization process. CPGs from Mongolia
[26], India [22], and Ukraine [27] were either approved by or developed by their respective Ministries of Health
yet lacked an interdisciplinary approach.

Quality assessment of the CPGs by AGREE-II & AGREE-REX

Only four countries (Pakistan [20], Sri Lanka [21], China [31] & India [22]) had developed CPGs exclusively for their
countries without contextualising the guidelines from HICs. Therefore, these CPGs were considered for quality
assessment using AGREE instruments. In general, all three CPGs scored lower on AGREE-REX than AGREE-II.
Considering individual domain scores, the domain of Scope and purpose in AGREE-II scored the most, while the
clarity of presentation component followed the second highest score. CPGs scored poorly on Rigor of
development & applicability. Due to the lack of information and reporting related to the domain of editorial
independence, this component was scored as 0 for all three CPGs (shown in Fig. 2). Similarly, all three CPGs from
Sri Lanka, Pakistan and India scored very low on all three domains of AGREE-REX instrument showing poor clinical
applicability, implementability and consideration of the values and preferences of users (shown in Fig. 3). Overall,
the CPGs from Pakistan scored 6.76% for methodological rigor and 0% for clinical aspects, while CPGs from Sri
Lanka scored 4.34% on methodological rigor and 0.6% on clinical aspects and CPGs from India scored 8.45 and
1.23 on methodological rigor and clinical aspects respectively (shown in Fig. 4).

Contextualised CPGs

Stroke rehabilitation CPGs from six countries (Kenya [23], Philippines [28-30], South Africa [24], Cameroon [25],
Mongolia [26] & Ukraine [27]) were contextualized/adapted from guidelines of HICs and hence were unsuitable
for quality assessment using AGREE instruments. The Kenyan CPGs used the Philippine Academy of Rehabilitation
Medicine (PARM) framework that assesses the generalizability and applicability of the included
recommendations. The Kenyan CPG utilised three guidelines from HICs, particularly from America, Netherlands,
and New Zealand for contextualization after quality assessment by AGREE-II and by using the PARM writing guide.
A Delphi consensus method was applied to assess, ratify and contextualize the Kenyan CPG for the local context.
CPGs from the Philippines [28-30] were contextualized by the PARM using a self-developed 21-step process
including training of participants, establishing a framework for contextualization, guideline searching, critiquing,
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contextualization, review, and implementation. The Philippines CPG used the CPGs of four HICs namely Canada,
Australia, Scotland, and America for contextualization. An updated version of the contextualised CPG was
published in 2015 which considered new clinical guidelines via the search of electronic databases and assessed
the methodological quality of each with iCAHE: International Centre for Allied Health Evidence Guideline Quality
Checklist. Using a novel standard updating approach and with the PARM writing guide, updates to the Philippines
CPGs were reported.

The CPG from South Africa [24] was developed based on composite recommendations from 16 CPGs using the
Adopt—Contextualise—Adapt (ACA) approach which proposes strategies to bridge local implementation gaps and
address implementation barriers. The ACA toolkit is a decision-making guide which allows to generate discussions
on endorsement and development of implementation strategies for evidence-based recommendations.

In Cameroon [25], a local multidisciplinary team (MDT) developed an eight-stage process for developing local
CPGs from CPGs of South Africa, the Philippines, Singapore, and Canada. Recommendations applicable to
Cameroon were selected and progressively adapted by multiple rounds of MDT discussions. The final draft
guidelines were externally reviewed by experts before reporting the ‘Best Practice Guidelines for the
Management and Rehabilitation of Stroke in the Northwest Region of Cameroon.

CPGs from Mongolia [26], presented by the country’s Ministry of Health were based on the CPGs from Scotland,
Australia, the UK, and America. However, the process of contextualization was not reported in the document.
Lastly, CPG from Ukraine, presented by their Ministry of Health were based on the CPGs from the UK, Canada,
Scotland, and Europe with no details about the method of contextualization.

Features of Contextualization

We also gathered information on various aspects considered by each country to contextualize CPGs for their
settings. Data on cost, patient pathways, cultural/regional aspects, implementation and dissemination strategies,
and health system implications were extracted and are presented in Table 2. An overview of the various
recommendations provided by the 12 included CPGs and their levels of evidence are also provided as a
Supplementary File-2. Except for the Indian and Ukrainian CPGs, the rest used similar grading for the level of
recommendation as stated in the table.

Discussion

Our review identified various lacunae in the development of CPGs for stroke rehabilitation in LMICs, as reported
by Yaria et al (2021), Bernhardt et al (2021), and Mead G et al (2023) previously. There was a lack of systematic
and scientific rationale for the CPGs that were developed de novo, which were hardly 4 in number, as well as
those contextualised from HICs. Most of the CPGs were incomprehensive with respect to stroke rehabilitation and
lack in terms of the multi-disciplinary team approach to stroke care. The CPGs both contextualized as well as
developed de novo scored very low in terms of overall quality. Sufficient information about the formulation of the
CPG recommendations was lacking in most of them. The relationship between CPG recommendations and
supporting evidence specific to the context was missing. The authors highlight the fact that the biology of stroke
is unchanged in LMICs when compared to HICs, this would not mean the need to generate new evidence for
LMICs rather, develop contextual and implementation strategies to help deliver the existing evidence in LMICs in
the best possible way. Authors report that stakeholder engagement for the development of these CPGs was
limited and did not include all relevant stakeholders. Alternate recommendations that allow for better
implementation of evidence where the primary recommendation cannot be implemented were also severely
lacking.

Novelty & Significance

All the CPGs scored nil for clinical implementability and credibility on the AGREE_REX scores. Most CPGs identified
in this review appear to be developed from a medical model of rehabilitation and do not include implementable
strategies that are specific to context of stroke rehabilitation in LMICs.[32] There is a clear need for systematically
developed context-specific, culturally relevant stroke rehabilitation CPGs in LMICs which can aid in bridging these
gaps when accompanied by comprehensive implementation plans and rigorous dissemination strategies.[33-36]
The recent review by World Stroke Organization (WSO) identified CPGs for stroke in LMICs. However, the
rehabilitation component of these CPGs lacked description or details particularly those from LMICs. [9]

Majority of the CPGs identified in this review were contextualized from those developed for HICs. We believe that
for once, in the absence of alternatives, such contextualization/adaptation for LMIC settings is crucial, until local
evidence emerges. [37] However, contextualising CPGs from HICs must not be considered as a final solution to
addressing the burden of stroke rehabilitation in LMICs.[36] Contextualization/adaptation however is a skilful
process that includes but is not limited to mapping CPGs to local clinical pathways. It is absolutely critical to assess
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regional barriers to implementation of CPGs and to develop implementable strategies to address these context-
specific barriers.[38] One must certainly approach the development of CPGs from a health systems perspective,
particularly considering rehabilitation policies, workforce, governance structure, systems for capacity building,
and rehabilitation information management.[24],[28] Importantly, the culture, health literacy, and needs of the
affected population in these contexts must never be ignored.[39] Table 2 describes a few aspects that any CPG
contextualization process should consider for effective and meaningful outcomes for implementation in varied
contexts. It is important to remember that where contextualization is unsuitable, there are other alternatives
where recommendations can be directly applied from one setting to another (Adoption) or may need additional
new evidence before implementation locally (Adaptation). The Adoption-Contextualization-Adaptation (ACA)
model is well described by Grimmer K et al. This could be a potential as well as a feasible way for developing
regionally specific CPGs in LMICs. [24]

Another important aspect to consider is investing in stroke care in LMICs. There is a need to ensure financial
allocation and implementation of stroke care at any cost in LMICs. Although most of these LMICs have a policy for
stroke care, the premise of these policies is driven through a medical model and therefore the rehabilitation and
social care components of stroke care are neglected from the current programs and policies for stroke care in
these settings.[40] The medical model for stakeholder engagement and development of these CPGs in LMICs
highlights a non-inclusive, narrowed approach to stroke care in addition to lack of a functional international or
national guideline development group focusing on LMICs, such as the Scottish Intercollegiate Guideline Network
(SIGN) 29 or the Australian National Health and Medical Research Council (NHMRC) references.[41] The world
disability report very clearly describes the absence of an integrated comprehensive bio-psychosocial approach to
the development of any interventions, including CPGs for people with disabilities in general. There is a need to
invest in stroke rehabilitation with such an approach and strengthen rehabilitation within the health systems in
LMICs.[42], [43] The World Health Organization (WHO) provides a Package of Interventions for rehabilitation (PIR)
for stroke to assist countries in planning, budgeting and inclusion of rehabilitation into their health systems. The
PIR provides clear information on essential interventions with relevant human and infrastructural resources
required for smooth delivery across service delivery levels. [44] Similarly the WSO-Lancet Neurology Commission
has provided pragmatic solutions to improve stroke rehabilitation and has highlighted the need for context-
specific therapy protocols and guidelines. This recommendation was in addition to creation and investment in
multidisciplinary rehabilitation intervention, use of recommended assessment tools and training of rehabilitation
professionals. [7] The ‘Intersectoral Global Action Plan on Epilepsy and Other Neurological Disorders 2022—-2031’,
also enforces the need for multidisciplinary rehabilitation and strengthening existing services, guidance &
protocols of therapy. [45] Subsequently, Organizations like the International Stroke Rehabilitation and Recovery
Alliance (ISRRA) and WSO have been proactively demystifying the absence of focus and participation of experts
(including experts by experience) in stroke care from LMICs in any international initiatives for stroke care. [46]
The last important aspect that we intend to discuss is the incorporation of experts from experience in the
conceptualisation, development, and implementation of the CPGs in LMICs. The well-developed Living guidelines
for stroke rehab in Australia have the added merit of having included persons with lived experience and their
lived experience in the development phase. The team was funded by the Australian government’s Medical
Research Future Fund and is updated periodically. [10] This approach allows for patient voices and concerns to be
heard, and their experiences to be incorporated while creating evidence-based recommendations, making CPGs
more relevant to users. In our review, the CPG from South Africa was the only CPG that used co-design as a
component during its development. Co-design also allows for consideration of appropriate local context factors
that may influence the uptake of CPGs. The option to update them as new evidence emerges allows for the CPGs
to be relevant to contemporary clinical practice. Therefore, the development of any CPGs must engage those with
lived experience of a stroke and co-design their interventions for stroke care in LMICs.

Implications

Context-specific, inclusive development and implementation of CPGs for stroke care have been proven successful
in many HICs. Transforming recommendations regionally into clinical pathways that reflect the local healthcare
systems is essential. [47--50] This was emphasized by many stroke CPG development consortiums. [51].

The content of the CPGs must be evidence-based and relevant to the context. Future studies should aim to
develop localized clinical protocols with targeted aims for various domains of rehabilitation from available global
evidence and integrate it with the contextual evidence to fit its purpose.10,46 Subsequently, implementation
research on the established clinical recommendations from HICs can be conducted in LMICs to test the
effectiveness of such approaches when optimised for local settings. [51]
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Limitations

The authors acknowledge few limitations of this review. First was the exclusion of CPGs that were not published
in English. It is possible that this language restriction resulted in the exclusion of useful guidelines that were
written in languages other than the ones that were supported. However, there was only one CPG (from El
Salvador retrieved from CPGs reported by guideline groups) excluded exclusively due to being published in a
language other than English. Similarly, although the exclusion criteria mentioned those CPGs that were paid, we
did not have to exclude any due to this reason.

CONCLUSION

This systematic review provides a comprehensive overview of the existing CPGs for stroke rehabilitation in LMICs.

This review provides both the scope and the quality of the CPGs for stroke rehabilitation in LMICs. The use of
standardised tools such as AGREE Il and REX measure quality has been invaluable in gaining insights into the
relevance and implementability of the existing CPGs. Similarly, the synthesis of contextual and health system
issues that affect the CPGs in this review provides immense knowledge on factors for the effective
implementation of the CPGs in LMICs.

Contextualised clinical practice guidelines for stroke rehabilitation were hardly available and of good quality in
LMICs. Guidelines from HICs must be thoroughly evaluated before translating to these contexts. There is an
immense need for the development of context-specific, culturally relevant clinical practice guidelines for stroke
rehabilitation in LMICs.

Statements

Acknowledgment We acknowledge the members of the Global Consortium of Stroke Rehabilitation listed here:
Jeyaraj D Pandian, Rinia Mascarenhas, Abhilash Patra, Pranay J Vijayananad, Sania Zareen, Ranjit Injety, Dimple
Dawar, Khim Li Kwah, Olumide Dada, Sandeep Subramanium, Guilherme Affeldt, Gillian Mead, Julie Bernhardt
and Coralie English

Statement of Ethics

Study approval statement: A statement of Ethics is not applicable because this study is based exclusively on
published literature.

Consent to participate statement: Not applicable because this study is based exclusively on published literature.
Conflict of Interest Statement: The authors have no conflicts of interest to declare.

Funding Sources This study was not supported by any sponsor or funder.

Statement of Ethics: A Statement of Ethics is not applicable because this study is based exclusively on published
literature.

Author Contributions

DBCG, SK, JS, VM and GU contributed to the conception of the work. DG, SK, VM, NSC, JVD, AM, AH and IAS
contributed to data extraction and analysis. DG, SK, GU, and JVD contributed to data interpretation and quality
analysis. DG, SK, JVD, NSC, EN, and MD led manuscript writing and editing while DG, JS & SK contributed to the
final approval of the manuscript.

Data Availability Statement All data generated or analysed during this study are included in this article and its
supplementary material files. Further enquiries can be directed to the corresponding author.

20z 1snbny G| uo Jasn "Alun ueyjodosey Jejsayoue|y Aq Jpd 6666£S5000/L¥809Z7/6666€5000/6S | L°01/10p/4Ppd-8]oile/pad/wod 1abies//:d)y woly papeojumoq



References

1.

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.

20.

21.

GBD 2019 Stroke Collaborators. Global, regional, and national burden of stroke and its risk factors, 1990—-
2019: a systematic analysis for the Global Burden of Disease Study 2019. Lancet Neurol. 2021;20:795-820.
Cieza A, Causey K, Kamenov K, et al. Global estimates of the need for rehabilitation based on the Global
Burden of Disease study 2019: a systematic analysis for the Global Burden of Disease Study 2019. Lancet.
2021 Dec 19;396(10267):2006-2017.

Lindsay MP, Culebras A, Hacke W, et al.; WSO Guidelines Subcommittee. Development and
implementation of stroke guidelines: the WSO Guidelines Subcommittee takes the first step (part one of a
two-part series on the work of the WSO Stroke Guidelines Subcommittee). Int J Stroke. 2011
Apr;6(2):155-158.

Johnston SC, Mendis S, Mathers CD. Global variation in stroke burden and mortality: estimates from
monitoring, surveillance, and modelling. Lancet Neurol. 2009 Apr;8(4):345-354.

Gururaj S, Bird ML, Borschmann K, et al. Evidence-based stroke rehabilitation: do priorities for practice
change and feasibility of implementation vary across high income, upper and lower-middle income
countries? Disabil Rehabil. 2022 Aug;44(17):4611-4618.

Malla C, Aylward P, Ward P. Knowledge translation for public health in low- and middle-income countries:
a critical interpretive synthesis. Glob Health Res Policy. 2018;3:29.

Feigin VL, Owolabi MO; World Stroke Organization—Lancet Neurology Commission Stroke Collaboration
Group. Pragmatic solutions to reduce the global burden of stroke: a World Stroke Organization-Lancet
Neurology Commission. Lancet Neurol. 2023 Dec;22(12):1160-1206.Feigin et al. 2023

Yaria J, Gil A, Makanjuola A, et al. Stroke Experts Collaboration Group. Quality of stroke guidelines in low-
and middle-income countries: a systematic review. Bull World Health Organ. 2021 Sep 1;99(9):640-652E.
Mead GE, Sposato LA, Sampaio Silva G, et al. A systematic review and synthesis of global stroke guidelines
on behalf of the World Stroke Organization. Int J Stroke. 2023 Jun;18(5):499-531.

Stroke Foundation Australia. Living Stroke Guidelines. Available from:
https://strokefoundation.org.au/what-we-do/for-health-professionals/living-stroke-guidelines. Accessed
July 2023

Stroke rehabilitation in Adults. National Institute for Healthcare and Excellence. [NG236] Published: 18
October 2023. https://www.nice.org.uk/guidance/NG236/chapter/recommendations#planning-and-
delivering-stroke-rehabilitation Accessed May 17th 2024

Gandhi DBC, Baggio JAO, D'Souza JV, Urimubenshi G, Vijayanand PJ. Global Access to Stroke
Rehabilitation: A Narrative Synthesis of Comparative Highlights. Stroke. 2024 Jun;55(6):e161-e164.
Bernhardt J, Urimubenshi G, Gandhi DBC, Eng JJ. Stroke rehabilitation in low-income and middle-income
countries: a call to action. Lancet. 2020 Oct 31;396(10260):1452-1462.

Babur MN, Liagat M. Challenges & barriers for neuro rehabilitation In developing countries. Pak J Neurol
Sci. 2018;13(4):38-43.

Gandhi DBC, et al. Unmet needs of neurorehabilitation in India. Iranian rehab Journal. 2024 (In Press).
Brouwers MC, Kho ME, Browman GP, et al. AGREE II: advancing guideline development, reporting and
evaluation in health care. CMAJ. 2010;182(18):E839-E842.

Brouwers MC, Spithoff K, Kerkvliet K, et al. Development and Validation of a Tool to Assess the Quality of
Clinical Practice Guideline Recommendations. JAMA Netw Open. 2020;3(5):e205535.

Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 statement: an updated guideline for reporting
systematic reviews. BMJ. 2021;10:89.

Hombali A, Mahmood A, Gandhi DBC, Kamalakannan S, Chawla NS, D'souza J, Urimubenshi G, Sebastian
IA, Solomon JM; Global Consortium of Stroke Rehabilitation (GCSR). Clinical Practice Guidelines (CPGs) for
stroke rehabilitation from Low- and Middle-Income Countries (LMICs): Protocol for systematic review.
PLoS One. 2023 Nov 9;18(11):e0293733.

Kamal AK, et al. Antiplatelet Agents: Antiplatelet therapy with aspirin in primary prevention of
cardiovascular disease. 2010. Available from:
https://ecommons.aku.edu/cgi/viewcontent.cgi?referer=&httpsredir=1&article=1127&context=pakistan
fhs mc _med med#:~:text=Antiplatelet%20Agents%3A%20Antiplatelet%20therapy%20with,0f%20early%
20hemorrhagic%20complications%20and Accessed August 2022.

Gunaratne PS, et al. Management of Stroke. 2015. Available from: https://shri.lk/wp-
content/uploads/2015/07/Management-of-Stroke.pdf. Accessed August 2022.

10

20z 1snbny G| uo Jasn "Alun ueyjodosey Jejsayoue|y Aq Jpd 6666£S5000/L¥809Z7/6666€5000/6S | L°01/10p/4Ppd-8]oile/pad/wod 1abies//:d)y woly papeojumoq


https://www.nice.org.uk/guidance/NG236/chapter/recommendations#planning-and-delivering-stroke-rehabilitation
https://www.nice.org.uk/guidance/NG236/chapter/recommendations#planning-and-delivering-stroke-rehabilitation
https://ecommons.aku.edu/cgi/viewcontent.cgi?referer=&httpsredir=1&article=1127&context=pakistan_fhs_mc_med_med#:~:text=Antiplatelet%20Agents%3A%20Antiplatelet%20therapy%20with,of%20early%20hemorrhagic%20complications%20and
https://ecommons.aku.edu/cgi/viewcontent.cgi?referer=&httpsredir=1&article=1127&context=pakistan_fhs_mc_med_med#:~:text=Antiplatelet%20Agents%3A%20Antiplatelet%20therapy%20with,of%20early%20hemorrhagic%20complications%20and
https://ecommons.aku.edu/cgi/viewcontent.cgi?referer=&httpsredir=1&article=1127&context=pakistan_fhs_mc_med_med#:~:text=Antiplatelet%20Agents%3A%20Antiplatelet%20therapy%20with,of%20early%20hemorrhagic%20complications%20and

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Ministry of Health & Family Welfare. Guidelines for Prevention and Management of Stroke. 2019.
Available from:

https://main.mohfw.gov.in/sites/default/files/Guidelines%20for%20Prevention%20and%20Managment%

200f%20Stroke.pdf. Accessed August 2022.

Kingau NW, et al. [Thesis Title]. 2017. Available from: https://etd.uwc.ac.za/handle/11394/6272.
Accessed August 2022.

Grimmer K, Louw Q, Dizon JM, et al. A South African experience in applying the Adopt-Contextualise-
Adapt framework to stroke rehabilitation clinical practice guidelines. Health Res Policy Syst.
2019;17(1):56.

Cockburn L, Fanfon TN, Bramall A, et al. Best practice guidelines for stroke in Cameroon: An innovative
and participatory knowledge translation project. Afr J Disabil. 2014;3(1):92.

Ulaan Baatar. Rehabilitation guideline of stroke [Internet]. WHO/OMS Extranet Systems; 2013. Available
from:

https://extranet.who.int/ncdccs/Data/MNG D1 2.%20Rehabilitation%20guideline%200f%20Stroke.pdf
(accessed 27 August 2023)

Ministry of Health of Ukraine. Order No 602 dated August 3, 2012. Unified clinical protocol of medical
care. Ischemic stroke. Practical Angiology. 2013;1:23-53.

Gonzalez-Suarez C, Grimmer-Somers K, Dizon J, et al. Contextualizing Western guidelines for stroke and
low back pain to a developing country (Philippines): an innovative approach to putting evidence into
practice efficiently. J Healthc Leadersh. 2012;4:141-156.

Gambito ED, Gonzalez-Suarez CB, Grimmer KA, et al. Updating contextualized clinical practice guidelines
on stroke rehabilitation and low back pain management using a novel assessment framework that
standardizes decisions. BMC Res Notes. 2015;8:643.

Gambita et al. 2015. https://www.strokesocietyphilippines.org/ Accessed August 2023.

Zhang T, Zhao J, Li X, et al. Chinese Stroke Association guidelines for clinical management of
cerebrovascular disorders: executive summary and 2019 update of clinical management of stroke
rehabilitation. Stroke & Vascular Neurology 2020;5: e000321.

Raghavan P. A Unified Model for Stroke Recovery and Rehabilitation: Why Now? Am J Phys Med Rehabil.
2023 Feb 1;102(2S Suppl 1):53-S9. doi:10.1097/PHM.0000000000002141. PMID: 36634323.

Woolf SH, Grol R, Hutchinson A, et al. Clinical guidelines: potential benefits, limitations, and harms of
clinical guidelines. BMJ. 1999;318(7182):527-530.

Olayemi E, Asare EV, Benneh-Akwasi Kuma AA. Guidelines in lower-middle income countries. BrJ
Haematol. 2017;177(6):846-854.

Baatiema L, de-Graft Aikins A, Sav A, et al. Barriers to evidence-based acute stroke care in Ghana: a
qualitative study on the perspectives of stroke care professionals. BMJ Open. 2017;7(4):e015385.
Fischer F, Lange K, Klose K, et al. Barriers and strategies in guideline implementation — a scoping review.
Healthcare (Basel). 2016;4(3):36.

Ekechukwu END, Olowoyo P, Nwankwo KO, et al. Pragmatic Solutions for Stroke Recovery and Improved
Quality of Life in Low- and Middle-Income Countries-A Systematic Review. Front Neurol. 2020;11:337.
34. Cormican A, Hirani SP, McKeown E. Healthcare professionals' perceived barriers and facilitators of
implementing clinical practice guidelines for stroke rehabilitation: A systematic review. Clin Rehabil.
2023;37(5):701-712. doi: 10.1177/02692155221141036.

Luker JA, Craig LE, Bennett L, et al. Implementing a complex rehabilitation intervention in a stroke trial: a
qualitative process evaluation of AVERT. BMC Med Res Methodol. 2016;16:52. doi: 10.1186/s12874-016-
0156-9.

Bettger JP, Cadilhac DA. Stroke Care Costs and Cost-Effectiveness to Inform Health Policy. Stroke. 2022
Jun;53(6):2078-2081. doi: 10.1161/STROKEAHA.122.037451.

Scottish Intercollegiate Guidelines Network. SIGN50: A guideline developer's handbook. National Health
and Medical Research Council. A Guide to the development, implementation and evaluation of clinical
practice guidelines. Available from:
https://pdfs.semanticscholar.org/5b6f/98d32d97cfe7b3cc7bd1b541130d0ab3ed4e.pdf? gl=1*2hrpli* ga
*MjAAMDMxMDAXNy4xNjYAN]M4MDMS5* ga H7P4ZT52H5*MTY4NzQOODQ2Ny44LiEuMTY4NzQ0OODQ4

Ni40MS4wLjA

11

20z 1snbny G| uo Jasn "Alun ueyjodosey Jejsayoue|y Aq Jpd 6666£S5000/L¥809Z7/6666€5000/6S | L°01/10p/4Ppd-8]oile/pad/wod 1abies//:d)y woly papeojumoq


https://etd.uwc.ac.za/handle/11394/6272
https://extranet.who.int/ncdccs/Data/MNG_D1_2.%20Rehabilitation%20guideline%20of%20Stroke.pdf
https://www.strokesocietyphilippines.org/
https://pdfs.semanticscholar.org/5b6f/98d32d97cfe7b3cc7bd1b541130d0ab3ed4e.pdf?_gl=1*2hrplj*_ga*MjA4MDMxMDAxNy4xNjY4NjM4MDM5*_ga_H7P4ZT52H5*MTY4NzQ0ODQ2Ny44LjEuMTY4NzQ0ODQ4Ni40MS4wLjA
https://pdfs.semanticscholar.org/5b6f/98d32d97cfe7b3cc7bd1b541130d0ab3ed4e.pdf?_gl=1*2hrplj*_ga*MjA4MDMxMDAxNy4xNjY4NjM4MDM5*_ga_H7P4ZT52H5*MTY4NzQ0ODQ2Ny44LjEuMTY4NzQ0ODQ4Ni40MS4wLjA
https://pdfs.semanticscholar.org/5b6f/98d32d97cfe7b3cc7bd1b541130d0ab3ed4e.pdf?_gl=1*2hrplj*_ga*MjA4MDMxMDAxNy4xNjY4NjM4MDM5*_ga_H7P4ZT52H5*MTY4NzQ0ODQ2Ny44LjEuMTY4NzQ0ODQ4Ni40MS4wLjA

42.

43,

44,

45.

46.

47.

48.

49.

50.

51.

Kontou E, Thomas SA, Cobley C, et al. A Biopsychosocial Intervention for Stroke Carers (BISC):
development and description of the intervention. Health Psychol Behav Med. 2022;10(1):92-103. doi:
10.1080/21642850.2021.2016412.

Shakespeare T, Officer A. World report on disability. Disabil Rehabil. 2011;33(17-18):1491. doi:
10.3109/09638288.2011.590392. PMID: 21780912

Package of interventions for rehabilitation 2023. World Health Organization
https://iris.who.int/bitstream/handle/10665/370502/9789240067097-
eng.pdf?sequence=14#:~:text=The%20WHO%20Package%200f%20interventions,high%20levels%200f%20a
ssociated%20disability. Accessed on May 17th 2024

Draft Intersectoral global action plan on epilepsy and other neurological disorders 2022-2031. World
Health Organization. https://www.who.int/news/item/28-04-2022-draft-intersectoral-global-action-plan-
on-epilepsy-and-other-neurological-disorders-2022-2031 Accessed May 17th 2024

Bernhardt J, Corbett D, Dukelow S, et al. The International Stroke Recovery and Rehabilitation Alliance.
Lancet Neurol. 2023;22(4):295-296. doi: 10.1016/51474-4422(23)00072-8.

Rotter T, de Jong RB, Lacko SE, et al. Clinical pathways as a quality strategy. In: Busse R, Klazinga N, Panteli
D, et al., editors. Improving healthcare quality in Europe: Characteristics, effectiveness and
implementation of different strategies [Internet]. Copenhagen (Denmark): European Observatory on
Health Systems and Policies; 2019. (Health Policy Series, No. 53.) Chapter 12. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK549262/

Akehurst J, Sattar Z, Gordon |, et al. Implementing online evidence-based care pathways: A mixed-
methods study across primary and secondary care. BMJ Open. 2018;8:022991. doi: 10.1136/bmjopen-
2018-022991.

Eng JJ, Bird ML, Godecke E, et al. Moving stroke rehabilitation research evidence into clinical practice:
Consensus-based core recommendations from the Stroke Recovery and Rehabilitation Roundtable. Int J
Stroke. 2019;14(8):766-773.

Platz T. Evidence-Based Guidelines and Clinical Pathways in Stroke Rehabilitation-An International
Perspective. Front Neurol. 2019;10:200.

English C, Ceravolo MG, Dorsch S, et al. Telehealth for rehabilitation and recovery after stroke: State of
the evidence and future directions. Int J Stroke. 2022;17(5):487-493.

Figure Legends

Fig. 1.
Fig. 2.

PRISMA flowchart
Mean scores of Percentages of individual domains of AGREE-II of the CPGs developed De novo

Fig. 3. Percentage of mean scores of individual domains of AGREE-REX
Fig. 4. Percentage of overall mean scores on AGREE-II & AGREE-REX

12

20z 1snbny G| uo Jasn "Alun ueyjodosey Jejsayoue|y Aq Jpd 6666£S5000/L¥809Z7/6666€5000/6S | L°01/10p/4Ppd-8]oile/pad/wod 1abies//:d)y woly papeojumoq


https://iris.who.int/bitstream/handle/10665/370502/9789240067097-eng.pdf?sequence=1#:~:text=The%20WHO%20Package%20of%20interventions,high%20levels%20of%20associated%20disability
https://iris.who.int/bitstream/handle/10665/370502/9789240067097-eng.pdf?sequence=1#:~:text=The%20WHO%20Package%20of%20interventions,high%20levels%20of%20associated%20disability
https://iris.who.int/bitstream/handle/10665/370502/9789240067097-eng.pdf?sequence=1#:~:text=The%20WHO%20Package%20of%20interventions,high%20levels%20of%20associated%20disability
https://www.who.int/news/item/28-04-2022-draft-intersectoral-global-action-plan-on-epilepsy-and-other-neurological-disorders-2022-2031%20Accessed%20May%2017th%202024
https://www.who.int/news/item/28-04-2022-draft-intersectoral-global-action-plan-on-epilepsy-and-other-neurological-disorders-2022-2031%20Accessed%20May%2017th%202024
https://www.ncbi.nlm.nih.gov/books/NBK549262/

Identification of studies via databases and registers

Identification of studies via other methods

Records removed before
screening:
Duplicate records removed
(n=66)

Records identified from:

e  Websites (n =0)

e Citation searching (n
=11)

e From contacting
other CPG
development/evalua
tion groups (n=262)

Records excluded
(n=3964)

v

Reports not retrieved
(n=00)

Reports sought for retrieval
(n =43)

\4

Reports excluded: (n=17)
Not from LMICs or had no
rehab recommendations

Reports assessed for eligibility
(n =43)

)
E Records identified from*:
‘§ Databases (n =4056)
= (CINAHL-1374, EMBASE-
= 116, MEDLINE-2532, Google
35 and SUMSearch-34)
__ A 4
Records screened
(n=3990)
\ 4
Reports sought for retrieval
= (n =26)
c
(]
©
3 \4
Reports assessed for eligibility
(n=26)
e’/
\4
3
° Studies included in review
S n = 9+3, (n=12)
=

\4

Reports not retrieved
(n=0)

Reports excluded: (n=40)
Not from LMIC or not did not
contain info on stroke rehab
CPGs or were duplicates

Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71.
doi: 10.1136/bmj.n71. For more information, visit: http://www.prisma-statement.org/

13

¥20g 1snbny G| uo Jasn “Alun ueyjodosa Jaysayouely Aq jpd 6666€5000/L7809Z7/6666£5000/6G L L°0L/10P/4Pd-[olEe/Pa0/W0D IB1e//:dJy Woly papeojumog


http://www.prisma-statement.org/

35

25

2

o

1

L

1

o

wun

Scope & Stakeholder Rgor of Clarity of  Applicabilty
Purpose involvement deveiopment presentation

o

m Pakistan mSrianka minda mChna

Editorial
independence

14

20z 1snBny G| uo Jasn “Alun ueyjodonsy Jajsayouely Aq Jpd 6666£5000/L780927/6666€5000/65 1 L 01 /10P/4Ppd-8jo1E/Ppad/W0d 1abes//:djy woyy papeojumog



14

12

10

Downloaded from http://karger.com/ced/article-pdf/doi/10.1159/000539999/4260847/000539999.pdf by Manchester Metropolitan Univ. user on 15 August 2024

China

ind@a
mValues& Preferences  m impiementability

Srianka

m Clinical Applcability

Pakistan

15



12

10

Downloaded from http://karger.com/ced/article-pdf/doi/10.1159/000539999/4260847/000539999.pdf by Manchester Metropolitan Univ. user on 15 August 2024

China

India

Srianka

.._
Pakistan
=g Overadl AGREE- 1l mean percentage —ge=0verall AGREE-REX mean percentage

16



Table 1: Characteristics of the 12 included CPGs 10 LMICs

Country Contextuali | Author & | Contextualizatio | Parent Disciplin | Domains
Sl zed/ De | year n CPG es covered
no novo framework/Proc covered
ess
1 Kenya Contextuali | Kingau PARM America, | PT Motor,
zed NW et al, | framework + | Netherla Sensory,
2017 AGREE Il nds, New Functional &
Zealand Physical
Activity
2 Philippine | Contextuali | Gonsalez | 21 step PARM | Canada, |PT, OT | Motor &
S zed -Suarez | framework Australia | & SLT Sensory
et al, ,
2012 Scotland
and
America
Contexttuali | SSP, -do- Motor,
zed 2014 Sensory,
Speech-
Swallow
Contextuali | Gambito | PARM America,
zed (Update | EDV et | framework Europe,
to a, 2015 New
contextualiz Zealand,
ation) South
Africa
3 South Contextuali | Grimmer | ACA approach | 16 CPGs | PT, OT, | Motor,
Africa zed K et al, from SLT, C | Sensory,
2019 HICs & SW, N | Functional,

Occupational,
Speech-
Swallow,
Cog/Psy,
Social

17

20z 1snBny G| uo Jasn “Alun ueyjodonsy Jejsayouely Aq Jpd 6666£5000/L780927/6666€5000/65 1 L 01 /10P/4pd-8jo1E/Ppad/W0d 1abies//:djy woy papeojumog



Participation,
Physical
Activity &
Fatigue

Cameroon

Contextuali

zed

Cockbur
n L etal,
2014

Intrinsically
developed

stage process

8-

South
Africa,
Philippin
es,
Singapor
e &

Canada

PT, OT
& SLT

Motor,
Sensory,
Functional &
Speech-
Swallow &
Social

Participation

Mongolia

Contextuali
zed

MoH,
2013

Not mentioned

Scotland,
Australia
, UK and

America

PT, OT,
SLT, C,
SW&N

Motor,
Sensory,
Functional,
Occupational,
Speech-
Swallow,
Cog/Psy,
Social
Participation,
Physical
Activity &
Fatigue

Pakistan

De novo

Kamal
AK et al,
2010

NA

NA

PT &N

Motor,
Cog/Psy

Sri Lanka

De novo

Gunaratn
e P etal,
MoH,
2015

NA

NA

PT, OT,
SLT, C
&N

Motor,
Sensory,
Functional,
Occupational,
Speech-
Swallow,
Cog/Psy,
Social

Participation,
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Physical
Activity

8 Ukraine

Contextuali

zed

MoH,
2012

Not mentioned

UK,
Canada,
Scotland
&

Europe

PT, SLT,

Motor,
Sensory,
Functional,
Speech-
Swallow,
Cog/Psy,
Physical
Activity

9 India

De novo

MoH,
2019

NA

NA

PT, SLT,

Motor,
Sensory,
Functional,
Speech-

Swallow

10 | China

De novo

Chinese
Stroke
Associati

on

NA

NA

PT &

SLT

Motor,
Sensory,
Functional,
Speech-
Swallow,
Cog/Psy,
Social
Participation,
secondary
complication
prevention,
cardiopulmon
ary function

rehabilitation

Abbreviations: SSP: Stroke Society of Philippines, PARM: Philippine Academy of Rehabilitation Medicine, AGREE:
ACA: Adapt-Contextualize-Adopt, MoH: Ministry of Health, PT: Physiotherapy, OT-Occupational therapy, SLT:

Speech language therapy, C: Cognitive therapy, SW: Social work, N: Nutrition, Cog/Psy: Cognitive/Psychological,
UK: United Kingdom
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Table 2: Characteristics of contextualization of the CPGs

Countries Aspects of contextualization
Cost Patient Impleme | Dissemin | Cultural/ | Health Alternativ
pathway | ntation ation Regional | system es for
strategies | strategies | adaptation | analyses: recommen
S strengths & | dations
weaknesses
Kenya Yes Yes No Not Yes Partially Yes
specified
Philippines | Unclear | Yes Yes Yes Unclear Partially Unclear
South Unclear | Unclear | Yes Not Yes Yes No
Africa specified
Cameroon Not Not Yes Yes Yes Unclear Not
specified | specified specified
Mongolia Not Not Yes Not Not Not No
specified | specified specified | specified | specified
Ukraine Not Not Not Not Not Not No
specified | specified | specified | specified | specified | specified

Yes: this aspect was considered during contextualization, Unclear: there is some information but unclear as to
what was done, Partially: there is some information but unsure as to how and how much was done, Not specified:

No information provided
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