
Review

The prevalence of fatigue after stroke:
A systematic review and meta-analysis

Toby B Cumming1, Marcie Packer2,
Sharon F Kramer1 and Coralie English1,2,3

Abstract

Background: Fatigue is a common and debilitating symptom after stroke. The last decade has seen rapid expansion of

the research literature on post-stroke fatigue, but prevalence remains unclear.

Aims: To estimate post-stroke fatigue prevalence and to identify the contributing factors to fatigue, by conducting a

systematic review and meta-analysis.

Summary of review: We included all studies of adult stroke survivors that used a recognized assessment scale for

fatigue (search date September 2014). Two reviewers independently reviewed all full texts for inclusion. Data were

extracted by one reviewer and independently cross-checked by a second. Risk of bias was evaluated using a critical

appraisal tool. From an overall yield of 921 studies, 101 full text papers were screened, and 49 of these met inclusion

criteria. The most widely used measure of fatigue was the Fatigue Severity Scale (n¼ 24 studies). Prevalence estimates at

a cut-off score of> or� 4 were available for 22 of these 24 studies (total n¼ 3491), and ranged from 25 to 85%. In

random effects meta-analysis, the pooled prevalence estimate was 50% (95% CI 43–57%), with substantial heterogeneity

(I2¼ 94%). Neither depression status nor time point post-stroke explained the heterogeneity between studies. In post-

hoc analysis, fatigue prevalence was found to be lower in the four Asian studies (35%; 95% CI 20–50; I2¼ 96%).

Conclusions: Our results confirm that fatigue is a widespread issue for stroke survivors, although it may be less

prevalent in Asia. Further research is needed to explain the wide variability in prevalence estimates between studies.
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Introduction

Post-stroke fatigue is common. In large studies across
the first two years following stroke, fatigue is reported
by more than 50% of stroke survivors.1,2 Even in
cohorts of people with mild stroke and little disability,
the majority report fatigue.3 Prevalence of fatigue in
stroke survivors is more than three times that of age-
matched controls.4 The definition and assessment of
fatigue after stroke borrows heavily from previous
work in other medical conditions, such as multiple
sclerosis. Fatigue can be defined as ‘‘a subjective lack
of physical or mental energy (or both) that is perceived
by the individual to interfere with usual or desired activ-
ities.’’5 Given that fatigue is a subjective experience, its
measurement typically includes a phenomenological
dimension. Self-report fatigue scales that have been
used in stroke populations include the Fatigue
Severity Scale (FSS),6 the Fatigue Assessment Scale7

and the Multidimensional Fatigue Inventory (MFI).8

While it is generally accepted that fatigue is widespread
after stroke, there is large variability between studies in
reported prevalence.

The reason for this variability remains unclear. It is
not just an artifact of small samples. In studies both
featuring >200 participants, fatigue prevalence of 68%
in the Netherlands9 dwarfed that of 25% in Hong
Kong.10 Methodological differences, such as assessment
technique and diagnostic cut-off used, undoubtedly
contribute to variability in fatigue prevalence estimates.
Yet this is not the full explanation; in the above
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comparison, both studies used the same assessment tool
with the same fatigue cut-off. The presence of depres-
sion is important, as it is strongly associated with fati-
gue after stroke.11 Studies in stroke populations with
low levels of depression—or studies where depression is
an exclusion criterion, as in the previously cited Hong
Kong study10—are likely to have lower estimates of
fatigue prevalence. Another potential explanation
relates to the timing of assessment after stroke. The
onset of fatigue typically occurs early, within the first
two weeks of stroke,1,12 and longitudinal studies indi-
cate that fatigue rates are more likely to decline than to
increase across time.13 This suggests that cohorts of
participants assessed earlier after stroke may yield
higher fatigue prevalence estimates.

It is important to understand the scope of the prob-
lem, and the contributing factors, as fatigue can have
debilitating effects on stroke survivors. Post-stroke fati-
gue is significantly related to poor quality of life, even
after adjusting for depression, disability and age.14 It is
very meaningful for patients: 40% report fatigue as their
worst or one of their worst symptoms.15 Post-stroke
fatigue limits participation in everyday life, with detri-
mental effects on social participation, return to work,
driving, reading, and sleeping.16 It increases dependence
in activities of daily living and institutionalization17 and
has been linked to increased mortality.17,18

The objective of this systematic review was to syn-
thesize the available data on post-stroke fatigue preva-
lence. Given the wide variability in reported prevalence
of post-stroke fatigue, we sought to not only establish a
pooled prevalence estimate but also to identify study-
specific factors that influence variability in fatigue
prevalence. We predicted greater fatigue prevalence in
studies that: (i) included samples with higher rates of
depression and (ii) assessed fatigue earlier after stroke.

Methods

This review was registered with Prospero, the
International Prospective Registry of Systematic
Reviews (Registration Number CRD42015016096).

Search strategy and selection criteria

A comprehensive literature search was performed in
September 2014. Databases searched included the
Cochrane Stroke Group Trials Register (inception to
September 2014), Medline (1948 to September 2014),
EMBASE (1980 to September 2014), Cumulative Index
to Nursing and Allied Health Literature (1982 to
September 2014), The Allied and Complementary
Medicine Database (1985 to September 2014), PsycINFO
(1967 to September 2014), and Physiotherapy Evidence
Database (PEDro) (inception to September 2014). Search

terms included words related to stroke, fatigue, and
rehabilitation (see online supplementary Appendix I for
full Medline search strategy). The search was supplemented
by hand-searching reference lists of major review articles.
Gray literature was not included; we restricted the search
to peer-reviewed publications to maintain rigor. Studies
were eligible, if they measured fatigue using a dedicated
fatigue scale at any time post-stroke and were published
in English in a peer-reviewed journal. Intervention studies
were included if baseline (pre-intervention) fatigue data
were available. Studies were excluded if they were not in
stroke (e.g. transient ischemic attack, traumatic brain
injury), if they specified presence of fatigue or depression
as an inclusion criterion, if they tested only exertional fati-
gue, or if fatigue was assessed using a single question
(e.g. ‘‘Do you feel fatigued?’’). In cases where more than
one study reported data from the same participant cohort,
we included only the study that contained the largest
sample size.

Procedure

One researcher (MP) performed the search, scrutinizing
all titles and abstracts for eligibility against the inclu-
sion and exclusion criteria. Irrelevant references and
duplicates were eliminated, and full text versions were
obtained for potentially relevant studies. MP and a
second researcher (CM) independently reviewed all
full texts for eligibility. Disagreements between these
researchers on eligibility were resolved by consensus,
with the involvement of a third researcher (CE) where
necessary. Methodological quality of included articles
was assessed using a modified version of the Scottish
Intercollegiate Guidelines Network Methodology for
case–control studies.19 This tool was designed specific-
ally for case–control observational studies and has been
through a process of robust development.20 The tool
was modified to allow different types of quantitative
research designs to be analyzed, and the major areas
of potential bias to be emphasized. The four quality
criteria were: (1) eligibility criteria clearly stated, (2)
consecutive recruitment strategy used, (3) time point
post-stroke clearly defined, and (4) confounding vari-
ables considered. Adaptations were made in accordance
with the Cochrane Collaboration guidelines for assess-
ing risk of bias.21 The critical appraisal was performed
independently by two researchers (MP and TC).
Disagreements between researchers were resolved by
consensus, with the involvement of a third researcher
(CE) where necessary.

Data extraction

Descriptive data were extracted from each of the
included articles. This included study design,
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recruitment procedure, inclusion, and exclusion cri-
teria, whether prevalence of fatigue was the primary
outcome, fatigue assessment and cut-off score used, lan-
guage the assessment was administered in, total number
of participants, number and percentage of fatigued par-
ticipants, age of participants, time since stroke, and
country of study. In studies with multiple fatigue
assessments, prevalence data were extracted for the ear-
liest fatigue measurement. In cases where further infor-
mation regarding fatigue prevalence or cut-off score
was required, study authors were contacted and asked
to provide the information. Data on depression were
extracted if they were reported.

Statistical analysis

Studies that used the same fatigue assessment scale and
cut-off point were pooled together, and meta-analysis
was conducted using Review Manager 5.3 software.
Prevalence values from individual studies were rec-
orded, and standard errors were computed using the
prevalence value and the sample size from each study.
Random effects meta-analyses using the generic inverse
variance method were performed to determine fatigue
prevalence and heterogeneity between studies for each
outcome measure. Random effects models were used,
rather than fixed effect models, as it was implausible to
assume an identical effect size across our studies.22

Using the same method, planned subgroup analyses
were conducted to compare fatigue prevalence across
studies according to (i) depression status and (ii) time
point of fatigue assessment. Post-hoc subgroup ana-
lyses were used to assess the influence of other study-
specific factors, including whether study recruitment
was consecutive or not and geographic location.

Results

The initial search yielded 921 studies; following exclu-
sion of duplicates and clearly ineligible studies, 101
studies remained for which full text versions were
sought; 49 studies (n¼ 7475) were included in the
review (see PRISMA flowchart in Figure 1). All but 2
of these 49 studies (96%) were published since 2005.

Fatigue scale used

The different fatigue scales used included: the FSS
(n¼ 23), the MFI (n¼ 7), the SF-36 vitality scale
(n¼ 6), the Fatigue Assessment Scale (n¼ 4), the
Checklist of Individual Strength (n¼ 2), the Fatigue
Impact Scale (n¼ 1, modified FIS n¼ 2), the Fatigue
Assessment Instrument (n¼ 1), the Brief Fatigue
Inventory (n¼ 1), the Chalder Fatigue Scale (n¼ 1),
the Fatigue Self-Observation List (n¼ 1), the

Functional Assessment of Chronic Illness Therapy fati-
gue subscale (n¼ 1), the Self-Assessment of Mental
Fatigue (n¼ 1), the Neuropsychological Assessment
Schedule fatigue subscale (n¼ 1), the Neurological
Fatigue Index (n¼ 1), the Medical Outcomes Study
energy/fatigue scale (n¼ 1), the Profile of Mood
States fatigue component (n¼ 1). Several studies
employed more than 1 fatigue scale.

FSS

A total of 24 studies contained FSS data, including one
that employed the 11-item version and one that admin-
istered the full Fatigue Assessment Instrument, of
which the FSS is a part. Characteristics of these 24
studies are outlined in Table 1, with references listed
in Supplementary Appendix II. Results from the critical
appraisal (see online supplementary Table I) showed
that 20/24 studies satisfied at least three of the four
quality criteria; the most commonly failed criterion
was consecutive recruitment (10/24). Of the 24 studies,
15 reported fatigue prevalence using a cut off of� 4 and
3 reported fatigue prevalence at a cut-off of> 4. These
cut-offs were deemed similar enough to be pooled
together. We contacted the authors of the other six
papers requesting additional data. Prevalence data
were clarified or obtained for four of these stu-
dies.1,25,38,39 Data were therefore pooled for 22 studies
(n¼ 3491) in the meta-analysis. The pooled estimate of
fatigue prevalence was 50% (95% CI 43–57%), with
substantial heterogeneity between studies (I2¼ 94%)
(see Figure 2).

Data on depression that could be extracted from the
studies are outlined in online supplementary Table II.
Studies that specified depression or psychiatric history
as an exclusion criterion reported slightly lower rates of
fatigue (n¼ 8, 47% fatigued, 95% CI 33–60%,
I2¼ 95%) than those that did not exclude on the
basis of depression (n¼ 14, 53% fatigued, 95% CI
45–60%, I2¼ 92%), but the difference was not signifi-
cant (�2¼ 0.5, df¼ 1, p¼ 0.46). Deriving subgroups
based on current depression levels was more difficult,
given the wide variability in assessment tools used and
cut-offs applied (see online supplementary Table II).
The 11 studies with data on both fatigue and depression
prevalence were median split into low depression
(prevalence range 6–16%) and high depression (preva-
lence range 24–55%) groups. Studies with low preva-
lence of depression had very similar rates of fatigue
(n¼ 5, 50% fatigued, 95% CI 32–67%, I2¼ 96%) to
studies with high prevalence of depression (n¼ 6, 48%
fatigued, 95% CI 41–55%, I2¼ 62%). Fatigue preva-
lence was relatively stable across time points after
stroke: within one month of stroke (n¼ 3 studies,
55% fatigued, 95% CI 25–85%, I2¼ 97%), one
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month to six months (n¼ 7 studies, 46% fatigued, 95%
CI 31–62%, I2¼ 97%), beyond six months (n¼ 12 stu-
dies, 53% fatigued, 95% CI 48–58%, I2¼ 75%).

Additional post-hoc comparisons were made to fur-
ther interrogate the heterogeneity between studies.
Studies that used consecutive recruitment reported
slightly lower prevalence (n¼ 13, 49% fatigued, 95%
CI 39–59%, I2¼ 96%) than those without consecutive
recruitment (n¼ 9, 54% fatigued, 95% CI 49–59%,
I2¼ 65%), but this was not significant (�2¼ 0.8,
df¼ 1, p¼ 0.37). Studies conducted in Asia reported
lower fatigue prevalence (n¼ 4, 35% fatigued, 95%
CI 20–50%, I2¼ 96%) than those conducted in
Europe (n¼ 13, 55% fatigued, 95% CI 50–61%,

I2¼ 84%) or the US (n¼ 3, 52% fatigued, 95% CI
37–67%, I2¼ 80%). The difference between Asian and
non-Asian (n¼ 18, 54% fatigued, 95% CI 49–59%,
I2¼ 82%) studies was significant (�2¼ 5.8, df¼ 1,
p¼ 0.02), but heterogeneity remained high.

MFI

A total of seven studies (n¼ 462) used the MFI to
assess fatigue. Characteristics of these studies are out-
lined in Table 2, with references listed in online supple-
mentary Appendix III. Four of the seven studies
reported prevalence of fatigue at a ‘‘General’’ subscale
cut-off of> or� 12. One did not administer the

Figure 1. Modified PRISMA flow diagram.
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‘‘General’’ subscale and authors of the other two stu-
dies were contacted for additional data but did not
respond. Across the four studies (n¼ 345) included in
meta-analysis, fatigue prevalence was 56% (95% CI
51–62%), and there was little heterogeneity between
studies (I2¼ 0%) (see Figure 3).

Other fatigue scales

No other scales yielded sufficient prevalence data for
meta-analysis. Both the SF-36 vitality scale (6 studies,
n¼ 2534) and the Fatigue Assessment Scale (4 studies,
n¼ 201) were used in multiple studies, but both scales

Table 1. Characteristics of the 24 included studies that employed the FSS (reference citations in Supplementary Appendix II)

Study N Time after stroke Fatigue % Male % Agey Country

Badaru (2013) 65 0 to> 4 y 46 57 Range 58–80 Nigeria

Chestnut (2010) 13 Mean 8 d 85 24 Range 60–80 UK

Choi-Kwon (2005) 220 Mean 15 m (range 3–27) 57 73 60.4� 9.0 S Korea

Crosby (2012) 64 Mean 4.9 m� 4.6 48 33 Range 37–94 UK

Ghotbi (2013) 83 Mean 30.9 m� 33.2 46 55 Range 30–85 Iran

Harbison (2009) 69 1 to 6 m 51 49 69� 11.3 Ireland

Hoang (2012) 32 Mean 40 m� 42.2 66 66 64.6� 11.2 France

Lerdal (2011) 115 Mean 4.6 d� 3.2 57 59 68.3� 13.3 Norway

Michael (2007) 79 Mean 10 m (range 6–120) 42 53 65 (range 45–84) USA

Miller (2013) 77 >6 m 66 75 Range 48–89 USA

Mills (2012) 282 Mean 17.2 m� 11.4 62 62 67.3� 13.4 UK

Naess (2005) 192 Mean 6.0 y (range 1.4–12.3) 51 57 47.8 Norway

Naess (2012) 333 Mean 382 d (range 185–756) 60 62 67.9 Norway

Park (2009) 40 Mean 32.7 m� 27.4 30 65 59.9� 11.8 S Korea

Radman (2012) 109 6 m 30 66 51.1� 13.8 Switzerland

Robinson (2011) 50 Mean 85.0 m� 89.9 48 54 65.0� 8.4 USA

Suh (2014) 282 Mean 6.7 d� 1.9 26 59 62.3� 12.8 S Korea

Tang (2013) 500 3 m 25 61 65.0� 10.8 Hong Kong

Tseng (2010)a 21 Mean 4.1 y� 3.5 NR 57 59.5� 10.3 USA

Valko (2008) 235 Mean 1.2 y� 0.6 49 69 63.0� 14.0 Switzerland

van de Port et al. (2007) 223 6 m 68 60 57.3� 11.1 Netherlands

van de Port (2012) 250 3 m 57 65 57.0� 10.0 Netherlands

Vuletic (2011) 35 3 m 45 57 61.8� 14.2 Croatia

Yang (2013)a 122 Inpatient rehabilitation NR 59 58.2� 10.5 Singapore

NR: not reported.
aStudy not included in meta-analysis; yMean� standard deviation unless otherwise specified.
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Figure 2. Random effects meta-analysis of fatigue prevalence at FSS> or� 4 cut-off (reference citations in Supplementary

Appendix II).

Table 2. Characteristics of the seven included studies that employed the MFI (reference citations in Supplementary Appendix III)

Study N Time after stroke Fatigue % Male % Agea Country

Christensen (2008) 165 10 d 59 56 Median 64.5 (IQR 55.8–72.5) Denmark

Lamb (2013) 25 Mean 6.6 m� 1.3 48 64 67� 10 Australia

Lord (2006)b 27 Mean 45.8 m� 34.2 NR 74 61.0� 11.6 NZ

Lynch (2007)b 55 Median 23 d (40 inpatients),

137 d (15 community)

NR 56 Median 73 (IQR 66–81) UK

Muina-Lopez (2013) 55 Median 5.5 y (27 fatigue),

3.3 y (28 no fatigue)

49 64 67.0� 9.2 (fatigue),

70.8� 10.2 (no fatigue)

Ireland

Stokes (2011) 100 Mean 16 m (range 1–36) 58 55 72.4� 9.0 Ireland

Vuletic (2011)b 35 3 months NR 57 61.8� 14.2 Croatia

NR: not reported.
aMean� standard deviation unless otherwise specified.
bStudy not included in meta-analysis.
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lack a recognized cut-off for fatigue. Only one of these
studies reported fatigue prevalence: 30% at a cut-off
of� 47 (calculated as 1 standard deviation below the
national norm) on the SF-36 vitality scale.23

Discussion

Clinicians have known for some time that fatigue is a
major issue for many of the stroke survivors in their
care. The yield of this systematic review demonstrates
that fatigue is, somewhat belatedly, being acknowl-
edged by researchers as a consequence of stroke
worthy of investigation. We identified 49 studies that
met our inclusion criteria, and 47 of these were pub-
lished in the last decade. Many different scales have
been employed to assess post-stroke fatigue, but the
FSS stood out as the most widely used. In meta-analy-
sis of the 22 studies with available FSS data, the pooled
prevalence of fatigue was 50% (95% CI 43–57%). This
estimate should be treated with caution as there was
high heterogeneity between studies (I2¼ 94%). Yet,
even if we conservatively accept the lower bound of
the confidence interval as our prevalence estimate,
43% is still a very high proportion of stroke survivors.
The only other scale with sufficient data for meta-ana-
lysis was the MFI: pooled prevalence across the four
studies was 56% (95% CI 51–62%), with little hetero-
geneity (I2¼ 0%).

One of the central findings of this review was the
marked between-study variability in estimates of fati-
gue prevalence. This could not be attributed to differ-
ences in assessment methodology; in the 22 studies
featured in Figure 2, all used the FSS with
either> or� 4 as the cut-off for fatigue. Simple demo-
graphics did not seem to explain the variability either,
with the age and sex profile of the stroke populations
being broadly similar (note some exceptions: younger
age (24, 25), fewer males (26, 27)). Any study that
excludes participants with a history of depression was
expected to yield a lower estimate of fatigue, given the

strong relationship between these two factors.11 Our
results did not bear this out; fatigue was common
even in studies using depressive history as an exclusion
criterion (47%). While current depression rates were
hard to ascertain, with many different tools and cut-
offs used, a crude comparison of low-depression and
high-depression studies revealed no difference in fatigue
levels. This surprising finding adds weight to the con-
clusion that heterogeneity in fatigue prevalence is not
explained by depression. Our second hypothesis was
also unsupported. Time since stroke did not account
for the variability in prevalence; the majority of
people with acute stroke reported fatigue (55%) as
well as the majority of people later after stroke
(53%). While a review of nine longitudinal studies
reported fatigue decline in seven studies and increase
in only two,13 our results give support to the idea that
fatigue is persistent across time after stroke.

The most important aspect of study quality in this
setting is whether or not recruitment was consecutive,
as this has a direct impact on selection bias. It is pos-
sible that non-consecutive sampling might lead to an
over-representation of people with less severe strokes
(‘‘healthy volunteer’’ effect), and thus be associated
with lower rates of fatigue. Our results did not reflect
this: there was no difference in fatigue prevalence
between studies with non-consecutive (54%) and con-
secutive (49%) recruitment. It should be noted that
other forms of selection bias were also present at the
individual study level. For example, many studies
excluded patients with impairments in cognition or
communication, limiting the generalizability of their
findings. Although this limitation of external validity
is common to many stroke studies, its importance
should not be overlooked. Our fatigue prevalence esti-
mates may not be an accurate reflection of fatigue
prevalence in stroke survivors with severe stroke or
cognitive impairments or aphasia.

The other study-specific factor that we considered in
subgroup analysis was geographical region. Compared

Figure 3. Random effects meta-analysis of fatigue prevalence at MFI ‘‘General’’ subscale> or� 12 cut-off (reference citations in

Supplementary Appendix II).
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to other regions, we identified significantly lower fati-
gue prevalence in Asian populations (35% vs. 54%). It
should be noted that the four Asian studies were all
from East Asia (three South Korea, one Hong Kong).
There are different epidemiological patterns of stroke in
Asia, including younger age and greater likelihood of
hemorrhagic stroke,28,29 but there is little evidence that
these factors are strongly related to fatigue. In stroke
samples, younger age has been related to lower likeli-
hood of fatigue,18 but also to greater likelihood of fati-
gue,30 with other studies finding no significant
association.1,15,24 Hemorrhagic stroke does not neces-
sarily lead to greater fatigue than ischemic stroke.2 An
alternative explanation for the lower prevalence is that
it may reflect a more generalized cultural difference in
the psychosocial factors that contribute to fatigue. A
14-country comparative epidemiological study of fati-
gue syndromes found lower prevalence in Asian regions
(e.g. Bangalore, Shanghai).31 Low fatigue prevalence
has also been reported in Asian people living in multi-
ethnic communities in the United States.32,33

While dividing studies into subgroups revealed sev-
eral interesting differences, caution should be taken in
interpreting post-hoc comparisons. Heterogeneity in
prevalence between studies was not adequately
explained by any of the factors we looked at, with the
value of I2 remaining above 65% for all subgroups. The
variability may be partly attributable to lack of reliabil-
ity of the FSS itself. A Rasch analysis of the FSS in a
large group of stroke survivors indicated that items 1
and 2 did not have acceptable goodness-of-fit, and
removing these items enhanced the psychometric prop-
erties of the scale.34 Furthermore, the FSS was con-
sidered to have insufficient face validity to be included
in a comparison of scales used to assess post-stroke
fatigue.35 Given these concerns, it is unclear why the
FSS continues to be such a popular choice in the stroke
research community. Heterogeneity in fatigue preva-
lence was much lower in the meta-analysis of four stu-
dies that used the MFI ‘‘General’’ subscale. This is
probably attributable to the fact that the ‘‘General’’
subscale includes only four broadly similar items (‘‘I
feel fit’’, ‘‘I feel tired’’, ‘‘I am rested’’, ‘‘I tire easily’’).
While this assessment may lead to more homogeneous
estimates of prevalence across studies, it lacks the more
comprehensive assessment of fatigue contained in other
measures such as the Fatigue Assessment Scale.

A limitation of the current review was our inability
to compare the studies on many of the characteristics
that might contribute to post-stroke fatigue. There were
insufficient data available at the study level to be able to
drill down into factors that we know are associated
with greater fatigue, including female sex,2 physical dis-
ability,1 cognitive impairment,25 mood disorder11 and
pre-stroke fatigue.36 Answering these questions would

require meta-analysis of individual patient data. An
individual patient data meta-analysis would also allow
the full spectrum of fatigue severity to be examined via
raw scale scores, thus overcoming the need to dichot-
omize fatigue data. Another limitation was the wide
post-stroke time points specified in many of the chronic
studies. It was not uncommon for studies to include
participants who were a mean of 2–4 years and stand-
ard deviation of 2–4 years post-stroke. These large
ranges may obscure important differences in fatigue
prevalence across time within their samples. It should
be noted that our search was conducted in late 2014
and therefore does not contain more recent papers;
we know of at least one that could have been included
in the meta-analysis.37

Conclusions

This is the first systematic review to report pooled
prevalence estimates for post-stroke fatigue. Our results
confirm that fatigue is a widespread issue for stroke
survivors, although it may be less commonly reported
in Asian populations. We identified substantial
between-study variability in fatigue prevalence that
was not easily explained by differences in either meth-
odology or participant characteristics. Further work is
needed to understand this condition, to identify the
factors contributing to it and to develop effective inter-
vention strategies that can be applied in stroke care
settings.
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