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INTRODUCTION
Stroke is a major health problem in India. The crude prevalence of 
stroke ranges from 44.29 to 559/100,000 persons in different parts of 

1the country during the past decade.  WHO dened stroke as a 
syndrome of rapidly developing clinical signs of focal or global 
disturbance of cerebral function, with symptoms lasting for 24 hours or 
longer with no apparent cause other than of vascular origin. Stroke is 
among the leading causes of the disability worldwide and aphasia is 
one of the common manifestations of stroke that occurs with a 
frequency, that ranges from patients ranges from 21 to 38% in stroke 

2 patients. Aphasia, is loss and impairment of language caused by brain 
damage. In humans, speech is the core to every way of expressing 
thoughts and emotions to others. Loss or impairment of this ability 
causes various negative effects, which may affect patient physically, as 

3well as mentally, and may cause post-aphasia depression.  Presence of 
aphasia is an index of poor prognosis, with more severe motor, 

4cognitive, and social disability . Mixed thoughts regarding, lesion site 
being the major deciding factor for the type of aphasia has come up 
over time. Involvement of the cortical language area being the major 
determinant in aphasia subtype was favoured by (Hayward et al., 

5,6,7Kreisler et al., Yang et al.) , whereas opposed by some. Over time, 
with advancement in neuroradiology, subcortical brain areas have also 
came into picture as a cause of aphasia. However, any strict correlation 
between subcortical lesion and specic aphasia type is yet to be estab-

8lished.

AIMS AND OBJECTIVES:
To assess the characteristic pattern of aphasia and probable site of 
lesion by clinical examination and correlating it with specic brain 
lesion on CT imaging.

MATERIAL AND METHODS:
Patients with First ever ischemic stroke (FEIS), with age≥18 years, 
reporting to the SRG Hospital Jhalawar, Rajasthan, within 7 days of 
stroke onset, during the study period were selected as per WHO 
denition of stroke (using simple random sampling technique). 
Patients with haemorrhagic stroke, previous history of disturbed 
speech/hearing, mental obtundation, dementia, recent head injury, 
recurrent stroke, and metabolic disorders were excluded. Stroke 
severity and language assessment was done using National Institute of 

9Health Stroke Scale (NIHSS) and Western Aphasia Battery (WAB) -
Modied. Patients were then classied into uent (Wernicke's, 
transcortical sensory, conduction and anomic aphasia) and non-uent 

(Broca's, global, transcortical motor, transcortical mixed) aphasia 
based on their scores of WAB. All the patients of stroke were subjected 
to neuroimaging (CECT Brain- Phillips Ingenuity 128 slice) for 
localization of the lesion. Data was recorded in excel sheet and 
evaluated using Chi-square test on SPSS 27.0.1.0 (Trial version), (p 
value < 0.05).

RESULTS:
A total of 68 post FEIS aphasia patients were included in the study, 
mean age of the population was 69.07±6.5 years and majority were 
between 66-70years age group (48.52%).

There were 45.59% Males and 54.41% Females. Patients with severe 
stroke (NIHSS >15) contributed to more than two third of the total 
study population (72.06%). Global aphasia was the most common 
aphasia subtype (38.23%), followed by Broca's (19.12%), Wernicke's 
(17.65%), Anomic (17.64%), Transcortical sensory (4.41%) and 
Transcortical motor (2.94%) (Fig. 1)

Fig.1: Prevalence Of Various Aphasia Subtypes.

Severity of aphasia (as per Aphasia Quotient), showed signicant 
correlation between the higher stroke severity (NIHSS ≥15) and poor 
aphasia score (AQ<50) (p value=0.02). There was signicant 
correlation (p<0.05) in patients with Global aphasia, Broca's aphasia, 
Wernicke's aphasia and anomic aphasia, between clinical aphasia type 
and probable leison with CT nding suggestive of involvement of 
corresponding language area. (Table.2). Whereas the correlation was 
poor in patients with Transcortical Sensory & motor aphasia. Some 
patients had lesion in sites other than classic language area (like 
subcortical area, basal ganglia etc.) which need further evaluation.
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Table 2: Aphasia- CECT Brain Correlation.

DISCUSSION:
In our study, mean age of the study population was 69.07 ± 6.5years, 
with majority of patients being in the age group of 66-70year (n= 33, 

10,11,12 48.52%). Similar ndings were observed in other studies. Ratio of 
10Male: Female was 1: 1.19, similar to the study of Engleter et al.  and 

12H.L owers et al.  Out of 68 patients of FEIS, 49 patients (72.06%) had 
severe stroke, assessed by NIHS Scoring (Score ≥15). Non-uent 
aphasia was more common than uent aphasia (63.23% vs 36.76%). 
Mean age for uent and non-uent aphasia was 65.80 years and 71.09 

13years, respectively. Ferro and Madureira  in their study found patients 
with non-uent aphasia to be younger than those with uent aphasia. 
However, the patients in those studies were not assessed in the acute 
stage, also they missed older patients. Global aphasia was the most 
prevalent aphasia type (38.23%), followed by Broca's (19.12%), 
Wernicke's (17.65%), anomic (17.64%), transcortical sensory (4.41%) 
and transcortical motor with frequency of 2.94%. This observation was 
in line with previous studies regarding the type of aphasia prevalence 
in post-stroke patients. Out of 68 patients, 70.59% patients (n=48) had 
severe aphasia and a signicant correlation was found in between 
Severe Stroke (NIHS score ≥15) and Severe Aphasia (AQ >15). 

14(P=0.02) Similar observations were made by Laska et al.  & Pedersen 
15et al. , where they found that the outcome for language function was 

better predicted by initial stroke severity and severity of the aphasia but 
not by age, sex or type of aphasia. After clinical assessment and 
subjecting patients to neuroimaging, when the various site of lesion 
was brought together, a signicant correlation was observed between 
the various well-established language areas of the brain clinically and 
through neuroimaging. (p<0.05) Croquelois, A. and Bogousslavsky, 

16J.  in a study on aphasia patients, mentioned that stroke location and 
associated manifestations strongly inuence aphasia subtypes. They 
also found that 26.4% patients were exception to the thought of classic 
clinico-topographic correlation, rest were localized to the respective 
sites.

CONCLUSION:
A signicant correlation exist between the aphasia type assessed 
clinically and involved brain lesion in CT scan.
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CECT Lesion 
(involving Language 
area)

P value
 (Chi Square) 
(<0.05)

Global Left Fronto-Parieto-
Temporal

0.0000003

Broca's Left Frontal lobe 0.0017
Wernicke's Left Temporal lobe 0.0000015
Anomic Lt Parieto-Temporal 0.0073
Transcortical sensory Lt Temporal Lobe 0.16
Transcortical motor Lt Frontal Lobe 0.27
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