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Health care utilization and costs in people with stroke — with and without aphasia — in Ontario, Canada

Data from the first Canadian study comparing a cohort with a known diagnosis of aphasia with a general stroke population

BACKGROUND

Access to population data is essential for health system planning and policy
‘development. However, it is very challenging to identify data related to
health system usage and cost for the population with stroke and aphasia.

RESEARCH QUESTIONS

This exploratory analysis examines whether people with aphasla access
health care In the same manner and at the same Intensity as a general
stroke cohort, locking at 1) the pattern and 2) the costs of health care use.

METHOD

‘We defined a cohort with a known diagnosis of aphasia — through clinical
werification by speech-language pathologists from the Aphasia Institute -
and, using linked administrative databases housed at the Institute for Clinical
Evaluative Sciences (ICES), compared this cohort with the general stroke
papulatlnn in relation to demographics, co-morbidities and health care use.
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DISCUSSION & CONCLUSION

= People with post-stroke aphasia have increased use of health care services and
higher costs compared with a control population with stroke.

* In contrast to Bersano et. al. (2009), we did not find that post-stroke aphasia was
associated with higher rates of mortality in the short- and long-term after stroke.
This may have baen due to limitations in study methodology but requires further

STUDY LIMITATIONS

+ There is no definitive way to identify an aphasia diagnosis through Ontario healthcare databases.
« The comparisan stroke cohart probably included people with 2phzsia meaning that differences between

* The higher cost for the aphasia cohort supports the findings of Ellis (2012). investigation.

the groups might be underestima

b
M = This appears to be attributable in part to costs associated with complex and

» This study did not validate whether each of the individuals in the aphasia cohort had been truly “identified”
continuing care, rehabilitation, use of home care and physician visits.

* Next steps could include increasing the cohort size, expanding the number of

Pre-stroke assessment: mrmkmmnmummm
10 assess health can inboth

Post-stroke assessment: Health care utilization and costs, outcames and
comorbidities assessed after stroke, for all sectors, and for full langth of
dataavailable (from date of stroke to March 31, 2015).

* Further research is needed to determine whether these differences are due to

wariables to compare for health care usage, identifying better ‘control variables for
‘comparison purposes, and/or using different data from either community-based

baseline differences (e.g., in functional status, stroke severity, or language barriers  or administrative databases.

inherant in aphasia), which may contribute to different patterns of health care

service use,

= This pilot study contributes to the literature by providing descriptive results
stimulating new hypotheses and providing insights to improve future research.

with the ICD codes for aphasia in the administrative databases. This study did not explore how many of the
individuals in the general stroke cohort had aphasia ICD codes

= Mortality differences between the two groups likely reflect differences in severity between the groups.
+ Starting with 434 individuzls with aphasia, the inclusion/exclusion criteria of the matching process

narrowed to 176 individuals for comparison with the contral group. Individuals with multipke strokes within
a 28-day period did not have these multiple strokes ‘recorded” during the comparison process.
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