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Abstract:
Stroke is a disabling, depressive and a long te
disorder.
Aim. This study was aimed to find out incidenc
of shoulder pain in participants after an attack
stroke.
Material and Method. All the participants were
admitted in Pravara Rural hospital at the time
this study. Overall 124 participants wer
screened and then put through with inclusio
exclusion criteria and permission process,
which only 96 participated in the study. Out ¢
these 96 participants, almost 55% suffered frc
post stroke shoulder pain.
Results. The results also state, majority of thet
having moderate pain with no effect of frequenc
of stroke attack on it.
Conclusions. Thus, it can be concluded tha
based on this prospective study, post stro
shoulder pain is fairly common and is most ¢
the times of moderate intensity; independent
number of stroke attacks.

Cuvinte cheie accident vascular cerebral,
durerea urirului, disabilitate

Rezumat:
Accidentul vascular cerebral (AVC) este o
afegiune invalidani, depresi#, de lung durat.
Aim. Studiul de f@ Tsi propune § stabileast
inciderta durerilor de urr la paciefii aflati
dupi un AVC.
Material si metodia. Tofi participanii au fost
internaii la Spitalul Pravara Rural pe perioada
studiului. Au fost selecta 124 de subigg iar
apoi, TIn urma selgiei pe baza criteriilor de
includere-excludere, doar 96 ainmas in studiu.
Din acati 96 de participath, aproape 55% au
acuzat dureri de uindup AVC.
Rezultate.  Rezultatele demnstreaz ca
majoritatea subieitor luati Tn studio au acuzat
dureri moderate de uim fara a fi influertata de
frecvena AVC-ului.
Concluzii. In concluzie se poate afirma, pe baza
rezultatelor acestui studioi adurerea de uan
consecutii AVC este destul de frecventi de
obicei este de intensitate modérsitindependent
de nunirul accidentelor vasculare cerebrale.

Introduction

Stroke or brain attack is a sudden loss of neurcdédunction caused by interruption of

blood flow to brain.[1] It is the 3rd leading causfedeath in America. Per year about 22% men
and 25% women die within one year of stroke witlegancreasing above 65yrs.2 of age. It also
includes 28% attacks in age group below 65 yrs.|&Vhd% who survive initial stroke or
transient ischaemic attack experience one withia gear. [2] Ischaemic stroke is the most
common type affecting 80%indivisuals. Others inelddhemorrhagic stroke, lacunar stroke and
transient ischaemic attack. [3]

Of the patients with stroke, haemorrhagic strokeoants for largest number of deaths
with mortality rate of 38% at 1 month while ischaerstroke has mortality rate of 8 to 12% at 1
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month. [4] Clinically in any type of stroke attaakwide variety of features are pictured including

changes in level of consciousness with impaireds@sn cognitive, motor, perceptual, and

language functions. [5] To be stamped as stokeotmgical symptoms must last for atleast 24

hours. The motor deficits represent themselveseakmess termed hemiparesis while paralysis
is termed hemiplegia. Stroke is the most commorseand chronic disability as records prove

that one third of total population will be functalty dependent after one year. [3,5]

Loss of voluntary movement and immobility contrigub decrease range of motion,
contractures, disused atrophy and muscle weakré$sThese signs are early and too
prominently reflected in shoulder reflected as paestricted flexion, abduction and external
rotation. Other related factors include spasticight hemispheric cerebrovascular lesion. [7]

Left hemiplegia, sensory abnormalities, diabetelitor® and low barthel index score.

Many synonyms are available for shoulder signs @afpe pain, shoulder pain in
hemiplegia, hemiplegic shoulder pain and post stsioulder pain. [8]

Shoulder pain interferes with the rehabilitatiord aontributes to increased hospital stay
along with depression and decreased quality of Riecovery from shoulder pain may occur in
80% of patients. [8] However, stroke is a very Hisgy and psychologically damaging
condition, occurring without prior notice. It hasany complications of which shoulder pain is
one. [9] The cause of shoulder pain is notifiedadors such as, reduced muscle tone and laxed
ligaments and capsule which increase the chancgsoodder subluxation leading to pain.9

The second cause is attributed to disuse of joint platient and its prolonged
immobilization leading to tightness and contracsungltimately pain on movement. The third
cause commonly dealt with is impingement of tendarthe shoulder joint causing pain. [10]

The knowledge of its quantitative existence anckrisity in patients will help take
adequate measure to reduce its incidence andsgidaper management and early management.

The study undertaken will thus help highlight thewledge of its quantitative existence
and intensity in patients which will help take adatg measure to reduce its incidence and aid its
proper and early management. The study will hetjuce prolonged hospital stay caused by it
and thus save money, energy and time spent tretiBince this is a disabling and makes the
patient more dependent on others, precautionaryagement of the same will aid in
rehabilitation and reduce depression of the patidrt has/ is suffering from stroke.

With the above points in mind this study will aim find out about the incidence of
shoulder pain in participants after an attack afkst. It will also keep in account the intensity of
pain, male to female preponderance, relation betwaember of stroke attacks and Visual
Analogue Scale score.

Methodology

Type of studyProspective study

The method used to collect data is a simple petsotaview based on a general questionnaire.
Prior to any contact with the patient the pres@ipbf the physician and an explanation of the
study, questionnaire and an informed written conse&s obtained from both the participant and
a relative.

Inclusion criteria

Minimum 1 attack of stroke

Participant must be able to communicate eitheralifvia eye movements/ facial expression/
some other understandable method

Participant must be admitted in the hospital

Exclusion criteria:

Paediatric patients

Medically and Psychologically unstable participants

Participants who are unable to communicate

Those who are not willing to participate

Materials used:
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A general Questionnaire
Visual Analogue Scale
Physical testing techniquesPassive movements (Based on n
Active movements (Based on ne
Active assisted movement (Based on n
Calibrated Sphygmomanome
Paper/Pen/Writing board/ Station:
People involved in the study: Participi
Family member
Nurse
Physiotherapist

Procedure
The participant is personally interviewed by ther#pist after assuring his/her fitne
and willingness. Direct simple questions are askeah undertandable manner to avoid unc
stress and confusion, while noting the answersuadli®\nalogue scale is used for rating
shoulder pain quantitatively.
A Visual Analogue scale is a simple numerical scdleconsists of a 10cm lor
calibrated straighttie, divided in three parts; 0= No pain; 5= Modeg®; 10= Severe pai
The participant if enabled to hold a pen/pencillkkliasked to mark a point on this sc
which is closest to his feeling of pain. Only thpgsnts 0,5,10 are visible to thetient. As this
is an approximate numerical expression of pain egpeed by the participant, its accuracy
completely dependent on his/her understanding & ¢uestion asked along with t
psychological state of mind at that particular man
Graphical presentation of dat:
Total participants Screened: .
Total participants who participated in the study
Male participants: 56
Female participants: 40
Participants who did not participe Unwilling: 11
Unable to communicate: 10
Psychologically disturbed: 3
Medically unstable: 4

150 H Total
Total Participants 124 100 m Males
Participants in the study 96 Females
No. of Male participants in the stu | 56 50 H Drop outs
No. of femaleparticipants in the stur | 40 0 4 .
Non participants(Drop outs) 28 .
Participants

Graph 1. Showing number of Participar

150 \
No. of Attacks | Total | Males | Females 100 Females
Single 73 41 32 >0 A ® Males
Multiple 14 12 2 0 - - - o Total
TIA 9 3 6 Single Multiple TIA

attack attack

Graph 2: Number of stroke attacks
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60
VAS Score Total Male| Female 40 h u Total
Mild pain 0-4 26 10 16 20 -
Moderate pain 4} 53 | 33 20 0 :l. . | N | = Males
7 ) ) ) Females
Severe pain >7 17 13 4 Mild Pain MoF;:Iaei;ate Severe pain

Graph 3: Visual Analogue Scale scores

Based on the above data collection and graphiedentation it is clear that, shoulder
pain is a common occurrence in participants afteratiack of stroke. The graphs depict its
occurrence, male preponderance and no changessimlVanalogue scale scores in multiple
attacks.

Results

The study reveals positive results for prevalerfcghoulder pain post stroke attack in the
participants. The males show a greater inclinattavards it than woman. The intensity of pain
does not vary much in between participants witlglsirand multiple attacks as noted by the
interview and Visual analogue scale markings. Majaf the participants had a single attack of
stroke with moderate intensity of pain. The abesults are based on the information collected
from Pravara Rural Hospital, Loni, Ahmednagar.

Discussion

Based on the results and their graphical presentétican be deduced that shoulder pain
is prevalent after an attack of stroke. The intgrisimore or less the same in patients with single
or multiple attacks. The normal range of shouldampon Visual Analogue scale is found
between 4 - 7 (i.e. 55, 20% of total participan&)ch a high incidence puts light on lack of
awareness and delayed management of shoulder p#ie Iparticipants and those incharge. The
participants with TIA (Transient ischaemic attaskpwed almost nil shoulder pain.

Thus above data provides information with evideat@revalence of shoulder pain in
population under study with little influence of samd frequency of attacks on the intensity of
pain. However, Visual Analogue Scale is complegeparticipant dependent rating scale for pain
and can be fluctuating. The study however doesndthere, it needs to be continued to gather
further information about most common cause of gairenable us to prevent and fight this
disabling, depressive complication.

Conclusion

Based on the data collected and the study condumted6 participants out of 124
screened for the same purpose admitted in Pravaral RHospital, under the guidance,
supervision and support of Physiotherapy staff, igedstaff, Nursing Dept. and Hospital
administration it can be concluded that post streikeulder pain is a common disabling and a
depressive complication which is prevalent in alim®3% of people who have an attack of
stroke. It is also one of the key factors affectthg rehabilitation along with increasing the
hospital stay. It is also known to reduce independenctional capacity of the affected upper
extremity. Thus, it's necessary to concentratehos fairly common disability and try to prevent
it rather than curing it.

Limitation of the study

The study though carried out in a controlled enuinent in a hospital has its own
limitations. The limitations were caused due to hanerrors of accuracy. The patients in the
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study are suffering from a disease of sudden ongbtdisabling features leading to depression
and disturbance in their psyche, behavior and ghiisy.

Thus, answers given by them are bound to belitdecurate.

The other source of limitation is the Visual AnalegScale scoring as it is completely
dependent on the person marking it. It is a 10 @ng line on which the participant has to mark
with just 3 points visible; this can lead to misdition. Efforts to overcome these limitations are
done to the best of human efforts.
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