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Abstract 

Background  Stroke is a leading cause of death and disability worldwide. Despite the prevalence and associated 
burden of cognitive impairment post-stroke, there is uncertainty regarding optimal cognitive rehabilitation for people 
post-stroke. This study aimed to assess whether a multicomponent intervention, called OptiCogs, is feasible, acceptable, 
and safe for people with cognitive impairment post-stroke. A secondary aim was to explore changes in cognitive func-
tion, fatigue, quality of life, physical function, and occupational performance, from pre-intervention to post-intervention.

Methods  A feasibility study was conducted where people post-stroke with cognitive impairment enrolled in a 6-week 
multicomponent intervention. The primary outcomes recorded included response rate, recruitment rate, retention rate, 
adherence to the intervention protocol, adverse events, and acceptability of the intervention to people post-stroke. 
Secondary outcomes included (i) change in cognitive functioning using the Addenbrooke’s Cognitive Examination III, (ii) 
fatigue using the Fatigue Severity scale, (iii) quality of life using the Stroke Specific Quality of Life scale (iv) physical function 
using the patient-reported outcomes measurement information system, and (v) patient-reported occupational perfor-
mance using the Canadian Occupational Performance Measure. The Consolidated Standards of Reporting Trials extension 
reporting guidelines were followed, for pilot and feasibility studies, to standardize the conduct and reporting of this study.

Results  The response rate was 10.9%. Nine eligible participants were enrolled during the 4-month recruitment 
period, with eight participants completing the entire 6-week intervention, as well as the pre- and post-interven-
tion outcome measures. There were no reported adverse events. Participants were satisfied with the intervention 
and found it acceptable overall. Results of the secondary outcomes were promising for cognitive function (ACE III, 
pre: 63.3 ± 23.9 to post: 69 ± 24.6), fatigue (FSS, pre: 52.5 ± 7.3 to post: 45.6 ± 7.2), quality of life (SSQoL, pre: 131.0 ± 26.3 
to post: 169.9 ± 15.3), physical function (PROMIS-PF, pre: 15.5 ± 6.3 to post: 15.8 ± 5.3), and occupational performance 
(COPM performance, pre: 9.3 ± 2.3 to post: 22.9 ± 4.2) and COPM satisfaction, pre: 9.9 ± 2.1 to post: 22.7 ± 3.5).

Conclusion  Preliminary results suggest low-modest recruitment and high retention rates for the OptiCogs inter-
vention. Changes in cognitive function, fatigue, quality of life, and self-reported occupational performance show 
improvement from pre- to post-intervention. These potential benefits require further testing in a larger pilot trial.
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Trial registration  NCT05414539.
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Key messages regarding feasibility

1)	 What uncertainties existed regarding the feasibility?

Key uncertainties with regard to the recruitment, 
Retention, and adherence rates to a multicomponent 
intervention for PpS with cognitive impairment were 
addressed.

2)	 What are the key feasibility findings?

A combined cognitive-physical intervention of a 
6-week duration is feasible to implement, Is largely 
acceptable to PpS, and is a safe intervention to imple-
ment for PpS with cognitive impairment

3)	 What are the implications of the feasibility findings 
for the design of the main study?

Components of the intervention schedule, Such as the 
optimal method of delivery of the intervention compo-
nents, require modification prior to a future pilot RCT.

Background
Stroke is among the leading causes of death and disabil-
ity-adjusted life years worldwide [1]. Cognitive impair-
ment in people post-stroke (PpS) occurs in up to 60% of 
people with ischemic stroke [2] with varying incidence 
rates between 20 and 80% of PpS [3–5]. Over 50% of 
PpS who recover well from the physical effects of stroke 
experience long-term cognitive deficits [6]. Data from 
a prospective population-based stroke register found 
the prevalence of cognitive deficits in 22% of people at 
5 years post-stroke and 21% of people at 14 years post-
stroke [7]. Cognitive impairment post-stroke is inde-
pendently associated with a poorer quality of life [8], 
higher rates of mortality and institutionalization [9], 
increased caregiver burden [10], and increased health-
care costs [11].

A priority-setting partnership in the UK, the James 
Lind Alliance, identified that cognitive impairment 
post-stroke was the leading priority among the top 10 
research priorities for PpS [12]. Despite this, much 
stroke rehabilitation focus is placed on the improve-
ment of physical deficits, [13, 14], with PpS reporting a 
focus placed on physical needs over non-physical needs 
such as social re-integration and psychological support 

[15]. Previous Cochrane reviews have explored the 
effectiveness of cognitive rehabilitation interventions 
on single domains of cognitive function post-stroke, 
such as memory, executive function, attention, apraxia, 
neglect, and perception [16–21].

An overview by Gillespie et  al. [22] synthesized evi-
dence across these Cochrane reviews and reported 
favorable outcomes of cognitive rehabilitation across 
the domains of attention, spatial neglect, and motor 
apraxia immediately post-intervention. However, 
Gillespie et al. [22] noted that improvements were not 
likely to persist in the long-term and did not improve 
the function of PpS. Given the multi-faceted, and often 
diffuse nature, of cognitive impairment post-stroke, 
focusing on domain-specific cognitive outcomes post-
stroke, may fail to capture the interconnected cognitive 
deficits which present in PpS [3, 23]. There remains a 
need to move beyond the narrow scope of specific cog-
nitive rehabilitation interventions focusing on one spe-
cific domain of a cognitive function.

There appears a pressing need to develop a compre-
hensive and clinically relevant rehabilitation interven-
tion for people with cognitive deficits post-stroke. The 
Medical Research Council (MRC) Framework offers 
guidance on the development and evaluation of com-
plex interventions [24]. This framework emphasizes 
developmental and early piloting phases of interven-
tions, wherein iterative and flexible processes are used 
to guide development. For instance, the first devel-
opment phase of the MRC framework highlights the 
importance of identifying the existing evidence-based. 
O’Donoghue et  al. (2022) conducted a systematic 
review and meta-analysis of 64 studies, addressing all 
types of non-pharmacological rehabilitation interven-
tions which may improve multiple cognitive domains 
in PpS. Within this review, rehabilitation interventions 
were categorized as multicomponent interventions, 
physical activity interventions, cognitive rehabilitation 
interventions, non-invasive brain stimulation proto-
cols, occupational-based interventions, and other inter-
ventions. The most consistent evidence in this review 
supported multicomponent interventions, with signifi-
cant improvement demonstrated for general cognitive 
function (MD 1.56, 95% CI 0.69, 2.43) and memory 
(SMD 0.49, 95% CI 0.27, 0.72). Within these analyses of 
multicomponent interventions, cognitive rehabilitation 
training was used in conjunction with a form of physi-
cal activity. Physical activity interventions improved 
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outcomes of neglect (MD 13.99, 95% CI 12.67, 15.32) 
and balance (MD 2.97, 95% CI 0.71, 5.23). Occupa-
tional-based intervention conducted within 3  months 
post-stroke showed an effect in favor of the interven-
tion group for general cognitive function (MD 0.39, 
95% CI (0.02 to 0.76).

Alongside this meta-analytic evidence, and in keep-
ing with the MRC framework guidance of engaging key 
stakeholders [24], an in-depth qualitative study was con-
ducted with PpS, caregivers, and healthcare professionals 
working in stroke rehabilitation [25]. Factors identified 
by stakeholders as being key to intervention development 
emphasized meaningful engagement, both in the type of 
intervention delivered, as well as the intervention setting 
[25]. The capacity of PpS to engage in rehabilitation, as 
well as the optimal timing and delivery of the interven-
tion, was highlighted [25]. Drawing on this qualitative 
evidence, in conjunction with meta-analytic evidence 
from our systematic review, a multicomponent rehabili-
tation intervention aimed at improving cognitive func-
tioning in PpS was systematically developed which we 
called Opticogs.

Randomized controlled trials are required to provide 
a robust evidence-based for a complex multicomponent 
intervention to improve cognitive functioning in PpS. The 
feasibility of such an intervention requires examination 
prior to proceeding with a pilot randomized controlled 
trial. The delivery approach of OptiCogs was created 
in response to public health guidelines aligned with the 
COVID-19 pandemic and thus adopted a telehealth 
approach to intervention delivery [26] and presents the 
proof of concept testing of OptiCogs in preparation for 
larger scale evaluations, in accordance with the MRC 
framework [24].

Specific aims
The primary aim of this study was to assess the feasibility, 
acceptability, and safety of a multicomponent rehabilita-
tion intervention for PpS with cognitive impairment. The 
secondary aim was to explore pre-to-post-test changes in 
outcome measures relating to cognitive function, fatigue, 
quality of life, physical function, and patient-reported 
occupational performance as proof of concept for a 
future larger-scale investigation.

Material and methods
Participants and setting
This study was conducted as a single-arm feasibility study 
using a pre-test to post-test design. The study design was 
chosen with the aim of testing the feasibility of a multi-
component rehabilitation intervention for people with 
cognitive impairment post-stroke [27]. The Consolidated 
Standards of Reporting Trials (CONSORT) extension 

for pilot and feasibility studies was followed to standard-
ize the conduct and reporting of this study [28]. Ethical 
approval was obtained from the HSE-Mid Western Area 
Research Ethics Committee [REC: Ref: 121/2021] and the 
University of Limerick, Faculty of Education and Health 
Sciences Research Ethics Board [REC: 2022_03_07_EHS 
(OA)].

Participant eligibility
Inclusion criteria

•	 People with a diagnosis of stroke. Stroke may have 
been ischaemic or hemorrhagic in nature.

•	 People aged ≥ 18  years old; with confirmed mild to 
moderate cognitive impairment using the Adden-
broke’s examination III (ACE III) with a cutoff score 
of 88/100 [29].

•	 People post-stroke who had a modified rankin Scale 
(MRS) score of 0–3

•	 People post-stroke who were able to express their 
basic needs, verbally or not

•	 Had access to a smartphone, laptop, or tablet with an 
internet connection

Exclusion criteria

•	 Physician-confirmed contraindications for undertak-
ing physical activity, e.g., safety, presence of unstable 
heart disease

•	 People with diagnosed TIA
•	 People post-stroke with known active delirium or 

dementia
•	 People post-stroke with a diagnosis of known pre-

stroke cognitive impairment
•	 People post-stroke with moderate or severe visuospa-

tial neglect

Sample size
The target sample size of n = 10 participants was based 
on a pragmatic approach to the assessment of feasibility 
in the context of the study resources (i.e., funding and 
personnel) [30]. Recruitment took place over 12  weeks, 
where all eligible participants who expressed interest in 
participating in the study were invited to partake.

Procedures
Participants were scheduled to complete baseline data 
collection during the pre-assessment week, i.e., week 0 of 
the intervention schedule (see Supplementary Table  1). 
Data collection took place in one-to-one sessions with the 
first author (MOD) via Microsoft Teams, and the ACE 
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III measure was completed to establish participants’ pre-
intervention cognitive function. A questionnaire was sent 
to all participants using MS forms, where participants 
were asked to complete demographic questions about 
their age, gender, education level, comorbidities, and rural/
urban living environment. Data were collected the week 
subsequent to the completion of the 6-week intervention. 
These data were collected in the same sequence (one-to-
one MS team meeting and questionnaires via MS forms).

Patient and public partnership statement
A partnership-focused framework [31] guided the estab-
lishment of a patient and public partnership (PPI) panel 
of PpS and clinical experts in stroke rehabilitation to 
inform this study. In line with the INVOLVE principles 
and values [32], a PPI panel was established including 
three PpS with self-reported cognitive impairment, and 
three clinical experts in stroke rehabilitation, namely 
a Clinical Specialist Occupational Therapist in stroke 
rehabilitation, a senior Occupational Therapist and sen-
ior Physiotherapist in Early Supported Discharge for 
stroke. PPI began in November 2021, with panel mem-
bers actively advising the research team on intervention 
refinement of OptiCogs until week 1 of intervention 
delivery which began in May 2022.

In terms of intervention refinement of OptiCogs, the 
PPI panel was initially consulted in November 2021, 
with the panel members giving their insights and MOD 
facilitating the sessions. A decision was made for PpS and 
clinical experts to meet separately in order to promote 
fairness of opportunity in line with the INVOLVE guide-
lines (Hayes et al. 2012). To this end, an agenda was set 
for each PPI meeting in advance, wherein the PPI panel 
members reviewed the meeting agenda and were encour-
aged to contact MOD should any queries arise. The 
agenda for the series of meetings with PpS and clinical 
experts in stroke rehabilitation were as follows:

Meeting date 
and agenda with  
clinical experts

Meeting agenda - Outcomes of meeting

Meeting 1 (November 
2021): Intervention 
development

The preliminary 
intervention schedule 
was sent to the inter-
vention development 
one week in advance 
of the meeting 
for their review

- Strengths and weak-
nesses of the interven-
tion schedule were 
discussed
- Approaches to facili-
tate optimal engage-
ment in an online 
cognitive rehabilitation 
intervention post-stroke 
were discussed
- MOD re-drafted 
the intervention 
schedule post-meeting 
and circulated it 
to panel members 
for any further feedback

Meeting 2 (February 
2022): Recruitment 
and further review 
of intervention 
schedule

Given the slow recruit-
ment rates from UHL, 
input was sought 
from clinical experts 
on how to expand 
recruitment channels
The panel was asked 
to review the Opti-
Cogs intervention 
program and outline 
any changes they 
would recommend 
to facilitate optimal 
engagement

- Recruited was extended 
to other clinical sites 
within the UL Hospitals 
group namely, St. Camil-
lus and St. Ita’s Hospital 
Newcastle West, as well 
as recruiting via a gate-
keeper from the Irish 
Heart Foundation
- The intervention 
schedule was short-
ened from including 6 
cognitive domains to 3 
cognitive domains as fol-
lows: attention, memory, 
and executive function

Meeting date 
and agenda with peo-
ple post-stroke 
with self-reported 
cognitive impairment

Meeting agenda Outcomes of meeting

Meeting 1 (February 
2022): Introduction 
to other panel mem-
bers and the research 
topic

The panel members 
were introduced 
to one another
The boundaries 
of the group were 
discussed as well 
as the optimal 
approach to con-
duct the meetings, 
i.e., it was decided 
that a meeting agenda 
be sent out one week 
in advance of the meet-
ing in order for time 
to read the informa-
tion and pose any 
queries to MOD prior 
to the meeting date

A safe and friendly 
environment was cre-
ated where PpS felt 
empowered to express 
their opinions in line 
with the INVOLVE 
guidelines and fairness 
of opportunity to con-
tribute

Meeting 2 (March 
2022): Review 
of the participant 
information leaflet 
and discussion 
of the recruitment 
process

The panel was asked 
to review the par-
ticipant information 
leaflet

Following their review, 
proposed changes 
to the leaflet from panel 
members were as follows:
- Fewer words overall
- Use of larger fonts
- Visuals to convey 
the message quickly
- Use of layman terms 
and less use of “research 
terms”
- Additional information 
regarding the ability 
of participants to reach 
out for support dur-
ing the intervention 
should any needs arise 
and know that their 
needs will be listened to, 
and dealt with accord-
ingly and with confiden-
tiality

Meeting 3 (April 2022): 
Proposed change 
of method of delivery 
of OptiCogs from face-
to-face to an online 
method of interven-
tion delivery

The panel was asked 
to detail their views 
on the potential to run 
OptiCogs via an online 
method of delivery 
in response to Covid-
19

- The pros and cons 
of telehealth were 
discussed
- The panel members 
emphasized that small 
group numbers were key, 
i.e., no more than 3 par-
ticipants per Teams call
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The main objective of the panel was to provide con-
sensus on key aspects of the intervention design. This 
objective was achieved through collaborative interpreta-
tion of the existing evidence, in conjunction with patient 
values and clinical expertise. Feedback on the feasibility 
and acceptability of the intervention schedule was gath-
ered from a series of meetings with stakeholders. Key 
principles of complex intervention development are that 
it is, “dynamic, iterative, creative, open to change and 
forward-looking to future evaluation and implementa-
tion” [33]. In accordance with these principles, the clini-
cal experts in stroke rehabilitation detailed what would 
be feasible in clinical practice, given their experience in 
the context in which OptiCogs would be delivered. This 
input was balanced with the continual input from PpS, 
who provided their insights into intervention develop-
ment drawing from their experiential expertise of stroke, 
gained from their lived experiences [34].

Description of OptiCogs
OptiCogs is a 6-week multicomponent intervention, con-
sisting of both cognitive rehabilitation and physical activ-
ity components. The cognitive component was delivered 
via telehealth by an occupational therapist, while the 
physical activity component was delivered via telehealth 
by a chartered physiotherapist and first author (MOD).

For the cognitive component of the intervention, there 
were both group-based cognitive intervention sessions, 
as well as three individualized one-to-one cognitive ses-
sions for each participant. The individualized component 
was devised drawing on the goals of the PpS identified 
via the COPM pre-intervention. One-to-one cognitive 
sessions were tailored in accordance with the cognitive 
profile of the PpS, based on scores from the ACE-III as 
well as their established pre-assessment goals using the 
COPM [35]. For full details of the cognitive component 
of the intervention schedule, please see supplementary 
Table  1. Group-based domain-focused cognitive inter-
vention was delivered in relation to attention, memory, 
and executive function.

The physical activity component was informed by 
exercise recommendations for stroke survivors [36] and 
supplemented by findings of our quantitative systematic 
review and qualitative findings [25, 37]. Group-based 
exercise classes, delivered via telehealth, adopted a cir-
cuit class style, with sessions progressively increasing 
in intensity from week 1 to week 6. Sessions included a 
full body warm-up for approximately 5  min, followed 
by a circuit of eight strengthening exercises, target-
ing each major muscle group. Sessions were structured 
to allow for progressive overload, wherein participants 
were educated on how to exercise to fatigue on each set 
of the resistance exercises. For full details of the physical 

activity component of the intervention schedule, please 
see Supplementary Table 1.

Primary outcome measures
The recruitment response rate, expressed as a percent-
age, was computed as the number of people recruited 
to the study divided by the number who were screened 
as eligible and invited to participate. The recruitment 
rate was calculated as a percentage, with the number of 
people enrolled (numerator) over the number of eligible 
participants (denominator). Retention was calculated 
as the proportion of individuals who, after enrolment, 
completed the pre-intervention outcome measures and 
post-intervention outcome measures. Adherence to the 
intervention schedule was assessed through recording 
attendance at all sessions. Reasons for non-attendance 
were recorded by facilitators. Participants were consulted 
by MOD on a weekly basis to document adherence to 
the intervention protocol, discuss if any adverse events 
were occurring or at risk, and any other issues raised 
by participants throughout the intervention period. 
Adverse events were assessed using a self-report diary 
and included (1) pain during or after a session, (2) fall 
during or after a session, (3) emotional distress, (4) exac-
erbation of fatigue, or (5) other neurological symptoms 
post-stroke. These were self-reported by participants in 
response to questioning by the facilitators (MOD) at the 
beginning of each session. Acceptability of the OptiCogs 
intervention was assessed using a self-report question-
naire developed by the researchers containing 5-point 
Likert scales: 1 = “strongly disagree,” 2 = “disagree,” 
3 = “neutral,” 4 = “agree,” and 5 = “strongly agree.”

Secondary outcome measures
The secondary objectives of this study were to examine 
changes in the following outcome measures following the 
OptiCogs intervention:

•	 Cognitive function: The Addenbrooke’s Cognitive 
Examination-III (ACE-III) is a cognitive test that 
assesses five cognitive domains namely, attention, 
memory, verbal fluency, language, and visuospatial 
abilities [38]. The optimal ACE-III cutoff scores to 
detect mild cognitive impairment are 88/100 (sensi-
tivity 0.77, specificity 0.92) [29].

•	 Fatigue: The Fatigue Severity Scale (FSS) is a 9-item 
scale which measures the severity of fatigue and its 
effect on activities of daily living on a 7-point scale. A 
total score of 36 or more indicates that one is experi-
encing fatigue. The FSS is shown as a valid and reli-
able measure of fatigue in PpS [39].

•	 Quality of life: The Stroke-Specific Quality of Life 
Scale-12 (SSQoL-12) is a 12-item scale containing 
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49 items in 12 domains, namely, mobility, energy, 
upper extremity function, work/productivity, mood, 
self-care, social roles, family roles, vision, language, 
thinking, and personality. Each item is scored on a 
5-point Likert scale with higher scores indicating 
better functioning [40]. The SSQoL-12 displays good 
criterion validity for all subsets of stroke [41].

•	 Physical function: The patient-reported outcome 
measurement information system (PROMIS) scale 
(PROMIS-10) scale is indicated for use by an interna-
tional expert panel within the “standard set” of stroke 
measures [42]. The PROMIS-10 has been validated 
within the stroke population [43]. The physical func-
tion (PF) subset of the PROMIS-10 is shown to be 
feasible to obtain a measurement of PF in ischaemic 
stroke patients, with lower patient burden in compar-
ison to the Stroke Impact Scale and minimal ceiling 
effect [44]. The items of the PROMIS-PF are scored 
numerically for an individual’s response to each ques-
tion, with scores added up to find the total raw score.

•	 Participant-rated goal attainment: The Canadian 
Occupational Performance Measure (COPM) is a cli-
ent-centred tool designed to capture the individual’s 
self-perception of performance within three occupa-
tional performance areas: self-care, productivity, and 
leisure [35]. The individual is asked to use a 10-point 
scale to rate their own level of performance and sat-
isfaction with performance for each the five identi-
fied areas for improvement. The therapist calculates 
an average COPM performance score and satisfac-
tion score, typically ranging between 1 and 10, with 
1 indicating poor performance and 10 indicating very 
good performance and high satisfaction. Systematic 
review evidence shows the COPM to be an appropri-
ate tool for clinicians in assessing outcomes and col-
laborative goal-setting in PpS, with good test–retest 
reliability within the stroke population [45].

Statistical analysis
Summary statistics were used to describe participant 
characteristics at baseline using proportions (percent-
age) or means and standard deviations (SD). Numeric 
data were assessed for skewness using visual plots and 
the Shapiro–Wilk test of normality. Primary feasibility 
and adherence outcomes are reported as proportions. 
Analysis of the secondary outcomes variables compared 
differences between the pre-intervention and post-
intervention scores using mean difference (post–pre) 
with associated 95% confidence intervals. SPSS software 
(Version 28.0 Armonk, NT: IBM Corp) was used for all 
analyses.

Results
Primary outcomes
Response rate
As displayed in Fig. 1, the response rate was as follows: 
15/137 × 100% = 10.9%.

Recruitment and retention rates
As displayed in Fig. 1, from February to May 2022, nine 
participants enrolled in the intervention, with eight par-
ticipants completing the study. The target sample size 
of ten participants was not reached as a result of this 
screening process with eligibility criteria as outlined 
previously. Table 1 provides an overview of the baseline 
characteristics of participants. One individual withdrew 
from the study before commencing the intervention 
phase due to medical reasons. Therefore, eight partici-
pants in total (88.9%) completed the 6-week intervention 
and all outcome measures. Five participants attended all 
the physical and cognitive elements of the intervention. 
The flow of participants is outlined in Fig. 1.

Adherence
The intervention consisted of six group-based cognitive 
rehabilitation sessions, six group-based physical activ-
ity sessions, and three one-to-one cognitive sessions. Six 
(75%) participants attended all three one-to-one cogni-
tive sessions. Five participants (62.5%) attended all six 
group-based cognitive sessions. The group-based physi-
cal activity sessions were attended in full by four (50%) 
participants. Barriers such as difficulty in using the 
required hardware/software to attend telehealth sessions 
were recorded. Participants also reported challenges with 
monitoring emails for information on when to attend ses-
sions. Also, the lack of a face-to-face meeting with facili-
tators and other participants was reported as the reasons 
for non-adherence by some participants.

Adverse events
There were no reported adverse events by participants 
during the intervention phase. One participant dropped 
out for a medical reason, which was independent of the 
intervention itself.

Acceptability
The responses to the participant acceptability ques-
tionnaire (Likert scale) are shown in Table  2. Mean 
scores ranged from 3.6 (SD ± 0.74) regarding the 
physical activity component of the intervention to 
4.9 (SD ± 0.35) on the overall level of satisfaction with 
OptiCogs.
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Secondary outcomes
Secondary outcomes for pre- and post-intervention 
time points are provided in Table 3. Cognitive function 
as measured by the ACE III scores improved, MD = 5.8 
(95% CI 0.9, 10.6). Fatigue severity as measured by 
the FSS decreased, MD =  − 6.9 (95% CI − 12.6, − 1.2). 
Changes in the quality of life post-stroke as meas-
ured by the SSQoL scale improved, MD = 38.9 (95% 
CI 19.7, 58.0). There was little change in physical 

function as measured by the PROMIS-10, MD = 0.3 
(95% CI − 2.1, 2.6). COPM scores improved for perfor-
mance, MD = 13.6 (95% CI 8.9, 18.3) and satisfaction, 
MD = 12.9 (95% CI 8.6, 17.1).

Discussion
The current study findings demonstrated the feasibility, 
acceptability, and safety of this multicomponent interven-
tion for people with cognitive impairment post-stroke. 

Fig. 1  Participant flow diagram
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These findings will add to the future development of the 
intervention, wherein further development and refine-
ment will be conducted in accordance with the MRC 
framework [24]. Participant behavior and feedback offer 
practical applications and clinical recommendations for 
future work in this field.

Participants reported high levels of satisfaction with 
the intervention schedule, with overall satisfaction 
with the intervention reported at 4.9 points (SD ± 0.35). 
Adherence rates, ranging from 50 to 75%, demonstrated 
modest rates of adherence for completion of the 6-week 
intervention phase of OptiCogs. Also, no adverse events 
were reported in this study. This study did not seek to 
examine if participants experienced significant changes 
in secondary outcomes from pre-intervention to post-
intervention. However, there were improvements in sec-
ondary outcome measures relating to cognitive function, 
fatigue, quality of life, physical function, and goal attain-
ment in occupational performance.

In terms of recruitment, retention, and adherence, 
the results of this study suggest some modifications to 
the intervention are necessary. The delivery of Opti-
Cogs via telehealth, for example, resulted in barriers to 
recruitment and optimal engagement in the interven-
tion for some. The delivery of OptiCogs was developed 
within the context of the COVID-19 pandemic and in 
keeping with public health guidelines adopted a tele-
health approach to intervention delivery (World Health 
Organization 2021). In light of the barriers observed 
by participants engaging in OptiCogs, offering cogni-
tive telerehabilitation post-stroke as the sole service 
model is not recommended and a more flexible model 

Table 1  Participant demographics

Gender
  Female 4 (50%)

  Male 4 (50%)

Age 55.8 (16.1)

Marital status
  Living with a partner 3 (37.5%)

  Married 5 (62.5%)

Employment
  Retired 3 (37.5%)

  Unable to work due to health reasons 1 (12.5%)

  Work full-time 3 (37.5%)

  Work part-time 1 (12.5%)

Time post-stroke (years) 2.2 (1.6)

Type of stroke
  Hemorrhagic stroke 2 (25%)

  Ischemic stroke 6 (75%)

Education level
  Secondary school—leaving certificate 3 (37.5%)

  Third level—diploma/certificate/degree 5 (62.5%)

Mobility level
  Ambulatory with bilateral assistance (canes, crutches, 
walker frame)

1 (12.5%)

  Ambulatory without aid 7 (87.5%)

Co-morbidities
  Mild asthma 1 (12.5%)

  Overweight 1 (12.5%)

  Pacemaker 1 (12.5%)

Previous fall
  No 6 (75%)

  Yes 2 (25%)

Table 2  Participant acceptability questionnaire

5-point Likert scale employed across questions (score of 1 = “strongly disagree”; 
2 = “disagree”; 3 = “neutral”; 4 = “agree”; 5 = “strongly agree

Questions Mean (SD)

Q1. I had good support from my healthcare profes-
sional during participation in OptiCogs

4.8 (0.46)

Q2. The content of the cognitive rehabilitation was 
acceptable and met my needs

4.1 (0.64)

Q3. The content of the physical activity component 
was acceptable and met my needs

3.6 (0.74)

Q4. The individualized calls with the occupational 
therapist were acceptable and met my needs

4.3 (0.46)

Q5. Taking part in OptiCogs for 6 weeks was accept-
able and met my needs

4.5 (0.53)

Q6. Please, tick the appropriate box that indicates your 
overall satisfaction with OptiCogs

4.9 (0.35)

Table 3  Secondary outcomes pre- and post-intervention

ACE III Addenbrooke’s Cognitive Examination III (higher scores reflect 
improvement in cognitive function), FSS Fatigue Severity Scale (lower scores 
reflect a decrease in fatigue), Global Fatigue scale (a subset of the FSS, wherein 
lower score reflects a decrease in fatigue), PROMIS-PF patient reported 
outcomes measurement information system-physical function subset, SSQoL 
Stroke Specific Quality of Life scale (higher score reflects an increase in quality 
of life), COPM Canadian Occupational Performance Measure (scores on level 
of performance and satisfaction of performance range from 1 to 10, where 1 
indicates poor performance and low satisfaction, with 10 representing high 
performance and high satisfaction),*n = 7 participants completed the COPM 
measure

Pre Post Mean difference (95% 
CI)

ACE-III 63.3 (23.9) 69 (24.6) 5.8 (0.9, 10.6)

FSS 52.5 (7.3) 45.6 (7.2)  − 6.9 (− 12.6, − 1.2)

Global Fatigue 8.0 (1.4) 6.9 (1.4)  − 1.1 (− 1.8, − 0.4)

SSQoL 131.0 (26.3) 169.9 (15.3) 38.9 (19.7, 58.0)

PROMIS-PF 15.5 (6.3) 15.8 (5.3) 0.3 (− 2.1, 2.6)

COPM Performance* 9.3 (2.3) 22.9 (4.2) 13.6 (8.9, 18.3)

COPM Satisfaction* 9.9 (2.1) 22.7 (3.5) 12.9 (8.6, 17.1)
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should be considered in the future including face-to-
face, hybrid, and telehealth options. This mirrors cur-
rent research into telehealth and stroke rehabilitation 
where the so-called digital divide results in participants 
encountering challenges in accessing digital technolo-
gies due to a lack of skills and education in technologi-
cal usage [46].

We noted higher rates of adherence for the one-to-
one therapy sessions. This may have been positively 
influenced by one-to-one contact with a healthcare 
professional during these individualized sessions. It is 
known that HCP communication is significantly posi-
tively correlated with patient adherence, wherein the 
odds of patient adherence are 1.62 times higher when a 
HCP is trained in communication skills [47]. This again 
suggests the importance of clinician-patient contact 
and points to the need to consider offering personalized 
and flexible choices to people with post-stroke cogni-
tive impairment to optimize participation in such inter-
ventions. This individualized approach is supported by 
the work of Clare et al. [48] who conducted the “Goal-
oriented cognitive rehabilitation for early-stage Alz-
heimer’s and related dementias: the GREAT RCT”. The 
GREAT RCT offered a cognitive rehabilitation program 
to n = 475 people with Alzheimer’s disease or vascular 
or mixed dementia or had mild to moderate cognitive 
impairment. GREAT was delivered by nine occupa-
tional therapists and one nurse, over a 3-month period 
in the participants’ homes. At three months, there were 
statistically significant large positive effects for partici-
pant-rated goal attainment as measured by the COPM 
[mean change in the CR arm: 2.57; mean change in the 
TAU arm: 0.86; Cohen’s d = 0.97, 95% confidence inter-
val (CI) 0.75 to 1.19]. These positive findings for par-
ticipant-rated goal attainment in the GREAT RCT are 
mirrored in the current study, wherein COPM scores 
improved for levels of satisfaction relating to goal 
attainment (MD = 12.9 (95% CI 8.6, 17.1) post-inter-
vention, i.e., 6 weeks.

The results of this study provide preliminary evidence 
that a multicomponent intervention may be beneficial in 
improving cognitive function, fatigue, quality of life, and 
occupational performance in PpS. These potential bene-
fits are tentatively interpreted and require further testing 
in a larger pilot randomized trial. In particular, changes 
in ACE III and SSQoL scores suggest improvements of 
cognitive function and quality of life post-intervention, 
i.e., 6  weeks. This mirrors previous literature wherein a 
combined intervention of physical activity and cognitive 
training significantly improved cognitive function [49–
52] and quality of life post-intervention in people post-
stroke [51].

The current study findings demonstrated a positive 
trend in reducing fatigue severity post-intervention. Also, 
there was a small trend toward improvement in physical 
function demonstrated post-intervention. These results 
are supported in a randomized controlled trial of n = 73 
PpS who were randomized to either an intervention com-
bining cognitive therapy with graded activity training 
(COGRAT) or cognitive therapy alone [53]. While this 
study found that both treatments demonstrated signifi-
cant improvements on fatigue and physical endurance, 
the combined COGRAT intervention exceeded those 
of the single-component cognitive therapy intervention. 
Specifically, the number of participants showing clini-
cal improvements in measures of fatigue was higher in 
the COGRAT versus the single component cognitive 
therapy (58% of participants versus 24% of participants) 
[53]. In addition, gains in the COGRAT group for physi-
cal endurance exceeded those of the single-component 
cognitive therapy intervention (p < 0.001) [53]. However, 
the low satisfaction rate in relation to the online delivery 
of the physical activity component must be noted. Par-
ticipants encountered challenges with the completion 
of physical activity via telehealth, namely, difficulty fol-
lowing commands in the context of a group-based set-
ting and difficulty with Internet connection. The current 
study suggests that telerehabilitation is likely most suit-
ably situated as a component within a complex interven-
tion, as opposed to being the sole method of intervention 
delivery. Its centrality to the delivery of the intervention 
may negatively impact the level of engagement from 
participants, a finding mirrored in the literature and the 
so-called digital divide referring to the lack of access to 
digital technologies and connectivity within certain pop-
ulations, and the lack of motivation to engage in reha-
bilitation interventions delivered via telehealth [46]. PpS 
who experience communication and/or cognitive impair-
ment are also likely to encounter more difficulty with 
telerehabilitation than those without [54] It seems there-
fore that offering telerehabilitation as the primary service 
model may not be recommended.

The results of this study must be interpreted in the 
context of its strengths and limitations. OptiCogs was 
developed following a comprehensive systematic review 
and meta-analysis [37], followed by an in-depth qualita-
tive exploration of key stakeholders in stroke rehabilita-
tion [25] and meaningful PPI engagement, guided by the 
MRC framework [24]. The transparent development of 
OptiCogs will allow for intervention replication and sets 
the foundation for a pilot RCT to be conducted, wherein 
estimate effect sizes will be calculated and further inter-
vention refinement can be conducted in line with the 
MRC framework [24].
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However, these preliminary data are encouraging and 
suggest a larger pilot study is warranted. In discussing 
the implications of the current study findings, the single-
arm feasibility study design must be considered. Without 
a control group, it is difficult to ascertain how much of 
these improvements are as a result of natural recovery. 
Therefore, the potential benefits observed are interpreted 
with caution and require further testing in a larger pilot 
trial. Given the lack of blinded outcome assessment, the 
potential for detection bias is acknowledged.

With regard to the future intervention development 
of OptiCogs, the value of a process evaluation of Opti-
Cogs should be considered. This process evaluation 
would further outline the potential modifications needed 
for OptiCogs. The MRC guidance on process evalua-
tions described by Moore et al. (2015) suggests that early 
evaluation of these testing phases should encompass 
a process evaluation in which quantitative data is com-
bined with an in-depth qualitative exploration to pro-
vide detail on the implementation and functioning of the 
intervention on a small scale [55]. Process evaluations 
serve a very important role in health service research by 
providing detailed insight into the experiences of those 
exposed to the intervention [56]. This is of particular 
note in stroke rehabilitation research where the transla-
tion of interventions into practice has been described as 
“impossible’, due to the prevalence of insufficient imple-
mentation strategies and methodological descriptions 
[57]. Trials which include a process evaluation are known 
to yield higher-quality results, which can help translate 
intervention findings and enhance the potential general-
isability and optimization of the proposed intervention in 
clinical practice [58]. In this way, a process evaluation of 
OptiCogs would shed light on the previously described 
‘black box’ of cognitive rehabilitation interventions [59]. 
Through the conduct of a process evaluation, OptiCogs 
could be evaluated further in terms of economic con-
siderations, cost–benefit analysis, and the use of clinical 
outcomes to inform sample size calculation. To this end, 
future process evaluations of OptiCogs should be con-
sidered in line with the key recommendations regarding 
the planning, design, evaluation, and reporting of process 
evaluations for complex interventions [55].

Furthermore, the small sample size which limits gen-
eralisability, and so, these results should be interpreted 
with caution. On reflection, perhaps a more pragmatic 
approach to recruitment should have been taken. For 
example, alternative pathways of recruitment may need 
to be considered. Given the challenges to recruitment 
for rehabilitation studies in the early phase post-stroke 
[60], it is unsurprising that community-based stroke tri-
als have the most efficient recruitment rates [61]. This is 
evident from the initial recruitment phase which via an 

acute hospital (the ESD stroke service in University Hos-
pital Limerick) which resulted in one participant being 
recruited over a period of 4 months. Subsequently, hav-
ing opened our recruitment to community-based stroke 
rehabilitation services via the Irish Heart Foundation, 
seven participants were recruited within one month. 
Thus, in consideration of the recruitment rates of this 
feasibility study, and in the context of the wider litera-
ture on stroke rehabilitation trials, it may be interpreted 
that PpS in the sub-acute to the chronic phase of recov-
ery are in a better position to be approached regarding 
trial participation. Perhaps the immediate psychological 
and physical implications of stroke have subsided, and 
the most intensive period of standard rehabilitation is 
likely to have been carried out once in the sub-acute to 
chronic phase post-stroke. Furthermore, a lack of com-
munity care and limited support from primary healthcare 
services is known to contribute to a perception of mar-
ginalization and a feeling of abandonment by PpS and 
their caregivers following discharge from the hospital set-
ting [62]. Again, this was mirrored by the qualitative find-
ings of O’ Donoghue et  al. [25] wherein PpS and carers 
felt isolated once discharged from acute stroke services 
and were back into the community. To this end, recruit-
ment forecasting for a future pilot trial of OptiCogs 
should carefully consider the stage of rehabilitation post-
stroke when specifying eligibility criteria and locations of 
recruitment.

Also, the delivery of OptiCogs was driven by public 
health guidelines aligned with the COVID-19 pandemic 
and thus adopted a telehealth approach to intervention 
delivery. However, there are barriers to telerehabilitation 
interventions and the so-called digital divide wherein 
participants encounter challenges in accessing digi-
tal technologies due to a lack of skills and education in 
technological usage [46]. There are complex challenges in 
embedding telerehabilitation services for PpS. A recent 
systematic review of 41 RCTs of stroke telerehabilita-
tion interventions synthesized the barriers and facili-
tators of stroke telerehabilitation delivery [63]. While 
usability and acceptability with telerehabilitation were 
high across the included studies, issues relating to inac-
cessibility and technical challenges, as well as training 
requirements for intervention delivery were described 
as barriers to the adoption of telerehabilitation in stroke 
services [63]. These findings were mirrored in the current 
study, wherein PpS reported technical issues and the lack 
of clinician-patient rapport as barriers to participation in 
OptiCogs. It seems, therefore, that offering telerehabili-
tation appears feasible; however, modifications to Opti-
Cogs are needed to ensure optimal engagement from 
PpS. To this end, the delivery of cognitive rehabilitation 
via telerehabilitation platforms as the primary service 
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model may not be recommended and future research in 
this area is needed.

Conclusions
To the authors’ knowledge, there are no studies investi-
gating the effectiveness of a combined cognitive rehabili-
tation and physical activity multicomponent intervention 
for cognitive rehabilitation for PpS. While the results of 
this single-arm feasibility study indicate that some modi-
fications to OptiCogs are needed prior to the commence-
ment of a larger pilot trial, preliminary results suggest 
that OptiCogs is feasible, safe, and acceptable to PpS. 
Changes in cognitive functioning scores between baseline 
and post-intervention assessment suggest improvements 
in general cognitive functioning, fatigue, and quality of 
life outcomes. These findings serve as a preliminary step 
to inform the development of an evidence-based future 
pilot randomized control trial.

Abbreviations
ACE III	� Addenbrooke’s Cognitive Examination III
CONSORT	� Consolidated Standards of Reporting Trials
COPM	� Canadian Occupational Performance Measure
FSS	� Fatigue Severity Scale
MD	� Mean difference
MRC	� Medical Research Council
MRS	� Modified Rankin Scale
PROMIS-PF	� Patient-Reported Outcomes Measurement Information System-

Physical Function subset
PPI	� Patient and public involvement
PpS	� Person post-stroke
SMD	� Standardized mean difference
SSQoL	� Stroke Specific Quality of Life Scale

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s40814-​023-​01300-7.

Additional file 1: Table S1. Intervention schedule (OptiCogs).

Acknowledgements
The authors would like to express their special thanks and appreciation to the 
participants for their contribution, time, and support throughout. The authors 
would also like to thank the gatekeepers of respective recruitment sites for 
their help during the recruitment phase.

Authors’ contributions
MOD: conceptualization, data collection, data analysis, writing—draft 
preparation, review, and editing; SH, RG, PB, SL, and HP: conceptualization, 
data analysis, writing—review and editing, and final approval; EH, EM, DL, and 
JMcM: writing—review and editing, and final approval. The authors read and 
approved the final manuscript.

Funding
This work was funded by a PhD stipend from the School of Allied Health, 
University of Limerick.

Availability of data and materials
The datasets supporting the conclusions of this article are included within the 
article and its additional files.

Declarations

Ethics approval and consent to participate
Ethics approval was granted from the Faculty of Education and Health Sciences 
Research Ethics Committee at the University of Limerick [2020_06_07_ EHS]. All 
participants provided informed written consent via Qualtrics Survey Software.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 School of Allied Health, Faculty of Education and Health Sciences, Ageing 
Research Centre, Health Research Institute, University of Limerick, Limerick V94 
T9PX, Ireland. 2 Acute Stroke and Neurology Services, UL Hospitals Group, 
University Hospital Limerick, Limerick, Ireland. 3 Early Supported Discharge, UL 
Hospitals Group, University Hospital Limerick, Limerick, Ireland. 4 Department 
of Sport, Exercise and Nutrition, School of Science and Computing, Mayo 
Institute of Technology, Dublin Road, GalwayGalway, Ireland. 5 Department 
of Nursing and Healthcare Sciences, School of Health and Social Sciences, 
Munster Technological University Kerry Campus, Kerry, Ireland. 6 Department 
of Mathematics and Statistics, University of Limerick, Limerick, Ireland. 

Received: 7 September 2022   Accepted: 10 April 2023

References
	1.	 Feigin VL, Norrving B, Mensah GA. Global burden of stroke. Circ Res. 

2017;120(3):439–48.
	2.	 Mellon L, Brewer L, Hall P, Horgan F, Williams D, Hickey A. Cognitive 

impairment six months after ischaemic stroke: a profile from the ASPIRE-S 
study. BMC Neurol. 2015;15(1):31.

	3.	 Tatemichi T, Paik M, Bagiella E, Desmond D, Pirro M, Hanzawa L. Dementia 
after stroke is a predictor of long-term survival. Stroke. 1994;25(10):1915–9.

	4.	 Rasquin SM, Lodder J, Ponds RW, Winkens I, Jolles J, Verhey FR. Cognitive 
functioning after stroke: a one-year follow-up study. Dement Geriatr 
Cogn Disord. 2004;18(2):138–44.

	5.	 Nys G, Van Zandvoort M, De Kort P, Jansen B, Kappelle L, De Haan E. 
Restrictions of the Mini-Mental State Examination in acute stroke. Arch 
Clin Neuropsychol. 2005;20(5):623–9.

	6.	 Kapoor A, Lanctôt KL, Bayley M, Kiss A, Herrmann N, Murray BJ, et al. 
“Good outcome” isn’t good enough: cognitive impairment, depressive 
symptoms, and social restrictions in physically recovered stroke patients. 
Stroke. 2017;48(6):1688–90.

	7.	 Douiri A, Rudd AG, Wolfe CD. Prevalence of poststroke cogni-
tive impairment: South London stroke register 1995–2010. Stroke. 
2013;44(1):138–45.

	8.	 Cumming TB, Brodtmann A, Darby D, Bernhardt J. The importance of cog-
nition to quality of life after stroke. J Psychosom Res. 2014;77(5):374–9.

	9.	 Patel MD, Coshall C, Rudd AG, Wolfe CDA. Cognitive impairment after 
stroke: clinical determinants and its associations with long-term stroke 
outcomes. J Am Geriatr Soc. 2002;50(4):700–6.

	10.	 Atteih S, Mellon L, Hall P, Brewer L, Horgan F, Williams D, et al. Implications 
of stroke for caregiver outcomes: findings from the ASPIRE-S study. Int J 
Stroke. 2015;10(6):918–23.

	11.	 Claesson L, Lindén T, Skoog I, Blomstrand C. Cognitive impairment after 
stroke–impact on activities of daily living and costs of care for elderly 
people. Cerebrovasc Dis. 2005;19(2):102–9.

	12.	 Pollock A, St George B, Fenton M, Firkins L. Top 10 research priorities relat-
ing to life after stroke–consensus from stroke survivors, caregivers, and 
health professionals. Int J Stroke. 2014;9(3):313–20.

	13.	 Hochstenbach JB, den Otter R, Mulder TW. Cognitive recovery after 
stroke: a 2-year follow-up. Arch Phys Med Rehabil. 2003;84(10):1499–504.

	14.	 Jacova C, Pearce LA, Costello R, McClure LA, Holliday SL, Hart RG, et al. 
Cognitive impairment in lacunar strokes: the SPS3 trial. Ann Neurol. 
2012;72(3):351–62.

https://doi.org/10.1186/s40814-023-01300-7
https://doi.org/10.1186/s40814-023-01300-7


Page 12 of 13O’ Donoghue et al. Pilot and Feasibility Studies           (2023) 9:178 

	15.	 Peoples H, Satink T, Steultjens E. Stroke survivors’ experiences of reha-
bilitation: a systematic review of qualitative studies. Scand J Occup Ther. 
2011;18(3):163–71.

	16.	 Lincoln N, Majid M, Weyman N. Cognitive rehabilitation for attention 
deficits following stroke. Cochrane Database Syst Rev. 2000;(4).

	17.	 das Nair R, Lincoln N. Cognitive rehabilitation for memory deficits follow-
ing stroke. Cochrane Database Syst Rev. 2007;(3).

	18.	 West C, Bowen A, Hesketh A, Vail A. Interventions for motor apraxia fol-
lowing stroke. Cochrane Database Syst Rev. 2008;(1).

	19.	 Bowen A, Knapp P, Gillespie D, Nicolson DJ, Vail A. Non-pharmacological 
interventions for perceptual disorders following stroke and other adult-
acquired, non-progressive brain injury. Cochrane Database Syst Rev. 
2011;4:CD007039.

	20.	 Bowen A, Hazelton C, Pollock A, Lincoln NB. Cognitive rehabilita-
tion for spatial neglect following stroke. Cochrane Database Syst Rev. 
2013;2013(7):CD003586.

	21.	 Chung CS, Pollock A, Campbell T, Durward BR, Hagen S. Cognitive reha-
bilitation for executive dysfunction in adults with stroke or other adult 
non-progressive acquired brain damage. Cochrane Database Syst Rev. 
2013;2013(4):CD008391.

	22.	 Gillespie DC, Bowen A, Chung CS, Cockburn J, Knapp P, Pollock A. 
Rehabilitation for post-stroke cognitive impairment: an overview of 
recommendations arising from systematic reviews of current evidence. 
Clin Rehabil. 2015;29(2):120–8.

	23.	 Ramsey L, Siegel J, Lang C, Strube M, Shulman G, Corbetta M. Behavioural 
clusters and predictors of performance during recovery from stroke. Nat 
Hum Behav. 2017;1(3):1–10.

	24.	 Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM, et al. 
A new framework for developing and evaluating complex interventions: 
update of Medical Research Council guidance. BMJ. 2021;374:n2061.

	25.	 O’ Donoghue M, Boland P, Leahy S, Galvin R, McManus J, Lisiecka D, et al. 
Exploring the perspectives of key stakeholders on the design and deliv-
ery of a cognitive rehabilitation intervention for people post-stroke. PLoS 
ONE 2022;17(6):e0269961.

	26.	 World Health Organization. Infection prevention and control during 
health care when coronavirus disease (COVID-19) is suspected or con-
firmed: interim guidance, 12 July 2021. World Health Organization. 2021.

	27.	 Eldridge SM, Lancaster GA, Campbell MJ, Thabane L, Hopewell S, Cole-
man CL, et al. Defining feasibility and pilot studies in preparation for 
randomised controlled trials: development of a conceptual framework. 
PLoS ONE. 2016;11(3):e0150205.

	28.	 Eldridge SM, Chan CL, Campbell MJ, Bond CM, Hopewell S, Thabane 
L, et al. CONSORT 2010 statement: extension to randomised pilot and 
feasibility trials. BMJ. 2016;355:i5239.

	29.	 Takenoshita S, Terada S, Yoshida H, Yamaguchi M, Yabe M, Imai N, et al. 
Validation of Addenbrooke’s cognitive examination III for detect-
ing mild cognitive impairment and dementia in Japan. BMC Geriatr. 
2019;19(1):1–8.

	30.	 Tickle-Degnen L. Nuts and bolts of conducting feasibility studies. Am J 
Occup Ther. 2013;67(2):171–6.

	31.	 Greenhalgh T, Hinton L, Finlay T, Macfarlane A, Fahy N, Clyde B, 
et al. Frameworks for supporting patient and public involvement 
in research: systematic review and co-design pilot. Health Expect. 
2019;22(4):785–801.

	32.	 Hayes H, Buckland S, Tarpey M. INVOLVE briefing notes for research-
ers: involving the public in NHS. Public Health Soc Care Res Eastleigh 
INVOLVE. 2012.

	33.	 O’Cathain A, Croot L, Duncan E, Rousseau N, Sworn K, Turner KM, et al. 
Guidance on how to develop complex interventions to improve health 
and healthcare. BMJ Open. 2019;9(8):e029954.

	34.	 Staley K, Elliott J, Stewart D, Wilson R. Who should I involve in my 
research and why? Patients, carers or the public? Res Involv Engagem. 
2021;7(1):1–8.

	35.	 Law M, Baptiste S, McColl M, Opzoomer A, Polatajko H, Pollock N. The 
Canadian occupational performance measure: an outcome measure for 
occupational therapy. Can J Occup Ther. 1990;57(2):82–7.

	36.	 Billinger SA, Arena R, Bernhardt J, Eng JJ, Franklin BA, Johnson CM, et al. 
Physical activity and exercise recommendations for stroke survivors: a 
statement for healthcare professionals from the American Heart Associa-
tion/American Stroke Association. Stroke. 2014;45(8):2532–53.

	37.	 O’Donoghue M, Leahy S, Boland P, Galvin R, McManus J, Hayes S. Rehabili-
tation of cognitive deficits poststroke: systematic review and meta-analy-
sis of randomized controlled trials. Stroke. 2022;STROKEAHA-121.

	38.	 Bruno D, Schurmann VS. Addenbrooke’s cognitive examination III in 
the diagnosis of dementia: a critical review. Neuropsychiatr Dis Treat. 
2019;15(15):441–7.

	39.	 Ozyemisci-Taskiran O, Batur EB, Yuksel S, Cengiz M, Karatas GK. Validity 
and reliability of fatigue severity scale in stroke. Top Stroke Rehabil. 
2019;26(2):122–7.

	40.	 Williams LS, Weinberger M, Harris LE, Clark DO, Biller J. Development of a 
stroke-specific quality of life scale. Stroke. 1999;30(7):1362–9.

	41.	 Post MW, Boosman H, Van Zandvoort MM, Passier PE, Rinkel GJ, Visser-Meily 
JM. Development and validation of a short version of the Stroke Specific 
Quality of Life Scale. J Neurol Neurosurg Psychiatry. 2011;82(3):283–6.

	42.	 Salinas J, Sprinkhuizen SM, Ackerson T, Bernhardt J, Davie C, George MG, 
et al. An international standard set of patient-centered outcome meas-
ures after stroke. Stroke. 2016;47(1):180–6.

	43.	 Katzan IL, Lapin B. PROMIS GH (patient-reported outcomes measurement 
information system Global Health) scale in stroke: a validation study. 
Stroke. 2018;49(1):147–54.

	44.	 Katzan IL, Fan Y, Uchino K, Griffith SD. The PROMIS physical function scale: 
a promising scale for use in patients with ischemic stroke. Neurology. 
2016;86(19):1801–7.

	45.	 Yang SY, Lin CY, Lee YC, Chang JH. The Canadian occupational perfor-
mance measure for patients with stroke: a systematic review. J Phys Ther 
Sci. 2017;29(3):548–55.

	46.	 Watts G. COVID-19 and the digital divide in the UK. Lancet Digit Health. 
2020;2(8):e395–6.

	47.	 Zolnierek KBH, Dimatteo MR. Physician communication and patient 
adherence to treatment: a meta-analysis. Med Care. 2009;47(8):826–34.

	48.	 Clare L, Kudlicka A, Oyebode JR, Jones RW, Bayer A, Leroi I, et al. 
Goal-oriented cognitive rehabilitation for early-stage Alzheimer’s and 
related dementias: the GREAT RCT. Health Technol Assess Winch Engl. 
2019;23(10):1–242.

	49.	 Hwi-Young C, Ki-Tae K, Jin-Hwa J. Effects of computer assisted cognitive 
rehabilitation on brain wave, memory and attention of stroke patients: a 
randomized control trial. J Phys Ther Sci. 2015;27(4):1029–32.

	50.	 Yoo C, Yong MH, Chung J, Yang Y. Effect of computerized cognitive reha-
bilitation program on cognitive function and activities of living in stroke 
patients. J Phys Ther Sci. 2015;27(8):2487–9.

	51.	 Kongkasuwan R, Voraakhom K, Pisolayabutra P, Maneechai P, Boonin 
J, Kuptniratsaikul V. Creative art therapy to enhance rehabilita-
tion for stroke patients: a randomized controlled trial. Clin Rehabil. 
2016;30(10):1016–23.

	52.	 Bo W, Lei M, Tao S, Jie LT, Qian L, Lin FQ, et al. Effects of combined inter-
vention of physical exercise and cognitive training on cognitive function 
in stroke survivors with vascular cognitive impairment: a randomized 
controlled trial. Clin Rehabil. 2019;33(1):54–63.

	53.	 Zedlitz AM, Rietveld TC, Geurts AC, Fasotti L. Cognitive and graded activ-
ity training can alleviate persistent fatigue after stroke: a randomized, 
controlled trial. Stroke. 2012;43(4):1046–51.

	54.	 Laver K, Walker M, Ward N. Telerehabilitation for stroke is here to stay. But 
at what cost? Neurorehabil Neural Repair 2022;15459683221100492.

	55.	 Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. 
Process evaluation of complex interventions: Medical Research Council 
guidance. BMJ. 2015;350:h1258.

	56.	 Masterson-Algar P, Burton CR, Rycroft-Malone J. Process evaluations in 
neurological rehabilitation: a mixed-evidence systematic review and 
recommendations for future research. BMJ Open. 2016;6(11):e013002.

	57.	 McEwen D, O’Neil J, Miron-Celis M, Brosseau L. Content reporting in post-
stroke therapeutic circuit-class exercise programs in randomized control 
trials. Top Stroke Rehabil. 2019;26(4):281–7.

	58.	 French C, Pinnock H, Forbes G, Skene I, Taylor SJC. Process evaluation 
within pragmatic randomised controlled trials: what is it, why is it done, 
and can we find it?-a systematic review. Trials. 2020;21(1):916.

	59.	 Hoffmann TC, Walker MF. TIDieR-ing up’the reporting of interventions in 
stroke research: the importance of knowing what is in the ‘black box. Int J 
Stroke. 2015;10(5):657–8.

	60.	 Elkins JS, Khatabi T, Fung L, Rootenberg J, Johnston SC. Recruiting sub-
jects for acute stroke trials: a meta-analysis. Stroke. 2006;37(1):123–8.



Page 13 of 13O’ Donoghue et al. Pilot and Feasibility Studies           (2023) 9:178 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	61.	 McGill K, Sackley CM, Godwin J, McGarry J, Brady MC. A systematic review 
of the efficiency of recruitment to stroke rehabilitation randomised 
controlled trials. Trials. 2020;21(1):68.

	62.	 Pindus DM, Mullis R, Lim L, Wellwood I, Rundell AV, Abd Aziz NA, et al. 
Stroke survivors’ and informal caregivers’ experiences of primary care and 
community healthcare services–a systematic review and meta-ethnogra-
phy. PLoS ONE. 2018;13(2):e0192533.

	63.	 Howes S, Stephenson A, Murphy P, Deutsch J, Stokes M, Pedlow K, et al. 
Factors influencing the delivery of telerehabilitation for stroke: a system-
atic review. Physiotherapy. 2022;114:e90.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	OptiCogs: feasibility of a multicomponent intervention to rehabilitate people with cognitive impairment post-stroke
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 
	Trial registration 

	Key messages regarding feasibility
	Background
	Specific aims

	Material and methods
	Participants and setting
	Participant eligibility
	Inclusion criteria
	Exclusion criteria

	Sample size
	Procedures
	Patient and public partnership statement
	Description of OptiCogs
	Primary outcome measures
	Secondary outcome measures
	Statistical analysis

	Results
	Primary outcomes
	Response rate
	Recruitment and retention rates
	Adherence
	Adverse events
	Acceptability

	Secondary outcomes

	Discussion
	Conclusions
	Anchor 33
	Acknowledgements
	References


