
THE PSYCHIATRIST AND THE STROKE PATIENT0 

MONTAGUE ULLMAN, New York, U.S.A. 

THE OBSERVATIONS to be discussed were made 
over a four-year period (1957-61) on a series 
of 300 patients admitted to the cerebral vascu
lar disease study at Bellevue Hospital in New 
York City. Patients were admitted to the study 
when a diagnosis of cerebral thrombosis, 
haemorrhage, or embolus could be established 
clinically, or by means of angiography. ln a 
few instances the diagnosis was that of inter
mittent, transient ischaemic episodes: 

Although the category of cerebral vascular 
disease covers a broad spectrum of disease 
processes I wish to draw attention to six 
features frequently seen regardless of the 
specifio aetiological process. Any or all of these 

GThis study ls l'art of a long-term investigation 
of cerebral vascular disease supported by The 
National Institute of Neurological Diseases and 
Blindness, lJ.S. Public Health Grant No. 3-B-9009. 

may play a role in moulding the behavioural 
responses noted clinically. 

1. Mode of onset . The presenting symptoms 
of the stroke patient are in most instances 
experienced as strange and unfamiliar. 
Whether the onset is gradual or abrupt, the 
usual prodromata of illness are conspicious by 
their absence, e.g., pain, malaise, high fever. 
Even in patients who have had a previous 
stroke the incipient symptoms of a second 
stroke may go unnoticed, or be misinterpreted. 
When the stroke occurs at night, as it does in 
approximately one-third of the cases, the 
usual story is that the patient is unaware of 
it until he spontaneously awakens and attempts 
to get out of bed. In the waking state this 
feature of the illness may predispose. to mis
interpretation or rationalization of the initial 
weakness or sensory disturbances. Such ten-
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dencies emerging in the patient's initial reac
tions, if they are ego-syntonic, may congeal 
into denial trends or, if ego-alien, they may 
disappear as a more complete assessment of 
the situation becomes possible. 

2. Assumptions concerning brain function. 
The stroke involves damage to the central 
organ of adaptation itself-the brain. One of 
the paradoxical aspects of the situation is that 
the brain, for alJ its importance, is perhaps 
the bodily organ most taken for granted. Chest 
pain is readily referred to the heart; abdominal 
pain to the stomach. The concern with these 
and other organs is linked in a very concrete 
way to the corresponding subjective manifesta
tions. The brain; on the other hand, is rarely, 
if ever, thought of as other than a silent organ 
and one, to all intents . and purposes, outside 
the realm of illness and injury. The effects 
noted by the patient are effects at a distance 
and the brain itself is usuaily not implicated 
in the patient's mind. It is a difficult matter 
for him to make a direct connection between 
the symptoms he feels and the organ which is 
the site of the pathological process. This cir
cumstance also contributes to the tendency to 
minimize and rationalize the early symptoms. 

3. The factor of aging. The stroke is a 
disease of the aging individual. This is a state
ment that should be qualified. In our series 
approximately 12 per cent of cases occurred 
below the age of 50. A number of problems 
arise in connection with the factor of aging. 
The constriction of activity, the characterologic 
rigidity, the loss of signi£cant social relation
ships, the factor of physical debility-all influ
ence the. final behavioural response. A further 
difficulty presents itself in attempting to 
evaluate the role of the premorbid personality 
in the reactions occurring in the wake of the 
stroke. How does one evaluate the personality 
strengths and limitations of someone who has 
lived six, seven, or eight decades? The occur
rence of schizophrenic or depressive episodes 
in the past may have little or no prognostic 
value in regard to subsequent reactions. What 
appears to be important is not the existence 
of clinicaily recognizable pathologic or deviant 
patterns per se but whether or not the new 
life situation to which the patient will eventu
aily return is one in which neces~ary com
pensatory operations can be maintained. 

4. Prognostic factors. The occurrence of a 
stroke is actually or potentiaily a serious event. 
As the fu]) impact of the illness is absorbed 
a series of adjustments begin to occur eventuat
ing in signi£cant changes in work, social, and 
fumily status. Explicitly or implicitly basically 
different attitudes may emerge in relation to 
tho process of living itself. A very concrete 
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type of balancing operation takes place, one 
side of which is concerned with assessing the 
remaining areas of gratifying activity and the 
other with assessing the psychological and 
physical price that has to be paid. When a 
real shift occurs to the negative side as a 
result of the stroke, depressive reactions 
inevitably develop. 

5. Residual deficit. The stroke is often asso
ciated with residual motor deficit. The impor
tant feature is not necessarily either the nature 
or extensiveness of the deficit but the meaning 
of the deficit fo the patient at this particular 
stage in his life history. The patient is con
cerned with one question-How will the deficit 
influence the life situation to which he is 
returning? Similar deficits can exert remark
ably different effecb and in some instances 
unexpectedly beneficial rearrangements occur 
related in part to the existence of the deficit 
itself. A depressive affect is almost an inevit
able sequela of any severe deficit, although the 
changes may be subclinical in intensity and 
not readily discernible. Depression frequently 
occurs in the wake of a severe and lasting 
expressive aphasia but this is by no means the 
rule. Some patients are able to make their 
peace with this serious handicap and mai,ntain 
a positive orientation to living. 

6. Brain damage. Where the stroke is severe 
enough to result in diffuse cerebral dysfunc
tion, alterations occur in language and com
munication. These changes in symbolic proces
ses involve alterations in level of response as 
well as in content. Concrete and experimental 
responses replace more abstract and referential 
speech. The line between internal processes 
and external ones becomes less distinct, so 
that at times external events are invested with 
autistic colouring and at other times internal 
processes are experienced in their strangeness 
and externality. Although the sensory field may 
be circumscribed, the stimuli that do impinge 
upon the patient exert a commanding influ
ence. 'When the sensory input cannot be ade
quately managed there is the ever-present 
danger of a "catastrophic reaction." 

When the brain damage is both sudden in 
onset and diffuse in nature there sometimes 
occurs in addition to the confusional states, 
disorientation, and confabulation the pheno
menon of anosognosia or unawareness of para
lysis or any other defect. Weinstein and Kahn 
( 1), in their extensive writings on the subject 
of anosognosia, regard these .manifestations as 
modes of adaptation to stress rather than as 
due to speci£c cortical deficit. According to 
their formulation the motivation to deny illness 
exists in everyone. In the brain-damaged this 
denial is expressed in :an altered perceptual-
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symbolic org.anization of language. Neurolo
gists like Critchley ( 2) and Denny-Brown ( 3), 
however, tend to differentiate between anoso
gnosia and denial. Anosognosia in the neuro
logical sense is considered as the end result of 
a specific type of cortical dysfunction in the 
sensory-integrative sphere and denial is 
thought of as a delusional response, related to 
the premorbid personality but not necessarily 
related to a specific neurologic deficit. 

The anosognosic response has to be viewed 
as a dynamic process extending in time. The 
initial state of unawareness of either the deficit 
or the affected parts themselves occurs as a 
direct result of the altered perceptual ex-peri
ences which are occurring. The motivational 
factors influencing the integration of the initial 
experience and the subsequent behavioural 
manifestations differ from person to person. 
In some patients the initial reactions of un
awareness are exploited in the service of the 
need to deny illness. In others, one gathers 
the impression that these effects persist in an 
individual who is handicapped in his ability 
to grasp his new situation, to bring it into line 
with other relevant associative data, and to 
integrate the altered perceptual effects at an 
insightful level. The patient experiences the 
paralyzed limb in its foreign-ness, strangeness, 
and separateness from his body. He is unable 
to correct these impressions visually as he has 
not been able to experience them in their 
"new" significance. To do so would involve an 
abstract manoeuvre of which he is incapable. 
The initial response either endures unchanged 
or if general improvement occurs it is gradu
ally superseded by a more adequate awareness 
of the altered circumstances. 

The use of the term "denial" should be 
limited to those situations ir{ which this specific 
motivational pattern clearly dominates the 
picture. The term "anosognosia" would thus 
have a different connotation and would apply 
to those situations of unawareness resulting 
from the combination of altered perceptual 
experience occurring at a time when, as a 
result of diffuse brain dysfunction and asso
ciated impairment of abstract attihtde, there is 
an inability to conceptualize the new experience 
in new terms. The explanations offered by the 
patient, which appear to the outside observer 
as rationalizations, represent attempts to de
scribe his experience in concrete terms based 
on memories associated with past situations, 
which in one or more ways resemble t;he felt 
reactions of the current situation. 

THE ROLE OF THE PSYCHIATRIST 

The stroke brings about rapid and dramatic 

changes in the life situation of the patient. 
Within a few moments he finds himself alone 
or amongst strangers in the hospital environ
ment. He is subject to mounting anxieties-' as 
the nature of his illness becomes more known 
to himself. In addition to the sudden altera
tions in his family and work status he is faced 
with the many uncertainties connected with 
the disease process itself. He has been the 
helpless· and hapless witness to distressing 
bodily effects such as aphasia or paralysis. 

The onset of the stroke ushers in a succes
sion of critical eicperiences in the life of the 
patient each of which is associated with the 
need for support, encouragement, guidance, 
and in some instances more definitive psycho
therapy and perhaps psychiatric disposition. 

The onset of the stroke is associated with 
the mobilization of characteristic defensive 
patterns. Idiosyncratic attitudes toward ill
ness, helplessness, and death come clearly 
into focus. Presenting attitudes vary from 
stoical disregard at one extreme to manifest 
anxiety and heightened dependency at the 
other. Among the factors modulating the initial 
response are whether or not the patient is 
alone at the time of onset, ·and, if he is not, 
whether or not he is with members of his own 
family. As might be expected, manifest 
anxiety tends to be highest in the last-named 
situation, where the patient's concern mirrors 
to some extent the concerns of those about 
him. When alone, the effort needed to obtain 
help often deflects an imminent anxiety reac
tion. 

Psychiatric support in the initial phase is 
oriented to the accomplishment of four aims. 
It provides the patient with the opportunity 
to explore his own subjective reactions to the 
many changes he has so rapidly experienced. 
It serves to allay many of the initial fears and 
anxieties. It orients the psychiatrist to the 
nature of the problems that may be antici
pated as well as to the assets and limitations 
of the patient. Finally, it initiates a relation
ship that may help the patient face the prob
lems arising in the rehabilitation process and, 
still later, the anxieties associated with the 
task of arranging a proper disposition. 

A number of reactive states may develop 
during the recovery phase, varying from mild 
paranoid irritability to states of uncontrollable 
excitement or severe depression. Mild to 
moderate depressions are the most frequent 
findings. 'Whereas occasionally these are simi
lar to reactive depressions occurring in other 
contexts, they more often seem akin to pro
longed states of mourning, made interminable 
by the fact that what has been lost can never 
be restored. In contrast to the patient with a 
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reactive depression who, despite his expressed 
feelings of hopelessness, is actually reaching ' 
out for help at an interpersonal level these 
patients do not appear to send out distress 
signals or actively seek help. The depression 
is a reflection at some level of awareness of 
the failure and limitations of the patient's 
resources in coping with the circumstances in 
which he finds himself. Supportive psycho
therapy and the judicious use of anti-depres
sant medication may limit but not eliminate 
this type of reaction. 

During the stage of convalescence the 
psychiatrist can often be of help to the various 
members of the rehabilitation team in coping 
with the reactions of the patient that obstruct 
or impede the rehabilitation process. Value 
judgments concerning the patient's motivation 
may be premature or inappropriate in situa
tions where the difficulties encountered may 
be reflections of subtle personality changes 
resulting from the brain damage. These 
patients are very adept at covering up intel
lectual deficits and giving the appearance of 
greater intactness than actually exists. Allow
ances have to be made for distractability, 
limited attention span, and the tendency to 
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perseverate at a t"ask. The patient may be able 
to make progress when the task is simplified or 
when only one task is given at a time. The 
importance of avoiding failure and consequent 
catastrophic reaction must always be borne > 

in mind . 
As the time for disposition approaches 

severe reactions can be anticipated and 
managed. In the case of patients returning 
home a meaningful psychotherapeutic rela
tionship cari offset feelings of inadequacy and 
uselessness and help the patient arrive at a 
realistic evaluation of his own potential for 
effective social integration. When disposition 
other than return home is necessary, miscon
ceptions concerning the implications of place
ment can be brought into focus and corrected. 
When the patient's needs are accurately 
known a more appropriate and congenial 
placement can be effected. 

Once the patient is at home the psychiatrist 
can be of help to the individual members of 
the patient's family in helping them under
stand and manage some of the disturbing 
manifestations of the patient, such as apathy, 
dependency, excessive demands, attitudes of 
blame, and irritability. 

TABLE I 
PSYCHIATRIC ADMISSIONS FOLLOWING STROICES 1956-Ql--50 

TOTAL PATIENT ADMISSIONS TO STUOY-755 
TOTAL PATIENT DISCHARGES-489 

Dispositions 

Acute Post-hospi- Nursing State 
Diagnosis phase talization Aphasia Home Home Hospital 

Organic psychosis ( 40) 
Organic mental 

1 10 syndrome ( 20) 115 5 8 
Psychosis with cerebral 

8 4 arteriosclerosis ( 12) 9 3 
Senile psychosis ( 1) 1 1 
C.N.S. syphilis ( 1) 1 1 
Psychosis with cerebral 

1 1 embolus (1) 1 
Alcoholic 

encephalopathy ( 2) 1 1 2 
Acute brain 

syndrome ( 2) 2 1 
. Brain tumour ( 1 ) 1 

Totals ( 40 ). 27 13 18 1 19 

Functional psychosis ( 8) 
2 1 Schizophrenia ( 3) 1 

Depression ( 3 ) · 2 1 1 2 
Acute paranoid 

1 1 1 reaction ( 1 ) 
Anxiety reaction ( 1 ) 1 1 1 

Totals (8) 3 5 3 3 4 

Unknown (2) 1 1 

Un-
Died known 

8 1 

8 

2 
1 

19 1 

1 

1 

2 
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In a number of instances the mental changes 
occurring in the wake of the stroke are such as 
to necessitate transfer to a psychiatric milieu. 
In our series among those who survived, 50 
out of 489° patients or: IO per cent were 
admitted to a psychiatric hospital (cf. Table 
I). In 31 of these patients transfer was neces
sary during the acute phase of the illness. 
In the remainder it occurred at varying inter
vals following discharge from the hospital. The 
psychiatrist, having a knowledge of the patient, 
is more apt to detect these late sequelae in 
their incipient stages. 

SUMMARY 

Recent years have witnessed a growing 
interest in the general area of geriatric psychi
atry. Attention is drawn in this presentation 
to a specific but numerically important aspect 
of this problem, namely, the role of the psychi
atrist in the management of the patient who 
has suffered a cerebrovascular accident. The 
unique features of the disease pr~cess are 
discussed in relation to the symptoms and 
defensive operations of the patient. Brief 
descriptions are given of the common reactive 
states in both the acute and the chronic phases 

0 This figure includes the total number of patients 
admitted to the stroke study, many of whom were 
not seen by the psychiatrist. 

of illness, the disturbances associated with 
specific residual deficits such as aphasia and 
hemiplegia, and the behavioural changes asso
ciated with the rapid onset of the diffuse brain 
damage, such as confusional states, disorienta
tion, confabulation, and unawareness of illness. 
The psychiatrist has an important direct role 
to play in the diagnosis and treatment of early 
reactive states, the management of functional 
difficulties emerging in the rehabilitation phase, 
participa~on in dispositional planning, and 
the early recognition and treatment of late 
psychiatric sequelae. Functioning as a member 
of the rehabilitation team he can help in the 
interpretation of the behavioural effects of 
brain damage to other medical personnel. The 
problem of facilitating family adaptation to 
the stroke patient who is left with a residual 
deficit provides another area of effective inter
vention. 
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