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Approximately 795,000 people experience a stroke in the United 
States annually, and it is the fourth leading cause of death and the 
most prominent cause of long-term disability.1,2 Many factors can 
affect both the physical and mental well-being of a patient with 
stroke. Post-stroke depression can negatively impact a patient’s 
success with a rehabilitation program, and individuals with PSD are at 
increased risk of mortality and stroke recurrence.3 

Expected functional outcomes can also be affected by choice of post-
acute care setting. When individuals post-stroke receive greater 
amounts of physical therapy, occupational therapy and speech 
therapy while in a skilled nursing facility (SNF), there is a greater 
likelihood the individual will be discharged to the community and 
have a shorter length of stay.4

Whether or not a patient with stroke has a caregiver present can also 
affect the patient’s functional mobility outcomes and overall mood. 
Stroke is a sudden, unpredictable event that does not allow 
caregivers enough time to make the necessary arrangements 
required for caring for someone post-stroke. Caregivers provide an 
average of 23.7 hours per week of care, with an estimated market 
value of $470 billion.5,6 How well a patient believes they are 
supported is associated with development of depression and 
participation in ADLs.7

An 87-year-old woman who experienced a cerebrovascular accident 
(CVA) in December of 2017. Her prior medical history (PMH)  includes 
hypertension, COVID-19, osteoarthritis, hypothyroidism, neuropathy, 
renal cyst and liver mass. Other diagnoses mentioned in the patient’s 
PMH occurred secondary to the CVA, including left hemiplegia, 
subluxation of left shoulder, and contractures of the left wrist and 
hand. The patient currently resides at a SNF and has received physical 
therapy services repeatedly throughout her length of stay during what 
her facility refers to as certification periods. Certification periods during 
which the patient had physical therapy services were October 2018-
January 2019, April 2019, October 2019, January 2020 – March 2020, 
June 2020-August 2020, September 2020- October 2020, December 
2020-Jannuary 2021, June 2021-July 2021 and March 2022 – April 
2022. This case report will follow the patient’s progress during physical 
therapy over each of these certification periods. 

Clinical Impression #1
The patient’s primary problem is 
a general reduction in functional 

mobility over time during her 
long-term stay at a SNF 

secondary to a CVA. 

• At the end of every treatment period, the patient made significant progress in 
almost all areas of functional mobility, strength and ROM. 

• However, at each new evaluation, the patient had frequently regressed in the 
same areas she had previously improved in. 

• The patient experienced the greatest functional mobility deficits while she 
was diagnosed with COVID-19.

• Any diagnosed changes in the patient’s mental health status did not appear 
to correlate significantly with any changes in functional mobility. 

• The patient consistently remained motivated during each new treatment 
period according to physical therapy documentation

• It is unclear within documentation at which point the family wanted the 
patient to remain at the SNF instead of returning home

• What appeared to most correlate with her objective outcomes was reduction 
in amount of physical therapy received and reduced consistency with her pre-
established RNP program. 

Therapeutic Exercise
• ROM
• Strength
• Flexibility Training

Neuromuscular Re-
education
• Static and dynamic 

balance training in 
sitting and standing

• Proprioceptive 
neuromuscular 
facilitation (PNF) and 
neurodevelopmental 
training (NDT)

• Electrical stimulation

Bed Mobility & 
Functional Transfer 
Training
• Bed mobility training 

including supine to sit, 
sit to supine, rolling

• Sit-to-stands
• Wheelchair to/from 

mat or chair using 
stand pivot transfer

Gait Training
• Gait training with AFO 

donned on left ankle 
secondary to spasticity 

• With assistive device 
(AD)    and without AD; 
Ads varied, between 
small based quad cane,  
narrow based quad 
cane, and hemi-walker

• Alter G anti-gravity 
treadmill

Restorative Nursing 
Programs (RNPs) 
• To be completed with 

HEP following 
discharge

• Completed with the 
assistance of 
restorative staff aides

• Included Restorative 
Ambulation, 
Restorative Transfer, 
and Restorative ROM 
programs

Clinical Impression #2
The patient has a social history related to lack of 
family support that could possibly have affected 

her psychosocially, making her a good candidate to 
assess if lack of family support affects patient 

outcomes in a skilled nursing setting. The patient 
has also been diagnosed with depression and 
anxiety at various points during her treatment 

while staying as a resident at the SNF. Her progress 
in functional mobility during physical therapy has 

also been tracked consistently over time via 
physical therapy documentation. 

Examination Procedures
Fall risk assessment, 

musculoskeletal system 
assessment, neuromuscular 

assessment, functional mobility 
assessment, and use of various 
objective outcome measures. 

This case report intends to explore the evidence regarding the 
relationship between predictors of patient outcomes post-stroke 
including the amount of caregiver support, choice of post-acute care 
setting, and functional mobility and presence of PSD symptoms in 
patients with stroke

Purpose

Treatment 
Certification 
Periods

FIM Scores at Evaluation FIM Scores at Discharge Notes

October 2018-
January 2019

Bed Mobility: Mod A
Transfers: Mod A
Gait: Mod A, 20 ft, SBQC

Bed Mobility: Sup A
Transfers: CGA
Gait: CGA, 60 ft, SBQC

ICD-10 Code F41.8 “Other 
specified anxiety 
disorders” present on 
diagnosis list

11/5/2018 Treatment note 
mentions patient wanting 
to continue PT “to 
maximize her 
independence and safety  
when going home with 
family”

April 3, 2019-April 
30, 2019

Bed Mobility: Mod A
Transfers: Mod A, without AFO
Gait: CGA, 40 ft, SBQC

Bed Mobility: Sup A
Transfers: CGA
Gait: CGA, 50 ft, SBQC

October 2019 Bed Mobility: CGA
Transfers: Mod A
Gait: Mod A, 25 ft, WBQC

Bed Mobility: Sup A
Transfers: Sup A
Gait: CGA, 50 ft, WBQC

ICD-10 Code F41.8 Other 
specified anxiety disorders 
is removed from the 
diagnosis list

January 2020-
March 2020

Bed Mobility: Min A
Transfers: Max A
Gait: Max A, 15 ft, SVQC

Bed Mobility: SBA
Transfers: Min A
Gait: Min A, 30 ft, SBQC

ICD-10 Code F32.89 Other 
specified depressive 
episodes is added to 
diagnosis list

June 2020-August 
2020

Bed Mobility: Min A
Transfers: Mod A
Gait: Mod A, 10 ft, Hemi-walker

Bed Mobility: SBA
Transfers: Min A
Gait: Min A, 15 ft, Hemi-
walker

Limited out of room 
activity secondary to 
positive COVID-19 
diagnosis

ICD-10 Code F32.89 has 
been removed from 
diagnosis list

September 2020-
October 2020

Bed Mobility:  Min A
Transfers: Mod A
Gait: Mod A, 5 ft, Hemi-walker

Bed Mobility: SBA
Transfers: Min A
Gait: Min A, 20 ft, Hemi-
walker

Patient referred to PT due 
to new-onset pneumonia 
secondary to COVID-19

December 2020-
January 2021

Bed Mobility: Min A
Transfers: Mod A
Gait: Mod A, 10 ft, Hemi-walker

Bed Mobility: Min A
Transfers: Min A
Gait: Min A, 10 ft, Hemi-
walker

June 2021-July 2021 Bed Mobility: Mod A
Transfers: Min A
Gait: Mod A, 15 ft, Hemi-walker

Bed Mobility: CGA
Transfers: Min A
Gait: Min A, 20 ft, Hemi-
walker

March 2022-April 
2022

Bed Mobility: Max A
Transfers: Max A
Gait: Max A, 0 ft, Hemi-walker

Bed Mobility: Mod A
Transfers: Max A
Gait: Max A, 5 ft, Hemi-
walker
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