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RETURNING TO WORK AFTER STROKE: ASSOCIATIONS WITH COGNITIVE
PERFORMANCE, MOTIVATION, PERCEIVED WORKING ABILITY AND BARRIERS
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Objective: To investigate post-stroke return-to-
work and its associations with cognitive perfor-
mance, motivation, perceived working ability, and
self-perceived barriers to returning to work.
Design: Prospective cohort study of a clinical sample.
Subjects and methods: Participants were 77 stroke
patients younger than age 69 years. Assessment
included a cognitive screening method for stroke
patients (CoMet), a questionnaire regarding work-
related matters, and a question regarding motivation
to return to work. A predictive model of return-to-
work was built, and how participants managed in
their working life was examined.

Results: Cognitive performance was significantly con-
nected with returning to work. Three of the 5 indivi-
duals who dropped out of working life had cognitive
dysfunction. Cognitive performance predicted 80% of
those who had not returned and 37% of those who
had returned by 6 months after the initial assessment.
Self-perceived working ability and barriers predicted
64% of those who had not returned and 78% of those
who had returned at the 12-month follow-up.
Conclusion: Cognitive performance seems to be a
crucial predictor of return-to-work post-stroke, but
individuals’ own evaluations of their working capa-
bilities are also important.
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S troke was ranked, in 2010, as the third most common
cause of disability-adjusted life years worldwide
(1). Approximately 1 in 4 individuals with stroke are
under the age of 65 years (2, 3) and encounter challenges
related to work life (4).

A systematic review at Edwards et al. (5) found that
rates of post-stroke return-to-work varied from 7.3%
to 74.5% between studies and increased over time. On

(LAY ABSTRACT A
Returning to work after stroke is important for stroke
patients’ participation in society. This study investigated
return-to-work among stroke patients and its associa-
tion with cognitive skills, motivation, and patients’ self-
perceived abilities and barriers concerning returning
to work. Cognitive skills were connected to returning
to work and predicted returning for a 6-month period.
Patients’ self-perceived abilities and barriers predicted
returning to work by 12 months after stroke. These fin-
dings indicate that cognitive skills have an important role
in returning to working life after stroke, but patients’ own
evaluations of their capabilities are also important. This
study may provide information for better rehabilitation
planning after stroke and help rehabilitation professio-

\nals to consider the patients’ views of their capabilities./

average, 41% of subjects returned to work between 0
and 6 months and 53% at 1 year. Work can be seen as
a key to participation in society and to a sense of com-
petence (6) and returning to work can be viewed as an
important indicator of recovery following stroke (7).

Previous studies have shown that the major cause of
unsuccessful return-to-work post-stroke is impaired
cognitive ability (8, 9) and other hidden impairments,
such as fatigue (10, 11), as well as motor impairments
(12). In addition, stroke severity (13, 14) and younger
age (15, 16) have a significant influence on returning to
work. Furthermore, white-collar workers are more likely
to return to work (9, 17), although blue-collar workers
tend to return earlier (18). Tanaka et al. (17) found that
secure employment status at the time of stroke may
enhance the likelihood of returning to work after stroke.

There is a paucity of studies analysing the impact of
motivation and self-perceived facilitators of and barriers
to return-to-work after stroke, and diverse factors have
not been studied in concert. In the current study, both
cognitive and non-cognitive factors associated with
return-to-work after stroke were scrutinized.

In addition to returning to work, remaining at work
should also be considered (19), as some of the stroke
patients drop out of work after some time (9). Indi-
viduals may experience several difficulties in staying
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at work and being able to retain their jobs, such as
understanding of hidden impairments, lack of support,
severity of impairment, and indirect issues, such as
not being able to drive (10). Stroke survivors may
return to the workforce too early and leave when
difficulties are realized in practice, causing disap-
pointment, frustration, and consequent individual
suffering (9, 19).

The aim of this study was to investigate the asso-
ciation between cognitive performance and return-to-
work after stroke, in concert with motivational factors,
perceived working ability, and barriers to work, as well
as demographic factors. Post-stroke coping in working
life was also investigated by studying potential drop-
outs from work by individuals in a follow-up period of
6 months to 2 years after stroke. The specific research
questions were:

1. Do the participant’s demographic characteristics
(occupational status, education level, sex, and age),
motivation, self-perceived working ability, self-
perceived barriers to returning to work, and cognitive
performance have an association with stroke patients’
return-to-work by 6 or 12 months after stroke? To
what extent can returning to work be predicted by
these factors?

2. Do drop-outs from work occur during the 24-month
period after stroke, and do demographic characteristics
or cognitive performance contribute to drop-out?

METHODS

Participants and procedure

Participants were 77 individuals attending a 3-day
post-stroke assessment at the Kruunupuisto Punka-
harju Rehabilitation Center in Savonlinna. They had
been referred by the hospital’s project coordinator at
2 weeks to 2 months (mean 51 days) after stroke. The
assessment included a cognitive screening method for
stroke patients (CoMet). Participants were under 69
years of age (mean 53 years, standard deviation (SD)
6.9, range 34—64 years, 73% male) and were working
at the time of stroke. Participants had an opportunity
to return to their previous work after sick leave, and 74
had held a full-time job prior to the stroke. Educational
levels (in years) were as follows: <10 years (16%),
10—15 years (61%), and >15 years (23%). Diagnostic
brain imaging was used to confirm the stroke. Patients
with severe stroke-related disabilities were excluded
from the study due to the unlikeliness of their return to
work in the follow-up period. Neurologists evaluated
each patient’s fitness for the research project using
the following exclusion criteria: serious degenerative
illnesses, transient ischaemic attack (TIA), multiple

Returning to work after stroke  p. 2 of 8
sclerosis, Parkinson’s disease, central nervous system
infection, severe brain injury, acute cancer treatment,
hip replacement or exoskeleton operation within 2
months, severe depression, psychotic disorder, or al-
cohol or psychoactive drug addiction. Aetiological in-
formation was as follows: infarct (73%), intracerebral
hemorrhage (ICH) (17%), subarachnoid hemorrhage
(SAV) (8%), and other (3%). Participants’ functional
status was measured with the Barthel Index (mean 97,
SD 9). The prevalence of language problems, including
aphasia, was 23% (Number of participants 18).

The first follow-up assessment was conducted at
6 months after the initial assessment and included a
phone interview. Four male participants had dropped
out of the study by the first follow-up assessment.
The mean age of subjects participating in the 6 month
follow-up was 53 (SD = 7), and 71% were male. The
occupational status of 2 of the drop-outs was white-
collar and, of the other 2, blue-collar.

The second follow-up assessment, at 12 months
after the initial assessment, included working status
information and a questionnaire on work-related mat-
ters (21). By the 12-month follow-up, 9 additional
participants had dropped out of the study. The mean
age of participants attending the 12 months follow-up
was 52 (SD =7), and 66% were male. Two of the drop-
outs had occupational statuses as entrepreneurs, 2 were
white-collar workers, and 5 were blue-collar workers.

The working status information was obtained from a
subsample of 44 participants (mean age 52 years, SD
7 years, 68% male) 24 months after stroke (Fig. 1).

Assessments were conducted at the Kruunupuisto
Punkaharju Rehabilitation Center from 2012—15.
Participants gave written informed consent before
participating. The Research Ethics Committee of
the Southern Savo Hospital District approved the
study and consent procedure (registration number
93//2011).

N77

INITIAL ASSESSMENT 21 female, 56 male
6-MONTH N73

FOLLOW-UP 21 female, 52 male | | [ ] 37% RTW
12-MONTH N64

FOLLOW-UP 21 female, 43 male | | || 58% RTW

[ l

24-MONTH N44

FOLLOW-UP 15 female, 29 male 44% RTW

Fig. 1. Participants and return-to-work (RTW) information.
N: Number of participants
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Measures
Initial assessment 2 weeks to 2 months after stroke.

*  Occupational status and educational level. Occupational
status was divided into 3 categories: 1: white-collar
workers; 2: blue-collar workers; and 3: entrepreneurs.
Educational level was defined as 4 categories: 1:
comprehensive school/middle school/civic school; 2:
vocational school/high school; 3: university of applied
sciences degree; and 4: university degree.

+ Cognitive screening method for stroke patients (CoMet)
(20). The CoMet consists of 11 subtests that assess
orientation, language, visual processing, memory,
attention, working memory, processing speed, and
executive function-based cognitive functions (Table I).
Saar et al. (20) validated the CoMet total score with a
clinical neuropsychological assessment and discovered
that the best balances of sensitivity (88%) and specificity
(50%) were obtained with a cut-oft point of 138. Scores
lower than 138 indicate cognitive dysfunction. The total
score was used in the current study.

* Questionnaire on work-related matters. This
comprised 12 parts from the Work Ability Index
(21). Self-perceived working ability and self-
perceived barriers were evaluated using 4 parts of
the questionnaire on work-related matters.

o Perceived working ability. Self-perceived working
ability was assessed by 3 questions: 1: “Evaluate
your working ability by scoring from 1 to 10,
where 10 describes your working ability when at
the best possible level”; 2: “Evaluate your working
ability in terms of physical demands”; and 3:
“Evaluate your working ability in terms of mental
demands.” A Likert scale (1=very poor, 5=very
good) was used when answering questions 2 and
3. All questions were analysed separately.

Table I. Cognitive screening method for stroke patients (CoMet)
consisting of 11 subtests and a self-evaluation (20)

CoMet

I Orientation Six orientative questions

I

111
v

a. Writing sentences
b. Instruction
understanding
Word fluency
Episodic memory

Writing a sentence from a model and making
up another sentence

Drawing following 5 instructions

Naming animals in 1 min

Recalling a story

\% Drawing Drawing 2 pictures from a model
VI Delayed episodic Recalling a story

memory
VII  a. Object naming Naming 10 objects from the picture

b. Object memory Recalling 10 objects
VIII Sentence repetition Repeating a sentence read by the researcher
IX a. Object replacing Recalling 10 objects and placing them in the

b. Object recognition ~Mght spot

Recognizing 10 objects among other objects

X Visual finding Finding a target symbol among different

XI

XII

Number arranging

Self-evaluation

symbols as quickly as possible

Arranging 12 numbers in descending order as
quickly as possible

Subject’s self-evaluation of CoMet performance
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o Perceived barriers to returning to work. Self-
perceived barriers to returning to work were
evaluated with 6 questions covering diverse areas
of possible barriers: “Do you have problems
with the following issues concerning your
ability or strength to carry on in your duties:
(a) issues concerning your health or functional
ability, (b) lack of education or know-how,
(c) problems concerning physical load in your
duties or working environment, (d) mental
stress in the work or in the work community, (e)
lack of motivation or willingness to work, (f)
problems outside of work (in family, financial
situation, etc.)?” The participants answered all
items using the following scale: 1: “No harmful
effects”; 2: “A few harmful effects”; 3: “Many
harmful effects”; and 4: “Can’t tell.” The results
for the participants who chose “Can’t tell” were
excluded from the particular analyses. The
questions were analysed both separately and by
forming a sum score.

Six-month follow-up.

*  Motivation. Motivation to return to work was assessed
during a phone interview. Participants were guided
to answer with dichotomous alternatives, and the
answers were registered dichotomously (motivation/
no motivation).

*  Working status. Current working status was surveyed
during the phone interview as follows: returning to
previous work as full-time or part-time; work try-
out; on sickness leave; retired; and other. Full-time
or part-time work was regarded as returning to work.

Twelve-month follow-up.

*  Working status. Information on working status was
gathered as in the 6-month follow-up assessment.

* Questionnaire on work-related matters. Perceived
working ability and perceived barriers to returning
to work were assessed by the questionnaire on work-
related matters, as in the initial assessment.

Twenty-four-month follow-up.
*  Working status. Information on working status was
gathered as in the 6-month follow-up assessment.

Data analysis

First, a correlation analysis (Spearman’s rho) was
used to answer the first research question (i.e. to in-
vestigate whether age, sex, education level, cognitive
performance evaluated with the cognitive screening
test, motivation, self-perceived working ability, or
self-perceived barriers to return-to-work were as-
sociated with return-to-work at 6 and 12 months).

J Rehabil Med 55, 2023
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An independent samples #-test was used to compare
the CoMet mean differences between the groups that
returned and did not return to work at 6 and 12 months
after stroke. Cross-tabulation and a ? test were used
to investigate if the premorbid occupational status had
an association with returning to work 6 or 12 months
after stroke. Logistic regression analysis was then used
to predict returning to work; however, only variables
showing significant correlations with returning to work
were included in the model. Variables from initial as-
sessment were used to predict returning to work at 6
months follow-up. Returning to work at the 12-month
follow-up was predicted with variables measured at
the 6-month follow-up. Perceived barriers to returning
to work at the 6-month follow-up were analysed with
a sum score. The best predictive model was chosen
using backward elimination (Wald).

Next, the demographic information (sex and age),
working statuses, and cognitive profiles of the partici-
pants who returned to work once but later dropped out
were examined with a closer inspection at the 24-month
follow-up. The data were analysed with SPSS 26.0,
and the significance level was set at 0.05.

RESULTS

Returning to work and its association with
demographic variables, cognitive performance
(CoMet), and participants’ own views of working-
related matters

A total of 27 participants (37%) had returned to work
by 6 months after the stroke. Nineteen of these had
returned to their previous jobs, 1 had an altered job
description for the previous job, 4 were in part-time
jobs, and 3 were in work try-outs.

After 12 months, 37 individuals (58%) had returned
to work (Fig. 1). Of the returned individuals, 25 had
returned to their previous jobs, 8 were in part-time
jobs, and 4 were in work try-outs. No significant cor-
relations were detected between returning to work
and age, sex, or educational level, and no association
was found between premorbid occupational status
and returning to work (?) at either 6 or 12 months
after stroke.

The mean of the CoMet total score was 119 (range
37-149). Better cognitive performance (high CoMet
total score) was significantly correlated with returning
to work at 6 (»=0.310; p =0.008) months after stroke
(Table II). A significant difference was noted in CoMet
mean scores between groups returning and not retur-
ning to work at 6 (p=0.01) and 12 months (p =0.049)
after stroke (Table III).

Higher motivation was significantly associated with
returning to work 6 months after stroke (Table II).
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Positively perceived working ability correlated signi-
ficantly with return-to-work at 6 and 12 months after
stroke (Table II). Significant negative correlations
were also found between more pronounced perceived
barriers for returning to work detected at 6 months
after stroke and actually returning to work by 6 and
12 months after stroke (see Table II).

Predicting return-to-work

Logistic regression analysis revealed that the CoMet
total score from the first weeks to months after stroke
correctly predicted 80% (N37) of the individuals who
had not returned to work by 6 months after stroke and
37% (N10) of those who had returned to work. By the
12-month follow-up, the predictability of getting back
to work based on self-perceived working ability and
barriers was 64% (N16) for those who had not returned
and 78% (N29) for those who had returned (Table IV).

Factors associated with work dropout

Five individuals (40% male) had returned to work by
the 12-month follow-up, but they had dropped out of
working life at the time of the 24-month follow-up
assessment. Two of these participants had received
a disability pension statement, and 2 had a disability
pension application in process. The remaining 1 was
studying. For 3 of these 5 individuals, the CoMet total
score at the initial assessment clearly indicated cogni-
tive dysfunction, varying between 100 and 136, while
for the other 2, the CoMet total scores were 138 and
149, indicating no significant problems. The ages of
these drop-outs ranged from 34 to 62 years (mean age
52 years). Their educational level varied from 1 to 3,
and three were blue-collar and two were white-collar
workers.

DISCUSSION

The aim of this study was to identify the factors as-
sociated with return-to-work after stroke. The study
focused on stroke patient’s cognitive performance,
motivation, self-perceived ability to work, and self-
perceived barriers to returning to work as explana-
tory aspects of returning to work in stroke patients
with no severe post-stroke dysfunction. Cognitive
performance was connected to returning to work and
predicted return-to-work by 6 months after the initial
assessment. Stroke patients’ own evaluations of their
working abilities and barriers predicted return-to-work
by 12 months after the initial assessment.

The percentage of participants who returned to work
in the current study sample was similar to that found
in a previous review (22). Consistent with the study by
Lindstrém et al. (23), no association was found between

J Rehabil Med 55, 2023



JRM

JRM

JRM

Returning to work after stroke p. 50f 8

Table II. An association (Spearman correlation) between cognitive performance, motivation, self-evaluated working ability, barriers to

returning to work by 6 and by 12 months after stroke

Returning to work after Returning to work after

6 months 12 months
(r) (r)
Cognitive performance
Initial assessment
CoMet total score? 0.310%** 0.213
Motivation
Six-month follow-up
“Are you motivated to return to work?” 0.255%* 0.155
Perceived working ability®
Six-month follow-up first assessment period
“Evaluate your working ability from 1 to 10, where 10 describes your working ability when at the best 0.496** 0.458%*
possible level” ability at best”
“Evaluate your working ability in terms of physical demands” 0.396** 0.412%*
“Evaluate your working ability in terms of mental demands” 0.210 0.125
Twelve-month follow-up
“Evaluate your working ability from 1 to 10, where 10 describes your working ability when at the best 0.607** 0.728**
possible level”
“Evaluate your working ability in terms of physical demands” 0.479%* 0.638**
“Evaluate your working ability in terms of mental demands” 0.493** 0.580%**
Perceived barriers®
“Do you have problems with following issues concerning your ability or strength to carry on in your
duties?”
Six-month follow-up
“Do you have problems with following issues concerning your ability or strength to carry on in your
duties:”
First assessment period
“Issues concerning your health or functional ability” -0.242%* -0.213
“Lack of education or know-how” -0.322%* -0.358*
“Problems concerning physical load in your duties or working environment” -0.265* -0.252%*
“Mental stress in the work or in the work community” -0.137 -0.255*
“Lack of motivation or will to work” -0.078 -0.104
“Problems outside of the work (in family, financial situation etc.)” -0.109 -0.310*
Sum score -0.310 -0.371%*
Twelve-month follow-up
“Issues concerning your health or functional ability” -0.486** -0.640%**
“Lack of education or know-how” -0.263* -0.289*
“Problems concerning physical load in your duties or working environment” -0.514** —-0.591%**
“Mental stress in the work or in the work community” -0.319* -0.501%**
“Lack of motivation or will to work” -0.245 -0.412%*
“Problems outside of the work (in family, financial situation etc.)” -0.186 -0.343%*
Sum score -0.477*%* -0.660**

2Cognitive screening methods (CoMet) (20); total score consisting of the scores of 11 subtests of CoMet. The CoMet also includes self-evaluation, but this was

not included in the CoMet total score.

Perceived working ability was evaluated with 3 questions and perceived barriers with 6 questions from the questionnaire on work-related matters (Work Ability

Index) (21).
*p<0.05; **p<0.01.

returning to work and sex. However, contradictory
research findings have been published (16, 24, 25). In
contrast to the current results, a younger age has been
connected to returning to work (15, 24). This discre-
pancy might reflect age differences between the study
participants. In a study by Varona et al. (15), participants
were younger (15—45 years) than those in the current
study, and the age range was wider, and these differen-
ces may have affected the connection with returning to
work. No connection was found between occupational
status and returning to work, but previous studies have
indicated that white-collar workers were most likely
to return to work after stroke (12, 18, 26). One of our
exclusion criteria in this study was a pre-estimated
unlikeliness to return to work, which would have an
impact on the severity of post-stroke dysfunction in
our sample. This might explain the lack of connection
observed between occupation status and returning to

work in the current study, since patients with severe
physical injury were excluded from the study.

In line with previous studies (8, 9), we found an
association between cognitive impairments and retur-
ning to work. CoMet was used for cognitive screen-
ing, and its ability as a predictor appeared high (80%)
for participants who had not returned to work by the
6-month follow-up. However, CoMet was not suffi-
cient for predicting returning to work at the 12-month
follow-up. This is probably because much healing and
rehabilitation had occurred during the follow-up time,
which could explain the CoMet’s lower prediction
ability at 12 months after the initial assessment. The
CoMet sumscore differences between the groups
returning and not returning to work were statistically
significant at both the 6-month and 12-month follow-
ups. However, the CoMet mean sumscore indicated
cognitive problems in both groups, suggesting the
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Table III. Differences between groups working and not working at 6 and 12 months after stroke
Working Not working
CoMet total score® M (SD) M (SD) t df p-value
Six-month follow-up 128 (15.3) 114 (24.9) -3.03 69.968 0.01
Twelve-month follow-up 124 (18.2) 113 (25.8) -2.0 62 0.049
Motivation % % X2 p
Six-month follow-up 36% 49% 0.034
Twelve-month follow-up 52% 33% 0.214
No motivation
Six-month follow-up 1% 14% 0.034
Twelve-month follow-up 6% 9% 0.214
Perceived working ability®
Six-month follow-up M (SD) M (SD) t df p-value
“Evaluate your working ability from 1 to 10, where 10 describes your working ability when at best possible level”
Six-month follow-up 6.7 (2.1) 4.1 (2.3) -4.769 67 0.001
Twelve-month follow-up 6.0 (2.5) 3.7 (2.1) -4.041 60 0.001
“Evaluate your working ability in terms of physical demands”
Six-month follow-up 3.4 (1.0) 2.5(0.9) -3.669 67 0.001
Twelve-month follow-up 3.2 (1.1) 2.2 (0.9) -3.574 60 0.001
“Evaluate your working ability in terms of mental demands”
Six-month follow-up 3.3(0.8) 2.9 (0.9) -1.687 67 0.096
Twelve-month follow-up 3.1 (0.9) 2.9 (1.0) -0.891 60 0.376
Perceived working ability®
Twelve-month follow-up
“Evaluate your working ability from 1 to 10, where 10 describes your working ability when at best possible level”
Six-month follow-up 8.1 (1.2) 4.7 (3.1) -6.37 53 0.001
Twelve-month follow-up 8(1.2) 3.4 (2.8) -7.814 32.7 0.001
“Evaluate your working ability in terms of physical demands”
Six-month follow-up 4 (0.7) 2.8 (1.2) -4.883 61 0.001
Twelve-month follow-up 3.9 (0.7) 2.4 (1.1) -6.326 43.1 0.001
“Evaluate your working ability in terms of mental demands”
Six-month follow-up 4 (0.96) 2.9 (1.0) -4.246 62 0.001
Twelve-month follow-up 3.9 (0.8) 2.6 (1.0) -5.601 62 0.001
Perceived barriers®
Six-month follow-up sum score
Six-month follow-up 10 (3.4) 12 (3.6) 2.449 68 0.017
Twelve-month follow-up 11.2 (4.8) 15.2 (4.9) 0.996 6 0.358

aCognitive screening methods (CoMet) (20); total score consisting of scores of 11 subtests of CoMet. The CoMet also includes self-evaluation, but this was not

included in the CoMet total score.

Perceived working ability was evaluated with 3 questions and perceived barriers wi
Index) (21).

M: mean; SD: standard deviation.

probability of cognitive dysfunction occurring to
some extent when returning to work.

The findings presented here indicate that self-
perceived working ability and barriers, along with
cognitive deficits, were strongly connected with
returning to work. Previous studies have highlighted
the importance of hearing and prioritizing the voice
of a stroke survivor as an expert on their journey in
returning to work after stroke (9, 27), and our findings
support this stance. Based on the present findings, both

Table IV. Factors explaining return-to-work 6 and 12 months after st

ith 6 questions from the questionnaire on work-related matters (Work Ability

cognitive deficits and the patients’ own views of their
competence and motivations need to be considered
when planning returning to work.

The challenge faced by stroke patients is not only
returning to work, but also staying at work after a
stroke (19). Alaszevski et al. (7) reported that “some
individuals may return to work rapidly with the aim
to minimize the significance of the stroke within their
personal narrative.” The speed of return to work is not
necessarily connected to the severity of dysfunction,

roke

Return-to-work

Six months, 95% CI

12 months, 95% CI

Lower Upper Lower
Predictor B SEB Exp(B) p-value Ilimit Limit B SE B Exp(B) p-value limit Upper limit
CoMet total score? 0.037 0.015 1.038 0.015 1.008 1.07 0.024 0.013 1.024 0.060 0.999 1.05
Perceived working ability® 0.388 0.138 1.474 0.005 1.125 1.93
Perceived barriers® -0.187 0.102 0.830 0.067 0.679 1.013
Constant 0.739 1.442 2.093 0.608

1Cognitive screening methods (CoMet) (20); total score consisting of 11 subtests o
the CoMet total score.

f CoMet. The CoMet also includes self-evaluation, but this was not included in

2pPerceived working ability was evaluated with 3 questions and perceived barriers with 6 questions from the questionnaire on work-related matters (Work Ability

Index) (21).
95% CI: 95% confidence interval.
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and invisible cognitive deficits may jeopardize survival
of'the return to work (10). In a recent study, Aarnio et al.
(12) found that approximately 20% of individuals who
had returned to work at 1 year after stroke had drop-
ped out of working life by the 5-year follow-up. In the
current study, 14% of those who had returned to work
by the 12-month follow-up had dropped out between
the 12- and 24-month follow-ups. However, the ana-
lysis of the drop-outs in this study was not adequate,
given that the 24-month follow-up included only part
of the group, which was a consequence of the 3-year
timeframe for the current study data collection. The
shortcomings regarding the number of participants at
the 12-month follow-up, the shorter follow-up time, and
the exclusion of participants unlikely to return to work
might explain the smaller number of work drop-outs
in the current study. The CoMet total score indicated
cognitive dysfunction for 3 of the 5 drop-outs. A small
majority of those who dropped out were women and
blue-collar workers. Cognitive performance seemed to
have an impact on managing working life after stroke,
but further studies with a larger number of individuals
are needed to verify the reasons for dropping out.

This study had some limitations that should be consi-
dered when interpreting and generalizing the findings.
Individuals with severe post-stroke deficits were exclu-
ded from the study due to the initial exclusion of those
unlikely to return to work. However, mild cognitive
dysfunction might also jeopardize the stroke survivor’s
management of work and is therefore an important
area of research. Motivation was measured with only
1 dichotomous question; therefore, this should be
considered when drawing conclusions. This study
had 13 drop-outs by the 12-month follow-up, and this
could have had an effect on the analysis. The 24-month
follow-up consisted of a subsample of 44 subjects, so
caution should be used when interpreting these results.

Based on the current findings, cognitive performance
assessed with a screening test (CoMet) predicted return-
to-work life after stroke. An individual’s own view of
their working ability and barriers were also connected
to returning to work and should be taken into considera-
tion. In clinical practice, every stroke patient of working
age should undergo a routine cognitive evaluation. A
screening test provides an opportunity to identify indivi-
duals who are in need of comprehensive neuropsycholo-
gical assessment. More long-term follow-up studies are
needed to determine how well stroke survivors manage
in their working lives and the importance of the patient’s
own voice and perceived working ability.
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