
Research Article
Using Logistic Multivariate Analysis to Explore the Effects of
Nursing and Psychological Factors on Motor and Cognitive
Rehabilitation in Patients with Stroke: Based on a Retrospective
Case-Control Study

Wenxin Lin, Liping Meng , Weimin Lou, Panpan Yang, and Min Huang

Department of Rehabilitation Medicine, Zhejiang Hospital, Hangzhou 310000, China

Correspondence should be addressed to Liping Meng; 171849186@masu.edu.cn

Received 8 June 2022; Revised 6 July 2022; Accepted 8 July 2022; Published 19 August 2022

Academic Editor: Dong Chen

Copyright © 2022 Wenxin Lin et al. +is is an open access article distributed under the Creative Commons Attribution License,
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

Objective. Based on a retrospective case-control study, logistic multivariate analysis was employed to explore the effects of nursing
and psychological factors on the rehabilitation of motor and cognitive function in patients with stroke. Methods. A total of 200
stroke patients treated from February 2019 to April 2020 were enrolled in our hospital. According to the results of exercise and
cognitive rehabilitation, the patients with good rehabilitation were divided into the control group (n� 140) and the research group
(n� 60). +e effects of nursing and psychological factors on the rehabilitation of motor and cognitive function in patients with
stroke were analyzed. Results. First of all, we compared the general data.+ere were significant differences in terms of age, years of
education, occupational status, payment methods of medical expenses, family income and the course of the disease, and the
difference was statistically significant (P< 0.05). +ere was no significant difference in general data (P> 0.05). Secondly, we
compared the nursing effective rates. +e nursing effective rates of the study group were 10 cases, 15 cases, 12 cases, and 23 cases,
and the nursing effective rate was 61.67%. In the control group, 78 cases were markedly effective, 33 cases were effective, 25 cases
were general and 14 cases were ineffective, and the nursing effective rate was 90.00%. +e effective rate of nursing in the study
group was higher than that in the control group, and the difference was statistically significant (P< 0.05).+ere was no significant
difference in anxiety and depression scores before nursing (P> 0.05), but they decreased after nursing. In addition, the scores of
anxiety and depression in the study group were higher than those in the control group, and the difference was statistically
significant (P< 0.05). +ere was no significant difference in motor function and cognitive function between prenursing and
prenursing (P> 0.05); after nursing, the motor function increased and the score of cognitive function decreased. Furthermore, the
motor function of the study group was lower compared to the control group, and the score of cognitive function of the study group
was higher compared to the control group, and the difference was statistically significant (P< 0.05). +e results of the Person
correlation analysis showed that there was a significant correlation between nursing anxiety depression and the rehabilitation
effect of motor cognitive function in stroke patients. +e results of logistic regression analysis showed that age, family income,
nursing efficiency, anxiety, and depression were the factors affecting the rehabilitation of motor and cognitive function in stroke
patients. Conclusion. Age and family income may be the risk factors affecting the psychological mood of patients. Medical staff
should pay attention to the negative emotion of patients and strengthen the nursing intervention of patients.

1. Introduction

Stroke, also known as cerebral apoplexy, is a sudden onset of
symptoms lasting more than 24 hours or directly leading to
death of local cerebrovascular blood circulation disorders
[1]. Stroke, also known as stroke and cerebrovascular

accident, is a group of diseases caused by sudden obstruction
or rupture of cerebral vessels and brain tissue damage, in-
cluding ischemic and hemorrhagic stroke [2]. Stroke is a
common neurological disorder, which has become the
second leading cause of death endangering human life in
Europe.With the rapid development of themedical level, the
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survival rate of stroke patients has been remarkably pro-
moted, but the subsequent high disability rate has become
increasingly prominent. In accordance with the statistics of
the World Health Organization, about 15 million patients
worldwide suffer from stroke every year, about 5 million
died after onset, and 5 million remain permanently disabled.
In China, the annual incidence of stroke is about 250/
100000, and the death rate is about 1.5 million. Its morbidity
and mortality are among the highest in the world. In ad-
dition, 70%–80% of stroke survivors are unable to live in-
dependently because of disability [3]. +e aging trend in
China is becoming more and more serious. Due to the high-
risk population of cerebrovascular disease in the elderly, the
incidence of cerebrovascular disease remains high, which
brings a huge burden to patients, patients’ families, and
society. For patients, the long-term illness will bring a variety
of psychological problems, and these psychological prob-
lems will affect the physical recovery of patients.

Mental disorder is one of the most important secondary
diseases of stroke [4]. +e common psychological compli-
cations of stroke include depression, anxiety, mania, post-
traumatic stress syndrome, emotional loss of control, apathy,
and personality changes. +e incidence of this kind of
complication is high. In previous studies, the incidence of
mental disorders caused by stroke varies greatly due to
different psychological evaluation criteria, sampling loca-
tions, inclusion and exclusion criteria, and stroke course,
ranging from 14.0% to 100% [5]. But overall, psychological
problems are one of the important factors leading to a se-
rious decline in the quality of life of patients with acute,
convalescent, and chronic stroke. It has a significant impact
on patients’ functional recovery, disease development and
complications, and even increases the risk of death [6]. +e
main manifestations of mental disorders caused by stroke
are depression (PSD) and anxiety disorder (PSA). +e fifth
edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) defines depression as depression or lack
of pleasure (loss of interest in things, unhappiness) lasting
for more than two weeks and persistence of 4 or more of the
following symptoms that affect normal daily life: sharp
weight gain or sharp loss, insomnia or drowsiness, psy-
chomotor agitation or deficiency, fatigue or lack of energy,
sense of worthlessness or excessive guilt, lack of attention or
loss of determination [7]. +e incidence of depression is
reported differently in related studies. +e incidence of PSD
is 25% to 65%. +e risk of depression is the highest within 1
month after stroke, and some patients can recover on their
own, but depressive symptoms persist in 1/3 of patients,
especially in patients with severe depression, with an inci-
dence of up to 30% in 1 year [7].+emeta-analysis indicated
that the incidence of depression in patients with acute stroke
was 28% (23% to 33%), 36% (29% to 43%) in recovery (2∼6
months), and 31% (26% to 37%) in chronic phase (more than
half a year) [8]. +e incidence of PSD is high, but it has not
been paid enough attention to. Doctors usually pay attention
to the improvement of patients’ symptoms in the process of
disease diagnosis, treatment, and rehabilitation, ignoring
patients’ psychological problems, resulting in delayed
identification and treatment of PSD. Patients with

depression can lead to a slow recovery of physical function,
poor compliance for treatment and rehabilitation, increased
medical consumption, reduced social activities, and reduced
quality of life [9].

With the change of the concept of clinical nursing in
China, the clinical nursing work with the core concept of
“improving individual function and quality of life” pays
more attention to the evaluation of physical and mental
health of stroke patients, and has become an important
link to enhance the rehabilitation effect of stroke patients
[10]. +e quality of life of stroke patients depends on the
recovery of motor function and cognitive function. Re-
habilitation training can effectively reduce the occurrence
of stroke complications such as joint contracture,
shoulder subluxation, shoulder-hand syndrome, and foot
drop [11]. Stroke patients generally receive appropriate
rehabilitation guidance and training during hospitaliza-
tion or in professional rehabilitation institutions, and
patients and caregivers can obtain certain rehabilitation
knowledge, but due to the characteristics of stroke
hemiplegia recovery, at least 45 minutes of moderate
exercise rehabilitation training is carried out after dis-
charge in order to ensure the rehabilitation effect during
the rehabilitation period, it takes one day for patients who
choose to rest at home. It is difficult to guarantee the
quality of rehabilitation training. In addition, economic
ability, traffic conditions, and other factors limit stroke
patients to obtain timely professional rehabilitation
guidance; patients are easy to miss the best opportunity
for rehabilitation [10, 11]. +erefore, scholars have ac-
tively explored how to strengthen the functional recovery
of stroke patients at home, although it has achieved
certain results, it is still unable to meet the rehabilitation
needs of patients. Based on this, this study focused on the
effects of nursing and psychological factors on the re-
habilitation of motor and cognitive function of stroke
patients and carried out a logistic multivariate analysis to
provide guidance for clinical stroke rehabilitation
nursing.

2. Patients and Methods

2.1. General Information. A total of 200 stroke patients
treated from February 2019 to April 2020 were enrolled in
our hospital. According to the results of exercise and cog-
nitive rehabilitation, the patients with good rehabilitation
were divided into the control group (n� 140) and the re-
search group (n� 60). With the permission of the Medical
Ethics Association of our hospital, all patients signed the
informed consent form.

Inclusion criteria were (1) in accordance with the di-
agnostic criteria revised by the 4th National Conference on
Cerebrovascular Diseases in 1995 [12], the first stroke di-
agnosed by cranial CT and/or MRI examination; (2) 45–80
years old; (3) conscious (GCS >8), stable vital signs, no
aphasia and the Montreal cognitive assessment (MoCA >
25); and (4) regular follow-up.

Exclusion criteria were (1) patients with a previous
history of brain disease or injury; (2) patients with physical

2 Computational Intelligence and Neuroscience



dysfunction before investigation; (3) patients with a previous
history of mental illness, dementia, cognitive impairment,
and severe organic diseases; (4) patients with blindness,
deafness and mute; and (5) those who refused to participate
in the follow-up survey after explanation.

2.2. Treatment Methods

2.2.1. Nursing Methods. Rehabilitation nursing methods:
rehabilitation training 30 minutes every time, twice a day, 5
days a week, regular training for 2 weeks, 10 minutes of
active and passive training of shoulder joint, 10 minutes
of active and passive training of elbow joint, and 10
minutes of wrist and hand function training. +e convalesce
should complete the traditional rehabilitation training on
time and in accordance with the requirements of the ex-
perimental design and training.

2.2.2. Psychological Factor. Selfrating anxiety scale is a
psychological scale compiled by William W. K. Zung to
analyze the degree of anxiety and its changes in the course of
treatment [13]. After decades of repeated use and verifica-
tion, the scale has become one of the most commonly used
psychological measurement tools for psychological coun-
selors and psychiatrists. It is mainly used to evaluate the
curative effect, but not for diagnosis. +e higher the score,
the more serious the symptoms. +e total score of anxiety is
normal if the total score is less than 50, mild for 50, moderate
for 61, and severe for more than 70. +e number of negative
items indicates howmany items the subjects did not respond
to, and the number of positive items indicates how many
items the subjects responded to. Total rough score: the scores
of 20 items are added together, and the demarcation is
assigned to 40 points.

Selfrating Depression scale (SDS) is a selfrating scale
consisting of 20 items and assigned into 4 grades. +e
prototype is the Depression scale compiled by W. K. Zung
(1965).+e cut-off value of the SDS standard score was 53, of
which 53–62 was mild depression, 63–72 was moderate
depression, and more than 73 was severe depression.

2.3. Observation Index

2.3.1. General Information. Statistics of the two groups of
patients’ age, years of education, occupational status,
medical expenses payment methods, family income, course
of the disease, and gender.

2.3.2. Motor Function Score. Using the functional Inde-
pendence rating scale (FIM), which is proposed by the
American Association of Rehabilitation Medicine and the
Society of Physical Medicine and Rehabilitation. It is a scale
widely adopted in the world to evaluate the ability of pa-
tients’ daily activities. Including selfcare ability, sphincter
control, transfer, action ability, communication, and social
cognition five dimensions, a total of 18 items, the total score
of 180.126, the higher the score, the better the functional

independence of the patient. +e FIM scale has good
intragroup and intergroup reliability and good internal
consistency.

2.3.3. Cognitive Function Score. +e patients were evaluated
with the MoCA scale and the total score of MoCA was 30
points and the evaluation time was about 5–10 minutes. +e
score was higher than 25 considered normal. Cognitive
impairment is considered below the standard score, which
needs to be examined.

2.4. Statistical Analysis. +e data of this study were pro-
cessed by SPSS26.0 statistical software, the counting data
were expressed by [n (%)], the chi-square test was used, the
measurement data were expressed by mean± standard de-
viation, t-test was used for comparison between groups,
Pearson correlation analysis was used for normal distribu-
tion data, and Spearman correlation analysis was performed
for skewness distribution data and grade data. Logistic re-
gression was used to analyze the influencing factors. P< 0.05
indicated that the difference between groups is statistically
significant.

3. Results

3.1. Comparison of General Data. First of all, compared with
the general data there were significant differences in age
years of education occupational status medical expenses
payment mode family income and course of the disease, and
the difference was statistically significant (P< 0.05). +e
gender difference was not significant and the data difference
was not significant (P> 0.05). All the data results are in-
dicated in Figure 1.

3.2. Comparison of Nursing Efficiency. Secondly, we com-
pared the nursing effective rates.+e nursing effective rates of
the study group were 10 cases, 15 cases, 12 cases, and 23 cases,
and the nursing effective rate was 61.67%. In the control
group, 78 cases were markedly effective, 33 cases were ef-
fective, 25 cases were general and 14 cases were ineffective,
and the nursing effective rate was 90.00%.+e effective rate of
nursing in the study group was higher than that in the control
group, and the difference was statistically significant
(P< 0.05). All the data results are indicated in Figure 2.

3.3. Comparison of Anxiety and Depression Scores.
+irdly, we compared the scores of anxiety and depression.
Before nursing, there exhibited no significant difference
(P> 0.05). +e score for anxiety and depression in the study
group was higher than that in the control group, and the
difference was statistically significant (P< 0.05). All the data
results are indicated in Table 1.

3.4. Comparison of Motor Function and Cognitive Function.
+en, we compared the scores of motor function and
cognitive function. Before nursing, there exhibited no sig-
nificant difference (P> 0.05); After nursing, the motor
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function increased and the cognitive function score de-
creased. +e score of motor function in the study group was
lower than that in the control group, while the score of
cognitive function in the study group was higher than that in
the control group, and the difference was statistically sig-
nificant (P< 0.05). All the data results are indicated in
Table 2.

3.5. Correlation between Nursing and Psychological Factors
and Rehabilitation Effect of Motor and Cognitive Function in
Patients with Cerebral Apoplexy. Next, we analyzed the
correlation between nursing and psychological factors and
the rehabilitation effect on motor and cognitive function of
stroke patients. +e results of the Person correlation analysis
showed that nursing anxiety and depression were
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Figure 2: +e effective rate of patient care in two groups.

Table 1: Comparison of anxiety and depression scores before and after nursing (x ± s, points).

Grouping N
SAS SDS

Before nursing After nursing Before nursing After nursing
Control group 140 64.91± 4.12 41.39± 4.31 59.39± 3.12 45.31± 2.16
Research group 60 64.67± 4.12 54.91± 4.43 59.69± 3.42 54.49± 4.42
t value 0.377 20.160 0.605 19.725
P value >0.05 <0.05 >0.05 <0.05
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significantly correlated with the rehabilitation effect of
motor cognitive function in patients with stroke, and the
difference was statistically significant (P< 0.05). All the data
results are indicated in Table 3.

3.6. Logistic Regression Analysis of the Influencing Factors of
Motor and Cognitive Rehabilitation in Patients with Cerebral
Apoplexy. Finally, we conducted a logistic regression
analysis on the influencing factors of motor and cognitive
rehabilitation in stroke patients. +e results of the logistic
regression analysis indicated that age, family income,
nursing efficiency, anxiety, and depression were the factors
affecting motor and cognitive rehabilitation in stroke pa-
tients, and the difference was statistically significant
(P< 0.05). All the data results are indicated in Table 4.

4. Discussion

Stroke is an obvious chronic and refractory disease, which
seriously endangers human health and life. It is generally
divided into embolic cerebral infarction, cerebral hemor-
rhage, subarachnoid hemorrhage, and other unclassified
strokes [17]. According to the statistics updated by the
American Heart Association (AHA) in 2013, the prevalence
rate of stroke in the United States (2.8%), the incidence rate
(790000/year), and the mortality rate (120000 in 2009) are
still high [18]. Clinical manifestations are often transient or
permanent brain dysfunction symptoms and signs, with
high incidence, high disability rate, high recurrence rate, and
high mortality rate. In 2011, AHA and the American Stroke
Association (ASA) updated the Stroke Primary Prevention
guidelines, indicating that stroke is the main cause of dys-
function, and 15∼30% of the survivors may be disabled [19].
In China, according to the guidelines for the Prevention and
treatment of Cerebrovascular Diseases issued in 2007, it is
estimated that there are about 2 million new stroke cases
each year. About 75% of the survivors lost their ability to
work and live to varying degrees, of which 40% were severely
disabled [20]. In 2008, the third survey of the cause of death
of residents in China indicated that cerebrovascular disease
(mainly stroke) became the leading cause of death in the
country.+erefore, the epidemiological situation of stroke in
China is grim, and the responsibility for effective prevention
and treatment of stroke is urgent and significant [21]. Re-
habilitation training is the most effective way to enhance
poststroke dysfunction in the treatment and rehabilitation of
stroke. Meanwhile, it can strengthen the independence of life
and the quality of life [22]. Stroke is a major event that

threatens human physical and mental health. Stroke patients
often start their own psychological defense mode to deal
with psychological stress after the onset of stroke. Improper
use of psychological defense will adversely affect the treat-
ment and prognosis of stroke. Stroke psychological disorder
is a curable complication, the use of antidepressants can
partially promote the psychological symptoms of patients,
but in addition to drug treatment, the study of the influ-
encing factors of mental disorders after stroke can provide
an important intervention direction for the prevention and
control of such complications [23]. +erefore, scholars have
actively explored how to strengthen the functional recovery
of stroke patients at home, although it has achieved certain
results, it is still unable to meet the rehabilitation needs of
patients. Based on this, this study focused on the effects of
nursing and psychological factors on the rehabilitation of
motor and cognitive function of stroke patients and carried
out a logistic multivariate analysis to provide guidance for
clinical stroke rehabilitation nursing.

Anxiety disorder is a common psychological and mental
symptom of patients after illness [24]. Usually, proper
anxiety will promote patients’ sense of selfprotection and
enhance their healthy behavior. A certain degree of anxiety
after a stroke is a normal psychological reaction of human
beings after their lives are threatened. However, the high
level of anxiety symptoms of psychological measurement
will affect the quality of life of patients, bring more medical
consumption, increase the risk of poor prognosis and family
burden, and even be life-threatening in serious cases [24, 25].
+e incidence of poststroke anxiety (PSA) was 8%∼29%,
20% in acute phase (13%∼26%), 23% in convalescent stage
(19%∼27%), and 24% in chronic phase (19%∼29%) [26]. +e
mainmanifestations of PSA are excessive or irrational fear or
worry, patients are often worried, upset, fidgeting, excessive
vigilance, and often accompanied by autonomic nervous
hyperactivity, such as palpitations, tremors, dizziness,
sweating, and gastrointestinal discomfort. Some patients
have panic attacks because the anxiety symptoms of some
patients are similar to those of stroke and are ignored and the
incidence of anxiety is reported less, the attention to anxiety

Table 2: Comparison of motor function and cognitive function scores before and after nursing (x ± s, points).

Group N
Motor function Cognitive function

Before nursing After nursing Before nursing After nursing
Control group 140 44.69± 4.42 83.96± 14.12 25.24± 2.12 15.67± 1.66
Research group 60 44.91± 4.33 68.93± 10.31 25.21± 2.41 20.49± 1.22
t value 0.324 7.434 0.087 20.256
P value >0.05 <0.05 >0.05 <0.05

Table 3: Correlation between nursing and psychological factors
and rehabilitation effect of motor and cognitive function in patients
with cerebral apoplexy.

Factors r P

Nursing 0.881 <0.05
Anxiety −0.685 <0.05
Depression −0.866 <0.05
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symptoms is much lower compared to PSD. Studies indicate
that 17% to 80% of PSA patients are also associated with PSD
[26, 27]. So far, there are many studies on the influencing
factors of PSA and depression. Scholars have investigated
and verified the risk factors of psychological problems in
stroke patients from different angles, but the results are still
controversial [27]. +e survey results of some scholars in-
dicate that stroke patients generally have different types and
degrees of psychological problems 2 weeks after illness
(100%).+is is related to the patient’s education level, family
background, stroke severity, and the degree of physical and
speech disorders [28]. +e investigation of other scholars
indicated that the mood disorder after stroke was related to
the type of stroke, the location of stroke focus, NIHSS score,
and BI score at admission. However, some scholars believe
that marital status, nerve injury, and daily activity ability
have an influence on emotion [29]. +ere are also different
research results on the effects of physical activity level and
physical training on the psychology and spirit of stroke
patients [30]. After the onset of stroke, the physique of stroke
patients declined, and their cardiopulmonary endurance was
about 50% of that of healthy people of the same age and sex,
resulting in a serious lack of physical activity. +e study on
the psychological state of patients with stroke shows that
rehabilitation exercise can improve the quality of life of
patients, thus enhancing their psychological level [31].
However, there are also different research results. In a
multicenter survey, we mainly observed the incidence, se-
verity, and time process of anxiety and depression in stroke
patients, and found that even if the patients’ condition,
characteristics, and exercise intensity were different. How-
ever, there exhibited no significant difference in the inci-
dence and severity of anxiety and depression among patients
in different rehabilitation centers, and patients with new
psychological problems were found at each time. Some
scholars have pointed out that some cognitive rehabilitation
therapy can make patients’ anxiety and depression states
persist or even worsen, but the evidence intensity is not high
and does not continue to demonstrate [31, 32].

Identifying patients’ depressive symptoms and finding
the risk of depression are very important for timely pre-
ventive measures, early and appropriate psychological in-
tervention, and related treatment [32]. +ere are two
explanations for the mechanism of poststroke depression
PSD, one is physiological etiology, caused by brain lesions,
and the other is psychogenic disorder, which is the patient’s
stress and emotional response to the disease. +erefore, the

assessment of depression in stroke patients is different from
other diseases because of the characteristics of neurological
diseases. Mental and psychological diseases such as energy
decline, fatigue, irritability, sleep disorders, and lack of at-
tention in depression may also be neurological symptoms
caused by brain diseases [32, 33]. Patients may have both
neurological and psychosocial symptoms, which makes
psychological assessment more difficult.+en, the functional
impairment of patients, such as aphasia, anosognosia,
confusion, or dementia, will affect the reliability of doctor-
patient communication and patient reporting in the eval-
uation process, which also becomes an obstacle in the di-
agnosis of depression. Nursing and psychological factors are
common research contents in the influencing factors of
cognitive and motor rehabilitation of stroke, but there are a
lot of controversies. Previous studies have indicated that
stroke patients with poor cognitive and motor rehabilitation
have a higher incidence of depression [33]. Clinical epide-
miological investigation shows that there are differences in
rehabilitation effect, nursing effective rate, and psychological
factors among stroke patients, indicating that there are some
differences in rehabilitation effect among stroke patients
with different psychological states and nursing effects. After
the onset of stroke, age and family income are also one of the
factors affecting the mental state of patients. In addition,
stroke often occurs in the middle-aged and elderly. Middle-
aged and elderly women in menopause or postmenopause
are more likely to induce psychological disorders due to the
decrease in estrogen levels [33, 34]. Some studies have in-
dicated that stroke is a risk factor for depression during the
course of 3 years, which may be related to the individual’s
psychological defense mechanism during psychological
stress [34]. In addition, regarding patients ≤ 50 years old and
with good family income status, age ≤50 years old and with
good family income status have better coping ability to deal
with health problems [35]. Some scholars have also con-
firmed that the older the age is, the higher the risk of PSD is,
especially within 2 months after onset, there is a significant
correlation between age and depression [35, 36]. Although
the incidence of stroke is younger, the physiological decline
of the elderly makes the incidence of cerebrovascular dis-
eases high in the elderly. +e whole process of life devel-
opment-transition theory holds that when an individual
experiences transitional events in life, such as aging, sudden
serious illness and other transitional events, personal role
functions, goals, and life expectations will change due to the
events. When the individual adjusts and adapts to the new

Table 4: Logistic regression analysis of the influencing factors of motor and cognitive rehabilitation in patients with cerebral apoplexy.

Factors b S.E Chi-square value P OR 95% CI for OR
Age 2.122 0.553 14.724 0.000 8.348 2.824–24.677
+e number of years of education 1.221 1.432 0.727 0.394 3.391 0.205–56.133
Occupational condition 1.244 1.221 1.038 0.308 3.469 0.317–37.984
Payment method of medical expenses 2.561 1.874 1.868 0.172 12.949 0.329–509.811
Household income status 2.141 0.532 6.622 0.000 12.807 4.514–36.333
Nursing effective rate 2.550 0.532 22.975 0.000 12.807 4.514–36.333
Anxiety −2.313 0.422 30.042 0.000 0.099 0.043–0.226
Depression −2.144 0.451 22.599 0.000 0.117 0.048–0.284
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life situation, there will be stress, the mild ones will only have
emotional ups and downs, and the serious ones will develop
into depression.+erefore, the inconsistency of the results in
the study may come from the differences in the age of the
subjects [36]. Further research should divide the age group
reasonably and consider the impact of a variety of transi-
tional events such as age, and good family income.+e same
idea can be found in the study put forward by other studies
[37, 38]. +ey have applied new methods in the study, and
the conclusions drawn can also give some support to this
study. +ere are some limitations to this study. First, the
sample size of this study is not large and it is a single-center
study, so bias is inevitable. In future research, we will carry
out multicenter, large-sample prospective studies, or more
valuable conclusions can be drawn.

In summary, nursing and psychological factors have a
certain influence on the rehabilitation of motor and cog-
nitive function of stroke patients. +ere is a significant
correlation between nursing effect and anxiety and de-
pression in the rehabilitation of motor and cognitive
function of stroke patients. Age and family income may be
risk factors affecting patients’ psychological emotions,
suggesting that medical staff should pay attention to pa-
tients’ negative emotions and strengthen nursing inter-
vention for patients in order to promote the rehabilitation
effect of motor and cognitive function in stroke.
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+e datasets used and analyzed during the current study are
available from the corresponding author upon reasonable
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