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Abstract

Background Iron deficiency (ID) is a common co-morbidity in patients with cardiovascular disease and contributes to
impaired functional capacity. The relevance of ID in patients in recovery after acute stroke is not known. We assessed
the prevalence of ID and anaemia in relation to functional capacity and to recovery during early rehabilitation after
stroke.
Methods This observational study enrolled consecutively 746 patients with ischaemic or haemorrhagic stroke at
in-patient early rehabilitation (age 68 ± 13 years, female 47%, ischaemic stroke 87%). Functional capacity was
assessed before and after rehabilitation using Barthel index (reha-BI), motricity index (MI), trunk control test
(TCT), and functional ambulatory category (FAC). ID was defined as ferritin <100 μg/L or as transferrin saturation
(TSAT) < 20% if ferritin was 100- < 300 μg/L or if CrP > 5 mg/L. Anaemia was defined as Hb < 12 g/dL (women)
and <13 g/dL (men).
Results The prevalence of ID and anaemia before rehabilitation were 45% and 46%, respectively, and remained high
at discharge (after 27 ± 17 days) at 40% and 48%, respectively. Patients with ID had lower functional capacity com-
pared with patients without ID (reha-BI 20 [±86] vs. 40 [±80], MI 64 [±66] vs. 77 [±41], TCT 61 [±76] vs. 100
[±39], FAC 1 [±4] vs. 4 [±4]; median [IQR], all P < 0.001). ID was related to inflammation (OR 2.68 [95% CI
1.98–3.63], P < 0.001), female sex (OR 2.13 [95% CI 1.59–2.85], P < 0.001), haemorrhagic stroke (OR 1.70 [95%
CI 1.11–2.61], P = 0.015), initial treatment on stroke unit (OR 3.59 [95% CI 1.08–11.89], P < 0.001), and anaemia
(OR 2.94 [95% CI 2.18–3.96], P < 0.001), while age, BMI, and renal function were not related to ID. In adjusted anal-
ysis, ID was associated with low functional capacity in all functional scores: reha-BI (OR 1.66 [95% CI 1.08–2.54],
P = 0.02), motricity index (OR 1.94 [95% CI 1.36–2.76], P < 0.001), trunk control test (OR 2.34 [95% CI]
1.64–3.32, P < 0.001) and functional ambulatory category (OR 1.77 [95% CI 1.2–2.63], P < 0.02). Functional capacity
improved during rehabilitation regardless of presence of ID, but functional outcome remained significantly lower in pa-
tients with ID at the end of rehabilitation (rehab BI and MI, both P < 0.001).
Conclusions Iron deficiency and anaemia are common and persistent findings in patients after acute stroke. ID and
anaemia are independently related to lower functional capacity after acute stroke and to poor functional outcome after
rehabilitation. Regular assessment of iron status may identify patients at risk of low functional recovery.
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Introduction

Stroke is a leading cause of mortality and the single greatest
cause of disability in the adult population in modern society.1

Even with optimal therapy, up to 50% of the patients suffer
from relevant physical disability.2 While mortality trends are
decreasing in western society, this is not matched by changes
in incidence of stroke.3,4 Therefore, rehabilitation efforts to
regain physical capacity after stroke are of increasing impor-
tance. The disability after stroke is typically attributed to
brain injury itself and lost neuronal control. Accordingly,
partial re-innervation, cerebral restructuration, and re-
learning are important adaptive processes that contribute
to functional recovery after stroke. Rehabilitation efforts are
predominantly focused on these processes of limited neuro-
nal adaptive plasticity. Less attention is paid, however, to
the metabolic and functional capacity of the skeletal muscle,
the main effector organ of physical capacity. Muscle
weakness and fatigue and early exhaustion are common in
patients after stroke and are limiting factors during rehabilita-
tion. Factors that limit functional capacity of skeletal muscle
beside the paralytic impairment should be identified as po-
tential targets to boost functional recovery and to improve
rehabilitation outcome.

Iron deficiency and anaemia are common co-morbidities in
elderly patients with cardiovascular disease5 and have a
strong impact on muscle function and physical performance.
Iron deficiency and anaemia result in impaired strength, early
fatigue, poor quality of life, prolonged hospitalization, and
impaired survival.6 Notably, iron deficiency and anaemia have
been shown to exert independent and additive detrimental
effects on functional capacity in patients with various
diseases such as heart failure,7,8 COPD,9 multiple sclerosis,10

metabolic diseases,11 adults,12 or elderly hospitalized
patients.13 Iron deficiency was shown to account for poor
functional recovery after hospitalization.13 The prevalence
of iron deficiency as a potentially treatable condition in pa-
tients in rehabilitation after acute stroke and its relation to
functional capacity after stroke are not known. In this
observational study, we aimed to investigate iron deficiency
with or without anaemia and functional outcome in patients
at rehabilitation after stroke.

Subjects and methods

This prospective longitudinal observational study was con-
ducted at the rehabilitation centre Brandenburgklinik,
Bernau, Germany. All patients consecutively admitted for
in-patient rehabilitation with ischaemic or haemorrhagic
stroke for a 12 month period (May 2010–April 2011) were in-
cluded in the study. According to national standards for early
rehabilitation after stroke, patients were admitted within

21 days after stroke by direct transfer from primary care hos-
pital to the rehabilitation centre. Minimum standard duration
of hospitalized rehabilitation is 3 weeks, but duration may be
extended depending on clinical needs and on the prospects
of continued improvement. Patients were evaluated for func-
tional independence at admission to the rehabilitation centre
and at discharge. Acute ischaemic stroke was classified ac-
cording to the Trial of ORG 10172 in Acute Stroke Treatment
(TOAST) criteria.14 The study had been approved by the ethics
committee of medical association of Brandenburg.

Assessment of functional capacity

Functional capacity of patients was assessed using the early
rehabilitation Barthel index (reha-BI), the motoric capacity
was assessed using the motricity index (MI), trunk control
test (TCT), and functional ambulatory category (FAC). The
reha-BI is an ordinal score to assess independence in activi-
ties of daily living (ADL) related to self-care and mobility.
The reha-BI includes 10 items of the Barthel Index15 and
additional scores for specific requirements of patient care in
early rehabilitation after stroke, ranging from �300 to
100.16 Maximum scores of the reha-BI of 100 indicates full in-
dependence with lower levels indicating increasing impair-
ment in ADL. The MI is an ordinal weighted scale ranging
from 0 (no motoric movement) to 100 (normal movement
and strength) to assess motor functional capacity and
strength of the upper and lower extremity after stroke.17

The TCT is a score ranging from 0 to 100 points to assess
items of trunk control (rolling, sitting, and maintaining bal-
ance in the sitting position) with a higher score indicating a
better performance.18

FAC is a common assessment scale of gait that assesses
ambulation status ranging from 0 (non-functional ambula-
tion) to 5 (independent). The reliability, predictive validity,
and responsiveness of FAC have been proven to be excellent
in patients with stroke.19

Laboratory measurements and definitions

Routine venous blood samples were taken at admission to
the rehabilitation centre and at discharge. Full blood count
including erythrocyte indices mean corpuscular volume
(MCV), mean corpuscular haemoglobin (MCH), mean corpus-
cular haemoglobin concentration (MCHC), reticulocyte count
and reticulocyte production index (RPI), and standard bio-
chemical variables were assessed through the routine system
of the certified standard laboratory. The following parame-
ters on iron metabolism were assessed: serum concentra-
tions of ferritin, transferrin, iron, and total iron binding
capacity (TIBC), and soluble transferrin receptor. Transferrin
saturation (TSAT) was calculated as a ratio serum iron and

Iron deficiency in acute stroke 1037

Journal of Cachexia, Sarcopenia and Muscle 2022; 13: 1036–1044
DOI: 10.1002/jcsm.12927



TIBC, multiplied by 100 and expressed in percentage.
Haemoglobin was assessed using CELL-DYN 3700 (Abbot),
ferritin was assessed by immunoassay and transferrin, and
C-reactive protein (CrP) were assessed by immune
turbimetric tests [all (cobas e601, Roche Diagnostics GmbH,
Mannheim, Germany)]. Renal function was assessed by creat-
inine levels and by estimated glomerular filtration rate (eGFR)
calculated according to the MDRD formula. Anaemia was de-
fined as Hb < 12 g/dL (women) and <13 g/dL (men). Iron de-
ficiency is defined as described previously at ferritin
<100 μg/L or ferritin 100- < 300 μg/L when TSAT <20%.20

Further, the characteristic of ferritin as acute-phase protein
was taken into account as elevated ferritin levels in the pres-
ence of inflammatory activation may not reflect the true iron
load of the apoferritin.21 Therefore, iron deficiency was con-
sidered solely on the basis of TSAT<20% if elevated levels
CrP (>5 mg/L) indicated presence of inflammatory activation.

Statistics

All data are presented as percentage for categorical variables,
as mean with standard deviation (SD), or as medians with in-
ter quartile range (IQR) for continuous variables. Variables
with change over time are presented as mean with standard
error (SEM). Unpaired and paired t-test and Mann–Whitney
U-test were applied as appropriate. Chi-square test was used
to compare categorical variables and analysis of variance and
Kruskal–Wallis test were used for comparison of continuous
variables. Multivariable models for associations of risk factors
with ID were applied (logistic regression analysis) including all
factors showing significant association with ID univariable
analysis plus age and odds ratios with 95% confidence inter-
vals (OR [95% CI]) are reported. To assess the independent ef-
fect of ID and anaemia on the variance of functional capacity,
two-way analysis of variance was performed. The relation of
ID to functional outcomes was further assessed for the
lowest tertiles of functional variables vs. the upper two
tertiles as the lowest tertiles was considered a clinical mean-
ingful degree of functional impairment. Multivariate models
adjusted for age, sex, stroke aetiology, and stroke unit treat-
ment. Logistic regression was used for assessment. A two-
sided P-value <0.05 was considered significant. StatView
4.5 (Abacus Concepts Inc., Berkeley, CA, USA) was used for
statistical analyses.

Results

The study included 746 consecutive patients admitted to re-
habilitation after cerebral stroke (mean age 68 ± 13 years,
47% female). Of these, 98 patients (13%) had haemorrhagic
insults, while the majority (87%) had an ischaemic stroke. In
78% of the patients, the event was the first stroke, and 22%

of patients had a recurrent stroke. Admission to the rehabil-
itation centre was on average 21 ± 14 days after the stroke,
and duration of hospitalized rehabilitation was on average
27 ± 17 days. Clinical characteristics of the patients on admis-
sion to rehabilitation are shown in Table 1.

Anaemia and iron deficiency prevalence and
change during rehabilitation

ID was present on admission to rehabilitation in 334 patients
(44.8%). Patients with and without ID were similar for age,
BMI, blood pressure, and renal function, but patients with
ID were more likely to be women and had more often a
haemorrhagic stroke. No difference between groups was ob-
served in distribution of ischaemic stroke aetiology and for
the use of thrombolytic therapy, but ID patients were more
often treated in stroke units.

Anaemia was present on admission in 342 patients
(45.8%). The prevalence of anaemia was similar in male
(47.1%) and in female (44.4%) patients (Figure 1A; P = 0.5).
Comparing age groups (<60 years, 60 to <75 years and
≥75 years), an increasing prevalence of anaemia was ob-
served in male subjects with higher age (P < 0.0001) that
was not seen in female patients (Figure 1B).

As expected, an overlap but no congruency was observed
between ID and anaemia (Figure 2A). Of those patients with
ID, 202 patients (60.5%) presented ID combined with anae-
mia while 132 patients (39.5%) had ID without anaemia. In
turn, anaemia without iron deficiency was seen in 140 pa-
tients (40.9% of anaemic patients). A normal profile of
haemoglobin levels and iron status (TSAT ≥20% and Ferritin
≥100 mg/dL and haemoglobin levels ≥12 g/dL in female and
≥13 g/dL in male patients) was observed in 272 patients
(36.5%). Repeated assessment of anaemia and iron status at
discharge from the hospital was available in 183 Patients.
The prevalence of anaemia or ID did not improve during
the rehabilitation period. After the rehabilitation, anaemia
was present in 48% and ID was present in 40% of the patients
(Figure 2B).

Inflammatory activation (CrP > 5 mg/L) was observed in
395 (53%) patients. Patients with inflammation had lower
Hb levels, lower TSAT levels, but higher ferritin levels
(Supporting Information, Table 1). ID was observed in 56%
of patients with inflammation vs. 32% in patients without
inflammation (P < 0.0001). Inflammation was a risk factor
for ID (OR 2.68 [95% CI 1.98–3.63, 0 < 0.0001]). Further
risk factors of ID were female sex, haemorrhagic stroke,
prior treatment at a stroke unit and presence of
anaemia (Table 2). In multivariate analysis, only age, female
sex, inflammation, and anaemia were independently
associated with ID, whereas stroke subtype, stroke unit
treatment, or impaired renal function did not contribute
to the model.
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Relation of iron deficiency, functional capacity after
stroke, and functional recovery during
rehabilitation

All measures of functional capacity at baseline (reha-BI, MI,
TCT, and FAC) showed a more severe physical disability in
patients with ID compared to patients without ID (Table 1).
The presence of ID was related to lower functional capacity
(lowest tertiles) in all functional tests in univariable and mul-
tivariable adjusted analyses (Table 3:).

The presence of ID (F = 5.19, P < 0.05) and of anaemia
(F = 29.0, P < 0.001) had an independent and additive
effect to differentiate functional capacity as assessed by
reha-BI (interaction: P = 0.76, Figure 3A). A similar stepwise
independent additive effect of ID and of anaemia on
lower functional capacity was observed for all scores
assessing functional capacity (MI, TCT, and FAC, Figure 3B–D).

Functional capacity improved during the rehabilitation
period, and the degree of improvement was not signifi-
cantly different between patients with and without ID

Table 1 Baseline characteristics in 746 patients admitted to inpatient early rehabilitation after acute stroke

Variable (unit)
All subjects
(n = 746)

Patients without ID
(N = 412)

Patients with ID
(N = 334)

P-value ID
vs. no ID

Age (years) 68 ± 13 68 ± 12 69 ± 13 0.8
Male/n (%) 395 (53%) 251 (61) 144 (43) <0.0001
Weight (kg) 77.1 ± 16 78.5 ± 16.0 75.2 ± 15.6 0.01
Body mass index (kg/m2) 27.5 ± 6 27.6 ± 5.0 27.4 ± 6.9 0.6
Systolic blood pressure (mmHg) 136 ± 22 136.2 ± 21.5 135.0 ± 21.7 0.5
Diastolic blood pressure (mmHg) 80 ± 14 80.4 ± 13.7 78.5 ± 14.1 0.09
Stroke subtype (%) 0.014
Ischaemic 648 (87%) 370 (90%) 278 (83%)
Haemorrhagic 98 (13%) 43 (10%) 55 (16%)

TOAST criteria for ischaemic stroke aetiologya (%) 0.6
Cardioembolic 216 (29) 115 (28) 101 (30)
Macroangiopathic 223 (30) 125 (30) 98 (29)
Microangiopathic 143 (19) 91 (22) 52 (16)
Unknown 157 (21) 78 (19) 79 (24)
Rare causes 5 (<1) 3 (<1) 2 (<1)

Treated on stroke unit, n (%) 393 (53) 195 (47) 198 (59) 0.003
Thrombolytic therapy, n (%) 92 (12) 45 (11) 47 (14) 0.3
Co-morbidities (%)
Anaemia 343 (46) 140 (34) 203 (61) <0.0001
Arterial hypertension 502 (67) 282 (68) 220 (66) 0.8
Ischaemic heart disease 106 (14) 57 (14) 49 (15) 0.8
Atrial fibrillation 159 (21) 77 (19) 82 (25) 0.3
Diabetes mellitus 186 (25) 99 (24) 87 (26) 0.1
Adipositas 84 (11) 52 (13) 32 (10) 0.3
Dyslipidaemia 218 (29) 126 (31) 92 (28) 0.6

Stroke severity at baseline, median [IQR]
Reha-Barthel index 30 [85] 40 [80] 20 [86] <0.001
Motricity index 74 [55] 77 [41] 64 [66] <0.0001
Trunk control test 87 [52] 100 [39] 61 [76] <0.0001
Functional ambulatory category 3.0 [5.0] 4.0 [4.0] 1.0 [4.0] <0.0001

Creatinine (μmol/L) 87 ± 62 89 ± 67 85 ± 56 0.3
Glomerular filtration rate, MDRD (mL/min/1.73 m2) 88 ± 39 85 ± 34 90 ± 45 0.09
C-reactive protein, CrP (mg/L) 17 ± 32 10.8 ± 22.1 25.0 ± 41.5 <0.0001
Uric acid (μmol/L) 338 ± 123 349 ± 120 324 ± 126 0.01
Leucocytes (/nL) 8.3 ± 3.2 7.84 ± 3.01 8.92 ± 3.31 <0.0001
Glutamate oxaloacetate transaminase, GOT (U/L) 0.53 ± 0.27 0.56 ± 0.27 0.51 ± 0.28 0.02
Glutamate pyruvate transaminase, GPT (U/L) 0.66 ± 0.57 0.70 ± 0.58 0.61 ± 0.55 0.10
Haemoglobin (g/dL) 12.6 ± 1.6 13.2 ± 1.6 12.1 ± 1.6 <0.0001
Haematocrit 0.37 ± 0.05 0.39 ± 0.05 0.36 ± 0.05 <0.0001
Mean corpuscular haemoglobin, MCH (fmol) 1.89 ± 0.2 1.94 ± 0.24 1.84 ± 0.13 <0.0001
Mean corpuscular haemoglobin concentration, MCHC
(mmol/L)

21.1 ± 0.49 21.2 ± 0.44 20.9 ± 0.51 <0.0001

Mean corpuscular volume, MCV (fL) 89.5 ± 4.8 90.7 ± 4.31 87.8 ± 4.96 <0.0001
Retikulocyte count (‰) 15.8 ± 8.5 14.61 ± 7.82 17.39 ± 8.96 <0.0001
Reticulocyte production index, RPI (%) 0.95 ± .04 0.95 ± 0.38 0.94 ± 0.43 <0.0001
Ferritin (μg/L) 322 ± 294 388 ± 297 240 ± 271
Transferrin saturation, TSAT (%) 25.0 ± 11.7 31.6 ± 10.2 16.9 ± 7.5
Soluble transferrin receptor, sol TfR (mg/L) 3.1 ± 1.3 2.72 ± 0.91 3.64 ± 1.55 <0.0001
aTOAST, the Trial of ORG 10172 in Acute Stroke Treatment—classifies ischaemic stroke aetiology.
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Figure 1 (A) Frequencies of haemoglobin concentration in female and male patients with stroke indicating the prevalence of anaemia on admission to
in-patient rehabilitation after acute stroke. (B) Prevalence of anaemia in male and female patients in age groups (<60 years, 60 to 75 years and
>75 years).

Figure 2 (A) Prevalence and overlap of iron deficiency and anaemia in patients with stroke. Percentage are given based on the entire study population.
(B) Frequency of anaemia (left) and iron deficiency (right) on admission and at discharge from in-patients rehabilitation after acute stroke.
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(Figure 3E,F). Functional capacity remained, however, lower
in patients with ID throughout the rehabilitation period. At
discharge from the rehabilitation centre, patients with ID
remained at significantly lower functional capacity than pa-
tients without ID.

Discussion

The main findings of this study are that (i) ID and anaemia are
common co-morbidities in patients at rehabilitation after
stroke. (ii) Patients with ID showed lower functional capacity
independent of anaemia, while the combination with anae-
mia had an additive effect on impaired functional capacity
as assessed by a range of functional scores. (iii) Despite gen-
eral improvement of functional capacity during rehabilitation,
patients with ID remained at significantly lower functional
capacity at discharge from rehabilitation compared with pa-
tients without ID.

This is the first study to investigate the prevalence of iron
deficiency and anaemia in relation to functional outcome in
a large study cohort of patients at rehabilitation after acute

stroke. A high prevalence of ID (45%) and of anaemia (46%
of patients) was observed and almost two third (63%) of pa-
tients had either ID or anaemia or a combination or both.
Only 37% of patients had normal values of both iron balance
and haemoglobin. The patient group with ID was not charac-
terized by higher mean age, more sever impairment of renal
function, more pronounced co-morbidities or a different
pattern of ischaemic stroke aetiology compared with the pa-
tients with no ID. However, other patient characteristics such
as female gender or higher proportion of haemorrhagic
stroke may contribute to the ID seen in these patients. Impor-
tantly, a higher level of inflammatory activation was observed
in patients with ID which may be one underlying mechanisms
to explain the ID in these patients.22

The prevalence of ID and anaemia did not improve during
the hospitalized rehabilitation period. This is an important
finding as it underscores the lack of awareness of this
co-morbidity in both diagnostic workup and adequate thera-
peutic measures. Our study showing the high prevalence of
ID and the association of ID with functional capacity and with
outcome after rehabilitation underscores the need for a more
regular assessment of iron status and for the initiation of re-
spective therapeutic measured upon the detection of ID in
patients after stroke.

Physical impairment after stroke is classically considered as
the consequence of lateralized paralytic injury due to inner-
vation failure after a stroke. Beside this focal denervation in-
jury, however, it has been shown that structural and
metabolic changes occur on a systemic level after stroke23

and are related to impaired functional capacity after
stroke.24,25 Optimized metabolic integrity of muscle tissue
on a systemic level (i.e. including affected and non-affected
limbs) should therefore be a desired therapeutic target in or-
der to achieve best possible rehabilitation results.26 While
physical exercise training is a well-established component in
rehabilitation programmes,27,28 randomized controlled trials
in stroke could not show a benefit on functional capacity by
early physical exercise programmes.29,30 In this context, the
high prevalence of ID in patients after stroke and the ob-
served relation of ID with impaired functional capacity
throughout the course of in-patient rehabilitation is a hy-
pothesis generating finding. ID has been reported to predict

Table 2 Risk factors of ID in patients after acute stroke (univariable and
multivariable analysis)

Variable OR (95% CI) P value

Univariable analysis
Age (per 1 year) 1.0 0.99–1.01 0.8
Sex (female) 2.13 1.59–2.85 <0.0001
Body mass index (per kg/m2) 1.01 0.98–1.04 0.6
eGFR (per mL/min/1.73 m2) 1.00 0.99–1.001 0.090
Haemorrhagic stroke (yes) 1.70 1.11–2.61 0.015
Thrombolysis (yes) 2.05 0.57–7.37 0.3
Stroke unit (yes) 3.59 1.08–11.89 0.036
Anaemia (yes) 2.94 2.18–3.96 <0.0001
Inflammation CrP > 5 g/dL (yes) 2.68 1.98–3.63 <0.0001

Multivariable analysis
Age (per 1 year) 0.98 0.97–1.0 0.038
Sex (female) 2.36 1.66–3.36 <0.0001
eGFR (per mL/min/1.73 m2) 1.0 0.99–1.01 0.98
Haemorrhagic stroke (yes) 1.01 0.59–1.74 0.97
Stroke unit (yes) 0.80 0.56–1.15 0.24
Anaemia (yes) 2.70 1.88–3.87 <0.0001
Inflammation CrP > 5 g/dL (yes) 2.69 1.89–3.82 <0.0001

eGFR, estimated glomerular filtration rate; CrP, C-reactive protein.

Table 3 Association of iron deficiency and functional outcome in patients after acute stroke in unadjusted and adjusted analysis

Functional score

Unadjusted OR Adjusted OR

OR 95% CI P-value OR 95% CI P-value

Reha-Barthex Index 1.68 1.15–2.46 0.007 1.66 1.08–2-54 0.020
Motricity index 2.06 1.50–2.84 <0.0001 1.94 1.36–2.76 0.0002
Trunk control test 2.33 1.70–3.21 <0.0001 2.34 1.64–3.32 <0.0001
Functional ambulatory scale 2.24 1.64–3.06 <0.0001 1.77 1.20–2.63 0.004

Reha-Barthel Index, Motricity Index and Trunk Control Test are grouped in tertiles, assessing lowest tertiles vs. upper two tertiles. FAC as
categorical variable with six categories was analysed grouping category 0 + 1 vs. categories 2–5. Multivariate model adjusted for age, sex,
stroke aetiology, and stroke unit treatment.
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impaired functional capacity in a range of diseases including
heart failure, COPD, pulmonary hypertension, or liver
disease7,9,11,31 and to be related to poor recovery after
hospitalization.13 ID may therefore be discussed as a relevant
factor of the functional recovery in stroke patients and may
contribute to explain the lacking efficacy of exercise
programmes in patients after stroke. In turn, replenishment
of depleted iron stores with iv iron supplementation has been
shown to improve muscle energy reserves and functional ca-
pacity in vivo32 and in patients with ID and heart failure.33,34

It is therefore intriguing to hypothesize if replenishment of
endogenous iron stores by iv iron supplementation may be
a supportive therapy to improve exercise capacity and reha-
bilitation outcome after stroke. Improved functional capacity
may result in better functional independence, shorter reha-
bilitation periods, and improved long-term outcome of the
patients.

In our study, the functional status and the recovery of
patients were assessed using standard scoring systems for
evaluation of detailed motoric function and of global func-
tional outcome at rehabilitation after stroke. The Barthel In-
dex is suggested by the European Medicines Agency (EMA)
for functional assessment for use in stroke trials35 and is con-
sidered particularly suitable in stroke rehabilitation
settings.36 The reha-BI has been validated to assess func-
tional independence in ADL with a strong inter-rater
reliability.16 The motricity index has been validated for the
application in stroke as a robust and reliable tool to assess
functional motoric capacity and ambulatory recovery after
stroke.37 The motricity index has emerged as a routine tool

for functional assessment of patients with stroke due to the
inclusion of all extremities and the recording of the full func-
tional spectrum from complete paralysis to normal muscle
strength.17 Thus, in our study, we evaluated the ambulatory
capacity in a spectrum ranging from basic motoric functions
to activities of daily life.

There are several limitations to the study that need to be
addressed. The measurement of clinical severity of the acute
stroke was not included in this analysis such as by assessment
of the National Institute of Health stroke scale (NIHSS) or
modified Rankin scale. These scores are widely used to assess
stroke severity in the acute setting of stroke; however, acute
impairment often improves within hours and days after the
acute event. The patients in the present study were investi-
gated on admission at an inpatient rehabilitation facility on
average 21 ± 14 days after the acute event. Hence, the NIHSS
score at this time point is not applicable to evaluate the
clinical severity of the acute event and was therefore not ob-
tained on admission to the rehabilitation facility. In turn, the
rehabilitation Barthel index is a validated standard score to
assess functional capacity in rehabilitation after stroke and
was therefore routinely used on admission to the rehabilita-
tion facility after stroke. The ID status prior to the acute cere-
bral event is unknown, and it cannot be excluded that
prevalent ID may have been be a contributing factor to cause
a stroke or to relate to stroke severity. A large population
based study including over 200 000 subjects (over 50 000
with stroke) showed that the presence of ID increased the
risk of stroke (OR 1.45, 95% CI [1.34–1.58]).38 Other
co-morbidities such as malignancy or heart failure may have

Figure 3 (A–D) Functional capacity assessed by reha-Barthel index (A), motricity index (B), trunk control test (C) and functional ambulatory category
(D) in patients after acute stroke (mean values ± 95% CI) with vs. without anaemia and with vs. without iron deficiency. (E–F) Change of functional
capacity assessed by reha-Barthel index (E) and motricity index (D) in patients during rehabilitation after acute stroke with vs. without iron deficiency
(mean values ± 95% CI). P-values between groups at each time point.
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contributed to the prevalent ID that were not included in the
analysis. Regardless of such underlying co-morbidities, the
presence of ID is related to functional outcome of stroke as
observed in our study. We assessed ID in this cohort of stroke
patients in relation to functional capacity; however, associa-
tion to cognitive function and recovery may be another rele-
vant factor related to ID. ID is known to have a negative
impact on cognitive function in geriatric patients and may
as well have an impact on cognitive impairment and recovery
in patients with stroke.39 Further studies are needed to inves-
tigate the importance of ID for cognitive status and recovery
after stroke.

Conclusions

Iron deficiency and anaemia are common co-morbidities in
patients at rehabilitation after acute stroke. No improvement
of the high prevalence of ID or anaemia is observed during
the rehabilitation period. ID with and without anaemia is as-
sociated with lower functional capacity after acute stroke and
with worse functional outcome after rehabilitation. This
study suggests that iron status should be assessed regularly
in patients during rehabilitation after stroke to identify pa-
tients at higher risk of poor functional outcome. Whether
iron supplementation can improve functional capacity and ef-
ficacy of exercise based rehabilitation programmes requires
further studies.
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