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6 Month Review

(Please refer to page 15 for the Quick Reference Guide which will help you to complete this Tool)

Addressograph

Date of Birth:  ____________________________________

NHS Number:  ____________________________________

GP Details:                ____________________________________

Date: _____/_____/_____     

Start Time: _______________ End time: ________________

Name of Person Completing Review:

Designation:

People Present (including relationship to patient):

Primary source of information: Communication issues and support required:

Patient consent to assessment
Patient consent to share information with health 
and social care providers

Identified Issues

The purpose of today’s review is to see how you are getting on since your stroke and to give you an opportunity to discuss 
any specific issues that you may be having.  To start with, how have things been since discharge from hospital?  Are there 
any specific issues that you would like to discuss today?
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Can I just make sure that we haven’t missed anything?

Detailed below is a list of areas people commonly have problems with after a stroke. 

If the patient identifies a topic area which they wish to discuss, place a tick (4) in the corresponding box below.   
The topics highlighted in bold are core areas to be completed for everyone, regardless of whether 
the patient specifically raises this as an issue.  Other sections only need to be completed if the patient has identified 
this as an issue in the previous question.  Before continuing, check with the patient that they do not have any other 
unmet needs or concerns from the other topic areas.

Before we continue, can I ask about the care and support you currently receive?

4 Details:  frequency, nature of support, adequacy etc.

Family and friends

Social Worker

Home Care (Council Funded)

Home Care (Privately Funded)

Lifeline/Telecare

Day Care 

Meals on Wheels

Transport

Respite Care 

Stroke Co-ordinator

GP and Medical Care

Nursing/Community Matron 

Speech and Language Therapy

Physiotherapy

Psychiatry/CPN/CMH Team

Psychology

Occupational Therapy

Podiatry

Dietetics

Ophthalmology

Voluntary Sector

Other (specify)

I would like to ask you a few more detailed questions relating to some of the issues you have 
talked about…….

SeCtIon A: Physical 

Mobility and Movement: 1. 
Barthel 

Continence: 2. Barthel

Activities of Daily Living: 3. 
Barthel

Pressure Care4. 

Pain5. 

Fatigue/Tiredness6. 

Nutrition and Swallow7. 

Communication8. 

Vision9. 

Medicines/General Health10. 

SeCtIon B: Memory, thinking  
and psychological

Memory/Thinking11. 

Mood12. 

SeCtIon C: Social

Care Needs13. 

Carer Wellbeing14. 

Relationships/Sex15. 

Finances and 16. Benefits

Driving, Travel and Transport17.  
(section should be 
completed if driving 
prior to stroke)

Leisure, Exercise and Work18. 

Other and patient 19. 
reported measure
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SeCtIon A: Physical wellbeing

1. Mobility and Movement:

How are you managing physically at the moment/do you have any areas of concern?

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Mobility and Movement Barthel 
Score

notes/Comments
Include current management plan and services/
professionals involved. Document pre-stroke level of 
function. Consider tone/spasticity as a contributing 
factor.

transfers:
Independent (3)     
Minor Help – verbal or physical (2)    
Major Help – physical from 1/2 people (1)  
Unable – no sitting balance (0) 

Mobility:
Independent +/- aid (3)
With help of 1 person (verbal or physical) (2)
Wheelchair Independent (1)
Immobile (0)

Stairs: 
Independent up and down (2)
Needs help (verbal or physical) (1)
Unable (0)

Have you had any falls/near misses or concerns about falling since discharge? Prompts: circumstances, frequency.

Yes        No         Details: ______________________________________________________________________

_________________________________________________________________________________________________

Consider further investigation, for example postural hypotension, medicines review, environmental hazards and balance 
assessment.  Consider onward referral as per local guidelines.

2. Continence and toileting:

 Continence and toileting Barthel 
Score

notes/Comments
Including current management plan (include 
medications), services/ professionals involved. 
Document pre-stroke level of function. 

toilet Use:
Independent (2)
Needs Help (1)
Unable (0)

Bowels (preceding week):
Continent (2)
Occasional Accident (once a week) (1)
Incontinent (or needs to be given enemas) (0)

Bladder (preceding week):
Continent (2)
Occasional Accident (once per 24 hours) (1)
Incontinent or Catheterised (0)

A
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3. Personal Activities of Daily Living:

Personal Activities of Daily Living Barthel
Score

notes/Comments
Including current management plan; services/ 
professionals involved. Document pre-stroke level of 
function.  Consider tone/spasticity as a contributing 
factor.

Grooming:
Independent (1)
Needs Help (0)

Dressing:
Independent (inc buttons/zips etc) (2)
Needs help but can do about half unaided (1)
Dependent (0)

Bathing:
Independent  
(must get in and out unsupervised and wash self) (1)
Dependent (0)

Feeding:
Independent (2)
Needs Help (1)
Unable (0)

total Barthel Index Score

      

        
/20

Recent  Barthel Score:

Date _____________  Score _____________

Location when scored  (e.g. inpatient ward)

______________________________________________

Do you feel confident in managing the issues we have discussed so far?      Yes        No     

If no, please give details: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

4. Pressure Care:

Do you have any pressure sores or areas that get particularly red or uncomfortable?     Yes        No    

Details: ____________________________________________________________________________________________

If yes what management systems/equipment is in place: 

___________________________________________________________________________________________________
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5. Pain:

You identified pain as a problem.  Can you tell me a bit more about that?  

Prompts: history, description, location/spread, pattern, level of function/impairment, failed therapies, current 
therapies, any co-morbidities.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

“Please indicate the severity of this pain on this scale, where 0 = no pain and 
10 = the worst possible pain imaginable.”

Use the Visual Analogue Scale for the patient to rate their pain and record  
the score here: 

6. Fatigue/tiredness:

You identified fatigue/tiredness as a problem.  This is common after stroke.  

“Please indicate the number that best describes your fatigue/tiredness levels 
over the last week, where 0 = no fatigue and 10 = overwhelming fatigue.”

Use the Visual Analogue Scale for the patient to rate their fatigue and record 
the score here: 

Can you tell me a bit more about how this affects you (particularly important for those that score >4 on the VAS):

Prompts: sleep patterns, onset, duration, change over time, associated or alleviating factors, interference with 
function.

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Do you feel confident in managing your fatigue/tiredness? Yes        No 

Details: ____________________________________________________________________________________________

Consider treatable contributing factors: pain, emotional distress, sleep disturbance, infection, co-morbidities.

7. nutrition and Swallow:

Do you have any problems with your eating, drinking or swallowing that still trouble you?

Prompts: current regime/diet, recent chest infections, coughing and/or choking after eating and/or drinking, appetite. 

 Yes       No 

Details: ____________________________________________________________________________________________

Is your weight:          stable        increasing        decreasing           

Details: ____________________________________________________________________________________________

Score:

Score:

A
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8. Communication:

Do you have any difficulties with understanding others or being understood yourself that still trouble you?  

Prompts: include talking, explaining things, reading, writing, having conversations or hearing. 

 Yes        No     

Details: ____________________________________________________________________________________________

Is this:  getting better        getting worse        generally the same 

Do you feel confident in managing your communication difficulties?          Yes        No     

Details: ____________________________________________________________________________________________

9. Vision:

Do you have any current issues with your vision? Yes        No     

Details: ____________________________________________________________________________________________

___________________________________________________________________________________________________

How does this affect your daily life?  

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Do you feel confident in managing your visual difficulties?          Yes        No     

Details: ____________________________________________________________________________________________
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10. Medicines and General Health (this section must be completed for everyone):

Check understanding of diagnosis of stroke

______________________________________________________________________________________________

Details of hospital re-admissions since discharge from hospital with initial stroke

______________________________________________________________________________________________

Risk Factors / Secondary Prevention: 

 

If the patient presents with any modifiable risk factors, consider completing a lifestyle management plan as part 
of the care plan.

Age:____________________________________ years                                                                  

Sex:  Male/Female             

Ethnicity:  ____________________________________                   

Smoker     Yes     No                                                     

Details:  ______________________________________

Ex-Smoker     Yes     No 

Details:  ______________________________________                                   

Alcohol:  _____________________________ per week

Obesity:      Weight: ___________ kg                                                           

 Height: __________ cm    

                                     BMI: ____________   

Previous TIA/Stroke:     Yes     No 

Details: ______________________________________

_____________________________________________

_____________________________________________

_____________________________________________

Blood pressure:       _________/_________

Details of where & when this was taken:  __________

_____________________________________________

Cholesterol / HDL: ________________________ mmol   

Details of where & when this was taken:  __________

_____________________________________________

Direct to GP if Cholesterol has not been checked at 6 

months following discharge

Atrial Fibrillation (AF) Yes   No   Don’t know 

Do you suffer with heart palpitations and/or shortness 

of breath?

 Yes   No   Don’t know 

Direct to GP if patient unaware of AF diagnosis and is 

experiencing/has experienced above symptoms.                                            

Other relevant medical history: ___________________

_____________________________________________

_____________________________________________

_____________________________________________

Consider Diabetes, Hypertension, Ischaemic Heart 

Disease, Peripheral Vascular Disease

A

Unable to measure /  
Patient reported
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Current Medications (include dose): 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

How are you managing your medications? Prompts: collecting medications, using containers, swallowing. 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

A
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SeCtIon  B: Cognition and psychological wellbeing

11. Memory:  

Do you have any current difficulties with your memory that still troubles you?          Yes        No    

Details: ____________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

If “yes”, ensure management strategies are addressed in care plan.

Is this:  getting better        getting worse        generally the same 

If “getting worse”, consider further investigation or screening as appropriate (compare to previous findings).

thinking:

Do you have any current difficulties with your thinking, concentration and/or attention that still trouble you?          

 Yes        No    

Details: ____________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

If “yes”, ensure management strategies are addressed in care plan.

Is this:  getting better          getting worse          generally the same 

If “getting worse”, consider further investigation or cognitive screen as appropriate (compare to previous findings).

Do you feel confident in managing your memory and cognitive/thinking difficulties?          Yes        No    

Details: ____________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

B
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12. Mood (this section must be completed for everyone):  
A lot of people experience changes to their mood after stroke, so we like to check this with everyone. 

Before your stroke, did you often feel sad or depressed?         Yes        No    

Since your stroke, have you felt sad or depressed?          Yes        No    

Since your stroke, have you noticed any changes to your personality?          Yes        No    

If a red box has been ticked assess further: 
Prompts: try to establish reasons for feeling low, details of personality changes e.g. emotionalism and anxiety, 
pre-morbid history, medications (current and previous).

Details: _______________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Have you received any help or support with this? Yes        No  

 If so, has this been provided by one of the following (please tick as appropriate):

Clinical Psychologist 

Psychiatrist 

Mental Health Worker 

Stroke Specialist Counsellor 

Stroke Specialist Practitioner 

Stroke Specialist Occupational Therapist 

Counsellor 

Other 

Details: _______________________________________________________________________________________

Consider further screening +/- onward referral to an appropriate service, for example the patient’s GP (for 
further monitoring) or psychological services (as per your local pathway).

B
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14. Carer Wellbeing:

Do you have someone who provides you with regular care or support?         Yes        No  

Details: _______________________________________________________________________________________

If yes, would you (the carer) appreciate a separate time/opportunity to discuss this further? Yes        No  

Details: _______________________________________________________________________________________

Consider referral for an Adult Services Carer Assessment, voluntary sector groups, Carers Direct hotline:  
0808 802 0202 www.nhs.uk/carersdirect

15. Relationships: 

A lot of people tell us that their relationships change after a stroke.  This can be for many reasons.  You identified 
relationships as something that you would like to talk about………

___________________________________________________________________________________________________  

Are you enjoying physical intimacy to the extent you would like to?           Yes        No  

Details: ____________________________________________________________________________________________  

16. Finances and Benefits:

Have you been given information or had a review of your financial benefits and entitlements? Yes        No     

If no, would you like a formal assessment?          Yes        No  

Details: _______________________________________________________________________________________

Consider onward referral to Citizens Advice Bureau, Department of Work and Pensions, Age Concern and 
other voluntary groups, Benefits Enquiry Line: 0800 220 674.

SeCtIon C: Social

13. Care needs: 

Have there been any changes to the care you receive in the last six months? 

Details: ______________________________________________________________________________________

Do you feel this is adequate?          Yes        No  

Details: ______________________________________________________________________________________ 

Consider ways in which to meet identified care needs in patient’s personal care plan.

C
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17. Driving: 

Did you drive prior to your stroke?           Yes         No 

If yes, please give details (e.g. private only; HGV; driver of public transport) ____________________________________

With regards to driving:

Have you already returned to driving? Yes       No 

Are you planning on returning to driving?  Yes        No 

Have you decided to no longer drive? Yes        No 

Undecided at present?      Yes        No 

Details: ____________________________________________________________________________________________

Have you been medically assessed as fit to return to driving (for private use)? Yes         No        N/A   

Are you aware that you are obliged to inform your insurance company and the DVLA (if appropriate) of your stroke? 

DVLA must be informed if all symptoms are not resolved within 28 days    Yes         No        N/A    

If appropriate, consider discussing: specialist driver assessment centres, Blue Badge Parking Scheme,  

DVLA Helpline: 0904 169 0433

travel and transport:

If you are not driving are you managing to get about with transport as you would like to?  

Prompts: public transport/help of friends/relatives? 

 Yes        No  

Details: ____________________________________________________________________________________________

___________________________________________________________________________________________________

If appropriate, consider discussing Blue Badge Parking Scheme, local voluntary transport schemes, flying and overseas travel
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18. Leisure / exercise / Activities:

Are you getting out of the house as much as you would like to? Yes         No  

If no, what stops you from getting out and about? ________________________________________________________

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________

___________________________________________________________________________________________________

What would you like to be able to do that you find difficult at the moment?

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________

If appropriate, consider Day Centres, local support groups, accessible leisure schemes and GP referral schemes

Work:

Were you working prior to your stroke? Yes         No 

If yes, give details: ___________________________________________________________________________________

What are you current thoughts or plans for returning to work?  

Prompts: current situation, contact with employer, access to employment, education, training, voluntary sector.

Do you feel that you need any support with this? Yes         No 

If yes, give details: ___________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Consider Department of Work and Pensions, Citizens Advice Bureau, Job Centre Plus and local Vocational 

Rehabilitation Services.

C
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19. other and Patient Reported Measure:

Do you have any other concerns about your stroke that have not been covered? 

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________ 

Is there any additional support you need?

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

On a scale of 0-10 how confident did you feel in managing your day to 
day life?

0 = not at all confident; 10 = fully confident

Use the Visual Analogue Scale for the patient to rate this and record 
the score here: 

For the carer: 
On a scale of 0-10 how confident did you feel in helping the person 
who has had the stroke to manage their day to day life?

0 = not at all confident; 10 = fully confident

Use the Visual Analogue Scale for the patient to rate this and record 
the score here: 

Score:

Score:
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SeCtIon A: Physical 

Mobility and Movement: 1. 
Barthel 
Continence: 2. Barthel
Activities of Daily Living: 3. 
Barthel
Pressure Care4. 
Pain5. 
Fatigue/Tiredness6. 
Nutrition and Swallow7. 
Communication8. 
Vision9. 
Medicines/General Health10. 

SeCtIon B: Memory, thinking 
and psychological

Memory/Thinking11. 

Mood12. 

SeCtIon C: Social

Care needs13. 
Carer Wellbeing14. 
Relationships/Sex15. 
Finances and Benefi ts16. 
Driving, Travel and Transport17. 
(section should be 
completed if driving 
prior to stroke)
Leisure, Exercise and Work18. 
other and patient 19. 
reported measure

Stroke Review tool Quick Reference Guide
this Quick Reference Guide is to help you to navigate your 

way through the Community Stroke Review tool.

Patient’s Details
The fi rst page gives an overview of the review, starting with the patient’s personal details.

Identifi ed Issues
This section allows the patient to discuss how things have been since their discharge from hospital or since their last review 

and to identify what they would like to talk about during the current review. 

The form then has three sections; physical; memory, thinking and psychological; and social.  
Each section has a number of sub-sections:

The numbered sub-sections highlighted in bold must be covered for every patient.  These topics were identifi ed by patients, carers and 
staff as important, but in the past have been overlooked.  Completion of these questions will also enable local or national metrics to be 

populated from the form.

Other sections should only be completed if the patient and/or carer identifi es them as an issue. This will save time and also enable the 
review to focus on what is most important to patients and carers.

Each section of the Tool then has a series of both open and closed questions.

Care Plans
At the end of the review, reviewers complete a Stroke Review Personal Care Plan.  This is written and agreed with the reviewer, 

the patient and if relevant, their carer.  It includes identifi ed goals to work towards, actions needed to achieve those goals and details 
of the services that can help.

The fi rst page gives an overview of the review, starting with the patient’s personal details.

Identifi ed Issues

Completed Reviews
We recommend that a copy of the care plan should be shared with the patient and carer (if appropriate).  If the patient has 

given consent, consider sharing the information with other relevant professionals and agencies.

outcome measures
Barthel Index 
(page 3&4, questions 1-3) The Barthel Index is an outcome 
measure of functional independence.  This should be completed 
for all reviews.  
Visual Analogue Scale 
(page 5, question 5; page 5, question 6; page 14, question 19)
The visual analogue scales are used to rate the following issues:
• Pain Severity
• Fatigue/Tiredness Severity 
• Level of confi dence in managing day to day life 
Please use the appropriate visual analogue scale provided at the 
back of the communication tool, for the patient and/or carer to 
rate the issues described above. 

Red boxes with double borders and prompts

There are red boxes with a double border throughout each section. 
Wherever a tick is put into a one of these boxes, the reviewer must 
ensure that this issue is addressed in the care plan.

In some instances, prompts will ask the reviewer to consider 
aspects related to the identifi ed issue. For example; the need to 
consider further investigations, onward referrals and/or other 
management options. These aspects should be considered when 
completing the care plan.

must be covered for every patient.  These topics were identifi ed by patients, carers and The numbered sub-sections highlighted in must be covered for every patient.  These topics were identifi ed by patients, carers and 

Each section of the Tool then has a series of both open and closed questions.

Care Plans

back of the communication tool, for the patient and/or carer to 
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The information contained in this document is accurate at the time of publication.

This document may be reproduced free of charge for non-commercial use in any format or 
medium providing that it is reproduced accurately and not in a misleading context. No changes 
to the form may be made. The material must be acknowledged as owned by the South Central 

Cardiovascular Network and the document title specified.

The document has been produced by the following authors  
on behalf of the South Central Cardiovascular Network:

Liz Cullen

Anna Gould

Wendy Jessop

Louise Johnson

Hayden Kirk

Alison McGinnes

To find out more information, or to download a copy of this  
document please visit the South Central Clinical Network Website  

where further details can be found under the cardiovascular pages.

www.scnetworks.nhs.uk
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