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How and why to predict spasticity after stroke?
Although many stroke patients present with spasticity, this impairment remains a riddle for physicians. Why, when, and how does a patient develop spasticity, whereas another patient with a similar cerebral lesion does not?
Moreover, the evolution of spasticity among these chronic patients and its relation
to functional activity are not straightforward. Thus, the assessment and treatment
of spasticity remain a challenge in neurorehabilitation.
Opheim et al.1 identify the early predictors of spasticity among stroke
patients: age, sex, and neurologic impairments assessed with the Fugl-Meyer scale.
Assessing the patient 10 days and 4 weeks after stroke allows the prediction,
respectively, of the presence of spasticity and its severity at 1 year poststroke.
Interestingly, stroke severity assessed by the NIH Stroke Scale at admission was
not a predictor. This emphasizes the importance of assessing patients regularly and
accurately during rehabilitation. Ideally, this assessment should not focus only on
neurologic impairments. Following the WHO International Classification of Functioning, Disability, and Health (www.who.int/classifications/icf), the activities that
the patient performs in his or her environment and his or her social participation
should also be assessed.
This study also underlines the usefulness of the Fugl-Meyer scale. However,
whereas the authors used the original ordinal scale, they submitted the results to
complex statistical methods. The Fugl-Meyer scale, as many other scales used in
neurorehabilitation,2 has been transformed to a linear scale through Rasch analysis. In clinical practice and future research, it would be preferable to use these
improved versions to optimize the quality of assessment and to gather continuous
data suitable to powerful parametric statistics.3,4
Early identification of patients at risk of developing spasticity should
improve the quality of care. They should be regularly assessed and would benefit
from early treatment to avoid long-term complications (e.g., contractures), especially for the most impaired patients or those with reduced access to specialists.
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