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Purpose: To estimate the prevalence of polypharmacy in patients admitted to a rehabilitation unit in Brazil and investigate associations 
with sociodemographic and clinical characteristics. Methods: A descriptive and analytical cross-sectional study with retrospective 
data collection from 99 patients admitted to the rehabilitation unit in the Federal District, Brazil, between January and December 
2022. Patients aged ≥18 years with neurological injuries who were discharged from the hospital were included, excluding those with 
incomplete data or communication difficulties. Variables such as age, sex, race/color, nutritional status, level of functional dependence, 
and the presence of hypertension, diabetes and dyslipidemia were analyzed. The number of medications was categorized as less than 5, 
5 to 9, and 10 or more, and associations were assessed using Fisher’s exact test (p<0.05). Results: Among the evaluated patients (n = 99), 
polypharmacy was identified in 90.9% of cases, with a mean of 8.59 ± 3.06 medications per patient. Regarding the sociodemographic 
profile, 71.7% were male and the mean age was 46.1 ± 15.4 years. The most common injuries were traumatic spinal cord injuries 
(40.4%) and non-traumatic brain injuries (21.3%). A significant association was found between polypharmacy and sex, nutritional status, 
and diabetes. Conclusion: The high prevalence of polypharmacy in rehabilitation patients highlights the complexity of their clinical 
management and underscores the need for pharmaceutical care in this population.
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Abstract

Polifarmácia em Pacientes com Lesões Neurológicas em Unidade Hospitalar 
Pública de Reabilitação, no Distrito Federal: um estudo transversal

Objetivo: estimar a prevalência de polifarmácia em pacientes internados em uma unidade de reabilitação no Brasil e investigar 
associações com características sociodemográficas e clínicas. Métodos: estudo descritivo e analítico, transversal, com coleta de dados 
retrospectivos de 99 pacientes internados na unidade de reabilitação no Distrito Federal, Brasil, entre janeiro e dezembro de 2022. 
Foram incluídos pacientes com idade ≥18 anos, com lesões neurológicas que receberam alta hospitalar, excluindo-se aqueles com 
dados incompletos ou dificuldades de comunicação. Variáveis como idade, sexo, raça/cor, estado nutricional, nível de dependência 
funcional e presença de hipertensão, diabetes e dislipidemia foram analisadas. O número de medicamentos foi categorizado em menos 
de 5, de 5 a 9, e 10 ou mais, e associações foram avaliadas pelo teste exato de Fisher (p<0,05). Resultados: dos pacientes avaliados 
(n=99), a polifarmácia foi identificada em 90,9% dos casos, com média de 8,59 ± 3,06 medicamentos por paciente. Quanto ao perfil 
sóciodemográfico, 71,7% eram homens e a média de idade foi 46,1 ± 15,4 anos. As lesões mais comuns foram traumáticas da medula 
espinhal (40,4%) e cerebrais não traumáticas (21,3%).  Houve associação significativa entre polifarmácia e sexo, estado nutricional e 
diabetes. Conclusão: a elevada prevalência de polifarmácia em pacientes em reabilitação evidencia a complexidade do seu manejo 
clínico e indica a necessidade do cuidado farmacêutico nestes pacientes.

Palavras-chave: Polifarmácia, Estado Nutricional, Condições Crônicas, Distúrbios Neurológicos, Cuidados Pós-Agudos.
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The concurrent use of multiple medications is a frequent condition 
among patients with neurological injuries and requires special 
attention to the pharmacotherapy employed¹.

Polypharmacy is generally defined as the use of five or more 
medications, while hyperpolypharmacy is characterized by the 
use of 10 or more drugs². Several studies highlight the association 
between polypharmacy, the use of potentially inappropriate 
medications, and functional decline, particularly in older adults³,⁴. 
These conditions are linked to reduced mobility, functional 
impairment, cognitive decline, increased risk of falls and fractures, 
as well as difficulties in activities of daily living⁵⁻⁷.

In addition, excessive medication use can lead to significant 
adverse effects, such as metabolic alterations, loss of appetite, 
and impaired nutritional status, thereby hindering the recovery 
process during rehabilitation⁸.

On the other hand, pharmacotherapy is essential in the clinical 
management of patients with neurological injuries, often being 
necessary for controlling chronic comorbidities, motor symptoms, 
spasticity, pain, and mood disorders. When used rationally, 
polypharmacy can contribute to clinical stabilization and the 
achievement of positive functional outcomes, such as improved 
physical performance and greater engagement in rehabilitation 
activities⁹⁻¹².

Despite the importance of this topic, few studies specifically 
address polypharmacy in patients with neurological injuries, 
particularly in hospital rehabilitation settings. Most research 
focuses on population-based data obtained from household 
surveys or investigations in primary healthcare services¹³,¹⁴. This 
gap highlights the need for studies that consider the clinical 
complexity and therapeutic profiles of these patients within the 
hospital context of the Brazilian Unified Health System (SUS).

Accordingly, this cross-sectional study, conducted in a public 
hospital rehabilitation unit in the Federal District of Brazil, aims 
to estimate the prevalence of polypharmacy among patients 
with neurological injuries and investigate its associations with 
sociodemographic and clinical variables.

Introduction

This is a descriptive and analytical cross-sectional study with 
retrospective data collection from patients treated at the 
Rehabilitation and Long-Term Care Unit of a public hospital in 
the Federal District (FD), Brazil. Data were obtained through the 
computerized system of the State Health Department of the Federal 
District (SES-DF), the Integrated Health System – SIS TrakCare.

Inclusion criteria were patients aged over 18 years, admitted 
between January and December 2022, who had motor function loss 
and/or cranial nerve impairment (affecting speech and swallowing) 
due to neurological injuries and were discharged from the hospital. 
Patients who were hospitalized and unable to communicate at the 
time of the study—thus preventing the obtainment of informed 
consent—were excluded.

The analyzed variables included data collected at the time of 
admission—sociodemographic (age, sex, race/color, marital status, 
social and economic vulnerability, and educational level), history 
of smoking, alcohol and drug use, presence of comorbidities 

Methods

(hypertension, diabetes, and dyslipidemia), and type of injury—and 
at hospital discharge—nutritional status, functional impact, level of 
dependence, and prescribed medications (quantity, name, and ATC 
[Anatomical Therapeutic Chemical] code).

Vulnerability was assessed from both social and economic 
perspectives, considering variables such as income range, social 
assistance benefits, and social support networks. The analysis 
employed a classification developed by the hospital team based on 
the National Social Assistance Policy (PNAS/2004) and the theories 
of Robert Castel15 (1997). In this classification, social vulnerability 
is stratified into three levels of complexity: low: individuals with 
personal income and preserved family and/or community ties 
(integration zone); medium: individuals with compromised personal 
income and weakened family and/or community ties (vulnerability 
zone); high: individuals with no income and broken family ties 
(disaffiliation zone).

Nutritional status assessment was based on the last evaluation 
recorded by the nutritionists, usually at hospital discharge. For adults 
aged 20–59 years, the criteria from the World Health Organization 
(WHO, 1995) were used, classifying BMI as: underweight (< 18.5 
kg/m²), normal (≥ 18.5 and < 25.0 kg/m²), overweight (≥ 25.0 and 
< 30.0 kg/m²), and obesity (≥ 30.0 kg/m²). For elderly individuals 
aged 60 years or older, the criteria from the Nutrition Screening 
Initiative (1994) were adopted, with the following BMI cut-off 
points: underweight (≤ 22.0 kg/m²), adequate or eutrophic (> 22.0 
and < 27.0 kg/m²), and overweight (≥ 27.0 kg/m²).

The level of dependence at discharge was determined based on 
medical record entries of the Functional Independence Measure 
(FIM) scores16.

Considering the concepts of polypharmacy and hyperpolypharmacy2, 
the number of prescribed medications was categorized into three 
groups: fewer than 5, between 5 and 9, and 10 or more medications. 
This classification was used in data analysis to assess the prevalence 
of multiple drug use among study participants. Only continuously 
used medications were considered for the analysis of the most 
prescribed drugs; those prescribed “as needed” were excluded to 
ensure greater accuracy in assessing prescription patterns.

Data were collected by four researchers and reviewed by two others, 
ensuring higher accuracy and reliability. Measures of central tendency 
and dispersion were applied, along with absolute and relative 
frequencies to describe the variables. The association between the 
number of medications and the independent variables was evaluated 
using Fisher’s exact test, with the significance level set at p < 0.05. The 
strength of associations was measured using Cramér’s V coefficient.

All medical records of patients hospitalized during the study period 
were analyzed, according to the established inclusion and exclusion 
criteria. Some specific clinical information, such as functional 
impact and level of dependence, was not available for all patients. 
Therefore, the number of participants varied across analyses 
depending on data availability, which explains differences in the 
total number of patients for some variables. Statistical analyses 
were conducted using R software, version 4.4.1.

This study is part of the project “Prescription patterns and 
sociodemographic characteristics of patients treated at a 
Reference Rehabilitation Unit in the Federal District”, approved by 
the Research Ethics Committee (REC) for Human Subjects of the 
Ceilândia College at the University of Brasília (CEP-FCE), under CAAE 
No. 71118923.3.0000.8093, and by the REC of the Foundation for 
Teaching and Research in Health Sciences (FEPECS/SES/DF), under 
CAAE No. 71118923.3.3001.5553.
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A total of 99 patient medical records were analyzed, with 867 
medications prescribed at hospital discharge, resulting in an 
average of 8.59 ± 3.06 medications per patient. In the analysis of 
the number of medications prescribed per patient at discharge 
(Table 1), a high prevalence of polypharmacy was observed in 
90.9% of patients; among these, 44.4% were prescribed 10 or 
more medications (hyperpolypharmacy).

Hyperpolypharmacy was observed in 60% of men, 91.4% of non-
white individuals, younger patients (aged 18 to 39; 32.5%), patients 
without social vulnerability (86.5%), those who were overweight or 
obese (55.5%), individuals with tetraparesis or tetraplegia (47.2%), 
and those with complete or modified dependence (55.9%).

Regarding sex, 71 patients (71.7%) were male and 28 (28.3%) 
female. The average age was 46.1 ± 15.4 years. Among patients 
with traumatic injuries (51; 51.5%), there was a predominance 
of males (45; 88.2%) and younger individuals (average age 41.0 ± 
15.4 years). In contrast, stroke was the leading cause among older 
patients (95.2%), with a mean age of 54.3 ± 10.4 years. As for 
education level, 58.6% of patients had not completed high school.

The most frequent type of injury was traumatic spinal cord 
injury, affecting 40 patients (40.4%). Non-traumatic brain 
injuries were the second most common, with 21 cases (21.3%), 
with stroke being the leading cause. Peripheral injuries were 
found in 16 patients (16.2%), with post-intensive care syndrome 
and Guillain-Barré syndrome being the most prevalent causes. 
Traumatic brain injuries occurred in 11 patients (11.1%), while 
non-traumatic spinal cord injuries affected 9 patients (9.0%). 
Other types of injury were recorded in 2 patients (2.0%).

Results

Marital status and economic vulnerability showed similar 
distributions across groups. Smoking, alcohol consumption, 
drug abuse, hypertension, and diabetes were less prevalent in 
patients with polypharmacy compared to those without these 
comorbidities and harmful habits.

Significant associations of moderate strength were found 
between sex, nutritional status, and diabetes with the number 
of prescribed medications (p < 0.05), with Cramér’s V values of 
0.26, 0.25, and 0.26, respectively.

Male patients showed a higher frequency of prescribed 
medications across all categories, especially in the range of 5 to 
9 medications (76.0%). Although less frequent, female patients 
demonstrated a progressive increase in medication use, with 
57.1% of women using 10 or more medications.

Eutrophic patients also presented higher proportions across all 
categories of prescribed medications, with the 5 to 9 medications 
range standing out (54.0%). However, all individuals who were 
overweight or obese fell into the polypharmacy category.

Similarly, patients without diabetes had a higher frequency 
in the number of prescribed medications, particularly in the 5 
to 9 medications range (76.0%). Although fewer in number, all 
patients with diabetes were in the polypharmacy category, with 
66.7% using 10 or more medications.

The prescription pattern revealed that the most frequently used 
continuous-use medications at hospital discharge were those 
intended for pain management, with gabapentin (8.7%) being 
the most prominent (Table 2).
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Medications Prescribed
Variables Fewer than 5 5 to 9 10 or more p-value*

n (%) n (%) n (%)
Sex <0.05
  Female 0 (0.0) 12 (24.4) 16 (40.0)
  Male 9 (100.0) 38 (76.0) 24 (60.0)
Race/Color 0.31
  White 2 (22.2) 8 (19.0) 3 (8.6)
  Non-white 7 (77.8) 34 (81.0) 32 (91.4)
Age group 0.67
  18 to 39 4 (44.4) 15 (30.0) 13 (32.5)
  40 to 49 1 (11.1) 15 (30.0) 7 (17.5)
  50 to 59 3 (33.3) 14 (28.0) 11 (27.5)
  60 or more 1 (11.1) 6 (12.0) 9 (22.5)
Education level 0.65
  No formal education 1 (11.1) 3 (6.0) 1 (2.5)
  Primary education 5 (55.6) 19 (38.0) 18 (45.0)
  Secondary education 3 (33.3) 18 (36.0) 13 (32.5)
  Higher education 0 (0.0) 10 (20.0) 8 (20.0)
Marital status 1.00
  With partner 4 (44.4) 23 (46.0) 18 (45.0)
  Without partner 5 (55.6) 27 (54.0) 22 (55.0)
Economic vulnerability 0.77
  High complexity 3 (33.3) 15 (31.9) 8 (21.6)
  Medium complexity 4 (44.4) 16 (34.0) 15 (40.5)
  Low complexity 2 (22.2) 16 (34.0) 14 (37.8)
Social vulnerability 0.74
  High complexity 1 (11.1) 2 (4.2) 1 (2.7)
  Medium complexity 1 (11.1) 6 (12.5) 4 (10.8)
  Low complexity 7 (77.8) 40 (83.3) 32 (86.5)
Nutritional status at discharge <0.05
  Underweight 2 (22.2) 2 (4.0) 4 (10.0)
  Adequate or eutrophic 7 (77.8) 27 (54.0) 14 (35.0)
  Overweight 0 (0.0) 9 (18.0) 12 (30.0)
  Obesity 0 (0.0) 12 (24.0) 10 (25.0)
Avaliação neurofuncional na alta 0.42
  Hemiparesis and hemiplegia 3 (33.3) 17 (39.5) 6 (16.7)
  Paraparesis and paraplegia 2 (22.2) 9 (20.9) 10 (27.8)
  Tetraparesis and tetraplegia 3 (33.3) 14 (32.6) 17 (47.2)
  Not assessed 1 (11.1) 3 (7.0) 3 (8.3)
Level of dependency at discharge 0.14
  Complete dependency 3 (37.5) 2 (5.4) 7 (20.6)
  Modified dependency 1 (12.5) 11 (29.7) 12 (35.3)
  Complete/modified independence 3 (37.5) 21 (56.8) 12 (35.3)
  Not assessed 1 (12.5) 3 (8.1) 3 (8.8)
Smoking status 0.09
  Yes 5 (55.6) 9 (18.0) 11 (27.5)
  No 4 (44.4) 34 (68.0) 20 (50.0)
  Former smoker 0 (0.0) 7 (14.0) 9 (22.5)
Alcohol consumption 0.07
  Yes 6 (66.7) 12 (24.0) 13 (32.5)
  No 3 (33.3) 33 (66.0) 19 (47.5)
  Former drinker 0 (0.0) 5 (10.0) 8 (20.0)
Drug use and abuse 0.36
  No 9 (100.0) 45 (90.0) 33 (82.5)
  Yes 0 (0.0) 5 (10.0) 7 (17.5)
Arterial hypertension 0.49
  No 7 (77.8) 28 (56.0) 24 (60.0)
  Yes 2 (22.2) 22 (44.0) 16 (40.0)
Diabetes <0.05
  No 9 (100.0) 44 (88.0) 28 (70.0)
  Yes 0 (0.0) 6 (12.0) 12 (30.0)
Dyslipidemia 0.31
  No 9 (100.0) 38 (76.0) 30 (75.0)
  Yes 0 (0.0) 12 (24.0) 10 (25.0)
Type of injury 0.09
  Non-traumatic 2 (22.2) 22 (44.0) 24 (60.0)
  Traumatic 7 (77.8) 28 (56.0) 16 (40.0)

Table 1. Factors associated with the number of medications prescribed at hospital discharge (n = 99)

Legend: absolute frequency (n) and relative frequency (%); *Fisher’s exact test.



JHPHS
Journal of Hospital Pharmacy and Health Services

Martins AN, et al. Polypharmacy in Patients with Neurological Injuries in a Public Hospital Rehabilitation Unit in the Federal District: 
a cross-sectional study. J Hosp Pharm Health Serv. 2025;16(2):e1310. DOI:10.30968/jhphs.2025.162.1310.

5© Authorshttp://jhphs.org/ ISSN 3085-8682

Although two other studies have previously explored this 
same population, focusing on sociodemographic, clinical, 
pharmacotherapeutic profiles and access to medicines17,18, 
this is the first study in Brazil to investigate the prevalence of 
polypharmacy in patients with neurological injuries admitted 
to a rehabilitation unit and its associations with clinical and 
sociodemographic factors. The findings highlight the complexity 
of pharmacological management in this population and contribute 
to a better understanding of their specific therapeutic needs.

The survey revealed a high prevalence of polypharmacy, with 
90.9% of patients using five or more medications, and 44.4% using 
10 or more medications, with an average of 8.59 ± 3.06 drugs per 
patient. These numbers significantly exceed those reported in other 
populations19, reflecting the clinical complexity of managing patients 
with neurological injuries, which are characterized by multiple 
complications secondary to the injury. The analysis of the prescribed 
medications, according to the Anatomical Therapeutic Chemical 
(ATC) classification, showed a higher concentration in the groups 

Discussion

ATC Code Medication n (%)

N02BF01 Gabapentin 62 (8.7)

A02BC01 Omeprazole 54 (7.6)

A06AD11 Lactulose 44 (6.2)

C09CA01 Losartan 32 (4.5)

N03AE01 Clonazepam 26 (3.7)

C08CA01 Amlodipine 26 (3.7)

A03AX13 Simethicone 26 (3.7)

N06AA09 Amitriptyline 23 (3.2)

G04BD04 Oxybutynin 23 (3.2)

M03BX01 Baclofen 22 (3.0)

N06AB03 Fluoxetine 20 (2.8)

C10AA01 Simvastatin 19 (2.7)

A06AB02 Bisacodyl 19 (2.7)

N02BB02 Dipirone 18 (2.5)

B01AC06 Acetylsalicylic Acid 15 (2.1)

M03BX08 Cyclobenzaprine 15 (2.1)

N05AH04 Quetiapine 13 (1.8)

A10BA02 Metformin 12 (1.7)

C03BA11 Indapamide 10 (1.4)

N03AF01 Carbamazepine 10 (1.4)

N02BE01 Paracetamol 10 (1.4)

N07BC02 Methadone 8 (1.1)

Others 205 (28.8)

 Total 712 (100)

Table 2. Most commonly prescribed chronic-use medications for 
patients at hospital discharge (n = 712)

Legend: absolute frequency (n) and relative frequency (%)

related to the nervous system, alimentary tract and metabolism, 
cardiovascular system, and musculoskeletal system. This distribution 
highlights the need for specific interventions in the post-injury 
period, addressing pain control, intestinal constipation, spasticity, 
mood disorders, and the management of chronic comorbidities 
such as hypertension, diabetes, and dyslipidemia (Table 2).

Similar results were found in a cohort study in South Korea, 
which identified that patients with disabilities had the highest 
average number of prescribed medications (7.7 ± 2.8 drugs)20, and 
another study involving patients with spinal cord injury24, in which 
individuals with polypharmacy used an average of 11 medications, 
mainly targeting the nervous and musculoskeletal systems.

Patients with neurological conditions often present complex 
physical and cognitive symptoms, combined with emotional and 
social challenges, which result in a greater need for medications 
and an increased risk of drug-related problems1,22. The severity 
of the injuries directly contributes to polypharmacy due to the 
higher incidence of post-injury clinical complications23.

Patients with hemiparesis or hemiplegia, frequently associated 
with stroke, were more concentrated in the group using 5 to 9 
medications. A higher prevalence of hyperpolypharmacy was 
observed among patients with paraparesis or paraplegia (27.8%), 
and especially among those with tetraparesis or tetraplegia 
(47.2%). In contrast, in the study by Kitzman, Cecil, and Kolpek24 
(2017), most patients fell into the polypharmacy category, with 
62% of those with paraplegia and 57% of those with tetraplegia 
using 5 to 9 medications.

In terms of functionality, patients with complete or modified 
dependence accounted for 55.9% of the hyperpolypharmacy 
group, compared to 35.3% of individuals with complete or modified 
independence. This finding is particularly relevant in the rehabilitation 
context, especially in light of previous studies linking polypharmacy 
to functional decline. A multicenter longitudinal observational study 
by Fabbietti et al. (2018) involving 733 patients aged >65 years in 
geriatric and internal medicine wards in Italy25 found an association 
between hyperpolypharmacy and functional decline, regardless of 
the use of potentially inappropriate medications (PIMs). Similarly, a 
study in Japan26 that analyzed 361 stroke patients (mean age 78.3 
years; 49.3% male) found polypharmacy in 43.8% at admission and 
62.9% at discharge, which was negatively associated with activities 
of daily living (ADLs). These findings reinforce the importance of 
monitoring polypharmacy in rehabilitation populations, given its 
impact on functionality.

Unlike studies that associate the prevalence of polypharmacy 
with older adults, females, individuals with obesity, and 
those with comorbidities such as hypertension, diabetes, and 
dyslipidemia13,27-29, in this study, polypharmacy was more prevalent 
among men (n = 62; 87.3%), eutrophic individuals (n = 41; 41.4%), 
and young adults aged 18 to 39 years (n = 28; 28.3%). Additionally, 
hypertension, dyslipidemia, smoking, and alcohol consumption 
were not significantly associated with the number of prescribed 
medications.

Patients without hypertension, without diabetes, and those 
who did not use illicit drugs showed a higher proportion in the 
polypharmacy groups. Moreover, harmful habits such as smoking 
and alcohol consumption, including former smokers and former 
drinkers, were similarly distributed among non-smokers and non-
drinkers. These findings suggest that the pattern of polypharmacy 
in this sample is not limited to chronic conditions commonly 
associated with excessive medication use.
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Even though metabolic risks—including high systolic blood 
pressure, high body mass index, elevated fasting glucose, high 
total cholesterol—and behavioral factors such as smoking 
and excessive alcohol consumption are known risk factors 
for stroke30, and medication use increases after the event to 
prevent recurrence31, the apparent divergence of findings in 
this study may be explained by the unique characteristics of 
the population involved.

Although some of the social variables analyzed, such as race/
skin color, education level, and degree of social and economic 
vulnerability, did not show statistically significant associations 
with the number of prescribed medications, their inclusion in 
Table 1 helps characterize the social profile of the study sample. 
Most patients with polypharmacy were non-white, had low 
educational attainment, and were classified within medium 
or low socioeconomic vulnerability. These data, although not 
conclusive from a statistical perspective, suggest patterns that 
warrant attention and raise relevant hypotheses about the role 
of social determinants in the pharmacotherapeutic profile of 
these patients. The high prevalence of polypharmacy among 
these individuals—mostly non-white, with low educational levels, 
and facing economic vulnerability—reflects structural disparities 
that transcend biomedical issues and are tied to broader social, 
economic, and racial inequalities32-34.

Socially vulnerable populations are disproportionately affected 
by external causes, such as traffic accidents and violence, which 
are the leading causes of disability and death among men in 
Brazil, particularly in large urban centers32,33, as well as by greater 
exposure to accidents related to hazardous occupational activities, 
such as working at heights35-38. Furthermore, men’s lower 
adherence to preventive healthcare services and greater access 
through emergency care illustrate a detachment from primary 
care, thereby worsening clinical outcomes32.

These factors are direct consequences of the social and economic 
inequalities that disproportionately affect populations living 
in poverty in Brazil39. This finding is consistent with the study 
conducted by IPEA34 (2023), which demonstrated that racial 
inequality in access to healthcare in Brazil is deeply intertwined 
with income inequality, directly impacting the ability of historically 
marginalized populations to treat and prevent diseases.

Among women, a progressive increase in medication use was 
observed, with 57.1% using 10 or more medications, while men 
were mostly concentrated in the group using between 5 and 9 
medications (53.5%). This finding aligns with studies indicating 
a higher prevalence of disease among females, greater life 
expectancy compared to males, and increased susceptibility to 
medicalization29. Thus, when analyzing Table 1 horizontally, a 
greater expression of polypharmacy is observed among women.

The same trend was observed in overweight and obese 
patients, who had a higher prevalence of polypharmacy. Among 
overweight individuals, 57.1% used 10 or more medications, 
and this proportion was even higher among diabetic patients, 
with 66.7% using 10 or more drugs. Data from the National 
Survey on Access, Use, and Promotion of Rational Use of 
Medicines (PNAUM)13 support this association, indicating a 
polypharmacy prevalence of 26.0% among obese individuals 
and 36.0% among those with chronic diseases such as diabetes. 
Additionally, Silveira, Dalastra, and Pagotto (2014) identified 
a significant relationship between polypharmacy, eutrophic 
status, and obesity29.

Although underweight patients were less represented in the sample, 
they showed a marked trend toward increased medication use. The 
proportion of drugs used by these patients doubled between the 
groups using 5 to 9 and 10 or more prescribed medications. These 
individuals, with a median age of 56.5 years (40.2 – 61.2 years), 
exhibited lower functionality, with five out of eight patients showing 
complete or modified dependence. These findings are consistent with 
studies that associate polypharmacy with malnutrition, highlighting 
its negative impact on nutritional intake, muscle strength, activities 
of daily living, and quality of life, as well as an increased incidence 
of adverse health events9,40-42. However, such studies often focus on 
elderly populations. These results reinforce that nutritional status 
directly influences polypharmacy patterns, underscoring the need 
for individualized strategies in the management of these patients.

Given the high prevalence of polypharmacy observed, the need 
for continuous pharmacotherapeutic follow-up is evident, aimed 
at preventing adverse events and optimizing clinical outcomes 
in the rehabilitation process. Furthermore, it is emphasized that 
all patients with spinal cord injury are potential candidates for a 
multidisciplinary approach, in which the pharmacist plays a central 
role in monitoring and rationalizing medication use, considering the 
significant pharmacological burden observed in this patient profile.

Limitations

This study presents limitations inherent to its retrospective design 
and the use of secondary data extracted from medical records, 
which may have compromised the completeness of some clinical 
and social variables. The absence of specific data, such as functional 
assessment and level of dependency for some patients, may 
have introduced biases in subgroup analyses and influenced the 
interpretation of results. Additionally, the limited number of patients 
analyzed and the fact that the study was conducted at a single 
center restrict the generalizability of the findings and precluded 
more robust multivariate analyses, hindering the identification of 
interactions between variables. Nevertheless, the methodological 
rigor adopted and the comprehensive use of available data 
contributed to ensuring the internal validity of the results presented.

Future Perspectives

To further advance this line of research, multicenter studies 
encompassing different rehabilitation units are recommended 
in order to increase sample representativeness and allow for 
more robust analyses. A holistic approach is advised, considering 
medication use in the context of patients’ health conditions, 
comorbidities, and individual needs. Future studies should 
investigate the use of potentially inappropriate medications, 
the omission of necessary treatments, and the effectiveness of 
interventions aimed at deprescribing inappropriate drugs.

The analysis of the number of medications, both at admission and 
at discharge, may help clarify whether changes in medication count 
during rehabilitation positively influence functional outcomes. 

Additionally, it would be relevant to investigate how pre-injury 
conditions—such as access to and adherence to medications, 
lifestyle habits, and social and demographic profiles—may 
influence the polypharmacy observed at admission. This approach 
is particularly important to distinguish between factors associated 
with polypharmacy prior to injury and those arising from the type 
of injury and its clinical implications.
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The high prevalence of polypharmacy among patients with 
neurological injuries reflects the complexity of clinical management 
in this population, which involves both preexisting comorbidities 
and complications secondary to the injury. The positive associations 
between polypharmacy and variables such as sex, presence 
of diabetes, and nutritional status reinforce the importance of 
individualized therapeutic strategies, with a focus on treatment 
safety and effectiveness.
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