
 Mrs. M 
90-year-old Irish female

On 6/5/18, Mrs. M, a 90-year-old female, presented to Rotorua Public Hospital after 
being found by her daughter collapsed on the floor with a dense L sided hemiparesis, 
L facial droop and slurred speech. 

Arrived to ED for urgent brain CT which confirmed a small primary intraparechymal 
haemorrhage arising from the R basal ganglia, the typical location for a primary 
hypertensive haemorrhage. 

Since admission, the L sided hemiparesis has begun to improve. Previously 
unresponsive, the L lower limb has gained power (3-4/5), particularly in the proximal 
joints. Consequently, mobility and function has also improved and Mrs. M and her 
therapists are working towards 1x assist seated transfers. Progress in the L upper 
limb has been slower and less progressive, however, Mrs. M remains motivated with 
therapy, and continues to progress towards her goals. She has remained medically 
stable throughout her admission; however, poor blood pressure control, chronic 
hyponatremia, intermittent insomnia and low mood remain constant challenges. 
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Patient Background 

Previous Medical History 
Active 

- Hypertension
- Longstanding
- Currently on quinapril 10mg BD
- Last known previous readings: 180/80 (Dec ’17), 153/68mmHg (Jan

’18)
- Atrial Fibrillation (2008)

- On asprin 100mg OD
- CHADVAS score 4 (moderate/high risk: female, age >75 and history

of hypertension)
- HASBLED score 4 (high risk for major bleeding: age >65,

hypertension, asprin use, previous UGIB).
- Dyslipidaemia

- On simvastatin 20mg OD
- LDL cholesterol 2.4; total cholesterol 4.3 (8/5/18)

- Upper GI bleed (Mar 2017)
- Gastric ulcer identified on endoscopy, other anatomy normal
- Started on panzoprazole 40mg OD

Inactive 

- Last presentation to hospital with anisocoria and R facial drop (Dec 2017)
- Anisocoria persistent & R facial drop resolved when followed up in

clinic
- Aetiology unknown but normal CT Brain - ?stroke ?horners ?nerve

damage from cataract surgery
- Sick Sinus Syndrome

- Pacemaker inserted 2007 following multiple presentations to hospital
with presyncopal and bradycardic episodes

- Macular degeneration
- L eye worse than R eye

- Previous cataract surgery
- Both eyes: R eye (2004), L eye (2012)

- Previous cholecystectomy 2011

Falls 
Previous history of falls; associated with pre-syncope. Subsequently diagnosed 

with Sick Sinus Syndrome and pacemaker inserted 2007. No falls/pre-falls since 
insertion. Prior to stroke, Mrs. M had many protective factors against falls: five 
medications only, no psychotropic medications, adequate visual acuity, tactile 
peripheral sensation, independent mobility (without aid) and transfers.  



Mrs. M 
90 year-old Irish female 

Cognition 
No significant issues with memory were reported by Mrs. M, or her daughter, 

Mary. No trouble with attention, articulation, thought form or content was obvious 
during conversation, nor had been reported by Mary before or after the stroke. Mrs. M 
was able to demonstrate appropriate insight, judgment and reasoning during her 
admission. Furthermore, she remained consistently orientated to time, place and 
person.  

Her mood, however, fluctuated greatly following her stroke. Described by 
Mary as usually a happy, engaged and personable member of the community, Mrs. M 
had days where she became overly anxious about her circumstances and upset and 
disheartened by her slow progress. She would describe that this would often keep her 
awake at night. Her low moods however never affected her day-to-day activities, and 
she remained motivated and engaged in rehabilitation.  

Surprisingly, Mrs. M scored 14/30 on her screening MOCA. During this 
assessment she became anxious and stressed about her performance, particularly 
regarding drawing and serial subtraction (of which she refused to complete). On 
investigation, Mrs. M had left formal education by the age of 6. These factors, 
coupled with her anxiety surrounding recovery and prognosis, help to explain the low 
MOCA score. The Rowland Universal Dementia Assessment Scale (RUDAS) may 
have been a more useful assessment.   

Incontinence 
Prior to admission, Mrs. M reports wearing pads overnight, and was typically 

continent throughout the day. She often gets up in the night to pass urine, sometimes 
waking her from sleep. She is continent of stool. This has not changed while on the 
ward.  

Nutrition 
 Mrs. M has a healthy appetite, enjoying both preparing and eating meals when
at home. This has not changed whilst in hospital. Her weight has been recently stable 
(62kg). Mrs. M’s swallow has been deemed safe for a soft diet and clear fluids 
following assessment by the Speech and Language Therapists (see below).  

Polypharmacy 
On admission, Mrs. M had been prescribed five medications: one non-

steroidal anti-inflammatory (Celecoxib), one proton pump inhibitor (Panzoprazole), 
one HMG-coA reductase inhibitor (Simvastatin), one ACE inhibitor (Quinapril) and 
an anti-platelet agent (Asprin). Although they are not blister packed, Mrs. M reports 
to be very compliant with her medications.  

Unfortunately, the efficacy of these medications must be questioned, 
particularly for controlling blood pressure and lipid levels. As an example, despite 
taking Simvastatin, Mrs. M’s lipids remain above healthy targets (LDL cholesterol 
2.4; total cholesterol 4.3). Furthermore, hypertension has not been adequately 
managed since 2001, and has been recorded many times in various clinical documents 
dating back to her earliest surgery (2001). Her last recorded blood pressure prior to 
her stroke was 153/68mmHg in Jan 2018, yet only a small (?ineffective) dose of 
Quinapril has been prescribed. The clinical reasoning behind this decision could not 
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be found in the notes. This is particularly poignant as hypertension is likely the 
primary cause of her stroke.  

It is fortunate that Mrs. M was not on standard anti-coagulation therapy (for 
atrial fibrillation) at the time of her stroke. Her CHADVASc (risk of stroke secondary 
to AF) and HAS-BLED (risk of bleeding on warfarin/dabigatran) scores were both 
high, it would have been a difficult clinical decision to make. Asprin (100mg) was 
started, however, no significant benefit or risk reduction of stroke has been identified. 
Being a COX-2 inhibitor, Celecoxib, would also contribute as an anti-platelet drug, 
although I am unsure if this was its primary indication.  

Social History 

Living situation 
- Lives alone in own home in Glenhome, Rotorua
- Well supported in the community: all four children live in Rotorua and are

engaged in her care, active member of the local Catholic Church, has many
friends who visit often. I get the impression that the family is well respected in
the community.

- Receives pension, nil financial concerns voiced
- Immigrated from Ireland in 1958, worked hard on a chicken farm before

retiring

Activities of Daily Living (ADL) 
- Fully independent with ADLs including dressing, showering, walking,

toileting and personal cares
- No mobility aids used – able to use stairs easily, can walk >500m and transfer

independently
- 19/20 Barthel’s Score (prior to admission)
- Able to shop, prepare and serve meals to an adequate standard. Sometimes

requires prompting to begin.
- Does not drive
- Daughter, Mary, manages many day to day affairs (e.g. helping with online

banking, driving to supermarket)
- Enjoys gardening, walking, reading and keeping up with her grandchildren

Care co-ordination supports 
- Has 2 hour/week package with Healthcare to help with housework (typically

vacuuming and other heavy domestic work)

End of life wishes 
- No formal EPOA entrusted
- Ceiling of care: not for active resuscitation (CPR), 777 or further surgical

procedures
- Catholic faith; wishes priest to be called

Smoking: Ex-smoker - quit >50 years ago 
Alcohol: nil  
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History of admission 

6/5/18: 
Developed a dense L hemiparesis, dysarthria and L facial droop between 1300 and 
1600. Found collapsed on floor by daughter, who became concerned when unable to 
contact her. Arrived to ED for urgent brain CT which confirmed a R basal ganglia 
haemorrhage, likely secondary to hypertension due to location. At its widest 
circumference the bleed was 30mmx10mm, and included the R periventricular and 
cerebral peduncle. There was no intraventricular haemorrhage or cortical infarct. 
Asprin and celecoxib were consequently stopped.  

On presentation, Mrs. M had a GCS of 15/15 with no other dynamic neurology 
changes. She remained orientated, alert and conscious. Her blood pressure on arrival 
was 184/86. She was admitted to Coronary Care Unit (CCU) to receive a labetalol 
infusion to aim for a systolic blood pressure <160mmHg.  

7/5/18:  
Stepped down to medical ward following infusion; under Acute Stroke. L side 
remained 0/5 power, and bed transfers required full hoist and 2x assist. The dysarthria 
improved, and no receptive or expressive dysphasia was identified.  

11/5/18:  
Admitted to OPRS where Mrs. M has remained medically well (systemic inquiry was 
relatively unremarkable – see below). Medical issues during admission are as follows: 

1. Persistent hypertension
• On admission, her systolic blood pressure remained high (150-160mmHg).

Consequently, quinapril was increased (from 10mg --> 20mg BD) and
felodipine was started (initially 2.5mg --> 5mg OD). However, quinapril dose
was reduced to 10mg since developing hyponatremia – this is an unknown
side effect of quinapril.

• Systolic blood pressure is well controlled (135-140mmHg) with current
medical management for adequate primary prevention.

2. Intermittent insomnia
• Cannot sleep due to persistent anxiety about uncertainty of future. Sleeps well

once asleep; no nightmares.
• Started on melotonin 2mg & zopiclone 3.75mg PRN. Melatonin stopped since

developing hyponatremia. Zopiclone taken every night to good effect.

3. Low mood
• Very worried about future plans, and loss of independence. Very appreciative

of the staff, however, feeling very woeful and easily disheartened with slow
progress. I feel that these feelings are not unreasonable.

• Talking therapy declined and antidepressant considered, but not started. Mood
has since improved alongside advancements with her mobility.
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4. Hyponatremia
• 121mmol/L - incidental finding during routine blood screen (on 1/6). No

associated clinical features e.g. changes in mentation, muscle spasms, nausea,
vomiting.

• Previous sodium on 8/5 was normal (137mmol/L)
• Serum osmolality 259mOsmol/L (low), urine osmolality 444mOsmol/L

(high), urine sodium 25 mmol/L and clinical features of euvolemia indicate a
SIADH disorder. This is likely multifactorial – her cerebral haemorrhage and
medications likely play a role.  Consequently, melatonin and pantoprazole
were both stopped, and quinapril reduced to initial dose of 10mg BD. A fluid
restriction was also requested (<1.5L). Other causes such as infection and
malignancy were considered, but not thoroughly investigated.

• Despite these changes, the hyponatremia remains between 118-123mmol/L
but asymptomatic

5. Anticoagulation & stroke prevention
• Prior to stroke, only on asprin monotherapy for anticoagulation
• Asprin (and celecoxib) has been withheld and stopped following haemorrhagic

stroke. A routine follow up MRI angiopathy is required 6/52 following stroke
to ensure patient is stable enough to restart asprin or other blood thinning
products. As Mrs. M has a pacemaker she cannot receive a MRI.

• Patients who have had a stroke remain at higher risk of having another stroke,
have significant morbidity and increased mortality. Research suggests that
mortality is increased by 20% at 1 month, and 5-10% per year thereafter. This
increases reflects the stroke itself, the patient’s immobility and co-existing
cardiovascular risk. Interestingly, mortality is significantly higher in
haemorrhagic strokes than for ischemic strokes.

• To reduce the risk of recurrence, risk factors must be aggressively managed. In
Mrs. M’s case, this includes managing hypertension, dyslipidemia and atrial
fibrillation. Pharmacological lowering of blood pressure is associated with
fewer recurrent cerebral hemorrhagic events. The degree of control, however,
is somewhat contentious. Some studies show that lowering blood pressure
<130/90mmHg significantly reduces the risk of recurrence, however, also
increases risk of kidney injury. Thus, current guidelines recommend
controlling blood pressure between 140-179mmHg. Currently, this is being
successfully achieved whilst in hospital.

Systemic Enquiry 
General: Appetite normal, weight stable, no fevers 
Cardiac: No chest pain, no SOB(OE), no palpitation, no dizziness or pre-syncope, no PND, no orthopnoea 
Respiratory: No cough, no wheeze, no SOB, exercise limited by fatigue vs. SOB, no pleuritic chest pain  
Gastrointestinal: No swallowing difficulties or pain, drooling from R side, no reflux, no nausea, no vomiting, 
no diarrhoea, bowels opening regularly, no abdominal pain or distention   
Genitourinary: occasionally incontinent of urine (mainly at night), no stinging or burning, no lower 
abdominal or back pain 
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Medications 
Source: Patient and patientwise (accessed with pharmacist)  
Regular medications (in bottles) Current medications 
Celecoxib 200mg OD Celecoxib 200mg OD (STOPPED) 
Asprin 100mg OD Asprin 100mg OD  (STOPPED) 
Simvastatin 20mg OD Simvastatin 20mg OD 
Quinapril 10mg BD Quinapril 10mg BD 
Panzoprazole 40mg OD Panzoprazole 40mg OD  (STOPPED) 

Felodipine 5mg OD 
Ondansteron 4.8mg PRN (not requiring) 
Laxsol 2 tabs PRN (not requiring) 
Zopicline 3.75mg PRN (used every night) 
Melatonin 2mg PRN (STOPPED) 
Paracetamol 1g PRN (used occasionally) 

No known drug allergies 

Formal Examination (on admission to OPRS) 

Observations: 
BP 157/74   HR 74 (paced) RR 20        O2Sats 96% on RA Afeb 

General:  
Orientated to place, month, year and person. Also could recall DOB and age correctly. 
Appeared well - lying in bed, pink in colour, warm to touch 
No obvious signs of discomfort or distress 
Freely moving R arm; L arm in sling 
Pleasant to talk with, slight dysarthria and L sided facial droop noted from end of bed 

Cardiology: 
Inspection: No peripheral signs of pathological stigmata. No pedal odema. JVP not 
visible.  
Palpation: Radial pulse was strong. It was regular, at a normal rate of 70bpm. Apex 
beat palpable – slightly laterally of mid-clavicular line, 5th intercostal space.  
Auscultation: Heart sounds were dual, with no added sounds 

Respiratory:  
Inspection: No peripheral signs of pathological stigmata e.g. no asterixis, finger 
clubbing or peripheral cyanosis. No signs of respiratory distress. Posterior chest not 
formally examined due to limited mobility, however anterior chest expansion normal. 
Auscultation: Vesicular breath sounds, no wheeze or crackles.  

Gastrointestinal  
Inspection: No signs of cachexia, jaundice or bruising. Dentures (top and bottom) in 
situ. No abdominal distention or prominent veins. 
Palpation: Soft, non tender abdomen. No rebound tenderness on superficial palpation, 
or masses felt on deep palpation. Liver, spleen and kidneys unable to be palpated.  
Bowel sounds present.  
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Neurology 
 

Peripheral  
Inspection: L upper arm supported by pillow on bed, no obvious movement in L arm 
or hand from end of bed. Mrs. M playing with limb fingers during inspection. No 
scars, muscle wasting or tremors.  

Upper limb Right Left 
Power Shoulder abduction 5 3 

Elbow flexion 5 1 
Elbow extension 5 2 (more ext. rotation) 
Wrist flexion 5 2 
Wrist extension 5 1 
Finger abduction 5 0 
Finger flexion 5 2 
Finger extension 5 1 

Reflexes Brachioradialis ++ +++ 
Biceps ++ +++ 
Triceps ++ + (difficult)

Tone Normal with good 
ROM in elbow and 
wrist 

Hypotonic, very flaccid in elbow 
and wrist 

Sensation Light touch Normal Normal sensation with proximal 
dermatomes, sensory inattention in 
distal dermatomes 

Lower limb 
Power Hip flexion 5 4 

Hip extension 5 3 
Knee flexion 5 3 
Knee extension 5 1 
Plantarflexion 5 1 
Dosiflexion 5 1 

Reflexes Knee ++ + 
Ankle ++ + 
Plantar Negative (normal) Positive 

Tone Normal Mildly rigid and hypertonic 
Sensation Light touch Normal Normal sensation with proximal 

dermatomes, sensory inattention in 
distal dermatomes 

Coordination Difficult to assess particularly in upper limb, very fatigued at end of neurology exam 

Central 

CNI No changes in smell 
CNII Adequate visual acuity (not formally tested), anisocoria (R>L pupil size), central 

pupil location at rest, consensual and direct pupillary response in both eyes, 
convergence and accommodation normal 

CNIII, IV, VI FROEM, no nystagmus, ptosis or diplopia noted 
CNV, VII Normal sensation L&R, mild assymetrical smile with L droop – dripped 

occasionally, L eye easier to overcome and open when closed than R. Jaw jerk and 
corneal reflex not tested,  

CNVIII No reported change in hearing or problems with balance (not investigated further) 
CNIX, X, XII No dynamic change in taste, normal cough and swallow, tongue and palate central 

in position  
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Allied Health 

Physiotherapy & Occupational Therapy 
NT: The physiotherapists and occupational therapists often reviewed and worked with 
Mrs M together, therefore their progress has been documented below as such.  

Mrs M was initially assessed one day following her presentation to ED. She 
required a full hoist with 2x assist and an L arm sling to transfer her from the bed. She 
was unable to balance herself into a sitting position independently. There was a quick 
improvement in balance and trunk muscle activation, although she required constant 
prompting to maintain midline. On 14/5, 8 days after her stroke, when well rested, she 
had improved enough to progress to the sara-steady (and 2x assists) for transfers. 
During her therapy sessions, she constantly overcompensated for her weak L side, 
often overusing her R body weight instead of engaging her large, central muscle 
groups. By 17/5 some power in her L lower limb had returned, and she was able to 
engage her quads, lift her leg off the bed (3/5 power) and flex her knee (2/5 power). 
Her L toes remained immobile, and plantar flexion with this foot remained poor. 
Unfortunately, Mrs. M has not experienced the same improvement with her L upper 
limb. Even with extensive upper limb rehabilitation therapy, similar advances in her 
upper limb have been unforthcoming. Therapists have noted some increased tone in 
the L bicep (and flexion of the elbow), improved flexion and extension of her fingers, 
and a stronger finger squeeze, however functional capacity of the L upper limb has 
not improved at this stage. Her current therapy has moved towards using the parallel 
bars and gutter-frame to practice walking upright, and seated transfers from bed. 
Although still requiring 2-3 people to assist with this, Mrs M’s therapists are still 
encouraged by her progress.  

Prognosis: The goal for Mrs. M’s physiotherapy is to be able to confidently and 
safely transfer from the bed to a wheelchair with only 1x assist. This reduces the 
number of carers needed following discharge. It is unlikely that Mrs. M will be able to 
safely walk using aids without supervision.  

Speech Language Therapy (SLT) 
SLT was first asked to assess Mrs. M swallow after she failed a bedside, water 
swallow assessment and consequently remained nil by mouth. She was then 
investigated formally where she was cleared to drink normal fluids, and later, a 
minced moist diet. Although her swallow was functionally intact, there was concern 
regarding L cheek pouching (which was observed on assessment), progressive fatigue 
during meal times and therefore increase risk of aspiration. Furthermore, there was 
additional concern that nutritional intake would not be adequate on this feeding 
regime, and should this concern persist, a dietitian review would be needed to ensure 
appropriate and satisfactory nutrition. Fortunately, this was not the case – Mrs. M’s 
intake and appetite improved. In fact Mrs. M was eating and drinking so well, that on 
reassessment she was deemed safe to consume a soft diet.  
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Social Work (SW) 
Mrs. M is well supported socially in the community. During her admission, many 
family members and friends would visit. She enjoyed these visits very much. Social 
work services were formally introduced late during her admission to encourage and 
support discussion with the family and assist discharge planning. Mrs. M’s children, 
Mary, John, Trish and Dennis, are very involved in her care, and all lived locally. 
However, Mrs. M remained adamant to not burden them. So far, discussion has 
focused around 3 main topics, which were all discussed at a family meeting (29/5):  

1. Enlisting a legal EPOA (although currently not required as has capacity and
functioning cognition)

2. Encouraging and increasing Mrs. M’s independence while in hospital
• Supervised leave with family has been offered, but declined
• Joining Breakfast club in the mornings (with supervision from OT)

3. Planning community supports upon discharge
• A NASC assessment for a high package of care has been requested
• Encouraging family involvement and full-time support if able
• Resthome placement has been pushed as last resort option

Prognosis: Due to Mrs. M’s continuing improvement, it is difficult to say at this stage 
what her needs will be following discharge. Social workers believe that Mrs. M will 
likely return home, as currently one daughter is planning to permanently move in as 
the primary full-time caregiver. Social work can help apply for a primary carer 
income should this happen, and ensure that the current additional help for housework 
is continued. Rest home placement is still an option should family support and/or a 
high package of care fail, however, this is currently being pushed by social work as a 
last resort option. A NASC referral has already been sent.  

Prognosis 

Impairment 
“The damage or dysfunction of an organ or part of the body” 

Motor deficits 
Following her stroke, Mrs. M suffered a left sided hemiparesis. This has 

affected her upper limb more than her lower limb and is denser in her distal joints (L 
hand and L foot). Currently, her upper limb is hypotonic and flaccid, however, this is 
likely to progress to a hypertonic or rigid paresis overtime. A mild L facial droop, 
with associated, mild dysarthria remains. 

Sensory deficits 
Mrs. M had a co-existing visual and hearing impairment prior to her 

admission. Following her stroke, this appears to have remained stable – visual acuity 
remains adequate, and she is able to converse easily on the ward. On neurological 
exam, there were no other visual field deficits, visual inattention or cranial changes. 
Peripheral sensory inattention to light touch in the L upper and lower limbs remains in 
distal dermatomes.   

Physiological deficits 
Following Mrs. M’s stroke, she has understandably become more anxious, 

particularly regarding her diagnosis, prognosis and current progress. This often keeps 
her awake at night.  
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Activity Limitation/Disability 
“The way an impairment affects the function of an individual” 

Mrs. M will likely not recover completely from her stroke, and will not return 
to her original/baseline level of function. The aim of her rehabilitation, therefore, is to 
minimise her disability. This has, and will continue, to require multi-disciplinary 
input and ongoing support.  

The most limiting disability for Mrs. M will likely be her L hemiparesis, and 
the effect this has had on her mobility. She is currently only able to use her L leg to 
transfer with a sara-steady, and mobolises using a wheelchair that she cannot push 
herself. Encouraging mobility will play a large role in keeping Mrs. M active. This 
not only involves intensive and targeted physiotherapy to help improve muscle power, 
but also includes relearning to do everyday tasks and adapting her environments and 
attitudes around her impairments. This will be particularly difficult should Mrs. M not 
progress to safe 1x person assist transfers, as she will then require a much higher level 
of care which is often not available from family and community carers. Aids and 
equipment will be useful here, however, it may take months or years for Mrs. M to 
adapt both physically and psychologically to her new level of functioning. This is 
particularly important given her old age (90 years old), but more importantly her new, 
more frail, condition.    

It is difficult to predict the functional recovery that Mrs. M will make 
following her stroke. Recovery takes time, and its path is unpredictable. The natural 
history of most stroke deficits occurs within the first 2-3 months. It has now been 
almost 6 weeks since Mrs. M’s stroke, and she continues to gain strength and function 
in her left side – an encouraging sign.  

Prognosis for functional recovery is dependent on the initial severity of the 
stroke. Haemorrhage volume is the strongest predictor of outcome. Advanced age, 
impaired consciousness at presentation and rupture into the ventricular system are 
also associated with poor outcome. Tools such as the FUNC (Functional Outcome in 
Patients with Primary Intracerebral Haemorrhage) score care be used to predict 3-
month function outcomes (see below). However, it is important to notes that they 
have been shown to overestimate the precise outcome.  

FUNC score 
Score 

ICH volume (cm3) <30 4 
Age 90 years 0 
ICH location Deep 1 
GCS score 15/15 2 
Pre-ICH cognitive impairment No 1 
Total score 8 points 
Probability of functional 
independence at 90 days* 

21-60% 

*functional independence considered Glascow Outcome Scale >4 (moderate disability; disabled but independent
as far as daily life is concerned; disabilities include varying degrees of dysphasia, hemiparesis, ataxia, intellectual
and memory deficits)
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Participation Restriction/Hadicap 
The way in which the combinations of impairments and disabilities interfere or 
impede an individual an individual from carrying on their normal lifestyle 

Prior to admission, Mrs. M was a well and independent 90-year-old woman. She lived 
an active and social life, and managed fully in her own home. Her stroke, as discussed 
above, is life changing and greatly debilitating. Although still improving, her L 
hemiparesis has significantly impacted her ability to walk safely and without 
assistance. It is highly unlikely that she will be able to walk independently again, and 
this will be a large barrier for her to do many activities of daily living for herself e.g. 
toileting, showering, cooking and dressing. This is a new chapter for Mrs. M as she 
will no longer be able to live her life as she previously did. It was evident that she was 
well socially supported in the community as many local friends and family visited 
during her admission. I feel that this will be of much benefit for her, and will help to 
reduce the degree of interference from her impairments and disabilities. The 
adjustments that are required of Mrs. M and her family are not to be underestimated; 
and intensive therapy and constant care and support will be required for her to 
successfully adapt.    


