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Preliminary Care Plan for Stroke and Depression Patient

Cardiovascular accident (commonly referred to as stroke) is a highly debilitating

condition that leads to considerable morbidity and mortality. Cardiovascular accidents (CVAs)

are primarily classified into hemorrhagic or ischemic CVAs, the former being the most common

(80%). The remaining 20% of cases occur as ischemic strokes. Each year, the USA experiences

approximately 795,000 cases of stroke, ranked as the 5th leading cause of disease mortality while

contributing to the highest level of adult disability (Boehme et al., 2017). This leads to

considerable social, economic, and physical effects that impair an individual's daily living

functions and cause poor productivity. The paper below will analyze the case study of a

67-year-old stroke patient who was discharged after 2 weeks to a skilled nursing facility. The

patient also has comorbidities such as diabetes, hyperlipidemia, hypertension, and depression.

Several episodes of poor adherence to medication were also reported. Apart from describing the

presenting condition (stroke), the analysis will also develop interventions with SMART goals for

the patient.

Stroke is an acute condition that leads to alteration in vascular blood flow and impaired

cerebral perfusion due to either impediment of blood supply (ischemic) or due to the rupture of

blood vessels (hemorrhagic). Ischemic strokes can further be classified into lacunar,

atherosclerotic, cardio-embolic, and other specific subtypes (e.g., vasculitis and dissection

subtypes). On the other hand, hemorrhagic stroke is classified into subarachnoid or

intraparenchymal subtypes. Some of the modifiable risk factors for stroke include a poor diet,

hypertension, hyperlipidemia, diabetes, sedentary lifestyle, infections, cigarette smoking, and

heart diseases (e.g., infective endocarditis, congestive heart failure, and atrial fibrillation).

Non-modifiable risk factors include genetics, race (higher risk among Asians and



Afro-Carribeans), age, male gender, and previous vascular events (e.g., CVA, peripheral vascular

disease, and myocardial infarction) (Boehme et al., 2017). The manifestations of a stroke depend

entirely on disease severity and the areas affected. This leads to manifestations such as loss of

motor functions, visual impairment, ataxia, dysarthria, flaccid paralysis, and many others. Some

of the complications include aspiration pneumonia, depression, deep venous thrombosis,

seizures, pressure sores, pulmonary embolism, fall injuries, bladder dysfunctions, and anxiety

(Kim et al., 2017).

The case study presents Mr. Smith, A 67-year-old widowed African-American who also

lives alone. Apart from a stroke, Mr. Smith was also diagnoses with different comorbidities,

including diabetes, hyperlipidemia, hypertension, and depression. This necessitates the

development of multidisciplinary interventions with proper follow-up and continuity of care.

Some of the main areas that will be addressed in Mr. Smith's treatment plan include reduction of

risk factors for stroke, mitigation of complications such as depression, and reduction of loss of

function. Thus, the different interventions that will be developed will revolve around these three

aspects.

The first intervention is geared toward risk modification. Some of the identifiable risk factors

that may lead to recurrent stroke in the patient include hypertension, hyperlipidemia, and

diabetes mellitus. The health clinicians can adopt both pharmacologic and non-pharmacologic

interventions for these risk factors. An increase in age leads to a proportional increase in blood

pressure levels in individuals. As such, two-thirds of individuals aged 65 years and above have

high higher than normal blood pressure levels. (Boehme et al., 2017). From the case study, Mr.

Smith needs to be put on effective antihypertensive, which will help maintain blood pressure



levels below 130/80 mmHg (therapeutic level). An effective antihypertensive would be atenolol

(a beta-blocker) at 25 mg daily, followed by the cardiologist's periodic reviews.

Mr. Smith will also participate in lifestyle modifications such as exercises (e.g., 30

–minute brisk walks) and proper diet. Some of the diet changes that need to be executed include

low sodium intake, a DASH diet plan (consists of a diet rich in whole grains, vegetables, fruits,

and low-fat dairy products), and potassium supplementation (Whelton et al., 2018). The progress

in adherence to the dietary plan can also be followed up by the nutritionist. Apart from diet, Mr.

Smith should also participate in structured physical activities that promote weight loss. Since the

patient has hemiparesis, assistive devices such as walking frames and walking sticks can be

utilized (Boehme et al., 2017). The exercise intensity should range from moderate to intense

exercise activities. Mr. Smith should participate in at least 3 sessions every week. This will help

in the modification of hypertension, hyperlipidemia, and diabetes. The physical therapist will

facilitate the development of participation in exercise activities while the nutritionist will

participate in developing the most appropriate meals. Exercise in stroke patients also offers mood

and cognitive benefits, thus lowering the impact of depression and anxiety symptoms.

The next intervention is aimed at promoting the level of coping in the patient. This is

directed towards the reduction in the patient's depressive symptoms. The case study presents Mr.

Smith, who has been experiencing symptoms of depression after his spouse's death one year ago.

A stroke's pathological process may have aggravated these depressive symptoms through brain

injury (Towfighi et al., 2017). Therefore, Mr. Smith will benefit from psychosocial interventions

such as cognitive-behavioral therapy (CBT) and social support (Towfighi et al., 2017). CBT is

aimed at changing the patient’s belief patterns and eliminating negative self-appraisal by

identifying cognitive distortions. Some of the cognitive distortions that may be expressed in Mr.



Smith include overgeneralization, guilt, and self-blame. CBT will also improve Mr. Smith's

adherence to treatment, which will promote desirable health outcomes. Linkage to a psychiatrist

will help maintain and assess the success of the proposed interventions, thus promoting

continuity of care.

The final intervention is aimed at improving Mr. Smith's level of physical mobility and

the execution of activities of daily living. One of the most effective intervention is muscle

training for both upper limbs and lower limbs. Lower limb muscle training can be executed

through interventions such as the use of treadmills training, pedaling/cycling, walking, bilateral

leg-press, and the use of electromechanical gait training. Treadmill training can be conducted

either independently by the patient or through support from the healthcare provider. These

groups of exercises will help in improving Mr. Smith's gait, mobility, and body support/balance.

Upper limb muscle exercises may include repetitive task training. Some of the target activities

include manipulation, moving, pointing, reaching, and grasping objects in a task-oriented

manner. All the above muscle exercises will help improve Mr. Smith’s activities of daily living

(ADL). Finally, linkage to a physical therapist who is easily accessible in the community will

help in ensuring continuity of care for Mr. Smith.

The above interventions can be summarized through SMART goals, which will be

developed in collaboration with the client and the family. The SMART will guide the

implementation of the interventions through continuous monitoring and evaluation. As such, the

clinician should participate in continuous monitoring and assessment to ensure that Mr. Smith

meets the desired outcomes.

● Goal 1: To develop a low risk of stroke by controlling hypertension and hyperlipidemia

drug treatment, diet modifications, and physical activity within 1 month.



● Goal 2: To reduce depressive symptoms in Mr. Smith through cognitive behavioral

therapy within 1 month.

● Goal 3: To improve muscle strength in Mr. Smith through muscle training within 3

months.
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