





* Diseases of the va: of the brain contribute greatly to the
psychiatric dlsablhty, chleﬂy in the elderly population and mainly
result of stroke.
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- Anosognosia

* The psychiatric components of some illness such as SLE and other forms
of vasculitis appear to be attributable in part to the involvement of
cerebral vasculature.[2]
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Emil Kraepelin (1856-1926)
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recognized an association between
manic-depressive insanity and |
cerebrovascular disease.




A nothe
thought to be ch:
is the indifference reaction described
by Derek Denny-Brown (in 1952).
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1932) to indicate a patient’s
lack of awareness of his or

her hemiplegia.




which is defined to last ] han 24 hours, and patients
with stroke symptoms caused by subdural hemorrhage,
tumors, poisoning, or trauma are excluded.
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age, and the inci

85 years or older.




STROKE (conNT.)

Leading causes of death globally

(1 2000 & 2019

1. Ischasmic heart disease

2. Sroke

3. Chronic obstuructive pulmonary disease
-
4. Lower respiratory infections

L

5. Meonatal conditions
o= 3
6. Trachea, bronchus, lung cancers
H _—
F.Alzheimer's disease and other dementias
D &5

8. Diarrhos=al dissases
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9, Diabetes meliivus
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10. Kidney diseases
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Number of deaths (in millions)

@ NMoncommunicable @ Communicable @ Injuries

Source: WHO Global Healeh Estinmates,
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®* Cerebral Blood Flow-

The entire cerebrum is supplied by anterior, middle and

posterior cerebral arteries.
Cerebrovascular System
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VASCULAR TERRITORIES

Figure 10.5 Regions of Cortex Supplied by the Anterior Cerebral Artery
| Anterior cerebral artery (ACA), Middle Cerebral Artery (MCA), and Posterior Cerebral Arteries (PCA)

D Middle cerebral artery (A) Lateral view. (B) Medial view. (C) Inferior view.

Posterior cerebral artery




Contralateral hemiparesis affecting

leg more than arm

Grasp reflex in hand

Cortical sensory loss over toes,
foot, and leg

Urinary incontinence

Motor leg area

Medial surface of the posterior
frontal lobe

Sensory area for leg and foot

Posteromedial part of superior
frontal gyrus (bilateral)




Paralysis of the contralateral face, arm, Somatic motor area for face and arm
and leg

Sensory impairment over the Somatosensory area for face and arm

contralateral face, arm, and leg and thalamoparietal projections

aphasia, anomia, alexia, agraphia, parietooccipital cortex of the dominant
acalculia, finger agnosia, right—left hemisphere
confusion

Ataxia of contralateral limb (s) Parietal lobe




Thalamic syndrome: sensory loss (all modalities),
spontaneous pain and dysesthesias,
choreoathetosis, intention tremor, spasms of hand,
mild hemiparesis

Alexia without agraphia

Bilateral or unilateral pyramidal signs & a variety of

ipsilateral cranial nerve palsies

Bilateral homonymous hemianopia, cortical
blindness

Ventral posterolateral nucleus of thalamus
Involvement of the adjacent subthalamic nucleus

Dominant occipital lobe along with splenium of
corpus callosum

Brainstem

Bilateral occipital lobe




ss and ethnicity;

® environmen cal (temperature, altitude),
geographical, or psychosocial.

* In addition, medical factors including previous TIA or stroke,
1schem1c heart disease, atrial fibrillation, and glucose intolerance, all
crease the risk of stroke.[4] |
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STROKE (conr)

Classification of strokes

Total anterior

circulation stroke circulation stroke syndrome

(TACS)

Small penatrating
artery thrombosis
(lacunar strokea)

’ Bamford stroke classification ‘

Partial anterior Lacunar

Posterior
circulation

LA syndrome
(PACS) (LACS) (POCS)
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Mild cognitive
impairment

* Prevalence vary w1de y from 6-32%. Increases with advancing age.

* Vascular dementia: 2nd most common type of dementia

-15 to 20% of all cases of dementia.




[ ive dysfunction (e.g.,
inattentiveness or slow processing speed);

* 3. The patient’s history, physical examination, and/or neuroimaging

findings are consistent with cerebrovascular disease of sufficient severity | /

o account for patient’s cognitive impairment.
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/° Hypertension- most common modifiable risk factor for stroke worldwide. |
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6], with 2,435
g tv oes Of AA, found that there O
were 21.7 and 25.1 reductins_, based on dosage, in the risk
of nonfatal strokes, myocardial infarction, or death compared

patients

with placebo treatment.
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* Various other studies prevalence varies from 9-33%.

* The cumulative incidence of PSD was 39 to 52 % within 5

years of stroke.




findings.

* In studies performed 3 to 12 months after stroke, the
prevalence of PSD is similar in those with left- and right-
hem1spher1c lesions.




* Personal history or a famlly history of psychiatric disorders

and poor social support are important risk factor for PSD




whether he or s

physiological consequencé of the stroke.

* If this judgment is made, then the patient is diagnosed with
“depression due to stroke with major depressive-like episode.”




non—dé-pr

* A recent study [8] of 976 patients with stroke found that patients with
depression, assessed at 3 weeks poststroke using the Wakefield Self-
Assessment Depression Inventory, had 50 % higher mortality at 1 year

/@ampared to nondepressed patients.




and nort

incidence of pos
stroke.

* ECT is safe and effective; r*TMS may also be effective.

Group and Family therapy; Psychotherapy




* The risk for suicidepp_eare to be greatest in the first five
years following stroke.




* DSM-5 classified as mania with poststroke onset.
* The course of mania following stroke has not been systematically
examined.



* One longitudir batients showed that most

patients” mania remit within a few months.




- post stroke

At 5 years post stroke, 64 (29%) of patients were

deemed anxious and 73 (33 %) were depressed, with anxiety
and depression comorbidity in 43 (20%).




Results showed that ety symptoms showed greater

improvement in response to nortriptyline treatment compared
with placebo.

%







aI-J-pe
psychosis.

* Psychosis may be in form of delusion
* Hallucination( visual, auditory)

a]ority patients showed agitation, confusion.




* The use of ant1convulsants has its rationale in the
frequent coexistence of seizures with psychotic disorders

f llowmg stroke.




of 120 days

ients with apathy.

* Imaging studies have found that apathy is significantly
/ associated with lesions of the pons, frontal cortex, basal

/jganglia, dorsal thalamus, posterior limb of the internal

capsule, and temporal cortex.



ound that apathy was a

stronger predictor of poor functional recovery than
depression.




symptoms of post-siroke depression

e | 0ss of interest in activities, not improved when others
encourage/facilitate participation

¢ Patient describes mood as low, sad, or down
| Frequent tearfulness
e Patient distressed by symptoms

Symptoms of post-stroke apathy
* Decreased initiative in undertaking activities, but may enjoy
activities when others initiate/facilitate participation

e Patient denies low mood or sadness
¢ Mood generally unreactive
¢ Family more concerned than patient about symptoms







* Catastrophic reaction red predominantly in patients
with major depression associated with anterior subcortical
/ lesions.



* Treatment consists
/ measures.






significantly rec se-verity of PLAC.

* Case reports suggest that Bupropion, Mirtazapine, Venlafaxine
and Lamotrigine may be effective for PLAC.

FDA approved combination of dextromethorphan

hydrobromlde /quinidine sulfate in 2010.



range from 20 to 44

* Anosognosia is uncommon beyond 3 months poststroke.

¢ Effective treatments have not been established for

anoso gn081a







\\5 SUBARACHNOID HAEMORRHAGE (CONT.)
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rupture




1 -neck stiffness

-focal neurological deficit







2$s1on in one
Depression




* Best known is intracavernous portion of ICA, which may compress

surrounding nerves leading to ophthalmoplegia, sensory loss of
trigeminal distribution, diplopia, pain in the face, eyes or head.




Cerebral Aneurysm

Artery

Aneurysm

IAGE (MRI) OF A
;ED WOMAN WITH
ESSIVE HEADACHES,

- APHASIA, AND RIGHT-SIDED
HEMIPARESIS. A LARGE
INTRACEREBRAL MASS WITH A
SIGNIFICANT AMOUNT OF
SURROUNDING EDEMA IS
DEPICTED. THE LESION IS A
GIANT INTERNAL CAROTID
ARTERY ANEURYSM.




cortex and 1
brainstem on the other side.
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. Lifetié prevalence of ound 40.7% in
/ migraine(Breslau ef a/2000



¢ It is also foun ess, or the anticipation
(f of stress are associated with attacks of migraine.



anxiety in 8%, hallucii
image in 6% and severe depression in 4%




haemorrhagic e / r abnormalities due to aPLs,

accelerated atherosclerosis, small vessel vasculopathy, and
thromboembolic processes can all play a part in cerebral




SYSTEMIC LUPUS ERYTHEMATOSUS

@
P . = 1 i ¥ " ot H
Maseylar iy} Vhromboch a it Table 1 - Neuropsychiatric syndromes in SLE as defined by

3 ACR nomenclature

Accelerated \.
arthrosclerosis

M ﬂ‘“,“"“b“" CNS Peripheral nervous system
Anti-NMDAR , ,

5 APLA Acute confusional state Autonomic neuropathy

n Anti-Neuronal "y Anxiety disorder Cranial neuropathy

3 o

N ? Aseptic meningitis Guillain-Barré syndrome
~Irﬁpatred neuruplasﬁutv N & Cerebrovascular disease Mononeuropathy
Neuronalinjury | o, Cognitive dysfunction Myasthenia gravis

; BBE dlsruptlon =
Skt 5""3"“‘ tra""““" / Demyelinating syndrome Plexopathy
e Wenironmenta Headache Polyneuropathy

Stress Mood disorder
* | e.g. infection)

Movement disorder
Myelopathy
Psychosis

Seizure disorders

-
T i e

SLE, systemic lupus erythematosus; ACR, American College of Rheumatology

! Adapted from American College of Rheumatology Ad Hoc Committee on Neuropsychiatric Lupus
Immune system = 5
Nomenclature. Arthritis Rheum. 1999

Cytokines

activation
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* Headache is perhaps the most
neurological problems. Seizures, strokes, TIA,
neuropathies are also common.






sculitis in patients

aged over : America. Stroke may
occur in patients with :

* |n most cases, stroke is related to vasculitis of
extracranial cerebral arteries causing vertebral or internal carotid

/3 arteries stenosis.







ter stroke is

. Anx1ety and apa also common.

* Other psychiatric conditions have also been seen.




or Improving
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