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Mastering Health Following
Minor Stroke—A Qualitative
Explorative Study
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Background: Patients with minor stroke or transient ischemic attack are encouraged
to adopt a healthy lifestyle to prevent recurrent stroke. After discharge health
behaviour is performed in an individual everyday context and must be properly
understood within this context, including which aspects act as facilitators or bar-
riers for healthy behaviour. Objectives: To explore the experience of daily life in
patients discharged home after minor stroke or transient ischemic attack, focusing
on perceived health and reflection on health behaviour, and how this is associated
with their overall experience of returning to their everyday context in relation to
potential sequelae of stroke. Methods: Semi-structured qualitative interviews were
conducted 3 - 13 months after discharge with sixteen patients discharged home after
minor stroke or transient ischemic attack. Inductive thematic analysis was per-
formed to analyse the interviews. Results: Participants associated their health and
behaviour within a lens of worrying for future life prospect and triggered by per-
ceived intrusive changes in their life condition. Even though some found it possible
to resume participation in everyday life within weeks, they became increasingly
aware that minor cognitive deficits, difficulties with planning, multi-tasking, mem-
ory, and fatigue influenced their health believes and behavioural patterns. The need
for social and professional support had to be balanced against a wish for indepen-
dence. Conclusion: Patients with minor stroke or transient ischemic attacks experi-
ence changes as both being concrete in the form of persisting symptoms and
abstract in the form of worries and uncertainty about the future. Perceived health
was associated with a new sense of vulnerability due to realisations about the risk
of recurrent stroke. Worries were anchored within the individual to handle, but for
some they serve as a motivator to regulate their behaviour in order to master health.
Keywords: Stroke—Transient ischaemic attack—Nursing—Health behaviour
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2 J. LILJEHULT ET AL.
Introduction

Two thirds of stroke victims only experience minor or
transient neurological deficits1 and are usually discharged
home without follow-up care. Yet, cognitive difficulties,
such as impaired memory, concentration, and multi-task-
ing, and problems with reading, writing, and communica-
tion are common in the months after.2

Patients with minor stroke often experience being dis-
charged home as a relief and as a way to regain indepen-
dence,3 but can also be associated with a changed
perception of the home and their own abilities.3,4 Physical
and cognitive limitation entailed by the stroke can impact
how they participate in their social surroundings and are
perceived as threats to their independence and previous
social roles4�6.
Patients with stroke are encouraged to engage in

healthy behaviour to reduce the risk of recurrent strokes,
including physical activity, smoking cessation, eating a
healthy diet, and taking preventive medication.7 Evidence
suggests that simple encouragements do not necessarily
result in behavioural change.8,9

After the discharge the health behaviour must be per-
formed in an individual everyday context and must there-
fore be understood as part of that context.10 A deeper
understanding is needed about how patients with minor
stroke and TIA experience returning to everyday life and
how their perception of health and health behaviour inter-
act with the everyday context in relation to potential
physical and cognitive effects of the stroke � including
which aspects of the context that act as facilitators or bar-
riers.
The objective was to explore the experience of daily life

in patients discharged home after minor stroke or TIA,
with a focus on perceived health and reflection on their
health behaviour, and how this is associated with their
overall experience of returning to everyday life in relation
to potential sequelae of stroke. This knowledge may con-
tribute to identify more effective and supportive strategies
for providing health behavioural counselling in the clini-
cal setting and follow-up care.
Methods

Design

We conducted an explorative qualitative study of
patients with minor stroke or TIA, based on semi-struc-
tured interviews and data-driven thematic analysis as
suggested by Braun & Clark.11,12 A hermeneutic approach
was used for further interpretation of data.10

The qualitative study was performed along-side a rand-
omised controlled pilot study designed to evaluate the
feasibility of an early initiated, client-centred patient coun-
selling intervention focusing on smoking cessation, physi-
cal activity, and adherence to preventive medication in
patients with minor stroke or TIA.13 The study complied
with the Consolidated Criteria for Reporting Qualitative
Research (COREQ).14

Participants and procedures

Participants were recruited after the final follow-up (12
weeks) of the pilot study.13 All participants had TIA or
minor stroke, defined as an overall low burden of neuro-
logical deficits (Scandinavian Stroke Scale 45-58),15 and
were discharged home. Participant characteristics were
continually evaluated to guide further recruitment and
achieve maximal variation in terms of age, gender, and
time since the discharge.
An interview guide containing both broad and specific

questions (Table 1) was developed through discussions in
the cross-disciplinary research team and anchored previ-
ous literature and the researchers’ specialist clinical expe-
rience in stroke care and rehabilitation. The main
assumptions were that social support,16 perception of
behavioural control,17 and self-rated health18 all positively
affect health behaviour and sustainable behavioural
change.
Participants were interviewed face-to-face. They were

invited to bring a relative to co-participate as support at
their own discretion. The three initial interviews, con-
ducted jointly by JL and DO, were used to evaluate the
usefulness of the interview guide. No changes were subse-
quently made to the interview guide. JL conducted suc-
ceeding interviews. All interviews were digitally recorded
and transcribed verbatim. Field-notes were taken outlin-
ing tentative themes and the interviewer’s reflections
immediately afterward. To ensure the participants’ confi-
dentiality all materials were pseudo-anonymised and
handled in accordance with the guidelines of the Danish
Data Protection Agency and the European Union's Gen-
eral Data Protection Regulation.

Data analysis

The interviews were analysed using a six-step, data-
driven thematic analysis11,12 (Table 2).
Familiarisation with the data involved relistening to the

recordings and thoroughly reading the transcripts while
taking descriptive notes. Transcripts were coded using
open and descriptive codes. After fully coding half of the
transcripts, the codes were categorised into the following
preliminary categories: explaining the stroke, pathway,
coping with disease, medication, a new life, recurrence,
social support, health, symptoms, and knowledge. Con-
cept maps were used to visually explore connections
between codes and searched for potential themes. Memos
were used to continually document observations and
reflections. Preliminary themes were modelled by describ-
ing the patterns found in the concept maps. To review and
qualify the themes all interview transcript text coded into
the theme was reread. When necessary, bundles of text
were recoded to construct new, more developed themes.



Table 1. Interview guide.

Domain Subdomain Main questions Supporting theory

Discharge and coming home Discharge Do the patients feel prepared to go home?

Do you remember being told what had happened?

Was there anything that made you feel worried or unsafe?

2, 3, 21

Being at home How did you experience being home in the first weeks/months after the stroke?

Did you have any symptoms or difficulties after the stroke?

(We specifically ask about: motor/sensory deficits, speaking impairments, trou-

ble reading, writing, watching television, fatigue, concentration, planning, and

social interaction)

Did the remaining symptoms affect your everyday life?

Health Self-perceived health How do you perceive your own health?

Has your perception of your health changed after the stroke?

Why do you think you had the stroke?

Are you worried about your health?

Do you do anything in particular to be healthy?

18

Perceived barriers and facilitators What motivates you to participate in healthy activities?

Are there any barriers/facilitators for participating in healthy activities?

27

Perceived control Do you feel that you can have an impact on your own health?

Do you feel that your health behaviour is important?

17, 27

Medication Importance of medication How do you feel about taking medication?

Have you experienced any side-effects?

9, 28

Medication adherence How good are you at remembering to take your medication?

Have you ever forgot to take the medication?

Has your medication been changed after the discharge? (Why? By whom?)

Physical activity Do you engage in any physical activity? (Which type? How often?)

Tobacco use

(if relevant)

Do you intend to stop smoking?

Have you tried to stop smoking?

Social support In whom do you find your primary social support?

Have you sought support anywhere else?x

Have you lacked any kind of support (relatives, family, professional)?

16
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4 J. LILJEHULT ET AL.
General descriptions of each theme were written down to
define more overall narratives in the content. The themes
were further developed and refined through researcher
triangulation. The six-step analysis were carried out by
JL, while DO and TM contributed with triangulation and
consensus on coding and themes in steps four to six
(Table 2). NVivo version 12 (QSR International)19 was
used to organise the data and support the analysis.
Ethical considerations

All participants provided written informed consent.
Before the interview they were informed that the inter-
view would be recorded and kept confidential, that partic-
ipation was voluntary, and that they could withdraw
their consent at any time. The study was approved by The
Danish Data Protection Agency (file.no. VD-2018-306, I-
6552).

Findings

A total of 16 stroke survivors took part in hospital-
based, semi-structured interviews which lasted 30 to 68
minutes. On two occasions the spouses participated as co-
participants. Table 3 summarises the characteristics of the
stroke survivors. The time since the stroke event was 3 �
13 months (median 6.5 months). Further eight potential
participants declined our invitation to be interviewed and
two could not be interview due to COVID-19 restrictions.
Six potential participants were not invited because we
found them to be too similar to previous informants in
terms of demographics and time since the stroke.
Three participants lived alone, five were still working,

and eleven were retired, seven of who still did volunteer
work. Four were initially admitted with TIA, and the rest
had minor ischemic stroke (Scandinavian Stroke Scale 58-
56). Admission symptoms included motor deficits (n = 10)
and sensory deficits (n = 6), mainly distributes to one arm
(n = 9), leg (n = 4), and/or one side of the face (n = 5), or
speech impairment (n = 5). Two had been readmitted for
suspected stroke and one had suffered a new ischemic
stroke before discharge.

Themes

An inductive analysis of the data that involved sorting
themes hierarchically identified four overarching but
interconnected themes: 1) experiencing symptoms as intru-
sive in everyday life, 2) worrying � a new companion, 3) mas-
tering health in a changed life situation, and 4) family
relationships � balancing support and independence. Some
common features were that the participants wanted to
return to the life they had had previously but found that
their life situation had been disrupted by the consequen-
ces of the stroke with a new sense of vulnerability. This
made them concerned about the future. To resolve their
concerns, they adjusted their health behaviour. Both social
support and a feeling of responsibility towards their fam-
ily were associated with their worries and how they mas-
tered their changed behaviour, which involved not only
adjusting to the new situation but also modifying the con-
ditions of the situation. The factors that affected the way
they mastered the situation included risk awareness,
social support, and the perceived cause of the stroke.
Experiencing symptoms as intrusive in everyday life

The participants generally expressed a strong wish to
return to their everyday life as it had been before the
stroke. The perceived benefits of returning to everyday
activities included a sense of structure and feeling less iso-
lated. However, being faced with the reality, several par-
ticipants experienced more prolonged difficulties, which
intruded on their ability to return to normality, even
though some participants were able to resume their every-
day activities within weeks. The evolving experience of
changes was related to impaired function associated with
the stroke event and thus challenged their known normal-
ity. This implied that they had to find new ways to deal
with their situation.
The realisation that ‘things are not as before’ did not

come right away but developed over time through experi-
ence with difficulties in everyday situations that faced the
participants with changes in function and persistence of
symptoms. Functional changes and symptoms included
neurological deficits, cognitive deficits, and fatigue. Cog-
nitive deficits, such as difficulty planning and multi-task-
ing, decreased memory, and confusion seemed to affect
the participants more than physical deficits, such as prob-
lems with balance and sensory or motor deficits. Fatigue
and lack of energy were the most prevalent problems.

It’s the stubbornness that’s the worst, and the realisation
that you can’t quite do the same as before, right, without get-
ting tired at least. Yeah, that’s [the biggest limitation].
(James)

Fatigue and problems with memory and planning were
described as the most disruptive. To overcome the fatigue
and lack of energy, the former described as fluctuating
and sudden they had to rest more and prioritise activities,
especially social activities. They wanted to focus on close
relationships at the expense of more distant ones.

It improved step by step, like, finding yourself and getting
things running but symptoms like: a lot of people, loud
noises, a lot of information, it can be difficult � sometimes I
prefer going off to be by myself and relax. I think I get tired
more easily. (Gunnar)

Although the participants hoped to return to normality,
several of them had to face the reality that the conditions
for their life situation had changed and life was not as



Table 2. Thematic analysis process (example)Interviews were analysed using a six step data-driven thematic analysis.11,12 The process consists of the steps: 1) Familiarizing yourself

with the data, 2) Generating initial codes, 3) Searching for themes, 4) Reviewing the themes, 5) Defining and naming the codes, and 6) Producing the report. The process is exemplified

below.

Quote Note Code Potential theme Final theme

“I have sort of pushed a lot of those thoughts away, that

there should be somethings that I am scared about � and

my wife too � but we have talked about it, I might have

thought that it rather not happen again, but it might hap-

pen, but then at least that it rather not be serious, because

it might be fatal � and those are some new thoughts to

me, that life is not eternal, at some point it is ‘goodbye

and farewell’, and I do think about it when I sing at funer-

als, I think: ‘That could be me some day’, but hopefully

not any time soon, hopefully it can wait 10, 15, 20 years”

The stroke has been a reminder

of his own mortality

Knows that it can happen again;

and that it can be severe or

fatal

Worries Worrying � a new companion

”But I think, of cause I think, okay, you have to hold on 6-7-

8 years, and after that you probably want to take five more

years � But then it will be something else, because it’s an

important phase in their lives right now, because you have

children of that age, family and all. It’s better if you are

both there.”

He does not want to leave the

children � It is an important

time in their life right now

Wants to stay healthy because

of the children

Social support Family relationships
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MASTERING HEALTH AFTER MINOR STROKE 7
before. This realisation led to feeling a sense of vulnerabil-
ity and an awareness of being at risk, which caused them
to worry.

Worrying � a new companion

Returning to everyday life � and the realisation of diffi-
culties � was associated with worrying about consequen-
ces of the present stroke and a new awareness of being at
risk of having another stroke in the future. This raised a
sense of vulnerability and caused them to worry, which
would become a new companion in their daily life.
The degree of risk awareness and concern varied, the

latter described as fluctuating and coming in waves. The
participants tried to manage their worry to prevent it
from taking over and limit their behaviour.

In some way, you could say, yeah, I’m worried about having
another stroke, but I don’t think about it all the time; I’m
trying to get my everyday life going and hold on to that.
(Gunnar)

Patients and relatives described worrying differently.
The patients were mostly worried about becoming dis-
abled and how close family members would carry on if
they died. The relatives were mainly worried about the
prospect of losing their loved one.

It was more me who was scared if you went anywhere and I
couldn’t get hold of you, or you had been out for a long time,
then I had to go out and look, if he was lying out there.
[Wife of Oscar]

Worrying was seen as reasonable in concern of the seri-
ousness of the illness. Some participants talked about
finding a balance between worrying and complaining
excessively.

It’s like trying to keep the balance between, on one hand, not
being a wuss, who needs help all the time, I have to do the
things, I can and believe that I can do them myself, and then
at the same time being a little careful. (Kenneth)

Both the current situation and the future were subjects
of worrying, including the prospect of becoming disabled
by a new stroke and the more imminent concern of being
unable to get help in the event of another stroke. They
were also concerned about the future of their family
whether they would be able to fulfil their role and respon-
sibilities in the family.

We’ve talked about it sometimes. It might happen; I might
die from it, and those thoughts are new, life doesn’t last for-
ever. I think about that when I sing at funerals, then I think,
‘Oh, that could be me one day’, but hopefully not anytime
soon. (Carl)
Strategies for downplaying worrying to prevent it from
disrupting their everyday life included taking an action-
oriented approach, such as taking the prescribed medica-
tion and staying active, but also cognitive strategies, such
as rationalisation.
Mastering health in a changed life situation

The changes to the participants life conditions entailed
various degrees of modification to their behaviour.
Although a few participants expressed that no changes in
their life were necessary, others found that adapting to
functional limitations, living healthily, taking the pre-
scribed medication, and taking proper safety measures
were warranted in order to master their new situation.
Mastering situational challenges partly involved behav-

ioural strategies to compensate for functional limitations.
Participation in community rehabilitation or self-training
helped patients master the physical symptoms, while cogni-
tive deficits were mastered by prioritising activities, slowing
down, lowering expectations, and writing things down.

I actually don’t feel that things are different than before �
small things are not as they should be, you compensate in all
sorts of ways. (Otto)

Things like cleaning, it’s never really interested me. I priori-
tise going for a walk; exercise is a big thing, you see.
(Elisabeth)

Mastering problems with planning and memory often
included writing notes and lists.

I open the refrigerator and say: ‘We have to buy milk and
yoghurt today’, but if I don’t write it down immediately,
then an hour later I can’t remember. (Frederik)

The stroke, in itself, had a minor impact on how the par-
ticipants rated their own health, though it did serve as a
wake-up call that their health needed attention. Most par-
ticipants thought that it was possible for them to affect
their own health, though other aspect, both physical, psy-
chological, and social, were also highlighted as important
for health behavioural change.

You feel that you’ve got a bit of a wake-up call, in the way
that you can’t just do as you like. If I can do something, then
I have to do it. (Gunnar)

When rating their own health, the participants often
compared it to that of friends or their own previous level
of activity. The evaluation was not based on the presence
of medical diagnoses, but rather their perception of their
physical function and level of energy.
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[My health] is not what it was 20 years ago. Physically it’s
not good, but mentally I guess that my mind can’t under-
stand that there should be anything wrong, it has nothing to
do with the stroke. It’s psychological; it’s because I’m in
pains. I have osteoporosis and arthritis. (Patrick)

Being healthy was associated with keeping active �
both physically and socially � avoiding negative
thoughts, eating healthily � especially eating more vege-
tables and less meat � maintaining a normal weight,
being aware of alcohol intake, and making healthy behav-
iour into a habit.

I walk a lot more, because, I didn’t go for walks before, not as
often, but now I have made the decision that now is the time
� you have to commit to it, and I also enjoy it. And when
you wear this watch [VivoFit], so I never cheat. (Oliver)

Only few participants could point to a specific cause for
their stroke, but most were aware that there was an
increased risk of a recurrent stroke. Health behaviours were
perceived as means to reduce the risk and staying alive.

It can hit all of us, indeed. So if you take the medication
you’re supposed to, you can’t do much else, [...], and I keep
active and walk. I don’t sit around feeling sorry for myself,
you see. That’s what it’s all about. (David)

Health promoting behaviour was motivated by social
support, such as encouragement from the family or hav-
ing people to exercise with, an experience of being respon-
sible for their own health, a new focus on health, health
monitoring (activity trackers, body weight, blood pres-
sure), and being active, all of which gave them a sense of
satisfaction. Barriers to physical activity included muscu-
loskeletal pain and lack of time due to work or family
obligations.
Not all participants had taken medication before and

for some this signified a considerable change to their self-
image (“I’m not the type who takes pills, not even when I have
a headache.”) and meant that they had to adapt new daily
routines, such as incorporating medication into existing
habits � e.g. meals or morning habit.

It’s best when it’s in the morning, then it’s part of my tooth-
brush-routine. When I forget, it means something distracted
me from it. Some I have to take once a week, and I have to
take it half an hour before breakfast. If I go downstairs and
up again, then I simply forget. (Patrick)

Side-effects were a significant barrier for taking medica-
tion, urging them to change or discontinue medication.
Most participants consulted their physician before deviat-
ing from prescriptions, although some stopped medica-
tion or changed the dosage on their own.
Another aspect of mastering involved awareness of
perceived risk. Several participants took measures to
be able to get help if they fell ill again, such as carry-
ing their mobile phone or making sure to have people
nearby. More long-term strategies involved formally
ensuring their family by making a will and talking
with family about their wishes if they became
incapacitated.

I was told that I should get out and get some fresh air and
exercise half an hour every day, and I did that, but short
walks. I would go for a walk and always bring my mobile
phone with me. That’s something that I didn’t do before. I
don’t like going out alone or where there are no people
around without my mobile phone. (Kenneth)
Family relationships � balancing support and
independence

The consequences of the stroke affected not only the
participants but also their families. Family relationships
were described as a significant factor in mastering their
new life situation, and inversely, family relationships
were affected by the way the participants mastered the sit-
uation.
Close family members provided most of the social sup-

port, which was also the most persistent. Spousal relation-
ships were important to most participants � although for
some it was with their adult children. When extended
family, friends, neighbours, and colleagues gave support,
it was frequently of a more practical nature.

My wife is good at � if we’re working hard in the garden,
she’ll says, ‘Know what, I’ll get you a cold beer, go and sit
down and relax.’. I do more or less the same, but she’s good
at putting the brakes on me. (James)

Support was expressed as being more considerate of
each other’s needs, e.g. accepting that they needed to rest
more and encouraging them to take it easier. Occasion-
ally, participants found it necessary to negotiate a balance
between relatives being supportive and being overprotec-
tive, as they wanted to be as independent as possible.

I don’t even get to [help out], I can’t keep away; then they
[adult children] send me away and that bothers me a little.
I’m not totally crippled yet, but yeah, they’re observant
about that. I do feel that. (Patrick)

Consideration was expressed by the participants by
adapting to the new situation in a manner that acknowl-
edged their spouse’s situation, such as the spouse being ill
or still working. Both felt an obligation towards mutual
relationships that affected their behaviour, exhibited by,
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e.g. prioritising time with close family instead of other
activities and acknowledging their financial responsibili-
ties towards the family.

I have to take care of my wife. She can’t take care of herself,
so my time is occupied. That’s why it isn’t possible for me to
go to anything. I’d like to play football or something, but I
can’t. But that’s how things are when you get older.
(Oliver)

Concerns for the future affected relationships in several
ways. Some participants wanted to spare the family from
worrying, either by talking about the disease or by not
talking about it. Generally, they found it difficult to talk
about the disease with their family.

It’s difficult to talk about [worries], and it’s also difficult for
him to help, you see, because then he does and says some-
thing wrong and then I get all mad [laughs], ‘Jeez, you’re
useless!‘. (Elisabeth)

The changes and concerns might be the subject of con-
flicts, which often arose from the participants not feeling
understood by others, e.g. when relatives would become
impatient when the participant did things slower than
normal or struggled to find the right words.

I’m slower than I used to be, and then she doesn’t want to
wait, like, then she takes over instead. It actually irritates me
a little, and I tell her ‘I can do it, it just takes longer’. (Carl)
Discussion

The present study suggests that participants who expe-
rienced a minor stroke associated their health and behav-
iour within a lens of worrying for future life prospect and
triggered by perceived changes in their life condition.
Even though some found it possible to resume participa-
tion in everyday life within weeks, they became increas-
ingly aware that minor cognitive deficits, difficulties in
planning and multi-tasking, decreased memory and
fatigue influenced their health believes and behavioural
patterns.
The experienced changes were both concrete in the

form of persisting symptoms and abstract in the form of
worries and uncertainty about the future. Wood et al.4

described the process of returning to normality in patients
discharged home after stroke rehabilitation as a non-linear
process which involved finding a balance between their
capacity and personal expectations. The wish to return to
a normal life was found in other studies to be connected
to regaining independence and autonomy.4,20,21 Return-
ing to previous activities was a way of establishing struc-
ture and a feeling of connection to society. Wood et al.4

found that limitations in the ability to participate in
everyday life made the participants feel useless. Returning
to their previously familiar everyday life is not just a mat-
ter of wanting to carry on like before, but also about
regaining a sense of independence and belonging in the
world.
The new sense of vulnerability and being at risk found

in our study, was the predominant cause of worrying in
both patients and relatives. Facing worries was an experi-
ence anchored within the individual to handle to maintain
their everyday life. Connolly and Mahoney3 found that
worries and uncertainty were always in the back of the
mind of the stroke victims, but they mastered it by trying
to understand the cause of their stroke and integrating it
into their self-image. Hillsdon et al.22 found participants
who felt ashamed about using health-care resources
because they were not ill enough, while Taule and
Ra

�
heim6 had similar participants who felt ashamed of

having difficulties in returning to everyday life when they
knew others were worse off. Our informants mainly
reported seeking professional support related to health
problems and medication. Inviting stroke survivors to
talk about their worries at follow-ups with a health pro-
fessional might relieve some of their concerns and
enhance their quality of life. The general practitioners
were the primary source of professional support,
although they in some informants’ experience lacked spe-
cialised knowledge about strokes. A more cooperative
model for stroke follow-up might be able to narrow this
gap.
Social support, especially spousal, was emphasised by

the participants as important in mastering their illness,
though they simultaneously expressed a need for main-
taining independence and for others to acknowledge the
changed nature of their life situation. The independence
aspect was not only a matter of functional independence
� it also regarded an acknowledgement of mutual obliga-
tions and not being a burden on the relatives. Previous
studies have emphasised how social support may reduce
negative emotions and increase resilience,5 while others
found interaction with relatives and health professionals
to provide hope and motivation.4 Gaps in the support
were experienced in situations where the participants did
not feel acknowledged, e.g. relatives being overprotective
or impatient. Similar experiences of not being understood6

or relatives being overprotective have been expressed in
previous studies4,20,22 as factors that made patients feel
unimportant and unheard.
We found stroke risk to be attributed to a range of

potential causes, e.g. an active lifestyle, positive and nega-
tive thoughts, or mere coincidence. Different narratives
about the cause and urgency of the stroke seem to affect
patients’ willingness to engage in health behaviour. On
one hand, some stroke victims perceive an association
between their own behaviour and the stroke � which
might urge them to change behaviour � but might also
cause some patients to blame themselves for the stroke.6
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On the contrary, some patients do not perceive their own
behaviour to be connected to their stroke or the stroke as
less threatening, making them more reluctant to change
behaviour.22

The impact of health behaviour stroke risk is well-estab-
lished and patients find it meaningful to receive counsel-
ling from a health professional.16 There is moderate
evidence that health behavioural interventions have a
beneficial effect in secondary prevention of stroke,
although we lack evidence on the best approaches.23

Patients with minor stroke have difficulties receiving
information.22,24 We found several informants to had dif-
ficulties recalling details about their hospital stay and the
information they had been given. Generic encouragement
of behavioural change might therefore be insufficient �
and we need to provide specific and relevant counselling,
which is individualised in a manner that, acknowledges
the participant’s life situation, including physical and cog-
nitive limitations and their access to social support.

Strengths and limitations

The exploratory qualitative design of this study allowed
us to gain insight into novel aspects of patient experiences
and a more nuanced depiction of their thoughts and expe-
riences. We only included informants from our interven-
tional study which might potentially constitute a
limitation, as perspectives represented by non-partici-
pants are not included. Ten participants had further edu-
cation, compared to 32 percent of the general population
above 55 years,25 making them more well-educated than
expected. Although it was beyond the scope of this study,
we cannot rule out that including patients with more
severe deficits, especially more severe aphasia and cogni-
tive deficits, would have had an impact on the results.
Most participants in our study either lived with a part-

ner (n = 13) or had close contact with their adult children
(n = 2). This obviously influenced the theme in which the
participants pointed to social support as important for
mastering their life situation and health behaviour. Conse-
quently, the perspective of patients with a limited social
network has not been fully investigated. Future studies
should look further into how patients with a limited social
network seek support and how this affect their health
behaviour.
Trustworthiness

The primary investigator had throughout the interven-
tional study a prolonged engagement with participants and
had therefore already established a relation with them
before the interviews and had a prior knowledge of their
health and living situation. The credibility was further
developed by using a well-recognised qualitative method-
ology and involving multiple investigators in the interpre-
tation of the findings.
Determining an appropriate sample can be challenging
in qualitative research and exploring a broad aim across
multiple case, as we have, might require a broad variation
over demographics and medical characteristics to obtain
greater information power.26 Had it been possible, we
would have included more female informants and
informants living on their own. It is likely that patients’
experience and mastering of stroke related difficulties
change over time. The choice of interviewing participants
at variable times after the initial stroke event allowed us
to gain insight into the experiences at different time
points.
In the attempt to further enhancing the information

power of the study we used established theories to inform
the interview guide and chose to recruit participants from
the interventional study, which had the advantage of
specifying the sample to patients with minor stroke who
were discharged home and who had an interest in health
behaviour, and further enhanced the quality of the dia-
logue in the interviews because they were conducted by
an investigator whom the participants already knew from
the interventional study.
Conclusion

Patients with minor stroke and TIA experience changes
as both being concrete in the form of persisting symptoms
and abstract in the form of worries and uncertainty about
the future. Perceived health was associated with a new
sense of vulnerability due to realisations about the risk of
recurrent stroke. Worries were anchored within the indi-
vidual to handle. For some this serves as a motivator to
regulate their behaviour in order to master health. The
support from relatives’ is highly pronounced even that
this study does not cover its significance in detail and the
fact that the vast majority were having marital partner.
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