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Abstract 

Aim: To explore the impact of cognitive impairment post-stroke on outcomes at five 

years.  

Methods: Five-year follow-up of the Action on Secondary Prevention Interventions and 

Rehabilitation in Stroke (ASPIRE-S) prospective cohort. 226 ischemic stroke survivors 

completed Montreal Cognitive Assessments (MoCA) at six months post-stroke. 

Outcomes at five years included independence in activities of daily living, receipt of 

informal care, quality of life, and depressive symptoms. Data were analyzed using 

logistic and linear regression models. Adjusted ORs (95% CI) and Beta coefficients 

(95% CI) are reported.  

Results: 101 stroke survivors were followed up at five years. Cognitive impairment at six 

months was independently associated with, worse quality of life [B (95% CI): -0.595 (-

0.943, -0.248)], lower levels of independence [B (95% CI): -3.605 (-5.705, -1.505)], 

increased likelihood of receiving informal care [OR (95% CI): 6.41 (1.50, 27.32)], and 

increased likelihood of depressive symptoms [OR (95% CI): 4.60 (1.22, 17.40)].  

Conclusion: Cognitive impairment post-stroke is associated with a range of worse 

outcomes. More effective interventions are needed to improve outcomes for this 

vulnerable group of patients.  
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Introduction 

Cognitive impairment is common among stroke survivors, and is associated with 

increased risk of mortality, higher levels of disability and dependency, depressive 

symptoms and worse quality of life.1-5 Even in patients with excellent functional 

recovery, over half experience cognitive impairment, while a third report depressive 

symptoms.6 The chronic phase of the condition accounts for a considerable proportion 

of the total costs of stroke care, with increasingly greater numbers of stroke survivors 

living for longer following stroke.7 A greater focus on multiple levels of recovery, 

including more holistic outcome assessments, is needed to inform the organization and 

allocation of healthcare resources and interventions to optimize long-term recovery 

post-stroke.6, 8, 9 Knowledge of the factors that contribute to worsening longer-term 

outcomes can be used to inform stroke survivors and caregivers, to aid social care and 

health service planning, and to guide the development of research and interventions to 

improve poor outcomes.8, 10, 11 Cognitive impairment has been identified as a key priority 

for further research by stroke survivors, family members and healthcare professionals; 

however longer-term studies of outcomes are relatively scarce, with many focusing on 

disability or a limited range of outcomes only.4, 5, 10, 12, 13 To our knowledge, this is the 

first study to specifically explore the impact of cognitive impairment on a range of 

longer-term outcomes post-stroke.  

 

Aim 

The aim of this exploratory study was to investigate the potential impact of cognitive 

impairment at six months post-stroke on levels of independence in instrumental 

activities of daily living, receipt of informal care, quality of life, and depressive symptoms 

at five years post-stroke. 

 

Materials and Methods 

Study design 

This was a five-year follow-up of the Action on Secondary Prevention Interventions and 

Rehabilitation in Stroke (ASPIRE-S) prospective observational cohort of ischemic stroke 

survivors.1, 14 The design and methods of this follow-up study have been described 

previously.15 
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Study sample 

The ASPIRE-S study recruited 256 acute ischemic stroke patients in hospital and 

followed them up in the community at six months post-stroke. All stroke survivors from 

the original study were eligible to participate. Of 226 patients with cognitive 

assessments at six months post-stroke, 48 (21.2%) died during the follow-up period. We 

previously reported on predictors of mortality at five years post-stroke in this cohort;2 

therefore, deceased patients were excluded from the present analysis. A further 78 

stroke survivors (34.5%) were lost to follow-up. Stroke survivors lost to follow-up tended 

to be older, were more likely to be female, and more likely to have a moderate to severe 

disability and cognitive impairment at six months post-stroke than those who 

participated in the five-year follow-up study (Table 1). 101 stroke survivors were 

followed up at five years post-stroke (Figure 1). The mean follow-up time was 5.1 years 

(SD 0.4) from date of stroke.  

 

 

Figure 1. Flowchart of ASPIRE-S stroke survivors followed up at five years post-stroke 

$One stroke survivor was followed up at five years, but subsequently died before the end of the 

study period 
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Table 1. Demographic and clinical profile of ASPIRE-S stroke survivors at six months 

post-stroke by follow-up status at five years 

 Followed up Lost to follow-up 

N (%) 

Demographics Age (Mean, SD) 64.3 (12.4) 68.7 (12.7)* 

Male 73 (67.6) 40 (46.5)** 

Married (vs. not married) 72 (66.7) 51 (59.3) 

TOAST classification Large artery artherosclerosis 19 (17.6) 12 (14.0) 

Cardioembolism 36 (33.3) 34 (39.5) 

Small vessel occlusion 15 (13.9) 11 (12.8) 

Other 38 (35.2) 29 (33.7) 

Bamford classification Total anterior circulation stroke 7 (6.5) 4 (4.7) 

Partial anterior circulation stroke 39 (36.1) 35 (40.7) 

Posterior circulation syndrome 32 (29.6) 27 (31.4) 

Lacunar syndrome 28 (25.9) 18 (20.9) 

Unclassifiable 2 (1.9) 2 (2.3) 

Stroke severity (SSS score <43) Moderate or severe 18 (16.7) 20 (23.3) 

Vascular risk factors at six 

months 

Hypertension  76 (71.0) 62 (72.9) 

Elevated total cholesterol  23 (22.1) 17 (21.8) 

Impaired fasting glucose  11 (10.8) 14 (18.0) 

Overweight/obese  60 (56.1) 52 (61.9) 

Smoker 28 (25.9) 28 (32.6) 

History of alcohol abuse 18 (16.7) 10 (11.6) 

Previous stroke/TIA  24 (22.2) 19 (22.1) 

History of heart disease 30 (27.8) 24 (27.9) 

History of carotid stenosis 18 (16.7) 13 (15.1) 

History of atrial fibrillation 32 (29.6) 29 (33.7) 

Cognitive impairment MoCA <24 27 (26.7) 35 (44.9)* 

Depression  Depressive symptoms 14 (14.1) 15 (19.7) 

Disability (mRS ≥3) Moderate to severe 18 (16.7) 25 (29.1)* 

*p<.05, **p<.01. MoCA: Montreal Cognitive Assessment. TIA: Transient Ischemic Attack. SSS: 

Scandinavian Stroke Scale. mRS: modified Rankin Scale. 

 

Five-year assessments 

Five-year follow-up data were collected using face-to-face assessments and self-report 

questionnaires. Self-report questionnaires were sent by post prior to the face-to-face 

assessments and checked for completion by a member of the research team. If stroke 

survivors were unable to complete the questionnaires on their own, family members, 
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caregivers, or a member of the research team provided assistance. This method was 

also used during the original six-month assessment of this cohort.1, 14  

 

Cognitive function 

Cognitive function was assessed at both six months and five years post-stroke using the 

Montreal Cognitive Assessment (MoCA), a rapid, 30-point screening tool that assesses 

several cognitive domains.16 While the MoCA has demonstrated higher sensitivity for 

cognitive impairment in stroke cohorts than the Mini Mental State Examination 

(MMSE),17 concerns have been raised over the lack of specificity of the original cut-

off.17-20 Therefore, we used a cut-off of <24 to identify stroke survivors with evidence of 

cognitive impairment.18, 20 This cut-off has been used previously to identify cognitive 

impairment in a general population sample of older adults in Ireland.21 

 

Outcomes 

Independence in instrumental activities of daily living (IADLs) was assessed with the 

Nottingham Extended Activities of Daily Living scale (NEADL). This 22-item measure 

assesses independence in activities that may be important to stroke survivors who have 

been discharged home, including mobility, kitchen, domestic and leisure activities. 

Scores range from 0 to 22, with higher scores indicating greater independence.22 

Receipt of informal care was categorized according to whether stroke survivors reported 

receiving any assistance with their care from family, friends or neighbors. Quality of life 

was assessed using the Stroke Specific Quality of Life Scale (SSQOL).23 This measure 

consists of 49 items in 12 domains, including social and family roles, mood, personality, 

language, thinking and vision, energy, mobility, and upper extremity use, and self-care 

and work/productivity. Scores on each item range from 1 (representing the response 

options total help/couldn’t do at all/strongly agree) to 5 (representing the response 

options no help needed/no trouble at all/strongly disagree). Item scores within each 

domain are averaged to create a mean domain score; the mean domain scores are then 

averaged to produce an overall SSQOL score ranging from 1 to 5, with higher scores 

indicating greater quality of life.23, 24 Depressive symptoms at five years post-stroke 

were assessed using the Center for Epidemiologic Studies Depression Scale (CES-D), 

with the recommended cut-off of ≥16 to identify individuals at risk of clinical 

depression.25  
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Covariates 

Covariates included demographic factors (age and sex) and vascular risk factors 

assessed at six months post-stroke.1, 14 Clinical measures collected at six months 

included blood pressure, lipid profiles, fasting glucose levels, weight, history of 

stroke/TIA, history of heart disease, history of carotid stenosis and presence of atrial 

fibrillation. We classified vascular risk factors according to European secondary 

prevention targets.27 TOAST and Bamford classifications of the index stroke were 

collected as part of the original ASPIRE-S study. Stroke severity was assessed with the 

Scandinavian Stroke Scale,28 with scores of 0-25 considered severe, 26-42 moderate, 

and 43-58 categorized as mild strokes.29 The presence of depressive symptoms at six 

months post-stroke was assessed using the Hospital Anxiety and Depression Scale 

depression subscale (HADS-D), with the recommended cut-off of scores ≥8 used to 

identify participants with depressive symptoms.32 Communication difficulties, which may 

affect performance on cognitive assessments, were assessed using the Frenchay 

Aphasia Screening Test (short form) (FAST), with scores <14 considered to be 

indicative of aphasia.33  

 

Ethical approval 

This study adhered to the principles of the Declaration of Helsinki. Ethical approval was 

granted by the Research Ethics Committees at Beaumont Hospital (ref. 16/26), Mater 

Misericordiae University Hospital (1/378/1855), Connolly Hospital Blanchardstown 

(28/11/2016), and the Royal College of Surgeons in Ireland (REC 1355). All participants 

gave informed, written consent.  

 

Statistical analysis 

Univariate associations with each outcome were explored using chi-square tests, t-tests 

and one-way ANOVAs as appropriate. Multivariable logistic and linear regression 

models were used to investigate associations between cognitive status at six months 

and outcomes at five years. Stroke categories and subtypes were excluded from 

multivariable analyses due to the small numbers in some subgroups. Stroke severity 

was included in multivariable models as a continuous variable (total Scandinavian 

Stroke Scale score). Multivariable models initially controlled for age, sex, stroke severity 

and depressive symptoms at six months, as well as any factors significantly associated 

with the outcome in univariate analysis. Due to sample size limitations and the risk of 
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overfitting, variables that were not statistically significant after adjustment in 

multivariable analysis were dropped from the final models (age and stroke severity were 

retained in all models). As all stroke survivors with evidence of aphasia at six months 

also scored below the MoCA cut-off (indicating the presence of cognitive impairment), 

we conducted sensitivity analyses excluding participants with aphasia. Adjusted Odds 

Ratios (ORs) (95% CI) and Beta coefficients (B) (95% CI) are reported. As this was an 

exploratory analysis with a small sample size potentially lacking in statistical power, we 

did not adjust for multiple comparisons. Data were analyzed using Stata 13 (Statacorp, 

College Station, TX).  

 

Results 

At six months post-stroke, 92 of 226 stroke survivors (40.7%) had evidence of cognitive 

impairment according to MoCA scores <24. Of the 101 stroke survivors included in this 

five-year follow-up study, 27 (26.7%) had evidence of cognitive impairment at six 

months post-stroke, while 46 (45.5%) had evidence of cognitive impairment at five 

years. 97 stroke survivors completed the MoCA at both time points. Of those with 

evidence of cognitive impairment at six months post-stroke, 88.0% (n=22) remained 

cognitively impaired at five years. An additional 20 stroke survivors (27.8%) without 

evidence of cognitive impairment at six months post-stroke were classified as 

cognitively impaired at five years. Three stroke survivors with evidence of cognitive 

impairment at six months were no longer classified as impaired at five years.  

 

Cognitive impairment at six months post-stroke was associated with significantly greater 

likelihood of being in receipt of informal care at five years, with 63.0% of those with 

cognitive impairment at six months receiving informal care at five years, compared to 

17.8% of those without cognitive impairment. Cognitive impairment at six months post-

stroke was associated with significantly lower levels of ADL independence (mean 

NEADL scores of 12.6 vs. 18.8) and worse quality of life (mean SSQOL scores 3.40 vs. 

4.06). Cognitive impairment at six months was also associated with a significantly 

increased likelihood of depressive symptoms at five years, with 42.3% of stroke 

survivors with cognitive impairment at six months reporting depressive symptoms at five 

years, compared to 20.9% of those without cognitive impairment at six months post-

stroke (Table 2). 
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Table 2. Clinical characteristics and five-year outcomes by cognitive status at six 

months 

Clinical characteristics 

(n=101) 

No cognitive 

impairment  

Cognitive 

impairment  

Age (Mean, SD) 66.1 (12.0) 75 (11.1)** 

Male (n, %) 51 (68.9) 17 (63.0) 

Moderate or severe stroke (SSS <43) (n, %) 8 (10.8) 6 (22.2) 

Aphasia (FAST <14, n=100) (n, %) 0  2 (7.4)* 

 

Five year outcomes 

  

Quality of life (SSQOL) (n=91) (Mean, SD)  4.06 (0.71) 3.40 (0.76)*** 

IADL Independence (NEADL) (n=93) (Mean, SD) 18.8 (4.5) 12.6 (7.3)*** 

In receipt of any informal care (n=100) (n, %) 13 (17.8) 17 (63.0)*** 

Depressive symptoms (n=100) (n, %)  14 (20.9) 11 (42.3)* 

Cognitive impairment (MoCA<24) (n=97) (n, %) 20 (27.8) 22 (88.0)*** 

***p<.001, **p<.01, * p<0.05.  

n=total number of stroke survivors included in each univariate analysis 

SSS: Scandinavian Stroke Scale 

FAST: Frenchay Aphasia Screening Test 

SSQOL: Stroke Specific Quality of Life Scale  

NEADL: Nottingham Extended Activities of Daily Living Scale.  

 

Multivariate analyses indicated that cognitive impairment at six months post-stroke was 

independently associated with worse quality of life, lower levels of independence in 

activities of daily living, greater likelihood of receiving informal care, and increased 

likelihood of experiencing depressive symptoms at five years post-stroke, controlling for 

a number of potential confounders (Table 3). Excluding stroke survivors with aphasia at 

six months post-stroke did not substantially alter the size, direction, or interpretation of 

these effects (Table 3). 

 



 11 

Table 3. Adjusted associations between cognitive impairment at 6 months and outcomes at 5 years post-stroke 

 

Model 

 

Outcome 

Cognitive impairment at 6 months post-stroke 

Including stroke survivors with aphasia Excluding stroke survivors with aphasia  

B (95% CI) β Model B (95% CI) β Model 

1 Quality of life  
-0.595  

(-0.943, -0.248) 
-.324** 

n=88 

F(5,82)=9.14, R2=0.319 

-0.651  

(-1.016, -0.286) 

-.342** n=85 

F(5,79)=9.27, R2=0.330 

2 
IADL 

independence  

-3.605 (-5.705, -

1.505) 
-.263** 

N=88 

F(4,83)=26.74, R2=0.542 

-3.509  

(-5.729, -1.289) 

-.249** n=85 

F(4,80)=25.39, R2=0.537 

 OR (95% CI) Model OR (95% CI) Model 

3 Informal care 6.41 (1.50, 27.32)* 
n=93 

Χ2(4)=52.38, R2=0.460  
5.92 (1.32, 26.45)* 

n=90 

Χ2(4)=49.96,  R2=0.454 

4 
Depressive 

symptoms 
4.60 (1.22, 17.40)* 

n=88 

Χ2(5)=17.57,  R2=0.178 
6.64 (1.57, 28.02)* 

n=85 

Χ2(5)=20.24,  R2=0.213 

*p<.05, **p<.01, ***p<.001.  

n=total number of stroke survivors included in each analysis. Model 1 adjusted for age, stroke severity, depressive symptoms and history of 

heart disease at six months. Model 2 adjusted for age, stroke severity, and recurrent events at five years. Model 3 adjusted for age, stroke 

severity and recurrent events at five years. Model 4 adjusted for age, stroke severity, history of heart disease, and depressive symptoms at six 

months.  R2: adjusted (linear), McFadden’s (logistic).  
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Discussion 

Cognitive impairment at six months post-stroke was independently associated with 

worse outcomes at five years, including, worse quality of life, reduced independence in 

instrumental activities of daily living, and increased likelihood of experiencing 

depressive symptoms. Previous research has reported links between cognitive 

impairment and dependency, depressive symptoms, and poorer quality of life in the 

shorter term post-stroke,3 while recovery of cognitive function has been reported to 

reduce levels of disability.34 We previously reported that cognitive impairment in the 

ASPIRE-S cohort was associated with significantly increased mortality risk within five 

years.2 Further, stroke survivors with cognitive impairment at six months post-stroke 

were significantly more likely to be lost to follow-up. It would therefore seem likely that 

the associations between cognitive impairment and poorer outcomes reported here are 

underestimated. Given that presence of cognitive impairment significantly predicts 

progression to dementia,11, 35, 36 it seems reasonable to speculate that a proportion of 

ASPIRE-S stroke survivors with cognitive impairment at six months post-stroke who 

were lost to follow-up at five years may now have dementia.  

 

The majority of stroke survivors with evidence of cognitive impairment at six months 

post-stroke in our cohort remained cognitively impaired at five years, highlighting the 

persistent nature of cognitive deficits post-stroke. Further, around a quarter of survivors 

without evidence of cognitive impairment at six months post-stroke were classified as 

cognitively impaired at five years. Knowledge of outcomes associated with cognitive 

impairment post-stroke can be used to inform patients and caregivers, to plan health 

and social care services, inform interventions, and ascertain the overall burden of 

stroke.11 

 

Our findings suggest that a significant number of stroke survivors continue to have on-

going rehabilitation needs, with a need for improved access to psychological and 

occupational therapy services and interventions in the longer term. Cognitive decline of 

stroke survivors has been linked with increased levels of anxious and depressive 

symptoms among family caregivers, who may also require additional supports.38 

However, rehabilitation tends to focus only on the weeks and months immediately 

following stroke, and largely fails to include any cognitive components, thereby failing to 

meet the evolving needs of stroke survivors and caregivers in the longer term.39  



 13 

 

Our study also highlights the importance of regular screening for cognitive impairment in 

stroke survivors. Screening could help to identify a particularly vulnerable group of 

patients at risk of poorer outcomes, who may require additional health and social care 

services and supports,2 including help with management and administration of 

secondary prevention medications37 (authors’ manuscript under review, 2019). There is 

a need to monitor cognitive impairment in stroke survivors both in the short and longer 

term, and to develop cost-effective ways of managing the long-term needs of this 

growing and vulnerable group of patients.40 Unfortunately, interventions for the 

rehabilitation of cognitive function in stroke survivors have shown limited efficacy,42 and 

there is a need for further research to identify effective interventions for post-stroke 

cognitive impairment. 

 

Limitations and strengths 

Our study has a number of limitations. A third of our sample was lost to follow-up; a rate 

of attrition equivalent to another recently reported study conducted over a similar 

timeframe.44 Loss to follow-up is a common issue in longer-term studies of stroke 

survivors, with the South London Stroke Register similarly reporting rates of attrition of 

about 20% per year between 1 and 5 years post-stroke.10 Considering that stroke 

survivors lost to follow-up in our study were more likely to be older and to have cognitive 

impairment and moderate to severe disability at six months post-stroke, it seems likely 

that the poor outcomes reported in this study are underestimated. As this is a follow-up 

study, the sample size was based on the availability of participants, rather than a 

statistical power calculation. It is possible that the analyses for some associations of 

interest were underpowered. Due to the exploratory nature of this study and the small 

sample size and potential lack of statistical power, analyses were not adjusted for 

multiple comparisons. While a number of known confounders were assessed and 

adjusted for in multivariate models, due to the observational nature of this study, there 

may be other unknown or unmeasured confounding factors. It was not possible to 

examine the impact of stroke location, as these data were not collected as part of the 

original ASPIRE-S study. Left hemisphere lesions have been found to significantly 

predict post-stroke cognitive impairment5, 45 and dementia,11 and should be considered 

in future studies on outcomes of cognitive impairment post-stroke.  
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While the MoCA has been reported to have high sensitivity and specificity in predicting 

cognitive impairment post-stroke,46 the assessment may miss important deficits in 

apraxia, neglect and number processing.47 MoCA scores can be confounded by 

language impairments such as aphasia, as the majority of items require substantial 

verbal abilities.47 Indeed, all stroke survivors with evidence of aphasia at six months 

post-stroke in our study also had evidence of cognitive impairment according to the 

MoCA. While we conducted sensitivity analyses excluding stroke survivors with 

aphasia, future research could consider the use of tools such as the Oxford Cognitive 

Screen,47, 48 which assesses domain specific cognitive impairments and includes 

measures of aphasia, apraxia and neglect. Information on domain-level cognitive 

deficits could also aid identification of and referral to appropriate rehabilitation 

services.47  

 

Strengths of this study include the length of follow-up and comprehensive assessment 

of outcomes. Longer-term follow-up studies of stroke survivors are relatively scarce, 

with many previous studies involving historical cohorts that may not reflect modern 

acute stroke care and secondary prevention efforts.49 Our study provides an updated 

account of post-stroke outcomes in the longer-term, and is, to our knowledge, the first to 

explore a range of longer-term outcomes of post-stroke cognitive impairment.  

 

Conclusion 

Post-stroke cognitive impairment affects a significant number of stroke survivors and is 

associated with a range of poorer outcomes. There is a need for regular screening and 

more effective interventions and continued access to rehabilitation services to improve 

outcomes for this vulnerable group of patients.  

 

 

Acknowledgements  

The authors would like to thank all participants for their time and participation. This work 

was supported by the Health Research Board (grant numbers SPHeRE 2013/1, 

1404/7400, and RL-15-1579 [to KB]), and the Irish Heart Foundation (ref. 1296829). 

The Health Research Board (HRB) supports excellent research that improves people’s 

health, patient care and health service delivery.  

 



 15 

Data availability 

The data that support the findings of this study are available on request from the 

corresponding author, DR. 

 

Author contributions  

DR, AH, KB and DW conceived the study. DR, AH, KB, DW, ED, EC, EG, LM and LB 

were involved in protocol development, and gaining ethical approval. DR, EG, ML, KB, 

LM, LB and PH were involved in patient recruitment and data collection/extraction. DR 

conducted the data analysis and wrote the first draft of the manuscript. All authors 

reviewed and edited the manuscript and approved the final version of the manuscript. 

 

Conflicting interests  

DW is an Advisory Board Member for Boehringer Ingelheim, Daiichi Sankyo, Bristol 

Myers Squibb, and Bayer and has received personal fees for this outside the submitted 

work. DW is Speaker Honorarium for Boehringer Ingelheim and has received personal 

fees for this outside the submitted work. All other authors have no conflicts of interest to 

declare.  

 

  



 16 

References 

 

1. Mellon L, Brewer L, Hall P, et al. Cognitive impairment six months after 

ischaemic stroke: A profile from the ASPIRE-S study. BMC Neurology. 

2015;15(31). 

2. Gaynor E, Rohde D, Large M, et al. Cognitive Impairment, Vulnerability, and 

Mortality Post Ischemic Stroke: A Five-Year Follow-Up of the Action on 

Secondary Prevention Interventions and Rehabilitation in Stroke (ASPIRE-S) 

Cohort. Journal of Stroke and Cerebrovascular Diseases. 2018;27(9):2466-2473. 

3. Nys GM, van Zandvoort MJ, van der Worp HB, et al. Early cognitive impairment 

predicts long-term depressive symptoms and quality of life after stroke. J Neurol 

Sci. Sep 25 2006;247(2):149-156. 

4. Quinn TJ, Elliott E, Langhorne P. Cognitive and Mood Assessment Tools for Use 

in Stroke. Stroke. Feb 2018;49(2):483-490. 

5. Patel MD, Coshall C, Rudd AG, Wolfe CD. Cognitive impairment after stroke: 

clinical determinants and its associations with long-term stroke outcomes. J Am 

Geriatr Soc. Apr 2002;50(4):700-706. 

6. Kapoor A, Lanctot KL, Bayley M, et al. "Good Outcome" Isn't Good Enough: 

Cognitive Impairment, Depressive Symptoms, and Social Restrictions in 

Physically Recovered Stroke Patients. Stroke. Jun 2017;48(6):1688-1690. 

7. Smith S, Horgan F, Sexton E, et al. The future cost of stroke in Ireland: an 

analysis of the potential impact of demographic change and implementation of 

evidence-based therapies. Age Ageing. May 2013;42(3):299-306. 

8. Winovich DT, Longstreth WT, Jr., Arnold AM, et al. Factors Associated With 

Ischemic Stroke Survival and Recovery in Older Adults. Stroke. Jul 

2017;48(7):1818-1826. 

9. Singh RJ, Chen S, Ganesh A, Hill MD. Long-term neurological, vascular, and 

mortality outcomes after stroke. International Journal of Stroke. 2018 

2018;13(8):787-796. 

10. Wolfe CD, Crichton SL, Heuschmann PU, et al. Estimates of outcomes up to ten 

years after stroke: analysis from the prospective South London Stroke Register. 

PLoS Med. May 2011;8(5):e1001033. 



 17 

11. Pendlebury ST, Rothwell PM. Prevalence, incidence, and factors associated with 

pre-stroke and post-stroke dementia: a systematic review and meta-analysis. 

Lancet Neurol. Nov 2009;8(11):1006-1018. 

12. Pollock A, St George B, Fenton M, Firkins L. Top 10 research priorities relating to 

life after stroke--consensus from stroke survivors, caregivers, and health 

professionals. Int J Stroke. Apr 2014;9(3):313-320. 

13. Jönsson AC, Delavaran H, Iwarsson S, Stahl A, Norrving B, Lindgren A. 

Functional status and patient-reported outcome 10 years after stroke: the Lund 

Stroke Register. Stroke. Jun 2014;45(6):1784-1790. 

14. Brewer L, Mellon L, Hall P, et al. Secondary prevention after ischaemic stroke: 

the ASPIRE-S study. BMC Neurol. 2015;15:216. 

15. Rohde D, Williams D, Gaynor E, et al. Secondary prevention and cognitive 

function after stroke: a study protocol for a 5-year follow-up of the ASPIRE-S 

cohort. BMJ Open. Mar 27 2017;7(3):e014819. 

16. Nasreddine ZS, Phillips NA, Bedirian V, et al. The Montreal Cognitive 

Assessment, MoCA: a brief screening tool for mild cognitive impairment. J Am 

Geriatr Soc. Apr 2005;53(4):695-699. 

17. Lees R, Selvarajah J, Fenton C, et al. Test accuracy of cognitive screening tests 

for diagnosis of dementia and multidomain cognitive impairment in stroke. 

Stroke. Oct 2014;45(10):3008-3018. 

18. Luis CA, Keegan AP, Mullan M. Cross validation of the Montreal Cognitive 

Assessment in community dwelling older adults residing in the Southeastern US. 

Int J Geriatr Psychiatry. 20090126 DCOM- 20091102 2009;24(2):197-202. 

19. Waldron-Perrine B, Axelrod BN. Determining an appropriate cutting score for 

indication of impairment on the Montreal Cognitive Assessment. Int J Geriatr 

Psychiatry. Nov 2012;27(11):1189-1194. 

20. Coen RF, Cahill R, Lawlor BA. Things to watch out for when using the Montreal 

cognitive assessment (MoCA). Int J Geriatr Psychiatry. Jan 2011;26(1):107-108. 

21. Rohde D, Hickey A, Williams D, Bennett K. Cognitive impairment and 

cardiovascular medication use: Results from wave 1 of The Irish Longitudinal 

Study on Ageing. Cardiovasc Ther. Dec 2017;35(6). 

22. Nouri F, Lincoln N. An extended activities of daily living scale for stroke patients. 

Clin Rehabil. November 1, 1987 1987;1(4):301-305. 



 18 

23. Williams LS, Weinberger M, Harris LE, Clark DO, Biller J. Development of a 

stroke-specific quality of life scale. Stroke. 19990716 DCOM- 19990716 

1999;30(7):1362-1369. 

24. Williams LS, Bakas T, Brizendine E, et al. How valid are family proxy 

assessments of stroke patients' health-related quality of life? Stroke. Aug 

2006;37(8):2081-2085. 

25. Radloff LS. The CES-D Scale: A Self-Report Depression Scale for Research in 

the General Population. Appl Psychol Meas. 1977;1(3):385-401. 

26. Tan HH, Xu J, Teoh HL, et al. Decline in changing Montreal Cognitive 

Assessment (MoCA) scores is associated with post-stroke cognitive decline 

determined by a formal neuropsychological evaluation. PLoS One. 

2017;12(3):e0173291. 

27. Piepoli MF, Hoes AW, Agewall S, et al. 2016 European Guidelines on 

cardiovascular disease prevention in clinical practice: The Sixth Joint Task Force 

of the European Society of Cardiology and Other Societies on Cardiovascular 

Disease Prevention in Clinical Practice (constituted by representatives of 10 

societies and by invited experts)Developed with the special contribution of the 

European Association for Cardiovascular Prevention & Rehabilitation (EACPR). 

Eur Heart J. Aug 01 2016;37(29):2315-2381. 

28. Lindenstrøm E, Boysen G, Waage CL, à Rogvi Hansen B, Würtzen Nielsen P. 

Reliability of Scandinavian Neurological Stroke Scale. Cerebrovasc Dis. 

1991;1(2):103-107. 

29. Govan L, Langhorne P, Weir CJ. Categorizing stroke prognosis using different 

stroke scales. 20090928 DCOM- 20091117 2009(1524-4628 (Electronic)). 

30. Bonita R, Beaglehole R. Recovery of motor function after stroke. Stroke. Dec 

1988;19(12):1497-1500. 

31. Narasimhalu K, Ang S, De Silva DA, et al. The prognostic effects of poststroke 

cognitive impairment no dementia and domain-specific cognitive impairments in 

nondisabled ischemic stroke patients. Stroke. Apr 2011;42(4):883-888. 

32. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta 

Psychiatr Scand. Jun 1983;67(6):361-370. 

33. Enderby PM, Wood VA, Wade DT, Hewer RL. The Frenchay Aphasia Screening 

Test: a short, simple test for aphasia appropriate for non-specialists. Int Rehabil 

Med. 1987;8(4):166-170. 



 19 

34. Patel M, Coshall C, Rudd AG, Wolfe CD. Natural history of cognitive impairment 

after stroke and factors associated with its recovery. Clin Rehabil. Mar 

2003;17(2):158-166. 

35. Andrews JS, Desai U, Kirson NY, et al. Functional limitations and health care 

resource utilization for individuals with cognitive impairment without dementia: 

Findings from a United States population-based survey. Alzheimers Dement 

(Amst). 2017;6:65-74. 

36. Srikanth VK, Quinn SJ, Donnan GA, Saling MM, Thrift AG. Long-term cognitive 

transitions, rates of cognitive change, and predictors of incident dementia in a 

population-based first-ever stroke cohort. Stroke. Oct 2006;37(10):2479-2483. 

37. Rohde D, Merriman NA, Doyle F, Bennett K, Williams D, Hickey A. Does 

cognitive impairment impact adherence? A systematic review and meta-analysis 

of the association between cognitive impairment and medication non-adherence 

in stroke. PLoS One. 2017;12(12):e0189339. 

38. Rohde D, Gaynor E, Large M, et al. Stroke survivor cognitive decline and 

psychological wellbeing of family caregivers five years post-stroke: a cross-

sectional analysis. Topics in Stroke Rehabilitation. 2019. 

39. Intercollegiate Stroke Working Party. National Clinical Guideline for Stroke, 5th 

edition. London: Royal College of Physicians; 2016. 

40. Levine DA, Galecki AT, Langa KM, et al. Trajectory of Cognitive Decline After 

Incident Stroke. Jama. Jul 7 2015;314(1):41-51. 

41. Mijajlovic MD, Pavlovic A, Brainin M, et al. Post-stroke dementia - a 

comprehensive review. BMC Med. Jan 18 2017;15(1):11. 

42. Merriman NA, Sexton E, McCabe G, et al. Addressing cognitive impairment 

following stroke: Systematic review and meta-analysis of non-randomised 

controlled studies of psychological interventions. BMJ Open. 2019;Accepted for 

publication. 

43. Rogers JM, Foord R, Stolwyk RJ, Wong D, Wilson PH. General and Domain-

Specific Effectiveness of Cognitive Remediation after Stroke: Systematic 

Literature Review and Meta-Analysis. Neuropsychology Review. 2018;28:285-

309. 

44. Mahon S, Parmar P, Barker-Collo S, et al. Determinants, Prevalence, and 

Trajectory of Long-Term Post-Stroke Cognitive Impairment: Results from a 4-



 20 

Year Follow-Up of the ARCOS-IV Study. Neuroepidemiology. 2017;49(3-4):129-

134. 

45. Munsch F, Sagnier S, Asselineau J, et al. Stroke Location Is an Independent 

Predictor of Cognitive Outcome. Stroke. 2016/01/01 2016;47(1):66-73. 

46. Chiti G, Pantoni L. Use of Montreal Cognitive Assessment in patients with stroke. 

Stroke. Oct 2014;45(10):3135-3140. 

47. Demeyere N, Riddoch MJ, Slavkova ED, et al. Domain-specific versus 

generalized cognitive screening in acute stroke. J Neurol. Feb 2016;263(2):306-

315. 

48. Demeyere N, Riddoch MJ, Slavkova ED, Bickerton WL, Humphreys GW. The 

Oxford Cognitive Screen (OCS): validation of a stroke-specific short cognitive 

screening tool. Psychol Assess. Sep 2015;27(3):883-894. 

49. Pendlebury ST, Rothwell PM. Risk of recurrent stroke, other vascular events and 

dementia after transient ischaemic attack and stroke. Cerebrovasc Dis. 2009;27 

Suppl 3:1-11. 

  


	The Impact of Cognitive Impairment on Poststroke Outcomes: A 5-Year Follow-Up.

