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Questions for Medical Experts

Potential Questions:

What is the current state of art with respect to diagnosing the type and impact of the various kinds of stroke? What tests in terms of MRIs, CT scans, tests to assess cognitive and motor skills, psychosocial testing or other kinds of tests are most commonly used – or used for different purposes? What are some of the newest diagnostic tools to be put into practice?

CT and MRI scans remain the gold standard with respect to stroke diagnosis. Many other tests are involved in identifying the etiology of stroke, such as carotid ultrasound, CTA, MRA, conventional angiogram, transthoracic echocardiogram, transesophageal echocardiogram, and transcranial doppler (TCD). There are also many laboratory tests that may be used to identify problems with blood clotting as well as other conditions that may predispose a patient to stroke. For cognitive and motor skills, physicians can use basic methods of physical examination to identify these impairments. Manual motor testing still is the basic means of assessing weakness after stroke. Basic tests may be used in testing language and cognition (e.g., repeating 3 objects at 0 and 3 minutes, spelling the word “WORLD” forward and backward, interpreting a proverb, solving a simple problem, repeating numerical sequences forward and backward, etc.). If more

detailed testing needs to be completed, a speech-language pathologist may draw from

standardized tests to evaluate specific areas. If higher levels of cognition need to be tested, neuropsychologists can draw from more complicated assessments to accomplish this. Currently, there is no specific set of standardized tests that are routinely used in all stroke survivors to test language and cognitive skills.

Social Security’s standard of disability requires for adults an “inability to work” for at least 12-months and for children the “inability to function” in an age appreciate manner for at least 12-months. Are there any short term and long-term effects of various kinds of treatment/rehabilitation and/or medications that often impair the ability to function that we should be aware of?

At this time, it is felt that very intense rehabilitation within the first few days after a stroke can be detrimental to the stroke survivor. Other than that, many studies support the use of intensive rehabilitation to facilitate the functional recovery. In terms of medications, Table 1 (Goldstein LB.  Potential Effects of Common Drugs on Stroke Recovery. Arch Neurol. 1998; 55: 454-456.) lists medications that may facilitate as well as hinder stroke recovery.

Are there “scales of severity” or other known measures that can help us assess the impact stroke may have on the ability to function according to our standards? How are these tests administered? Are they costly? Are they used widely?

In the inpatient rehabilitation facility (IRF), the Functional Independence Measure (FIM) is routinely used to assess admission and discharge function in stroke survivors. In Medicare recipients, the FIM also is used to classify patients into case mix groups (CMG) that dicate reimbursement from the Federal government. The FIM assesses levels of supervision and assistance in 18 different areas of motor, language, cognitive, and psychosocial skills. In patients who receive outpatient services, the FIM may be used, but has a ceiling effect as one cannot finely measure small amounts of improvement in patients who require a minimal (25% or less physical) assistance or supervision. Other tests can be used, depending upon the impairment, but there are many, and specific assessments are not necessarily standardized.

What is the experience of physicians or departments of social work with filling out SSAs forms? How might it be improved? What questions should be asking differently? How does an allowance of an SSA disability claim impact access to other financial and community services for patients.

Typically, many forms tend to be burdensome in terms of length and time to complete. To make this more efficient, it may be helpful to educate physicians about the types of information that need to be provide, as well as the format in which they should be provided. This would allow physicians to provide information from medical reports rather than duplicate the information onto standardized forms. The time that a patient awaits approval of SSA benefits often may be too long. They depend upon COBRA benefits from their employer’s insurance, rather than being able to facilitate the process of obtaining Medicare and other disability benefits. Once the stroke survivor obtains Medicare and SSA benefits, it removes some of the financial burden that a

stroke survivors experiences when they are trying to recover from a catastrophic condition, receive treatments that help rehabilitation, and pay bills when they do not necessarily have any salary or disability insurance benefits.

Are the certain kinds of stroke where it is almost certain that adults will be unable to perform work in the economy for at least 12 months? Are the certain kinds of stroke where typically once diagnosed, patients do not live typically much beyond six months? What is the typical amount of time patients with stoke (depending on the kind and extent of the of stroke) spend in rehabilitation?

It’s not always the type of stroke that matters, but the severity of the stroke. Generally, up to 25% of people who have had a transient ischemic attack (TIA) will die within 1 year. Among persons 45 to 64 years old, 8-12% of ischemic strokes and 37-38% of hemorrhagic strokes result in death within 30 days. On average, someone in the United States dies from a stroke every 3 to 4 minutes. Stroke survivors who do not survive much beyond six months usually have more severe strokes. The amount of time stroke survivors spend in inpatient rehabilitation facilities approximately is 17 days. The average time for the different case mix groups of Medicare recipients is 8 to 23 days. However, rehabilitation may continue for weeks or months in the home care and outpatient settings.

What do we know about the life expectancy of people with stroke? Is there a rule of thumb regarding when someone who has experienced a stroke is unlikely to recover?

Probably the most significant data is that men 22% of men and 25% of women die of a stroke within 1 year (NHLBI Framingham Heart Study), but is higher if the stroke occurs over the age of 65. Also, 51% of men and 53% of women under the age 65 die within 8 years. While patients with more severe strokes are more unlikely to recover, one basic premise is that if movement on the affected side does not resume within 30 days, it is unlikely that the stroke survivor will ever have significant functional movement on the affected side.

How do time and age fit into the equation? For example, if a person is unlikely to speak after so many months, is it unlikely that they are very unlikely to ever speak again? How does the age at which an individual has a stroke relate to their prospects for recovery?

Most motor recovery will occur within the first 3 to 6 months, although there can be slow

recovery after this. Functional recovery usually is independent of age. What is more important is the pre-morbid condition of the patient. Therefore, an elderly patient who walked with a walker prior to his/her stroke is not expected to exceed the functional goal of walking with a walker.

Do the symptoms present differently? How is testing impacted by age?

Stroke symptoms depend upon the area of the brain affected. Testing is not impacted so much by age as it is by the medical condition of the patient. For example, patients with bad kidney function may not be able to have imaging tests with intravenous dye because of the potential of worsening kidney function.

We understand that the diagnosis and treatment of stroke is an evolving field. What are some of the most promising developments which might 1) help patients through treatment; and 2) help to diagnosis the potential for whole or partial recovery?

Probably the most encouraging issue to help patients through treatment and diagnose the

potential for whole or partial recovery is identifying diffusion-perfusion mismatch. This is looking at viable brain that is not receiving enough blood flow. By increasing blood flow to these areas, clinicians can salvage parts of the brain that otherwise may infarct over time. With respect to rehabilitation, there still needs to be a lot of work to determine the intensity and types of interventions that will allow reorganization of the brain to permit maximal functional recovery despite the damage of brain tissue.

How does HIPAA impact your ability to provide us with information?

We would have to complete paperwork to access information that would be devoid of identifying information. Depending upon how the information may be used, application to the Investigational Review Board (IRB) may need to be undertaken.

How do co-morbidities relate to outcomes for patients with stroke?

Hypertension does not appear to be correlated with functional outcomes. Patients with diabetes tend to have poorer functional recoveries than those of non-diabetic patients. Patients with coronary artery disease, especially congestive heart failure, have longer onset-to-admission times and demonstrate less functional improvement in mobility and overall function.

Please explain how and why the way strokes are coded in terms of ICD-9 codes or CPT codes may indicate a different prognosis’s for patients.

Patients with more medical comorbidities may be at higher risk for death or disability. Also,patients who have more severe impairments and functional deficits as documented by the Functional Impairment Measure (FIM) likely will have worse functional outcomes.
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