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Table 1. Age Summary for Aphastc Types.

A1l  aphasias Male Female
aphasic £ype i ilean(range} M Mean B Hean
Proca's 17 54.0(38-63) 1M 536 6 54T
Hernicke's 8 60, 4(45-79) & 61.0 ? 59,0
Fominal 9 53.2(46~73) 4 57.8 5 5%.2
Tonduction 5 59.8{50-72) 5 59.8 ¢ -
TCSA* 6 61.0(53-66) 4 61.0 é £1.0
Global 30 64.6(47-85) 21 63.0 g 68.3
Iverall 75 60.4(38-85) 51 59.8 24 6L.6

* itranscortical sensory aphasia

Table 2:Aphasic Types According to Gender in 75 Stroke Patients

Broca's | Hernicke's | Pominal Conduction | TCSA* | Global Overall

Male 1 6 4 5 4 21 51
Female 6 2 5 0 2 g 24
Nyerall 17 8 g 5 [ 30 75

w1transcortical senscry aphasia

Tabie 3.Mean Age Distribution of Aphasic Types in Different Laboratories

aphasic type Ohler(1) Kertesz(z) Harasymiw(3) Esliﬁger(d) Changit®
Male Male Female Male+Female Malet+Female
firaca's 52.6{MN=61) 54.9(5:9) 5. H{M=87) | 55.6(H=03) 44, 5(M=11) 54, M K=17)
Hernicke's 62.8{N=29) 60, 9(l=6) §7.3(M4=41) | 61.8(N=27) 62, 1(K=27) &0, 4(H=R)
Hominal 55.4(N=28) 64, 0(N=21) 84.0(N=26) | 61.8(N=24) . - BB, 2(N=9)
Conduction 57, 7{N=22) 55.6(HN=5) o . 42,9(N=8) 59, B(N=5)
TOSAR L . o . - 61.0(N=6)
Global 56.2{N=27) 53.8(H=11) 80, 4{N=40) | 65.9(N=20) 58.G(N=17) 64.6(N=30)
Overall 56, 1(N=167) 58, 7{1=54) 80, 2{H=194)| 58.8(MN=164) 55.3(M=h4) 60, 4{N=75)

wttranscortical sensory aphasia wwipresent series
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AGE, GENDER AND APHASIC TYPE IN STROKE PATIENTS

CHEIN WEI CHANG, I-NAN LIEN
Department of Physical Medicine and Rehabilitation, National Taiwan University Hospital.

‘75 patients with different types of aphasia attended to the Department c'of”Ph'ySiC'ﬂ Medicine
and Rehabilftation of National Taiwan University Hospital from Oct. 1980 io Dec.-1984. They
were all right handed and each of them suffered from a single clinical e;nsode of terebral infarc-
tion. Their speech function were evaluated accordmg to the performance cm the Bﬁston Diagnos-
tic Aphasia Examination. R %\2’

The relationship among the age, gender and aphasic type was analyzed Regaxcﬁess of gender,
patients with Broca’s aphasia was significantly younger than those with global and transcortical
sensory aphasias. Male patient was prevaient in aphasm groups, but mean age of both gender
groups was no difference.

The possible explanations may be adduced for our findings; one is related fo the cerebrovas-
cular changes of aging. The decrease of cerebral circulation is prominant and disseminated in in-
creasing age. There may be changes in the cerebral blood flow associated with aging, predisposing
different brain areas to stroke. The second is possible that -changes in cognition, deterioration of
memroy and comprehension disturbance may predispose the perception dysfunction of language

97

ot advanced language dysfunction like global aphasia in aging group.

minance.

The prevalence of male i aphas;a is possibly duc to the gender difference in cerebral do-

Qur study for the reiat}eﬂs!np of age, gender and apha51c t)pe in stroke patients is similar

to those reportéd literatures by foreign restarchers with their patients in different language

culture,
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. CONTRASTING CONDITIONS OF REBABILITATION IN ASIA
AND THE COMPARATIVE STATUS OF REHABILITATION
IN THE REPUBLIC OF CHINA

BY ROBERT J. RONALD, TAO-CHANG HSU
Department of Physical Medicing and Rehabilitation,
Veterans General Hospital, Taipei, Tatwan, R.O.C.

Two vastly opposite conditions in the status of rehabilitation services can be found in S.E. Asia

and Pacific natiens,

Rehab in underdeveloped countries is hampered by poverty, scatiered rural

populations, inadequate facilities, equipment and personnel, environmental barriers, poor nutrition
and hygiene, ignorance and prejudice, fow national priorities for rehab. The most developed countries
offer many well-funded services, public support for equipment, housing, emplayment, anti-barrier
legislation, active participation of persons with disabilities in national planning, ete, Rehab i Taiwan
is somewhere in the middle, far shead of the undeveloped, but still behind the developed. Though it
can boast of many fine facilities, the R.0.C. still has room to improve in the areas of legislation,
barrier removal, locally based services, comprehensive vocational rehabilitation, the éevciopuﬁeni and
distribution of assistive equipment and the participation and organization of persons with disabilities.

Key works: Rehabilitation, Asia, Taiwan, R.0O.C.
Introduction

In the past fiffeen vears the two authors of this
paper have visited rehabilitation centers in seventeen
Asian and Pacific nations. Especially since the Inter-
national Year of Disabled Persons in 1981 there is no
country that is not irying to improve rehabilitation
services, but there are many with such serious other
problems that rehabilitatjon services are grossly inade-
quate. The following observations are based on our
personal experience and the country reports submitted
to the Eighth Rehabilitation International Asia and
Pacific Regional Conference in Bombay, Sept. 1986.

Two vastly opposite conditions can be found in
Asia. On one hand some poor, still largely undevelop-
ed nations fike India, Bangladesh, Indonesiz, Thailand,
Papua New Guinea, etc. have few and very insufficient
rehab services. . {In most cases these are also the places
with the greatest proporfions of persons with dis-
abilities.} At the other extreme a few developed and
prosperous countries like Japan, Hong Kong, New
Zealand and Australia offer many services available to
maost of their citizens,

The poor rehab conditions exist because of
serious local problems:

1. Large rural populations are beyond the reach of
existing facilities.
2. Poverty, lack of resources and trained personnel
) hinder the increase and spread of services.
. 3. Environmental, architectural and transportational

barriers hamper the mobility and integration of

persons with disabilities.
4. Poor hygiene and sanitation, lack of proper

nutrition and medication, bad industrial and

public safety practices increase the incidence of

disabling diseases and injuries.

5. lgnorance, misunderstandings, prejudices,
obstructive attitudes create conditions unfavor-
able for rehabilitation.

6. Issues of national defense, economic growth.
political survival, industrial development keep
rehabititation low on the list of national prioro-
ties. '

Handicaps are not caused by disabilities, but by
social environments that prevent the infegration of
persons with disabilities into community life. The
theme of the 1986 Rehabilitation international Re-
gional Conference in Bombay was “Rehabilitation:
Attitudes and Realities.” A good summary of the con-
cerns voiced in the conference was given by Dr. David
Haxton from the South Ceniral Office of UNICEF.

— As a policy and 2 moral imperative, we have

to accept the logic of Children First.

- The principle of prevention must permeate
the thought and action against disability.

— The least expensive strategic option is to
empower the family and the community e
assume responsibility for prevention wherever
possible, .

- The comununity has to be supported by
inter-disciplinary professional group linked to
it . by para-professionals sefected by ihe
community. from themselves,

— The main means of empowering parents is i

~formation, communication, “education  and
training, which together are the highesr
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priority in a realistic response to the problem
of disability. :

This trauslates into one. of the key concepts
stressed in the Conference, C.B.R.: Community Based
Rehabilitation.  With C.B.R. all basic services are made
avaitable to all locally while specialized services are
provided te all districtly,  Great emphasis is put on
training people from the local commaunities to serve as
CONDITIONS IS  VERY UNDERDEVELOPED
COUNTRIES

1. The actual number of P.W.D.’s (persons with
disabilities) is unknown and the majority do not
receive rehabilitation,

2. Rehab facilities are few {though some quite
modern} and reach only a part of those who need
them,

3. Locally made wheelchairs and assistive devices
are few and not very adaptable for special needs.

4. Little legislation has been passed for the wel-
fare of P.W.D.’s and is not well implemented.

5. Littie or no public-financial or other assist-
ance is available For most P.W.D.s.

6. A centralized rehab agency, if there is one,
lacks funding and power. . There is no effectice
national task force for planning.

7. Barriers are common everywhere in public
and in private and seriously curtail the mobility and in-
tegration of P.W.Ds.

8. Opportunities  for
training and placement are few and unevenly distribut-
ed,

vocational  assessment,

9. Public awareness of the valne and possibilities
of rehab is very poor. People’s attitudes toward
P.W.D.’s are negative and obstructive.

10. Most  rehab  services, especially those of
private agencies, are uncoordinated and lack sufficient
funding,.

11. P.W.D.’s themseives are unoyganized and have
no voice or participation in rehab planning or the
provision of services.

The following are a few examples of the advanced
rehabilitation provisions in some developed countries
of Asia and the Pacific.

Japan. Already by 197! twenty-three laws had
been passed prometing various aspects of rehab and
‘several extensive revisions have recently been carried
out. There is a wide variety of vocational rehab facili-
ties throughout the country, specially adapted public
housing, advanced development and distribution of
technical assistive equipment. Every P.W.D. and his/
her family is entitled to a feast a basic pension.

para-professionals, assistants, local muanagers, and

- volunteers not just to provide services, but to educate

the people, change attitudes, visit homes, locate and
identify disabilities, etc.

The following table summarizes the main
differences in rehabilitation found between the “have™
and the “have not” countries of Southeast Asia and
theii’acific.

CONDITIONS IS VERY DEVELOPED COUNTRIES

1. There are regular, standard procedures for
early identification and treatment, Official registers of
P.W.D.'s are being developed. '

2. Most local districts including rural areas have
the basic rehab services and trained personnel.

3. A wide variety of well-made special equip-
ment and technical devices is available to all,

4. There is a complex network of laws for rehab
services ang benifits for the welfare of P.W.D.’S.

5. Nearly all P.W.D.s enjoy social security,
financial, vocational and other benefits,

6. A well-funded central agency regulates rehab.
A special task force from public and private seciors
establishes long/short-range policiés.

7. Bartier removal is required by taw. Building
codes mandate accessibiiity.' Accessible public trans-
portation is being rapidly developed:

8. Vocational rehab services, both public and
private, are wide spread. P.W.D.’s can be found work-
ing at every level and kind of job.

9.In both public and private sectors special
attention is being given to housing, worksites, trans-
portation, employment, independent living, sports and
recreation for all P.W.D.’s. ’

10. An interwoven network of public, private and
volunteer agencies provides rehab services with govern-
mental coordination and generous financial grants.

11. Strong well-organized groups of P.W.D.’s have
a powerful influence and participate in" determining
government policies and planning.

Hong Kong. There are several large outstanding
comprehensive medical rehab facilities, a vocational
assessment center and a large recreational complex for
PW.D’s. A fleet of over twenty-four Rehabus vans
and special vehicles is available to provide subsidized
transportation. Over seventy non-government agencies
offer a wide range of services with financial -suppnri
from the government. In fiscal year 1985/1986 the
government spent HK$877,000,000 for rehab of which
HK$379,000.000 (43%) was given to private agencies.
Rehab policies and planning are coordinated by the



Joint Council for the Physically Disabled and Mentally
Retarded (Rehab Division: H.K. Council for Social
. Bervice).” Members of private and volunteer agenczes
and P.W.D.° ssre members of lhls Councﬁ

a thirteen member Execuﬁve Comm:ttee and has'__. :
trenty«two reg:orml assembhe,s Govemment Funded Rt

' % " abilities, interests and aspirations. Rajiv Ggandhi once
“said, “No-man' is - free, until every man is free””
Similarly with-respect to the state of rehabilitation in -
"'the ‘R.0.C., we say, “Every man is' handicapped, until
‘no man’ s handiéapped.”
; '.the task of rehabﬂxtanon be complete

' Bes:des lt ‘role in aﬁoﬁai plannmg and the dehvery of £

semces‘ DP n the first three years’ of its existence

) (it 'was Tounded-in '-1983} has been respens:ble fot the ..
estabhshment of ‘B natzonal network of government L

. '__subsxdkzed accesssbie taxis and a ‘database file of tele:

text rehabliltatmn mformatzoa to be ava:lable o the_ i

.pubhc for v:ewmg on hame T V. ecreens

" “China

Where' does the Repub!;c of Chma fit in t}ze ovEr-

all: p;cture of rehabxll*atmn in Asid and the Pacific?: It j_

is solidly’ in the muidle 1mprovmg steadily miiles ahend-_'_'; L
- of the uﬁdeve]oped countries, but still far behmd the__“"__ _:_ ‘
" most developed. ']”hcmgh Taiwan already has iisshare "

of cutstandmg rehab facilities and raany dedicated and

highly trained pérsonnel, it stilt has a ways to go in the ..
areas, of specrai 1egssianon barrier removal, transporfa- -

tion, educanona} trammg dnd em;:loymem opport- ;
§ _'umtles, publ;c ass:stance for persans wuth dlsabztst:es S B

ﬁﬁﬁﬁﬁﬁégﬁ,

LRABRERRBEN BT

R

The present stetus of rehab:htatma m the Repubhc of S Haxton D.

T Tokyo, 1971:

&%%@@%w@ 14 101

intensive comprehensive medical and vocational rehab
services, development and distribution of techical
agsistive”. equipment, government coordination and
planning -and, finally, the orgamzatmn and patticipa-

" tion of P.W.Ds themselves.

The progress inade in recent years is significant '

“and the prognosis for rehabilitation’s foture in the

R.O.C. is bright, but no ong shiould rest or be satisfied

- until ‘every person w:th dzsablhty inevery part’ ‘of the -0
“icountry” receives 1009 of ali “the sérvices needed for -

the - full ' development ‘and realization of all his/her

~Then ‘and only then will

; References. s

: “Towards'A Responsible Socioty”
in Proceedmgs of the Exghth Regmnai Canfe :
- of Rehabilitation International {A,S!n am" Pac
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 Gountry  abouf lecal rehabﬂammp s
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‘apore, 1975;  Fourth - Regignal Confersner,
These pﬁb!iéé!im‘x'ag&z alt svailable
through Rehabilitation International, New York.

HE S

TAmENEREES EERAMEESNEL c XNBERFAEBAS - AR

BN B EE MRS

Z AN ~ ADRBNE 2R - BB R MG &

HET IR ~ I EMERRRABR T HERROER - ARG CHBERRIEH

B oK i R A DR B

HE -~ pRAESRRENH  MEERESHBE

ABEHBRETELREZHE - B BAEEREBRSVEFRRESEZH
HARENSEBRBENER - BOESRE/RIE  MESEEZEE - ARY
S5 HEERS S BADm A tEIRB A SRR EERE - MR
REERAERE  RUBBEAREBEHEBEREARSZ N BRERERERNTSE

[=]



	Age, Gender and Aphasic Type in Stroke Patients
	Recommended Citation

	tmp.1684302122.pdf.ENiPD

