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Abstract
A study was conducted in 50 hemiplegic patients with a minimum of 3 months duration to find out any
association of psychiatric morbidity in hemiplegics by using the Diagnostic and Statistical Manual of Mental
Disorders, fourth edition (DSM-IV) and Present State Examination (PSE).  Depression was found in 24%,
anxiety disorders in 26%, adjustment disorders in 12% and sexual dysfunction in 50% of the cases. Twenty-
eight percent of the patients also had other psychiatric comorbidity. Early recognition and treatment of such
problems in stroke patients will certainly help in the early recovery.

Introduction
World Health Organisation (WHO) defined stroke as a
“rapidly developing clinical signs of local (at times focal)
disturbance of cerebral function lasting more than 24 hours
or leading to death, with no apparent cause other than
that of vascular origin1. In developed countries, stroke is
the third commonest cause of death after heart disease
and cancer2. The annual incidence of stroke is 2 per 1000
population, and the prevalence rate is about 5 per 1000
population1. In India, epidemiological information on
annual incidence or prevalence rates and morbidity trends
in defined populations are not available3. A community
survey from different regions of India showed a crude
prevalence rate for stroke in the range of 200 per 100000
persons4. Eighty percent of the strokes are due to cerebral
infarction, 10% to primary intracerebral haemorrhage,
and 10% to subarachnoid haemorrhage5. In Asia, the
proportion due to primary intracranial haemorrhage is
rather higher; about 25 to 35% 1.

Stroke is an important cause of impairment and disability.
It often results in major changes in a person’s life: stroke
survivor can suffer loss of health, occupation, social role
and independence. Major depression is a common
occurrence6. The recognition and treatment of depression
is important as depression is associated with increased
disability7,8,9 , increased cognitive impairment10,11,
increased suicidal tendency and mortality12,13,14 and poor
rehabilitation outcomes15 .

Hemiplegics, over and above their physical inabilities, also
suffer from psychological, cognitive and social changes,
which are more painful and injurious to the patient and
family16. Mood disorders are common but often
unrecognised companion of stroke. The reported
prevalence of post stroke depression (PSD) varies from
20% to 65%17, 18. Studies on the neuropsychological
correlates, persistence of PSD and psychological
evaluation of these patients are very few19,20.

We also feel that studies on the neuropsychiatric and
emotional aspect of hemiplegics, which play a vital role
in recovery, are scarce, particularly in our set up. This
study is planned to examine the prevalence of psychiatric
morbidity in hemiplegic patients after 3 months of onset
of hemiplegia in Manipur.

Material and Methods
A study was conducted in 50 post stroke hemiplegic
patients, who attended the department of Physical
Medicine and Rehabilitation, Regional Institute of Medical
Sciences, Imphal during the period July 2004 to January
2005. Diagnosis was clinically established and confirmed
by CT scan. Patients with acute physical complications
and having gross impairment in comprehension and
expression of speech, uncooperative patients, and patients
with past history of psychiatric illness were excluded from
the study.

Assessment tools consisted of a) a semi structured
proforma, b) Diagnostic and Statistical Manual of mental
disorders, fourth edition (DSM-IV)22 and c) Present State
Examination (PSE), 9th edition 23 .The first interview was
performed when the patient was readmitted in the Physical
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Medicine and Rehabilitation ward after 3 months of the
onset of hemiplegia.  Patients were first evaluated for
the symptoms by using PSE and if psychiatric disorder
was present, then diagnosis of psychiatric morbid
condition was made by using DSM-IV guidelines.

Statistical analysis was performed by using Chi-square
test wherever suitable.

Results
Out of the 50 patients, 12 were females and 38 were
males. Twenty two patients had left sided involvement.
Seventy percent of patients (n=30) belonged to the age
group 46 to 65 years with only 4% (n=2) patients in the
age group 26-35 years. Associated medical problems like
hypertension in 56% (n=28), diabetes mellitus in 12 %(
n=6), alcoholic liver diseases in 10% (n=5) and ischaemic
heart diseases in 8% (n=4) cases were noted. Fifty-six
percent of them were smokers and 28% of them were
found hyperlipidemic.

Psychiatric morbidity was seen in 84% (n=42) of cases
which was statistically significant (p<0.001). Table I
shows distribution of patients with respect to psychiatric
morbidities. Sexual dysfunction was the commonest
disorder and 14 patients (28%) had sexual dysfunction
associated with either depression or anxiety.

Table I: Distribution of Psychiatric Morbidity in Hemiplegic
patients

Psychiatric Morbidity At 3 months
Number Percentage (%)

Depression 12 24
Anxiety Disorder 13 26
Adjustment disorder 6 12
Sexual Dysfunction 25 50

(14 patients had more than one diagnosis)

Discussion
In the initial 2 months, the symptoms, signs and behavioural
problems of psychiatric disorders overlapped with normal
grief reaction towards physical disorders and also
cognitive impairment in memory, orientation, language,
attention and visuospatial functions present in majority of
patients23,24,25. Such disorders may still persist in about
35% to 60% of cases until 3 months, which may create a
bias in a prevalence study. Also the peak prevalence of
mood disorders appears to be around 3 to 6 months after
the attack of stroke; although the prevalence remains
high even after 1 to 3 years of the stroke attack26. Hence,
the first assessment was done only at 3 months of onset
of hemiplegia.

Our study consists of 28 males and 12 females. Kotila
M25 and Numminen et al27 also reported higher incidence
in males below 65 years of age, thereafter it equalizes

with increasing age. Seventy percent of patients in the
present study belonged to age group 36 to 65 years. Kotila
M25, Dobkin B27, and Numminen et al26 also reported
increase in the incidence with increasing age.

In the present study, 42 out of 50 patients had at least
one type of psychiatric morbidity. Many had more than
one disorder co-existing together. The disorders found in
the present study were depression (24%), anxiety
disorders (26%), adjustment disorder with depressed
mood (12%), and sexual dysfunction (50%).  There was
additional psychopathology found in the present study;
post traumatic stress disorders like symptomatology in
8% of subjects and suicidal thoughts and plan in 4% of
cases with depression. We have not come across cases
with post-stroke mania, post stroke psychosis, anosognosia
with denial of illness, catastrophic reaction with violence
though there are reports in the literature. Percentage of
depression in the present study (24%) is comparable with
different authors (22% to 27%) who studied at 3 months
from stroke24,29,19,30. Astrom19 reported 28% occurrence
of anxiety disorders and Castillo et al31, 23% and 28%
when co-morbid with major depression in post stroke
patients. These findings are similar with the present study
(26%). However, post traumatic stress disorder like
anxiety was found in 8% of subjects, which did not fulfil
the criteria as a separate disorder entity. Tang et
al32reported association of adjustment disorder in 8.2%
of patients against 12% in the present study.

Fifty percent of the subjects were having sexual
dysfunction. The problems were mainly due to lack or
loss of sexual desire and erectile disorders, reduced and
loss of vaginal lubrication, reduced or cessation of coitus
and loss of sexual satisfaction. Sjogren et al33 found sexual
dysfunction in 75% females and 64% males, although
there were no endocrinological deficits or medications
including antihypertensive treatment explainable to cause
sexual dysfunction. Hawton34 reported that 50% of
subjects had recovered from sexual dysfunction at 6
months.

Conclusion
Hemiplegic patients are often having complications with
psychiatric morbidity such as depression, anxiety
disorders, adjustment problems and sexual dysfunction,
etc. These complications hinder in the physical recovery
of the patients. Therefore, such association of psychiatric
morbidity in hemiplegic patients should be recognised in
time and appropriate treatment should be done along with
management of hemiplegia to improve their neuro-motor
function.
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