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ABSTRACT
Introduction: The process of returning to participation after a stroke depends on various individual and contextual factors, yet 
little is known about those with slight dependency. This study aimed to explore the experiences of people with mild sequelae 
after stroke in relation to their return to participation, considering the socio‐cultural context of Spain.
Method: A qualitative phenomenological study was conducted involving 35 mild stroke survivors walking independently. The 
participants had experienced a stroke at least 6 months earlier. Data collection consisted of semi‐structured interviews and 
researchers' field notes. The analysis was conducted following Giorgi's method.
Findings: Three themes were obtained: (a) Intrapersonal context: resilience to face sequelae and achieve autonomy, self‐ 
reflections; (b) Return to daily life: home and leisure, work and study, daily community and travel; and (c) Interpersonal and 
social participation reengage: close connections, social bonds.
Conclusion: Our findings suggest that returning to participation after a mild stroke is a highly heterogeneous process and is 
shaped by social support, adaptations facilitating independence, self‐determination, and the development of post‐stroke roles.
Patient or Public Contribution: Individuals with lived experience engaged in the analysis and verification of the presented 
data. Their input helped ensure that the findings were interpreted in a way that reflects real‐world perspectives and relevance. 
No patient or public involvement occurred during the design or conduct of the study, or in the preparation of the manuscript.

1 | Introduction 

Stroke is the second leading cause of death and the third leading 
cause of disability worldwide [1]. It is a condition that requires 
prolonged treatment and accounts for approximately 34% of 
global health expenditures [2]. Globally, one in four individuals 
over the age of 25 will experience a stroke in their lifetime [1], 
resulting in limitations in daily activities and significant 

restrictions in participation [3, 4]. The broad concept of partici
pation refers to the process of engaging in activities of daily life 
(e.g., household, social, leisure or travel) [5]. It involves a com
plex interaction among the person, the task and the environ
ment, capturing what the individual can do, wants to do, and has 
the opportunity to do [6]. Participation also reflects the subjective 
experience of meaning, autonomy and self‐determination [7, 8]. 
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For stroke survivors, participation in daily activities and com
munity life [3], as well as previous roles [9], may take approxi
mately 4 years [10].

A decline in participation increases dependency, affects family 
dynamics and leads to higher health and socio‐economic costs, 
consequences that could be mitigated through interventions 
aimed at promoting independence [2]. Previous studies have 
emphasised that an individual's health status, personal func
tioning level, access to services, and contextual and environ
mental factors all influence participation [11–13]. However, 
despite facilitating elements such as an extensive social network 
and support, the ability to drive, or independent ambulation, 
many stroke survivors still experience participation restrictions, 
particularly in social and leisure activities, employment and 
household tasks [3, 4, 10, 14, 15]. This limitation in actively 
returning to everyday life highlights the need for further ex
ploratory research on the lived experiences of stroke survivors 
to better understand this situation. Qualitative data can help 
address gaps in outcome measures that primarily adopt a bio
medical focus [10] and provide insight into the influence of 
additional factors. Specifically, understanding individual prior
ities and occupational history is essential to explain why stroke 
survivors maintain, discontinue or initiate long‐term activities 
[16]. Given the scarcity of research on the Spanish population 
[17], it is necessary to explore the perception of mild stroke 
survivors (i.e., no ambulation and communication impairment) 
after the first 6 months. This exploration aims to determine 
whether the experience of returning to participation among 
Spanish stroke survivors with mild impairment is comparable 
to that reported in other countries [18–22]. Previous research 
has shown that disability level can influence self‐care per
formance, while social participation may be affected by walking 
ability and unemployment [14]. Additionally, participation can 
be influenced by walking endurance and seasonal variability 
[23]. However, there remains a need to investigate unmet needs 
in individuals without severe sequelae more than 6 months 
post‐stroke [19].

Therefore, this study is the first to explore the experiences of 
individuals who have had a mild stroke regarding the process of 
returning to participation, along with conditioning factors (e.g., 
lifestyle outside the home, daylight hours and social activities) 
and the life circumstances of these individuals after the stroke, 
within the socio‐cultural context of Spain [24].

2 | Materials and Methods 

2.1 | Procedure 

The current study follows the guidelines of a qualitative 
research design [25] and is integrated into the multicentre 
Part&Sed‐Stroke project [26], which focuses on Spanish stroke 
survivors who are capable of walking and living independently, 
with no cognitive or communication impairments.

Employing a phenomenological approach [27] based on Hus
serl's framework [28], this research delves into understanding 
the lived experiences of individuals in specific circumstances 
[27], such as therapeutic interventions or health habits [28]. 
The primary goal of phenomenology is to explore phenomena 
as they appear, aiming to attain an essential comprehension of 
human experiences. Husserlian phenomenology is based on a 

relativistic ontology, from an interpretive epistemology in 
which knowledge is constructed and subjective. Lived experi
ence is the way to grasp the essence of phenomena, through 
phenomenological reduction and eidetic description. The con
struction of data according to Giorgi's model is explicitly 
derived from these principles: it proposes the suspension of 
presuppositions (epoché), the descriptive analysis of units of 
meaning as they present themselves to consciousness, and 
eidetic synthesis to identify essential structures [29]. Both prior 
to and during the study, the researchers established their pre
vious knowledge through two debriefing sessions, considering 
their beliefs and motivations for this research, thus ensuring 
reflexivity in the process [30].

2.2 | Positionality Statement 

Five researchers (three females) participated in this study, includ
ing two occupational therapists and three physiotherapists. Four 
are teaching and research staff at the university, with an average of 
over 10 years of clinical neurological experience, while the fifth is a 
full‐time research methodologist. None had clinical relationships 
with the participants at the time of the study. All researchers 
conducted the bracketing process at the beginning and throughout 
the research (Supporting Information I). This clinical experience 
in neurorehabilitation facilitated empathy and understanding 
of the context, but it could also generate assumptions that 
could be addressed through systematic bracketing, individual 
reflective reviews and contrast sessions between researchers. 
In addition to incorporating the initial and ongoing reflections 
of the principal investigator, the disciplinary diversity of the 
team allowed the team to identify blind spots, negotiate 
meanings and strengthen the credibility of the analysis.

2.3 | Participants and Sampling Strategies 

Participants for the qualitative study were sourced from the 
Part&Sed‐Stroke project [26], encompassing 140 individuals 
recruited from 13 specialised stroke rehabilitation centres 
across Spain. The inclusion criteria included stroke survivors 
over the age of 18 years, residing in their own homes, who were 
proficient in the use of technologies, with Functional Ambu
lation Categories ≥ 3. The exclusion criteria included cognitive 
impairment and communication alterations.

In phenomenological studies, it is common to include partici
pants through purposive sampling based on specific purposes 
associated with addressing the research question or objective 
[27, 31]. The participants who met the inclusion criteria were 
recruited consecutively from the initial sample of subjects, and 
data collection ceased when the information obtained in the 
interviews became repetitive [31].

2.4 | Data Collection 

Data collection methods comprised both unstructured and semi‐ 
structured interviews, augmented by researchers' field notes [31]. 
Initial data collection spanned from September 2021 to April 
2022, evolving into a second phase from April 2022 to July 2022, 
marked by a triangulation process among the research team 
members to shape the semi‐structured interviews.
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The first phase of data collection was conducted through 
unstructured interviews. In the second phase, a question guide 
was developed from the data obtained in the unstructured in
terviews held in the first phase (participants P01–P03) and 
through a triangulation process involving C.D.A., A.B.E. and 
P.R.P., which served as the basis for the format of the semi‐ 
structured interviews (Table 1). In the second phase, semi‐ 
structured interviews (Participants P04–P35) were used to 
obtain information on specific issues of interest based on the 
analysis of the responses from participants in the first phase.

All interviews were conducted and recorded after obtaining 
written consent from the participants. Each participant received 
a personalised email invitation. The Microsoft Teams platform 
(Microsoft, Redmond, the United States) was used, and re
cordings were transcribed verbatim, totalling 1194 min of in
terviews. Each participant was assigned an alphanumeric code 
to ensure confidentiality. The interviews were stored and 
password‐protected by the research team until analysis, and 
subsequently securely destroyed.

2.5 | Data Analysis 

During the data analysis stage, a model proposed by Amedeo 
Giorgi [32] was used. This method facilitated the identification 
of meaningful units, subsequent thematic categorisation and 
consensus‐driven theme finalisation.

In both interview phases, a coding grid was created with units 
of meaning, groups and identified themes. Relevant narratives 
were analysed, and data were compared and triangulated by 
two researchers [32]. Final themes were obtained through 
consensus among all researchers (Figure 1).

Notably, deviations from the published protocol included the 
absence of qualitative software for data analysis, and the Excel 
program was used instead, following a rigorous process [33]. 
This process consisted of systematically segmenting partici
pants' narratives, assigning descriptive and thematic codes, and 
documenting analytic decisions through memos to ensure 
transparency and rigour.

2.6 | Rigour and Quality Criteria 

The Standards for Reporting Qualitative Research and the 
Consolidated Criteria for Reporting Qualitative Research were 
applied to accurately report on the study to ensure quality. The 
techniques and application procedures used to control reli
ability are described in Table 2 [34].

2.7 | Ethical Considerations 

This study was approved by the Research Ethics Committee of 
the Aragon Community (internal registration number: PI21/ 
333). Additionally, the study was conducted in accordance with 
the principles of the Declaration of Helsinki. The participants 
provided permission for audio and video recording through an 
informed consent form.

TABLE 1 | Interview guide.

Unstructured interviews

Can you tell me how having a stroke has influenced your 
participation in daily life activities?

Semi‐structured interview guide

What tasks do you no longer perform (both at home and 
outside) now?/ What activities do you avoid and why?/ What 
day‐to‐day tasks that are important to you inside and outside 
the home have you currently regained after the stroke?/ 
What factors prompt you or hold you back from resuming 
tasks after a stroke?/ What activities do you need or ask for 
help with, and what activities can you do on your own?/ 
What do you do now that you did not do before (new 
activities)?

FIGURE 1 | Description of the data analysis process. 
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3 | Findings 

Thirty‐five stroke survivors participated in this study, residing 
in 24 different Spanish locations, including 23 men and 12 
women aged 57 ± 12 years who had experienced a stroke 
59 ± 44 months ago. Their mean Barthel Index score was 93 ± 9 
(scale: 0–100), and the Functional Ambulation Categories score 
was 4.6 ± 0.6 (scale: 0–5). Regarding the level of participation 
measured with the Satisfaction with Daily Occupation‐ 
Occupational Balance tool, they presented a total participation 
level of 7 ± 2 (scale: 1–13), and the total satisfaction level was 
70 ± 12 (scale: 1–91). Of the 35 participants, only 6 lived alone 
and 12 required the support of a caregiver to perform daily life 
activities (Supporting Information II).

After coding and analysing the data from the 35 interviews, a 
total of 416 Units of Meaning (US) were identified. These were 
grouped and synthesised into three themes: ‘Intrapersonal 
context’, ‘Return to daily life’ and ‘Interpersonal and Social 
Participation Reengage’ (Supporting Information III, Table 3). 
Additional supporting quotes for each theme can be found in 
the Supporting Material IV.

3.1 | Intrapersonal Context 

Participants shared their lived experiences of coping with the 
aftermath of stroke and the adaptation process they underwent. 
They highlighted the strength required to persist and achieve 

their goals, whether through sustained effort or small adapta
tions that facilitate participation in their environment. Finally, 
they reflected on how these experiences shaped their self‐ 
perception. Although stroke is a condition no one would wish 
to experience, it can serve as a profound source of learning.

3.1.1 | Resilience to Face Sequelae and Achieve Autonomy 

One of the most important aspects for patients inside has been 
that they have had to face the aftermath of the stroke. This 
confrontation has revealed annoying sequelae such as urinary 
incontinence, but it also shows the process of rebuilding oneself 
through resilience, going through what others think, the bar
riers of the environment and the effort to face problems and 
create novel solutions.

…the whole left side, I have no sensation … going to the 
bathroom, the sensation of “am I urinating or not?” 
Bowel movements, that sensation of “I need to go,” no, 
you don't identify the sensation very much. 

P23

People care a lot about the physical aspect, don't they? So, 
you go to rehab (…): the emotional issues and what you 
feel and all that … they don't give any importance to that. 

P02

TABLE 2 | Trustworthiness criteria.

Criteria Techniques performed and application procedures

Credibility Investigator triangulation: Team meetings were organised during the analysis of the situation, to design the 
questions for the semi‐structured interviews, to compare the results and to identify the final results. Some of 
the participants read the preliminary results and agreed with them.

Transferability In‐depth description of the study, providing data and describing the study design and its different sections 
(context, research team, reflexivity process, sampling, inclusion criteria, data collection and analysis).

Dependability Audit by an external investigator, responsible for the evaluation of the study protocol, with special attention 
to the method and implementation process during the study.

Confirmability Researcher triangulation, triangulation of data collection. The reflexivity process was carried out by describing 
the positioning of the researchers and the reflexive debriefing by the researchers during data collection and 
analysis. An interpersonal reflexivity process was carried out during the different stages of the study.

TABLE 3 | Themes, groups of common meaning and units of meaning identified during analysis.

Theme Groups of common meaning Units of meaning

Intrapersonal context Resilience to face sequelae and achieve autonomy
Self‐reflections

Return to daily life Home and leisure Previous activities already experienced
New activities

Work and study Previously experienced roles
New roles

Daily commuting and travel
Interpersonal and social participation reengage Close connections Family, couple and sexuality

Social bonds Performing in social life
Engagement in healthcare
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I remember having trouble, for example, cutting meat. 
You go to a restaurant, they bring out a steak and a 
serrated knife, right? And then I would ask for the potato 
peeler. In the end, I bought a pocketknife. 

P25

3.1.2 | Self‐Reflections 

The participants extracted the essence of the experience 
through a brief conclusion, whether it was negative or positive.

I wouldn't wish this on my worst enemy. 
P01

Well, I think it gives you an ability … to understand life 
and to know how strong you can get through the ups and 
downs that life throws at you. It's a, like a life experience. P24

3.2 | Return to Daily Life 

This theme is divided into three sub‐themes that cover experi
ences related to participation in the environment, either in the 
dimension of home and leisure, as well as more intellectual 
aspects, such as work and study. Likewise, it deals with ideas 
related to mobility or being able to get around independently 
from one place to another.

3.2.1 | Home and Leisure 

At home, as in leisure, participants encountered situations 
already familiar to them. When faced with these circumstances, 
two outcomes were observed: certain daily activities proved 
difficult or impossible to perform, while others continued to be 
carried out as before. This highlights the sense of well‐being 
derived from maintaining active participation in household 
tasks, even when assistance is required for some of them. 
Moreover, particularly in relation to leisure, the increased 
availability of free time following the stroke encouraged en
gagement in new activities, especially those connected to art.

Previous activities already experienced. At home, certain tasks 
previously performed by participants are now difficult or 
impossible to complete, prompting them to explain the reasons 
and whether they have chosen to delegate these tasks to others.

I can't make the bed; I can't mop either because I don't 
have enough balance…. Sometimes I do the dishes… 

P06

Well, I used to do—everything that was home 
improvement—I did it myself. And now, of course, I don't do 
all this anymore for fear of not controlling my hand, right? 

P11

I manage almost everything in the house; the children 
help me a little bit, but I am always the one who manages 
everything and that makes me feel good. 

P21

New activities: This aspect refers to those activities that are 
practised now either because there is more time available than 
before or activities that were not practised or thought of before 
the stroke but are nevertheless being tried now.

Now I paint watercolours, with my left hand. I always 
liked to paint, but due to lack of time, I never dedicated 
time to it. 

P02

I have a colleague who likes music a lot and sings, (…), he 
called me and I go and sing with him, and my wife says 
to me: “Hey, you would never have done this before.” 

P34

3.2.2 | Work and Study 

Understanding roles based on the tasks or functions each per
son performs allows for discussion of both previously experi
enced roles and newly developed functions.

Previously experienced roles: This previously experienced role 
could be related to study and work, and the role that the person 
with the sequelae of stroke now has changed. Even going back 
to work (recovering the role of worker) has become a utopia.

I gave up the student role because of the online classes, at 
the beginning it was hard for me to concentrate and then 
I didn't follow the teacher. 

P13

At the beginning, the first few times I was put in as a 
senior resident (at the hospital) so I wouldn't be alone in 
the practice. 

P34

I live my life the same as before. Well, related to work, I 
used to work and now I don't. That's what I miss: working. 

P25

New roles. Participants reported taking on new activities or roles 
due to personal circumstances, most of which were closely related 
to household tasks. Moreover, these activities were performed in a 
different manner than before, without hurry or stress.

Now I have to cook more because I have a daughter, and 
I have to make menus and so on. 

P22

It's true that I do things but it's another rhythm, it's 
another story. There is no stress, no tension, no respon
sibility, no hurry. 

P19

3.2.3 | Daily Commuting and Travel 

The freedom and independence to go from one place to another 
is an aspect that can determine a person's participation in the 
environment, affecting society, family, work or leisure areas.
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Second point of independence. Very important: my 
adapted car. Of course, I drive an adapted car. 

P22

However, going outside is often hindered by environmental 
factors. Crowded spaces increase feelings of insecurity and 
elevate the risk of falls.

Well, before the stroke I was very streetwise (…). After the 
stroke, my activity is at home, in the neighbourhood. 
Going out downtown is very difficult for me, because it is 
when there are lots of people…. I am afraid that someone 
will push me, and I will fall on the ground. 

P13

3.3 | Interpersonal and Social Participation 
Reengage 

The participants explored distinct aspects of their inter
personal relationships in their living environment. The partner 
dimension was expressed as a strong support for the return to 
participation. That is, all those people in the close circle who 
represent an important support, be it the couple, family, close 
friends or support groups. However, social relationships or 
those in the healthcare setting were more variable. Some 
participants reflected on a reduced social life, while others 
expressed that their social relationships had increased after 
the stroke.

3.3.1 | Close Connections 

The closest relationships are with the family and the couple. 
Although role changes within the household have already 
been discussed, this section focuses on the partner's role in 
overcoming or failing to overcome significant challenges. 
Participants highlighted aspects such as couple coexistence 
and joint strategies to address problems. They also discussed 
the importance of the sexual dimension, noting issues related 
to lack of knowledge, mobility limitations, fears and medica
tion side effects.

I'm still a father, however my daughters pay the price, 
they have a broken father, because I am broken. And 
then, I know that there are things I can do, I mean, for 
example, I can do their homework with them. 

P26

My father said that they were going to make me a room 
downstairs in the living room so I wouldn't have to 
climb stairs. And my girlfriend said, “no way,” that I 
was going to go up to the third floor (…) And, boy, did I 
manage…. 

P34

I haven't heard much about sexuality after stroke. I ha
ven't recovered from it. It's a pending task that is there. I 
think it scares me a little bit, still. 

P17

3.3.2 | Social Bonds 

In this sub‐theme, we group the narratives of social bonds such 
as friendships and support groups. In relation to the latter, the 
link that patients have with the healthcare environment has 
also changed, and trust is valued more than anything else.

Performing in social life. The spectrum of experiences in this 
dimension is ambiguous. Some participants expressed that their 
social life had waned, whereas others perceived that after the 
stroke, their social life had recovered or even increased con
siderably. Some participants reflected that their social life had 
decreased in the dimension of interpersonal relationships, both 
face‐to‐face and through social networks.

Well, “my social life” … has changed. Maybe the mobility 
is not the same, but I still have a social life that is 
somewhat diminished, but hey, I have it. 

P09

Likewise, the importance of support groups was highlighted, 
given that they generate a space for sharing among people in 
the same life situation.

So, this group of people who have had a stroke like me, 
the truth is that it helps us a lot and we are very happy to 
have it because they are great friends (…). And it's a very 
important support for us and for the setbacks we have. 

P22

Some participants reported that they were gradually regaining 
their social life through participating in meaningful activities 
that motivated them to establish interpersonal relationships.

I am recovering,… the other day I went to a founding 
session of a new political party,… which was 13 h away 
from home (…) Well, it was a great effort, but well, it 
motivates me to recover my social life. 

P18

Other participants indicated that their social life had improved 
after the stroke, either because they were not limited to being at 
home or because their new condition had made it easier to meet 
new people.

I don't go out because, of course, going out in a wheel
chair is hard. And people are going to ask you. So, I 
wanted to stay at home, quietly, but I said to myself: “I'm 
not going to spend the whole summer at home. No, I'm 
not. I'm going out.” And then, on the contrary, afterwards 
I didn't want to go back home. 

P02

Engagement in healthcare. The most highly valued relation
ships in the healthcare environment were those based on in
dividualised treatment, trust and care and were more common 
in the context of associations.

…they have helped me a lot (the association), because … 
they give you confidence, the confidence to say that you 
can achieve, eh? And another thing: the warmth they 
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have shown for each one of us, not only for me, but for 
everyone, the affection of all the people that help us. 

P10

4 | Discussion 

The present study explored the experience of returning to par
ticipation after having had a stroke over 6 months ago. Thirty‐ 
five people from various locations in Spain, living in their own 
homes and whose mild stroke sequelae did not limit their 
ability to be mobile, communicate or cognitively process, 
described the personal and social factors that have conditioned 
this experience. Experiences reported by a higher proportion of 
men reflect real‐life situations, as men tend to report greater 
independence after stroke [1]. These findings are particularly 
noteworthy because they capture the subjective experiences of 
individuals who, despite demonstrating high levels of inde
pendence (mean Barthel Index score of 93 out of 100 and 
Functional Ambulation Categories score of 4.6 out of 5), con
tinue to face invisible conditions and a high prevalence of long‐ 
term unmet needs [19, 35].

Our participants described their own experience after a stroke 
and the impact of its sequels, which, although mild, generated 
an impact on their daily lives. These findings highlighted the 
emotional context of the person, where the resistance to resume 
active participation coexisted with the intrinsic struggle to 
return to normality. This process was mainly mediated by the 
ability to accept and adapt, regardless of the detectable or 
invisible stroke sequelae, as other studies have shown [35, 36]. 
Therefore, emotional identification is pertinent [37] because the 
intrinsic motivation and post‐stroke attitude had a clear impact 
on persistence in resuming participation [11], with the person's 
occupational history [16] being relevant. These experiences 
align with self‐determination theory [8] and social cognitive 
theory [38], where motivation and experimentation strengthen 
self‐efficacy. The findings in our study extend the limited 
knowledge on coping in the chronic phase of stroke, high
lighting the need for internal and social resources [39, 40]. 
Furthermore, it showed that only subjective experience pro
vides insight into the conditions and strategies that support 
meaningful participation. However, more information is needed 
for people with mild injuries after several years [16, 41], often 
mistakenly considered as not needing adaptations [42]. In 
addition, the identity updating and adaptive behaviours iden
tified are in line with current models, favouring realistic goals 
linked to improved well‐being and quality of life [16, 41]. The 
self‐reflection process on the lived experience provided them 
with a vital learning lesson that redefined their self‐concept. 
These findings are consistent with previous studies [42], in 
which each participant has reconstructed a new self through 
lived experiences in everyday life to consider their competen
cies, especially those that are meaningful to each person, and 
self‐efficacy prevails over functional level. Future studies are 
recommended to further explore self‐learning, especially me
tacognitive and self‐management components [39].

Participants described their current participation, comparing it to 
their pre‐stroke lifestyle and their current scale of priorities. In 
this way, the need to deepen the occupational history [5] of the 
stroke survivor and the identification of meaningful activities 

[43] is supported. These meaningful activities were found to be 
favourable for adherence and return to social participation and 
reintegration, contributing to quality of life and resilience 
[36, 44]. Furthermore, the results showed that the person makes 
an estimation of their abilities and limitations to perform 
autonomous participation, with special emphasis on their ability 
to adapt, search for resources and start unexplored activities as 
reported by stroke survivors after more than 15 years and their 
relatives in a study [16]. The study participants did not present 
severe restrictions in participation, which may be due to their 
mild stroke, as opposed to those with more severe sequelae who 
present restrictions in participation even after 5 years of age [45]. 
It could also be due to the self‐efficacy, which some showed 
identified as relevant to higher performance and satisfaction [7].

These results showed that the time elapsed since the injury is 
secondary to the participation return as compared to a multi
factorial influence, as shown in previous studies [13, 16]. 
Therefore, although the passing of time influences the pro
gressive functional recovery, it does not always imply a return 
to complete participation [10]. Stroke represents a turning point 
in people's lives [21], requiring a continuous and dynamic 
adjustment of personal identity and occupational roles [46], a 
process that never truly ends [21, 44, 47]. The individual's life 
situation must be considered, as environmental factors signifi
cantly influence opportunities to resume participation [20]. 
Engagement in activities reshapes and redefines roles, whereas 
roles simultaneously guide and sustain participation [5].

The main topics discussed by the participants were activities 
conducted at home and leisure, work and study, and the ability 
to get around. These may or may not be priority objectives in 
the rehabilitation plan [40], being necessary to adapt to the 
person's needs and demands [17, 48] due to their high potential 
for adherence in the process of returning to participation 
[12, 13, 36]. Household activities were often described in rela
tion to the need or concern to seek and implement adaptations 
that support autonomy and independence. Leisure activities 
emerged as particularly meaningful, as participants reported 
having more time to enjoy, explore and resume activities that 
contribute to their sense of well‐being. Previous studies have 
contemplated similar aspects, referring to it as ‘reconstruction 
of the self’ [16]. Furthermore, evidence exists between the 
reciprocal effects of participation and well‐being after a stroke 
[41]. Participants indicated that their previously assumed roles 
had been disrupted. The results of our study reflected the need 
to resume these roles, either through adaptations or at a dif
ferent pace [49], in order to cope with difficulties in performing 
simultaneous tasks, as well as with fatigue and physical limi
tations [50]. Moreover, our results revealed how stroke had 
generated an individual impact on the roles played so far, an 
unnoticed point in regard to the restructuring of the person 
after the stroke [16]. The ability to get around has been eval
uated by previous studies [10]. Particularly, having a driver's 
license with some adaptations or not having to depend on 
others is in line with previous studies [48]. Specifically, a sense 
of independence in participating in social activities that is 
limited at times by fear of falling [51]. Although walking 
function is a key determinant of community mobility decline in 
chronic stroke, when this ability is preserved, other factors, 
such as those identified in this study, also influence mobility 
and warrant further investigation [52].
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Regarding interpersonal relationships, our findings are in line 
with the literature highlighting the importance of the family 
[53]. However, our findings did not specifically mention the 
caregiver [54] even though 12 of the participants needed it, but 
the need for close help. Moreover, participants reflected the 
restrictions they encountered in their sexual relationship with 
their partner, information that was scarcely developed in pre
vious studies and rarely included in intervention plans [55, 56], 
although it is in clinical guidelines [40]. Furthermore, inter
personal relationships in society are known to be a great sup
port and facilitator of the return to participation after a stroke 
[48, 57], but the present study reported fluctuations in social 
life, at times increased or decreased after stroke. Participants 
looked for alternatives outside the family circle through 
friendship or support groups, placing value on finding con
nection points, which became crucial for adherence to par
ticipation [11]. External resources, such as healthcare and 
social support, play an important role in shaping individual 
and social resilience, yet they have received limited attention 
in the literature [36, 44]. Previous studies have highlighted 
the importance of group belonging and identification as key 
elements of psychological coping [58]. This aligns with 
the experiences reported by participants in our study, who 
described how these external resources influenced their pro
cess of re‐engagement.

Finally, participants expressed their experiences in relation to 
the different healthcare institutions with which they have come 
directly in contact, especially appreciating the individuality and 
closeness, but unfortunately, only supporting their potential in 
the new models of person‐centred healthcare [17, 59]. This 
study showed that, even when high levels of function and 
independence are maintained after stroke, individuals still un
dergo a significant process of adaptation to their new circum
stances. These findings open an important debate on the need 
for rehabilitation services to also address the needs of people 
with mild stroke, particularly regarding social activity and 
participation [60].

4.1 | Recommendations for Practice 

This was the first study to describe the experience of partici
pation after a stroke in people with mild sequelae, unrestricted 
walking and communication in different regions of Spain. 
Highly relevant aspects for clinical practice are collected, 
including the need to consider not only the capabilities and 
limitations of stroke survivors. But also, individual aspects re
garding their self‐concept and self‐efficacy, needs, and interests, 
as well as searching for adaptations and scaffolding. Together, 
these foster independence and enjoyment, as these are the great 
potential for establishing adherence to active participation. 
Therefore, at the clinical level, it is suggested that the use of a 
qualitative interview may provide the most suitable way to 
understand these aspects hidden from quantitative assessments 
before setting goals and intervention plans focused on increas
ing participation. It is recommended to consider the life ex
periences of stroke survivors when co‐designing strategies for 
adaptation and reintegration into new participation contexts 
after a stroke, even in mild cases [60]. Empowering stroke 
survivors to actively seek resources from a self‐management 
perspective is essential [15, 23, 37, 45, 46].

4.2 | Need for Further Research 

Future studies should analyse the experience of the process of 
return to participation in people with mild sequelae during 
the first 6 months after stroke, to learn how they experience the 
process of change and accompaniment from the hospital health
care environment to their home. We should also address the 
return to participation in people who are more dependent during 
the first 6 months as well as in the months and years after a stroke.

4.3 | Strengths and Limitations 

A strength of this qualitative study was the inclusion of 35 
participants, a comparatively large sample within a population 
segment that is rarely examined [10, 12, 13]. This group is often 
overlooked because they are assumed not to experience diffi
culties in returning to participation [4] due to their high func
tional level and average age below 65 years [1]. In addition, this 
sample offered insights into a wide range of situations shaped 
by diverse socio‐cultural contexts, as participants were recruited 
from multiple regions across Spain. For these reasons, the 
results of this study highlight important aspects of the return‐to‐ 
participation process that have been largely overlooked in pre
vious research [10], may contribute to a better understanding of 
individual recovery trajectories and address the current gap in 
knowledge on this topic. This study provides new perspectives 
on the long‐term needs of people with mild stroke, a population 
in which the prevalence and heterogeneity of unmet needs 
remain high [19, 35]. The experiences and strategies reported by 
participants across different socio‐cultural and geographical 
settings in Spain [24] complement existing qualitative evidence 
on social participation and reintegration after stroke [11, 61].

However, the main limitation of this study is that these results 
cannot be extrapolated to all stroke survivors due to the nature 
of the research question, the selected qualitative design and the 
characteristics of the sample, which included only stroke sur
vivors who were able to walk and had no communication 
impairment 6 months after stroke, with a wide variation in the 
time elapsed since stroke. Another limitation, despite employ
ing a systematic process to minimise coding risks [33], was that 
the dataset was coded using Excel rather than computer‐ 
assisted qualitative data analysis software such as NVivo, which 
could have reduced the potential risk of overlooking relevant 
elements within the narratives [62].

5 | Conclusions 

In conclusion, the results of this first study carried out with 
mild stroke survivors in Spain showed that the experience of 
participating 6 months after having had a stroke is an individual 
one and a high diversity of situations can be found, in spite of 
being able to move around and communicate, emphasising the 
importance of adaptations and social support to achieve inde
pendence, as well as the modification of roles and self‐ 
determination after the situation experienced.

Author Contributions 

Cristina de Diego‐Alonso: data collection, triangulation process that 
served as the basis for the format of the semi‐structured interviews, 

8 of 11 Health Expectations, 2026



semi‐structured interviews to obtain information on specific issues of 
interest based on the analysis of the responses from participants in the 
first phase, organising the data through a coding process, data synthesis, 
manuscript writing, reviewed the manuscript based on the comments 
provided in the decision letter, reviewed the final version after Revision 
1, study conception or design, read and approved the final manuscript. 
Almudena Buesa Estéllez: data collection, triangulation process that 
served as the basis for the format of the semi‐structured interviews, 
breaking down narratives into units of meaning, organising the data 
through a coding process, data synthesis, manuscript writing, reviewed 
the manuscript based on the comments provided in the decision letter, 
reviewed the final version after Revision 1, study conception or design, 
read and approved the final manuscript. Javier Güeita‐Rodriguez: 
organising the data through a coding process, data synthesis, manu
script writing, reviewed the final version after Revision 1, study con
ception or design, read and approved the final manuscript. Pablo 
Bellosta‐López: data synthesis, manuscript writing, reviewed the final 
version after Revision 1, study conception or design, read and approved 
the final manuscript. Patricia Roldán‐Pérez: triangulation process 
that served as the basis for the format of the semi‐structured interviews, 
breaking down narratives into units of meaning, organising the data 
through a coding process, data synthesis, manuscript writing, reviewed 
the manuscript based on the comments provided in the decision letter, 
reviewed the final version after Revision 1, study conception or design, 
read and approved the final manuscript.

Acknowledgements 

The authors thank all the participants and families who have made this 
study possible. We thank all the collaborating centres involved in the 
recruitment of study participants: ADACECO (Asociación de Daño 
Cerebral de A Coruña) in A Coruña; AENO (Asociación de Enfermos 
Neurológicos Oscense) in Huesca; AIDA (Asociación de Ictus de Aragón) 
in Zaragoza; ASPAYM (Asociación de personas con lesión medular y 
otras discapacidades físicas) in Burgos; Centro de neurorrehabilitación 
(Clínica de Rehabilitación Neurológica Sant Cugat) in San Cugat del 
Valles; CIRON (Centro Integral de Rehabilitación ON) in Valladolid; 
freelance physiotherapists in Madrid (Lezcano Fisioterapia) and Sanlúcar 
de Barrameda; INEURO (Neurorrehabilitación y Atención al Neurode
sarrollo) in Sevilla; NEUFIS (Centro de Fisioterapia y Neurorrehabilita
ción) in Vitoria; NEURAXIS (Rehabilitación Neurológica y Desarrollo 
Infantil) in Ferrol; NEUROESPLUGUES (Centre de Rehabilitació 
Neurològica) in Esplugues de Llobregat; and Rehabilitación El Carmen in 
Zaragoza. This study was supported by a research award grant from the 
Colegio Profesional de Terapeutas Ocupacionales del Principado de 
Asturias (COPTOPA) and was also supported by ‘Ayudas a Proyectos 
Internos de Investigación Universidad San Jorge curso 2022–2023’ grant 
number PI 2023 MOTUS‐2223024. The authors derive no financial ben
efits from this study. C.D.A., A.B.E., P.R.P. and P.B.L. are supported 
by Departamento de Ciencia, Universidad y Sociedad del Conocimiento, 
from the Gobierno de Aragón (Spain) (Research Group MOTUS 
B60_23D). This article benefited from funding provided by the 
Universidad San Jorge for Open Access publication.

Ethics Statement 

This study was approved by the Research Ethics Committee of the 
Aragon Community (internal registration number: PI21/333). Addi
tionally, the study was conducted in accordance with the principles of 
the Declaration of Helsinki.

Consent 

The participants provided permission for audio and video recording 
through an informed consent form.

Conflicts of Interest 

The authors declare no conflicts of interest.

Data Availability Statement 

The data that support the findings of this study are available in the 
supporting material of this article.

References 

1. V. L. Feigin, B. A. Stark, C. O. Johnson, et al., “Global, Regional, and 
National Burden of Stroke and Its Risk Factors, 1990–2019: A System
atic Analysis for the Global Burden of Disease Study 2019,” Lancet 
Neurology 20, no. 10 (October 2021): 795–820, https://doi.org/10.1016/ 
s1474-4422(21)00252-0.

2. T. N. Rochmah, I. T. Rahmawati, M. Dahlui, W. Budiarto, and 
N. Bilqis, “Economic Burden of Stroke Disease: A Systematic Review,” 
International Journal of Environmental Research and Public Health 18, 
no. 14 (July 2021): 7552, https://doi.org/10.3390/ijerph18147552.

3. J. S. Svensson, E. Westerlind, H. C. Persson, and K. S. Sunnerhagen, 
“Occupational Gaps 5 Years After Stroke,” Brain and Behavior 9, no. 3 
(March 2019): e01234, https://doi.org/10.1002/brb3.1234.

4. A. Norlander, E. Carlstedt, A. C. Jönsson, et al., “Long‐Term Pre
dictors of Social and Leisure Activity 10 Years After Stroke,” PLoS One 
11, no. 2 (2016): e0149395, https://doi.org/10.1371/journal.pone. 
0149395.

5. S. S. Roley, J. V. DeLany, C. J. Barrows, et al., “Occupational Therapy 
Practice Framework: Domain & Process—4th Edition,” American 
Journal of Occupational Therapy: Official Publication of the American 
Occupational Therapy Association 74, no. 2 (2020), https://doi.org/10. 
5014/ajot.2020.74S2001.

6. T. Mallinson and J. Hammel, “Measurement of Participation: Inter
secting Person, Task, and Environment,” supplement, Archives of 
Physical Medicine and Rehabilitation 91, no. 9 Suppl (September 2010): 
S29–S33, https://doi.org/10.1016/j.apmr.2010.04.027.

7. M. Nott, L. Wiseman, T. Seymour, S. Pike, T. Cuming, and G. Wall, 
“Stroke Self‐Management and the Role of Self‐Efficacy,” Disability and 
Rehabilitation 43, no. 10 (May 2021): 1410–1419, https://doi.org/10. 
1080/09638288.2019.1666431.

8. R. M. Ryan, W. S. Ryan, S. I. Di Domenico, and E. L. Deci, “The 
Nature and the Conditions of Human Autonomy and Flourishing,” in 
The Oxford Handbook of Human Motivation (2019), 89.

9. M. W. Hildebrand, D. Geller, and R. Proffitt, “Occupational Therapy 
Practice Guidelines for Adults With Stroke,” American Journal of 
Occupational Therapy 77, no. 5 (September 2023): 077501, https://doi. 
org/10.5014/ajot.2023.077501.

10. S. Wesselhoff, T. A. Hanke, and C. C. Evans, “Community Mobility 
After Stroke: A Systematic Review,” Topics in Stroke Rehabilitation 25, no. 3 
(April 2018): 224–238, https://doi.org/10.1080/10749357.2017.1419617.

11. C. Della Vecchia, M. Viprey, J. Haesebaert, et al., “Contextual De
terminants of Participation After Stroke: A Systematic Review of 
Quantitative and Qualitative Studies,” Disability and Rehabilitation 43, 
no. 13 (June 2021): 1786–1798, https://doi.org/10.1080/09638288.2019. 
1679897.

12. S. R. Shrivastav, M. A. Ciol, and D. Lee, “Perceived Community 
Participation and Associated Factors in People With Stroke,” Archives of 
Rehabilitation Research and Clinical Translation 4, no. 3 (September 
2022): 100210, https://doi.org/10.1016/j.arrct.2022.100210.

13. L. Ezekiel, J. Collett, N. E. Mayo, L. Pang, L. Field, and H. Dawes, 
“Factors Associated With Participation in Life Situations for Adults 
With Stroke: A Systematic Review,” Archives of Physical Medicine and 
Rehabilitation 100, no. 5 (May 2019): 945–955, https://doi.org/10.1016/j. 
apmr.2018.06.017.

14. L. Bright, C. M. Baum, and P. Roberts, “Person and Environment 
Factors Supporting Self‐Care Performance and Social Participation 
After Mild Stroke,” OTJR: Occupation, Participation and Health 44, 
no. 3 (2024): 455–466, https://doi.org/10.1177/15394492241246546.

9 of 11 Health Expectations, 2026

https://doi.org/10.1016/s1474-4422(21)00252-0
https://doi.org/10.1016/s1474-4422(21)00252-0
https://doi.org/10.3390/ijerph18147552
https://doi.org/10.1002/brb3.1234
https://doi.org/10.1371/journal.pone.0149395
https://doi.org/10.1371/journal.pone.0149395
https://doi.org/10.5014/ajot.2020.74S2001
https://doi.org/10.5014/ajot.2020.74S2001
https://doi.org/10.1016/j.apmr.2010.04.027
https://doi.org/10.1080/09638288.2019.1666431
https://doi.org/10.1080/09638288.2019.1666431
https://doi.org/10.5014/ajot.2023.077501
https://doi.org/10.5014/ajot.2023.077501
https://doi.org/10.1080/10749357.2017.1419617
https://doi.org/10.1080/09638288.2019.1679897
https://doi.org/10.1080/09638288.2019.1679897
https://doi.org/10.1016/j.arrct.2022.100210
https://doi.org/10.1016/j.apmr.2018.06.017
https://doi.org/10.1016/j.apmr.2018.06.017
https://doi.org/10.1177/15394492241246546


15. M. Anthony, R. Hattori, M. L. Nicholas, et al., “Social Support 
Mediates the Association Between Abilities and Participation After 
Stroke,” OTJR: Occupation, Participation and Health 44, no. 3 (2024): 
467–477, https://doi.org/10.1177/15394492241249446.

16. A. Norlander, S. Iwarsson, A. C. Jönsson, A. Lindgren, and 
E. Månsson Lexell, “Participation in Social and Leisure Activities While 
Re‐Constructing the Self: Understanding Strategies Used by Stroke 
Survivors From a Long‐Term Perspective,” Disability and Rehabilitation 
44, no. 16 (2022): 4284–4292, https://doi.org/10.1080/09638288.2021. 
1900418.

17. M. B. Martín‐Sanz, R. M. Salazar‐de‐la‐Guerra, J. N. Cuenca‐Zaldivar, 
M. Salcedo‐Perez‐Juana, C. Garcia‐Bravo, and D. Palacios‐Ceña, “Person‐ 
Centred Care in Individuals With Stroke: A Qualitative Study Using in‐ 
Depth Interviews,” Annals of Medicine 54, no. 1 (December 2022): 2167– 
2180, https://doi.org/10.1080/07853890.2022.2105393.

18. E. Twardzik, N. Colabianchi, L. Duncan, L. D. Lisabeth, 
S. H. Brown, and P. J. Clarke, “‘Well in in This Neighborhood I Have 
Walked, Not at All’: Stroke Survivors Lived Experience in the Outdoor 
Environment,” Social Science & Medicine (1982) 305 (July 2022): 
115107, https://doi.org/10.1016/j.socscimed.2022.115107.

19. E. Finch, M. Foster, J. Fleming, et al., “Exploring Changing Needs 
Following Minor Stroke,” Health & Social Care in the Community 28, 
no. 2 (March 2020): 347–356, https://doi.org/10.1111/hsc.12866.

20. S. Jellema, S. van Hees, J. Zajec, R. van der Sande, 
M. W. Nijhuis‐ van der Sanden, and E. M. Steultjens, “What Environ
mental Factors Influence Resumption of Valued Activities Post Stroke: 
A Systematic Review of Qualitative and Quantitative Findings,” Clinical 
Rehabilitation 31, no. 7 (2017): 936–947, https://doi.org/10.1177/ 
0269215516671013.

21. S. Lou, K. Carstensen, C. R. Jørgensen, and C. P. Nielsen, “Stroke 
Patients' and Informal Carers' Experiences With Life After Stroke: An 
Overview of Qualitative Systematic Reviews,” Disability and 
Rehabilitation 39, no. 3 (January 2017): 301–313, https://doi.org/10. 
3109/09638288.2016.1140836.

22. P. Woodman, A. Riazi, C. Pereira, and F. Jones, “Social Participation 
Post Stroke: A Meta‐Ethnographic Review of the Experiences and Views 
of Community‐Dwelling Stroke Survivors,” Disability and Rehabilitation 
36, no. 24 (2014): 2031–2043, https://doi.org/10.3109/09638288.2014. 
887796.

23. R. Barclay, S. C. Webber, J. Ripat, S. Nowicki, and R. Tate, “Self‐ 
Reported Factors Associated With Community Ambulation After 
Stroke: The Canadian Longitudinal Study on Aging,” PLoS One 19, no. 3 
(2024): e0299569, https://doi.org/10.1371/journal.pone.0299569.

24. N. Huete‐Alcocer, V. R. López‐Ruiz, J. L. Alfaro‐Navarro, and 
D. Nevado‐Peña, “The Role of Environmental, Economic, and Social 
Dimensions of Sustainability in the Quality of Life in Spain,” Applied 
Research in Quality of Life 19, no. 4 (2024): 1997–2014, https://doi.org/ 
10.1007/s11482-024-10317-w.

25. C. S. M. Carpenter, Qualitative Research for Occupational and 
Physical Therapists: A Practical Guide (Blackwell Publishing, 2008).

26. C. De Diego‐Alonso, J. Alegre‐Ayala, A. Buesa, et al., Part&Sed‐ 
Stroke Collaborators Group, “Multidimensional Analysis of Sedentary 
Behaviour and Participation in Spanish Stroke Survivors (Part&Sed‐ 
Stroke): A Protocol for a Longitudinal Multicentre Study,” BMJ Open 
13, no. 2 (2023): 065628, https://doi.org/10.1136/bmjopen-2022-065628.

27. J. W. P. C. Creswell, Qualitative Inquiry and Research Design: Choosing 
Among Five Approaches, 4th ed. (SAGE Publications Inc, 2017).

28. H. K. Kim, M. Jun, S. Rhee, and M. Wreen, “Husserlian Phenom
enology in Korean Nursing Research: Analysis, Problems, and Sugges
tions,” Journal of Educational Evaluation for Health Professions 17 
(2020): 13, https://doi.org/10.3352/jeehp.2020.17.13.

29. K. Malterud, “Theory and Interpretation in Qualitative Studies From 
General Practice: Why and How?,” Scandinavian Journal of Public 

Health 44, no. 2 (March 2016): 120–129, https://doi.org/10.1177/ 
1403494815621181.

30. F. M. Olmos‐Vega, R. E. Stalmeijer, L. Varpio, and R. Kahlke, 
“A Practical Guide to Reflexivity in Qualitative Research: AMEE Guide 
no. 149,” Medical Teacher 45, no. 3 (2023): 241–251, https://doi.org/10. 
1080/0142159x.2022.2057287.

31. A. Moser and I. Korstjens, “Series: Practical Guidance to Qualitative 
Research. Part 3: Sampling, Data Collection and Analysis,” European 
Journal of General Practice 24, no. 1 (December 2018): 9–18, https://doi. 
org/10.1080/13814788.2017.1375091.

32. A. Giorgi, “The Theory, Practice, and Evaluation of the Phenome
nological Method as a Qualitative Research Procedure,” Journal of 
Phenomenological Psychology 28 (1997): 235–260.

33. J. Saldana, The Coding Manual for Qualitative Researchers (SAGE 
Publications, 2021).

34. Y. S. Lincoln and E. G. Guba, Naturalistic Inquiry (Sage, 1985), 1

35. T. Chen, B. Zhang, Y. Deng, J.‐C. Fan, L. Zhang, and F. Song, “Long‐ 
Term Unmet Needs After Stroke: Systematic Review of Evidence From 
Survey Studies,” BMJ Open 9, no. 5 (2019): e028137, https://doi.org/10. 
1136/bmjopen-2018-028137.

36. M. Matérne, G. Simpson, G. Jarl, P. Appelros, and 
M. Arvidsson‐Lindvall, “Contribution of Participation and Resilience to 
Quality of Life Among Persons Living With Stroke in Sweden: A 
Qualitative Study,” International Journal of Qualitative Studies on 
Health and Well‐Being 17, no. 1 (December 2022): 2119676, https://doi. 
org/10.1080/17482631.2022.2119676.

37. Y. Lee, M. L. Nicholas, and L. T. Connor, “Identifying Emotional 
Contributors to Participation Post‐Stroke,” Topics in Stroke Rehabilitation 
30, no. 2 (2023): 180–192, https://doi.org/10.1080/10749357.2021.2008597.

38. A. Bandura, “Health Promotion From the Perspective of Social 
Cognitive Theory,” Psychology & Health 13, no. 4 (1998): 623–649, 
https://doi.org/10.1080/08870449808407422.

39. M. Egan, D. Kessler, P. Duong, et al., “Adaptive Interventions for En
hancing Participation Poststroke: A Systematic Review and Meta‐Analysis,” 
Canadian Journal of Occupational Therapy Revue Canadienne d'Ergotherapie 
(2025), https://doi.org/10.1177/00084174251352305.

40. A. Mountain, M. Patrice Lindsay, R. Teasell, et al., “Canadian Stroke 
Best Practice Recommendations: Rehabilitation, Recovery, and Com
munity Participation Following Stroke. Part Two: Transitions and 
Community Participation Following Stroke,” International Journal of 
Stroke 15, no. 7 (October 2020): 789–806, https://doi.org/10.1177/ 
1747493019897847.

41. M. Egan, C. G. Davis, C. J. Dubouloz, D. Kessler, and L. A. Kubina, 
“Participation and Well‐Being Poststroke: Evidence of Reciprocal Ef
fects,” Archives of Physical Medicine and Rehabilitation 95, no. 2 
(February 2014): 262–268, https://doi.org/10.1016/j.apmr.2013.08.013.

42. A. Erikson, M. Ranner, S. Guidetti, and L. von Koch, “In Search of 
Self After Stroke: A Longitudinal Qualitative Study in the Context of 
Client‐Centred Rehabilitation,” International Journal of Qualitative 
Studies on Health and Well‐Being 18, no. 1 (December 2023): 2282513, 
https://doi.org/10.1080/17482631.2023.2282513.

43. C. Wassenius, L. Claesson, C. Blomstrand, K. Jood, and G. Carlsson, 
“Integrating Consequences of Stroke Into Everyday Life—Experiences 
From a Long‐Term Perspective,” Scandinavian Journal of Occupational 
Therapy 29, no. 2 (February 2022): 126–138, https://doi.org/10.1080/ 
11038128.2020.1857433.

44. S. Sarre, C. Redlich, A. Tinker, E. Sadler, A. Bhalla, and C. McKevitt, 
“A Systematic Review of Qualitative Studies on Adjusting After Stroke: 
Lessons for the Study of Resilience,” Disability and Rehabilitation 36, 
no. 9 (2014): 716–726, https://doi.org/10.3109/09638288.2013.814724.

45. A. Palstam, A. Sjödin, and K. S. Sunnerhagen, “Participation and 
Autonomy Five Years After Stroke: A Longitudinal Observational 

10 of 11 Health Expectations, 2026

https://doi.org/10.1177/15394492241249446
https://doi.org/10.1080/09638288.2021.1900418
https://doi.org/10.1080/09638288.2021.1900418
https://doi.org/10.1080/07853890.2022.2105393
https://doi.org/10.1016/j.socscimed.2022.115107
https://doi.org/10.1111/hsc.12866
https://doi.org/10.1177/0269215516671013
https://doi.org/10.1177/0269215516671013
https://doi.org/10.3109/09638288.2016.1140836
https://doi.org/10.3109/09638288.2016.1140836
https://doi.org/10.3109/09638288.2014.887796
https://doi.org/10.3109/09638288.2014.887796
https://doi.org/10.1371/journal.pone.0299569
https://doi.org/10.1007/s11482-024-10317-w
https://doi.org/10.1007/s11482-024-10317-w
https://doi.org/10.1136/bmjopen-2022-065628
https://doi.org/10.3352/jeehp.2020.17.13
https://doi.org/10.1177/1403494815621181
https://doi.org/10.1177/1403494815621181
https://doi.org/10.1080/0142159x.2022.2057287
https://doi.org/10.1080/0142159x.2022.2057287
https://doi.org/10.1080/13814788.2017.1375091
https://doi.org/10.1080/13814788.2017.1375091
https://doi.org/10.1136/bmjopen-2018-028137
https://doi.org/10.1136/bmjopen-2018-028137
https://doi.org/10.1080/17482631.2022.2119676
https://doi.org/10.1080/17482631.2022.2119676
https://doi.org/10.1080/10749357.2021.2008597
https://doi.org/10.1080/08870449808407422
https://doi.org/10.1177/00084174251352305
https://doi.org/10.1177/1747493019897847
https://doi.org/10.1177/1747493019897847
https://doi.org/10.1016/j.apmr.2013.08.013
https://doi.org/10.1080/17482631.2023.2282513
https://doi.org/10.1080/11038128.2020.1857433
https://doi.org/10.1080/11038128.2020.1857433
https://doi.org/10.3109/09638288.2013.814724


Study,” PLoS One 14, no. 7 (2019): e0219513, https://doi.org/10.1371/ 
journal.pone.0219513.

46. M. M. Martin‐Saez and N. James, “The Experience of Occupational 
Identity Disruption Post Stroke: A Systematic Review and Meta‐ 
Ethnography,” Disability and Rehabilitation 43, no. 8 (April 2021): 
1044–1055, https://doi.org/10.1080/09638288.2019.1645889.

47. P. Liang, E. Lie, M. Ibrahim, M. Y. Chan, K. S. Geok Chua, and 
K. H. Kong, “A Meta‐Aggregative Review of Qualitative Studies on the 
Lived Experiences of Stroke,” Archives of Physical Medicine and 
Rehabilitation 101, no. 11 (November 2020): e112, https://doi.org/10. 
1016/j.apmr.2020.09.342.

48. I. Becker, M. D. Maleka, A. Stewart, M. Jenkins, and L. Hale, 
“Community Reintegration Post‐Stroke in New Zealand: Understanding 
the Experiences of Stroke Survivors in the Lower South Island,” 
Disability and Rehabilitation 44, no. 12 (2022): 2815–2822, https://doi. 
org/10.1080/09638288.2020.1839792.

49. G. La Torre, L. Lia, F. Francavilla, M. Chiappetta, and S. De Sio, 
“Factors That Facilitate and Hinder the Return to Work After Stroke: 
An Overview of Systematic Reviews,” La Medicina del Lavoro 113, no. 3 
(June 2022): e2022029, https://doi.org/10.23749/mdl.v113i3.13238.

50. U. Johansson, A. Ö. Nilsson, A. H. Falkdal, L. von Koch, 
T. Hellman, and G. Eriksson, “The Delivery of the ReWork‐Stroke 
Program: A Process Evaluation,” Work (Reading, Mass) 70, no. 2 (2021): 
467–478, https://doi.org/10.3233/wor-213585.

51. L. K. Kwah, K. Doshi, D. A. De Silva, W. M. Ng, and S. Thilarajah, 
“What Influences Stroke Survivors With Physical Disabilities to be 
Physically Active? A Qualitative Study Informed by the Theoretical 
Domains Framework,” PLoS One 19, no. 3 (2024): e0292442, https://doi. 
org/10.1371/journal.pone.0292442.

52. S. Tsunoda, S. Shimizu, Y. Suzuki, et al., “Longitudinal Changes in 
Life‐Space Mobility and the Factors Influencing It Among Chronic 
Community‐Dwelling Post‐Stroke Patients,” Disability and 
Rehabilitation 44, no. 25 (December 2022): 7872–7876, https://doi.org/ 
10.1080/09638288.2021.2001054.

53. W. Zhang, Y. J. Gao, M. M. Ye, and L. S. Zhou, “Post‐Stroke Family 
Resilience Is Correlated With Family Functioning Among Stroke Survivors: 
The Mediating Role of Patient's Coping and Self‐Efficacy,” Nursing Open 11, 
no. 7 (July 2024): e2230, https://doi.org/10.1002/nop2.2230.

54. A. Kazemi, J. Azimian, M. Mafi, K. A. Allen, and S. A. Motalebi, 
“Caregiver Burden and Coping Strategies in Caregivers of Older Pa
tients With Stroke,” BMC Psychology 9, no. 1 (April 2021): 51, https:// 
doi.org/10.1186/s40359-021-00556-z.

55. M. A. Low, E. Power, and M. McGrath, “Sexuality After Stroke: Ex
ploring Knowledge, Attitudes, Comfort and Behaviours of Rehabilitation 
Professionals,” Annals of Physical and Rehabilitation Medicine 65, no. 2 
(March 2022): 101547, https://doi.org/10.1016/j.rehab.2021.101547.

56. C. Kiekens and V. M. Young, “How Effective and Safe Are Current 
Interventions for Sexual Dysfunction Following Stroke? A Cochrane 
Review Summary With Commentary,” Neurorehabilitation 50, no. 3 
(2022): 343–345, https://doi.org/10.3233/nre-228017.

57. K. Espernberger, N. A. Fini, and C. L. Peiris, “Identity, Social Engage
ment and Community Participation Impact Physical Activity Levels of 
Stroke Survivors: A Mixed‐Methods Study,” Clinical Rehabilitation 37, no. 6 
(June 2023): 836–850, https://doi.org/10.1177/02692155221141977.

58. I. Lyon, P. Fisher, and F. Gracey, “‘Putting a New Perspective on Life’: A 
Qualitative Grounded Theory of Posttraumatic Growth Following Acquired 
Brain Injury,” Disability and Rehabilitation 43, no. 22 (October 2021): 3225– 
3233, https://doi.org/10.1080/09638288.2020.1741699.

59. R. C. Stockley, M. F. Walker, M. Alt Murphy, et al., “Criteria and In
dicators for Centers of Clinical Excellence in Stroke Recovery and Reha
bilitation: A Global Consensus Facilitated by ISRRA,” Neurorehabilitation 
and Neural Repair 38 (January 2024): 87–98, https://doi.org/10.1177/ 
15459683231222026.

60. J. Dobe, L. Gustafsson, and K. Walder, “Co‐Creation and Stroke 
Rehabilitation: A Scoping Review,” Disability and Rehabilitation 45, no. 3 
(January 2023): 562–574, https://doi.org/10.1080/09638288.2022.2032411.

61. Y. Zhang, Y. Mou, Y. Zhang, J. Wang, and F. Kong, “Psychological 
Experience and Social Reintegration Needs of Young Stroke Patients: A 
Systematic Review and Meta‐Aggregation of Qualitative Studies,” 
Journal of Community Health Nursing 39, no. 3 (2022): 150–169, https:// 
doi.org/10.1080/07370016.2022.2077074.

62. F. Zamawe, “The Implication of Using NVivo Software in Qualitative 
Data Analysis: Evidence‐Based Reflections,” Malawi Medical Journal 27, 
no. 1 (March 2015): 13–15, https://doi.org/10.4314/mmj.v27i1.4.

Supporting Information 

Additional supporting information can be found online in the 
Supporting Information section. 
Supplementary Material I: BRACKETING (Positioning of re
searchers). Supplementary Material II: Sociodemographic and clini
cal data of the participants. Supplementary Material III: Themes, 
groups of common meaning and meaning units that emerged from the 
participants' narratives. Supplementary Material IV: Additional 
supporting quotes for each theme.

11 of 11 Health Expectations, 2026

https://doi.org/10.1371/journal.pone.0219513
https://doi.org/10.1371/journal.pone.0219513
https://doi.org/10.1080/09638288.2019.1645889
https://doi.org/10.1016/j.apmr.2020.09.342
https://doi.org/10.1016/j.apmr.2020.09.342
https://doi.org/10.1080/09638288.2020.1839792
https://doi.org/10.1080/09638288.2020.1839792
https://doi.org/10.23749/mdl.v113i3.13238
https://doi.org/10.3233/wor-213585
https://doi.org/10.1371/journal.pone.0292442
https://doi.org/10.1371/journal.pone.0292442
https://doi.org/10.1080/09638288.2021.2001054
https://doi.org/10.1080/09638288.2021.2001054
https://doi.org/10.1002/nop2.2230
https://doi.org/10.1186/s40359-021-00556-z
https://doi.org/10.1186/s40359-021-00556-z
https://doi.org/10.1016/j.rehab.2021.101547
https://doi.org/10.3233/nre-228017
https://doi.org/10.1177/02692155221141977
https://doi.org/10.1080/09638288.2020.1741699
https://doi.org/10.1177/15459683231222026
https://doi.org/10.1177/15459683231222026
https://doi.org/10.1080/09638288.2022.2032411
https://doi.org/10.1080/07370016.2022.2077074
https://doi.org/10.1080/07370016.2022.2077074
https://doi.org/10.4314/mmj.v27i1.4

	Lived Experiences of Returning to Participation After Mild Stroke: A Phenomenological Study in Spain
	1 Introduction
	2 Materials and Methods
	2.1 Procedure
	2.2 Positionality Statement
	2.3 Participants and Sampling Strategies
	2.4 Data Collection
	2.5 Data Analysis
	2.6 Rigour and Quality Criteria
	2.7 Ethical Considerations

	3 Findings
	3.1 Intrapersonal Context
	3.1.1 Resilience to Face Sequelae and Achieve Autonomy
	3.1.2 Self-Reflections

	3.2 Return to Daily Life
	3.2.1 Home and Leisure
	3.2.2 Work and Study
	3.2.3 Daily Commuting and Travel

	3.3 Interpersonal and Social Participation Reengage
	3.3.1 Close Connections
	3.3.2 Social Bonds


	4 Discussion
	4.1 Recommendations for Practice
	4.2 Need for Further Research
	4.3 Strengths and Limitations

	5 Conclusions
	Author Contributions
	Acknowledgements
	Ethics Statement
	Consent
	Conflicts of Interest
	Data Availability Statement
	References
	Supporting Information




