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Mobility Recovery for Patients with
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ABSTRACT
Introduction: There is an axiom that the earlier a person with stroke receives rehabilitation intervention,
the better rehabilitation outcome he/she may experience. The purpose of this pilot study was to examine
if this axiom can be applied to a Chinese population. Method: From June 1999 to June 2002, 92 patients
from a hospital in Shanghai, China who qualified for the research were measured with the stroke
rehabilitation assessment of movement. All data were analyzed with SPSS 13.0. Results: The betweengroups ANOVA and post hoc comparison revealed that patients receiving therapy intervention within the
first 6 weeks after a stroke had better recovery than patients in other groups; within weeks 7 to 12 the
mobility improvement prognosis seemed to be unreliable, an observation that could indicate that this
might be a transitional time period. After 12 or more weeks post stroke, the rehabilitation outcome was
incomplete and slower. Conclusions: This study demonstrated that Chinese patients with stroke are
similar to white patients in terms of post stroke time being a positive correlative factor for the outcome of
rehabilitation intervention. Namely, there is a positive association between the time when rehabilitation is
initiated after stroke and the level of mobility recovery in patients with stroke.
Keywords: stroke recovery, outcome assessment, physical therapy.

INTRODUCTION
Stroke occurs at all ages, but increases
dramatically with age, almost doubling in every
decade after the age of 55.1 The incidence rate of
stroke in China is 219/100,000 per year,2 while in
the United States it is approximately 249/100,000
per year (700,000 annually).3 Of those who
experience stroke in the U.S. 30-40% survive and
suffer significant disability.1
The post stroke time (PST) is the time from the
onset of a stroke to the time rehabilitation
treatment commences. The PST is considered to
be the strongest factor influencing the
rehabilitation outcome of patients who have
suffered from a stroke.4-7 Increased PST is
associated with poorer outcomes with regard to
transfers to the bed, toilet, and tub; assistance in
ambulation, degree of spasticity, and self-care
abilities in household activities.8 Many publications
have indicated that early intervention therapy
services are associated with improved functional
outcomes after stroke.4-6,9-12
18

Early mobilization and aggressive rehabilitation are
components of stroke care thought to contribute to
improved outcomes.10,11,13 However, there is no
consensus on how the time course of the PST
relates to the outcome of stroke rehabilitation. The
optimal period for functional recovery after stroke
has been reported to occur in a period ranging from
4-6 weeks5,14 to 11-12 weeks.15-17 Furthermore,
although there are many publications, as mentioned
above, that have indicated that early rehabilitation
intervention results in better functional outcomes,
these studies have all been conducted in
predominantly white patients. However, there are
only a few papers that describe how stroke patients
from other races/ethnicities respond to early and
late rehabilitation intervention. Horner et al18
reported that there were no differences in inpatient
rehabilitation outcomes between blacks and whites
if they received rehabilitation early (within 3 days of
PST), findings which were later replicated in
Hispanic and black stroke patient populations 19 as
well as in a mixed Asian patient population.20 A
paper from Bhandari et al21 is the only study that
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included mixed Asian people and it was
conducted in the United States instead of in Asia.
Our reasons for conducting this study are based
on the following two considerations. (1) Research
has indicated that there is an important genetic
influence, that appears to follow ethnicity, on the
occurrence and outcome of diseases.21,22
Recently, this kind of influence has been further
demonstrated in patients with stroke.23 In a study
by Wolfe et al,23 black patients with stroke did
have a survival advantage over white patients that
was not explained by age, case mixture or other
factors. It is likely that genetic influences might
someday be considered highly relevant in the
treatment and evaluation of a disease. It is
important for us not to close our eyes to potential
information that could benefit us later. (2). The
current Chinese healthcare delivery system is a
system that focuses on medical intervention more
than on prevention.24 Comparatively, risk
prevention is emphasized much less than medical
treatment in China.2 Therefore, early medical
intervention for patients with stroke is essential to
the recovery of Chinese patients. However, due to
the disparity between the rural and the urban
areas, patients living in remote areas may not
receive timely medical treatment.24 Thus, a
question is raised. How long after stroke can a
Chinese patient requiring early rehabilitation be
treated and still garner the benefits of early
intervention? Answering this question will be
beneficial for both medical professionals and their
patients.
So far, to our knowledge, no study has been
conducted in China to investigate if similarities
exist between Chinese patients with stroke and
patients of the white race in terms of the
relationship between PST and recovery. Our study
seeks to determine if there is variability in optimal
PST due to the Chinese ethnicity and the
healthcare
delivery
system
in
China.
Understanding such optimal PST can provide a
more concrete basis for stroke treatment specific
to the Chinese population.
The purpose of this study was to investigate
whether early rehabilitation intervention would
enhance the level of mobility recovery in the
Chinese population. An additional purpose was to
attempt to answer the following three questions
based on the results from this study and
publications from others. First, does improvement
occur in the upper extremity at the same pace as
in the lower extremity? Second, can the axiom
that states that earlier rehabilitation will lead to
better recovery be applied to both patients with
recurrent stroke and patients with first-ever
stroke? Third, should the medical conditions of

patients with stroke be stabilized
rehabilitation treatment is provided?

before

METHODOLOGY
From June 1999 to June 2002, with the approval of
the local Research Ethics Committee, patients
diagnosed with a cerebrovascular accident (CVA, or
stroke) and admitted to the Department of
Rehabilitation Medicine of Fudan University’s
ZhongShan Hospital in Shanghai, China, were
assessed for qualification to participate in this study.
The inclusion criteria were as follows: (1) diagnosis
of cerebral hemorrhage or cerebral ischemic stroke
based on the World Health Organization
International Classification of Diseases, 9th revision
clinical modification (ICD-9-CM); (2) first ever
experience of stroke; (3) ability to follow verbal
commands; (4) no bilateral upper and/or lower
extremity deficits related to stroke; and (5) no major
comorbid conditions that might interfere with
mobility function or its assessment. All diagnoses of
stroke in this study were confirmed with computed
tomography (CT) or magnetic resonance imaging
(MRI).
In this study, the stroke rehabilitation assessment of
movement (STREAM) which was introduced in the
late 1990s,25 was used to measure the outcome of
stroke rehabilitation. It consists of three subscales
(upper extremity movement, lower extremity
movement, and basic mobility) with high inter-rater
reliabilities (r = 0.92 -0.96) for each subscale and
the total scale.26 STREAM has been used as a
quick, simple, and reliable outcome measure of
mobility function in clinical practice and research for
evaluating the recovery of voluntary movement and
basic mobility of patients who have experienced a
stroke.26-28 It has been correlated with the Barthel
ADL Index (r = 0.81)29 and with the Fugl-Meyer
mobility assessment scale (r = 0.95).26 When
compared with the National Institute of Health
Stroke Scale (NIHSS) and the Functional
Independence Measure (FIM), which are not
sensitive to changes in extremities,30 STREAM, due
to its design and construct (which include subscales
and different testing positions) is more thorough and
sensitive to mobility improvement.25-27 Also, the
STREAM shows better psychometric characteristics
and thus is more highly recommended than the
Rivermead Mobility Index for measuring mobility
recovery in patients who suffer from stroke.28
One hundred fourteen patients were admitted with a
diagnosis of stroke. Ninety-two qualified for this
study based on the inclusion criteria. All patients
were treated by two therapists certified in
neurodevelopmental
treatment
(NDT)
and
experienced in using the STREAM. All patients
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received NDT as soon as their medical conditions
stabilized (when no further sensory and mobility
deficits had occurred within the last 24 hours). The
stability of an individual’s medical condition was
determined by an examination performed 3-4
times within a 24 hour period by the nurses using
a standard check list to assess neurological
deficits (sensory, mobility, and mental deficits),
blood pressure, temperature, glucose level and
fluid and electrolyte balance.31

assigned to Group 3. Multiple one-way ANOVAs
were used to compare these groups. Levene’s test
for homogeneity of variances (HOV) was performed
before the post hoc analyses were conducted to
determine if there were significant differences in
STREAM scores among these three groups. Due to
the violation of the assumption of HOV, Dunnett T3
was used in the post hoc analysis. The level of
statistical significance was set at 0.05.

Scores for the STREAM were obtained from the
affected side only.25 Obtaining scores involved
measuring voluntary movements of the shoulder,
elbow, wrist, and hand (upper extremity – UE);
and the hip, knee, and ankle (lower extremity –
LE). Scoring also involved observing basic
mobility (i.e. bed mobility, transfers, standing, and
brief periods of gait). The completeness of
functional recovery was measured by finding the
difference in STREAM scores between admission
and discharge. The efficiency (or quickness) of
functional recovery was measured by dividing the
difference in STREAM scores from admission to
discharge by the total number of rehabilitation
treatment days). Outcome measures (STREAM)
were conducted one day before the NDT
intervention and then every other week until a
period of more than two weeks passed without a
patient making further progress. The patient was
then discharged from rehabilitation services. The
determination of “no further progress” was based
on STREAM scores showing that the latest scores
were equal to or less than the patient’s scores
from two weeks previous. Before the study began,
seven patients with stroke were recruited to test
the inter-rater reliability between the two therapists
who would be providing NDT interventions. The
results showed high reliabilities in terms of subscores, total scores, and in the calculated
completeness and efficiency of recovery (r ranges
from 0.81 to 0.92).

RESULTS

In this study, the STREAM scores were collected
and analyzed with the statistical software SPSS
13.0 to test if post stroke time related to mobility
recovery. All of the cases were divided into three
groups based on previously published research
indicating that the optimal period for recovery was
within the first 4-6 weeks5,14 or within the first 12
weeks15-17 following stroke. Prior to grouping,
patients within their first 4 weeks of PST were
compared with patients in their 5th-6th weeks of
PST using STREAM. No statistically significant
difference in STREAM scores was found between
these two groups (p > 0.05). As a result, patients
in their first 6 weeks of PST were placed in Group
1 (within 6 weeks, 0-42 days) for purposes of
statistical analysis, while patients within weeks 712 (43-84 days) were in Group 2, and patients in
their 13th or greater week (≥ 85 days) were

A between groups analysis of variance was
conducted to explore the impact of PST on levels of
completeness of recovery (as measured by the
STREAM score difference between pre- and posttreatment) There was a statistically significant
difference in the LE [F(2, 89)=3.3, p=0.04], basic
mobility (BM) [F(2,89)=3.215, p=0.041], and total
body (TB) [F(2,89)=3.76, p=0.027] , but not in the
UE [F(2, 89)=1.446, p=0.241) when pre- and posttreatment scores were compared. The effect sizes,
calculated using partial eta squared, were 0.07,
0.067, 0.031, and 0.078 respectively. The impact of
PST on the level of efficiency (quickness) of
recovery, as measured by the STREAM score
difference divided by treatment days, was also

20

In this study, the average age of all subjects was
66.32  11.78 (with an age range of 24-88 years
old). The PST ranged from 1-540 days with the
median of 31 days. The three subjects who had the
shortest PST (24 hours or one day) received
rehabilitation treatment as soon as their medical
conditions were considered stable based on
observation and examination within 24 hours of
stroke onset. Subjects who did not arrive at the
hospital 3 days after a stroke occurrence were
asked why they could not make it to the hospital on
the day of stroke onset. Two major reasons were
financial insufficiency (19 out of a total of 92
patients), unavailable transportation (11/92), or both
(31/92). The average number of inpatient
rehabilitation treatment days was 32.59  13.99
(with a range of 8-90 days). The baseline data of
severity (STREAM scores on the day when NDT
provision was initiated) were compared among the
three groups before further data analysis could be
processed. As seen in Table 1, there were no
significant differences found for these comparisons
(all p > 0.05).
Since subjects were divided into groups based on
PST, group size varied among the groups. Group 1
had 56 subjects, Group 2 had 18 subjects, and
Group 3 had 18 subjects. The means and standard
deviations for each group are shown in Table 2.
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Table 1. Multiple Comparisons of Severity Using Baseline STREAM Scores

Groups

Baseline STREAM Scores
LE
BM

PST (days)

N

Age

G1

1-42

56

67.35±12.56

9.53±6.96

8.11±6.04

10.53±8.10

28.19±19.50

G2

43-84

18

65.62±11.58

7.81±6.49

7.57±6.41

8.71±6.59

27.09±18.31

≥ 85

18

63.11±11.42

8.22±5.49

9.06±4.08

11.83±5.89

30.94±13.89

0.720

0.352

0.560

0.612

0.519

0.475

0.749

0.823

0.101

0.391

0.685

0.783

0.481

0.674

0.190

G3
P Value*

G1 vs. G2
G1 vs. G3
G2 vs. G3

UE

TB

Table 2. Descriptive Data
UE

Completeness of Recovery (M ± SD)
LE
BM
TB

UE

Efficiency of Recovery (M ± SD)
LE
BM
TB

G1

2.52 ± 2.68

3.59 ± 3.49

7.48±5.44

13.55 ± 9.64

0.09 ± 0.09

0.12 ± 0.12

0.29±0.27

0.50 ± ±0.39

G2

2.17 ± 2.55

2.67 ± 2.57

6.83±4.12

11.67 ± 7.80

0.07 ± 0.10

0.08 ± 0.10

0.22±0.22

0.38 ± 0.38

G3

2.23 ± 2.47

1.50 ± 1.58

6.71±2.34

7.28 ± 3.60

0.05 ± 0.05

0.06 ± 0.06

0.15±0.06

0.25 ± 0.12

M ± SD: mean ± standardized deviation; UE: upper extremity. LE: lower extremity. BM: basic mobility. TB: total body
UE: upper extremity. LE: lower extremity. BM: basic mobility. TB: total body. *Level of statistical significance at 0.05.

Table 3. Results of Dunnett T3 (Non-Homogeneity) Test
Locati
Groups
P (completeness of recovery)
on
Group 2
Group 3
LE
Group 1
0.545
0.003*
Group 2
0.293
BM
Group 1
0.681
0.024*
Group 2
0.171
TB
Group 1
0.785
0.000*
Group 2
0.114

P (efficiency of recovery)
Group 2
Group 3
0.358
0.013*
0.781
0.418
0.043*
0.490
0.599
0.000*
0.458

*significant difference between the hemorrhagic patients and the ischemic patients in terms of completeness of recovery in Group 2.
** significant difference between the hemorrhagic group and the ischemic group in terms of completeness of recovery among all patients.
***significant difference between the hemorrhagic group and the ischemic group in terms of efficiency of recovery among all patients.

Table 4. Comparison of Ischemic and Hemorrhagic Stroke
Ischemic Stroke (n = 64)

Hemorrhagic Stroke (n = 28)

Completeness of
Recovery

Efficiency of Recovery

Completeness of
Recovery

Efficiency of Recovery

Group 1

13.37±9.24

0.47±0.41

16.46±10.29

0.61±0.32

Group 2

*8.20±6.36

0.32±0.40

*16.00±7.56

0.46±0.38

Group 3

7.09±3.75

0.26±0.12

7.57±3.60

0.24±0.11

Total

**10.81±8.37

***0.41±0.38

**14.57±9.06

***0.47±0.33

evaluated with a between groups analysis of
variance. There was a marginal difference
between pre- and post- treatment in the LE [F(2,
89)=2.91, p=0.06] and the BM [F(2,89)=2.543,
p=0.074)], no difference in the UE [F(2,89)=1.711,
p=0.187), and a significant difference in TB [F(2,
89)=3.475, p=0.03]. The effect sizes, also
calculated using partial eta squared, were 0.061,

0.054, 0.037, and 0.072 respectively. Post hoc
comparisons were performed with Dunnett’s test on
differences that approached or achieved statistical
significance (LE, BM, and TB). As shown in Table 3,
there was a statistically significant difference
between Groups 1 and 3 regarding the
completeness and efficiency of recovery for the LE,
BM and TB (all p < 0.05) (Table 3). However, when
Group 2 was compared with Groups 1 and 3, no
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statistically significant differences were identified
(all p > 0.05).
Out of 92 subjects, 64 had ischemic stroke, and
28 had hemorrhagic stroke. Comparison between
subgroups (the ischemic and hemorrhagic groups)
without considering the post-stroke time revealed
that in general patients with hemorrhagic stroke
had more complete (p = 0.006) but not more
efficient (p = 0.393) recovery of functional mobility
than patients with ischemic stroke (Table 4).
Further comparisons of these two subgroups
within Group 1, Group 2, and Group 3
demonstrated that within Groups 1 and 3 there
were no significant differences (all p > 0.05)
between
the
ischemic
and
hemorrhagic
subgroups, while within Group 2, statistical
significances were identified between the two
subgroups in terms of LE, BM and TB (all p <
0.03), while there were no differences for the UE
(p > 0.05).
Summary of Results
The time course of PST related primarily to the
functional recovery of the LE, BM, and TB, but not
the UE. Patients who started receiving
rehabilitation treatment within the first 6 weeks
following stroke (Group 1) showed quicker and
much more effective LE, BM, and TB recovery.
For
patients
who
started
rehabilitation
interventions in weeks 7 to 12 of PST (Group 2),
there was not enough of a statistical difference
between their group and Group 1 to determine
whether or not a similar extent of mobility
improvement could be expected in the two groups.
The functional recovery of those who started
receiving rehabilitation treatment after 12 or more
weeks of PST (Group 3), was less complete and
slower than those who started treatment within the
first 6 weeks of PST (Group 1). However, there
was not a statistically significant difference
between Group 3 and Group 2. Subjects with
hemorrhagic stroke seemed to have better
recovery than those with ischemic stroke. This
was primarily seen when comparing the
hemorrhagic and ischemic subgroups within
Group 2.

DISCUSSION
Factors related to predicting the outcome of stroke
rehabilitation have been investigated in the
Chinese population within China.32,33 However, to
our knowledge, time between stroke and
rehabilitation commencing has not yet been
investigated as a predictive factor related to stroke
in Chinese people; such studies have been
conducted mainly in white, 8,9,11,12, 34 black,18,19
22

Hispanic,19,20 and mixed Asian patients.20 In recent
years, three studies18-20 conducted in the United
States found that there were no significant
differences across races in terms of PST (the
interval between stroke onset and admission to
rehabilitation treatment20). In contrast to these
studies conducted in non-white races, our study
was conducted in Chinese people in China rather
than in a mixed Asian population in the US. The
results from our study also suggested that Chinese
race might not be a factor influencing stroke
recovery when early rehabilitation services are
provided, which seem to be able to address the two
considerations (described in the Introduction section
of this article) related to our reasons for conducting
this study. Chinese race as a possible “genetic”
impact might not be a factor that influences the
impact of PST on stroke recovery. The earlier a
healthcare intervention (including rehabilitation
treatment) is delivered to a patient with stroke, the
better the patient may be able to recover.
Furthermore, according to the results from this
study in the Chinese population, the best
rehabilitation outcomes seemed to occur with
interventions performed within the first 6 weeks of
PST, a time period similar to that found to be
optimal in Western society regardless of whether
patients are white5,14 or black.18 This result suggests
that PST might have similar value for stroke
recovery in both Chinese and white patient
populations. Since we did not include patients from
other races in this study, we are unable to report
whether or not Chinese stroke patients have better
recovery than patients from other races.
This study is in agreement with the idea that
patients with stroke have much better rehabilitation
outcomes and much quicker mobility recovery if
they receive rehabilitation treatment sooner after
the onset of stroke. This information intimates that
patients who receive rehabilitation intervention in
the early weeks post-stroke might experience better
recovery than those who receive delayed
rehabilitation treatment. In terms of mobility
recovery, the results of the current study
correspond with results in previous studies showing
whole body progress in functional activities in
patients with stroke. 8,9,11,12,34 Our study shows that
scores for Group 2 (from the 7th to the 12th week of
PST) did not differ significantly from the scores from
Groups 1 or 3. As a result, it is difficult to determine
whether or not weeks 7 through 12 are a better time
frame for beginning interventions than other time
frames. The suggestion that the period from week 7
to week 12 of PST might be a critical time for
recovery needs to be explored further.
In general, the current results from a Chinese
population are in agreement with what others14,15,35
have reported concerning rehabilitation outcomes.
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Greater recovery was apparent when treatment
started within 6 weeks of PST. This might suggest
that within 6 weeks post stroke is a critical time to
reshape the cortical circuit using timely training
procedures, and might be the critical time for
patients with stroke to reorganize a new set of
responses to substitute for what has been
irreversibly damaged by the stroke.
Olsen15
reported that after 12 weeks post-stroke, function
for both the UE and LE would no longer be fully
recovered. All of the above information implies
that following a stroke, the more time that elapses
without rehabilitation treatment, the less recovery
the individual with the stroke will experience.
Therefore, patients should receive early
rehabilitation intervention as soon as their medical
conditions stabilize.
Stroke subtype might influence functional
recovery,14 but as a single predictor stroke
subtype might not be able to predict stroke
rehabilitation outcome significantly.27 However, if
post stroke time and stroke subtype are
considered together, patients with hemorrhagic
stroke may have better recovery than patients with
ischemic stroke under the condition that the
baseline (severity) of these two subgroups are
similar.32 Our current study reveals that within
Group 1 both subtype groups showed similar
results. Differences in recovery completeness
between the two subtype groups primarily
occurred in the Group 2 time category (within 42
to 84 days after onset of first stroke) with more
complete recovery in the hemorrhagic subgroup.
These findings conform to previous studies but
might still be inconclusive because the sample
sizes within Group 2 (n = 18) and Group 3 (n = 18)
were small. Further study with larger sample sizes
in different PST categories may identify relative
levels of recovery for ischemic subgroups versus
hemorrhagic subgroups for given PST timeframes.
Based on the results of this study, the three
questions that were posed in the introduction
section of this paper might be answered in the
following way. First, is the UE improved at the
same pace as the LE? Both Olsen15 and
Jorgensen et al35 reported that the LE showed
more complete functional improvement than the
UE. Vilensky et al36 found that following a major
unilateral cerebral ablation in primates, the hind
limb recovered more rapidly than the forelimb.
Based on our present study in a Chinese
population, UE improvement was not certain and
did not seem to be highly related to the time
course of PST. Based on our results, compared
with the UE, the LE might show quicker and more
complete recovery than the UE within the first 6
weeks of PST. These results imply that the ability
to achieve improvement in functional deficits of
the UE and the LE might not be parallel following

a stroke. The greater level of improvement in the LE
compared to the UE might result from the greater
demands placed on the LE than on the UE in daily
activity. During normal activities of daily living, a
patient cannot compensate for his/her affected LE,
though he/she may compensate for the affected UE
by using the unaffected UE.7
Second, there has been an axiom that the earlier a
patient with stroke receives rehabilitation, the better
recovery he/she may achieve. Is the axiom
applicable to both patients with recurrent stroke and
patients with first-ever stroke? Studies by Andrews
et al16, Paolucci et al,10 and our current study
recruited only subjects who had experienced a
single stroke, while some others6,34,35 recruited
patients with both first ever and/or recurrent stroke
for their studies of how PST influenced recovery
outcomes. Results from all of these studies
indicated that the type of stroke experience (first
ever versus recurrent stroke) was not a factor that
could affect the axiom. In either situation, early
rehabilitation treatment would likely lead to better
rehabilitation outcomes.
Third, should the medical conditions of patients with
stroke be stabilized before rehabilitation treatment
is provided? Some investigators10 stated that early
rehabilitation services could be provided to a person
with a stroke even before the patient’s medical
condition stabilized. However, Maulden et al34
pointed out that early rehabilitation intervention after
stroke might harm vulnerable cells through
oxidation and/or metabolic stress in concert with
reperfusion injury. Some1, 31 suggested that early
rehabilitation intervention could be started within 72
hours post-stroke.
According to our study, intervention can be initiated
after a patient's medical condition is stabilized, as
determined by 24 hours of observation and
examination. Medical conditions that should be
observed and examined to determine their stability
were described by Indredavik et al.31 In our study,
observation of patients’ medical conditions
continued even during and after the rehab
intervention time. Adverse effects of rehabilitation
intervention might affect the infarct size, which
could be examined by CT or MRI. However, due to
the relative convenience of physical examination,
and because of financial constraints, constant use
of CT or MRI is not suggested. Currently it seems
that observation and examination of medical
conditions (any symptoms and signs related to
neurological changes) are recommended to
minimize possible adverse effects of further infarct
from rehab intervention.37 Stabilizing a patient after
a stroke includes treating the event and any medical
conditions arising from the stroke.
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CONCLUSION
Our data demonstrated a possible positive
correlation between PST and recovery. We cannot
yet establish a definite causative relationship
between the two as other factors influencing both
delayed rehabilitation and recovery could be
involved. In our study, delayed rehabilitation
mainly resulted from insufficient financial support.
While PST as a causative factor cannot be
assumed, there is evidence to suggest that it is at
least a potential causative factor influencing
rehabilitation outcomes. The results from this pilot
study conducted in Chinese patients with stroke
did not seem to differ specifically, in terms of
functional recovery, from study results obtained in
western societies. This indicates that race might
not be a factor influencing rehabilitation outcome.
These results may help clinicians who are treating
Chinese patients with stroke to predict
rehabilitation outcomes.
Corresponding Author:
Hao (Howe) Liu
Department of Physical Therapy
University of Central Arkansas
201 Donaghey Avenue
Conway, AR, 72035
USA
Email: hliu@uca.edu
Phone: (501) 450-5597
Fax: (501) 450-5822

REFERENCES
1.

2.

3.

4.

5.

6.

24

O’Sullivan SB, Schmitz TJ. Physical
Rehabilitation: Assessment and Treatment.
4th
Ed. Philadelphia, Pennsylvania:
F.A. Davis Company; 2000.
Nan DK. Rehabilitation Medicine. 1st Ed.
Beijing, China: People’s Health Publisher;
1993.
Sacco RL, Boden-Albala B, Abel G, Lin IF,
Elkind M, Hauser WA, Paik MC, Shea S.
Race-ethnic disparities in the impact of stroke
risk factors: the Northern Manhattan stroke
study. Stroke. 2001; 32:1725-1731.
Jongbloed L. Prediction of function after
stroke: A critical review. Stroke. 1986; 17:765776.
Cifu DX, Stewart, DG. Factors affecting
functional outcome after stroke: A critical
review of rehabilitation interventions. Archives
of Physical Medicine and Rehabilitation. 1999;
80:S35-S39.
Horn SD, DeJong G, Smout RJ, Gassaway J,
James R, Conroy B. Stroke rehabilitation

patients, practice, and outcomes: Is earlier and
more aggressive therapy better? Archives of
Physical Medicine and Rehabilitation. 2005; 86
(supplement 2):S101-114.
7. Chen J, Liu H, Quiben M, Li ZB. Multivariant
analysis of stroke rehabilitation outcomes: A
pilot study in Chinese population. Physical &
Occupational Therapy in Geriatrics. 2006; 24:114.
8. Novack TA, Satterfield WT, Lyons K, Kolski G,
Hackmeyer L, Connor M. Stroke onset and
rehabilitation: time lag as a factor in treatment
outcome. Archives of Physical Medicine and
Rehabilitation. 1984; 65:316-319.
9. Ottenbacher KJ, Jannell S. The results of clinical
trials in stroke rehabilitation research. Archives
of Neurology. 1993; 50:37-44.
10. Paolucci S, Antonucci G, Grasso MG, Morelli D,
Troisi E, Coiro P, Bragoni M. Early versus
delayed inpatient stroke rehabilitation: a
matched comparison conducted in Italy.
Archives
of
Physical
Medicine
and
Rehabilitation. 2000; 81:695-700.
11. Yavuzer G, Kucukdeveci A, Arasil T, Elhan A.
Rehabilitation of stroke patients. Clinical profile
and functional outcome. American Journal of
Physical Rehabilitation. 2001; 80:250-255.
12. Tur BS, Gursel YK, Yavuzer G, Kucukdeveci A,
Arasil T. Rehabilitation outcome of Turkish
stroke patients: in a team approach setting.
International Journal of Rehabilitation Medicine.
2003; 26:271-277.
13. McNaughton H, Weatherall M, Taylor W,
McPherson K. (2001). Factors influencing rate
of Barthel Index change in hospital following
stroke. Clinical Rehabilitation. 2001; 15: 422427.
14. Duncan, PW, Goldstein LB, Horner RD,
Landsman PB, Samsa GP, Matchar DB. Similar
mobility recovery of upper and lower extremities
after stroke. Stroke. 1994; 25:1181-1188.
15. Olsen TS. Arm and leg paresis as outcome
predictors in stroke rehabilitation. Stroke. 1990;
21:247-251.
16. Andrews K, Brocklehurst JC, Richards B,
Laycock PJ. The rate of recovery from stroke --and
its
measurements.
International
Rehabilitation Medicine. 1981; 3:155-161.
17. Jorgensen HS, Nakayama H, Raaschou HO,
Vive-Larsen J, Stoier M, Olsen TS. Outcome
and time course of recovery in stroke. Part II:
Time course of recovery. The Copenhagen
stroke study. Archives of Physical Medicine and
Rehabilitation. 1995; 76:406-412.
18. Horner RD, Swanson JW, Bosworth HB,
Matchar DB. Effects of race and poverty on the
process and outcome of inpatient rehabilitation
services among stroke patients. Stroke. 2003;
34:1027-1031.
19. Chiou-Tan FY, Keng MJ, Graves DEC, KwaiTung R, Diana H. Racial/ethnic differences in

Philippine Journal of Allied Health Sciences November 2007 Volume 2 Issue 1

Chen J et al Time between Stroke Onset and Rehabilitation: A Predictor of Mobility Recovery for Patients with Stroke in a Chinese Population

FIM scores and length of stay for
underinsured patients undergoing stroke in
patient rehabilitation. American Journal of
Physical Medicine & Rehabilitation. 2006;
85:415-423.
20. Bhandari V, Kushel M, Price L, Schillinger D.
Racial disparities in outcomes of inpatient
stroke rehabilitation. Archives of Physical
Medicine & Rehabilitation. 2005; 86:20812086.
21. Lanting LC, Joung IM, Machenbach JP,
Lamberts
SW, Bootsma
AH.
Ethnic
differences
in
mortality,
end-stage
complications, and quality of care among
diabetic patients: a review. Diabetes care.
2005; 28:2280-2288.
22. Nazer D, Thomas R, Tolia V. Ethnicity and
gender related differences in extended
intraesophageal pH monitoring parameters in
infants: a retrospective study. BMC Pediatrics.
2005; 5:24-29.
23. Wolfe CD, Smeeton NC, Coshall C, TillingK,
Rudd AG. Survival difference after stroke in a
multiethnic population: follow-up study with
the south London stroke register. British
Medical Journal. 2005; 331:431-436.
24. Liu M, Zhang Q, Lu M, Kwon C, Quan H. Rural
and urban disparity in health services
utilization in China. Medical Care. 2007;
45:767-774.
25. Daley K, Mayo NE, Wood-Dauphinee SL.
Verification of the Stroke Rehabilitation
Assessment of Movement (STREAM).
Physiotherapy Canada. 1997; 49:269-278.
26. Wang CH, Hsieh CL, Dai MH, Chen CH, Lai
YF. Inter-rater reliability and validity of the
stroke rehabilitation assessment of movement
(STREAM)
instrument.
Journal
of
Rehabilitation Medicine. 2002; 34:20-24.
27. Daley K, Mayo NE, Danys I, Cabot R, WoodDauphine S. The stroke rehabilitation
assessment of movement (STREAM): refining
and validating the content. Physiotherapy
canade. 1997; 49:268-278.
28. Hsueh IP, Wang CH, Sheu CF, Hsieh CL.
Comparison of psychometric properties of
three mobility measures for patients with
stroke. Stroke. 2003; 34:1741-1745.

29. Chen J, Li ZB. Analysis of the clinical
application of stroke rehabilitation assessment
of movement (STREAM). Chinese Journal of
Physical Medicine & Rehabilitation. 2002;
24:667-670.
30. Rabadi MH, Rabadi FM. Comparison of the
action research arm test and the Fugl-Meyer
assessment as measures of upper-extremity
mobility weakness after stroke. Archives of
Physical Medicine & Rehabilitation. 2006;
87:962-966.
31. Indredavik B, Bakke F, Slordahl SA, Rokseth R,
Haheim LL. Treatment in a combined acute and
rehabilitation stroke unit: which aspects are
most important? Stroke. 1999; 30:917-923.
32. Chen J, Liu H, Quiben M, Li ZB. Multivariant
analysis of stroke rehabilitation outcomes: A
pilot study in Chinese population. Physical &
Occupational Therapy in Geriatrics. 2005;
24(4):1-14.
33. Liu XD, Lu YL, Wang B, Zhao G, Yan YP, Xu
DZ. Prediction of functional outcome of
ischemic stroke patients in northwest China.
Clinical Neurology & Neurosurgery. 2007;
109:571-577.
34. Maulden SA, Gassaway J, Horn SD, Smout RJ,
DeJong G. (2005). Timing of initiation of
rehabilitation after stroke. Archives of Physical
Medicine and Rehabilitation. 2005; 86
(supplement 2):S34-S40.
35. Jorgensen HS, Nakayama H, Raaschou HO,
Olsen TS. Recovery of walking function in
stroke patients: the Copenhagen Stroke Study.
Archives
of
Physical
Medicine
and
Rehabilitation. 1995; 76:7-32.
36. Vilensky JA, Gilman S, Dunn EA, Wilson WJ.
Utilization of the Denny-Brown collection:
differential recovery of forelimb and hind limb
stepping after extensive unilateral cerebral
lesions. Behavioral Brain Research. 1997;
82:223-233.
37. Duncan PW, Zorowitz R, Bates B, Choi JY,
Glasberg
JJ,
Graham
GD,
Katz RC,
Lamberty K, Reker D. Management of Adult
Stroke Rehabilitation Care -A Clinical Practice
Guideline.
Stroke.
2005;
36:e100-143

Philippine Journal of Allied Health Sciences November 2007 Volume 2 Issue 1

25

