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Few areas of medical practice and history generate
such lively discussion as the continuing relevance
and appropriateness of eponyms.'? Given contro-
versies of unethical practice by physicians asso-
ciated with some eponyms,®> misattribution of the
original description® and the transformation of pro-
gression in medical research from the model of the
inspired solo practitioner to that of interdisciplinary
team work, it is likely that few future physicians will
generate a widely adopted eponym.

In recent times, a different form of eponym has
evolved whereby wider awareness and appreciation
of relatively neglected illnesses has occurred
through identification with a famous person affected
by the illness. The cause, and popular understand-
ing, of motor neuron disease in North America was
considerably supported by the adoption of the title
Lou Gehrig disease, after the famous baseball
player.” In a similar fashion, public awareness of
adrenoleukodystrophy was increased by its associ-
ation with Lorenzo’s oil, a potential therapy named
after a patient.®

Chronic stroke disease

Could chronic stroke disease, a complex illness with
huge societal impact, benefit in a similar way from
identification with a famous sufferer? Although
stroke has been relatively neglected in terms of
research funding and clinical development,” the
welcome focus in the last two decades on acute
and hyperacute care—stroke units and thromboly-
sis—may divert attention from the wider and more
chronic manifestations of stroke disease.? These in-
clude dementia,’ gait disorders,'® depression'" and

oropharyngeal dysphagia,'? a combination of which
may occur in a single person. The recognition of
these stroke syndromes is important at many
levels: they represent an important target for primary
and secondary prevention,'® as well as opportu-
nities for better assessment, treatment and manage-
ment. Yet even in major international conferences in
stroke, these conditions merit scant attention, and
knowledge among the general public is likely to
be even more circumscribed.

The late illnesses of Igor Stravinsky (1882-1971)
could provide a rallying point for chronic stroke syn-
dromes, and highlight the relative lack of curiosity in
doctors as to the cause of these syndromes which
persists to this day. He is also an inspirational figure
for those who have endured stroke disease, as his
creativity and vitality in the face of both acute and
chronic stroke disease are shining beacons in a nar-
rative of illness that can all too easily tend to des-
pondency and stigma.

A series of strokes

Stravinsky suffered from a significant acute stroke in
1956. This first overt stroke occurred while conduct-
ing at a concert in Berlin, and his symptoms
included headache, right-sided dysaesthesia with
reduced coordination and dysarthria. Reflecting
the somewhat more relaxed attitude to stroke of
the times (or perhaps elements of denial and ano-
sagnosia), he proceeded to a meal of goose liver and
apple strudel, washed down with Sekt before flying
to Munich later that evening! There, his fellow com-
poser Karl Amadeus Hartmann called a physician
friend, Professor Diehl, and he was admitted to the
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Red Cross Hospital. There he was diagnosed with a
multi-locular encephalomalacia, with an ‘atheroma-
tous-thrombotic-vasospastic process in the cere-
brum’ (Professor Diehl, personal communication).

Within 6 weeks he was conducting again, and a
stream of compositions flowed: he composed more
works in the following decade than he had in the
1930s and 1940s. In addition, he continued to show
development and innovation, adopting serial com-
position during one of his later phases. He had taken
up conducting relatively late in life, and was to con-
tinue conducting until the age of 85, albeit with a
gradually diminishing tempo of engagements and a
declining critical reception. At least one further epi-
sode, in December of 1967, would appear to have
been an overt stroke, marked by transient aphasia
and immobility.

In terms of detecting patterns of illness, there is an
extensive collection of descriptions of Stravinsky’s
middle and later years arising from the voluminous
correspondence, narratives and diaries collated by
his amanuensis, the conductor and writer Robert
Craft'*'®> as well as memoirs from Stravinsky and
other sources'®?* and authoritative biographies.?®
Written from a non-medical perspective, they give
many details of Stravinsky’s recognized illnesses,
including the thrombocytosis which may have
been a risk factor for stroke disease, as well as rele-
vant life-style habits including appetites for smoking,
alcohol and rich food.

However, these accounts also describe progres-
sive changes in his cognitive function, gait and swal-
low which suggest a pattern of deterioration
consistent with chronic stroke disease. Given that

1962

Photographed using a
walking stick?*

Acute Event I

categorization and expertise in detection and man-
agement of this syndrome was not to develop for
another three decades, it is not surprising that rela-
tively little analysis was applied to these symptoms
at the time. In addition, the preservation of music
appreciation and enjoyment developed over many
decades, as well as a significant level of financial
and human support, allowed a degree of compen-
sation which may have concealed the syndrome
from those surrounding him.

Stigmata of progressive chronic
stroke disease

Gait dyspraxia

The progressive decline in Stravinsky’s mobility was
probably the first manifestation of chronic stroke dis-
ease (Figure 1). As early as 1962 he was known to
use a walking aid, and the need for using a wheel-
chair over longer distances. His wife, Vera,
described him as stooped and frail in correspond-
ence in 1965, walking slowly with a cane, and
requiring a wheelchair for distances greater than a
few hundred feet. She ascribed his mobility difficul-
ties to a hernia: however, it is unlikely that a hernia
would cause this level of difficulty, and she also
noted a right-sided weakness and dysaesthesia.
Video evidence from a concert that he conducted
in Toronto at the age of 85 is revealing: seated at the
podium, he shows musical mastery. However, his
disequilibrium and magnetic gait on walking to re-
ceive an award are typical of a vascular higher-level

1968

“I dreamed I could walk
normally again and saw myself
in a crowd keeping pace with
everybody else. It was cruel to
wake up.” z

1970

wheelchair bound'®

1956 :

1960

Persistent mild left-sided
disability'®

Figure 1. Evidence of gait abnormality 1956-71.

1971

found the simple
problems of getting
about more difficult””

|
1969 !
1966 |
|
1

Required assistance with

«
‘As he grew older...he walking at all times'”

p53-54
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1961

Could no longer
remember/reproduce

~1970

“It is almost five years now since |
have completed an original

1967 composition, a time during which 1
have had to transform myself from a

recently composed Sedated in 1968 composer to a listener” *'
aterial (as ; hospital17
matelrldl l(dsl?e had i “I am forgetfid, E
previously) i repetitive and 1 1971
T 123 [}
: H deaf ! | Mistakenly signed
' 1
' [ - ! | his name in Latin®'
; i
| : i E :
| * — |
; ! ! |
' 1
1956 | ' L . 1971
: : | 1967 1970 '
| | :
1 0
i Episode of confusion® Most of the time he
! did not know where
1 he was'
1966 T
|
Acute 1961 Could no longer !
m Episode of compose' ™! 1970
delirium'® “...seemed a shadowy figure

Figure 2. Evidence of cognitive impairment 1956-71.

gait disorder.?® Stravinsky was deeply upset by these
changes, and had recurrent dreams in which his gait
was unaffected from which he recorded that it
was cruel to wake up. By 1969, Horgan was report-
ing that the composer was bed- and wheelchair-
bound.

Cogpnitive impairment

We now know that gait disorders may be the har-
binger of cognitive decline in later life,”” and this
seemed also to be the case with Stravinsky (Figure
2). The first indication of cognitive difficulties arose
when his wife reported that he was forgetful in 1965,
with a loosening of his characteristic economy in
time, talk and money—except for matters musical
where his specificity was even greater. The next epi-
sode identified was a protracted episode of delirium
during a hospitalization for pneumonia in
November 1967. Following his return to home he
now complained of being ‘forgetful, repetitive and
deaf’, in January 1968 could remember where he
was married. He was noted by Libman to be forget-
ful and confused. However, it is notable that he
reported no longer being able to compose in his
last 5 years, apart from touching arrangements of
two songs by Hugo Wolff and four Bach preludes
and fugues. There were both a lack of popular
awareness and higher levels of tolerance for early
dementia in these decades.

indifferent to his surroundings,
[fragile, silent and absent looking,

having virtually lost his memory.” '°

Oropharyngeal dysphagia

Stravinsky was treated more than once for pneumo-
nia in the late 1960s and considering a number of
accompanying anecdotes describing the composer
coughing when drinking fluids (Figure 3). For ex-
ample, Craft in July 1969 noted that Stravinsky
coughed only when swallowing liquids and not
solid food, with negative investigations. He records
that the doctors could not find a cause for the
coughing fits and violent rises in temperature. With
the hindsight, these would now be considered to
have a high probability of relating to oropharyngeal
dysphagia, and further episodes of pneumonia fol-
lowed with increasing regularity.

Discussion

The timelines of these deficits over a decade high-
light the chronic trajectory of the subtle manifest-
ations of chronic stroke disease. Given the neglect
of these symptoms in public discourse and current
medical practice, outside of geriatric medicine, it is
hardly surprising that contemporary biographical
accounts did not dwell on further symptoms of the
syndrome. However, the consistency across mul-
tiple narratives is striking, and although a wide
range of other neurological diseases may have
caused any one element of the syndrome, the pres-
ence and progression of all three against
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1968

“The one marked change I noticed in
Stravinsky was in his voice. Its deep,

was weak, sometimes falling to a whisper,

although even that whisper retained a

suggestion of the old timbre.” *°

melodic strength was gone forever; now it

1956 1968

' 1969 March 1970
E Pyrexia” Pneumonia'’
5 : 1971
1969 April 1970 E
Pneumonia'’ Pneumonia* Death

Acute Event

1969

Coughs only when swallowing
liquids and not when he eats

14,19

Figure 3. Evidence of dysphagia 1956-71.

a background of stroke disease makes the diagnosis
most likely one related to chronic stroke disease,
due to a combination of overt and occult stroke,
as well as cerebral small vessel disease.”®

The prevalence of the syndrome is as yet unclear,
but is likely to be substantial given that the preva-
lence of oropharyngeal dysphagia is 10-15% of
older populations,?® and the prevalence of com-
bined gait and cognitive disorders is also high.?”

Given that awareness and detection of each of the
components of the syndrome remains low,*%7? it
might be hoped that their identification with one
of the iconic figures of the 20th century might
prompt a greater awareness among doctors dealing
with older people, and a focal point for diagnosis
and management. As well as ensuring adequate sec-
ondary prevention of vascular disease, strategies
exist for managing each aspect, including physio-
therapy for the higher level gait disorder,** speech
and language therapy for oropharyngeal dyspha-
gia,** and counseling and advance care planning
may be of utility in vascular cognitive impairment.

In terms of the general public, the association of
Stravinsky with chronic stroke disease could have a
very positive impact as well. Given the often nega-
tive discourse on stroke and its sequelae, the
example of Stravinsky can help to dispel stigma by
illuminating his preservation of enjoyment of life
and participation in society despite the associated

disabilities. Up to the end, it is clear that
Stravinsky enjoyed his beloved music and retained
a sharp critical edge in his commentaries. His en-
tourage and supports facilitated a wonderful com-
pensatory life-style: he travelled extensively until
his last year despite his growing infirmities and
ailments.

Living well is the best revenge, and although all
those so affected may not have his formidable intel-
lectual and creative reserves, financial resources
and supportive milieu, they can all aspire to sharing
his clear desire to live as full a life as possible. For
the medical profession, a sharper focus on recogni-
tion, assessment and treatment of chronic stroke dis-
ease is the least that we owe to the remarkable
resilience of this giant of the 20th century, and the
very many of our patients with Stravinsky syndrome
whose will for fighting back are equally resolute.

Conflict of interest: None declared.
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