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Abstract 

This research study explores the older person’s lived experience of rehabilitation and the transition 

to home following a stroke.  Rehabilitation is described as a process that aims to restore a level of 

independence following illness or injury (Robinson and Batstone, 1996).  The rehabilitative 

process aims to therefore ensure visible benefits to the older person (Nolan and Nolan, 1998: 

Macduff, 1998: Nazarko, 2001), in the interest of improving patient recovery (Waters and Luker, 

1996). Wild (1994: 36) however states, “there is little research related to what the nature of 

rehabilitation is, let alone its effectiveness”. Burton (2000a, 2000b) feels that the expansion of 

nursing interventions based on people’s experiences should be aimed at the development of coping 

and adaptation skills at home following the rehabilitative process.   

There appears to be a need to explore older persons’ experiences following the rehabilitative 

process during their transition to home.  A phenomenological approach has been adopted, allowing 

the older person who has suffered a stroke, describe their lived experience during the transition to 

home following the process of stroke rehabilitation. Nine participants were interviewed in their 

own homes following their transition from the rehabilitation unit, for a date and time that suited the 

older person and their relatives/carers. Ethical approval was obtained from the university, and the 

Health Board involved. Permission was obtained from the Hospital. Each participant gave consent, 

and the participants’ confidentiality was assured throughout the research.   

Taped unstructured interviews were conducted with each participant. Colaizzi (1978) 

phenomenological method of data analysis was utilised. Data was collected and analysed 

simultaneously utilising Colazzi’s seven steps. The findings are presented as a narrative, as 

described by the participants’ during the interviews. Five themes emerged, the day the stroke 

occurred, the hospital experience, activities of living following a stroke, the homecoming and 

support and encouragement. 

Rigour has been developed throughout this research by the participants themselves finding that the 

interpretative story is “right” (Morse and Field, 1998), and the researcher produced an audit trial 

that other readers can follow. The findings were considered within the context of each theme. 

Recommendations for research and nursing practice are discussed. Relating the findings from this 

research study with other studies, the knowledge gained can strengthen an evidenced-based 

approach to nursing practice in the stroke rehabilitation of the older person.  
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Background 

Stroke, after myocardial infarction and cancer, is the third leading cause of death in the 

United Kingdom (Wolfe, 1996) and in Ireland (Irish Heart Foundation, 1994).  A quarter 

of those who die from stroke do so in the first month, but subsequently individuals may 

live for many years, of those who survive a stroke, only a third are functionally 

independent a year following rehabilitation (Wolfe, 1996).  According to the Irish Heart 

Foundation (1994) the majority of those who suffer a stroke are aged sixty-five and over. 

By the year 2011 the number of older people in Ireland requiring home care will have 

increased by thirty percent (Joint Committee on Women’s Rights, 1996: Delaney et al., 

2001), largely due to the ageing population (Central Statistics Office, 1995).  Older 

person is the term that is used throughout this research to refer to persons, male or 

female, aged sixty-five or older who were recipients of healthcare services.  Given the 

Irish Government’s commitment to caring for the older person well into this new 

millennium (Department of Health and Children, 1994, 1998, 2001) with its target of 

ninety percent of those over sixty-five years of age living the remainder of lives in their 

own homes, home care needs and rehabilitation requirements will increase even more 

(Delaney et al., 2001).  

Rehabilitation, for the purpose of this research is the process that aims to restore a level 

of independence following an illness or injury.  Rehabilitation of the older person has 

become a priority issue in the Health Service in the United Kingdom (Nolan, Booth and 

Nolan, 1997) and in Ireland (Department of Health, 1994, 2001) and should ensure real 

benefits to both the patients and their families. Accordingly the developments in the 

rehabilitation of the older patients should also contribute to the cost-effectiveness of the 

entire spectrum of care (Robinson, 1997: Joint Committee on Women’s Rights, 1996).   

The new health strategy (Department of Health and Children, 2001) will endeavour to 

provide better health for everyone, by responsive care planning and appropriate care 

delivery. 

However, the direction of such trends is unclear.  On one hand, medical developments 

may allow people to become fitter and healthier in their old age.  On the other hand, it is 

possible that although medical developments will allow people to live longer, these 

people also will have greater need for care.  Therefore, it is not possible to predict the 

effect that medical developments may have on the incidence of care needs of the older 

person. 
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Nolan and Nolan (1998), Burton (2000a) and Long et al (2001) have highlighted the need 

for nurses to understand the older person’s experience during rehabilitation, in order to 

provide a sensitive stroke rehabilitation service. Difficulties have been noted in the 

provision of a sensitive rehabilitative service whilst caring for the older person 

throughout the rehabilitative process, following a stroke in Ireland. There is a dearth of 

Irish research literature that explores the understanding of the older person’s experience 

following a stroke and throughout the transition to home life.  

Therefore, the rehabilitation of the older person in his or her own community, following a 

stroke needs to be explored, so that health care professionals in conjunction with family 

members and carers will help to meet the burgeoning health care needs (Hasselkus, 1994) 

of the older person. Some recipients of care are increasingly desirous of improving their 

health care conditions (Øvretveit, 1997), while at the same time preferring not to become 

dependent on their families (Finch and Mason, 1993) thus, the experiences of the older 

person following stroke rehabilitation in Ireland requires research, to provide insight and 

greater understanding for nursing practice in the area of stroke rehabilitation. 
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Introduction 

In the rehabilitation of the older person, the patients, the family caregivers and 

professionals strive to relate to each other throughout the rehabilitative process.  They 

continually try to adapt and readapt, define and redefine each other’s capabilities and 

responsibilities for the care given, as the rehabilitation experience and the context of care 

unfolds in a stroke rehabilitation unit.  The search strategy utilised for this literature 

review and research can be viewed in Appendix 1. 

This literature review explores the research into the older person’s experiences 

throughout the process of stroke rehabilitation. Current concerns for the rehabilitation of 

the older person, have been distinguished in the literature between acute care and 

continuing care settings. The awareness of rehabilitation by older people, highlighted that 

the rehabilitation unit may be seen as a place to feel safe and secure in, where nurses 

provide a “carry-on,” “supportive role”  (Wade and Waters, 1996: Kirkevold, 1997).    

The nurses’ role in rehabilitation of the older person is seen as an inherent part of their 

work, the aim is to assist the recovery of the older person throughout their rehabilitation 

and during the transition to home following the stroke rehabilitative process.   

The literature reviewed explored the experiences of the older person following a stroke, 

this included an exploration of the physical and emotional support required by the older 

person having suffered a stroke. The reviewed literature also examined the preservation 

of the dignity and the respect of the older person, in the knowledge and understanding 

that each individual has their own culture.  

The participation of the older person throughout their stroke rehabilitation has been 

shown to include the role of the nurse, other health care professionals, family, and carers 

in the healing process (Long et al, 2001). The literature showed the importance of 

maximising the nurses’ contribution to the rehabilitation process in the interests of 

improving the experiences of the older person on returning home, following their stroke 

rehabilitation.  

 

Current concerns in rehabilitation 

Robinson and Batstone (1996), explored concerns regarding opportunities for 

rehabilitation within the English health care system by conducting research within 

multidisciplinary focus groups. The main theme that emerged centred around problems 
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experienced by “service users” and their families. This involved a lack of any clear policy 

drive and the adverse conditions in the current organisation of care. 

It was agreed by the focus group that there were insufficient community-based assistance 

and services capable of facilitating the rehabilitation of people in their own homes and 

neighbourhoods.  If rehabilitation was provided, it was only possible to have short bouts 

of intensive rehabilitation in the hospital setting.   

According to the focus group, “service users” and professionals alike considered that at 

present too much emphasis is placed on “minding” people with long term illness or 

disability rather than on enabling them to live lives which offer greater independence, 

control and choice.  

The Department of Health and Children (2001) in Ireland have placed an increased 

emphasis on primary and community care for the older person, this should help to 

transform the fragmented health care services of today into an equitable health care 

service for all “service users”. Presently as “service users” move through the health care 

system, there is inadequate co-ordination of services between hospital departments and 

clinical specialisation.  All too frequently, there are communication difficulties involving 

the patients’ admission and discharge arrangements between hospitals and community 

services in Ireland (Delaney et el, 2001).  According to Robinson and Batstone (1996), 

this impairs continuity of care and support and is viewed as one of the most pressing 

problems in the organisation of rehabilitative services. 

 

Rehabilitative awareness 

According to Oliver (1988) and Goodall (1994), a better method of learning about the 

experience of being disabled in today’s society is to listen to those true experts in 

disability and rehabilitation: the people who have a disability, rather than the doctors, 

therapists or the nurses.   

Nurses are not perceived by themselves or by other members of the multidisciplinary 

team as making a major contribution to the rehabilitation process.  This is not to say that 

the nurse’s work is unimportant; on the contrary, their “carry-on role” is seen as vital for 

rehabilitation to take place  (Wade and Waters, 1996).  Waters and Luker (1996) 

challenge nurses to devise strategies to maximise their contribution to the rehabilitation 

process in the interests of improving patient recovery. 
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Nurses who know and understand their patients and take seriously the patient’s right to 

participate are thereby manifesting respect for their patient’s individuality and thus 

enhancing the quality of their care.  These nurses are embodying the holistic approach to 

care, since their practice is one that focuses on the patient’s views and wishes. 

Brereton and Nolan (2000, 2002) explored the care giving to stroke survivors, from the 

family carers viewpoint these studies highlighted the need for professionals to take an 

active part in preparing carers for their future role.  Nolan and Nolan (1998) state that 

there has been relatively little research into describing the experiences of those affected 

by stroke, for example research from the perspective of the stroke survivors and their 

families or carers.  

Redfern and Norman (1999a, 1999b) studied nursing care from the perspectives of 

patients and nurses using the critical incident (happening) technique in qualitative 

interviews.  The results of these studies show that the important indicators of nursing care 

relate to psychosocial, therapeutic and thorough care.  The profile of good care from the 

patients’ perspective showed a nurse who respects and treats patients as individuals by 

promoting patient autonomy. This was done by attending to their emotional needs, 

providing them with needed information, and taking the initiative in providing quality 

care promptly. 

Von Essen and Sjöden (1991), highlighted that patients and staff differed significantly in 

their perceptions of what constitutes good care.  Patients perceived behaviours such as 

giving honest and clear information and showing competent clinical expertise as the most 

important, whereas nursing staff perceive expressive/ affective behaviours as most 

important.  Staff need to become more aware of the effect their care has upon the 

patients.  The study concludes with the implication that patient satisfaction shows a 

positive relationship with the recovery, comfort and health behaviours. This suggests that 

a further qualitative exploratory study on patients’ experiences would be beneficial.  

There is a dearth of literature about the older person’s experiences of a stroke while 

undertaking the transition to home following rehabilitation in Ireland. There is a need to 

undertake research in this area, by utilising qualitative methods (Morse and Field, 1998). 

Morse and Field (1998) recommend that qualitative methods are best used to describe a 

subject on which there is little evidence known. 

 

 



 

8 

The nurses’ role in the rehabilitation of the older person 

Nolan and Nolan (1999) note that the nursing contribution to rehabilitating the rising 

numbers of older people with chronic illnesses and disabilities needs to be addressed in 

both acute and community settings.   

Waters and Luker (1996) undertook a qualitative study on the multidisciplinary 

perspectives of the role of the nurse in rehabilitation wards for older people by 

interviewing all members of a multidisciplinary team.   The analysed data from the open-

ended questions showed that the nurse’s concept of rehabilitation was mostly limited to 

the promotion of physical independence.  Most of the nurses interviewed, who ranged 

from student nurse to senior nurse manager felt that rehabilitation was not an inherent 

part of their work, but rather viewed it as peripheral to their prime function of nursing 

care.  In contrast, both the physiotherapists and the occupational therapists felt that the 

most of their work was purely rehabilitative.  The findings also showed that therapists are 

perceived as the experts in rehabilitation by the older person, whilst the nurses were there 

to do the “maintenance” and “carry-on” work following sessions by the therapists. 

Long et al (2002: 77) in their qualitative research identified the contribution of the nurse 

within the multidisciplinary professional rehabilitation team. They found that in nursing 

practice there was a tension between caring (“doing for”) and rehabilitation therapy 

(“standing back” and coaching).  

Nolan and Nolan (1999) have shown that nurses, by increasing their knowledge and 

skills, can improve the delivery of care. This can be accomplished by working, learning 

and communicating with the older people, the caregivers, their families and other 

professionals within the multidisciplinary team, including nurses.  

 

Experience of care following a stroke 

Nolan and Nolan (1998) state that given the sudden and often devastating nature of a 

stroke and the long term physical, psychological and social consequences, little attention 

has been given to the research of the experience of stroke from the older person’s point of 

view.  Most people who suffer a stroke are older adults, and those who survive usually 

have some degree of permanent disability  (Gibbon and Little, 1995).  

In their literature review Hafsteindóttir and Grypdonck (1997) suggest that an account of 

the patient’s experiences during the recovery process following a stroke is urgently 

needed, to assist nurses in altering the environment to improve the stroke patient’s 
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recovery and to help them adapt to their disability. Hafsteindóttir and Grypdonck (1997) 

found a consistent theme to be, the need to ensure that nursing care is tailored to meet 

individual needs, if patients are to achieve optimal levels of autonomy and independence.   

Whereas, Mumma’s (1986) descriptive study of perceived losses associated with 

disability following a stroke explored the physical and social changes of the patients, by 

interviewing patients or their partners (n=60).  The loss of independence and restricted 

mobility were categorised most frequently.  Mumma (1986) suggests that verbatim 

responses to the open-ended questions provided richer and a more total impression of the 

experiences of participant’s as they lived with and adjusted to the effects of their strokes.  

It is important to recognise for future research that family members and carers may have 

differing, and sometimes more negative, expectations of recovery than the stroke 

survivor.  

Doolittle (1991) in a longitudinal descriptive study, was concerned at the dearth of 

literature which focuses on the experience of survivors following stroke, by using the 

“life history of the body interview” and the “bodily knowledge interview”. The findings 

of this study focus on implications for the care of the stroke survivor during the acute 

hospitalisation phase following a stroke, this study suggests that more the emphasis needs 

to placed on the person’s life following the stroke, rather than focusing on the 

neurological damage.  Doolittle (1991) has suggested that the transition to home was 

marked with frustration and complications due to withdrawal of services, but was 

ultimately satisfying for the participants as they were again in control. This study 

highlights the need for further research to explore the experiences of the older person 

following a stroke during the transition to home life.      

Folden (1994) explores the experience of how stroke survivors manage with their 

disability, by using the grounded theory method to inductively derive a theory to describe 

this phenomenon.  The same researcher interviewed all participants, at two weeks 

following the stroke onset, and at three/four weeks following discharge. Participants’ 

descriptions of their rehabilitation process were overwhelmingly directed at the future.  

Hope was a force identified by survivors of stroke as necessary to ensure their forward 

progress.  In conclusion Folden (1994) suggests that nurses get to know stroke survivors 

as individuals, as this is crucial in assisting them in their journey through the 

rehabilitative process. 
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Häggström, Axelsson and Norberg (1994) analysed stories narrated about two 

photographs shown to participating stroke patients using a phenomenological 

hermeneutic method.  The purpose of this study was to describe the patients experience of 

living following a stroke and what their future expectations were, from the two 

photographs shown.  The outcome reflects the potential for stroke survivors to result in 

“long term misery” (Häggström, Axelsson and Norberg, 1994).    

In a more recent study Macduff (1998) obtained descriptions of patient’s experiences 

following a stroke. This study highlights the nature of care in the rehabilitative process.  

A convenience sample of eight patients were asked to participate in the study, verbal 

consent was obtained before discharge from a stroke rehabilitation unit.  Their general 

practitioners were also asked to consent post-discharge in order to establish that there was 

no other medical reason that would preclude the patients from taking part.  Exclusion 

criteria was necessary for speech problems, as one patient had significant communication 

difficulties which inhibited verbal articulation, this was acknowledged as a limitation by 

the researcher.   

The recommendations of this study show that there is a great deal of scope for further 

exploration of stroke patients perceptions of their care ability in relation to level of 

disability (Macduff, 1998).  Burton (2000a) recommends that rehabilitation programmes 

should equip stroke survivors and their carers with support, skills and knowledge to shape 

their future lives in a meaningful and fulfilling way. 

Davis, Ellis and Laker (1997) debated in a literature review whether the older patient’s 

own expectations of care differ from that of nurses. These authors suggest that further 

research in this area is necessary to establish patient benefits in relation to specific 

nursing interventions aimed at promoting patient autonomy.  Waters (1994), in an 

observational study that describes the “dressing styles” of patients in the rehabilitative 

process, states that the nurse’s role is seen as dynamic and multifaceted, changing with 

the patient’s needs.  Waters (1994) also suggests that nurses, due to their overprotective 

nature, have been known to contribute to dependent behaviours in their older patients.  

Davis, Ellis and Laker (2000) found in an observational study, that a poor physical 

environment, stress and staff shortages in hospitals exacerbated negative interactions 

between older people and their nurses.  In contrast, positive interactions were generated 

by offering the older person a choice in relation to care, by providing information and 
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explanation, as well as by promoting independence, encouraging participation in care 

planning, respecting privacy, and by receiving feedback on the quality of care provided. 

 

Physical and emotional care  

Key elements of physical and emotional care suggested by Waters (1994) include: 

intimate care, personal hygiene, care of the skin, including wound care, bowel and 

bladder function, provision of adequate nutritional intake, prevention of complications 

and promotion of self-medication. According to Reed and Bond (1991), the quality of 

care for older people in rehabilitation and continuing care settings is often poor because 

the nurses working in those settings apply the same criteria for success, to the older 

person in rehabilitation and continuing care settings as they do to the older person in 

acute care environments.  This criteria is based on nurses evaluating their work to the 

same standards as the medical officers evaluation which focuses on the goal of cure 

(Reed and Bond, 1991). Anderson (1993) suggests that there has been a serious gap in 

nurses’ knowledge of coping with stroke from the perspectives of patients and caregivers 

rather than from that of medical and other service providers. Yet a sound, effective 

ethical approach to stroke must lie in awareness of attention to the experiences, values, 

priorities and expectations of patients and their caregivers, as they are the people who live 

with the consequences of the illness and who shoulder its burdens. 

According to Wade and Waters (1996), the role of the nurse in rehabilitation is difficult 

to elucidate, but falls broadly into three categories: general nursing care, specialist 

functions such as, promotion and prevention and the “carry on role”. The last of these 

refers to the continuation, i.e., “carrying on” by nurses of the work begun by doctors, 

physiotherapists and occupational therapists. 

These authors do not take into account the feeling and emotions of the older patient’s in 

their care, the patient’s descriptions of their experiences of the care given is purely 

physical. Whereas, Doolittle (1991) found that the participants while hospitalised initially 

following a stroke all experienced a loss of bodily function, but they spoke of their 

physical disability and increased dependency, were emotionally frightened and suffered 

insomnia.   

In another more recent qualitative study using the phenomenological method, Burton 

(2000b) suggests that a stroke is an intensely personal experience, involving the 

rebuilding and restructuring of an individual’s world.  The real work of rehabilitation 
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described by his participant’s is the translation of learning from the institutional setting to 

their home environment. Cordingley and Webb (1997) also suggest that being cared for, 

can mean being cared about and that an emotional connection to another person is 

beneficial. Kirby (2000) philosophises that nursing responds to people’s lives, lives 

nurses seeks to sustain and enhance, lives into which nursing seek to bring people peace 

of mind.   Nursing actions are aimed straight to the heart of healing. Roe et al (2001a: 

2001b) found in their research into older peoples needs and perceptions of formal and 

informal care, that there is “added value” in some relationships between the older person 

and the care providers, where the individual care provider brought something extra to the 

relationship, over and above care or their skilled technical ability. 

Naughton and Nolan (1998) suggest, in order for nurses to develop a caring professional 

role in the future, they need to create a climate in which they are able to contribute fully 

to multidisciplinary debate and feel empowered to act.  A multidisciplinary team includes 

members of the medical and nursing professions, physiotherapists, and occupational 

therapists who are involved in the rehabilitative process of the older patients. 

Clarke and Wheeler (1992) in a phenomenological approach to the exploration of 

professional caring interviewed practising nurses in individual in-depth interviews 

concerning what caring means to them.  Using the procedure outlined by Colaizzi (1978), 

categories and theme clusters were obtained from transcripts of the taped interviews.   

Clarke and Wheeler (1992) concluded by describing care as a continuous process of need, 

experienced through trust, love and valuing each other.  These findings show that anxiety 

is alleviated by receptive communication, providing comfort to patients in an empathic 

and supportive way. 

A larger qualitative phenomenological study (n=17) by Forest (1989) also on the 

experience of caring used the informants’ exact words in order to reveal the intuitive 

nature of caring using Colaizzi’s (1978) method of data analysis.  This produced 

categories and theme clusters similar to Clarke and Wheeler (1992).  However, the latter 

viewed nursing as teamwork with the main support and comfort coming from fellow 

nurses.  This team spirit was seen as crucial to nurses’ capacity to be caring with patients 

and each other.  Both of these studies have highlighted the importance of caring for 

patients from the perspective of the nurses lived experience as the “giver” of care.  Clarke 

and Wheeler (1992: 1289) suggest that “additional studies are required to enhance this 

process and develop it from the perspective of the patients.” 
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Preserving the dignity and respect of the older person 

Most older people have spent their lives ensuring that dignity and respect are accorded to 

their children, friends, neighbours and employees.  According to Castledine (1996), these 

concepts may seem old-fashioned and out-of-date in today’s self-centred, independent 

age, but for many older people dignity and respect are gained through autonomy and self-

determination in relation to their careers and life circumstances. 

The vast majority of older people remain fit and able to care for themselves at home in 

later life.  It is the minority of older people, mostly the very old, who become disabled to 

the point that they need rehabilitative care and assistance with the activities of living 

(Gibbon, 1993). 

The respect and dignity of the older person can only be measured by knowing what these 

terms mean to each individual.  By taking respect and dignity on board nurses will 

contribute to the quality of care given to each patient (Castledine, 1996). Nurses, 

therefore, need to give more thought to how they assess their older patients and 

communicate with these patients when in their care. 

Ashworth, Longmate and Morrison (1992) suggest that in order to guide caring practice, 

careful description of the patient’s experience of participation must be clearly seen by the 

patients themselves, the patients must know and understand the meaning of the lived 

experience of participating.  This involves mutual awareness of each other’s perceptions 

of each experience; for example, the nurse must have access to the world of his or her 

patient in order for care to be genuinely patient-centred.  The patient, in turn, needs to be 

able to understand the language used by the nurse and other members of the 

multidisciplinary team in matters of communication, without feeling excluded in any 

way. 

Ashworth, Longmate and Morrison’s (1992) phenomenological study outlined the 

experience of participation by patients in nursing care.  These authors highlighted the 

work of Schutz (1962, 1964) as crucial to understanding social interaction in the patient’s 

participation in care.  Schutz (1964), in his essay on the social distribution of knowledge, 

discussed why people accepted unquestioningly certain aspects of their situation, yet 

subject other aspects to question.  If this is applied to the rehabilitative patient, there will 

be those who accept unquestioningly the decisions made concerning them and their 

treatment.  In contrast, there are other patients who do not accept decisions 

unquestioningly.  
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According to Burton (2000a, 2000b), understanding how stroke sufferers experience their 

stroke recovery is essential, if development of rehabilitation services is to be effective 

and appropriate. Dowswell et al. (2000) suggest that there is an urgent need to know more 

specific details about the psychosocial elements of stroke recovery in order to appreciate 

the perspectives of those receiving the services. 

 

Conclusion 

The literature has highlighted that both the nurses and the older people’s experiences of 

rehabilitation care are continuously changing (Redfern and Norman, 1999a, 1999b: 

Patistea, 1999, and Beck, 1999).  There is, therefore, a need to undertake further research 

into the experiences of older person on returning home following the stroke rehabilitative 

process (Nolan and Nolan, 1998). This need might be best met by using qualitative 

methods (Morse and Field, 1998).  As Hafsteindóttir and Grypdonck research in 1997 

found only four other qualitative studies on the patient’s experiences conducted by 

Mumma (1986), Doolittle (1991), Folden (1994) and Häggström, Axelsson and Norberg 

(1994) that highlighted the value of qualitative research which outlines the individuals 

unique experience, therefore interviewing patients at home may assist and reveal aspects 

of the rehabilitative process that may be worthy of expansion.  

The limitations noted in the reviewed studies (Mumma, 1986: Doolittle, 1991: Folden, 

1994: Häggström, Axelsson and Norberg, 1994) should be taken on board to aid the 

rigour of future studies, the selection criteria needs to be clearly defined, as there may be 

marked differences between how patient’s describe their experiences shortly after the 

stroke occurring, in comparison to sometime after the event, also the type of stroke 

suffered by the patient’s needs to be addressed, some strokes may leave cognitive 

deficits, while others strokes may cause dysphasia due to the area of the brain affected 

which may lead to residual communication problems.  To overcome these limitations for 

future studies it is imperative that the selection criteria are well defined prior to 

conducting research.  

The qualitative studies conducted by Forest (1989), Clarke and Wheeler (1992), Macduff 

(1998) and Burton (2000a) sought to understand the lived experience of care as a whole, 

thereby gaining a greater understanding of how various factors of nursing practice effect 

the older patient’s participation in the caring process.  These studies have explored the 

patient’s experiences of the perception of care (Forest, 1989), the patient’s experiences of 
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the nursing care received in a stroke rehabilitation unit (Macduff, 1998 and Clarke and 

Wheeler, 1992), and the patient’s experiences during rehabilitation and at home (Burton, 

2000a), but all failed to adequately address the older person’s lived experience during the 

transition to home following the process of stroke rehabilitation. Burton’s (2000b) 

studying the United kingdom, undertaken by utilising the Corbin and Strauss illness 

trajectory framework applied to the vignette derived from a previous longitudinal study 

(Burton, 2000a), has been the only research unearthed that explores the older person’s 

lived experience during the transition to home following the process of stroke 

rehabilitation. The descriptions of the stroke patient’s experiences can guide nurses in the 

planning of a holistic rehabilitative experience for the older person, from the acute care 

phase through to the transition back into the community.  

This literature review revealed a dearth of literature on patients descriptions of their 

experiences following a stroke, most of the literature focused on the physical skills of 

patients, while it is appropriate that older people must relearn skills in order to return 

home.  It is therefore, vital that this research explores the experiences throughout the 

rehabilitative process. As Wild (1994: 36) has stated, “there is little research related to 

what the nature of rehabilitation is, let alone its effectiveness”. 

Macduff (1998) sought to understand the descriptions of the experiences of what the 

reality of care in the rehabilitative process means to those who have recently suffered a 

stroke. While Burton (2000a, 2000b) feels that the expansion of nursing interventions 

based on people’s experiences must be aimed at the development of coping and 

adaptation skills at home following the rehabilitative process. 

Therefore, there appears to be a need to explore older peoples’ experiences following the 

rehabilitative process during their transition to home.  The author of this research has not 

been able to find any research carried out in Ireland on this topic, therefore the next 

chapter will describe how this author explored the lived experiences of older people 

following the stroke rehabilitative process, during their transition to home. 
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Introduction 

Nursing the older person during the rehabilitation phase following a stroke, has given rise 

to this author questioning, how can nurses improve the experience of stroke rehabilitation 

for the older person. The literature review indicated that there is a need for further 

research into the experiences of the older person throughout the rehabilitative process 

following a stroke.  Therefore, the aim of this research is to explore the experiences of the 

older person during the process of stroke rehabilitation and following the transition to 

home.  Since little is known about the experiences of the older person during the process 

of stroke rehabilitation and following the transition to home in Ireland, a qualitative 

phenomenological approach is utilised. 

Given the sudden and often devastating nature of stroke and the long term physical, 

psychological and social consequences, there has been little qualitative research 

describing the experiences of those most affected; - the stroke survivor (Nolan and Nolan, 

1998).  Doolittle’s (1991) descriptive longitudinal study of the experience of stroke 

survivors found that, four main themes emerged, - disability; dependency; fearfulness and 

insomnia, but by participating in daily activities recovery was seen and encouraged.  This 

is important to the recovery of each individual person, who will ultimately regain control 

of their own lives by adapting to their disability. Waters and Luker (1996) and Long et al 

(2001, 2002) challenge nurses to devise strategies to maximise their contribution to the 

rehabilitation process in the interests of good patient outcomes.  Strategies can only be 

devised when knowledge and needs are identified through evidence-based practice. 

Ashworth, Longmate and Morrison (1992) and Roe et al (2001b) have shown that by 

listening to the older person and taking into account their experiences the quality of the 

older persons’ rehabilitation can improve.    

Macduff (1998) obtained descriptions of people’s experiences following a stroke, 

highlighting the nature of care in the rehabilitative process, by the gathering of people’s 

descriptions of the rehabilitative process.  The experiences were overwhelmingly directed 

towards the future, hope was necessary to ensure forward progress. Macduff (1998) states 

that further research is required to explore in greater detail the older persons’ experiences 

throughout the rehabilitative process following a stroke, to provide clarification of care 

needs, by the exploration of personal experiences.  

The phenomena of interest for this research is exploring the experiences of the older 

person throughout the stroke rehabilitation process, this has been undertaken by utilising 
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a phenomenological approach, which represents the effort to describe human experience 

as it is lived (Merleau-Ponty, 1962). 

 

Research Question 

What are the experiences of the older person on returning home, following their stroke 

rehabilitation? 

 

Research Aims 

• To explore the lived experience of the older person throughout the process of stroke 

rehabilitation and following the transition to home.   

• To gain understanding, insight and knowledge into the lived experience of older 

stroke patients throughout the rehabilitative process. 

 

Research Design  

Research design is the logical sequence of events that connects the empirical data to a 

study’s initial research question and, ultimately to its conclusions according to Yin 

(1989). However, Koch (1999) states that before research can be undertaken the 

researcher must decide on a design and method. Literature identifies two main 

approaches used to undertake research, namely quantitative and qualitative, both 

encourage the development of a body of knowledge through a process of systematic 

scientific enquiry (Corner, 1991). 

Quantitative methods are most commonly represented by experimental research designs 

that are formal, objective and systematic in which numerical data are used to obtain 

information about the world (Burns and Grove, 2001), where relationships between 

variables are examined, controlled or removed from the natural setting, and then analysed 

to determine statistical probabilities and the certainty of a particular outcome (Duffy, 

1985). The focus of quantitative research is usually concise and reductionistic (Burns and 

Grove, 2001), thus is not a suitable method for use in addressing the research question of 

this research. 

Qualitative methods are making valuable contributions to nursing research (Oiler, 1982: 

Omery, 1983: Polit, and Hungler, 1995: Morse and Field, 1998) by informing practice, to 

the extent that it contributes to knowledge and promotes action in the area of the 

circumstances studied for example, rehabilitation (Lawler et al, 1999: Burton, 2000a, 
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2000b: Dowswell et al, 2000). Qualitative research is a way to gain insight through 

discovering meaning (Burns and Grove, 2001). Qualitative research involves broadly 

stated questions focusing on human experiences and realities, studied through sustained 

contact with people in their natural environments, generating rich, descriptive data that 

help researchers to understand human experiences (Boyd, 1990). In this research a 

qualitative approach is found to be the most suitable research method to explore the 

phenomena of interest from the perspective of the older person in their own setting.  

 

Phenomenology 

Phenomenology is one of the five traditions used in qualitative research (Creswell, 1998), 

and is increasing viewed as being relevant to nursing, education and clinical practice 

(Annells, 1999) in that it encourages personal, immediate interactions. The foundation of 

phenomenology has its roots in philosophy (Koch, 1995: Paley, 1997, 1998). 

Phenomenology is divided into two main schools of thought: those who ground their 

approach by reference to Heidegger or those who ground their approach by reference to 

Husserl (Paley, 1998: 817).  Heidegger, a student of Husserl, questioned human existence 

(onotology), he linked phenomenology to existentialism. Heideggerian phenomenologists 

consider “Being and Time” as pivotal to understanding the ways in which people live in 

the world. The researcher brings his/her understanding of “Being and Time” to the fore, 

the utilisation of this premise is that people are self-interpreting, the researcher accepts 

that any information given is the persons own construction of reality.  Husserlian 

phenomenologists, believe that the process of learning and constructing the essence of an 

experience is through intensive dialogue with persons who are living the experience, this 

is the reality of that experience. According to Paley (1997, 1998) Husserl insisted on an 

initial “suspension of belief” in the “outer world”, either as an individual in everyday life 

sees it, or as philosophers or scientists interpret it. The “reality” of this outer world is 

neither confirmed nor denied; rather, it is “bracketed” in an act of phenomenological 

reduction. The researcher therefore, sets aside all prejudgments, by bracketing his or her 

own experiences and relies on intuition, imagination, and universal structures to obtain a 

picture of the experience as it is lived (Creswell, 1998). Husserlian phenomenology 

maybe the most appropriate methodology for use in this research, as Macduff (1998) and 

Burton (2000a) found it useful in their nursing research concerning the lived experience 

of stroke patients and, because this researcher believes that “bracketing” achieves 
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openness to the experience as the participant presents it, on returning home following the 

process of stroke rehabilitation.   

 

The role of the researcher 

In phenomenological research, the researcher is the primary instrument for collecting 

data. The quality of the data and “field notes” that will be collected is not assured simply 

because consent for the study has been obtained (Morse and Field, 1998), but by creating 

an audit trail that other people can follow. To undertake this phenomenological research 

the researcher has explored her own philosophical beliefs, to understand what her own 

position is, concerning the nature of reality (Creswell, 1998: Paley 1997, 1998).  This 

researcher believes that Husserlian phenomenology accepts the experience as it exists in 

the consciousness of the participant and strives to understand the total meaning that the 

experience has had for that participant. 

For the purpose of this research the researcher was introduced to the participants by the 

clinical nurse manager (CNM II), as a staff nurse/researcher prior to seeking to obtain 

consent. This researcher did not have access to any of the older persons personal data, 

which was kept by the hospital, until after each participant gave informed written consent 

for reasons of confidentiality, thus reducing the selection bias in this research (Redsell 

and Cheater, 2001).  The researcher developed the skill of presence and of trust (Koch, 

1999) with each participant, and was able to “bracket” her assumptions and beliefs 

(Beech, 1999).   

“Bracketing” is not an easy task for any researcher, as they have to set aside their own 

judgement and preconceptions, this researcher is a nurse who works with the older person 

during their rehabilitation, who has some training in interviewing techniques and has had 

some counselling experience prior to undertaking the research project, this was beneficial 

to this research as the researcher felt capable of bracketing her beliefs concerning the 

older person during the stroke rehabilitation process  . “Bracketing” is also a crucial part 

of the philosophical phenomenological approach, Corben (1999) suggests it is the 

suspension of the researchers beliefs and preconceptions in the outer world, which 

enables the phenomena to be seen and understood in its primordial state during an 

interview. By utilising Husserlian phenomenology, this researcher is attuned to the 

subjectivity of human understanding (Koch, 1999) and has attempted to uncover and 

describe the lived experience of recovery from stroke from the older person’s perspective. 
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A research diary has been kept by the researcher to record her thoughts and feelings 

throughout the research, field notes have also been recorded following each interview that 

describes the structure of each participants home and their movement during the 

interview.  Unstructured interviews were conducted as a social interaction between the 

researcher and the older person, and addressed the research question of the lived 

experience of the older person on returning home following their stroke rehabilitation. 

At any time during the course of an interview with the participants in their own home, the 

researcher identified that there was a conflict between the nurse and the researcher roles, 

the researcher stopped the interview to provide appropriate nursing care.  This is 

important for the researcher as it decreases the chance of researcher bias when 

undertaking phenomenological interviews.  

Attire of the researcher 

This research sought to explore the experiences of the older person following the stroke 

rehabilitative process during the transition to home life. This researcher was unobtrusive 

at all times, well dressed in casual attire wearing a name badge, at the initial introduction 

to the patient, their family or carer and subsequently following informed consent at the 

interview site, as pre-arranged with the participant, so as not to appear off-putting to the 

participants, their families and the nursing staff in the rehabilitative unit. 

 

Sampling 

Sampling is the selecting of a group of people for the purpose of conducting a study 

(Burns and Grove, 2001). In qualitative research the sample size is usually small (4-50) 

(Holloway and Wheeler, 2002) due to the large volume of data collected. The sample is 

guided by “appropriateness” which is the identification and utilisation of the participants 

who can best inform the research according to the theoretical requirements of the study, 

and the “adequacy” of the data collected, this means that there is enough data to develop 

a full and rich description of the phenomenon (Morse and Field, 1998).  In 

phenomenology, the selection of the sample has to include only those who have 

experienced the phenomenon – this is known as, purposeful sampling (Corben, 1999), for 

this research the sampling criteria are; 

• Persons sixty-five and over.  

• Have suffered a primary stroke with evidence of unilateral weakness involving arm, 

leg or both.  
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• Have the ability to speak, and comprehend what is involved in this research.  

• Have given their written and/or verbal consent to be interviewed.  

The sample size is usually not determined in qualitative research before the study begins 

as it depends on the application of the research question, the broader the application the 

longer it takes to reach data saturation (Morse, 2000).   

Data saturation occurs when a participant describes the same experiences (Morse and 

Field, 1998) and no new meaning units emerge during an interview. In this research data 

saturation was not achieved due to the time constraints of this academic research study, 

within the time frame of this research study, the researcher interviewed nine participants 

and analysed the data generated from these interviews.   

The stroke rehabilitation unit, in which this researcher has undertaken this research, has 

fewer than twenty beds, of which six are occupied for the sole purpose of stroke 

rehabilitation.  The participants were recruited following a diagnosis of stroke by the 

hospital consultant, and by a nursing assessment conducted by the clinical nurse manager 

(CNM II) as shown in Table 1. 

 

Table 1. 

Pseudonym Age Gender MMSE Consent Interview 
Date 

Alan 67 M 25 Yes 04/09/02 01/11/2002 
Bruce 82 M 26 Yes 07/09/02 24/09/2002 
Charles 71 M 26 Yes 14/09/02 01/10/2002 
Damien 73 M 27 Yes 18/09/02 17/10/2002 
Anne 77 F 26 No 29/09/02 NONE 
Frank 79 M 28 No 15/09/02 NONE 
Betty 69 F 27 Yes 08/10/02 14/11/2002 
Caroline 82 F 26 Yes 29/10/02 23/11/2002 
Edward 77 M 23 Yes 13/11/02 30/11/2002 
Dolly 69 F 26 Yes 18/11/02 01/12/2002 
Gordon 76 M 26 Yes 28/01/03 20/03/2003 

 

The age group chosen for the purpose of this research was based on hospital admission 

criteria dictated by a health board and demographic data compiled following the last 

available Census figures in Ireland (Central Statistics Office, 1995). With the increasing 

number of older people in the population of Ireland (Central Statistics Office, 1995), and 

the complexity of their conditions (Department of Health, 1994, 2001: Nolan, Booth and 

Nolan, 1997: Resnick, 1998: Long et al, 2001), there is a need for greater emphasis on 
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rehabilitation in the care of the older person (Forest, 1989: Clarke and Wheeler, 1992: 

Macduff, 1998) during hospitalisation and throughout the transition to home life (Burton, 

2000a, 2000b).  

Exclusion criteria 

Exclusion criteria are requirements identified by this researcher, that will eliminate some 

people from being selected for the sample (Burns and Grove, 2001) they include; 

• All people under the age of sixty-five.  

• All people who were suffering a stroke sequel. 

• Those people whose first spoken language is not English. 

• People who have speech and cognitive deficits determined by a consultant, utilising 

the Mini-Mental Status Examination (MMSE) (Folstein, Folstein and McHugh, 1975) 

with results of twenty-one or less. 

Those people are excluded due to the nature of this research, as it concerns the older 

persons experiences during the transition to home, following stroke rehabilitation.  Those 

people whose first spoken language is not English and who have speech and cognitive 

deficits determined by a consultant, utilising the MMSE (Folstein, Folstein and McHugh, 

1975) with results of twenty-one or less, have been excluded because of the difficulties 

with dialect, verbal communication and comprehension. 

Inclusion criteria 

Inclusion criteria are requirements identified by this researcher, which must be present for 

people to be included in the sample for this research (Burns and Grove, 2001), they 

include. 

• All people aged sixty-five or over. 

• Those people whose first spoken language is English. 

• Have been admitted for stroke rehabilitation having suffered a primary stroke with 

evidence of unilateral weakness involving arm, leg or both.  

• Without speech or cognitive deficits determined by a consultant, utilising the MMSE 

(Folstein, Folstein and McHugh, 1975) with results twenty-two or greater. 

Those who have all the above noted characteristics were eligible for inclusion in this 

research, so that their experiences of how the stroke rehabilitative process assisted them 

during the transition to home may be explored. The researcher was introduced to one 

older person during this research that was not eligible to partake in the study as he had 

previously suffered a mild stroke in another country and this had not been brought to the 
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researchers attention prior to the meeting. Another older person declined to take part for 

personal reasons. 

 

Location and Access 

The researcher approached each participant while an inpatient in the stroke rehabilitation 

unit, and was introduced by the CNM II of the unit as a staff nurse/researcher, the 

researcher explained verbally the proposed research to each patient. A copy of the 

proposed research was available for the participants to study on the rehabilitation unit if 

required. The duration of the study dates and the approximation of the time required for 

the interview was given to each participant prior to consent.  The researcher asked the 

older person to show the research documentation to their family or carer. When the older 

person had given voluntary verbal consent to participate in the research, the researcher 

made an appointment to meet the older person with the family/carer, to answer any 

questions concerning the research. Written consent was sought and signed before 

discharge from the stroke rehabilitation unit.   Due to upper limb weakness some of the 

patients were unable to sign the consent form, but attempted to sign the consent form 

with the unaffected limb. The researcher also obtained permission from each participant 

to tape-record their consent verbally prior to the interview in the participants home, two 

weeks following their transition from the stroke rehabilitation unit, this was arranged for 

a time and date that suited each participant, their family or carer.  

 

Data collection 

Data collection is the precise, systematic gathering of information relevant to the research 

question which maybe collected through a variety of means, observation, interactive 

interviews, videotape or written descriptions by participants (Burns and Grove, 2001).  

The data collection method chosen for this research was unstructured interviews, which 

required the researcher to be aware of the patient as a total being, listening with more 

than just ears, using all the senses, this is known as imaginative listening (Colaizzi, 

1978). Rose (1994) and Clarke (1999) suggest that unstructured interviews allow the 

researcher to explore motives and feelings, and to probe responses in a way that is not 

amenable to structured interviews or questionnaires. An advantage of utilising 

unstructured interviews for this research was that some of the older people may have 

been illiterate or have limb weakness due to the residual deficit following the stroke, so 
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would not be able to fill out a questionnaire but they were able to participate in a 

dialogual interview. The unstructured interview took place in the older person’s own 

home for a time, which was suitable for them, if this was what the older person desired, 

otherwise a neutral venue was acquired by the researcher.  The researcher was aware that 

there might be disruptions during the interview, due to each participant’s family 

circumstances, therefore the researcher adapted herself to each participant’s way of life, 

when in their homes. 

 

Ethical considerations 

Ethical Considerations is the responsibility of the researcher to recognise and protect the 

rights of participants in the study.  LoBiondo Wood and Haber (1994) state that, human 

subjects have the right not to be harmed physically, psychologically or emotionally.  

An application for ethical approval was sent to the school of nursing and midwifery 

studies, the University of Dublin, Trinity College and Health Board involved. Following 

the granting of ethical approval from both parties (Appendix 2, 2a). The older person’s 

consultant, the hospitals director of nursing, the clinical nurse manager, general 

practitioner and the senior public health nurse were all informed of the research study 

(Appendix 3). Each older person received a formal letter to invite them to participate in 

the research (Appendix 4), an information sheet (Appendix 5) and the interview schedule 

(Appendix 6) was also given to each patient. The research process was explained to each 

participant verbally by the researcher. Written consent (Appendix 7) was obtained from 

the fully informed participant, in the hospital. The researcher reminded the participant 

that he/she may withdraw from the research at any time. 

The interview date for approximately two weeks post discharge as pre-arranged when in 

hospital, was utilised by the researcher to avoid loss of recall by the participants’ 

(Macduff, 1998), as indicated by Pontin and Webb (1995a,1995b).  Preceding the 

interview verbal consent was obtained for permission to use the tape-recorder. The 

equipment was checked prior to each interview, and placed in an inconspicuous place on 

a table near the participant prior the commencement of the unstructured interview, this 

took place in the participant’s own home as pre-arranged, “ in order to lessen inhibitions 

related to still being in the hospital situation” (Macduff, 1998:  443). 

Following the format of the unstructured interview schedule, the core open-ended 

question was asked to each participant (Appendix 6), with as little variation as possible. 
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Triangulation of inter-personal skills as highlighted by Begley (1996) was utilised by the 

researcher, by recording field notes of non-verbal communication, to include mood, 

gesticulations and expressions of participants.  Atmosphere of surroundings was also 

recorded in the field notes after each interview (Appendix 8). Clarification of any 

misunderstood question was undertaken by using the probes and prompts shown on the 

interview schedule (Appendix 6) this helped to keep the participants focused on their 

experiences of how the stroke rehabilitative process prepared them for the transition to 

home.  Morse and Field (1998) suggest that good interviewers are calm and relaxed and 

can intuitively adapt to be in harmony with the participant. Rose (1994) advises that 

interviewing can be an exhausting process, therefore no more than one interview was 

conducted in a day by this researcher. 

How long the interview takes is up to each individual participant according to Parahoo 

(1997), this is confirmed in the literature by Forest (1989). The mean interviewing time 

given in Burton’s (2000a) study was thirty-five minutes per interview, but each 

participant was interviewed between eight and fifteen times.  The length of time stated for 

the interviews conducted with the participants in the Macduff (1998) study varied from 

fifteen to forty-five minutes. To establish rapport with the older person the unstructured 

interviews for this research was not rushed, and took approximately half an hour. The 

interviews were tape recorded and all non-verbal observations of participant’s mood, 

expressions and gesticulations were recorded in the field notes immediately following the 

interview. If any of the participants showed signs of tiredness, fatigue, illness, or became 

emotional during the interview, the interview was concluded immediately.  

 

Pilot study 

The purpose of a pilot study is to perfect the use of the probes, the prompts, the 

researchers interviewing technique, and the data collection and analysis methods. Also to 

determine whether the research is feasible i.e. are there participants’ available, how much 

time is required (Appendix 9), what are the costs incurred (Appendix 10) (Burns and 

Grove, 2001). Therefore, a pilot study was undertaken of the first two older people to 

evaluate the appropriateness of the research question, research technique, and also to 

evaluate and develop the trustworthiness of the interview schedule (Appendix 6).  
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Equipment 

The data collected in unstructured interviews may be prolific (Rose, 1994), so the 

interviews were tape recorded, with the permission of the participant prior to the 

beginning of the interview. The tape recorder was placed discretely in close proximity to 

both the researcher and the participant. Making copious field notes during the interview 

was found to be impractical and distracting for the researcher, it also distracted the 

participant during the pilot study.  It lessened the presence of the researcher to the 

participant therefore, a tape-recording of the interview was the most accurate and most 

helpful equipment to use for this research.  The digital tape-recorder facilitated ten hours 

of recording, contained a built-in microphone, a voice-activated light, and a tape counter 

and was both power and battery operated.  The tape recorder was portable to allow for 

easy transport.  All equipment was checked prior to the commencement of each 

interview, and complied with standard hospital regulations (Morse and Field, 1998).  

Pseudonyms’ were utilised for any participant who had consented to be interviewed by 

the researcher for reasons of confidentiality. After each interview was conducted a copy 

of the recording was transferred onto an audio cassette and offered to the participant, also 

a backup was made for the researcher, in case of loss or damage to the original. Any data, 

tape recorded at an interview and subsequently transcribed onto computer disc (Appendix 

11, 12), was protected by the researcher under the Data Protection Act (1988).  The 

consultant, clinical nurse manager and secretarial assistant had been made aware of the 

importance of the confidentiality of the participants involved in the research.   

 

Field notes 

Morse and Field (1998) state that field notes may be used to supplement a tape-recorded 

interview.  Field notes are the written account of the impressions that the researcher 

observes in the course of the interview such as non-verbal communications that have not 

be recorded on the tape-recorder e.g. surroundings, expressions and gesticulations.  After 

each interview the researcher wrote up field notes.  The researcher had decided following 

the pilot study that taking notes during the interview was distracting for both the 

participant and the researcher, and therefore wrote up the field notes directly after the 

interview in the car.  The participant’s pseudonym, interview date and the length of the 

interview was recorded on these field notes, which have been kept by the researcher in a 

safe place to ensure the participants’ confidentiality.  Field notes help to complement the 
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lived experience of each of the participants’(Appendix 8.). After each interview was 

conducted a copy of the tape recording was made and offered to the participant, also a 

backup copy was made in case of loss or damage to the original recording, and for use by 

the secretarial assistant for transcription, this copy was protected by removing the taps on 

the base of the tape cassette, to prevent any change in the recording, all tapes were 

returned to the researcher following the transcription by the secretarial assistant.  

All computer discs are password protected, discs, hard copies and tape recordings are 

locked in a safe and kept by the researcher for up to thirteen months. Any data created 

during the interview, recordings, field notes and the researchers diary were all 

subsequently transcribed onto computer disc, were password protected by the researcher 

for reasons of confidentiality under the Data Protection Act (1988). 

 

Data analysis 

Data analysis is performed to reduce, organise and give meaning to the data (Burns and 

Grove, 2001). Data collection may be in the form of notes, observation and/or tape 

recordings, data collection and data analysis are conducted simultaneously in qualitative 

research (Patton, 1990).  The researcher listened to each tape recording at least twice 

within twenty-four hours following each of the interviews with the field notes at hand to 

avoid loss of recall, as this enhances the scientific rigour for the research according to 

Beech (1999). A secretarial assistant known to the researcher transcribed the tape-

recorded interviews word for word onto a computer by using Microsoft 2000 Word 

package, as a computer can store large volumes of data, facilitates cutting and pasting 

large sections of information, retrieving and sorting data. The secretarial assistant was 

made aware of the importance of the confidentiality of the participants involved in the 

research. To ensure the confidentiality of other people the participants’ mentioned during 

the interview, no names have been used, only titles e.g. (Wife), pauses were indicated in 

brackets e.g. (pause), expressions such as a laugh or a sigh were placed in brackets e.g. 

(laugh).  Disruptions during the interview due to family circumstances were noted as a 

break placed in brackets e.g. (break).  A hard copy and a backup floppy disc were made 

of the transcript, which has been kept safely by the researcher. Each transcript was line 

numbered in sequence on the left hand side was titled with the participant’s pseudonym, 

and the margin on the right side increased to facilitate the researchers notes, then saved 

using the participant’s pseudonym onto 31/2” floppy disks (Appendix 11, 12), these 
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computer discs are password protected (The Data Protection Act, 1988). The discs, hard 

copies and tape recording are locked in a safe and kept by the researcher for up to thirteen 

months following this research study.    

According to Streubert and Carperter (1995), in phenomenology it is necessary to become 

immersed in the data as a whole in order to analysis it. The researcher began the analysis 

of the data by comparing the tape-recording of the interview with the interview transcript 

and field notes, to acquire a feeling of how the participant experienced the phenomena, 

and to make sense of it, also to develop a consciousness through intuitive looking and 

listening (Morse and Field, 1998). Data analysis in this research has been adapted from 

the work of Colaizzi (1978) who emphasised that one must match the appropriate source 

of data with the appropriate method for data collection, this occurs simultaneously in 

qualitative research. 

Colazzi’s phenomenological data analysis 

Colazzi’s phenomenological analysis consists of seven steps (Colaizzi, 1978), similar to 

van Kaam’s (1966) and Giorgi, Fischer and Murray’s (1975) methodology it includes the 

following:  

• Read all the participants’ descriptions in order to acquire a feeling for them.   

• Identifying recurring statements and themes.  

• Form a direct meaning to each statement and theme (“meaning unit”).  

• Group them together to develop a “cluster of themes” for each group.   

• The “cluster of themes” are then used to give a full description of the experience.  

• Formulate the “cluster of themes” into a statement of identification. 

• The researcher then validates the trustworthiness and credibility of the research by 

returning to the participants’ with the thematic analysis.   

Forest (1989) Clarke and Wheeler (1992) utilised Colaizzi’s (1978) phenomenological 

method of data collection and analysis, as described in Valle and King (1978), as the 

instrument for their studies and found it useful, showing that this method of data 

collection and analysis is appropriately used in investigating the importance of “caring” 

from the older patients’ lived experience.   

Colaizzi’s (1978) thematic analysis in this research study involved the search for and 

identification of common threads that extend throughout the interviews, these themes are 

usually abstract according to Morse and Field (1998) and therefore can be difficult to 

identify. In order to identify recurring statements or themes in this research, the 
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researcher read the transcript six or seven times while listening to the tape recording. 

“Statements” began to emerge (Appendix 13.) and were recorded as a word in the right 

margin beside the relevant text, this according to Burnard (1994) is a discrete phrase, 

where a sentence or series of sentences conveys one idea or one set of perceptions.  Once 

the researcher identified a “statement”, the relevant paragraph was copied and pasted into 

a new Word document with the participant’s pseudonym and the line number and initially 

saved as the “statement,” for example - “aloneness.” 

If there were two “statements” in any exert, the researcher saved the “statement” in two 

Word documents, for example - “aloneness” and “motivation”. As other interviews were 

analysed these “statements” became “meaning units” of “ being alone” and “I realise it’s 

just myself, to try and help myself” (Appendix 13.) as these phrases were used by a 

participant which described that experience. 

The researcher examined nine interviews and then studied the twenty-one  “meaning 

units” that had emerged (Appendix 13: Table 2a), some “meaning units” were similar, 

these “meaning units” were grouped together and saved in another Word document, thus 

reducing the “meaning units” to eighteen (Table 2.). Other “meaning units” remained 

singularly important and remained on there own as Miles and Huberman (1994) 

suggested that the researcher has to try and understand their importance in the face of 

other “meaning units”.  

By placing the “meaning units” in chronological order, starting with the day the stroke 

occurred, the hospital experience, describing activities of living following the stroke, the 

homecoming and the support and encouragement that was given to the participants during 

the transition to home (Figure 1.), theme clusters emerged (Table 2.). 

To aid in the development of themes clusters, the researcher read the transcripts and 

listened to the tape recordings of the interviews again, following this the researcher 

reviewed each “meaning unit” and found that some “meaning units” were related to 

others and could be grouped together to form “ theme clusters”. These “theme clusters” 

were used by the researcher to give a full description of how the participant’s experiences 

of the stroke rehabilitative process prepared them for the transition to home. 

 

 

 

 



 

Figure 1.  Diagram used to organise themes. 
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Table 2. 

Meaning Unit 
 

Theme Clusters  

 
 

 
The day the stroke occurred (7/9) 

 
“They looked after me inside in hospital” (4/9) 
                                     Differs: (1/9) 
“They gave me a lot of stuff for the house ” (6/9) 

 
 
Hospital experience 

 
“I found it hard to hold a fork/knife”(9/9) 
“I find pronunciation of some words hard” (5/9) 
“I’ve started washing myself and learning how to 
put on my clothes”(6/9) 
“I can move from here to there ” (5/9) 
“I get emotional”(8/9) 

 
 
Activities of living following the 
stroke 

 
“I got conditioned to a certain way of life” (2/9) 
“I felt good about coming home” (6/9) 
                                    Differs: (1/9) 
“Being alone” (6/9) 
“I had a comfortable feeling just because of the old 
fashioned fire” (2/9) 
“I have a long way to go to normalise my 
lifestyle”(7/9) 
“Delighted with the transition” (3/9) 

 
 
 
 
Homecoming 

 
“The great support I had” (8/9) 
“Depending on others” (4/9) 
“Grateful to people” (7/9) 
“I realise it’s just myself, to try and help myself” 
(7/9) 
“Looking to the future”(5/9) 

 
 
Support and encouragement 

 

Rigour 

Rigour is the striving for excellence in research and involves discipline, adherence to 

detail, and strict accuracy (Burns and Grove, 1999).  Sandelowski (1986), Guba and 

Lincoln (1989) and Morse and Field (1998) suggest that rigour in phenomenological 

studies must demonstrate trustworthiness by the transferability, credibility and 

dependability of the research.  

Transferability 

Transferability is described by Guba and Lincoln (1989) as the provision of sufficient 

contextual information for others to make similar judgements. The research meets the 
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criterion of transferability when the findings can transfer to other similar studies, and 

when a reader views the findings as meaningful and applicable in terms of their own 

experience. To ensure the transferability of the data, the research findings were given to a 

nursing colleague to read. This nurse is employed in a hospital setting that cares for the 

older person, and works as a clinical nurse specialist (CNS) in rehabilitation. She related 

in a telephone conversation, that if the research was to be replicated that the decision trail 

has been well signposted. The CNS found that the participants’ experiences vividly 

related to the rehabilitation of the older person;- “Your findings have revealed a true 

picture of the older stroke patients experiences during their stroke rehabilitation and 

during their transition to home, and you have also captured the emotional changes that I 

know a vast number of stroke patients encounter following a stroke.”  (Appendix 17.).  

Credibility 

Credibility is the term used by Lincoln and Guba (1985) that relates to the truth-value of 

the researcher in reporting the perspectives of the participants. This was established by 

the researcher returning to the participants to confirm that the “themes” generated from 

the interviews are the older persons’ true experience (Appendices 14 & 15).  Forest 

(1989) Clarke and Wheeler (1992) found this useful to confirm the trustworthiness and 

credibility of the data (Colaizzi, 1978: Guba and Lincoln, 1985: Sandelowski, 1986). The 

researcher in this research study was unable to validate the findings with two of the 

participants’, as one participant was admitted for long term care nearer to relatives as his 

condition had notably deteriorated, another participant had passed away at home. The 

findings were read to all other participants’ to ensure their fittingness.  Any new 

information received from the participants’ (Appendix 16) has been incorporated into the 

discussion of the findings. Burnard (1994) suggests that by using this method, it allows 

the participant’s to validate that their experiences are being truly represented.  Corben 

(1999) suggests that rigour rests in the data being judged by the participants as accurately 

representing their “lived experience” of the phenomena.  

Dependability 

This researcher has in the detailed description of the data collection and data analysis 

achieved the dependability of this research. The transcription of data is of sufficient detail 

to allow others, using the original data and the decision trail, to arrive at conclusions 

similar to those of the original researcher (Lincoln and Guba, 1985: Guba and Lincoln 

1989: Burns and Grove, 2001). This was undertaken in the data collection and analysis of 
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this research, by the development of an audit trail which provides sufficient detail about 

analytical and other decisions throughout this research to allow another researcher to 

follow and judge these decisions, and by written confirmation that this researcher knows 

how biases may have influenced the research findings.  

Auditability 

Auditability relates to the ability to replicate the outcome of the study (Burns and Grove, 

2001) and requires that the researcher establishes rules for making decisions, in this 

research auditability is shown by. 

• Detailed description of inclusion and exclusion criteria. 

• The availability of participants’. 

• Ordered and dated field notes and interview transcripts. 

• Describing the data collection and data analysis in detail.  

• Stating how biases may have influenced the research findings.  

 

Limitations 

Within all research there are limitations.  The phenomenological approach to research 

does not attempt to theorise or generalise findings (LoBiondo-Wood and Haber, 1994). 

Therefore, some researchers may say that phenomenological research is of little value to 

add to the scientific body of knowledge.  However, the phenomenological research 

findings from this research provide an insight into how the older person experienced the 

transition to home following the process of stroke rehabilitation.  To date there has been 

no descriptions of the older person experiences of how the stroke rehabilitative process 

prepared them for the transition to home found in Irish literature.  

It is recognised by the researcher that by using the phenomenological approach to this 

research, it may be slightly subjective, as a novice researcher can require interviewing 

skills to facilitate a rapport with the participants (Parahoo, 1997 and Koch, 1999).  

Within the analysis of the data and the field notes there is the potential for a novice 

researcher to be unable to interpret  “meaning units” and “theme clusters”.  However, the 

researcher has utilised rigour in the systematic method of analysis as described by 

Colaizzi (1978) and Burnard (1994) therefore, this problem has been minimised. The 

clear audit trial helps other researchers to replicate this qualitative research study, and has 

offered them findings that could inform future research. 
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According to Burns and Grove (2001: 725) the literature review is usually conducted at 

the end of a phenomenological research project, as this research study is an academic 

exercise a literature review was undertaken by the researcher prior to conducting the 

research due to the constraints laid down by the university, this is acknowledged by this 

researcher as a limitation in this research study. 

 

Conclusion 

Research, which allows insight into the experience of how the stroke rehabilitative 

process prepares the older person for the transition to home, affects the holistic approach 

to the rehabilitative care of stroke survivors. This research has, attempted to explore the 

lived experience of the older person during the transition to home by asking this question, 

“Can you tell me about your experiences on returning home, following your stroke 

rehabilitation?”  

This chapter has explored how the research was carried out, guided by the research 

question utilising the philosophical underpinnings of Husserlian phenomenology as the 

choice of method and application. Phenomenology as a philosophy explored the 

experience of the participants as they have lived it. By understanding how the older 

person experiences the transition to home following the stroke rehabilitative process as an 

essential prerequisite to the development of appropriate services for the future, in 

hospitals and in community settings.  

The process of informed consent has been shown and the steps setting out the techniques 

of the data collection and analysis have been presented. By linking the research findings 

from this research with findings from other studies, the insight and knowledge gained 

will strengthen the evidenced-base of nursing practice in the stroke rehabilitation of the 

older person in the future.
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Introduction 

The aim of this research is to explore the lived experience of older person, following 

their stroke rehabilitation and during their transition to home by asking the participants’ 

the research question “Can you tell me about your experiences on returning home, 

following your stroke rehabilitation?”  

This chapter describes the interview process carried out in this research study, and then 

recounts as a narrative the experiences of nine older people who have suffered a stroke 

(theme 1.), their hospitalisation (theme 2.) and descriptions of fulfilling activities of 

living (theme 3.) following their stroke rehabilitation, the homecoming (theme 4.) and 

the support and encouragement each participant encountered (theme 5.) throughout 

their various experiences.  

 

Interview process 

In qualitative research the main mode of data collection is generally achieved by means 

of interview, interviewing techniques vary from the unstructured, semi-structured to 

structured interviews (Morse and Field, 1998). This research study has utilised 

unstructured interviews to allow the participants’ tell their story. According to Patton 

(1990) the purpose of the unstructured interview is to find out what is in and on 

someone else’s mind. 

The interviews in this research have been undertaken with people aged sixty-five or 

over who gave their written consent while in the stroke rehabilitation unit, and were 

interviewed two weeks following their discharge to home. The participants’ were all 

interviewed on one occasion in their own home, with their kind permission. A 

pseudonym was given to each older person and has been utilised consistently 

throughout this research in order to maintain confidentiality. Each interview began with 

the research question - “Can you tell me about your experiences on returning home, 

following your stroke rehabilitation?” The aim of this research question was to explore 

the lived experience of the older person following the process of stroke rehabilitation 

and during the transition to home, and to gain understanding, insight and knowledge 

into the lived experience of older stroke patients throughout the rehabilitative process. 

The length of time spent interviewing each older person varied (Table 3.), Damien’s 

interview was the longest and took an hour and fifty minutes, Edward’s interview was 

the shortest this took nine minutes. The average length of time spent conducting the 



 

nine interviews was thirty-five minutes each. Nine interviews were conducted, and fully 

analysed. Data saturation has not been achieved as according to LoBiondo-Wood and 

Haber (1994:502), “ data saturation occurs when the information being shared with the 

researcher becomes repetitive. Ideas conveyed by the participant have been shared 

before by other participants’ and inclusion of additional participants’ do not result in 

new ideas,” this has also been reiterated by Creswell (1998).  

Table 3. 

Pseudonym Interview Date Interview Length Theme Validation 
Alan 01/11/2002 60 mins Yes 
Bruce 24/09/2002 25 mins Yes 
Charles 01/10/2002 21 mins Unable 
Damien 17/10/2002 110 mins Yes 
Anne NONE - - 
Frank NONE - - 
Betty 14/11/2002 20 mins Yes 
Caroline 23/11/2002 31 mins Deceased 
Edward 30/11/2002 09 mins Yes 
Dolly 01/12/2002 23 mins Yes 
Gordon 20/03/2003 24 mins Yes 

 

Theme Structure  

Themes are identified from common “meaning units” that extend throughout a set of 

interviews (Morse and Field, 1998). The themes are concepts indicated within the data, 

rather that concrete entities directly described by the participants in the “meaning 

units”.  

In this research the themes are presented as a narrative. The narrative begins with the 

participants’ initial stroke occurrence as the first theme, and continues with the second 

theme which reveals the participants’ experiences in the hospital. The third theme 

relates the participants’ descriptions of participating in activities of living following the 

stroke. Whilst the fourth theme recounts the participants’ homecoming following stroke 

rehabilitation, the narrative ends with the fifth theme that relates the support and 

encouragement the participants’ have received following their stroke.  

Hewson (1988) devotes a chapter in her book “Stroke” describing the day that her 

stroke occurred, and has described it as the most significant day in her life, - “the day 

she lost her independence.” The first theme in this research, the day the stroke occurred, 

describes the personal experiences that the participants’ had on the day each suffered a 
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stroke, therefore, no “meaning units” emerged from within this singular important 

theme. The participants’ described the onset of their stroke prior to their hospitalisation 

as a notable day in their life. 

The second theme, hospital experience contains two meaning units within it; 

• They looked after me inside in hospital – this meaning unit recalls the older 

persons’ experiences in hospital. 

• They gave me a lot of stuff for the house – while the older people were in hospital, 

house adjustments were carried out in their homes, this meaning unit describes these 

adjustments. 

The third theme, activities of living following the stroke, and contains five meaning 

units describing the older persons’ experiences. 

• I found it hard to hold a fork/knife. 

• I find pronunciation of some words hard. 

• I’ve started washing myself and learning how to put on my clothes. 

• I can move from here to there. 

• I get emotional. 

The fourth theme, homecoming, describes how the older people experienced coming 

home following their stroke rehabilitation and contains six meaning units. 

• I got conditioned to a certain way of life. 

• I felt good about coming home. 

• Being alone 

• I had a comfortable feeling just because of the old fashioned fire. 

• I have a long way to go to normalise my lifestyle. 

• Delighted with the transition. 

The fifth theme, recounts the support and encouragement the older people experienced, 

and includes five meaning units that describe this theme. 

• The great support I had. 

• I depend on others. 

• Grateful to people. 

• I realise it’s just myself, to try and help myself. 

• Looking to the future. 

Rosenblatt (2000) suggests that human beings are both understood and shaped by the 

narratives of their lives, and Leight (2002) proposes that learning is thought to occur 
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largely within the context of the story, in part because the reality of the story comes to 

be known by living it and allowing it to live in us through hearing or telling. 

 

The day the stroke occurred 

Hewson (1988) has suggested that a stroke is an intensely personal experience, 

involving the rebuilding and restructuring of an individual’s world. Seven out of the 

nine of the participants, described the day the stroke occurred. This presents a starting 

point to their experiences of suffering a stroke, Bruce, Damien and Betty recall in detail 

the day their stroke occurred: 

 
Bruce       Lines 37-50 

 There was nothing wrong with me before I went to hospital.  And 
this thing came on me, un knownst to myself.  I didn’t see it 
happening.  I didn’t notice it happen (pause).  I was reading the 
paper there, for a good while, and when I got up to go out, I felt 
my legs weak.  I wondered myself what was wrong (pause).  I 
went out and I walked around.  After a while I got all right.  I got 
perfect.  It was of a Saturday evening and we had Mass that night.  
I got ready for Mass and we took to Mass, and sure there was 
nothing wrong with myself.  I felt perfect, came home and ate my 
supper (pause).  Went to bed at night and got all right.  I felt all 
right.  I felt nothing wrong with myself.  The evening after, Sunday 
evening, I was reading the paper again (pause) and I didn’t notice 
anything wrong with myself until I got up to go out.  I got up and I 
was hardly able to move.  I was weak and I was shaking in the 
legs. 

 
Bruce       Lines 52-59 
I stepped outside and after an hour I was fine.  I wasn’t able to stay 
outside.  I was able to keep walking (cough, phone ringing in the 
background).  I decided to go to bed.  I went into bed all right, 
good enough.  So they sent for the doctor and the doctor said what 
I had, that it was a stroke I got.  He gave me treatment. So our 
local doctor wasn’t at home.  This doctor [was] doing duty for him, 
so the local doctor came down the morning after.  We sent for him 
and he came down.  It was he sent me into the hospital, to the 
[Hospital A]. 
 

Damien also recounts his experience of the day his stroke occurred, during this 

interview Damien tapped his right hand intermittently on the walking frame that was in 

front of him, this came across clearly on the tape recording of the interview. 
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Damien       Lines 585-594 
I said I’d go away and (tap) milk the cows (tap) after the thumping, 
when the thumping died down, I felt that good again, and emm 
(pause), but the very minute I did stand up from the form outside in 
the yard didn’t my leg go from under me. 

GC You fell? 
I did. Well I didn’t actually fall, there was a heap of timber damp 
and I skeeted on the timber like that, just floated down like you 
know, and I was down on the ground on my knees (pause) and it was 
then I copped on what was wrong, if I got around I couldn’t move 
this leg (pause) at that moment.    
    

He continues, 

Damien       Lines 605-612 
That neighbour that was in here a while ago (pause) she heard me 
shouting over across, I was well able to shout, my speech was 
plenty, and she heard me shouting and she came over, she thought it 
was something else I was suffering from, and when she went down 
there she copped on below (pause) she came down, I was down on 
my knees, and straight away (tap) when she looked at my face (tap) 
she knew what was after happening, I always think of that time, and 
she said oh Jesus she said … 
 

Damien lives alone in a remote area four miles from the nearest village, with his only 

neighbour living across the road from him. It was this neighbour who called an 

ambulance for him, and went to the hospital with him. 

Five other participants’ who had consented to be interviewed related similar 

experiences. They realised they were ill, but they did not at that time realise that they 

had suffered a stroke. Betty richly describes how she became aware that she had 

suffered a stroke. 

 
Betty       Lines 131-136 

 She rang for the ambulance and I was taken in, em, she said to me 
she’d ring for the doctor and I couldn’t feel any different.  I slid 
down the side of the bed and I wasn’t able to get up and she said to 
me – there must be something wrong – but I couldn’t feel any 
different, only that I couldn’t put my legs under me.  Even then, I 
didn’t know, I didn’t think there was anything wrong. 
 
Betty       Lines 140-147 

 Yeah, quite alert, I knew what was going on.  So she rang for the 
ambulance and eh, they told me going in the ambulance that it was 
a slight stroke.  

(male voice interrupts – Sorry, would you like a cup of tea or coffee 
or anything?) 
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No, thanks, no, nothing, thanks. 
GC No, I’m fine, thanks. 

(are you sure?) 
 

Each participant recalled the onset of the stroke occurrence by describing a physical 

weakness as the initial symptom and then they portrayed how they sought medical 

advice, leading to hospitalisation. This has provided a point of reference for the 

participants’ to relate their experiences of their stroke rehabilitation and also too 

describe their transition to home. 

   

Hospital experience 

All of the participants’ were hospitalised for treatment of their strokes, and each older 

person when stabilised in an acute hospital [hospital A], was then transferred to the 

stroke rehabilitation unit [hospital B] for rehabilitation prior to being discharged home.   

They all spoke of their hospital experiences in a personal way in this theme, each 

having their own personal experiences as the stroke had affected each in a different 

manner. The treatment and care the participants’ received depended on the area of the 

brain affected by the stroke and the deficit that remained. Four participants’ have 

described the experiences of how they were looked after in hospital.  One person who 

had recently lost her husband spoke of being lucky that her stroke was not as severe as 

others in the rehabilitation unit. 

Over half the participants’ related that some adjustments were required in their home in 

the meaning unit entitled they gave me a lot of stuff for the house, while they were in 

hospital following the stroke. 

 

They looked after me inside in the hospital 

Damien, Bruce, Betty and Gordon recounted details of their hospital stay, by describing 

the nursing and medical care and also other treatment that they received.  

Damien tells us of his initial hospitalisation, and how he felt when he was not allowed 

fluids until after a Doctor had assessed his gag reflex.  

 Damien      Lines 27-32 
…and mm, they looked after me inside in the hospital, the evening 
(tap) I went in I was waiting from half five (tap) until half twelve 
that night (tap) to get a bed (tap), and when I got to bed then (tap) 
my friends were with me (tap) they left at a quarter to one, next 
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morning I was mad for the cup of tea, no tea (tap) they wouldn’t give 
me any tea. 
 

 Damien      Lines 34-50 
 I was fasting, fasting all day (pause) that was Saturday (tap) fasting 

again on Sunday, they put me on a drip on Sunday evening (tap) 
and I wasn’t too bad on the drip, so Monday morning then (pause) 
no tea either (tap) and I always think of it, there was a man eating a 
banana (tap) over across the way from me and if I could have got 
out of the bed I’d have gone over an taken it off him (laugh). 

GC You were hungry? 
 I was hungry, the doctor came in on Monday (pause) mid-day to 

me, and I asked to know could I have a glass of water, or a cuppa 
tea, no he said you can’t (pause) you can’t have it (tap) (pause), but 
I tell you he said  (tap) if you could bear to drink some water, I’ll 
get you a cup of tea (tap), and he gave me a glass of water, and I 
took the glass of water and I drank it (tap) down without getting a 
cough (tap) that he said I’ll get you a (tap) cup of tea now, and he 
got me a cuppa (tap) tea and a cut of (tap) toast in the meantime, so 
supper-time came on (tap) then I got a bit (tap) more from them, 
extra, so a couple of days passed by then (tap). 

 
Bruce, who had been very upset about leaving his home, recalls his emotional reaction 

to his hospitalisation following his stroke and recounts the following. 

 
Bruce       Lines 64-68 

GC  And how did you find that? 
 I was very upset, when I was going out.  I couldn’t stop crying.  I 

was crying the whole time, weeping (pause).  I found it very sad.  
But then I was there for a while and the nurses were so nice, I, they 
consoled me and I got all right.  I felt comfortable enough then. 
 
Bruce       Lines 79-89 

 I did.  I did.  I stopped crying and I was consoled a bit.  I was quite 
happy with myself.  I knew I was sick and I knew I was done up 
and I was in the best place.  I wouldn’t go home that time because I 
was in a place where I was going to get treatment, and I wouldn’t 
get treatment at home so I was fine.  As the days went on I got 
good, better.  I was able to lift myself up out of the bed myself.  I 
was able to get up myself.  I was improving that way, and I was 
able to stand and I was able to walk a bit then and I enjoyed that.  I 
enjoyed the walk, but not without the frame, though (pause).  I 
used to be carried down to the physiotherapy every day, twice a 
day, in a wheelchair and I was doing physiotherapy and the nurses 
were very helpful. 
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Betty’s describes her initial hospitalisation as a bad experience, but then relates that the 

move to the stroke rehabilitation unit was a better experience as it helped her to recover 

her mobility, even though she was still obliged to use a walking stick. 

 
Betty       Lines 155-162 
I was in the [hospital A] for two weeks.  I was in [ward name], oh 
a dreadful place. 

GC You didn’t like it. 
 Oh, I didn’t like it, it was so busy, not enough staff.  Just like a 

fair, in and out, in and out, I thought I’d never get out of there.  But 
when I first heard I was going to [hospital B], I always thought 
[hospital B] was for old people.  I never knew the rehabilitation 
centre was there. 

 
Betty recalls how she felt about the stroke rehabilitation unit, 

 
Betty       Lines 53-63 
Oh, they were wonderful in the hospital [B].  They explained 
everything to me and warned me to take things slowly.  I was 
inclined to go too fast when I was walking with the stick, and they 
told me to slow down.  I suppose I was so happy that I was able to 
use my leg, but I wasn’t able to go, I was able to go without the 
stick before I came home but I was inclined to go too fast so I had 
to slow down a bit.   

 
Gordon also recounts his hospital admission, by describing his loss of independence in 

doing daily activities that normally one does not think about. He also tells of his 

concerns for his wife who has some cognitive impairment, and who was now living 

alone as they had no family, while he was in hospital. 

 
Gordon      Lines 19-31 

 Well, I was here and I was taken into hospital, [hospital A] and 
then, on the first or second day it didn’t matter to me, but the next 
day it dawned on me how serious this was and I started thinking to 
myself – how do you get out of this?  Then I was having to ask for 
assistance to go to the toilet and all that.  It was awful, really 
awful, and eh I became very depressed, always looking forward to 
someone coming out to see me and I was very worried about my 
wife, she wasn’t too well at the time and she used to come out to 
me.  It was an ordeal to come from here to the [hospital A] on the 
bus and having to change to a different bus and all that.  However, 
when they came in I used to be happy and I thought well, but then I 
used to get melancholy again, when they were gone, and looking at 
myself and thinking – I’m just lying here now, you know. 
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Gordon      Lines 40-44 
GC  You had lost some of your independence. 
 I’d lost it all. I couldn’t get out of bed. Everything was gone and I 

just found it very embarrassing, having to be carried out to the 
toilet.  A man lifting me out of the bed and carrying me out to the 
toilet, you know.   

 

Each of the participants’ experiences in hospital was individual to that person, due to 

his or her unique family circumstances, the severity of their stroke, and the individual 

descriptions of their perceptions of hospital care.  

 

They gave me a lot of stuff for the house  

Whilst going through the stroke rehabilitation process many of the participants’ were 

taken home for a morning by the occupational therapist. These participants’ were 

assessed doing daily activities in their home surroundings, in some cases house 

adjustments were required prior to their going home. Six out of nine of the participants’ 

related what house adjustments were made while they remained patients in the stroke 

rehabilitation unit.  

Charles describes the alterations to his home and how he managed the home visit, 

 
Charles       Lines 20-22 
We got the (pause) the banister we got it, eh fitted up the stairs and 
handgrips and that.  I had no, I had no problems whatsoever, none, 
ehh that’s honest I mean, ehh. 
 

Betty and Gordon recalled aids provided by the occupational therapist. 

 
Betty       Lines 32-34 
I got a special seat in the shower, so I’m able to shower myself, but 
I’m not allowed shower, shower myself if there isn’t anyone in the 
house. 
 
Gordon       Lines 222-227 

 I got the bed brought down and all that and they gave me a bed lever. 
GC To pull you up. 

To get out of the bed, and they gave me one on the wall when I’m 
going to the toilet.  I can get up lovely now with this bed lever.  
They’re a marvellous thing altogether.  The only thing is that I’m 
getting a sore from leaning on the elbow now. 
 

Other participants’ described activities they carried out during the assessment. 
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Caroline       Lines 256-259 

GC Did it prepare you for coming home? 
Oh, they did indeed.  They were wonderful.  They gave me a lot of 
stuff for the house [occupational therapists’ name], I’ll call her 
[occupational therapists’ name] now, she took me into the kitchen. 
 

While Alan vividly describes the improvements to his house when he came home from 

hospital. 

 
Alan        Lines 188-192 
It was hard work, I should say I live alone and the house, before I 
went into hospital, was in a desperate mess, it really was an 
incredible mess, but work had been done on it and when I came back 
home everything in the house was clean and tidy, there was heating 
and it was pleasant and light and em, I was very fortunate. 
 

Whereas Edwards’ family had begun major house renovations to his home, unknown to 

Edward while he was in the stroke rehabilitation unit. The renovations included dry 

lining of the walls, re-roofing the house, constructing a bathroom, instillation of heating 

and re-railing the stairs, this Edward accepts with good grace,  

 
Edward       Lines 216-222 

 Yeah, when they’re finished. 
GC When they’re finished (automatic screw driver noise in 

background), and how do you feel about the renovations? 
 (laugh) I’m glad to have it done. 
GC You’re glad to have it done. 

Yeah. 
 

The participants’ who have suffered a stroke have revealed how they had to come to 

terms with the residual deficits of the stroke and also have to cope with adjustments to 

their homes and their lives following their stroke.  

 

Activities of living following the stroke 

Within this research the older people who have suffered a stroke, describe some of the 

residual deficits that the stroke had caused and how they learnt to adapt their lifestyle. 

This is revealed in the following “meaning units” by their descriptions of using a fork 

or knife, finding the pronunciation of some words hard, washing and learning how to 

put on clothes, moving from here to there, and the emotional changes they encountered. 
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I found it hard to hold a fork/knife 

All of the nine participants appear to have experienced some residual weakness in an 

upper limb. Eight out of nine explained how they now manage to eat their food. Alan 

has described how his writing skills had become more illegible.  Dolly and Bruce give a 

vivid description of this activity.  

 
Edward      Lines 46-47 

GC And could you hold a fork? 
 I couldn’t, that day, but I can now, like. 
 

Dolly                                                            Lines 143-146 
 …….. just after I came home from the hospital.  I was eating my 

dinner and I em, I could, I could grip my knife all right with my 
right hand, but I found it very hard to hold the fork, to cut my meat 
and things.  It was very hard, but I find it all right now. 

 
Bruce        Lines 418-423  

 I could, now, but I wasn’t able to hold anything I wasn’t able to 
open my fingers, my fingers are that way (demonstrates) and I 
couldn’t twist them or open or turn my hands or anything. 

GC Right, and you can hold a fork now. 
Oh, I can.  I can do what I like now.  I can hold the thing, but not 
sound enough, you know.   

 
Betty       Lines 38-42 

 I can manage that all right.  My hand is strong enough, my left 
hand is strong enough to hold the fork and I still have the power of 
my right hand.  It was only my left side, my left hand and my left 
leg, but I can hold the fork with my left hand.  I have enough 
power in my left hand to hold the fork. 

  
All of the participants related that they had some improvement in upper limb function 

following their stroke rehabilitation and some described how they still did exercises 

that they had been shown in the stroke rehabilitation unit. 

 
Betty       Lines 213-216 
The marbles were easy enough, but she told me to do it with coins 
when I came home and I found it difficult with coins because they 
were so flat.  Lucky enough my nails were kind of long and my 
nails used to get in under the coin. 
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I find pronunciation of some words hard 

Another common deficit following the stroke was a perceived change in the speech of 

Dolly, Alan and Bruce. They related how speech difficulties had affected their 

conversations.  

Dolly                                                                Lines 206-208 
 My mouth now, I notice it’s changed on the left side.  It’s kind of, it 

droops down a small bit, you know (pause), and when I talk I notice 
a difference. 
 
Dolly                                                             Lines 210-213 
Oh I do, yes I do my exercises and she told me all the exercises to do 
to help me with my pronunciation.  I, no, I find pronunciation of 
some words hard, you know, they’re better but if I keep practising, 
the exercises will help me. 
 
Alan       Lines 263-270 
… The only thing that was very perceptible was my speech, initially.  
My [speech] was very disturbed, but I em I’ve been talking a lot and 
em I think em I have become, my speech has improved a lot, but I, 
sometimes I feel my voice has changed in that I have a different 
manner of speech now and em I seem to have got a new personality 
from the speech perspective in that I em I think I have got an old 
man’s voice now.  Some people tell me that’s nonsense, but I feel I 
have got a rather boring, old man’s voice. 
 
Bruce        Lines 220-227 
 Yes, yes, well they said my speech is back to seeming normal, but I 
don’t find that myself.  I feel that…. 

GC Does it sound different? 
Sound different?  Yeah, and especially when I’m praying.  We say 
the prayers at the nighttime before the bed out loud I find myself, 
they don’t find me.  I find it harder to say the words, and while I’m 
talking there now too, I notice that it isn’t the way it was, you know, 
but ‘tis improved a lot, though.  
 

For those participants who suffered some speech deficit following their stroke, they 

have revealed how they have adapted to their voice changes by relating their personal 

experiences. 

 

I’ve started washing myself and learning how to put on my clothes 

Washing and dressing is an activity which six out of nine of the participants 

interviewed recounted, Gordon, Betty and Bruce highlighted the adaptation and 
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relearning of how to perform these activities following their stroke, due to the residual 

stroke deficit.  

 
Gordon      Lines 81-87 
The occupational therapist came then and I started shaving myself 
and washing myself and learning how to put on my clothes, and 
they taught me how to do all that. 

GC  And did you manage. 
Oh, I did, in two or three days I was able to look after myself.  At 
one stage they took me over to the wash hand basin and took me 
back and brought me over to breakfast. 
 
Bruce        Lines 359-361 
And I’m able to dress myself, what I wasn’t able to do, and I’m 
able to shave myself, and I’m able to wash myself, so I’m feeling 
comfortable enough that way. 
 
Betty       Lines 31-34 
It took me ages to dress.  I was very, very slow.  I can dress now 

within a reasonable time.  I can shower myself.  I got a special seat 
in the shower, so I’m able to shower myself, but I’m not allowed 
shower, shower myself if there isn’t anyone in the house. 
 
Damien      Lines 874-882 
Oh no, no I can use the ordinary one now, see I can catch anything 
now, small things even I can catch, I can catch the button of my 
shirt that way (demonstrating) with that hand now, I put the left 
hand over to close the button on that shirt, where I couldn’t do a bit 
before, small things like that look, before I wouldn’t dream of 
catching something as small as that, I’ve the power in the hand. I 
can move the kettle if I like, if the kettle is boiling, last night now 
what I did, the woman didn’t come over and I had to do it, I was 
able to fill the hot water jar, and get into the bed and all. 
 
Bruce        Lines 422-424  
Oh, I can.  I can do what I like now.  I can hold the thing, but not 
sound enough, you know.  Even putting down my clothes, that 
hand was no help to me at all. Now it is a bit of help to me. 
 
Bruce        Lines 325-331 
Yeah, yeah.  I’m very slow at dressing myself, though, but I dress 
myself anyway.  By leaving me alone I’ll dress away, I work away 
at it.  And then I don’t know whether I’m sticking on the slippers, 
putting my leg out in them.  I’m able to put on my shoes since I 
came home (pause).  I could put on the shoes no bother, because 
the shoes are the ones that you needn’t lace.  One pair of shoes I 
have has buckles and the other is with the thing you stick on. 
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Washing and dressing is an activity of living used constantly by everyone, and seems to 

be an important achievement for each of the older people following their stroke.  

 

I can move from here to there  

Five out of nine participants’ related that their stroke had left them with lower limb 

weakness, and they recounted how their stroke rehabilitation had assisted them to 

regain some recovery of feeling in their lower limbs enabling them to mobilise. 

 
Damien      Lines 146-157 
Whatever type of thing they tried on me, I did it. I thought the best 
thing of all, was the bike (pause), sit down on a chair, the pedals of 
the bike. 

GC Yes 
They would strap your feet onto them (pause), the pedals, and I’d 
be pedalling away for her (pause), half an hour maybe (pause), but 
one day the girl came back and she said you’d be saddle sore from 
this, you have seven mile done, you have seven miles up on the 
speedometer. 

GC Seven miles 
Yeah, up on it and mmm, but I wasn’t a bit tired, but I felt it done 
my leg great as well.  
 
Damien      Lines 225-228 
But I am, better and better I was getting every day, Mam, and 
mmm after two days below in [hospital B] I was able to go into the 
bed myself and come out of bed, without tumbling, get up in the 
morning, sit down on a chair.  
 
 
Betty       Lines 48-50 

My leg has come along fine.  It’s still not 100% perfect, but it’s, 
I’m doing good, it’s coming back.  I can put it under me and help 
myself to stand up now. 
 
Betty       Lines 27-29 
I take the stick with me when I’m going shopping, just in case eh, 
in case I get a wobble, so I take that with me, but I get along fine 
without the stick. 

 
Gordon       Lines 154-169 

 Yeah, that’s right, and it’s OK now, I can move from here to there 
and catch the sink and all that.  I do forget at times and I think I’m 
getting up like I used to.  Nowadays it a good job the sink is there… 

GC To hold on to. 
 Yeah, (laugh) because I have to hold on just to plug in the kettle or 

something. 
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GC Oh right, and have you made a cup of tea? 
Oh I have, I can do that.  You see the workbench and all that, I can 
walk along that and push it against my body and plug in the kettle.  
Every night [my wife] has my tray ready, with orange and bread 
and jam, the bag in the cup and all that.  When I come out the 
kettle’s full every morning and the first thing I do is plug in the 
kettle.  Then I pull my chair over near me and I take out my tablets 
and put them into the dish.  Then I put those over while I have my 
tea.  That’s how I get on.  I don’t do any more after that.  [My wife]  
has to come out then and do the washing up and things. 
 
Charles       Line 48 
Yeah, I, I only started using a stick now. 

Charles       Lines 54-55 
I find the stick helps now, you know, altogether, (stutters) the 
footpaths along there are uneven. 
 

Each participant has highlighted that an important achievement in their stroke 

rehabilitation is being capable of performing everyday activities at home. The 

participants’ related what they have learnt during their stroke rehabilitation and recount 

how they now cope in their home environment. 

 

I get emotional 

Having suffered a stroke and being ill, offers stroke patients plenty of opportunity to 

brood over thoughts and feelings, as Doolittle (1991) established in her ethnographic 

study. Eight out of nine of the participants’ in this research study underwent some 

emotional disturbance following their stroke and spoke about it. 

 
Dolly      Lines 153-154 
I felt very helpless some of the time.  I cry sometimes, I get awful 
lonely. 
 
Caroline      Line 131 
I felt sad, how was he to meet me again, you know…. 
 
Bruce       Lines 310-315 
I found it, for the first time I wasn’t able to cope with it at all.  I was 
very sad and very lonely and weeping for nothing, and when I got 
acclimatised to it I felt all right and I’m looking forward to be getting 
all right.  That’s my whole hope, looking forward to being right 
again and up standing and walking.  Even if I walk with a stick, I’d 
be satisfied.  
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Caroline      Lines 212-215 
I was, of course, I was feeling down, you know.  And so, sleepy, you 
know the way I was sleeping, and the way that they were treated so 
lovely.  They’d say the priest was coming at 4.  I met him once and I 
only met him before I left.  I said your praying, and I sleeping… 
 

Gordon     Lines 59-70 
GC And how did you feel about that? 
 Sure I was really thrilled.  It was 3 days afterwards and the anti-

depressant tablet was given to me the night that that doctor was 
there.  She was from [hospital B], from [the consultant], you see.  
She comes over and examines the people.  So she gave me the 
tablet and 1, 2, 3 days after that all my depression left me. 

GC That was great. 
 Oh yeah.  I was elated then and I know I used to have a great 

tendency to cry or laugh. 
GC And that went with the tablets. 

It went with the tablets.  It took it all away.  So then I was sent 
over to [Hospital B] and eh, it settled from then on. 

 
Betty       Lines 98-108 
I went to [the city] on the, when was it, the 8th of May, and I was to 
have a bypass on the following day, but while my husband was 
crossing the car park he collapsed and died. 

GC Oh dear, I’m so sorry. 
And I think that was why I was so upset when I first went into 
[hospital B].  They put me on anti-depressant tablets and I think that 
was why.  They said I was very weepy, but I think that’s why I was 
weepy, ‘cause they were so kind to me.  Everyone was saying – Oh, 
you’ve had such a terrible time, you’ve been through a rough time – 
and all this sort of thing.  They were so kind, that’s it really, you 
know it really upset me. 

 
Within the descriptions of the participants’ emotional changes throughout their hospital 

experience there was one participant, Betty, who felt that she was one of the lucky 

one’s, she relates that others in the stroke rehabilitation unit had suffered a more severe 

stroke than she had suffered and recalls, 

 
Betty       Lines 22-24 
…… I was one of the lucky ones, I suppose, I only had a slight 
stroke, so with a week to ten days I was able to walk with the help 
of a stick.  

 
Alan, Dolly, Bruce and Charles described the way their moods may still vary, 
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Alan       Lines 209-211 
Eh, well, I have not, I would say perhaps that I em, my moods have 
been quite good, but I don’t know about the long-term position, I 
don’t know.  I’m kind of a bit worried about the long-term position. 
Alan        Lines 217-229 

GC And you might laugh… 
Inappropriately.  Yes, I think I was thinking about, I notice some 
changes in myself and I’ve been reading a leaflet about strokes and 
they use the phrase “emotional mobility” and I notice myself that 
sometimes I was getting emotional about people, say nurses in the 
hospital, in a very inappropriate way, and em, that, and then 
sometimes if a joke was told or something, I notice I could not stop 
laughing.  It was not so very funny, but I, even a small joke, I think I 
am doing that less now.  I don’t seem to remember doing that.  No, 
but I did notice this emotional thing, but I think I haven’t noticed it 
so much recently.  I don’t know about that.  I think, I could see 
myself, one thing I would be worried about, I could see myself 
getting depressed very easily in that I need to have… 
 
Dolly                                                  Lines 160-163 

GC And em.. 
I feel helpless though, I can’t do anything about it.  It’s just the way I 
feel, the moods changing and I get awful upset.  No, I don’t think it’s 
my fault, I can’t do anything about it. 
 
Bruce       Lines 257-258 
I like to hear that.  I like to hear praise, because I know what they 
were saying.  They were just saying it to cheer me up a bit. 
 
Charles      Lines 40-43 
Aahh, (pause) the moods, its aahh, (pause) sometimes I feel alone, 
you know that’s about it, you know but, it is only (pause) for a short 
period now, you know you’d feel, that I can’t do the things I used to 
do, or meet the people that I used to meet. 
 

Each participant has described in their own words the emotional changes that they have 

had since the stroke occurred, some describing the feelings of helplessness in 

undertaking activities of living that had once come naturally to them.  

 

Homecoming 

Within the theme homecoming the majority of the participants’ have spoken of their 

concerns during the transition to home following their stroke rehabilitation. I got 

conditioned to a certain way of life has been described by two participants’, Alan and 

Gordon, who found that they became conditioned to a certain way of life in hospital. 
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Being alone was related by over half of the participants’ recalling that they did not 

relish being alone in their homes, others recalled how they were nervous and worried 

about their transition to home.  

The majority of the participants’ realised that they have to adapt their lifestyle 

following their stroke and portray this in the “meaning unit”, I have along way to go to 

normalise my lifestyle. Three participants’ have related that they were happy with the 

transition from the stroke rehabilitation unit to home and recount this experience within 

the “meaning unit”, delighted with the transition. The participants’ also related that 

when the day finally came to go home, their experiences turned out better than they had 

expected by recounting the comforts of home, as Alan aptly recalled. 

Alan       Lines 18-26 
Yes, I would say the most important thing that happened was 
something that didn’t happen.  I was really terrified of the moment 
when I would be alone, absolutely alone and I had, I had visualised 
it in great detail and I was eh eh just alone, totally alone and being 
in bed and em just away from all the support that I had before, but 
I have to say that I had a fire on here a natural, old-fashioned fire, 
and that was a very good move because the room was warm, but as 
well as that I had the comfortable feeling just because the old-
fashioned fire… 

  

I got conditioned to a certain way of life 

Two out of nine of the participants’ related how having twenty-four hour supervision 

during their stroke rehabilitation found it difficult to adjust when they returned home.  

Alan describes how he became conditioned to hospital life. 

 
Alan       Lines 63-71 

GC So, your hospital stay, did it prepare you for this transition? 
No, it didn’t.  You see, I think my hospital stay, and that includes 
two hospitals, it em did not, and you see it, I got conditioned to a 
certain way of life, where there was someone with you at all times 
and a very controlled, safe environment.  Sometimes, you know it 
was a very em predictable environment and em, I was surprised, 
very, a good surprise that I had an easy transition.  It could have 
gone the other way I think, you know.  If a few things had been 
different, I could have had a panic reaction, but I did not. 
 
Alan       Lines 251-255 

 There’s a big difference between my own space, in which I feel 
that’s my space, I feel safe. 

GC Safe. 
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Safe, and then the unknown space I don’t know about it.  I have, I 
have, that is, I have not developed a routine for extending my 
space. 

 
Gordon relates that how the withdrawal of support when he came home affected his life 

following the 24-hour care he had received in the stroke rehabilitation unit. 

 
Gordon      Lines 119-125 

 I came home then and I found it a terrible change, desperate, 
desperate change. 

GC Tell me about that. 
Well I realise now, I had professional help in the hospital, 24 hours 
a day, and then I came home and my wife, was the only one here.  
So it meant that I had to ask her for everything now.  I couldn’t do 
anything to help her.  I could do nothing.   
 

I felt good about coming home 

More than half of the participants’ spoke of the relief at being able to come home. 

 
Betty       Lines 285-290 
It was a relief.  I thought – Oh, thank God I’m back in my own 
environment again.  Now the hospital was great.  I, well, ‘tis 
different in the hospital, you know, but ‘tis great to get home, you 
kind of do your own thing, you get back, well I can’t get back into a 
routine until I go back to my own house, but it’s great to be here, 
you know.  

 
Charles       Lines 26-28 
No, I feel good being at home, you know because when I got this 
thing, I didn’t now how long I was going to be in hospital or 
somewhere else. I am very happy now, very contented to be home.  
 
Alan       Lines 28-30 
I found it very welcoming to have a fire on and it, I found that I was 
not afraid as I expected.  On the contrary, I was pleased with myself 
and pleased that I had successfully made the transition.   
 
Bruce       Lines 21-24 
I was very happy when I came home.  I was delighted to be home 
and to see my own house and to see my own people around me.  I 
felt very well at that point and I was delighted to go to bed to get 
my own bed back again.  That’s the lot. 

 
Gordon recalled how hard it was to manage the transition from the stroke rehabilitation 

to home, as he had been the main carer of his wife who showed signs of cognitive 

impairment, prior to getting his stroke. 
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  Gordon               Lines 119-136 
GC And when you came home then, how did you manage? 
 I came home then and I found it a terrible change, desperate, 

desperate change. 
GC Tell me about that. 
 Well I realise now, I had professional help in the hospital, 24 hours a 

day, and then I came home and my wife, was the only one here.  So 
it meant that I had to ask her for everything now.  I couldn’t do 
anything to help her.  I could do nothing.  That annoyed me, it kind 
of upset me, but eh, the second day I came home, as I told you, I 
came into this room and this chair was in my way, which wouldn’t 
happen in the hospital because you’ve plenty of space.  Then I pulled 
back the chair and had a fall and hurt my back, but the nurse and all 
checked it. 

GC And how did you get up off the floor? 
 I had to send for two people, the man next door and a friend.  From 

then on I had to be extremely careful because this foot is numb, you 
see, I can’t feel anything in that foot and that’s how I do miss my 
steps.  I never go out, only to walk to the front door and back, and 
sometimes you leave this foot behind you. 

 
Being alone 

Although six out of nine of the participants’ described how they preferred not to be left 

alone, even if they were living by themselves. Damien stood out as a person who 

wanted company, though he did not mention being alone during the interview it is 

verified from the following excerpt taken from the field notes written directly following 

his interview. 

 

Field note 

Interview 3:      Damien       Length 1 hr: 50 mins     Date: 17/10/02 

The interview with Damien continued for 1 hour and 50 minutes and could have gone 

on much longer as I felt that Damien did not want to be left alone, he enjoyed the 

company of other people. Damien did not speak about being alone in the house at any 

time during the interview, but I had a very strong sense of his desire for company. 

For example, during the interview when I turned off the tape for 10/12 minutes as 

Damien asked would I have a cup of tea with him, which I then offered to make, while 

he gave me directions as to where everything was in the kitchen, he continued to speak 

about his family and childhood and asked could the tape recording continue throughout 

this time, I felt that this was an request for company, and let the recording continue.  
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In the end, having spent most of the afternoon with Damien I promised him a copy of 

the interview for the cassette recorder that was in the corner of the sitting room, and to 

call in again anytime I was going by the house as I felt that Damien was lonely and 

liked company.  

 

Others spoke about their concerns when they were alone,  

    
    Dolly                      Lines 159-160 

They are, yes, I get upset a lot now and I cry, I get lonely.  Some 
days nobody’d call and I’d be awful lonely by myself. 
 
Alan       Lines 40-44 
I, I don’t know about the future, and, but I just take it step by step, 
and the first step, the transition from hospital, to being alone has 
been very successful I think, and I was surprised that it was so 
successful.  It was, I got a lot of support, but inevitably the moment 
came when I was alone and, but, em… 
 

Edward acknowledged that he was on his own  

  
Edward       Lines 182-186 

 Oh janey, I just always carry on (automatic screw driver noise in 
background).  

GC You’re very independent (automatic screw driver noise in 
background). 

 Yes, I am on my own. 
 

Six out of nine of the participants’ spoke of being nervous and worried during the 

transition to home following their stroke rehabilitation and explained it by relating 

various experiences. 

 
Charles      Lines 125-132 

GC Right, getting back to your experiences then, from when you were 
in hospital and when you came home, the first day how did you 
feel, I mean I know you have said you were delighted to be home? 
Really I was, I was, I was in a way, yes I suppose I was, I was, 
thinking back now I was.  I was, I was nervous and everything like 
that you know, it kind of, went kind of quickly once I got home, I 
was kind of happy enough you know. 

 
Betty       Lines 276-280 

 I felt good about coming home.  Oh, I was very anxious, yeah, I 
was wondering how I’d get on at home, would I be able to manage, 
but my daughter, my daughter’s very good.  I’m lucky I suppose in 
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many ways.  Now they fuss about me – don’t do this and don’t do 
that – but I suppose they mean well.  
 
Damien      Lines 388-391 
Great! I was worried then about going out to the motor car, and 
emm, I said to your man and we going out to the motor car, I have 
one problem now, we’ll have to get over, will I be able to go into 
the car? The front seat… 

 
I had a comfortable feeling just because of the old-fashioned fire 

Damien and Alan, each of whom live alone, spoke about the reassuring feeling of 

having an open fire, they both found it a comfort to have it lighting. 

 Alan       Lines 15-26 
GC …..  Can you tell me about your experiences on returning home 

following your stroke rehabilitation? 
Yes, I would say the most important thing that happened was 
something that didn’t happen.  I was really terrified of the moment 
when I would be alone, absolutely alone and I had, I had visualised 
it in great detail and I was eh eh just alone, totally alone and being 
in bed and em just away from all the support that I had before, but 
I have to say that I had a fire on here a natural, old-fashioned fire, 
and that was a very good move because the room was warm, but as 
well as that I had the comfortable feeling just because the old-
fashioned fire… 
 

 
Damien       Lines 526-529 
... And I’m awoke every morning, awoke every morning at five 
o’clock, have my tea, tea and biscuits and I’d come out an I’d settle 
the fire then, and she comes maybe at half nine or nine o’clock the 
fire is lighting as well, it’s grand. 

 
Three other participants’ who had family around, were sitting beside a lit fire during the 

interview, but did not mention it during the interview, this was noted in the field notes 

(Appendix 8). 

 

I have a long way to go to normalise my lifestyle 

Seven out of nine of the participants revealed adapting to some lifestyle change this 

they recounted through their own experiences.  
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Charles      Lines 40-43 
Aahh, (pause),……… you know but it is only (pause) for a short 
period now you know, you feel I can’t do the things I used to do, 
or meet the people that I used to meet. 

 
 
Charles      Lines 114-115   
Oh I miss going up to town and I miss meeting my friends, I do of 
course. I do. 

  
 
 Dolly       Lines 96-100 
 Em, I can’t now.  I haven’t mastered that yet.  I have a home help 

and she’s very nice now, she’s a lovely lady.  She comes in to me 
every morning and does a bit of the cleaning.  She changes the fire 
and takes the ashes out and all that and she makes my bed and helps 
me too. 

 
Damien      Lines 647-650 
You see I’ve come out all right, all right but I can’t go out milking…  

GC Yeah. 
You see, I don’t want to go out, I put cows on, two of them early, 
because I don’t want to do too much now. 
 

Alan has most richly described how his lifestyle has changed since he suffered his 

stroke (Appendix 12). 

 
 Alan       Lines 235-242 

Well, typical[ly] before, I was very athletic before I had the stroke, 
I was very athletic.  If the sun was shining I was out walking, every 
day, and walking, I used to walk miles.  Now I don’t see myself 
doing that and I, I have not been getting used to the idea of going 
out really.  I don’t know where to go to.  There is no little shop or 
something here, it’s all rather far away so I have, em, so I have not 
got a routine.  I need to develop a routine to get me out of the 
house and… 

 

Delighted with the transition 

Three of nine participants recounted that they had been doing well following their 

transition from the stroke rehabilitation unit to home and were able to participate in 

activities that they had been unable to perform when the stroke had occurred. 

 
Betty       Lines 237-243 
I’ve been feeling good, and I go out.  My family take me out as 
much as possible and I’m on the senior citizens committee, we have 
a club on a Thursday night and they had a Mass last Thursday night 
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for the deceased members of the club and I went to that and I played, 
some of them play 45s, some of them play bingo.  We have a cup of 
tea and we have a raffle, so I was delighted I was able to play cards 
again, play 45s…. 
 
 
Bruce        Lines 353-357 
Yeah, I was grand when I came home.  I was very delighted with 
myself and I felt improving and looking forward to getting all right 
again (pause), and I’m still looking forward to that every day, every 
morning I get up.  I’m able to get up myself out of the bed, what I 
wasn’t able to do. 

 
Coming home following their stroke rehabilitation has been shown as a personal 

achievement highlighted by each of the older people through their various experiences, 

Doolittle (1992) has suggested that people who have suffered a stroke are often 

motivated by the familiarity of their home setting, thus enhancing further recovery 

following the stroke. 

 

Support and encouragement 

Having returned home following stroke rehabilitation each participant related the 

importance of the home support systems that had been put in place for him or her while 

they were in hospital. The theme support and encouragement relates the experiences of 

the participants during their transition to home following their stroke rehabilitation and 

how they adapted to home life. The participants’ descriptions within the “meaning unit” 

the great support I had, reveal the continuing support they had at home following their 

stroke rehabilitation. The participants’ also relate that they continue to be dependence 

on others in the subsequent “meaning unit”. The majority of the participants’ relate 

their gratitude for any assistance provided to them within the “meaning unit” grateful to 

people, and seven out of eight of the participants’ realised that they must continue to 

“help themselves” following their stroke rehabilitation, this has been recalled in the 

“meaning unit” - I realise it’s just myself, to try and help myself. Over half of the 

participants spoke about the future, this is related within the “meaning unit” looking to 

the future.  
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The great support I had 

Eight out of nine of the participants’ have recounted the support from family members 

or carers, 

 
Bruce       Lines 26-31 
Oh yeah, I was.  My wife was able to help me whatever way I 
wanted to.  She wasn’t able to look at me putting my clothes or 
anything, because I was supposed to put them on myself.  So I was 
able, but I was slow, and she was helping me the whole time, so it 
was very comforting (pause) and she was very kind and nice and I 
appreciated that. 

 
Damien       Lines 517-522 
No, but she does that at night, but I could do it but emm, but she’ll 
do it to keep me from getting out of the bed, or coming out into the 
kitchen early in the morning, she brings two flasks at night at ten 
o’clock and she carries the tea into the room and she leaves a mug up 
there and all, and a drop of milk in another cup and she has sugar 
and all inside in the big mug. 
 
 
Betty       Lines 311-314 
I always have to have someone here.  My daughter goes to work, she 
leaves here about half past nine, but her mother-in-law from next 
door comes in to stay with me because my other daughter can’t come 
and stay with me.  There’s always someone here. 

 
Three participants’ recounted the nursing support services provided since returning 

home. Specific mention of the public health nurse is described by Damien, Bruce and 

Gordon. 

  
Damien      Lines 799-800 
She’s coming tomorrow that’s right, she wanted to come today but 
I told her or the neighbour told her that you were coming today. 

 

And Bruce recalled that the public health nurse had visited him the day he 

was out with the occupational therapist for the home assessment visit.  

 
Bruce       Line 118 
Oh, she has, but I only came out that time for one day…  

 
Gordon explained how the public health nurse comes to look after his medication for the 

week. 
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Gordon      Lines 150-154 
GC And your tablets?  Do you look after your tablets? 

Oh, I do now.  The nurse comes around, I couldn’t do that now 
myself.  The nurse comes around and makes out my week’s 
tablets. 

GC In little pots? 
 Yeah, that’s right, … 
 
 While Alan gave an account of an agency that provides the assistance of a carer, for 

stroke survivors who are living at home. 

  
 Alan       Lines 126-132 
Well, at the moment I should say, I, I, I have the support of an 
agency.  This is a small company that specialises in helping stroke 
patients and they have a lot of experience and it is very 
individualised help and they’ve been wonderful and I, I felt that I 
had their support.  And then I’ve had wonderful support from 
friends and relatives and everything, I have been very fortunate, 
but I, I think I have problems in the long-term, but I’m not… 
 

Dependence on others 

Four of the participants’ felt that they still depended on other people to help them, Betty 

and Gordon describe how they still require assistance at home. 

  
Betty       Lines 18-20 
I found it very hard to come to terms with not being able to do 
things for myself.  I am depending on others all the time to do things 
for me. 

 
Gordon       Lines 195-197 

GC And  your home help comes how many days? 
She comes every day, for an hour, and three days for an hour and a 
half. 

 

Grateful to people 

Seven out of nine of the participants’spoke of the gratitude to all the hospital staff for 

the care they had received. 

 
Charles      Lines 153-161 

GC. Really, is there is anything else that you would like to add? 
 No, no, no I am quite happy, I will be honest now, I know I have 

been very lucky now I might have got a more severe one, you know 
and I am very grateful to the people outside in both hospitals now 
because they were very good to me.  They were very kind, I couldn’t 
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believe. It’s hard to realise that people could be so kind, you know, 
there was nothing they wouldn’t do for you. 

GC Thank you very much for letting me interview you. 
Oh no problem, no problem, no.  
 
Dolly                                                         Lines 187-191 

GC Right.  Is there anything else you’d like to add, any more 
experiences you’d like to tell me about? 
I just think the nurses and the doctors are very helpful and the 
occupational therapist and the physiother..therapist, they’ve been 
really helpful and they’re helping me a lot. 
 
Caroline       Lines 162-163 
Oh they were lovely, and the nurses were lovely.  And do you know 
who I took too, there was an Indian nurse there.  I took to her. 

 

I realise it’s just myself, to try and help myself 

Seven out of nine of the participants’ realised that to promote further recovery of their 

residual stroke deficits that they had to be self-motivated, and continue their exercises 

at home. 

 
Charles      Lines 63-66 

 And I’m doing the exercises every day and I actually now I usually 
do them at half past two.  I did them in the morning around ten. 

GC. And do you do them everyday? 
 I do them everyday, I do yeah. 
 

Dolly                                                                               Lines 223-226 
GC Right.  ….   Is there anything else you’d like to add before we finish 

up? 
Em, just that everyone’s being so helpful towards me, wonderful.  

Em, em, I realise it’s just myself to try and help myself… 
 
 

Betty       Lines 84-86 
 Well, until I’m able to do things for myself.  I can, I made my own 

lunch now today.  I made my sandwiches and I made a cup of coffee.  
I can make a cup of tea or boil the kettle or whatever. 
Betty       Line 88 

 So it’s great, it feels great to be able to do these little things now. 
 
Bruce        Lines 293-294 
Oh yes, once a week I’m going in, but I’m practising at home.  I got 
a pedlar, a thing to do pedalling.  I do that. 
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Damien      Lines 886-890 
Active all the time which is a good thing, and mm the more I’m able 
to do the more content I am then, and mmm when I go to bed at 
night time I can sleep until half five in the morning, and every night 
now going to bed I like to wind the clock at night, make sure the 
clock is right. 

 

Looking to the future 

Five out of nine participants’ spoke about the future, 

 
Alan        Lines 198-202 
I suppose that I do, em, I am slightly worried that I will not be able 
to pick up my former lifestyle.  I think that would be unrealistic.  I’m 
worried about, I am worried about em how, how I will live in the 
future, and by that I mean that I, I want to have some objectives.  I 
can’t just live from day to day with no plan, nothing. 

 
Damien       Lines 951-955 
I’m kind of relaxed now that I’m kind of retired, though I still like to 
do things you know, and emm, I’m happy now with everything.  
Never been happier.  I said Lord you stopped me.  I was doing too 
much.  I’m happy out now.  Go to bed at night.  Get up in the 
morning content again and no rushing around. 

 
Gordon       Lines 214-217 

  Well, I’ll tell you what I think about the future.  As far as I’m 
concerned, it’s in God’s hands.  I don’t make any arrangements, I 
live for every day and then tomorrow, just carry on as I am today 
and I’m very happy to be like that. 

 
Support and encouragement has been shown by the descriptions that have been related, 

as an important aspect of care from the older persons individual experiences, in their 

recovery following their stroke rehabilitation. 

 

Conclusion 

The narrative accounts of the nine older people who have suffered a stroke have been 

described and illustrated in this chapter, built around the five key themes revealed from 

their personal experiences documented during an interview (Figure 2).  
The findings of this research have endeavoured to unearth the experiences of older 

people following their stroke rehabilitation and during their transition to home. A 

discussion of the findings is presented in the subsequent chapter and the key themes are 

explored in relation to previous research. 
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Figure 2.   Key themes described by the older person following stroke rehabilitation 

and during their transition to home. 
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Introduction  

This chapter discusses the findings of this research seeking to answer the research 

question - “Can you tell me about your experiences on returning home, following your 

stroke rehabilitation?”  

This qualitative research involved asking a broadly stated question, which focused on 

the experiences of older people and their realities following a stroke, the un-structured 

interviews have generated rich, descriptive data that helped the researcher to understand 

the experiences of the nine older people who have suffered a stroke. Phenomenology 

was the methodology chosen for use in this research, it is described as a philosophy, 

and a method by Omery (1983), both Clarke and Wheeler (1992) and Macduff (1998) 

found this method useful when exploring the patients’ experience of care.  Husserlian 

phenomenologists, believe that the essence of an experience is through intensive 

dialogue with persons who are living the experience, this is therefore, the reality of that 

experience. Phenomenology has been used in this research because this researcher 

believes that “bracketing” achieved the openness to the experiences of the participants’ 

as presented during their interviews.  

The findings of this research have been presented as a narrative, as described by the 

participants’ during their interviews. Five themes emerged from the data they 

encompass, the day the stroke occurred (theme 1.), the hospital experience (theme 2.), 

activities of living (theme 3.), homecoming (theme 4.) and support and encouragement 

(theme 5.).  This chapter looks at “making sense” (Morse and Field, 1998) of the 

findings, by discussing each of the five themes that the participants’ experienced during 

their stroke rehabilitation and following their transition to home independently (Figure 

2.). The themes within this research are also discussed by relating them to other 

reviewed research studies. 

The limitations unearthed while embarking on this research are then highlighted, in 

order to guide further research which explores the experience of older people who have 

suffered a stroke, following their stroke rehabilitation and during their transition to 

home.  Ethical issues that were raised during the course of this research by the 

researcher are then portrayed. Recommendations for further research are issued, and 

suggestions for nursing older people throughout the transition to home in relation to the 

findings of this research are also considered.  
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Discussion 

In this research the findings have been described from the actual accounts given by the 

participants’ as related during their interviews. The researcher strove to achieve 

objectivity in the interpretation of the participants’ experiences on returning home 

following their stroke rehabilitation, to disclose the essence of their lived experience.  

Morse (1999:163) suggests qualitative research must add something more to the 

participants’ words for it to be considered a research contribution, whether it be 

synthesis, interpretation, or development of a concept, model or theory. 

The five key themes objectively generated revealed the descriptions each older person 

has described during their interview (Figure 2.). These experiences are now discussed 

within each of these themes, by discussing the findings of this research subjectively 

with the findings of reviewed literature that has explored the stroke rehabilitation of 

older people, and their experiences during the transition to home. 

 

Theme. – The day the stroke occurred  

This research study has found the day the stroke occurred was a significant day in the 

life of the participants’ interviewed, seven of the participants’ described the onset of 

their stroke prior to their hospitalisation. The need for stroke patients to tell the story of 

how the stroke occurred was highlighted by seven of the nine participants’ during the 

interviews in their home, following their stroke rehabilitation, Betty has described this 

vividly.  

 
Betty       Lines 131-136 
She rang for the ambulance and I was taken in, em, she said to me 
she’d ring for the doctor and I couldn’t feel any different.  I slid 
down the side of the bed and I wasn’t able to get up and she said to 
me – there must be something wrong – but I couldn’t feel any 
different, only that I couldn’t put my legs under me.  Even then, I 
didn’t know, I didn’t think there was anything wrong. 
 

This suggests the importance of listening to the life experiences of older people who 

relate how their stroke occurred prior to their hospitalisation. Sensitive listening too the 

participants’ story of the day the stroke occurred, augments the nursing experiences of 

the older person who has suffered a stroke, and enhances the knowledge of nurses to the 

rehabilitation needs of the older person that has suffered a stroke.  
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In the research vignette described by Burton (2000b) the participant describes the onset 

of a stroke during the unstructured interviews in hospital, this gave the reader important 

background to the participant’s life preceding the stroke onset. The findings of this 

research support Koch (1998), who proposed that by listening to the voices of patients 

relating their intensely personal, highly emotional stories of their life experiences can 

be therapeutic for the patients.  It has also been suggested by Folden (1994) that nurses 

get to know stroke survivors as individuals, as this is crucial in assisting older people in 

their journey through the rehabilitative process.  

The nature of stroke onset has been described in the literature before by Doolittle 

(1991), her research focused on the experience of survivors following stroke, by using 

the “life history of the body interview” and the “bodily knowledge interview”, where 

stroke sufferers identified a loss of bodily control. The findings from this research study 

are similar to those of Doolittle (1991) and Burton (2000a, 2000b) in that, recovery 

from stroke involved restructuring and adaptation in all aspects of an individual’s life.  

 

Theme. – The hospital experience 

Within the findings of this research, from the perspective of the older person, the 

second theme, the hospital experience, has shown nurses who work in the area of stroke 

rehabilitation in Ireland are employing the “carry on” and a “supportive” role as 

suggested by Waters (1994) and Kirkevold (1997) respectively in their research, when 

caring for the older person throughout their stroke rehabilitation. This research found 

that nurses working in the stroke rehabilitation unit in Ireland provided the supportive 

role suggested by Kirkevold (1997) effortlessly, therefore the findings in this research 

do not support the findings in the Long et al (2002) study in the United Kingdom which 

found that within nursing practice there was a tension between caring (“doing for”) and 

rehabilitation therapy (“standing back” and coaching).  Within this research Bruce and 

Betty have described the care and support given by the nurses during their stroke 

rehabilitation in Ireland. 

 
Betty       Lines 53-58 
Oh, they were wonderful in the hospital [B].  They explained 
everything to me and warned me to take things slowly.  I was 
inclined to go too fast when I was walking with the stick, and they 
told me to slow down.  I suppose I was so happy that I was able to 
use my leg, but I wasn’t able to go, I was able to go without the stick 
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before I came home but I was inclined to go too fast so I had to slow 
down a bit.   

 
Bruce       Lines 64-68 

GC And how did you find that? 
I was very upset, when I was going out.  I couldn’t stop crying.  I 
was crying the whole time, weeping (pause).  I found it very sad.  
But then I was there for a while and the nurses were so nice, I, they 
consoled me and I got all right.  I felt comfortable enough then. 

 

 This research is consistent with a large body of research literature that supports the 

effectiveness of rehabilitation on physical, cognitive, emotional and social aspects of 

older people’s function and well being during their stroke rehabilitation (Waters and 

Luker, 1996: Nolan and Nolan, 1998: Macduff, 1998: Dowswell et al, 2000: Nazarko, 

2001). Six participants’ in this research have related how he or she undertook a home 

visit, with an occupational therapist during the stroke rehabilitation process, to assess 

how he or she would manage in their own home environment following their stroke. 

The stroke survivors found this to be beneficial in assisting them adapt back into their 

home environment during the transition to home following their stroke rehabilitation, as 

Gordon has most richly described. 

 
Gordon       Lines 222-227 

 I got the bed brought down and all that and they gave me a bed lever. 
GC To pull you up. 

To get out of the bed, and they gave me one on the wall when I’m 
going to the toilet.  I can get up lovely now with this bed lever.  
They’re a marvellous thing altogether.  The only thing is that I’m 
getting a sore from leaning on the elbow now. 
 
 

 This research has revealed how the homes of stroke survivors have been adjusted to 

accommodate their future needs, prior to their discharge home, but failed to adequately 

address how nursing interventions enable the stroke survivor to come to terms with the 

residual stroke deficit once they return home following their stroke rehabilitation. 

According to Burton (2000b) nurses working with stroke survivors need to focus more 

attention on the social context of nursing practice in settings other than the clinical 

rehabilitation environment.  
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Theme. – Activities of living following a stroke 

The participants’ descriptions of relearning activities of living have been shown to be 

multidisciplinary within the rehabilitative setting, this has had a positive impact on the 

ability of the older stroke survivor to regain some of their independence in the 

performance of these activities, and is confirmed in the literature by Lawler et al. 

(1999) and Dowswell et al. (2000). In this research Damien related during his 

interview, how he carried out exercises he was given while in the stroke rehabilitation 

unit. 

 
Damien      Lines 146-157 
Whatever type of thing they tried on me, I did it. I thought the best 
thing of all, was the bike (pause), sit down on a chair, the pedals of 
the bike. 

GC Yes. 
They would strap your feet onto them (pause), the pedals, and I’d be 
pedalling away for her (pause), half an hour maybe (pause), but one 
day the girl came back and she said you’d be saddle sore from this, 
you have seven mile done, you have seven miles up on the 
speedometer. 

GC Seven miles 
Yeah, up on it and mmm, but I wasn’t a bit tired, but I felt it done 
my leg great as well.  

 
 

Nolan and Nolan (1998) have suggested that given the sudden and often devastating 

nature of a stroke and the long term physical, psychological and social consequences, 

little attention has been given to the research of the experience of stroke from the older 

person’s point of view. In this research Charles, recounted how the residual deficit from 

his stroke had affected his life.  

 
Charles      Lines 40-43 
Aahh, (pause) the moods, its aahh, (pause) sometimes I feel alone, 
you know that’s about it, you know but, it is only (pause) for a short 
period now, you know you’d feel, that I can’t do the things I used to 
do, or meet the people that I used to meet. 
 

This research concurs with the research conducted by Pound et al. (1999) which 

suggests that stroke survivors can play an active and creative role in managing their 

activities of living following their stroke rehabilitation, by reacting imaginatively and 

often ingeniously in order to maintain as much independence as possible. Betty related 

how she continued to carry out exercises at home following her stroke rehabilitation. 
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Betty       Lines 213-216 
The marbles were easy enough, but she told me to do it with coins 
when I came home and I found it difficult with coins because they 
were so flat.  Lucky enough my nails were kind of long and my nails 
used to get in under the coin. 

 
Descriptions of learning, adapting and coping at home by each participant have been 

shown within the context of abilities to participate in life activities, i.e. washing and 

dressing, eating and drinking, mobilising, but also within a wider social context i.e. 

going to the local pub as described by Damien and playing cards at the senior citizens 

club as Betty related. This research reaffirms Burtons (2000b) findings that the 

repercussions of stroke for the social world of a stroke survivor can be overwhelming. 

Therefore nurses, caring for stroke survivors need to be aware of the social world of the 

stroke survivor, in order to help them adapt their way of life in order to accommodate 

their stroke deficit.   

 

Theme. - Homecoming 

Doolittle (1991) has suggested that the transition to home following a stroke is marked 

with frustration and complications due to withdrawal of services, but was ultimately 

satisfying for her participants. Within this research Alan aptly related how he felt when 

he returned home following his stroke rehabilitation. 

Alan       Lines 18-26 
Yes, I would say the most important thing that happened was 
something that didn’t happen.  I was really terrified of the moment 
when I would be alone, absolutely alone and I had, I had visualised it 
in great detail and I was eh eh just alone, totally alone and being in 
bed and em just away from all the support that I had before, but I 
have to say that I had a fire on here a natural, old-fashioned fire, and 
that was a very good move because the room was warm, but as well 
as that I had the comfortable feeling just because the old-fashioned 
fire… 

 

The findings in this research support Doolittle’s (1991) research findings given that the 

older people were pleased with their progress during their stroke rehabilitation that 

enabled them to return home. Bruce describes the family support he has had since 

coming home.  
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Bruce       Lines 21-24 
I was very happy when I came home.  I was delighted to be home and 
to see my own house and to see my own people around me.  I felt very 
well at that point and I was delighted to go to bed to get my own bed 
back again.  That’s the lot. 
 

This research has shown that six participants’ were nervous and worried about being 

alone as other than family support, there was little follow up support services for the 

older stroke survivor. Betty relates this within her experiences. 

 
Betty       Lines 276-280 
I felt good about coming home.  Oh, I was very anxious, yeah, I was 
wondering how I’d get on at home, would I be able to manage, but my 
daughter, my daughter’s very good.  I’m lucky I suppose in many 
ways.  Now they fuss about me – don’t do this and don’t do that – but I 
suppose they mean well.  
 

Theme. – Support and encouragement 

This research has highlighted that the co-ordination and integration of services is 

important especially for those stroke survivors living alone and for those relying on 

elderly dependants for assistance. Gordon vividly related the support he encountered 

following his stroke rehabilitation, during his transition to home.  

 
Gordon       Lines 119-125 

 I came home then and I found it a terrible change, desperate, 
desperate change. 

GC Tell me about that. 
Well I realise now, I had professional help in the hospital, 24 hours a 
day, and then I came home and my wife, was the only one here.  So it 
meant that I had to ask her for everything now.  I couldn’t do anything 
to help her.  I could do nothing.   
 

Brereton and Nolan (2002) have suggested that the transition to home is a complex 

process following a stroke, unique to each family, and whilst family members are often 

willing to adopt care-giving roles, they may do so without adequate choice and 

preparation for that role, Betty has described her experience during the interview for 

this research study. 

 
Betty       Lines 285-290 
It was a relief.  I thought – Oh, thank God I’m back in my own 
environment again.  Now the hospital was great.  I, well, ‘tis different 
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in the hospital, you know, but ‘tis great to get home, you kind of do 
your own thing, you get back, well I can’t get back into a routine until 
I go back to my own house, but it’s great to be here, you know.  
  

Hasselkus (1994), Doolittle (1992) and Burton (2000a, 2000b) have suggested that in 

depth research is required to explore the follow up, community care requirements of 

stroke survivors during their transition back into the community.  The findings of this 

research study explored the experiences of the nine participants’ during their transition 

to home following their stroke rehabilitation. Eight of the participants’ received family 

or care support, but only three participants’ related follow up support from public 

health nurses (PHN). Gordon recounts how the PHN calls to him every week.  

 
Gordon      Lines 150-154 

GC And your tablets?  Do you look after your tablets? 
Oh, I do now.  The nurse comes around, I couldn’t do that now 
myself.  The nurse comes around and makes out my week’s 
tablets. 

GC In little pots? 
 Yeah, that’s right, … 

 
The significance of the findings in this research have been thoughtfully considered, as 

they suggest that there is a need for a more comprehensive community follow-up 

service to be provided to stroke survivors. Damien related his experience of the services 

when the researcher returned to his home to validate the themes of this research 

(Appendix 16.). 

   
Damien       10/03/2003 
One can do anything that they want to do, if they put their mind to it. But I haven’t been 
back to the hospital, I thought they would call me for a check-up or something. Now 
the nurse, she comes around about every month. 
 
Whereas Bruce related during the interview how he attends the hospital every week  

Bruce        Lines 293-294 
Oh yes, once a week I’m going in, but I’m practising at home.  I got a 
pedlar, a thing to do pedalling.  I do that. 

 
It has been suggested by Delaney et al. (2001) and the Department of Health and 

Children (2001) that the Irish health boards have recognised that there is an urgent need 

to co-ordinate and integrate hospital and community services, to make them more 

accessible and equitable. In terms of care for the older people Delaney et al. (2001) 

suggest, the aim is to maintain older people with dignity in their own homes with 
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sufficient support services in Ireland, this was also prioritised in the health strategy 

(Department of Health and Children, 2001: 151), but little evidence of this has been 

unearthed in this research. 

Stroke rehabilitation has been shown in this research to have a positive impact on the 

ability of the older person to adapt to their stroke deficit. The findings of Hopman and 

Verner’s (2003) recent research study has highlighted that significant improvement 

during stroke rehabilitation may be followed by equally significant declines in the six 

months period after discharge. This suggests that older stroke survivor may not do well 

when they return to their own environment if there is little or no follow-up services 

after they have left the stroke rehabilitation unit. In this research it has been shown that 

the participants continued to carry out the exercises that they had been taught during 

their stroke rehabilitation with little or no follow up care, once the older stroke survivor 

was discharged home. The findings of this research failed to adequately address if the 

participants in this study sustained the benefit from multidisciplinary interventions 

following their stroke rehabilitation during their transition to home, this is 

acknowledged by the researcher as an area requiring further in-depth longitudinal 

research, which could not be undertaken at this time due to time constraints. 

 

Ethical issues 

As a research methodology, phenomenology proved demanding and time consuming, 

but also proved well suited to the exploring the lived experience of the stroke 

participant’s during their rehabilitation and following their transition to home. Although 

the bracketing approach proved feasible during the interviews, at times the researcher 

was aware of internal tension arising, in acting as a messenger for the participants’ 

experiences while concurrently having an influence in generating the emerging data, 

Morse (1991) acknowledges the paradox involved in trying to be simultaneously in and 

out of the research process. The researcher had some initial difficulty with “bracketing” 

certain issues that were raised in the course of interviewing some of the older people, 

but overcame this difficulty by keeping a research diary to record any thoughts on the 

subject raised and by discussing any questionable issues confidentially, with nursing 

colleagues until a solution was reached.  Damiens’ interview raised an ethical issue for 

the researcher concerning medication compliance. During the course of the interview 

Damien had spoken about his method for recognising the medication he was taking 
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following his stroke, an excerpt from the researcher diary explains how this has been 

addressed by the researcher. 

 
Researchers’ Diary 

I left Damien’s house worrying about his medication compliance, as his method of 
identifying his medication is an area that I feel needed to be addressed straight away, 
Damien did not seem to know what pill was for what problem, he knew them only by 
colour and size, not by name or what they were for, he was also unsure when he should 
take the pills.  
When I got home I contacted the relevant PHN that was to visit Damien the following 
day and asked her advice, she said that she would explain to Damien in detail about his 
medication the next day, and also meet with his home help to clarify the time and 
doses. The PHN seemed grateful that I had called and thanked me, this I was glad of as 
I had felt that I might be interfering in territory that was not jurisdiction but ethically I 
knew I had to provide Damien with support. I felt that this was the most appropriate 
way, as he had told me that the PHN was due the next day. 
 

Another ethical challenge arose during this research study in connection with returning 

to the participants’ involved to validate the themes of the interviews, two participants’ 

were unable to validate the findings of this research as, one of the participant has passed 

away at home four months following discharge from the stroke rehabilitation unit, and 

another participant has been admitted to a nursing home for long term care nearer to 

relatives as his condition had greatly deteriorated. On reflection it was felt that both of 

these participants’ had made informed decisions to participate in this research, and their 

contributions are especially valued as testimonies to their experiences. The researcher 

would like to acknowledge their contribution to this research study at this time.  

 

Recommendations for research 

Although there is a growing body of nursing research that describes the physical, 

psychological and social aspects of stroke recovery (Mumma, 1986; Doolittle, 1991; 

Folden, 1994; Häggström, Axelsson and Norberg, 1994), these research studies have 

also had limited follow-up of the participants’ over time. Burton (2000b) suggests that a 

longitudinal study provides the opportunity to capture the considerable work associated 

with effective stoke recovery after professional input has been reduced during the 

transition to home following stroke rehabilitation, by generating dat to contribute and 

offer further insight into the experiences of the older person on returning home, 

following their stroke rehabilitation. 
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Recommendations for practice 

Nurses working in stroke rehabilitation units and community settings are intricately 

involved in the care of both the stroke patient and their families (Secrest, 2002). The 

knowledge gained from this research can be utilised by practicing nurses who care for 

and interact with older people who have suffered a stroke, to further enhance the quality 

of care for the older person who has suffered a stroke. Nurses therefore, must continue 

to encourage and structure experiences during the recovery period that fosters the stroke 

survivor’s maximal independence with activities of living and recovery of functional 

ability. Gibbon (1993) states that the identification of specific role functions for nurses 

in stroke rehabilitation warrants the development of a specialist post given the size of 

the stroke population.  As found in Burton’s (2000b) research the return home appeared 

to represent the most important transition of care for older people and this has also 

presented considerable challenges for the participants’ and their families in this 

research.  

Whilst the descriptions of the older persons experiences relating to stroke recovery 

reinforce those of other researchers, the findings in this research suggest that stroke 

rehabilitation must equip older stroke survivors with a support system that can enhance 

the transition to home following stroke rehabilitation in a meaningful way. This would 

require the integration of hospital and community services in Ireland as suggested by 

Delaney et al. (2001). A challenge for nurses who have the experience, knowledge and 

skills in the stroke rehabilitation of the older person is to expand their practice into the 

community setting. As these nurses would be uniquely positioned to have a dramatic 

effect on the quality of life of the older person who is recovering from a stroke. 

 

Limitations  

Qualitative data collection has been challenging for this researcher, in that the 

researcher had to travel forty miles to the stroke rehabilitation unit, and averaged a 

further journey of twenty miles to the participants’ homes, this proved very time 

consuming but rewarding for the researcher.   

The method of thematic analysis used (Colaizzi’s, 1978) explored in depth the older 

persons experiences following stroke rehabilitation and during their transition to home. 

But there were several limitations unearthed during this research study, which must be 

taken into account when the results are interpreted. The number of participants’ was 
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relatively small and the follow up of the participants’ was limited due to time 

constraints.  This research was undertaken by conducting an unstructured interview 

with participants’ in their own home two weeks following their stroke rehabilitation. 

During this research the researcher realised that further in depth interviews with the 

participants would be required following their stroke rehabilitation to fully address the 

research question,- “Can you tell me about your experiences on returning home, 

following your stroke rehabilitation?”   But due to time constraints imposed by the 

university this was not feasible and the researcher acknowledges this as a limitation in 

this research.  

The purposeful sample selection utilised in this research revealed that the exclusion of 

one older person who had previously suffered a mild stroke and had recovered fully 

until recently had to be exempt from this research, this older person had suffered a 

second stroke that left him with some unilateral weakness. Within the scope of this 

research study the researcher did not take into account that people aged sixty-five and 

over who had previously suffered a stroke may fulfil all the other inclusion criteria and 

therefore, should have been included in the sample selection of this study. 

The Mini-Mental Status Examination (MMSE) (Folstein, Folstein and McHugh, 1975) 

is a 30-item interactive questionnaire that assesses global cognitive function. A score of 

twenty-two or less is considered to indicate significant cognitive impairment 

(Cacchione, 2002). This research found that a borderline cognition assessment result of 

one participant, who had been assessed by utilising the MMSE (Folstein, Folstein and 

McHugh, 1975) having a result of twenty-three showed signs of some cognitive 

impairment during the interview by replying with short one line sentences, with some 

replies not relating to the question asked, and also by laughing at inappropriate 

moments throughout the interview. Consequently this researcher raises the question 

concerning a borderline cognition assessment result when the MMSE is utilised on 

older people following a stroke.  Kvigne, Gjengedal and Kirkevold (2002) have 

suggested that following a stroke the damaged brain may be slower and less logical in 

some cases, these stroke patients may have memory and concentration deficits and this 

can be one reason why informants give short and superficial descriptions.  
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Conclusion 

This research study has provided an initial description of the experiences of nine older 

people following their stroke rehabilitation and during their transition to home. The 

interpretation of survivors’ narratives of their stroke experience raises an important 

question about why there has been no research unearthed in Irish research literature on 

older peoples’ accounts of their stroke experiences. In addition, this research raises the 

awareness about the difficulties of adapting to the residual effects of stroke and the 

inherent struggle to reconstruct life following a stroke event.  

This research has suggested that stroke is an intensely personal experience for the older 

person, therefore, understanding how a stroke survivor experiences the stroke 

rehabilitative process and the transition to home is an essential prerequisite to the 

development of appropriate strategies to facilitate their recovery (Burton, 2000a). 

Gordon offered a summary of his thoughts for the future, following his stroke 

rehabilitation during his transition to home life (Appendix 11.). 

 
Gordon       Lines 214-217 
Well, I’ll tell you what I think about the future.  As far as I’m 
concerned, it’s in God’s hands.  I don’t make any arrangements, I live 
for every day and then tomorrow, just carry on as I am today and I’m 
very happy to be like that. 
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Appendix 1.   Literature searches 
 

Searches 

Searches were conducted for this literature review and proposal by the use of the 

Internet and Microfiche collections, in addition C.I.N.A.H.L. 1982-1999 and Medline 

1966-1999.  Relevant data has also been obtained from various sources between March 

2000 and May 2002, including Libraries National and International; - An Bord 

Altranais, The Irish Nurses Organisation, The English National Board of Nursing, 

Trinity College Dublin, The Regional Hospital Library Limerick and from Kent State 

University, Ohio, USA. 

 

Number of articles found:   167. 

Number of research reports found:      8. 

Number of books found:                24. 

 

The search terms used included: 

Rehabilitation 

Stroke 

Cerebral vascular accident 

Aged 

Elderly 

Older person 

Transition 

Home 

Nursing 

Phenomenology 

Lived experience 

Qualitative 
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Appendix 2.      Trinity college ethical approval 
   THE UNIVERSITY OF DUBLIN TRINITY COLLEGE  
    FACULTY OF HEALTH SCIENCES 
 
   School of Nursing & Midwifery Studies 
   Trinity Centre for Health Sciences, St. James's Hospital, James's Street, Dublin 8. 
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    Tel: + 353 1 6082692/277713704 Fax: +  1 4732984 

            
l9th  March 2002 
 
Ms. Gillian Conway 
Personal Address 
 
 
 

Re: Application for Research Ethics Committee approval  

Dear Gillian, 
Further to your recent application to the School of Nursing and Midwifery Studies Research Ethics 
Committee, I am writing to inform you that the committee considered your application at their meeting 
on the l5th March 2002. 
 
The committee were impressed with your study and have approved your application subject to the 
following changes; 
 

1. Participants have been assured confidentiality and anonymity. The nature of your study and data 
collection method precludes you from assuring anonymity. Consequently, please review all 
necessary documentation assuring participants of confidentiality and not anonymity. 

 
2. Consent from family, carers etc is not required. The committee feel strongly that, for the 

purposes of ethical consent, that the elderly do not, by virtue of their age, constitute a vulnerable 
group. 

 
3. Point 6, page 6, 11b: Contact details of relevant support groups, organisations etc can be given if 

requested or required but it is not your responsibility to contact such support on participants 
behalf. 

 
4. Revise letter to participants and make more 'user-friendly' as currently the language is 

academically weighted. 
 
We are informing all students that it is the applicant's responsibility to make the required changes and 
consequently there is no need to forward any further documentation to the committee. In addition, the 
committee have approved your application subject to the above changes on a research ethical basis and 
have not commented on methodology unless aspects of methodology contain ethical issues. Finally, it is 
strongly recommended that all study data be retained securely and confidentially for a period of 13 
months following award of your masters degree. 
 
A copy of this letter is being forwarded to your research supervisor. 
On behalf of the committee, I wish you the best of luck in what is a very interesting and valuable study. 
 
Your sincerely, 
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Personal Address. 
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Appendix 3. Permission to conduct research 

Personal Address 

Telephone Number 
 

Ethical Committee.        June, 2002 
 
 
 
Dear 
 

I am a student at Trinity College, Dublin reading for a Masters in 
Gerontological Nursing.  As part of the requirements for my course, I am required to 
conduct a research study. I hold an honour Bachelor of Nursing Studies degree and 
Post-Graduate Diploma in Gerontological Nursing..  

 My research will be under the supervision of………………… appointed by the 
University.  Normal research procedures will be adhered too.  The patients, consultant 
or the hospital will not be identified.  The research is not of an invasive nature, full 
consent of the patients and their consultant’s permission will be sought.  Guidelines laid 
down by the Ethical Committee will be strictly adhered to.  

The aims of this research are to describe the lived experience of the older person 
on returning home, following the process of stroke rehabilitation.  Gain knowledge, 
understanding and insight into the lived experience of stroke patients during the 
rehabilitative process. Utilise this knowledge to contribute and inform the role of the 
nurse in the stroke rehabilitation of the older person throughout the rehabilitation 
process following a stroke.  

All data generated throughout this research will be kept in a safe place known 
only to the researcher, pseudonyms will be given to participants. Confidentiality will be 
assured throughout the study, participants may withdraw from the study at any time 
throughout the research.   

I seek permission to make contact with patients admitted to the rehabilitation 
unit, who are recovering from a stroke so that I may conduct research into the 
experiences of these patients adaptation following the rehabilitative process.    

I enclose a copy of the research proposal, which will be used by this researcher 
to undertake this study.  I look forward to hearing from you, if you require any further 
information please do not hesitate to contact me, as I am willing to answer any question 
you might have concerning this research. 
   
Yours faithfully, 
  

 
Gillian Conway.      
 
cc: Ethical Committee.  
 Director of Nursing. 
 Consultant. 
 Clinical Nurse Manager. 
 



 

 
Appendix 4. Letter to each participant   

Researcher’s Address. 
 
 

Participant’s Address.                   June, 2002. 

  
 
 
 
Dear 

I am a student at Trinity College, Dublin studying for a Masters in Gerontological 
Nursing Degree, which is the nursing care of the older adult.  As part of the requirements 
for my course, I am required to conduct a research study.   

I have received permission from Trinity College and the Health Board to 
undertake my research, which is supervised by a Tutor appointed by Trinity College. 

The aims of my research are to examine your experiences following your stroke 
rehabilitation when you get home.  To improve nursing knowledge, understanding and 
insight from your experiences of stroke rehabilitation, and to use this knowledge to 
contribute and inform the role of the nurse in the experiences of the older person 
throughout the rehabilitation process following a stroke.  

The participation in this research study is voluntary, and is not of an invasive 
nature. I wish to conduct a tape-recorded interview with you in your own home 
approximately two weeks after you leave the rehabilitation unit, this will be confidential.  
The hospital, your home, your family or you will not be identified in the research.  Your 
name or address will not be used.  

I, therefore, seek your permission to conduct this research to explore the 
experiences that you have had during your stroke rehabilitation.  I have left a copy of the 
research study that I propose to use in the nurses office, which you may read at any time. 

I have enclosed with this letter an information sheet that outlines how this 
research will be conducted, also a copy of the interview question which will be used. 

I will require your full voluntary consent written and spoken. If you have 
questions do not be afraid to ask me, the nurses have my telephone number.  I look 
forward to hearing from you in the near future.  
 

Yours faithfully, 

 
 
 

 
Gillian Conway. 
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Appendix 5.  Information sheet 

Personal Address 
 

June, 2002 
 

Telephone number 
 
 

 
As a stroke patient in this stroke rehabilitation unit, the Clinical Nurse Manager has 
introduced you to me, I am Gillian Conway a nurse researcher, who is undertaking a 
research study, and I would like you to be a part of this research study into stroke 
patients’ experiences at home following their rehabilitation. This information sheet will 
help to remind you of what this research study entails. 
 
Time will be given to you to read the research I am doing, which will look at peoples’ 
experience of a stroke, I have left a copy on the rehabilitation unit with the Clinical Nurse 
Manager. I would like to point out, that you may withdraw from the study at any time, if 
you so wish. 
 
I will need your written and verbal consent, to conduct a tape-recorded interview with 
you, two weeks following your discharge from hospital, in your home. For a date and 
time arranged to suit you and your family, as near to two weeks following your discharge 
from hospital as possible. I will telephone you after your discharge from hospital to 
confirm the date of the interview for a time that will suit you. 
 
At this point I would like to confirm that your name, the names of any of your family or 
your carer, the hospital, the consultant, or the nurses will not be used in this research. 
You will be given a pseudonym that I will use throughout this research.  
 
Prior to the interview I will ask your permission to use a tape recorder during the 
interview. The interview will take place in your home. I will ask you the core question 
shown on the interview schedule you have received. During the interview I may take 
notes. These notes will assist me when I am writing up the research. 
 
I hope that I have explained everything to you concerning this research, if you have any 
other queries please do not hesitate to contact me at the above telephone number, I will be 
delighted to hear from you. I will return to the rehabilitation unit at any time if you, or a 
member of your family, or your carer would like me to explain any part of this research 
to them, if required. 
 
 
Looking forward to meeting you again. 
 
Gillian Conway



 
Appendix 6.   Interview schedule 

I will introduce myself to the participant, ask if this is a suitable time for them to partake 
in the interview, and I will explain why the research is being undertaken. I will request 
consent from the participant and permission to tape-record the interview, and I will assure 
their confidentiality.  I will remind the participant that any time he/she feels tired or 
uncomfortable to tell me and I will stop the interview immediately. I will thank the 
participant for agreeing to take part in this research. 
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            Prompts  
 

a) Try to imagine a typical 
morning/ afternoon/ 

           evening / night during       
           that period....  
          What sort of things    
          happened? 
 

b) Can you give me an 
example of what 
happened that made 
you feel that way? 

 
c) Getting back to your 

experiences.… 
 

 
d) Are there any particular 

experiences that stand 
out during that time? 

 
e) What about other 

things that happened? 
 

 
f) There is no right or 

wrong answer; I would 
just like to get your 
thinking. 

Core Question 
 
 

Can you tell me about 
your experiences on 

returning home, 
following your stroke 

rehabilitation? 
 
 
 
 
 
 
 
 

 
 
 

Is there anything else you 

would like to add? 
 
 
 
 
 
 
 
 
 

Thank you very much for 
participating. 

Probes 
 

a) What was that 
like?  

 
b) What happened 

then? 
 
c) Go on.......   
 
d) Is there anything 

else?  
 
e) How did that make 

you feel? 
 
f) How was that 

helpful?  
 
g) How do you 

mean?  
 
h) Tell me more. 
 
 
i) Are there any 

other reasons? 
 

j) Why do you think 
that happened? 

 
k) What did that 

mean to you at the 
time? 

 
l) What were you 

thinking then? 

 Adapted from: Macduff, C.N.  (1998 : 450) with kind permission. 



 

97 

Appendix 7.   Consent form 

Consent Form.       Researcher’s Address. 

 
To whom it may concern I        

willingly consent to participate in the research study exploring the lived 

experiences of the older person at home, following the stroke rehabilitative 

process. 

 

Signed:          

Date:       

 

 

The aims of this research are to examine my experiences during the transition to 

home following the process of stroke rehabilitation.  To gain nursing knowledge, 

understanding and insight into my experiences, following my stroke 

rehabilitation. So that this knowledge maybe used to inform nursing practice, and 

contribute to the rehabilitation experiences of the older person following a stroke. 

 

I have been informed of what the study involves, and I have volunteered to be 

interviewed in my home.  I am aware that I may withdraw from the study 

whenever I so wish.  I am also aware that the results from the study may be 

published and that my personal details will not be used so that all my rights of 

confidentiality will be protected. 

 

 

 

Signature of researcher.       

Date.      
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Appendix 8.   Field notes from the interview with Bruce 
 
Interview 1: Bruce   Length 24 mins: 58 secs  Date:24/09/02 
 
Bruce’s home was farmhouse that was surrounded by a farmyard and sheds, the ground 

was cemented and was sloped at various angles to facilitate easy animal access/exit to 

these sheds.   

I introduced myself to Bruce’s wife, son and another daughter who had been expecting 

me, I said hello to Bruce and asked how he was keeping since he come home, he replied 

that he was fine. Bruce was sitting by the lighted fire, on an armchair with an extra 

cushion to raise the chair height. I chatted with his family for some time (half an hour 

approximately) about the ploughing championships that were on at the time, and found 

out during this conversation that two of Bruce’s daughters were nurse’s, the daughter that 

was present was training to be midwife. Bruce’s son went out on the farm after a while, 

and his wife and daughter went into the kitchen, which was next to the sitting/dinning 

room where Bruce and I were, this was a spacious room, with a table and chairs at one 

end next to a window and also armchairs placed by the open fire, in one corner of the 

room there were stairs under which was a folded wheelchair (I wondered at the this time, 

did Bruce use the wheelchair much), and in the centre of one wall a door leading to a 

bedroom (this I deduced during the interview), there was another door leading to a hall 

with other doors off of it. 

Bruce suggested that he move over to the table as he felt that it would be easier to 

facilitate the tape recorder, he was able to get up unaided and walk across the room with 

the walking aid, Bruce chose to sit not on the chair by the table but on a commode chair 

with a lid on it and cushion on top, this was near at hand I helped to place the commode 

by the table, Bruce sat down and the interview commenced. 

I was apprehensive as this was the first interview, but tried to hide this. Bruce did not 

appear to be nervous, but I noted that his facial expressions did not change much 

throughout the interview only once when he smiled, he kept his hands clasped together on 

his knees most of the time. 

After three and a half minutes the phone rang in the background this was answered by 

Bruces daughter, but it did not interrupt the interview.  

I found it hard to concentrate on the conversation, take notes and keep the interview on 

track. But also found that Bruce wanted to talk about the day the stroke happened, and 
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described this in detail, he was very grateful to all the nurses, doctors, and 

physiotherapists etc who looked after him in hospital, but was more grateful to his family 

whom he spoke of with love and gratitude, he continues to do the exercises that were 

shown to him while he was in the stroke unit and returns to the hospital for physio once a 

week. During the course of the interview I asked Bruce did he have a wheelchair and did 

he use it, his reply surprised and worried me, as I felt that an assessment of his home 

surrounding should have shown that a wheelchair would be of little assistance to Bruce at 

home.  

Bruce had been to see his GP, and the PHN has called to see Bruce. 

Following the stroke Bruce found it hard to sit up, dress, swallow, eat and talk, his left 

side had very little power initially, holding a fork was the example used by me in this 

case and it was found to be a good one which could be used in future interviews. The 

interview ran for approximately 25 minutes, but the time spent with Bruce and his family 

was over two hours, I had brought biscuits as a gift for the family and tea was offered and 

accepted, I offered to make a copy of the interview onto a tape-cassette for Bruce and his 

family, they were all delighted with this offer, so I noted this to continue doing the same 

with subsequent interview participants.  
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Appendix 9. Project plan 
 

Time Frame       Activity 

 

March 2002    

       

June  2002 

 

July 2002 

 

Apply to Trinity College for permission to carry out proposed 

research. 

Contact Health Board and send the Ethical Committee a copy of 

the research proposal.  Meet with the Ethical Committee. 

Verify and clarify the approval to commence research within the 

hospital. 

 

 

 

July 2002 

 

Subsequently meet with staff members in the stroke rehabilitation 

unit of the hospital and explain to them about the proposed 

research.   

Ask to be informed of any patients 65 or over admitted following a 

stroke for rehabilitation, leave a copy of proposed research on the 

ward, also leave a contact telephone number with the CNM II. 

Visit the stroke patient’s admitted to the stroke rehabilitation unit 

in the hospital to explain the research, and to ascertain if they will 

consider taking part in the proposed research.   

 

 

 

 

 

August 2002 

 

Introduce myself as a staff nurse/researcher to all stroke patients 

without cognitive deficits or dysphasia, admitted for rehabilitation.  

Explain fully the research to the patients, families or carers and ask 

the patient if they would like to participate (Appendices, 2, 3 & 5).  

Consent verbally and in writing any patient wishing to take part in 

the research prior to their discharge home (Appendices 4). 

Contact the consultant to inform him/her of those willing to 

partake in the research, also confirm that the patient has no other 

medical reason that would preclude the patient from taking part. 



 
 

 

 

 

September 2002 

 

Commence a small pilot study of two patients to test reliability of 

the research question. 

Contact patients who consented to the research in their own home 

approximately one week following discharge, verify consent and 

arrange an interview place, date and time during the second week 

succeeding discharge that will suit the patient. 

Conduct taped interviews utilising interview schedule (Appendix 

5) at the pre-arranged place, date and time. 

Commence ongoing data collection until data saturation and 

continue interviewing until data saturation is attained if possible. 

 

October 2002 

 

November 2002 

 

 

December 2002 

 

Listen repeatedly to the taped interviews to gain insight into the 

patient’s experience (imaginative listening). 

Transcribe interviews onto a word processor and save in ASCII 

format; the researcher will then include observations of patient’s 

mood, expressions and gesticulations (field notes). 

Analysis data into meaning units and theme clusters , utilising 

Colaizzi’s methodology and the computer package ‘Word’. 

 

 March  

 

 April 2003 

 

 

Stop recruiting new patients. 

Revisit all participants’ of the research study to verify the accuracy 

of transcripts from the data collected. 

Analyse data to code data segments into key themes. 

 

April 2003 

May 2003 

June 2003 

 

Draft research report. 

Review with Supervisor. 

Submit to Trinity College, and to publisher. 
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Appendix 10. Statement of resources 

Resources required       Cost   IR € 

 

Digital tape recorder with microphone IR€350.00  

 

Smart Media 64 mb memory card  

that stores 10 hours of voice recording  IR€60.00 

 

 Personal Computer researchers own Nil 

 

31/
2

” Computer floppy disks 

20 X IR€3.00 each IR€60.00 

 

Travelling Expenses IR€250.00 

 

Telephone Calls IR€40.00 

 

Secretarial Support 

60 hours @ IR€15.00 per hour IR€900.00 

 

Miscellaneous: 

Boxes of chocolates/ Biscuits 

Batteries 

Printer cartridges/ Pens 

Photocopying 

Paper 

 

 

 

 

 

IR€200.00 

Total 

 

 

IR€1,860.00 
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1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 

GC = Researcher 
G    = Gordon  
GC As you know from are previous meetings at the hospital, my name is 

Gillian Conway.  I hope this is a suitable time for you to take part in 
this research interview, which concerns your experiences on returning 
home following your stroke rehabilitation.  I would like to confirm 
that you have given me your written and verbal consent to conduct and 
tape record this interview.  I also want to assure you that this interview 
is confidential and if at any time throughout the interview you feel 
tired or uncomfortable please tell me and I will stop the interview.  At 
this point I would like to thank you for taking part in my research 
study.  I will ask you the research question now.  Can you tell me 
about your experiences on returning home following your stroke 
rehabilitation? 

G Certainly. 
GC What were your experiences? 
G Oh, when I got the stroke? 
GC Yes. 
G Well, I was here and I was taken into hospital, [Hospital A] and then, 

on the first or second day it didn’t matter to me, but the next day it 
dawned on me how serious this was and I started thinking to myself – 
how do you get out of this?  Then I was having to ask for assistance to 
go to the toilet and all that.  It was awful, really awful, and eh I 
became very depressed, always looking forward to someone coming 
out to see me and I was very worried about my wife, she wasn’t too 
well at the time and she used to come out to me.  It was an ordeal to 
come from here to the [Hospital A] on the bus and having to change to 
a different bus and all that.  However, when they came in I used to be 
happy and I thought well, but then I used to get melancholy again, 
when they were gone, and looking at myself and thinking – I’m just 
lying here now, you know. 

GC And you had no power. 
G On my right hand side, my leg. 
GC And your swallow? 
G It was bad also.  They gave me the thickener, whatever you call it, the 

food, it got mixed into my tea, my meals and all that.  But the awful 
thing about it was, I was 17 days there, and the awful thing about it 
was I was never used to a hospital like that and being taken out of bed 
and taken to the toilet. 

GC You had lost some of your independence. 
G I’d lost it all. I couldn’t get out of bed. Everything was gone and I just 

found it very embarrassing, having to be carried out to the toilet.  A 
man lifting me out of the bed and carrying me out to the toilet, you 
know.  Then I went over to [Hospital B].  I think I was extremely 
lucky there because there was a doctor there, I think he’s the Registrar 
in the [Hospital A], and he used to come in visiting me and he told me 
he’d written to [the consultant] and that he mentioned me.  Once or 
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 twice he came back to me, I thought it was gone then you see, but 
once or twice he came back to me and said – I’m still waiting for word 
 from [the consultant].  Eventually, this doctor came to me one day and 
she had a questionnaire and she took all the particulars from me. She 
asked me then would I mind going on an anti-depressant tablets.  I 
said how long would it be?  She said about 6 months.  Well I knew I 
definitely I wanted that, but I thought it would be addictive.  I’m still 
taking them.  She examined me and all that, and in about 2 or 3 days I 
was sent for in physio. I was told by the Sister in the ward to come up 
straightaway.  They told me the ambulance was coming out and it 
would take me to [Hospital B] to the stroke unit. 

GC   And how did you feel about that? 
G Sure I was really thrilled.  It was 3 days afterwards and the anti-

depressant tablet was given to me the night that that doctor was there.  
She was from [Hospital B], from [the consultant], you see.  She comes 
over and examines the people.  So she gave me the tablet and 1, 2, 3 
days after that all my depression left me. 

GC That was great. 
G Oh yeah.  I was elated then and I know I used to have a great tendency 

to cry or laugh. 
GC And that went with the tablets. 
G It went with the tablets.  It took it all away.  So then I was sent over to 

[Hospital B] and eh, it settled from then on. 
GC And when you were in [Hospital B], could you go to the toilet 

yourself?   
G Oh yes, I used to go, yes, I used to get a nurse, she would bring me to 

the toilet.  I started to get a bit of feeling back in my leg and I was 
able, with the help of the nurses.  She was right beside me at the toilet 
and when I was ready I’d ring the bell and she’d take me back again.  
That was for about 2 days.  I went in on a Monday.  I was resting 
Monday, I was put in the bed.  I was resting Tuesday, and on 
Wednesday I started the occupational… 

GC The occupational therapy. 
G The occupational therapist came then and I started shaving myself and 

washing myself and learning how to put on my clothes, and they 
taught me how to do all that. 

GC And did you manage. 
G Oh, I did, in two or three days I was able to look after myself.  At one 

stage they took me over to the wash hand basin and took me back and 
brought me over to breakfast. 

GC And they taught you how to shave with your left hand. 
G Oh yeah, with my left hand.  Well, they didn’t teach me, but they 

watched me while I was doing it, then putting on my clothes, but 
sometimes, as will happen, I would put the wrong leg into the pants or 
the wrong arm into the jumper. 

GC That happens to the best of us. 
G Sure it does.  So anyhow I got along fine with that, and then without 

any hesitation they started bringing me up to the gym. 
GC For physiotherapy. 
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G Yeah.   So I used to spend half an hour maybe, for the first week, and 
half an hour in the evening, and then it went on to an hour in the 
morning and then at 2 o’clock I’d go for another hour.  So they were 
doing all the wonderful things with me, with this leg, and they put two 
kilos weight on it to build the muscles and all that and the nerves.  
And I was on the bicycle.  They have marvellous things there, you 
know, and they tell you the percentage of this leg (pause), and the 
percentage of this leg was (pause), You finish that and you do your 
arms.  You do 20 minutes. 

GC On the pulley thing, is it? 
G No, not a pulley, what they call a bicycle.  I just stay on there, my 

hands are going and the machine works and my arm starts going then, 
and the same thing with my feet.  I have to push with my feet, but the 
machine is making me go.  So I got on wonderful with that, and as 
time went on I had to walk the bars.  Then as time went on again, I go 
up the steps.  There’s three different (pause).. 

GC Levels. 
G Three levels, you see, and little boxes.  You put them down and you 

learn how to put one leg up and one leg down and backwards and 
things like that.  Then you go to second level and the third level.  It’s 
tiring. 

GC And when you came home then, how did you manage? 
G I came home then and I found it a terrible change, desperate, desperate 

change. 
GC Tell me about that. 
G Well I realise now, I had professional help in the hospital, 24 hours a 

day, and then I came home and my wife, was the only one here.  So it 
meant that I had to ask her for everything now.  I couldn’t do anything 
to help her.  I could do nothing.  That annoyed me, it kind of upset me, 
but eh, the second day I came home, as I told you, I came into this 
room and this chair was in my way, which wouldn’t happen in the 
hospital because you’ve plenty of space.  Then I pulled back the chair 
and had a fall and hurt my back, but the nurse called in and all checked 
out. 

GC And how did you get up off the floor? 
G I had to send for two people, the man next door and a friend.  From 

then on I had to be extremely careful because this foot is numb, you 
see, I can’t feel anything in that foot and that’s how I do miss my 
steps.  I never go out, only to walk to the front door and back, and 
sometimes you leave this foot behind you. 

GC Because you don’t know where it is. 
G No, you put this one forward and then this one doesn’t move at all, 

and that’s where the danger is and I’d be afraid of walking on the 
concrete.  Even now, and for a couple of weeks still I’d be afraid of 
going out, unless I improve a fair bit, you know. 

GC Do you go to physiotherapy still? 
G I go twice a week, Tuesday and Thursday, and I do between an hour 

and an hour and a half. 
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GC Does the bus pick you up? 
G It does, it picks me up from the door and the man collects me, takes 

me by the arm and brings me onto the bus, brings me over the hospital 
and takes me out of the bus and to the physio, leaves me at the door 
and I go in to the girls then. 

GC And your tablets?  Do you look after your tablets? 
G Oh, I do now.  The nurse comes around, I couldn’t do that now 

myself.  The nurse comes around and makes out my week’s tablets. 
GC In little pots.? 
G Yeah, that’s right, and it’s OK now, I can move from here to there and 

catch the sink and all that.  I do forget at times and I think I’m getting 
up like I used to.  Nowadays it a good job the sink is there… 

GC To hold on to. 
G Yeah, (laugh) because I have to hold on just to plug in the kettle or 

something. 
GC Oh right, and have you made a cup of tea? 
G Oh I have, I can do that.  You see the work bench and all that, I can 

walk along that and push it against my body and plug in the kettle.  
Every night [my wife] has my tray ready, with orange and bread and 
jam, the bag in the cup and all that.  When I come out the kettle’s full 
every morning and the first thing I do is plug in the kettle.  Then I pull 
my chair over near me and I take out my tablets and put them into the 
dish.  Then I put those over while I have my tea.  That’s how I get on.  
I don’t do any more after that.  [My wife]  has to come out then and do 
the washing up and things. 

GC Then you dress yourself. 
G Oh yeah, sure.  Most mornings, well, every morning really, I dress 

before I come out.  I have the hipsters, I make sure they go on first 
thing in the morning, the very first thing you do, because I put those 
on you know they help you if you have a fall.  So I do that, and then, 
you see Friday is a day off for me, a complete day off.  Monday is OK 
too.  Tuesday then, when I get up, I shave the night before, a very 
close shave, so I’ll be OK for the morning because I don’t want to be 
rushing in the morning, I have to take things very easy.  I go out and 
dress myself and do the usual things.  I only have to wash my face and 
hands, take my tablets and comb my hair and I’m already dressed so 
I’m all ready for the man coming at 9 o’clock, ‘cause I usually get up 
at 7, to give myself a head start.   

GC And your meals, does [your wife] cut your food?  Or can you manage 
with your hands? 

G No.  In the hospital now, we get our lunch in the hospital on the days 
we go over, the girls know there that they cut up the meat for me.  Up 
in the community hall here we get our lunch three days a week, and 
the other four times we send out to [the local shop] and they bring it 
down, or someone will collect it. 

GC That’s a good idea. 
G No fire lighting, no cooking, no gas, no nothing.  It saves everything. 
GC It’s much safer too. 
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G It is, yeah, I’ve turned off the gas because [my wife] is forgetful, so I 
turned that off altogether. 

GC And  your home help comes how many days? 
G She comes every day, for an hour, and three days for an hour and a 

half. 
GC And you haven’t gone upstairs? 
G Oh no. 
GC So your lifestyle has changed. 
G Oh completely, oh absolutely changed.  Things are hard, to keep 

everything going.  I used to go into town every morning, I’d go to 
Mass first thing, then I get all the groceries, whatever we want, bring it 
home and I come home on the half twelve bus.  It gave me about two 
hours, doing the different things. Then I came home and put on the 
dinner. 

GC So now that’s all gone. 
G That’s all gone, yeah, I have spare time now, time on my hands. 
GC Do you read? 
G No. 
GC Do you read the papers? 
G No. 
GC And do you think about the future much? 
G Well, I’ll tell you what I think about the future.  As far as I’m 

concerned, it’s in God’s hands.  I don’t make any arrangements, I live 
for every day and then tomorrow, just carry on as I am today and I’m 
very happy to be like that. 

GC That’s a good way to look at it.  Did the occupational therapist come 
and look at the house? 

G Oh, they did, yeah. 
GC Did they change anything?  Or advise you? 
G I got the bed brought down and all that and they gave me a bed lever. 
GC To pull you up. 
G To get out of the bed, and they gave me one on the wall when I’m 

going to the toilet.  I can get up lovely now with this bed lever.  
They’re a marvellous thing altogether.  The only thing is that I’m 
getting a sore from leaning on the elbow now. 

GC Leaning on the bed. 
G Yeah, all this time, but other than that it’s a marvellous thing.  But 

then we used to always go to bed around 12 when we’d see the last 
show.  There’d be other shows but we wouldn’t stay after that.  Now I 
go to bed at half nine. 

GC Are you sleeping well? 
G I’m sleeping OK, I’m asleep and awake.  I get about three hours’ 

sleep, then wake up, turn over, go off again. 
GC That’s good. 
G So that’s it. 
GC Is there anything else you’d like to tell me about? 
G Well there’s nothing really.  That’s exactly the way things are with me 

at the moment. 
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GC And your experiences, do you think you would have done anything 
differently?   

G They couldn’t have been better, extremely, yeah, extremely.  I don’t 
think I would have been able to face it if there wasn’t 
everything…support.  What I have now at the moment, only people 
might say that’s not much, but to me it’s massive.  I can’t go out, you 
see.  I’d like to be able to go out.  Going to the hospital now, the man 
collects me at the door, brings me to the hospital and brings me 
straight back into my chair. 

GC So that’s the only outing you get from the house. 
G That’s right. 
GC Going into the hospital. 
G Yeah, and now you see I have an appointment with an[other 

consultant], on Wednesday.  They said they’d ring me, that might have 
been her this morning on the phone.  I wanted to tell them I wouldn’t 
be able to go because I couldn’t have somebody with me, to walk me 
to the front door, to get into the car and take me out of the car and 
bring me into the clinic.  You see they would still have to wait with 
me at the clinic, and bring me back home.  Then I’d have to get 
someone with [my wife], I couldn’t get talking to [the consultant].  I 
have to ring the [Hospital A]. I was to go out tomorrow, the 26th I 
think, to check my pace-maker. 

GC You have a pace-maker. 
G Yeah. 
GC How long have you had that? 
G Since 1999, so I rang the girl and told her there was no way I’d be able 

to manage to get there.  I could get out there but you see I couldn’t 
manage. 

GC So you’ve no one to stay with you. 
G That’s right, I couldn’t get down to the offices, you know.  I’m very 

nervous about walking, unless, this foot, the splint comes out and I can 
feel where my foot is and that’s OK, I can walk all right, as long as I 
don’t leave this foot behind me.  I’m afraid of my life that I’ll get a 
fall. They kept on preaching over in the hospital, you have to be 
careful, you have to be careful.  So I said I just can’t go out there onto 
the concrete road and path and maybe get a fall.  That’s my whole 
worry now. 

GC That’s your main worry, is that you might fall. 
G That’s it, that’s right, because of my foot, as far as I know I can’t feel 

it, but I’ll work away, put this leg out there, and this one isn’t coming 
at all. 

GC Can you tie your laces, no? 
G No, they’re elastic.  They gave me elastic ones. 
GC Oh right. 
G I don’t bother, they are short. This one, all right, but I’m using this 

more often. 
GC You’ve a splint on your foot. 
G Yeah, having to take off my shoe and all that, that’s why I leave that 

one open. 
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GC So you’ve one open. 
G Yeah. 
GC The elastic laces are a good idea. 
G Marvellous, wonderful, yeah, and when I go over to the hospital the 

girls usually tie them up on me again and I’m trying to get this thing 
off. 

GC And you can’t undo it. 
G Look, all tied up. 
GC All tied off.  They don’t fall off when they’re open like that, do they? 
G Oh no, oh no, not at all. 
GC You wear the splint all the time on your leg. 
G All the time, yeah, except going to bed, then I take it off.  They told 

me I have to have it.  I’d get a very bad fall if I didn’t have the shoes 
on all the time. 

GC Your foot would slip. 
G That’s right, so one of the first things I do every morning, they have to 

go on, then I can stand.  If I, even on the carpet inside, with my white 
stockings, I can slip, it can go away from me. 

GC Is there anything you’d like to add to the interview? 
G No, I think I’ve told you everything now, everything I thought of and 

everything I knew happened to me. 
GC Would you like me to send you a tape of the interview? 
G Ah, you don’t have to. 
GC But I will if you would like one. 
G OK, OK so. 
GC And thank you very much. 
G That’s OK. 
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GC = Researcher 
A = Alan 
GC As you know from our previous meetings at the hospital, my name is 

Gillian Conway.  I hope that this is a suitable time for you to partake 
in this research interview, which concerns your experiences on 
returning home following your stroke rehabilitation.  I would like to 
confirm that you have given me your written and verbal consent to 
conduct and record this interview. 

A Yes 
GC I also want to reassure you that this interview is confidential and if, at 

any time throughout the interview, you feel tired or uncomfortable, 
please tell me and I will stop immediately. 

A Yes. 
GC At this point I would like to thank you for taking part in this research 

study. Now I’m going to ask you the research question.- Can you tell 
me about your experiences on returning home following your stroke 
rehabilitation? 

A Yes, I would say the most important thing that happened was 
something that didn’t happen.  I was really terrified of the moment 
when I would be alone, absolutely alone and I had, I had visualised it 
in great detail and I was eh eh just alone, totally alone and being in 
bed and em just away from all the support that I had before, but I 
have to say that I had a fire on here a natural, old-fashioned fire, and 
that was a very good move because the room was warm, but as well 
as that I had the comfortable feeling just because the old-fashioned 
fire… 

GC Did you find it welcoming? 
A I found it very welcoming to have a fire on and it, I found that I was 

not afraid as I expected.  On the contrary, I was pleased with myself 
and pleased that I had successfully made the transition.  And another 
aspect of my situation was that for a few weeks after having the 
stroke I had a bowel problem, and for some reason I do not 
understand, it may be just temporary, but the first few days here I, I 
didn’t have that problem, even though I didn’t take any bowel 
medication.  That was the positive side.  I’m not sure how permanent 
that is, I don’t know, but em, basically… 

GC Are you eating better since you came home? 
A I’m eating food I want to eat, I’m getting individualised cooking here 

and, em, everything has been going well I would think on the whole.  
I, I don’t know about the future, and, but I just take it step by step, 
and the first step, the transition from hospital, to being alone has been 
very successful I think, and I was surprised that it was so successful.  
It was, I got a lot of support, but inevitably the moment came when I 
was alone and, but, em… 

GC Were you frightened? 
A I wasn’t frightened.  I expected to be very frightened, but I was not.  I 

felt comfortable, relaxed.  I did not expect that, but sometimes one 
can’t predict how one’s going to react to situations. 
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GC And did you manage to get yourself to bed? 
A I got myself to bed and I was warm.  Another thing too, the house 

was warm and nice, the bedroom was warm and I had a warm bed 
and, eh, a few things which I did not expect so much, em, everything 
was organised and eh, everything was very comfortable.  No, I was 
delighted with the transition.  My impressions were, I felt 
comfortable and it was a very good transition.  It could have gone the 
other way.  I had visions of things going wrong, you know, but 
everything, everything went well.  I would say it was due to the very 
good support I had before coming here, and also too, an unpredictable 
element that I could not, I reacted better than I anticipated.  I mean, it 
was just unpredictable.  I was terrified.  I could say I was terrified of 
the moment of being alone, but when it came I felt quite comfortable, 
and I was feeling very comfortable I would say. 

GC So, your hospital stay, did it prepare you for this transition? 
A No, it didn’t.  You see, I think my hospital stay, and that includes two 

hospitals, it em did not, and you see it, I got conditioned to a certain 
way of life where there was someone with you at all times and a very 
controlled, safe environment.  Sometimes, you know it was a very em 
predictable environment and em, I was surprised, very, a good 
surprise that I had an easy transition.  It could have gone the other 
way I think, you know.  If a few things had been different, I could 
have had a panic reaction, but I did not. 

GC Your medication? 
A Yes, well, em, the medication, em, the em, one thing about my 

medication has changed, in that em, up to now, I have been taking 
very little of the bowel medication.  I had a bowel problem and I 
seem to be, the last few days, I have been pleased with that part of my 
situation.  I’ve been eating very well. 

GC Your swallow is… 
A My swallow is fine.  I, em, I think I have some problem and I think, 

looking to the future, a big problem for me will be is how I utilise my 
time.  I have to have, I have to have an objective, but I think the 
objective has to be realistic and I think some of my, what was true a 
few months ago is not true today.  I don’t think, I don’t seem to have 
the powers of concentration I once had.  I seem to be, I notice in my 
reading, and I read a lot, I keep picking at things a little bit.  Reading 
a bit of this and a bit of that. 

GC Do you think it’s your focus on what you’re reading? 
A Well, before I, I, I was making heavy demands on myself, but now I, 

I’m kind of just reading a little bit of this, a little bit of that, and re-
reading some stuff, but I think, em, I don’t know about my future.  I 
know that the transition has been relatively good, which is the main 
thing, but I, I can see problems coming in the future.  One problem, 
too, perhaps I should mention is that I, when I was in hospital, I was 
very fortunate to have a lot of visitors, a lot of visitors, and so 
sometimes I would have more than one person and em, this was a 
great support to me.  I talked a lot, and different kinds of people. 

GC Your speech is very good. 
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A My speech, my speech, which was the most obvious symptom, it had 
improved a lot, and eh, but I found, I found em all the visitors I was 
having was very, was wonderful, I enjoyed, it was a kind of social 
occasion as much as anything.  I got so many visitors coming and we 
such long, interesting conversations. 

GC And that helped your speech. 
A It was, it was a great help, but I think I’m into a different situation 

now and I would still be optimistic but I think I will have some long-
term problems, inevitably, but I’m not thinking about that really. 

GC Do your visitors come to your house? 
A Some visitors come, em.  I have a cousin, one cousin, who comes, he 

organised the heating.  He’s a regular.  I have a friend whom I used to 
work with, she comes regularly and we talk about things, but I am, I 
haven’t notified people where I am or anything, yet.  I just know 
em… 

GC You want to get used to being at home. 
A I was just, I thought I would take my time.  I don’t know, em, about 

the future.  I, that is an unknown, but basically I think the first few 
days anyway have been very good, in that I have been feeling good, 
sleeping well, eating well, and digesting well, and better than, and I 
did not have this moment of terror which I had anticipated. 

GC And do you envisage yourself going outside? 
A I envisage myself going outside, yes. 
GC You haven’t ventured yet. 
A No, I think, you see, there is no shop just nearby.  There are some a 

bit further away, but I think, eventually, anyway I will be driven to go 
to the shop because I will need to buy a newspaper or something. 

GC Who does your shopping at the moment? 
A Well, at the moment I should say, I, I, I have the support of an 

agency.  This is a small company that specialises in helping stroke 
patients and they have a lot of experience and it is very individualised 
help and they’ve been wonderful and I, I felt that I had their support.  
And then I’ve had wonderful support from friends and relatives and 
everything, I have been very fortunate, but I, I think I have problems 
in the long-term, but I’m not… 

GC What kind of problems? 
A Well, you see, my problem might be that my, I can’t maintain the 

former lifestyle.  I was living as if I was a young man, but at the age 
of 67 it’s not possible, you know.  I was living like a very young man.  
I had no, I did not have any thought about health or anything like that.  
Now I have.  I’m taking a lot of medication and stuff.  I have to, I 
have to have a different lifestyle, but that is a more long-term 
problem.  So far, I, I have made a good transition and it has been 
partly due to the good support I’ve had. 

GC Right. 
A And partly due to just good luck, in that sometimes, you expect the 

worst but the worst doesn’t always happen, fortunately, and the worst 
in this case did not happen.  It was, I was surprised that this moment, 
the dreaded moment when I would be alone, did not prove to be too 
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terrible.  It was just, I was thinking it was just a blessing, or it was not 
something that I could have anticipated.  I could not have anticipated 
it. 

GC Right.  So you came home and the fire was lighting. 
A Yeah, the house was nice, cheerful, and I was warm and there was a 

natural fire and that was a big factor.  I felt everything was under 
control. 

GC And who was here to meet you? 
A Well, I came with somebody from the agency, and I really, I was 

supported at every stage.   I think I got tremendous support and, em, 
telephone calls and great support, but the most important thing was, I, 
eh, I was surprised at my own reaction, I had expected I might be 
terrified, really terrified, but that did not happen, thank God.  I think 
that was something that was unpredictable.  It was just unpredictable.  
Sometimes things can go good, better than one expects.  Sometimes it 
happens. 

GC And are you still reading? 
A I am not, I have been reading but not very seriously, re-reading some 

stuff, bits and pieces.  I, I don’t know that I have great powers of 
concentration.  I think that, em, that is for the future, and, no, I have 
been feeling very well and everything has gone better than I expected, 
so far. 

GC Good.  Is there any particular experiences that stand out in your mind, 
maybe since you came home? 

A Em, not, well, there was just the big things, I’m repeating myself, the 
big thing was that the worst didn’t happen.  That was the big thing, 
and em, I em… 

GC The next morning, how did you feel? 
A I felt well, and I have a bedroom just near the main room here and I 

spend a lot of time in bed listening to the radio, it’s kind of company, 
and I have not, I get up in slow, slow stages.  I put the heating on and 
I don’t get up until the room has warmed up a bit. 

GC I see. 
A But everything has gone better than I expected. 
GC I know you were worried about coming home. 
A I was very worried.  I think I can say I was terrified.  I’m not 

exaggerating, I was terrified, and I did not tell people because I 
thought that would make it worse for myself.  I thought, em, that if I 
just do and forget about it, and sometimes if you talk about 
something, you can make it worse. 

GC The heating was put in while you were in hospital. 
A It was hard work, I should say I live alone and the house, before I 

went into hospital, was in a desperate mess, it really was an incredible 
mess, but work had been done on it and when I came back home 
everything in the house was clean and tidy, there was heating and it 
was pleasant and light and em, I was very fortunate. 

GC It’s very nice. 
A ‘Tis nice, em, but I would say I had great support, great support.  I 

had several welcoming phone calls and things like that you know. 
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GC What do you, your experiences of your stroke, what do you think 
about?   

A I suppose that I do, em, I am slightly worried that I will not be able to 
pick up my former lifestyle.  I think that would be unrealistic.  I’m 
worried about, I am worried about em how, how I will live in the 
future, and by that I mean that I, I want to have some objectives.  I 
can’t just live from day to day with no plan, nothing. 

GC You want something to look forward to. 
A I want to have some objective and I have always been a keen student, 

but I, I don’t want to have, I sometimes try too hard, my objectives 
are too high and I think I will have to accept that I’m not as young as 
I once was and find some, some em more realistic objective. 

GC Your mood? 
A Eh, well, I have not, I would say perhaps that I em, my moods have 

been quite good, but I don’t know about the long-term position, I 
don’t know.  I’m kind of a bit worried about the long-term position. 

GC You said to me that when you were in hospital you sometimes laugh 
inappropriately.  Has that ceased? 

A Eh, yes, I forget the exact context in which I said that.  Yes… 
GC You might be having a conversation and… 
A Yes. 
GC And you might laugh… 
A Inappropriately.  Yes, I think I was thinking about, I notice some 

changes in myself and I’ve been reading a leaflet about strokes and 
they use the phrase “emotional mobility” and I notice myself that 
sometimes I was getting emotional about people, say nurses in the 
hospital, in a very inappropriate way, and em, that, and then 
sometimes if a joke was told or something, I notice I could not stop 
laughing.  It was not so very funny, but I, even a small joke, I think I 
am doing that less now.  I don’t seem to remember doing that.  No, 
but I did notice this emotional thing, but I think I haven’t noticed it so 
much recently.  I don’t know about that.  I think, I could see myself, 
one thing I would be worried about, I could see myself getting 
depressed very easily in that I need to have… 
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GC Something to occupy yourself. 
A A structured day centred on some activity which I want, some activity 

which I would choose, obviously, but I’m not too sure about my 
future and I worry about that. 

GC So a typical day, [name], have you… 
A Well, typical[ly] before, I was very athletic before I had the stroke, I 

was very athletic.  If the sun was shining I was out walking, every 
day, and walking, I used to walk miles.  Now I don’t see myself 
doing that and I, I have not been getting used to the idea of going out 
really.  I don’t know where to go to.  There is no little shop or 
something here, it’s all rather far away so I have, em, so I have not 
got a routine.  I need to develop a routine to get me out of the house 
and… 
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GC Would you think initially of getting someone to walk with you? 
A Well, that, I think, would be essential.  I just, I just em, I need to, I 

would hope so.  I have friends who could take me for a bit of a walk.  
In fact, I hope that, because I can see that if I, I kind of, I feel safe and 
protected in my own space.  My own space would be my room in the 
hospital or my room here, but I kind of, I’m slow to move out of that 
space, you know. 

GC I get that feeling from you. 
A There’s a big difference between my own space in which I feel that’s 

my space, I feel safe. 
GC Safe. 
A Safe, and then the unknown space I don’t know about it.  I have, I 

have, that is, I have not developed a routine for extending my space. 
GC Physically, your hands, your legs, you have no weakness. 
A No, to my knowledge, I have no weakness anywhere, no I have not. 
GC Just your face.  Well, your face is much better than initially, but your 

speech was the main problem. 
A My, my, I think… 
GC And one of your hands. 
A I think my hands, em, I em am not conscious of any obvious 

weakness in any part.  The only thing that was very perceptible was 
my speech, initially.  My [speech] was very disturbed, but I em I’ve 
been talking a lot and em I think em I have become, my speech has 
improved a lot, but I, sometimes I feel my voice has changed in that I 
have a different manner of speech now and em I seem to have got a 
new personality from the speech perspective in that I em I think I 
have got an old man’s voice now.  Some people tell me that’s 
nonsense, but I feel I have got a rather boring, old man’s voice. 

GC No, I don’t think so (laugh). 
A For my speech, I had a nephew a few days, not here but in the 

hospital, and I asked him did he notice anything different and he did 
say my speech had changed, which I could, I guessed that myself.  
There was a change in my speech habits, or speech personality.  He 
noticed that, and he had, I don’t think he had any great knowledge of 
my situation you know, but he did notice.  The voice he was 
confronted with was an unknown voice and I felt that a bit.  I had… 

GC And does that bother you? 
A That doesn’t please me.  I would prefer him to have said everything is 

exactly the same, your voice, but he did notice a difference and I 
think a new voice has appeared on the scene and… 

GC And you have to get used to it. 
A Well, I hope that the new voice will be replaced by the old voice as 

soon as possible because I don’t like the new voice.  It’s the old 
man’s voice and I, it’s, I hope, I would like the younger voice to 
come back, but that’s not a major problem but I was disappointed 
when he immediately picked out the voice as being different, 
straightaway, because somehow I had acquired a new voice.  I hope, I 
prefer the old voice. 
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GC The occupational therapists in the hospital, did they help you with 
your speech? 

A They gave me some speech exercises to do, and I found it difficult to 
do them myself, so I met up with a person from another country, from 
South Korea, and this lady had problems with her English, in 
pronunciation, and I was correcting her speech and I noticed that I 
had a bit of difficulty in, in, in enunciating some things as clearly and 
distinctly as I would like.  I, first of all, I thought these speech 
exercises are nonsense, I don’t need them, but I soon discovered that I 
did need them and my voice was not quite as precise as before, you 
know, and so I found them useful, but I’ve been talking a lot, more 
than, and I tend to, in a group, to be talking non-stop.  I mean, I tend 
to talk more than… 

GC And do you write? 
A I have not been writing, no.  One time I was afraid that I had lost my 

power of writing, but somebody I knew had lost the power of writing 
so I was afraid and I began writing like mad, writing thank you letters 
and so on, but no, I have not been writing recently. 

GC Has your writing changed? 
A I think my writing has got a bit worse.  It was never good because 

before I got the stroke I was a keen student of Russian, and in 
Russian you have another alphabet and another written alphabet and 
between all these things my writing got worse.  I’d say my writing 
has got worse, but em… 

GC You don’t think it’s because of the stroke it got worse. 
A Em, no, I think the stroke didn’t help, but I think it’s just a 

combination of several factors that em.  My writing was bad before 
this and it seems to be worse, but em I wouldn’t say it’s a result, it’s a 
combination of factors and em I don’t think that’s a major problem.  I 
don’t think, unlike this person I was telling about, I don’t, it’s, I don’t 
have any particular problem writing.  It’s just, I’ve just got sloppy 
and my handwriting.  I wrote a lot of thank you cards and I noticed 
my writing was so bad that sometimes I thought I was ashamed to 
send the card. 

GC Did you send them? 
A I sent them, yes, but it was just the writing was so bad and that I 

thought some people would think this is strange, you know.  No, my 
writing has got bad, but not eh not in any very serious way and I 
don’t have a … 

GC And physiotherapy? 
A I, I don’t think that I need physiotherapy at this point.  I could change 

my mind, but I think I need to develop normal skills, walk around, 
and gradually normalise. 

GC Have you been to your doctor since you came home? 
A I have not seen my doctor since I left the hospital. 
GC Your tablets? 
A The situation with my tablets is I’m developing a routine in that in the 

midday period when I have somebody coming I take the majority of 
my tablets, and then, and then last thing at night before retiring for 
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sleep I take some other tablets you know, but I have a kind of routine.  
It’s em, em, it’s again developing a routine, I think. 

GC Who will fill your prescription?  Will you go to the chemist? 
A I will have to go to the chemist with somebody, yes. 
GC Yeah. 
A But I think I haven’t come to that stage yet.   We have tablets, em, I 

haven’t gone to the chemist yet. 
GC You hadn’t thought of that yet. 
A No, because I em, I’m getting a lot of help, and the person who is 

helping me will take me to the chemist and I have got em, I have got 
a card. 

GC Medical card. 
A Medical card for prescriptions, so em I’m hoping that should bring 

me out in less than a week. 
GC Cooking your meals. 
A Yes, as I said, before I left the hospital I made an arrangement with a 

firm and this firm em looks after people living alone who need help. 
GC And how do you feel about people coming into your house? 
A Well, you see, eh, I am delighted with that, and they’re all friendly 

people and em I am delighted with it because I have been getting 
individualised cooking.  As I’ve had a kind of bowel problem and so 
on, I think, and I’ve been told it’s essential to eat well and eat 
normally, and that is what I am doing.  I have to do it, obviously. 

GC And you like what’s being cooked. 
A I like what’s being cooked and I’m being looked after, but I need this, 

I feel I’m getting individualised cooking. 
GC And before your stroke, you cooked your own meals? 
A Well, before I had the stroke, I was very, I was moving around the 

whole time and I used to have breakfast in a pub or something and 
lunch in another pub, but I always used to eat well.  The food, I 
would be selective, but it’s possible in a city to find places that are 
reasonable and I sometimes used to like to meet people out, you 
know, some places, I would make the point of meeting people. 

GC Would you meet people every day? 
A Not every day, but I used to meet some people once a week and …. 
GC And now, do they call to the house? 
A They have not, I should phone them and so on, but I haven’t done so.  

No, I have not.  In a way I kind of think I need to establish, re-
establish contact with people, on a new basis. 

GC Right.  And em, when you went out for food, em, you walked and … 
A Yes, I would have, I liked eating in pubs, not restaurants, pubs, 

because I like casual style eating.  I don’t like very elaborate 
ceremonies of eating, particularly if you’re sitting there alone, you 
feel the waitresses are watching your every mouthful and you don’t 
feel comfortable, so I would like casual style eating and I would like 
to eat in a place where I was known and would be meeting people and 
where I would feel, but I would certainly be always very selective.  
But it’s quite possible now to eat quite well in various places around 
town. 
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GC Yeah, and you walk to and from the pub. 
A I used to walk a lot.  I think em that will be a big step forward for me 

in that, if I, the day I start walking around, comfortably walking 
around, that will be another step forward, because if you can walk 
around, you can go and get a newspaper, some fruit, go and get little 
extras, and you can maybe meet someone on the way, you know, 
there’s a whole new dimension. 

GC It’s a social aspect. 
A Yes, it’s a social aspect, yeah, and I, I became, I was always in public 

the whole day long.  Maybe I did not like being by myself very much, 
I was so often in public places. 

GC And now you don’t want to go backwards. 
A I’m just temporarily, I hope just temporarily, I’m just taking, I have 

not been walking but I think it would be very important to establish, 
to extend my range.  I’ve got this feeling that this is my place, one 
room, and I don’t want that, but I think I have to extend my range so 
that… 

GC Do you think you’re still a bit institutionalised? 
A I think so, yes, in that I kind of, I, I see one space as mine.  It’s not 

more than one room really, and then I tend not to move out of that 
space.  I’ve got a kind of phobia about extending my range, em, and 
just em I need to work on that, to try and get a feeling of 
normalisation where walking around and getting the feel, the feel of 
walking around the house, walking in the street. 

GC Have you been back to the [hospital]? 
A No, I have not, no.  I am, I had, somebody said to me today about, 

they had some physiotherapy there, but I said I did not like the idea of 
going back because I felt that would be a retrograde step.  I felt that 
would be going back to my past. 

GC And while you were in that hospital, were your experiences good? 
A Experiences were all good, with one exception, and that was I had 

this bowel problem and that became, it became, at that stage it was 
not so acute but I was not carrying out normal functions and I was 
getting very worried about that, and nurses were worried about it and 
that was a source of stress, but em I’m hoping that it’s a thing of the 
past. 

GC And do you think that stress might have inhibited your rehabilitation? 
A Well, em, I was certainly very worried about it because it’s a basic 

function, and if one’s basic functions are not under control it’s very 
stressful, very stressful.  It became, it became, I had a course of 
medication specifically for that problem. 

GC Yeah. 
A And, fortunately, the problem was resolved.  I hope so, but I think I 

had a very unhealthy lifestyle in hospital, you know, it was largely 
sedentary and not eating very good food and not eating any fruit and 
stuff, so that was not doing the situation any good and the thing one 
needs is to exercise.  There was no exercise. 

GC And are you exercising at home? 
A I’m not. 
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GC Inside the house? 
A I’m not doing enough.  I need to do more and I think em, I need to 

take advantage of any good weather that comes and just walk around 
and, I need to do more.  I have, I’ve been slow to move in that 
direction but em… 

GC Do you sit in the chair all day, or do you potter around?  Because 
your life is too sedentary. 

A Yes, my life, I have to say, is largely sedentary, that I get up very 
slow, in easy stages. 

GC And dressing yourself in stages. 
A Yes, well I just em, I wanted to make sure I had a warm room to get 

into, but I tend to be em, people em, visitors sometimes criticised my 
lifestyle in that they would be surprised to find myself still in bed in 
the middle of the day or something.  That’s why I think I need to… 

GC Your lifestyle has changed from before the stroke.  You got up early. 
A Oh yes, it was, I almost feel now that I have become a different 

person and eh I feel that the other lifestyle belongs to a new, a 
different person.  I don’t think… 

GC The person with the younger voice. 
A The younger voice, and I don’t know. 
GC Do you think the stroke has aged you? 
A Very much so. 
GC In your manner. 
A In my, very much, I, I think a lot about death now.  I think a lot about 

death. 
GC Does it bother you? 
A No, but again and again I keep thinking about it and em it just seems 

I’ve become very conscious of death and old age and (end of side 
one) and the basic fact, you know.  Yes, I have… 

GC Have you made plans? 
A Not really, in that I’ve, but my thinking of life has changed.  I’m very 

conscious of the latter part of life and eh, I kind of try to avoid 
hearing stories about people dying and stuff. 

GC You don’t really want to think about it, but it keeps coming into… 
A No, it keeps coming up, and I’m more conscious of it than I was 

before. 
GC Are you worried that something might happen? 
A I’m not.  I do not think I’m worried about something happening to 

me.  No, I don’t think I’ll have another stroke or anything.  I do not, 
I’m not thinking about that, but it’s just eh if one has been in a 
hospital situation and you see a lot of other people from other walks 
of life and they all em end up in a hospital ward and so many, it 
makes you think, it makes you think, you can’t avoid that and em, but 
I em… 

GC Since you came home, are you still thinking, I mean, you don’t see 
these people now. 

A No, I don’t. 



 

120 

485 
486 
487 
488 
489 
490 
491 
492 
493 
494 
495 
496 
497 
498 
499 
500 
501 
502 
503 
504 
505 
506 
507 
508 
509 
510 
511 
512 
513 
514 
515 
516 
517 
518 
519 
520 
521 
522 
523 
524 
525 
526 
527 
528 
529 
530 
531 
532 
533 

GC Are you still thinking about it? 
A Well, I do.  I’ve become very conscious of that, very conscious of the 

end part of life, shall I say, growing old, death and dying and stuff.  I 
was not conscious of that before.  I always avoid thinking about it.  
Now I see it… 

GC And what are your feelings when you are older, have you any specific 
….? 

A Well, it’s certainly it is, I should say that I do not have very strong 
religious feelings.  Some people can em face the serious side of life 
with a lot of courage and stuff.  I’m not sure I can.  I, I just feel very 
afraid of that part of life, you know.  When one’s health and strength 
are gone, but I must say I’ve become very conscious of that and em, 
but em, generally speaking I feel well and I enjoy living and so on, 
but I have become very conscious of that side of life.  Em, it could be 
a kind of depression or something, I do not know how to describe it.  
I certainly have become very conscious. 

GC And do these moods come, do this depression come often? 
A Well, I… 
GC When you’re alone, or when you’re… 
A No, I just em, I wouldn’t exaggerate it now, but I em em, I have 

certainly, I don’t feel young any more.  Before, I felt very young and 
I had to be told that I was… 

GC Do you think the stroke has made you, to use a funny phrase, grow up 
a little bit (laugh)? 

A My stroke has brought home to me the basic truth of of life, that if 
you 67 you’re not 21 and that kind of thing.  I have become conscious 
of that and, but I hope that I will get… 

GC And your family, they’ve supported you throughout. 
A They’ve been wonderful, but I think em my relations with my family 

have changed a bit. 
GC How? 
A I’m not sure, because I em, they’ve been very kind to me, but I have 

become more, a kind of dependent you know, and em I, I, I em prefer 
to think of myself not as dependent, but independent, actively …  I’m 
not sure, I’m afraid… 

GC And is it hard to adjust now? 
A I’m afraid now that this image of myself as a dependent is not very 

good really because I, I hope em that I will get out of that stage and… 
GC I think you will, but you need to get out. 
A Yes, I need to get out, and… 
GC That will come when you’re ready. 
A I know, yes, and it is em em. 
GC You’re acclimatising yourself. 
A I know, I em, em, but generally speaking I’ve made the transition 

better than I expected and em I did have great support and I have to 
say that.  It was, I was given maximum help in everything possible. 

GC Good. 
A So I was very glad of that, but I think I had, I would say I had a bit of 

pure luck in that sometimes one’s mind surprises one, you know.  
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You kind of, something you were very afraid of and you can be brave 
on the occasion without even expecting it or, not because of any 
merit, just em somehow you surprise yourself. 

GC Mm. 
A That’s been… 
GC And do you think you’ve surprised yourself? 
A Yes, I have surprised myself, and I would not, I would not, it has 

been a surprise to me, yes, in that em… 
GC Were you ill coming up to your stroke? 
A I was ill for a few days, em, for about three days I would say I was ill, 

but em I was not feeling good for less than a week, I would say, I 
wasn’t feeling very good.  I wasn’t sure what the problem was, em… 

GC You didn’t go to your doctor in that time. 
A No, I was, I had to be taken to the doctor, but eventually I was glad to 

go into hospital because I was more afraid of spending a night by 
myself again.  I knew I had a problem and spending a night by myself 
and I wasn’t going into hospital.  In fact I think it was then I suddenly 
developed a fear of being alone. 

GC Do you think you’re over that fear now? 
A I think I’ve got a very successful transition from living an institution 

with nurses and doctors and other patients.  I made the transition, I 
hope I have, and so far so good. 

GC Good, good.  Is there anything else you’d like to add? 
A Em, well I just reiterate perhaps that em I speak as somebody who 

has been over a month in hospital and I’ve developed a very strong 
terror I can say of the time when I would have to face being alone, 
alone in going to bed, but fortunately that, when this came it was a 
pleasant experience, it was a pleasant experience.  It was due to two 
reasons.  One was the great support I had, including telephone calls 
and everything. 

GC Yeah. 
A And also I think, this seems perhaps a trivial thing, but to have an 

old-fashioned fire in the room… 
GC (cough) 
A It was welcoming and reassuring and eh, maybe on the question of 

heat, it wasn’t just that, it was just… 
 It makes the house lived in and there’s something pleasant, old-

fashioned, welcoming and so I was very fortunate to have made a 
happy transition. 

GC There were no fires in the hospital. 
A No, and em, there were a lot of lovely people in the hospital, but I 

think em I have, I was fortunate in making the transition, the first 
stages of my transition em in a happy way.  It was much better than I 
expected.  I mean I think I attribute that to the support I got and then, 
if I could say so, having an old-fashioned fire in the room, it was 
supportive and it was out of pure luck.  One’s own mind can surprise 
one in a good way or a bad way, I know, so I’ve had some good 
surprises.  Maybe I have a long way to go to get to normalise my 
lifestyle. 
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GC But you’re getting there. 
A I hope so, but I realise it is, it can’t be a passive thing.  One has to em 

make an effort, you know, to make an effort and go out and gradually 
work back into a normal lifestyle. 

GC Yeah, it’s very important. 
A It’s very important. 
GC Is there anything else you want to say? 
A Em, well, no, I’ll just say that I should thank everybody for helping 

me.  They’ve been very wonderful and I am, I realise that it’s up to 
myself em to try and em.  I can understand there’s some, I have to 
make an effort and sometimes one has to force oneself a little bit em, 
but I hope I will do that. 

GC I hope you will too. 
A I will. 
GC You’ve come a long way. 
A I’ve come a long way, but a long way to go. 
GC Thank you for doing this interview for me. I will stop the tape now. 
A That’s fine.  
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Appendix 13.  Analysis of interviews 
Initial statements that immerged after the first the three readings. 
• Pleasure at being home 
• Family kindness 
• Kindness 
• Sadness due to illness 
• Improvement 
• Life style change 
• Prior lifestyle before the stroke 
• Tiredness prior to stroke 
• Gratitude 
• Voice changes 
• Sadness with some optimism  
• Encouragement from others 
• Describing stroke symptoms  
• Support 
• Motivation 
• Emotional changes 
• Dependence on others  
• Mood Changes 
• Thinking about the future 

• The transition to home 
• Aloneness 
• Delight 
• Smooth transition 
• Relief 
• Regret 
• Self motivation 
• Nervousness    
• Homecoming 
• House adjustments 
• Experience of first day at home 
• Hospital experience 
• Kindness of neighbours 
• Describing care 
• Contentment  
• Homecoming    
• Functional return    
• Anxiety 
• Comfort of a fire 

 
After the initial analysis of the interviews I examined the 38 word statements along with 
the interview transcripts and tape recordings. I saw similar word statements that related to 
each other in the context of the interviews and merged them together into 18 meaning 
units, I then examined these meaning units while listening to the original tape recording 
of the interviews, and I then read the full interview transcripts and field notes. I realised 
that some of the meaning units were similar and some remained singularly important and 
that others should remain on their own. 
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Meaning units  
    
• “The day it happened”(7/9)  
• “They looked after me inside in hospital” (4/9) 

o Differs: (1/9)  
• “I got conditioned to a certain way of life” (3/9)  
• “They gave me a lot of stuff for the house” (6/9)  
• “I felt good about coming home” (6/9)  

o Differs: (1/9) 
• “I had a comfortable feeling just because of the old fashioned fire” (2/9) 
• “Delighted with the transition” (3/9) 
• “I found it hard to hold a fork/knife” (8/9) 
• “I find pronunciation of some words hard” (4/9) 
• “I’ve started washing myself and learning how to put on my clothes” (6/9) 
• “I can move from here to there ” (5/9) 
• “I couldn’t that day but I can now” (2/9) 
• “Looking to the future” (5/9) 
• “I suppose I am one of the lucky one’s” (2/9) 
• “I have a long way to go to normalise my lifestyle” (7/9)  
• “I was very afraid” (6/9)   
• “Being alone” (6/9) 
• “I get emotional”(8/9) 
• “The great support I had” (8/9)  
• “Grateful to people” (7/9) 
• “Dependence on others” (4/9) 
• “I realise it’s just myself, to try and help myself” (7/9) 
 
 
While I was immersed in this I realised that 1 meaning unit “I couldn’t that day but I can 
now” had separate meaning units within it “I found it hard to hold a fork/knife” “I find 
pronunciation of some words hard” “I’ve started washing myself and learning how to put 
on my clothes” and “I can move from here to there ” which I had not realised originally, 
this was presenting as common to over half of the participants, so I then created 4 new 
meaning units of these. I had now created 20 meaning units from the 9 interviews having 
moved “I couldn’t that day but I can now” under the meaning unit of “mobility” as within 
this meaning unit they had describe an aspect of mobility. I then read all the interview 
transcripts and printed a hard copy of the meaning units that I had created, which I also 
read and I found that some meaning units were similar and could be clustered into themes 
so I re-examined each original meaning units and found that within some of them there 
were common experiences and then grouped them together under a common theme name.  
I then examined my field notes, the interview transcripts, and listened to the tape 
recordings again to immerse myself in the participants experience as a whole. Then I 
placed the meaning units in chronological order starting from the day the stroke occurred, 
the hospital experience, the homecoming, describing activities of living following the 
stroke, feelings during the transition to home and the support and encouragement that was 
given to the participants. I then placed each meaning unit under the appropriate above 
heading as a theme cluster shown in table 2. 
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Table 2a. 
 
Meaning Unit Theme Cluster  
 
“This thing came on me, unknow’st to myself”(7/9) 

 
The day the stroke occurred  

“They looked after me inside in hospital” (4/9) 
                                     Differs: (1/9) 
“I was one of the lucky ones” (1/9) 
“They gave me a lot of stuff for the house ” (6/9) 

 
Hospital experience 

“I found it hard to hold a fork/knife”(9/9) 
“I find pronunciation of some words hard” (5/9) 
“I’ve started washing myself and learning how to 
put on my clothes”(6/9) 
“I can move from here to there ” (5/9) 
“I get emotional”(8/9) 

 
 
Activities of living following the 
stroke 

“I got conditioned to a certain way of life” (2/9) 
“I felt good about coming home” (6/9) 
                                    Differs: (1/9) 
“Being alone” (6/9) 
“I was nervous and worried” (6/9) 
“I had a comfortable feeling just because of the old 
fashioned fire” (2/9) 
“I have a long way to go to normalise my 
lifestyle”(7/9) 
“Delighted with the transition” (3/9) 

 
 
 
 
Homecoming 

“The great support I had” (8/9) 
“Depending on others” (4/9) 
“Grateful to people” (7/9) 
“I realise it’s just myself, to try and help myself” 
(7/9) 
“Looking to the future”(5/9) 

 
 
Support and encouragement 

 
 
 

 

 

 

 

 

 

 

 

 

 



 

Appendix 14.      Letter requesting an appointment to validate the research       
       findings and also thanking the participants’ for partaking in this research. 

 
                       

Researchers Address 
 

Researcher Telephone No: 
 
Participants’ Name 
 
Participants’ Address      

6th May, 2003. 

  
 
 
Dear   , 
 

I would like to take this opportunity to thank you for participating in the research 

interview following your stroke rehabilitation, and I would also like to confirm that your 

name, the names of any of your family members were not used in this research study. 

You have been given a pseudonym that I used consistently throughout this research 

study.  

 

I would like to call to your house to share the findings of this research with you, so that 

you may verify if your true experiences have been recorded. I will visit you in your home 

on “day” the “date” at “time”, if that is suitable for you. If not, please telephone me 

anytime at “telephone number“ to arrange a date that will be suitable for you.   

 

 
I do hope that this letter finds you well.  
 

Yours faithfully, 

 
 
 

 
Gillian Conway. 
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Appendix 15.  Participant questionnaire - Validation of research findings 
 

Participants’ pseudonym: 

 

Several themes have been identified from the information offered at your interview. 

Please read the descriptions of the themes and answer the following questions: 

 

1. Do you recognise your experience of the day the stroke occurred? 

 

 

 

2. Is this an accurate analysis of your hospital experience? 

 

 

 

3. Do you recognise your descriptions of performing activities of living? 

 

 

 

4. Is this an accurate analysis of your homecoming? 

 

 

 

5. Are there any other aspects of the support and encouragement you received that you 

might wish to include. 

 

 

 

 

 

Thank you. 

Gillian Conway 
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Appendix 16.  Participants’ validation of research themes. 
 

1. Do you recognise your experience of the day the stroke occurred? 

 
Damien: Everything that you have said there is right, and don’t forget to say about the 

whiskey, it did me good that day. 

Dolly: Yes, what you have read there is very like what happened to me the day I was 

taken into hospital by the ambulance. 

Charles: Unable to validate findings, is now in long term care nearer to relatives. 

Edward: I just got a weakness in my hand, my family took me to hospital in the car, 

that’s what happened. 

Bruce: Yes, you have described what happened to me the day I got my stroke the way I 

told you about it, that is very clear to me. I am very thankful to you for coming to see me 

again. 

Caroline: Deceased RIP 

Alan: They took me to the hospital when they noticed that my speech was slurred, I did 

not think that I had suffered a stroke, but I knew I was sick I was not feeling well.  

Betty: That is exactly what happened the time I had the stroke, it is what I told you that 

day you came to interview me. Nothing has changed, it is the same as what is on the tape 

recording you sent to me.  

Gordon: I felt weak, and I just keeled over into the chair there, and waited for my wife to 

come back from town, that took about 2 hours and while I was waiting I could see people 

walking passed the house from that window there, but I couldn’t get up to let them in, the 

door was locked. Then my wife came back and she phoned for the ambulance, I knew it 

was a stroke I got. 

 

 

2. Is this an accurate analysis of your hospital experience? 

 
Damien: That is a true reflection of my hospital stay, they warned me to go slow. 

Dolly: They did lots of tests on me, like what you have just read out about that man. 

Charles: Unable to validate findings, is now in long term care nearer to relatives. 
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Edward: Yeah, I was in the two hospitals like you said there. They gave me a rail for the 

shower. 

Bruce: In the hospital they were all very good to me, in the beginning I was tearful, and I 

was consoled by the nurses.  

Caroline: Deceased RIP 

Alan: Yes I can say that what you have read is very similar to my stay in both hospitals, 

the doctor did that water test with me, to see if my swallow was affected, though from 

what you have said my stroke only left me with an old mans voice, I have little or no 

weakness now in my hand. 

Betty: Everyone was so kind to me in both hospitals, but like you said there I preferred 

hospital B, the nurses spent more time with you. 

Gordon: Yes, all that is true, I had to get help with everything in [hospital A], the nurses 

were very busy. In [hospital B] they had more time for you. 

 

 

3. Do you recognise your descriptions of performing activities of living? 

 
Damien: I try hard to do everything that I was asked to do, even when I wasn’t meant to 

go to the toilet on my own I would make my way with the walking aid. They were very 

kind, all of them. 

Dolly: I did the exercises too, lots of exercises it helped me, now I only use a stick. 

Charles: Unable to validate findings, is now in long term care nearer to relatives. 

Edward: Yeah, I did that pulley thing for my arm in the therapy. Dressing was no 

problem. 

Bruce: I still do the exercises sometimes, but not as much as I did when I first came out 

of hospital B. My hand is still not sound, but I can manage away and my family are here 

when I need help. 

Caroline: Deceased RIP 

Alan: I had no problem with the exercises, it was my speech that I had to concentrate on, 

I tend to talk a lot, even now when I have visitors – they get a great volume of non stop 

talk for an hour or so. I still get therapy for my speech from my Russian tutor, she is like 

a primary teacher, she tells me I don’t do my homework, I must practice. 
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Betty: I am getting on fine now, I still go out to the senior citizens club and I like that, it 

is nice to meet friends. My family bring me. 

Gordon: Oh yes absolutely, this is accurate I learnt how to wash and dress, then they 

took me for my breakfast. 

 

 

4. Is this an accurate analysis of your homecoming? 

 
Damien: I got on fine, not a problem in the world this is an accurate description of how I 

managed the day I went home.  

Dolly: I still have my home help, I can dress now but she still cooks my dinner. I 

remember coming home I was feeling very low at that time and I worried about things, 

my dog is good company I take him for short walks now, I couldn’t do that the last time 

you were here, do you remember we talked about it. 

Charles: Unable to validate findings, is now in long term care nearer to relatives. 

Edward: The family were fixing the house up that time, it is finished now. 

It’s fine, I’m glad to have it done. 

Bruce: I am glad to be home with my family and I do go out to the yard as much as I am 

able to look at the animals, I like that.  

Caroline: Deceased RIP 

Alan: Yes, the agency were great, my brother and sister-in-law were wonderful, I did not 

recognise the house when I came home, and the fire was such a comfort. I spent 

Christmas with them in [city] and I went for walks in the [city] and down the peer.  

Betty: What you have said there is the way it was, but I am now back in my own house, 

on of the family stay with me most nights. During the day I have a neighbour who comes 

in to check on me.  

Gordon: Yes, that all happened. Yesterday evening I was in the other room, the front 

room and I fell against the cabinet, my wife heard the noise and came in to help. My leg 

just goes from under me sometimes, I didn’t fall to the ground. 
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5. Are there any other aspects of the support and encouragement you received that you 

might wish to include. 

 
Damien: One can do anything that they want to do, if they put their mind to it. But I 

haven’t been back to the hospital, I thought they would call me for a check-up or 

something. Now the nurse, she comes around about every month. 

Dolly: I have my son here at night, he works during the day out on the farm, and my 

neighbours are good to me, I find that a great help. 

Charles: Unable to validate findings, is now in long term care nearer to relatives. 

Edward: My family are here when I need them, and my daughter brings over my dinner. 

Bruce: Everything is grand, my family are a great help to me, I don’t go to the hospital 

now as often as when you were here last, but I am fine now, comfortable. 

Caroline: Deceased RIP 

Alan: Everything has gone better that I expected, but I must have a project on, you know 

I live alone, I need something to do so I am studying Russian again I could not 

concentrate after I left the hospital, but I seem to be better now. Some retired people just 

get isolated, it’s good to have something to do. 

Betty: My family take me everywhere I need to go, and I go with them to do my 

shopping, I always bring my walking stick in case I need it, I put it in the trolley. 

Gordon: Yes there is something, I was thinking about this in bed last night when I knew 

you were coming today, when I got the stroke I only thought of it as an illness that I 

would recover from, I didn’t think about the long term effects that I now have to live 

with. I thought about being at home being able to watch television and smoke my pipe, I 

didn’t think about all the other things like getting a cup of tea for myself, or water or 

anything when I want it, now I have to ask for help. 
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Appendix 17.  Validation of decision trail and findings by a nursing  
                                colleague.  

 

A clinical nurse specialist (CNS) in rehabilitation was asked to validate the decision trail 

and comment on the research findings of this research study. Following the review of this 

research by the CNS, the researcher was contacted by telephone and the ensuing 

comments were given. 

 

CNS:  I have just completed the review of the research that you sent me, and I wanted to 

telephone you straight away to tell you, that I think that this research will be very 

valuable to nursing the older person following rehabilitation. 

 

CNS: You have given a detailed decision trail, which I and other readers can follow. 

Your findings have revealed a true picture of the older stroke patients experiences during 

their stroke rehabilitation and during their transition to home, and you have also captured 

the emotional changes that I know a vast number of stroke patients encounter following a 

stroke. 

 

CNS: With regard to the theme homecoming, the description of the experiences of the 

older person during their transition to home, I feel that there is lessons that nurses can 

learn from this research to improve the care they provide, by taking on board the 

concerns of their patients and their families/ carers during the older persons rehabilitation 

by improving their knowledge of home concerns and by improving their communication 

skills. 

 

CNS: I also think that nurses caring for the older person can expand their role into the 

community, by providing a follow up or liaison nursing service for patients following 

their discharge home from a rehabilitation unit.    
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