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Abstract

Objective

Strong concerns have been raised about whether the risk of ischemic stroke differs between

conventional antipsychotics (CAPs) and atypical antipsychotics (AAPs). This study com-

pared the risk of ischemic stroke in elderly patients taking CAPs and AAPs.

Method

We conducted a retrospective cohort study of 71,584 elderly patients who were newly pre-

scribed the CAPs (haloperidol or chlorpromazine) and those prescribed the AAPs (risperi-

done, quetiapine, or olanzapine). We used the National Claims Database from the Health

Insurance Review and Assessment Service (HIRA) from January 1, 2006 to December 31,

2009. Incident cases for ischemic stroke (ICD-10, I63) were identified. The hazard ratios

(HR) for AAPs, CAPs, and for each antipsychotic were calculated using multivariable Cox

regression models, with risperidone as a reference.

Results

Among a total of 71,584 patients, 24,668 patients were on risperidone, 15,860 patients on

quetiapine, 3,888 patients on olanzapine, 19,564 patients on haloperidol, and 7,604 pa-

tients on chlorpromazine. A substantially higher risk was observed with chlorpromazine

(HR = 3.47, 95% CI, 1.97–5.38), which was followed by haloperidol (HR = 2.43, 95% CI,

1.18–3.14), quetiapine (HR = 1.23, 95% CI, 0.78–2.12), and olanzapine (HR = 1.12, 95%

CI, 0.59–2.75). Patients who were prescribed chlorpromazine for longer than 150 days

showed a higher risk (HR = 3.60, 95% CI, 1.83–6.02) than those who took it for a shorter

period of time.
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Conclusions

Amuch greater risk of ischemic stroke was observed in patients who used chlorpromazine

and haloperidol compared to risperidone. The evidence suggested that there is a strong

need to exercise caution while prescribing these agents to the elderly in light of severe ad-

verse events with atypical antipsychotics.

Introduction
Conventional antipsychotics (CAPs), older drugs available since the 1960s, have been widely
used for decades in the treatment of schizophrenia, acute mania, bipolar disorder, behavioral
and psychological symptoms of dementia (BPSD), and delirium. Atypical antipsychotics
(AAPs), which are newer drugs developed in the 1990s, are effective for both positive and nega-
tive psychotic symptoms, including extrapyramidal symptoms, hypotension, and anticholiner-
gic-like syndromes [1, 2]. Several different types of adverse events have been associated with
atypical antipsychotics such as tardive dyskinesia, neuroleptic malignant syndrome,
hyperglycemia/diabetes, etc. [3]. The warnings were issued by the Canadian and US FDAs for
their increased risk of cerebrovascular adverse events (CVAEs) based on clinical trials with el-
derly demented patients [4, 5]. Also in 2004, the UK Committee for the Safety of Medicines
(CSM) recommended not using risperidone and olanzapine in older patients with dementia,
due to a three-fold increase of the risk of stroke [6].

However, the fact that warnings were issued only for AAPs and not for CAPs does not
mean that the older drugs are safer, but clinical and epidemiological data was lacking for the
older drugs. A systematic review performed in 2010 concluded that it is necessary to compare
the risk among antipsychotics [7]. It showed that most randomized controlled trials did not di-
rectly compare the safety of each individual antipsychotic or were not sufficiently powered to
permit conclusions about any differences found. Observational studies also showed clinical un-
certainty and conflicting findings about this risk. In addition, the majority of previous studies
grouped drugs together as conventional or atypical, but the two groups were composed of indi-
vidual drugs with distinct chemical and biological profiles. Most previous studies have pooled
outcomes as both ischemic and hemorrhagic stroke grouped together and have suggested a
higher risk of stroke with atypical antipsychotics than with conventional antipsychotics [8–10];
however, ischemic and hemorrhagic stroke are different, with distinct mechanisms. The study
by Gill et al. reported that atypical antipsychotics are associated with a similar risk of ischemic
stroke as compared with conventional antipsychotics (HR 1.01, 95% CI 0.81 to 1.26) [11].

In light of these events and expanding evidence base, we conducted a retrospective cohort
study to compare the risk of hospitalization for ischemic stroke among elderly patients taking
antipsychotics. We directly evaluated the risk of ischemic stroke with dose-response, comor-
bidities, and concurrent medications with adjustment for the estimated propensity scores.

Methods

Data Source
The Korean Health Insurance Review and Assessment Service (HIRA) database was used for
this study. The National Health Insurance (NHI) program was initiated in Korea in 1977 and
achieved universal coverage by 1989 [12]. All Koreans are covered by the National Health
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Insurance System. Accordingly, the HIRA database contains all information on healthcare uti-
lization and prescribed medications for approximately 50 million Koreans.

The claims data for elderly patients (aged 65 years and above) who were prescribed at least
one antipsychotic medication that had been submitted by healthcare providers from January 1,
2005 through December 31, 2009 were obtained. All potential identifiers in the claims data
were removed by HIRA and the information was linked with a new unidentifiable code repre-
senting each individual patient. The database included age, gender, diagnosis, ambulatory care
utilization at clinics and/or hospitals, hospitalization at hospitals, visit dates, health outcomes
such as death dates, types of medical care facilities, regions, and specialties. In addition, the pre-
scribed drug information included the brand name, generic name, prescription date, duration,
dose, and route of administration [13]. The diagnoses were coded according to the Internation-
al Classification of Diseases, Tenth Revision (ICD-10).

Study population
The cohort consisted of elderly patients who had been newly prescribed AAPs or CAPs be-
tween January 1, 2006 and December 31, 2009. Inclusion criteria were the following: (i) pa-
tients aged 65 years and above who visited at least one hospital or clinic located in Korea and
(ii) patients with no history of taking antipsychotic medications in the 12 months prior to the
study entry date. Exclusion criteria were (i) patients with prior cerebrovascular diseases (I60-
I69) or TIA (G45) during the prior 365 days, (ii) patients with a diagnosis of ischemic stroke re-
corded on the first day of antipsychotic prescription, (iii) patients older than 100 years old, and
(iv) patients who received non-oral antipsychotics such as injectable or depot preparation.

Exposure Assessment
Exposure was considered to begin on the date of the first antipsychotic prescription following
the eligibility period. The index date was the first prescription date of antipsychotic initiation. To
calculate the duration of exposure based on an individual prescription, the number of days’ sup-
ply of the medication was added to the date of the antipsychotic prescription. In the event of a
prescription before exhausting the previous supply, it was assumed that the patient begin using
their new supply on the date of the new prescription. Subjects were considered exposed until the
end of the continuous exposure period. A 60-day grace period between periods of antipsychotic
exposure was allowed before assuming that the medication was discontinued (S1 Table). Subjects
switching antipsychotics or discontinuing antipsychotic therapy were censored at the date of
switching or discontinuation. To calculate the mean antipsychotic prescribed daily dose (PDD)
for each individual, we multiplied the quantity of pills prescribed by the tablet strength and di-
vided by the number of days’ supply. The most commonly used medications worldwide were se-
lected to represent the conventional antipsychotic and atypical antipsychotic groups. The CAPs
included chlorpromazine and haloperidol and AAPs included risperidone, quetiapine, and olan-
zapine. Among many CAPs, not only were chlorpromazine and haloperidol the top two antipsy-
chotics prescribed, but also a number of additional studies were conducted with haloperidol.

Ischemic Stroke
The study subjects were observed until their first hospitalization with ischemic stroke (I63).
The patients were censored upon the date of the first of the following events: the patient
switched to another antipsychotic, the patient discontinued anti-psychotics, the patient died,
or the last day of the study. A validation study compared the diagnoses derived from the HIRA
database with the actual diagnoses in the patient medical records. The overall positive predic-
tive value of the diagnoses was 83.4% for the hospitalized patients [14–16].
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Potential Confounders
We defined the characteristics of the patients during the year before each subject’s index date
according to age, gender, psychiatric characteristics, comorbidities, and comedications. Psychi-
atric characteristics were determined by ICD-10 codes for the following conditions: dementia,
schizophrenia, manic episodes, other psychotic disorders, depressive episodes, bipolar affective
disorder, obsessive-compulsive disorder, and delirium. A list of comorbidities and comedica-
tions that were potential confounders was compiled. It was based on the previous stroke guide-
lines, including all well-documented and modifiable risk factors [17]. Comorbidities included
hypertension, coronary heart disease, heart failure, atrial fibrillation, other arrhythmias, diabe-
tes mellitus, dyslipidemia, COPD, pneumonia, Parkinson’s disease, coagulopathy, valvular
heart disease, thyrotoxicosis, and acute myocardial infarction. The diagnosis of COPD was se-
lected as a proxy for smoking in the elderly. The Charlson comorbidity score was calculated in
the year before the index date [18, 19]. Comedications included the use of lithium, mood stabi-
lizers, antidepressants, benzodiazepines, hormone replacement therapy, anticoagulants, anti-
platelet agents, warfarin, and antithrombotic agents. Among comedications in the final model,
anticoagulants and antithrombotics are chronic medications which are not time varying. Also
for benzodiazepines and antidepressants, several studies have shown no time-varying effect
[15, 20].

Statistical Analysis
We calculated distributions of demographic and clinical characteristics and the use of each an-
tipsychotic. Continuous variables were compared with the t-test, and categorical variables were
compared with the Mantel-Haenszel chi-squared test. The incidence rates and 95% confidence
intervals (CI) of the study outcomes were calculated for each study group. The cumulative haz-
ard rate was also estimated using the Kaplan-Meier method and plotted according to the time.
Censored patients were not included in the “number of at risk” at each time and cumulative
events were distributed. The probability of an event, probability of survival (= 1-probablitiy of
event), survival function, and its cumulative hazard rate (= 1-survival function) were calculated
accordingly. The log minus log survival (LML) plot was graphed to test whether the Cox pro-
portional hazards assumption was met. However, the LML plot did not result in parallel curves,
which means the Cox proportional hazards assumption is not met. The cross-points estimated
using the time-proportionality curve were 150 days for olanzapine, haloperidol, and chlor-
promazine and 90 days for quetiapine. Cox regression models were used to estimate the hazard
ratio (HR) and 95% confidence intervals (95% CIs) for the event associated with each exposure
according to the time interval before and after the cross-point. The results in the models
weighted for the propensity score (standardized mortality ratio (SMR) weighted) and multivar-
iable adjusted HR were accepted as the final value after the propensity score restrictor [21–23].

First of all, the unadjusted HRs were evaluated. To adjust for group differences, a propensity
score analysis was carried out to control for selection biases and to determine the effect of the
exposure to each drug on ischemic stroke. The propensity scores were estimated without regard
to outcomes by multiple logistic regression analysis. We constructed three separate logistic re-
gression models to estimate the propensity scores. According to Cadarette et al. [21], calcula-
tion of propensity scores with three separate logistic regressions may be used to replace
multinomial logistic regression because the asymptotic relative efficiencies of predicted proba-
bilities are generally high. This is also consistent with previous research [22, 23]. A full nonpar-
simonious model was developed that included all the variables shown in Table 1. Model
discrimination was assessed with c statistics, and model calibration was assessed with Hosmer-
Lemeshow statistics [24, 25]. Secondly, to construct a propensity score-adjusted model, the
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individual propensity score was incorporated into the Cox regression model as a covariate of
drug exposure.

To limit confounding, we looked into the distribution of propensity scores and determined
the cut-offs for each antipsychotic. Exclusion of patients with a propensity score of> 99.99 with
quetiapine,< 0.05 with olanzapine,> 0.90 with haloperidol, and< 0.05 with chlorpromazine
yielded our final estimated risk. A similar method was applied in a previously published study
by Kurth et al.[26]

In addition, for more rigorous adjustment to avoid selection bias, a third Cox model was
created with the SMR-weighted method, which had significant effects on the outcome. A SMR-
weighted hazard ratio was calculated using weights of one for risperidone users and the odds of
the propensity score (PS) for olanzapine, quetiapine, and haloperidol users [PS/(1−PS)][27].
The SMR-weighted method estimates the treatment effect in a population whose distribution is
equal to that found in risperidone users. This weighting method is beneficial because it may
avoid underestimation related to the selection of a lower-risk population by propensity score
matching. Particularly, the SMR method minimizes the possibility of overestimating the risk
due to residual confounding resulting from selecting the general population as reference group
by inverse-probability-of-treatment weighting (IPTW), which was used in recent analyses of a
claims database [26, 28]. Therefore, the SMR-weighted method is more suitable for a compara-
tive effectiveness and safety study.

Lastly, SMR weighted and multivariate adjusted models were used. In this model, the pa-
tients whose propensity score was> 99.99 with quetiapine,< 0.05 with olanzapine,< 0.10
with haloperidol, and< 0.05 with chlorpromazine were excluded to produce comparability be-
tween groups. To calculate the subgroup-specific HRs and 95% CIs, we stratified the analysis
by age group, gender, presence and type of dementia, and comorbidities. We also investigated
whether a dose-response relationship existed in adjusted models by separating conventional
antipsychotic users into subgroups made up of those taking the median daily dose or less and
those taking more than the median daily dose based on the previous research performed by
Wang et al. in 2005 [29]. For dose analysis, we used the median daily doses instead of the maxi-
mum doses for calculation because median daily doses represent the actual usage more accu-
rately than the maximum doses in cases of dose reductions due to adverse reactions and
intermittent medicine use. In addition, our purpose was to evaluate the influence of an in-
creased dose on the risk, and not to compare the absolute risk with specific doses between anti-
psychotics in a dose-response analysis, so dose equivalencies were not considered [30].

For the a priori calculation of sample size, we calculated the sample size based on the equa-
tion of the Cox proportional hazards model using PASS version 12 (NCSS; Kaysville, Utah,
USA). The number of patients needed was 30,207. Additionally, we calculated the statistical
power to evaluate the appropriateness of the number of study subjects. All of the statistical
analyses were performed with SAS version 9.3 (SAS Institute, Cary, NC). A two-tailed value of
P<0.05 was considered statistically significant.

Ethics statement
This study was approved by the Institutional Review Board of Seoul National University Col-
lege of Medicine/Seoul National University Hospital and Korea HIRA Medical Information
Disclosure Committee. Obtaining informed consent from the study population was waived by
the board.
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Results
A total of 71,584 patients were included in the cohort, including 24,668 patients treated with
risperidone, 15,860 patients with quetiapine, 3,888 patients with olanzapine, 19,564 patients
with haloperidol, and 7,604 patients with chlorpromazine. The general characteristics of the
patients are shown in Table 1. Patients receiving chlorpromazine were a smaller proportion of
the female elderly, had a higher Charlson comorbidity score, were less likely to have dementia,
and were more likely to have COPD than other patients receiving AAPs (Table 1).

The incidence rate was higher for those on chlorpromazine (8.01) and haloperidol (6.12)
among the CAPs compared to those on quetiapine (4.23), olanzapine (2.87), and risperidone
(3.02) among the AAPs per 1,000 person-years. The multivariable adjusted HR for age, gender,
presence or absence of dementia, depression, dyslipidemia, coronary heart disease, and the use
of antidepressants, benzodiazepines, anticoagulants, and antithrombotic agents during follow-
up was estimated. Substantially increased risk was observed for chlorpromazine (HR = 3.10,
95% CI, 1.48–5.11) and haloperidol (HR = 2.09, 95% CI, 1.09–3.12) (Table 2). Among the total
study subjects, 99.8% (n = 71,458) were censored. Most of the censoring occurred by discontin-
uation (n = 57,810, 80.9%), followed by study termination (n = 10,218, 14.3%), and switching
(n = 408, 4.7%). No incident cases of ischemic stroke were identified in those patients who
switched their antipsychotic drugs.

Fig. 1 shows the incidence rates (ischemic stroke per person-year) according to the follow-
up days since the initiation of antipsychotic exposure. Consistent with our adjusted models of
ischemic stroke, we observed that higher rates of ischemic stroke were associated with CAPs
compared with AAPs. Chlorpromazine showed the greatest distinction, followed by haloperi-
dol, and then the other AAPs (Fig. 1).

Chlorpromazine showed a dose-response relationship (p for trend<0.01), whereas haloper-
idol did not (p for trend = 0.2). After the test for the proportionality assumption, a separate
Cox analysis was performed according to the time-varying cross-point. Chlorpromazine
showed a higher risk after use for at least 150 days (HR = 3.60, 95% CI, 1.83–6.02), but no sig-
nificant risk before the use for 150 days (HR = 0.82, 95% CI, 0.43–1.21). Haloperidol showed a
similar risk for both periods of use when performing separate analyses of short-term and long-
term exposure. C-statistics for each of the models were 0.77 for quetiapine users, 0.88 for the
olanzapine users, 0.61 for haloperidol users, and 0.94 for chlorpromazine users compared to
the risperidone exposure group (Table 3).

Age group-specific, gender-specific, and disease-specific HRs are shown in Table 4. Chlor-
promazine showed a higher risk in the older elderly (p for trend<0.01); female patients (p for
interaction<0.01); demented patients (p for interaction<0.01); and patients with hypertension,
diabetes, or COPD (p for interaction<0.05).

Discussion
This population-based cohort study revealed a very strong risk of ischemic stroke associated
with chlorpromazine and haloperidol compared to risperidone. The evidence showed that
AAPs may be preferred to CAPs in elderly patients based on the improved safety profile.
Chlorpromazine showed a tripling of the ischemic stroke risk among long-term users (more
than 150 days). Of particular note, female and demented patients showed an almost 5-fold in-
creased risk with chlorpromazine compared with risperidone use.

Our results suggest an increased risk of ischemic stroke related to the use of chlorpromazine
or haloperidol compared with risperidone. This finding is consistent with previous retrospec-
tive studies and adds to the evidence. A previous population-based case-control study in elderly
patients showed a 1.83-fold (95% CI, 1.57–2.14) increased rate of cerebrovascular accidents
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Table 1. General characteristics of new users of conventional and atypical antipsychotic medications.

Characteristics Atypical Antipsychotics Typical Antipsychotics p value*

Risperidone Quetiapine Olanzapine Haloperidol Chlorpromazine
(N = 24,668) (N = 15,860) (N = 3,888) (N = 19,564) (N = 7,604)

Mean Age (y) 76.2 (7.0) 74.7 (6.7) 73.4 (6.3) 75.3 (6.9) 71.6 (5.6) <.01†

Gender, Female (%) 15,861 (64.3) 9,186 (57.9) 2,444 (62.9) 12,309 (62.9) 2,221 (29.2) <.01

Charlson Comorbidity Index (mean, SD) 1.9 (2.1) 2.4 (2.5) 2.1 (2.1) 2.0 (2.2) 2.4 (2.6) <.01†

The presence of dementia

(F00-F03, G30, G31.8)

Yes 7,228 (29.3) 3,388 (21.4) 697 (17.9) 4,078 (20.8) 648 (8.5) <.01

Psychiatric characteristics

Schizophrenia (F20) 984 (4.0) 819 (5.2) 321 (8.3) 454 (2.3) 252 (3.3) <.01

Manic episode (F30) 49 (0.2) 46 (0.3) 17 (0.4) 36 (0.2) 15 (0.2) 0.64

Other psychotic disorders (F22.0, F23, F29) 346 (1.4) 213 (1.3) 112 (2.9) 153 (0.8) 35 (0.5) <.01

Depressive episode(F32–33, F34.1, 41.2) 4,341 (17.6) 4,306 (27.2) 1,273 (32.7) 3,341 (17.1) 1,089 (14.3) <.01

Bipolar affective disorder (F31) 518 (2.1) 776 (4.9) 262 (6,7) 239 (1.2) 139 (1.8) <.01

Obsessive-compulsive disorder (F42) 52 (0.2) 38 (0.2) 27 (0.7) 39 (0.2) 17 (0.2) 0.81

Delirium (F05) 423 (1.7) 304 (1.9) 46 (1.2) 246(1.3) 33 (0.4) <.01

Comorbidity affecting risk of stroke

Essential Hypertension (I10.0-I15.9) 1,965 (8.0) 1,793 (11.3) 332 (8.5) 1,619 (8.3) 595 (7.8) 0.04

History of Coronary Heart Disease (I21-I25) 12,051 (48.9) 8,843 (55.8) 2,003 (51.5) 9,844 (50.3) 3,620 (47.6) 0.03

Heart Failure (I50) 1,694 (6.9) 1,189 (7.5) 230 (5.9) 1,396 (7.2) 350 (4.6) <.01

Atrial Fibrillation (I48) 761 (3.1) 690 (4.4) 132 (3.4) 573 (2.9) 207 (2.7) <.01

Other Arrhythmias (I44.0-I49.9) 1,472 (6.0) 1,352 (8.5) 283 (7.3) 1,214 (6.2) 466 (6.1) 0.24

Diabetes Mellitus (E10-E14) 6,218 (25.2) 5,253 (33.1) 1,102 (28.3) 5,214 (26.7) 2,205 (29.0) 0.01

Dyslipidemia (E78.0) 4,388 (17.8) 4,354 (27.5) 940 (24.2) 3,830 (19.6) 1,606 (21.1) 0.03

Chronic Obstructive Pulmonary Disease(J40-J44, J47) 5,484 (22.23) 3,915 (24.7) 912 (23.5) 4,837 (24.7) 2,010 (26.4) <.01

Pneumonia (J12-J16) 2,312 (9.4) 1,781 (11.2) 372 (9.6) 1,922 (9.8) 759 (10.0) 0.54

Parkinson disease (G20) 932 (3.8) 1,270 (8.0) 189 (4.9) 668 (3.4) 123 (1.6) <.01

Coagulopathy (D65-D68) 107 (0.4) 176 (1.1) 18 (0.5) 92 (0.5) 59 (0.8) 0.69

Valvular heart disease (I06–08) 94 (0.4) 73 (0.5) 14 (0.4) 62 (0.3) 18 (0.2) 0.03

Thyrotoxicosis (E05) 484 (2.0) 491 (3.1) 97 (2.5) 372 (1.9) 146 (1.9) 0.04

Acute myocardial infarction (I21) 528 (2.1) 539 (3.4) 85 (2.2) 437 (2.2) 167 (2.2) 0.20

Concurrent use of medication

Lithium 161 (0.7) 146 (0.9) 67 (1.7) 104 (0.5) 98 (1.3) 0.03

Mood stabilizers 3,421 (13.9) 2,935 (18.5) 733 (18.9) 2,958 (15.1) 1,115 (14.7) 0.27

Antidepressants 7,196 (29.2) 6,189 (39.0) 1,729 (44.5) 5,726 (29.3) 1,905 (25.1) <.01

Benzodiazepine 12,943 (52.5) 9,294 (58.6) 2,531 (65.2) 11,198 (57.2) 4,111 (54.1) <.01

Hormone replacement therapy 563 (2.3) 449 (2.8) 171 (4.4) 432 (2.2) 144 (1.9) 0.07

Anticoagulants 786 (3.2) 1,025 (6.5) 194 (5.0) 701 (3.6) 395 (5.2) 0.01

Antiplatelet agents 7,473 (30.3) 5,959 (37.6) 1,266 (32.6) 6,104 (31.2) 2,299 (30.2) 0.03

Warfarin 332 (1.4) 413 (2.6) 58 (1.5) 268 (1.4) 101 (1.3) 0.03

Antithrombotic agents 58 (0.2) 52 (0.3) 9 (0.2) 35 (0.2) 24 (0.3) 0.63

* The P value was calculated by using the Mantel-Haenszel chi-squared test.

† The P value was calculated by using an ANOVA test with the Bonferroni correction.

doi:10.1371/journal.pone.0119931.t001
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after the use of conventional antipsychotics compared with atypicals. [31] Chlorpromazine and
haloperidol were both included in the conventional antipsychotics group in the study, but the
risk of individual drugs was not shown. Another retrospective cohort study in the elderly pa-
tients with dementia reported that the odds ratio of incident cerebrovascular events for halo-
peridol was 1.91 (95% CI, 1.02–3.60) compared with risperidone. [32] The estimated odds
ratio reported in Finkel et al.[32] was very similar to our estimated hazard ratio for haloperidol
(HR = 2.09, 95% CI, 1.09–3.12), and the CIs from our study included the point estimate from
the Finkel analysis.

On the other hand, conflicting findings have also been reported. A retrospective cohort
study using a Canadian claims database showed no significantly increased risk of ischemic
stroke with atypicals compared with conventional drugs [11, 33]. However, that cohort study
had a small sample size with insufficient power. Additionally, a self-controlled case-series
study in 2008 showed conflicting findings, that the risk of stroke might be higher in patients re-
ceiving atypical antipsychotics than in those receiving typical antipsychotics [8]. However, this
might be due to the difference in the study design. A self-controlled case-series study does not
allow direct comparisons, so it is difficult to conclude that the risk of stroke from atypicals is
higher than that from conventional antipsychotics. In addition, Douglas and Smeeth [8] pooled
both ischemic and hemorrhagic stroke even though the two events have very distinct

Table 2. Incidence rates and hazard ratios of ischemic stroke after the initiation of conventional and atypical antipsychotic medications.

Hazard ratio (95% CI)

User Status Mean days
of follow-
up (SD)

Person-
Years

No. of
Events

Incidence Rate
per 1000
Person-Years*

Unadjusted Propensity-
score
adjusted

SMR
weighed

SMR weighted and
Multivariable
adjusted†

Class

Atypical
antipsychotics
(n = 444,16)

150.9
(172.6)

18,350.7 62 3.42 1
[Reference]

1 [Reference] 1
[Reference]

1 [Reference]

Conventional
antipsychotics
(n = 27.168)

130.3
(153.6)

9,690.4 64 6.61 2.18(1.84–
2.59)

2.71(2.01–
3.52)

2.69 (2.08–
3.47)

2.53 (1.95–3.27)

Generic name

Risperidone
(n = 24,668)

152.7
(167.2)

10,309.4 31 3.02 1
[Reference]

1 [Reference] 1
[Reference]

1 [Reference]

Quetiapine
(n = 15,860)

143.9
(172.6)

6,246.2 26 4.23 1.33 (0.81–
2.25)

1.35 (0.80–
2.27)

1.23 (0.78–
2.12)

1.01 (0.61–2.09)

Olanzapine
(n = 3,888)

168.6
(202.3)

1,795.1 5 2.87 1.31 (0.47–
3.24)

1.25 (0.53–
2.95)

1.12 (0.59–
2.75)

1.08 (0.47–2.59)

Haloperidol
(n = 19,564)

131.9
(151.6)

7,066.1 43 6.12 2.61(1.35–
3.37)

2.64 (1.27–
3.26)

2.43 (1.18–
3.14)

2.09 (1.09–3.12)

Chlorpromazine
(n = 7,604)

126.3
(158.3)

2,628.3 21 8.01 3.32 (2.02–
6.12)

3.50 (2.17–
5.65)

3.47(1.97–
5.38)

3.10(1.48–5.11)

(SMR, standardized morbidity ratio)

* (No. of events/total No. of days per 365 days)× 1,000.

† Adjusted for age, gender, presence or absence of dementia (F00-F03, G30, G31.8), depression (F32–33, F34.1, F41.2), dyslipidemia (E78.0), coronary

heart disease (I21-I25), COPD (J40-J44, J47), and the use of antidepressants, benzodiazepine, anticoagulants, or antithrombotic agents during the follow-

up period.

SMR weighted and multivariable adjusted HR after exclusion of the patients whose propensity score was > 99.99 in quetiapine, < 0.05 in olanzapine, >

0.90 in haloperidol, and < 0.05 in chlorpromazine.

doi:10.1371/journal.pone.0119931.t002
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mechanisms. Although the results of previous studies have been mixed, our results suggest a
higher risk of ischemic stroke in geriatric patients with conventional antipsychotics when com-
pared to atypicals.

It is generally believed that conventional antipsychotics cause more extrapyramidal motor
symptoms than atypical antipsychotics, whereas atypical antipsychotics generally cause more
weight gain and the metabolic syndrome. [34, 35] However, it should be noted that safety pro-
files vary for individual antipsychotics. [6, 36] Several studies have reported the difference in
mortality risk among antipsychotics. [37–39] Since these studies suggest that the difference in
risk of individual drugs may be important, the patient’s risk factors and safety profile of an in-
dividual drug should be considered in choosing antipsychotics.

Our results included the comparative risk of ischemic stroke among haloperidol, chlor-
promazine, risperidone, quetiapine, and olanzapine. The finding of the highest risk with chlor-
promazine is newsworthy, as many of previous studies did not cover chlorpromazine, with one
exception. One retrospective cohort study showed that the risk of stroke was six times higher
for phenothiazines (the class containing chlorpromazine) and 3.6 times for butyrophenones
(the class containing haloperidol) compared with non-users [40]. Our results suggest that pre-
scribing CAPs, particularly chlorpromazine, should be done with more caution in demented fe-
male geriatric patients. However, the study results must be interpreted with caution. For

Fig 1. Cumulative hazard rate for ischemic stroke after the initiation of risperidone, quetiapine, olanzapine, haloperidol, and chlorpromazine.

doi:10.1371/journal.pone.0119931.g001
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example, although higher risk was observed in patients who were prescribed chlorpromazine
(HR = 3.10, 95% CI, 1.48–5.11), an immediate discontinuation or drug switch to an atypical is
not necessarily required in all cases. When chlorpromazine was used for a shorter period, the
risk was only 0.82 (95% CI, 0.43–1.21), and it could be used safely with regular monitoring
based on the risk-management guidelines.

Up to now, the biological mechanisms responsible for a possible increased risk of ischemic
stroke have remained unknown, although several hypotheses have been suggested [41]. As our
study showing that chlorpromazine showed an increased risk in long-term users of more than
150 days, a transient effect may not be involved as a possible mechanism in the case of chlor-
promazine. We found a higher risk with conventional antipsychotics compared to atypicals,
and a long-term effect may be involved as a possible mechanism. Particularly, differences in
safety profiles related to hyperprolactinemia and hypotension among individual antipsychotics
have been demonstrated [42]. Hyperprolactinemia has mostly been seen with CAPs, and this
implies that drug-induced hyperprolactinemia, which may promote platelet aggregation [43],
might be the biological mechanism responsible for increased risk of ischemic stroke. A gender
difference in the stratified analysis may also support the hyperprolactinemia hypothesis. Nor-
mally, females are more prone to hyperprolactinemia risk than males [42, 44], which may ex-
plain our results demonstrating the highest risk in female chlorpromazine users.

This study had several strengths. Our study included the entire Korean population rather
than a sample and used the claims database for all antipsychotic users collected by the NHI
program, which covered nearly all inhabitants of Korea. This permits a large enough sample
size to confirm the hypothesis (power = 83.6%). In addition, we effectively controlled residual

Table 3. Dose-response relationship and time-varying risks of ischemic stroke of quetiapine, olanzapine, haloperidol, and chlorpromazine
compared with risperidone.

Quetiapine Olanzapine Haloperidol Chlorpromazine
(N = 15,860) (N = 3,888) (N = 19,564) (N = 7,604)

Total HRs * 1.01 (0.61–2.09) 1.08 (0.47–2.59) 2.09 (1.09–3.12) 3.10 (1.48–5.11)

Mean PDD

Low . . .† . . .† 2.45 (1.36–4.25) . . .†

Median 0.16 (0.06–0.43) 0.27 (0.01–9.11) 2.39 (1.32–4.25) 1.63 (0.94–2.81)

High 2.87 (1.37–6.02) 1.79 (0.26–12.25) 1.86 (1.01–3.43) 3.95 (2.05–7.62)

P for trend‡ <0.01 0.78 0.2 <0.01

Time interval‡

Short-term‡ ≦90days ≦150days ≦150days ≦150days

1.10 (0.72–1.48) 0.53 (0.002–1.06) 1.82 (1.61–2.03) 0.82 (0.43–1.21)

Long-term§ >90days >150days >150days >150days

1.13 (0.44–3.01) 0.55 (0.22–3.21) 2.18 (1.44–3.89) 3.60 (1.83–6.02)

(Mean PDD, mean Prescribed Daily Dose)

*Adjusted for age, gender, presence or absence of dementia (F00-F03, G30, G31.8), depression (F32–33, F34.1, F41.2), dyslipidemia (E78.0), coronary

heart disease (I21-I25), COPD (J40-J44, J47), and the use of antidepressants, benzodiazepine, anticoagulants, or antithrombotic agents during the follow-

up period.

The estimated HRs were finally accepted as the SMR weighted and multivariable adjusted HR after exclusion of the patients whose propensity score

is > 99.99 in quetiapine, < 0.05 in olanzapine, >0.90 in haloperidol, and < 0.05 in chlorpromazine

†Could not be estimated.

‡P for trend was calculated using the likelihood ratio test.

§Short- and long-term periods were distinguished by the cross-point using a log-log survival curve.

doi:10.1371/journal.pone.0119931.t003
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confounding using the propensity score and the weighted method. In 2005, the US FDA noti-
fied healthcare professionals that patients with dementia-related psychosis treated with atypical
antipsychotic drugs are at an increased risk of death. And in 2008, the US FDA noted that both
conventional and atypical antipsychotics are associated with the risk. However, these notifica-
tions, which were disseminated as “Dear Doctor” letters, were assumed to have influenced the
medical practice minimally in our study. A systematic review by Dusetzina et al. demonstrated

Table 4. Sub-group analysis of the risk of ischemic stroke with quetiapine, olanzapine, haloperidol, and chlorpromazine compared with
risperidone according to the age group, gender, the presence and type of dementia, and comorbidity.

Quetiapine Olanzapine Haloperidol Chlorpromazine
(N = 15,860) (N = 3,888) (N = 19,564) (N = 7,604)

Total HRs * 1.01 (0.61–2.09) 1.08 (0.47–2.59) 2.09 (1.09–3.12) 3.10 (1.48–5.11)

Age, years

65–74 0.67 (0.27–1.66) . . .* 2.13 (1.38–3.29) 2.13 (1.24–3.66)

75–84 2.43 (1.13–5.22) 3.07 (0.58–16.35) 2.09 (1.15–3.78) 7.55 (4.23–13.48)

85+ 1.25 (0.22–7.23) . . .* 1.64 (0.57–4.77) . . .*

P for trend† 0.78 . . .* 0.56 <0.01

Gender

Male 1.50 (0.60–3.79) 0.86 (0.04–20.22) 2.09(1.18–3.70) 2.66 (1.60–4.45)

Female 1.04 (0.53–2.04) 0.71 (0.10–5.11) 2.01 (1.34–3.01) 3.98 (2.25–7.03)

P for interaction 0.56 0.69 0.73 <0.01

The presence of dementia

Yes 0.61 (0.29–1.29) 0.75 (0.13–4.28) 2.40 (1.39–4.14) 5.26 (3.48–7.95)

No 2.21 (1.00–4.89) 0.63 (0.013–6.44) 1.70 (1.14–2.52) 2.01 (0.93–4.33)

P for interaction 0.21 0.76 0.06 <0.01

The presence of hypertension

Yes 1.86 (0.29–9.21) 0.85 (0.09–5.28) 2.41 (1.01–5.02) 5.04 (2.48–7.95)

No 0.78 (0.12–7.44) 0.61 (0.01–6.98) 1.95 (1.98–4.21) 1.74 (0.89–3.99)

P for interaction 0.57 0.42 0.49 <0.01

The presence of diabetes

Yes 1.20 (0.31–4.21) . . .* 2.98 (1.21–4.87) 4.89 (2.48–7.95)

No 1.01 (1.21–4.55) 1.23 (0.31–9.21) 1.50 (1.07–2.59) 1.87 (0.93–3.91)

P for interaction 0.57 . . .* 0.06 <0.01

The presence of COPD

Yes 0.98 (0.49–5.21) 0.74 (0.23–5.01) 2.51 (1.49–6.14) 4.21 (3.48–7.95)

No 1.32 (0.78–6.17) 0.67 (0.02–6.9) 2.01 (0.71–3.12) 2.17 (0.93–4.33)

P for interaction 0.63 0.57 0.31 0.04

The presence of depression

Yes 1.21 (0.32–6.22) 1.99 (0.09–9.89) 2.10 (1.41–4.14) 3.12 (3.48–7.95)

No 0.98 (0.21–7.21) . . .* 1.99 (0.87–4.52) 3.52 (0.93–4.33)

P for interaction 0.69 . . .* 0.27 0.54

Adjusted for age, gender, presence or absence of dementia (F00-F03, G30, G31.8), depression (F32–33, F34.1, F41.2), dyslipidemia (E78.0), coronary

heart disease (I21-I25), COPD (J40-J44, J47), and the use of antidepressants, benzodiazepine, anticoagulants, or antithrombotic agents during the follow-

up period.

The estimated HRs were finally accepted as the SMR weighted and multivariable adjusted HR after exclusion of the patients whose propensity score

is > 99.99 in quetiapine, < 0.05 in olanzapine, > 0.90 in haloperidol, and < 0.05 in chlorpromazine

* Could not be estimated.

† P for trend was calculated using likelihood ratio test.

doi:10.1371/journal.pone.0119931.t004
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that many FDA drug risk communications have either delayed or no impact on health behav-
iors [45]. Despite this general finding, some communications did result in immediate changes
in prescribing and patient care. Confounding would occur if chlorpromazine or haloperidol
were more likely than atypicals in those who were frailer or at greater risk of ischemic stroke
than others. Therefore, using traditional multivariate analysis with propensity score adjust-
ment, SMR weighted analysis was applied, and then the final model was accepted as SMR-
weighted and multivariable-adjusted after the exclusion of the patients whose propensity scores
were outliers [24]. To reduce the impact of treatment selection bias and potential confounding
in an observational study, we performed rigorous adjustment for significant differences in
characteristics of patients with the weighted Cox proportional hazards regression models using
the standardized morbidity ratio (SMR) [21, 26, 28].

We also provided more detailed information about the timing of stroke using a time-depen-
dent analysis. Previously studies have found higher risk at the beginning of treatment [46, 47].
However, these studies’ control groups were nonusers of antipsychotics, whereas our study
compared individual drugs with risperidone. Therefore, our result does not necessarily mean
that CAP users are at higher risk of ischemic stroke compared to nonusers. Further research is
warranted to demonstrate the timing of stroke in detail. The risk profiles in patients with and
without dementia and other comorbidities might be clinically useful.

Our results should be interpreted with caution. The diagnoses reported to HIRA might have
differed from the actual diagnoses of patients. In our study, only patients who were diagnosed
for ischemic stroke during hospitalization were selected as incident cases. This restriction
could have increased the reliability of diagnostic accuracy, and could have lowered the inci-
dence of ischemic stroke compared to other studies. A previous validation study compared the
diagnoses derived from the HIRA database with the actual diagnoses recorded in patient medi-
cal records. The overall positive predictive value of the diagnoses was 83.4% in cases of hospi-
talized patients [14, 15]. Another point is that although several potential and measurable risk
factors were adjusted for, there may have been unmeasured confounders affecting the results.
Even though the claims data represent the whole Korean population, the use of administrative
data that lacks the most relevant risk factors for stroke, such as depressive symptoms, SES, and
blood pressure, warrants a careful interpretation of the results. The use of the propensity score
could not control for unmeasured confounders in the study. For example, physician-specific
prescribing preferences or genetic factors that we could not measure may have influenced the
clinical outcomes. This is a universal problem with all observational studies.

Conclusion
In conclusion, our study confirmed a greater risk of ischemic stroke with chlorpromazine and
haloperidol when compared with risperidone in the elderly. It is worth noting that chlorproma-
zine tripled the risk of ischemic stroke among the long-term users (more than 150 days). Fe-
male and demented patients showed an almost 5-fold increased risk compared to risperidone
users. The evidence suggests that chlorpromazine should be used with caution in the elderly.
The assessment of risk and potential benefit should be performed carefully when selecting anti-
psychotics for optimal clinical outcomes.

Supporting Information
S1 Table. Propensity score distribution for the quetiapine, olanzapine, haloperidol, and
chlorpromazine groups compared to that of the risperidone exposure group: Propensity
score medians, interquartile ranges (boxes) and 5th and 95th percentiles (whiskers).
(DOCX)

Risk of Ischemic Stroke and Antipsychotic Drugs

PLOS ONE | DOI:10.1371/journal.pone.0119931 March 19, 2015 12 / 15

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0119931.s001


Acknowledgments
This study was supported by a grant (14172MFDS174) from the Ministry of Food and Drug
Safety. We also would like to thank the Health Insurance Review and Assessment Service
(HIRA) for their assistance with data acquisition and Jocelyn Graf from Proficia for
English proofreading.

Author Contributions
Conceived and designed the experiments: JYS NKC BJP. Performed the experiments: JYS JMS
JL. Analyzed the data: JYS JMS JL. Contributed reagents/materials/analysis tools: NKC BJP.
Wrote the paper: JYS NKCMP SL.

References
1. Devanand D, Marder K, Michaels KS, Sackeim HA, Bell K, Sullivan MA, et al. A randomized, placebo-

controlled dose-comparison trial of haloperidol for psychosis and disruptive behaviors in Alzheimer’s
disease. Am J Psychiatry. 1998; 155: 1512–1520. PMID: 9812111

2. Small GW, Rabins PV, Barry PP, Buckholtz NS, DeKosky ST, Ferris SH, et al. Diagnosis and treatment
of Alzheimer disease and related disorders: consensus statement of the American Association for Geri-
atric Psychiatry, the Alzheimer's Association, and the American Geriatrics Society. JAMA. 1997; 278:
1363–1371. PMID: 9343469

3. Haddad PM, Sharma SG. Adverse effects of atypical antipsychotics. CNS drugs. 2007; 21: 911–936.
PMID: 17927296

4. Sung S-K, Lee S-G, Lee K-S, Kim D-S, Kim K-H, Kim K-Y. First-year treatment adherence among out-
patients initiating antihypertensive medication in Korea: Results of a retrospective claims review. Clin
Ther. 2009; 31: 1309–1320. doi: 10.1016/j.clinthera.2009.06.011 PMID: 19695396

5. Wooltorton E. Risperidone (Risperdal): increased rate of cerebrovascular events in dementia trials.
CMAJ. 2002; 167: 1269–1270. PMID: 12451085

6. Zhang J-P, Gallego JA, Robinson DG, Malhotra AK, Kane JM, Correll CU. Efficacy and safety of individ-
ual second-generation vs. first-generation antipsychotics in first-episode psychosis: a systematic re-
view and meta-analysis. Int J Neuropsychopharmacol. 2013; 16: 1205–1218. doi: 10.1017/
S1461145712001277 PMID: 23199972

7. Sacchetti E, Turrina C, Valsecchi P. Cerebrovascular accidents in elderly people treated with antipsy-
chotic drugs: a systematic review. Drug Saf. 2010; 33: 273–288. doi: 10.2165/11319120-000000000-
00000 PMID: 20297860

8. Douglas IJ, Smeeth L. Exposure to antipsychotics and risk of stroke: self controlled case series study.
Brit Med J. 2008; 337.

9. Huybrechts K, Gerhard T, Crystal S, Olfson M, Avorn J, Levin R, et al. Differential risk of death in older
residents in nursing homes prescribed specific antipsychotic drugs: population based cohort study.
BMJ. 2012; 344.

10. WuCS, Wang SC, Gau SS, Tsai HJ, Cheng YC. Association of stroke with the receptor-binding profiles
of antipsychotics-a case-crossover study. Biol Psychiatry. 2013; 73: 414–421. doi: 10.1016/j.biopsych.
2012.07.006 PMID: 22877922

11. Gill SS, Rochon PA, Herrmann N, Lee PE, Sykora K, Gunraj N, et al. Atypical antipsychotic drugs and
risk of ischaemic stroke: population based retrospective cohort study. BMJ. 2005; 330: 445. PMID:
15668211

12. Kwon S. Payment system reform for health care providers in Korea. Health Policy and Planning. 2003;
18: 84–92. PMID: 12582111

13. Shin J-Y, Choi N-K, Jung S-Y, Kim Y-J, Seong J-M, Park B-J. Overlapping medication associated with
healthcare switching among Korean elderly diabetic patients. J Korean Med Sci. 2011; 26: 1461–1468.
doi: 10.3346/jkms.2011.26.11.1461 PMID: 22065902

14. Park B, Sung J, Park K, Seo S, Kim S. Report of the evaluation for validity of discharged diagnoses in
Korean Health Insurance database. Seoul: Seoul National University. 2003: 19–52.

15. Park JK, Kim KS, Kim CB, Lee TY, Lee KS, Lee DH, et al. The accuracy of ICD codes for cerebrovascu-
lar diseases in medical insurance claims. Korean Journal of Preventive Medicine. 2000; 33: 76–82.

16. Ministry of Health andWelfare National Cardiovascular Disease Surveillance System. Seoul, Korea:
Ministry of Health andWelfare. 2000.

Risk of Ischemic Stroke and Antipsychotic Drugs

PLOS ONE | DOI:10.1371/journal.pone.0119931 March 19, 2015 13 / 15

http://www.ncbi.nlm.nih.gov/pubmed/9812111
http://www.ncbi.nlm.nih.gov/pubmed/9343469
http://www.ncbi.nlm.nih.gov/pubmed/17927296
http://dx.doi.org/10.1016/j.clinthera.2009.06.011
http://www.ncbi.nlm.nih.gov/pubmed/19695396
http://www.ncbi.nlm.nih.gov/pubmed/12451085
http://dx.doi.org/10.1017/S1461145712001277
http://dx.doi.org/10.1017/S1461145712001277
http://www.ncbi.nlm.nih.gov/pubmed/23199972
http://dx.doi.org/10.2165/11319120-000000000-00000
http://dx.doi.org/10.2165/11319120-000000000-00000
http://www.ncbi.nlm.nih.gov/pubmed/20297860
http://dx.doi.org/10.1016/j.biopsych.2012.07.006
http://dx.doi.org/10.1016/j.biopsych.2012.07.006
http://www.ncbi.nlm.nih.gov/pubmed/22877922
http://www.ncbi.nlm.nih.gov/pubmed/15668211
http://www.ncbi.nlm.nih.gov/pubmed/12582111
http://dx.doi.org/10.3346/jkms.2011.26.11.1461
http://www.ncbi.nlm.nih.gov/pubmed/22065902


17. Goldstein LB, Bushnell CD, Adams RJ, Appel LJ, Braun LT, Chaturvedi S, et al. Guidelines for the pri-
mary prevention of stroke a guideline for healthcare professionals from the American heart association/
American stroke association. Stroke. 2011; 42: 517–584. doi: 10.1161/STR.0b013e3181fcb238 PMID:
21127304

18. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying prognostic comorbidity
in longitudinal studies: Development and validation. J Chronic Dis. 1987; 40: 373–383. PMID: 3558716

19. Quan H, Sundararajan V, Halfon P, Fong A, Burnand B, Luthi J-C, et al. Coding algorithms for defining
comorbidities in ICD-9-CM and ICD-10 administrative data. Med Care. 2005: 1130–1139. PMID:
16224307

20. Kim Y, Lee J, Choi N, Jung S, Seong J, et al. A Retrospective Analysis for Persistence of Selective Se-
rotonin Reuptake Inhibitors Among the Elderly Depressive Patients. JPERM. 2013; 6: 93–103.

21. Cadarette SM, Gagne JJ, Solomon DH, Katz JN, Stürmer T. Confounder summary scores when com-
paring the effects of multiple drug exposures. Pharmacoepidemiol Drug Saf. 2010; 19: 2–9. doi: 10.
1002/pds.1845 PMID: 19757416

22. Becg CB, Gray R. Calculation of polychotomous logistic regression parameters using individualized re-
gressions. Biometrika. 1984; 71: 11–18.

23. Roukema J, van Loenhout RB, Steyerberg EW, Moons KG, Bleeker SE, Moll HA. Polytomous regres-
sion did not outperform dichotomous logistic regression in diagnosing serious bacterial infections in fe-
brile children. J Clin Epidemiol. 2008; 61: 135–141. doi: 10.1016/j.jclinepi.2007.07.005 PMID:
18177786

24. Brookhart MA, Schneeweiss S, Rothman KJ, Glynn RJ, Avorn J, Stürmer T. Variable selection for pro-
pensity score models. Am J Epidemiol. 2006; 163: 1149–1156. PMID: 16624967

25. Patrick AR, Schneeweiss S, Brookhart MA, Glynn RJ, Rothman KJ, Avorn J, et al. The implications of
propensity score variable selection strategies in pharmacoepidemiology: an empirical illustration. Phar-
macoepidemiol Drug Saf. 2011; 20: 551–559. doi: 10.1002/pds.2098 PMID: 21394812

26. Kurth T, Walker AM, Glynn RJ, Chan KA, Gaziano JM, Berger K, et al. Results of multivariable logistic
regression, propensity matching, propensity adjustment, and propensity-based weighting under condi-
tions of nonuniform effect. Am J Epidemiol. 2006; 163: 262–270. PMID: 16371515

27. Schneeweiss S, Rassen JA, Glynn RJ, Avorn J, Mogun H, Brookhart MA. High-dimensional propensity
score adjustment in studies of treatment effects using health care claims data. Epidemiology (Cam-
bridge, Mass). 2009; 20: 512. doi: 10.1097/EDE.0b013e3181a663cc PMID: 19487948

28. Sato T, Matsuyama Y. Marginal structural models as a tool for standardization. Epidemiology. 2003;
14: 680–686. PMID: 14569183

29. Wang PS, Schneeweiss S, Avorn J, Fischer MA, Mogun H, Solomon DH, et al. Risk of death in elderly
users of conventional vs. atypical antipsychotic medications. N Engl J Med. 2005; 353: 2335–2341.
PMID: 16319382

30. Davis JM, Chen N. Dose response and dose equivalence of antipsychotics. Journal of clinical psycho-
pharmacology. 2004; 24: 192–208. PMID: 15206667

31. Laredo L, Vargas E, Blasco AJ, Aguilar MD, Moreno A, Portoles A. Risk of cerebrovascular accident as-
sociated with use of antipsychotics: population-based case-control study. Journal of the American Geri-
atrics Society. 2011; 59: 1182–1187. doi: 10.1111/j.1532-5415.2011.03479.x PMID: 21718267

32. Finkel S, Kozma C, Long S, Greenspan A, Mahmoud R, Baser O, et al. Risperidone treatment in elderly
patients with dementia: relative risk of cerebrovascular events versus other antipsychotics. Internation-
al psychogeriatrics / IPA. 2005; 17: 617–629. PMID: 16202186

33. Vasilyeva I, Biscontri RG, Enns MW, Metge CJ, Alessi-Severini S. Adverse events in elderly users of
antipsychotic pharmacotherapy in the province of Manitoba: a retrospective cohort study. Journal of
clinical psychopharmacology. 2013; 33: 24–30. doi: 10.1097/JCP.0b013e31827934a4 PMID:
23277238

34. Falissard B, Mauri M, Shaw K, Wetterling T, Doble A, Giudicelli A, et al. The METEOR study: frequency
of metabolic disorders in patients with schizophrenia. Focus on first and second generation and level of
risk of antipsychotic drugs. International Clinical Psychopharmacology. 2011; 26: 291–302. doi: 10.
1097/YIC.0b013e32834a5bf6 PMID: 21876442

35. Leucht S, Corves C, Arbter D, Engel RR, Li C, Davis JM. Second-generation versus first-generation an-
tipsychotic drugs for schizophrenia: a meta-analysis. Lancet. 2009; 373: 31–41. doi: 10.1016/S0140-
6736(08)61764-X PMID: 19058842

36. Leucht S, Cipriani A, Spineli L, Mavridis D, rey D, Richter F, et al. Comparative efficacy and tolerability
of 15 antipsychotic drugs in schizophrenia: a multiple-treatments meta-analysis. Lancet. 2013; 382:
951–962. doi: 10.1016/S0140-6736(13)60733-3 PMID: 23810019

Risk of Ischemic Stroke and Antipsychotic Drugs

PLOS ONE | DOI:10.1371/journal.pone.0119931 March 19, 2015 14 / 15

http://dx.doi.org/10.1161/STR.0b013e3181fcb238
http://www.ncbi.nlm.nih.gov/pubmed/21127304
http://www.ncbi.nlm.nih.gov/pubmed/3558716
http://www.ncbi.nlm.nih.gov/pubmed/16224307
http://dx.doi.org/10.1002/pds.1845
http://dx.doi.org/10.1002/pds.1845
http://www.ncbi.nlm.nih.gov/pubmed/19757416
http://dx.doi.org/10.1016/j.jclinepi.2007.07.005
http://www.ncbi.nlm.nih.gov/pubmed/18177786
http://www.ncbi.nlm.nih.gov/pubmed/16624967
http://dx.doi.org/10.1002/pds.2098
http://www.ncbi.nlm.nih.gov/pubmed/21394812
http://www.ncbi.nlm.nih.gov/pubmed/16371515
http://dx.doi.org/10.1097/EDE.0b013e3181a663cc
http://www.ncbi.nlm.nih.gov/pubmed/19487948
http://www.ncbi.nlm.nih.gov/pubmed/14569183
http://www.ncbi.nlm.nih.gov/pubmed/16319382
http://www.ncbi.nlm.nih.gov/pubmed/15206667
http://dx.doi.org/10.1111/j.1532-5415.2011.03479.x
http://www.ncbi.nlm.nih.gov/pubmed/21718267
http://www.ncbi.nlm.nih.gov/pubmed/16202186
http://dx.doi.org/10.1097/JCP.0b013e31827934a4
http://www.ncbi.nlm.nih.gov/pubmed/23277238
http://dx.doi.org/10.1097/YIC.0b013e32834a5bf6
http://dx.doi.org/10.1097/YIC.0b013e32834a5bf6
http://www.ncbi.nlm.nih.gov/pubmed/21876442
http://dx.doi.org/10.1016/S0140-6736(08)61764-X
http://dx.doi.org/10.1016/S0140-6736(08)61764-X
http://www.ncbi.nlm.nih.gov/pubmed/19058842
http://dx.doi.org/10.1016/S0140-6736(13)60733-3
http://www.ncbi.nlm.nih.gov/pubmed/23810019


37. Kales HC, Kim HM, Zivin K, Valenstein M, Seyfried LS, Chiang C, et al. Risk of mortality among individ-
ual antipsychotics in patients with dementia. Am J Psychiatry. 2012; 169: 71–79. doi: 10.1176/appi.ajp.
2011.11030347 PMID: 22193526

38. Rafaniello C, Lombardo F, Ferrajolo C, Sportiello L, Parretta E, Formica R, et al. Predictors of mortality
in atypical antipsychotic-treated community-dwelling elderly patients with behavioural and psychologi-
cal symptoms of dementia: a prospective population-based cohort study from Italy. Eur J Clin Pharma-
col. 2014; 70: 187–195. doi: 10.1007/s00228-013-1588-3 PMID: 24145814

39. Sultana J, Chang CK, Hayes RD, Broadbent M, Stewart R, Corbett A, et al. Associations between risk
of mortality and atypical antipsychotic use in vascular dementia: a clinical cohort study. International
Journal of Geriatric Psychiatry. 2014; 10.1002/gps.4101.

40. Sacchetti E, TrifiròG, Caputi A, Turrina C, Spina E, Cricelli C, et al. Risk of stroke with typical and atypi-
cal anti-psychotics: a retrospective cohort study including unexposed subjects. J Psychopharmacol.
2008; 22: 39–46. doi: 10.1177/0269881107080792 PMID: 18187531

41. Burke AD, Tariot PN. Atypical antipsychotics in the elderly: a review of therapeutic trends and clinical
outcomes. Expert Opin Pharmacother. 2009; 10: 2407–2414. doi: 10.1517/14656560903200659
PMID: 19663744

42. Abidi S, Bhaskara SM. From chlorpromazine to clozapine-antipsychotic adverse effects and the clini-
cian's dilemma. Can J Psychiatry. 2003; 48: 749–755. PMID: 14733456

43. Wallaschofski H, Donne M, Eigenthaler M, Hentschel B, Faber R, Stepan H, et al. PRL as a novel po-
tent cofactor for platelet aggregation. J Clin Endocrinol Metab. 2001; 86: 5912–5919. PMID: 11739463

44. Kinon BJ, Gilmore JA, Liu H, Halbreich UM. Hyperprolactinemia in response to antipsychotic drugs:
characterization across comparative clinical trials. Psychoneuroendocrinology. 2003; 28: 69–82.
PMID: 12650682

45. Dusetzina SB, Higashi AS, Dorsey ER, Conti R, Huskamp HA, Zhu S, et al. Impact of FDA drug risk
communications on health care utilization and health behaviors: a systematic review. Med Care. 2012;
50: 466–478. doi: 10.1097/MLR.0b013e318245a160 PMID: 22266704

46. Kleijer B, van Marum R, Egberts A, Jansen P, Knol W, Heerdink E. Risk of cerebrovascular events in el-
derly users of antipsychotics. J Psychopharmacol. 2009; 23: 909–914. doi: 10.1177/
0269881108093583 PMID: 18635700

47. Sacchetti E, Turrina C, Cesana B, Mazzaglia G. Timing of stroke in elderly people exposed to typical
and atypical antipsychotics: a replication cohort study after the paper of Kleijer, et al. J Psychopharma-
col. 2010; 24: 1131–1132. doi: 10.1177/0269881109103202 PMID: 19304861

Risk of Ischemic Stroke and Antipsychotic Drugs

PLOS ONE | DOI:10.1371/journal.pone.0119931 March 19, 2015 15 / 15

http://dx.doi.org/10.1176/appi.ajp.2011.11030347
http://dx.doi.org/10.1176/appi.ajp.2011.11030347
http://www.ncbi.nlm.nih.gov/pubmed/22193526
http://dx.doi.org/10.1007/s00228-013-1588-3
http://www.ncbi.nlm.nih.gov/pubmed/24145814
http://dx.doi.org/10.1177/0269881107080792
http://www.ncbi.nlm.nih.gov/pubmed/18187531
http://dx.doi.org/10.1517/14656560903200659
http://www.ncbi.nlm.nih.gov/pubmed/19663744
http://www.ncbi.nlm.nih.gov/pubmed/14733456
http://www.ncbi.nlm.nih.gov/pubmed/11739463
http://www.ncbi.nlm.nih.gov/pubmed/12650682
http://dx.doi.org/10.1097/MLR.0b013e318245a160
http://www.ncbi.nlm.nih.gov/pubmed/22266704
http://dx.doi.org/10.1177/0269881108093583
http://dx.doi.org/10.1177/0269881108093583
http://www.ncbi.nlm.nih.gov/pubmed/18635700
http://dx.doi.org/10.1177/0269881109103202
http://www.ncbi.nlm.nih.gov/pubmed/19304861


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


