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Abstract

Present hospital based prospective study was conducted in Sawai Man Singh Hospital in Jaipur district of Rgjasthan
state (west part of India) during the year 2008-2009 to know functional outcome of stroke correl ation with Scandinavian
stroke scal e score. Assessment severity of stroke on Scandinavian stroke scale (SSS) score and functional disability on
Barthel Index (BI) were neasured. Out of 200 included cases 11 weredropped out and it wasfound that incidence of stroke
inyoung individual is significantly lessthan older individual. Hypertension was most important risk factor. Ratio of R:
U=1.38: 1, M: F=1.74: 1 and infarction: hemorrhage= 1.32: 1. Metabolic syndrome was a nonsignificant risk factor for
women aswell asmen (p>0.005). The correlation between the SSS and on functionally outcome was significant (p<0.005).
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| ntr oduction:

rokeisamajor cause of long term disability. Every

ear asignificant number of stroke survivorsareleft
with residual disabilities which interfere in their daily
routineand social integration, asit affect not only family
but also society as majority of patients are only earning
member of family and requiring medical and rehabilitative
treatment for better outcome. Rehabilitation after stroke
isa continuum, starting within days of stroke onset and
ending only when it no longer produces any positive
effect. Effective rehabilitation relies on a coordinated,
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multidisciplinary team approach. Regular team meetings,
as well as meeting with the patients, his or her family
and cares are essential.

Materials and Methods:

This prospective study includes two hundred patients
admitted to an inpatient stroke rehabilitation programme
in department of physical medicineand rehabilitationin
Sawai Man Singh Hospital between september 2008 and
august 2009. The Sawa Man Singh Hospital isthetertiary
care centre in the Jaipur district of Rgjasthan state in the
west part of India. The diagnosis of stroke was based on
clinical assessment supported by CT scanning or MRI.
Neurorehabilitation programme was started as early as
possible after admission. The usual daily treatment
consists of 2 to 3 hours of therapy, based on individual
needsand tolerance.Along with neurological examination
patientswere a so evaluated on Scandinavian stroke scale
Score (SSSS) for assessment of severity of stroke in
initial stage. The SSS evaluates level of consciousness,
eye movement, power in arm, hand and leg, orientation,
aphasia, fascial paresis, and gait on atotal score from 0
to 58. Functional outcome of stroke was measured by
Barthel Index (BI).Activity of daily living (ADL) was
assessed on admission, weekly until death or ends of
rehabilitation and again at the 6- month poststroke
examination using the Bl. The Bl evaluates 10 different
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abilities on a score from 0 to 100. According to the Bl
score functional disabilities was classified into five
categories: Very severedisability (0to 20 points); severe
disability (25to 45 points); moderatesdisability (50to 70
points); mild disability (75to 95 points); no disability (100
points). In our study very severe, severe, moderate
disability patients (0 to 70 points) categorise into total
and partial dependent (functional deficit) and mild, no
disability patients (75 to 100 points) into independent
(functional non-deficit) category.

Results:

Eleven patients dropped out due to various reasons, one
hundred eighty-nine patients were followed for six
months. Sociodemographic Profilesisshown in Table 1.
The study showed an increasing frequency of strokewith
advancing age excepting after 70 years when there was
adecline of cases. Mean age of patients was 58.26 yrst
2 SD. Ratio of rura to urban background was 1.38:
1.Ratio of maleto femalewas 1.74: 1.

Table 1. Sociodemographic Parameter of Stroke

Patients
Parameter Specific Examples No. of Patients
Male 127
e Femde 73
. Married 192
Marital status Unmarried 8
. Rural 116
R Urban 84
<40yrs 27 (13.5%)
Adedrou 41-55 yrs 60 (30%)
gegroup 56-70 yrs 83 (41.5%)
>71 yrs 30 (15%)
Student 4 (2%)
Housewife 68 (34%)
Occupation Farmer/labourer 64 (32%)
Retired 33 (16.5%)
Service/businessmen 31 (15.5%)
. Right 184
Hand dominance L eft 16
First 177
OEEUTErEE Recurrent 23

Stroke risk factors, type, motor impairment is shown in
Table 2.Ratio of infarction: hacmorrhage = 1.32: 1. With
reference to ATP |11 criteria twenty patients (10%) had
metabolic syndrome. In our study population metabolic
syndrome was a non-significant risk factor for women

Table 2. Descriptive Characteristics of the Stroke
Rehabilitation Patients

No. of patients %

Stroke type

Infarction 108 54%

Hacmorrhage 82 41%

Other 10 5%
Stroke risk factors

Hypertension 112 56%

Diabetes 18 9%

Smoking 70 35%

Metabolic syndrome 20 10%
Stroke motor impairment

Left body 80 40%

Right body 116 58%

Both sides 4 2%
Associated symptom at admission

Dysphasia 164 84%

aswell asin men (p>0.005).Even though the occurrence
of metabolic syndrome had non-significant correlation
with overall stroke but had significant correlation to
ischacmic stroke. Fourteen patients (12.90%) out of one
hundred eight ischacmic strokes had metabolic syndrome
indirectly a significant correlation.On SSS a score of
twenty-two and moredirect agood prognosishad al the
recruited patients were found on this scale during the
initial stage of admission. Tables-3and 4 show therelation
between neurological severity and functionally outcome
of stroke patients at initial and six months post-stroke
stage. One hundred one had a score of less than twenty
-two (53.43%) and eighty-eight had score of more than
twenty-two (46.56%); 47 patients out of 189 patients had
reached their best possibleindependent function according
to the Bl score. However, it cannot be excluded that
further improvement may have occurred in some patients
after rehabilitation was ended. The correlation between
the SSS and rehabilitation functionally was significant
(p<0.005). End of this study forty-seven patients
recovered to a functional level (24.86%), one hundred
two patients were deficit (53.96%), and forty patients
were expired (21.16%) (Chartl).

Table 3;: Number of Sroke Patients having
Neurological Severity (SSS Score) and Functional
Disability (Bl Score) at the Time of Admission

SSSscore Bl score Bl score Total
(0 to 58 points) (0 to 70 points) | (75 to 100 points)

<22 101 0 101

>22 74 14 88

Eleven patients drop out from study.
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Table 4: At Six Month Poststroke Functional
Outcome of Stroke Patients, Correlation with Initial

Scandinavian Stroke Scale Score

Functiona RUTETERE.
deficit non .
SSSscore deficit Expired Total
Bl score
0-70) Bl score
( (75-100)
<22 64 5 32 101
(63.36%) (4.95%) (31.68%)
>22 38 42 8 88
(43.18%) | (47.72%) | (9.09%)

Eleven patients drop out from study.

Chart 1: At Six Month Poststroke Outcome of
Stroke Patient’s, Correlation with Initial
Scandinavian Stroke Scale Score
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Chi -Square-49.495 with two degree of freedom p=0.000 (p<.005)

Discussion :
In this study incidence of stroke in young individualsis
significantly lessthanin older individuals; 13.5% patients
were <40 years of age and remaining 86.5% patients
were above forty. Similar finding were observed by
Bharucha et al® Saha et al? study that prevalence of
stroke increases with age. Our rural and urban
background findingswere similar to observed by Gourie
et al® study stroke where was higher in rural area
compared with urban area.Secondary/ repetitive stroke
was present in 11.5% patients, which isnear to thefigure
observed by Razdan et al* where such cases were 6.6%.
As regard to the job working group 49.5%, house hold
job done by 34% and retired 16.5%. Liet at al® in China
saw the distribution asworking group 80.7%, house hold
15.45% and other 3.7%. We cannot be conclusive
regarding the rel ationship between occupation and stroke
as the sample size is to small but it does indicate that

most of the patients are from working group and that
makes rehabilitation to be the most important component
in stroke management. |schacmia was the most pattern
of strokein our study whenisusinginthevariouswestern
studies™® Hypertension was the most important risk
factor which was present in 56% of cases with almost
no sexual predominance. Most epidemiological studies®*
8 have confirmed that blood pressure is among most
important single risk factors of stroke.Along with that
9% (eighteen patients) had diabetes®’. We screened our
patients on ATP Il criteria® validated for metabolic
syndrome. Twenty patients (10%) had metabolic
syndrome which was anon-significant risk factor either
for men or women'®. Ratio between infarction and
hacmorrhage was 1.31. Banerjee and Das® found the
ratio between infarction and hacmorrhage 2.2:1. SSS
score whichisvalid to regarding prediction of recovery
and relation to severity of stroke'™ 2, functional recovery
wasstrongly related toinitial stroke severity (SSSscore).
Best ADL function was reached in patients with initial
mild stroke or higher SSS score and poor ADL functional
ininitial severestroke or low SSSscore’?. At six months
post-stroketherisk of death and dependency was higher
in patientswith SSS score |l ess than twenty two compare
with SSS Score more than twenty-two'l. In Indian
scenario the health systemisnot linked with community
socia services and also there is no government funded
medicare system. It thus becomes more imperative that
stroke survivor istaken in to rehabilitation and should be
made as independent functionally as possible with short
intensive programme. As soon as the patients enter the
community heloses touches with health system and has
Nno community reintegration programmes. Thisincrease
the burden of disability on society and community.

Conclusion:

SSS predicts death and dependency in stroke patients.
Higher scorer patients had better outcome of stroke at
theend of study. Stroke rehabilitation should betaken up
with a precise formulated programme which should be
short and intensive. Metabolic syndromeand survival age
isincreasing aslndiaisemerging economicaly. Thisposes
achallenging due to increase in incidence of stroke and
their survival too. I ntervention rehabilitation programme
with appropriate follow-up so that with large patients
group can beincluded. Thereisneed to more multicentric
and large populationinclusion for modern policy for stroke
rehabilitationin India.




56

[JPMR 2012 Jun; 23(2) : 53-6

Acknowledgement:

The authors express deep appreciation to Dr. Navnendra
K. Mathur, who helped us with the design of this study.
We mourn hisuntimely death.

Refer ences:

1. BharuchaNE, Bharucha EP, Bharchaae, Bhise AV, Schoenberg
BS. Prevalence of stroke in the Parsi community of Bombay.
Stroke 1988; 19: 60-2.

2. Saha SP, Bhattacharya S, Das SK, Maity B, Roy T, Raut DK.
Epidemiology study of neurological disorder in a rural
population of eastern India. J Indian Med Assoc 2003; 101:
299-304.

3. GourieDevi M, Gurura) G, Satishchandra P, SubbakrishnaDK.
Prevalence of neurological disorder in Bangalore, India: a
community based study with comparison between urban and
rural areas. Neuroepidemiology 2004; 23: 26-8.

4. Razdan S, Kaul RL, MottaA, Kaul S. Cerebrovascular disease
inrural Kashmir, India. Stroke 1989; 20: 1691-3.

5. Li SC, Schoenberg BS, Wang CC, Cheng XM, Bolis CL,
Wang KJ. Cerebrovascular disease in the peoples republic of
china. Neurology 1985; 35: 1708- 13.

10.

11.

12.

13.

Banerjee TK, Das SK.Epidemiology of strokein India. Neurol
Asia 2006; 11: 1-4

Lavy SMelamed E,Cahane E, Carmon A. Hypertension and
diabetes asrisk factor in stroke patient. Sroke 1973; 4: 751-9.

Salonen JT, Puska P, Yuomilehto J, et al. Relation of blood
pressure, serum lipid and smoking to risk of cerebral stroke- a
longitudinal study in eastern Finland. Stroke 1982; 13: 327-33.

Grundy SM, Cleeman JI, Daniels SR, Donato KA, Eckel RH,
Franklin BA, et al. Diagnosis and management of the metabolic
syndrome: AnAHA/NHLBI Scientific statement. Circulation
2005; 112: 2735-52.

Boden-AlbalaB, Lee HS, Grahame-Clarke C, Rundek T, Elkind
MV, Wright C, et al. Metabolic syndrome and ischemic stroke
risk : Northern Manhattan Study. Sroke 2008; 39: 30-5.

Christensen H, Boysen G, Truelsen T. The Scandinavian stroke
scale predicts outcome in patients with mild ischemic stroke.
Cerebrovasc Dis 2005; 20: 46-8.

Jorgensen HS, Nakayama H, Raaschou HO, Vive-Larsen J,
Stovier M, Oslen TS. Outcome and time source of recovery in
stroke. Part-2: Time course of recovery. The Copenhagen stroke
study. Arch Phys Med Rehabil 1995; 76: 406-12.

Christensen H, Boysen G, Truelsen T. The Scandinavian stroke
scale predicts outcome in patients with mild ischemic stroke.
Cerebrovasc Dis 2005; 20: 46-8.




