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Introduction

• Potentially inappropriate medications (PIMs) are common and 
harmful in stroke: linked to more hospitalizations, adverse events, and 
reduced home discharge¹⁻⁶

• Appropriateness relies on objective data and patient-provider 
communication²,³

• Psychotropic prescribing specifically depends largely on self-report 
and clinical interview⁷,⁸

• Mental health conditions like depression are common in stroke ⁹,¹⁰ 
and especially aphasia¹¹,¹² but aphasia disrupts test validity and 
patient-provider communication needed for diagnosis and treatment

• Standard screening tools assume intact language¹²,¹³; aphasia-specific 
tools exist but are under-validated and underused⁸,¹⁴

• Clinicians limit communication and assume reduced decision-making 
capacity in aphasia¹⁵,¹⁶; patients describe care as "one-way"¹⁷

• Communication disorders previously linked to altered prescribing 
patterns¹⁸,¹⁹ and more adverse drug errors²⁰

Objectives

1. Evaluate the prevalence of psychotropic potentially inappropriate 
medications (PIMs) in stroke survivors with and without aphasia 

2. Examine clinical factors associated with of psychotropic PIM 
prescribing among stroke survivors with aphasia.

Methods

• Retrospective cohort, 180-day post-stroke window; IQVIA 
PharMetrics+ commercial claims (2017-2022)²¹,²² in OMOP 5.4

• Stroke via OMOP phenotype²³, ≥2 codes/180 days; aphasia = ≥1 dx 
code post-index

• Excluded: prior CVA, age <18, dementia w/ behavioral disturbance

• PIM approximated as a new psychotropic rx in ATC class 
(antidepressant/anxiolytic/antipsychotic/hypnotic-sedative) lacking 
indicating diagnosis in window (Figure 1)

• Parallel models for both aims within each ATC class

• Covariates: age, LOS, discharge disposition, CCI²⁴, polypharmacy

• Aim 1: GLM: PIM ~ aphasia status, adjusted for severity proxies

• Aim 2: aphasia-only GLM, PIM ~ age, sex, LOS, discharge disposition, 
CCI, polypharmacy

Discussion

• Modestly elevated odds of PIM: antidepressant (+16%), 
antipsychotic (+18%), vs. those without aphasia

• Among aphasia patients, polypharmacy was strongest predictor of 
PIM, beyond comorbidity burden

• Effects modest but consistent w/ work linking communication 
disorders to altered prescribing¹⁸,²⁵ and adverse events²⁰

• Average effect may mask subgroup risk: effects may be larger w/ 
more severe aphasia, low social support, or health literacy

• Aphasia prevalence in sample (~17%) lower than expected (~30%) 
— suggests under-coding of aphasia status, likely diluting true 
group differences (biasing toward null)

Limitations

• PIM operationalization is approximate: true PIM requires clinical 
reasoning not captured in claims; we identify only prescriptions 
lacking a documented indication

• Medications may be prescribed off-label for other reasons

• Under-coding of mental health conditions is a known issue in 
claims data²⁶,²⁷; if under-coding differs by aphasia status, aphasia-
PIM association may be mis-estimated

• No direct stroke severity measure or formal aphasia diagnosis

• Diagnosis codes may reflect documentation practice (e.g., 
justifying existing prescriptions) rather than true clinical burden¹²

Future Directions

• Replication with more granular clinical data and a refined PIM 
approximation method is the necessary next step
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No Aphasia Aphasia Overall

(N=50853) (N=10191) (N=61044)

Age at Stroke

Mean (SD) 70.9 (12.6) 72.6 (11.1) 71.1 (12.4)

Median (Q1, Q3) 75.0 (64.0, 81.0) 76.0 (67.0, 81.0) 75.0 (65.0, 81.0)

Sex

Female 25822 (50.8%) 5569 (54.6%) 31391 (51.4%)

Male 25031 (49.2%) 4622 (45.4%) 29653 (48.6%)

Insurance

Commercial 13827 (27.2%) 2279 (22.4%) 16106 (26.4%)

Medicaid 640 (1.3%) 69 (0.7%) 709 (1.2%)

Medicare/Medicare Advantage 15737 (30.9%) 3281 (32.2%) 19018 (31.2%)

Medicare Supplement 20454 (40.2%) 4533 (44.5%) 24987 (40.9%)

Length of Stay (days)

Mean (SD) 5.62 (13.8) 6.33 (13.7) 5.74 (13.8)

Median (Q1, Q3) 3.00 (1.0, 6.0) 4.00 (2.0, 7.0) 3.00 (1.0, 6.0)

Discharge Location

Acute 1532 (3.0%) 407 (4.0%) 1939 (3.2%)

Home 35515 (69.8%) 5602 (55.0%) 41117 (67.4%)

IRF 6640 (13.1%) 2355 (23.1%) 8995 (14.7%)

SNF/LTC 6798 (13.4%) 1771 (17.4%) 8569 (14.0%)

Intracerebral Hemorrhage

Present 13753 (27.0%) 2255 (22.1%) 16008 (26.2%)

Charlson Comorbidity Index

Mean (SD) 3.13 (3.04) 3.11 (3.01) 3.12 (3.03)

Median (Q1, Q3) 2.00 (0.0, 5.0) 2.00 (1.0, 5.0) 2.00 (1.0, 5.0)

Polypharmacy

Present 8976 (17.7%) 1896 (18.6%) 10872 (17.8%)
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Figure 1. Medication – Indication adjustment rules for the four medical classes

Figure 2. Adjusted odds ratios for PIM presence in stroke with vs. without aphasia (top panel) and factors associated with PIM presence in stroke and aphasia (bottom panel).

Table 1. Cohort characteristics by aphasia status and overall 
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