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	Stroke is the second leading cause of death in the world (Kuriakose and Xiao, 2020). It occurs when there is a blockage of blood flow or oxygen to the brain (ischemic stroke) or from leaky blood vessels in the brain (hemorrhagic stroke). The most common diagnosis for stroke is the use of non-contrast computed tomography (CT) scan, non-contrast computed tomography perfusion imaging (CTP) scan, or magnetic resonance imaging (MRI) (Hasan et al., 2018). The use of a CT scan is commonly used to eliminate hemorrhagic stroke. An ischemic stroke is usually identified within the first few hours by its symptoms including face drooping, speech difficulty, arm weakness, and the time it takes to reach out for help. Ischemic stroke is treated with tissue plasminogen activator (tPA) (Hasan et al., 2018).  According to Hasan et al. (2018), this treatment has improved from being effective within 17 minutes versus 33 minutes, especially between using telemedicine and making it to the hospital. 
Once the stroke is properly treated, it can still lead to nutritional implications. Dysphagia and aspirations are usually common amongst individuals who have experienced stroke (Crary and Groher, 2014). Aspiration pneumonia is also another result from dysphagia (Juan et al., 2020). It occurs when food or liquid enters the lung and can cause a lung infection. This is dangerous and can lead to lengthy hospital stays. Following the diagnoses of dysphagia, tube feeding becomes a possibility. Tube feeding is implemented only if the individual is not receiving adequate nutritional support through their mouth.                                                                                                      



From clinical experience, a Speech and Language Pathologist would do a couple of swallow tests within the first 48 hours of admission to see if the individual’s feeding is not compromised and choose an appropriate diet texture. In addition, for further information, a fiberoptic endoscopic evaluation of swallowing (FEES) test can be performed to see how well the individual is swallowing. If swallow and nutrient needs are compromised, then tube feeding is suggested (Crary and Groher, 2014). Depending on the severity of swallow and aspirations can determine which feeding tube would be best utilized. Usually, if it is determined that an individual may be on long-term tube feeding, a percutaneous endoscopic gastronomy (PEG) tube would be suggested (Wilmskoetter et al., 2018). 
There are negative and positive outcomes for a PEG tube. The negative outcome of a long-term PEG tube can result in a patient developing a pressure ulcer, according to Ojo and Brooke (2016). This is due to limited mobility. Another negative outcome of PEG placement can be leakage or infection to the area of the placement (Ojo and Brooke, 2016). If any of these occur, immediate action must be taken to improve the patient’s quality of life. The risk for readmission or just long-term stay without discharge is possible with PEG tubes. In a study done by Wilmskoetter et al. (2018), it was observed that most patients with a PEG tube ended up in long-term care or was quickly readmitted after being discharged home. This was significant according to the study. Patients discharged to a Skilled Nursing Facility or long-term care hospital was p<.001 and patients discharged to an inpatient rehab facility was p<.05. (Wilmskoetter et al., 2018).

 I was able to observe a patient at a Skilled Nursing Facility with ischemic stroke.  A percutaneous endoscopic gastronomy (PEG) tube was emplaced due to the patient’s weak swallow ability and possible long-term stay.  According to SLP, this was the best option for the patient and there were positive outcomes. 
The review of the patient’s medical record is as follows:
E.F is an 80 y/o female, African American from America, and alert and oriented. She used to be a housewife, widowed, and has a son as her sole family support. There are no social problems noted, and her socioeconomic status is medium. E.F is confined to a wheelchair with no substance abuse as per social work notes. E.F was hospitalized 
from 12/4/24-12/31/24 due to aspiration pneumonia and cerebral infarction with PMHx of hemiplegia, hemiparesis, heart failure, T2DM, atherosclerotic heart disease, HTN, 
Afib, myeloma, and hypothyroidism. During her hospital stay, she was AOx1, which is not very responsive. The medications taken while at the hospital included Eliquis, Zosyn, Antibiotics, and Cefepine. Due to her severe dysphagia and aspiration of food and liquid resulting from her stroke, a PEG was emplaced. E.F was admitted to the Skilled Nursing Facility on 1/1/25. The chief complaint was dysphagia following cerebral infarction. E.F had a Stage 2 pressure ulcer on her sacrum with partial thickness skin loss and exposed dermis measuring 1.9cm (length) x 1.5cm (width). She also had a Stage 2 pressure ulcer on her right gluteus measuring 1.2cm (length) x 3.5cm (width) as per skin and wound notes. 
E. F’s current medication while at the SNF included Rosuvastatin calcium, dilTIAZem HCl, Torsemide, Metoprolol, Cyanocobalamin, Aspirin, Levothyroxine 

sodium, Folic Acid, Eliquis, and Pantoprazole sodium with no food or drug interactions. E.F also received GT (Osmolite 1.5) feeds as her sole source of nutrition. Her feeding has been adequate to meet needs and provided 34 kcal/ kg, 1.4 gm/kg Pro, and 26.5 mL/kg free water. Her HTN has been possibly putting stress on her heart. She is noted as receiving diuretics and on daily weights for heart failure as weight fluctuations are anticipated. E.F is tolerating her current medication and tube feedings. She experienced bowel movement incontinence 2x/day for three days and then had no bowel movements for two days as per the nurse’s note. No dehydration has been noted.  E.F appears frail and could have minimal communication.
Lab data include Hgb:10.4 g/dL (11.5-15.5), Hct: 31.75% (34.5-45.0), BUN: 15mg/dL (7-23), Creatinine: 0.85 mg/dL (0.50-1.30), Na: 145 mmol/L (135-145), Cl: 112 
mmol/L (96-108), K: 3.5 mmol/L (3.5-5.3), Glu: 148 mg/dL (70-99).  Lab interpretation: Hgb/Hct are both low possibly due to anemia, Glu is high possibly due to blood work taken after meal). 
Anthropometric data is as follows: height (64”), weight (138.2 lbs), BMI: 23.7 (normal). The weight trend for E.F is as follows: 1/3/25 (139.1 lbs), 1/7/25 (137.7 lbs), 1/22/25 (132.2 lbs), 2/21/25 (138.6 lbs), 2/22/25 (138.2 lbs). Her weight has been stable overall, showing that her feeding is adequate and tolerable. Her IBW is 100 +(4 x 5)= 120 lbs and percent IBW is (138.2/120) x 100 = 115%.
24-recall information before admission was refused by E.F’s proxy as she was unable to recall for herself. Prior to hospital (at home), E. F’s proxy reported that she had a regular diet, regular texture, and thin consistency.  24-hr recall while at the Skilled 

Nursing Facility included the continuous tube feeds of Osmolite 1.5 at 60 ml/hr with 40 ml water flush until complete (16.7 hours). E.F tolerates tube feeding well with no nausea, vomiting, diarrhea, or constipation. There are also no known food allergies. Her estimated needs are: 1650 kcal (34 kcal/kg) per day, 69 g pro (1.4 gm/kg) per day, and 1278 ml free water (26.5 mL/kg) daily. The recommendation of long-term tube feeding is to ensure she is receiving adequate calories and nutrition. 
A suitable PES for E.F is: Increased nutrient needs related to wound healing as evidenced by stage 2 pressure ulcer on sacrum, and stage 2 pressure ulcer on right gluteus.
Prosource 1x/day (60kcal, 15g pro) is recommended to promote wound healing for E. F’s pressure ulcers. I recommend that E.F continues her tube feeding regimen and add 100 mL H20 AC/PC to flush tube before and after feeding and for additional hydration. I will follow up with the SLP team regarding E. F’s current NPO status and monitor her swallow progression. I recommend monitoring tube feeding intake, tube feeding tolerance, skin integrity, daily weights, labs, and will provide nutrition intervention as warranted. No discharge diet has been discussed at this time. Nutrition care goals are as follows: E.F will maintain 138.2 lbs +/- 5 lbs x 90 days while at the SNF. E.F will not be dehydrated x 90 days. E.F will continue to tolerate tube feeding as prescribed with recommendations applied. E. F’s wounds will heal with improvement using supplement of ProSource as recommended x 90 days.
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