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Abstract
Background We investigated the sociodemographic and health-related factors associated with health checkup 
participation in community-dwelling stroke survivors.

Methods Among participants of the Korea National Health and Nutrition Examination Survey, 642 stroke survivors 
were included. We investigated the sociodemographic, medical, and health-related quality of life factors—evaluated 
by the EuroQol 5-Dimension Questionnaire (EQ-5D)—associated with participation in any type of health checkup. 
To explore the associations between multiple variables and health checkup participation, a multivariable complex-
sample logistic regression model was used.

Results One-third of the community-dwelling stroke survivors did not receive a health checkup in the past two 
years. Insufficient physical activity (OR: 0.5, 95% CI: 0.3–0.9), current smoking (OR: 0.4, 95% CI: 0.2–0.8), low education 
level (OR: 0.5, 95% CI: 0.3–0.9), living alone (OR: 0.5, 95% CI: 0.3–0.998), and no occupation (OR: 0.5, 95% CI: 0.3–0.9) 
showed independent negative associations with health checkup participation. Among the five EQ-5D dimensions, 
mobility, self-care, usual activities, and pain/discomfort dimensions were associated with health checkup participation 
rate.

Conclusion Policies and further research are needed to promote health checkups for stroke survivors who are 
physically inactive, currently smoking, living alone, unemployed, less educated, or having extreme problems in their 
daily lives.
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Background
Since the World Report on Disability was announced 
by the World Health Organization (WHO) in 2011, the 
importance of the right to health for persons with dis-
abilities has risen worldwide [1]. The priority task in 
the health field for people living with disabilities is to 
strengthen preventive medical care to promote health 
with an emphasis on the role of health checkups. Health 
checkups refer to medical screening programmes such as 
counselling, physical examinations, laboratory tests, and 
radiologic examinations to improve an individual’s health 
through early detection of risk factors and diseases and 
enabling early treatment [2, 3]. In addition, the govern-
ment can reduce overall healthcare costs through health 
checkup programmes [4]. However, the participation rate 
in health checkups of people with disabilities is still lower 
than that of the general population [5–7].

Stroke is one of the leading causes of death and 
acquired long-term disability in older people [8, 9]. 
Although the age-adjusted mortality owing to stroke 
has decreased over the past few decades, the prevalence 
of stroke is increasing annually as the older population 
increases [10]. Furthermore, the life expectancy of stroke 
survivors, even with minor ischaemic stroke, is still sig-
nificantly lower than that of the general population [11]. 
Stroke survivors have physical, social, and mental impair-
ments and disabilities as secondary conditions owing to 
the disease, which adversely affect overall health after 
stroke [12]. In Korea, the age-standardised prevalence of 
stroke is 1.37%, and one-third of non-hospitalised stroke 
survivors have disabilities [13, 14]. Therefore, it is essen-
tial to continuously check the health status of stroke sur-
vivors to manage the sequelae properly, prevent stroke 
recurrence, and enable stroke survivors to live with a 
minimal disability even though they have an impairment.

The factors known to be related to the lower health 
checkup participation rate of people living with dis-
abilities are a younger age (30 to 39 years), a middle-low 
level of income, no existing spouse, no chronic diseases, 
very bad subjective health condition, and more depen-
dent level of activities of daily living (ADL) [7]. Similarly, 
in the general older population, although regional dif-
ferences exist, the major factors associated with higher 
health checkup compliance are a shorter period of edu-
cation, no smoking, higher physical activity, better eat-
ing habits, better self-rated health, and better ADL [15]. 
However, there is currently no knowledge of the factors 
associated with health checkup engagement among com-
munity-dwelling stroke survivors.

To increase the health checkup engagement of stroke 
survivors, who account for a large portion of the people 
living with disabilities, it is indispensable to understand 
the factors affecting health checkup participation; how-
ever, studies on this issue are still lacking. In this study, 

we determined the sociodemographic and health-related 
factors associated with health checkup participation in 
community-dwelling middle-aged and older stroke survi-
vors aged ≥ 50 years.

Methods
Study design and participants
The current cross-sectional study utilised the data 
from the Korea National Health and Nutrition Exami-
nation Survey (KNHANES) VI (2014–2015) and VII 
(2016–2018), operated by the Korea Centers for Disease 
Control and Prevention (KCDC). KNHANES applies 
a stratified, multistage, clustered probability sampling 
survey to collect nationally representative data on clini-
cal information, health-related behaviours, and nutrition. 
KNHANES provides sampling weights computed by pro-
cessing design weights, non-response adjustment, post-
stratification, and trimming extreme weights. Detailed 
descriptions of the design and variables of KNHANES 
have been presented earlier [16, 17].

People who answered ‘yes’ to the question ‘Have you 
ever been diagnosed with stroke by a doctor’? were 
regarded as ‘stroke survivors’ [18]. Among the partici-
pants between 2014 and 2018 (n = 39,199), 642 stroke 
survivors (327 men and 315 women) who were aged ≥ 50 
years and completed health interviews and examina-
tions were included. The Institutional Review Board at 
the KCDC approved the protocol, and all participants 
signed informed consent forms. Since we analysed pub-
licly accessible data, the Institutional Review Board of 
our hospital exempted this study from ethical approval.

Variables
‘Health checkup participants’ were defined as those who 
responded ‘yes’ to the question ‘Have you had a checkup 
for your health in the past two years?’ The individuals 
who answered ‘no’ to the abovementioned question were 
categorised as ‘health checkup non-participants’. Any 
type of health checkup was included such as private com-
prehensive health checkups, workplace special health 
checkups, National Health Insurance general health 
checkups, and other free health checkups.

Education level (high school graduation or higher, 
middle school graduation or lower), household income 
quartiles (high, middle-high, middle-low, or low), type 
of health insurance (national health insurance, or Medi-
cal Aid), and smoking habits (current, past, or never). 
According to the answer to the question ‘How many peo-
ple live together in your house?’, participants were classi-
fied as ‘living alone’ or ‘living together with cohabitants’. 
Participants were classified as employed or unemployed 
by the answer to the question, ‘Have you worked for 
more than one hour for income or worked as an unpaid 
family worker for more than 18 hours in the last week?’ 
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Perceived health condition (good, normal, or bad) was 
recorded by the question, ‘How do you feel about your 
health at ordinary times?’ Excessive alcohol consump-
tion was defined as > 20 g/day for men and > 10 g/day for 
women [19]. Individuals with disabilities were defined as 
those who responded ‘yes’ to the question ‘Are your daily 
or social activities limited owing to health problems or 
physical or mental disabilities’? [14].

Physical activity was evaluated by the Korean version 
of the WHO Global Physical Activity Questionnaire, 
which assesses aerobic activities by collecting the time 
spent during a typical week [20, 21]. WHO Global rec-
ommendations on physical activity for health defines suf-
ficient weekly physical activity level as follows: ≥ 150 min 
of moderate-intensity activity or ≥ 75  min of vigorous-
intensity activity or an equivalent combination of moder-
ate- and vigorous-intensity activity [18, 22]. Participants’ 
health-related quality of life was evaluated by the Korean 
version of the EuroQol 5-Dimension Questionnaire (EQ-
5D-3 L) [23, 24]. The EQ-5D is a measure to assess health 
status in five dimensions (mobility, self-care, usual activi-
ties, pain/discomfort, and anxiety/depression) with three 
severity levels (no, some, or extreme problems) in each 
dimension.

The number of chronic diseases related to vascular 
risk factors for stroke including hypertension, diabetes, 
and hypercholesterolemia was calculated [25]. Individu-
als with systolic blood pressure ≥ 140 mmHg or diastolic 
blood pressure ≥ 90 mmHg or those taking antihyper-
tensive drugs were regarded as having hypertension. The 
people with fasting blood glucose ≥ 126  mg/dL or 
HbA1c ≥ 6.5%, or those diagnosed with diabetes by a doc-
tor or treated with hypoglycaemic drugs or insulin were 
considered to have diabetes. The presence of hypercholes-
terolemia was determined by total cholesterol ≥ 240 mg/
dL or by taking cholesterol-lowering drugs. Obesity was 
defined as body mass index ≥ 25.0  kg/m2 in accordance 
with the WHO’s guidelines for the Asia-Pacific region 
[26].

Statistical analysis
Participants’ characteristics were analysed by complex-
sample descriptive statistics. The association of sociode-
mographic variables, health-related factors, and EQ-5D 
levels with health checkup participation was evaluated 
by complex-sample chi-square tests. The categorical data 
are presented as weighted percentages (standard errors 
of percentages). Multivariable complex-sample logistic 
regression analyses were used to explore the associa-
tion between multiple variables and health checkup par-
ticipation. The results of logistic regression analyses are 
presented as odds ratios (ORs) and 95% confidence inter-
vals (CIs). To reflect the entire South Korean population, 
sampling weights provided by KNHANES were applied 

in all statistical analyses. Complex-sample procedures of 
SPSS version 24 (IBM/SPSS Inc., NY, USA) were used. 
Ps < 0.05 were deemed significant.

Results
The health-related factors and sociodemographic char-
acteristics of 642 stroke survivors are shown in Table 1. 
The weighted mean age was 68.1 years (SE = 0.4%). Nearly 
two-thirds (63.3%, SE = 2.1%) of the community-dwelling 
stroke survivors received a health checkup in the past 
two years. One-third of stroke survivors participated in 
sufficient physical activity. Two-thirds of stroke survivors 
reported no disabilities. However, half of the stroke sur-
vivors reported their perceived health as bad. Two-fifths 
were obese (40.8%, SE = 2.3%).

Factors associated with health checkup participation
The associations of sociodemographic and health-related 
factors and health checkup engagement are shown 
in Table  1. Among sociodemographic factors, health 
checkup non-participants had significantly higher per-
centages of lower education (79.7% vs. 68.3%; P = 0.009), 
Medical Aid (12.9% vs. 7.8%; P = 0.049), living alone 
(28.9% vs. 14.6, P < 0.001), and unemployed (79.2% vs. 
64.3%, P = 0.001) than health checkup participants. 
Among health-related factors, health checkup non-
participants showed significantly higher percentages of 
current smoking (21.9% vs. 13.6%, P = 0.030), insufficient 
physical activity (77.6% vs. 61.1%, P = 0.001), disabili-
ties (39.5% vs. 28.0, P = 0.007), and bad perceived health 
(60.2% vs. 46.4%, P = 0.012) than health checkup par-
ticipants. In addition, there was no association of health 
checkup rate with age, sex, income, obesity, alcohol 
drinking, or the number of chronic diseases.

Table  2 shows the unadjusted and adjusted corre-
lates of health checkup participation among commu-
nity-dwelling stroke survivors. Lower education level 
(OR: 0.5, 95% CI: 0.3–0.9), Medical Aid (OR: 0.6, 95% 
CI: 0.3–0.996), living alone (OR: 0.4, 95% CI: 0.3–0.6), 
unemployed status (OR: 0.5, 95% CI: 0.3–0.7), current 
smoking (OR: 0.4, 95% CI: 0.2–0.8), insufficient physical 
activity (OR: 0.5, 95% CI: 0.3–0.7), and disabilities (OR: 
0.6, 95% CI: 0.4–0.9) were significantly associated with 
health checkup participation. The significant associa-
tions of education level, living alone, occupational status, 
smoking habits, physical activity, and health checkup 
participation remained significant after adjusting for 
multiple confounders. Stroke survivors with lower edu-
cation were less likely to receive health checkups than 
those with higher education (adjusted OR: 0.5, 95% CI: 
0.3–0.9). Participants living alone (adjusted OR: 0.5, 95% 
CI: 0.3–0.998) or unemployed (adjusted OR: 0.5, 95% CI: 
0.3–0.9) showed independent lower compliance to health 
checkups than those living with cohabitants or employed. 



Page 4 of 9Park et al. BMC Public Health          (2023) 23:502 

Table 1 Participant characteristics by health checkup participation status
Variables, % (SEa) Total participants

(Nb = 642)
Health checkup non-participants
(nb = 237)

Health checkup participants
(nb = 405)

Pc

Age (years) 0.506

     50–59 20.9 (2.1) 20.8 (3.6) 21.0 (2.6)

     60–69 30.3 (2.2) 28.8 (3.6) 31.2 (2.7)

     70–79 36.4 (2.2) 35.0 (3.7) 37.3 (2.8)

     ≥ 80 12.4 (1.5) 15.5 (2.6) 10.6 (1.8)

Sex 0.310

     Women 46.6 (2.3) 49.8 (3.9) 44.7 (2.8)

     Men 53.4 (2.3) 50.2 (3.9) 55.3 (2.8)

Education 0.009

     High school graduation or higher 27.6 (2.0) 20.3 (3.1) 31.7 (2.7)

     Middle school graduation or lower 72.4 (2.0) 79.7 (3.1) 68.3 (2.7)

Income 0.524

     High 11.7 (1.6) 9.6 (2.3) 12.9 (2.2)

     Middle-high 18.4 (2.0) 17.4 (3.2) 18.9 (2.5)

     Middle-low 25.7 (2.1) 24.4 (3.5) 26.5 (2.6)

     Low 44.2 (2.3) 48.6 (3.9) 41.6 (2.9)

Health insurance 0.049

     National health insurance 90.3 (1.4) 87.1 (2.4) 92.2 (1.6)

     Medical Aid 9.7 (1.4) 12.9 (2.4) 7.8 (1.6)

Living alone < 0.001

     No 80.1 (1.7) 71.1 (3.4) 85.4 (1.8)

     Yes 19.9 (1.7) 28.9 (3.4) 14.6 (1.8)

Occupation 0.001

     Employed 30.3 (2.2) 20.8 (3.4) 35.7 (2.7)

     Unemployed 69.7 (2.2) 79.2 (3.4) 64.3 (2.7)

Obesity 0.375

     Yes 40.8 (2.3) 38.0 (3.7) 42.3 (3.0)

     No 59.2 (2.3) 62.0 (3.7) 57.7 (3.0)

Alcohol drinking 0.789

     Non-excessive 91.9 (1.4) 92.4 (2.1) 91.7 (1.8)

     Excessive 8.1 (1.4) 7.6 (2.1) 8.3 (1.8)

Smoking 0.030

     Never 49.6 (2.2) 51.0 (4.0) 48.8 (2.9)

     Past 33.8 (2.1) 27.1 (3.6) 37.6 (2.7)

     Current 16.6 (1.8) 21.9 (3.4) 13.6 (2.0)

Physical activity 0.001

     Sufficient 32.8 (2.2) 22.4 (3.3) 38.9 (3.0)

     Insufficient 67.2 (2.2) 77.6 (3.3) 61.1 (3.0)

Self-reported disabilities 0.007

     No 67.8 (2.4) 60.5 (3.7) 72.0 (2.7)

     Yes 32.2 (2.4) 39.5 (3.7) 28.0 (2.7)

Number of chronic diseases 0.511

     0 15.9 (1.9) 12.4 (3.0) 17.9 (2.4)

     1 37.0 (2.4) 40.0 (3.9) 35.2 (2.9)

     2 32.5 (2.3) 32.6 (3.9) 32.5 (3.0)

     3 14.6 (1.8) 14.9 (3.1) 14.4 (2.2)

Perceived health 0.012

     Good 9.8 (1.5) 7.1 (2.1) 11.4 (1.9)

     Normal 38.7 (2.2) 32.6 (3.3) 42.3 (2.8)

     Bad 51.4 (2.3) 60.2 (3.6) 46.4 (2.8)
aSE, standard error
bUnweighted number
cP-values by complex-sample chi-square test comparing health checkup non-participants and health checkup participants
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Table 2 Unadjusted and adjusted odds ratios for health checkup participation in community-dwelling stroke survivors
Variables, ORa (95% CIb) Unadjusted OR (95% CI) Adjusted ORc (95% CI)
Age (years)
     50–59 Reference Reference

     60–69 1.1 (0.6–1.9) 1.1 (0.5–2.4)

     70–79 1.1 (0.6–1.9) 1.5 (0.7–3.2)

     ≥ 80 0.7 (0.3–1.3) 1.0 (0.4–2.8)

Sex
     Women Reference Reference

     Men 1.2 (0.8–1.8) 0.9 (0.5–1.8)

Education
     High school graduation or higher Reference Reference

     Middle school graduation or lower 0.5 (0.3–0.9) 0.5 (0.3–0.9)

Income
     High Reference Reference

     Middle-high 0.8 (0.4–1.8) 1.3 (0.5–3.3)

     Middle-low 0.8 (0.4–1.7) 1.7 (0.7–4.2)

     Low 0.6 (0.3–1.3) 2.0 (0.8–5.1)

Health insurance
     National health insurance Reference Reference

     Medical Aid 0.6 (0.3–0.996) 0.8 (0.4–1.8)

Living alone
     No Reference Reference

     Yes 0.4 (0.3–0.6) 0.5 (0.3–0.998)

Occupation
     Employed Reference Reference

     Unemployed 0.5 (0.3–0.7) 0.5 (0.3–0.9)

Obesity
     No Reference Reference

     Yes 1.2 (0.8–1.8) 1.6 (1.0–2.5)

Alcohol drinking
     Non-excessive Reference Reference

     Excessive 1.1 (0.5–2.4) 1.1 (0.5–2.7)

Smoking
     Never 0.7 (0.4–1.1) 0.6 (0.3–1.3)

     Past Reference Reference

     Current 0.4 (0.2–0.8) 0.4 (0.2–0.8)

Physical activity
     Sufficient Reference Reference

     Insufficient 0.5 (0.3–0.7) 0.5 (0.3–0.9)

Disabilities
     No Reference Reference

     Yes 0.6 (0.4–0.9) 0.8 (0.5–1.3)

Number of chronic diseases
     0 Reference Reference

     1 0.6 (0.3–1.2) 0.6 (0.3–1.1)

     2 0.7 (0.3–1.4) 0.6 (0.3–1.4)

     3 0.7 (0.3–1.5) 0.6 (0.2–1.5)

Perceived health
     Good Reference Reference

     Normal 0.8 (0.4–1.7) 0.9 (0.4–2.3)

     Bad 0.5 (0.2–1.002) 0.7 (0.3–1.6)
aOR, odds ratio
bCI, confidence intervals
cAdjusted for all other variables in column
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Stroke survivors who did not participate in sufficient 
physical activity showed a tendency not to receive health 
checkups (adjusted OR: 0.5, 95% CI: 0.3–0.9). Partici-
pants who were currently smoking had significantly 
fewer health checkups than those who had quit smoking 
(adjusted OR: 0.4, 95% CI: 0.2–0.8).

Association between health-related quality of life and 
health checkup participation
The proportion of stroke survivors who reported no 
problems in each dimension of the EQ-5D (mobil-
ity, self-care, usual activities, pain/discomfort, and 
anxiety/depression) were 51.2% (SE = 2.3%), 74.2% 
(SE = 2.1%), 61.5% (SE = 2.3%), 51.4% (SE = 2.5%), and 
75.5% (SE = 2.1%), respectively. Extreme problems in the 
five dimensions were reported by 3.7% (SE = 0.8%), 3.7% 
(SE = 0.8%), 6.0% (SE = 1.2%), 9.8% (SE = 1.5%), and 3.4% 
(SE = 0.9%) of stroke survivors, respectively.

Figure 1 shows the associations between the five EQ-5D 
dimensions and health checkup participation rate. Par-
ticipants with problems in mobility, self-care, usual 
activities, and pain/discomfort dimensions received less 
health checkups than their counterparts. More severe 
problems in mobility, self-care, usual activities, and pain/
discomfort dimensions were associated with lower health 
checkup rates. In contrast, the severity of the anxiety/
depression dimension was not associated with the health 
checkup rate.

Discussion
The present nationwide study demonstrated that the 
major factors related to health checkup participation in 
community-dwelling stroke survivors were education 
level, living alone, occupational status, smoking habits, 
and degree of physical activity. Stroke survivors with 
problems in mobility, self-care, usual activity, or pain/
discomfort tended to engage in less health checkups. 
Therefore, greater attention should be paid to commu-
nity-dwelling stroke survivors with low education, living 
alone, unemployed, currently smoking, insufficient physi-
cal activity, or problems in self-care and usual activities 
to lead them to participate in health checkups.

The stroke survivors with insufficient physical activity 
had a 0.5-fold lower odds of health checkup engagement 
than those with sufficient physical activity after adjusting 
for multiple potential confounders. These results are con-
sistent with an earlier study that found that performing 
daily exercise was positively related to health checkups in 
the general population in Japan [27]. However, the asso-
ciation in stroke survivors has not been found in other 
studies. A sedentary lifestyle and low physical activ-
ity have been shown to increase the risk of incident and 
recurrent stroke [28]. Therefore, physical activity level—
as an independent factor associated with health checkups 
in community-dwelling stroke survivors and as an estab-
lished risk factor for cardiovascular disease—may be a 
key factor to determine people in need of regular health 
checkups.

Fig. 1 Proportion of health checkup non-participants in each EQ-5D-3 L dimension. EQ-5D, EuroQol 5-Dimension Questionnaire
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Current smoking status showed an independent nega-
tive association with health checkup participation in 
stroke survivors. The similar association between smok-
ing and non-participation in health checkups has been 
reported in older populations in a previous study [29]. 
An interesting result related to smoking was that past 
smokers showed a higher health checkup rate than never 
smokers as well as current smokers. A possible expla-
nation is that people who successfully quit smoking are 
aware of the importance of their health and have the will 
to actively prevent diseases. After quitting, the elevated 
risk of stroke owing to smoking declines and disappears 
after five years [30]. Therefore, providing smoking-related 
counselling to stroke survivors may be a key public health 
intervention to promote health checkups and prevent 
recurrent stroke.

Among the sociodemographic factors, having an occu-
pation and living with cohabitants were independent 
factors and positively associated with stroke survivors’ 
health checkup rate. Previous studies of older adults and 
the general population have found consistent results—
that occupation was related to health checkup behaviour 
[31, 32]. In Korea, for the health promotion of workers, 
a regular health checkup is mandatory for office workers 
once every two years and for non-office workers once a 
year. This legal obligation might have an impact on the 
higher health checkup participation rate in stroke sur-
vivors with a job. However, because KNHANES did not 
collect information about individuals’ retirement, we 
could not analyse differences between retired and long-
term unemployed participants, despite that many partici-
pants were within retirement age.

The results of our study showed that low education 
level was associated with low health checkup compli-
ance, which is inconsistent with an earlier study con-
ducted in Japan that reported an association between a 
shorter educational period and higher health checkup 
participation [15]. This inconsistency may stem from 
the demographic, medical, or social differences among 
the study participants, who were recruited from differ-
ent regions or countries across the studies. The support 
of people with high social contact, such as the presence 
of cohabitants, seems to be a crucial factor leading to 
participation in health examinations. In a previous study 
that included participants with all types of disabilities, 
family factors such as having a spouse had a significant 
effect on the health checkup rate [7]. Sociodemographic 
factors such as occupation, social contact, and education 
are difficult to change by an individual’s effort. However, 
the importance of clarifying these unmodifiable factors 
stems from the possibility of providing focused help. The 
government or healthcare professionals should increase 
the emphasise the importance of health checkups among 

non-hospitalised stroke survivors without an occupation, 
living alone, or with lower education.

We additionally analysed the association between 
health-related quality of life and health checkup par-
ticipation. The non-participation rate was higher in 
the groups reporting extreme problems in dimensions 
related to ADL such as mobility, self-care, and usual 
activities. These results are consistent with earlier stud-
ies that the people with dependent ADL had a low health 
checkup rate as compared to their counterparts [7, 33]. 
Stroke survivors with difficulties in mobility, self-care, 
and usual activities will have difficulty living indepen-
dently and need help from others in daily life. Individu-
als in such conditions can participate in health checkups 
only if they have extra personnel who can help them 
move to the hospital and require extra effort and time to 
examine in the hospital. We suggest that to increase the 
health checkup participation of people with severe prob-
lems in ADL, it is necessary to provide special care, such 
as a home visit programme, health checkup institutions 
dedicated only to the people with severe disabilities, or 
programmes/expanding programmes that provide trans-
portation for individuals who require mobility assistance.

This was the first study to investigate the independent 
factors associated with health checkup participation 
in community-dwelling stroke survivors. We exam-
ined multiple demographic, socioeconomic, and medi-
cal variables, along with health-related quality of life. 
Furthermore, the results were based on nationally rep-
resentative data. Nevertheless, there are several limita-
tions. First, a causal relationship between the multiple 
factors and observed trends cannot be inferred from this 
cross-sectional study. Second, sample selection bias and 
endogenous bias may exist. Since our study only includes 
data from Korea, an endogenous bias regarding ethnic 
homogeneity and sociality may exist. International and 
multi-ethnic studies are needed for more comprehensive 
results. Third, since the KNHANES survey did not target 
only stroke survivors, information on stroke subtype or 
severity, which can be an additional confounding factor, 
is lacking.

Conclusion
Insufficient physical activity, current smoking, low edu-
cation level, living alone, and without occupation were 
the independent factors associated with poor health 
checkup participation among community-dwelling 
stroke survivors aged 50 years or older. Social protection 
to induce health checkups are needed for health equity of 
stroke survivors in those conditions. Furthermore, health 
checkup programmes should be expanded according to 
the severity of impairment and disability-friendly health 
checkup institutions should be considered to strengthen 
stroke survivors’ access to medical services.
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