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ABSTRACT. The purpose of this study was to
review the literature on the effects of day-hospital
rehabilitation (DHR) in stroke patients. In The
Netherlands DHR concerns a multidisciplinary
approach to decrease disability and handicap and
to optimize quality of life in an outpatient setting.
Data were collected by a computer-aided search of
published randomized trials. Fifteen articles re-
porting on seven randomized controlled trials
were selected. Data extraction included a score
for quality of the methods, based on four
categories: “study population”, “interventions”,
“effects” and “data presentation and analysis”. To
each criterion a weight was attached and the
maximum score was set at 100 points. In judging
the methodological quality of the selected studies,
one study proved insufficient. Of the remaining
studies the sum score varied from 34 to 67, with a
mean of 50. Comparison of the results of the
studies is complicated by different definitions of
DHR, different natures of the control group and
the study population, and the variety of measure-
ment instruments applied. Often instruments were
applied whose reliability and validity was not
proven. As of now it is not possible to prove that
DHR for stroke patients is effective. In future
research a standardized definition of DHR, a
uniform control group, an acceptable research
methodology and adequate measurement instru-
ments must be applied.
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INTRODUCTION

In the Western world stroke is the most important
cause of disability and handicap (3). If a stroke
patient, who lives at home, still encounters disabilities
and/or handicaps, day-hospital rehabilitation (DHR)
may be the right treatment strategy. DHR aims at

reduction in disability and handicap (26) through a
dedicated programme by a multidisciplinary approach
(physiotherapy, psychology, speech therapy, social
work, rehabilitation engineering, occupational ther-
apy and rehabilitation medicine).

Day-hospital rehabilitation for stroke patients is
considered effective when impairments, disabilities,
handicaps and/or quality of life are significantly
improved after treatment (1). A review of effective-
ness of DHR has been performed before (5). but it
concerned geriatric populations. Effectiveness of
DHR with stroke patients of all ages has not yet been
subject to review.

In this review a literature search was performed to
select all studies concerning DHR with stroke
patients, without the restriction of age. The studies
were judged according to their methodological merits,
and finally the effects of DHR in the selected studies
were discussed.

METHODS

Selection of literature

Articles were selected by a computer literature search
(MEDLINE) using the key words: “rehabilitation”, “day
care”, “stroke” and “randomized controlled trial”.

Structured review

A structured procedure based on general principles of
intervention research (2, 23) was used to evaluate literature,
both on methodological qualities and on effects of DHR.

A judgement of the studies was carried out by three
reviewers, independently. Initial agreement was 86%.
Disagreement existed on the items “baseline data™ (rando-
mization and drop outs) and “effects” (blinding, follow-up
period). After sharpening the review instructions agreement
was achieved up to 96%. Complete agreement was achieved
after consulting together.

Four clusters of criteria were distinguished (Table I):
“study population”, “intervention”, “effects” and *“data
presentation and analysis”. To each criterion a weight was
attached, as published before by Chalmers et al. (2) and
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Table 1. Criteria list for the methodological assessment of randomized trials of day-hospital rehabilitation for
stroke patients (for details, see footnotes)

Criteria Weight

Study population: A. Homogenity 2

Baseline data B. Delay stroke-DHR
C. Agelsex
D. Lateralization
E. Starting values
F. First-ever stroke

G. Randomization

H. Drop outs

I. <20% loss to follow-up
<10% loss to follow-up

J. >50 subjects in the smallest group
>100 subjects in the smallest group

VLS CBNWE

Intervention: K. Interventions described in DHR and control group
L. Control group adequate
M. Co-interventions avoided
N. Compliance measured

w

Effects: O. Patients blinded

Instruments P. Impairment
Q. Disability
R. Handicap
S. Quality of life

R

T. Research worker blinded
U. Follow-up period adequate

w3

Data presentation and analysis: V. Intention-to-treat analysis
W. Data presentation

L

Operationalization of criteria:

A: Description of inclusion and exclusion criteria (1 point); restriction to a homogenous population (1 point).

B-F: Comparibility for delay appearance of stroke until DHR; age and sex; left or right hemisphere of stroke; initial scores
of measurement instruments; first-ever stroke or relapse (1 point each, if taken into account in study).

G: Randomization procedure described (2 points); randomization procedure which excludes bias (2 points).

H: Information from which group and with reason for withdrawal. No drop outs is 3 points.

I: Loss to follow-up: all randomized patients minus the number of patients at main moment of effect measurement for the
main outcome measure, divided by all randomized patients, times 100.

J: Smallest group immediately after randomization.

K: DHR explicitly described (5 points); all reference treatments explicitly described (5 points).

L: Comparison with an existing treatment modality.

M: Other medical interventions avoided.

N: Compliance measured in each study group and satisfactory.

O: Attempted blinding patients with respect to the content of the interventions (3 points); blinding evaluated and fully
successful (2 points).

P-S: Use of instruments concerning items: impairment (1 point, 0 points if no or non-valid or reliable instruments are
applied); disability, handicap, quality of life (3 points each if valid and reliable instruments are applied, 1 point if instrument
only covers part of the item, 0 points if no or non-valid or reliable intruments are applied).

T: Effect measurement by blinded assessor (10 points).

U: Including an effect measurement after six months or longer (5 points).

V: When loss to follow-up is less than 10%: all randomized patients for most important outcome measures, and on the most
important moments of effect measurement minus missing values, irrespective of non-compliance and co-interventions.
When loss to follow-up > 10%: intention-to-treat as well as an alternative analysis for missing values.

W: For most important outcome measures and the most important moments of effect measurement.
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Koes et al. (23). The maximum score for each study was set
il 100 points. Higher sum scores indicate a better methodo-
Jogical quality. Adaptations, which will subsequently be
iscussed, were carried out to make the criteria applicable
for DHR and stroke patients (Table I).

In the cluster “study population™ the variable “baseline
(Jata” was changed with respect to the definition by Koes et
al. (23). A set of five criteria was chosen. The first is the
delay between stroke onset and start of DHR. Although
there are differences of opinion (16, 19-22,27,32) as to
whether or not the length of the delay is of influence on the
cffect of DHR, having knowledge of the amount of delay
was found to be important. The second criterion, the
combination of age and sex, is a basic one, enabling
comparability between studies. The third is the site of the
lesion; the fact that the left or right hemisphere is damaged
is of great influence on the nature of the clinical symptoms.
I'he fourth criterion concerns the starting values of the
measurement instruments used in the studies. It is essential
10 judging follow-up and outcome results. Finally, the
distinction between a first-ever or a repeated stroke is
important.

The criterion “intervention™ was used to standardize the
control groups and to judge whether the definition of the
DHR applied in the studies met our DHR criteria. These
criteria are: a multidisciplinary outpatient approach; and at
least three therapies involved per treatment, coordinated by
a rehabilitation physician. The treatment aims at impair-
ments, disabilities, handicaps and quality of life.

In the cluster “effects”, according to Chalmers et al. (2),
blinding of the patient and research worker is of great
importance. Since the effects of DHR concern impairments,
disabilities, handicaps and quality of life, the selected
studies are judged on the use of relevant, reliable and valid
measurement instruments.

A follow-up period of six months or longer is thought to
be necessary to gather sufficient data for further analysis.

The cluster “data presentation and analysis™ consists of
(wo variables; an intention-to-treat analysis and data
presenting. Applying these variables increases the metho-
dological quality of the trial (2).

Finally, an inventory is made of the effects concerning
DHR with stroke patients, contributed to the selected
studies. This also concerns cost-effectiveness.

RESULTS

A number of studies (7,9, 24,28, 35) investigate
DHR without being randomized clinical trials, and
therefore they are not included in this review. Fifteen
articles (4, 6, 10-15, 18, 31, 33,38-41) concerning
seven randomized clinical trials were finally selected
(Table II).

Methodological criteria

All the included studies are controlled clinical trials.
In judging the methodological quality of the selected
studies, one study (4) turned out to be insufficient,
with a sum score of only 9 (Table III). Therefore, the
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study was not taken into account for this review. Of
the remaining six studies the sum score varied from
34 to 67, with a mean of 50 (Table III).

Control groups

The constitution of the control groups varies among
the different studies. This complicates comparison of
results. Two studies (18, 33) compare DHR with con-
ventional care. A third study (31) describes a com-
parison between intensive DHR, regular DHR and no
actual treatment, except for practice instructions.
Eagle et al. (6) compared in- and outpatient treatment,
whereas in the “Bradford” study (10,38-41) DHR
was compared with home physiotherapy. In the
“Domino” study (11-15) the efficacy of domiciliary
rehabilitation (treatment by a physiotherapist and/or
occupational therapist in the patient’s own environ-
ment) was studied in comparison to routine hospital
based rehabilitation services, for instance, outpatient
physiotherapy and occupational therapy.

Definition of day-hospital rehabilitation

In all studies the multidisciplinary character of DHR
was stressed but hardly defined. In most studies the
rehabilitation consisted of physiotherapy and occupa-
tional therapy only, sometimes in combination with
nursing (10,38-41). In two studies (6,33) speech
therapy, social work, and in one study (6) a pharma-
cist and a dietician took also part in the treatment.

Frequency and duration of treatment were often not
exactly described (6, 11-15, 18). Tucker et al. (33)
treated his patients twice or three times per week,
from 8:00 until 14:00. Duration and contents of the
specific parts of the DHR were not described. In the
study published by Smith et al. (31) patients were
treated in two groups: the first group was treated four
days per week, the second group three half days per
week. The composition of the DHR was not
described.

In the “Bradford” study (10, 38-41) patients were
treated for eight weeks, twice per week. This study
lacks specification of the DHR.

Measurement instruments

Since DHR aims at treating impairments but above all
aims at a decrease in disabilities and handicap and
optimizing quality of life, instruments measuring
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Table II1. Results of methodological review
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Northwick Park, 1981
Bradford, 1989-1993

1984
1985

Smith et al. (31)
Tucker et al. (33)
Cummings et al. (4)
Young & Forster
(10, 38—41)

1991
1995

Gladman et al. (11-15) Domino, 1991-1994

According to Koes et al. (23), a sum score of 50 or more is to be considered relatively high.

Eagle et al. (6)
Hui et al. (18)
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these items should be part of the testing procedures.
None of the studies applied a set of instruments
covering all the variables mentioned above (Table
V).

Impairments were taken into account in most
studies (6, 10, 18, 33, 38-41) but never covered all
the possible impairments. Furthermore, only some of
the instruments in this field have a proven reliability
and validity (Table TV) (25, 34).

In the field of disabilities most studies (6, 1015,
18, 31,33, 38-41) applied a valid and reliable instru-
ment: the “Rand” (6), the “Barthel index” (6, 18), the
“Abbreviated Northwick Park Activities of Daily
Living” (33), the “Frenchay Activities Index™ (10,
38-41), the “Extended Activities of Daily Living”
(11-15) and the “Nottingham Health Profile” (10—
15, 38-41). Validity and reliability of these instru-
ments are reported elsewhere (25, 34).

Instruments measuring handicap are the “Frenchay
Activities Index™ (10, 38—41) and the “Brief Assess-
ment of Social Engagement” (11-15). Both instru-
ments are reliable and valid.

By using the “Life Satisfaction Index (Nottingham
Version)” (11-15) and the “Geriatric Quality of Life
Questionnaire™ (6) in two studies, the quality of life
was intended to be measured. There is no proof of
validity or reliability for either instrument.

Effects

Two studies (18,33) investigated DHR within a
geriatric population. Most studies concerned stroke
patients only (10-15, 18, 31,38-41), whereas two
studies (6, 33) also involved other patients.

In general, no difference in effects was seen in the
two studies (6, 11-15), although in the Domino study
(11-15) younger stroke patients seem to be better off
after domiciliary rehabilitation, while older patients
are likely to benefit more from DHR.

In identifying the effects of DHR only the valid and
reliable measurement instruments are taken into
account. Six studies applied an instrument measuring
disability (Table V).

Smith et al. (31) concluded that improvement was
greatest and significant in patients receiving intensive
rehabilitation, intermediate in those receiving con-
ventional rehabilitation and smallest in those receiv-
ing no routine treatment. Decreasing intensity of
treatment was associated with a significant increase in
the proportion of patients who deteriorated and in the
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extent to which they deteriorated. Tucker et al. (33)
and Hui et al. (18) showed that functional improve-
ment was significantly better after six weeks and three
months, respectively, after DHR but was no longer
significant after five and six months. No significant
changes were seen by Eagle et al. (6) or Gladman et
al. (11-15), whereas Young & Forster (10,38-41)
found significant improvement after six weeks and six
months in the DHR group as well as in the group
receiving home physiotherapy. At eight weeks the
latter improved even significantly more but no further
after six months.

Three studies applied an instrument measuring
emotional status/depression. A significant improve-
ment in mood was concluded five months after DHR,
by Tucker et al. (33), while after six weeks a non-
significant improvement was seen. Young & Forster
(10, 38-41) and Hui et al. (18) found no significant
changes.

Some studies (10-15, 18, 33, 38-41) analysed the
cost-effectiveness of DHR. Hui et al. (18) found no
difference, whereas Tucker et al. (33) and the
Bradford study (10,38-41) concluded that DHR

Table IV. Outcome measures and validity

was less resource-efficient. Hospital based rehabilita-
tion was more cost-efficient than domiciliary rehabi-
litation (11-15).

DISCUSSION

In view of the fact that stroke is an important cause of
disability and handicap, the number of randomized
controlled studies concerning DHR for stroke patients
is low.

The methodological quality of the selected studies
was assessed by applying an adapted version of a
structured procedure, based on general principles of
intervention research. The adaptation concerned in
particular two subcriteria: “baseline data” and
“instruments”. The adaptations were based on
literature studies and clinical experience.

Although there are no strict rules for judging the
sum score, the selected studies seem to have accept-
able methodological qualities.

In none of the studies taken into account in this
review is DHR applied as defined in the introduction.
A thorough multidisciplinary approach is an essential

Study name and year

Authors of publication Outcome measures Valid
Smith et al. (31) Northwick Park, 1981  Activities of Daily Living Index Yes
Tucker et al. (33) 1984 Abbreviated Northwick Park Activities of Daily Living (ADL) Index  Yes
Zung Depression Index Yes
Abbreviated mental test No
Cummings et al. 1985 Modified Kenny self-care evaluation protocol No
4) ADL questionnaire No
Mental status questionnaire No
Linkowski’s acceptance of disability instrument No
Dupuy well-being measure No
Patient satisfactory questionnaire No
Young & Forster ~ Bradford, 1989-1993  Barthel index Yes
(10, 38-41) Motor Club assessment No
Frenchay Activities Index Yes
Nottingham Health Profile Yes
General health questionnaire Yes
Eagle et al. (6) 1991 Barthel index Yes
Rand questionnaire Yes
Global Health Question No
Geriatric Quality of Life Questionnaire No
Gladman et al. Domino, 1991-1994  Extended Activities of Daily Living Yes
(11-15) Barthel index Yes
Nottingham Health Profile Yes
Brief Assessment of Social Engagement Yes
Life Satisfaction Index (Nottingham version) No
Hui et al. (18) 1995 Barthel index Yes
Self-rated health scale score No
Geriatric Depression Scale Yes
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Table V. Results of day-hospital rehabilitation (A) versus control group (B): ADL

Authors Study name and year 6-8 weeks 3 months  5-6 months | year
of publication A B A B A B A

Smith, D. S. et al. (31) Northwick Park, 1981 ++ + ++ +

Tucker , M. A. et al. (33) 1984 ++ + n.s. n.s.

Young, J. B. & Forster, A. (10,38-41)  Bradford, 1989-1993 + + + ++

Bagle, D. J. et al. (6) 1991 n.s. n.s. n.s. n.s. n.s. n.s.

(iladman, J. R. F. et al. (11-15) Domino, 1991-1994 n.s. m.s. n.s. I.s. n.s. n.s.

Hui, E. et al. (18) 1995 ++ + n.s. n.s.

{4 considerable increase, + increase, and n.s. no significant change.

condition for optimal efficacy of DHR, as already
proven in inpatient rehabilitation for stroke patients
(8,17, 19,22, 30). Particular expertise for mobility,
personal care, communication, cognitive skills and
coping strategies is essential. Future research con-
cerning DHR for stroke patients should be based on
this principle.

Measurement of the effects of DHR was, according
(o the goal of DHR, never complete, and frequently
instruments were applied whose validity and relia-
bility are not proven.

It is difficult to summarize the effects resulting
from the selected studies. First of all, as mentioned,
the nature of the DHR differs strongly per study; there
is no consensus about the number and sort of applied
rreatments in DHR, and the amount of treatment
differs per study. Second, the composition of the
control groups differs. Third, no uniform set of
measurement instruments was applied covering the
voals of DHR. Furthermore, a lot of studies used
measurement instruments with no proven validity and
reliability.

In conclusion, there is, in the field of disability.
little significant yet conflicting information on the
efficacy of DHR. Furthermore, there is an indication
that five months after DHR, improvement in mood
can be achieved. In other sections of disability and
impairment as well as in the field of handicap and
quality of life, no (significant) effects of DHR were
observed.

Although there are some studies (1015, 38—41) of
cood methodological quality, it is as of now not
possible to prove whether or not DHR for stroke
patients is effective. It is obvious that more research is
necessary.

For future research the starting point should be an
adequate definition of DHR, enabling a clear distinc-
tion between DHR and other forms of rehabilitation.

For instance, “home rehabilitation” (29, 36, 37) for
stroke patients differs from DHR in such a way that it
was not taken into account in this study. This
difference and the fact that there are up to now no
randomized clinical trials performed on this form of
rehabilitation made it impossible to include it in our
review.

Furthermore, a uniform control group has to be
defined and the research design should be of a good
methodological quality. Last but not least, adequate,
valid and reliable measurement instruments must be
applied.

REFERENCES

I. van Bennekom, C. A. M., Jelles, F. & Lankhorst, G. J.:
Use of the rehabilitation activities profile with stroke
patients. Arch Phys Med Rehab 17: 169-175, 1995.

2. Chalmers, T. C., Smith Jr, H., Blackburn, B., Silverman,
B.. Schréder, B., Reitman, D. & Ambroz, A.: A method
for assessing the quality of a randomized control trial.
Contr Clin Trials 2: 3149, 1981.

3. van Crevel, H.: Consensus cerebrovascular accident [in
Dutch]. Ned Tijdschr Geneesk 735: 2280-2288, 1991.

4. Cummings, V., Kemer, J. F., Arones, S. & Steinbock,
C.: Day hospital service in rehabilitation medicine: an
evaluation. Arch Phys Med Rehab 66: 86-91, 1985.

S. Eagle, D. J., Guyatt, G. H., Patterson, C. & Turpie, 1.:
Day hospital cost and effectiveness: a summary.
Gerontol 27: 735-740, 1987.

6. Eagle, D. J., Guyatt, G. H., Patterson, C., Turpie, L.,
Sackett, B. & Singer, J.: Effectiveness of a geriatric day
hospital. Can Med Assoc J 144: 699704, 1991.

7. Feigenson, J. S.: Stroke rehabilitation, outcome studies
and guidelines for alternative levels of care. Stroke /2:
372-375, 1981.

8. Feigenson, J. S., Gitlow, H. S. & Greenberg, S. D.: The
disability oriented rehabilitation unit, a major factor
influencing stroke outcome. Stroke 70: 5-8, 1979.

9. Fong, N. P., Wong, P. K., Lau-Ting, C., Devathasan, G.
& Chong, P. N.: Disability, rehabilitation and after-care
of stroke patients after discharge from hospital,
Singapore, 1983-84. Ann Acad Med Sing /6: 122-
127, 1987.

Scand J Rehab Med 30



94

10.

12.

19.

20.

21

22.

23.

24.

25.

26.
27.

28.

R. Dekker et al.

Forster, A. & Young, J.: Day hospital and stroke
patients. Int Disabil Stud 77: 181-183, 1989.

. Gladman, J. R. F. & Lincoln, N. B.: Follow-up of a

controlled trial of domiciliary stroke rehabilitation
(Domino study). Age Ageing 23: 9-13, 1994.
Gladman, J. R. F., Lomas, S. & Lincoln, N. B.:
Provision of physiotherapy and occupational therapy
in outpatient departments and day hospitals for stroke
patients in Nottingham. Int Disabil Stud 73: 3841,
1991.

. Gladman, J. R. F., Lincoln, N. B. & Barer, D. H.: A

randomized controlled trial of domiciliary and hospital-
based rehabilitation for stroke patients after discharge
from hospital. J Neurol Neurosurg Psychiatr 56: 960—
966, 1993.

. Gladman, J. R. F., Whynes, D. & Lincoln, N. D.: Cost-

comparison of domiciliary and hospital-based stroke
rehabilitation. Age Ageing 23: 241-245, 1994.

. Gladman, J. F. R., Juby, L. C., Clarke, P. A., Jackson, J.

M. & Lincoln, N. B.: Survey of a domiciliary stroke
rehabilitation service. Clin Rehab 9: 245-249, 1994.

. Hamrin, E.: Early activation in stroke: does it make a

difference? Scand J Rehab Med 74: 101-109, 1982.

. Heinemann, A. W., Roth, E. J.., Cichowski, K. & Betts,

H. B.: Multivariate analysis of improvement and out-
come following stroke rehabilitation. Arch Neurol 44:
1167-1172, 1987.

. Hui, E., Lum, C. M., Woo, J., Or, K. H. & Kay, R. L. C.:

Outcomes of elderly stroke patients. Day hospital versus
conventional medical management. Stroke 26: 1616—
1619, 1995.

Indravik, B., Bakke, F., Solberg, R., Rokseth, R., Lund.,
Haaheim, L. & Holme, I.: Benefit of a stroke unit: a
randomized controlled trial. Stroke 22: 1026-1031,
1991.

Johnston, M. V. & Keister, M.: Early rehabilitation for
stroke patients: a new look. Arch Phys Med Rehab 65:
437441, 1984.

Jongbloed, L.: Prediction of function after stroke. Stroke
17: 765-776, 1986.

Kalra, L.: The influence of stroke unit rehabilitation on
functional recovery from stroke. Stroke 25: 821-825,
1994.

Koes, B. W., van Tulder, M. W., van der Windt, D.
A.W.M. & Bouter, L. M.: The efficacy of back schools:
a review of randomized clinical trials. J Clin Epidemiol
47: 851-862, 1994.

Leung, M. F.: Geriatric day hospital in Hong Kong: a
three year follow-up study. Age Ageing /3: 282-284,
1984.

McDowell, 1. & Newell, C. Measuring health. A guide
to rating scales and questionnaires. 2nd edn. Oxford
University Press, 1996.

McLellan, D. L.: Neurology or rehabilitation medicine?
J Neurol Neurosurg Psychiatry 55: 47-50, 1992.
Novack, T. A., Satterfield, W. T. & Connor, M.: Stroke
onset and rehabilitation: time lag as a factor in treatment
outcome. Arch Phys Med Rehab 65: 316-319, 1984.
Oster, C. & Kibat, W. H.: Evaluation of a multi-

Scand J Rehab Med 30

29:

30.

31

32.

41.

Accepted July 7, 1997

Address for offprints:

R. Dekker, MD

Department of Rehabilitation Medicine
University Hospital Groningen

P.O. Box 30.002

NL-9700 RB Groningen

The Netherlands

. Tucker, M. A., Davidson, J. G. & Ogle, S.: Day hospital

. Wade, D. T. Measurement in neurological rehabilita-

. Wade, D. T., Skillbeck, C. E., Langton-Hewer, R.,

. Widén Holmaqpvist, L., de Pedro Cuesta, J., Holm, M. &

. Widén Holmqvist, L., de Pedro Cuesta, J., Moller, G.,

. Young, J. B.:

. Young, J. B. & Forster, A.: The Bradford community

. Young, J. B. & Forster, A.: The Bradford community

disciplinary care program for stroke patients in a day:
care centre. J Am Geriatrics Soc 23: 63-69, 1975.
Portnow, J., Kline, T., Daly, M. A., Peltier. S. M., Chin,
C. & Robins Miller, J.: Multidisciplinary home rehabili-
tation. A practical model. Clin Ger Med 7: 695-706,
1991.

Sivenius, J., Pyorild, K., Heinonen, O. P., Salonen, J. T,
& Riekkinen, P.: The significance of intensity of
rehabilitation of stroke. a controlled trial. Stroke 16:
928-931, 1985.

Smith, D. S., Goldenberg, E., Ashburn, A., Kinselle, G.,
Skeikh, K., Brennan, P. J., Meade, T. W., Zutshi, D. W.,
Perry, J. D. & Reeback, J. S.: Remedial therapy after
stroke: a randomized controlled trial. BMIJ 282: 517—
520, 1981.

Strand, T.. Asplund, K., Eriksson, S., Higg, E., Lithner,
F. & Wester, P. O.: A non-intensive stroke unit reduces:
functional disability and the need for long-term
hospitalization. Stroke /6: 29-34, 1985.

rehabilitation—effectiveness and cost in the elderly: a
randomized controlled trial. BMJ 289: 1209-1212,
1984. :

tion. Oxford Medical, 1992.

Bainton, D. & Burns-Cox, C.: Controlled trial of home
care service for acute stroke patients. Lancet 323-326,
1985.

Kostalas, V.: Intervention design for rehabilitation at:
home after stroke. Scand J Rehab Med 27: 43-50, 1995.

Holm, M. & Sidén, A.: A pilot study of rehabilitation at
home after stroke: a health-economic appraisal. Scand J
Rehab Med 28: 9-18. 1996.

Is stroke better managed in the
community? BMIJ 309: 1356-1358, 1994.

stroke trial: eight week results. Clin Rehab 5: 283-292,
1991.

stroke trial: results at six months. BMJ 304 1085-1089,
1992.

Young, J. B. & Forster, A.: Day hospital and home
physiotherapy for stroke patients: a comparative cost-
effectiveness study. J Royal Coll Phys London 27: 252—
258, 1993.



