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Abstract 

Background The consequence of living as a stroke survivor has received significant attention in literature from 
different parts of the world. Enriching social relations and other factors are reported to influence the post-stroke 
experience. Differences in health systems, cultural factors and available resources have made it apt to explore the 
experience of life after a stroke in Nigerian stroke survivors. This study explored the lived experiences of Nigerian adult 
stroke survivors, with a focus on their concerns, hopes, dreams and daily routine experiences.

Methods This qualitative study employed a phenomenological approach based on in-depth interviews with stroke 
survivors. Interpretative phenomenological analysis was used to analyse the in-depth exploration of the personal 
experiences of these stroke survivors and the meanings they attached to that experience.

Results The participants in this study described their experiences, emphasising both the visible loss of mobility and 
emotional issues related to their condition. Three superordinate themes were identified: (1) stroke presentation; (2) 
affect, coping, and adaptation; and (3) social supports.

Conclusion The study concluded that the experience of Nigerian stroke survivors is unique as it is a blend of sup-
portive and non-supportive care scenarios, which is greatly associated with environmental and other intrinsic vari-
ables. Post-stroke mobility strongly influences the overall stroke experience.

Keywords Life experiences, Stroke survivors, Presentation, Social support, Coping

Background
Stroke is the second most common cause of death and 
disability worldwide with an obviously increasing African 
burden [1]. Owolabi et al. [2] reported that the incidence 

of stroke in Africa ranges from 25 per 100,000 persons in 
Lagos, Nigeria, to 250 per 100,000 persons in Al-kharga, 
Egypt, while the prevalence of stroke ranged from 15 
per 100,000 in Ethiopia to 963 per 100,000 in Egypt and 
1460 per 100,000 in the Niger delta regions of Nigeria 
[2]. Stroke constitutes 2.4% of emergency admissions and 
17% of medical admissions at a public teaching hospital 
in Ogun State Nigeria [3]. With increasing sophistica-
tion in the medical care of stroke emergencies, there is 
a gradual increase in stroke survivors with stroke-related 
morbidities. Many stroke survivors have persistent 
impairments, such as weakness, balance impairment, 
cognitive impairment, mobility restrictions and depend-
ency in activities of daily living (ADL) [4]. The sequelae 
following a stroke also alter the individual’s capacity for 
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social role functioning and can render a vulnerable self-
concept in the sense of autonomy and mastery [5].

The impact that a stroke has on the individual is unique 
and varies widely depending on the injury and the essen-
tial functions which are affected, such as cognition, com-
munication and physical abilities [3, 6]. The experience of 
surviving a stroke is akin to living after being graced by a 
deadly bullet. This indeed leaves its mark which initially 
presents as a one-sided weakness, but later progresses 
with a series of functional limitations and multiple affec-
tations of the person. Most assessments of post-stroke 
outcomes still rely on the use of standardised question-
naires comprised of pre-determined questions, pre-
sumed to be of importance to the individual, with closed 
response sets [7, 8]. Within this traditional model of 
outcome assessment, the healthcare professional, rather 
than the individual with stroke, is the “expert”. As a result, 
while much may be known about the impact of stroke on 
outcomes such as functional ability, for example, less is 
known about what this means to the individual who has 
experienced the stroke [9].

Several studies have qualitatively examined stroke 
survivors’ experiences and surmised that recovery goes 
beyond functional independence [10–12]. The conse-
quences of living as a stroke survivor have received sev-
eral attentions in literature from different parts of the 
world. Stroke survivors in North America reported affec-
tation of social relationships, which is evident in the loss 
of social support to the extent of home disruption, inabil-
ity to communicate, which was seen to be more affected 
than physical functioning and the consequent loss of 
independence [12]. The stroke survivors in one middle 
eastern country reported inadequate social and finan-
cial support and a lack of access to rehabilitative services 
leading to functional disturbances [13]. In two Scandi-
navian countries, it was reported that enriching social 
relations, successful return to work, and continued pres-
ence of professional support during recovery, enhanced 
the experience of the stroke survivor. At the same time, 
fatigue and sustained reduced function hindered partici-
pation in meaningful activities and influenced the post-
stroke experience negatively [14]. Clearly, a hand full of 
researchers have investigated experiences of recovery 
and life following stroke [15–18]; however, differences in 
cultural factors, health systems and available resources 
[19] have made it necessary to explore the experience of 
life after a stroke of Nigerian stroke survivors. This pre-
sent study, therefore, seeks to explore the experiences of 
Nigerian stroke survivors following a stroke. It is hoped 
that information from this study will go beyond out-
comes from standard questionnaire research [20, 21] to 
elicit unique information that is essential to the Nigerian 
stroke survivor. This information, when available, may be 

useful in designing specific interventions for stroke survi-
vors to facilitate recovery.

Aim
The study aimed at exploring the lived experiences of 
Nigerian adult stroke survivors with a focus on their con-
cerns, hopes, dreams and daily routines.

Method
The relevant domains of the Consolidated Criteria for 
Reporting Qualitative research (COREQ) [22] are used to 
report the methods in this study.

Research design
This qualitative study employed a phenomenological 
approach based on in-depth interviews of stroke survi-
vors. Interpretative phenomenological analysis (IPA) was 
used in this study because it allows for an in-depth explo-
ration of the significance of a personal experience and 
the meaning attached to that situation or event [23]. The 
advantage of this approach in relation to the aims was 
that it enables a detailed analysis of the story and events 
in each case of a stroke survivor. The cumulative analy-
sis then allowed each case to contribute to the overall 
account of a stroke survivor’s experience, while retaining 
a connection to the individual cases [24].

Setting
The interviews were conducted at different locations 
selected by the participants. Some interviews were con-
ducted at the hospitals and others at the participants’ 
homes.

Procedure
Study participants were stroke survivors listed on the 
registry of the stroke survivor’s rehabilitation club of 
Nigeria. They were contacted telephonically after obtain-
ing gatekeepers permission from the club’s coordina-
tors to involve them in this research. The purpose of the 
research was explained to the participants during the 
recruitment process, they were assured that participation 
is voluntary and that they are free to withdraw from the 
study at any time. Also, their confidentiality was guaran-
teed. Written informed consent was obtained from par-
ticipants after obtaining verbal consent from the stroke 
survivors. Stroke survivors who consented to participate 
were further scheduled for an interview at their homes 
or after a visit to the outpatient clinic. Data were col-
lected by one of the authors. This qualitative data was 
collected using an open interview to explore and under-
stand the experiences of stroke survivors. The interviews 
were audio-taped and written notes were taken by the 
researcher during the interview.
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Sampling procedures
Study participants were selected using purposive sam-
pling. The researcher selects ‘information-rich cases’ 
that can provide ‘in-depth understanding’ about life 
after stroke [25] according to the aims of this study. 
Potential participants had to have survived one or more 
episodes of a stroke for not less than two years. The 
address and telephone numbers of the stroke survivors 
or their next of kin was obtained from the register of 
the SSSRCN and used to identify potential participants 
who met the inclusion criteria.

Inclusion and exclusion criteria
Participants involved in this study were stroke sur-
vivors with two years post-stroke incidence, having 
a score of not more than 3/6 on the modified Rankin 
scale, required to understand and speak either Yoruba 
or English, with inclusion age greater than 18  years 
and able to communicate without serious speech 
impairment. Potential participants who were severely 
impaired in their level of functioning prior to the stroke 
were excluded, for example, an individual who was 
unable to function independently in ADLs prior to the 
stroke.

Sample size
The sample comprised as many stroke survivors as 
possible (saturation sampling) until the data collected 
became repetitive (data redundancy is reached).

Data collection
Tools and strategies
An open interview was used during the primary data 
collection process with a proforma for obtaining soci-
odemographic information prior to this interview. The 
data collection proforma sought to obtain information 
about age, gender, date of the stroke, side of hemiple-
gia/hemiparesis, duration of hospitalisation, whether 
rehabilitation was received and how frequent, whether 
rehabilitation was continuing, education level, and 
employment prior to and after the stroke. This form 
had English and Yoruba Language versions and was 
used appropriately. The open interview contained 
general questions like ‘How is your life now after the 
stroke?’ ‘What problems have you experienced after 
stroke?’ and ‘How has your family experienced life after 
stroke? Interviews began with general and easy ques-
tions, and then step by step progressed to more specific 
and directed questions. Questions were probed based 
on what each respondent shared to cover themes like 
their experience in the post-stroke life, the role of fam-
ily caregivers, and formal caregivers in that situation. 

Interviews were conducted at the stroke survivors’ 
homes or at a neuro-rehabilitation day clinic, based on 
the participant’s wishes, and lasted 45–60 min.

Data analysis techniques
The analysis was undertaken in six steps following an IPA 
approach [24]. They are reading and re-reading data, Ini-
tial noting, developing emergent themes, searching for 
connections across emergent themes, moving to the next 
case and looking for patterns across cases. A consoli-
dated list of superordinate themes was then constructed 
from the collated cases. The authors undertook the anal-
ysis and they jointly reviewed and checked the thematic 
allocations of the data.

Findings
We interviewed 12 stroke survivors as at data saturation 
with 75% of them being of the female gender and 66.7% 
being ischaemic stroke. Their age ranged from 49 to 
72 years. Other details of stroke survivors’ demographic 
profiles are documented in Table  1. The participants in 
this study described their experiences within the biopsy-
chosocial model, emphasising both the visible loss of 
mobility and the emotional issues related to their condi-
tion. The data analysis resulted in three emergent super-
ordinate themes and corresponding subordinate themes. 
These are summarised in Fig. 1.

Superordinate theme 1: stroke presentation
For most participants, the stroke onset was experienced 
as a dramatic event, with emotive recollections of the 
events that characterised the stroke incidents. Detailed 
stories about the cause of the stroke characterised each 
interview. Most of the participants situated themselves 
in guilt and procrastinating as a cause of action that may 
have prevented the incidence of stroke. In the words of 
Heidegger as quoted by Crooks [26] “every moment is a 
moment in which both future and past are at stake; every 
moment is, at least potentially, the decisive moment, the 
right moment”. The occurrence of the stroke was cited as 
an event that may have been prevented had they taken 
better personal choices or had the environmental factors 
been more favourable.

Subordinate theme 1.1: “It was like a disconnection”: 
dramatic onset of the stroke experience
Several participants described the occurrences of these 
events during ADL tasks, such as ablution, eating, rest 
and sleep.

It was as if something was disconnecting at that 
part, I had to call my daughter to help me massage 
my mouth and after that, I was carried to the hospi-
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tal in the morning…It was like a disconnection in my 
body… Everything just stood still. (S2)

S2 woke up in the night to use the rest room and sud-
denly felt an urgency to do some exercises at night, she 
started feeling a disconnection in her body, and for her, 
it appeared as if everything stood still, which may be a 
tacit reference to her loss of mobility and or disconnec-
tion with the sense of time as occasioned by the stroke 
incident.

There appeared to be an immediate awareness of 
mobility loss among some participants, that is, in their 
hands and feet, while others experienced speech deficits, 
dizziness and headaches.

By 10 pm, I started stooling, coming from bathroom 
to toilet and back to the toilet till around 6 am in 
the morning…my husband took me to the medi-
cal centre in my place of work … We were about to 
enter Babcock (hospital) when my speech became 
blur … It was only hand that was affected when we 
wanted to leave the (medical centre) ... It was when 
we wanted to enter that I noticed that I could not lift 
my leg again…(S1)

For S1, the associated non-specific occurrences like 
stool frequency throughout the night increased the drama 
of the stroke incident experience. It portrayed the stroke 

incident as a plethora of events that gradually culminated 
in mobility loss. The nocturnal onset of the stroke events 
adds to the strangeness described by the research par-
ticipants. S1, S2, S3 and S8 who reportedly experienced 
‘wake-up’ strokes (strokes situation where a patient awak-
ens with stroke symptoms that were not present prior 
to falling asleep) while S4, S6, S9, S10 and S11 reported 
strokes while awake. Again, survivors that had a stroke 
episode while awake were able to relate the occurrence 
with the performance of certain activities of daily living. 
For example, S6 had the episode while writing, S9 had the 
episode while walking from a religious meeting, S10 had 
the stroke episode after a meal, and S11 had the stroke 
episode during prayer while using ablution facilities. 
Below are verbatim quotes from these stroke survivors.

It happened in the midnight… I discovered that I 
was moving on the bed, but I couldn’t stand up, so I 
shouted. (S3)

I can’t really say how it happened. I didn’t really 
know stroke before until it happened to me, I just 
used to hear about it…I noticed that my hand and 
leg were getting weak. (S4)

I was ready to start writing, as usual, then, I discov-
ered that my leg was just shaking for about 5 min-

Fig. 1 Overview of superordinate and sub-ordinate themes
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utes, I couldn’t move it again, so I called my wife, 
and we went to FMC immediately. (S6)

It was in the morning, I just woke up, I wanted to go 
to the toilet but couldn’t stand up, so I forced myself 
to stand up and I fell. I can’t remember how I got to 
the hospital (S8)

I just finished eating. I wanted to throw away the 
leaves of the food I ate but I couldn’t throw it away 
with my hand, so I called my younger brother to 
come and take me to the hospital. I told him that 
stroke has started though he told me that it can’t be 
stroke but I knew it was stroke and we confirmed it 
at the hospital. (S10)

S9 and S11 reportedly felt a push and feelings of diz-
ziness. This is a layman’s description of the loss of bal-
ance which is a significant indicator of the occurrence 
of a stroke. Again, a loss of balance was only reported 
among stroke survivors who had their experiences while 
awake.

I was coming from the mosque in the morning. I was 
almost at home when I felt a push. I had to strug-
gle to get home… I discovered that my hand and leg 
became cold, and I was having consistent headache 
at that time. (S9)

I was doing ablution, I wanted to pray, then I noticed 
that my body was going down, and I was surprised, 
I held the wall and I prayed. I called someone that 
checks my blood pressure, and she said my blood 
pressure is high. … That day I went to the toilet and 
noticed my hand was stiff so I went to lie down on 
a chair and my eyes starting turning, I started feel-
ing dizzy… so, I told my child to go and buy me malt 
and milk but when she came back, I couldn’t stand 
up again. When that happened, my left hand died, it 
wasn’t working well, the vein stopped too. (S11)

Subordinate theme 1.2: body function and structure 
limitations
Participants expressed a loss of body functions that 
impaired their activity and restricted participation. Par-
ticipants expressed mobility impairments, pain and sex-
ual dysfunction.

When they started treating me my hand will be 
paining me so much, so I told a doctor that I want it 
to be amputated, sometimes I can’t sleep (S10)

I can’t lift my right hand; it is not responding. My 
right leg too, I have to drag it. I walk with a walk-

ing stick. My other body organs are weak, my penis 
is weak. (S4)

I have the best handwriting. Not being able to use 
my right hand is the major problem (S7)

I can’t use my left leg like before. My walking is now 
slow…(S1)

Moreover, participants indicated cognitive limitations 
that affected their overall functional ability.

My brain has been affected. I can be talking to some-
one and forget what we were talking about (S8)
I am a very detailed person; I take note of every 
detail and present it when it is needed or when I am 
asked any question, but I can’t do those things any-
more. I was so detailed; People are now saying they 
don’t know who can take that place now. I have done 
my best. (S7)

Subordinate theme 1.3: “I felt terrible that I couldn’t do these 
things”
Several participants expressed not being able to partici-
pate maximally in their religious practices. Some activity 
restrictions were reported, including attendance at prayer 
sessions, fatigue, mobility restrictions, inability to drive, 
impairments, and maintaining specific postures for prayer.

It is painful to me. Stroke stopped me from praying 
and going for programs (asalalatu) in the mosque 
(S11)

Assuming I can walk well, it would have been good. 
Not been independent makes life difficult for me. I 
walk around the house little by little, and my chil-
dren drive me around the community. I go to church 
despite the stroke. I trust God for healing. I don’t do 
much in church. I used to go for preaching before, 
but it is difficult now, I have to be driven around 
because I get tired. (S2)

Now, I can’t observe my prayer as a Muslim because 
I can’t stand alone. I go for programs in the mosque 
2 times in a week, but I don’t go now because I can’t 
walk like before. (S12)

Social restrictions were illustrated by narratives that 
expressed decreased satisfaction due to social exclusion, 
stigma, impairments in skills and ability that influenced 
prior social participation.

I can’t go out. I don’t have friends again. There is 
(stigma) but I try not to take it to heart so that it 
doesn’t affect my mood (S2)
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I was a choir member and a poet. I render poems 
at work too whenever we have parties but I can’t 
do much now (S3)

I discuss and joke, I don’t have friends. I go for 
events, we sing and come back home but I can’t do 
most of these now (S10)

Vocational consequences, limitations to career pro-
gression, and financial limitations were additional 
barriers faced by these participants. One participant 
described his experience of being dismissed from 
work, with no opportunities for reasonable accom-
modation or realignment at work as a person with 
disability.

No, I am not working anymore. I was sacked when 
my employers saw that I was not fit anymore. 
Before I went to see my employers, they were giving 
me salary but after they saw the state of my body, 
they sacked me. Before the stroke, I was working 
7 a.m-4 p.m., though we used to have a break by 
12-1 pm but I was sacked since I can’t work after 
the stroke. (S3)

This participant expressed how his career aspirations 
were thwarted due to the stroke.

No, no good thing. It spoilt things for me because 
I was working in an oil and gas company. I would 
have been able to travel abroad for training if not 
for this stroke. My colleagues were able to enjoy 
this benefit, but I could not because this stroke 
happened around the time I was supposed to 
travel. (S3)

Even voluntary vocational tasks were reportedly 
restricted for one participant,

I was an usher. We welcome people to church, count 
offerings, and tithe, arrange the church and ensure 
a smooth running of the church but I can’t do those 
things now (S5)

Several participants experience financial restrictions 
related to purchasing medication and accessing travel as 
a person with a disability.

Also, it has not been easy on my finances though I get 
pension, I buy drugs every month and the drugs are 
expensive (S2).

Not happy. I don’t feel okay about it. For instance, 
before the stroke whenever I want to go out, I can 
board taxi anywhere but now I have to order taxis, 
especially when I want to come to see the doctor and 
it is expensive. I am not happy about it. (S3)

Subordinate theme 1.4: efforts towards recovery
Despite the impairments, concomitant limitations and 
restrictions inflicted by the stroke, participants were 
generally motivated towards their recovery with illus-
trations of their attempt highlighted below, especially in 
self-care tasks:

I cook, mop the floor and sweep with the hand that 
is not affected by stroke. If I want to bath, my chil-
dren help me to pour water on my body sometimes, 
I go to toilet by myself. I exercise myself too. I do my 
chores little by little unlike before when I could do it 
with speed. I still do them now but not like before. I 
cook now too but just once in a while. When I need 
to get something done sometimes, I tell my children 
to do it. (S8)

I do things. I bath myself; I even wash my bedspread. 
Things are not that difficult. The only thing I can’t do 
now is to wash my back, I carry empty bottles and 
pick things myself. I do my chores but that I don’t 
stress myself, I clean the shelf, I sweep too, my chil-
dren wash the plates. I wash my underwear. Wash-
ing has helped in making my hand unfold. (S11)

I bath myself, wear my cloth, go to the toilet by 
myself. Though it takes me time. The difference is 
that it is not so fast as before. (S7)

Superordinate theme 2: affect, coping and adaptation
Participants expressed a range of emotions, including 
grief, hopelessness, blame and regret, and hope, faith, 
and intrinsic volition. A number of adaptive mechanisms 
related to their coping and acceptance were also noted.

Subordinate theme 2.1: stigma
Stigma emerged as a significant concern for participants 
as described.

My neighbours say a lot of things. There was a 
time they said I am smelling because of the stroke. 
Some of them still greet me but they stay away 
from me. (S8)

Yes, people think once you have stroke, you can’t be 
alright again (S3)

Surprisingly, two participants expressed how stigma 
was enacted “stylishly” on the one hand, and how it was 
received as positive on the other.

No, they don’t stigmatise me. They do it stylishly, but 
I don’t count it. … Before the stroke, I go out with 
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my friends in the evening, we joke and play together. 
After the stroke, I still go out with them. Some make 
jest of me. (S4)

The stigma is not on a negative side, I think it is on a 
positive side though I don’t like a pity party. There was 
an experience I had, someone saw me and was crying 
… I have learnt caring for people, showing compas-
sion, love, bringing out love I don’t know exist, I enjoy 
those things but not with a pity party. They come near 
me. They feel I need their help. They show me the love 
I didn’t know was there until stroke happened (S1)

Subordinate theme 2.2: hopelessness, blame and regret
Most participants experienced blame and regret follow-
ing the stroke and related this to heeding to their co-
morbidity of hypertension.

I should have taken care of myself. I should have 
paid attention to my high blood pressure. I should 
have taken the High BP medications (S3)

I caused the stroke. I went to the hospital some time 
ago. I was told I have hypertension, but I did not 
believe it. If I had believed and taken drugs to bring 
the blood pressure down, this wouldn’t have hap-
pened. (S11)

I wasn’t wise enough to go to the hospital… Maybe 
if I had gone to the hospital there could have been a 
difference. (S10)

Anxiety and unhappiness accompanied the realisation 
that a premorbid level of functioning was not possible.

I felt bad that I didn’t go back to my former state. I 
was anxious and unhappy. (S2)

I am not happy now; I am praying to God that it will 
return to normal (S10)

Subordinate theme 2.3: hope, faith, acceptance, and intrinsic 
volition
There were some participants, however, who demon-
strated a level of acceptance enveloped in expressions 
of hope, faith, and intrinsic volition to continue despite 
limitations.

I don’t have anything doing. I sleep and eat but I 
want to send someone to go and restock for me so 
that I can start going to my shop. Before the stroke, 
I go to Lagos to restock twice in a month, but I have 
adjusted, I believe if there is life there is hope. I am 
planning to start going (S9)

To stroke patients, they should not give up, they 
should rest, this thing will go in Jesus name (S8).

I don’t feel bad about it. I am grateful for life. I have 
accepted it. I accepted that this stroke may not go 
away. I am close to 70, it is not likely it will be okay 
before I die’ (S6)

No, I know I will be well. The day I stood up; eve-
ryone was happy. When I was in the hospital, they 
cry each time they come to visit me and that makes 
me sad, but my husband used to tell me not to 
worry (S5)

Theme 3: social support
Spousal and family support were reported as both; pre-
sent for some of the participants and lacking for others.

Subordinate theme 3.1: spousal and family support: “They 
come near me; they show me love”
Participants’ community, spouse and children were cited 
as being essential to their recovery and reintegration.

They come near me. They feel I need their help. They 
show me the love I didn’t know was there until stroke 
happened (S1)

My husband does all the work now. He cooks for me, 
he does everything (S9)

They helped me, they also gave me money. My 
friends and family did that for me. (S12)

My children did not let me feel anything as they 
stood by me. My children take care of me, so I don’t 
suffer much. They buy my drugs. They play humor-
ously with us; they don’t shout at us. (S7)

No people don’t run away, they take care of me (S10)

Subordinate theme 3.2: lack of spousal and family support: “I 
begged her to take care of me”
Contrastingly, some participants expressed being aban-
doned by their spouses and family in their most vulner-
able situations.

I have no wife that can come with me. I have a wife, 
but she is not doing her duties as a wife. I have a 
woman, she gave birth to a boy and a girl for me, I 
begged her to take care of me, I gave her money and 
some other things but she said she can’t take care of 
me, that I should go and meet other women. She left 
me, all my efforts to persuade her fell on deaf ears. (S4)
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Don’t mind my family, they left me. They don’t even 
care about me… (S3)

Some of my family members didn’t care, it even 
caused a fight, but I thank God for sending me help. 
Those I trusted disappointed (S11)

Discussion
High rates of disability and mortality have been cited 
due to the increasing public health concern of stroke 
incidences [27]. With this, is the need to strengthen the 
service provision for stroke survivors within the health-
care system and in their communities into which they 
are expected to reintegrate. For service provision to be 
suitably implemented, an understanding of the needs of 
stroke survivors’ barriers and enablers to reintegration is 
required.

Phenomenological research, as in this study, was influ-
ential in illustrating the lived experiences of the stroke 
survivors. By an exposition of their narratives, we have 
been able to gain insight into their particular challenges 
and successes. The analysis revealed three superordinate 
themes that described the typical presentation of stroke, 
the stroke survivors’ affect, coping and adaptation and 
lastly, social supports.

The presentation of stroke is well documented. In this 
group of stroke survivors, an in-depth exploration into 
their experiences of stroke occurrence revealed several 
non-specific events like frequency of stool, waking up 
to exercise by midnight, feelings of disconnection in the 
body, loss of sense of time etc. All these culminated in 
the stroke incident. Studies [28, 29] have documented 
specific signs and symptoms of a stroke event to include 
headaches, vertigo, gait disturbance, and convulsions 
which results in the final event. Still, based on the expe-
riences shared by the participants in this research, there 
were certain non-specific (strange actions) that preceded 
the specific signs and symptoms of the stroke event. The 
authors are not aware of whether these non-specific 
events have been reported by other studies. However, 
it may be beneficial to investigate this in a large epide-
miological survey. Another predominant impression 
portrayed by these stroke survivors in the shared experi-
ence of their stroke occurrence was the guilt of not tak-
ing appropriate steps in managing an existing diagnosis 
like high blood pressure, postponing a medical consulta-
tion or “playing the ostrich” (denial) with obvious reali-
ties of an impending stroke because of a popular opinion 
that stroke affects the elderly population. This guilt ema-
nated from the present discovery that better decisions 
and actions may have prevented them from experienc-
ing a stroke. Yuki and Kudo [30] also reported that stroke 

survivors recognise the likelihood that their previous way 
of life may be the reason for the stroke and identifying 
the need for preventing another stroke episode. Further 
stroke episodes can only be prevented when good health-
seeking behaviour [31] is adopted by stroke survivors. 
In this context, health-seeking behaviour will include 
adherence to medications, prompt medical consultation 
and increasing education to debunk myths on the pre-
vention and management of stroke events. The survivors 
reported two types of stroke onsets — wake-up strokes 
and strokes while awake. The presentation of wake-up 
strokes affects the possibility of prompt intervention [32]. 
It is often emphasised that ‘Time is Brain—Compared 
with the normal rate of neuron loss in brain ageing, the 
ischaemic brain ages 3.6  years each hour without treat-
ment’ [33]. Aside from the apparent fact that wake-up 
strokes may not receive early intervention like safe and 
efficacious reperfusion therapy, there are several uncer-
tainties about the stroke severities [32]. One-third of 
stroke survivors in this population had wake-up strokes 
and during the time of the interview, their stroke sever-
ity was similar to survivors who had strokes while awake. 
This is not surprising as reperfusion therapy is not read-
ily available even for Nigeria stroke survivors who had 
stroke events that occurred while awake. Lack of access 
to brain imaging and pre-hospital delays are significant 
barriers to prompt intervention after a stroke event and 
are the main determinants of stroke outcomes [34, 35].

Participants in this research highlighted many impair-
ments that shaped their stroke experience. Among such 
are balance challenges, central stroke pain, sexual and 
cognitive dysfunctions that led to social restrictions, 
vocational and financial limitations. Loss of balance is 
a common symptom of stroke [36]; some of the stroke 
survivors interviewed reported dizziness and feelings of 
being pushed as their way of explaining the inability to 
maintain a coordinated posture. The human balance 
control system is sustained by the sensorimotor system 
(somatosensory/proprioceptive, visual, and vestibu-
lar systems) [37]. The onset of a stroke may affect any 
of these areas depending on the type, severity and area 
of the brain in which the stroke is affected. The unilat-
eral muscle paralysis that is the conspicuous physical 
manifestation of stroke events is sufficient to cause loss 
of balance and unsteady gait. One of the participants 
in this study expressed excruciating upper limb pain 
that he believes may be remedied by amputation of the 
affected limb. Pain in stroke survivors is expected to be 
neurogenic, but as the stroke becomes chronic, abnormal 
synergies cause adaptive shortening that may result in 
nociceptive pain. Hence management of pain associated 
with a stroke should consider the need to treat the nocic-
eptive and neurogenic components. Alternative methods 
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of managing pain should also be encouraged, especially 
in psychological pain overlays like a stroke survivor 
requesting limb amputation for pain treatment.

Cognitive impairment after stroke was popularly 
reported by participants in this study. Al-Qazzaz et  al. 
[38], reported that stroke affects the attention, memory, 
language, and orientation with attention and executive 
functions mostly affected. Participants in this study 
complained of memory problems that appeared to get 
worse as the stroke became chronic. Early intervention 
by specialist psychologists into stroke-associated mem-
ory challenges should be considered to prevent cogni-
tive disabilities. Sexual dysfunction is not often openly 
discussed in the Nigerian culture; however, one of the 
participants in this study revealed that he had a sexual 
organ weakness, possibly referring to an erectile dys-
function. Oyewole et  al. [39] reported that stroke sur-
vivors had significantly lower sexual functioning with 
a higher prevalence of sexual dysfunction than healthy 
controls. This dysfunction is usually a combination of 
neurogenic and vasculogenic aetiology. This same sur-
vivor and a few others expressed social and spousal 
neglect, which may be associated with decreased sexual 
functioning.

These impairments led to a series of activity limitations 
and participation restrictions like stigma vocational and 
financial limitations. Activity and participation restric-
tions were highlighted as strongly related to mobility 
and self-care. Moreover, observance of religious activi-
ties was significant for this group of participants. This 
aligns with some of the participants who experience a 
sense of hope and faith that aided their overall coping. 
Vocational restrictions inevitably occurred. Social sup-
port was described across both ends of the spectrum 
depending on the personal characteristics of the stroke 
survivors, whether they experienced positive or nega-
tive social support. In this study, the older females expe-
rienced positive social support while the younger males 
reported negative social support with an emphasis on 
spousal rejection.

Conclusion and implication for practice
In conclusion, the outcome of the present study has 
given credence to the international classification of 
functioning and health with emphasis on impairment 
in the brain functioning that progresses to body mobil-
ity loss which will result to functioning limitation and 
participation restrictions in diverse human occupa-
tions. We hope that the knowledge of non-specific 
or dramatic stroke onset presentation may be use-
ful in ensuring early remediation and stabilisation of 
symptoms during an acute stroke experience. Access 

to neuroimaging facilities for any suspected stroke 
incident will be apt towards reducing morbidity and 
mortality with a concomitant improvement in the expe-
rience of the stroke survivor.

This study has some practical implications. Some of the 
stroke survivors expressed regret about not complying 
with solutions to pre-stroke comorbidity. Healthcare pro-
fessionals should therefore focus on health education and 
good health-seeking behaviour alongside the quest for 
functional independence for stroke survivors. This health 
education should include sexual and cognitive function-
ing, which are not often the focus of post-stroke rehabili-
tation. Hope was a strong motivational factor to cope in 
this study’s participants, but this may wane in the face of 
continued residual impairments. Therefore, stroke sur-
vivors must be prepared and equipped with adaptative 
coping mechanisms during rehabilitation. There is also 
the need for the establishment of formal social support 
for improved outcomes and quality of life among stroke 
survivors [12, 13].

Study limitation and recommendation for future 
research
The novel outcome of this present study may be lim-
ited in external validity even though the researchers 
ensured data saturation during participant recruitment. 
The social and cultural biases of these respondents may 
account for the study outcome hence more extensive 
research using a mixed-method design involving par-
ticipants from different socio-cultural backgrounds may 
further validate the lived experiences of Nigerian stroke 
survivors.
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