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Background and Purpose
Traumatic brain injury (TBI) disrupts normal brain function. The CDC
estimates TBI accounted for 2.5 million ED visits, hospitalizations, and deaths
in 2010 and that 3.2-5.6 million people with a TBI related disability currently
reside in the United States2. TBI negatively impacts a patient’s quality of
2,3,7,8
life and major causes include falls, MVAs, and blows to the head
.
Body-weight-supported (BWS) gait devices have been utilized to assist in the
1,2,5,8
return of functional gait patterning in individuals with TBI related ataxia
.
BWS gait training, coupled with varied practice gait training, can augment the
formation of a more integrated motor program for ambulation. Varied
practice patterns have been shown previously to enhance motor control and
transference to novel tasks within the same generalized motor pattern4,6,7.
This can have functional carryover to novel environments experienced during
community level ambulation 4,6,7.

Case Description
Patient is a 35 yo female admitted June 2019 with bifrontal
SAH s/p a fall down a flight of stairs. Patient demonstrates
ataxia with RUE and RLE, a flexor synergy pattern RUE, R
sided neglect, and diminished tracking and attention to
objects in the R visual field. The patient experiences
decreased motor control and greater amounts of ataxia when
distracted or when changing environments. PMH includes
multiple EtOH detoxes, prior small left temporoparietal
SDH, prior small SAH, HTN, Breast CA, gastric bypass,
depression, anxiety, and HLD.
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Interventions
• Frequency: 60 minute session 3-5 x per week for 16 weeks
• Interventions:
• Lite Gait BWS system over-ground gait training, gait
training with rolling walker/hand-held assist, functional
mobility training, neuro-muscular re-education, motor
planning/sequencing during gait
• Varied Practice:
• Lite Gait BWS alternated with full body weight ambulation for
development of generalized motor program/improved patterning
• Speed: Self-selected speed cued as “Let’s walk”
• Cueing:
• Task specific , postural and attentional cueing throughout
• External cuing used secondary to cognitive impairments and challenges
with self-regulations/internal cueing

Outcomes
Distance Ambulated
Level of Assist to Stand
Level of Assist to Ambulate
R Visual Field Attendance
SARA (Scale for Measurement and
Rating of Ataxia)

Initial

Current

5 ft
MaxA x 2
MaxA x 2
20%
35/40

40ft
Contact Guard / MinA
Contact Guard x 2/MinA x 2
80%
26/40

Conclusions
Utilizing varied practice patterns and manipulating environmental constraints
simplifies tasks and can lead to greater functional gains. In this case, the patient is
now able to ambulate in novel situations with decreased level of assistance,
decreased severity of ataxia, improved gait patterning and improved attention to R
side. This patient had been previously denied by multiple SNF/LTC settings due to
concerns over inability to progress mobility and is now being re-evaluated for
placement. This decreases the negative impact of her continued care on the acute
care facility and maximizes her access to comprehensive rehabilitation services.

